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Abstract 

Background: Let’s Talk about Children (Let’s Talk) is a brief family-focused intervention that 

promotes family relationships and the wellbeing of parents with a mental illness and their children. 

While Let’s Talk has been implemented in adult-focused services, it faces the same challenges as 

other family interventions in being difficult to introduce and sustain in Adult Mental Health Services 

(AMHS). Multiple barriers to the integration of family-focused practice in AMHS have been identified 

in the literature but little is understood of what enables sustainability of practice. Implementation 

and sustainability research in complex healthcare settings requires multiple levels of measurement 

to explore the interrelated factors influencing practice outcomes within their context. 

This research follows-up eight AMHS that participated in a four-year randomised controlled trial 

(RCT) in Victoria, Australia that investigated the efficacy of Let’s Talk on recovery outcomes for 

parents with a mental illness. Sustainability was explored in this thesis by considering the continuing 

practice of Let’s Talk by practitioners and the organisational capacity to support Let’s Talk practice. 

The research in this thesis utilised a participatory approach to co-produce the applied knowledge to 

inform service and workforce development.   

Aim: This research aims to investigate the key elements for sustainability of Let’s Talk in AMHS, in 

Victoria, Australia by exploring the question: ‘what is important for sustainability of Let’s Talk in 

AMHS?’ This was addressed in two sub-questions: i) ‘what sustainability has occurred in 

practitioners’ Let’s Talk practice and the organisation’s capacity to support Let’s Talk practice?’, and 

ii) ‘what key elements are critical for the sustainability of Let’s Talk practice and organisational 

capacity?’ 

Methodology: A participatory mixed method design was employed which embedded quantitative 

research within a predominantly qualitative method in four consecutive phases. Using semi-

structured interviews, Phase 1 explored the implementation process with leadership from the 

organisations participating in the RCT to enable a contextual understanding of what had been 

sustained. Phase 2 used quantitative and qualitative approaches to establish the AMHS’ current 

capacity to support Let’s Talk and practitioners’ use of Let’s Talk during and since the RCT. A 

participatory case study in Phase 3 explored influences on sustainability in one AMHS which had 

capacity to support Let’s Talk and in which practitioners were continuing to deliver the practice. A 

co-design workshop in Phase 4 applied the collated findings from the previous phases to develop a 

set of recommendations for implementing Let’s Talk for sustainability in AMHS. 
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Findings: AMHS are complex organisations that work within continuously changing contexts. This 

series of studies found that sustainability is a nonlinear process affected by shocks and setbacks. 

Strategic implementation with internal overseeing personnel was found to enable ongoing, 

deliberate attention to overcome hurdles to service delivery. Paradigm conflicts in the funding and 

service directives embedded within AMHS were also found to affect family-focused service delivery. 

These conflicts included individual vs family focused approach, acute vs recovery or preventative 

work, and mental health promotive vs risk averse frames of reference. Practitioners’ continued use 

of Let’s Talk was found to be linked to the organisation’s capacity to support practice. Organisations 

that made structural and procedural changes to enable the fit of Let’s Talk had practitioners with 

continued practice.  

Conclusion: Sustainability of Let’s Talk in AMHS requires ongoing attention at both the practitioner 

and the organisational level. Implementing for sustainability requires the consideration of the 

alignment of Let’s Talk with the organisation’s visions, identity and other initiatives. Multi-level 

leadership support to provide the authorising environment for Let’s Talk practice and the practical 

support to apply Let’s Talk to the organisation’s everyday practice was also required. Additionally, 

infrastructure to train and support practitioners’ delivery of Let’s Talk, and the utilisation of data to 

target and monitor delivery and outcomes can support practice delivery in the context of continuous 

change.   

Moreover, the thesis findings contribute to understanding sustainability as a non-linear process of 

continual adjustment between the organisation and the intervention that require multilevel 

contextual measurement. In doing so, the thesis also illuminates the need for dynamic approaches 

to the development of evidence-based practices that can accommodate the need for their co-

evolution in situ and clear identification of their mechanisms of change. 
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Glossary of terms 

How language is used is a powerful tool to shape understanding. The research in this thesis is 

situated within adult mental health services providing clinical services within a primarily medical 

model. In this setting, disturbances of mental health are understood within a psychiatric framework 

and defined as mental illness rather than mental health issues, challenges or problems. While there 

are many people who prefer not to identify with their experience as an ‘illness’, the language of 

illness is embedded within the service provision and in positions such as FaPMI Coordinators. 

Additionally, the field of research about the parenting role of people using adult mental health 

services and their children has had a psychiatry foundation and the term mental illness 

predominantly used. This is seen in terms such as Children of Parents with a Mental Illness (COPMI), 

parental psychiatric disorder and parental mental illness.  Mindful of the tension this term creates, 

mental illness is used within the thesis but where possible a person-centred approach to language is 

used and a parent experiencing mental health issues is described as a parent-consumer. 

AMHS - Adult Mental Health Services are clinical services focused on assessment and treatment of 

people with a mental illness (https://www2.health.vic.gov.au/mental-health/mental-health-

services). Adult Mental Health Services are a specialist clinical public service for people with 

a severe mental illness, including significant levels of disturbance and psycho-social 

disability; service includes acute inpatient and continuing care facilities (Maybery et al., 

2017; State of Victoria, 2018) 

Consumer - a term used in Australian mental health services to refer to a person with direct 

experience of mental illness who has or is receiving mental health services 

(https://www2.health.vic.gov.au/mental-health/working-with-consumers-and-carers) 

Carer - a term used in Australian mental health services to refer to a person, including family 

members and people under 18 years of age who provide support, assistance and/or 

personal care to someone with a mental illness (https://www2.health.vic.gov.au/mental-

health/working-with-consumers-and-carers) 

EBP - Evidence-Based Practice/s. Used in this thesis synomynously with evidence-based 

interventions or innovations 

Family Support Services - State Government funded services that promote the safety, stability and 

development of vulnerable children, young people and their families, and build capacity and 

resilience for children, families and communities (http://www.dhs.vic.gov.au/about-the-
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department/plans,-programs-and-projects/programs/children,-youth-and-family-

services/family-services-program)  

Family-Focused Practice - an umbrella term to define practice that incorporates working with people 

in the context of their ‘family’ as defined by themselves (Foster et al., 2016). This is 

discussed in more detail in Chapter 4 of this thesis 

FaPMI coordinator - A Victoria state government funded service development position located 

within each AMHS. The aim of the coordinator role is to build the capacity of the AMHS and 

their network partners in Victoria, Australia to support families where a parent has a mental 

illness (State Government of Victoria, 2007, 2016) 

Influencers - Factors that have an influence on sustainability 

MHCSS - Also known as Mental Health Disability Support (MHDS) or Psychiatric Disability and 

Rehabilitation and Support Services (PDRSS). Non-clinical services provided by the non-

governement sector which focus on activities and programs that help people manage their 

own recovery and maximise their participation in community life 

(https://www2.health.vic.gov.au/mental-health/mental-health-services)  

Mental illness - medical term used to describe a cluster of conditions related to a significant 

disturbance of mental health as result of disordered thought, mood, perception and/or 

behaviour which impact an individual’s functioning. Identified by diagnosis 

Micropolitics - How power and resources are used by individuals or small groups to influence 

behaviour by shaping the attitudes, desires, perceptions and judgements of others to bring 

advantage (Scherer, 2015) 

Practitioner - a person engaged in professional role to work with the parent-consumer including but 

not exclusive to nurses, social workers, psychologists, occupational therapists and doctors. 

Also described as a clinician in some settings.  

Wicked Problem - Term first used by Ritter and Webber (1973) to describe problems for which there 

is no simple answer due to their interrelated social, cultural, planning and/or policy 

complexity. Such a problem has many ways of defining and therefore approaching it, 

meaning that outcomes are difficult to foresee.  
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Chapter 1 Introduction 

1.1 Statement of research problem 
Mental illness has the potential to impact families. The symptoms, treatment and social 

consequences of the illness, such as unemployment, poverty and stigma, add considerable strain on 

parents and position their families to be at risk of adverse outcomes. Family relationships, and 

parent and child wellbeing are all impacted through interrelated factors (Reupert & Maybery, 2016). 

Consideration of these factors has led to increasing awareness of the importance of family-focused 

practices for families where a parent has a mental illness. There is growing evidence that these 

family-focused practices have an impact on protecting and promoting resilience in children 

(Goodyear et al., 2015; Maybery & Reupert, 2009; Siegenthaler et al., 2012) and in supporting 

mental health recovery and parenting roles (Awram et al., 2017; Beardslee et al., 2007; Foster et al., 

2016; McKay, 2004, 2010; Reupert et al., 2012). Additionally, family-focused practice has been 

increasingly included in government and service providers’ policy and practice guidelines (Foster et 

al., 2016; Goodyear et al., 2015; Nicholson et al., 2015). However, there remain significant 

challenges for Adult Mental Health Services (AMHS) embracing it in standard practice due to barriers 

at the level of the worker, the organisational and the intervention (Maybery et al., 2016; Maybery & 

Reupert, 2009). AMHS’ typically work within a biomedical professional-centred approach (Foster et 

al., 2016) that comprises a clinical workforce with limited skills and knowledge in family-focused 

practice (Maybery et al., 2014; Maybery et al., 2016; Maybery & Reupert, 2006), as well as an 

individualised funding structure (Fadden, 2006; Goodyear et al., 2015). While these barriers for the 

utilisation of family-focused practice in AMHS are known there is little known about sustaining such 

practices in these settings.   

An intervention that has showed potential to be implemented in AMHS is the brief Let’s Talk about 

Children intervention (Solantaus & Toikka, 2006), referred to hereafter as Let’s Talk. This 

intervention engages with parents with a mental illness, with the aim of empowering the parent in 

their parenting role, enabling them to support their children by drawing on their family’s social 

networks and accessing different services as required (Solantaus et al., 2015; Solantaus & Toikka, 

2006). In this way Let’s Talk serves as both a recovery tool for the parent and as a health promotion 

tool for the whole family.  

In Australia, Let’s Talk was chosen as an intervention that could help to achieve the minimum 

standard of family-focused practice appropriate for all staff (Goodyear et al., 2015; Maybery & 

Reupert, 2006) with an emerging evidence-base and a seemingly simple and time efficient method 

(Maybery et al., 2017). It was piloted in AMHS and psychiatric rehabilitation settings , before being 
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trialled in three sectors: AMHS, the non-government Mental Health Community Support Services 

(MHCSS) and family support services as part of a randomised controlled trial (RCT) funded by the 

Mental Illness Research Fund (MIRF) of the State Government of Victoria, Australia (Maybery et al., 

2017). Following delivery of Let’s Talk, both parents and practitioners reflected positively on the 

program, and preliminary findings show promising impacts on mental health recovery, parenting 

stress and therapeutic alliance (Goodyear et al., 2016). 

Implementation supports were incorporated as part of the research trial, to assist with translating 

Let’s Talk into practice in participating services. Previous studies indicated that delivery of family-

focused practice in AMHS required skilled and supported staff (Maybery et al., 2014; Maybery et al., 

2012; Maybery & Reupert, 2006, 2009) within an authorising environment (Berry & Haddock, 2008; 

Eassom et al., 2014; Maybery, Foster, et al., 2015). As a result, the implementation strategy of the 

RCT included engaging service management and establishing local trainers. These trainers received 

ongoing coaching in their role to provide training and supervision at the service. Despite these 

implementation investments, services had significant challenges embedding Let’s Talk into sustained 

practice.   

Over recent years, numerous studies have focused on the complexity and difficulty of translating 

implementation of health interventions into sustainable practice (Damschroder et al., 2009; Fixsen 

et al., 2013; Fixsen etal., 2009; Fixsen et al., 2005; Greenhalgh, Robert, Macfarlane, Bate et al., 2004; 

Scheirer, 2013; Scheirer & Dearing, 2011). Stirman et al. (2012) argued that an intervention can be 

considered sustained if, after the initial implementation, there is maintenance of the core elements 

in practice and adequate capacity to support the continued practice of these elements. With this in 

mind, sustainability in this research focused on the continuation of practitioners’ practice of Let’s 

Talk and the organisational capacity to support practice after the original training and research focus 

was completed.  

In order to enable better outcomes through effective practices, Scheirer and Dearing (2011) argued 

that a deeper knowledge of sustainability is required. They advocated that sustainability can only be 

understood through exploring the innovation in the contexts within which they are implemented 

(Scheirer & Dearing, 2011). In a significant review of literature on uptake and continuation of 

healthcare innovations, Greenhalgh, Robert, Bate et al., (2005) noted that the most serious gap in 

the literature was exploration on what processes enabled sustainability. They also advocated the 

need to address these issues through research that focused on whole-system processes using 

approaches such as participatory action research or realistic evaluation that can build a rich 

understanding of the complexity through in-depth mixed methodology studies. 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



 

Page | 3 

 

1.2 The local context  

Adult Mental Health Services (AMHS) in Victoria, Australia 

Mental health services in Australia are primarily administered by state governments. In Victoria, 

specialist clinical services are provided by Adult Mental Health Services (AMHS) as part of a wider 

network of systems delivering services on an area-wide basis within 21 geographically defined 

catchment areas – 13 metropolitan, 8 rural (State of Victoria, 2006). These provide community-

based and inpatient care for adults aged 16-64 years with severe mental illnesses or disorders that 

are associated with significant levels of disturbance, or disability that prevents other services from 

adequately treating or managing them (State of Victoria, 2006). The most common diagnoses given 

to adults receiving services from AMHS are schizophrenia and mood disorders such as depression 

and bipolar disorder. Other common diagnoses include stress and adjustment disorders, personality 

disorders and anxiety disorders (State of Victoria, 2018). It is common for people to have coexisting 

difficulties such as substance use disorders and physical health issues (State of Victoria, 2006). 

The workforce in AMHS typically comprises nurses (approximately 60%), allied health workers 

including social workers, psychologists, occupational therapists (approximately 20%), medical staff 

(approximately 10%), administration staff and a growing number of consumer and carer peer 

workers (State of Victoria, 2014b, 2018). There is a strong emphasis on service delivery through 

multidisciplinary teams and the skill mix across regions, services and program types varies (State of 

Victoria, 2014b). 

Reforms beginning in 2014, documented the concept of recovery as a key principle underpinning 

treatment and care that aimed to minimise long-term disability by supporting people to use and 

build on their personal strengths, resourcefulness and resilience. The reforms voiced the need for 

services to be responsive to people’s unique circumstances, needs and preferences, and highlighted 

the significance of family, carers and support people (State of Victoria, 2014b). This included the 

need to strengthen workforce capability for identifying and responding to the needs of parents with 

a mental illness and their children (State of Victoria, 2014a, 2014b). This saw the expansion of the 

existing FaPMI strategy to a fully funded state-wide program (State Government of Victoria, 2007, 

2016). The FaPMI program placed service development staff within each AMHS to build the capacity 

of mental health services and other network services to reduce the impact of a parent’s mental 

illness on all family members through the use of non-direct services (State Government of Victoria, 

2007, 2016). Such non-direct services might include: the provision of professional development for 

the workforce, the creating of changes to the organisational systems or the development of 

partnerships for service delivery. Furthermore, in 2014, the Parliament of Victoria enacted a new 
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Mental Health Act that enshrined the needs of children of parents with a mental illness as an 

underlying principle for work in mental health care (Tchernegovski et al., 2017). Principle (j) within 

the Act states ‘children, young persons and other dependents of persons receiving mental health 

services should have their needs, wellbeing and safety recognised and protected’ (Mental Health Act 

2014 (Vic), Part 2:11, p.26.). 

Let’s Talk in AMHS in Victoria, Australia and the RCT 

While Let’s Talk is extensively discussed in the chapter on the literature of Let’s Talk and family-

focused practice (Chapter 4), the Australian context of Let’s Talk is presented here.  

Let’s Talk began in Australia with a workshop on the Let’s Talk method presented by Professor Tytti 

Solantaus and William Beardslee at a conference on family mental health in October 2010 in 

Adelaide, Australia. This workshop spawned pockets of work across Australia that adopted the 

intervention in AMHS. In Victoria, a supported implementation pilot of Let’s Talk was undertaken 

between July 2011 and July 2013 in AMHS and psychiatric rehabilitation settings as part of a broader 

implementation project for a range of family interventions (The Bouverie Centre, 2015; see Figure 1). 

Adding to this momentum, the Victorian government funded the four-year supported 

implementation RCT exploring Let’s Talk as a recovery tool for parents with a mental illness.  

Between the years 2013-2017, two AMHS that participated in the previous supported 

implementation pilot and six other AMHS participated in the RCT of Let’s Talk, together with non-

government MHCSS and family support services (see Figure 1). The RCT had an overarching 

implementation strategy designed by the research team in conjunction with a statewide specialist 

family service, the Bouverie Centre. The strategy influenced which services engaged in the RCT and 

framed the support provided during the research process. Recruitment to the study was by means of 

an expression of interest process requiring senior management to commit to implementation. The 

Bouverie Centre developed and delivered training for local master trainers and provided them with 

standardized materials with which to deliver training in Let’s Talk in their setting. The Centre also 

offered coaching and support to master trainers in each service. Local execution of the 

implementation plans within each AMHS varied from service to service. The research in this thesis 

builds on the work in this RCT, following up these eight Victorian AMHS in four phases between the 

years 2017-2020 (see Figure 1).  
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Figure 1: Study of Let's Talk in Victoria, Australia 

 

Alongside these studies, Australian government funding enabled an Australian adaptation of Let’s 

Talk and the development of an e-learning resource for mental health practitioners across Australia. 

This was coordinated by the Children of Parents with a Mental Illness (COPMI) national initiative in 

conjunction with Professor Tytti Solantaus and a reference group that included mental health 

practitioners, researchers, parents with mental illness and family members (Tchernegovski et al., 

2015). This e-learning resource was reviewed and updated and is now freely accessible online from 

the National Workforce Centre for Child Mental Health (Emerging Minds)1.  

1.3 Addressing the research problem 
The research in this thesis builds on the previous knowledge of the effectiveness and the 

implementation of Let’s Talk to contribute towards addressing the gap in the knowledge of 

sustaining Let’s Talk specifically and family-focused practice in AMHS more broadly. The thesis aims 

to investigate key elements for sustaining Let’s Talk by answering the overall question: what is 

important for the sustainability of Let’s Talk in AMHS? Working in partnership with AMHS, the 

research is undertaken within a participatory theoretical paradigm and executed through four 

phases using five mixed method studies. The context and implementation process in the eight 

Victorian sites is explored first before sustainability is investigate in relation to the continuation of 

the core elements of Let’s Talk and the AMHS capacity to support continued practice. Working in 

partnership with the Victorian AMHS FaPMI coordinators, findings from the previous four studies are 

                                                           
1 https://emergingminds.com.au/training/online-training 
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converged to expand their generalisability and build a more complete understanding of key 

elements for sustaining Let’s Talk. Understanding sustainability of Let’s Talk contextually, in 

partnership with those involved in the settings creates a window into the exploration of 

sustainability of other family-focused practices. Through the use of a sustainability lens to 

investigate a single intervention (Let’s Talk) this thesis progresses the limited knowledge on 

sustainability of other family-focused practice in AMHS more broadly. By applying the conceptual 

frameworks of sustainability to practice, the thesis also contributes to what is known about its 

nature and approaches needed to enable the sustainability of evidence-based practice (EBP) in 

healthcare settings.  

1.4 The situated self 
The position of the researcher influences what knowledge is valued, how the world is viewed and 

how the generation of knowledge is approached (Creswell, 2014; Denzin & Lincoln, 2013a). A 

researcher comes to their question and the research problem with experiences that shape world 

views, beliefs and opinions that cannot be separated from the inquiry process and the resulting 

interpretation of the inquiry (Denzin & Lincoln, 2013a; Herr & Anderson, 2005). A process of 

reflection, identification and acknowledgment of the position of the researcher can assist in bringing 

to the foreground assumptions and beliefs that might otherwise be left invisible to the knowledge 

generation process (Bergold & Thomas, 2012 ; Denzin & Lincoln, 2013a). Below, I explore my 

situated self in relation to the research undertaken for this thesis.  

My approach and understanding of this research problem is situated within my personal experience. 

I come to this research almost opportunistically. My work as a FaPMI (Families where a Parent has a 

Mental Illness) coordinator has focused on developing the capacity of a service system to better 

respond to the needs of families where a parent has a mental illness in a metropolitan region of 

Victoria, Australia. This work gave me an opportunity to introduce a small pilot study and then 

participate in the research trial of Let’s Talk in AMHS in Victoria, Australia. The work of 

implementation in real-world settings within a context of changing government policies and service 

structures gave pause for reflection on what was important to sustain a seemingly simple 

intervention. As a result of this involvement, I was well positioned to take up the opportunity to 

explore sustainability at the end of the research trial. 

These reflections highlighted tension between the different questions and goals of the researcher 

and those in the research setting. As a person embedded within a service to enable ongoing capacity 

to support families where a parent has a mental illness, my questions were: “where does the 

intervention fit into the existing service structures? What can it be aligned to within the service that 
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will give it credibility and authority? What will support its sustainability?” The research team, tasked 

with getting the required numbers of parents and families within a limited timeframe, worked to 

implement Let’s Talk across multiple sites while attempting to minimise the impact of extraneous 

factors. A service’s engagement with the research focused on outcomes for their own service, such 

as enabling their practitioners to access the training and their parents to access the intervention. The 

researcher, however, working at arm’s length to the service outcomes, was focused on determining 

the effectiveness of the intervention as a recovery tool. These different standpoints are not often 

voiced and can result in further tensions that can sideline evidenced-based practices as not workable 

in real-world settings. Gold et al. (2006) suggest that while difficult, greater collaboration for joint 

knowledge production is vital to enable shifts in mental health systems. It is with this imperative that 

I, emboldened yet cautious, stepped forward into the space of the researcher and researched.  

My training in occupational therapy draws me to see the world in occupational terms with a vision of 

“enabling a just and inclusive society so that all people may participate to their potential in the daily 

occupations of life” (Townsend & Polatajko, 2007, p. 2). Drawing from the occupational therapy and 

occupational science literature, people are viewed as occupational beings and having access to 

meaningful occupations that are valued and give purpose is understood as a human right and 

important to health (Hammell, 2008; Pereira, 2017; Wilcock & Hocking, 2015). Occupations are 

defined as the way people occupy their time and include a range of daily life activities that people 

either collectively or individually, need, want or have to do (Wilcock & Hocking, 2015; Wilding & 

Whiteford, 2007). It is from this perspective that parenting occupations are understood. For some 

populations, the ability to participate in these daily occupations of life is restricted by complex 

interrelated layers of barriers that relate to the person, the occupation and the environment.  

Viewing my work as a FaPMI coordinator in AMHS through these lenses allowed me to see how 

people with a mental illness experience marginalisation from parenting and family-life occupations 

by the lack of opportunities and resources to meaningfully engage in them. Additionally, systems of 

care have historically been blind to the existence of parents with a mental illness or viewed them 

through a risk rather than a strengths lens, resulting in an undermining of their agency (Awram et al., 

2017; McKay, 2004, 2010). A population-based approach to occupational therapy contributes to 

community transformation through occupation, supporting the health and wellbeing of populations 

(Hyett et al.,, 2019; World Federation of Occupational Therapists, 2019). This approach that 

emphasises building community capacity for health promotion and illness prevention is underpinned 

by community engagement, partnership and joint ownership, and embodied by trust, respect and 

reciprocity (World Federation of Occupational Therapists, 2019; World Federation of Occupational 

Therapists et al., 2017). Importantly, research from this approach has been identified as a priority 
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area for the occupational therapy profession (Mackenzie et al., 2019; World Federation of 

Occupational Therapists et al., 2017).  These tenets provide a foundation for both my work as a 

FaPMI coordinator and this research. These lenses position me to focus on service systems and view 

the research as a collaborative tool for enabling just systems. 

My work in the aid and development sector strongly shapes my interest in what creates sustainable 

change. Evaluations of mental health community projects that I have done in India and Afghanistan 

focused on what sustainability looks like at the end of the project. My experiences on these projects 

led me to be interested in looking at what needs to be tweaked to enable the transformation that 

was envisioned. Frameworks of community development embedded in participatory action and 

rights-based approaches are part of the collection of lenses that frame my views. From these 

experiences, I’ve developed a scepticism towards neat models and easy answers to wicked 

problems. 

Belief systems shape world views, and central to my values and the way I see the world is my 

Christian faith. In me, this has cultivated a desire for justice, compassion for the vulnerable and has 

influenced my career choices and perspectives. It orients me towards an approach for knowledge 

and learning that is collective, participatory and enables power sharing. It has led me to positions 

that can influence change on a small and large scale and gives me an underlying hopefulness for the 

transformation towards wholeness that enables flourishing. The belief that God is already at work in 

the world making things new enables me to participate in my small corner knowing there is 

something bigger at work. As I bring this lens into my work of system transformation that enables 

families where a parent has a mental illness to flourish, I can afford the long-term view that is 

required for the slow cogs of organisational change. This puts me in a position to value the collective 

and seek hopeful stories of change. 

On top of these, my interest and work in the area of families where a parent has a mental illness is 

grounded in sharing life with family and friends with mental illness. It is to the privilege of journeying 

in life with them that I owe the wisdom gained by the reality checking of real-life situations. 

As explained here, I come to the research with a range of positions that include being an insider 

within one AMHS, part of a statewide FaPMI coordinator network, friend and family to parents with 

mental illness, community development practitioner, occupationally oriented, and a person with 

faith as a foundation. These multiplicities of perspectives shape the research design, data collection, 

analysis and interpretation and so need to be acknowledged and held in tension to support greater 

transparency. Multiple methods of critical appraisal and reflexivity have been utilised in this research 

process which are outlined in more detail in the research methods chapter (see Chapter 5). 
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1.5 Thesis overview 
This chapter has outlined the statement of the research problem, the context of the research setting 

how the research will address the research problem and the place of myself as the researcher. This is 

the first of five chapters that form the first section of the thesis that document the foundations 

underpinning the research.  

The second chapter in this section presents the theoretical paradigm of participatory research, 

defining the axiology, ontology and epistemology of this research (Chapter 2). Following this, a 

chapter each is presented on the concept of sustainability (Chapter 3) and on the intervention, Let’s 

Talk (Chapter 4). Chapter 5 then draws together these four foundational chapters to detail the 

research aim and methodology. 

The middle section of the thesis presents the four phases of the research and their studies that make 

up this thesis (Chapter 6-9). Each phase’s chapter begins with an overview of the phase and how it 

contributes to the research overall before presenting the studies associated with that phase. Three 

of these phases include papers published which detail the methods, findings and implications of 

each of these four studies. Each phase’s chapter concludes with presenting how the findings from 

this phase contributes to answering the research question. 

The thesis concludes with a final chapter discussing the contribution of the research and presenting 

implications of the findings integrated across the thesis (Chapter 10).
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Chapter 2 Theoretical paradigm:  
participatory research 

Research occurs within a frame of reference that shapes the reason for the exploration - axiology, 

how reality is understood - ontology and the way knowledge is produced - epistemology (Creswell, 

2014; Denzin & Lincoln, 2013b; Kuhn, 1970). Influenced by my experiences and perspectives as a 

researcher embedded within AMHS, noted in the previous chapter (Chapter 1), a participatory 

research paradigm was chosen to frame this research. The choice of paradigm was also influenced 

by the literature on sustainability which advocates for the value of context-rich research that builds 

the capacity of health services (Greenhalgh, Robert, Bate, et al., 2004) as explained in Chapter 3. The 

lack of sustainability of family-focused practice in AMHS exemplifies the complexity of implementing 

and embedding new practices into healthcare settings that require whole-system understandings.   

Participatory research’s collaborative approach allows for the development of knowledge about 

sustainability in collaboration with those within the AMHS settings and is suited to the complexity of 

real-world investigation.    

This chapter presents the history and definitions of participatory research before outlining how it is 

used as a theoretical paradigm in this research, setting the foundation for the methodology 

described in Chapter 5.  

2.1 Participatory research history 
Participatory research grew out of diverse threads of social inquiry that challenged the dominant 

paradigms to develop more politically informed and socially engaged forms of knowledge creation 

(Brydon-Miller, Kral, Maguire, Noffke, & Sabhlok, 2013). Developing in different ways across 

countries, disciplines and research goals, participatory research has origins in both collective action 

and emancipatory practice (Cargo & Mercer, 2008; Macaulay, 2016). Its trajectory has been strongly 

influenced by social movements for transformation such as civil rights and the voices of groups often 

excluded from knowledge production, i.e. Indigenous or First peoples, people in poverty, females 

and African-Americans (Brydon-Miller et al., 2013; Cargo & Mercer, 2008; Kemmis & McTaggart, 

2005; Macaulay, 2016). Such voices have raised critiques of assumptions of knowledge being value 

free. In more recent years, participatory research has shifted from a method of study to an 

overarching research approach (Cargo & Mercer, 2008). Participatory research has played a 

significant role in research in education, public health and health promotion for its promotion of 

social justice, knowledge translation and self-determination (Macaulay, 2016). 
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2.2 Participatory research defined 
Participatory research is to be understood as an umbrella term that encompasses a range of 

approaches with an underlying premise of inclusivity that values active engagement in the research 

process by those affected by the research (Cargo & Mercer, 2008). Rather than a method or 

methodology, it is seen as an orientation to research that determines the research parameters 

(Cargo & Mercer, 2008; Kemmis & McTaggart, 2005; Minkler, 2005; Wallerstein & Duran, 2006).  

From its beginning, participatory research has been concerned with the relationship between power 

and knowledge (Bozalek, 2011; Brydon-Miller et al., 2013). By design, it works to democratise the 

power of knowledge through engaging non-traditional researchers as equitable partners in 

knowledge generation (Kemmis & McTaggart, 2005). In doing so, participatory research sheds light 

on the way the power that is woven into the fabric of society is used to shape what is valued and 

valid. Understanding reality within these micropolitics allows for more equitable knowledge to be 

generated (Ozanne & Saatcioglu, 2008). This drive for knowledge generation in partnership with 

those affected by the issue being studied also better enables the application of this knowledge to 

generate a change in public health and practices (Cargo & Mercer, 2008). 

Participatory research advocates that practice develops over time as it is constructed and 

reconstructed through social discourses, actions and action consequences (Kemmis & McTaggart, 

2005). As such, research is seen as a social process of collaborative learning that creates space for 

what Kemmis and McTaggart (2005) describe as communicative action. It is through this 

communicative action that transformation of practice, understandings and situations is enabled. As 

a result, participatory research posits that there is no divide between practice and theory. Instead 

participatory research operates on the premise that applied research can both build theories and 

solve practical problems (Ozanne & Saatcioglu, 2008).  

Core elements of participatory research that set it apart from other action research or collaborative 

approaches are empowerment, capacity building and ownership, all of which are enabled by mutual 

respect and trust within the partnership (Cargo & Mercer, 2008). For participatory research, the 

context has prominence and involves learning about “the real, material, concrete and particular 

practices of particular people in particular places” (Kemmis & McTaggart, 2005, p. 564) which makes 

practices accessible for reflection, discussion and reconstruction. 

While participatory research is often known for its social justice and self-determination practice, one 

of its three primary drivers is translation of knowledge into action (Cargo & Mercer, 2008). The 

process of exploring practices by those involved in these practices and collectively producing real-
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world knowledge related to their own circumstances increases the legitimacy and the applicability of 

the knowledge to practice (Cargo & Mercer, 2008; Kemmis & McTaggart, 2005).  

2.3 Use of participatory research in this thesis 
This next section outlines how a participatory research paradigm is applied in this research. Firstly, 

the assumptions of the research are made explicit and their role in shaping the methodology is 

explored. Subsequently, an explanation is given of how this research addresses participatory 

research’s core tenets of co-creation of knowledge and participation. 

Participatory research paradigm’s assumptions and this research 

Implicit assumptions are bound within a paradigm that relate to the value of knowledge (axiology), 

the way reality is understood (ontology) and the way knowledge is produced (epistemology). How 

these have shaped and directed this research is discussed below.   

The reason for or value of the knowledge (Axiology) 
A participatory research approach values knowledge that improves human welfare. Underpinning 

this research is the goal of improving access to the benefits of an evidence-based practice for 

families in which parents have a mental illness. Guided by a participatory approach, this research 

worked in partnership with AMHS to address the challenges of sustaining Let’s Talk in order to 

achieve this outcome.  

How the research understands reality (Ontology)  
Adopting a participatory research approach leads the research to understand reality as co-created, 

context bound, relational and situated. Additionally, a participatory research approach understands 

social reality as historically constructed and shaped by micropolitics (Ozanne & Saatcioglu, 2008).  

As a result, the study of sustaining Let’s Talk has collaboratively explored both Let’s Talk and AMHS 

in their contexts. Consequently, AMHS are seen as organisations that act within a diverse set of 

internal and external systems that overtly or covertly constrain or enable their ability to sustain Let’s 

Talk. Likewise, Let’s Talk is understood as an intervention that is developed, implemented and 

researched within contexts that shape its sustainability.  

How knowledge is produced (Epistemology)   
A participatory research approach results in viewing knowledge as evolving in context through 

collaboration. A recursive process of education, reflection and action is utilised to enable the 

analysis of the everyday cultural, social and political processes that are needed to promote social 

change (Ozanne & Saatcioglu, 2008). 
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In this research, AMHS are collaborators in knowledge creation rather than subjects or objects and 

have joint ownership of the knowledge generated. As collaborators, the production of knowledge 

benefits from their contextual view while also building their capacity for the analysis of the everyday 

processes that might influence on-going sustainability of Let’s Talk. As the quality of the partnership 

(depth, representation, engagement) matters to the legitimacy of the knowledge it is discussed in 

more detail below, as well as in Chapter 5.  

Shaping methodology 

Out of the orientation, drivers and values of participatory research, a diverse range of 

methodologies, study designs and methods emerge, using both quantitative and qualitative data 

(Brydon-Miller et al., 2013; Cargo & Mercer, 2008). Rather than the application of fixed techniques, 

participatory research practices employ different methods and techniques from different traditions 

to shed light on different aspects of what is being studied (Kemmis & McTaggart, 2005). In Carter 

and Little’s (2007) model for qualitative research, methodologies are presented as “idealised 

reconstructed logics” (p. 1324) and they argue that these are rarely used in their pure form. Instead, 

each research situation needs its own solution that requires an iterative shaping process between 

the methodology and the objectives, research question and design. They propose that clearly 

understanding the epistemology shapes the methodology and enables researchers to use it in a 

nuanced, flexible way. 

The aim of this research, to understand the keys to sustainability of a family-focused practice in 

adult mental health services, lends itself to a methodology that enables the capture and analysis of 

data that give a clear empirical picture of what sustainability has occurred as well as a deep 

exploration of how that has occurred. Mixed method research combines elements of quantitative 

and qualitative research approaches to find the best tools to answer the research questions and to 

work within a variety of paradigms (Teddlie & Tashakkori, 2013). It’s iterative and cyclical approach, 

and focus on the research question for determining the methods are complementary to 

participatory research. As the emphasis of this research is to understand the breadth and depth of 

key elements of sustainability, qualitative methods with an embedded quantitative component have 

been employed, as explained further in Chapter 5.  

Schell et al. (2013) advocate that to understand what has led to program sustainability, it is critical to 

assess the characteristics of the organisation and its place in the larger service system context. 

Taking this into consideration, the exploration of how sustainability has been able to occur in AMHS 

utilised a participatory case study. This design allows for a holistic exploration of complexities in real-

world contexts (Thomas, 2011), utilises a range of data types converged in analysis (Baxter & Jack, 
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2008) and can engage with participants in the research process of analysis and interpretation to 

enable the findings to be put to use within their own setting (Israel et al., 2006; Minkler, Vasquez, 

Warner, Steussey, & Facente, 2006; Simons, 2009).   

Co-creators of knowledge 

The study of family-focused practice in AMHS has been a focus in the literature, particularly about 

what needs to change in these settings to protect children and build family resilience (Foster et al., 

2016; Maybery et al., 2016; Maybery & Reupert, 2006, 2009). Service delivery for mental health has 

traditionally been divided into age groups and this is often mirrored in other service delivery models 

to families which tend to focus on the child or the adult (Maybery & Reupert, 2006).  AMHS are 

defined by the adult population they work with, which differentiates them from other types of 

mental health services such as child mental health services. Those clear boundaries, however, can 

create a false perception of homogeneity. While in the literature AMHS are understood to be 

complex agencies with layers of barriers impeding desired change in family-focused practice (Foster 

et al., 2016; Lauritzen & Reedtz, 2015; Maybery et al., 2016; Maybery & Reupert, 2006, 2009), the 

diversity within them can be lost. Lopez and Kopelowicz (2003) suggest that amongst the missing 

voices in implementation of family interventions are those of the administrators and service 

providers, resulting in a loss of attention on the particularities of the local setting. 

Lauritzen and Reedtz (2015) argue for new researcher and practitioner engagement to build 

knowledge translation, with researchers working more closely with those in the field. Participatory 

research’s emphasis on context-specific communicative action makes it a good fit for this thesis as 

the success (or its lack) of sustainability of health interventions seems to be inextricably tied up with 

the practitioner and the context within which they work (Greenhalgh et al., 2005). By placing AMHS 

as co-creators of the generation of knowledge, they can become active players in changing their 

world, rather than objects of study and situations that need change as determined by others 

(Westerlund, 2018).  

In participatory research, the researcher is not a neutral facilitator, but plays an active role in the 

learning action process and can be seen as a co-participant. Rather than offering technical advice, 

they are advocates and animators of change aiming to establish or support the development of a 

space for collaborative communicative action (Kemmis & McTaggart, 2005). The exploration of the 

sustainability of Let’s Talk, sits within a context of concerted work to bring about better outcomes 

for families where a parent has a mental illness in which I participate as FaPMI coordinator. 

Investigation of actual practice typifies the focus for participatory research, with participants 

collectively investigating their own field in order to transform their world (Kemmis & McTaggart, 
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2005). Interest in the keys to sustained practice and continued capacity has emerged from my 

learnings in service development roles within AMHS and my continued questioning to understand 

more fully how to support practice change for longevity. An overarching qualitative participatory 

research framework values the subjective, context-rich participant’s views as critical to 

understanding the phenomenon being studied. 

Nature of participation  

Participation in research under a participatory research paradigm can have a wide scope, with 

different participants playing different roles at different points in the research (Cargo & Mercer, 

2008). Rather than a closed group of fixed members, participation is seen as an open and inclusive 

network (Kemmis & McTaggart, 2005). The emphasis is on equitable partnerships rather than being 

equal in the context of the challenges of participation (Cargo & Mercer, 2008). Cargo and Mercer 

(2008) suggest that in some situations limited time, expertise or interest can contract the non-

traditional research partner to working on only parts of the research: at the beginning, shaping the 

study questions and overall design, and at the end, interpreting and applying the findings. AMHS, as 

time poor services, are likely to find the research process challenging to fit into an already pressured 

context. There is, however, an emphasis within AMHS policy and standards to further their 

understanding of how to sustain evidence-based practice (State of Victoria, 2013).   

As previously discussed in the introduction (Chapter 1), AMHS are clinical specialist mental health 

services made up of a range of staff providing direct and support services. Using the Cargo and 

Mercer’s (2008) framework of questions to guide the identification of the optimal mix of partners, 

key partners included: practitioners with continued practice of Let’s Talk, managers overseeing or 

involved in implementation, FaPMI coordinators, AMHS lived experience workers, quality 

management personnel, and people with authority within the AMHS (see Table 1: Identification of 

optimal mix of partners matrix).  

The identified partners were engaged through a range of participation opportunities to optimise the 

value of the research while balancing the time commitment for participants. The range of 

opportunities enabled participation across the spectrum of the research process: i) shaping the 

purpose and scope of the research, ii) enabling research implementation and fit to context, and iii) 

supporting the interpretation and application of research outcomes (Cargo & Mercer, 2008). 

Additionally, partnerships were created to provide opportunities for reflexivity. An overview of these 

partnerships in relation to the phases of the research can be seen in Chapter 5.  
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Table 1: Identification of optimal mix of partners matrix 

Guiding questionsa for identification of partners  Identified partners 

1.1. Who are the end users and beneficiaries of the research 

productsb 

1.2. What is the added value of their participation in the 

partnership?  

AMHS as the end users are needed to 

ensure the framework fits their setting 

2. Which academic disciplines should be represented in the 

partnership to address the ecological complexity of the 

determinants of and solutions to the identified public health 

issue? 

Academics in the field of families where 

a parent has a mental illness from a 

range of disciplines  

3. Who needs to be involved in the partnership to ensure that 

the values driving the researchc are respected in the planning 

and implementation of the research?  

Managers overseeing or involved in 

implementation, practitioners with 

continued practice, FaPMI coordinators 

4. Who needs to be involved in the partnership to ensure that 

the research results will be translated into practice and 

action? 

Managers overseeing or involved in 

implementation, practitioners, quality 

management personnel, FaPMI 

coordinators  

5. Who needs to be involved in the partnership to ensure that 

the research can be implemented with a balance of scientific 

integrity, social and cultural relevance? 

AMHS representatives, methodological 

specialists 

6. Who needs to be involved in the partnership to ensure that 

the utilization of resources and assets from the community of 

interest are maximized during each phase of the participatory 

research process? 

FaPMI coordinators  

7. Who needs to be involved in the partnership to facilitate 

sustainability of the (a) research products, (b) capacity,  

(c) relationships, and (d) infrastructure?  

AMHS management and authorising 

personnel, research and quality staff 

within service, workforce development 

staff, FaPMI coordinators  

8. Which other stakeholders could be involved to help the 

partnership achieve its goals and objectives without 

compromising its values? 

AMHS lived experience workforce 

personnel that are able to represent 

FaPMI 

a Optimal mix of partners’ questions taken from Cargo and Mercer (2008) 
b Research product in this research is the framework for sustainability of Let’s Talk developed for AMHS 
c Values driving this research is Knowledge Utilisation 

 

Partnerships involved across the whole of the research included the PhD supervisory triad, an 

advisory group and a critical friend:  

 The PhD supervisory triad provided both a reflexive and research partnership. The triad 

included academics from diverse disciplines with a wide range of expertise and experiences 

in research methodology, implementation, work with families and mental health services. 
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This range of expertise underpinned the rigor of the research methodology. Additionally, 

this breadth of knowledge provided opportunities to challenge assumptions found in the 

research process and findings, and explore areas of conflict, enhancing its applicability.  

 An advisory group including a practitioner, manager, FaPMI coordinator and methodological 

specialists met quarterly throughout the whole research process to advise on the overall 

design and data collection. The group also acted as a space for reflection that promoted 

accountability.  

 A critical friend was engaged as another reflexive practice partnership. A critical friend is 

described as a trusted person who can ask provocative questions (Costa & Kallick, 1993) and 

provides a point of tension between support and critique for the researcher (MacBeath & 

Jardine, 1998). A clearly defined relationship with a commitment to a focused task enables 

the role to work cooperatively to empower the researcher to greater reflection and new 

insights (Swaffield & MacBeath, 2005; Williams & Todd, 2016). The critical friend chosen was 

a researcher within a different state’s mental health system who could provide contextual 

understanding without being too close to the material being researched. The monthly hour-

long dialogues provided a safe space to reflect on the methodology, probe the analysis, 

question the findings and examine their applicability to the setting.  

Partnerships created for specific phases of the research to support the research process included the 

following: 

 FaPMI coordinators across the eight AMHS involved in the RCT. The coordinators were key 

partners in Phase two and three of the research during which sustainability was explored in 

the AMHS sites. They shaped the fit of the research and built the recruitment of the 

appropriate participants for each context.   

 A Local Research Group from within the AMHS. The group engaged in Phase three’s 

participatory case study which explored sustainability in-depth at that site, partnered with 

the researcher in the data collection, analysis and interpretation process. The group was 

made up of AMHS staff identified by the AMHS management and FaPMI coordinator as 

fitting the categories in the optimal mix of partners as appropriate to their setting, as seen in 

Table 1.  

 FaPMI coordinators from all AMHS. In Phase four’s co-design workshop that aimed to 

expand the generalisability of the findings and build a more complete picture, coordinators 

were invited to partner in the interpretation and application of the findings from each of the 

previous phases. 
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The roles of the researcher and participants have ethical considerations as well. Rather than just the 

researcher having ownership and control of data and engaging the participant in a contractual 

arrangement, Brydon-Miller et al. (2013) suggest that participatory research uses a system of 

community covenantal ethics which is built on “reciprocal relationships of responsibility, 

collaborative decision making and power sharing” (p. 355). Cargo and Mercer (2008) suggest that 

mutual trust and respect is integral to partnership development and important work is required to 

establish this in the engagement phase. As a researcher embedded within a group of system change 

workers within AMHS, there was already a foundation for this relationship development based on 

the existing mutual trust and respect. Regardless of this, such relationships cannot be taken for 

granted and a commitment to critical reflection and cultural humility was important to ensure these 

relationships continue to be able to embrace the tenets of equitable partnerships (Cargo & Mercer, 

2008). In the research aims and methodology chapter (see Chapter 5), the section on ethical 

consideration describes more on how these were attended to.  

2.4 Theoretical paradigm summary  
Adding to the contextual understanding of the research problem and myself as the researcher 

(Chapter 1), this chapter lays the foundations for what knowledge is valued and how it will be 

generated. As discussed in this chapter, participatory research is the overarching paradigm through 

which sustainability of Let’s Talk in AMHS is explored in this thesis. As an orientation to research that 

gives priority to context it can support investigation of complex real-world settings. The 

development of knowledge in partnership with those who will use it, facilitates knowledge 

translation and supports its use in implementation studies. From the groundwork laid in these first 

two chapters of the thesis, the subsequent two chapters explore how the literature on sustainability 

(Chapter 3) and Let’s Talk (Chapter 4) lay the foundation for the research design in Chapter 5.  

Chapter 3 expands on the literature on sustainability, using it to provide a conceptual lens through 

which to understand the aim of the research.
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Chapter 3 Conceptual lens: sustainability 
Building on the foundation previously presented in this thesis (Chapters 1 and 2), this chapter 

explains the concept of sustainability as it is studied in this research. The chapter begins with 

defining sustainability and placing it within the broader body of knowledge about how innovations 

and evidence-based interventions are applied in practice settings. Following this, aspects that are 

important to consider for research into the sustainability of Let’s Talk are discussed. The chapter 

concludes with a description of the approach used to measure sustainability and the specific 

frameworks, models and tools used that will guide this research question and design.  

3.1 Defining sustainability  
In its simplest form, ‘sustain-ability’ is the ability to sustain. Sustainability is focused on the degree to 

which the intervention can continue to deliver its planned benefits. Expanding this further, an 

intervention can only deliver its planned benefits if it has practitioners able to faithfully deliver it, 

who are in turn supported by organisations that can enable them to deliver its core elements. This 

results in three distinct aspects to sustainability: continued benefits, continued practice and 

continued capacity (Stirman et al., 2012).  

Consistent with Stirman et al. (2012), this research explores i) the extent to which the elements of 

Let’s Talk have been maintained including how they have been adapted, and ii) the capacity of the 

organisations to continue to support Let’s Talk delivery.    

3.2 Sustainability and implementation science 
Sustainability, in the context of introducing innovations into healthcare settings, is part of the fast 

expanding body of knowledge of implementation science. The focus of this field is to promote the 

understanding of how to bridge the gap between developing evidence-based programs and having 

these programs provide consistent benefits to their intended recipients. Implementation science has 

arisen from a diverse range of disciplines and theories including studies in psychology, sociology, 

complexity science, knowledge utilisation, organisational systems, communications, development, 

health promotion and evidence-based medicine (Greenhalgh et al., 2005; Moullin, et al., 2015; 

Nilsen, 2015). Fitting within a broader body of knowledge associated with putting knowledge to use, 

it is closely related to terms such as knowledge utilisation, knowledge translation and knowledge 

exchange (Graham et al., 2006). Implementation is seen to be part of a diffusion-dissemination-

implementation continuum that builds from a passive to active process of change (Fixsen et al., 

2009; Greenhalgh, Robert, Macfarlane, et al., 2004; Nilsen, 2015). 
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Whilst the development of a cohesive terminology in implementation science has been challenging, 

some core concepts for consideration include those relating to the process of implementation, the 

selected innovation, the context into which the innovation is being implemented and influencing 

factors, strategies and measures (Moullin et al., 2015). The process of implementation is commonly 

broken into different stages from choosing an innovation through to sustaining it in practice. The 

context into which the innovation is being implemented can be understood on different levels 

including the team, organisation and local environment to the greater external economic and 

political system. Influencing factors are sometimes described as determinants or constructs, and are 

known elements that enable or inhibit implementation. These elements could be characteristics of 

the intervention, the process, the context or the people. Strategies are mechanisms applied to 

factors related to implementing the innovation that are then assessed by measures to evaluate the 

effects of the implementation (Moullin et al., 2015). These core concepts create the building blocks 

for theories, frameworks, models and tools for the study or execution of implementation.  

Theories, frameworks and models 

A great number of theories, frameworks and models have been developed that incorporate different 

aspects of these core concepts of implementation to suit the setting or focus (Greenhalgh et al., 

2005; Moullin et al., 2015; Nilsen, 2015).  There is a blurring of definitions between theories, 

frameworks and models in the implementation literature and at times the term ’framework ‘ is used 

to include all (Moullin et al., 2015). Nilsen (2015) suggests frameworks delineate the components of 

a phenomena, theories provide explanations of phenomena and models describe a phenomena in a 

deliberate simplification. As consistency of terminology is challenging, the purpose for which they 

were developed or used can also be illuminating. Nilsen (2015) categorised theories, frameworks 

and models as being developed and used for three purposes:  

i. Describing and/or guiding the process of translating research into practice, which has 

resulted in process models that give ‘how-to’ guides. One such model is the Knowledge to 

Action framework (Graham et al., 2006). 

ii. Understanding and/or explaining what influences implementation outcomes, which has 

resulted in the development of determinant frameworks and implementation theories. 

Determinant frameworks identify and describe factors that impact implementation and 

commonly create clusters under domains. These include the Consolidated Framework for 

Implementation Research (CFIR; Damschroder et al., 2009), Scheirer & Dearing’s (2011) 

generic conceptual framework for sustainability and the Conceptual Model for Considering 

the Determinants of Diffusion, Dissemination, and Implementation of Innovations in Health 
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Service Delivery and Organisation developed by Greenhalgh , Robert, Macfarlane, et al. 

(2004).  

iii. Evaluating implementation, which has resulted in the development of evaluation 

frameworks and models that identify aspects of implementation that could be utilised to 

measure or monitor implementation outcomes. One such model is the National Health 

Service (NHS) Sustainability Model (Maher, Gustafson, & Evans, 2007). 

Some frameworks have multiple purposes such as the Active Implementation Frameworks (Fixsen et 

al., 2005). This framework aims to guide the implementation process (Blase, Dyke, Fixsen, & Bailey, 

2012), describe the determinants (core implementation components; Fixsen et al., 2009) and 

provide evaluative tools, such as Stages of Implementation Analysis: Where Are We? (Blase, van 

Dyke, & Fixsen 2013) and Implementation Drivers: Assessing Best Practices (Fixsen , Blase, Naoom, & 

Duda, 2015).  

Moullin et al. (2015) suggested that as the frameworks, theories and models differ in focus and are 

commonly designed to target specific concepts within implementation (stage, domain or 

determinant), more than one framework, theory or model may be required to fit a particular 

application to cover the range and depth of concepts needed.  

More than an outcome/distinct entity 

Within theories, frameworks and models of implementation science, the focus on sustainability has 

been scarce and tended to be viewed solely as an outcome of an implementation process 

(Greenhalgh, Robert, Bate, et al., 2004; Greenhalgh et al., 2017; Proctor et al., 2015).  

This has arisen, in part, due to the traditional model of intervention development that has followed a 

process of developing evidence-based practices through rigorous efficacy trials under research 

conditions before being translated into real-world settings using implementation frameworks or 

models. Effectiveness of both the intervention and the implementation strategy is commonly 

studied while controlling for the context, with sustainability as an outcome of the implementation 

process (Chambers et al., 2013; Hawe, 2015; Proctor et al., 2015).   

Greenhalgh et al. (2005) found that the process of assimilation (defined as adoption at the collective 

level i.e. team or organisation) was an organic, messier course of moving back and forth through 

stages, punctuated by various unpredicted setbacks, surprises and shocks. This more fluid thinking 

about sustainability considers that, due to a range of complex reasons, the process can pause, slow 

or even stop at different times but the trajectory might not be lost completely. As a result, the 

capture of the extent and quality of sustainability is important (Hunter et al., 2017) and some 
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suggest that sustainability be understood as a continuum, requiring continued effort to support the 

journey through changing contexts (Chambers et al., 2013; G. P. Martin et al., 2012; Van de Ven, 

2017). 

Stirman et al. (2012) argued for sustainability to be studied as a phenomenon distinct from being 

solely an outcome of an implementation process. Rather, they suggest that study of sustainability 

should explore the long-term use of the innovation within its context and take into account its 

integration into current practice, adaptations made and its ability to continue to achieve desired 

outcomes (Stirman et al., 2012). 

Complexity 

Greenhalgh et al.’s (2005) seminal review of diffusion, spread and sustainability of health 

innovations found few studies set out to study implementation and sustainability in their complexity. 

Instead, most chose to focus on a few determinants/factors in isolation from their context. There is, 

however, a growing call to see the context as essential to the development of both useful 

interventions and successful implementation strategies (Chambers et al., 2013; Chambers & Norton, 

2016; Greenhalgh et al., 2005; Hawe, 2015). Greenhalgh, Robert, Macfarlane, et al. (2004) argued 

that in controlling the broader context into which the innovation is being implemented, studies miss 

vital parts of the picture that might lead to the success or otherwise of the innovation’s 

implementation. Furthermore, Chambers et al. (2013) argued that sustainability was the result of 

continuously adjusting the fit of the intervention and organisation at multiple levels, rather than as 

the end of a translation process.  

Supporting this view is the idea that health organisations are complex self-organising systems, made 

up of systems within systems that interact in unpredictable continuously changing ways (Plsek & 

Greenhalgh, 2001; Shiell et al., 2008). Working with this lens leads to exploration of sustainability as 

a process to understand the interplay between the system and the innovation being implemented, 

rather than various factors on their own (Stirman et al., 2012). This ecological approach to research 

is recommended by Greenhalgh, Robert, Macfarlane, et al. (2004). 

Additionally, as discussed in more depth in the next chapter (Chapter 4), the body of research on 

implementation of family work in AMHS identifies multiple layers influencing implementation and 

sustainability (Eassom et al., 2014; Maybery et al., 2016). As a result, a multifaceted view is 

suggested as necessary to enable sustainable change (Fadden, 2006; Isobel, Allchin, et al.,, 2019; 

Maybery, Foster, et al., 2015). A lens of complexity leads this research on sustainability of Let’s Talk 

to look at outcomes on multiple levels that can account for the context. 
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Fidelity 

Hawe (2015) and Chambers et al. (2013) also argued that the terminology of translation and 

dissemination, and the traditional model of intervention development and implementation, assumes 

that evidence-based practices are optimised prior to implementation in controlled settings and that 

any alterations are a threat to intervention effectiveness. Such assumptions can result in 

interventions that are effective under controlled conditions but are unable to fit the complex, 

evolving systems of real-world settings or produce the promised benefits for clients, practitioners or 

the setting (Chambers et al., 2013).  

Chambers et al. (2013), alternatively suggested that to enable sustainability, evidence-based 

practices needs to be optimised in context and be seen as a recursive process of continual 

development, evaluation, and refinement. Adaptations within this view might then be seen not as 

threats to fidelity, but what is required to enhance outcomes while also supporting sustained use 

(Chambers et al., 2013; Hawe, 2015).  

This dance between the fit and fidelity of interventions is acknowledged in the literature as a 

challenge for implementing evidence-based practices (Dearing, 2008; Hawe, 2015). On one hand, the 

faithful delivery of an intervention is important for the delivery of its associated benefits. On the 

other hand, the adaptation of an intervention to fit the setting or the intended population is 

important for its sustained use (Dearing, 2008).  

Understanding how an evidence-based practice works can enable the delivery of what is essential 

for the outcomes, while still adapting it to fit the context (Dearing, 2008). Understanding what is 

essential to the evidence-based practice’s outcomes is variously described as core functions (Patient-

Centered Outcomes Research Institute, 2019), core components (Blase & Fixsen, 2013) or critical 

ingredients (Bond et al., 2000). These articulate the purpose of the intervention’s activities and how 

the activities create the desired change and as such describe the core mechanisms of change (Kirk et 

al., 2019). When these are clearly understood and communicated, it is argued that the intervention’s 

activities or forms (Kirk et al., 2019) can be tailored to fit the context while still delivering the core 

mechanisms and thereby not compromising the effectiveness of the evidence-based practices 

(Dearing, 2008).  

Defining these core mechanisms of change for interventions, however, is neither easy nor common 

(Blase & Fixsen, 2013). Program manuals or protocols more commonly articulate the intervention’s 

activities or forms and program developers may not have defined all the core mechanisms that 

produce the desired outcomes (Blase & Fixsen, 2013; Kirk et al., 2019). To work within this reality, 

Braithwaite et al., (2018) suggest that measurement of effective adaptation in an iterative fashion 
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may be helpful. Consequently, measuring sustainability of an intervention needs to look beyond the 

continued practice as manualised. Sustainability measures also need to attend to modifications, as 

without these a key sustainability outcome might be missed (Stirman et al., 2012). This suggests that 

this research on sustainability of Let’s Talk needs to understand what modifications were made to 

Let’s Talk and why these were made. 

Key influencers of sustainability  

As factors related to the planning and execution of implementation contribute to sustainability, 

there is overlap between factors that influence initial implementation success and those influencing 

sustainability (Lennox et al., 2017). Factors that appear to particularly influence sustainability have 

been identified as factors in the domains of the organisational and wider context, the innovation 

itself, the process of implementation and the setting’s capacity to sustain (Damschroder et al., 2009; 

Stirman et al., 2012). 

3.3 Measuring sustainability  
Multifaceted measurement is important for sustainability to ensure that the intended impact is 

being measured. An intervention continuing to be delivered is of no use unless it provides the 

promised benefits. A policy or training program is of no use if it does not equip practitioners to 

faithfully deliver the program.  

The definitional measure of sustainability described by Shediac-Rizkallah and Bone (1998) has been 

identified as the basis of most studies on sustainability (Scheirer & Dearing, 2011; Stirman et al., 

2012). This definition describes three areas of measurement: if beneficial services are being 

delivered to clients, if the intervention is maintained in an identifiable form (albeit modified), and if 

the organisation has the capacity to deliver the intervention after the initial implementation.  

Stirman et al. (2012) summarised these measures as continued benefits, continued practice and 

continued capacity. 

As the continued benefits of Let’s Talk for parent-consumers and their families is part of the study in 

the RCT (Maybery et al., 2017), this aspect was outside the scope of this research. Instead, this 

research focused on i) continued practice of Let’s Talk by practitioners, as defined by practitioners 

still delivering the core elements of Let’s Talk with parent-consumers, and ii) continued capacity of 

the organisation to support Let’s Talk practice, as defined by having organisational systems and 

structures in place that support practitioners to faithfully deliver Let’s Talk. 

The measurement of continued practice and continued capacity was guided by frameworks, models 

and tools from the implementation science literature as discussed below.  
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3.4 Frameworks, models and tools shaping this research 
Two main frameworks guided the exploration of the research. As the evidence for Let’s Talk is still 

emerging, there are many unknowns about factors that are critical for implementing and sustaining 

it. A determinant framework, the CFIR (Damschroder et al., 2009), was chosen to guide the research 

as it captures a comprehensive range of constructs to consider (refer to Figure 2). To give direction 

for how these constructs can aid sustainability, Scheirer and Dearing’s (2011) generic conceptual 

framework for sustainability was additionally selected (see Figure 3). This framework identifies 

independent and dependent variables relevant to sustainability and proposes relationships between 

constructs. 

As neither of these frameworks included tools for evaluation, evaluative tools from other 

frameworks and models were selected to support the development of tools for the individual studies 

that contribute to this research. Two assessment tools from the Active Implementation Frameworks 

– Stages of Implementation Analysis: Where Are We? (Blase et al., 2013) and Implementation 

Drivers: Assessing Best Practices (Fixsen  et al., 2015) – were selected for their applicability to the 

focus of the study. An evaluative tool in the Sustainability Model (Maher et al., 2007), with its focus 

on practical application, also contributed to the development of the measure of organisational 

capacity in Phase two (Study 3).  

Each of these frameworks, models and tools is discussed in more detail below. 

Consolidated Framework for Implementation Research (CFIR) 

The CFIR endeavoured to consolidate the key constructs from published implementation theories 

(Damschroder et al., 2009). It distilled the constructs into five domains: intervention/program 

characteristics, outer settings, inner settings, characteristics of the individuals involved, and the 

process of implementation (Damschroder et al., 2009). Each of these five domains has varying 

numbers of constructs and sub-constructs. The result is a detailed framework that enables 

researchers to drill down and finely examine different areas. The framework itself does not propose 

any theories about relationships between constructs, other than indicating they are interrelated. 

Through the consolidation of constructs, the CFIR aims to promote theory development and 

verification about what works where and why (Damschroder et al., 2009). The developers were not 

advocating for all domains or constructs to be examined, but for the researcher to decide which 

components are most important to shed light on their current work. This framework was used in the 

RCT (Maybery et al., 2017) to frame semi-structured interviews of leaders and implementers.  
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For the review of key elements for sustainability for Let’s Talk, this framework, with its detailed 

identification of constructs, gave clarity about components to examine. A conceptual map applying 

these CFIR constructs to the existing RCT (Maybery et al., 2017) identified what was known and 

provided a structure to consider questions that would frame the investigation in this research. These 

are outlined in Figure 2.  

Scheirer & Dearing’s (2011) generic conceptual framework for sustainability 

Scheirer and Dearing’s (2011) generic conceptual framework for sustainability was developed to 

guide the research and evaluation of health program sustainability by providing definitions and 

measures. Based on the literature, they proposed that measuring a program’s continuation gave a 

limited understanding of sustainability and detailed six conceptualisations of sustainability 

outcomes: i) continuation of benefits for clients, ii) continuation of program activities; iii) 

continuation of partnerships developed, iv) maintaining new organisational policies or practices, v) 

sustained attention to the issues and vi) program diffusion or replication.  

Hypothesised relationships between these potential sustainability outcomes and three clusters of 

factors identified to affect sustainability were drawn into a conceptual framework as seen in Figure 

3. The three clusters included factors relating to the characteristics of the intervention, factors in the 

organisational setting and factors relating to the wider environment. These factors affecting 

sustainability were suggested to be impacted by the intervention and the organisation’s capacity, 

prior relationships and partnerships (known as inputs in the framework). The availability of financial 

resources is additionally identified as impacting the factors influencing sustainability. 

The framework posed questions pertinent for this research’s understanding of sustainability of Let’s 

Talk, creating a structure for identifying what is important for sustainability of Let’s Talk in AMHS. 

The following questions were developed through the use of this framework (also see Figure 3):  

 What was the prior organisational capacity and how might that have influenced its ability to 
sustain Let’s Talk? 

 What access to resources has been needed for Let’s Talk and how has that been achieved?  

 What accommodating changes were made within the organisation in response to 
implementing Let’s Talk? 

 What adaptive processes are there between Let’s Talk, the organisation and the 
environment?  

 How has the social, policy, financial and environmental context influenced sustainability of 
Let’s Talk?  
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Active Implementation Frameworks/National Implementation Research Network 
(NIRN) assessments 

The Active Implementation Frameworks were initially based on a synthesis of the literature by Fixsen 

et al. (2005) which was further developed by the National Implementation Research Network (NIRN) 

into an integrated approach supporting implementation of evidence into practice. It represents a 

comprehensive set of frameworks that cover the development or identification of innovations, 

implementation drivers, implementation stages, improvement cycles and implementing teams. 

Within the frameworks there are practical tools for the process of implementation (Blase et al., 

2012) as well as tools for evaluation that can be used by an implementation facilitator leading an 

implementation team during the process of implementation.  

While the frameworks are designed as a coordinated approach to steer implementation rather than 

to retrospectively evaluate an implementation plan, two assessments provided guidance for this 

research. Prompts and questions from the Stages of Implementation Analysis: Where Are We? (Blase 

et al., 2013) and the Implementation Drivers: Assessing Best Practices (Fixsen  et al., 2015) 

contributed to the development of the organisational audit that was used for assessing 

organisational capacity in Phase two (Study 3).  These assessments enabled the research to capture 

detail on the process of engagement and implementation, and in identifying drivers used by the 

AMHS during the RCT and currently.  

Sustainability model 

The Sustainability Model and Guide (Maher et al., 2007) was developed by the National Health 

Service (NHS) in the UK, as a self-assessment tool to support healthcare leaders to implement and 

sustain effective improvement initiatives. It identified 10 factors that increase the likelihood of 

sustainability and continuous improvement, clustered under three domains: process, staff and 

organisation (Doyle et al., 2013; Maher et al., 2007). The factors were derived from literature, 

healthcare experts and staff within the NHS, using a coproduction approach (Doyle et al., 2013; 

Maher et al., 2007). The guide was designed to be used by a team at three different points in the 

process of implementing a specific intervention: the planning, initial piloting and soon after 

improvement has been implemented. Each factor is scored based on one of four statements 

represented by a weighted numerical score for each level that are then entered into a master score 

system.   

Whilst it has been criticised for its complexity and lack of focus on the outer context (Doyle et al., 

2013), it was chosen for use in this research for its ability to identify measures of aspects of 
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sustainability in a language that could be translated to practice. A selection of these factors guided 

the development of the organisational audit in Phase two (Study 3).  
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Figure 2. Consolidated Framework of Implementation Research (CFIR; Damschroder et al., 2009) as applied to Let's Talk RCT (Maybery et al., 

2017) 
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Figure 3. Scheirer & Dearing’s (2011) generic conceptual framework for sustainability applied to Let's Talk 
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3.5 Conceptual lens summary  
This chapter is the third of five chapters that form the first section of the thesis. The previous two 

chapters outlined the context (Chapter 1) and defined the foundational paradigm (Chapter 2) for the 

research. Building on these, this chapter explained the lens for understanding sustainability used in 

this research.  

This chapter identified the importance of the context for the study of sustainability and the need to 

use a method that allows for exploring complexity. Multifaceted measurement with theoretical 

underpinning is recommended. Sustainability needs to be measured by more than the existence or 

not of the intervention. Rather, measurement of the presence and extent of the intervention’s core 

elements, including the identification and explanation of adaptations made, is required. Additionally, 

consideration of the setting’s capacity to support the continued delivery of benefits is important. 

Applied to this research, investigating the sustainability of Let’s Talk will need to understand the 

context of the implementation process and the organisational capacity of the eight AMHS to support 

the practice. A clear understanding of the core elements of Let’s Talk and its mechanism of change 

will need to be established before being able to measure the extent these elements and any 

adaptations are present in the eight AMHS.  

In the next chapter (Chapter 4), the literature on Let’s Talk is presented within the context of on 

family-focused practice in mental health, exploring what is known about its core elements and 

mechanism of change. This is the last chapter that lays the foundation for the research design. 

Chapter 5 then draws together these four foundational chapters to outline the research aims and 

methodology in detail. 
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Chapter 4 A review of the literature: Let’s Talk 
and its place in family-focused practice 
in mental health 

This is the fourth of five chapters that lay the foundation for the research of this thesis. Following 

the previous chapters on the context (Chapter 1), the theoretical paradigm (Chapter 2) and the 

conceptual lens for understanding sustainability (Chapter 3), this chapter presents the literature on 

Let’s Talk explored within the context of family-focused practice in mental health.  

Using seminal texts and key literature, as well as recent reviews from the field, a brief summary of 

the literature on family-focused practice in mental health presents the bidirectional relationship 

between mental illness and families before giving an overview of family work in mental health. A 

literature review of Let’s Talk is then presented as situated within this concept of work with families 

in the mental health field. Key literature on Let’s Talk was sourced through Google scholar, Psycinfo 

and Medline databases. Additional peer-reviewed and grey literature was found through 

“snowballing techniques” (Greenhalgh & Peacock, 2005) and direct contact with Let’s Talk 

developers and implementers across the world. Given so few articles were published, no exclusion 

criteria was applied except being published in English and that it met the criteria of being related to 

the implementation and sustainability of Let’s Talk. This chapter has been updated as the thesis has 

developed. 

The purpose of Let’s Talk is to promote family mental wellbeing while also mitigating and/or 

preventing mental health issues for both parents and children (Solantaus & Toikka, 2006). 

Consequently, Let’s Talk is discussed as fitting into the broader category of family work that focuses 

on early intervention. The study of sustainability requires consideration of the ‘what’ that is being 

implemented, to whom, by whom and within what setting.  For that reason, this chapter explores 

Let’s Talk following its development, presenting a summation of its evidence as well as unpacking 

the contextual nature of the evidence base, and how fidelity is currently understood. Let’s Talk, like 

many other evidence-based interventions (Kirk et al., 2019), does not as yet have the mechanisms 

that make it effective clearly defined, and as a result, this chapter describes a broad base of 

literature to develop a clear frame for the exploration of what might support sustainability of Let’s 

Talk in AMHS.  
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4.1 Family-focused practice in mental health 

Mental illness and families 

Mental illness has the potential to interrupt relationships. Mood changes, disordered thinking and 

disturbed perception can impact function and may result in changed behaviour such as social 

withdrawal, lowered motivation, poor self-care, irritability and unusual actions. Such changes can be 

difficult for the person and those around them to fully comprehend. This can lead to complicated 

communications, greater potential for misunderstandings and relational disengagement (Solantaus 

& Toikka, 2006; Solantaus et al., 2009). Treatment and the recovery process can interfere with 

establishing and maintaining relationships. The absences created by hospital admissions (McKay, 

2004) and the focus on one’s own recovery needs (Awram et al, 2017) can make relationships within 

families more difficult to maintain and keeping in contact with people outside immediate family 

challenging.  Relationships are further impacted by stigma.  Negative community attitudes about the 

value and capability of people with mental illness lead to self isolation or other’s withdrawal, 

shrinking the social networks of people with mental illness and their family members (Larson & 

Corrigan, 2008; Reupert & Maybery, 2015). Added to this, the self-stigma they also experience can 

lessen their willingness to seek help and silence communication within the family (Hinshaw, 2004; 

Riebschleger et al., 2014).   

The impact of mental illness is often felt the most in the complex network of intimate relationships, 

with higher rates of social isolation and poorer quality of life for the family caregivers (Bland & 

Foster, 2012; Hayes et al., 2015; Weimand et al., 2013). Within families, children are the most 

vulnerable to disruptions in family life. The parent-child relationship is the foundational frame of 

reference for the child’s interpretation of the world. It is within these relationships that their 

development occurs and their wellbeing is shaped (Isobel, Goodyear et al., 2019; Martinsen et al., 

2019; Solantaus et al., 2015; Thompson, 2014).   

Although estimating the prevalence of parenthood for people with mental illness is challenged by 

differing definitions and data collection methods (Maybery, Nicholson, & Reupert, 2015), rates are 

similar to those without mental illness across the globe (Biebel et al., 2004; Bonfils etal., 2014; Ruud 

et al., 2019). In Australia, up to 23% of children are estimated to be living with at least one parent 

with a mental illness (Maybery, Reupert, Patrick et al., 2009; Reupert & Maybery, 2016). Not all of 

these families will have contact with AMHS, however, there are many who do. In a meta-analysis of 

international studies on prevalence of parent-consumers within AMHS, the range in most studies fell 

between 20.4% to 38.5% with two other studies identifying lower (12.2%) and higher (45%) 

extremes (Maybery & Reupert, 2018). Before 2000, however, the parenting role of people with 
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mental illness and the needs of their children were largely unseen by mental health services and had 

accordingly been under-represented in research and not considered in service delivery (Cowling, 

1996; McKay, 2004; Nicholson, 2014)  

Parenting is a significant life occupation (Diaz-Caneja & Johnson, 2004) and it can be both motivating 

and challenging for a parent’s mental health recovery (Awram et al., 2017; Nicholson, 2010). 

Parenting, while rewarding, involves the challenges of managing daily tasks and meeting children’s 

needs which can put pressure on their recovery process (Awram et al., 2017; Perera, Short, & 

Fernbacher, 2014). At the same time, parenting can connect people with a mental illness to others in 

a normalising way (Diaz-Caneja & Johnson, 2004) and provide a positive sense of identity and 

motivation to stay well (Awram et al., 2017; Perera et al., 2014).  

With the intertwined nature of parenting and mental health, family life can also be affected (Falkov 

et al., 2016). Many factors affect the dynamics of all families over time. The parent and child live 

within a social context that contributes to the shaping of family life. Children have different needs as 

they grow and develop that require different parenting skills and resources in different amounts of 

intensity. The interplay between child, parent and family in their social context is multidirectional; 

child wellbeing affecting parents and parent wellbeing affecting children (Naughton et al., 2019; 

Nicholson, 2014; Reupert, Maybery, & Nicholson, 2015). Similarly, social disadvantage decreases 

mental health and mental illness increases disadvantage for families (Funk et al., 2010; Reupert & 

Maybery, 2007).   

Mental illness has the potential to confound the relational interplay and bring adverse outcomes in 

families, with low cohesion, poor communication, marital disharmony and separation, as well as 

interrupted parent-child relationships more common in families where a parent has a mental illness 

(Campbell et al., 2012; McFarlane, 2016; McKay, 2004; Reupert & Maybery, 2016). As well as the 

result of treatment such as hospital admissions or extended residential rehabilitation, parent-child 

relationships be interrupted when a parent loses custody of their. Parents with mental illness are 

more likely to have contact child protection services and lose custody of their children (Kaplan et al., 

2019, Nicholson et al., 2001). Such interruptions are known to have long lasting psychological 

impacts on parents (Hine et al., 2018; Kenny et al., 2015; McKay, 2004) and significant health and 

wellbeing challenges for children (Kaplan et al., 2019; Nathanson & Tzioumi, 2007; Royal 

Australasian College of Physicians (RACP; 2006) creating further adversity within families.  

Family functioning is affected less by the specifics of any disorder and more by the severity of 

symptoms, the time of onset and psychosocial adversities (Fudge et al., 2004; Reupert & Maybery, 

2007). The degree the illness impacts daily life, through such things as redistribution of roles, 
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increasing caregiving, stigma and social disadvantage, affects the degree to which it impacts family 

functioning (Pedersen & Revenson, 2005; McFarlane, 2016).   

This disruption that mental illness can bring to family life, and the potential of genetic transfer for 

some mental illnesses results in intergenerational vulnerability for children (Hosman et al., 2009). 

There is considerable evidence that these children are at risk of developing mental health difficulties 

and of disruption to their wellbeing more broadly (Beardslee et al., 2011; Hosman et al., 2009; 

Rutter & Quinton, 1984). As a group, compared to other children, they have poorer outcomes in the 

areas of psychological health, educational achievements, developmental outcomes and behavioural 

management that can continue into adult life (Reupert & Maybery, 2016). Within this group, 

however, there is diversity and not all children are impacted and those that are, are not impacted in 

the same way (Australian Infant Child, Adolescent and Family Mental Health Association, 2004; 

Mowbray et al., 2004; Solantaus & Toikka, 2006).  While exposure to risks can result in adverse 

outcomes, the impact of adversity can be buffered by common protective processes such as 

reducing exposure or impact of risk, reducing the negative impact cycle, increasing self-esteem and 

self-efficacy, and promoting positive relationships (Resnik & Taliaferro, 2011; Rutter, 1999). 

Research on resilience highlights that resilience is however, not the simple balancing of risk and 

protective influences (Rutter, 2012; Ungar, 2012). It is, instead a dynamic multilayered process of 

interaction between the individual and their environment that does not assume linear relationships 

or universal outcomes (Rutter, 2012; Solantaus et al., 2015; Ungar, 2012).  

Furthermore, Gladstone et al., (2006) advocate that the predominant narrative that leads to viewing 

children through a lens of risk or resilience diminishes the complex relationships in families marked 

by reciprocity and in doing so undermines children’s agency in their own experience. Families where 

a parent has a mental illness also describe close bonds between parents and children marked by 

mutual caregiving and a development of maturity, social competency and empathy in children 

(Gladstone et al., 2011; Seeman, 2015; Solantaus-Simula et al., 2002).  

As child outcomes are woven into family functioning, parent illness type is similarly less predictive of 

children’s wellbeing than the impacts on the child and family’s life caused by the multifaceted 

complexities noted above (Hosman et al., 2009; Reupert & Maybery, 2016; Rutter, 1987). As 

previously touched on, the research has concentrated on the mechanisms for these impacts and on 

mitigating factors that can provide buffers for children and promote wellbeing (Foster, O'Brien, & 

Korhonen, 2012; Reupert & Maybery, 2016; Solantaus et al., 2015; van Doesum & Hosman, 2009).   
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Family work and mental illness 

Definitions and explanations 
How mental health services relate to families of people with mental illness is described and defined 

in a range of ways that display a spectrum of family types, engagement and focus (Foster et al., 

2016). The pyramid of family care developed by Mottaghipour and Bickerton (2005) suggests that 

family interventions, such as family therapy requiring specialised skills, are only needed by a few 

families. They also argue that the work of communication, collaboration and education is the 

foundational work at the base of the pyramid which is needed by all families and is within the scope 

of all AMHS workers. This work, sometimes called family inclusion (Wonders et al., 2019) or family 

involvement (Eassom et al., 2014), engages families directly in the treatment and care of the person 

with a mental illness.  

Foster et al.’s (2016) review poses another way to consider work with families which is described as 

family-focused practices. Unlike family interventions, such as family psychoeducation (Lucksted et 

al., 2012; McFarlane, 2016), family-focused practices include both direct and indirect work with 

families encompassing approaches, programs, interventions, models and frameworks (Foster et al., 

2016). Originating from work where the child was the consumer, family-focused practice 

incorporates working with the parent-consumer to support their children. Foster et al. (2016) 

suggest that a single conceptualisation of family-focused practices is complicated by lenses of ‘family 

of origin’ verses ‘family of procreation’ or ‘family of choice’ that have been used to describe family 

structures or types. These lenses have led to stressing different aspects to the work, with the 

emphasis in practices focused on family of procreation on prevention of intergenerational 

transmission of mental illness (Foster et al., 2016). They advocate for a ‘whole of family’ view that 

can encompass the parent-consumer’s multiple family relationships. Family-focused practices, also 

known as family-centred or family-oriented practices, are the attitudes and actions of practitioners 

that stem from the beliefs that ‘family’, as defined by themselves, are a pivotal resource for each 

other (Foster et al., 2016). To encompass all of these concepts, the term ‘family work’ is used here in 

the broad sense of how services working with people with mental illness are mindful of, include and 

engage with families, including the needs of parent-consumers and children.  

There is strong evidence that working with families can change the trajectory of the illness and 

improve recovery in adult mental health (Eassom et al., 2014; Falloon, 2003; Glick et al., 2011; 

Pitschel-Walz et al., 2001). Over more than 40 years, a great deal of research into developing and 

testing models for working with families affected by mental illness has occurred. Some of the 

principal models include behavioural family management, family psychoeducation and brief family 

educational models (Chakrabarti, 2011; McFarlane, 2016; Pharoah et al., 2010). This research 
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typically focused on schizophrenia, however some research has been done in how these models are 

applicable to other illnesses (Falloon, 2003; McFarlane et al., 2003). The focus of that research has 

also tended to be on the ‘family of origin’ of the person experiencing mental illness while the 

parenting role of the consumer and the needs of their children have not received specific attention. 

More recently, families where a parent has a mental illness, as a cohort of family-focused practice, 

have been gaining increasing attention of researchers and practitioners (Foster et al., 2016).  

The two foci of family work in mental health services are to improve the outcome for the person 

with the mental illness and reduce distress in family members while building their resilience and 

wellbeing (Dixon et al., 2001; Mottaghipour & Bickerton, 2005; Wyder & Bland, 2014). Core 

elements include helping families understand mental illness, supporting the healing of relationships 

within families and building the networks of support needed by all family members. Mottaghipour 

and Bickerton (2005), in their pyramid of family care, advocate that family work can be integrated 

into everyday practice for all practitioners. With the provision of training, resources and 

organisational support, all practitioners can meet families’ needs for information, communication, 

and education on coping skills and dealing with crisis (Mottaghipour et al., 2006).   

These understandings of family work in AMHS provide the parameters for family work focused on 

families where a parent has a mental illness. Maybery, Foster, et al. (2015) advocate that family-

focused care for parents with a mental illness “respects the role of the family, and recognises the 

impact of the parent’s mental health on their parenting, children and other family members” (p. 

303). In addition to the core elements above, parents with a mental illness and their children need 

services to attend to the parent-child relationships (Cooklin, 2013; Nicholson, 2010) and utilise 

effective prevention programs for improving outcomes for children (Marston et al., 2016; 

Siegenthaler et al., 2012). Effective interventions for this population include psychoeducation 

directed at both parents and children, adapting parenting behaviour to improve family functioning 

through increasing parent agency and skill building, and improving family communication 

particularly about mental illness (Marston et al., 2016). One of the interventions highlighted in these 

studies is Let’s Talk, which is explored in detail below.  

Sustainability of family work 
Despite the strong evidence base, family work in any form is not commonly integrated into standard 

practice in AMHS (Berry & Haddock, 2008; Fadden & Heelis, 2011; Maybery et al., 2016) and levels of 

contact between practitioners and families is low (Glynn, 2012). As discussed in Chapter 3, 

sustainability of an intervention requires practitioners to faithfully deliver it and organisational 

support for its delivery.  Practitioners’ delivery of family work, has been explored in the literature as 
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rates of uptake and continued use after its introduction, and barriers for the reasons for poor uptake 

and use. Facilitators to the use of family work in AMHS has also been explored. These three aspects 

of measurement of sustainability are discussed below. 

i. Uptake and continued use 

Practitioner uptake of working with families is most commonly found in studies of the use of family 

interventions as part of treatment for schizophrenia.  These studies note uptake rates varying from 

between 0 to 53% (Bucci et al., 2016). This range is in part related to the method in which data is 

collected with some collected through research using file audits, practitioner self-report measures 

and surveys of families while others using local self-auditing processes. Additionally, the lack of 

clarity as to what is being measured is suggested as a potential explanation for the variation, with 

some measuring families being offered an intervention, others focusing on practitioners delivering 

interventions or families receiving an intervention (Bucci et al., 2016; Ince, Haddock, & Tai, 2016).  

Uptake and continued use data are scarce in studies of interventions specific for families where a 

parent has a mental illness. Only three studies provided rates of use across different interventions 

and settings. One of these was a pilot study of a parenting and mental illness psychoeducation 

program in the Netherlands that reported on promising levels of uptake with 59% of practitioners 

talking about parenthood (Potijk et al., 2019). However, this study only measured uptake at one 

time-point.  

A longitudinal study in Norway is tracking uptake and continued use of two interventions, The Family 

Assessment Form and Child Talks, introduced to support the new legal requirement to identify and 

support children of patients in adult-focused services (Lauritzen et al., 2018; Reedtz, Lauritzen et al., 

2012). They noted high (65%) use of The Family Assessment Form (Lauritzen, Reedtz, Van Doesum, & 

Martinussen, 2014b), with use increasing (72%) after two years in a follow-up study (Lauritzen et al., 

2018). In contrast, 31% of practitioners offered the intervention Child Talks to support children, and 

25% went on to deliver it (Lauritzen et al., 2014b) with no significant increase after two years in the 

follow-up study (Lauritzen et al., 2018).  

In another study in Finland, participants (n=35) who were chosen to be trainers in the Effective Child 

and Family intervention suite were tracked for six months after training finished to find they all had 

started using the interventions in their work (Toikka & Solantaus, 2006).  

The differing contexts, time studied or implementation strategies applied may help to understand 

the variations in these uptake rates. Comparison is also made difficult due to the lack of clarity in 

what is being measured. Ince et al. (2016) suggested clearer reporting procedures that differentiate 
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between services being offered and those being delivered would support future comparison and 

implementation efforts. 

ii. Barriers 

Alongside examining practitioner uptake, studies have also explored the barriers to the use of 

different types of family work in AMHS (Berry & Haddock, 2008; Fadden & Heelis, 2011; Maybery et 

al., 2016). Common barriers have been identified in a number of interrelated domains relating to the 

practitioner, the organisation, the intervention and the family.  

Practitioners’ lack of skill, knowledge and confidence to engage in family work has been highlighted 

in numerous studies with a suggestion that their undergraduate training inadequately equips them 

for engaging families (Bucci et al., 2016; Fadden, 2006; Grant et al., 2019; Maybery et al., 2016; 

Michie et al., 2007). The ability to engage with and hold the needs of multiple family members 

simultaneously has been identified as a particular skill and confidence barrier for AMHS 

practitioners’ uptake of all types of family work (Fadden, 2006; Karibi & Arblaster, 2019; 

Tchernegovski et al., 2018; Weimand et al., 2013). Additionally, barriers are noted that are specific 

for working with families in which a parent has a mental illness. The practitioners’ limited attention 

to the importance of the role of parenting and its interaction with mental health excludes it from 

practitioner-parent interactions (Awram et al., 2017; McKay, 2004). Practitioners’ lack of 

understanding of the possible impacts of mental illness of children, and their lack of skill in directly 

engaging a parent-consumer to effect change for their child are also noted as barriers (Maybery & 

Reupert, 2009; Tchernegovski et al., 2018). The work with this population is further complicated by 

practitioner perception that talking about parenting and children is a sensitive topic (Solantaus et al., 

2009).   

Organisational and system barriers to family work are seen in a lack of prioritisation in leadership, 

policy, service design and funding. These barriers then limit access to time and resources to support 

and monitor practice or do not foster cultures that support delivery of family work (Bucci et al., 

2016; Fadden, 2006; Grant et al., 2016; Grant & Reupert, 2016; Karibi & Arblaster, 2019; Maybery, 

Foster, et al., 2015). Intervention related barriers pertain to its perceived value, its fit with the 

intended population or the organisational setting (Ince et al., 2016).  

Lastly, barriers relating to families’ own reluctance to take up opportunities to engage with 

practitioners is documented as being influenced by their time limitations, the relationship with the 

person with the mental illness, as well as their own or others’ previous experiences of family work in 

AMHS (Berry & Haddock, 2008; Glynn, 2012; Ince et al., 2016; Maybery, Foster, et al., 2015). A 

historical view of family being the source of the onset of mental health problems can leave families 
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worried about being blamed and reluctant to engage with mental health services (Falloon, 2003; 

Glynn, 2012, Smith & Velleman, 2002). Parent-consumers have additional barriers when it comes 

to engaging with practitioners about their families. As noted earlier, the self-stigma about their 

capability to parent well reduces their likelihood to seek help for themselves or their children.  

Furthermore, the high prevalence of parents with a mental illness having contact with child 

protection services and experiencing the removal of their child, make parents more likely to protect 

their family from the view of professionals for fear of loss of custody (Kaplan et al, 2019; Nicholson 

et al, 2001; Maybery & Reupert, 2009). 

An additional barrier for the delivery of family work specifically focused on families where a parent 

has a mental illness is the configuration of services. The work of AMHS is with adults, focused on the 

mental illness and executed through an individualistic paradigm (Ackerson, 2003; Biebel et al., 2015). 

The wellbeing of children, conversely, is seen as the domain of family and child focused services. For 

AMHS to attend to the needs of their consumers as parents and their children, Solantaus and Puras 

(2010) suggest that funding models and practice has to expand to prioritise prevention, health 

promotion and families. Subsequent literature suggests that there is growing awareness of the 

challenges that this poses and a shift is being seen to promote family-focused work in government 

and service provider policy and practice guidelines (Foster et al., 2016; Goodyear et al., 2015; Isobel, 

Allchin, et al., 2019; Nicholson et al., 2015). Despite this, there still remain significant challenges for 

AMHS to embrace practices that support parents with a mental illness and their children in standard 

practice (Maybery et al., 2016). Implementing such family work in AMHS requires attention to the 

complexity of both the work and the service system.  

iii. Facilitators 

Common elements that facilitate implementation of family work in AMHS have been identified in 

the domains of the organisation, the implementation process, the practitioner and the family (Berry 

& Haddock, 2008; Eassom et al., 2014; Maybery, Foster, et al., 2015). Organisational engagement 

and a match with its mission, values and activities has been advocated as pivotal for implementing 

family work (Berry & Haddock, 2008; Eassom et al., 2014; Maybery, Foster, et al., 2015).  

By supporting senior management to show strong leadership, prioritisation within the dominant 

medicolegal focus enabled family work to be delivered (Berry & Haddock, 2008; Eassom et al., 2014). 

Prioritisation was also enabled through the integration of family work into job descriptions, staff 

appraisals, organisational policies, plans and reporting (Berry & Haddock, 2008; Eassom et al., 2014; 

Maybery, Foster, et al., 2015).  
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An implementation process that included management, practitioners and people with lived 

experience in the design, development and delivery of family work, decreased family resistance and 

encouraged its delivery (Berry & Haddock, 2008; Fadden & Heelis, 2011). Having key people across 

different levels of the organisation supporting implementation was also seen as important (Berry & 

Haddock, 2008; Bucci et al., 2016; Fadden, 2006). Such key roles included practice level champions, 

providing peer support for implementing practitioners, and internal implementers or coordinators to 

liaise between practitioners and managers as well as carrying out tasks such as writing policies, 

overseeing training and liaising with management (Berry & Haddock, 2008; Bucci et al., 2016; 

Fadden, 2006). Multifaceted implementation strategies that target the different layers of factors 

(organisational, workforce, child and family) are suggested to enable workforce change to 

incorporate family work (Isobel, Allchin, et al., 2019; Maybery, Foster, et al., 2015).  

The skills and confidence of practitioners to deliver family work was facilitated by focused training 

that included people with lived experience, and post-training support. Methods such as 

consultations, reflective practice, supervision and co-work supported practitioners in maintaining a 

dual focus of the needs of different family members (Berry & Haddock, 2008; Bucci et al., 2016; 

Karibi & Arblaster, 2019; Tchernegovski et al., 2018). Additionally, practitioners’ use of family work 

specifically with families where a parent has a mental illness, was facilitated by being a parent 

themselves (Grant et al., 2019; Korhonen et al., 2010) and by understanding the impact a parent’s 

mental illness can have on children (Goodyear et al., 2017; Grant et al., 2016; Lauritzen et al., 2014a; 

Maybery et al., 2016).   

Families engaging in working with practitioners was facilitated by an awareness of the opportunity 

or availability of a service that was a good fit for the family’s needs (Fadden, 2006; Wonders et al., 

2019). Family uptake was also aided when the family work was co-developed and/or delivered in 

collaboration with lived experience (Berry & Haddock, 2008). In light of the history of family blaming, 

stigma and child removal, feeling safe and positive about engaging in family work with AMHS is an 

additional facilitator of engagement, especially for parent-consumers and their families (Berry & 

Haddock, 2008; Pihkala et al., 2012; Solantaus et al., 2015; Ueno et al., 2019).  

This research in AMHS on the uptake, barriers and facilitators across the spectrum of family work is 

an important backdrop for the study of sustainability of Let’s Talk in AMHS. The following section 

outlines the development of and evidence base for Let’s Talk to establish a clear understanding of 

what it is and the context in which it has been used, so as to lay a foundation for the study of its 

sustainability in AMHS, in Victoria, Australia.  
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4.2 Introducing Let’s Talk  
The Finnish, Lapset puheeksi, or in English, Let’s Talk about Children (Let’s Talk), is a family-focused 

practice with a specific emphasis on the parenting role and the needs of their children. It is described 

as a “low threshold public health intervention” (Solantaus et al., 2015, p. 243) because it is brief, low 

resource-intensive and has been applied in different settings (Beardslee et al., 2012; Solantaus & 

Toikka, 2006). It has been translated and utilised across a range of countries and cultures including 

Sweden, Greece (Giannakopoulos et al., 2015; ), Japan (Ueno et al., 2019), Australia (Goodyear et al., 

2016; Karibi & Arblaster, 2019; Maybery et al., 2019) and the USA (Nicholson & English, 2019). While 

there is a growing evidence base for its efficacy and adaptability, a clear understanding of the 

mechanisms of change that make Let’s Talk effective is yet to be articulated. In the absence of this, 

the study of sustainability of Let’s Talk therefore requires a contextual view of its development, its 

evidence base and how fidelity is currently understood. By looking at the context around the 

delivery of the manualised tasks, a clearer picture can be gained of how practitioner, organisational 

and cultural factors might contribute to Let’s Talk’s effectiveness and sustainability. The next section 

unpacks the conceptual and contextual base from which Let’s Talk developed and includes a 

description of the different forms of Let’s Talk that are reported in the literature. After this, a 

synopsis of the evidence base is presented before each study is detailed to understand its contextual 

nature. Finally, the documentation of fidelity is explored and discussed after which the chapter ends 

with a summary of how this information shapes the methodology for the study.  

Background and development 

Let’s Talk was part of a promotive and preventative approach to child wellbeing that was introduced 

across Finland into mental health services for adults in 2001 (Solantaus et al., 2009). The Effective 

Child and Family (ECF) program (in Finnish Toimiva lapsi & perhe -työ) aimed to equip health services 

to meet the minimum standards of the Finnish Child Welfare Act to address dependent children’s 

need for care and support (Solantaus & Toikka, 2006; Solantaus et al., 2009). It included a suite of 

tools as documented in Table 2. Foundational training of 17 days each year for two years was 

initiated to equip the Finnish mental health workforce to deliver the ECF (Beardslee et al., 2012; 

Solantaus & Toikka, 2006). This training gave a basic background to the impacts of mental illness, 

parenting, family life and child development, and included training in the ECF program’s whole suite 

of interventions as well as implementation and supervision (T. Solantaus, personal communication, 

Feb 13 2020). The basic ECF training was later refined to 11 days over one year including six days for 

theory and five for supervision of practice (Niemelä et al., 2010). The training covered the suite of  
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Table 2: Effective Child and Family program’s suite of tools 

ECF suite of toolsa Purpose  Details  

Let’s Talk about Children 
Discussion (LT-D) 

Map child’s life & 
develop an action plan 
to promote child’s 
wellbeing 

2-3 structured conversations between 
parent & practitioner.  These include an 
invitation, and two structured 
conversations using an age-appropriate 
log (Niemelä et al., 2010) 

Let’s Talk about Children 
Network meeting (LT-N) also 
known as Effective Family 
Network meeting (EFN) 

Build a network around 
the child & family 

Parent & practitioner identify people to 
help facilitate wellbeing of the child i.e. 
family’s own network of supports & 
services such as child psychiatry, school, 
housing (Väisänen & Niemelä, 2005).  

Information booklets for 
parents & young people 

(Solantaus & Toikka, 2006). 

Self-guided  
psychoeducational 
material 

How can I help my children?  
A guidebook for parents with mental 
health problems or issues (Solantaus 2002) 

How can I care for my children?  
A guidebook for parents struggling with 
drug or alcohol use (Solantaus 2010) 

What’s up with our parents?  
A guidebook for young people whose 
parents have a mental health problem 
(Solantaus 2005) 

Family Talk Intervention (FTI)                 
also known as The Effective 
Child & Family Intervention 
(ECFI)/Beardslee Family 
Intervention, Family 
Intervention, Preventive 
Family Intervention (PFI) or 
Let’s Talk Family intervention 

Facilitated family 
conversations by 
practitioner 

A 6-8 session practitioner-led intervention 
that facilitates conversations between 
parents and children about the impact of 
the mental illness on family life (Beardslee 
et al., 1993)  

Vertti child and parent group 
activitiesb 

Peer support group 
program 

A 10-week parallel peer support 
psychoeducation group for children and 
their parents (Söderblom & Inkinen, 2018) 

a information and links to training can be found at https://mieli.fi/en/development-projects/effective-child-and-family-work 

bECF training does not include training in this program 

 

ECF interventions as well as recognising common problems in children and youth’s psychosocial 

wellbeing (Niemelä et al., 2010). 
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Initiated for use in adult psychiatry, by 2003 the ECF program was extended to physical health 

settings and general hospital psychiatry supporting families affected by parental cancer (Niemelä et 

al., 2010), physical health, substance use problems, economic problems, poverty, criminality by 2011 

and refugee status by 2013 (Beardslee et al., 2012). Its acceptability in Finland led to the publishing 

of recommendations for health services on promotive activities for children of parents with a mental 

illness as well as the defining of pathways for children and families in AMHS – see Figure 4. 

(Solantaus, 2005; Solantaus & Toikka, 2006).   

Let’s Talk was developed as a brief parent intervention that met the requirements of the Finnish law. 

As such, it could serve as ‘practice as usual’ for an active control alternative to a more resource 

intensive preventative family intervention called Family Talk Intervention (FTI; Beardslee et al., 1993; 

Solantaus et al., 2010). Let’s Talk was created to fit a health system with limited capacity to provide 

intensive family treatment for all consumers who were parents (Solantaus & Toikka, 2006). So as to 

be used in adult-focused services, Let’s Talk was designed to be delivered by professionals with no 

experience or training in child development and assessment in the course of their ordinary work 

(Solantaus & Toikka, 2006). 

Figure 4. Pathway for children and families in adult psychiatry in Finland. Reproduced from 

Solantaus & Toikka, 2006, p.42. Used with permission from Taylor & Francis. 
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Let’s Talk takes an ecological understanding of child resilience and wellbeing that sees the child in 

the context of their relationships with their environment (Solantaus et al., 2015). Central to Let’s 

Talk is engaging parents in the support of their children. It works from the assumption that families 

are key resources for supporting child wellbeing and that everyday interactions are the stage on 

which child development plays out (Solantaus et al., 2010). Let’s Talk’s development was informed 

by international interventions for families where a parent has a mental illness including a Dutch 

mini-intervention and the Preventative Family Intervention developed in the USA (Beardslee et al., 

2007) as well as practice within the Finnish context and culture (Solantaus & Toikka, 2006).  

As noted in Table 3 and Figure 5, Let’s Talk changed and developed over time. Initially, Let’s Talk (LT-

1) was described as a conversation with parents about their children, and included the provision of 

guidebooks (Solantaus et al., 2009). A Let’s Talk Network meeting (LT-N) was additionally developed 

to further address the strengths and vulnerabilities identified in the LT-1 through linking the child 

and family to support (Solantaus, 2017; Solantaus & Toikka, 2006; Väisänen & Niemelä, 2005). After 

the end of a RCT on the ECF, Let’s Talk was described as a series of structured conversations 

including an introduction invitation and set of two discussions utilising a structured log (LT-D) 

(Niemelä et al., 2010; Toikka & Solantaus, 2006; Ueno et al., 2019; T. Solantaus, personal 

communication, May 26 2019). Subsequently, Let’s Talk was adapted to use as a public health 

intervention with the general population in Finland. This incorporated a whole-of-region approach to 

services working together to support the everyday life of a child, as part of a national strategy to 

enable children to receive the services they need in their developmental environments (Kujala et al., 

2017; Niemelä et al., 2019; Solantaus, 2012, 2016; Solantaus & Niemelä, 2016). In this approach, 

new versions of the log were developed to facilitate the parent and teacher (and child as 

appropriate) to jointly map out the child’s life with the aim of creating support for the everyday life 

of the child. This was called the Let’s Talk about Children Service Model (LT-SM) and utilised LT-D 

and LT-N in a two-step model (Niemelä et al., 2019). 

Let’s Talk is now supported across Finland in two different environments: the child’s development 

context where the child spends their everyday life such as school and kindergarten, and settings that 

provide services for the child, parent or family. Service settings may include those that are providing 

treatment or care such as psychiatric services, palliative care units, consultation psychiatry, child 

protection (Solantaus & Niemelä, 2016) or promotive services such as maternal and child health 

services or community health services. Municipalities can be supported to implement Let’s Talk, as it 

is one of the approved evidence-based practices in a National Child and Family Services Change 
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Program (2016-2018)2. Additionally, an e-learning centre on the ECF program is provided as part of a 

national mental health hub3.  The Finnish developers have assisted in translating the program and 

training resources for use in other cultures and contexts including the Australian version that was 

used in the RCT trial. 

  

                                                           
2 https://www.kasvuntuki.fi/ 

3 https://www.mielenterveystalo.fi/ 
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Table 3: Descriptions of the versions of Let's Talk 

Let’s Talk about Children  
Versions  

Details 

Let’s Talk about Children  
Discussion-One (LT-1) 

Early version of Let’s Talk with a conversation guide but without the 
structured log.  Documented as conversations with parents about 
their children and providing parents with the guidebooks taking 
between one 15 min or two 45 min sessions. All practitioners, 
however, used more than 15 min (Solantaus et al., 2009) with 75% 
using one full session and 24% using two sessions (Solantaus et al., 
2010). 

Let’s Talk about Children  
Discussion  
(LT-D) 

 

Structured version of Let’s Talk using a series of 2-3 structured 
conversations including an introduction invitation and set of two 
discussions (LT-D) (Niemelä et al., 2010; Solantaus et al., 2015; Toikka 
& Solantaus, 2006; Ueno et al., 2019). Discussion 1 uses an age-
appropriate structured log to assist the parent to map the strengths 
and vulnerabilities within the everyday encounters and routines in the 
child’s life (Solantaus et al., 2015). Discussion 2 builds on the previous 
discussion exploring how the parents can promote the child’s 
wellbeing through building resilience in the systems around the child. 

Utilised in two different settings:  

1. Child development & education. Early childhood, primary schools & 
high schools each have own log. 

2. Service settings including both in treatment or care settings (i.e. 
psychiatric services, palliative care units, consultation psychiatry, child 
protection) and in promotive settings (i.e. maternal child health, 
community health). Six age-appropriate logs  

Let’s Talk about Children  
Network meeting (LT-N) 
also known as Effective 
Family Network meeting 
(EFN) 

An extension to LT-D that facilitates linking the child and family to 
support by building a network around the child. Used after LT-D, the 
parent identifies people including the family’s own network of 
supports as well as services such as child psychiatry, school, housing 
etc. that may be able to help facilitate the wellbeing of the child. 
(Solantaus, 2017; Solantaus & Toikka, 2006; Väisänen & Niemelä, 
2005). 

Let’s Talk about Children  
Service Model (LT-SM)  

Use of Let’s Talk for collective impact through working in whole 
regions. Regional implementation strategy starts with community 
engagement and includes establishing a regional senior management 
group to enable service coordination and collaboration, as well as 
local management groups to oversee local implementation (Kujala et 
al., 2017; Niemelä et al., 2019). Includes the two-step model of Let’s 
Talk: the parent and worker first use LT-D to chart the child’s everyday 
life and develop an action plan to enhance strengths and support 
vulnerability. If a second step is needed, the LT-N is used to broaden 
the network of support for the child and family (Niemelä et al., 2019). 
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Figure 5. The development of Let's Talk in the Finnish context
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4.3 Evidence base for Let’s Talk 
The emerging evidence base of Let’s Talk is derived from a set of discrete research endeavours in 

diverse settings beginning in Finland and now including Greece, Japan and Australia. The variety of 

settings included adult mental health settings both clinical and non-government, general hospital 

psychiatry, child and family services and universal settings. The research has also encompassed a 

range of populations that included families where a parent has depression, bipolar disorder, life 

threatening cancer, schizophrenia, schizoaffective disorder, borderline personality disorder, anxiety, 

post-traumatic stress disorder, gambling and other co-occurring issues. The early studies were of the 

initial version of Let’s Talk (LT-1) and later have been on the manualised intervention of two or three 

sessions (LT-D) designed for either treatment or universal settings. In some studies, Let’s Talk has 

been included as part of a suite of interventions. The focus of the studies has been on the 

effectiveness, safety and acceptability of Let’s Talk in its different forms, in different settings and in 

different populations. There are no existing studies that have set out to study the sustainability of 

Let’s Talk.  

Summary of evidence base 

Overall, Let’s Talk has been found to be acceptable for parents (Maybery et al., 2019; Solantaus et 

al., 2009; Ueno et al., 2019) and for practitioners (Karibi & Arblaster, 2019; Niemelä et al., 2010; 

Tchernegovski et al., 2015). Outcomes have been documented for parents, family and child 

wellbeing (Solantaus et al., 2015) and recommendations for implementation have been made 

(Toikka & Solantaus, 2006). Additionally, from the context of other studies, some limited information 

about the sustainability of Let’s Talk can be gleaned.  

Parenting outcomes 

Parenting outcomes include greater self-acceptance (Solantaus et al., 2009; Ueno et al., 2019) and 

wellbeing (Maybery et al., 2019; Niemelä et al., 2012; Solantaus et al., 2009; Ueno et al., 2019), and 

increased motivation for mental health treatment (Solantaus et al., 2009; Ueno et al., 2019). Let’s 

Talk also resulted in improved confidence in parenting (Solantaus et al., 2010; Solantaus et al., 2009; 

Ueno et al., 2019) with less guilt and worries about their children (Solantaus et al., 2010; Solantaus 

et al., 2009; Ueno et al., 2019). Improvements were also seen in parents’ confidence in the child’s 

and family’s future (Solantaus et al., 2009) and improvements in their own social support 

(Giannakopoulos et al., 2013). 

Family outcomes 
Family wellbeing improvements were seen with improved family communication (Maybery et al., 

2019) and mutual understanding in the family (Solantaus et al., 2009). 
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Child outcomes 
Outcomes for children were seen later than the parent and family improvements, at 10-18 months 

after Let’s Talk was delivered. These improvements included decreased anxiety and increased 

behaviours that promote relationship building (Solantaus et al., 2010). An increase in the positive 

and functional thinking that supports improvements in emotional and depressive symptoms was 

additionally seen (Punamäki et al., 2013).  

Implementation outcomes 
Implementation outcomes highlighted that it was feasible for practitioners to use in their settings 

(Niemelä et al., 2010; Solantaus et al., 2009; Ueno et al., 2019) and increased their enjoyment at 

work (Toikka & Solantaus, 2006). The training also increased practitioners’ knowledge and skill in 

supporting families and parents (Karibi & Arblaster, 2019; Tchernegovski et al., 2015; Toikka & 

Solantaus, 2006). This resulted in improving practitioners’ ability to assess a parent’s understanding 

of their children, assess the impact on children and work together with the parent to address 

impacts and provide resources and referrals where necessary (Karibi & Arblaster, 2019; 

Tchernegovski et al., 2015). In two studies, parents were asked when Let’s Talk should be offered on 

a phased illness continuum (acute phase–early treatment phase–late treatment phase–‘recovery’ 

phase). Parents recommended that it be delivered early (Solantaus et al., 2009) and late (Ueno et al., 

2019) in the treatment phase rather than in the acute or ‘recovery’ phases.  

Sustainability outcomes 
While there is no focused study of sustainability outcomes for Let’s Talk, some conclusions about its 

continued delivery and the organisations’ continued capacity to support delivery can be drawn from 

the studies in Finland. Practitioners are documented as continuing to use of a suite of interventions 

which included Let’s Talk five years after implementation in Finland (Toikka & Solantaus, 2006). The 

paper had no record of adaptation made or the quality of practitioners’ delivery of Let’s Talk to be 

able to draw any conclusions about how faithfully Let’s Talk continued to be delivered. Although 

there is no detail, some organisational capacity for the sustainability of ECF can be presumed from 

the papers on its use with families affected by parental cancer as it is documented as being used in 

routine practice for more than seven years in the region (Niemelä et al., 2010; 2012). The continued 

capacity for training practitioners can be surmised from Toikka & Solantaus’s (2006) study which 

indicated that the majority of the initial 30 master trainers had trained others. Solantaus & Toikka’s 

(2006) paper gave additional information about organisational capacity for training practitioners, 

indicating that there was a pool of 50 trainers across the country and more than 500 practitioners 

trained in Let’s Talk. Further evidence of organisational capacity to support sustainability of Let’s 

Talk can be seen by two papers.  Solantaus (2005) and Solantaus and Toikka, (2006) both reported 
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that recommendations were being written into service-level guidelines that endorsed Let’s Talk’s use 

with every parent seeking help with mental health issues.  

While the above summary shows a robust evidence base, clarity about what works for whom and in 

what setting is found in the detail of the individual studies from Finland, Europe, Asia, and Australia. 

The specificities of these studies present the detail needed to understand the development and 

spread of Let’s Talk so as to explore sustainability contextually. Accordingly, the expanded 

explanation below is provided first for the Finnish studies and then studies outside Finland.  

Establishing effectiveness of different versions of Let’s Talk used in different 
settings in Finland 

The three ways Let’s Talk has been studied in Finland4 has provided a base for the evidence of its 

effectiveness as a prevention and promotion tool for families and has given insights to its 

development, spread and sustainability. Firstly, a RCT studied the early version of Let’s Talk (LT-1) 

within the suite of ECF interventions in a population of parents with mood disorders and their 

children. This RCT included a series of sub-studies that differentiated Let’s Talk’s effectiveness from 

the other ECF interventions, established its ability to fit into Finnish AMHS and documented the 

spread of the suite of ECF interventions (Punamäki et al., 2013; Solantaus et al., 2010; Solantaus & 

Toikka, 2006; Solantaus et al., 2009; Toikka & Solantaus, 2006). Secondly, the more structured 

version of Let’s Talk (LT-D) was studied within the suite of ECF interventions, in a population of 

parents with life threatening cancer and their children (Niemelä et al., 2016; Niemelä et al., 2012; 

Niemelä et al., 2010). These studies document the method of the structured version of Let’s Talk and 

give evidence of the spread of the ECF interventions across Finland and into other populations of 

families where a parent is experiencing distress. More recently, the collective impact work with Let’s 

Talk (LT-SM) was studied in one Finnish municipality (Niemelä et al., 2019) and is documented in a 

protocol to be part of a longitudinal study in Finland (Kujala et al., 2017). These studies document 

the expanded version of Let’s Talk utilised across municipal child and family services aimed at the 

universal population, highlighting its acceptability and spread across Finland. These three waves of 

study on Let’s Talk are expounded below.  

The Finnish RCT of the ECF, including LT-1 (2003-2006) 
The RCT in Finland compared LT-1 with the FTI (Beardslee et al., 2007) within psychiatric and mental 

health clinics from 16 health care units in eight regional health organisations (including capital 

city/smaller cities/rural settings). The study sample of 119 single and dual parents with primary 

                                                           
4 https://www.mielenterveystalo.fi/aikuiset/itsehoito-ja-

oppaat/oppaat/lapset_puheeksi/Pages/Tutkimuksia_LP-menetelm%C3%A4st%C3%A4.aspx 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://www.mielenterveystalo.fi/aikuiset/itsehoito-ja-oppaat/oppaat/lapset_puheeksi/Pages/Tutkimuksia_LP-menetelm%C3%A4st%C3%A4.aspx
https://www.mielenterveystalo.fi/aikuiset/itsehoito-ja-oppaat/oppaat/lapset_puheeksi/Pages/Tutkimuksia_LP-menetelm%C3%A4st%C3%A4.aspx


 

Page | 52  

 

diagnosis of mood disorders with at least one child between eight and 16 years old were randomly 

allocated to either FTI (60) and LT-1 (59) (Punamäki et al., 2013; Solantaus et al., 2010). The RCT 

comprised of a number of sub-studies (see Box 1; Punamäki et al., 2013; Solantaus et al., 2010; 

Solantaus & Toikka, 2006; Solantaus et al., 2009; Toikka & Solantaus, 2006) some of which 

documented outcomes for both FTI and LT-1 interventions and some differentiated between the 

interventions.  

In summary, the studies in the RCT showed LT-1 as being feasible to be implemented in Finnish 

AMHS as part of routine care which resulted in ongoing discussions about family and children for 

most parents. It was deemed safe to use as it did not increase stigma or cause harm (Solantaus et al., 

2009). Improvements after LT-1 were seen in child, parent and family wellbeing. Both the FTI and LT-

1 showed similar benefits for children with decreasing emotional symptoms and improving prosocial 

behaviour. These same benefits were not seen until follow up (10-18 months) for the LT-1 cohort 

which is later than those receiving the FTI.  LT-1 was also effective at shifting children’s tendency to 

blame themselves for parental problems with an increase in positive and functional cognitive 

attribution that was not seen in FTI (Punamäki et al., 2013). The benefits reported for parents, 

specific for LT-1, included decreased worry, increased parental understanding, reduced guilt and 

increased confidence in their family and children’s future (Solantaus et al., 2010; Solantaus et al., 

2015). There were also benefits seen with mutual understanding in the family (Solantaus et al., 

2009).  

These studies highlight how the establishment of the effectiveness of Let’s Talk and its spread and 

sustainability occur within a broader suite of interventions, training and supports into AMHS across 

Finland. As noted in the background and development section above, this early version of Let’s Talk 

(T-1) tested in the RCT was further developed to include a more structured approach to mapping the 

child’s life.  

Box 1: Sub-studies of the RCT on the ECF program that included LT-1 

Solantaus et al. (2009) aimed to establish the safety and effectiveness of delivering LT-1 and FTI in 

adult-focused services, and explored the experiences of families who were randomised between 

the groups, comparing measures at baseline (one to three weeks before the intervention) and 

post-intervention (one to three weeks after). A complete data set included 90 families (45 FTI/45 

LT-1). The custom-developed measure asked parents to rate on a five point Likert scale their 

relationship with the practitioners, the usefulness of the intervention and the impact of the 

intervention on self-understanding, mutual family understanding, parenting, future orientation, 

well-being, treatment motivation and child-related worries. It reported that parents 
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recommended LT-1 be carried out during their treatment phase early or later (35%/35%) rather 

than when acutely unwell or in ‘recovery’ after treatment (15%/8%). Both interventions were 

reported to improve self-understanding, understanding in the family, parenting skills and 

confidence, future hope and were equally effective in identifying children needing further 

support. Improvements for LT-1 specifically, were seen in decreased feelings of guilt and worries 

about children and increased understanding of their children, ideas for parenting, and confidence 

in their child and the family’s future. Ongoing discussions about family and children in the clinical 

setting after LT-1 were reported by 83% of parents (Solantaus et al., 2009). This study established 

positive outcomes for parents and displayed how it is safe and possible to deliver child-centred 

preventative interventions in real-world AMHS settings. 

Solantaus et al. (2010) studied the effectiveness of FTI and LT-1 on children’s psychosocial 

symptoms and prosocial behaviours, comparing parent-reported measures of children at 

baseline, four, 10 and 18 months post-intervention. Child-focused measures included the 

Strengths and Difficulties Questionnaire (SDQ) and Screen for Child Anxiety Related Emotional 

Disorders (SCARED). The sample included reports on 149 children with a complete data set of 83 

(43 LT/40FTI). A key finding of the study was that the same benefits for children were found in 

both interventions, but with the benefits in the LT-1 cohort seen 10-18 months post-intervention 

which is later than in the FTI group (four months). The improvements encompassed both a 

decrease in emotional symptoms and an increase in promotive factors. These included a 

significant decrease in children’s anxiety, marginal decrease in hyperactivity and an increase in 

the prosocial behaviours needed to solve interpersonal relationships and promoting relationships. 

This study established the effectiveness of both interventions on child mental health with the 

benefits seen later with LT-1 than FTI.  

Punamäki et al. (2013) examined the effectiveness of FTI and LT-1 in changing the tendency of 

children of depressed parents to attribute their parent’s problems to themselves, and hence the 

intervention’s effectiveness as preventative tools in changing children’s depressive and emotional 

symptoms. It used child and parent reported measures on cognitive attribution style (CASQ-R), 

depression (CDI) and emotional symptoms (child and mother reported SDQ) at baseline, four, 10 

and 18 months post-intervention with a sample of 109 families with depression (53FTI/56 LT-1) 

representing 145 children (76 FTI 69 LT). Cognitive attributions are linked to depressive symptoms 

and are measured by scoring how a child attributes good and bad events in life looking at three 

dimensions: personalisation (internal vs external), permanent (stable [always] or unstable 

[temporary]) and persuasive (global [catastrophizing] vs specific; Thompson et al., 1998). 

Negative attributions are seen in more “internal-stable-global attributions for bad events” and 
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“external-unstable-specific attributions for good events” (Thompson et al., 1998, p. 168). 

Contrary to the hypothesis, LT-1 rather than FTI, increased positive and functional cognitions 

between the 10 month and 18 month follow-up period. These positive attributions were 

confirmed to play a mediating role for child-reported emotional symptoms and partially for 

depressive symptoms in this study. Punamäki et al. (2013) propose that effectiveness of the 

briefer LT-1, rather the FTI, may be due to the intervention being directed primarily to parents, 

rather than the whole family. The shifting of the child’s understanding that they are not the cause 

of the parent’s problems is suggested to be the result of the parent reinforcing this in everyday 

life rather than via a practitioner delivery in a therapeutic setting. They suggest that the long time 

to see the effects (10-18 months) is the result of the parent needing to integrate the thinking into 

everyday relationships and practices that then affect the child (Punamäki et al., 2013). This study 

established LT-1 as effective for promoting improved family communication and child mental 

health through improved parent agency.  

Implementation, spread and sustainability outcomes of the ECF were also reported in Toikka and 

Solantaus’ (2006) study of the experiences of pioneer practitioners of the ECF training (n= 45) and 

also in Solantaus and Toikka’s (2006) documentation of the ECF. These outcomes focus on the 

effect of training on practitioners and on the national spread of the ECF program. As these report 

outcomes of the whole ECF, not differentiating between the different interventions, the 

outcomes for Let’s Talk alone are less clear. Five years after the initial implementation, the 

remaining practitioners (n=36) were surveyed about their experiences of the training (Toikka & 

Solantaus, 2006). In the sample of 30 respondents, the study found that while the new working 

methods brought more stress at work, they did not experience any negative change in coping 

with their workload, and there was a strong positive change in their experience of joy at work 

(Toikka & Solantaus, 2006). The practitioners described an increase in knowledge and skills 

especially in supporting family and parents with mental illness. The questionnaire found all had 

used the suite of new practices in their work and 77% had trained others (Toikka & Solantaus, 

2006).  

Solantaus and Toikka (2006) documented the spread of the ECF five years after initial 

implementation. They indicated that there were 50 trainers across Finland and two thirds of the 

health districts’ psychiatric units had practitioners trained in the preventative methods. They 

equate this to 500 practitioners being trained in both FTI and Let’s Talk and ‘countless 

practitioners’ trained in Let’s Talk (Solantaus & Toikka, 2006). The result of this spread enabled 

the issuing of recommendations for Finnish health services that described pathways of services 

(see Figure 4) and included the endorsement of the Let’s Talk method being used with every 
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parent seeking help for mental health issues (Solantaus, 2005; Solantaus & Toikka, 2006). These 

recommendations were reported to being developed into service-level guidelines across the 

country. Solantaus and Toikka (2006) also report that the ECF had spread beyond Finland’s 

borders and is now included in a work package for child and adolescent mental health 

recommended by the European Union commission. This study highlighted how the ECF 

interventions were able to be scaled and sustained within the Finnish context and had effected 

change in the Finnish health system. The focus on scaling and sustainability in the studies by 

Toikka and Solantaus (2006) and Solantaus and Toikka (2006) are directed at the ECF intervention 

suite within which LT-1 is embedded. 

The LT-D  
The shift to the more structured approach to Let’s Talk, LT-D, which included the log to chart the 

child’s protective factors, is acknowledged in the study of the ECF suite of interventions with parents 

with life threatening cancer and their children (see Box 2). The studies showed the ECF interventions 

as being applicable for use in general hospital psychiatry and cancer treatment settings, with 

improvements seen in the psychological symptoms of parents. These studies document the 

development and spread of the suite of ECF interventions across Finland and its adaptation for 

different populations. It is in these studies that the method of LT-D as being a set of two to three 

discussions is detailed. These studies also hint at practitioners continued use and organisational 

capacity to sustain the ECF through the documentation that it has been in use in the area for seven 

plus years.  

Box 2: Studies documenting LT-D 

Niemelä et al. (2010) studied the use of the ECF interventions in general hospital psychiatry. The 

ECF program is documented as encompassing the expanded version of Let’s Talk including the log 

charting the child’s protective factors (LT-D), the FTI and the EFN (LT-N) meeting. A narrative 

enquiry explored the experiences of seven practitioners (psychiatric nurses n=4, mental health 

nurses n=2, social worker n=1) using the interventions when working with parents with cancer. 

The paper documents that these interventions had been in use as a routine part of cancer 

treatment in Oulu, Finland since 2003. The authors stated that the study found the interventions 

were ‘valid and reliable for child and family-centred work in populations with parents with serious 

illness’ and enabled age-appropriate support for children. It found that practitioner’s 

collaboration with other services and adjustments in their use of the interventions to meet the 

family’s circumstances was essential for outcomes for children and families (Niemelä et al., 2010). 

One such adjustment included switching intervention after the death of a parent to meet directly 
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with the child. This study highlighted the expansion of the ECF program in Finland to general 

hospital psychiatry and to populations such as parents with life threatening cancer as well as their 

continued use in routine practice. 

Niemelä et al. (2010, 2012) refer to an RCT that included LT-D with families with a parent with a 

serious somatic illness in Finland, entitled Struggle for life: a preventive trial in families with a life-

threatening illness. The ECF program had been adapted and used in routine practice for this 

population in the study setting since 2003 and included the structured version of Let’s Talk (LT-D), 

FTI, psychoeducational material and guidebook adapted for parents with cancer, and the LT-N 

meeting (Niemelä et al., 2010,  2016). The study evaluated the effectiveness of adapted ECF 

interventions to address the needs of children of parents with cancer (Niemelä et al., 2010, 2012). 

Sixty families seen at two settings in Oulu were randomised between LT-D and FTI, and a 

comparison group receiving treatment as usual from another setting. As well as custom-

developed questionnaires for family demographics and children’s risk and protective factors, the 

study collected psychological wellbeing information on family members using the following 

standardised measures: children’s depression inventory (CDI), the symptom checklist 90 (SCL-90), 

strengths and difficulties (SDQ), parent adolescent communication scale (PACS), sense of 

coherence scale (SOC) and illness attitude scale (IAS; Niemelä et al., 2012). These measures were 

completed for baseline (retrospective data prior to parent’s illness), before the intervention and 

four, 10 and 18 months after the intervention (Niemelä et al., 2012). The effects of LT-D and FTI 

on psychiatric symptom profiles of ill and healthy parents at baseline before the intervention, and 

four months after the intervention are reported in a pilot phase (Niemelä et al., 2012). A 

significant decrease was seen in the severity of psychological symptoms for the sample of 10 

families which included eight patients (mothers) and nine spouses (one mother/eight fathers). It 

also compared the sample with the Finnish general population and the Finnish psychiatric 

outpatient population finding that the participants had a symptom profile comparable to the 

psychiatric population at baseline that decreased to the same as the general population four 

month’s post-intervention. As the pilot reports on the outcomes of the two interventions 

together, the implications for Let’s Talk specifically are less clear. The studies, however, document 

the continued use of Let’s Talk as part of the ECF in routine practice across a region and draw 

focus to its use in Finland as part of a suite of programs aimed at improving the wellbeing for 

children in families experiencing distress. 
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The LT-SM 
The progression to Let’s Talk being used as part of a population-level mental health promotion 

strategy (LT-SM) is acknowledged in studies by Niemelä et al. (2019) and Kujala et al. (2017). These 

studies document the two-step Let’s Talk method which includes the structured version of Let’s Talk 

(LT-D) and the Let’s Talk Network meeting (LT-N), and also registers new versions of the logs in the 

LT-D for use in educational settings. These give a context for Let’s Talk’s acceptability in Finland and 

the results of the reductions in child welfare referrals show its effectiveness in promoting child 

wellbeing. The use of Let’s Talk is detailed in these studies against a backdrop of cross-sector 

collaboration in municipalities with multilevel implementation support and regular data collection, 

which is seen as important for its sustained use.  

Box 3: Studies on LT-SM 

Niemelä et al. (2019) report on the use of the LT-SM in one Finnish municipality looking at the 

collective impact on referrals to child welfare services. This whole-of-region approach uses Let’s 

Talk in universal services to support child wellbeing. Education settings and health and social 

services utilise the LT-D with the option of LT-N as needed. The region’s implementation of the 

LT-SM included the installation of a multi-agency management group providing the administrative 

and political leadership for collaboration. This provided a one-contact service that coordinated 

ground-level service collaboration for the LT-N, investment in workforce education of the Let’s 

Talk method and trainer training, as well as population-level communication through media and 

institutions (Niemelä et al., 2019). Using population-based data regarding referrals to child 

welfare over a seven-year period, it demonstrated a significant drop in referrals in the region 

after the implementation of LT-SM, while referrals for the whole-of-country continued to rise. 

Kujala et al. (2017) presented a protocol for a longitudinal study to build on the above population-

level study. The quasi-experimental ecological study was to be implemented in over 30 urban, 

rural and sparsely populated municipalities in northern Finland between 2014 and 2018. The 

study proposed to collect population data, child welfare statistics and data from hospital registers 

for a baseline, and then annually over four years, linking it with annual data collection of LT-D and 

LT-N carried out in education and service settings. There are no published results as yet from this 

study. 

Studies of Let’s Talk outside Finland 

The study of Let’s Talk outside of Finland has used the structured manualised version (LT-D) as 

documented in Solantaus et al. (2015) as its starting point. It has been studied alone without a 

comparison (Karibi & Arblaster, 2019; Tchernegovski et al., 2015; Ueno et al., 2019; von Doussa et 
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al., 2017), as an active control within a set of interventions (Giannakopoulos et al., 2013, 2015) and 

on its own with a control of ‘practice as usual’ (Maybery et al., 2017, 2019).  

In Greece, Giannakopoulos et al., (2013, 2015) studied Let’s Talk with the FTI (Beardslee et al., 2007) 

with parents with mood disorders (see Box 4). 

In Japan, Let’s Talk was piloted with a small sample of parents with mood disorders looking at safety 

and feasibility for the Japanese context (see Box 5; Ueno et al., 2019).  

The Australian studies used Let’s Talk in controlled studies against practice as usual with parents 

with a broad range of mental illnesses (see Box 6; Maybery et al., 2017, 2019). Let’s Talk was also 

piloted in the gambling sector in Australia (see Box 7; von Doussa et al., 2017) and its use in an adult 

community mental health setting is documented by Karibi and Arblaster (2019; see Box 8).    

There is little comment on the sustainability of Let’s Talk from these studies and multifacited 

measurement identified as important for measuring sustainability is missing. Practitioners continued 

use of Let’s Talk after implementation is not documented in any studies and only a cursory mention 

is made of some aspects of organisational capacity to support practice (Karibi & Arblaster,2019; von 

Doussa et al., 2017).  The studies in their documentation of  implementation and adaptation 

processes however, add to understanding the contextual picture of what enables Let’s Talk to be 

used that is important for the study of its sustainability.  

There is little description of how Let’s Talk was adapted for use in Greece or Japan in the studies, 

however, the pilot study in Japan documented the views of parents, highlighting its applicability in 

their context (see Box 5; Ueno et al., 2019). The Australian Let’s Talk e-learning training is described 

in Tchernegovski et al.’s (2015) study of the effectiveness of the resource on practitioner knowledge 

and skills (see Box 9), but little is described of the adaptation of Let’s Talk itself. Karibi and 

Arblaster’s (2019) study of practitioners’ experiences of an enhanced face-to-face training of Let’s 

Talk described practitioners adapting Let’s Talk by delivering it without the structured log and 

reducing the number of sessions to fit into the pressured workplace (see Box 8). The Australian 

gambling sector study describes the process required to adapt it to the sector with the addition of an 

extra handout to guide discussions with children about gambling and addictions (von Doussa et al., 

2017). None of these studies document how the adaptation impacted outcomes for parents, 

children and families.  

These studies add to the evidence base of Let’s Talk’s effectiveness and acceptability for different 

populations and settings and, importantly, give a window to its applicability outside the Finnish 

health and welfare systems. By parents indicating their interest in continuing to include parenting 
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and children in ongoing treatment, the study by Ueno et al., (2019) addresses one of the barriers to 

the use of family work in practice. In both the Tchernegovski et al. (2015) study of the online training 

and the Karibi and Arblaster (2019) study of the more intensive face-to-face workshop, practitioners 

identify their need for support to apply the training to practice. Suggestions were made such as 

incorporating opportunity for practice into training, observing others’ use Let’s Talk and post-

training follow-up. Both studies also raised questions about how family-focused practice can fit into 

Australian mental health systems. Karibi and Arblaster (2019) suggested attention was needed on 

time constraints, high caseloads and the tension between responding to child protection concerns 

and the therapeutic relationship. The von Doussa et al. (2017) study raised implementation issues 

important for the uptake and sustaining of Let’s Talk in the gambling sector, suggesting that the 

authorising environment within and around the organisation impacts practitioners’ use.  

Each of these studies provide useful perspectives that can help direct the investigation of what is 

important for sustaining Let’s Talk in ordinary practice in AMHS in Australia. In their definitions of 

Let’s Talk, these studies also create a clearer picture of the development of Let’s Talk as an 

intervention and thus provide more pieces of the puzzle that helps to define its fidelity. 

Box 4: Controlled study in Greece 

Similar to the study of Let’s Talk in Finland, a RCT in AMHS in Greece studied a suite of 

interventions that included Let’s Talk as documented in a protocol (Giannakopoulos et al., 2015). 

The RCT compared Let’s Talk to FTI (Beardslee et al., 2007) in a population of parents with 

depression with the aim of understanding factors that predict improved child outcomes and 

explore child health related quality of life with parents’ mental health symptoms (Giannakopoulos 

et al., 2015). In addition to a questionnaire measuring parents’ experience with and perceived 

impact of the intervention, the study used Becks Depression Inventory- short form (BDI-SF) and 

Spielberger State Anxiety Inventory as standardised measures of parents’ symptoms. Parents 

support from others was measured by Social Adjustment Scale-Parental Role, the Family 

Assessment Device-General Functioning Subscale and Oslo Social Support Scale. The latter was 

also completed by children about their self-perceived support from others. Children’s emotional 

behavioural problems was measured by parents and children completing the Strengths and 

Difficulties Questionnaire (SDQ). Children’s quality of life was measured by the Screen for Child 

Anxiety Related Emotional Disorders (SCARED) and KIDSCREEN—27. Additionally, Children’s 

Depression Inventory (CDI) was completed by children.  

In this study, Let’s Talk is described as a child-focused manualised structured discussion with a 

parent to assess a child’s situation/status and inform parents on how to support their children 
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(Giannakopoulos et al., 2015). Early results at four months post-intervention show both 

interventions significantly improving family functioning, child outcomes (depression, anxiety, 

emotional/behavioural problems) and parent outcomes (parental depression and anxiety, parent 

social support; Giannakopoulos et al., 2013; Solantaus et al., 2015). Both interventions 

significantly decreased the proportion of parents with poor social support, however, the 

proportion of children with poor social support and families with poor parent-child relations only 

significantly decreased in the FTI group (Giannakopoulos et al., 2013). While adding to the 

evidence base of Let’s Talk’s effectiveness (identifying improvements in parent social support), 

the early results give little insight to the implementation and sustainability of Let’s Talk. 

Box 5: Piloting Let's Talk in Japan 

A pilot study of the structured version of Let’s Talk examined the safety, feasibility and perceived 

benefit of using Let’s Talk with parents with mood disorders in outpatient mental health services 

in Japan (Ueno et al., 2019). Nine parents with depression or bipolar disorder completed a 

depression measure (BDI-II) and a questionnaire modelled on the study by Solantaus et al. (2009) 

before and after participating in Let’s Talk. Let’s Talk is described in this study in keeping with LT-

D – as a manualised psychoeducation intervention that comprises a preliminary discussion and 

two subsequent discussions that include completing the log to map strengths and vulnerabilities 

in the child’s life, and the development of promotive strategies.  

Ueno et al. (2019) found that most parents recommended Let’s Talk be carried out later in the 

treatment phase (56%) rather than early in treatment or the acute or ‘recovery’ phases 

(11%/11%/22%). All parents reported finding Let’s Talk as helpful with none indicating harmful 

experiences. All reported positive changes to motivation for mental health treatment and greater 

confidence in parenting. Most also indicated improvements in self-acceptance, their own 

wellbeing, and having less worries about their children. Most parents (89%) reported wanting to 

continue to discuss parenting and children in their treatment (Ueno et al., 2019).  

This pilot study confirmed Let’s Talk’s applicability to facilitating conversations about parenting 

and children in AMHS in Japan, which resulted in parents’ improved motivation for treatment and 

confidence in parenting. In doing so, the study extended the evidence base beyond a Finnish 

context. While identifying these applicability and implementation aspects, as a pilot study 

focused on safety and feasibility it provides limited insight to sustaining Let’s Talk in regular 

practice.   

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



 

Page | 61  

 

Box 6: Controlled studies of the structured Let's Talk in Australia 

A quasi-experimental study compared outcomes for 20 parents receiving Let’s Talk to a waitlist 

control group of 19 parents (male n=3, female n=36) in two AMHS and a Psychiatric Rehabilitation 

and Support Service (Maybery et al., 2019) in Australia. Parents were described as having a range 

of mental illnesses including depression, bipolar disorder, schizophrenia, schizoaffective disorder, 

borderline personality disorder, anxiety, and post-traumatic stress disorder. Let’s Talk was 

described as a two to three session manualised psychoeducational intervention. The study used 

two standardised measures of family functioning and parenting stress, the Family Assessment 

Device (FAD) and Parenting Stress Scale (PSS), used at baseline and four to six weeks post-

intervention, as well as interviews with 18 parents who had received Let’s Talk. Both groups 

showed improvements in parenting and family functioning. Parents reported that Let’s Talk 

helped them gain insight into their illness, their parenting and family, leading to improved family 

communication. Additionally, parents suggested a need for greater support for their parenting 

role from their practitioner (Maybery et al., 2019; The Bouverie Centre, 2015).  

A protocol reported in Maybery et al. (2017) details a two-arm parallel RCT for 192 parents with a 

mental illness and their families, engaged in one of three types of services: AMHS, non-

government MHCSS and family welfare services in Victoria, Australia. The study randomises 

practitioners for training who then offer it to parents and compare this to a practice-as-usual 

control. Training uses the Australian four-module online course described in Tchernegovski et al. 

(2015) as well as a four-hour face-to-face training session. The aim of the study was to investigate 

the efficacy of Let’s Talk on recovery outcomes using measures of recovery (Recovery Assessment 

Scale), parenting (Parental Stress Scale/Parenting Self-Agency Measure), family functioning 

(General Functioning Index) and quality of life (SF-12v2) over three time periods; pre- and post-

intervention and at a six-month follow-up. The protocol also details an economic evaluation. 

There are no outcomes published from this study as yet. 

Box 7: Trial of Let's Talk in the gambling sector 

von Doussa et al.’s (2017) qualitative study reports on the trial of Let’s Talk in the gambling 

support sector, examining the applicability of the intervention and training material for the 

sector. The paper describes the six-month process of adapting Let’s Talk and the trial of its use 

over four months by nine practitioners. Practitioners were trained using the Australian online 

training, as described in Tchernegovski et al. (2015), with an additional day of face-to-face 

training. Adaptation of Let’s Talk included the development of additional material addressing 

talking with children about parental gambling as well tips for having difficult conversations as a 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



 

Page | 62  

 

family. The study suggests that training material should be targeted to the sector to reduce 

disengagement and that post-training support was important to encourage practitioners’ use of 

Let’s Talk. Mixed results were found regarding implementation suggesting that authorisation 

within the organisation was important for practitioner uptake. The study also suggests that 

understanding how the model connects to practitioner’s everyday practice may support 

adaptation while upholding the fidelity of the model.  There were no details of practitioners use 

of Let’s Talk or of outcomes for parents. 

Box 8: Australian practitioners’ experience of a Let's Talk face-to-face training workshop  

A qualitative study explored 10 adult community mental health practitioners’ experiences of an 

enhanced face-to-face training in Let’s Talk and its impact on practice (Karibi & Arblaster, 2019). 

The five social workers, two psychologists, two nurses and one occupational therapist had 

completed the training between 6 months and 3 years prior to being interviewed. The results 

highlighted that while the workshop improved their skills and awareness of the parenting role, it 

was not sufficient for them to feel confident to implement Let’s Talk independently. The results 

additionally indicated that practitioners commonly adapted Let’s Talk by delivering it as semi-

structured conversations without the log. The study only explored practitioners’ experiences of 

the workshop with no details documented of how many practitioners delivered Let’s Talk after 

the workshop or the impact of adaptations on outcomes for families. The study highlighted that 

practitioners needed support to apply Let’s Talk to practice in their settings. Practitioners’ 

confidence was increased through having an opportunity to practice and see others use Let’s Talk. 

This was further supported by the presence of internal supports such as COPMI coordinators and 

team champions. Implementation issues that made Let’s Talk challenging in AMHS were also 

noted including high caseloads, workplace pressures and the difficulty balancing child protection 

concerns and building rapport and trust.     

Box: 9 Pilot study of Australian Let's Talk e-learning resource  

Tchernegovski et al. (2015) report on a mixed method pilot study of the impact of the Australian 

Let’s Talk e-learning resource on the family-focused practice of practitioners from a range of 

services including Child and Adolescent Mental Health Service (CAMHS), community mental 

health, non-government MHCSS, AMHS, primary mental health and private practice. Twenty-one 

practitioners completed a shortened version of the Family-Focused Mental Health Questionnaire 

(FFMHQ) and the Family-Focused Worker Questionnaire (FFWQ) before and after undertaking the 

online training. Eight practitioners also completed telephone interviews. Results showed the 
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training as effective in enhancing practitioners’ attitudes, knowledge, skills and confidence in 

working with parents with a mental illness, as well as increased understanding of the 

interconnection between a mental illness, parenting and child wellbeing. A significant impact was 

seen in the areas of assessing parents’ understanding of children, providing referral and 

resources, assessing the impact of the illness on the children, and working with parents to 

address that impact. The study also highlighted some anticipated implementation issues related 

to organisational endorsement and support of the use Let’s Talk. 

 

4.4 Fidelity of Let’s Talk 
As discussed in more detail in Chapter 3, a challenge in the implementation of evidence-based 

practices is the tension between fidelity to the model, which is understood as the delivery of the 

intervention as it was intended, and adaptation to fit the context. While adaptation can promote the 

use and spread of an intervention, faithful delivery (fidelity) of what makes the evidence-based 

practices effective allows for confidence in the replication of its outcomes (Kirk et al., 2019; Rabin et 

al., 2008). The identification of the core mechanisms of change of an evidence-based practice is seen 

as vital in order to study its spread or continuation (Blase & Fixsen, 2013; Kirk et al., 2019). 

Consequently, it is important for the study of the sustainability of Let’s Talk to understanding its core 

mechanisms of change. However, the description of Let’s Talk as reported in the different studies 

and papers, displays its emerging nature as it has been adapted to different contexts. This has, as a 

result, complicated defining and measuring the fidelity of Let’s Talk.  

Descriptions of fidelity of Let’s Talk and its measures  

In the earliest version of Let’s Talk, described for the Finnish RCT (LT-1), fidelity was described as a 

discussion about children with the parent for a minimum of 15 minutes in one session (Solantaus et 

al., 2009). Fidelity was measured by the review of a practitioner’s logbook records of sessions 

(Solantaus et al., 2010), which indicated 76% of families had one session and 24% had two sessions, 

all of which exceeded 15 minutes (Solantaus et al., 2010; Solantaus et al., 2009).  

The Greek study doesn’t clearly define fidelity but describes Let’s Talk as a manualised discussion 

about children for a minimum of 15 minutes and maximum of two sessions of 45 minutes each, 

referencing the description in Solantaus et al. (2010) (Giannakopoulos et al., 2015). This study cites a 

fidelity logbook as a measure of fidelity (Giannakopoulos et al., 2015).  

Let’s Talk, as described in the Kid’s Strengths manual for Europe, does not define fidelity as such, but 

indicates that the “method is a compilation of thematic discussions about children…during two 
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discussion sessions” (Pretis, 2010, p. 16). It advocates for adherence to all the manual’s topics for 

discussion while suggesting there is no single correct way to discuss children (Pretis, 2010, pp. 16, 

18). It describes it as a flexible model that in some cases might be done in one discussion or may 

need two.  

Fidelity for the adapted Let’s Talk in the Japanese study was measured through review of the log and 

parent feedback. Ueno et al. (2019) describe fidelity as being met if discussion had followed the log 

charting a child's everyday life (home, school, leisure and related to parenting) in session one and 

two, as determined by the log completion. To complement this, parents were asked if the discussion 

included how the child’s strengths could be enhanced and vulnerabilities supported (Ueno et al., 

2019).  

The Australian e-learning resource5 does not specify any fidelity measures in the training with the 

assessments at the end of each module being a measure of understanding the key elements, 

principles and background of Let’s Talk. The Australian RCT protocol described Let’s Talk as a two to 

three session intervention with parents involving a discussion about their children’s strengths and 

any concerns the parent might have. It emphasises the practitioners’ clinical stance of empowering 

parents in their parenting role in order to build their confidence, understanding and skills to play an 

active promotive role in their family (Maybery et al., 2017). It described measuring fidelity through 

attendance at practice development sessions and completion of a fidelity checklist (Maybery et al., 

2017). The fidelity checklist included recording the type, content and duration of each session 

completed (M. Goodyear, personal communication, 2020). 

Core principles and tasks of Let’s Talk  

The above information leads us to understand that Let’s Talk has two core tasks. Firstly, the 

identification of strengths and vulnerabilities in the routines and everyday encounters in the child’s 

life and, secondly, using that information to develop a plan to promote child wellbeing through 

supporting strengths and mitigating vulnerabilities.  

While the importance of these tasks is highlighted clearly in the definitions of fidelity above, it would 

appear that how the discussions are facilitated is also important to fidelity. The success of the 

program, as emphasised by Solantaus et al. (2009), is based on being able to carry out respectful and 

sensitive discussions with parents about children and parenting. Reviewing the literature on Let’s 

                                                           
5 http://elearning.emergingminds.com.au 
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Talk, two core principles appear to govern the way in which Let’s Talk is delivered: the pivotal role of 

the parent and the conversation as method.  

The parent is understood to be an expert in their child’s and family’s life (Beardslee et al., 2012; 

Emerging Minds, 2017) and through creating space for discussion about the children, the 

practitioner’s role is to empower the parent to support their children themselves (Solantaus et al., 

2015). The use of the log supports the parent to identify the strengths and vulnerabilities 

surrounding the child and identify promotive actions to support their wellbeing (Ueno et al., 2019). 

This task is supported by the stance of a practitioner (Emerging Minds, 2017) that engages the 

parent as an active agent in their own families, allowing them to decide how support for their 

children fits their situation (Pretis, 2010; Solantaus, 2017).  

The second core principle is that the method of Let’s Talk is the conversation. As well as engaging 

the parent in ways to enhance strengths and support vulnerabilities for their children, core to Let’s 

Talk is equipping the parent to build mutual understanding of the adversity being experienced and 

shared problem solving in families (Solantaus, 2017). Punamäki et al. (2013) argued that a key to the 

improved outcomes for children in their study was the way Let’s Talk filters through the parent to 

the child via everyday parent-child interactions. This requires an emphasis on equipping the parent 

for ongoing dialogue with their children through a give-and-take process between parents and 

children, rather than one of giving information (Solantaus, 2017; Solantaus et al., 2015). This 

dialogical style is reflected in the approach the practitioner uses with the parent in Let’s Talk, 

creating space for conversations around the prompts in the log rather than follow a question and 

answer format. 

In these studies, measurement of fidelity is described as practitioners’ adherence to the core tasks of 

Let’s Talk. Measures used included attendance at practice supervision, completion of practitioner 

log-books (Maybery et al., 2017), audits of session records (Ueno et al., 2019) or questions to 

parents about their experiences of the sessions and its outcomes such as in Solantaus et al. (2009) 

and Ueno et al. (2019). Fidelity measures using core tasks rely on clear articulation of the 

relationship of the tasks to the mechanisms for change so as to know that the essence of the 

intervention is being delivered even if adaptations are made (Kirk et al., 2019). While some of the 

measures described in the studies of Let’s Talk may also elicit information about practitioners’ 

adherence to its core principles, it is not a clearly documented intention of the measures. In this 

way, the lack of clearly articulated mechanisms of change for Let’s Talk complicate fidelity 

measurement and the study of its sustainability. 
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Let’s Talk as understood in this research 

For the purpose of this thesis, Let’s Talk is understood as a series of 45-60-minute structured 

discussions between a parent and their regular practitioner that includes a preliminary discussion, 

and two subsequent discussions. The preliminary discussion introduces Let’s Talk, offering the 

parent the opportunity to discuss their child’s wellbeing and family life in a few conversations. 

Discussion one uses an age-appropriate log to support the parent to map the child’s life exploring 

strengths and vulnerabilities in the domains in which they interact. Discussion two then focuses on 

developing a plan to promote the child’s wellbeing and a more harmonious family life. 

4.5 Literature Review summary 
This chapter presented the literature on Let’s Talk within the context of family work in mental 

health. Establishing what Let’s Talk is, as it was introduced into Australian AMHS, and the context in 

which it was introduced is an important springboard on which to study the sustainability of Let’s Talk 

in AMHS in Victoria, Australia.  

The establishment of Let’s Talk in Finland was part of an interconnected government-funded and 

endorsed movement introducing a suite of interventions to enable the AMHS to meet its legal 

requirements of attending to the needs of children of patients. Adaptation happened in practice 

with practitioners as it was developed, and while its effectiveness was established. These contextual 

adaptations shaped Let’s Talk to fit into the Finnish system. In Australia, while its adaptation to an 

Australian context was done in partnership with a body of lived experience and field experts, its 

introduction was as a pilot and its trialling was done as a single evidence-based intervention. 

Consequently, the study of sustainability in Australian AMHS will need to explore how the fit of Let’s 

Talk to Australian systems and structures might have shaped sustainability. Furthermore, in the 

absence of clearly articulated core mechanisms of change for Let’s Talk, exploration will need to 

include details of what has been sustained before being able to explore key elements that have 

enabled that sustainability.  

Building on the last chapter, this chapter lays the foundation to see how sustainability of Let’s Talk 

needs to be contextually understood. Possible influences of sustainability in AMHS in Victoria might 

include the way Let’s Talk was understood in Australia, the implementation process engaged as part 

of the RCT, the organisational systems and structures to support its use, and the context in which 

Victorian AMHS are situated.  

This chapter is the fourth of five chapters of the first section of the thesis that establish the 

foundations for the research on sustainability of Let’s Talk. The following chapter builds on these 

previous four foundational chapters to detail the research aim and methodology.  
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Chapter 5 Research overview and methodology 
This last chapter in the first section of the thesis details the aim and methodology of the research 

founded on the previous four chapters. The gap in knowledge of sustaining family-focused practice 

in AMHS was acknowledged in Chapter 1. Despite its strong evidence base, and the known barriers 

and facilitators, little is understood about what the key elements might be for sustaining the work in 

everyday practice. The emerging evidence base of one family-focused practice, Let’s Talk, identified 

it as a practice that can be utilised in AMHS with outcomes known for parents, children and families, 

however there is little understood about its sustainability. An exploration of the key elements of 

sustainability of one intervention can provide insight into sustaining family-focused practice more 

broadly. 

A participatory research paradigm was identified in Chapter 2 as a theoretical paradigm that could 

assist in the knowledge translation process. Working in partnership with AMHS for the research 

process could build their ownership and understanding of sustaining Let’s Talk and create knowledge 

that would be more easily applied to their practice.  

Chapter 3 presented the sustainability literature as a conceptual lens for the research. It defined 

sustainability as practitioners continuing to faithfully deliver Let’s Talk, enabled by organisations with 

the capacity to support its delivery thus requiring multifaceted measurement.  In the absence of a 

clear understanding of the mechanisms of change for Let’s Talk as documented in Chapter 4, 

measurement would need to establish the extent and nature of practitioners’ delivery and the 

organisation’s capacity to support continued delivery. The CFIR (Damschroder et al., 2009) and 

Scheirer and Dearing’s (2011) generic conceptual framework for sustainability, discussed in Chapter 

3, highlighted the importance of exploring sustainability within the context of the implementation 

process. The different contexts within which the study and development of Let’s Talk has occurred, 

acknowledged in Chapter 4, further informed this point.  

This chapter draws all this together to present an outline of the research aim, questions and design 

before detailing the methodological framework. A summary of mixed methods research and its use 

in this thesis is presented. An overview is then provided of each phase of the research, including the 

methods used for data collection, participation and data analysis. The chapter concludes with a 

consideration of how the research addresses ethical and quality issues. 
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5.1 Research aim 
This research aims to investigate the key elements for sustainability of Let’s Talk in AMHS, in 

Victoria, Australia in order to inform service and workforce development to achieve better outcomes 

for families where a parent has a mental illness. 

5.2 Research question 
This research aim is explored through the question: what is important for sustainability of Let’s Talk 

in AMHS? 

In order to understand this, it is vital to first understand what sustainability has occurred as a result 

of the Let’s Talk RCT trial before exploring key elements from how this has occurred. This question 

has therefore, been further divided into two sub-questions:  

1. What sustainability has occurred in the practitioner’s Let’s Talk practice and the 

organisation’s capacity to support Let’s Talk practice? 

2. What key elements are critical for the sustainability of Let’s Talk practice and organisation 

capacity? 

5.3 Research design 
The research question and participatory research framework influenced the research design, which 

incorporates a quantitative component within a primarily qualitative study. As a consequence, an 

embedded mixed method design (Creswell, 2014) was employed within a participatory approach. 

Sequential phases of the research were used to first establish what sustainability had occurred and 

then deeply explore how and why that sustainability occurred to determine critical key elements 

(see Figure 6).  
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Figure 6. Research design within participatory research paradigm 
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5.4 Mixed method design 
Mixed method designs integrate different research methods to produce a more complete picture of 

the phenomenon (Bryman, 2016). Teddlie and Tashakkori (2013) assert that an essential 

characteristic of mixed method research is “methodological eclecticism” (p. 136). More than just 

combining methods, they describe this as selecting and integrating the most appropriate 

components of qualitative and quantitative methods in order to more thoroughly investigate a 

phenomenon. Methods can be combined sequentially, such as by using qualitative data to inform 

quantitative measures (explore), or needing quantitative data explained by qualitative data (explain; 

Creswell, 2014). Methods can also be combined to see how they match or give a more complete 

picture (converge; Creswell, 2014).  

In mixed method research, the research questions determine the design. These are typically broad 

umbrella questions followed by more specific sub-questions (Teddlie & Tashakkori, 2013). The 

specifics in the sub-questions is what then determines the choices for method by picking the best 

tools to answer them.  

This research’s question, ‘what is important for sustainability of Let’s Talk in AMHS’, needed to be 

broken into sub-questions to help to answer the specifics of ‘what has been sustained’ and ‘what key 

elements were critical’. As sustainability is being explored in the context of sustained practitioners’ 

Let’s Talk practice and sustained organisational capacity, each sub-question has two layers that 

reflect these constructions. The ‘what has been sustained’ sub-question led to a greater focus on 

quantitative data, establishing what practice and organisational capacity is currently there. The 

‘what key elements were critical’ sub-question led us to explore how the established sustainability 

had been able to occur and if identified elements could be generalisable to other settings. This 

required deeper exploration that could take account of the specific contexts that may have 

influenced the sustainability of Let’s Talk practice, and so prioritised a greater focus on a qualitative 

approach.  

The different phases of the research integrated qualitative and quantitative data in different ways 

(see Figure 7). Initially, the qualitative data in the leadership study (Study 1) was used to explore the 

setting and the implementation process, in order to inform and shape the measures for phase two’s 

organisational study (Study 3). The two studies in phase two separately analysed the quantitative 

data in the practitioners study (Study 2) and the quantitative and qualitative data in the 

organisational study (Study 3) before converging the results for combined analysis. After this, in 

phase three, the qualitative data in the participatory case study (Study 4) was used to explain the 

sustainability that had occurred in phase two. Then, the co-constructed qualitative data developed 
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in phase four’s participatory co-design workshop (Study 5) converged the quantitative and 

qualitative data from the previous phases to develop a more complete picture of key elements for 

sustaining Let’s Talk. 

Figure 7. Overview of multiphase embedded mixed methods design of the research 

 

5.5 Methods and phases of the research 
The four phases of the study, outlined in Figure 6 and Figure 7, are sequential, with each phase 

building on the last to address the aim of the research. Table 4 presents an overview of the five 

studies executed in the four phases with their aim and methodological choices. 

Phase one 

The first phase developed contextual understanding through exploring leadership perspectives on 

key elements influencing implementation of Let’s Talk (Study 1) in the previous RCT study (Maybery 

et al., 2017). A qualitative thematic analysis (Braun & Clarke, 2006) was applied to semi-structured 

interviews with managers and implementers that were engaged in the trial. The study used data 

previously collected during the RCT and applied an inductive analysis before deductively analysing 

the data using the constructs identified by the CFIR (Damschroder et al., 2009). The results were 

used to inform how to measure the organisational capacity in phase two.  

Phase two 
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The second phase established what had been sustained in the eight AMHS sites involved in the RCT 

study by mapping both the practitioners’ practice of Let’s Talk and each organisation’s capacity to 

support the practice in two parallel studies. A quantitative survey was used to establish the 

application of Let’s Talk by trained practitioners (Study 2). The study employed statistical analysis 

using frequencies, summations, chi-square tests, one-way ANOVA, linear regression and multinomial 

logistic regression. The open-ended questions were analysed using content analysis (Elo & Kyngäs, 

2008). A separate study (Study 3) established the implementation process that occurred in each 

organisation and their current capacity to support Let’s Talk using a primarily qualitative 

organisational audit. The audit was informed by implementation frameworks and tools (Blase et al., 

2013; Damschroder & Lowery, 2013; Fixsen  et al., 2015; Maher et al., 2007). Data were collected via 

a questionnaire and telephone interviews, and a deductive content analysis (Hsieh & Shannon, 2005) 

was applied using constructs identified in the implementation and sustainability literature.  

The results from the organisational audit (Study 3) were then examined in the context of the 

practitioner study (Study 2) to investigate the role of organisational factors for the differences seen 

in practitioners’ delivery of Let’s Talk. The AMHS current organisational score was used to explore 

differences and patterns between organisations with and without practitioners with continued use 

of Let’s Talk. The results from these studies were used to determine which AMHS to study in more 

depth in the next phase to understand the sustainability that had occurred. 

Phase three 

The third phase explored how sustainability had occurred in one AMHS that had practitioners with 

sustained Let’s Talk practice and had organisational capacity to support Let’s Talk. A single 

participatory case study was used to develop an explanatory model (Study 4). This method was 

chosen because it allows for complexities to be studied in-depth in their real-world context by 

engaging participants in the research process of analysis and interpretation (Simons, 2009). Data 

were co-constructed through five workshops with a local team of practitioners, management and 

lived experience staff. Following Wolcott’s (1994) approach for transforming data through 

description, analysis and interpretation, a participatory thematic analysis was used to identify key 

influences at that AMHS. Inductive analysis was first applied to build a localised understanding of 

what had been important for sustainability of Let’s Talk. These ‘influences’ were then refined by 

deductive analysis against constructs and drivers from three implementation and sustainability 

frameworks; CFIR (Damschroder et al., 2009), Scheirer & Dearing’s (2011) generic conceptual 

framework for sustainability and the Active Implementation Frameworks (Blase et al., 2012). The 

relationships between the ‘influencers’ were then mapped against the relationships posed in 
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Scheirer & Dearing’s (2011) generic conceptual framework for sustainability, to develop an 

explanatory model. 

Phase four 

The fourth phase developed a more complete picture of what is important for sustainability of Let’s 

Talk by using a participatory co-design workshop (Study 5) to expand the generalisability of the 

previously collected data. The workshop drew on co-constructed data of the experiences of FaPMI 

coordinators, data from all previous phases as well as a summation of implementation and 

sustainability literature. A multi-stage participatory framework analysis guided by Srivastava and 

Thomson (2009) deductively developed consolidated recommendations applicable to other AMHS 

for implementing and sustaining Let’s Talk.  
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Table 4: Overview of phases and studies in the thesis 

Phase  Study Study aim Study design Participants/ 
informants 

Data collection Data analysis 

1 
 
 

Study 1:  

Leadership 
perspectives on 
implementing 
Let’s Talk 

To explore leadership 
perspectives on key 
elements influencing 
implementation of 
Let's Talk during the 
RCT study 
 

Qualitative study 
using semi-
structured 
interviews 

Managers and 
implementation 
leads (n=16) 

QUAL: Semi-structured 
interviews (previously 
collected during RCT 
study) 

Inductive and deductive 
thematic analysis, using the 
CFIR (Braun & Clarke, 2006) 

2 
 

Study 2: 

Practitioner 
application of 
Let’s Talk 

To establish how 
trained practitioners 
from eight AMHS 
applied Let’s Talk 
during and post the 
RCT 

Quantitative 
survey including 
open- ended 
questions 

Trained 
practitioners 
from eight 
AMHS (n=73) 

QUAN + qual: 
Questionnaire with 
open-ended questions  

  

Statistical analysis using 
frequencies, summations, 
chi-square tests, one-way 
ANOVA, linear regression & 
multinomial logistic 
regression 
Content analysis of open-
ended questions (Elo & 
Kyngäs, 2008) 

Study 3: 

Organisational 
capacity to 
support Let’s 
Talk 

To establish the 
implementation 
process and the 
current organisational 
capacity to support 
Let's Talk at the eight 
AMHS.  

Qualitative study 
using audit tool 
and interviews 

FaPMI 
coordinators 
(organisational 
audit & follow 
up interview) 
(n=8)  
Managers 
(interview n=5) 

QUAN + qual: 
Questionnaire with 
open-ended questions 
with follow-up 
telephone interviews  

Semi-structured 
telephone interviews  

Deductive content analysis 
(Hsieh & Shannon, 2005) 
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3 Study 4: 

Single case study 
of sustained 
practice and 
capacity 

To build an 
explanatory model to 
explain how 
sustainability occurred 
in one AMHS  

Participatory 
single case study  

Local AMHS 
research group 
(n=6) 

QUAN & QUAL: Co-
constructed data from five 
workshops & documents  

Participatory thematic 
inductive & deductive 
analysis using Scheirer & 
Dearing’s (2011) generic 
conceptual framework for 
sustainability (Wolcott, 
1994) 

4 Study 5: 

Co-design 
workshop 
developing 
recommendations 

To expand the 
generalisability of 
previous phases and 
develop a more 
complete picture of 
what is important for 
sustainability of Let’s 
Talk 

Participatory 
convergent mixed 
method study 

Statewide 
FaPMI 
coordinators 
(n=20) 

QUANT & QUAL: Co-
constructed data from 
workshop  

Data from all phases  

Deductive multi-stage 
participatory framework 
analysis (Srivastava & 
Thomson, 2009) 
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5.6 Data sources and management 
Multiple data sources are utilised in mixed method research to inform and build a more complete 

picture of the phenomenon (Bryman, 2016). In this research, qualitative data were sourced from 

interviews (Studies 1 and 3), questionnaires (Studies 2 and 3), documents (Study 4) and participatory 

workshops (Studies 4 and 5), while quantitative data were sourced from questionnaires (Study 2) 

and documents (Study 4). Audio recordings were taken of interviews (Studies 1 and 3) and 

participatory workshops (Studies 4 and 5) and photos were taken of the outcomes of participatory 

activities (Studies 4 and 5). While transcripts were made of interviews from Study 1, all other audio-

visual material was coded directly in combination with notes taken in the interview or material 

generated in the workshop to support greater accuracy in meaning, as suggested by Collins et al. 

(2019), Halcomb and Davidson (2006) and Tessier (2012). In some of the studies, this was supported 

by tools that can store and combine different data collections such as Microsoft OneNote (2013; 

Study 3) and NVivo qualitative data analysis software (QSR International Pty Ltd. Version 12, 2018; 

Studies 4 and 5).  

While in one study (Study 1) the qualitative data were gathered and analysed in isolation, the goal of 

using quantitative and qualitative data was to create a more complex picture through comparison, 

triangulation and cross validation. As a result, data collected in one study was used in the analysis of 

another study. For example, the organisational capacity study (Study 3) drew on the quantitative 

data collected on practitioners’ application of Let’s Talk (Study 2) to compare with the qualitative 

data, cross-validating the results on what was important for sustainability. This cross-use of data 

sources is also seen in the case study (Study 4) where a subsection of the quantitative data collected 

in the practitioner study (Study 2) and the qualitative data collected in the organisation study (Study 

3) was triangulated with other service data collected from service documents to validate results and 

build consistency.  

5.7 Data analysis 
This research used a combination of data analysis approaches to achieve the overall focus on the 

phenomenon being studied, ‘what is important for the sustainability of Let’s Talk’. Mixed method 

research uses an iterative cyclic approach that can include both inductive and deductive logic. The 

research process can begin at any point on the cycle which includes using inductive reasoning from 

grounded results and deductive reasoning from abstract theory or frameworks (Teddlie & 

Tashakkori, 2009). This research employed both inductive approaches, to explore what was 

important for sustainability of Let’s Talk from the contexts being studied, and deductive approaches, 

using concepts known to impact implementation for sustainability from the CFIR (Damschroder et 
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al., 2009), Scheirer & Dearing’s (2011) generic conceptual framework for sustainability, the 

Sustainability Model (Maher et al., 2007) and the Active Implementation Frameworks (Blase et al., 

2012).  

The thesis, overall, has been guided by Wolcott’s (1994) approach of transforming data through 

description, analysis and interpretation. Rather than discrete or sequential, these three processes 

were iterative and addressed throughout the research phases. This approach suits investigation of a 

phenomena within its context and has been used within particpatory forms of research (Simons, 

2009). The approach is flexible, allowing for the incorporation of different analytical strategies to 

build a more complete picture. In this research, analysis methods applied to the qualitative data 

included thematic analysis guided by Braun and Clarke (2006; Studies 1 and 4), content analysis 

guided by Elo and Kyngäs (2008; Study 2) and Hsieh and Shannon (2005; Study 3), and framework 

analysis guided by Srivastava and Thomson (2009; Study 5). Additionally, descriptive and statistical 

analysis was applied to the quantitative data in this research (Studies 2, 3 and 5). These analytical 

strategies were chosen to address the specifics of the different studies as noted above and the detail 

can be seen in Table 4. The iterative process of description, analysis and interpretation was also 

utilised at a whole-research level with the interpretation in one study providing part of the 

description in another.  

5.8 Participants and participation 
Participatory research, as discussed in depth in Chapter 2, co-creates knowledge with those affected 

by the research. The word ‘participation’ in this research is focused on the different configurations of 

research partners who have participated in this co-creation of knowledge. These research partners 

are outlined in the chapter on the theoretical paradigm (Chapter 2) and can be seen in the research 

design Figure 6. Additionally, each study also had participants or informants that had been the 

source of the data collected. In some studies, the participants may also have been members of one 

of the categories of research partners, such as the FaPMI coordinators from the eight AMHS who 

were the participants or informants in the organisational study (Study 3) and research partners for 

phases two to four. In other studies, the participants were not direct research partners, such as all 

practitioners trained in Let’s Talk during the RCT (Study 2).  An outline of all participants for each 

study can be found in Table 4. 

5.9 Ethical approvals, considerations and rigour 
Banks and Brydon-Miller (2019) argue that traditional ethical considerations in research are focused 

on the ‘human subjects’ of research that assume a distinction between the researcher and the 
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researched. In participatory research, however, the research production process actively challenges 

assumptions of expertise and the systems of power that create these distinctions. Consequently, 

ethical considerations in participatory research are not limited to the protection of harm of 

participants but intertwined in the knowledge production process (Banks & Brydon-Miller, 2019). In 

this thesis therefore, consideration of ethical research practice is interwoven with methodological 

quality and rigour.   

In this section, the ethical approvals underpinning this research are documented before addressing 

how ethical and quality issues are considered.  These are explored through participatory research’s 

interconnected core values and principles: participation, collective co-creation of knowledge, 

creating impact beyond academic knowledge, the primacy of local context and reflexivity (Springett, 

Wright, & Roche, 2011). Finally, quality in the context of mixed methodology is discussed and 

applied to this research.   

Ethical Approvals 

As a requirement for research to uphold high ethical standards and protect the rights and wellbeing 

of people involved in the research, ethical approval for the initial studies in this research (Studies 1-

4) was obtained from Monash University Human Research Ethics committee as amendments to the 

project: Developing an Australian-first recovery model for parents in Victorian mental health and 

family services (Maybery et al., 2017). This project was initially identified as CF13/3301 - 

2013001719 and in changing to an electronic ethics review management became ID 4536 in 2017 

(see Appendix A). This project also had ethical approval from eight individual health service ethics 

committees. As project ID 4536 expired in January 2019, approval for the last phase of the research 

(Phase 4; Study 5) was obtained from Monash University Human Research Ethics committee as the 

project: Sustainability and Let’s Talk about Children (ID: 19848) on the 5 June 2019 (see Appendix B).   

Participation 

Ethics and quality in participatory research are concerned with how participation occurs across the 

research process (Cargo & Mercer, 2008). As noted in Chapter 2, enabling equitable partnerships by 

focusing on who needs to participate when can ensure participation adds value to the research and 

the partners while not adding unnecessary burden. To support this balance and to aid with 

transparency, identification of participants in this research used Mercer et al.’s (2008) guidelines for 

participatory research. Participation across the three areas of the research process as specified in 

the guide was addressed through the different partnerships as noted in Table 5. The Advisory Group, 

with its mix of partners that met less intensively, were able to contribute to the whole research 

process through shaping the purpose and scope, enhancing the study designs, influencing 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



 

Page | 79  

 

methodological choices, enabling contextual implementation, enriching interpretation and 

supporting application. The FaPMI coordinators from the eight AMHS were pivotal in phase two 

(Studies 2 and 3) to contextualise and test the methods of data collection, and enable recruitment of 

participants and the completion of measures. The Local Research Group in one AMHS that partnered 

only for one study (Study 4) worked in partnership to identify and co-construct data as well as 

interpret, apply and disseminate the results. Participants from the whole FaPMI coordinator network 

partnered with me and my supervisors in the co-design workshop (Study 5) to interpret and apply 

the results contextually. Through participation in each of these partnerships, members also gained a 

deeper knowledge of practice within their own services and of implementation and sustainability 

thus supporting the ethical stance of reciprocity. 

Table 5. Partnerships across the research process 

 Shaping the 
purpose and 
scope of the 

research 

Research 
implementation 

and context 

Interpretation and 
application of 

research outcomes 

Advisory Group    

FaPMI coordinators (8 AMHS)    

Local Research Group    

All FaPMI coordinators    

 

Aware of my need to minimise harm and uphold the rights of those participating in research, the 

studies engaged with all participants and research partners on the basis of voluntary engagement 

with informed written consent. Even with these clear process in place not all relational issues can be 

foreseen. Participatory research draws on what is described as covenantal ethics (Brydon-Miller et 

al., 2013) to address ethical issues as they arise through enacting an ethical stance and working 

through collaborative reciprocal relationships (MacFarlane & Roche 2019). Such relationships 

require mutual trust and respect between the researcher and those participating in the research 

which in turn support empowerment, capacity building and joint ownership (Cargo & Mercer, 2008).  

As noted in Chapter 2, mutual trust and respect were assisted by being part of statewide network of 

FaPMI coordinators which supported collective ownership of the research and facilitated 

recruitment. At the same time, there was a need for me to balance these close relationship with 

clear boundaries to ensure that people could contribute as much or as little to the process as they 

were willing and feel free from coercion. Clear terms of reference and procedures for 
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communication were established as part of the engagement process for all the research 

partnerships: Advisory Group, FaPMI coordinators and the Local Research Group (Appendix C, D and 

E). The co-developed documentation was tailored to the specific context as suggested by Kalsem 

(2019). These documents outlined the responsibility of myself to lead and drive the partnership 

process to enable a culture of co-learning and reflexivity. They also outlined my responsibility to 

deliver written communication in the form of minutes of advisory meetings, summaries of sessions, 

explanatory statements and terms of reference documents.  

Informal communication via email and phone calls was used to support the participation of all 

members of the groups. Ethical navigation was required to determine how to interpret missed 

deadlines or communication and how actively to pursue follow-up contact. While a lack of 

communication could be interpreted as a lack of interest or a wish to withdraw, as a researcher 

embedded within the same settings I also knew how my intentions could be sidelined by workplace 

pressures where research was an extra activity. I used that inside knowledge, the established 

relationship and compassionate interactions to navigate this with the different partners throughout 

the research process.  

Additional ethical considerations in partnerships require thought about anonymity, privacy and 

confidentiality. The documents above outlined the boundaries for the confidential use of data, the 

de-identification of individual participants and their organisation, and mechanisms to support 

privacy.  Individual anonymity was upheld through assigning participants with identifiers (roles in 

Studies 1, 3 and 4; numbers in Study 2). Organisations were identified only by number and general 

descriptors related to size and type of location providing some level of anonymity. However, for 

those working closely within these system, these characteristics may still have enabled 

identification. To address this, people in authority within the organisations had opportunity to 

construct the identifying data being used (Studies 3 and 4). 

Anonymity may be undesirable as well as not possible in participatory research. There is tension 

between being able to credit the contributions in the co-developed knowledge to those in the 

partnership and protecting their identity. Anonymity can perpetuate power imbalances in research 

through masking the co-researchers role, and robbing them of the credit for their work (Kalsem, 

2019). In this research, the Local Research Group members decided to co-author a journal 

publication as the means to disseminate the results of their work in the case study (Allchin, 

O’Hanlon, Weimand, Boyer, et al., 2020). This resulted in the identification of them, and by default, 

their organisation. While the initial terms of reference for the partnership outlined a possibility of 

anonymity, this was renegotiated as part of the partnership process and individuals chose to opt-in 
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to both the authoring and being identified by name. While this raises ethical dilemmas about the 

rights of the individual verse the rights of the organisation, in this case, there was limited risk and 

potential advantage for the organisation due to the strength-based nature of the inquiry focusing on 

facilitators for sustainability.  

Collective co-creation of knowledge 

Co-constructed knowledge is valued in participatory research for its capacity to build knowledge that 

addresses real-world issues that can be more easily applied, as it can enable faster translation of 

knowledge to practice (Cargo & Mercer, 2008). The generation of co-created knowledge requires the 

building of trusting spaces that pay attention to the power dynamics and enable different voices to 

be valued (Springett et al., 2011). My role as the researcher was to build mutual trust and respect 

with the various partners and to work at enabling space for different voices to be heard through 

analysing the power dynamics and working to address these. For example, power disparity was most 

evident in the Local Research Group (Study 4), with some having the freedom to arrange their own 

diaries and the confidence that their opinions counted, such as the quality manager, senior and 

middle manager, and the FaPMI coordinator. In contrast, others who had jobs tied to service 

delivery and a concentrated view of practice, such as the practitioner and lived experience worker, 

had more difficulty attending and as a result a diminished sense of the value of their voice. To offset 

this, I acknowledged the power disparity in the first meeting and collectively developed group 

norms. I used participatory activities that enabled equity of sharing. I also actively followed up 

absent participants between meetings and incorporated their voice into communication for the next 

meeting.  

Another way in which the co-creation of knowledge was facilitated was through communication with 

partners that gave them timely opportunity to contribute. I created flexible opportunities for 

communication with the FaPMI coordinators from the eight AMHS in phase two by utilising methods 

they preferred (phone, email, text) at times that suited them with a non-judgmental stance. As a 

result of these strategies, partners’ contribution to the measures (Studies 2-5) helped to anchor the 

data collection to practice, while their involvement in the interpretation and application of the 

results (Studies 4 and 5) built knowledge they could apply in their settings.  

Creating impact beyond academic knowledge  

A principle intent of participatory research is to create social change as part of the research process 

(Springett et al., 2011). This can take different forms depending on the research focus but ideally 

would include development or learning for the partners as well as the intended research outcomes 

(Springett et al., 2011). In addition to engaging partners for their expertise in shaping research, 
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participatory research expects that researching with people rather than about them creates 

reciprocal benefits. The engagement of partners in this research had an explicit goal of building the 

capacity of the FaPMI coordinators in future implementation and sustainability workforce 

development initiatives. The choice of methods for Study 4 and 5 created space for sharing what had 

been learnt in the other studies, and building participants’ knowledge and understanding through 

communicative action. The evaluation done in Study 5 (documented in Chapter 9) highlights how the 

research process achieved this.  

Primacy of local context  

Supporting the value of co-constructed knowledge for real-world issues is the importance placed on 

learning about the real-world of particular people, in a particular time and place (Kemmis & 

McTaggart, 2005). Overall, this research’s attention to what sustainability had occurred in the eight 

AMHS and how that had occurred, focused on understanding the real experiences of the AMHS. The 

data collection method in the organisational study (Study 3) allowed for context rich information 

enabling contextual categorising. The method of the participatory case study (Study 4) was chosen 

to explore in-depth the particulars of how sustainability had occurred in one AMHS. Furthermore, 

the participatory co-design workshop (Study 5) was designed to apply the knowledge developed to 

the local context of the participants.  

Reflexivity 

Underlying the principles of participation and knowledge creation in participatory research is the 

need to be aware of the role of the researcher in constructing meaning (Springett et al., 2011; Banks 

& Brydon-Miller, 2019). Reflexivity is the process in which the researcher intentionally pays attention 

to the values, biases, beliefs and positioning they bring to the research and knowledge creation 

process (Denzin & Lincoln, 2013a).  

As acknowledged in the introduction (Chapter 1), I come to the research with multiple positions that 

adds a layer of complexity and potential conflicts. My insider position as FaPMI coordinator within 

one of the eight AMHS participating in the research, affords me the privilege of understanding the 

structure and mechanisms of the system and an already established trust within the network. It does 

also, however, create the potential to lead me to assumed knowledge and unchecked 

interpretations. Situated within an AMHS, I am also part of the context being studied. My actions as 

an internal service development coordinator are being examined within the exploration of what 

enables sustainability.  

This was additionally heightened in phase three when the organisation selected to partner in the 

case study was the one in which I work. While providing some advantage given the deep knowledge 
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of the organisation, it resulted in some tension in both my role as researcher and as FaPMI 

coordinator. I was exposing myself as an inexperienced researcher in a setting where I had 

established credibility in my substantive role, while I was simultaneously exposing my work to 

scrutiny by my co-workers cum co-researchers. Utilising participatory research processes within 

collaborative relationships created multiple opportunities for checking my assumptions and 

interpretation. Furthermore, assuming a position of humility and an openness to critique allowed for 

candid conversations within those relationships.  

Several methods of critical appraisal and reflexivity, identified in Chapter 2 assisted in this process. 

The PhD supervisory process has served as a formal monthly process in which my assumptions were 

challenged and I was encouraged to explore areas of conflict. Additional weekly to fortnightly 

meetings with my principal supervisor supported this process. The Advisory Group’s quarterly 

meeting created an opportunity to review what I have learnt through perspectives of different 

AMHS. A critical friend provided a non-Victorian perspective and reflective space to explore the role 

of the participant-researcher and allowed for my assumptions to be challenged. Lastly, the use of 

reflexive research memos created space for my own reflections on how my positioning, values and 

beliefs shaped the research process, which I was then able to further reflect on in the above 

supportive structures. 

Quality in mixed methods research 

Quality issues in mixed methods research are explored in relation to the legitimacy of the blending 

of methods and the validity for the quantitative and qualitative components of the research 

(Bryman, 2016; Creswell, 2014). As noted in the mixed methods design section above, the research 

design used in this study follows logically from the research questions supporting the legitimacy of 

the blending of methods. The collection and analysis of different sorts of data (quantitative and 

qualitative questionnaire results, documents, interview transcripts, audio recordings and notes) 

provided triangulation of sources. Credibility was supported by the participatory process of 

communicative action which creates legitimacy for those involved or affected (Kemmis & McTaggart, 

2005). Member checking (Studies 3, 4 and 5) also supported credibility through verifying the data 

collected. Dependability was supported by having multiple researchers involved in the participatory 

analysis process (Baxter & Jack, 2008). The Advisory Group’s input across the whole study enabled 

the design, collection methods and analysis to be grounded in practice wisdom as well as providing a 

reflexive process. Working with a Local Research Group served to build peer reviews into the 

analysis process, and locally helped to ensure that what was gained was transferable to practice in 

that setting. The input from the statewide FaPMI coordinator network gave valuable insight to the 
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relevance of the findings for real-world settings, building transferability across contexts. Lastly, the 

breadth of method expertise within the supervisory team gave methodological rigour to the 

research process. 

5.10 Research methodology summary 
This research utilised an embedded mixed method design within a participatory paradigm to study 

the sustainability of the Let’s Talk intervention after its implementation in AMHS during a RCT. The 

knowledge translation benefit of a participatory process lends itself to implementation research. 

Additionally, participatory research is well suited to my dual role of researcher in a service 

development role within an AMHS. The research sub-questions exploring ‘what sustainability has 

occurred’ and ‘what key elements are critical for the sustainability’ led to mixed methods being an 

appropriate design choice. Four sequential phases of research, which include five studies, were used 

to build an understanding of the context, establish what was sustained, explore what enabled 

sustainability and expand generalisability of the findings. Multiple data sources were used to build a 

deeper understanding of key elements for sustaining Let’s Talk in AMHS. Both inductive and 

deductive analysis were applied in an iterative process of transforming data through description, 

analysis and interpretation (Wolcott, 1994). Utilising a participatory research paradigm, quality and 

ethics considerations are intertwined for both protecting the participant and in producing 

knowledge.  

This is the final chapter of the first section of the thesis. The chapters that follow document the four 

sequential phases of the research and their studies (Chapters 6-9). Each chapter explains the 

purpose of the phase, giving an overview of how it contributes to the research aim, after which the 

study or studies are detailed. In three of these phases (Chapters 6, 7 and 8), the study’s methods, 

findings and implications are presented in the form of published journal articles. Each chapter 

concludes by integrating the new knowledge gained into the growing understandings of key 

elements for sustaining Let’s Talk in AMHS.   
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Chapter 6 Phase one: What influenced 
implementation in the Let’s Talk RCT 

This chapter outlines the first phase of the research in which a qualitative study was used to 

understand leadership perspectives on implementing Let’s Talk as part of an RCT. The chapter first 

explains the background to this phase, giving a short synopsis of the study and highlighting its 

importance to the overall research. The study’s methods, findings and implications are then detailed 

in the paper published in Volume 27, Issue 5 of the Journal of Psychiatric and Mental Health Nursing 

on 2 Feb 2020 (see p.87–98; Allchin, Goodyear, et al., 2020). The chapter finishes with a summary 

explaining how the study’s findings and implications are used in the next phase of the research.  

6.1 Background and relationship to the thesis 
As noted in the previous chapter, this research aims to investigate the key elements for 

sustainability of Let’s Talk in AMHS, in Victoria, Australia by following eight services after its 

supported implementation during an RCT (Maybery et al., 2017). The aim is explored through the 

research question: what is important for sustainability of Let’s Talk in AMHS, and its two sub-

questions i) what sustainability has occurred in practitioners’ Let’s Talk practice and the 

organisation’s capacity to support Let’s Talk practice? and ii) what key elements are critical for the 

sustainability of Let’s Talk practice and organisation capacity? 

Exploring sustainability from within a participatory research paradigm places importance on the local 

context. Consequently, before studying ‘what sustainability had occurred’, phase one explored the 

context of implementation during the RCT from the perspective of those involved in overseeing it 

locally, in order to help frame the inquiry in the future phases.  

6.2 Study synopsis 

Aims and method 

Phase one aimed to identify key elements that influenced the process of implementation of Let's 

Talk from a leadership perspective. Sixteen (m=9, f=8) semi-structured interviews with people in 

leadership or lead implementer roles were conducted in the final year of the RCT by Melinda 

Goodyear and Phillip Tchernagovski from the RCT research team. Leadership was represented from 

all participating organisations which included AMHS, MHCSS (also known as Psychiatric Disability and 

Rehabilitation and Support Services [PDRSS] or Mental Health Disability Support [MHDSS]) as well as 

Child and Family Services. The interview schedule (Appendix F) informed by the CFIR, explored 

leaders’ views of Let’s Talk and their experience of implementation barriers and enablers through 
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open-ended questions with prompts. A qualitative thematic analysis inspired by Braun and Clarke 

(2006) was used to develop themes, first inductively and then deductively against the CFIR 

constructs.  

Findings and implications 

The study found that the changing environment, leadership levels, roles and approaches to change, 

as well as the readiness of practitioners and parents influenced the implementation of Let’s Talk 

during the RCT. From these findings, it is suggested that engaging leadership in the implementation 

process needs to take into account the different roles of senior and middle managers and their 

influence. Additionally, further research is suggested to understand the dynamic relationship 

between parent and practitioner readiness for trialling Let’s Talk (Allchin, Goodyear, et al., 2020).  

6.3 Paper 1: Leadership perspectives on key elements 
influencing implementing a family-focused intervention in 
mental health services 

The study’s methods, findings and implications can be found in the paper published in the Journal of 

Psychiatric and Mental Health Nursing. The complete paper is included over the page.   

Citation: Allchin, B, Goodyear, M, O’Hanlon, B, Weimand, BM. (2020), Leadership perspectives on 

key elements influencing implementing a family‐focused intervention in mental health services. 

Journal of Psychiatric Mental Health Nursing, 27(5),616–627. https://doi.org/10.1111/jpm.12615 
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Accessible Summary
What is known on the subject?
• Family-focused interventions in Adult Mental Health Services (AMHS) address the 

needs of families where a parent is diagnosed with a mental illness. One of these 
interventions is the “Let's Talk about Children” programme (Let's Talk) (Solantaus 
& Toikka, 2006 International Journal of Mental Health Promotion, 8(3), 37).

• There is limited implementation knowledge on family-focused interventions.
• A body of research to better understand the transfer of evidence-based inter-

ventions into everyday practice has identified multiple influencing elements. The 
Consolidated Framework for Implementation Research (CFIR) has combined these 
known elements from research into five domains of influence.

• Elements that influence the implementation of evidence-based practice are inter-
related and need to be understood in combination.

• Understanding different stakeholder perspectives on implementation in real-
world settings helps to understand uptake, challenges and opportunities.

What the paper adds to existing knowledge?
• As the first study to document leadership's perspectives of implementing Let's 

Talk, this paper contributes to the evidence base on their role in implementing 
family-focused practice models in mental health.

• There are specific roles of leadership that need to be addressed to support imple-
menting Let's Talk in changing environments.

• Leadership's knowledge of Let's Talk and approach to change influences 
implementation.

• Questions are raised about the role the readiness of the parent and the impact 
that the dynamic process between the practitioner and parent has on implement-
ing Let's Talk.

What are the implications for practice?
• Engaging leadership needs to address the influence of their different organiza-

tional roles in shaping implementation for Let's Talk.
• Further research is needed to understand the dynamic process between parent 

and practitioner that influences readiness for trialling Let's Talk.
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1  | INTRODUC TION

There is growing interest in how to sustain healthcare improvement 
initiatives. Many initiatives cease or do not produce the desired 
outcomes in real-world settings, resulting in wasted resources and 
decreased momentum for further improvement efforts (Lennox, 
Maher, & Reed, 2018; Stirman et al., 2012). Let's Talk about Children 
(Let's Talk) is one of a number of evidence-based intervention de-
veloped specifically for families in which the person diagnosed with 
a mental illness is a parent (Siegenthaler, Munder, & Egger, 2012). 
These interventions, commonly termed family-focused practices, 
are distinct other family interventions in mental health that focus 
on the family of origin of the person diagnosed with a mental illness 
(Foster et al., 2016). Like other interventions in mental health, they 
face challenges to being embedded in everyday practice.

Research on sustainability seeks to understand implementation 
strategies and processes that help sustain practice of new innova-
tions (Leeman, Birken, Powell, Rohweder, & Shea, 2017; Proctor 
et al., 2009, 2015; Scheirer, 2013). The Consolidated Framework 
for Implementation Research (CFIR) (Damschroder et al., 2009) is 
an overarching typology of elements or constructs that influence 

implementation created from existing theories. The CFIR groups 
elements influencing implementation into five domains: (a) interven-
tion/programme characteristics, (b) outer settings, (c) inner settings, 
(d) characteristics of the individuals involved and (e) the implementa-
tion process (Damschroder et al., 2009). The common set of elements 
in the framework can be used to guide research into implementation 
providing consistency and comparability across research studies.

Understanding elements of implementation in real-world situa-
tions can inform expectations for uptake and more fully illuminate chal-
lenges and opportunities for translation (Leeman et al., 2017; Proctor, 
Powell, & McMillen, 2013). The inter-related elements influencing im-
plementation need to be considered in combination, and within their 
natural environments (Greenhalgh, Robert, Bate, et al., 2004; Stirman, 
Gutner, Langdon, & Graham, 2016). Additionally, different stakehold-
er's perspectives (Green & Aarons, 2011), particularly from those in 
leadership in health service delivery, deepen understanding.

This paper draws on views of those in leadership (service manag-
ers and implementation leads), involved in a randomized controlled 
trial (RCT) of an intervention for parents diagnosed with a mental ill-
ness in mental health and child and family sectors. The RCT in Victoria, 
Australia, evaluated the effectiveness of the Finnish “Let's Talk about 

Abstract
Introduction: Different stakeholder's perspectives are needed to understand chal-
lenges and opportunities in implementing and sustaining evidence-based practices 
(EBP) in real-world settings.
Aim/Question: To identify leadership perspectives on key elements influencing the 
process of implementation of Let's Talk about Children (Let's Talk), a family-focused 
practice for practitioners working with parents diagnosed with a mental illness.
Method: Semi-structured interviews were conducted with 16 service managers and 
implementation leads, to establish their views on key elements influencing imple-
mentation of Let's Talk during a randomized controlled trial. A thematic analysis ap-
plied both inductive and deductive approaches, using the Consolidated Framework 
for Implementation Research (CFIR).
Results: Impacts to effective translation to practice were grouped into three broad 
themes with eight subthemes: inner and outer setting impacting organization, leader-
ship affecting readiness and parent and practitioner readiness.
Discussion: The findings suggest that specific roles for leadership are vital to imple-
mentation within an environment of constant change, and more attention is needed 
to understand the dynamics of parent and practitioner readiness for delivering Let's 
Talk.
Implications for practice: Different leadership roles need to be engaged to sustain 
Let's Talk in changing real-world environments. The dynamic processes between par-
ent and practitioner are suggested to influence readiness and need further research.

K E Y W O R D S

consolidated framework for implementation research (CFIR), implementation, leadership, let’s 
talk about children, managerial support, parents diagnosed with a mental illness
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Children” (Let's Talk) as a recovery tool for parents diagnosed with a 
mental illness, as defined by DSM-5, by either a GP or mental health 
practitioner (Maybery et al., 2017). The trial involved building capacity 
within services to implement Let's Talk as part of their everyday work.

Let's Talk has been implemented in Europe, Asia and Australia and 
uses a health promotive approach to address known risks to mental 
health outcomes for children through working directly with the par-
ent diagnosed with a mental illness (Solantaus, Reupert, & Maybery, 
2015; Ueno, Osada, Solantaus, Murakoshi, & Inoue, 2019). In the brief 
practice model of two to three conversations, a practitioner and par-
ent collaboratively explore the everyday life of the child, highlighting 
strengths and vulnerabilities, in order to enhance well-being (Maybery 
et al., 2017; Punamäki, Paavonen, Toikka, & Solantaus, 2013; Solantaus 
& Toikka, 2006). The first conversation is centred on a structured log 
that prompts the parents to consider the well-being of the child. In the 
second conversation, the parent develops plans to promote and sup-
port their well-being. Viewing the person in roles beyond their men-
tal illness and working from a strength-based, parent-empowerment 
standpoint, Let's Talk aligns well with personal recovery (Maybery, 
Meadows, et al., 2015; Maybery et al., 2017).

The emerging evidence base for Let's Talk includes an RCT con-
cerning parents with affective disorders in Finland in which benefi-
cial effects were seen for parents (well-being, treatment motivation, 
decreasing worries about children), children (decreasing emotional 
symptoms, increasing positive outlook) and family life (mutual under-
standing, future hope) (Punamäki et al., 2013; Solantaus, Paavonen, 
Toikka, & Punamäki, 2010; Solantaus, Toikka, Alasuutari, Beardslee, 
& Paavonen, 2009). Regarding implementation of this model, Toikka 
and Solantaus (2006) found that positive attitudes of immediate su-
periors enabled trainees to implement Let's Talk as part of their work 
and that the support of top administration managers enabled dis-
semination. They also suggest future sustainability and development 
of the work requires the commitment of management within organi-
zations. However, less is known about the perspectives of leadership 
in the implementation of Let's Talk.

Building family-focused practice into adult-focused mental 
health and family services has many known barriers (Maybery, 
Foster, et al., 2015) resulting in vulnerable families not being able 
to access the vital benefits of this practice. Insight from leadership 
about elements influencing implementation of Let's Talk can shape 
future implementation of Let's Talk and equip leaders as they seek to 
embed family-focused practice into everyday work.

The aim of the current study was to identify key elements that 
influenced the process of implementation of Let's Talk from leader-
ship's perspective.

2  | METHOD

2.1 | Study context

A four-year RCT of Let's Talk engaged three service sectors in Australia 
that commonly see parents diagnosed with a mental illness (Maybery 

et al., 2017). These included Adult Mental Health Services (AMHS) pro-
viding clinical services for adults diagnosed with severe mental illness, 
non-government agencies providing Mental Health Disability Support 
(MHDS) also described as psychiatric rehabilitation for adults with on-
going mental health issues, and Child and Family Support (CFS) who 
provide child-focused support to vulnerable families.

Agencies were supported in implementation through a master 
trainer model that trained selected staff to deliver training and su-
pervision using shared PowerPoint and handout material and out-
lines for practice supervision sessions. Coaches supported master 
trainers to deliver training and practice support within their organi-
zations (Goodyear et al., 2016).

2.2 | Study design

A qualitative study using semi-structured interviews was chosen as 
it allows for the in-depth exploration from the perspectives of the 
participants (Creswell, 2014). This study explores elements affecting 
implementation of Let's Talk at participating RCT sites from a series 
of semi-structured interviews with individuals in leadership or lead 
implementation roles.

2.3 | Ethics

This study obtained ethical approval through Monash University 
Human Research Ethics Committee on 29 January 2014 (approval 
number CF13/3300120130017) and the individual ethics commit-
tees of seven other regional health authorities. The written state-
ment about the study informed participants that their involvement 
was voluntary and their names and organizations would be only 
viewed by the research team. Any raw data published would only 
be identified by the leadership role, organization type and location 
(urban vs. rural).

2.4 | Participants

Nine male and eight female participants were from 12 organizations 
(five AMHS, two MHDS and five CFS) in three urban and four rural 
regions (Table 1).

2.5 | Procedure

Participants were recruited through purposeful sampling from all par-
ticipating organizations based on their role in leadership as service 
managers and implementation leads. Written information about the 
study was sent prior to contact by email and phone seeking willing-
ness to participate in a face-to-face interview. The RCT research team 
gained written informed consent, and MG and PT conducted semi-
structured, individual interviews at the completion of implementation 
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at each site. Interviews lasted from 20 to 136 min and were audio-
recorded and transcribed verbatim. The interview guide was designed 
as part of the RCT study and was informed by relevant domains of the 
CFIR framework. The open-ended questions explored the participants’ 
views of the intervention as well as barriers and enablers to imple-
menting Let's Talk which was followed by prompts to elicit more detail.

2.6 | Data analysis

The transcripts were analysed using theoretical thematic analysis in-
spired by Braun and Clarke (2006). The analysis was performed first 
inductively, condensing the data and creating codes, and then de-
ductively using the CFIR framework to shape the coding and themes 
(Braun & Clarke, 2006). The analysis followed a series of iterative 
phases (Braun & Clarke, 2006; Bryman, 2016; Creswell, 2014): 
transforming the data through coding, mapping themes and drawing 
conclusions.

BA led the six-step analysis process supported by MG, who 
reviewed transcripts and discussed the development of themes 
through the iterative process. The text was read thoroughly sev-
eral times to become familiar with the content (BA, MG). In the 
second step, BA and MG read the interviews looking for key ele-
ments that influenced the process of implementation of Let's Talk 
and condensed the relevant text. Consensus on discrepancies was 
reached through discussion and data review. Interviews were then 
reread (BA), condensing text to the CFIR constructs. Thirdly, all the 
condensed texts were put into a matrix with CFIR domains to ex-
plore relationships across the different domains and constructs to 
identify themes (BA). The fourth step verified that the extracted 
data reflected the identified themes and reworked them to ensure 
they represented key messages in the data, building credibility (BA). 
Fifthly, themes were refined and defined through exploring the re-
lationships between themes and subthemes with the research team 
(BA, MG, BOH and BW). Finally, the themes, their relationships and 
the meaning of the analysis were drawn together into a narrative to 
describe the major findings.

3  | RESULTS

Key elements impacting the implementation process of Let's Talk 
were grouped into eight subthemes that were clustered under three 
broad themes: inner and outer setting impacting the organization, lead-
ership affecting readiness and practitioner and parent readiness (see 
Table 2).

3.1 | Inner and outer setting 
impacting organizational readiness

Participants highlighted two areas where organization readiness 
to embed Let's Talk was influenced by the inner and outer setting. 

Organizational or sector restructures and the conflicts of paradigm 
presented challenges and opportunities.

3.2 | Restructure: challenges and opportunities

The setting within which services work was described as influenc-
ing implementation in enabling and challenging ways. Participants 
from the three sectors, AMHS, MHDS and CFS, highlighted that dur-
ing the implementation period their service/sector had experienced 
major funding and/or policy changes altering the organizational pro-
cesses and structures. These included statewide introduction of a 
new Mental Health Act, a redevelopment of the service sector and 
being involved in other sector-wide workforce development initia-
tives. These created challenges to the available time and resources 
to support the new practice development, shifting the focus of man-
agement, and led to changes to organizational structures. These 
modifications changed the focus of core work, what workers were 
required to do and/ or the people who used the service.

…there was a re-commissioning process where staff 
moved to different sites…new teams forming where con-
sumers would have the intervention started but maybe 
not yet completed or staff had moved to another site so 
that they couldn’t complete the intervention. 

Urban Mental Health Disability Support Program 
Manager

While these major policy and funding changes created limitations 
for implementing Let's Talk, some participants in AMHS reflected how 
the new Mental Health Act and Recovery framework provided au-
thority with government mandate to address parenting and children's 
needs in adult-focused AMHS.

“The expectations are clear that people and their families 
will be included in decision making and that all aspects 
of a person’s life and role will be part of the framework 
for recovery planning, [including]… where people are 
parents” 

Urban Adult Mental Health Service Manager

Participants acknowledged these major reforms had delivered an 
opportunity to use Let's Talk as a tool to help shift organization prac-
tice in the desired direction.

3.3 | Conflicts of paradigms

Conflictual paradigms governing practice also impacted implemen-
tation of Let's Talk. One conflict was identified between family-
centred work and individual-centred work. Participants highlighted 
that while new directions and policy in mental health demonstrate 
the value of families, they expressed that government funding and 
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the medical model they work within often dictate an individual 
focus in health services. This created difficulties for services to 
implement Let's Talk, with its focus on the client's parenting role 
and children.

Additionally, conflict occurred between real-world service 
delivery and aspirational recovery-focused, preventative work. 
Increasing pressure to meet government key performance indica-
tors had led to crisis-focused work in AMHS and CFS. This made 

Let's Talk, as a recovery-focused and preventative intervention, 
to be less valued and delivered during the short time the parent is 
engaged in the service.

According to AMHS participants, the prioritization of managing 
clinical risk within the medical model created a conflict for practi-
tioners to engage in preventative interventions, affecting engage-
ment in Let's Talk which promotes a longer-term view of family 
mental health.

Let's Talk, which places the parent as the expert in their 
child's life, was described as fitting well into recovery principles. 
Participants in AMHS, however, identified that understanding 
the parent as the expert was in conflict with the prevailing model 
where the profession is considered the expert and often has the 
power in decision-making.

“I think some of our clinicians really like to be in the ex-
pert role… They feel safe within the medical model and 
so to hand over the expertise to the parent… is very 
challenging…” 

Rural Regional Implementation Coordinator

Another identified conflict occurred between lenses of risk 
and prevention. AMHS and CFS participants suggested that pol-
icy framework leading practitioners to focus on determining risk 
to a child potentially frames practitioner–parent relationships in 

Interview Region Sector Sex Role

1. Urban AMHS F Regional Implementation 
Coordinatora

2. Urban MHDS F Program Managerb

3. Rural AMHS F and F Program Manager × 2

4. Urban CFS F Program Manager

5. Urban MHDS M Program Manager

6. Urban MHDS M Service Managerc

7. Rural CFS M Team Leaderd

8. Rural AMHS M Service Manager

9. Rural AMHS and 
MHDS

F Regional Implementation 
Coordinator

10. Rural AMHS F Regional Implementation 
Coordinator

11. Urban AMHS M Program Manager

12. Urban AMHS M Service Manager

13. Urban AMHS M Program Manager

14. Urban AMHS M Program Manager

15. Urban AMHS F Regional Implementation 
Coordinator

16. Rural CFS (and AMHS) M Regional Implementation 
Coordinator

aHigher level of responsibility in their service. 
bOversight of teams involved in the trial. 
cOversight of a team implementing the intervention. 
dEngaged and supported the uptake across a variety of sites and/or different sectors. 

TA B L E  1   Participant demographics

TA B L E  2   Themes

Theme Subtheme

Inner and outer setting impacting 
organization

Restructures: 
challenges and 
opportunity

Conflict of paradigms

Leadership affecting readiness Levels of leadership

Leading vs. reacting to 
change

Internal implementer as 
enabler

Parent and practitioner readiness Parent readiness

Practitioner readiness

Aligning practitioner 
and parent readiness

Page | 91

Full text can be found https://doi.org/10.1111/jpm.12615©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



     |  621ALLCHIN et AL.

adversarial ways. They saw this undermining the development of 
trust and openness necessary for collaboration in Let's Talk to pro-
mote parent agency.

“it's a systemic thing,…, about that whole idea of some-
body being watched or somebody deciding that you're 
not capable, so I will refer you …it means that somebody 
else has power over what's about to happen to you and 
your family.” 

Rural Child and Family Support Team Leader

3.4 | Leadership affecting readiness

Three aspects of leadership were identified as impacting implemen-
tation of Let's Talk: levels of leadership, engagement with change 
and internal implementer support.

3.5 | Levels of leadership

Participants noted through positive and adverse experiences that 
leadership engagement across multiple layers of management was 
important to drive successful change. Leadership's influence was 
identified as setting the direction of the organization, validating the 
change process and linking the new practice to the old.

Managers were noted to be juggling multiple priorities, chal-
lenging the promotion of Let's Talk against other demands. 
Participants, however, also identified the importance of manage-
ment endorsing the underlying principles of Let's Talk, letting staff 
know they had a positive view of it and saw a need for practice 
change.

Senior management was recognized as authorizing and prioritiz-
ing Let's Talk. Policy development or integration of Let's Talk within 
existing policy and structures signalled it as an endorsed and valued 
practice. This endorsement enabled resource allocation such as re-
leasing practitioners for training. Participants noted that for ease of 
use, Let's Talk needed to be integrated into service training, support 
and monitoring systems. Policy and/or structures were also noted 
as allowing the organization to articulate clear expectations about 
service delivery of Let's Talk.

“from a pure implementation perspective it [a key per-
formance indicator] makes it easier because every clini-
cian knows and every leader knows- and the teams - that 
this is what the organisation values and expects from its 
clinicians” 

Urban Adult Mental Health Service Manager

Middle management and lower management with direct respon-
sibility for practitioners or clinical oversight were identified as key for 
enacting policy and prioritizing work. This was described as pivotal to 
enable the fitting of Let's Talk into practice, releasing staff for training, 

integrating support for practitioner's use of Let's Talk and monitoring 
practice use. They indicated that managers needed to understand it 
well enough to help practitioners incorporate it into their own ser-
vice models, frameworks and practices. Whilst some participants ex-
pressed their own difficulty in understanding how to fit Let's Talk to 
their services’ practice; others commented that attending Let's Talk 
training and practicing the model themselves helped them understand 
what support their staff needed. Participants stated that practitioners 
needed to see that it fitted their client's needs, their service's language, 
tools, ethos and documenting systems.

“We relied on our team managers to engage our team 
leaders and the staff in the why should we find time to 
get trained, engage consumers in a discussion about Let's 
Talk and then actually do the intervention.” 

Urban Adult Mental Health Service Manager

3.6 | Leading vs. reacting to change

A second leadership subtheme was about the role leadership took 
in implementing change. Some saw themselves as pivotal in leading 
and sustaining change, driving interest in Let's Talk through promot-
ing its evidence base, ensuring training compliance and promoting 
the development of champions to support practice. In some ser-
vices, this involved enhanced monitoring roles and providing time 
for practitioners to practice.

“I think it’s around the selling the benefits to the staff 
and so [leadership] need to be supportive of it and un-
derstand the model… managers then being able to effec-
tively explain the model to all staff and particularly get 
across how this fits within our philosophical approach… 
And supporting people to see that it’s a tool that we can 
weave into our day to day work rather than something 
else we’re asking people to bolt on.” 

Urban Mental Health Disability Support Service 
Manager

Other participants saw change as imposed upon them, expressing 
a less positive attitude to Let's Talk and the implementation process. 
These participants spoke about implementing a research trial and were 
focused on how this produced an onerous set of tasks that added to 
their already pressured workload. They expressed a sense of power-
lessness, in needing to react to influences of others, which they man-
aged by getting through the tasks and encouraging their staff to do the 
same. Those who described it as imposed expressed less ownership 
and gave less direction than those who saw themselves as pivotal to 
the process of change.

“I’m sorry but our clinicians are just busy; I’m busy. The 
amount of online training, and I mean I skipped so much 
of it. …I’ve got case managers who aren’t going to want 
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to do it… I have say look guys you can cut it down a bit … 
just try and get it done as quickly as you can” 

Urban Adult Mental Health Program Manager

3.7 | Internal implementer as enabler

The importance of having a dedicated role to drive implementa-
tion was the last leadership subtheme. Internal implementers were 
recognized as an adjunct to other key players such as senior/mid-
dle management, who contributed to keeping the organization's 
focus on the change process and holding motivation. Participants 
articulated the vital role they played in refocusing or restarting 
after external and/or internal changes interrupted implementation. 
Sustaining implementation of Let's Talk in a constantly changing or-
ganizational environment was suggested to be very difficult other-
wise. Participants described that while these implementers played 
a significant role, more time and resources would have improved 
their effectiveness.

“if you have someone in a designated role who doesn’t 
have a case load who can actually drive it then it’s much 
more effective” 

Rural Regional Implementation Coordinator

3.8 | Parent and practitioner readiness

As well as managers and implementers, particpants identified that, 
parents, as service recipients, and practitioners influenced imple-
mentation outcomes.

3.9 | Parent readiness

Participants identified parent readiness to potentially be influ-
enced by negative previous experience of family interventions, 
creating reluctance for parents to try something new. Parents 
were seen as less ready to participate if they were managing many 
life stressors or had less stable mental health, resulting in less 
“space” to think about parenting. The perceived safety of the pro-
cess was also identified as influencing parent readiness to engage 
in Let's Talk.

“if they don’t feel safe in that space they’re not going to 
tell you things” 

Urban Regional Implementation Coordinator

3.10 | Practitioner readiness

Participants suggested that practitioner readiness to offer Let's 
Talk was maximized when they had good engagement skills, were 

the parent's usual worker and were comfortable with parenting 
and therapeutic interventions. Structured practice support was 
indicated as an important component that built confidence, gave 
opportunity to troubleshoot and share experiences, supported ad-
aptation to setting and enabled modelling and mentoring for staff. 
However, some participants reflected that practice support ses-
sions did not necessarily increase the practice of Let's Talk.

“…one side attends very well, it's curious to me because 
they don’t actually seem to be doing the Let’s Talk work 
but they turn up to supervision. The other side, there's a 
smattering of the Let’s Talk work happening but they're 
not going to supervision…” 

Urban Adult Mental Health program manager

Participants suggested that practitioners were also influenced by 
their perception of having “space to change” which related to dealing 
with stress, organizational change and the pressure of their case-
load. Practitioners identified as ready could participate in reflective 
practice and perceived themselves as having the freedom and flex-
ibility to try new things without judgement. Having critical mass in 
a workplace was identified as creating a favourable environment 
for practitioner readiness through normalizing the process of trying 
something new.

Participants proposed that implementing Let's Talk was also 
helpful for shifting practitioner's readiness for other desired prac-
tice changes within the service. Engaging in the trial led practi-
tioners to greater recovery-oriented practice involving asking 
more questions and making less assumptions. Participants also 
identified that having a positive experience of implementing an 
intervention about parenting and children, perceived as a difficult 
conversation by some, gave practitioners confidence to have other 
delicate conversations.

“I’ve seen how it has the capacity to expand clinicians 
and things they will talk about – I suppose conversations 
that they have with consumers and thinking in a new way 
about the importance of parenting” 

Rural Regional Implementation Coordinator

3.11 | Aligning practitioner and parent readiness

The last of these subthemes focused on the connection between 
the practitioner and parent. Some participants saw a close match 
between a practitioner, and parent characteristics such as age, 
gender and parenting status were important to consider; more 
participants, however, focused on the parent and practitioner 
readiness match.

“It’s as easy or difficult as the readiness of both 
participants” 

Urban Regional Implementation Coordinator
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Some participants expressed that practitioners deflected their 
own discomfort or lack of confidence when identifying a parent as not 
ready. They suggested practitioners made assumptions about readi-
ness because of a parent's crisis or urgent issues, without checking.

“I hear you say people suggested that it was client factors 
that stopped us from doing this [but] I think that might be 
a really nice way to or an easy way to deflect it from their 
own level of comfortableness…” 

Rural Adult Mental Health Program Manager

There was also acknowledgement of a miss-match between prac-
titioner and parent readiness at times due to the service constraints 
such as time and workload, leading to question whether the only time 
the parent might be ready was after discharged to another service.

3.12 | Interconnection of CFIR constructs

The intertwined nature of the constructs was seen in all subthemes 
crossing at least two CFIR domains. The two organizational level 
subthemes conflict of paradigms and restructures: challenges and 
opportunity highlight the interaction between CFIR’s inner and 
outer setting domains. The three leadership-focused subthemes, 
levels of leadership, leading vs. reacting to change and internal im-
plementer as enabler, show interconnectedness between CFIR’s 
inner setting, implementation process and individual characteris-
tic domains. Practitioner and parent readiness subthemes, parent 
readiness, practitioner readiness and aligning parent and practitioner 
readiness, were more embedded within the CFIR domains of im-
plementation process and individual characteristics. For details, 
see Table 3.

4  | DISCUSSION

Key elements that influenced implementation are associated with (a) 
the changing environment; (b) leadership levels, roles and approach 
to change; and (c) readiness of practitioners and parents to trial Let's 
Talk. By drawing on perspectives of leadership, these findings col-
lectively highlight that approaches to implementation need to pro-
actively adapt to a constantly changing environment. These settings 
greatly influenced implementation of Let's Talk, providing both bar-
riers and incentives for change.

The nonlinear nature of the implementation process described 
by participants supports the concept that organizational readiness 
is a dynamic entity within a changing environment (Chambers, 
Glasgow, & Stange, 2013; Greenhalgh, Robert, Macfarlane, Bate, 
& Kyriakidou, 2004; Stirman et al., 2016). As a result, implementing 
Let's Talk within mental health and child and family sectors requires 
skills to be able to constantly reflect, reassess and refocus in order 
to adapt to the constant change. Mandates, such as policy and 
key indicators, play a role in prioritization and resource allocation 
(Stirman et al., 2016) and so can anchor Let's Talk within organiza-
tional visions for it not to be lost in times of organizational change. 
Partnerships between researchers and service-delivery organiza-
tions that build and enable action-learning processes may increase 
the likelihood of sustained practice within changing environments 
(Greenhalgh, Robert, Bate, et al., 2004; Munten, Van Den Bogaard, 
Cox, Garretsen, & Bongers, 2010; Waterman et al., 2007).

4.1 | Leadership

The findings confirm the pivotal role of leadership and how struc-
tures they provide to support practice, their approach to change, 

TA B L E  3   Themes and CFIR domains

Theme Subtheme

CFIR domains

Intervention 
characteristics

Outer 
setting

Inner 
setting

Individual 
characteristics

Implementation 
process

Inner and outer setting 
impacting organization

Restructures: challenges and 
opportunity

 * *   

 Conflict of paradigms * * *   

Leadership affecting 
readiness

Levels of leadership  * * * *

 Leading vs. reacting to 
change

  * * *

 Internal implementer as 
enabler

*  *  *

Parent and practitioner 
readiness

Parent readiness *   *a *

 Practitioner readiness   * * *

 Aligning practitioner and 
parent readiness

  * * *

aSee discussion. 
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their knowledge of the intervention and the change process are 
influential to implementation (Aarons, 2006; Aarons, Hurlburt, & 
Horwitz, 2011; Aarons & Sommerfeld, 2012; Kerrissey, Satterstrom, 
Leydon, Schiff, & Singer, 2017; Stirman et al., 2016). The approaches 
to change seen in this study highlight how different styles of leader-
ship can impact implementation. Over 30 years ago, Hall and Hord 
(1987); Heifetz and Laurie (1997) described how more reactive 
styles of leadership appeared less effective at implementing change 
than adaptive styles that support people to make the adjustments 
needed. Such adaptive styles, described in the representative lead-
ership styles 2 and 3 of Hassan, Asad, and Hoshino (2016), include 
ones that provide vision, empowerment and participation in deci-
sion-making which is linked to an openness to change (Aarons, 2006; 
Aarons & Sommerfeld, 2012).

The study illustrates the specific roles leadership have to enable 
the prioritizing and translating work required to drive and sustain 
Let's Talk (Floyd & Lane, 2000; Heyden, Fourné, Koene, Werkman, 
& Ansari, 2017). As a result, engaging leadership needs to address 
their different roles in shaping implementation climate and readi-
ness (Aarons, Wells, Zagursky, Fettes, & Palinkas, 2009; Birken et al., 
2015).

Middle managers approach to change affected their ability to 
effectively fit Let's Talk to current practice. This integrating mecha-
nism, as described as “sense-making,” is described as vital to support 
the workforce to integrate new ways of working (Kerrissey et al., 
2017). Despite the difficulty of prioritizing within a crowded space, 
the findings emphasize the benefit of investing in middle manage-
ment to enable them to fit Let's Talk to the service and lead change. 
Middle management's approach to change coupled with their expe-
rience of conflicts of paradigms and priorities can lead to powerless-
ness in the implementation process (Glaser, Fourné, & Elfring, 2015; 
Radaelli & Sitton-Kent, 2016). Senior management's role at clearly 
setting achievable priorities for staff and enabling the priorities to 
be actioned through resource allocation may help to minimize the 
paradigm and priority conflicts embedded in their systems (Heyden 
et al., 2017; Kerrissey et al., 2017).

4.2 | Parent and practitioner influence

Participants perceived that emotional resources and reflective-
thinking time affected both parent and practitioner's readiness 
for engaging in Let's Talk. This focus on the readiness of parents 
as individuals is a departure from standard understandings of im-
plementing EBP. Typically, it is assumed in frameworks such as the 
CFIR that the practitioner and the organization can enable readiness 
with enough knowledge of recipient needs and the appropriate tools 
(Damschroder et al., 2009). The participants instead advocated that 
the parent influenced the dynamic process between practitioner and 
parent. It could be argued, perhaps, that mechanisms for practition-
ers to improve parent readiness are poorly understood due to Let's 
Talk's emerging knowledge base. Creating open and honest con-
versations through improving practitioner readiness is suggested 

to help to address parent hesitancy (Maybery & Reupert, 2009; 
Solantaus et al., 2015).

Another explanation, however, could suggest a dynamic inter-
action between practitioner and parent that is not accounted for 
in the CFIR. Zubkoff, Carpenter-Song, Shiner, Ronconi, and Watts 
(2016) suggest similarly that additional emphasis on the recipient in 
implementation frameworks may be needed. The established cen-
trality of the practitioner–client therapeutic alliance to outcomes 
in mental health would align with this more dynamic interaction 
(Martin, Garske, & Davis, 2000; Priebe & McCabe, 2008; Sandhu, 
Arcidiacono, Aguglia, & Priebe, 2015). If this is the case, attention 
to the relationship between these two processes could help to 
overcome a potential miss-match between practitioner and parent 
readiness. This study adds weight for implementation frameworks 
to considering how to integrate the bidirectional nature of practi-
tioner–recipient relationships seen in the mental health field. Further 
study of the mechanisms within Let's Talk and similar fields such as 
motivational interviewing would also help to clarify the dynamics of 
the relationship and the practitioner's role in enabling readiness.

While practitioner's knowledge, skills and attitudes are known to 
influence their take-up of family-focused practice (Grant, Reupert, 
Maybery, & Goodyear, 2019), the practitioner's perception of parent 
readiness is another area needing attention. The perception that prac-
titioners make judgements about the parent's readiness based on their 
own discomfort or the parent's presentation is echoed in literature 
focusing on clinician perception of client readiness in other settings 
(Stein, Celedonia, Kogan, Swartz, & Frank, 2013; Stirman et al., 2013; 
Zubkoff et al., 2016). Its inability to fit into current implementation 
frameworks such as the CFIR resulted in Zubkoff et al. (2016) identi-
fying it as an emergent theme for implementation science that may be 
critical in mental health work. Stein et al. (2013) suggest that increasing 
practitioner's familiarity with an intervention and its fit for the service 
and parents can help to address this issue. Further exploration from 
the practitioner's viewpoint of implementing Let's Talk in mental health 
and child and family sectors is warranted.

4.3 | Strengths and limitations

Guba’s (1981) four aspects of trustworthiness guided this study: de-
pendability, transferability, credibility and confirmability. The standard 
interview schedule used supported dependability of the data. Using 
open-ended questions enabled participants to respond broadly, sup-
porting credibility. While BA’s position as a participatory researcher 
brings rich contextual understanding, it brings the risk of being blind to 
certain aspects due to being too close to the subject matter (Chavez, 
2008). Two strategies that assisted in minimizing this risk and strength-
ening confirmability included BA not conducting the interviews, and 
the supervisory team's role in reviewing the findings and the conclu-
sions drawn (led by MG). While the clearly described stepwise method 
and purposeful sampling support transferability, caution should be ap-
plied to the study's universal application due to the non-representative 
nature of the systems and participants.
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5  | CONCLUSION

This study's purpose was to identify key elements influencing im-
plementation process in three service sectors involved in a RCT of 
Let's Talk. Applying what is known to a new intervention for parents 
diagnosed with a mental illness, this study demonstrated that imple-
menting Let's Talk in real-world settings necessitates organizations to 
constantly retune their implementation efforts to meet the changing 
circumstances. Leadership is a vital ingredient to this process, and mul-
tiple levels of management within organizations have different roles 
in enabling implementation. Mandates can help anchor Let's Talk, but 
tailoring support for different leadership levels is needed to address 
embedded conflicts and enable fit. While system-level elements were 
the main focus, attending to the parallel processes of barriers and fa-
cilitators happening for parents and practitioners was seen to be im-
portant. While utilizing the CFIR was beneficial to map and identify the 
elements, it highlighted a lack of fit for parent–practitioner readiness 
in implementation frameworks. Further understanding of the practi-
tioner's perception and associated decision-making related to parent's 
readiness warrants further investigation that may shed light on mecha-
nisms for change within Let's Talk. This study, while Let's Talk focused, 
has relevance for implementation more generally. The findings add 
weight to the proposition that real-world settings are dynamic systems 
that implementers need to adjust for and give insight into the specific 
support needs of different leadership roles.

6  | RELE VANCE STATEMENT

This study gives insight into leadership in mental health about how 
to support nurses, as the majority of practitioners in the mental 
health workforce, to address their hesitancy and expand their remit 
to work with parents diagnosed with a mental illness in a more 
strength-based manner through the implementation of Let's Talk.
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6.4 Phase one summary 
This qualitative study of leadership perspectives on implementing Let’s Talk gave rich contextual 

data on influences in implementing Let’s Talk as part of the RCT (Maybery et al., 2017). As a result, 

this phase served as an exploratory tool for the next phase of the research focusing on establishing 

what was sustained in the eight AMHS as shown in Figure 8. The use of mixed methods where a 

qualitative study is used to identify variables and build an appropriate instrument for the next phase 

is described as an exploratory sequential mixed methods process (Creswell, 2014). 

Figure 8. Phase one in the multiphase embedded mixed methods design 

 

This study established contextual issues in the implementation process that were important in the 

consideration of sustainability, highlighting the impact of changes in the context during the RCT on 

the implementation process of Let’s Talk. The external sector changes as well as internal 

organisational changes resulted in the interruption or ceasing of the implementation process in 

many organisations. This halting required leadership to become actively engaged in re-tuning the 

process to fit their setting in order for the practice to continue or restart. The influence of the 

different approaches to managing the implementation process was also noted in the study. 

Additionally, the study illuminated how paradigm conflicts in the settings created difficulties for 

implementation of Let’s Talk.  

These results were presented to the Advisory Group for consultation where the implications for the 

research design were explored. This information gave direction to the building of measures to collect 

data for establishing what sustainability had occurred at the organisational level. Rather than an 
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exclusively quantitative questionnaire, these results highlighted the need to collect quantitative data 

in the context of qualitative data, to enable AMHS to explain their setting’s implementation process 

and the context of the infrastructure they had in place to support the practice of Let’s Talk.  

In the next chapter (Chapter 7), the thesis shifts to establish what was sustained by mapping both 

the practitioners’ practice of Let’s Talk (Study 2) and each organisation’s capacity to support the 

practice (Study 3), which is the focus of phase two.  
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Chapter 7 Phase two: What practice and capacity 
has been sustained 

This chapter outlines the second phase of this research in which two parallel studies were used to 

establish what was sustained in the eight AMHS. The focus of this phase is the first research sub-

question: what sustainability has occurred in practitioners’ Let’s Talk practice and the organisation’s 

capacity to support Let’s Talk practice?  

Firstly, the chapter gives an overview of the purpose of the phase, explains the relevance of this 

phase to the research overall and presents a synopsis of the two parallel studies. Each study’s 

methods, findings and implications are then detailed in two papers published in Volume 29 Issue 5 

and 6 of the International Journal for Mental Health Nursing on 25 September 2020 (see p.105–117; 

Allchin, O’Hanlon, Weimand, & Goodyear, 2020) and 11 November 2020 (see p.119–131;  Allchin, 

Weimand, et al., 2020) The chapter concludes by presenting what was learnt about what 

sustainability occurred in the eight AMHS by converging the results of the two parallel studies before 

explaining how this informed the next phase of the research (Phase 3).  

7.1 Overview and relationship to the thesis 
In order to understand what was important for sustaining Let’s Talk in AMHS, the research had to 

first establish an understanding of what was sustained following the RCT. As discussed in the chapter 

on the conceptual lens of sustainability (Chapter 3), sustainability was explored in this research as 

continued practice and continued capacity (Stirman et al., 2012). Consequently, the focus of this 

phase was to establish i) the extent to which the elements of Let’s Talk had been maintained by 

practitioners, including how they had been adapted, and ii) the capacity of the organisations to 

continue to support Let’s Talk delivery.  

Given the importance of context in participatory research, this phase needed to see what is 

sustained in the context of what was implemented and how practitioners had applied Let’s Talk over 

time. This led to the phase having two parallel studies: one establishing practitioners’ application of 

Let’s Talk and the other establishing each AMHS’ implementation process and its organisational 

capacity to support Let’s Talk. In this phase, the Advisory Group, along with the FaPMI coordinators 

from each of the eight AMHS, partnered in the development and implementation of the studies. A 

synopsis of the two parallel studies is presented next, followed by their respective papers detailing 

each study’s methods, findings and implications.  
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7.2 Study 2 synopsis: Practitioner application of Let’s Talk 

Background, aims and method 

During the RCT a master trainer model was used to train practitioners in the eight AMHS with local 

trainers within each AMHS being selected and supported by FaPMI coordinators (Maybery et al., 

2017). Each service had a local plan for implementing Let’s Talk, resulting in a varying number of 

practitioners trained in each service and practitioners being trained at different points through the 

RCT. FaPMI coordinators from each of the eight AMHS partnered in the process of developing and 

testing the quantitative questionnaire in this study as well as identifying and recruiting the 

participants. The questionnaire contained three categories of questions: i) practitioners’ 

demographics, ii) training and support they received, and iii) their application of Let’s Talk. The 

questionnaire was piloted for content and online usability by FaPMI coordinators and/or 

practitioners (Appendix G). Each FaPMI coordinator identified a list of trained practitioners still 

employed at the service which was consolidated with the research database. Each practitioner was 

then invited to participate, via email, in an online questionnaire. Quantitative data were analysed 

using statistical analysis that included frequencies, summations, chi-square tests, one-way ANOVA, 

linear regression and multinomial logistic regression. Qualitative data were analysed using content 

analysis (Elo & Kyngäs, 2008). 

Findings and implications 

The study is the first to document AMHS practitioners’ application of Let’s Talk after training. As a 

result, it established a baseline about practitioner uptake and continued use of Let’s Talk that can be 

used for future implementation. The study found that practitioners’ use of Let’s Talk was influenced 

by their gender, profession, access to support, time since training and the percentage of parents on 

their caseload. The findings suggest that practitioners’ uptake and continued use of Let’s Talk might 

be enhanced through targeted selection and building tailored post-training supports. These findings 

can aid AMHS implementation endeavours to improve parents’ access to the benefits of Let’s Talk.  

7.3 Study 3 synopsis: Organisational capacity to support Let’s 
Talk 

Background, aims and method 

Building on the findings in phase one (Study 1), this study sought to establish the capacity of the 

organisations to continue to support Let’s Talk delivery in the context of the local implementation 

process. As noted in the previous chapter, the study design was developed in consultation with the 
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Advisory Group, resulting in an organisational audit tool with follow-up telephone interviews with 

FaPMI coordinators for clarification and with managers for context.  

The audit tool was a self-administered questionnaire that was informed by three implementation 

and sustainability frameworks: the CFIR (Damschroder et al., 2009), the Sustainability Model (Maher 

et al., 2007) and two NIRN assessments - Stages of implementation analysis: Where are we? (Blase et 

al., 2013) and Implementation drivers: Assessing best practices (Fixsen et al., 2015). The 

questionnaire was divided into three parts: i) demographic details of the participant and 

organisation, ii) questions about the implementation process, and ii) questions about the current 

capacity of organisations to support Let's Talk. A semi-structured interview for managers explored 

the implementation of Let’s Talk and the organisation’s usual methods of supporting practice 

development. The questionnaire was then refined after testing with FaPMI coordinators for content 

relevance and useability (Appendix H). The qualitative and quantitative data from the questionnaire, 

and telephone interviews were analysed together using a deductive content analysis (Hsieh & 

Shannon, 2005) against constructs identified in the implementation and sustainability literature.  

Findings and implications 

Two key elements of the organisation’s implementation approach were identified in the study as 

their intentions for implementation at engagement, and making changes to fit Let’s Talk into their 

service. The current capacity of organisations to support Let’s Talk was mapped against nine 

components. The study found that organisations more commonly had overseeing staff, collected 

data, and had infrastructure for practice support. Least common components were knowing if 

practitioners were using Let’s Talk, having training infrastructure, using the data that they collected 

and having a governing policy or practice guideline for Let’s Talk.  

The findings from this study were compared with data from the practitioners’ application study 

(Study 2). Using the AMHS with sustained practice (defined as practitioners’ delivering Let’s Talk in 

the past 12 months) services with practitioners currently delivering Let’s Talk had higher current 

organisational capacity scores. These services had also all made changes to their organisational 

structures to support Let’s Talk practice.  

The findings from this study suggest that addressing organisational capacity is important for 

sustained practice of Let’s Talk. Oversight of implementation by internal support staff appears to 

support organisational capacity through data collection and practice support. Whole-of-

organisational support, however, seems to be needed in order to integrate the complex internal 

systems that are required. These findings provide AMHS with practical guidance for sustaining Let’s 

Talk. 
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7.4 Paper 2: Practitioners’ application of Let’s Talk about 
Children intervention in adult mental health services 

This paper presents the methods, findings and implications of the quantitative study on the 

application of Let’s Talk by practitioners of the eight AMHS who were trained during the RCT. It was 

published in Volume 29, Issue 5 of the International Journal of Mental Health Nursing on 25 
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ORIGINAL ARTICLE

Practitioners’ application of Let’s Talk about Children
intervention in adult mental health services†

Becca Allchin,1,2 Brendan O’Hanlon,3 Bente M. Weimand4,5,6 and Melinda Goodyear1,7
1School of Rural Health, Faculty of Medicine, Nursing and Health Sciences, Monash University, Clayton, 2Eastern
Health Mental Health Program, Ringwood East, 3The Bouverie Centre, La Trobe University, Melbourne, Vic.,
Australia, 4Department of Nursing and Health Promotion, Faculty of Health Sciences, OsloMet - Oslo Metropolitan
University, Oslo, 5Division Mental Health Services, Akershus University Hospital, Lørenskog, Norway, 6School of
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ABSTRACT: Family-focused interventions can improve outcomes for families where a parent has
a mental illness. One such intervention, Let’s Talk about Children (Let’s Talk), is a series of
parent–practitioner conversations in adult mental health with demonstrated improved outcomes
for child, parent, and family well-being. This study used a questionnaire to understand the
application of Let’s Talk by n = 73 trained practitioners from eight adult mental health services
who were previously involved in a randomized controlled study in Victoria, Australia. Data were
analysed to establish the application of Let’s Talk, and statistical analyses were undertaken to
identify what influenced practitioners’ delivery of Let’s Talk. The study details how practitioners
used Let’s Talk and indicates that most used it as designed, with the majority offering it to
parents and approximately 40% delivering it. The findings indicate there is a decline over time in
both the number of practitioners using Let’s Talk and the number of deliveries over time.
Practitioners’ use of Let’s Talk was influenced by their gender, profession, access to support, time
since training, and caseload. The article discusses the implications of these results for sustaining
Let’s Talk in adult mental health services. While this study gives a baseline of practitioners’
application of Let’s Talk, further exploration of the experience of practitioners and parents as well
as other system factors will be helpful to understand barriers and enablers to continued practice.

KEY WORDS: families where a parent has a mental illness, implementation science, Let’s Talk
about Children, mental health, mental health services, parenting.

INTRODUCTION

Estimations of Adult Mental Health Service (AMHS)
clients, who are parents with children 18 years and
under, fall somewhere between a third and fifth with
variations in relation to the client gender, illness type as
well as the service type (Maybery & Reupert 2018; May-
bery et al. 2009; Ruud et al. 2019). Research on families
where a parent has a mental illness highlights how inter-
ventions with parents can mitigate the impact that men-
tal illness can have on family functioning and child well-
being (Siegenthaler et al. 2012; Solantaus et al. 2010;
Solantaus et al. 2015). These interventions are com-
monly called family-focused practices. Distinct from
other family interventions in mental health, where the
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attention is on the family of origin, these interventions
primarily focus on families where the person with the
mental illness is a parent (Foster et al. 2016). Building
interventions shown to be effective in research trials into
everyday practice is, however, known to be challenging
(Fixsen et al. 2009; Maybery et al. 2014). Barriers to
implementing and sustaining evidence-based practices
have been widely studied, highlighting complex chal-
lenges across settings (Greenhalgh & Papoutsi 2018;
Lennox et al. 2018; Scheirer 2013). Sustainability of evi-
dence-based practice requires the synergy between the
effectiveness of the intervention, the practitioner’s prac-
tice, and the support provided by the organization
(Scheirer 2005; Stirman et al. 2012). This study explores
the practice AMHS practitioners in their use of an evi-
dence-based practice, Let’s Talk about Children (Let’s
Talk) (Solantaus et al. 2015), during and after a random-
ized controlled trial (RCT).

BACKGROUND

Let’s Talk was developed in Finland as part of a public
health initiative for adult-focused health and psychiatric
services (Solantaus et al. 2015). It uses a series of struc-
tured 45–60-min conversations between a parent and
practitioner about the parent’s child(ren). A prelimi-
nary discussion introduces the idea of Let’s Talk with
the parent, offering the parent an opportunity to spend
a few conversations focusing on their child’s well-being
and family life. After which, if the parent agrees, the
practitioner, supports the parent to map the child’s life
in the first conversation (discussion 1), considering the
domains in which they interact by using a structured
age appropriate log. Then, in the second conversation
(discussion 2), the parent develops plans to promote
the child’s well-being and a more harmonious family
life. Let’s Talk is intended to support parent agency to
strengthen protective relationships with their children
and facilitate family functioning that otherwise, in the
context of adversity, can negatively affect child well-be-
ing (Leinonen et al. 2003; Punam€aki et al. 2013; Solan-
taus et al. 2010; Solantaus et al. 2015; Solantaus &
Toikka 2006; Solantaus et al. 2009). Let’s Talk was
adapted for an Australian context in 2011 and been the
recent focus of an RCT in Victoria, Australia (Maybery
et al. 2017; Maybery et al. 2019; Tchernegovski et al.
2015).

A Finnish RCT in a real-world setting demonstrated
that Let’s Talk improved child, parent, and family well-
being, displaying that it is possible to attend to the
needs of children within adult-focused services.

Following Let’s Talk implementation, child well-being
improved through increasing positive outlook and
decreasing anxiety and emotional symptoms (Punam€aki
et al. 2013; Solantaus et al. 2010). Parenting improve-
ments were seen in greater understanding and
decreased worries about their children (Solantaus et al.
2009); and improved family life was shown through
greater mutual family understanding and future hope
(Punam€aki et al. 2013; Solantaus et al. 2009).

There is, however, limited research detailing practi-
tioners’ application of Let’s Talk after training. One
Finnish study followed up practitioners trained in the
‘Effective Family Programme’ – a suite of programmes
for families where a parent has a mental illness which
included Let’s Talk (Solantaus & Toikka 2006). These
practitioners attended 17 training days per year for two
years, with an additional year of training for master
trainers. Specific application of Let’s Talk was not col-
lected but the study detailed practitioners’ use of the
new practices and their training of others. All reported
using the new practices in their work, and the majority
(77%) had trained others in these practices (Toikka &
Solantaus 2006). Another study, which followed up
Australian practitioners after completing the Let’s Talk
e-learning course (Tchernegovski et al. 2015), detailed
changes in practitioners’ knowledge and skill in family-
focused practice, but no data on their use of Let’s Talk
in practice were collected.

Documentation of practitioners’ use of other inter-
ventions for families where a parent has a mental ill-
ness is scarce. Research in this field has focused on the
need for changes in practice (Korhonen et al. 2010),
efficacy of intervention models (Siegenthaler et al.
2012), developing standards of practice (Goodyear
et al. 2015), barriers to practice change (Falkov et al.
2016; Foster et al. 2018; Grant & Reupert 2016; May-
bery et al. 2015; Maybery, Goodyear, Reupert, & Grant
2016; Ruud 2015; Skogøy et al. 2018), and international
comparisons of family-focused practice (Foster et al.
2016; Grant et al. 2016; Maybery et al. 2014; Tung-
punkom et al. 2017).

One longitudinal study in Norway monitoring
implementation of new legislation, however, does
explore practitioners’ use of two interventions to iden-
tify and support children of patients, Family Assess-
ment Form and Child Talks (Lauritzen et al. 2014).
The Family Assessment Form was a new mandatory
tool in Norway used by practitioners to ask about the
client’s parental status and children (Lauritzen et al.
2014; Reedtz et al. 2012). The Dutch health-promot-
ing intervention, Child Talks, was adopted for
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supporting children in northern Norway as it was
manualized and had been translated even though eval-
uation of outcomes were at the time undocumented
(Lauritzen 2014; Reedtz et al. 2012). Child Talks
involves two to three sessions designed to provide
support to parents and children through conversations
about the situation of the children and their needs
(Lauritzen et al. 2014). While the longitudinal study’s
low response rate (50% pre-test, 41% post-test, 25%
follow-up) limits applicability, it has tracked practi-
tioner use of the Family Assessment Form and practi-
tioners’ experience of family conversations (Lauritzen
et al. 2018). Initially, 41% of practitioners reported
using the Family Assessment Form (Lauritzen et al.
2014) increasing to 72% reporting using it five years
later (Lauritzen et al. 2018). A minority of practition-
ers reported a high level of experience of family con-
versations (20% in 2010, 23% in 2013, 26% in 2015)
showing no significant increase despite the introduc-
tion of Child Talks intervention between 2010 and
2013 (Lauritzen et al. 2018). After the introduction of
Child Talks, 31% of practitioners’ reported offering it
and 25% delivering it (Lauritzen et al. 2014).

Practitioner use is a more established research sub-
ject in the study of family of origin interventions (Berry
& Haddock 2008; Bucci et al. 2016; Ince et al. 2016)
and hence can provide a reference point for research
in this field. These uptake rates however, vary widely,
ranging between 0 and 53% (Bucci et al. 2016; Ince
et al. 2016). Bucci et al. (2016) propose that this range
could relate to both the data collection methods (objec-
tive verses subjective measures) and lack of clarity
about what is being measured (offering, delivering or
receiving a family intervention). They suggest that
clearer reporting procedures would support establish-
ing baseline expectations of uptake rates by obtaining
more accurate implementation rates (Bucci et al. 2016;
Ince et al. 2016).

Practitioners’ application of evidence-based interven-
tions is important for service users’ access to their ben-
efits (Maybery et al. 2015). Given the scarcity of
translation research in this field, understanding practi-
tioners’ application of Let’s Talk, an evidence-based
practice, is important to help guide future implementa-
tion and workforce development initiatives. This pre-
sent study follows up practitioners from the eight
AMHS engaged in the RCT study of Let’s Talk in Vic-
toria, Australia, detailing their use of Let’s Talk within
3–5 years post-training.

AIMS

This study used two research questions to frame the
investigation: (i) What was the practitioners’ application
of Let’s Talk after training? (if and how practitioners
delivered Let’s Talk), and (ii) What practitioner and/or
workplace factors influenced practitioners’ use and
delivery of Let’s Talk?

METHOD

Study context

A four-year RCT of Let’s Talk was conducted in adult-
focused mental health and family service sectors in Vic-
toria, Australia (Maybery et al. 2017). Implementation
was overseen by a state-wide body. A master trainer
model was utilized that provided presentation material
with handouts and outlines for practice supervision ses-
sions. FaPMI (Families where a Parent has a Mental
Illness) coordinators, who are service-development per-
sonnel working within AMHS, supported local imple-
mentation including selecting and supporting local
trainers. State-wide coaches supported local staff to
deliver training and supervision in their setting (Good-
year et al. 2016b). Service and Program Management
had to commit to oversee implementation of Let’s Talk
during the RCT through an expression of interest
application process. Local implementation varied across
sites. The current study explores practitioners’ delivery
of Let’s Talk following training, focusing on the five
rural and three metropolitan AMHS involved in the
RCT study mentioned above.

Sample and procedure

FaPMI coordinators at each of the eight AMHS identi-
fied practitioners trained during the RCT and who
were still employed at their service. Each service’s reg-
ister of identified practitioners was compared to the
research database and used to develop a combined reg-
ister of 172 trained practitioners remaining in the eight
AMHS (out of a total trained n = 211). These practi-
tioners were invited to participate via an individual
email link in Qualtrics software (Qualtrics, Provo, UT,
USA; Nov 2018 https://www.qualtrics.com) and in hard
copy format distributed by the FaPMI coordinators at
their site. Reminder emails were sent at 4, 5, and
6 weeks.
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Measures

A questionnaire to explore practitioners’ application of
Let’s Talk was developed in partnership with FaPMI coor-
dinators (available from corresponding author upon
request). The questionnaire included items about practi-
tioners’ demographics (age, gender, parental status, work
hours, workplace and team, place trained, profession, work
role, years of experience in role, highest qualification, pre-
vious training relating to supporting parents with mental
illness with dependent children), items about training and
support they received (type of training; online only, face-
to-face only or combination and if practice support was
available and accessed), and items about their delivery of
Let’s Talk in the first and second year post-training and in
the 12 months prior to the questionnaire invitation.

The delivery of Let’s Talk items included differentiating
between ‘offering’ and ‘delivering’ Let’s Talk, in keeping
with Bucci et al.’s (2016) recommendations for consistent
definitions for implementation rates. As a result, Let’s Talk
implementation was divided into three types of delivery;
Offering Let’s Talk (preliminary discussion-only), Partial
(preliminary discussion and discussion 1), and Complete
(preliminary discussion, discussions 1 and 2) (see Table 1).

Delivery of Let’s Talk items also included the per-
centage of the participants’ caseload that were parents,
the diagnosis of parents they offered Let’s Talk to, the
number of parents who the practitioners had delivered
each delivery type of Let’s Talk with, the point of
engagement they offered Let’s Talk (initial engage-
ment, established engagement, prior to discharge), and
if and how they adapted Let’s Talk.

The questionnaire was piloted with practitioners and
FaPMI coordinators (n = 9) on two occasions; firstly
for content and secondly for online navigation. As a
result, changes were made to the formatting, language,
and detail of information to be collected.

Data analysis

The online data were de-identified and combined with
anonymous data from hard copies, checked for

anomalies and entered for statistical analysis into IBM
SPSS Statistics for Windows, version 25.0. (IBM Corp.
Released 2017. Armonk, NY, USA). One outlier was
identified for one case that had first used Let’s Talk
with a parent 48 months after training and so was
removed from the related analysis. Where a participant
indicated weeks or months since use but did not indi-
cate the number of weeks or months, missing data
were replaced with the series’ mean. Likewise, where a
practitioner indicated they offered a type of Let’s Talk
but did not indicate how many parents they delivered
the type of Let’s Talk to, the sample’s mean was used
to replace the missing data (Rubin et al. 2007).

Frequencies and summations were used to determine
‘Use of Let’s Talk’ data. As the distribution of the use of
Let’s Talk variable violated the rules for normality, Spear-
man’s Rho correlation analysis was used to examine the
relationship between the various components being stud-
ied. To determine predictors of the use of Let’s Talk,
gender, worker’s parental status, hours of work, team
type, profession, worker role, training type, parent’s diag-
nosis, and point of engagement at which Let’s Talk was
offered were analysed by chi-square tests, one-way
ANOVA, linear regression, and multinomial logistic
regression. Where needed, categorical variables were con-
verted to dummy variables for the regression analysis.

Answers from open-ended questions included in the
questionnaire, such as ‘if adapted, how did you adapt
it?’, were placed into a matrix for analysis informed by
Elo and Kyng€as (2008) description of content analysis.
Applying a deductive approach (Elo & Kyng€as 2008),
the questions were used to frame the analysis and cate-
gories were derived based on the type and purpose of
the adaptation.

RESULTS

Participants

The study participants consisted of n = 73 of the n = 172
invited practitioners from eight AMHS who were trained
in Let’s Talk during the RCT. The majority of partici-
pants came from one metropolitan service (56%) with the
other seven AMHS each contributing between 1% and
10% of the sample. The sample represents between 26%
and 55% of eligible practitioners from each service (see
Table 2). Table 3 presents participants’ self-reported
demographics. Most were female and/or from metropoli-
tan services working in community treatment or rehabili-
tation teams and were trained with a combination of
online and face-to-face training.

TABLE 1 Types of Let’s Talk delivery

Let’s Talk Type

Component of Let’s Talk

Preliminary

Discussion

Discussion

1

Discussion

2

Offer of Let’s Talk U

Partial Delivery of Let’s Talk U U

Complete Delivery of Let’s Talk U U U
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Practitioner’s application of Let’s Talk after
training

As noted above, delivery of Let’s Talk was divided into
three types; Offering Let’s Talk, Partial delivery of
Let’s Talk, and Complete delivery of Let’s Talk. Most
participants delivered Let’s Talk after training (n = 43,
59%), with the majority delivering more than just the
Offer of Let’s Talk (preliminary discussion-only)
(n = 30, 70%) (see Table 4).

Over all time periods, 63 complete Let’s Talk inter-
ventions were delivered to parents by 19 practitioners
(26%), each delivering it between 1 and 11 times.
Seventy partially completed Let’s Talk interventions
were delivered by 16 practitioners (22%), with each
delivering it between 1 and 29 times (see Table 5).
The majority of practitioners who delivered any type of
Let’s Talk did so to more than one parent (77%,
n = 33, range = 1–58). The greater the extent of deliv-
ery of Let’s Talk, the lower the practitioner’s average
deliveries was (Offer 5.20, Partial 4.38, Complete 3.29).
The use of Let’s Talk was also seen to decline over
time, both in the number of practitioners delivering
and the mean number of deliveries of all types of Let’s
Talk: Offer, Partial, and Complete (see Table 5).

In the previous 12 months, 22 practitioners in five
of the eight services delivered any type of Let’s Talk
with one service delivering simply the Offer of Let’s
Talk. Ten practitioners in four services delivered 23
Partial or Complete deliveries of Let’s Talk in the past
12 months (mean 2.30 range = 1–6). Seven of those
practitioners came from service four (Table 6).

The majority of practitioners who used Let’s Talk
delivered it as described always or most of the time
(n = 34, 56%). Approximately one third (33.9% n = 21)
stated they had made adaptations to support

engagement or to fit into everyday practice. The major-
ity of adaptations were to enable engagement with the
parent, including changing the language to better fit
the parent’s cultural or educational needs or needs
associated with the parent’s acuity and cognitive ability,
as determined by the practitioner. Practitioners also
indicated they used a flexible delivery style, such as
delivering Let’s Talk in smaller chunks over longer
periods of time, shorter sessions to suit the parent’s
level of wellness or condensing it to fit with family
availability. Some described adaptations to fit the ser-
vice system, such as delivering a shortened version to
fit the model of care. Additionally, several practitioners
described adaptations to the questions completed in
discussion one, subsequently incorporated into the
model.

Practitioners reported delivering Let’s Talk to par-
ents with a wide range of diagnoses (schizophrenia
41%, depression 37%, bipolar 32%, anxiety 25%, psy-
chosis 23%, and other 7%). The majority of Let’s Talk
sessions were reported to be offered to parents when
practitioners already had an established relationship
with the parent (80%, n = 45).

Influencers on practitioners’ use and delivery of
Let’s Talk

Training and support
The majority of practitioners who used Let’s Talk deliv-
ered it within 2 months of being trained (n = 29, 73%)
and all but one delivered within the first 12 months
(refer to method’s section). A Spearman’s correlation
was run to determine the relationship between the use
of Let’s Talk and the time taken from training to deliv-
ery. While there was a medium (Cohen 1988), negative
correlation between all types of Let’s Talk delivered

TABLE 2 Response rate by service

Service

Metro/

Rural

Practitioners at service

trained

Practitioners sent

survey

No. responded to

survey

Response rate

at service (%)

Per cent of total

respondents

1 Rural 10 9 5 55 7

2 Rural 33 27 7 26 10

3 Rural 8 8 4 50 6

4 Metro 110 92 41 45 56

5 Rural 21 19 6 32 8

6 Metro 11 3 1 33 1

7 Metro 14 8 4 50 6

8 Rural 4 4 2 50 3

Undefined NA NA 2 3 NA 4

Total 211 172 73 42 100
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and the number of months to first use, the correlation
was only significant for delivery of the Offer of Let’s
Talk (rs = �0.449* n = 27, P = 0.019), indicating that
the longer it took to first deliver Let’s Talk, the more

likely practitioners were to only deliver the Offer of
Let’s Talk. A chi-square test showed no difference
between practitioners who used Let’s Talk and those
who did not in regards to their training type X2(4,
N = 64) = 2.36, P > 0.05. A one-way ANOVA also
found no significant differences between training type
and delivering any type of Let’s Talk.

Of the 62% (n = 45) of practitioners in services
offering practice support more than half attended ses-
sions (n = 26, 54%). There was a medium significant
correlation between practice support used and deliver-
ing all types of Let’s Talk (rs = 0.330* n = 48,
P = 0.022) and specifically for the delivery of the Offer
of Let’s Talk (rs = 0.399* n = 48, P = 0.005). Only 16%
of those using practice support saw it as helpful to a
great or very great extent (N = 5), with 31% rating it
as not at all helpful (N = 10, mean = 2.34, SD = 1.26).
Practitioner’s reasons for not using practice support
related to meeting times that did not fit their workload
or schedule, a perception that the meetings were not
valued and the practitioner’s own lack of use of Let’s
Talk or access to parents.

Caseload
On average, 14% of the practitioners’ caseloads
included clients who were parents, over all time frames
studied. Twenty-three per cent of practitioners also
indicated they had no parents on their caseload at one
point during the study period. There was a strong sig-
nificant correlation between the number of all types of
Let’s Talk delivered and the percentage of parents on
the practitioner’s caseload (rs = 0.523* n = 37,
P = 0.001), indicating caseload availability and the
delivery of Let’s Talk are related.

Practitioner characteristics
Correlations were seen between the number of deliver-
ies of Let’s Talk and certain practitioner factors. For all
types of Let’s Talk delivered, a medium significant

TABLE 3 Demographic Information of the practitioners

Demographic information N = 73

Age (years) Mean (SD) 46

(9.7)

Range 26–62
Gender Female (%) 55 (75)

Male (%) 16 (22)

Not identifying (%) 2 (3%)

Workplace location Metropolitan (%) 46 (63)

Rural (%) 24 (33)

Parental status Yes (%) 53 (73)

No (%) 19 (26)

Not identified (%) 1 (1)

Work hours Full time (%) 41 (56)

Part time (%) 30 (41)

Other/Missing (%) 2 (3%)

Team type Community treatment (%) 34 (47)

Community rehabilitation (%) 13 (18)

Bed-based rehabilitation (%) 5 (7)

Integrated (%) 3 (4)

Acute – bed-based/ community

(%)

3 (4)

Other (%) 9 (12)

FaPMI (%) 5 (7)

Not identified (%) 1 (1)

Profession Psychiatric nurses (%) 32 (44)

Social worker (%) 22 (31)

Occupational therapist (%) 9 (13)

Psychologist (%) 5 (7)

Other (%) 4 (6)

Work role Practitioner (%) 55 (75)

Manager (%) 5 (7)

Other (%) 12 (17)

Not identified (%) 1 (1)

Years of experience in

role

Mean (SD) 11

(8.4)

Range 1–30
Highest qualification Certificate and diploma (%) 9 (13)

Degree and grad dip/honours

(%)

43 (59)

Master’s and doctorate (%) 20 (27)

Not identified (%) 1 (1)

Previous relevant

training

Yes (%) 26 (36)

Types Workplace learning (%) 12 (16)

COPMI eLearning (%) 10 (14)

Broad family-focused practice

(%)

5 (7)

Formal training (%) 5 (7)

Let’s Talk Training type Online only 7 (11)

Face-to-face only 13 (20)

Combined online and face-to-

face

44 (69)

TABLE 4 Practitioner’s Use of Let’s Talk based on Let’s Talk type

Practitioner’s use of

Let’s Talk

No. of practi-

tioners

Per cent of

total

Cumulative

Per cent

Used Let’s Talk

All types (43) (59) —
Offer of Let’s Talk 13 18 18

Partial & Complete

delivery

30 41 59

Not used Let’s Talk 30 41 100

Total 73 100 —
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correlation was seen for practitioners’ being female
(rs = 0.316* n = 71, P = 0.007) and a small significant
negative correlation for practitioners’ years in current
job (rs = �0.234* n = 72, P = 0.048). There were no
significant correlations between the number of deliver-
ies of Let’s Talk and any other practitioner factors
(profession, worker role and hours of work, practi-
tioner’s parental status, point of engagement used Let’s
Talk). Linear regression was used to predict the deliv-
ery of Let’s Talk by type, based on five correlated
demographic variables (team type – community treat-
ment and rehabilitation, female, and years of experi-
ence in current role – 5 years and under, over
15 years). No significant predictors were found for the
delivery of any types of Let’s Talk.

Multinomial logistic regression was performed to
assess the impact of profession and gender on practi-
tioners’ application of Let’s Talk (No use, Offering
Let’s Talk, delivery of Partial and Complete Let’s Talk).
The latter two categories were compared to the refer-
ence group ‘No use of Let’s Talk’. The full model con-
taining four independent variables (Female, Nurse,
Social Worker, Occupational Therapist) as predictors
was statistically significant v2(8, N = 71) = 17.55,
P = 0.025, indicating that the model was able to pre-
dict practitioner’s application of Let’s Talk based on
the independent variables. The model predicted
between 21.9% (Cox and Snell R square) and 25.1%
(Nagelkerke R square) of the variance of practitioners’
Let’s Talk delivery. As shown in Table 7, gender and

profession had a significant impact on practitioners
who delivered Let’s Talk partially or in full. These
results indicate that being female (odds ratio = 0.22)
and being a Social Worker (Odds ratio = 0.11) made a
statistically significant contribution to the model (see
Table 7).

DISCUSSION

This is the first study to detail practitioners’ application
of Let’s Talk in AMHS exploring what influenced their
delivery. The majority of practitioners offered Let’s
Talk to parents on their caseload and approximately
40% delivered it. Most also delivered the model as
designed. We also found that practitioner’s application
of Let’s Talk was influenced by their gender, profes-
sion, access to practice support, time since training and
caseload availability.

Importantly, this study provides a baseline for future
implementation of Let’s Talk. While studies of related
interventions such as the Family Assessment Form and
Child Talks report similar and higher rates of sustained
use (Lauritzen et al. 2018), there are no comparable
published studies. The Finnish study of the Effective
Family Programme does not detail delivery rates of
Let’s Talk specifically, indicating only that all trainees
were using the new methods described in the Effective
Family Programme six months post-training (Toikka &
Solantaus 2006). The breadth of that programme com-
bined with an enhanced master-trainer implementation

TABLE 5 Let’s Talk delivered over all time periods

Types of Let’s Talk

delivered

No. practitioners

delivering† (%)

Times

delivered

Total no.

delivered

Mean times

delivered

Standard

Deviation

Delivered

> 1 (%)

Delivered 2–5
times (%)

All Types of Let’s Talk

All time periods 43 (59) 1–58 299 6.95 9.99 33 (77) 20 (47)

Offer of Let’s Talk

All time periods 32 (44) 1–29 166 5.20 5.95 24 (75) 15 (47)

First 12 months 25 (34) 1–15 3.39 2.95

Second 12 months 14 (19) 1–8 3.15 1.87

Last 12 months 15 (21) 1–6 2.50 1.68

Partial Delivery of Let’s Talk

All time periods 16 (22) 1–29 70 4.38 6.99 10 (63) 8 (50)

First 12 months 10 (14) 1–15 3.10 4.48

Second 12 months 9 (12) 1–8 2.33 2.35

Last 12 months 8 (11) 1–6 2.25 2.05

Complete Delivery of Let’s Talk

All time periods 19 (26) 1–11 63 3.29 2.63 14 (74) 11 (58)

First 12 months 17 (23) 1–4 2.38 1.11

Second 12 months 8 (11) 1–4 2.14 1.25

Last 12 months 3 (4) 1–3 1.67 1.15

†Practitioners counted more than once.
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model makes it difficult to use these rates to compare
to the current study.

Norwegian follow-up studies of the identification
and support of children of parents with a mental illness
have the only uptake and continued use rates for simi-
lar interventions for this population (Lauritzen et al.
2018). These studies indicate that 72% of practitioners
reported using the Family Assessment Form and Child
Talks was offered by 31% and delivered by 25% of

practitioners after training (Lauritzen et al. 2018; Lau-
ritzen et al. 2014). Other studies on family or recovery
interventions, not focused on the parenting role, have a
broad range of documented uptake rates (0–53%)
(Egeland et al. 2017; Ince et al. 2016). In the current
study, 59% (n = 43) of respondents offered and 41%
(n = 30) delivered Let’s Talk (across the study period).
Continued use of Let’s Talk was seen in 21% (n = 15)
of respondents offering and 13% (n = 10) delivering

TABLE 6 Sustained use of Let’s Talk at each AMHS as measured by practitioners delivering Let’s Talk in the previous 12 months

Service Offering Let’s Talk Partial & Complete Delivery of Let’s Talk

1 No. of practitioners 2 1

Mean deliveries of Let’s Talk 3.50 6.00

Total deliveries of Let’s Talk 7 6

2 No. of practitioners 2 1

Mean deliveries of Let’s Talk 3.00 1.00

Total deliveries of Let’s Talk 6 1

3 No. of practitioners 0 0

Mean deliveries of Let’s Talk 0 0

Total deliveries of Let’s Talk 0 0

4 No. of practitioners 9 7

Mean deliveries of Let’s Talk 2.28 1.57

Total deliveries of Let’s Talk 21 11

5 No. of practitioners 0 0

Mean deliveries of Let’s Talk 0 0

Total deliveries of Let’s Talk 0 0

6 No. of practitioners 0 0

Mean deliveries of Let’s Talk 0 0

Total deliveries of Let’s Talk 0 0

7 No. of practitioners 0 1

Mean deliveries of Let’s Talk 0 5.00

Total deliveries of Let’s Talk 0 5

8 No. of practitioners 2 0

Mean deliveries of Let’s Talk 2.00 0

Total deliveries of Let’s Talk 2 0

TABLE 7 Multinomial logistic regression assessing impact of profession and gender on use of Let’s Talk (No use, Offering Let’s Talk, delivery of
Partial & Complete Let’s Talk) using with No use as reference

Variable Independent variable B Std. Error Odds Ratio (95% Confidence Interval)

Offering Let’s Talk (n = 12) Female �1.981 1.12 0.14 (0.02/1.24)

Nurse �0.254 0.99 0.78 (0.11/5.42)

Social Worker �0.181 1.23 0.83 (0.08/9.28)

Occupational Therapist 0.629 1.43 1.88 (0.11/30.73)

Delivery of Partial & Complete

Let’s Talk (N = 30)

Female �1.534 0.73 0.22 (0.05/0.90)*

Nurse �0.492 0.97 0.61 (0.09/4.07)

Social Worker �2.172 1.03 0.11 (0.02/0.86)*

Occupational Therapist �0.776 1.13 0.46 (0.05/4.18)

*Statistical significant at P < 0.05, Reference group ‘no use of Let’s Talk’ n = 29.
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Partial or Complete Let’s Talk in the previous
12 months. While these rates are less than those above
in interventions for the same population, there are
challenges for comparison due to the small sample
sizes, the different interventions and the different con-
texts. More routine reporting on practitioner applica-
tion of interventions using comparable measures is
needed to build a clearer picture about rates. Regular
and clearer data on practitioner’s application of inter-
ventions can enable realistic expectations and the tai-
loring of implementation to support sustainability.

The documentation in this study of offering (Prelim-
inary discussion-only) and delivering (Partial and Com-
plete) Let’s Talk, builds a clearer picture of
practitioners’ application of Let’s Talk that can be used
for future comparison (Bucci et al. 2016; Ince et al.
2016). While larger rates for offering than delivering
an intervention have been noted where the rates have
been delineated (Ince et al. 2016), the decline in rates
as more components of Let’s Talk are included, sug-
gests a need to understand what facilitates completion
of Let’s Talk with a parent. This study’s results suggest
that gender and profession might be important contrib-
utors, with female practitioners and social workers
being significant predictors of delivery of Partial or
Complete Let’s Talk. Other studies have also found dif-
ferences by gender and profession, with being female
(Goodyear et al. 2016a; Korhonen et al. 2010) and
being a social worker (Maybery et al. 2014; Skogøy
et al. 2019) identified as predictors of family-focused
practice in AMHS. Further research is warranted to
explore the influence of these factors and the perspec-
tives of both the practitioner and parent on facilitators
of completing Let’s Talk.

The relationship between a practitioners’ caseload
and their use of Let’s Talk also needs further consider-
ation. Parents are estimated to make up 20–33% of cli-
ents in Australian AMHS (Fudge et al. 2004; Maybery
et al. 2009); however, in this study, practitioners
reported lower percentages of parent-clients (14%).
While this may be a reflection of a lack of awareness of
clients’ parental status which is not uncommon in
AMHS (Maybery & Reupert 2006), the service systems
had greater attention on identification of parents dur-
ing the RCT, decreasing the likelihood of this as an
explanation. Furthermore, this study highlighted that
practitioners did not always have a caseload of parents,
indicated by 23% of practitioners having no parents at
any one point over the study period. This combination
of low and fluctuating percentages of parents-clients
impacts a practitioner’s opportunity to deliver Let’s

Talk and the ability for the practice to stay current
enough for them to have the confidence to use it. This
and the finding that most who delivered Let’s Talk did
so within 2 months of being trained, would suggest that
training should be targeted to practitioners likely to uti-
lize Let’s Talk or with access to parents at the point of
training completion. This could be further enabled
through altering allocation systems so that trained prac-
titioners are assigned parents or involved in shared care
models where parent-clients have more than one prac-
titioner. While these strategies may be helpful, it may
be necessary to support practitioners to also refresh
their potential loss of skills and confidence resulting
from fluctuating access to deliver Let’s Talk in practice.

In keeping with literature on the importance of sup-
port after training (Lyon et al. 2011), this study found
accessing practice support positively linked with the
use of Let’s Talk. It was clear, however, that just hav-
ing practice support available does not mean that prac-
titioners will use it or perceive it as useful, suggesting
that attention to the role, applicability and marketing
of practice support is important. With the constraints
of the known barriers of the time-pressured, crisis-dri-
ven AMHS (Goodyear et al. 2015; Ince et al. 2016;
Maybery et al. 2016), it would seem important to co-
develop systems of support with practitioners that fit
their workload. Additionally, such support systems
could be tailored to support those delivering Let’s Talk
for the first time, as well as for those already using
Let’s Talk. Given the short time-frame from training to
practice for those who did use Let’s Talk, there is per-
haps a window of opportunity to provide targeted
intense support in the first 2 months, geared to sup-
porting practitioners to first deliver Let’s Talk. Further
practice support might then facilitate practitioners’
mutual learning in incorporating it into practice, and
regaining familiarity and/or confidence after gaps in
use.

Incorporating new interventions into everyday prac-
tice often requires adjustments to the intervention and/
or the workplace (Greenhalgh & Papoutsi 2018; Kerris-
sey et al. 2017). Approximately one third of practition-
ers in this study indicated the need to adapt the
intervention to fit the parent’s needs (language, well-
ness and family situation). These adaptations could be
understood as the flexibility mental health practitioners
commonly apply to address alliance and engagement
issues critical for their work (Martin et al. 2000; Stir-
man et al. 2012). Another adaptation reported, of fit-
ting Let’s Talk within service models, highlights a
balancing of the fidelity of Let’s Talk with
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implementation in pressurized systems. Further
research exploring the conditions for and reasoning
behind the adaptations made will give richer informa-
tion to assist in implementation. A clearer understand-
ing of the mechanisms of Let’s Talk will also be
important to ensure practitioners deliver core elements
of the intervention while adapting it to their service
systems.

Practitioners continuing to use Let’s Talk are an
important part of sustaining parents’ access to its bene-
fits. The decline both in the number of practitioners
using Let’s Talk and the mean deliveries in the last
12 months, highlight a need to understand more fully
what facilitates practitioners continuing to deliver Let’s
Talk over time. As noted above, gaps in opportunity to
utilize Let’s Talk may challenge the ability for practition-
ers to retain skills and confidence. While ongoing sup-
port and training are known to promote sustainability
(Block et al. 2018) and will be useful for sustaining Let’s
Talk practice in AMHS, there may be other factors that
enable practitioners to continue to use Let’s Talk. Other
facilitators of family-focused practice with this popula-
tion are noted as policy-frameworks, organizational cul-
ture (Beibel et al. 2015; Grant & Reupert 2016; Grant
et al. 2019) and systems and structures that support
whole of family approaches (Goodyear et al. 2015; Grant
& Reupert 2016; Tchernegovski et al. 2018). These may
also be contributing factors to promote practitioners’
continued use of Let’s Talk. Greater understanding is
needed about what facilitates practitioners continued
use of Let’s Talk, in order to tailor strategies that enable
parents’ sustained access to its benefits.

Limitations

Self-reported data from memory is subject to the possi-
bility of practitioners inflating or minimizing rates of
use and parent-caseload percentages. Future research
could include prospective data collection, using this
study’s parameters to explore the impact on sustained
practice change. Regular implementation-data collec-
tion can also enable organizations to understand chal-
lenges in the implementation process while also
advancing the field.

While the sample represents the total possible popu-
lation adequately, it poses some limitations. The greater
representation of allied health practitioners found in
this study compared to the current Victorian mental
health workforce (State of Victoria 2018) may influence
the outcomes regarding professional influences and the
smaller numbers overall limit the statistical analysis and

inferences that can be made. Additionally, one site’s
greater representation poses further questions regard-
ing workplace factors that may be interacting. That
being said, given the exploratory design, the findings
give a baseline that enables future comparisons.

This study adds significant information regarding
building Let’s Talk into sustained practice, however, it
is only a part of what is needed. Comparing practi-
tioner use to outcomes for parents will be important
for further study in order to understand if and how
partial versus complete use of Let’s Talk impacts par-
ent outcomes (Maybery et al. 2017).

CONCLUSION

As the first study to detail the application of Let’s Talk
over time in AMHS, this paper provides valuable infor-
mation of practitioners’ real-world use of Let’s Talk
after training, establishing a baseline to inform future
implementation studies. The low and fluctuating case-
load highlights challenges in the translation to real-
world practice that may contribute to the low rates of
uptake and continued use. Organizational adjustments
have potential to support use, however, more informa-
tion is needed to understand the mechanisms of Let’s
Talk that are core to its outcomes and perspectives
from parents and practitioners on what facilitates com-
pleting and continued use of Let’s Talk.

RELEVANCE FOR CLINICAL PRACTICE

While known benefits of Let’s Talk include improved
outcomes for families, children and parents in families
where a parent has a mental illness, it is difficult to
integrate family-focused interventions into everyday
practice in AMHS. This study explores practitioners’
application of Let’s Talk after training. Understanding
practitioners’ use of Let’s Talk helps AMHS build pro-
visions such as enhanced post-training support, to boost
uptake and continued use enabling parents with a men-
tal illness to access the benefits of the intervention.
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7.5 Paper 3: Continued capacity: factors of importance for 
organisations to support continued Let’s Talk practice – a 
mixed methods study 

This paper presents the methods, findings and implications of the mixed methods study on 

organisational capacity of the eight AMHS. After presenting the findings based on the analysis of its 

own data, the paper also presents a discussion on the findings merged with the previous 

practitioners’ application paper. This paper was published in Volume 29 Issue 6 of the International 

Journal of Mental Health Nursing on 11 November 2020. The complete paper can be found over the 

page. 
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ABSTRACT: Sustainability is a desired outcome of implementation. Understanding how organizations
support new practices after implementation is important for sustainability. Let’s Talk about Children
(hereby referred to as ‘Let’s Talk’), a family-focused intervention with parents with a mental illness,
improves family, parent, and child outcomes. Little is understood about how organizations support
sustained practice. The study aimed to (i) understand the implementation process that occurred in eight
adult mental health services during a previous randomized controlled trial; (ii) establish their continued
capacity to embed Let’s Talk; and (iii) explore links between organizational capacity and sustained delivery
by practitioners. This mixed method study used a questionnaire and individual interviews to collect data
on the implementation process and current organizational capacity to support Let’s Talk 12months after
the randomized controlled trial. Links between organizational capacity and the adult mental health
services with practitioners’ continuing to use Let’s Talk in the past 12 months were explored. Services with
higher current organizational capacity scores had practitioners currently delivering Let’s Talk. These
services had all made changes to their organizational structures to support Let’s Talk practice. All services
experienced significant changes during and after implementation, influencing sustainability of Let’s Talk.
Addressing organizational capacity appears to be important to enable sustainability of Let’s Talk
implementation endeavours. Real-world settings are constantly changing systems requiring ongoing
tracking and adjustments to understand and support sustainability. Internal service development staff
appear to support the shaping of organizational capacity to support Let’s Talk; however, broader
organizational support is needed for change within a complex system.
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INTRODUCTION

Sustainability is an underlying aim of implementing
new evidence-based practices into health care. Until
recently, there has been limited focus on what happens
after implementation (Greenhalgh et al. 2004a; Stirman
et al. 2012). Research on the sustained use of innova-
tions has identified wide variability in outcomes, in
part, complicated by how sustainability is defined
(Hailemariam et al. 2019; Lennox et al. 2017). Com-
monly, the focus on sustainability has been on the con-
tinuation of client benefits as seen in the family
interventions study by Solantaus et al. (2010) or on the
continued use of the intervention by practitioners as
seen in Toikka and Solantaus (2006). While these com-
ponents of sustainability are important, they are only
part of the picture. Drawing on Scheirer and Dearing
(2011) and Shediac-Rizkallah and Bone’s (1998) defini-
tions of sustainability, Stirman et al. (2012) suggest that
the continued organizational capacity to support the
practice into the future is another important measure.
While the intervention can only provide benefit if the
practitioner can deliver it faithfully, a practitioner can
only deliver the intervention if the organization enables
it through policy, leadership, training, support, and
monitoring. The continued organizational capacity
focuses on how the organization maintains these infras-
tructures and systems in order to support continued
practice. This paper explores continued organizational
capacity of Adult Mental Health Services (AMHS) in
the context of implementing a family-focussed interven-
tion, Let’s Talk about Children, hereby referred to as
‘Let’s Talk’.

BACKGROUND

Let’s Talk is an evidence-based intervention with par-
ents with a mental illness, which promotes the health
and wellbeing of their children (Siegenthaler et al. 2012;
Solantaus et al. 2015). Developed in Finland and imple-
mented in Europe, Asia, and Australia, this brief prac-
tice model uses a series of strength-based conversations
between the parent and the practitioner to promote the
agency of the parent and social networks around the
child (Giannakopoulos et al. 2015; Maybery et al. 2019;
Solantaus & Toikka 2006; Solantaus et al. 2009; Ueno
et al. 2019; Karibi & Arblaster 2019). While positive out-
comes for families, parents, and children have been
found (Siegenthaler et al. 2012; Solantaus et al. 2015)
and studies have tracked practitioners’ continued use

(Allchin et al. 2020a; Toikka & Solantaus 2006), there is
limited understanding of sustainability in the context of
the organization’s capacity to support the practice.

Let’s Talk was implemented in eight AMHS in Vic-
toria, Australia, in a randomized controlled trial (RCT)
with implementation support which evaluated the
effectiveness of Let’s Talk as a parent recovery tool
(Maybery et al. 2017). A study exploring the perspec-
tives of leaders and implementers at the end of the
RCT identified that the implementation context across
the eight services was an important consideration for
understanding sustainability of Let’s Talk (Allchin et al.
2020b). This current study explores the implementation
process of each of the eight AMHS and their continued
organizational capacity to support practice 12 months
after the RCT.

Sustainability of new practices is dependent on a
complex collection of interacting factors occurring at
multiple levels (Stirman et al. 2016). Influences are
found in the environment external to the organization
such as the policy and legislation framework within
which the organization operates and in the internal
organizational environment through leadership, culture,
and structures; resources available such as training and
education. Further influences are found in the pro-
cesses for sustaining practice such as monitoring, evalu-
ation, and efforts to align the intervention and the
setting (Stirman et al. 2012).

Many reviews have identified and consolidated fac-
tors into various implementation theories, frameworks,
and models that contribute to understanding about
how practices in a range of settings can be sustained
(Damschroder et al. 2009; Fixsen et al. 2005; Green-
halgh et al. 2004b; Moullin et al. 2015). While the
resulting models and frameworks give researchers and
implementers useful tools, they have been developed
to serve different purposes. As a result, a number of
frameworks may need to be combined to address a
particular project (Moullin et al. 2015).

The specific focus of this paper is to establish the
current capacity to support Let’s Talk practice while
also documenting the implementation process that had
occurred during the previous RCT. Consequently, no
one framework or model is able to address the needs
of this project. Three frameworks were drawn on to
develop a measure tailored to fit the research ques-
tions: the Consolidated Framework for Implementation
Research (CFIR) (Damschroder et al. 2009), The
National Health Service (NHS) Sustainability Model
(Maher et al. 2007), and two of the National
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Implementation Research Network’s (NIRN) assess-
ments (Blase et al. 2013; Fixsen et al. 2015).

AIMS

This study aimed to establish the process of implemen-
tation of Let’s Talk utilized by the eight AMHS during
the RCT and their continued capacity to embed it into
standard practice in adult mental health settings
12 months after the completion of the RCT. The
research questions explored: (i) what was the imple-
mentation process engaged by the AMHS; (ii) what
organizational capacity does the AMHS have currently
to support Let’s Talk practice; and (iii) how does the
current organizational capacity relate to practitioners’
continued delivery of Let’s Talk.

METHOD

Study Context

Eight AMHS in Victoria, Australia, participated in a
RCT of Let’s Talk with implementation support
between 2013 and 2017 (Goodyear et al. 2016; May-
bery et al. 2017). Services were recruited to the trial
through an expression of interest process that
required senior managerial commitment to support
implementation. While a statewide body oversaw
implementation providing consistent training materials
as well as coaching and support to each AMHS
implementing team (Goodyear et al. 2016), local
implementation varied across sites. A follow-up study
explored the application of Let’s Talk by practition-
ers in those eight AMHS trained during the RCT
using a questionnaire with closed and open-ended
questions (Allchin et al. 2020a). Allchin et al.
(2020a) established that four AMHS had practition-
ers continuing to deliver Let’s Talk in the past
12 months.

As part of a multiphase follow-up of these eight
AMHS 12 months post the RCT, this present study
explored the organizational capacity of all sites in order
to understand the impact of the supported implemen-
tation process employed during the RCT. The study
documents AMHS implementation process and current
organizational capacity to support Let’s Talk 12 months
after the trial. The relationship between current organi-
zational capacity and continued delivery by practition-
ers in the past 12 months is explored through
comparison with Allchin et al.’s (2020a) study of practi-
tioners’ application of Let’s Talk.

Study design

A mixed method study was used to establish the imple-
mentation process and the continued organizational
capacity to support the delivery of Let’s Talk at each
site. A questionnaire with open-ended questions was
developed for completion 12 months after the RCT by
each service’s Families where a Parent has a Mental
Illness (FaPMI) coordinator and organizational man-
ager. FaPMI coordinators are employed in a service
development role within all AMHS in Victoria, Aus-
tralia, as a capacity building initiative funded by the
State Government (State Government of Victoria 2007,
2016). The questionnaire was designed to collect initial
data on the implementation and organizational capacity
of the AMHS during the trial period and beyond. The
self-administered questionnaire was chosen as a cost
effective method to enable participants to gather, as
accurately as possible, the information required so as
to map the implementation process and current organi-
zational capacity to support Let’s Talk within their
respective organization. This design also accommodated
for the potential of participants not being personally
involved in the implementation of the completed RCT.

Due to the complexity of the information collected
in the questionnaire, a follow-up phone call to the
FaPMI coordinator was employed to clarify responses
on the questionnaire, supporting credibility through
ensuring clarity and consistency in the data supplied
and in understanding of the questions asked of them
(Guba 1981).

Additionally, managers from each AMHS were
invited to participate in semistructured interviews to
put the Let’s Talk implementation and organizational
capacity data into context within the organization’s
usual structures to support practice change. This pro-
cess of triangulation of data is recommended to
enhance validity through providing a more complex
picture to be built that accounts for the intrinsic biases
of participants (Miles & Huberman 1994).

Participating organizations

The eight AMHS that had participated in the previous
RCT were emailed an explanatory statement and a
request for involvement via the current FaPMI coordi-
nator and senior manager. In several services, the peo-
ple in the role of the FaPMI coordinator and/or senior
manager positions had changed since engaging in the
RCT. As the nature of the questionnaire enabled par-
ticipants to collect organizational information, the
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requirement of personal knowledge or experience of
the implementation process was not necessary.

Measures

The two organizational data collection tools (question-
naire and interview) used in the study were informed
by implementation and sustainability frameworks. As
more than one framework is commonly required to fit
a particular application (Moullin et al. 2015), three
commonly cited frameworks with aspects relevant to
the research question guided the development of mea-
sures.

The CFIR (Damschroder et al. 2009) was used to
define the areas for investigation through mapping
the previous RCT study (Maybery et al. 2017) against
the domains and factors. The CFIR is described as a
determinant framework (Nilsen 2015) and enables
researchers to focus on relevant aspects through
drawing factors from the literature into five domains:
intervention characteristics, outer settings, inner set-
tings, characteristics of the individuals involved, and
the process of implementation (Damschroder et al.
2009).

The retrospective focus of this study required ques-
tions to evaluate the implementation process and iden-
tify existing organizational capacity components that
support sustainability. While no assessment fitted the
specific focus of the study, the applied implementation
tools from the NIRN frameworks and the NHS Sus-
tainability Model informed the development of ques-
tions relevant to the research question. The two NIRN
assessments, stages of implementation (Blase et al.
2013) and implementation drivers (Fixsen et al. 2015),
are tools designed for implementers and local teams to
assess their current stage during an implementation
process. These assessments informed questions about
the implementation process, administration, and leader-
ship processes. The NHS Sustainability Model is a tool
that supports healthcare leaders to sustain practice
change through identifying strengths and weakness in
their implementation strategy (Maher et al. 2007). Its
focus on sustainability informed questions about orga-
nizational capacity to support Let’s Talk. The question-
naire was piloted with FaPMI coordinators for
relevance of content and ease of navigation.

The custom-built questionnaire (see part one of
Supplementary Material 1) was divided into three
parts: (i) demographics details of the participant and
organization, (ii) questions about the implementation
process, and (iii) questions asking about current

organizational capacity to support Let’s Talk. Demo-
graphic details included size, location, and configura-
tion of services as well as profession, role, and years of
experience of the informant. The implementation pro-
cess questions explored the research engagement pro-
cess for the implementation of Let’s Talk; vision and
plans the organization had for engaging in the research
trial; the implementation support put in place at the
setting; and the selection process, training, and support
offered to practitioners. The organization’s current
capacity to support Let’s Talk explored how Let’s Talk
fitted existing organizational goals, strategies, policies,
and procedures, as well as the infrastructure they had
to train and support practitioners and identify parent
needs, and the role and understanding of leadership.

The semi-structured interview for managers (see
part two of Supplementary Material 1) explored the
implementation of Let’s Talk and the organization’s
usual methods of supporting practice development.
Questions regarding the implementation of Let’s Talk
included asking about the plans the service had for
implementing Let’s Talk, the different stakeholders that
were engaged, and what was done to enable the fit of
Let’s Talk within their organization. Exploring the
organization’s usual methods of supporting practice
included questions about how the organization imple-
ments and supports other practice as well as the feed-
back systems the service uses for reinforcing and
enabling organizational change.

Procedure

Twelve months after the completion of the RCT, each
of the eight AMHS were invited to participate via an
email to the current senior manager and FaPMI coor-
dinators. Participation involved the completion of the
organizational questionnaire with a follow-up phone
call to the FaPMI coordinator to clarify details and a
30-min semi-structured telephone interview with a
senior manager to put the information collected into
context.

FaPMI coordinators were sent an individual email
link to the online organizational questionnaire in Qual-
trics software (Qualtrics, Provo, UT, USA, Nov 2018
https://www.qualtrics.com). A word version was emailed
for those who preferred to complete the questionnaire
as a hard copy. The purpose of the questionnaire was
to document the service’s implementation process dur-
ing the RCT and to establish each site’s current capac-
ity to support Let’s Talk practice. The invitation
suggested they consult with others within the

© 2020 Australian College of Mental Health Nurses Inc.

1134 B. ALLCHIN ET AL.

Page | 122

Full text can be found https://doi.org/10.1111/inm.12754©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://www.qualtrics.com


organization and gather information from organizational
documentation to develop as complete an organiza-
tional picture as possible. A follow-up phone call was
arranged with each FaPMI coordinator (n = 8) to build
greater clarity and support comparison between ser-
vices. Annotated notes were documented on the orga-
nizational questionnaire using Microsoft OneNote
(2013).

The FaPMI coordinator was asked to identify a
manager who could contribute to understanding the
organization’s implementation process and current
capacity to support Let’s Talk. This manager was
invited via email to participate in a 30-min semistruc-
tured interview to put the information gathered in the
previous stage into a broader organizational context. In
three AMHS, managers did not respond to the invita-
tion. Interviews were audio-recorded and notes taken
concurrently. Data management inspired by Halcomb
and Davidson (2006) used the direct audio, question-
naires, and annotations for mapping the implementa-
tion process and current organizational capacity to
support Let’s Talk practice.

Ethics

Participants gave written informed consent prior to
participation. The summarized matrix of each service’s
data was returned to the informants to check for
misunderstandings in categorization and to ensure
identifying data were removed. Ethics approval was
granted by Monash University Human Research Ethics
committee (ID. 4536) and the eight health service
ethics committees.

Data analysis

Organizational data were entered into Microsoft Excel
(2013) for analysis using a content analysis approach
(Hsieh & Shannon 2005). The responses from the
questionnaire and interviews were collated into a
matrix, coding responses deductively into categories
identified in the implementation and sustainability liter-
ature. Each of the nine current organizational capacity
elements was given a score of one if found to be pre-
sent. These were summed to give a total score by ser-
vice and by current capacity. Scoring of the
organization’s current capacity was compared to Allchin
et al.’s (2020a) study of practitioners’ application of
Let’s Talk to identify links between the current organi-
zational capacity score and AMHS with practitioners
continuing to deliver Let’s Talk.

RESULTS

The results section documents a profile of the eight
AMHS, their implementation process, and the organi-
zation’s current capacity to support Let’s Talk practice,
before presenting links between these and the continu-
ing use by practitioners.

Current Service profiles

The AMHS profile was collated from the completed
questionnaire and follow-up phone calls with the current
FaPMI coordinators (n = 8) and semistructured inter-
views with the managers (n = 5). Four AMHS had
changes to FaPMI coordinators during or after the RCT,
and six AMHS had different senior managers since the
beginning of the RCT. Managers contacted during the
study included three in senior manager roles within the
mental health program and two in middle manager roles
with oversight of teams involved in the trial.

Most of the eight AMHS had structures that
included location-based integrated teams providing ser-
vices across the community treatment and rehabilita-
tion spectrum for adult mental illness. Some AMHS
include acute assessment and intake in their work,
while others had separate intake and/or crisis assess-
ment teams. There was a mix of rural, regional, and
metropolitan locations. Major changes to the organiza-
tional structures had occurred in five organizations dur-
ing the period of implementation such as complete
change to management staff, restructure of the organi-
zation’s teams, new management structure, and models
of practice. The other three had minor changes such as
changes to models of care, meeting structure, and/or
some staffing changes.

Additionally, AMHS with current practice of Let’s
Talk was derived from a previously study that collected
practitioner data (Allchin et al. 2020a). Of the practi-
tioners (n = 73) who returned the practitioner survey,
10 practitioners from four AMHS had delivered Let’s
Talk in the past 12 months (Service 1 (n = 1), Service
2 (n = 1), Service 4 (n = 7), and Service 7 (n = 1))
(Allchin et al. 2020a). While the other four services
had practitioners who had delivered Let’s Talk, they
had not done so in the previous 12 months. See
Table 1.

Implementation approaches

Implementation approaches in the eight AMHS docu-
mented reasons for engagement, changes made to
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enable the fit of Let’s Talk to the service and structures
supporting implementation (mapped in Table 2).

Fit with the Organization
AMHS reported engaging with the RCT of Let’s Talk
with different intentions. Four AMHS had clear inten-
tions to implement Let’s Talk as part of their service
and saw the RCT as an opportunity to support the pro-
cess. Two other services (Service 3 and 8) indicated
that while there was not servicewide support, the vision
of the FaPMI coordinator had been to use the trial as
a stepping stone to service implementation. Others
indicated that they were waiting for the results of the
RCT to decide to implement beyond the trial or not.

While five AMHS indicated that Let’s Talk fitted
their service priorities at the time of implementation,
participants reflected that these were philosophical pri-
orities rather than financial or resource priorities. As
shown in Table 2, half of the AMHS made changes to
the organizational processes during the RCT to fit Let’s
Talk. These included the development of guidelines,
policy, or key performance indicators; using the rede-
velopment of documentation to integrate the collection
of parenting status; or adding prompts about Let’s Talk
and building new practice support systems for practi-
tioners. All AMHS indicated they had offered post

training support; however, the specificity, intensity, and
mandatory nature of it varied across services. Some
required practitioners to regularly attend group reflec-
tive practice specifically targeted at Let’s Talk, some
offered it without such requirement, while others made
informal mentors available on an as needs basis at the
request of the practitioner. No organization indicated
that they had specifically planned to cease implementa-
tion of Let’s Talk; however, two indicated that the
implementation support and Let’s Talk practice had
‘petered out’.

Leadership
In five organizations, leadership and the structures they
provide were reported to play a pivotal role in imple-
mentation. Leadership engagement documented
included senior managers giving authority and vision
and middle managers overseeing day-to-day working.
Two AMHS reported that senior and middle manage-
ment were not active in the implementation with one
of those indicating that senior allied health staff were
more important supporters. In six AMHS, the FaPMI
coordinator was identified as the key staff for imple-
mentation. As can be noted in Table 2, five organiza-
tions documented a clear implementation group or
committee with one of those (Service 4) indicating the

TABLE 1 Organizational demographics

Service

Metro/

rural

Type of service

delivery

Let’s Talk first

engaged

Practitioners delivering

Let’s Talk in past

12 months‡
Service

changes

Data collected

Audit

Interviews

FaPMI

Coord Manager

1† Rural Integrated teams sep.

intake

2015 1 Minor U U Middle

manager

2† Regional Integrated teams sep.

intake

2014 1 Major U U Senior

manager

3 Regional Integrated teams sep.

intake

2014 Major U U

4† Metro Separate community

teams

2012 7 Minor U U Senior

manager

5 Regional Integrated teams sep.

intake

2015 Minor U U Senior

manager

6 Metro Integrated teams sep.

intake

2015 Major U U

7† Metro Integrated teams sep.

intake

2012 1 Major U U Middle

manager

8 Regional Integrated teams incl.

intake

2014 Major U U

†AMHS with practitioners delivering Let’s Talk in the past 12 months as identified by Allchin et al. (2020a).
‡Data collected in study on Practitioners’ application of Let’s Talk about Children intervention in adult mental health services (Allchin et al.

2020a).
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group was focused on research outcomes. Two other
AMHS (Service 1 and 2) indicated that there were
requirements to report through existing management
committees. Changes in the leadership staff and struc-
tures during the RCT changed the leadership support
and reporting structures in some of the AMHS midway
through implementation.

Current capacity

The organization’s current capacity was mapped across
nine domains as indicated in Table 3.

Leadership
All services except one reported having designated staff
currently overseeing the support of Let’s Talk. In six
AMHS, the FaPMI coordinator, either alone or in part-
nership with a manager, was identified as the key staff.
Leadership was identified as having an active role in
driving current practice of Let’s Talk in four of the ser-
vices.

Data and its use
Five AMHS collected data about parents and children.
This was in addition to mandatory fields included in
the government-required demographic data asking a
consumer who they are living with where one option is
‘living with children’. The data collected varied across
services with integrated consumer intake systems col-
lecting general information about family or specific par-
enting status and/or number of children, as well as
audit-based systems collecting data at regular intervals
on number of parents, children with or without ages,
and/or interventions (i.e. Let’s Talk) offered. Three of
those services identified that they used these data to
target Let’s Talk with prompts on recovery plans, clini-
cal review meetings or key performance indicators
tracking the offering of Let’s Talk.

Fewer services reported tracking practitioner capa-
bility in relation to Let’s Talk with one AMHS identify-
ing collecting practitioner’s current use through three
monthly audits and two identifying systems to identify
whether practitioners were trained in Let’s Talk.

TABLE 2: Implementation process matrix

Service

Metro/

rural

AMHS

planned to

implement

Let’s Talk Leadership role

Implementation

group/committee

Key person-

nel

Priority

fit Plan

Changes made to service

to fit Let’s Talk

1† Rural No active role FaPMI and

champions

U Parent status in new

documentation

2† Regional U Senior leadership

approval and reporting

at committees

FaPMI only U Reflective practice.

Developing new

documentation with

prompts for Let’s Talk

3 Regional Senior leadership

initially until changes

then no active role

U FaPMI only U None

4† Metro U Senior leadership vision

and plan. Middle

management reporting

enabling

U FaPMI,

champions,

and middle

manager

U U Policy and KPI. New

documentation with

prompts for Let’s Talk

5 Regional U Senior leadership

approval and drive.

Team manager led

working group

U Team

managers

U U None

6 Metro Senior allied health only U FaPMI and

senior allied

health

U None

7† Metro U Senior and middle

management

U Senior allied

health and

champions

U U Support structures set-up.

Guidelines developed. No

policy

8 Regional No active role FaPMI only None

†AMHS with practitioners delivering Let’s Talk in the past 12 months as identified by Allchin et al. (2020a).
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Practice support
Six organizations identified having some current mecha-
nisms for practitioners to get support and feedback on
their practice and performance in Let’s Talk. No organi-
zation had Let’s Talk specific practice support but six
identified that Let’s Talk was or could be incorporated
within current systems for mentoring, supervision, sec-
ondary consults, and group reflective practice.

Fit with Organization
At the point of the study, only two organizations identi-
fied having policy or procedures that specifically identi-
fied the use of Let’s Talk; however, three identified it
could possibly fit within current policy or procedures.
Four identified it as fitting the current goals and strategic
plans with its inclusion in models of care, monitoring,
and/or policy; however, one of those identified that while
Let’s Talk was a part of the overall vision, it is not a pri-
mary priority. Two organizations identified they were
focusing on other family interventions currently.

Capacity measures
The nine current capacity components were tallied both
across services and across components to identify the
number of components present in each service; measur-
ing a services capacity to support Let’s Talk, as well as
the number of services within each component; measur-
ing the commonality of components of current capacity.
See Table 3 current organizational capacity.

Tallying the number of components present in each
service revealed a great diversity between the eight ser-
vices in their current capacity to support Let’s Talk,
with one service on each pole of the range and four
closer to the middle (scoring at four, five, and six out
of nine).

The most common components seen across the
eight AMHS included overseeing staff, collecting data,
and infrastructure for practice support. The least com-
mon components included knowing whether practition-
ers were using Let’s Talk, having an infrastructure to
enable training to be provided when it was needed,
using the data collected on parents, children, or fami-
lies to target the use of Let’s Talk and having policy or
procedures govern delivery of Let’s Talk.

Implementation, organizational capacity, and
continued practice

The organization’s implementation approach and cur-
rent capacity to support Let’s Talk were compared with
data on practitioners’ delivery of Let’s Talk in the pastT
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12 months (Allchin et al. 2020a). In that study, four
organizations (Services 1, 2, 4, and 7) were docu-
mented as having at least one practitioner continuing
to deliver Let’s Talk (Allchin et al. 2020a). With one
exception (Service 5), organizations with higher current
capacity scores (four and above) had at least one prac-
titioner documented as delivering Let’s Talk over the
past 12 months. All four AMHS noted to have continu-
ing practice in Allchin et al. (2020a), had made changes
to their service to enable the fit of Let’s Talk. Three of
the four had intended to implement Let’s Talk across
their organization and had used the RCT as an oppor-
tunity to enact their plan.

DISCUSSION

This study set out to document the implementation pro-
cess and current capacity to support Let’s Talk and
explore links to its continued delivery by practitioners in
the AMHS. The results discussed below suggest that
organizational capacity influences continued Let’s Talk
practice, with key components being intentions to imple-
ment and making organizational changes. Commonalities
of capacity components are then discussed before
exploring sustainability in the context of complexity.

Organizational capacity influencing continued
practice

Senior leadership with their ability to create an autho-
rizing environment has been identified as a key factor
for supporting sustainability (Aarons et al. 2016; Allchin
et al. 2020b). In this study, the four AMHS with senior
leadership engagement (Service 2, 4, 5, and 7) were
also the four that had engaged in the RCT with the
intention of implementing Let’s Talk in their service.
Implementation intentions enable organizational invest-
ment in the intervention and change process (Allchin
et al. 2020b), supporting whole-of-organization buy-in
which is important for sustaining the implementation
of an evidence-based practice (Swain et al. 2010). Only
three of these four (Services 2, 4, and 7), however, had
practitioners continuing to deliver it one year after the
completion of the RCT. These three had also made
organizational changes to accommodate Let’s Talk.
These included developing or making changes to poli-
cies, practice guidelines, and documentation as well as
set-up structures to support and/or monitor practition-
ers. An additional AMHS (Service 1) had also made
organizational changes to fit the organization to Let’s
Talk despite the lack of senior leadership engagement

or a servicewide intention to implement Let’s Talk.
This was the fourth AMHS with practitioners continu-
ing to deliver Let’s Talk. This finding supports Proctor
et al.’s (2011) and Scheirer and Dearing’s (2011) argu-
ment that organizational adjustments to fit a new inter-
vention increase the likelihood of sustainability.
Furthermore, it suggests that the organization’s inten-
tion to implement Let’s Talk was linked with greater
organizational investment which enabled the fitting of
Let’s Talk to the setting.

The link between continued practice and the cur-
rent capacity score was evident both in the AMHS with
the highest continued practice having the highest score
in current capacity and also in four of the five AMHS
that scored four and above having at least one practi-
tioner continuing to deliver Let’s Talk. These results
concur with Markstr€om et al.’s (2018) findings that
more implementation components correlated with pro-
gram sustainability in their pilot of the Sustainable
Implementation Scale (SIS). The only capacities com-
mon to all four AMHS with practitioners continuing to
deliver Let’s Talk were practice support infrastructure
and overseeing staff which were also shared with
AMHS without continued use. Common capacities to
at least two of those four AMHS also included: collect-
ing data, using data to target Let’s Talk, fitting the
goals and strategic plan, and having active leadership
support. These three areas, data and its use, the fit of
the intervention to the organization and active leader-
ship, are identified as important for sustainability in
other studies (Lennox et al. 2017; Markstr€om et al.
2018; Stirman et al. 2012). Each AMHS had different
ways of addressing those capacities. For example, data
collection included an open-ended question with a
prompt about family and children at entry to one ser-
vice, demographic data incorporating a routine set of
questions about parental status with names and ages of
children in another and a three monthly audit of Let’s
Talk practice incorporating parental status, number of
children, and their ages in another. It is unclear how
these differences impact sustainability.

Commonalities in capacity components

The unique role of the FaPMI coordinators in these
AMHS may have shaped the characteristics of which
capacity components were most and least common.
The three components most commonly reported by the
AMHS; overseeing staff, infrastructure for practice sup-
port, and collecting data, are components within the
scope of the role of the FaPMI coordinator. In most
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AMHS, the FaPMI coordinator had a key role for over-
seeing Let’s Talk which fits within their core task of
building workforce capacity to deliver evidenced-based
family-inclusive interventions (State Government of
Victoria 2007, 2016). While there was no Let’s Talk
specific practice support, the infrastructure for practice
support that most AMHS had is reflective of the mech-
anisms developed and supported by FaPMI coordina-
tors for practitioner’s skill development such as
secondary consultation (The Bouverie Centre 2019).
Data collection fits within another of their core tasks
requiring identification of consumers who are parents
and their children (State Government of Victoria
2016). In the absence of a mandated statewide parental
data suite, FaPMI coordinators have supported local-
ized systems and the development of an AMHS audit
tool (Thomas & Goodyear 2019) which has been used
for regular auditing against standards of practice for
this population (Goodyear et al. 2015). While the lack
of centralized systems for collecting data for parental
status, children, and family complicates comparison
across services and diminishes its priority, these unique
roles embedded within AMHS appear to have sup-
ported localized continued capacity.

The least common components seen across the eight
AMHS such as data systems that monitor practitioner’s
practice, training infrastructure that knows when or
where training is needed and individual consumer data
used systemically to direct service delivery, require
complex integrated systems within an organization
(Braithwaite et al. 2018). This level of continued orga-
nizational capacity is beyond the scope of roles such as
FaPMI coordinators and requires whole-of-organization
engagement. For the coordination of multiple facets of
the organization, there is a need for vision and direc-
tion which are commonly communicated through lead-
ership in policy and procedures (Moullin et al. 2018), a
component only seen in two AMHS. Implementing
Let’s Talk with the intention of continued practice
requires organizational investment that can link the
internal systems (Braithwaite et al. 2018). A policy
framework might be a tool that can communicate
direction to enable the cross-linking of systems and
drive the use of data to target Let’s Talk practice, mon-
itor practitioner use, and direct training.

While links between continued practice and current
capacity can be seen above, the exceptions are impor-
tant to note. Service 1 did not have the intention of
servicewide implementation of Let’s Talk and yet were
able to make changes to their organization to accom-
modate Let’s Talk and were one of the four services

that had at least one practitioner with continued prac-
tice. Service 5 did have the intention of implementing
Let’s Talk across their service and yet did not make
accommodating changes and also did not have practi-
tioners continuing to use Let’s Talk as documented in
Allchin et al. (2020a). While it is beyond the scope of
this study to explore these exceptions, key learnings
might be missed and wrong conclusions made if excep-
tions are not noted (Laws 2013). As it is, the results
from these two AMHS are warnings to be cautious of
simplistic conclusions that do not take account of the
complexity of both the settings and implementation
process.

Complexity and sustainability

The complexity of implementing in real-world settings
is highlighted in this study. During the implementation
process, all organizations experienced internal and/or
external changes with more than half experiencing sig-
nificant changes. Changes in the environment in which
the organization works included changes to government
policy, funding, and mandates which resulted in adjust-
ments to or development of new models of care. Addi-
tionally, internal organization changes to staffing,
leadership personnel, and structure resulted in changes
to the organizational capacity and culture as well as the
momentum and priority for Let’s Talk. These organiza-
tional shifts highlight the challenges of implementing
in continually changing settings. Additionally, the cur-
rent capacity results are a reminder that Let’s Talk is
one priority within many for these organizations,
reflecting the reality that AMHS are systems within co-
evolving systems incorporating multiple players and
models competing for attention (Greenhalgh &
Papoutsi 2018; Plsek & Greenhalgh 2001). Braithwaite
et al.’s study (2018) suggest that while complexity
thinking does not make effecting change easier, it is
vital to be able to address the real world in which we
inhabit. This study reinforces the need to track organi-
zational efforts to support ongoing delivery of Let’s
Talk to help understand and plan for sustainability of
Let’s Talk practice. Key factors that need to be consid-
ered in combination include how Let’s Talk fits into
the organization, what the organization’s intention is
for implementing Let’s Talk, how the organization
enables Let’s Talk to fit their current models of prac-
tice, how the organization enables staff to be trained
and supported, and how the organization plans to track
if Let’s Talk is being done and is producing the
expected outcomes.
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Tailored local Implementation

The need for locally owned implementation strategies
is highlighted in this study. Research trials may provide
the momentum for embarking on a change process,
and this RCT was additionally accompanied by a state-
wide implementation approach that required buy-in by
senior management (Goodyear et al. 2016; Maybery
et al. 2017). It would appear from this study, however,
that the sustainability of Let’s Talk requires a more
nuanced approach that equips AMHS to monitor and
adapt implementation to the dynamic reality of their
real world. Such locally tailored implementation would
need to address the key factors mentioned above to
build ownership and enable it to be integrated into the
organization.

Strengths and Limitations

The retrospective nature of the data collection process
has the potential limitation of only capturing data that
is clearly documented and would be particularly influ-
enced those services where there was turnover in the
staff. The use of the self-administered questionnaire
that enabled participants to gather accurate information
from other informants was designed to minimize this
limitation. Additionally, the reliability of the data col-
lected was strengthened with the use of follow-up
interviews with all the FaPMI coordinators to clarify
the content collected and with most managers in order
to understand the organizational context. Furthermore,
the linking of the organizational capacity with the sus-
tained practitioners’ use of Let’s Talk provided two
measurement levels strengthening the study’s under-
standing about the sustainability of Let’s Talk.

As a snapshot in time of the current organizational
capacity, this study does not capture any previous
efforts to provide a foundation for the sustainability of
Let’s Talk. This results in a limited understanding how
the implementation efforts engaged during the RCT
interacted with the organization at a local level. Fur-
ther research exploring sustainability within the organi-
zational history would enable a more complete
understanding of the interacting systems that have sup-
ported sustainability of Let’s Talk.

CONCLUSION

This study demonstrates the importance of an organiza-
tion’s capacity to support continued practice of Let’s
Talk. While the organizational capacity profiles of the

four AMHS with practitioners with continued use were
diverse, making changes to fit Let’s Talk clearly is an
important factor. The role of internal service develop-
ment staff appears to significantly shape the AMHS
capacity to support the sustaining of Let’s Talk. How-
ever, a number of capacity components involve the
interlinking of multiple complex systems which require
broad organizational engagement. Greater depth of
understanding about organizational capacity compo-
nents can help shape future implementation.

RELEVANCE TO CLINICAL PRACTICE

While sustaining new practices after implementation is
known to be challenging, this study has provided prac-
tical guidance for AMHS to sustain Let’s Talk. Internal
service development staff appear to support continued
organizational capacity through overseeing implementa-
tion, influencing data collection, and providing oppor-
tunity for practice support. Integration of the complex
internal systems is needed to use consumer–parent
data to drive service delivery and support the training
and monitoring of practitioners’ use of Let’s Talk. This
integration may be possible through senior leadership
engagement and supportive policy frameworks.
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7.6 Phase two summary  
These two parallel studies separately established sustained practice (Study 2) and sustained capacity 

(Study 3) of the eight AMHS. The merging of the two studies’ results enabled this phase to establish 

what had been sustained in the eight AMHS (see Figure 9).  

Figure 9. Phase two in the multiphase embedded mixed methods design 

 

 

The practitioner study (Study 2) identified that most practitioners delivered Let’s Talk as it was 

described in the manual with the majority of modifications related to supporting engagement with 

the parent (Allchin, O’Hanlon, Weimand, & Goodyear, 2020). Based on outcomes found in previous 

studies of Let’s Talk, anticipated benefits to parents could be expected from delivering Let’s Talk as 

manualised. Five of the eight AMHS had practitioners who had either offered or delivered Let’s Talk 

to parents on their case load within the past 12 months. In one of those five services, parents had 

only been offered Let’s Talk rather than having it delivered. The remaining four services were 

therefore identified as having practitioners who had continued practice in sustaining key elements of 

Let’s Talk (Allchin, O’Hanlon, Weimand, & Goodyear, 2020). 

The organisational capacity study (Study 3) identified each organisations’ capacity to support Let’s 

Talk practice with an organisational capacity score (Allchin, Weimand, et al., 2020). While there was 

no cut off in the organisational capacity score to identify an organisation as having sustained 

capacity, the merging of the two studies’ results found that organisations with higher capacity scores 
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had practitioners still delivering Let’s Talk. The capacity that seemed to be more important was 

making changes to their organisational structures to support Let’s Talk practice.  

Having established what sustainability had occurred, the research shifts to the second sub-question 

of ‘what key elements were critical’. In order to answer this sub-question, one of the four identified 

AMHS with sustained practice and organisational capacity were invited to collaborate in a 

participatory case study to explore how the established sustainability had been able to occur. That 

was the focus of phase three and is described in the next chapter (Chapter 8). 
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Chapter 8 Phase three: What key elements 
enabled sustainability of practice and 
capacity of Let’s Talk 

This chapter outlines the third phase of this research which used a participatory case study to 

explore how sustainability had occurred in one of the four AMHS that had practitioners continuing to 

use Let’s Talk and a higher organisational capacity to support Let’s Talk. The chapter first gives an 

overview of the phase, a synopsis of the study and then explains the relevance of the study to the 

overall research. The study’s method, finding and implications are then presented in the paper 

published in the International Journal of Mental Health Systems on 9 July 2020 (see p.137–156; 

Allchin, O’Hanlon, Weimand, Boyer, et al., 2020). The chapter concludes by explaining the 

significance of what was learnt in the study for the next phase of the research.  

8.1 Overview and relationship to the thesis 
Having established what had been sustained in the eight AMHS, the focus of this phase was to 

understand how and why that sustainability had occurred. A participatory case study (Study 4; 

Allchin, O’Hanlon, Weimand, Boyer, et al., 2020) was chosen to build an explanatory model of what 

had enabled one AMHS to be able to have practitioners with sustained practice of Let’s Talk and 

their organisational capacity to support the practice. Case studies allow for exploration of complex 

entities in their real-world context (Thomas, 2011) and explanatory models are useful for explaining 

how and why something has happened (Yin, 2009) while also illuminating complexity that can 

support sustainability (Davidoff, 2019).  

8.2 Study 4 synopsis: An explanatory model of factors enabling 
sustainability of Let’s Talk in an Adult Mental Health Service 

Background, aims and method 

A Local Research Group was established to partner in this phase to co-construct the explanatory 

model. This partnership was chosen to integrate their contextual understandings into the knowledge 

building (Simons, 2009) and also to support local knowledge development in the AMHS. The Local 

Research Group, selected by the FaPMI coordinator and senior manager, included practitioners, 

quality and operational management personnel, a FaPMI coordinator and a lived experience worker. 

Through a series of five participatory workshops, each 1 ½ to 2 hours long, data were co-

constructed, collected from documents and analysed. Analysis followed Wolcott’s (1994) approach 

for transforming data through description, analysis and interpretation. Key influences at that AMHS 
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were inductively identified to build a localised understanding of what had been important for 

sustainability of Let’s Talk. These were then compared against implementation and sustainability 

frameworks including the CFIR (Damschroder et al., 2009), Scheirer & Dearing’s (2011) generic 

conceptual framework for sustainability and the Active Implementation Frameworks (Blase et al., 

2012) to deductively refine the influencers, map interrelationships and patterns and develop an 

explanatory model.  

Findings and implications 

The findings created an explanatory model of influencers of sustained practice and capacity at the 

AMHS highlighting their intertwined nature. The model identified how a foundation was established 

for the factors affecting sustainability through the exisitance of resources and the organisation’s 

prior capacity. There were three categories of factors affecting sustainability: the parent-consumer, 

the organisation and the practitioners. Each of these worked in combination to support 

sustainability and all of these were also enabled by the broader external context. The study found 

that the nature of sustainability was a messy process that included setbacks and the restarting of 

implementation. 

The findings suggest that sustainability is the result of multiple factors working together and might 

be more likely when Let’s Talk is linked to the existing organisational identity, capacity, structures 

and relationships. Supporting mutual adaptations to improve the fit of Let’s Talk to the organisation 

might also make sustainability more likely.  

The study’s findings can support AMHS in the implementation of Let’s Talk by giving a picture of real-

world sustainability of Let’s Talk within the context of a changing internal and external environment 

that requires ongoing attention.  

Reflexive note 

As noted in the findings and discussion in Paper 4 (Allchin, O’Hanlon, Weimand, Boyer, et al., 2020), 

individuals within the organisation shaped its direction and culture. It is important to note that as a 

researcher embedded in this AMHS, I was one of these individuals. As postulated by this paper and 

the thesis overall, however, my presence alone would not have enabled the level of sustainability 

the organisation showed. A supportive existing organisational capacity gave a foundation for the 

introduction of Let’s Talk. This included an organisational identity that valued research and a history 

of family, children and carer support, existing influential relationships in the field and existing 

organisational structures to support family work.  Added to this, the ownership and engagement of 

leadership gave the authorising environment that enabled my role to influence organisational 

functioning. This in turn created an opportunity for re-implementation plans to be developed and 
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systems to monitor use. It must be noted though that my passion and research interest however, 

would have certainly strengthened the organisation’s capacity to sustain Let’s Talk. 

8.3 Paper 4: An explanatory model of factors enabling 
sustainability of Let’s Talk in an Adult Mental Health 
Service: a participatory case study 

This paper was written in collaboration with the Local Research Group and presents the methods, 

findings and implications of the participatory case study of one AMHS. It was published on 9th July 

2020 in the International Journal of Mental Health Systems. 

Citation: Allchin, B., O’Hanlon, B., Weimand, B.M., Boyer, F., Cripps, G., Gill, L., Paisley, B., Pietsch, S., 

Wynne, B., and Goodyear, M. (2020). An Explanatory Model of Factors Enabling Sustainability of 

Let’s Talk in an Adult Mental Health Service: a participatory case study. International Journal of 

Mental Health Systems, 14, Article 48, https://doi.org/10.1186/s13033-020-00380-9  
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sustainability of let’s talk in an adult mental 
health service: a participatory case study
Becca Allchin1,2* , Brendan O’Hanlon3, Bente M. Weimand4,5, Fran Boyer2, Georgia Cripps2, Lisa Gill2, 
Brooke Paisley2, Sian Pietsch2, Brad Wynne2 and Melinda Goodyear1,6

Abstract 

Background: While effective interventions have been developed to support families where a parent has a mental 
illness in Adult Mental Health Services, embedding and sustaining them is challenging resulting in families not having 
access to support. This study developed an explanatory model of influencers that had enabled sustainability of the 
Let’s Talk intervention in one service.

Methods: A participatory case study was used to build an explanatory model of sustainability at the service using 
theoretical frameworks. Qualitative and quantitative data was collected about practitioner’s practice and the organisa-
tion’s implementation process and capacity to support practice. A local research group worked with the researcher 
using a transforming data approach through description, analysis and interpretation.

Results: Influencers were grouped into four major categories: (1) External social, political and financial context, (2) 
Resources, (3) Prior organisational capacity and (4) Sustainability Factors. The last category, Sustainability factors, was 
divided into three subcategories: (4.1) Practitioner (4.2) Organisation and (4.3) Parent-Client. These categories form part 
of an explanatory model for the key influencers of continued practitioner practice and organisational capacity to sup-
port practice.

Conclusions and implications for practice: In this case study, the pre-existing organisational context along with 
practitioner, organisation and parent-client factors operated together to influence sustainability. The results suggest 
that sustainability is more likely to be supported by both linking Let’s Talk to existing organisational identity, capacity, 
structures and relationships and by supporting mutual adaptations to improve the fit. Additionally, by understanding 
that setbacks are common and ongoing adjustments are needed, implementers are able to have realistic expecta-
tions of sustainability.

Keywords: Sustainability, Let’s Talk, Case study, Adult Mental Health, Participatory research

© The Author(s) 2020. This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, 
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zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Background
Research in the past two decades highlights how fami-
lies are faced with greater challenges in their day to day 
lives when a parent experiences mental illness [1, 2]. The 
symptoms and treatment can disrupt a parent’s ability to 
attend to their children’s needs, disturbing the parent–
child relationship required for healthy child development 
[2, 3]. Changes in roles and responsibilities in families 
can additionally complicate family dynamics [4]. The 

Open Access

International Journal of
Mental Health Systems

*Correspondence:  Rebecca.allchin@monash.edu
1 School of Rural Health, Faculty of Medicine, Nursing and Health 
Sciences, Monash University, Clayton, VIC, Australia
Full list of author information is available at the end of the article

Page | 137

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

http://orcid.org/0000-0001-8249-4304
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13033-020-00380-9&domain=pdf


Page 2 of 16Allchin et al. Int J Ment Health Syst           (2020) 14:48 

consequential intergenerational mental health challenges 
in families, including poorer outcomes for children, has 
led to a call for mental healthcare practices to take fam-
ily-oriented perspectives [4–6]. As a result, a wide range 
of effective interventions tailored to different needs, pop-
ulation and settings has been developed [7, 8].

Let’s Talk about Children (Let’s Talk) was developed 
as part of a public health initiative for adult psychiatric 
services in Finland. It is a series of conversations between 
the practitioner and parent that bring into focus the well-
being of their children while supporting the parent’s role 
in enabling everyday family life in the context of adver-
sity [9–11]. Studies of Let’s Talk have focused primarily 
on the safety and feasibility of its use [12, 13], outcomes 
for children and parents [14, 15] and changes to practi-
tioner’s practice after training [16–18]. Let’s Talk has 
been adapted for Australian use with freely available 
online training and resources (emergingminds.com.au). 
It was piloted and used with supported implementation 
in a randomised control trial (RCT) in Victoria, Australia 
[19, 20].

Adult Mental Health Services (AMHS) in Victoria, 
Australia, provide specialist clinical care for people with 
severe mental illness or disorders through a range of 
service models. One-third to one-fifth of people receiv-
ing services from AMHS are estimated to be parents of 
dependent children [5, 21, 22]. While parents are a sig-
nificant percentage of AMHS service recipients, inter-
ventions for families where a parent has a mental illness, 
such as Let’s Talk, are not yet part of their regular service 
delivery. Organisational and practitioner factors have 
been identified as contributing to this gap. The models 
of practice common in AMHS are driven by policy and 
funding that focus on the adult as an individual and work 
in episodes of care to manage a crisis [23]. Furthermore, 
gaps in practitioners’ skills, knowledge and confidence 
to work with families [24–26], perpetuated by a lack of 
regular access to parents on their caseload [27], have 
limited the use of these interventions in everyday prac-
tice. To mitigate these, the growing body of research into 
implementation [28, 29], has been applied to practices for 
supporting parents with a mental illness [19, 30]. Sustain-
ing such practices, however, has had less focus. It is not 
known what aspects of sustainability are generic to any 
implementation in AMHS and which may be specific to 
family-focused practices such as Let’s Talk. Understand-
ing how to embed and sustain effective interventions is 
important for enabling families to access the support 
they need as part of routine mental health practices [31].

Sustainability can be understood as an ongoing adapta-
tion process that enables the fit of an intervention within 
a changing context [32]. Sustainability is a desired out-
come of an implementation process so that end-users 

continue to receive the benefits provided by the inter-
vention, delivered by practitioners who are continuing 
to use the intervention, within a system that supports 
practitioner’s use [33]. Studying sustainability of Let’s 
Talk, therefore, requires a focus on both the practitioner’s 
practice and the organisation’s mechanisms to support 
practitioners use.

Greenhalgh and Papoutsi [34] advocate that health ser-
vice research needs study designs that understand organ-
isations as complex systems with dynamic interactions 
that also interrelate with the implementation process. 
Explanatory models developed from case studies can 
explore how and why something has happened within the 
complexities of real-world contexts through retrospective 
storytelling that provide descriptive examples of a change 
process [35–40]. Participatory approaches generate real-
world knowledge collectively with those involved in the 
practices. This process can increase the legitimacy and 
the applicability of that knowledge to practice [41–43]. 
Taking a participatory approach to developing an explan-
atory model engages participants in the research process 
of analysis and interpretation to enable the findings to 
be put to use within their own setting [43–45]. As the 
research on the sustainability of health practices is yet to 
be applied to Let’s Talk, a participatory case study build-
ing an explanatory model of the sustainability journey 
within a real-word setting can support theory develop-
ment in this area [46].

Study aims
This study aimed to develop an explanatory model of 
influencing factors (influencers) that enabled sustainabil-
ity of Let’s Talk in an AMHS with continued Let’s Talk 
practice. Two research questions framed the investiga-
tion; (i) what influencers enabled continued use of Let’s 
Talk by practitioners and (ii) what influencers enabled 
the continued organisational capacity for an AMHS to 
support practitioner’s sustained use of Let’s Talk.

Method
Study context
A supported implementation pilot of Let’s Talk was 
undertaken in Victoria, Australia in AMHS and psychi-
atric rehabilitation settings during 2011–2013 [20]. Fol-
lowing this, Let’s Talk was trialled with implementation 
support as part of a four-year RCT in Victorian AMHS, 
non-government community mental health and family 
support services (2013–2017) [19, 47].

Subsequent to this, two follow up studies of the eight 
AMHS engaged in the RCT, explored practitioners’ appli-
cation of Let’s Talk after training [27] and the organisa-
tional capacity to support Let’s Talk practice [48]. The 
practitioner-focused study identified four AMHS with 
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practitioners continuing to use Let’s Talk in the preced-
ing 12 months [27]. The organisational capacity focused 
study scored organisations on their capacity to support 
Let’s Talk practice [48].

The current study builds on these previous studies by 
exploring what enabled sustainability of Let’s Talk within 
one of these AMHS which had practitioners continuing 
to use Let’s Talk and a higher capacity score (see Fig. 1).

Theoretical approach
Using two levels of measures recommended by Scheirer 
and Dearing [33], this study measures sustainability as 
the degree to which (i) the intervention continues to be 
delivered in an identifiable form (albeit modified), and 
(ii) the organisation has capacity to support its use after 
its initial implementation [32, 33, 49]. Sustainability is 
explored as a dynamic entity (continuous adjustment of 
fit between the intervention and the organisation) rather 
than static (there or not). This view is informed by com-
plexity thinking that understands organisations such as 
health care services, as dynamic, living, social systems 
[34, 35].

Design
A participatory case study was used to develop an explan-
atory model of influencers enabling sustained practice 
and capacity [39, 43]. This study design was chosen as it 
could position the AMHS participants as co-creators of 
the generation of knowledge, enabling them to be active 
players in changing their world [39, 50, 51]. Participatory 
research can have a translation to practice advantage as 

the knowledge is co-constructed by those affected by it, 
thereby increasing its applicability to the practice set-
ting [41]. AMHS have commonly been the object of, or 
the settings of, studies that have identified layers of bar-
riers impeding desired change in family-focused prac-
tice as determined by others [24, 52–55]. Developing the 
explanatory model in partnership with the AMHS pro-
vided an opportunity for them to apply implementation 
science to their practice and reflect on their own sustain-
ability journey while contributing to the production of 
knowledge for the scientific community [51].

The participatory approach utilised a group of key 
staff from within the organisation as a Local Research 
Group (LRG), to co-construct knowledge with the pri-
mary researcher who held a dual role as both a researcher 
and participant (as a service development worker within 
the AMHS). Selection of staff to the LRG was guided by 
Cargo and Mercer’s [41, p. 331] “optimal mix of part-
ners” questions to maximise the breadth of perspectives 
and opportunities for translation to practice. As a result 
the roles identified for the LRG included: a practitioner 
with continued practice of Let’s Talk, a manager involved 
in the implementation, a FaPMI (Families where a par-
ent has a mental illness) coordinator, Quality and Safety 
management personnel and a senior manager within the 
AMHS.

Three sustainability and implementation frameworks 
guided the conceptual structure of the explanatory model 
to provide a stronger basis for theory generation [56, 57]. 
These included the Consolidated Framework for Imple-
mentation Research (CFIR) [58], the Active Implementa-
tion Frameworks (AIF) [59], and the Generic Conceptual 
Framework for Sustainability [33].

The CFIR and the AIF provided constructs and drivers 
for consideration [58, 60]. The CFIR identifies key con-
structs compiled from implementation research across 
five domains; intervention/program characteristics, outer 
settings, inner settings, characteristics of the individu-
als involved and the process of implementation [58]. The 
AIF are designed to steer an implementation process 
and includes five frameworks covering the development 
or identification of innovations, implementation drivers, 
implementation stages, improvement cycles and imple-
menting teams [61, 62].

The Generic Conceptual Framework for Sustainability 
that was developed by Scheirer and Dearing [33] guided 
the model development through providing measures and 
definitions of sustainability and informing how the iden-
tified influencers may have aided sustainability. Scheirer 
and Dearing [33] proposed that sustainability needs a 
more complex understanding than if the program had 
continued or not and detailed six conceptualisations of 
sustainability outcomes. These include: continuation of Fig. 1 Timeline of previous studies
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benefits for clients, continuation of program activities; 
continuation of partnerships developed, maintaining new 
organisational policies or practices, sustained attention 
to the issues and lastly program diffusion or replication 
[33]. Additionally, they identified three clusters of factors 
that affect sustainability; the characteristics of the inter-
vention, factors in the organisational setting and factors 
relating to the wider environment. The Generic Concep-
tual Framework for Sustainability draws these key fac-
tors and potential sustainability outcomes together into 
hypothesised relationships. Sustainability outcomes are 
hypothesised as being impacted by inputs, such as the 
intervention and the organisation’s capacity, prior rela-
tionships and partnerships, which influence the three 
clusters of factors that affect sustainability.

Sample and setting
Four of the eight AMHS engaged in the four-year RCT 
in Victoria, Australia [19] were identified as having prac-
titioners with continued use of Let’s Talk [27]. The two 
of these four AMHS with the highest current organisa-
tional capacity score as identified in the organisational-
focused follow-up study [48] were invited to participate 
in the case study. One of these two invited AMHS agreed 
to participate. See Fig. 1: Timeline of previous studies.

The study site was a large metropolitan AMHS that 
provides mental health assessment and interventions for 
people aged 25–65 years with severe mental illness in six 
bed-based and four community-based settings. The 75 
acute beds have approximately 2190 admissions per year 
and 6480 clients are seen annually in the community by 
300.7 effective full time (EFT) workers. Acute, continuing 
care, rehabilitation and specialist services are provided 
through a recovery model by a workforce that includes 
nurses, social workers, occupational therapists, psycholo-
gists, medical and lived-experience staff. Prior to any 
engagement of Let’s Talk, the AMHS had existing organi-
sational structures that supported practice with family, 
children and carers such as an overarching policy, capac-
ity building roles, peer support programs and a manda-
tory training module. The AMHS engaged in a 1-year 
research pilot of Let’s Talk in 2012 [20] as an opportunity 
to improve family-focused practice, and trial how Let’s 
Talk could fit within current structures. The AMHS also 
identified Let’s Talk as a tool that could assist the organi-
sation move towards recovery-oriented care.

At the end of the pilot, senior management commit-
ted to participate in the four-year RCT of Let’s Talk [19] 
and began a series of changes to embed Let’s Talk within 
the model of care across the community and rehabilita-
tion teams. These measures included: developing a Let’s 
Talk implementation committee and plan, creating a 
practice guideline directing Let’s Talk practice, adapting 

clinical forms and procedures, establishing Let’s Talk 
data collection codes and identifying a Let’s Talk training 
and support strategy. During the 4-year trial, the AMHS 
experienced significant internal changes with the intro-
duction of the new Victorian Mental Health legislation 
requiring new systems, intensive retraining of staff and 
adaptations to everyday work. There was also significant 
regional growth resulting in more teams, staff changing 
positions and alterations to key management roles. These 
factors took focus away from implementation of Let’s 
Talk resulting in a re-implementation strategy in 2015. 
Another renewal occurred in 2017 with the review of the 
practice guideline after more shifts in key personnel had 
resulted in the interruption of implementation oversight.

During the RCT (2014–2015), the AMHS ran eight 
Let’s Talk training sessions for 107 practitioners and 
managers in the rehabilitation and community treat-
ment teams. Data extracted from the follow-up study 
of practitioners in the eight AMHS engaged in the RCT 
[27], found the AMHS had 14 practitioners (seven Social 
Workers, three Occupational Therapists, three Nurses 
and one Psychologist) identified as partially delivering or 
completing Let’s Talk, with seven delivering Let’s Talk in 
the previous 12 months. Eight out of the 14 also had pre-
vious training relevant to working with families and par-
ents including two with formal postgraduate degrees.

Training and support continue to be offered at the 
AMHS with seven Let’s Talk training sessions run in 
2017–2018 for 54 practitioners. Seven out of nine teams 
had practitioners currently using Let’s Talk at the time 
of the study, as obtained from the AMHS three-monthly 
Let’s Talk data records. Let’s Talk was offered to 39 par-
ents by 28 practitioners, with 16 practitioners starting or 
completing Let’s Talk with 18 parents in that time. Of the 
28 practitioners who offered Let’s Talk, eight practition-
ers offered it to more than one parent. Half of those prac-
titioners who offered it to multiple parents had mixed 
outcomes from the offer; refusal, started Let’s Talk and/or 
completion of Let’s Talk. There were also ten practition-
ers where all offers of Let’s Talk were declined.

Procedure
The senior manager and FaPMI coordinator at the 
case study site identified and invited eight staff to par-
ticipate in the LRG based on the criteria in the design 
above. Two of the practitioners invited were unable to 
be released, leaving a group of six plus the researcher. 
Prior to attending the first meeting, the researcher 
engaged the members via email and sent a companion 
guide outlining definitions, the study context, method 
and known data and guidelines for group engagement 
to enable reflexivity. Attendance of the LRG at each ses-
sion varied from four to six, as detailed in Additional 
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file 1: 1.1 Local Research Group Participants & Attend-
ance. Where possible the primary researcher engaged 
absent participants between sessions.

Five sessions were coordinated over an 11  week 
period between Feb and April 2019. The face to face ses-
sions ran for 1.5–2 h per session at the case study site. 
Each session included a warm-up activity to help with 
group cohesion, a reflection time on the knowledge 
generated previously and data collected in-between, 
as well as an activity to meet the session objective. The 
first two sessions focused on data generation through 
developing a shared understanding of the implemen-
tation process (session 1) and developing a shared 
understanding of influencers of continued practice and 
capacity (session 2). The last three sessions focused 
on analysis and interpretation through comparing the 
identified key influencers to literature (session 3), pri-
oritising key influencers (session 4) and refining the 
explanatory model and future planning (session 5). A 
detailed session plan for each meeting was developed 
outlining the objective, core tasks, activities and meas-
ures and is attached as an Additional file  1: 1.2 Case 
Study Session Outline. However an example of session 
two and three can be seen in Table 1.

The researcher with the LRG followed Wolcott’s [63] 
approach of transforming data through description, 
analysis and interpretation. These three processes, which 
are neither discrete nor necessarily sequential [43], were 
addressed in this study through a series of four cyclical 
phases; (1) developing a timeline of implementation, (2) 
document collecting, (3) concept mapping and (4) expla-
nation building [43].

(1) Develop a timeline of implementation: Firstly a col-
lective understanding of the process of implementa-
tion at that site was developed. Using the River of 
life tool [64], the LRG with the researcher pictori-
ally documented the implementation journey high-
lighting key influencers and identifying gaps in the 
knowledge that needed further data (i.e. identifying 
practitioners continuing to use Let’s Talk) (Session 
1–2). During this phase, the LRG identified docu-
ments that could give further information about 
that journey such as implementation plans, com-
munication memos and snapshot data about cur-
rent use of Let’s Talk.

(2) Document collection: The researcher collected 
identified documents and used the questions raised 
in the previous session to review and summarise 
the content. Summarised data was tabled at the 
next session. (Session 1–3). Reflective notes and 
memos were made by the researcher after each ses-
sion and in relation to data collected (Session 1–5).

(3) Concept mapping: The LRG with the researcher 
compared the generated and collected data against 
the three identified implementation and sustaina-
bility frameworks to refine the influencers and map 
interrelationships and patterns (Session 2–4).

(4) Explanation building: The LRG with the researcher 
built the influencers, patterns and interrelationships 
into an explanatory model and explored its mean-
ing to them as individuals and for the service (Ses-
sion 3–5).

Data collection
Case studies collect data from multiple sources with 
flexibility to make adjustments as the process devel-
ops, enabling depth and triangulation of evidence [39]. 
Beginning with data gathered from the two follow up 
studies of AMHS services [27, 48], this case study also 
used evidence from three other sources: (i) data gener-
ated in meetings including a timeline of implementa-
tion, collectively agreed on influences as well as audio 
and photographic records of each session (ii) the primary 
researcher’s reflective notes and summary memos from 
meetings and (iii) organisational documents including 
implementation plans, policy, service memos, snapshot 
audits of practice and training plans (see Table 2).

Audio-recording were not transcribed but were used 
directly, as inspired by Halcomb and Davidson [65], to 
check for consistency of emerging explanations with par-
ticipants’ descriptions. All data were entered into NVivo 
qualitative data analysis software (QSR International Pty 
Ltd. Version 12, 2018) as it can support diverse data col-
lation and direct data management.

Data analysis
Thematic analysis, a theoretically flexible approach [66], 
was used to identify patterns across all data. Analysis 
began during data collection, as the emerging explana-
tory story was compared in an iterative process against 
constructs from frameworks of sustainability [33, 39, 43, 
58, 61]. In participatory case study analysis, the process 
of participation determines what the data is and how it 
fits with the theory and frameworks. As a result model 
development process is interwoven with the final results. 
The analysis process included a back and forth pattern 
of group activities generating and analysing data and the 
researcher reviewing and analysing data between meet-
ings. Each meeting began with the researcher presenting 
data and analysis back to the group for discussion to sup-
port rigor and reflexivity.

The researcher created an initial framework after 
inductively coding data from session one. This data 
included the pictorial description of the timeline and 
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process of implementation of Let’s Talk along with the 
initial identification of key influences as developed by 
the LRG. The session’s audio was used for clarification. 
Coding was facilitated through the use of NVivo. The key 
influencers that were generated by the LRG in session 
two, were thematically coded by the researcher resulting 
in adaptation of the emerging framework. In subsequent 
meetings, the codes and framework were reviewed in 
the light of frameworks of sustainability [33, 58, 61] and 
refined by the researcher together with LRG to categorise 
and define the influencers and develop an explanatory 
model. The final model was reviewed by all researchers 
and agreed upon in its entirety.

Results
The process and method of the study, as previously 
described, form part of the findings of the case study. 
The influencers and the explanatory model will be pre-
sented next, including relationships identified between 
the influencers. Direct quotes from the participants were 
not collected as part of the data but where possible exam-
ples from the raw data generated by participants will be 
included to illustrate how the model was developed. The 
two research questions resulted in a common collection 
of influencers which were developed into the explanatory 
model.

Identification of influencers
The finalised list of influencers agreed to by the LRG were 
organised under four major categories informed by the 
Generic Conceptual Framework for Sustainability [33]. 
These categories included (1) External social, political 

and financial context, (2) Resources, (3) Prior organisa-
tional capacity and lastly (4) Sustainability Factors which 
was divided into three subcategories of factors: (4.1) 
Practitioner, (4.2) Organisation and (4.3) Parent-Client. 
The first three categories of influencers, relating to the 
external environment, the pre-existing organisational 
structures and the resource context, reflected the context 
into which the implementation of Let’s Talk occurred. 
During the development of the implementation journey 
in session one, the LRG identified this context, as creat-
ing a fertile ground into which the implementation could 
take place. Within the category of Prior organisational 
capacity, for example, the organisation’s Existing relation-
ships and partnerships within the field of families, chil-
dren and carers were identified by the LRG as influencing 
the organisation’s access to resources and its openness 
to opportunities to engage in new innovations relating 
to family-focused practice. In a further illustration, the 
LRG identified that within the category of the External 
social, political and financial context, a window of oppor-
tunity occurred with the establishment of statewide men-
tal health reforms. In specifying the responsibilities of 
AMHS to support children of parents receiving their ser-
vices, the reforms provided an authorising environment 
to integrate interventions like Let’s Talk into practice. In 
another example, within the category of Resources, the 
LRG identified how access to the new online resources 
for Let’s Talk provided free modules of training for prac-
titioners and free resources for parents making the inter-
vention’s implementation more affordable.

The three subcategories of Sustainability factors 
reflected how the practitioners, the organisation itself 

Table 2 Table of documents

Document Purpose

2012 Practice guideline Let’s Talk about Children Guide for regular clinical practice with service targets of use and monitoring

2013 Let’s Talk and RCT implementation process 2012–2013 To oversee research and establishment process

2013 Let’s Talk implementation process action plan Oct 2013

2013 Let’s Talk implementation process timeline

2014–2015 Let’s Talk training records Recording training sessions and attendees

2015 05 Let’s Talk Memo Communication with staff about activities of RCT research and implementation

2015 06 Let’s Talk Memo

2015 07 Let’s Talk Memo

2016 05 Let’s Talk sustainability Excel sheet Let’s Talk use monitoring tool

2017 Let’s Talk implementation tasks 2017 Re-establish implementation process

2017 03 Briefing paper AMHS Let’s Talk sustainment plan Re-establish implementation process

2017 04 Let’s Talk memo sent Communication with staff about expectations of and support for practice

2017 Let’s Talk implementation timeline 2017 Re-establish implementation process

2018 04 Let’s Talk Memo Communication with staff about expectations of, and support for practice

2018 11 Let’s Talk Memo

2019 01 Let’s Talk Memo
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and parent-clients influenced the implementation and 
sustaining of Let’s Talk. For example, the LRG described 
how practitioners using Let’s Talk had acted as role 
models for other practitioners and normalised the work 
as part of standard practice. Accountability structures 
within the organisation were described by the LRG as 
communicating priority and generating data that was 
used to drive practice change. The LRG identified that 
when parent-clients specifically requested assistance with 
parenting and children, practitioners were prompted to 
use the practice (see Table 3).

Explanatory model
Work on the explanatory model commenced after the 
development of the implementation timeline and ini-
tial identification of influencers in session one. The 
researcher and the LRG selected the Generic Conceptual 
Framework for Sustainability [33] to inform the model 
development, due to the alignment of its components and 
structure to the focus in session one on what occurred 
prior to implementing Let’s Talk. The final explanatory 
model describes what had enabled practitioners contin-
ued use of Let’s Talk and the organisational capacity to 
support its use at that AMHS.

The model illustrates how the existence of Resources 
and the established Prior organisational capacity created 
a foundation for Factors affecting sustainability. The Prior 
organisational capacity was defined by their existing 
structures, relationships and partnership, organisational 
ownership of the implementation process and prior 
organisational identity. The Factors affecting sustainabil-
ity, whilst described in three categories; the Practitioner, 
the Organisation and the Parent-Client, were understood 
by the LRG to work in synergy to provide the sustained 
outcome. All of these influencers were described as being 
situated within a broader External, social, political and 
financial context in which a number of coinciding events 
acted as enablers (see Fig. 2).

Relationships
While the LRG worked to define each influencer as a 
unique entity, a number of influencers were identified as 
interconnected. For example, the Organisational iden-
tity as a family-oriented service that values lived experi-
ence was seen through Accountability structures such as 
the Family, Children and Carers Policy and the Mental 
Health Program’s Consumer, Carer, Family and Children 
Advisory Committee which communicated prioritisa-
tion of work such as Let’s Talk. These additionally were 
understood by the LRG to give frameworks for Leader-
ship accountability by providing expectations for lead-
ers to enact policy and strategic directions which was 

supported by having reporting expectation. These rela-
tionships were defined and are represented in Table 4.

Prioritisation of influencers
Each member of the LRG was asked to identify five key 
influencers impacting practitioner use and five key influ-
encers impacting organisational capacity. These were 
plotted against the explanatory model as a way of high-
lighting differences and agreement of group members as 
well as exploring the influencer’s impact on practice as 
opposed to organisational capacity (see Fig. 3).

As seen in Fig.  3, practitioner use was understood to 
be impacted by both Practitioner and Organisational 
sustainability factors while organisational capacity was 
impacted primarily by Organisational sustainability fac-
tors and the Prior organisational capacity.

Discussion
This study developed an explanatory model of what ena-
bled sustainability of Let’s Talk in one AMHS through 
exploring influencers that enabled (i) practitioner’s con-
tinued use of Let’s Talk and (ii) the organisation’s capac-
ity to support continued practitioner use. The model was 
developed through a participatory process in partner-
ship with people in the setting in which the model can 
be applied. In this way, the model generation process is 
as important as the final product, as it is developed to 
enhance sustainability in real-world AMHS settings in 
ways identified by those who work with them.

While specific to Let’s Talk, the explanatory model 
has implications for any innovation in AMHS settings. 
The explanatory model particularly highlights how the 
organisation’s history contributed to enabling sustainabil-
ity. Alignment between the organisation and an innova-
tion is known to increase the likelihood of sustainability 
[37] and in this setting, Let’s Talk was seen as a continua-
tion of previous practice with family, children and carers. 
The organisation’s pre-existing influential relationships 
and partnerships in the field of family, children and car-
ers, enabled organisational openness to a new innovation 
and access to resources for implementation of Let’s Talk. 
This suggests that Let’s Talk is more likely to be sustained 
when linked to an organisation’s pre-existing identity, 
capacity, structures and relationships.

The complex and multifactorial nature of sustainability 
influencers displayed in the model is consistent with the 
sustainability and implementation literature [37, 58, 61, 
67]. At this AMHS, sustained practitioner practice was 
understood as being particularly influenced by both prac-
titioner and organisational factors. Practitioner identity, 
Characteristics and Existing models of practice (i.e. fam-
ily-centred approaches) shaped their interest, influenced 
who was on their caseload and affected their likelihood 

Page | 144

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



Page 9 of 16Allchin et al. Int J Ment Health Syst           (2020) 14:48  

Table 3 Descriptions of enabling influencers of continued organisational capacity and practitioner use

Category Enabling influencer Description

External social, political, financial context External social, political, financial context A new political and policy direction (new MH Act, 
Recovery frameworks, increased MH funding), 
new national workforce initiative (COPMI (Children 
of Parents with a Mental Illness) online resource 
development) and a new research agenda (Gov-
ernment funded RCT on recovery and parenting) 
were external context enablers for the organisa-
tion and the intervention

Prior organisational capacity: organisation history 
prior to implementation

Existing organisational structures Existing organisational structures to support family, 
children and carer focused work enabled the new 
intervention to fit. These structures included family, 
children and carer specific capacity-building roles 
within the organisation for over 10 years, as well as 
policy and mandatory training systems to uphold 
policy

Existing relationships and partnerships 
(organisational bridging social capital)

Influential relationships and partnerships enabled 
prior and continued organisational capacity 
through bridging the organisation to opportunity 
and innovation in the field of family, children and 
carers (training, research, resource development, 
expanded relationships with universities, govern-
ment, international experts)

Organisational ownership Organisational ownership of implementation was 
enabled through the development of own imple-
mentation vision and plans and being a steering 
partner in the research

Prior organisational identity Organisational reputation and brand prior to 
implementation was already family, children and 
carer focused with a history of carer support that 
included children’s voices, of parent-focused work 
and programs for children. The organisation’s iden-
tity also included using research for learning

Resources Resources Funding, staffing or other resources enabled 
sustained practice and organisational capacity. 
Growth funding increased practitioner to client 
ratio and enabled recovery resources. Research 
brought funding, attention to issue and resources 
for data and analysis. National workforce initia-
tive enabled accessibility through high quality, 
standardised online training and free resources for 
parents

Sustainability factors: practitioner: factors about the 
practitioners that enable sustainability

Parents on caseload Practitioner’s opportunity to use Let’s Talk was influ-
enced by having parents on their caseload. While 
demographics of region/team affect % of parents, 
practitioner’s previous experience, interests and 
comfort can result in self-selection of parent clients

Models of practice used by practitioners A person, parent and family-focused model of 
practice that attends to relationships enabled 
practitioners to incorporate parenting and recov-
ery into their work.

Support from peers Other practitioners doing Let’s Talk provided role 
models, normalised the work, built acceptability 
and critical mass amongst peers and enabled prac-
titioners to see it is possible to do within pressures 
of everyday work

Practitioner characteristics Practitioners professional interests, prior experience 
& training in family, children and carer work and 
life/personal experience influenced use

Practitioner identity Practitioners are enabled to use Let’s Talk when they 
are connected and have satisfaction in their role, 
identify as a good practitioner and have individual 
accountability for their practice
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to deliver Let’s Talk. Training and practice support built 
competence and confidence, while Team leadership rein-
forced service priorities, created expectations and com-
municated how Let’s Talk fitted into everyday practice. 
Leadership’s role in understanding interventions and 
problem solving to support integration into everyday 
practice has been acknowledged as pivotal for successful 
implementation and sustaining practice change [68–72].

Continued capacity to support practitioners’ use of 
Let’s Talk was understood in this AMHS as being mainly 
influenced by a combination of organisational factors 
such as Organisational identity, Accountability struc-
tures and Leadership accountability. Having an identity 
as a recovery and family-oriented organisation provided 
a context for making Let’s Talk a priority. The account-
ability structures further communicated that priority 

Table 3 (continued)

Category Enabling influencer Description

Sustainability factors: organisational: sustainability 
influencers related to the organisation

Accountability structures Having organisational structures to drive accounta-
bility supported the sustainability of organisational 
capacity and practitioner use. Such organisational 
structures included a driving committee embed-
ded into the organisational hierarchy, capacity 
development personnel and system embedded 
into the service, a policy communicating priority 
and core business, systems monitoring policy use, 
data being used as a driver of practice and compli-
ance with policy

Leadership accountability An expectation of leaders to lead was supported 
through involvement in training, reporting and 
support systems and reflected in adherence to 
strategic directions, policy and programs

Leadership stability Stability in leadership allowed for organisational 
memory and continued commitment, while new 
leadership within stability brought new energy

Organisation fitting the intervention to self Adaptations were made by the organisation to 
better the fit of Let’s Talk such as integrating docu-
mentation, system prompts, policy development 
and data reports

Organisational identity Let’s Talk was aligned with the organisation’s reputa-
tion and brand which included a recovery family-
oriented culture that valued lived experience 
and had connections, strategic partnerships and 
relationships that enabled learning and innovation. 
These were upheld by leadership and reflected in 
strategic directions, policy and programs

Other organisational initiatives There is a synergy between other initiatives active in 
the organisations that supported use such as peer 
leadership, introducing a recovery model and a 
focus on data documentation

Team leadership support All levels of leadership (including informal) sup-
ported sustained practice through buffering 
changes at internal/external level to manage 
workload, aiding workforce stability, upholding 
priority set by the organisation, holding practition-
ers to account and creating a culture that was 
open to practice and that can see how it could fit 
into current practice

Training and practice support The organisation had regular and accessible training 
that was integrated into data systems and other 
training. The selection of participants was purpose-
ful and delivery methods incorporate peer facilita-
tors. There were post-training reflective spaces and 
support that linked to other initiatives and gave 
attention to measure and build competency

Sustainability factors: parent client The parent client’s stage of recovery and willing-
ness to request help with parenting and children 
influenced uptake
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through committees, policy and reporting systems. This 
created expectations and built accountability systems for 
leadership. These reflect leadership’s role in communicat-
ing priorities and establishing an organisational culture 
open to change [68, 73]. Changes made to documenta-
tion, policy and systems to fit the intervention to the 
AMHS, represent the mutual adjustment of the innova-
tion to the setting and the setting to the innovation, iden-
tified as a key for sustainability [33, 49].

While leadership is a critical director of organisational 
culture [69, 74], the explanatory model explored the 
influence individuals can have in shaping the organisa-
tion and its culture. Organisational culture and identity 
attracts individuals with certain models of practice and 
practitioner identity. At the same time, however, organi-
sations are made up of individuals that bring their unique 
skills and connections that can shape the direction of an 
organisation. In this AMHS, experienced family-focused 
practitioners contributed to the organisational culture 
and identity through influencing policy development, 
introducing new service delivery models and linking 
the organisation to innovation through research part-
nerships. Practitioner’s identity and existing practice 
models are not easily changed by training and practice 

support, so staff selection is advocated to ensure practi-
tioners have the desired characteristics [75]. Whilst an 
emphasis on family-focused practice is not an explicit 
staff selection criteria in this AMHS, the model develop-
ment process illuminated how this could support future 
sustainability of Let’s Talk. Additionally, attention in the 
recruitment process to the individual’s relationships and 
connections can enable organisations to create a bridge 
to new resources and opportunities [76], strengthening 
sustainability.

Many of the influencers identified by the LRG are com-
mon to implementing and sustaining practice change 
more broadly, however, there were aspects that were 
specific to Let’s Talk. Most LRG members did not rate 
Parent-client factors as highly influencing sustainabil-
ity of Let’s Talk and where it was seen, it was influenc-
ing practitioner practice. LRG reflections suggested that 
help-seeking for parenting and children may not be com-
mon in AMHS. Stirman et al. [37] reflect that consumers 
of mental health services are often unaware of evidence-
based psychosocial treatments and their perspectives on 
implementation and sustainability are underrepresented 
in theory and research. While people with lived experi-
ence of mental health issues have been central to the 

Fig. 2 Explanatory model
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development of recovery models and there is a growing 
focus on co-development in health care [77–80], these 
results suggest that further research on how parent-cli-
ents can influence practitioner’s Let’s Talk practice and 
drive organisational capacity would seem warranted. The 
reflective space created by the participatory process of 
the model development, enabled the AMHS to consider 
how to utilise the perspectives of people with lived expe-
rience to further sustainability.

The influencers and model highlight the inter-
twined nature between factors, reinforcing the need to 
embrace complexity [34] and explore sustainability and 
implementation in ways that look at the ‘whole’ sys-
tem. Often sustainability efforts can be immobilised by 
a ‘blame game’, wherein individuals are blamed for not 
adopting new practices or organisational barriers are 
identified as limiting individuals uptake of new prac-
tices. Without the intention to understand the parts 
within their context, it is easy for one of those sets of 
factors to be positioned as ‘the reason’ an intervention 
is not sustained, blocking fruitful exploration and prob-
lem-solving. The case study method allowed for an ‘in 
depth’ exploration of the complexity of sustainability of 

Let’s Talk in this AMHS and highlighted the interaction 
of the multilevel influencers that may impact sustain-
ability of any innovation in an AMHS setting.

The development of the explanatory model gave an 
opportunity to apply implementation and sustainability 
concepts to practice. In the process, it illuminated the 
nature of sustainability. While charting the timeline of 
implementation, it became apparent that much change 
had occurred. Political and policy fluctuations changed 
the external environment, while internally, the organi-
sation was shaped by changes to structure and person-
nel at all levels. This resulted in a need for reviewing 
and restarting implementation plans and building 
understanding in all levels of leadership in order to 
enable team leadership support, leadership account-
ability and accountability structures. Understand-
ing that the implementation of new practices happens 
within a constantly changing environment [32, 37, 81], 
allows organisations to build realistic expectations that 
anticipate and plan for the ongoing adjustments that 
are needed to fit an intervention to current practice. 
Recognising this is part of real-world implementation 
can preserve hope, help to keep momentum through 

Table 4 Relationships between influencers

Influencer Influencer Relationship

Organisational identity Leadership accountability Organisational identity created a structure to enable leadership accountability 
to be upheld and leadership upheld the organisational identity

Accountability structures The accountability structures were expressions of the organisational identity 
(i.e. policy communicating priority and core business)

Practitioner identity The idea that the individuals in an organisation shape the organisational 
identity and culture and yet the organisational identity/branding attracts 
certain sort of people. Need a certain amount of individuals who value and 
do family-focused practice for the organisation to continue to represent 
their projected identity

Team leadership support Organisational identity shaped the leadership opportunities and way leaders 
led

Existing relationships and partnerships Having relationships and partnerships with universities built an identity of a 
learning culture, brought in new ideas and helped the organisation have 
a brand of learning culture. Existing relationships and partnerships have a 
continuous role in the organisation’s identity

Practitioner identity Existing relationships and partnerships Practitioner identity shaped the relationships and partnerships the organi-
sation had, while at the same time the organisation’s relationships and 
partnerships provided opportunities for workers to expand and grow in 
their identity

Parents on Caseload Practitioner’s interests, sense of who they are and how they practice influ-
enced the sort of clients they are allocated

Parents on caseload Team leadership support Leadership had mechanisms to shape caseload and enable practitioners to 
have parents on their caseload

Accountability structures Leadership accountability Accountability structures are mechanisms for accountability while Leadership 
accountability relates to people. Leaders held to account helped to uphold 
the accountability structures and the structures enabled leaders to be able 
to be held to account

Resources External social, political and financial context Increase in focus on mental health in state government lead to growth fund-
ing across the state giving the service more funding and enabling changes 
to practice (more staffing/new positions/new models)
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disruptions and guide monitoring and accountability 
structures.

Using an explanatory model to explore what had ena-
bled sustainability even in the context of multiple barri-
ers, was seen by the LRG as an encouraging way to focus 
on the next steps in their sustainability journey of Let’s 
Talk. The process gave the organisation an opportunity 
to look at what had worked well, what the current status 
of the intervention was and what could be leveraged in 
the future. Consistent with other strengths-based inquiry 
and participatory research models [82], the research pro-
cess itself built a sense of empowerment that facilitated 
application of research, highlighting the usefulness of 
research processes that build participant’s capacity.

Strengths and limitations
This case study’s development of an explanatory model 
gives rich insight to mechanisms at work within one ser-
vice which can inform future implementation planning 
in other AMHS. While applicable to other settings, the 
study only attempts to explain how sustainability of Let’s 
Talk occurred in one setting.

The LRG were selected for their own unique perspec-
tives, rather than representing a group of people. The 
workplace demands resulted in varying members of the 

LRG being able to attend the five meetings, limiting the 
breadth of input to the discussion and development of 
the model. This was mitigated by the researcher com-
municating between meetings to share the process of the 
session and gain the absent members unique perspective.

While barriers or challenges to sustainability were also 
discussed, there was no attempt to balance the barriers 
with the enablers of sustainability. Instead, the devel-
opment of an explanatory model of sustained practice 
focused on what had enabled the sustained practice and 
capacity that the organisation had within the context of 
these barriers.

Conclusions
Implementing practice change is difficult in health set-
tings with changing environments and many known 
barriers. Existing literature has a limited focus on what 
happens after implementation of family-focused inter-
ventions in AMHS and little is known about what helps 
to sustain practice of Let’s Talk. The explanatory model 
developed in this study offers a picture of what influenced 
sustainability in one AMHS in the context of real-world 
barriers. The reflective space also extended to considera-
tion of how this model could be used to implement and 
sustain other clinical practices.

Fig. 3 Explanatory model with prioritised influencers
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Historically there has been a strong focus on what 
gets in the way of family-focused practice and very lit-
tle on what supports uptake and sustainability. As seen 
in this study, a positive inquiry approach that looks for 
enablers and strengths has the potential to build enthu-
siasm and momentum within the organisation, aiding 
the sustainability quest. Learning across multiple levels 
allows for different voices to be heard, bringing richer 
learning and more opportunities for supporting change. 
By focusing on what helps to sustain practice, organi-
sations can amplify strategies that have already helped 
whilst working within the already known barriers to 
sustainability. Whilst the findings have implications for 
implementing and sustaining Let’s Talk, they also have 
broader implications for sustaining any change process 
in AMHS settings.
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Additional file 1.1:  Local Research Group Participants & Attendance 
Participant Gender Meeting 

1 

Meeting 

2 

Meeting 

3 

Meeting 

4 

Meeting 

5 

Notes 

Senior 

Manager 

M 
      

Quality & 

Safety 

F 
      

Parent 

 

F Unable to 

participate   
 Unable to 

participate   

Unable to 

participate   
 

Met with researcher 

before meeting 2 to 

catch up & by phone 

after meeting 4 

Manager 

 

F Unable to 

participate   
  Annual 

leave 

Unable to 

leave 

operationa

l work 

Clarified and fine-

tuned influencer 

definitions and 

prioritised key 

influencers via email 

after meeting 4 and 5 

FaPMI 

 

F 
      

Clinician F 

 

F 
 

Annual 

leave 
 

Not 

rostered 

on 

Unable to 

leave 

clinical 

work 

Clarified, fine-tuned 

influencer definitions 

and prioritised key 

influencers via email 

after meeting 4 and 5 

Clinician S 

 

F      Not able to be 

released from duties 

Clinician J 

 

F      Not able to be 

released from duties 

Researcher F 
      

Total  5 6 6 4 5  
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Additional file 1.2:  Case Study Session Outline 

Session 

No.  

Session 

objective 

Tasks Activities  Measure of 

aim met 

Measure of 

participation 

process 

Pre-

session 

email 

Engage 

local 

research 

team in aim 

Establish relationship 

with researcher 

Overview of the study and 

where the case study fits  

  

Establish an 

understanding of 

participants role 

TOR  TOR signed  

1 (2 hrs) Develop a 

shared 

understandi

ng of 

implementa

tion process 

Establish a cohesive 

research team (20 

min) 

Introductions - name, role at 

Service, Engagement in LT at 

Service 

2 truths and a lie 

Develop group rules 

Identify dual-purpose - 

research and service 

Members 

participating 

End of session 

feedback from 

participants 

via online 

qualtrics 

survey 

Establish a shared 

understanding of the 

aim of case study (10 

min) 

Answer Q about the overview 

of the study, and where the 

case study fits  

 Reflective  

journal for the 

researcher 

Establish a shared 

understanding of 

implementation 

journey identifying 

influences on practice 

and capacity (40 min) 

River of life tool (Fisher & 

White, 2018; United Nations 

Institute for Training and 

Research (UNITAR), 2013) 

Together identify a time frame 

for the journey 

Each to identify points of local 

influence of practice and 

capacity  as seen from their 

perspective within the 

river(rocks/ whirlpools) 

Identify external influences 

outside the river 

Raise questions that need 

more information for 

Completed 

Implementat

ion journey  

Video session 

Audio 

recording 

Establish what other 

information is 

important/ add value 

that sits outside the 

group and the phase 2 

data. (10 min) 

Present Service’s data on 

practice and organisational 

capacity  

Raise questions that need to 

collect more information for 

List of other 

data to 

collect 

 

2  

(1.5 hrs) 

Develop a 

shared 

understandi

ng of 

influencers 

of 

continued 

practice and 

capacity 

Re-establish team 

cohesion  

Warm-up by FaPMI coord   

Review collected data 

 practitioner use  

 implementation 

journey 

 implementation 

documents 

Review practitioner data - 

phase 2 and current data.  

Review assumptions and ideas 

raised in implementation 

journey activity  

Create space for further 

questions to be raised 

More 

questions 

raised 

Analysis of 

sticky notes 

Framelaps and 

audio 

End of session 

feedback form 
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Session 

No.  

Session 

objective 

Tasks Activities  Measure of 

aim met 

Measure of 

participation 

process 

Introduce the generic 

framework for 

sustainability used for 

coding 

Gave a rationale for using 

general framework for 

sustainability for coding data 

from implementation journey 

activity and presented 

developing theme matrix  

 

Identify influencers 

of continued practice 

Each brainstorm with own 

sticky notes (initial at bottom). 

Different colour for practice 

and capacity 

Place on the wall so can be 

seen by all 

Cluster influencers into 

categories using group 

consensus 

Matrix of 

influencers 

 Identify influencers 

of continued capacity 

3  

(1.5 hrs) 

 

 

Compare 

key 

influencers 

to literature 

Re-establish team 

cohesion 

Warm-up  Refined 

theme 

matrix with 

descriptions 

matching 

data 

Framelaps and 

audio 

Work done in 

each pair 

End of session 

feedback form 

 

Present established 

frameworks that have 

shaped the theme 

matrix 

Present the CFIR, active 

implementation and refresh re 

general framework for 

sustainability.  

Review and refine 

developing themes 

matrix 

Pairs reviewed a section of 

themes, their description and 

data checking  

 themes reflected the data  

 if the themes picked up on 

what they had wanted to 

convey about key 

influencers.   

 Decide if theme should be 

kept, rolled into another or 

removed 

4 

(2 hrs) 

Prioritise 

key 

influencers 

Re-establish team 

cohesion 

Warm-up  Summation 

matrix 

Priorities from 

each team 

member 

End of session 

feedback form 

 

Review the 

explanatory model 

Present model of themes based 

on the generic framework for 

sustainability for discussion of 

its fit to the organisation 

Review influencers 

matrix 

Review and refine themes and 

description matrix of 

influencers of both 

practitioner use and 

organisational capacity 

Identify key 

influencers 

Each have 5 dots to allocate 

on the matrix as ones they see 

as 5 most important for 

practitioner use and 5 most 

important for organisations 

capacity 
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Session 

No.  

Session 

objective 

Tasks Activities  Measure of 

aim met 

Measure of 

participation 

process 

5  

(1.5 hrs) 

Refine the 

explanatory 

model and 

plan future 

Re-establish team 

cohesion (15 min) 

Warm-up - 3 questions 

Share 1 question at a time 

 Something important did 

this morning 

 Some question came to the 

group with  today 

 For this process not  to 

feel unfinished what do 

you think we need to do 

today 

Follow up from last time - 

what about LT that enabled 

sustaining 

  

Review model of key 

influencers (10 min) 

Review of key influencers 

model  

Similarities/ Surprises/ 

differences & why 

  

Explore purpose for 

model/ the So What 

(35 min) 

So What- individually 

consider 

 What could be the impact 

of the explanatory model 

from their standpoint - 

what is its purpose 

 What is the most 

important learning from 

the influencer matrix and 

explanatory model 

Share as a group 

Purpose list Purpose from 

each member 

Establish an action 

plan - what next (20 

min) 

Given  these purposes and 

potential impact, what actions 

does who have to take  

Brainstorm into action plan 

identifying actors, audience 

and timeframe 

Action plan 

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 

Feedback 

form:  
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8.4 Phase three summary  
This phase applied a sequential explanatory mixed methods process (Creswell, 2014) that used a 

qualitative method to explain the quantitative data. The participatory case study of one AMHS 

(Study 4; Allchin, O’Hanlon, Weimand, Boyer, et al., 2020) was used to explain the converged 

findings of phase two (Studies 2 and 3; see Figure 10).  

Figure 10. Phase three in the multiphase embedded mixed methods design 

 

 

There is little known about what sustainability of Let’s Talk looks like in real-world settings. This 

study contributed to addressing the research aim to investigate the key elements for sustainability of 

Let’s Talk in AMHS, in Victoria, Australia by developing an explanatory model of the sustainability of 

Let’s Talk in one AMHS.  

While this study developed a picture of influencers of sustainability in the context of real-world 

barriers in one AMHS, a case study method only attempts to explain the particular setting in which it 

is accomplished. In order to understand key elements for sustaining Let’s Talk in AMHS more 

broadly, there was a need to see how the learning from the research findings would apply to other 

settings. That was the focus of phase four of this research which is explained in the next chapter 

(Chapter 9).  
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Chapter 9 Phase four: Drawing sub-studies 
together 

This chapter outlines the fourth and final phase of this research which used a participatory co-design 

workshop (Study 5) to expand the generalisability of the knowledge generated in the previous 

phases. Phase four considers the overarching question of the thesis ‘what is important for 

sustainability of Let’s Talk in AMHS?’ by drawing together the findings from the studies in each of 

the previous phases (Studies 1-4). Firstly, the chapter presents the background to this study before 

articulating the workshop’s aims and methods. The workshop’s outcomes are then presented in 

three parts: the recommendations developed, generalisability of knowledge and the workshop’s 

impact. The workshop’s outcomes in regard to their relevance for AMHS is then discussed. The 

chapter ends with a summary of the co-design workshop’s learnings and outcomes and outlining the 

relevance of the study to the thesis.  

9.1 Background 
As discussed in detail in the chapters on theoretical paradigm (Chapter 2) and the research aim and 

methodology (Chapter 5), this research occurs within a participatory research paradigm directing the 

research design and the resulting studies. As a result of this epistemological position, knowledge is 

generated in partnership with AMHS so as to increase the legitimacy and application of knowledge 

to practice (Cargo & Mercer, 2008; Kemmis & McTaggart, 2005). Additionally, knowledge is valued 

for its ability to address real-world issues with practical solutions (Heron & Reason, 1997; Ozanne & 

Saatcioglu, 2008).  

It was important in this fourth phase, therefore, to collectively produce real-world knowledge with 

AMHS that can be generalised to their own circumstances and equip them with the knowledge to 

put to practical use beyond this thesis (Westerlund, 2018; Westerlund et al., 2019). FaPMI 

coordinators are unique personnel to AMHS in Victoria, Australia. They are important positions 

within the mental health system with a specific service-development role focused on enabling AMHS 

to improve their response to families where a parent has a mental illness (State Government of 

Victoria, 2007, 2016). These roles were identified as key partners within AMHS for this fourth phase 

to generate applied knowledge about the research findings to date (Studies 1-4). In the reciprocity of 

participatory research, their partnership was to bring their skills and practical knowledge to 

interpreting and applying the findings of the previous phases, as well as to equip them with practice 

knowledge of implementation and sustainability that could enhance their role as key system-change 

agents within AMHS.   
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Each of the phases leading to this fourth phase had been designed to generate knowledge to help 

address the overall aim, answering the question ‘what is important for sustainability of Let’s Talk in 

AMHS?’ through its two sub-questions. Phase one and two focused on the sub-question ‘what was 

sustained?’. Phase one sought to understand leadership perspectives on the workings of real-world 

implementation. Phase two built a picture of what was sustained in regard to practitioners’ use of 

Let’s Talk and organisation structures to support practice.   

Phase three shifted to focus on the second sub-question of ‘what key elements were critical’. It used 

a participatory case study design to explore one service’s experience of the journey of 

implementation in order to understand what had been important along the way that lead to the 

sustainability that was achieved.  

The learnings from phases one to three indicated that AMHS’ viewed how to enable the adoption 

and integration of new practices differently. Some saw policy frameworks, practice guidelines and 

clear key performance indicators as the primary way to drive practitioners to incorporate new 

practices. Others prioritised investing in the individual practitioner through recruitment/selection, 

training, mentoring, and supervision to enable practitioners to assimilate a new practice.  While the 

case study of one AMHS gave rich information about what had enabled it to sustain the use of Let’s 

Talk, there was a need to assess whether elements identified in one setting could be generalised 

across other AMHS where there may be differing approaches to support workforce development. 

The intention of phase four was to question whether what had been learnt from each of the phases 

and the literature was generalisable beyond the academic and situational bounds they were created 

within. Furthermore, phase four’s role was to then collaboratively build practical recommendations 

that could be applied to future endeavours to implement and sustain Let’s Talk in practice 

(Westerlund, 2018; Westerlund et al., 2019). As a result, this final phase of the research converged 

the findings from each of the other studies (1-4) through a participatory process (Study 5) as shown 

in Figure 11. 

9.2 Aim 
The three aims of phase four were to i) explore the generalisability of the findings developed in 

previous phases to AMHS within Victoria, Australia, ii) develop practical recommendations for 

implementing Let’s Talk for sustainability, and iii) build the understanding and engagement of FaPMI 

coordinators and AMHS in practical implementation science.   
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Figure 11. Phase four in the multiphase embedded mixed methods design 

 

9.3 Method 
A participatory workshop structure, co-designed with the overall Advisory Group, was used to assess 

the generalisability of the knowledge generated in phase one to three, and co-create 

recommendations for implementing, upscaling and sustaining Let’s Talk with the statewide FaPMI 

service development workforce in AMHS. Central to the workshop was the use of a conversational 

knowledge-sharing process called a World Café (Brown, et al., 2005). In this method, small groups of 

people engage in a structured conversation facilitated by a table host for a set period of time, before 

switching tables to different but related discussion topics. This process has been previously used in 

participatory research as a data collecting method (Koen, et al., 2014) and as a tool for applying 

theory to practice (O'Connor & Cotrel-Gibbons, 2017). This method fitted the aims of the phase as it 

engages participants in dialogue as a means for exploring, expanding and analysing information 

(Brown et al., 2005). In this case, the World Café method was used to build on participants existing 

knowledge of implementation, integrate the knowledge developed in the previous studies and 

explore how it could be applied to the settings in which they work. Two of my research supervisors 

assisted in running the World Café activity through facilitating structured conversations as table 

hosts.  
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Ethical approval 

This study obtained ethical approval through Monash University Human Research Ethics Committee 

on 5 June 2019 (Project ID 19848; see Appendix B).  

Participants 

The co-design workshop’s 20 participants included FaPMI coordinators in 13 AMHS in Victoria, 

Australia and one statewide coordinator, representing five rural/regional services, eight 

metropolitan services and one statewide service. Four AMHS were represented by multiple 

coordinators, with a regional and a metropolitan AMHS each having two coordinators, and the two 

large metropolitan AMHS each having three. The majority of participants were female (n=18) and 

had professional backgrounds in social work (n=11), nursing (n=5) and occupational therapy (n=4). 

With the exception of a statewide coordinator, participants were employed in service development 

positions within AMHS to build the capacity of the region to respond to families where a parent has 

a mental illness (State Government of Victoria, 2007, 2016). Within their roles, they had 

implemented a range of interventions, training and service delivery activities. Some had many years’ 

experience in their role while others had been recently employed.   

Procedure 

An invitation to the co-design workshop, which included an explanatory statement, consent and 

terms of reference was sent to all Victorian FaPMI coordinators via the statewide coordinator (see 

Appendices D and I). Participants opted in via email, followed by the return of the signed the consent 

form.  

Through a collection of activities (see Appendix J), participants progressed through a series of stages 

that moved from exploring their own views on factors that supported sustainability, to the 

development of recommendations for implementing Let’s Talk in order for it to be sustained (see 

Figure 12).  

Figure 12. Workshop process 
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The first stage created a space to enable participants to reflect on and consolidate their own 

knowledge and experience. Drawing on their experience, participants diagrammatically charted their 

own perspectives of factors that enabled family-focused practice to be sustained in AMHS. This 

process served to honour the experience and wisdom of the participants, which is an important 

aspect of participatory research (Cargo & Mercer, 2008). Additionally, the process contributed to 

raising participants’ awareness of how their views might shape the knowledge generation process 

(Brown et al., 2005; Denzin & Lincoln, 2013b).  

In the second stage, working in four small groups (n=4 or 5), participants were asked to develop a 

consolidated collection of the most significant ideas for sustaining family-focused practice. This 

involved them defining and documenting the most significant factors with a rationale for their choice 

and presenting it back to the whole group. This process was used to build a working alliance for the 

World Café that encouraged listening and challenged a single ‘right way’, to enable a cross 

pollination of ideas (Brown et al., 2005). This stage was used to establish a collective framework for 

the group to use to deductively review the findings from the previous studies of the research. 

In the third stage, participants were presented with the research findings and the literature prior to 

revising their consolidated views of factors that enable sustainability. Initially they were presented 

with a summation of the findings from implementation and sustainability literature, and of each of 

the three phases of the research via a presentation (Appendix K), with an accompanying Workshop 

Companion Guide (Appendix L). After the presentation to set the context, the World Café 

participatory method (Brown et al., 2005) was utilised to work with each section of the material. 

Using conversations to create knowledge and listening together for insights, each small group 

worked with a facilitator on one section of the material (Brown et al., 2005). Together they reflected 

on key factors learnt from that material to consider whether it could be generalised to their setting 

and explore how it aligned or challenged their current significant factors list. The groups rotated 

around each of the four sections of learnings. After working through each section, each group met to 

consolidate their discussions from each of the tables, along with their previously identified key 

factors for sustaining Let’s Talk practice. 

In the final stage, the collective knowledge and insight gained in each small group was made visible 

and actionable. In the World Café method, the conversation is the process of regenerating the 

images we hold in order to enable new action (Brown et al., 2005). Each group presented their 

consolidated key factors and identified key recommendations that would support the 

implementation of Let’s Talk in AMHS in order to sustain practitioners’ practice and organisational 

capacity.   
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At the end of the session participants were asked to complete a questionnaire exploring how useful 

the process and the final recommendations were to them in their setting. Additionally, the 

participants self-reported any changes in their knowledge and confidence about implementation and 

sustainability as a result of the workshop.  

Measure 

The process and outcomes of the workshop served as measures against the generalisability of the 

previous phases’ findings and the development of practical recommendations. Measurement of the 

effectiveness of the workshop to build FaPMI coordinators’ understanding and engagement in 

practical implementation science used a custom-built questionnaire administered at the end of the 

workshop (see Appendix M). The questionnaire was developed in partnership with the Advisory 

Group and sought participant’s views on the format and purpose of the workshop, their perception 

of their participation in the workshop, the application of the research to their practice and the 

workshop’s impact on their knowledge and confidence about implementation and sustainability.  

Analysis 

Two analysis processes were used in the study. Firstly a multi-stage participatory framework analysis 

guided by Srivastava and Thomson (2009) was applied to develop a consolidated set of enablers for 

sustainability and explore generalisability. The staged analysis process involved developing and 

refining a framework of factors that enable sustainability.   

Firstly, each small group consolidated their individually identified factors into a framework by 

collectively prioritising each of the factors according to their importance for enabling sustainability. 

Secondly, each group reviewed the four sections of new material from the research findings and the 

literature against their consolidated factor framework, questioning if the new data aligned with or 

challenged it. 

Thirdly, each group checked the framework against their own implementation experience and the 

context within which they worked in order to check its generalisability and develop a revised 

framework of key factors for sustaining Let’s Talk practice. Each group also explored how to apply 

these key factors to their settings, identifying key recommendations.  

Next, each group presented their framework and the key recommendations to the wider group to 

develop a consolidated list of recommendations across all the groups.  

Lastly, the primary researcher put the consolidated recommendations developed with the wider 

group, together with the data from each of the small groups (chart-sheets and audio) into QSR 

International’s NVivo software (QSR International Pty Ltd. Version 12, 2018) for further analysis. The 
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primary researcher further condensed and categorised the data deductively against the two 

components of sustainability – practitioner and organisation – recommended by Stirman et al. 

(2012). The refined recommendations were then sent back to the participants for review and 

changes were incorporated (see Table 6). 

In a second separate analysis process, participants’ questionnaire responses were analysed to 

explore the impact of the workshop on FaPMI coordinators using frequencies, summations and a 

deductive content analysis informed by Elo and Kyngäs (2008). The data was placed into a matrix 

using the questions from the custom-built questionnaire to frame the analysis before categories 

were developed from the qualitative data. 

9.4 Outcomes  
In keeping with participatory approaches, the previously described workshop process and analysis 

form part of the outcomes of the study. The workshop’s outcomes presented below are focusing on 

the concrete outputs and are divided into three parts: i) the consolidated recommendations, 

developed in the World Café process, ii) outcomes related to the generalisability of findings from the 

previous studies of the research, and iii) the impact of the workshop on FaPMI coordinators. 

Recommendations developed 

The co-design workshop’s major outcome focused on using the research from the previous phases to 

co-develop recommendations for future implementation and sustainability efforts. The purpose of 

the recommendations was to guide FaPMI coordinators to implement Let’s Talk in their own settings 

to enable it to be sustained.  

The final consolidated set of recommendations is categorised into two focus areas: 

recommendations that attend to the practitioners who will use Let’s Talk, and recommendations 

that attend to the organisational structures and implementation process (see Table 6). 

Generalisability of previous phases’ findings to AMHS in Victoria  

During the third stage of the workshop process described above, the small groups of participants 

reviewed the presented material against their own implementation experience and context to 

ascertain its generalisability to their setting. The knowledge developed in the previous research 

phases were seen as able to be generalised across AMHS settings in Victoria, Australia. Some site-

specific considerations were also documented as the groups were feeding back recommendations to 

the wider group.   
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Location  

Rural FaPMI coordinators highlighted the need to consider location for service delivery. Rural 

practitioners are often visiting parents in their own homes or local café’s due to the difficulties of 

accessing clinics in rural and remote communities. This brought up the need to consider how 

practitioners and parents might find appropriate locations that could give the privacy needed to 

have conversations about their children.  

Critical mass 

Having critical mass within a team or service was seen as a challenge for sites with small teams 

within large AMHS and for rural or small AMHS. Training enough practitioners to enable parents to 

have access to the intervention might equate to training one fifth of staff, as parents make up 

approximately 20% of caseloads in AMHS. One fifth of a small team might equate to training one 

practitioner and this may result in a lack of critical mass to influence momentum. As a result, the 

endorsing and supporting aspects of critical mass might need to be replaced with other processes of 

endorsement and support in these settings. 
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Table 6: Recommendations for implementing Let's Talk 

A focus on the practitioners who will use Let’s Talk 

1. Select practitioners: seek specific skills needed for Let’s Talk; recruit with that in mind  

2. Balance access and opportunity to deliver Let’s Talk: consider the minimum number of 
practitioners needed for parents to be offered Let’s Talk; factor in issues such as team 
size, % of parents on caseload, staff retention 

3. Build practitioner capacity: identify and build competence in the underlying core 
fundamentals of parent-, family- and children-focused work. Proactively address 
practitioner confidence in practice. 

4. Target support for practitioners: focus support to enable practitioners to complete their 
first delivery of Let’s Talk and then continue to practice. Tailor support to their learning 
style, environment and skill level; embed within supervision structures. Consider the 
critical mass of trained practitioners needed to endorse practice. 

5. Reinforce the non-perfect: paint realistic visions of practice by using real stories of 
practice to help practitioners see how it can be done in their own setting.  

6. Expect, embrace and monitor adaptations: adaptations can enable practitioners’ use of 
Let’s Talk within the constraints of their setting, their style or models of working and 
parent readiness. However, monitoring outcomes is necessary to ensure that adaptations 
produce the outcomes desired and fidelity is not compromised. 

A focus on the organisational structures and implementation process 

1. Adjust strategies used for implementing Let’s Talk to fit the changing organisational 
environment: be clear of the goal of implementing and proactively troubleshoot 
challenges, finding new ways to work around these to meet the end goal(s).  

2. Use data: collect and use data on practitioner use of Let’s Talk, parent uptake, and 
outcomes and implementation challenges. Build communication loops to enable decision 
making and support practitioners use (i.e. report challenges to decision makers, showcase 
practitioners use for peer encouragement). 

3. Align Let’s Talk within the organisation: link the practice of Let’s Talk with other 
organisational initiatives, models and frameworks to enable practitioners and 
management alike to see how Let’s Talk complements and contributes to the other work 
to be done.  

4. Support all levels of leadership: build understanding on all levels of leadership; tailor 
messages to leadership types focusing on what is important for them to be able to lead 
within their role.  

5. Shape organisational identity: build a focus on families, parenting and children into 
organisational culture through embedding within position descriptions, orientation and 
clinical review structures. Create expectations that Let’s Talk can and will be done. 

6. Adjust organisational systems and structures: make adjustments to enable Let’s Talk 
practice by considering practitioner skills, time needed and locations for service delivery 
(i.e. models of care, allocation systems). 
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Workshop impact on FaPMI coordinators 

Of the 20 participants, 18 completed questionnaires about the co-design workshop’s contribution to 

their own learning. The self-reported questionnaire measured the workshops impacts on i) their 

understanding and engagement in implementation science and ii) their participation.  

Building understanding and engagement in practical implementation science 

Many participants came to the workshop with an established understanding about implementation 

and sustainability. As seen in Figure 13, half the participants reported they had a good 

understanding of theories on implementation and sustainability and of how to sustain practice. 

Figure 13. Participants views of their prior understanding of implementation and sustaining 

practice (n=18) 

 

Even with their high base-level, after the workshop the vast majority of participants reported that 

they had gained more strategies and confidence. They identified having more strategies to support 

Let’s Talk, implement and sustain new practice as well as to apply research to practice (see Figure 

14). They also indicated greater confidence in their ability to implement for sustainability and more 

confidence to communicate keys for implementing and sustaining new practice (see Figure 15).  
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Figure 14.  Participants views of the impact of the workshop on strategies for implementing 

and sustaining new practice (n=17) 

 

Figure 15. Participants views of the impact of the workshop on confidence in 

implementing/sustaining new practices and communicating what is important (n=18) 

 

Participant responses also displayed their application of implementation science concepts to their 

work. Participants were asked to indicate a strategy they will action in the next six months and 

identify an indicator of its achievement or success. Of the 17 responses, participants indicated 

strategies in five areas: packaging information, using data, adaptable implementation, engaging 

leadership and practitioner support.  

i. Packaging information: Understanding the importance of synthesizing and presenting 

information to enable the buy-in from different audiences was reflected in the responses. 

For example, one strategy noted summarising the key research outcomes and highlighting 

strengths that are relevant for families to generate more interest in and discussion about 

Let’s Talk.  
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ii. Using data: The awareness of collecting and using data in feedback loops was also identified 

in the strategies. For example, one participant suggested that developing a baseline of 

practitioners' knowledge could help guide early support for Let’s Talk practice.  

iii. Adaptable implementation: The need to use multiple strategies was indicated by 

participants. One participant, for example, reported planning to mix up their strategies and 

suggested consulting with people with lived experience to develop an implementation plan.   

iv. Engaging leadership: The importance of engaging leadership at multiple levels was reflected 

in many responses. One participant identified that they planned to schedule meetings with 

middle management and team leaders to explore possibilities so as to result in clear 

support, guidance and direction for staff. Another planned to ask for more accountability 

from management to enable improved information about Let’s Talk for practitioners. 

v. Practitioner support: A number of strategies also reflected the importance of post-training 

support for practitioners. For example, one participant suggested that they planned to focus 

on how they can support people to implement Let’s Talk within the two months following 

training. Another suggested utilising role modelling to influence practice change. Another 

planned to look at the supervision structure for staff around family work in order to meet 

the staff support needs associated with Let’s Talk. 

Additionally, participant responses also indicated that they could generalise the knowledge they had 

learnt in the workshop to other family-focused practices they implement beyond Let’s Talk, such as 

Single Session Family Consultation.  

Three main themes emerged from the participants’ comments on the most valuable aspects of the 

co-design workshop: the collaborative process (“a great collaboration, mix of research and 

discussion”); learning about the evidence (“Hearing about the PhD with links to literature, 

leadership, practitioners and case examples. Helped think through culture change discussions”); and 

being able to participate in generating knowledge while confirming existing knowledge (“…some 

new ideas and some of my practices being validated”). 

Participation 

Participants were also asked about their experience of the workshop in relation to its purpose, their 

contribution and the usefulness of the outcome. Nearly all participants either agreed or strongly 

agreed to the purpose being clear, the objectives being met and the outcome being useful to FaPMI 

work. The majority also believed they made a significant contribution to the workshop (see Figure 

16).  
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Figure 16. Workshop participation and purpose 

 

9.5 Discussion of the results in phase four  
The workshop applied the knowledge established in the previous phases of the research, confirming 

that it could be generalised across AMHS in Victoria, Australia. The recommendations co-developed 

with FaPMI coordinators, enabled the knowledge to be applied to support the implementation and 

sustaining of Let’s Talk. Additionally, the process of the workshop also benefited participants by 

building on their understanding of and engagement in implementation and sustainability of Let’s 

Talk.  

FaPMI coordinators are agents of change, supporting shifts in practice to enable better outcomes for 

families where a parent has a mental illness (State Government of Victoria, 2007, 2016). The broad 

scope of their work dictates that the end focus is on facilitating broader practice change. While they 

might utilise the implementation of a single intervention, such as Let’s Talk, as a tool to support such 

shifts in practice, it will be one strategy amongst many. This makes their role different to those who 

are primarily focused on implementing a discrete intervention or innovation over a fixed period of 

time (Bauer & Kirchner, 2019; Fixsen et al., 2009). There is less known about ongoing capacity 

building roles in implementation science literature where the focus is mainly on the implementation 

of discrete interventions in research settings (Chambers, Pintello, & Juliano-Bult, 2019; Westerlund 

et al., 2019). As a result, these roles are often studied within a specific research context or in a 

restricted time period. These findings therefore provide opportunities to understand how strategies 

could be implemented to support ongoing change as scaffolded by localised change agents.   

The language and structure of the co-produced recommendations could be understood as a 

reflection of the FaPMI coordinators’ unique position as internal capacity builders within AMHS. The 
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recommendations, as a distillation of a range of levers under the two categories of practitioner and 

organisation, may fit their need for flexible application to their local setting.  As a result, unlike a 

structured implementation guide, these recommendations may be seen as a flexible tool that suits 

the ongoing nature of their roles within a service.  

FaPMI coordinators’ service-development role has a core emphasis on sustainability, resulting in 

them building, supporting and/or renewing organisational readiness to implement interventions 

such as Let’s Talk. As organisations are constantly changing (Chambers et al., 2013), this might 

include a range of activities at multiple levels. At the policy level, that might mean exploring how 

Let’s Talk can align with the organisation’s initiatives and directions. At the leadership level, it might 

include re-engaging leadership after personnel changes and/or embedding Let’s Talk within the 

organisation’s systems and structures. At the practitioner level, building and supporting 

practitioner’s skill development might be needed and using demand from parent-consumers to 

highlight the need for Let’s Talk. As a result, the recommendations can support the FaPMI 

coordinator to address the readiness of their service with the appropriate strategies for their current 

circumstances. The future overseeing of implementing to sustain Let’s Talk in AMHS in Victoria will 

be a joint venture between AMHS, FaPMI coordinators and the statewide FaPMI team. The 

recommendations developed and the implementation knowledge and skills gained in this phase has 

contributed to the tools and capacity building strategies that can enhance their roles. 

Westerlund et al. (2019) suggest that the gap in use of implementation science in healthcare settings 

requires the development of user-friendly tools that can be utilised by healthcare practitioners. 

Whilst the recommendations have made some progress on equipping FaPMI coordinators with 

implementation tools to implement and sustain Let’s Talk, the recommendations could be further 

developed to go beyond conceptual or aspirational ideas in line with Westerlund et al. (2019) 

recommendations. The different strategies could detail definitions and connect with helpful 

resources that can enable the strategies to be enacted. Additionally, the recommendations could be 

complemented by tools, such as the USA’s National Implementation Research Network (NIRN) tool, 

Stages of Implementation Analysis: where are we up to? (Blase et al., 2013) or the UK’s Sustainability 

Model and guide (Maher et al., 2007). Whilst these are more aimed at implementing a discrete 

intervention or innovation, they could guide the FaPMI coordinator to identify the status quo within 

their AMHS, clarify what they are aiming to do and develop an action plan with clear allocation of 

roles, responsibilities and measures.  

The co-design workshop was focused on developing a targeted practical implementation tool for 

sustaining Let’s Talk that was generalisable across all AMHS in Victoria. The findings from the post 

workshop questionnaire, however, would suggest that FaPMI Coordinators saw how the strategies 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



 

Page | 172  

 

identified in the Let’s Talk recommendations could be applied to supporting other family-focused 

practice. In this way the development of key elements important for sustaining one intervention, 

Let’s Talk, can contribute to the knowledge gap about sustainability of family-focused practice more 

broadly. 

While this phase draws on previous studies of strategies to support practice change, there is more to 

understand in order to support sustainability of Let’s Talk practice. Further research is required to 

understand the specific skills needed by practitioners to complete a delivery of Let’s Talk. Developing 

a clearer understanding of the core functions or mechanisms of Let’s Talk would also contribute to 

training guidelines and fidelity measures. This greater understanding of Let’s Talk’s core mechanisms 

will additionally help to ensure that adaptations don’t undermine the desired outcomes.   

9.6 Phase 4 summary 
This phase of the research builds on the previous phases to co-develop applied knowledge relevant 

to service development personnel within AMHS, resulting in recommendations that can be used as a 

basis for an applied implementation tool. As AMHS are complex organisations that use myriad overt 

and implicit mechanisms to drive practitioners’ practice, these recommendations can be used to 

direct these mechanisms to support the implementation and sustaining of Let’s Talk. Further work is 

needed in detailing and linking the recommendations to other resources to support their use. Local 

implementers will need to translate the recommendations to their setting by assessing their current 

state and being clear what they are working towards before they can use the recommendations to 

plan their next steps. For sustaining Let’s Talk in AMHS there is a need for those plans to be 

accompanied by clear allocation of roles, responsibilities and measures.  

Relevance for the thesis 

This chapter is the last of four chapters in the middle section of the thesis that present the four 

phases of the research (Chapters 6-9). Chapter 6 documents a contextual understanding of the 

implementation of Let’s Talk during the RCT that was developed in phase one through a qualitative 

study of leadership perspectives (Study 1). Chapter 7 presents what was sustained in the eight AMHS 

as established in phase two through two parallel studies (Study 2 and 3). Chapter 8 reports on an 

explanatory model of one AMHS journey to sustainability that was developed in a participatory case 

study (Study 4) in phase three. This chapter (Chapter 9) documents the co-production of 

implementation recommendations to support Let’s Talk sustainability as developed in the co-design 

workshop (Study 5) of phase four.  
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The study in this phase contributed to the investigation of the key elements for sustainability of Let’s 

Talk in AMHS, in Victoria, Australia. Building on the findings from each of the previous phases, this 

phase utilised the partnership with FaPMI coordinators to co-develop recommendations that could 

be applied in their work and were generalisable to AMHS across Victoria, Australia. As a result, this 

phase helped to draw together answers to the overall research question of ‘what is important for 

sustainability of Let’s Talk in AMHS?’ 

 In the final chapter of the thesis (Chapter 10), the aim of the research and the consolidated learning 

from all the phases will be revisited before presenting key elements for sustaining Let’s Talk in 

AMHS, exploring what has been learnt about sustainability and providing recommendations for 

practice and research.  
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Chapter 10  Discussion 
A new lens can create fresh perspectives on old ways of seeing. There is limited knowledge of the 

sustainability of family-focused practices in health care. Lasting change in AMHS is a story hidden 

from view.  By bringing different conceptual lenses together, this thesis illuminated this story to 

bring new knowledge and understandings about how to promote lasting and sustained practice 

change. Bringing new voices through working within a participatory approach and applying the lens 

of the concept of sustainability to family-focused practice, this thesis has developed a realistic 

picture of sustainability and identified key elements that promote it. This body of work integrating 

knowledge from disparate fields, is an important building block for the future study of family-

focused practice.   

This final chapter draws together the research of the thesis and discusses the major outcomes and 

implications in the context of the literature. To help position the research findings, reflections on the 

methodological strengths and limitations of the thesis are first discussed. Next, how the studies’ 

findings have addressed the aim and their contribution to the body of knowledge is outlined. 

Subsequent to this, research findings on what we know about sustaining Let’s Talk and the 

implications for its translation to practice are presented. The chapter concludes with the broader 

scope of what this thesis contributes to the understanding of the concept of sustainability and 

knowledge base on sustainability of family-focused practice.   

10.1 Methodological reflections: strengths and limitations 
Strengths and limitations are inherent in any methodological choices employed in research. As the 

specific methodological reflections for each study are noted in their related chapters (Chapters 6-9), 

this section discusses strengths and limitations from the perspective of the overall research design 

and execution.  

Participatory research 

A core strength of this research is its use of multiple research partnerships across the different 

studies. These partnerships added value to the research’s design, implementation process, as well as 

the interpretation and application of the findings. These different configurations of participation 

utilised throughout the research process strengthened the quality of the findings. 

Who should participate, and how is a foundational issue of quality in participatory research (Bergold 

& Thomas, 2012; Cargo & Mercer, 2008; Mercer et al., 2008). Identification of participants and 

partnerships, based on an integrative practice framework (Cargo & Mercer, 2008), provided a strong 

evidence base for the partnership selection. The clear documentation of the roles of the different 
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partnerships and the relationships between each of these, supported the research’s rigour by 

providing an audit trail. Such intentional and transparent choice of partners supports the 

confirmability of the research (Korstjens & Moser, 2018; Mercer et al., 2008). The resulting matrix of 

research and reflexive partners, as presented in Table 7, provided authentic partnership across the 

spectrum of the research process and reflects the focus on open networks of equitable partnerships 

in participatory research (Cargo & Mercer, 2008; Kemmis & McTaggart, 2005). 

The participation of both the advisory group and the FaPMI coordinators in the designing of data 

collection methods enabled the research to measure what was intended in a form that was practical 

to collect. Such co-development of measurement tools increases the accuracy and reliability of the 

data collected (Cargo & Mercer, 2008).  

Table 7: Research and reflexivity partnerships 

Partnerships Research process Reflexivity 

Shaping the 
purpose and 

scope  

Implementation 
and context 

Interpretation 
and application 

of outcomes 

Advisory group     

FaPMI coordinators (8 AMHS)     

Local research group     

All FaPMI coordinators     

Supervisory triad     

Critical friend     

 

Furthermore, incorporating member checking processes into the data collection process for all the 

studies helped to confirm that what had been collected was true from the participants’ perspectives 

(Korstjens & Moser, 2018). This, along with the collaborative analysis and interpretation processes 

employed in studies four and five, build on the value and quality of the research. These collaborative 

processes enhanced the credibility of the findings and their ability to be applied to the real-world 

settings they are intended to serve (Bergold & Thomas, 2012).  

Additionally, the contextual understanding of sustainability of Let’s Talk developed through a 

participatory research approach has enabled the findings to be grounded within the complexities of 

real-world settings. This advantage of participatory research (Cargo & Mercer, 2008), has allowed a 

richer understanding than could have been gained through other means, thus strengthening the 

transferability of the research findings.   
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The multiple layers of reflexive partnerships provided triangulated opportunities for critical 

reflection on my role as an embedded researcher (Kemmis & McTaggart, 2005). The Advisory Group, 

with its expertise in the field and in participatory research, provided an external accountability role 

through the communal covenant that emphasised power sharing through reciprocal relationships 

(Brydon-Miller et al., 2013). The role of a ‘critical friend’, with its embedded tension between 

unconditional support and unconditional critique (MacBeath & Jardine, 1998), provided an 

opportunity for robust discussion with someone familiar with the work and field, but with enough 

distance to probe assumptions. The different experiences and expertise of the triad of supervisors 

brought to the reflective process diverse understandings of reality. Their intimate knowledge of the 

research, combined with their diverse perspectives, enabled a robust reflection on the research 

process and my assumptions and assertions to be rigorously explored (Bergold & Thomas, 2012 ). In 

combination, these opportunities enabled the four types of reflective practice that support quality in 

participatory research – personal reflection, reflection on the social relationships, reflections on the 

context the research is embedded within, and reflection on the process of research (Bergold & 

Thomas, 2012 ). 

While participation is a core strength of this research, it was not without issues. The issue of who 

participates also raises questions about who decides which voices are needed. Whilst the review by 

Cargo and Mercer (2008) provided an evidence base for decision making about appropriate 

partnerships, as the researcher, I had the power to make that selection. As AMHS are complex 

organisations with dynamic interactions, it is difficult for any one group of people to represent the 

broad range of voices needed to adequately capture its complexity. In hindsight, the lack of presence 

of medical staff may have limited a greater exploration of the influence of the medical model on the 

paradigm conflicts identified in Study 1 (Allchin, Goodyear, et al., 2020). Additionally, increased 

representation of practitioners in the Local Research Group may have resulted in a greater 

understanding of the enablers of practitioners’ practice that has been highlighted as a need for 

future research in Study 2 (Allchin, O’Hanlon, Weimand, & Goodyear, 2020).  

In reality, who participates is also constrained by practical limitations (Cargo & Mercer, 2008). Take, 

for example, phase three’s Local Research Group. Those who could consistently attended the five 

sessions were those who could control their own diaries and had the power to determine their day-

to-day activities, such as a senior manager. Those working on the ground with the practicalities of 

case management had more difficulty attending sessions within working hours. This was seen by two 

practitioners not being able to attend throughout the whole process. While work was done to 

incorporate the voices of those who couldn’t attend a session, the result was an imperfect version of 

the communicative action as all voices could not contribute in real-time.   
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Additionally, the real-world time-constraints of AMHS staff at all levels leaves little time for 

reflection on practice. Ideally, the partnership in the analysis and interpretation process seen in 

phase three and four would have benefited from a longer period of engagement with the data than 

was possible in the settings. Whilst not tokenistic, if utilised more, the expertise in the partnerships 

could have enriched the depth of understanding on sustainability of Let’s Talk.  

Mixed methods research 

Another strength of the research is in its use of mixed methods, as described in Chapter 5. The 

methods in this research follow logically from the research questions and are combined in a process 

of phases to build a better understanding of sustainability of Let’s Talk. As recommended by Creswell 

(2014), a visual model explaining the logic of the methods is outlined in Chapter 5 (see Figure 7). 

Triangulation of methods and data types in this way, can provide a more complex picture than could 

be gained by either quantitative or qualitative research on their own (Creswell, 2014; Teddlie & 

Tashakkori, 2013). The qualitative study in phase one (Allchin, Goodyear, et al., 2020) was used to 

explore the implementation context, giving important information to inform the measures used in 

phase two. The converging of the quantitative and qualitative studies in phase two (Studies 2 and 3; 

Allchin, O’Hanlon, Weimand, & Goodyear, 2020; Allchin, Weimand, et al., 2020) triangulated the 

data to strengthen the understanding of what had been sustained in the eight AMHS, as noted in the 

summary of Chapter 7. This integrating of the quantitative and qualitative method in phase two to 

establish what had been sustained, reinforced the credibility of these findings. The participatory case 

study in phase three (Study 4; Allchin, O’Hanlon, Weimand, Boyer, et al., 2020) enabled a richer 

description of how sustainability had occurred in one AMHS to be developed, supporting the 

finding’s transferability. The transferability was strengthened by the convergence of all the data in a 

participatory co-design workshop (Study 5) in phase four. As a result, key elements for sustaining 

Let’s Talk have been built on a combination of qualitative and quantitative data, thus strengthening 

the credibility, dependability and transferability of the findings (Korstjens & Moser, 2018; Teddlie & 

Tashakkori, 2013).  

While a greater understanding of what enables sustainability of Let’s Talk has been established, this 

research has illuminated the need for other knowledge that was not within the capacity of this set of 

studies to obtain. The primarily quantitative knowledge gained about practitioners’ application of 

Let’s Talk (Allchin, O’Hanlon, Weimand, & Goodyear, 2020), and the in-depth case study of one 

service (Allchin, O’Hanlon, Weimand, Boyer, et al., 2020) led to an awareness that hearing 

practitioners’ own narratives may have been missing. Limitations on research time and capacity, 

however, meant that this was out of the scope of the research design. The decision to concentrate 

on two levels of sustainability, sustained practice and sustained capacity (Stirman et al., 2012), led to 
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narrowing the research design to focus on practitioner application data and the organisational 

capacity and context. Parent perspectives and family outcomes were identified as out of scope in 

this research as they are the focus of other studies connected to the RCT (Maybery et al., 2017). This 

resulted in limited exploration of the reciprocal relationship proposed between the parent-

consumer and practitioners’ readiness in phase one (Allchin, Goodyear, et al., 2020), and the 

question of how adaptations affected outcomes in phase two (Allchin, O’Hanlon, Weimand, & 

Goodyear, 2020). These areas could be the focus of future research. 

The literature review of Let’s Talk and the combined findings about sustainability also illuminated 

the gap in understanding the central mechanisms of Let’s Talk that enable the expected outcomes 

(i.e. the core functions of an intervention). Such knowledge of core mechanisms could possibly 

enable more sustained use of Let’s Talk by enabling its greater integration into everyday practice in 

real-world settings through adaptation, while maintaining fidelity to its core mechanisms. As a 

result, the knowledge gained in understanding sustainability, while making a great contribution, is 

still an incomplete picture that requires more attention.    

10.2 Building the knowledge base 
Participatory research is grounded in knowledge built to find solutions to real-world issues. The 

research aim and questions of this thesis are situated in an applied setting exploring the 

sustainability of a particular practice. The following section outlines how the research in this thesis 

has generated knowledge to address the challenge of sustaining Let’s Talk in AMHS that has limited 

parents’ access to this evidence-based family-focused practice.  

This thesis used a series of sequential phases of research that aimed to investigate the key elements 

for sustaining Let’s Talk in AMHS. This aim was answered through the research question, ‘what is 

important for sustainability of Let’s Talk in AMHS?’ and its two sub-questions: i) ‘what sustainability 

has occurred in practitioners’ Let’s Talk practice and the organisations’ capacity to support Let’s Talk 

practice?’ and ii) ‘what key elements are critical for the sustainability of Let’s Talk practice and 

organisation capacity?’  

The research took place within a participatory research paradigm, described more fully in Chapter 2. 

Participatory research values knowledge for its ability to address real-world issues while providing 

reciprocal benefits to those working in partnership within the knowledge creation process (Cargo & 

Mercer, 2008; Kemmis & McTaggart, 2005; Ozanne & Saatcioglu, 2008). The literature on 

sustainability described in Chapter 3, was used as a conceptual lens to define the way sustainability 

was explored (continued practice and continued capacity; Stirman et al., 2012) and provide an 

analytical framework (Damschroder & Lowery, 2013; Fixsen et al., 2005; Maher et al., 2007; Scheirer 
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& Dearing, 2011). The work builds on previous research documenting the development and 

evaluation of family-focused practice in AMHS and Let’s Talk in particular, as described in Chapter 4. 

Each of the sequential phases and their respective studies (Chapters 6-9) generated knowledge to 

address the research’s overall aim (see Table 8). 
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Table 8. Summary of the research’s aims and findings 

Phase Aim Study Study Findings 
 

1 Explore the 
implementation 
context to build 
measures for 
establishing what had 
been sustained 

Study 1: Leadership 
perspectives on 
implementing Let’s Talk 

o Implementation interrupted by changes in both internal and external context, resulting in 
the need for constant re-focusing  

o Confirmed leadership vital to lead change, and defined roles of different levels of 
leadership 

o Parallel process of practitioner and parent readiness was proposed 

2 

 

Establish what had 
been sustained in the 
eight AMHS  

 

Study 2: Practitioner 
application of Let’s Talk 

o Most practitioners used Let’s Talk but number of 
deliveries declined overtime  

o Complete vs partial delivery more difficult  
o Caseload access important consideration 

Converged findings Studies 2 & 3 
 
o 4 AMHS had practitioners 

still delivering Let’s Talk 
o Higher organisational 

capacity linked with 
continued practice 

 Study 3: Organisational 
capacity to support Let’s 
Talk 

o Sustained capacity linked to organisation’s intention to 
implement and changes made to fit Let’s Talk  

o Complex system responses less common (i.e. using data 
collected; training systems that know if practitioners are 
trained)  

3 Explain how one AMHS 
had sustained practice 
and capacity 

 

Study 4: Single 
participatory case study of 
sustained practice and 
capacity 

o Sustainability more likely if anchoring to existing organisational identity and structures, and 
supporting mutual adaptations to improve the fit between the organisation and Let’s Talk.  

o Sustainability occurred in the context of a changing internal and external environment that 
required ongoing attention 

4 Expand generalisability 
of previous phases and 
develop a more 
complete picture of 
what is important for 
sustainability of Let’s 
Talk  

Study 5: Co-design 
workshop developing 
recommendations 

o Findings generalisable to other AMHS setting 
o Flexible recommendations developed that can be adapted to suit the local context and 

used as basis for an applied implementation tool  
o FaPMI coordinators gained understanding of and skills in applying implementation science  
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Phase one 

Phase one’s qualitative study exploring leadership perspectives (Study 1) provided a contextual view 

of the implementation of Let’s Talk that was used as a tool for shaping the study of what 

sustainability had occurred in phase two in Study 3 (see Figure 7 and Table 8). It highlighted how the 

eight AMHS approached implementation differently during the RCT. The findings also showed how 

interruptions as a result of internal organisational changes and changes within the wider external 

contexts required constant revising of, and sometimes restarting, implementation (Allchin, 

Goodyear, et al., 2020). The importance of context to the study of sustainability of Let’s Talk drawn 

from these findings is congruent with literature on sustainability, which advocates for it to be 

explored in ways that can acknowledge complexity in healthcare settings (Braithwaite et al., 2018; 

Greenhalgh et al., 2005).  

Conflicts in the paradigms within which AMHS work were identified as challenging the 

implementation of Let’s Talk (Allchin, Goodyear, et al., 2020). The policy and funding framework, and 

medical service delivery models drew practitioners to be the expert in the practitioner-consumer 

interaction, to work in episodes of care to manage crisis, and primarily focus care on the individual 

and on minimising risk. These were seen to be in conflict with the policy reform agenda for mental 

health services that call for a focus on recovery-focused family-inclusive preventative mental health 

practice. Such a practice expects practitioners to build therapeutic relationships, give control to 

consumers and consider the individual in their context (Allchin, Goodyear, et al., 2020). These 

findings add weight to other research about paradigm conflicts present in AMHS settings that affect 

the use of family-focused practice (Falkov et al., 2016; Felton, et al., 2018; Karibi & Arblaster, 2019; 

Korhonen et al., 2010; Price-Robertson, et al., 2016).  

Building on existing literature on the importance of leadership for creating change (Floyd & 

Wooldridge, 1997; Heyden et al., 2017; Kerrissey et al., 2017), the findings illustrated the different 

roles leadership have in the implementation process. Middle management were identified as having 

a role of translating new interventions into everyday practices, while senior leadership provided an 

authorising environment (Allchin, Goodyear, et al., 2020).  

In addition, the findings questioned the idea that parents were passive recipients of Let’s Talk and 

proposed that the readiness of the practitioner and parent were intertwined (Allchin, Goodyear, et 

al., 2020). This adds weight to existing literature that considers how to integrate the bidirectional 

relationship between practitioner and recipient in implementation frameworks (Zubkoff, et al., 

2016).  

 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



 

Page | 182  

 

Phase two 

Phase two addressed the first sub-question, establishing what had been sustained in the eight AMHS 

following participation in the RCT, using continued practice and continued capacity as a measure of 

sustainability (Stirman et al., 2012). Using this dual approach for understanding sustainability and 

the participatory research paradigm, two parallel studies were carried out to establish practitioners’ 

practice and organisational capacity. The findings of the two studies were then converged (see Table 

8). As establishing what had been sustained required a contextual understanding, what was 

implemented and how practitioners had applied Let’s Talk over time were also explored within each 

context. Data collection and participant recruitment for phase two was supported by partnership 

with FaPMI coordinators within the eight AMHS.   

The quantitative practitioner study (Study 2) generated new knowledge by establishing the first 

documentation of practitioners’ application of Let’s Talk. This knowledge will help to form a baseline 

for future implementation endeavours. Building on the existing literature on family interventions 

that are not focused on the parenting role, the findings differentiated the application of Let’s Talk by 

whether it was offered or delivered (Bucci et al., 2016; Ince et al., 2016). The study established that 

five of the eight AMHS had practitioners who had applied Let’s Talk with parents in the previous 12 

months. One of those five AMHS, however, only recorded Let’s Talk as being offered, rather than 

offered and delivered (Allchin, O’Hanlon, Weimand, & Goodyear, 2020).  

While most practitioners were found to have used Let’s Talk, the number of deliveries declined 

overtime (Allchin, O’Hanlon, Weimand, & Goodyear, 2020). The interaction between a low and 

fluctuating percentage of parents on practitioners’ caseloads was found to be an influence. The 

opportunity to utilise Let’s Talk may be restricted by large gaps of time between use due to 

practitioners having few or no parents on their caseload. This has the potential to undermine the 

ongoing confidence and competence of practitioners in the delivery of Let’s Talk (Allchin, O’Hanlon, 

Weimand, & Goodyear, 2020). 

While most practitioners delivered Let’s Talk as described in the manual, one third made adaptations 

to fit the intervention to parent-consumer needs or their respective service models (Allchin, 

O’Hanlon, Weimand, & Goodyear, 2020). Adaptations to fit service models echoes other literature 

that suggests adjustments are needed to incorporate interventions into everyday practice while still 

adhering to what is core for the mechanisms of change (Greenhalgh & Papoutsi, 2018). Building on 

mental health literature, adapting to address parent-consumer needs is identified as key to 

developing the therapeutic alliance needed in mental health work (Dziopa & Ahern, 2009; D. J. 

Martin, Garske, & Davis, 2000).  
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The mixed methods study on organisational capacity (Study 3) established the eight AMHS capacity 

to support Let’s Talk in the context of their implementation approach. The study design was 

informed by leadership perspectives on implementation (Study 1; Allchin, Goodyear, et al., 2020) 

and input from the Advisory Group. In documenting each organisation’s implementation approach, 

two key elements appeared to influence AMHS sustained capacity to support Let’s Talk: i) their 

intention for implementation, and ii) whether they had made organisational changes to fit Let’s Talk 

to their service (Allchin, Weimand, et al., 2020). These findings are congruent with literature on 

sustainability, which identifies that organisational adjustments to fit the intervention supports 

sustainability (Proctor et al., 2011; Scheirer & Dearing, 2011).  

Mapping AMHS current organisational capacity to support Let’s Talk across nine domains found 

three common organisational capacities: overseeing staff, collecting data, and infrastructure for 

practice support. The least common capacities were found to be knowing if practitioners were using 

Let’s Talk, having training infrastructure, using the data that they collected and having a governing 

policy/practice guideline for Let’s Talk (Allchin, Weimand, et al., 2020). These latter organisational 

capacities have been identified in other studies as important for sustainability of evidence-based 

practices in health services (Lennox et al., 2017; Markström et al.,, 2018; Stirman et al., 2012). While 

the most common capacities appear to be influenced by the work of internal service development 

staff, the least common capacities usually require complex interconnected systems with broad 

organisational support, a theme documented in the literature on complexity in implementation 

(Braithwaite et al., 2018).   

The findings from these parallel studies (Studies 2 and 3) were converged, comparing each AMHS’ 

current organisational capacity to AMHS with practitioners delivering Let’s Talk in the previous 12 

months. The converged findings showed that AMHS with higher organisational capacity scores were 

more likely to have practitioners continuing to deliver Let’s Talk. Similarly, Markström et al. (2018) 

found that the presence of a greater number of implementation components corresponds with 

greater likelihood of program survival. This phase established that four AMHS had practitioners still 

delivering Let’s Talk (as opposed to offering Let’s Talk) and had higher organisational capacity scores.  

Phase three 

Focusing on the second sub-question, phase three identified critical elements for the sustainability 

of Let’s Talk by exploring how one AMHS had sustained practice and capacity (see Table 8). In 

partnership with AMHS staff as a Local Research Group, a participatory case study (Allchin, 

O’Hanlon, Weimand, Boyer, et al., 2020) was used to develop an explanatory model of what had 

enabled sustainability in their service within the context of known barriers. The model documented 
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influencers related to the external context, resources, the prior organisational capacity and a set of 

sustainability factors associated with the practitioner, the organisation and the parent-consumer.  

The study findings suggest that sustainability is more likely to occur when Let’s Talk implementation 

is anchored to an organisation’s existing identity, capacity, structures and relationships and when 

mutual adaptations are made to improve the fit (Allchin, Weimand, et al., 2020).  

Additionally, the study found that sustainability occurred in the context of a changing environment 

that required ongoing attention. This suggests that setbacks and continued adjustments are 

common expectations within sustainability. These findings concur with the implementation 

literature that takes complexity into account (Braithwaite et al., 2018; Greenhalgh & Papoutsi, 2018; 

Shiell et al., 2008). The findings also challenge reductionist thinking in implementation science that 

assume a linearity and predictability of the implementation process and that it can be understood 

through the research of isolated factors, devoid of its context (Hawe, 2015).   

This study built on existing conceptual and theoretical literature about the sustainability process 

(Scheirer & Dearing, 2011) by developing an explanatory model and thus allowing insight into real-

world application. Additionally, the study contributes to a gap in the literature on family-focused 

practice where there are no clear pictures of what sustained practice looks like in applied settings 

(Isobel, Allchin, et al., 2019).  

Phase four 

The previous phases explored the context of implementation during the RCT (phase one), 

established what sustainability had occurred (phase two) and built an explanatory model of one 

AMHS with sustained practice and capacity (phase three). The findings from these three phases 

highlighted that the implementation approach and the context were important factors shaping 

sustainability. As a result, phase four used a co-design workshop to explore the generalisability of 

the findings to a broad range of AMHS settings in Victoria, Australia (see Table 8). This final phase 

further contributed to addressing the research’s second sub-question, ‘what key elements are 

critical for the sustainability of Let’s Talk practice and organisation capacity?’  

Working in partnership with FaPMI coordinators from across the Victoria, Australia, phase four 

converged the data of the previous phases to develop practical recommendations for future 

implementation endeavours for sustaining Let’s Talk. In the process, the study built the FaPMI 

coordinators skills in applying implementation science to practice. The findings suggest that the 

previous learnings across the phases are applicable to other AMHS settings in Victoria, Australia with 

some additional site-specific consideration.  
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The co-designed recommendations incorporated a range of implementation levers related to 

supporting practitioners’ continued practice of Let’s Talk, and supporting organisational capacity to 

support Let’s Talk practice. The content of the recommendations build on the current body of 

knowledge from the sustainability literature by applying them to the specific practice of Let’s Talk 

and the specific setting of AMHS in Victoria, Australia. In doing so, this study is a response to 

Westerlund et al. (2019) call for the application and use of implementation science in practice. 

Whilst developed as a practical implementation tool, these recommendations would need to be 

applied locally to address each particular context.  

Through developing the skills of FaPMI coordinators as change agents within AMHS, the study 

contributed to the knowledge generation processes that can help to bridge the praxis-knowledge 

gap identified in the literature on implementation science (Westerlund et al., 2019). Additionally, the 

development of co-designed implementation recommendations for Let’s Talk contributes to the call 

from implementation science for the development of user-friendly tools for practical application of 

implementation science methods (Westerlund et al., 2019).  

10.3 What we know about sustaining Let’s Talk 
In the process of developing knowledge to address a situated real-world issue, the thesis findings 

progress our understanding on sustaining Let’s Talk as documented in 10.3, 10.4 and 10.5.  A 

summation of the evidence of what is known is presented in this section, a framework of how the 

knowledge can be applied in practice is offered in 10.4 and gaps in knowledge on Let’s Talk that are 

important for understanding sustainability are raised in 10.5.  

From the findings in this thesis it is clear that sustainability of Let’s Talk is multilayered. Influences 

relating to the practitioners, the organisations, the wider context and the implementation process all 

impacted sustainability.  Moreover, these influences were seen to interact between these layers in 

keeping with an ecological perspective.  

Influencing practitioners 

Practitioners’ use of Let’s Talk was influenced by their gender, profession and access to parents on 

their caseload. The practitioners’ ability to adapt Let’s Talk to both the parent-consumer’s needs and 

the working model of their team, additionally influenced their use of the practice. Furthermore, 

practitioners who used practice support where it was available showed increased delivery of Let’s 

Talk (Allchin, O’Hanlon, Weimand, & Goodyear, 2020). There may also be influences that were not 

explored in these studies but are noted in other literature on family-focused practice, such as 

practitioners’ skills and knowledge of the impact of mental illness on parents, children and families 

(Grant et al., 2019; Maybery et al., 2016). Practitioners’ ability to hold a dual perspective while 
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working with an individual is another influence of family-focused practice noted by Tchernegovski et 

al. (2018). 

From the studies in this thesis, practitioners’ use of Let’s Talk was also influenced by their interface 

with the organisation and their interface with the parent-consumer. The team’s workload and the 

allocation systems seemed to affect a match between a trained practitioner and the availability of 

parent-consumer (Allchin, Weimand, et al., 2020; Allchin, O’Hanlon, Weimand, Boyer, et al., 2020). 

Additionally, how practice support is structured impacted a practitioner’s use of it (Allchin, 

O’Hanlon, Weimand, & Goodyear, 2020). It was also proposed that parent-consumer uptake impacts 

practitioners’ uptake in a reciprocal relationship (Allchin, Goodyear, et al., 2020). While the influence 

of this reciprocal relationship has not as yet been explored for Let’s Talk (Allchin, Goodyear, et al., 

2020), the importance of the relationship in developing a therapeutic alliance is well-known in the 

mental health field (Sandhu et al., 2015). Together these interfaces impact practitioners’ opportunity 

and confidence to use Let’s Talk in AMHS.  

Organisational influences 

The organisational structures that support practitioners’ use of Let’s Talk also have an impact on 

sustainability. Sustained focus on implementing Let’s Talk was enabled by internal implementers 

who facilitated the organisation to refocus after setbacks or disruptions (Allchin, Goodyear, et al., 

2020). Adjustments in organisational structures to accommodate Let’s Talk were seen in all AMHS 

that had practitioners continuing to use it (Allchin, Weimand, et al., 2020; Allchin, O’Hanlon, 

Weimand, Boyer, et al., 2020). Organisational ownership of the implementation process is proposed 

to be the catalyst for such adjustments (Allchin, Weimand, et al., 2020). The ownership was seen in 

senior leadership communicating organisational priority through policy or practice guidelines and 

middle management enacting policy through guiding practitioners to understand how Let’s Talk 

fitted into their everyday work (Allchin, Goodyear, et al., 2020; Allchin, O’Hanlon, Weimand, 

Boyer, et al., 2020). These leadership roles were also important drivers for change through the 

development of organisational structures such as training and support infrastructure, data collection 

systems, reporting systems (Allchin, Goodyear, et al., 2020; Allchin, Weimand, et al., 2020; Allchin, 

O’Hanlon, Weimand, Boyer, et al., 2020). Feedback loops between these structures enabled 

organisational adjustments to support sustainability, for example, data on parent-consumer 

numbers within the service was used to identify the number and location of practitioners needed for 

training. Data on practitioners’ application of Let’s Talk after training led to the development of 

tailored systems to support Let’s Talk practice (Allchin, O’Hanlon, Weimand, Boyer, et al., 2020). 
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Influences in the wider context 

The wider context that the organisation works within additionally impacts sustainability. AMHS 

function within a policy and funding context that shapes the way practitioners work by creating 

priorities and measuring outcomes. During the RCT, reforms in the mental health sector shifted 

priorities to recovery-focused care and enshrined the need for adult-focused services to respond to 

the needs of children of parent-consumers in the principles of the Mental Health Act (Mental Health 

Act 2014 (Vic); Tchernegovski et al., 2017). These changes in this wider context enabled AMHS to fit 

an intervention such as Let’s Talk into the remit of their work (Allchin, Goodyear, et al., 2020). These 

same reforms, however, also compromised the implementation of Let’s Talk by creating competition 

for time, attention and resources. In some services, this interrupted or ceased the delivery of Let’s 

Talk (Allchin, Goodyear, et al., 2020), challenging its sustainability. Additionally, the funding 

frameworks and service delivery models dictated by the wider context were noted to hold paradigm 

conflicts for recovery-focused and family-inclusive preventative mental health care that affected 

practitioners’ use of Let’s Talk. The mixed messages about what was a priority gave uncertainty 

about the use of Let’s Talk in AMHS settings (Allchin, Goodyear, et al., 2020). Whilst these conflicts 

derived from the wider context were not within the control of the AMHS or the practitioner, 

accountability structures and team leadership support were seen as assisting AMHS to hold these in 

tension to enable sustained use within the barriers (Allchin, O’Hanlon, Weimand, Boyer, et al., 2020). 

Implementation influences  

The implementation context for Let’s Talk is another layer affecting sustainability. In these eight 

AMHS in Victoria, Let’s Talk was introduced as a standalone evidence-based intervention in the 

context of a RCT with implementation support. The project was led by a university working in 

partnership with service delivery agencies, as well as workforce development agencies that build 

capacity around working with families (Maybery et al., 2017). The study’s implementation strategy 

determined the selection of sites through an expression of interest process that enlisted 

organisational authorisation to ensure Let’s Talk was delivered within a supportive environment.  

Implementation support was structured around training and coaching site-based master trainers 

who provided onsite practice support (Goodyear et al., 2016; Maybery et al., 2017). While the local 

implementation teams or committees were recommended, localised implementation that was put in 

place differed site by site (Allchin, Weimand, et al., 2020).  

The introduction of the RCT followed a one-year supported implementation project undertaken by 

the Bouverie Centre, in partnership with AMHS (The Bouverie Centre, 2015).  Whilst research 

conditions may have complicated the delivery of Let’s Talk in AMHS, its implementation fitted within 

the framework encouraged by the Victorian Government’s FaPMI service development program. 
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Additionally, the federal government-funded agency, COPMI/Emerging Minds was simultaneously 

adapting Let’s Talk to an Australian context in partnership with Professor Tytti Solantaus (Finland) 

and a reference group of mental health practitioners, researchers and people with lived experience. 

This work resulted in the development of free online training and resource booklets for parents and 

young people (Tchernegovski et al., 2015). This government-level endorsement, support by the 

Bouverie Centre and engagement of some AMHS in the research partnership, created authorisation 

and credibility that supported Let’s Talk’s sustainability.  

There was not, however, widespread engagement in Let’s Talk by AMHS across the state (eight out 

of the 21 AMHS in the state engaged in the study).  As noted above, a tension exists in AMHS 

between the aspirational commitment to family work and the individualised funding and practice 

models, resulting in interventions such as Let’s Talk not being seen as core work (Allchin, Goodyear, 

et al., 2020). In addition to this, where family work was encouraged, Let’s Talk is one of a number of 

different approaches that may be competing for implementation focus. This lack of engagement was 

seen in half of the AMHS having no intentions to implement Let’s Talk beyond the research trial 

(Allchin, Weimand, et al., 2020). From one perspective, it is perhaps legitimate for AMHS to wait for 

the results of the research trial to ascertain whether the intervention will work in their local setting. 

Yet this raises questions of what ‘working’ might mean for the intervention moving forward. Given 

adaptations in the local setting are pivotal to whether or not the intervention can be sustained, it is 

hard to separate the intervention being seen as working, from the willingness of local-level 

investment in implementing the intervention. Reinforcing the importance of the implementation 

context, three of the four AMHS that engaged in the research with the intention to integrate Let’s 

Talk into their services had practitioners continuing to use Let’s Talk in the 12 months after the RCT 

(Allchin, Weimand, et al., 2020). Furthermore, the importance of intention to implement was also 

seen in the connection of Let’s Talk to the AMHS pre-existing identity, capacity, structures and 

relationships in those organisations. This connection was understood as being pivotal to its 

sustainability in that service (Allchin, O’Hanlon, Weimand, Boyer, et al., 2020).  

It is worth also considering the importance of the implementation context of Let’s Talk in Finland, 

where the program was first developed. In Finland, Let’s Talk was first implemented as part of a 

suite of interventions introduced as part of a whole-of-system change embracing a preventative and 

promotive family-focused approach to address gaps in practice. It began with an intensive training 

program about the need for family interventions as well as in the interventions themselves, prior to 

being used in a RCT under research conditions (Toikka & Solantaus, 2006, T. Solantaus, personal 

communication, Feb 13 2020). As a result, the suite of interventions were being established as new 

practices for AMHS rather than interventions to be trialled in their own right. Furthermore, Let’s Talk 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



 

Page | 189  

 

was introduced as part of a suite of skills for practitioners to use to address the needs of families 

that was integrated into new practices (Toikka & Solantaus, 2006, T. Solantaus, personal 

communication, Feb 13 2020). As noted in the chapter detailing the background of Let’s Talk 

(Chapter 4), Let’s Talk also continued to evolve, being formalised and shaped by the context in which 

it was being used. Whilst this developing picture of Let’s Talk has made clarity in regards to fidelity a 

challenge, it is perhaps the intervention’s adaptability to fit the context that has enabled 

sustainability in Finland.  

10.4 Key elements for sustaining Let’s Talk 
Building on the above findings detailing what is known about sustaining Let’s Talk, this section 

presents a framework for how this knowledge can be applied in practice. The studies in this thesis 

identified that sustainability of Let’s Talk is influenced by elements related to the parent, 

practitioner, the organisation, the wider context and the implementation context. Importantly, the 

multilayered nature of the influences suggest that sustainability of Let’s Talk is dependent on the 

synchronicity between these key elements.  

A parent cannot be offered Let’s Talk if the practitioner allocated to them is not trained in the 

method. Without a system to identify consumers as parents, skilled practitioners may not be 

allocated parents. A skilled practitioner will find it difficult to maintain confidence if they are only 

rarely allocated a parent.  Without a monitoring system, there will be no way of knowing if parents 

are being offered Let’s Talk to know if is being sustained. If the wider systems do not fund work with 

families or prioritise preventative mental health, an organisation may find it difficult to integrate 

Let’s Talk into their model of care. Conversely, a training program does not ensure sustainability as 

trained practitioners may not use their new skills in practice. A system for identifying the parental 

status of consumers will in itself not ensure that they are allocated to trained practitioners, or have 

practitioners who are endorsed with the time and scope to use their skills. These are each part of 

the picture of sustainability but on their own will not enable sustainability. They are required to be 

applied in combination.  

The framework as noted in Figure 17 highlights the complexity of sustaining an intervention such as 

Let’s Talk and how the key elements are interconnected. Each section of the framework is explained 

in detail below: 
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Recognise, allocate and measure outcomes for parents 

Recognition of a consumer’s parental status can allow for service delivery to be tailored to address 

their and their children’s and family’s needs. Knowledge of prevalence of parenting amongst the 

organisation’s consumers could be used to drive the number and location of skilled practitioners 

needed to adequately enable parents to access Let’s Talk. Organisations can support parents by 

allocating them to practitioners with the skills and confidence to deliver Let’s Talk. Recognition of 

parenting status also allows the organisation to apply appropriate outcome measures that assist 

them in monitoring if the services delivered give the expected benefits for parents, children and 

families. Additionally, attending to the reciprocal relationship between the parent and the 

practitioner, which is perhaps similar to the therapeutic alliance, may help to support a match that 

enables Let’s Talk to be delivered.  

 

 

Figure 17: Key elements for sustaining Let's Talk 
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Select, support and monitor practitioners 

The selection of Let’s Talk practitioners should take into account factors such as access to parents on 

their caseload, the practitioners’ skills and knowledge of the impact of mental illness on parents, 

children and families, as well as their ability to hold a dual perspective while working with an 

individual. While gender and profession were seen to influence practitioners use of Let’s Talk, 

restricting training to female social workers would seem impractical and limiting. It would also 

appear unlikely to achieve the outcome of sustainability of Let’s Talk in AMHS given the restricted 

availability of social workers in the current workforce (State of Victoria, 2018). Building practitioners’ 

skills and confidence to use Let’s Talk would appear to require flexible practice support that is co-

developed so it is tailored to fit practitioners’ specific needs. Monitoring practitioners’ application of 

Let’s Talk is additionally suggested to provide a feedback loop that can help to identify support 

needs and address fidelity issues.  

Integrate within organisation identity and structures 

Aligning Let’s Talk within the organisational identity and integrating it into policy structures would 

appear to help sustain Let’s Talk. Integrating parent, child and family-focused work into the 

organisational identity is suggested to enable models of care to be tailored to fit Let’s Talk, and 

support the incorporation of core competencies relevant to Let’s Talk into position descriptions. 

Anchoring Let’s Talk into organisational policy supports its continued use through times of change 

and the development of infrastructure to enable Let’s Talk practice. Organisational infrastructure 

suggested to be important for sustaining Let’s Talk includes practitioner training, support and 

monitoring systems, as well as parent recognition and allocation systems. Furthermore, 

incorporating whole-of-family wellbeing and outcome measures could possibly help to reinforce a 

preventative mental health focus which may facilitate Let’s Talk practice.  

Leadership to drive sustainability 

Organisational ownership appears to facilitate the internal adjustments that support the integration 

of Let’s Talk and enable its sustainability. This would imply that leadership embedded within the 

organisation needs to own and drive the change process. Adjustments to complex, internal 

structures appear to need whole-of-organisation commitment that requires leadership at multiple 

levels. At a higher level this appears to include communicating this work as a priority, developing 

training and support infrastructure, creating feedback loops and reporting systems. At the level of 

middle management this appears to include building cultures that promote recovery-focused family-

inclusive mental health practice, facilitating the translation of Let’s Talk into everyday practice and 

utilising the feedback loops to support practice. Held together, the multiple levels of leadership and 
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the structures they provide appear to help to minimise paradigm conflicts that exist for Let’s Talk 

practice. 

Local support for implementation and sustainability 

Having an internal implementer to support leadership in the implementation process would appear 

to help support sustainability. The presence of the internal implementer can be an anchor to the 

priority of the work and provide resources for leadership to build practitioners’ skills and confidence. 

Working with leadership, they can assist in monitoring implementation through feedback loops that 

can enable ongoing adaptation of implementation processes to support sustainability.   

Incorporate family-inclusive preventative mental health care in the wider context 

The integration of a family-inclusive, preventative lens into recovery-focused mental health practice 

in the wider context would also appear to support sustainability of Let’s Talk. The mixed messages 

on priority for delivery of Let’s Talk that are generated from the wider context could perhaps be 

lessened by funding and practice models that allow for working with families rather than individuals. 

This could be further reinforced through reporting measures that account for parent, children and 

family outcomes and that emphasise resilience and wellbeing rather than risk.  

10.5 Research implications for Let’s Talk 
Additional to what is known about Let’s Talk and how that can be applied, the findings from the 

studies in this thesis highlighted gaps in knowledge that are important for sustainability. There is a 

need to understand the mechanisms that are core to the identified parent, child and family 

outcomes of Let’s Talk. Understanding these core mechanisms will enable the co-evolution of the 

practice in real-world settings that supports sustainability whilst maintaining the fidelity of Let’s Talk. 

Kirk et al.’s (2019) step-by-step method may provide guidance to identify core mechanisms. Clearer 

understanding of its core mechanisms could also help establish clearer guidelines for training and 

monitoring fidelity of Let’s Talk. 

Furthermore, the studies highlighted a gap in the understanding of what enables practitioners’ use 

and parents’ uptake of Let’s Talk in everyday practice in AMHS. Practitioner and parent perspectives 

on enablers could help to shed light on understanding the reciprocal relationship proposed between 

the practitioner and parent, and on how this influences practice.  

 

 

10.6 The nature and study of sustainability  
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In addition to the thesis findings for the particular context and particular intervention, the research 

in this thesis contributes to our understanding of sustainability as a construct and its future study. 

The studies in this thesis collectively highlight the nature of sustainability as a nonlinear process with 

shocks and setbacks. Braithwaite et al. (2018) postulated that translating evidence to practice occurs 

within settings consisting of their own ecosystem, with complex established yet changing patterns of 

activities and relationships between multiple actors. They suggested that effecting change in 

healthcare systems needs to work within the reality of their changing states, describing them as 

Complex Adaptive Systems (CAS). This description from complexity science, encompasses ideas of 

self-organisation and being able to adapt and learn from experience, thus changing in unpredictable 

patterns (Braithwaite et al., 2018; Long et al., 2018; Paina & Peters, 2011; Plsek & Greenhalgh, 

2001). Rather than a linear process with sustainability as the end point and a universal set of barriers 

and enablers, applying a lens of CAS to health systems emphasises a need for ongoing refocusing, 

monitoring and adjustments that fit a local context (Chambers et al., 2013).   

A core understanding developed from this thesis was how sustainability occurred within an 

implementation process in shifting environments with shocks and setbacks, displaying this nonlinear 

process. The implementation process was not like inserting a fixed, complete evidence-based 

practice into a number of stable settings, but more of one that required ongoing local adjustments. 

Events in the outer context shifted the policy focus, changing the priority and the attention of the 

AMHS (Allchin, Goodyear, et al., 2020). There were also changes in the inner context such as 

organisational restructures and changes to models of practice and new management, all of which 

changed the organisations identity, culture and priorities (Allchin, Weimand, et al., 2020). Eighteen 

percent of the 211 staff trained during the RCT had shifted out of the organisation and some of 

those who were still at the organisation had changed roles (Allchin, O’Hanlon, Weimand, & 

Goodyear, 2020). Each of these internal and external factors affected the organisational readiness 

for implementation, influencing sustainability.  

Consequently, this thesis elucidates the work of Braithwaite et al. (2018) through a tangible example 

while also further developing the family-focused practice knowledge base through bringing this lens 

for effecting lasting change in AMHS. While it might be tempting for researchers and implementers 

to attempt to control out the anomalies in the environments, they are pivotal to understanding the 

sustainability of evidence-based practices in real, complex, ever-changing organisations. Instead 

implementers and researchers need to equip organisations to work within the nonlinear process 

towards sustainability through enabling their ownership and building their skills to pay attention to 

the changing environments as suggested by Long et al (2018). Sustainability is dependent on them 

being able to support the fit between the organisation and the evidence-based practice by making 
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the adjustments to the setting to fit the intervention (Scheirer & Dearing, 2011) and to the 

intervention to fit the setting (Chambers et al., 2013; Hawe, 2015). 

As an example, organisational adjustments to fit the intervention were identified in this thesis to be 

pivotal to sustainability. AMHS with continued practice of Let’s Talk had all made some 

organisational adjustments to fit Let’s Talk into their organisation (Allchin, Weimand, et al., 2020). 

This reinforces Scheirer & Dearing’s (2011) argument that greater organisational adjustment to 

accommodate an innovation increases the likelihood of the innovation’s sustainability. Likewise it 

supports the position that Braithwaite et al. (2018) made that the context is intrinsic to what makes 

an improvement effort effective and sustained.  

Adjusting the innovation to fit the setting was likewise seen in this thesis as linked to its 

sustainability. Approximately one third of practitioners had made adaptations to Let’s Talk to fit with 

their parent-consumers’ needs or their services settings (Allchin, O’Hanlon, Weimand, & Goodyear, 

2020). While this adaptation could appear counter to the idea of evidence-based practice, there are 

strong arguments for evidence-based practices to be optimised in situ to enable sustainability 

(Chambers et al., 2013; Hawe, 2015). This approach suggests that evidence-based innovations are 

not so much ‘implemented’ into settings but that there is a co-evolution process that occurs in the 

implementation journey whereby new knowledge is generated (Hawe, 2015; Leykum et al., 2007).  

While adaptations of an evidence-based practices to fit a setting appear important for its 

sustainability, this does raise questions about fidelity, as discussed in the chapter on conceptual lens 

(Chapter 3). It is argued that for fidelity to be upheld the mechanisms of change that make an 

intervention effective need to be clearly understood (Kirk et al., 2019; Patient-Centered Outcomes 

Research Institute, 2019). Understanding these core mechanisms of change enables adaptations in 

the activities of the intervention so that they do not compromise the expected benefits or result in 

the delivery of something that can no longer be identified as that evidence-based practice (Blase & 

Fixsen, 2013; Dearing, 2008; Kirk et al., 2019; Patient-Centered Outcomes Research Institute, 2019). 

There are few, if any, family-focused practices where the mechanisms of change are clearly 

articulated, as innovations are most commonly described by their core activities (form; Marston et 

al., 2016).  Take for example Let’s Talk, as noted in Chapter 4, the core mechanisms that produce the 

benefits for parents, children and family are not yet clear, making contextual adaptation and the 

measurement of fidelity more challenging. As a result, in order to build family-focused evidence-

based practices that can be sustained in AMHS, greater attention to, and definition of, their core 

mechanism of change is required. 
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Furthermore, Braithwaite et al. (2018) advocate that efforts to improve practice, shift from a focus 

on intervention fidelity to one of effective adaptation that fits services and produces the desired 

benefits. As a result, to understand sustainability more fully, the measuring of the benefits alongside 

adaptations of interventions is necessary. This, however, poses a challenge for evidence-based 

family-focused practices where there are benefits to track for multiple actors that might be seen 

over different periods of time. Take for example, Let’s Talk, where the benefits for children were 

seen 18 months after delivery (Punamäki et al., 2013; Solantaus et al., 2010), much later than the 

benefits for parents. Such longitudinal measurement would be difficult to integrate into everyday 

practice in AMHS, where the episodic care determines a short cyclical engagement. New 

collaborative ways to measure outcomes may need to be explored.   

The findings from this research substantiate how sustainability can only be understood through a 

multilayered view of factors (Stirman et al., 2012). Greenhalgh and Papoutsi (2018) suggested that 

single-factor or single-level exploration fail to address important interactions and contextual issues 

essential to understanding sustainability. In this research, the combined findings from phase two 

(Studies 2 and 3) emphasise a set of implementation and organisational factors including leadership, 

use of data and localised adaptations to fit Let’s Talk to the service, as important for sustaining 

practitioners’ delivery of Let’s Talk (Allchin, O’Hanlon, Weimand, & Goodyear, 2020; Allchin, 

Weimand, et al., 2020). Likewise, in phase three the sustainability of Let’s Talk practice and 

organisational capacity were seen as intertwined with factors in the wider context within which the 

AMHS operated (Allchin, O’Hanlon, Weimand, Boyer, et al., 2020). Additionally, across these studies, 

the implementation approaches seen in the AMHS were shaped by their particular context. Without 

the multilayered contextual view explored in these studies, important enablers of sustained practice 

would have been missed.  

This view through the interconnected multilayered factors leads to new ways of thinking about the 

work of embedding family-focused practice in AMHS. The thesis findings would suggest that there is 

a need for embracing complexity rather than looking in isolation at components, such as a specific 

model, staff training or the identification of parents. As seen in this research, AMHS are more likely 

to focus on individual components such as collecting data on parents or training and supporting staff 

that can be executed in isolation rather than interconnect the components within the service system 

(Allchin, Weimand, et al., 2020). Such interconnection, such as using data collected about parenting 

status to identify the number of practitioners to train, is a more complex adaptive process and 

requires the whole-of-organisation engagement to achieve. It would follow that building these 

complex organisational capacities within AMHS that can be utilised beyond a specific intervention 

will be an important investment for the sustainability of new practices into the future.  
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10.7 Research implications for understanding sustainability 
This thesis demonstrated how research of real-world use and continued use of an intervention is 

important to add to what is known from studies on targeted implementation. The thesis findings 

would suggest that a bumpy road to sustainability could be expected with implementation being a 

non-linear process. Consequently, point-in-time measures of uptake and continued use of practice 

will give limited understanding on their own and research will need to embrace the unique context 

within which the practice is being used. 

Additionally, whether sustainability is possible for an innovation is intertwined with its development 

process. The results in this thesis suggest that the application of implementation science and 

complexity thinking may support the development of innovations that can be sustained (Long et al., 

2018). Dynamic approaches to the design of evidence-based practice, such as family-focused 

practice, that acknowledge the co-evolution of practices in situ may support their establishment and 

continuation in health care settings such as AMHS. Such approaches need interventions that are able 

to articulate the core mechanisms or functions, rather than just their tasks, so that they can be 

adapted to local contexts, enabling them to be applied to localised, everyday practice. Approaches 

will also need to be able to measure factors from multiple levels within their context, over long 

periods of time in order to fully understand and support sustainability.  

10.8 Conclusion 
The work in this thesis draws on diverse bodies of knowledge to shed light on the real-world 

challenge of sustaining a family-focused practice in AMHS after initial implementation. As a result of 

these studies, a greater understanding of the key elements for sustaining the particular intervention, 

Let’s Talk, has been developed. These key elements can provide a framework for AMHS and the 

wider context that they work within to enhance the likelihood of Let’s Talk being sustained. Moving 

forward, these key elements could be co-developed into a practical implementation tool for AMHS, 

such as Let’s Talk practice guidelines. 

Additionally, the knowledge generated in this research process has provided an opportunity to 

consolidate what is known about Let’s Talk, giving greater insight into the core practices and 

principles important for its outcomes. Knowledge about Let’s Talk warrants further development, 

however, so that the core mechanisms of change can be clearly articulated. Doing so will provide a 

stronger foundation for both fidelity and sustainability.  

Furthermore, the studies have illuminated the nature of sustainability of evidence-based practice 

like family-focused practice in real-world settings. Providing realistic pictures of sustainability equips 
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health care settings, for instance AMHS, to implement in the world they inhabit and to set in place 

the structures required to enable sustainability.  

Of ultimate importance, however, and the reason for which I embarked on this journey, is my hope 

that by understanding sustainability more fully, parents with a mental illness in contact with AMHS, 

as well as their children and families, will have greater access to the benefits of family-focused 

practices such as Let’s Talk.  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



 

Page | 198  

 

References 

Aarons, G. A. (2006). Transformational and transactional leadership: Association with attitudes 

toward evidence-based practice. Psychiatric Services, 57(8), 1162–1169. 

https://doi.org/10.1176/appi.ps.57.8.1162  

Aarons, G. A., Ehrhart, M. G., Farahnak, L. R. & Sklar, M. (2014) Aligning leadership across systems 

and organizations to develop a strategic climate for evidence-based practice 

implementation. Annual Review of Public Health, 35, 255–274. 

https://doi.org/10.1146/annurev-publhealth-032013-182447  

Aarons, G. A., Green, A. E., Trott, E., Willging, C. E., Torres, E. M., Ehrhart, M. G. & Roesch, S. 

C.(2016). The roles of system and organizational leadership in system‐wide evidence‐based 

intervention sustainment: A mixed‐method study. Administration and Policy in Mental 

Health and Mental Health Services Research, 43(6), 991–1008. 

https://doi.org/10.1007/s10488-016-0751-4  

Aarons, G. A., Hurlburt, M., & Horwitz, S. (2011). Advancing a Conceptual Model of Evidence-Based 

Practice Implementation in Public Service Sectors. Administration and Policy in Mental 

Health and Mental Health Services Research, 38, 4–23. https://doi.org/10.1007/s10488-010-

0327-7  

Aarons, G. A., & Sommerfeld, D. H. (2012). Leadership, innovation climate, and attitudes toward 

evidence-based practice during a statewide implementation. Journal of the American 

Academy of Child & Adolescent Psychiatry, 51(1), 423–431. 

https://doi.org/10.1016/j.jaac.2012.01.018  

Aarons, G. A., Sommerfeld, D. H. & Willging, C. E. (2011). The soft underbelly of system change: the 

role of leadership and organizational climate in turnover during statewide behavioral health 

reform. Psychological Services, 8(4), 269–81. https://doi.org/10.1037/a0026196  

Aarons, G. A., Wells, R. S., Zagursky, K., Fettes, D. L., & Palinkas, L. A. (2009). Implementing Evidence-

Based Practice in Community Mental Health Agencies: A Multiple Stakeholder Analysis. 

American Journal of Public Health, 99(11), 2087–2095. 

https://doi.org/10.2105/ajph.2009.161711  

Ackerson, B. J. (2003). Parents with serious and persistent mental illness: Issues in assessment and 

services. Social Work, 48(2), 187–194. https://doi.org/10.1093/sw/48.2.187 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1176/appi.ps.57.8.1162
https://doi.org/10.1146/annurev-publhealth-032013-182447
https://doi.org/10.1007/s10488-016-0751-4
https://doi.org/10.1007/s10488-010-0327-7
https://doi.org/10.1007/s10488-010-0327-7
https://doi.org/10.1016/j.jaac.2012.01.018
https://doi.org/10.1037/a0026196
https://doi.org/10.2105/ajph.2009.161711
https://doi.org/10.1093/sw/48.2.187


 

Page | 199  

 

Allchin, B, Goodyear, M, O’Hanlon, B, Weimand, BM. (2020), Leadership perspectives on key 

elements influencing implementing a family‐focused intervention in mental health services. 

Journal of Psychiatric Mental Health Nursing, 27(5),616–627. 

https://doi.org/10.1111/jpm.12615 

Allchin, B., O’Hanlon, B., Weimand, B.M., Boyer, F., Cripps, G., Gill, L., Paisley, B., Pietsch, S., Wynne, 

B., and Goodyear, M. (2020). An Explanatory Model of Factors Enabling Sustainability of Let’s 

Talk in an Adult Mental Health Service: a participatory case study. International Journal of 

Mental Health Systems, 14, Article 48, https://doi.org/10.1186/s13033-020-00380-9  

Allchin, B., O’Hanlon, B., Weimand, B.M. and Goodyear, M. (2020), Practitioners’ application of Let’s 

Talk about Children intervention in adult mental health services. International Journal of 

Mental Health Nursing, 29(5),899–911. https://doi.org/10.1111/inm.12724  

Allchin, B., Weimand, B.M., O’Hanlon, B. and Goodyear, M. (2020), Continued capacity: Factors of 

importance for organizations to support continued Let's Talk practice – a mixed‐methods 

study. International Journal of Mental Health Nursing, 29(6), 1131–1143. 

https://doi.org/10.1111/inm.12754  

Anderson, R., Crabtree, B., Steele, D., McDaniel, R. (2005) Case study research: the view from 

complexity science. Qualitatative Health Research, 15(5):669–685. 

https://doi.org/10.1177/1049732305275208  

Australian Infant Child Adolescent and Family Mental Health Association (2004). Principles and 

Actions for Services and People Working With Children of Parents With a Mental Illness. 

Commonwealth of Australia. http://www.copmi.net.au/documents/product-downloads/25-

principles-and-actions-for-services-and-people-working-with-children-of-parents-with-a-

mental-illness/file  

Awram, R., Hancock, N., & Honey, A. (2017). Balancing mothering and mental health recovery: the 

voices of mothers living with mental illness. Advances in Mental Health, 15(2), 147–160. 

https://doi.org/10.1080/18387357.2016.1255149  

Banks, S., & Brydon-Miller, M. (Eds.). (2019). Ethics in participatory research for health and social 

well-being: Cases and commentaries. Routledge.  

Bauer, M. S., & Kirchner, J. (2019). Implementation science: What is it and why should I care? 

Psychiatry Research, 112376. https://doi.org/10.1016/j.psychres.2019.04.025  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1111/jpm.12615
https://doi.org/10.1186/s13033-020-00380-9
https://doi.org/10.1111/inm.12724
https://doi.org/10.1111/inm.12754
https://doi.org/10.1177/1049732305275208
http://www.copmi.net.au/documents/product-downloads/25-principles-and-actions-for-services-and-people-working-with-children-of-parents-with-a-mental-illness/file
http://www.copmi.net.au/documents/product-downloads/25-principles-and-actions-for-services-and-people-working-with-children-of-parents-with-a-mental-illness/file
http://www.copmi.net.au/documents/product-downloads/25-principles-and-actions-for-services-and-people-working-with-children-of-parents-with-a-mental-illness/file
https://doi.org/10.1080/18387357.2016.1255149
https://doi.org/10.1016/j.psychres.2019.04.025


 

Page | 200  

 

Batalden, M., Batalden, P., Margolis, P., Seid, M., Armstrong, G., Opipari-Arrigan, L., & Hartung, H. 

(2016). Coproduction of healthcare service. BMJ Quality & Safety, 25(7), 509-517. 

http://dx.doi.org/10.1136/bmjqs-2015-004315  

Baxter, P., & Jack, S. (2008). Qualitative Case Study Methodology: Study Design and Implementation 

for Novice Researchers. Qualitative Report, 13(4), 544–559. 

https://nsuworks.nova.edu/tqr/vol13/iss4/2  

Beardslee, W. R., Gladstone, T. R. G., & O'Connor, E. E. (2011). Transmission and prevention of mood 

disorders among children of affectively ill parents: a review. Journal of the American 

Academy of Child and Adolescent Psychiatry, 50(11), 1098–1109. 

https://doi.org/10.1016/j.jaac.2011.07.020  

Beardslee, W. R., Salt, P., Porterfield, K., Rothberg, P. C., van de Velde, P., Swatling, S., Hoke, L., 

Moilanen, D. L., Wheelock, I. (1993). Comparison of preventive interventions for families 

with parental affective disorder. Journal of the American Academy of Child and Adolescent 

Psychiatry, 32(2), 254–263. https://doi.org/10.1097/00004583-199303000-00004 

Beardslee, W. R., Solantaus, T., Morgan, B. S., Gladstone, T. R., & Kowalenko, N. M. (2012). 

Preventive interventions for children of parents with depression: international perspectives. 

The Medical journal of Australia, 199(3 Suppl), S23–S25. 

https://doi.org/10.5694/mja11.11289   

Beardslee, W. R., Wright, E., Gladstone, T., & Forbes, P. (2007). Long-Term Effects From a 

Randomized Trial of Two Public Health Preventive Interventions for Parental Depression. 

Journal of Family Psychology, 21(4), 703. https://doi.org/10.1037/0893-3200.21.4.703  

Bergold, J., & Thomas, S. (2012 ). Participatory Research Methods: A Methodological Approach in 

Motion  Forum Qualitative Sozialforschung / Forum: Qualitative Social Research, , 13 (1. Art. 

30, ). https://www.jstor.org/stable/41756482   

Berry, K., & Haddock, G. (2008). The implementation of the NICE guidelines for schizophrenia: 

Barriers to the implementation of psychological interventions and recommendations for the 

future. Psychology and Psychotherapy: Theory, Research and Practice, 81(4), 419–436. 

https://doi.org/10.1348/147608308X329540  

Birken, S. A., Lee, S.-Y.-D., Weiner, B. J., Chin, M. H., Chiu, M., & Schaefer, C. T. (2015). From strategy 

to action: How top managers’ support increases middle managers’ commitment to 

innovation implementation in health care organizations. Health Care Management Review, 

40(2), 159–168. https://doi.org/10.1097/hmr.0000000000000018  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

http://dx.doi.org/10.1136/bmjqs-2015-004315
https://nsuworks.nova.edu/tqr/vol13/iss4/2
https://doi.org/10.1016/j.jaac.2011.07.020
https://doi.org/10.1097/00004583-199303000-00004
https://doi.org/10.5694/mja11.11289
https://psycnet.apa.org/doi/10.1037/0893-3200.21.4.703
https://www.jstor.org/stable/41756482
https://doi.org/10.1348/147608308X329540
https://doi.org/10.1097/hmr.0000000000000018


 

Page | 201  

 

Biebel, K., Nicholson, J., Williams, V., & Hinden, B. R. (2004). The Responsiveness of State Mental 

Health Authorities to Parents with Mental Illness. Administration and Policy in Mental 

Health, 32(1), 31–48. https://doi.org/10.1023/B:APIH.0000039661.54974.ce 

Biebel, K., Nicholson, J., & Wolf, T. (2015). Shifting the intervention paradigm from inidividuals to 

families living with parental mental illness. In A. Reupert, D. Maybery, J. Nicholson, M. 

Gopfert, & M. V. Seeman (Eds.), Parental psychiatric disorder: distressed parents and their 

families (3rd ed., pp. 343–354). New York Cambridge University Press. 

https://doi.org/10.1017/CBO9781107707559.033 

Bland, R., & Foster, M. (2012). Families and Mental Illness: Contested Perspectives and Implications 

for Practice and Policy. Australian Social Work, 1–18. 

https://doi.org/10.1080/0312407X.2011.646281 

Blase, K., Dyke, M., Fixsen, D. L., & Bailey, F. W. (2012). Implementation Science: Key Concepts, 

Themes and Evidence for Practitioners in Educational Psychology. In B. Kelly & D. F. Perkins 

(Eds.), Handbook of Implementation Science for Psychology in Education. Cambridge: 

Cambridge University Press. https://doi.org/10.1017/CBO9781139013949.004 

Blase, K., & Fixsen, D. (2013). Core intervention components:  Identifying and operationalizing what 

makes programs work. ASPE Research Brief. Retrieved from Washington, DC: US Department 

of Health and Human Services 

http://aspe.hhs.gov/hsp/13/KeyIssuesforChildrenYouth/CoreIntervention/rb_CoreInterventi

on.cfm 

Blase, K., van Dyke, M., & Fixsen , D. (2013). Stages of implementation analysis: Where are we? 

Retrieved from http://implementation.fpg.unc.edu/resources/implementation-drivers-

assessing-best-practices?o=nirn   

Block, L., Flynn, S. J., Cooper, L. A. et al. (2018). Promoting sustainability in quality improvement: an 

evaluation of a web-based continuing education program in blood pressure measurement. 

BMC Family Practice, 19 (1), 13. https://doi.org/10.1186/s12875-017-0682-5  

Bond, G. R., Evans, L., Salyers, M. P., Williams, J., & Kim, H.-W. (2000). Measurement of fidelity in 

psychiatric rehabilitation. Mental health services research, 2(2), 75–87. 

https://doi.org/10.1023/A:1010153020697  

Bonfils, K. A., Adams, E. L., Firmin, R. L., White, L. M., & Salyers, M. P. (2014). Parenthood and severe 

mental illness: relationships with recovery. Psychiatric Rehabilitation Journal, 37(3), 186. 

https://doi.org/10.1037/prj0000072   

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1023/B:APIH.0000039661.54974.ce
https://psycnet.apa.org/doi/10.1017/CBO9781107707559.033
https://doi.org/10.1080/0312407X.2011.646281
https://psycnet.apa.org/doi/10.1017/CBO9781139013949.004
http://aspe.hhs.gov/hsp/13/KeyIssuesforChildrenYouth/CoreIntervention/rb_CoreIntervention.cfm
http://aspe.hhs.gov/hsp/13/KeyIssuesforChildrenYouth/CoreIntervention/rb_CoreIntervention.cfm
http://implementation.fpg.unc.edu/resources/implementation-drivers-assessing-best-practices?o=nirn
http://implementation.fpg.unc.edu/resources/implementation-drivers-assessing-best-practices?o=nirn
https://doi.org/10.1186/s12875-017-0682-5
https://doi.org/10.1023/A:1010153020697
https://doi.org/10.1037/prj0000072


 

Page | 202  

 

Bozalek, V. (2011). Acknowledging privilege through encounters with difference: participatory 

learning and action techniques for decolonising methodologies in Southern contexts. 

International journal of social research methodology, 14(6), 469–484. 

https://doi.org/10.1080/13645579.2011.611383  

Braithwaite, J., Churruca, K., Long, J. C., Ellis, L. A., & Herkes, J. (2018). When complexity science 

meets implementation science: a theoretical and empirical analysis of systems change. BMC 

Medicine, 16(1), 63. https://doi.org/10.1186/s12916-018-1057-z  

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 

Psychology, 3(2), 77–101. https://doi.org/10.1191/1478088706qp063oa  

Brown, J., Isaacs, D., & World Cafe Community. (2005). The World Café : Shaping Our Futures 

Through Conversations That Matter. Berrett Koehler Publishers. 

Brydon-Miller, M., Kral, M., Maguire, P., Noffke, S., & Sabhlok, A. (2013). Jazz and the Banyan Tree: 

Roots and Riffs on Participatory Action Research. In N. K. Denzin & Y. S. Lincoln (Eds.), 

Strategies of qualitative inquiry (4th ed.). Sage Publications. 

Bryman, A. (2016). Social Research Methods (5th ed.). Oxford University Press. 

Bucci, S., Berry, K., Barrowclough, C., & Haddock, G. (2016). Family interventions in psychosis: a 

review of the evidence and barriers to implementation. Australian Psychologist, 51(1), 62–

68. https://doi.org/10.1111/ap.12172  

Campbell, L., Hanlon, M.-C., Poon, A. W. C., Paolini, S., Stone, M., Galletly, C., Stain H.J., & Cohen, M. 

(2012). The experiences of Australian parents with psychosis: The second Australian national 

survey of psychosis. Australian and New Zealand Journal of Psychiatry, 46(9), 890–900. 

https://doi.org/10.1177/0004867412455108 

Cargo, M., & Mercer, S. L. (2008). The Value and Challenges of Participatory Research: Strengthening 

Its Practice. Annual Review of Public Health, 29(1), 325–350. 

https://doi.org/10.1146/annurev.publhealth.29.091307.083824  

Carter, S. M., & Little, M. (2007). Justifying Knowledge, Justifying Method, Taking Action: 

Epistemologies, Methodologies, and Methods in Qualitative Research. Qualitative Health 

Research, 17(10), 1316–1328. https://doi.org/10.1177/1049732307306927  

Chakrabarti, S. (2011). Family interventions in schizophrenia: Issues of relevance for Asian countries. 

World Journal of Psychiatry, 1(1), 4–7. https://doi.org/10.5498/wjp.v1.i1.4  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1080/13645579.2011.611383
https://doi.org/10.1186/s12916-018-1057-z
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1111/ap.12172
https://doi.org/10.1177%2F0004867412455108
https://doi.org/10.1146/annurev.publhealth.29.091307.083824
https://doi.org/10.1177/1049732307306927
https://doi.org/10.5498/wjp.v1.i1.4


 

Page | 203  

 

Chambers, D. A., Glasgow, R. E., & Stange, K. C. (2013). The dynamic sustainability framework: 

Addressing the paradox of sustainment amid ongoing change. Implementation Science, 8(1). 

https://doi.org/10.1186/1748-5908-8-117  

Chambers, D. A., & Norton, W. E. (2016). The Adaptome: Advancing the Science of Intervention 

Adaptation. American Journal of Preventive Medicine, 51(4, Supplement 2), S124–S131. 

https://doi.org/10.1016/j.amepre.2016.05.011  

Chambers, D. A., Pintello, D., & Juliano-Bult, D. (2019). Capacity-building and training opportunities 

for implementation science in mental health. Psychiatry Research, 112511. 

https://doi.org/10.1016/j.psychres.2019.112511  

Chavez, C. (2008). Conceptualizing from the inside: Advantages, complications, and demands on 

insider positionality. The Qualitative Report, 13(3), 474–494. 

https://nsuworks.nova.edu/tqr/vol13/iss3/9  

Clossey, L., Mehnert, K., & Silva, S. (2011). Using appreciative inquiry to facilitate implementation of 

the recovery model in mental health agencies. Health & Social Work, 36(4), 259-266. 

https://doi.org/10.1093/hsw/36.4.259  

Cohen, J. (1988). Statistical Power Analysis for the Behavioral Sciences (2nd edn.). Lawrence 

Earlbaum Associates. 

Collins, H., Leonard-Clarke, W., & O’Mahoney, H. (2019). ‘Um, er’: how meaning varies between 

speech and its typed transcript. Qualitative Research, 19(6), 653–668. 

https://doi.org/10.1177/1468794118816615  

Cooklin, A. (2013). Promoting children’s resilience to parental mental illness: engaging the child’s 

thinking. Advances in psychiatric treatment, 19(3), 229–240. 

https://doi.org/10.1192/apt.bp.111.009050 

Cooper, V., Reupert, A. E. (2017) “Let’s Talk About Children” resource: a parallel mixed method 

evaluation. Social Work in Mental Health, 15(1), 47–65. 

https://doi.org/10.1080/15332985.2016.1170090  

Costa, A., & Kallick, B. (1993). Through the lens of a critical friend. Educational Leadership, 51(2), 49–

51.  

Cowling, V. (1996). Meeting the Support Needs of Families with Dependent Children Where the 

Parent Has a Mental Illness. Family Matters(45), 22–25. 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1186/1748-5908-8-117
https://doi.org/10.1016/j.amepre.2016.05.011
https://doi.org/10.1016/j.psychres.2019.112511
https://nsuworks.nova.edu/tqr/vol13/iss3/9
https://doi.org/10.1093/hsw/36.4.259
https://doi.org/10.1177/1468794118816615
https://doi.org/10.1192/apt.bp.111.009050
https://doi.org/10.1080/15332985.2016.1170090


 

Page | 204  

 

https://aifs.gov.au/publications/family-matters/issue-45/meeting-support-needs-families-

dependent-children-where-parent  

Creswell, J. W. (2014). Research design : qualitative, quantitative, and mixed methods approaches 

(4th ed.). Sage Publications. 

Damschroder, L. J., Aron, D. C., Keith, R. E., Kirsh, S. R., Alexander, J. A., & Lowery, J. C. (2009). 

Fostering implementation of health services research findings into practice: a consolidated 

framework for advancing implementation science. Implementation Science, 4(1), 50. 

https://doi.org/10.1186/1748-5908-4-50  

Damschroder, L. J., & Lowery, J. C. (2013). Evaluation of a large-scale weight management program 

using the consolidated framework for implementation research (CFIR). Implementation 

Science, 8(1), 51. https://doi.org/10.1186/1748-5908-8-51  

Davidoff, F. (2019). Understanding contexts: how explanatory theories can help. Implementation 

Science, 14(1), 23. https://doi.org/10.1186/s13012-019-0872-8  

Dearing, J. W. (2008). Evolution of diffusion and dissemination theory. Journal of Public Health 

Management and Practice, 14(2), 99–108. 

https://doi.org/10.1097/01.PHH.0000311886.98627.b7  

Denzin, N. K., & Lincoln, Y. S. (2013a). The discipline and practice of qualitative research. In N. K. 

Denzin & Y. S. Lincoln (Eds.), Strategies of qualitative inquiry (4th ed., pp. 1–41). Sage 

Publications. 

Denzin, N. K., & Lincoln, Y. S. (2013b). Strategies of qualitative inquiry (4th ed.). SAGE Publications. 

Diaz-Caneja, A., & Johnson, S. (2004). The views and experiences of severely mentally ill mothers. 

Social Psychiatry and Psychiatric Epidemiology, 39(6), 472–482. 

https://doi.org/10.1007/s00127-004-0772-2 

Dixon, L., McFarlane, W. R., Lefley, H., Lucksted, A., Cohen, M., Falloon, I., Miklowitz, D., Solomon P., 

Sondheimer, D. (2001). Evidence-based practices for services to families of people with 

psychiatric disabilities. Psychiatric Services, 52(7), 903–910. 

https://doi.org/10.1176/appi.ps.52.7.903 

Doyle, C., Howe, C., Woodcock, T., Myron, R., Phekoo, K., McNicholas, C, Saffer, J. & Bell, D. (2013). 

Making change last: applying the NHS institute for innovation and improvement 

sustainability model to healthcare improvement. Implementation Science, 8, Article 127. 

https://doi.org/10.1186/1748-5908-8-127  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://aifs.gov.au/publications/family-matters/issue-45/meeting-support-needs-families-dependent-children-where-parent
https://aifs.gov.au/publications/family-matters/issue-45/meeting-support-needs-families-dependent-children-where-parent
https://doi.org/10.1186/1748-5908-4-50
https://doi.org/10.1186/1748-5908-8-51
https://doi.org/10.1186/s13012-019-0872-8
https://doi.org/10.1097/01.PHH.0000311886.98627.b7
https://doi.org/10.1007/s00127-004-0772-2
https://doi.org/10.1176/appi.ps.52.7.903
https://doi.org/10.1186/1748-5908-8-127


 

Page | 205  

 

Dziopa, F., & Ahern, K. J. (2009). What makes a quality therapeutic relationship in psychiatric/mental 

health nursing: A review of the research literature. Internet Journal of Advanced Nursing 

Practice, 10(1). http://ispub.com/IJANP/10/1/7218  

Eassom, E., Giacco, D., Dirik, A., & Priebe, S. (2014). Implementing family involvement in the 

treatment of patients with psychosis: a systematic review of facilitating and hindering 

factors. BMJ Open, 4(10), Article e006108. https://doi.org/10.1136/bmjopen-2014-006108  

Egeland, K. M., Ruud, T., Ogden, T., Färdig, R., Lindstrøm, J. C. & Heiervang, K. S. (2017). How to 

implement Illness Management and Recovery (IMR) in mental health service settings: 

evaluation of the implementation strategy. International Journal of Mental Health Systems, 

11(1), Article 13. https://doi.org/10.1186/s13033-017-0120-z 

Eisenhardt, K. M. (2002) Building theories from case study research. In M. Miles & A. Huberman 

(Eds.), The Qualitative Researcher’s Companion (pp. 5–35).Sage Publications, Inc.  

Eisenhardt, K. M., Graebner, M. E. (2007) Theory building from cases: opportunities and challenges. 

Academy of Management Journal, 50(1), 25–32. 

https://doi.org/10.5465/amj.2007.24160888  

Elo, S., & Kyngäs, H. (2008). The qualitative content analysis process. Journal of Advanced Nursing, 

62(1), 107–115. https://doi.org/10.1111/j.1365-2648.2007.04569.x  

Elwyn, G., Nelson, E., Hager, A., & Price, A. (2019). Coproduction: when users define quality. BMJ 

Quality & Safety, Early Online publication. http://dx.doi.org/10.1136/bmjqs-2019-009830  

Emerging Minds. (2017, Jan 2017). Let's Talk about Children: A Guide for Professionals [Program 

Manual]. Retrieved from www.emergingminds.net.au  

Fadden, G. (2006). Training and disseminating family interventions for schizophrenia: Developing 

family intervention skills with multi-disciplinary groups. Journal of Family Therapy, 28(1), 23–

38. https://doi.org/10.1111/j.1467-6427.2006.00335.x  

Fadden, G., & Heelis, R. (2011). The Meriden Family Programme: Lessons learned over 10 years. 

Journal of Mental Health, 20(1), 79–88. https://doi.org/10.3109/09638237.2010.492413  

Falkov, A., Goodyear, M. J., Hosman, C. M. H., Biebel, K., Skogøy, B. E., Kowalenko, N. M., Wolf, T., 

Re, E. (2016). A systems approach to enhance global efforts to implement family-focused 

mental health interventions. Child and Youth Services, 37(2), 175–193. 

https://doi.org/10.1080/0145935X.2016.1104104  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

http://ispub.com/IJANP/10/1/7218
https://doi.org/10.1136/bmjopen-2014-006108
https://doi.org/10.1186/s13033-017-0120-z
https://doi.org/10.5465/amj.2007.24160888
https://doi.org/10.1111/j.1365-2648.2007.04569.x
http://dx.doi.org/10.1136/bmjqs-2019-009830
http://www.emergingminds.net.au/
https://doi.org/10.1111/j.1467-6427.2006.00335.x
https://doi.org/10.3109/09638237.2010.492413
https://doi.org/10.1080/0145935X.2016.1104104


 

Page | 206  

 

Falloon, I. R. (2003). Family interventions for mental disorders: efficacy and effectiveness. World 

Psychiatry, 2(1), 20–28. https://europepmc.org/article/pmc/1525058  

Felton, A., Repper, J. & Avis, M. (2018). Therapeutic relationships, risk, and mental health practice. 

International Journal of Mental Health Nursing, 27(3), 1137–1148. 

https://doi.org/10.1111/inm.12430 

Fisher, C., White, N. (2018). River of Life Resource of knowledge sharing tools and methods. 

http://kstoolkit.org/River%20of%20Life    

Fixsen , D., Blase, K., Naoom, S., & Duda, M. (2015). Implementation drivers: Assessing best practices. 

Retrieved from http://implementation.fpg.unc.edu/resources/implementation-drivers-

assessing-best-practices?o=nirn   

Fixsen, D. L., Blase, K., Metz, A., & Van Dyke, M. (2013). Statewide implementation of evidence-

based programs. Exceptional Children, 79(2), 213–230. 

https://doi.org/10.1177/001440291307900206 

Fixsen, D. L., Blase, K. A., Naoom, S. F., & Wallace, F. (2009). Core implementation components. 

Research on Social Work Practice, 19(5), 531–540. 

https://doi.org/10.1177/1049731509335549  

Fixsen, D. L., Naoom, S. F., Blase, K. A., Friedman, R. M., & Wallace, F. (2005). Implementation 

research: A synthesis of the literature. University of South Florida, Louis de la Parte Florida 

Mental Health Institute, , The National Implementation Research Network (FMHI Publication 

#231). http://citeseerx.ist.psu.edu/viewdoc/similar?doi=10.1.1.610.6226&type=ab  

Floyd, S. W., & Lane, P. J. (2000). Strategizing Throughout the Organization: Managing Role Conflict 

in Strategic Renewal. Academy of Management Review, 25(1), 154–177. 

https://doi.org/10.5465/amr.2000.2791608  

Floyd, S. W., & Wooldridge, B. (1997). Middle Management’s Strategic Influence and Organizational 

Performance. Journal of Management Studies, 34(3), 465–485. 

https://doi.org/10.1111/1467-6486.00059  

Foster, K. N., Maybery, D. J., Reupert, A. E., Gladstone, B., Grant, A., Ruud, T., Falkov, A., Kowalenko, 

N. M. (2016). Family-focused practice in mental health care: An integrative review. Child and 

Youth Services, 37(2), 129–155. https://doi.org/10.1080/0145935X.2016.1104048  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://europepmc.org/article/pmc/1525058
https://doi.org/10.1111/inm.12430
http://kstoolkit.org/River%20of%20Life
http://implementation.fpg.unc.edu/resources/implementation-drivers-assessing-best-practices?o=nirn
http://implementation.fpg.unc.edu/resources/implementation-drivers-assessing-best-practices?o=nirn
https://doi.org/10.1177%2F001440291307900206
https://doi.org/10.1177/1049731509335549
http://citeseerx.ist.psu.edu/viewdoc/similar?doi=10.1.1.610.6226&type=ab
https://doi.org/10.5465/amr.2000.2791608
https://doi.org/10.1111/1467-6486.00059
https://doi.org/10.1080/0145935X.2016.1104048


 

Page | 207  

 

Foster, K. N., O'Brien, L., & Korhonen, T. (2012). Developing resilient children and families when 

parents have mental illness: A family-focused approach. International Journal of Mental 

Health Nursing, 21(1), 3–11. https://doi.org/10.1111/j.1447-0349.2011.00754.x  

Fudge, E., Falkov, A., Kowalenko, N. M., & Robinson, P. (2004). Parenting is a mental health issue. 

Australasian Psychiatry, 12(2), 166–171. https://doi.org/10.1111/j.1039-8562.2004.02091.x  

Funk, M., Drew, N., Freeman, M., Faydi, E., & World Health Organisation. (2010). Mental health and 

development: targeting people with mental health conditions as a vulnerable group. 

Retrieved from World Health Organization: 

http://www.who.int/mental_health/policy/mhtargeting/en/  

Giannakopoulos, G., Tzavara, C., & Kolaitis, G. (2013). Mental health promotion interventions in 

families with depressed parents: what makes the difference presented at 15th International 

Congress of ESCAP - European Society for Child and Adolescent Psychiatry 6-10 July 2013, 

Dublin, Ireland. European Child and Adolescent Psychiatry, 22, 279. 

http://dx.doi.org/10.1007/s00787-013-0423-9  

Giannakopoulos, G., Tzavara, C., & Kolaitis, G. (2015). Preventing psychosocial problems and 

promoting health-related quality of life in children and adolescents struggling with parental 

depression. Open Journal of Depression, 4(02), Article 56776. 

https://doi.org/10.4236/ojd.2015.42003    

Gladstone, B. M., Boydell, K. M., & McKeever, P. D. (2006). Recasting research into children's 

experiences of parental mental illness: Beyond risk and resilience. Social Science and 

Medicine, 62(10), 2540–2550. https://doi.org/10.1016/j.socscimed.2005.10.038  

Gladstone, B. M., Boydell, K. M., Seeman, M. V., & McKeever, P. D. (2011). Children's experiences of 

parental mental illness: a literature review. Early Intervention in Psychiatry, 5(4), 271–289. 

https://doi.org/10.1111/j.1751-7893.2011.00287.x  

Glaser, L., Fourné, S. P. L., & Elfring, T. (2015). Achieving strategic renewal: The multi-level influences 

of top and middle managers’ boundary-spanning. Small Business Economics, 45(2), 305–327. 

https://doi.org/10.1007/s11187-015-9633-5  

Glick, I. D., Stekoll, A. H., & Hays, S. (2011). The role of the family and improvement in treatment 

maintenance, adherence, and outcome for schizophrenia. Journal of Clinical 

Psychopharmacology, 31(1), 82–85. https://doi.org/10.1097/JCP.0b013e31820597fa  

Glynn, S. M. (2012). Family Interventions in Schizophrenia: Promise and Pitfalls over 30 Years. 

Current Psychiatry Reports, 14(3), 237–243. https://doi.org/10.1007/s11920-012-0265-z  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1111/j.1447-0349.2011.00754.x
https://doi.org/10.1111/j.1039-8562.2004.02091.x
http://www.who.int/mental_health/policy/mhtargeting/en/
http://dx.doi.org/10.1007/s00787-013-0423-9
https://doi.org/10.4236/ojd.2015.42003
https://doi.org/10.1016/j.socscimed.2005.10.038
https://doi.org/10.1111/j.1751-7893.2011.00287.x
https://doi.org/10.1007/s11187-015-9633-5
https://doi.org/10.1097/JCP.0b013e31820597fa
https://doi.org/10.1007/s11920-012-0265-z


 

Page | 208  

 

Gold, P. B., Glynn, S. M., & Mueser, K. T. (2006). Challenges to Implementing and Sustaining 

Comprehensive Mental Health Service Programs. Evaluation and the Health Professions, 

29(2), 195–218. https://doi.org/10.1177/0163278706287345  

Goodyear, M. J., Hill, T.-L., Allchin, B., McCormick, F., Hine, R., Cuff, R., & O'Hanlon, B. (2015). 

Standards of practice for the adult mental health workforce: Meeting the needs of families 

where a parent has a mental illness. International Journal of Mental Health Nursing, 24(2), 

169–180. https://doi.org/10.1111/inm.12120 

Goodyear, M., Maybery, D., Reupert, A., Allchin, R., Fraser, C., Fernbacher, S., & Cuff, R. (2017). 

Thinking families: A study of the characteristics of the workforce that delivers family‐

focussed practice. International journal of mental health nursing, 26(3), 238–248. 

https://doi.org/10.1111/inm.12293 

Goodyear, M. J., Maybery, D. J., Reupert, A. E., Morgan, B., Cuff, R., Carter, H., & Obradovic, A. (2016, 

August 17-19). Best practice, next practice.  Developing and implementing a parenting 

recovery intervention in adult mental health and family welfare services. [Conference Paper] 

Transgenerational Mental Health: the 5th International Conference on Families and Children 

with Parental Mental Health Challenges., Basel, Switzerland.  

Graham, I. D., Logan, J., Harrison, M. B., Straus, S. E., Tetroe, J., & Caswell, W. (2006). Lost in 

knowledge translation: time for a map? Journal of Continuing Education in the Health 

Professions, 26(1), 13–24. https://doi.org/10.1002/chp.47 

Grant, A., Goodyear, M. J., Maybery, D. J., & Reupert, A. E. (2016). Differences between Irish and 

Australian psychiatric nurses' family-focused practice in adult mental health services. 

Archives of Psychiatric Nursing, 30(2), 132–137. https://doi.org/10.1016/j.apnu.2015.07.005  

Grant, A., Reupert, A., Maybery, D., & Goodyear, M. (2019). Predictors and enablers of mental health 

nurses’ family-focused practice. International Journal of Mental Health Nursing, 28(1), 140–

151. https://doi.org/10.1111/inm.12503  

Grant, A., & Reupert, A. E. (2016). The impact of organizational factors and government policy on 

psychiatric nurses’ family-focused practice with parents who have mental illness, their 

dependent children, and families in Ireland. Journal of Family Nursing, 22(2), 199–223. 

https://doi.org/10.1177/1074840716643770  

Green, A. E., & Aarons, G. A. (2011). A comparison of policy and direct practice stakeholder 

perceptions of factors affecting evidence-based practice implementation using concept 

mapping. Implementation Science, 6(1), 104. https://doi.org/10.1186/1748-5908-6-104  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1177/0163278706287345
https://doi.org/10.1111/inm.12120
https://doi.org/10.1111/inm.12293
https://doi.org/10.1002/chp.47
https://doi.org/10.1016/j.apnu.2015.07.005
https://doi.org/10.1111/inm.12503
https://doi.org/10.1177/1074840716643770
https://doi.org/10.1186/1748-5908-6-104


 

Page | 209  

 

Greenhalgh, T., & Papoutsi, C. (2018). Studying complexity in health services research: desperately 

seeking an overdue paradigm shift. BMC Medicine, 16(1), Article 95. 

https://doi.org/:10.1186/s12916-018-1089-4  

Greenhalgh, T., & Peacock, R. (2005). Effectiveness and efficiency of search methods in systematic 

reviews of complex evidence: audit of primary sources. BMJ, 331, 1064–1065. 

https://doi.org/10.1136/bmj.38636.593461.68 

Greenhalgh, T., Robert, G., Bate, P., Kyriakidou, O., Macfarlane, F., & Peacock, R. (2004). How to 

spread good ideas: A systematic review of the literature on diffusion, dissemination, and 

sustainability of innovations in health service delivery and organization. UK, Department of 

Health, NHS Service Delivery and Organisation programme. 

http://www.netscc.ac.uk/hsdr/files/project/SDO_FR_08-1201-038_V01.pdf  

Greenhalgh, T., Robert, G., Bate, P., Macfarlane, F., & Kyriakidou, O. (2005). Diffusion of innovations 

in health service organisations: a systematic literature review: John Wiley & Sons. 

Greenhalgh, T., Robert, G., Macfarlane, F., Bate, P., & Kyriakidou, O. (2004). Diffusion of innovations 

in service organizations: Systematic review and recommendations. Milbank Quarterly, 82(4), 

581–629. https://doi.org/10.1111/j.0887-378X.2004.00325.x  

Greenhalgh, T., Wherton, J., Papoutsi, C., Lynch, J., Hughes, G., A'Court, C., Hinder, S., Fahy, N., 

Procter, R.,Shaw, S. (2017). Beyond Adoption: A New Framework for Theorizing and 

Evaluating Nonadoption, Abandonment, and Challenges to the Scale-Up, Spread, and 

Sustainability of Health and Care Technologies. Journal of Medical Internet Research, 19(11), 

Article e367. https://doi.org/10.2196/jmir.8775  

Guba, E. G. (1981). ERIC/ECTJ Annual review paper: Criteria for assessing the trustworthiness of 

naturalistic inquiries. Educational Communication and Technology, 29(2), 75–91. 

https://doi.org/10.1007/BF02766777  

Halcomb, E. J., & Davidson, P. M. (2006). Is verbatim transcription of interview data always 

necessary? Applied Nursing Research, 19(1), 38–42. 

https://doi.org/10.1016/j.apnr.2005.06.001  

Hall, G. E., & Hord, S. M. (1987). Change in schools: Facilitating the process. SUNY Press. 

Hailemariam, M., Bustos, T., Montgomery, B., Barajas, R., Evans, L. B. & Drahota, A. (2019). Evidence‐

based intervention sustainability strategies: a systematic review. Implementation Science, 

14, Article 57. https://doi.org/10.1186/s13012-019-0910-6  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/:10.1186/s12916-018-1089-4
https://doi.org/10.1136/bmj.38636.593461.68
http://www.netscc.ac.uk/hsdr/files/project/SDO_FR_08-1201-038_V01.pdf
https://doi.org/10.1111/j.0887-378X.2004.00325.x
https://doi.org/10.2196/jmir.8775
https://doi.org/10.1007/BF02766777
https://doi.org/10.1016/j.apnr.2005.06.001
https://doi.org/10.1186/s13012-019-0910-6


 

Page | 210  

 

Hammell, K. W. (2008). Reflections on … Well-Being and Occupational Rights. Canadian Journal of 

Occupational Therapy, 75(1), 61–64. https://doi.org/10.2182/cjot.07.007  

Hassan, H., Asad, S., & Hoshino, Y. (2016). Determinants of leadership style in big five personality 

dimensions. Universal Journal of Management, 4(4), 161–179. 

https://doi.org/10.13189/ujm.2016.040402   

Hawe, P. (2015). Lessons from Complex Interventions to Improve Health. Annual Review of Public 

Health, 36(1), 307–323. https://doi.org/10.1146/annurev-publhealth-031912-114421  

Hayes, L., Hawthorne, G., Farhall, J., O’Hanlon, B., & Harvey, C. (2015). Quality of life and social 

isolation among caregivers of adults with schizophrenia: Policy and outcomes. Community 

Mental Health Journal, 51(5), 591–597. https://doi.org/10.1007/s10597-015-9848-6 

Heifetz, R. A., & Laurie, D. L. (1997). The work of leadership. Harvard Business Review, 75(1), 124–

134. 

Heron, J., & Reason, P. (1997). A Participatory Inquiry Paradigm. Qualitative inquiry, 3(3), 274–294. 

https://doi.org/10.1177/107780049700300302  

Herr, K., & Anderson, G. L. (2005). The action research dissertation: a guide for students and faculty. 

Sage. https://dx.doi.org/10.4135/9781452226644 

Heyden, M. L. M., Fourné, S. P. L., Koene, B. A. S., Werkman, R., & Ansari, S. (2017). Rethinking ‘Top-

Down’ and ‘Bottom-Up’ Roles of Top and Middle Managers in Organizational Change: 

Implications for Employee Support. Journal of Management Studies, 54(7), 961–985. 

https://doi.org/10.1111/joms.12258  

Hine, R. H., Maybery, D. J., Goodyear M. J. (2018). Identity in recovery for mothers with a mental 

illness: a literature review. Psychiatric Rehabilitation Journal 41(1),16–28. 

https://doi.org/10.1037/prj0000215 

Hinshaw, S. P. (2004) Parental Mental Disorder and Children's Functioning: Silence and 

Communication, Stigma and Resilience, Journal of Clinical Child and Adolescent Psychology, 

33(2), 400–411, https://doi.org/10.1207/s15374424jccp3302_22 

Hosman, C. M. H., van Doesum, K. T. M., & van Santvoort, F. (2009). Prevention of emotional 

problems and psychiatric risks in children of parents with a mental illness in the Netherlands: 

I. The scientific basis to a comprehensive approach. Australian e-Journal for the 

Advancement of Mental Health, 8(3), 250–263. https://doi.org/10.5172/jamh.8.3.250  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.2182/cjot.07.007
https://doi.org/10.13189/ujm.2016.040402
https://doi.org/10.1146/annurev-publhealth-031912-114421
https://doi.org/10.1007/s10597-015-9848-6
https://doi.org/10.1177/107780049700300302
https://dx.doi.org/10.4135/9781452226644
https://doi.org/10.1111/joms.12258
https://psycnet.apa.org/doi/10.1037/prj0000215
https://doi.org/10.1207/s15374424jccp3302_22
https://doi.org/10.5172/jamh.8.3.250


 

Page | 211  

 

Hsieh, H.-F., & Shannon, S. E. (2005). Three approaches to qualitative content analysis. Qualitative 

Health Research, 15(9), 1277–1288. https://doi.org/10.1177/1049732305276687 

Hunter, S. B., Han, B., Slaughter, M. E., Godley, S. H., & Garner, B. R. (2017). Predicting evidence-

based treatment sustainment: results from a longitudinal study of the Adolescent-

Community Reinforcement Approach. Implementation Science, 12(1), 75. 

https://doi.org/10.1186/s13012-017-0606-8  

Hyett, N., Kenny, A., & Dickson-Swift, V. (2019). Re-imagining occupational therapy clients as 

communities: Presenting the community-centred practice framework. Scandinavian Journal 

of Occupational Therapy, 26(4), 246–260. https://doi.org/10.1080/11038128.2017.1423374  

Ince, P., Haddock, G., & Tai, S. (2016). A systematic review of the implementation of recommended 

psychological interventions for schizophrenia: Rates, barriers, and improvement strategies. 

Psychology and Psychotherapy: Theory, Research and Practice, 89(3), 324–350. 

https://doi.org/10.1111/papt.12084  

Isobel, S., Allchin, B., Goodyear, M., & Gladstone, B. M. (2019). A Narrative Inquiry Into Global 

Systems Change to Support Families When a Parent Has a Mental Illness. Frontiers in 

Psychiatry, 10, Article 310. https://doi.org/10.3389/fpsyt.2019.00310  

Isobel, S., Goodyear, M., Furness, T., & Foster, K. (2019). Preventing intergenerational trauma 

transmission: A critical interpretive synthesis. Journal of Clinical Nursing, 28(7-8), 1100–

1113. https://doi.org/10.1111/jocn.14735  

Israel, B. A., Krieger, J., Vlahov, D., Ciske, S., Foley, M., Fortin, P., Guzman, J.R., Lichtenstein, R., 

McGranaghan, R., Palermo, A. & Tang, G. (2006). Challenges and Facilitating Factors in 

Sustaining Community-Based Participatory Research Partnerships: Lessons Learned from the 

Detroit, New York City and Seattle Urban Research Centers. Journal of Urban Health, 83(6), 

1022–1040. http://dx.doi.org/10.1007/s11524-006-9110-1 

Kalsem, K., (2019). Anonymity, privacy, and confidentiality. In Banks, S., & Brydon-Miller, M. (Eds.). 

(2019). Ethics in participatory research for health and social well-being: Cases and 

commentaries. Routledge.  

Kaplan, K., Brusilovskiy, E., O'Shea, A. M., & Salzer, M. S. (2019). Child protective service disparities 

and serious mental illnesses: results from a national survey. Psychiatric Services, 70(3), 202-

208. https://doi.org/10.1176/appi.ps.201800277  

Karibi, H., & Arblaster, K. (2019). Clinician experiences of “Let’s Talk about Children” training and 

implementation to support families affected by parental mental illness. The Journal of 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1177%2F1049732305276687
https://doi.org/10.1186/s13012-017-0606-8
https://doi.org/10.1080/11038128.2017.1423374
https://doi.org/10.1111/papt.12084
https://doi.org/10.3389/fpsyt.2019.00310
https://doi.org/10.1111/jocn.14735
http://dx.doi.org/10.1007/s11524-006-9110-1
https://doi.org/10.1176/appi.ps.201800277


 

Page | 212  

 

Mental Health Training, Education and Practice, 14(4), 201–211. 

https://doi.org/10.1108/JMHTEP-08-2018-0044  

Kemmis, S., & McTaggart, R. (2005). Participatory action research: Communicative action and the 

public sphere. In N. K. Denzin & Y. S. Lincoln (Eds.), The Sage handbook of qualitative 

research (3rd ed., pp. 559–603). Sage Publications. 

Kenny, K. S., Barrington, C., Green, S.L. (2015).  ‘‘I felt for a long time like everything beautiful in me 

had been taken out’’: Women’s suffering, remembering, and survival following the loss of 

child custody. International Journal of Drug Policy, 26(11), 1158–1166. 

http://dx.doi.org/10.1016/j.drugpo.2015.05.024    

Kerrissey, M., Satterstrom, P., Leydon, N., Schiff, G., & Singer, S. (2017). Integrating: A managerial 

practice that enables implementation in fragmented health care environments. Health Care 

Management Review July/September, 42(3), 213–225. 

https://doi.org/10.1097/HMR.0000000000000114  

Kirk, M. A., Haines, E. R., Rokoske, F. S., Powell, B. J., Weinberger, M., Hanson, L. C., & Birken, S. A. 

(2019). A case study of a theory-based method for identifying and reporting core functions 

and forms of evidence-based interventions. Translational Behavioral Medicine. Advance 

online, ibz178, https://doi.org/10.1093/tbm/ibz178  

Koen, M. P., du Plessis, E., & Koen, V. (2014). Data Analaysis: The world cafe. In M. De Chesnay (Ed.), 

Nursing Research Using Data Analysis: Qualitative Designs and Methods in Nursing. 181–

196. Springer Publishing Company.  

Korhonen, T., Vehviläinen-Julkunen, K., & Pietilä, A.-M. (2010). Do nurses support the patient in his 

or her role as a parent in adult psychiatry?: A survey of mental health nurses in Finland. 

Archives of Psychiatric Nursing., 24(3), 155–167. https://doi.org/10.1016/j.apnu.2008.12.002  

Korstjens, I., & Moser, A. (2018). Series: Practical guidance to qualitative research. Part 4: 

Trustworthiness and publishing. European Journal of General Practice, 24(1), 120–124. 

https://doi.org/10.1080/13814788.2017.1375092  

Kuhn, T. S. (1970). The Structure of Scientific Revolutions. University of Chicago Press.  

Kujala, V., Jokinen, J., Ebeling, H., & Pohjola, A. (2017). Let’s Talk about Children Evaluation (LTCE) 

study in northern Finland: a multiple group ecological study of children’s health promotion 

activities with a municipal and time-trend design. BMJ Open, 7(7). Article e015985. 

https://doi.org/10.1136/bmjopen-2017-015985  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1108/JMHTEP-08-2018-0044
http://dx.doi.org/10.1016/j.drugpo.2015.05.024
https://doi.org/10.1097/HMR.0000000000000114
https://doi.org/10.1093/tbm/ibz178
https://doi.org/10.1016/j.apnu.2008.12.002
https://doi.org/10.1080/13814788.2017.1375092
https://doi.org/10.1136/bmjopen-2017-015985


 

Page | 213  

 

Larson, J.E., Corrigan, P. The Stigma of Families with Mental Illness. Acad Psychiatry 32, 87–91 

(2008). https://doi.org/10.1176/appi.ap.32.2.87  

Lauritzen, C. (2014). The importance of intervening in adult mental health services when patients are 

parents. Journal of Hospital Administration, 3 (6), 56– 65. 

https://doi.org/10.5430/jha.v3n6p56  

Lauritzen, C., & Reedtz, C. (2015). Knowledge transfer in the field of parental mental illness: 

Objectives, effective strategies, indicators of success, and sustainability. International 

Journal of Mental Health Systems, 9, Article 6. https://doi.org/10.1186/1752-4458-9-6  

Lauritzen, C., Reedtz, C., Rognmo, K., Nilsen, M. A., & Walstad, A. (2018). Identification of and 

support for children of mentally ill parents: A 5 year follow-up study of adult mental health 

services. Frontiers in Psychiatry, 9, Article 507. https://doi.org/10.3389/fpsyt.2018.00507  

Lauritzen, C., Reedtz, C., Van Doesum, K. T. M., & Martinussen, M. (2014a). Factors that may 

facilitate or hinder a family-focus in the treatment of parents with a mental illness. Journal 

of Child and Family Studies, 24, 864–871. https://doi.org/10.1007/s10826-013-9895-y  

Lauritzen, C., Reedtz, C., Van Doesum, K. T. M., & Martinussen, M. (2014b). Implementing new 

routines in adult mental health care to identify and support children of mentally ill parents. 

BMC Health Services Research, 14, Article 58. https://doi.org/10.1186/1472-6963-14-58  

Laws, K. R. (2013). Negativland ‐ a home for all findings in psychology. BMC Psychology, 1, Article 2. 

https://doi.org/10.1186/2050-7283-1-2  

Leeman, J., Birken, S. A., Powell, B. J., Rohweder, C., & Shea, C. M. (2017). Beyond “implementation 

strategies”: Classifying the full range of strategies used in implementation science and 

practice. Implementation Science, 12, 125. https://doi.org/10.1186/s13012-017-0657-x  

Leinonen, J. A., Solantaus, T. & Punamäki, R.‐L. (2003). Parental mental health and children's 

adjustment: The quality of marital interaction and parenting as mediating factors. Journal of 

Child Psychology and Psychiatry, 44 (2), 227–241. https://doi.org/10.1111/1469-7610.t01-1-

00116  

Lennox, L., Doyle, C., Reed, J. E., & Bell, D. (2017). What makes a sustainability tool valuable, 

practical and useful in real-world healthcare practice? A mixed-methods study on the 

development of the Long Term Success Tool in Northwest London. BMJ Open, 7(9). 

https://doi.org/10.1136/bmjopen-2016-014417  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1176/appi.ap.32.2.87
https://doi.org/10.5430/jha.v3n6p56
https://doi.org/10.1186/1752-4458-9-6
https://doi.org/10.3389/fpsyt.2018.00507
https://doi.org/10.1007/s10826-013-9895-y
https://doi.org/10.1186/1472-6963-14-58
https://doi.org/10.1186/2050-7283-1-2
https://doi.org/10.1186/s13012-017-0657-x
https://doi.org/10.1111/1469-7610.t01-1-00116
https://doi.org/10.1111/1469-7610.t01-1-00116
https://doi.org/10.1136/bmjopen-2016-014417


 

Page | 214  

 

Lennox, L., Maher, L., & Reed, J. (2018). Navigating the sustainability landscape: A systematic review 

of sustainability approaches in healthcare. Implementation Science, 13(1), 27. 

https://doi.org/10.1186/s13012-017-0707-4  

Leykum, L. K., Pugh, J., Lawrence, V., Parchman, M., Noël, P. H., Cornell, J., & McDaniel, R. R. (2007). 

Organizational interventions employing principles of complexity science have improved 

outcomes for patients with Type II diabetes. Implementation Science, 2(1), Article 28. 

https://doi.org/10.1186/1748-5908-2-28  

Long, K. M., McDermott, F., & Meadows, G. N. (2018). Being pragmatic about healthcare complexity: 

our experiences applying complexity theory and pragmatism to health services research. 

BMC Medicine, 16(1), Article 94. https://doi.org/10.1186/s12916-018-1087-6  

Lopez, S. R., & Kopelowicz, A. (2003). Family interventions for serious mental illness: translating 

research to practice. World Psychiatry, 2(1), 34–35. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1525055/  

Lyon, A., Stirman, S. W., Kerns, S. & Bruns, E. (2011). Developing the mental health workforce: 

Review and application of training approaches from multiple disciplines. Administration and 

Policy in Mental Health and Mental Health Services Research, 38 (4), 238– 253. 

https://doi.org/10.1007/s10488-010-0331-y 

Lucksted, A., McFarlane, W., Downing, D., & Dixon, L. (2012). Recent Developments in Family 

Psychoeducation as an Evidence-Based Practice. Journal of Marital and Family Therapy, 

38(1), 101–121. https://doi.org/10.1111/j.1752-0606.2011.00256.x  

Macaulay, A. C. (2016). Participatory research: What is the history? Has the purpose changed? 

Family Practice, 34(3), 256–258. https://doi.org/10.1093/fampra/cmw117  

MacBeath, J., & Jardine, S. (1998). I didn't know he was ill – the role and value of the critical friend. 

Improving Schools, 1(1), 41–47. https://doi.org/10.1177/136548029803010118  

Mackenzie, L., Alvarez Jaramillo, L., & Ledgerd, R. (2019). Developing international research priorities 

for occupational therapy. British Journal of Occupational Therapy, 82(3), 139–140. 

https://doi.org/10.1177/0308022618803869  

Maher, L., Gustafson, D., & Evans, A. (2007). Sustainability model and guide. UK Governement, NHS 

Institute for innovation and Improvement. 

https://improvement.nhs.uk/resources/Sustainability-model-and-guide/  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1186/s13012-017-0707-4
https://doi.org/10.1186/1748-5908-2-28
https://doi.org/10.1186/s12916-018-1087-6
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1525055/
https://doi.org/10.1007/s10488-010-0331-y
https://doi.org/10.1111/j.1752-0606.2011.00256.x
https://doi.org/10.1093/fampra/cmw117
https://doi.org/10.1177/136548029803010118
https://doi.org/10.1177/0308022618803869
https://improvement.nhs.uk/resources/Sustainability-model-and-guide/


 

Page | 215  

 

Markström, U., Svensson, B., Bergmark, M., Hansson, L., & Bejerholm, U. (2018). What influences a 

sustainable implementation of evidence-based interventions in community mental health 

services? Development and pilot testing of a tool for mapping core components. Journal of 

Mental Health, 27(5), 395–401. https://doi.org/10.1080/09638237.2017.1417544  

Marston, N., Stavnes, K., Van Loon, L. M. A., Drost, L. M., Maybery, D. J., Mosek, A., . . . Reupert, A. E. 

(2016). A content analysis of Intervention Key Elements and Assessments (IKEA): What's in 

the black box in the interventions directed to families where a parent has a mental illness? 

Child & Youth Services, 37(2), 112–128. https://doi.org/10.1080/0145935X.2016.1104041  

Martin, D. J., Garske, J. P., & Davis, M. K. (2000). Relation of the therapeutic alliance with outcome 

and other variables: A meta-analytic review. Journal of Consulting and Clinical Psychology, 

68(3), 438–450. https://doi.org/10.1037/0022-006X.68.3.438 

Martin, G. P., Weaver, S., Currie, G., Finn, R., & McDonald, R. (2012). Innovation sustainability in 

challenging health-care contexts: Embedding clinically led change in routine practice. Health 

Services Management Research, 25(4), 190–199. 

https://doi.org/10.1177/0951484812474246  

Martinsen, E. H., Weimand, B. M., Pedersen, R., & Norvoll, R. (2019). The silent world of young next 

of kin in mental healthcare. Nursing Ethics, 26(1), 212–223. 

https://doi.org/10.1177/0969733017694498  

Maybery, D. J., Foster, K., Goodyear, M. J., Grant, A., Patraporn, T., Skogøy,, B. E., & Lees, R. (2015). 

How can we make the psychiatric workforce more family focused? In A. E. Reupert, D. J. 

Maybery, J. Nicholson, M. Gopfert, & M. V. Seeman (Eds.), Parental psychiatric disorder: 

Distressed parents and their families (3rd ed., pp. 301–311). Cambridge University Press. 

Maybery, D. J., Goodyear, M. J., O'Hanlon, B., Cuff, R., & Reupert, A. E. (2014). Profession differences 

in family focused practice in the adult mental health system. Family Process, 53(4), 608–617. 

https://doi.org/10.1111/famp.12082  

Maybery, D. J., Goodyear, M. J., & Reupert, A. E. (2012). The family-focused mental health practice 

questionnaire. Archives of Psychiatric Nursing, 26(2), 135–144. 

https://doi.org/10.1016/j.apnu.2011.09.001  

Maybery, D. J., Goodyear, M. J., Reupert, A. E., & Grant, A. (2016). Worker, workplace or families: 

What influences family focused practices in adult mental health? Journal of Psychiatric and 

Mental Health Nursing, 23(3-4), 163–171. https://doi.org/10.1111/jpm.12294  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1080/09638237.2017.1417544
https://doi.org/10.1080/0145935X.2016.1104041
https://psycnet.apa.org/doi/10.1037/0022-006X.68.3.438
https://doi.org/10.1177/0951484812474246
https://doi.org/10.1177/0969733017694498
https://doi.org/10.1111/famp.12082
https://doi.org/10.1016/j.apnu.2011.09.001
https://doi.org/10.1111/jpm.12294


 

Page | 216  

 

Maybery, D. J., Goodyear, M. J., Reupert, A. E., Sheen, J., Cann, W., Dalziel, K., Tchernagovski, P., 

O’Hanlon, B.,  von Doussa, H. (2017). Developing an Australian-first recovery model for 

parents in Victorian mental health and family services: a study protocol for a randomised 

controlled trial. BMC Psychiatry, 17(1), Article 198. https://doi.org/10.1186/s12888-017-

1357-4 

Maybery, D. J., Goodyear, M. J., Reupert, A. E., Sheen, J., Cann, W., O’Hanlon, B., & Cuff, R. (2019). A 

mixed method evaluation of an intervention for parents with mental illness. Clinical Child 

Psychology and Psychiatry, 24(4), 717–727. https://doi.org/10.1177/1359104518822676  

Maybery, D. J., Meadows, G., Clark, J., Sutton, K., Reupert, A. E., & Nicholson, J. (2015). A personal 

recovery model for parents with mental health problems. In A. E. Reupert, D. J. Maybery, J. 

Nicholson, M. Gopfert, & M. V. Seeman (Eds.), Parental psychiatric disorder: distressed 

parents and their families (3rd ed., pp. 312–323). Cambridge University Press. 

Maybery, D. J., Nicholson, J., & Reupert, A. E. (2015). Parental mental illness: estimating prevalence 

to inform policy and practice. In A. E. Reupert, D. J. Maybery, J. Nicholson, M. Gopfert, & M. 

V. Seeman (Eds.), Parental psychiatric disorder: distressed parents and their families (3rd ed., 

pp. 20–29). Cambridge University Press. 

Maybery, D. J., & Reupert, A. E. (2006). Workforce capacity to respond to children whose parents 

have a mental illness. Australian and New Zealand Journal of Psychiatry, 40(8), 657–664. 

https://doi.org/10.1111/j.1440-1614.2006.01865.x  

Maybery, D. J., & Reupert, A. E. (2009). Parental mental illness: A review of barriers and issues for 

working with families and children. Journal of Psychiatric and Mental Health Nursing, 16(9), 

784–791. https://doi.org/10.1111/j.1365-2850.2009.01456.x  

Maybery, D. J. & Reupert, A. E. (2018). The number of parents who are patients attending adult 

psychiatric services. Current Opinion in Psychiatry, 31 (4), 358– 362. 

https://doi.org/10.1097/yco.0000000000000427  

Maybery, D. J., Reupert, A. E., Patrick, K., Goodyear, M., & Crase, L. (2009). Prevalence of parental 

mental illness in Australian families. Psychiatric Bulletin, 33(1), 22–26. 

https://doi.org/10.1192/pb.bp.107.018861  

MacFarlane, A., & Roche,  B., (2019). Blurring the boundaries between researcher and researched, 

academic and activist. In Banks, S., & Brydon-Miller, M. (Eds.). (2019). Ethics in participatory 

research for health and social well-being: Cases and commentaries. Routledge.    

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1186/s12888-017-1357-4
https://doi.org/10.1186/s12888-017-1357-4
https://doi.org/10.1177/1359104518822676
https://doi.org/10.1111/j.1440-1614.2006.01865.x
https://doi.org/10.1111/j.1365-2850.2009.01456.x
https://doi.org/10.1097/yco.0000000000000427
https://doi.org/10.1192/pb.bp.107.018861


 

Page | 217  

 

McFarlane, W.R. (2016), Family Interventions for Schizophrenia and the Psychoses: A Review, Family 

Process, 55(3) 460–482. https://doi.org/10.1111/famp.12235 

McFarlane, W. R., Dixon, L., Lukens, E., & Lucksted, A. (2003). Family psychoeducation and 

schizophrenia: A review of the literature. Journal of Marital and Family Therapy, 29(2), 223-

245. https://doi.org/10.1111/j.1752-0606.2003.tb01202.x  

McKay, E. A. (2004). Mothers with mental illness: An occupation interrupted. In S. A. Esdaile & J. A. 

Olson (Eds.), Mothering occupations: Challenge, agency, and participation (pp. 238–258). 

Philadelphia: FA Davis Company. 

McKay, E. A. (2010). 'Rip that book up, I've changed': Unveiling the experiences of women living with 

and surviving enduring mental illness. British Journal of Occupational Therapy, 73(3), 96–

105. https://doi.org/10.4276/030802210X12682330090370  

Mental Health Act 2014 (Vic), https://www.legislation.vic.gov.au/in-force/acts/mental-health-act-

2014/022  

Mercer, S. L., Green, L. W., Cargo, M., Potter, M. A., DANIEL, M., Olds, R. S., & Reed-Gross, E. (2008). 

Reliability-tested guidelines for assessing participatory research projects. . In M. Minkler & 

N. Wallerstein (Eds.), Community-based participatory research for health: From process to 

outcomes (2 ed., pp. 407–433). Jossey-Bass. 

Michie, S., Pilling, S., Garety, P., Whitty, P., Eccles, M. P., Johnston, M., & Simmons, J. (2007). 

Difficulties implementing a mental health guideline: an exploratory investigation using 

psychological theory. Implementation Science, 2, Article  8. https://doi.org/10.1186/1748-

5908-2-8  

Miles, M. B. & Huberman, A. M. (1994). Qualitative Data Analysis: An Expanded Sourcebook. Sage 

Publications Inc. 

Minkler, M. (2005). Community-based research partnerships: Challenges and opportunities. Journal 

of Urban Health, 82(2), ii3–ii12. https://doi.org/10.1093/jurban/jti034  

Minkler, M., Vasquez, V. B., Warner, J. R., Steussey, H., & Facente, S. (2006). Sowing the seeds for 

sustainable change: a community-based participatory research partnership for health 

promotion in Indiana, USA and its aftermath. Health Promotion International, 21(4), 293–

300. https://doi.org/10.1093/heapro/dal025 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1111/famp.12235
https://doi.org/10.1111/j.1752-0606.2003.tb01202.x
https://doi.org/10.4276/030802210X12682330090370
https://www.legislation.vic.gov.au/in-force/acts/mental-health-act-2014/022
https://www.legislation.vic.gov.au/in-force/acts/mental-health-act-2014/022
https://doi.org/10.1186/1748-5908-2-8
https://doi.org/10.1186/1748-5908-2-8
https://doi.org/10.1093/jurban/jti034
https://doi.org/10.1093/heapro/dal025


 

Page | 218  

 

Mottaghipour, Y., & Bickerton, A. (2005). The Pyramid of Family Care: A framework for family 

involvement with adult mental health services. Australian e-Journal for the Advancement of 

Mental Health, 4(3), 210–217. https://doi.org/10.5172/jamh.4.3.210 

Mottaghipour, Y., Woodland, L., Bickerton, A., & Sara, G. (2006). Working with families of patients 

within an adult mental health service: development of a programme model. Australasian 

Psychiatry, 14(3), 267–271. https://doi.org/10.1080/j.1440-1665.2006.02261.x 

Moullin, J. C., Ehrhart, M. G. & Aarons, G. A. (2018). The role of leadership in organizational 

implementation and sustainment in service agencies. Research on Social Work Practice, 

28(5), 558– 567. https://doi.org/10.1177/1049731517718361 

Moullin, J. C., Sabater-Hernández, D., Fernandez-Llimos, F., & Benrimoj, S. I. (2015). A systematic 

review of implementation frameworks of innovations in healthcare and resulting generic 

implementation framework. Health Research Policy and Systems, 13, Article 16, 

https://doi.org/10.1186/s12961-015-0005-z  

Mowbray, C. T., Bybee, D., Oyserman, D., Allen-Meares, P., Macfarlane, P., & Hart-Johnson, T. 

(2004). Diversity of Outcomes Among Adolescent Children of Mothers With Mental Illness. 

Journal of Emotional and Behavioral Disorders, 12(4), 206–221. 

https://doi.org/10.1177/10634266040120040201  

Munten, G., Van Den Bogaard, J., Cox, K., Garretsen, H., & Bongers, I. (2010). Implementation of 

evidence-based practice in nursing using action research: A review. Worldviews on Evidence-

Based Nursing, 7(3), 135–157. https://doi.org/10.1111/j.1741-6787.2009.00168.x  

Nathanson, D. and Tzioumi, D. (2007), Health needs of Australian children living in out‐of‐home care. 

Journal of Paediatrics and Child Health, 43: 695-699. https://doi.org/10.1111/j.1440-

1754.2007.01193.x 

Naughton, M. F. A., Maybery, D. J., & Goodyear, M. J. (2019). A child’s perspective of bidirectional 

impacts of mental illness in families: “It’s like a cold it goes from one of us to the next”. 

Clinical Nursing Studies, 7(2), 8–18. https://doi.org/10.5430/cns.v7n2p8  

Neal, J. W., & Neal, Z. P. (2019). Implementation capital: merging frameworks of implementation 

outcomes and social capital to support the use of evidence-based practices. Implementation 

Science, 14(1), Article 16. https://doi.org/10.1186/s13012-019-0860-z  

Nicholson, J. (2010). Parenting and recovery for mothers with mental disorders. In B. L. Levin & M. A. 

Becker (Eds.), A public health perspective of women's mental health (pp. 359–372). New 

York: Springer. 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.5172/jamh.4.3.210
https://doi.org/10.1080%2Fj.1440-1665.2006.02261.x
https://doi.org/10.1177%2F1049731517718361
https://doi.org/10.1186/s12961-015-0005-z
https://doi.org/10.1177/10634266040120040201
https://doi.org/10.1111/j.1741-6787.2009.00168.x
https://doi.org/10.1111/j.1440-1754.2007.01193.x
https://doi.org/10.1111/j.1440-1754.2007.01193.x
https://doi.org/10.5430/cns.v7n2p8
https://doi.org/10.1186/s13012-019-0860-z


 

Page | 219  

 

Nicholson, J. (2014). Supporting mothers living with mental illnesses in recovery, In N. Benders-Hadi 

& M. E. Barber (Eds.), Motherhood, mental illness and recovery: Stories of hope (p. 3–17). 

Springer International Publishing. https://doi.org/10.1007/978-3-319-01318-3_1 

Nicholson J., Biebel K., Hinden B.R., Henry A.D., Stier L. (2001). Critical Issues for Parents with Mental 

Illness and their Families. Report prepared the Center for Mental Health Services, Substance 

Abuse and Mental Health Services Administration, Rockville, MD, 

https://escholarship.umassmed.edu/psych_pp/142  

Nicholson, J., & English, K. (2019). ParentingWell Practice Profile. National Research Center on 

Parents with Disabilities, Brandeis University and the Massachusetts Department of Mental 

Health. https://www.cbhknowledge.center/parenting-well  

Nicholson, J., Reupert, A. E., Maybery, D. J., Grant, A., Lees, R., Mordoch, E., Skogøy, B.E., Stavnes 

K.A. & Diggins, M. (2015). The policy context and change for families living with parental 

mental illness. In A. Reupert, D. Maybery, J. Nicholson, M. Gopfert, & M. V. Seeman (Eds.), 

Parental psychiatric disorder: Distressed parents and their families (3rd ed., pp. 354–364). 

Cambridge University Press. 

Nicholson, J., & Valentine, A. (2019). Key informants specify core elements of peer supports for 

parents with serious mental illness. Frontiers in psychiatry, 10, Article 106. 

https://doi.org/10.3389/fpsyt.2019.00106  

Niemelä, M., Kallunki, H., Jokinen, J., Räsänen, S., Ala-Aho, B., Hakko, H., Ristikari, T. & Solantaus, T. 

(2019). Collective Impact on Prevention: Let's Talk About Children Service Model and 

Decrease in Referrals to Child Protection Services. Frontiers in Psychiatry, 10, Article 64. 

https://doi.org/10.3389/fpsyt.2019.00064  

Niemelä, M., Marshall, C. A., Kroll, T., Curran, M., Koerner, S. S., Räsänen, S., & García, F. (2016). 

Family-Focused Preventive Interventions With Cancer Cosurvivors: A Call to Action. 

American Journal of Public Health, 106(8), 1381–1387. 

https://doi.org/10.2105/AJPH.2016.303178 

Niemelä, M., Repo, J., Wahlberg, K.-E., Hakko, H., & Räsänen, S. (2012). Pilot Evaluation of the 

Impact of Structured Child-Centered Interventions on Psychiatric Symptom Profile of Parents 

with Serious Somatic Illness: Struggle for Life Trial. Journal of Psychosocial Oncology, 30(3), 

316–330. https://doi.org/10.1080/07347332.2012.664258  

Niemelä, M., Väisänen, L., Marshall, C., Hakko, H., & Räsänen, S. (2010). The Experiences of Mental 

Health Professionals Using Structured Family-Centered Interventions to Support Children of 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://psycnet.apa.org/doi/10.1007/978-3-319-01318-3_1
https://escholarship.umassmed.edu/psych_pp/142
https://www.cbhknowledge.center/parenting-well
https://doi.org/10.3389/fpsyt.2019.00106
https://doi.org/10.3389/fpsyt.2019.00064
https://doi.org/10.2105/AJPH.2016.303178
https://doi.org/10.1080/07347332.2012.664258


 

Page | 220  

 

Cancer Patients. Cancer Nursing, 33(6), E18–E27. 

https://doi.org/10.1097/NCC.0b013e3181ddfcb5  

Nilsen, P. (2015). Making sense of implementation theories, models and frameworks. 

Implementation Science, 10, Article 53. https://doi.org/10.1186/s13012-015-0242-0  

O'Connor, M., & Cotrel-Gibbons, L. (2017). World Café: a proactive approach to working with 

mentors. Nursing Management, 24(2), 26–29. http://dx.doi.org/10.7748/nm.2017.e1553  

Ozanne, J. L., & Saatcioglu, B. (2008). Participatory Action Research. Journal of Consumer Research, 

35(3), 423–439. https://doi.org/10.1086/586911  

Paina, L., & Peters, D. H. (2011). Understanding pathways for scaling up health services through the 

lens of complex adaptive systems. Health Policy and Planning, 27(5), 365–373. 

https://doi.org/10.1093/heapol/czr054  

Patient-Centered Outcomes Research Institute. Standards for Studies of Complex Interventions. 

2019. Available at https://www.pcori.org/research-results/about-our-research/research-

methodology/pcori-methodology-standards#Complex  

Pedersen, S., & Revenson, T. A. (2005). Parental illness, family functioning, and adolescent well-

being: a family ecology framework to guide research. Journal of Family Psychology, 19(3), 

404–419. https://doi.org/10.1037/0893-3200.19.3.404 

Pereira, R. B. (2017). Towards inclusive occupational therapy: Introducing the CORE approach for 

inclusive and occupation-focused practice. Australian Occupational Therapy Journal, 64(6), 

429–435. https://doi.org/10.1111/1440-1630.12394  

Perera, D. N., Short, L., & Fernbacher, S. (2014). There is a lot to it: Being a mother and living with a 

mental illness. Advances in Mental Health, 12(3), 167–181. 

https://doi.org/10.1080/18374905.2014.11081895 

Pharoah, F., Mari, J. J., Rathbone, J., & Wong, W. (2010). Family intervention for schizophrenia. 

Cochrane Database of Systematic Reviews(12). https://doi.org/10.1002/14651858. 

CD000088.pub3  

Pihkala, H., Sandlund, M., & Cederström, A. (2012). Initiating communication about parental mental 

illness in families: An issue of confidence and security. International Journal of Social 

Psychiatry, 58(3), 258–265. https://doi.org/10.1177/0020764010392088  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1097/NCC.0b013e3181ddfcb5
https://doi.org/10.1186/s13012-015-0242-0
http://dx.doi.org/10.7748/nm.2017.e1553
https://doi.org/10.1086/586911
https://doi.org/10.1093/heapol/czr054
https://www.pcori.org/research-results/about-our-research/research-methodology/pcori-methodology-standards#Complex
https://www.pcori.org/research-results/about-our-research/research-methodology/pcori-methodology-standards#Complex
https://psycnet.apa.org/doi/10.1037/0893-3200.19.3.404
https://doi.org/10.1111/1440-1630.12394
https://doi.org/10.1080/18374905.2014.11081895
https://doi.org/10.1002/14651858.%20CD000088.pub3
https://doi.org/10.1002/14651858.%20CD000088.pub3
https://doi.org/10.1177/0020764010392088


 

Page | 221  

 

Pitschel-Walz, G., Leucht, S., Bäuml, J., Kissling, W., & Engel, R. R. (2001). The effect of family 

interventions on relapse and rehospitalization in schizophrenia: a meta-analysis. 

Schizophrenia Bulletin, 27(1), 73–92. https://doi.org/10.1093/oxfordjournals.schbul.a006861 

Plsek, P. E., & Greenhalgh, T. (2001). The challenge of complexity in health care. BMJ, 323, 625–628. 

https://doi.org/10.1136/bmj.323.7313.625  

Potijk, M. R., Drost, L. M., Havinga, P. J., Hartman, C. A., & Schoevers, R. A. (2019). “…and How Are 

the Kids?” Psychoeducation for Adult Patients With Depressive and/or Anxiety Disorders: A 

Pilot Study. Frontiers in Psychiatry, 10(4). https://doi.org/10.3389/fpsyt.2019.00004  

Priebe, S., & McCabe, R. (2008). Therapeutic relationships in psychiatry: The basis of therapy or 

therapy in itself? International Review of Psychiatry, 20(6), 521–526. 

https://doi.org/10.1080/09540260802565257  

Pretis, M. (Producer). (2010, 7 Nov 2012). Module 1: Let's Talk about Children when the parent has 

mental health problems by Tytti Solantaus [Program Manual]. https://www.strong-

kids.eu/index.php?menupos=7   

Price-Robertson, R., Obradovic, A., & Morgan, B. (2016). Relational recovery: beyond individualism in 

the recovery approach. Advances in Mental Health, 1–13. 

https://doi.org/10.1080/18387357.2016.1243014  

Proctor, E. K., Landsverk, J., Aarons, G. A., Chambers, D., Glisson, C., & Mittman, B. (2009). 

Implementation research in mental health services: An emerging science with conceptual, 

methodological, and training challenges. Administration and Policy in Mental Health and 

Mental Health Services Research, 36(1), 24–34. https://doi.org/10.1007/s10488-008-0197-4  

Proctor, E. K., Luke, D., Calhoun, A., McMillen, C., Brownson, R., McCrary, S., & Padek, M. (2015). 

Sustainability of evidence-based healthcare: research agenda, methodological advances, and 

infrastructure support. Implementation Science, 10(1), Article 88. 

https://doi.org/10.1186/s13012-015-0274-5  

Proctor, E. K., Silmere, H., RaghaVan, R., Hovmand, P., Aarons, G. A., & Bunger, A. (2011). Outcomes 

for implementation research: conceptual distinctions, measurement challenges, and 

research agenda. Admin Policy Mental Health, 38, 65–76. https://doi.org/10.1007/s10488-

010-0319-7  

Proctor, E. K., Powell, B. J., & McMillen, J. C. (2013). Implementation strategies: Recommendations 

for specifying and reporting. Implementation Science, 8(1), Article 139. 

https://doi.org/10.1186/1748-5908-8-139  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://psycnet.apa.org/doi/10.1093/oxfordjournals.schbul.a006861
https://doi.org/10.1136/bmj.323.7313.625
https://doi.org/10.3389/fpsyt.2019.00004
https://doi.org/10.1080/09540260802565257
https://www.strong-kids.eu/index.php?menupos=7
https://www.strong-kids.eu/index.php?menupos=7
https://doi.org/10.1080/18387357.2016.1243014
https://doi.org/10.1007/s10488-008-0197-4
https://doi.org/10.1186/s13012-015-0274-5
https://doi.org/10.1007/s10488-010-0319-7
https://doi.org/10.1007/s10488-010-0319-7
https://doi.org/10.1186/1748-5908-8-139


 

Page | 222  

 

Punamäki, R.-L., Paavonen, J., Toikka, S., & Solantaus, T. (2013). Effectiveness of preventive family 

intervention in improving cognitive attributions among children of depressed parents: a 

randomized study. Journal of Family Psychology, 27(4), 683–690. 

https://doi.org/10.1037/a0033466  

Rabin, A. B., Brownson, C. R., Haire-Joshu, W. D., Kreuter, L. M., & Weaver, L. N. (2008). A Glossary 

for Dissemination and Implementation Research in Health. Journal of Public Health 

Management and Practice, 14(2), 117–123. 

https://doi.org/10.1097/01.PHH.0000311888.06252.bb  

Radaelli, G., & Sitton-Kent, L. (2016). Middle Managers and the Translation of New Ideas in 

Organizations: A Review of Micro-practices and Contingencies. International Journal of 

Management Reviews, 18(3), 311–332. https://doi.org/10.1111/ijmr.12094  

Reedtz, C., Lauritzen, C., & van Doesum, K. T. M. (2012). Evaluating workforce developments to 

support children of mentally ill parents: Implementing new interventions in the adult mental 

healthcare in Northern Norway. BMJ Open, 2(3), Article e000709. 

https://doi.org/10.1136/bmjopen-2011-000709  

Resnick, M. D., & Taliaferro, L. A. (2011). Resilience. In Encyclopedia of Adolescence (Vol. 1, pp. 299-

306). Elsevier Inc.. https://doi.org/10.1016/B978-0-12-373951-3.00035-1  

Reupert, A. E., & Maybery, D. J. (2007). Families Affected by Parental Mental Illness: A 

Multiperspective Account of Issues and Interventions. American Journal of Orthopsychiatry, 

77(3), 362–369. https://doi.org/10.1037/0002-9432.77.3.362  

Reupert, A. E., & Maybery, D. J. (2015). Stigma and families where a parent has a mental illness. In A. 

E. Reupert, D. J. Maybery, J. Nicholson, M. Gopfert, & M. V. Seeman (Eds.), Parental 

psychiatric disorder: distressed parents and their families (3rd ed., pp. 51–60). Cambridge 

University Press. 

Reupert, A. E., & Maybery, D. J. (2016). What do we know about families where parents have a 

mental illness? A systematic review. Child and Youth Services, 37(2), 98–111. 

https://doi.org/10.1080/0145935X.2016.1104037  

Reupert, A. E., Maybery, D. J., & Kowalenko, N. M. (2012). Children whose parents have a mental 

illness: Prevalence, need and treatment. Medical Journal of Australia, 199(S3), S7–S9. 

https://doi.org/10.5694/mja11.11200  

Reupert, A. E., Maybery, D. J., & Nicholson, J. (2015). Towards development of a conceptual 

framework. In A. E. Reupert, D. J. Maybery, J. Nicholson, M. Gopfert, & M. V. Seeman (Eds.), 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1037/a0033466
https://doi.org/10.1097/01.PHH.0000311888.06252.bb
https://doi.org/10.1111/ijmr.12094
https://doi.org/10.1136/bmjopen-2011-000709
https://doi.org/10.1016/B978-0-12-373951-3.00035-1
https://doi.org/10.1037/0002-9432.77.3.362
https://doi.org/10.1080/0145935X.2016.1104037
https://doi.org/10.5694/mja11.11200


 

Page | 223  

 

Parental psychiatric disorder: distressed parents and their families (3rd ed., pp. 1–15). 

Cambridge University Press. 

Riebschleger, J., Onaga, E., Tableman, B., & Bybee, D. (2014). Mental health consumer parents’ 

recommendations for designing psychoeducation interventions for their minor children. 

Psychiatric rehabilitation journal, 37(3),183–185. https://doi.org/10.1037/prj0000071.  

Rittel, H.W.J., Webber, M.M. (1973). Dilemmas in a general theory of planning. Policy Sciences, 4, 

155–169. https://doi.org/10.1007/BF01405730  

Roper, C., Grey, F., Cadogan, E. (2018). Co-production: Putting principles into practice in mental 

health contexts. Melbourne University. 

https://recoverylibrary.unimelb.edu.au/__data/assets/pdf_file/0010/2659969/Coproductio

n_putting-principles-into-practice.pdf. 

Rouleau, L. (2005). Micro‐practices of strategic sensemaking and sensegiving: How middle managers 

interpret and sell change every day. Journal of Management studies, 42(7), 1413–1441. 

https://doi.org/10.1111/j.1467-6486.2005.00549.x  

Royal Australasian College of Physicians (RACP), (2006). Health of children in “out- of- home” care: 

Paediatric Policy. Sydney, Paediatrics & Child Health Division, RACP, 

http://www.racp.edu.au/hpu/paed/index.htm  

Rubin, L. H., Witkiewitz, K., Andre, J. S. & Reilly, S. (2007). Methods for handling missing data in the 

behavioral neurosciences: Don't throw the baby rat out with the bath water. Journal of 

Undergraduate Neuroscience Education, 5 (2), A71– A77. 

http://www.ncbi.nlm.nih.gov/pmc/articles/pmc3592650/  

Rutter, M. (1987). Psychosocial resilience and protective mechanisms. American Journal of 

Orthopsychiatry, 57(3), 316–331. https://doi.org/10.1111/j.1939-0025.1987.tb03541.x  

Rutter, M. (1999), Resilience concepts and findings: implications for family therapy. Journal of Family 

Therapy, 21(2), 119–144. Error! Hyperlink reference not 

valid.https://doi.org/10.1111/1467-6427.00108  

Rutter, M. (2012). Resilience as a dynamic concept. Development and Psychopathology, 24(2), 335–

344. https://doi.org/10.1017/S0954579412000028 

Rutter, M., & Quinton, D. (1984). Parental psychiatric disorder: Effects on children. Psychological 

Medicine, 14(4), 853–880. https://doi.org/10.1017/S0033291700019838  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://psycnet.apa.org/doi/10.1037/prj0000071
https://doi.org/10.1007/BF01405730
https://recoverylibrary.unimelb.edu.au/__data/assets/pdf_file/0010/2659969/Coproduction_putting-principles-into-practice.pdf
https://recoverylibrary.unimelb.edu.au/__data/assets/pdf_file/0010/2659969/Coproduction_putting-principles-into-practice.pdf
https://doi.org/10.1111/j.1467-6486.2005.00549.x
http://www.racp.edu.au/hpu/paed/index.htm
http://www.ncbi.nlm.nih.gov/pmc/articles/pmc3592650/
https://doi.org/10.1111/j.1939-0025.1987.tb03541.x
https://doi.org/10.1111/1467-6427.00108
https://doi.org/10.1017/S0954579412000028
https://doi.org/10.1017/S0033291700019838


 

Page | 224  

 

Ruud, T. (2015). Routine outcome measures in Norway: Only partly implemented. International 

Review of Psychiatry, 27 (4), 338–344. https://doi.org/10.3109/09540261.2015.1054268  

Ruud, T., Maybery, D., Reupert, A., Weimand, B., Foster, K., Grant, A., Skogøy, B.E. & Ose, S. O. 

(2019). Adult mental health outpatients who have minor children: Prevalence of parents, 

referrals of their children, and patient characteristics. Frontiers in Psychiatry, 10, Article 163. 

https://doi.org/10.3389/fpsyt.2019.00163  

Sandhu, S., Arcidiacono, E., Aguglia, E., & Priebe, S. (2015). Reciprocity in therapeutic relationships: A 

conceptual review. International Journal of Mental Health Nursing, 24(6), 460–470. 

https://doi.org/10.1111/inm.12160 

Scheirer, M. A. (2005). Is sustainability possible? A review and commentary on empirical studies of 

program sustainability. American Journal of Evaluation, 26 (3), 320–347. 

https://doi.org/10.1177/1098214005278752 

Scheirer, M. A. (2013). Linking sustainability research to intervention types. American Journal of 

Public Health, 103(4), e73–e80. https://doi.org/10.2105/AJPH.2012.300976  

Scheirer, M. A., & Dearing, J. W. (2011). An agenda for research on the sustainability of public health 

programs. American Journal of Public Health, 101(11), 2059–2067. 

https://doi.org/10.2105/AJPH.2011.300193 

Schell, S. F., Luke, D. A., Schooley, M. W., Elliott, M. B., Herbers, S. H., Mueller, N. B., & Bunger, A. C. 

(2013). Public health program capacity for sustainability: a new framework. Implementation 

Science, 8(1), Article 15. https://doi.org/10.1186/1748-5908-8-15  

Scherer, M. (2015). Micropolitics, Encyclopædia Britannica: Encyclopædia Britannica, inc. 

Seeman, M. V. (2015). Schizophrenia and motherhood. In A. E. Reupert, D. J. Maybery, J. Nicholson, 

M. Gopfert, & M. V. Seeman (Eds.), Parental psychiatric disorder: distressed parents and 

their families (3rd ed., pp. 161–171). Cambridge University Press. 

Shediac-Rizkallah, M. C., & Bone, L. R. (1998). Planning for the sustainability of community-based 

health programs: conceptual frameworks and future directions for research, practice and 

policy. Health Education Research, 13(1). 87–108. https://doi.org/10.1093/her/13.1.87  

Shiell, A., Hawe, P., & Gold, L. (2008). Complex interventions or complex systems? Implications for 

health economic evaluation. BMJ, 336, 1281–1283. 

https://doi.org/10.1136/bmj.39569.510521.AD  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.3109/09540261.2015.1054268
https://doi.org/10.3389/fpsyt.2019.00163
https://doi.org/10.1111/inm.12160
https://doi.org/10.1177%2F1098214005278752
https://doi.org/10.2105/AJPH.2012.300976
https://doi.org/10.2105/AJPH.2011.300193
https://doi.org/10.1186/1748-5908-8-15
https://doi.org/10.1093/her/13.1.87
https://doi.org/10.1136/bmj.39569.510521.AD


 

Page | 225  

 

Siegenthaler, E., Munder, T., & Egger, M. (2012). Effect of preventive interventions in mentally ill 

parents on the mental health of the offspring: systematic review and meta-analysis. Journal 

of the American Academy of Child and Adolescent Psychiatry, 51(1), 8–17. 

https://doi.org/10.1016/j.jaac.2011.10.018  

Simons, H. (2009). Case Study Research in Practice. Sage Publications Ltd.   

https://doi.org/10.4135/9781446268322  

Skogøy, B. E., Ogden, T., Weimand, B., Ruud, T., Sørgaard, K. & Maybery, D. (2019). Predictors of 

family focused practice: organisation, profession, or the role as child responsible personnel? 

BMC Health Services Research, 19 (1), Article 793. https://doi.org/10.1186/s12913-019-

4553-8  

Skogøy, B. E., Sørgaard, K., Maybery, D. et al . (2018). Hospitals implementing changes in law to 

protect children of ill parents: a cross‐sectional study. BMC Health Services Research, 18 (1), 

Article 609. https://doi.org/10.1186/s12913-018-3393-2  

Smith, G., & Velleman, R. (2002). Maintaining a Family Work for Psychosis service by recognising and 

addressing the barriers to implementation. Journal of Mental Health, 11(5), 471–479. 

https://doi.org/10.1080/09638230020023831  

Söderblom B., & Inkinen M. (2018). Vertti Käsikirja Ryhmäohjaajille: Uudistettu painos 2018  [Vertti 

handbook for group leaders; Revised Edition 2018], profami oy.  

Solantaus-Simula, T., Punamäki, R.-L., & Beardslee, W. R. (2002). Children's Responses to Low 

Parental Mood. I: Balancing Between Active Empathy, Overinvolvement, Indifference, and 

Avoidance. Journal of the American Academy of Child and Adolescent Psychiatry, 41(3), 278–

286. https://doi.org/10.1097/00004583-200203000-00007  

Solantaus ,T. (2002) How can I help my children? A guide to parents who have mental health 

problems. Mieli, The Finnish Association for Mental Health. https://mieli.fi/en/esitteet/how-

can-i-help-my-children  

Solantaus, T. (2005). Vanhemman mielenterveyden häiriö ja lapset. Mitä terveydenhuollossa tulee 

tietää ja tehdä? Osa 1. [Parental Mental Disorders and Children. What the Primary Health 

Care Providers need to know and do. Part 1.] Suomen Lääkärilehti (Finnish Medical Journal), 

38, 3765–3770.  

Solantaus, T.  (2005) What’s up with my parents? A handbook for older children and adolscents 

whose mother or father have mental health problems. Mieli, The Finnish Association for 

Mental Health. https://mieli.fi/en/esitteet/whats-our-parents  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1016/j.jaac.2011.10.018
https://doi.org/10.4135/9781446268322
https://doi.org/10.1186/s12913-019-4553-8
https://doi.org/10.1186/s12913-019-4553-8
https://doi.org/10.1186/s12913-018-3393-2
https://doi.org/10.1080/09638230020023831
https://doi.org/10.1097/00004583-200203000-00007
https://mieli.fi/en/esitteet/how-can-i-help-my-children
https://mieli.fi/en/esitteet/how-can-i-help-my-children
https://mieli.fi/en/esitteet/whats-our-parents


 

Page | 226  

 

Solantaus, T. (2010.) How can I care for my children? A handbook for parents struggling with drug or 

alcohol use. Mieli, The Finnish Association for Mental 

Health. https://mieli.fi/en/esitteet/how-can-i-care-my-children    

Solantaus, T. (2012). Plenum: Nordiska erfarenheter kring Barn som Anhöriga, [Plenary: Children & 

parents with health and substance use problems]. Nationell konferens Barn som anhöriga 

[National conference Children as relatives] 4 Oct 2012, Stockholm. 

https://www.anhoriga.se/nkaplay/filmade-forelasningar/konferens-barn-som-anhoriga-

2012/nordiska-erfarenheter-kring-barn-som-anhoriga/  

Solantaus, T.  (2016, Feb 9). Breaking down the generational cycle of mental health problems 

[Conference Presentation]. Youth Mental Health: Prevention, Counseling, Intervention - 

Where Have We Come and How to Go?, Tallinn, Estonia. www.peaasi.ee/wp-

content/uploads/2016/01/Tytti-Solantaus_ettekanne.pdf      

Solantaus, T. (2017). Commentary: ‘Let's Talk about Children’: Investigating the Use of a Family-

focused Intervention in the Gambling Support Services Sector. Australian and New Zealand 

Journal of Family Therapy, 38(3), 496–497. https://doi.org/10.1002/anzf.1239  

Solantaus, T., & Niemelä, M. (2016). Arki kantaa – jos se pannaan kantamaan. Perheterapia [Family 

Therapy], 1, 21–33 Retrieved from 

https://mieli.fi/sites/default/files/inline/arki_kantamaan_solantaus_niemela_2016.pdf  

Solantaus, T., Paavonen, J. E., Toikka, S., & Punamäki, R.-L. (2010). Preventive interventions in 

families with parental depression: children's psychosocial symptoms and prosocial 

behaviour. European Child and Adolescent Psychiatry, 19(12), 883–892. 

https://doi.org/10.1007/s00787-010-0135-3  

Solantaus, T., & Puras, D. (2010). Caring for children of parents with mental health problems—A 

venture into historical and cultural processes in Europe. International Journal of Mental 

Health Promotion, 12(4), 27–36. https://doi.org/10.1080/14623730.2010.9721823 

Solantaus, T., Reupert, A. E., & Maybery, D. J. (2015). Working with parents who have a psychiatric 

disorder In A. E. Reupert, D. J. Maybery, J. Nicholson, M. Gopfert, & M. V. Seeman (Eds.), 

Parental psychiatric disorder: Distressed parents and their families (3rd ed., pp. 238–247). 

New York Cambridge University Press. 

Solantaus, T., & Toikka, S. (2006). The effective family programme: Preventative services for the 

children of mentally ill parents in Finland. International Journal of Mental Health Promotion, 

8(3), 37–44. https://doi.org/10.1080/14623730.2006.9721744  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://mieli.fi/en/esitteet/how-can-i-care-my-children
https://www.anhoriga.se/nkaplay/filmade-forelasningar/konferens-barn-som-anhoriga-2012/nordiska-erfarenheter-kring-barn-som-anhoriga/
https://www.anhoriga.se/nkaplay/filmade-forelasningar/konferens-barn-som-anhoriga-2012/nordiska-erfarenheter-kring-barn-som-anhoriga/
http://www.peaasi.ee/wp-content/uploads/2016/01/Tytti-Solantaus_ettekanne.pdf
http://www.peaasi.ee/wp-content/uploads/2016/01/Tytti-Solantaus_ettekanne.pdf
https://doi.org/10.1002/anzf.1239
https://mieli.fi/sites/default/files/inline/arki_kantamaan_solantaus_niemela_2016.pdf
https://doi.org/10.1007/s00787-010-0135-3
https://psycnet.apa.org/doi/10.1080/14623730.2010.9721823
https://doi.org/10.1080/14623730.2006.9721744


 

Page | 227  

 

Solantaus, T., Toikka, S., Alasuutari, M., Beardslee, W. R., & Paavonen, E. J. (2009). Safety, feasibility 

and family experiences of preventive interventions for children and families with parental 

depression. International Journal of Mental Health Promotion, 11(4), 15–24. 

https://doi.org/10.1080/14623730.2009.9721796  

Springett, J., Wright, M. T., & Roche, B. (2011). Developing quality criteria for Participatory Health 

Research: an agenda for action [Discussion Paper]. Forschungsgruppe Public Health, WZB 

http://hdl.handle.net/10419/56934  

Srivastava, A., & Thomson, S. B. (2009). Framework analysis: a qualitative methodology for applied 

policy research. Journal of Administration and Governance 4(2). 

http://joaag.com/uploads/06_Research_Note_Srivastava_and_Thomson_4_2_.pdf  

Stake, R. E. (1995) The art of case study research. Sage Publications, Inc. 

State Government of Victoria. (2007). Families where a parent has a mental illness: a service 

development strategy. Victorian Government, Department of Human Services. 

www.health.vic.gov.au/mentalhealth/publications/fapmi.pdf  

State Government of Victoria. (2016). Families where a parent has a mental illness: Program 

Guidelines. Victorian Government, Department of Health and Human Services. 

www.health.vic.gov.au/mentalhealth/publications/fapmi.pdf.  

State of Victoria. (2006). An introduction to Victoria’s specialist clinical mental health services. 

Victorian Government, Department of Health www.health.vic.gov.au/mentalhealth/training  

State of Victoria. (2013). National Practice Standards for the Mental Health Workforce. Victorian 

Government, Department of Health.  

https://www1.health.gov.au/internet/publications/publishing.nsf/Content/mental-pubs-n-

wkstd13-toc  

State of Victoria. (2014a). Victoria’s specialist mental health workforce framework; Clinical mental 

health implementation plan 2014–17. Victorian Government, Department of Health. 

https://www2.health.vic.gov.au/Api/downloadmedia/%7B02DF20F3-C1C6-44D9-8995-

6DA16D96F82D%7D  

State of Victoria. (2014b). Victoria’s specialist mental health workforce framework; Strategic 

directions 2014–24. Victorian Government, Deaprtment of Health. 

https://www2.health.vic.gov.au/Api/downloadmedia/%7BE102D392-0770-48F0-8E27-

C0FC1FFC1F5D%7D  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://psycnet.apa.org/doi/10.1080/14623730.2009.9721796
http://hdl.handle.net/10419/56934
http://joaag.com/uploads/06_Research_Note_Srivastava_and_Thomson_4_2_.pdf
http://www.health.vic.gov.au/mentalhealth/publications/fapmi.pdf
http://www.health.vic.gov.au/mentalhealth/publications/fapmi.pdf
http://www.health.vic.gov.au/mentalhealth/training
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/mental-pubs-n-wkstd13-toc
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/mental-pubs-n-wkstd13-toc
https://www2.health.vic.gov.au/Api/downloadmedia/%7B02DF20F3-C1C6-44D9-8995-6DA16D96F82D%7D
https://www2.health.vic.gov.au/Api/downloadmedia/%7B02DF20F3-C1C6-44D9-8995-6DA16D96F82D%7D
https://www2.health.vic.gov.au/Api/downloadmedia/%7BE102D392-0770-48F0-8E27-C0FC1FFC1F5D%7D
https://www2.health.vic.gov.au/Api/downloadmedia/%7BE102D392-0770-48F0-8E27-C0FC1FFC1F5D%7D


 

Page | 228  

 

State of Victoria. (2018). Victoria's Mental Health Services Annual Report 2017–18. Victorian 

Government, Department of Health and Human services. 

https://www.dhhs.vic.gov.au/publications/victorias-mental-health-services-annual-report-

2017-18  

Stein, B. D., Celedonia, K. L., Kogan, J. N., Swartz, H. A., & Frank, E. (2013). Facilitators and barriers 

associated with implementation of evidence-based psychotherapy in community settings. 

Psychiatric Services, 64(12), 1263–1266. https://doi.org/10.1176/appi.ps.201200508  

Stirman, S. W., Gutiérrez-Colina, A., Toder, K., Esposito, G., Barg, F., Castro, F., Beck, A. T., Crits-

Christoph, P. (2013). Clinicians’ perspectives on cognitive therapy in community mental 

health settings: implications for training and implementation. Administration and Policy in 

Mental Health and Mental Health Services Research, 40(4), 274–285. 

https://doi.org/10.1007/s10488-012-0418-8  

Stirman, S. W., Gutner, C. A., Langdon, K., & Graham, J. R. (2016). Bridging the gap between research 

and practice in mental health service settings: an overview of developments in 

implementation theory and research. Behavior Therapy, 47(6), 920–936. 

https://doi.org/10.1016/j.beth.2015.12.001  

Stirman, S. W., Kimberly, J., Cook, N., Calloway, A., Castro, F., & Charns, M. (2012). The sustainability 

of new programs and innovations: A review of the empirical literature and 

recommendations for future research. Implementation Science: IS, 7(1), 17–17. 

https://doi.org/10.1186/1748-5908-7-17  

Swain, K., Whitley, R., Mchugo, G. J. & Drake, R. E. (2010). The sustainability of evidence‐based 

practices in routine mental health agencies. Community Mental Health Journal, 46(2), 119– 

129. https://doi.org/10.1007/s10597-009-9202-y  

Swaffield, S., & MacBeath, J. (2005). School self‐evaluation and the role of a critical friend. 

Cambridge Journal of Education, 35(2), 239–252. 

https://doi.org/10.1080/03057640500147037  

Tabak, I., Zabłocka-Żytka, L., Ryan, P., Poma, S. Z., Joronen, K., Viganò, G., Simpson, W., Paavilainen, 

E., Scherbaum, N., Smith, M., Dawson, I. (2016). Needs, expectations and consequences for 

children growing up in a family where the parent has a mental illness. International Journal 

Mental Health Nursing 25(4),319–329. https://doi.org/10.1111/inm.12194  

Tchernegovski, P., Hine, R., Reupert, A. E., & Maybery, D. J. (2018). Adult mental health clinicians’ 

perspectives of parents with a mental illness and their children: Single and dual focus 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://www.dhhs.vic.gov.au/publications/victorias-mental-health-services-annual-report-2017-18
https://www.dhhs.vic.gov.au/publications/victorias-mental-health-services-annual-report-2017-18
https://doi.org/10.1176/appi.ps.201200508
https://doi.org/10.1007/s10488-012-0418-8
https://doi.org/10.1016/j.beth.2015.12.001
https://doi.org/10.1186/1748-5908-7-17
https://doi.org/10.1007/s10597-009-9202-y
https://doi.org/10.1080/03057640500147037
https://doi.org/10.1111/inm.12194


 

Page | 229  

 

approaches. BMC Health Services Research, 18(1), Article 611. 

https://doi.org/10.1186/s12913-018-3428-8  

Tchernegovski, P., Maybery, D. J., & Reupert, A. E. (2017). Legislative policy to support children of 

parents with a mental illness: revolution or evolution? International Journal of Mental 

Health Promotion, 19(1), 1–13. https://doi.org/10.1080/14623730.2016.1270847  

Tchernegovski, P., Reupert, A. E., & Maybery, D. J. (2015). "Let's Talk about Children": A pilot 

evaluation of an e-learning resource for mental health clinicians. Clinical Psychologist, 19(1), 

49–58. https://doi.org/10.1111/cp.12050  

Teddlie, C., & Tashakkori, A. (2009). Foundations of mixed methods research: Integrating 

quantitative and qualitative approaches in the social and behavioral sciences. Sage 

Publications. 

Teddlie, C., & Tashakkori, A. (2013). Mixed methods research. In N. K. Denzin & Y. S. Lincoln (Eds.), 

The Sage handbook of qualitative research (4th ed., pp. 135–168). Sage Publications. 

Tessier, S. (2012). From Field Notes, to Transcripts, to Tape Recordings: Evolution or Combination? 

International Journal of Qualitative Methods, 11(4), 446–460. 

https://doi.org/10.1177/160940691201100410  

The Bouverie Centre. (2015). Mental Health Beacon: Implementing family inclusive practices in 

Victorian Mental Health Services. Retrieved from The Bouverie Centre: 

https://www.bouverie.org.au/news/mental_health_beacon_project_report_march_2015  

The Bouverie Centre (2019). Families where parents have a mental illness (FaPMI) program 

monitoring tool: 01/07/2018 – 31/12/2018. The Bouverie Centre. 

Thomas, G. (2011). A typology for the case study in social science following a review of definition, 

discourse, and structure. Qualitative inquiry, 17(6), 511–521. 

https://doi.org/10.1177/1077800411409884 

Thomas, J. & Goodyear, M. (2019, May 14-16). Development of a monitoring tool to evaluate the 

Families where a Parent has a Mental Illness (FaPMI) Program in the Victoria State in 

Australia [Conference Paper]. It Takes a Village, Oslo, Norway. 

https://www.ittakesavillage2019.com/program/  

Thompson, M., Kaslow, N. J., Weiss, B., & Nolen-Hoeksema, S. (1998). Children's Attributional Style 

Questionnaire—Revised: Psychometric examination. Psychological Assessment, 10(2), 166–

170. https://doi.org/10.1037/1040-3590.10.2.166  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1186/s12913-018-3428-8
https://doi.org/10.1080/14623730.2016.1270847
https://doi.org/10.1111/cp.12050
https://doi.org/10.1177/160940691201100410
https://www.bouverie.org.au/news/mental_health_beacon_project_report_march_2015
https://doi.org/10.1177%2F1077800411409884
https://www.ittakesavillage2019.com/program/
https://psycnet.apa.org/doi/10.1037/1040-3590.10.2.166


 

Page | 230  

 

Thompson R.A. (2014) Why Are Relationships Important to Children’s Well-Being?. In Ben-Arieh A., 

Casas F., Frønes I., Korbin J. (Eds.) Handbook of Child Well-Being. Springer, Dordrecht. 1917–

1954. https://doi.org/10.1007/978-90-481-9063-8_170  

Toikka, S., & Solantaus, T. (2006). The Effective Family Programme II: clinicians’ experiences of 

training in promotive and preventative child mental health methods. International Journal of 

Mental Health Promotion, 8(4), 4–10. https://doi.org/10.1080/14623730.2006.9721746  

Townsend, E. A., & Polatajko, H. J. (2007). Enabling occupation II: advancing an occupational therapy 

vision for health, well-being, & justice through occupation. Canadian Association of 

Occupational Therapists. 

Tungpunkom, P., Maybery, D., Reupert, A., Kowalenko, N. M. & Foster, K. (2017). Mental health 

professionals’ family‐focused practice with families with dependent children: A survey study. 

BMC Health Services Research, 17 (1), 818. https://doi.org/10.1186/s12913-017-2761-7  

Ueno, R., Osada, H., Solantaus, T., Murakoshi, A., & Inoue, T. (2019). Safety, feasibility, fidelity, and 

perceived benefits of an intervention for parents with mood disorders and their children — 

“Let’s Talk About Children” in Japan. Journal of Family Psychotherapy 30(4), 272–291. 

https://doi.org/10.1080/08975353.2019.1678092  

Ungar, M. (2012). Social ecologies and their contribution to resilience. In The social ecology of 

resilience (pp. 13–31). Springer, New York, NY.  

Väisänen, L., & Niemelä, M. (2005). Vanhemman mielenterveyden häiriö ja lapset. Lapsikeskeinen 

näkökulma psykiatrisessa sairaalassa - Osa 2. [Parental mental disorder and childen - a child-

centred standpoint in a psychiatric hospital]. Suomen Lääkärilehti [The Finnish Medical 

Journal], 39(60), 3889–3893.  

Van de Ven, A. H. (2017). The innovation journey: you can't control it, but you can learn to maneuver 

it. Innovation, 19(1), 39–42. https://doi.org/10.1080/14479338.2016.1256780 

van Doesum, K. T. M., & Hosman, C. M. H. (2009). Prevention of emotional problems and psychiatric 

risks in children of parents with a mental illness in the Netherlands: II. Interventions. 

Australian e-Journal for the Advancement of Mental Health, 8(3), 264–276. 

https://doi.org/10.5172/jamh.8.3.264 

van Santvoort F., Hosman C. M. H., Janssens J. M. A. M., van Doesum K. T. M., Reupert A., Loon L. M. 

A. (2015).The impact of various parental mental disorders on children’s diagnoses: a 

systematic review. Clinical Child and Family Psychology Review 18, 281–99. 

https://doi.org/10.1007/s10567-015-0191-9  

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1007/978-90-481-9063-8_170
https://doi.org/10.1080/14623730.2006.9721746
https://doi.org/10.1186/s12913-017-2761-7
https://doi.org/10.1080/08975353.2019.1678092
https://doi.org/10.1080/14479338.2016.1256780
https://doi.org/10.5172/jamh.8.3.264
https://doi.org/10.1007/s10567-015-0191-9


 

Page | 231  

 

von Doussa, H., Sundbery, J., Cuff, R., Jones, S., & Goodyear, M. (2017). ‘Let's Talk About Children’: 

Investigating the Use of a Family-focused Intervention in the Gambling Support Services 

Sector. Australian and New Zealand Journal of Family Therapy, 38(3), 482–495. 

https://doi.org/10.1002/anzf.1233  

Wallerstein, N., & Duran, B. (2006). Using community-based participatory research to address health 

disparities. Health Promotion Practice, 7(3), 312–323. 

https://doi.org/10.1177/1524839906289376 

Waterman, H., Marshall, M., Noble, J., Davies, H., Walshe, K., Sheaff, R., & Elwyn, G. (2007). The role 

of action research in the investigation and diffusion of innovations in health care: The PRIDE 

project. Qualitative Health Research, 17(3), 373–381. 

https://doi.org/10.1177/1049732306298976   

Weimand, B.M., Hall-Lord, M.L., Sällström, C., Hedelin, B. (2013). Life-sharing experiences of 

relatives of persons with severe mental illness – a phenomenographic study. Scandinavian 

Journal of Caring Sciences, 27(1), 99–107. https://doi.org/10.1111/j.1471-

6712.2012.01007.x 

Weimand, B. M., Sällström, C., Hall-Lord, M.-L., & Hedelin, B. (2013). Nurses’ dilemmas concerning 

support of relatives in mental health care. Nursing Ethics, 20(3), 285–299. 

https://doi.org/10.1177/0969733012462053  

Westerlund, A. (2018). The role of implementation science in healthcare improvement efforts: 

investigating three complex interventions. [1959 Doctoral thesis, comprehensive summary], 

Umeå University, Umeå.  http://urn.kb.se/resolve?urn=urn:nbn:se:umu:diva-146509   

Westerlund, A., Nilsen, P., & Sundberg, L. (2019). Implementation of Implementation Science 

Knowledge: The Research-Practice Gap Paradox. Worldviews on Evidence-Based Nursing, 

16(5), 332–334. https://doi.org/10.1111/wvn.12403  

Whiteford, G., Jones, K., Rahal, C., & Suleman, A. (2018). The Participatory Occupational Justice 

Framework as a tool for change: Three contrasting case narratives. Journal of Occupational 

Science, 25(4), 497–508. https://doi.org/10.1080/14427591.2018.1504607  

Whiteford, G., & Townsend, E. A. (2011). Participatory Occupational Justice Framework (POJF 2010): 

enabling occupatyional participation and inclusion. In F. Kronenberg, N. M. Pollard, & D. 

Sakellariou (Eds.), Occupational therapies without borders. Vol. 2: Towards an ecology of 

occupation-based practices (1st ed., pp. 65–83). Churchill Livingstone/Elsevier. 

Wilcock, A. A., & Hocking, C. (2015). An Occupational Perspective of Health. SLACK Incorporated. 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1002/anzf.1233
https://doi.org/10.1177%2F1524839906289376
https://doi.org/10.1177/1049732306298976
https://doi.org/10.1111/j.1471-6712.2012.01007.x
https://doi.org/10.1111/j.1471-6712.2012.01007.x
https://doi.org/10.1177%2F0969733012462053
http://urn.kb.se/resolve?urn=urn:nbn:se:umu:diva-146509
https://doi.org/10.1111/wvn.12403
https://doi.org/10.1080/14427591.2018.1504607


 

Page | 232  

 

Wilding, C., & Whiteford, G. (2007). Occupation and occupational therapy: Knowledge paradigms 

and everyday practice. Australian Occupational Therapy Journal, 54(3), 185–193. 

https://doi.org/10.1111/j.1440-1630.2006.00621.x  

Williams, J. K., & Todd, R. H. (2016). Debriefing the Interpretive Researcher: Spider Sniffing with a 

Critical Friend. The Qualitative Report, 21(12), 2161–2175. 

https://nsuworks.nova.edu/tqr/vol21/iss12/1  

Wohlin, C. (2014, May). Guidelines for snowballing in systematic literature studies and a replication 

in software engineering. In Proceedings of the 18th international conference on evaluation 

and assessment in software engineering. Article 38, 1–10. 

https://doi.org/10.1145/2601248.2601268 

Wolcott, H. (1994). Transforming Qualitative Data. Sage Publications. 

Wonders, L., Honey, A., & Hancock, N. (2019). Family Inclusion in Mental Health Service Planning and 

Delivery: Consumers' Perspectives. Community Mental Health Journal, 55(2), 318-330. 

https://doi.org/10.1007/s10597-018-0292-2  

World Federation of Occupational Therapists. (2019). Occupational therapy and community-centred 

practice [Position Statement]. World Federation of Occupational Therapists. 

https://www.wfot.org/resources/occupational-therapy-and-community-centred-practice  

World Federation of Occupational Therapists, Mackenzie, L., Coppola, S., Alvarez, L., Cibule, L., 

Maltsev, S., Loh, S. Y., Mlambo, T., Ikiugu, M. N., Pihlar, Z., Sriphetcharawut, S., Baptiste, S., 

Ledgerd, R. (2017). International Occupational Therapy Research Priorities: A Delphi Study. 

OTJR: Occupation, Participation and Health, 37(2), 72–81. 

https://doi.org/10.1177/1539449216687528  

Wyder, M., & Bland, R. (2014). The Recovery Framework as a Way of Understanding Families' 

Responses to Mental Illness: Balancing Different Needs and Recovery Journeys. Australian 

Social Work, 67(2), 179–196. https://doi.org/10.1080/0312407X.2013.875580  

Yin, R. K. (2009). Case study research: Design and methods. (4th ed.). Sage Publications, Inc. 

Zubkoff, L., Carpenter-Song, E., Shiner, B., Ronconi, J. M., & Watts, B. V. (2016). Clinicians’ Perception 

of Patient Readiness for Treatment: An Emerging Theme in Implementation Science? 

Administration and Policy in Mental Health and Mental Health Services Research, 43(2), 250–

258. https://doi.org/10.1007/s10488-015-0635-z  

 

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1111/j.1440-1630.2006.00621.x
https://nsuworks.nova.edu/tqr/vol21/iss12/1
https://doi.org/10.1145/2601248.2601268
https://doi.org/10.1007/s10597-018-0292-2
https://www.wfot.org/resources/occupational-therapy-and-community-centred-practice
https://doi.org/10.1177/1539449216687528
https://doi.org/10.1080/0312407X.2013.875580
https://doi.org/10.1007/s10488-015-0635-z


Appendix A - Ethics amendment Project ID4536   2

Appendix B - Ethics approval Project ID19848   4

Appendix C - Partnership TOR advisory group   5

Appendix D - Partnership TOR FaPMI coordinators   7

Appendix E - Partnership TOR AMHS local research team   9

Appendix F - Study 1. Semi-structured interview schedule   11

Appendix G - Study 2. Practitioner Questionnaire   13

Appendix H - Study 3. Questionnaire and semi structured interview   27

Appendix I - Study 5. Explanatory statement & consent   37

Appendix J - Study 5. Co-Design Workshop planner   40

Appendix K - Study 5. Sustainability and Let's Talk - evidence so far

  43

Appendix L - Study 5. Sustainability and Let's talk Phase 4

companion guide   58

Appendix M - Study 5. Phase 4 Feedback form   74

Table of Appendices

Appendix p.1

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



Monash Ethics: Addition as researcher to existing 
project  
From: MRO Human Ethics Team <muhrec@monash.edu> 

Date: 25 October 2016 at 15:18 

Subject: MUHREC Amendment CF13/3301 - 2013001719 - Developing an Australian-first recovery 

model for parents in Victorian mental health and family services 

To: darryl.maybery@monash.edu, melinda.goodyear@monash.edu 

PLEASE NOTE: To ensure speedy turnaround time, this correspondence is being sent by email only.  MUHREC will 
endeavour to copy all investigators on correspondence relating to this project, but it is the responsibility of the first-named 
investigator to ensure that their co-investigators are aware of the content of the correspondence. 
 
Dear Researchers  

 
Thank you for your request for amendment, submitted on 25/10/2016. 

This is to advise that the following amendment has been approved as outlined in your application. A 
brief summary of the changes is included below: 

Changes to Personnel 

-       Mrs Becca Allchin added to project as student investigator 

Approved Documents 

-       Revised Explanatory Statements 

-       Revised Consent Forms 

Thank you for keeping the Committee informed. 

Human Ethics Team 

Human Ethics 

Monash Research Office 

For applications submitted prior to the 6 July 2016, please note that we are not able to process 
amendments to these projects for the next 2 - 3 weeks. 

Souheir Houssami, PhD - Executive Officer - Tel: +61 3 990 52052 

Laura Coburn - Tel: +61 3 990 24432  

Lauren Ferwerda - Tel: +61 3 990 51478 

Janine Alexander - Tel: +61 3 990 24668 

Our aim is exceptional service 

Monash University 

Room 111, Chancellery Building E 
24 Sports Walk 

Clayton Campus 

Wellington Rd 

Clayton VIC 3800, Australia  

Email: muhrec@monash.edu 

Website: http://www.monash.edu.au/researchoffice/human 

ABN 12 377 614 012 CRICOS Provider No 00008C  
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Monash Ethics: Amendments after migration to 
electronic Ethics Review Manager (ERM)  
 

 

Rebecca Allchin <rebecca.allchin@monash.edu> 

 
Amendment Approval - 4536 

 
donotreply@infonetica.net <donotreply@infonetica.net> 8 February 2018 at 13:22 
To: darryl.maybery@monash.edu 

Cc: melinda.goodyear@monash.edu, andrea.reupert@monash.edu, Henry.vonDoussa@monash.edu, 

Rebecca.Allchin@monash.edu, ptch1@student.monash.edu, ejthomp@deakin.edu.au 

Dear Professor Darryl Maybery  

Project Title: Developing an Australian-first recovery model for parents in Victorian mental health and 

family services  

The amendment has been assessed and approved by the Human Ethics Committee 

Please log into the ethics and compliance portal using the link below to access the details of this project. 

https://ethicsapps.monash.edu  

 

 

 

Rebecca Allchin 

<rebecca.allchin@monash.edu> 

 
Amendment Approval - 4536 

 
donotreply@infonetica.net <donotreply@infonetica.net> 28 August 2018 at 09:40 
To: darryl.maybery@monash.edu 

Cc: darryl.maybery@monash.edu, Henry.vonDoussa@monash.edu, melinda.goodyear@monash.edu, 

Rebecca.Allchin@monash.edu 

Project Title: Developing an Australian-first recovery model for parents in Victorian mental health and 

family services  

Project ID: 4536  

Expiry Date: 29/01/2019 

Dear Researchers 

The amendment has been assessed and approved by Human Ethics Committee  

Please log into Ethics Review Manager (ERM) to view the project details.  

Kind Regards,  

Human Ethics Committee  
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Monash University Human Research Ethics Committee

Approval Certificate

This is to certify that the project below was considered by the Monash University Human Research Ethics Committee. The Committee was satisfied that the proposal
meets the requirements of the National Statement on Ethical Conduct in Human Research and has granted approval.

Project ID: 19848

Project Title: Sustainability and Let's Talk about Children 

Chief Investigator: Dr Melinda Goodyear  

Approval Date: 05/06/2019 

Expiry Date: 05/06/2024 

Terms of approval - failure to comply with the terms below is in breach of your approval and the Australian Code for the Responsible Conduct of
Research.

1. The Chief Investigator is responsible for ensuring that permission letters are obtained, if relevant, before any data collection can occur at the specified
organisation.

2. Approval is only valid whilst you hold a position at Monash University.
3. It is responsibility of the Chief Investigator to ensure that all investigators are aware of the terms of approval and to ensure the project is conducted as approved

by MUHREC.
4. You should notify MUHREC immediately of any serious or unexpected adverse effects on participants or unforeseen events affecting the ethical acceptability of

the project. 
5. The Explanatory Statement must be on Monash letterhead and the Monash University complaints clause must include your project number.
6. Amendments to approved projects including changes to personnel must not commence without written approval from MUHREC.
7. Annual Report - continued approval of this project is dependent on the submission of an Annual Report.
8. Final Report - should be provided at the conclusion of the project. MUHREC should be notified if the project is discontinued before the expected completion

date.
9. Monitoring - project may be subject to an audit or any other form of monitoring by MUHREC at any time.

10. Retention and storage of data - The Chief Investigator is responsible for the storage and retention of the original data pertaining to the project for a minimum
period of five years.

Kind Regards, 

Professor Nip Thomson

Chair, MUHREC

CC: Mrs Rebecca Allchin 

List of approved documents:

Document Type File Name Date Version

Supporting Documentation Phase 4 invitation 08/02/2019 1

Explanatory Statement Monash Explanatory Statement MIRF Sustainability phase 4 08/02/2019 1

Consent Form Monash Explanatory Statement MIRF Sustainability phase 4 08/02/2019 1

Consent Form TOR FaPMI Coordinators v2 08/02/2019 v2

Supporting Documentation Ethics Amendment- New appllication summary April 2019 29/04/2019 1
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Author: Becca Allchin  Last saved: 6/04/2020 

Sustainability and Let’s Talk PhD 
Advisory Group Terms of Reference 

1 Context of participatory research partnerships in this PhD 
A participatory research approach is being used to understand the context of sustainability of Let’s 
Talk in Adult Mental Health Services (AMHS). This approach is being used due to its ability to support 
knowledge translation. There are three configurations of research partnerships being employed in 
this research;  

 An advisory group comprising of a practitioner, AMHS manager, FaPMI coordinator and 
methodological specialist to advise on overall design and data collection,  

 FaPMI coordinators from AMHS involved in the RCT study(MIRF let’s Talk) to help ensure 
that the research tools fit the context and support the recruitment of the appropriate 
participants for each context for phase 2-4 

 A local research team at AMHS selected for deeper exploration via case study (phase 3), will 
be identified as appropriate to the setting, to partner in the interpretation and application of 
findings. Members of such a team may include but not be limited to; 

o practitioners with continued practice of let’s talk, 
o managers involved in implementation or its overseeing,  
o FaPMI coordinators,  
o FaPMI peer workforce 
o quality management personnel  
o senior leadership within the AMHS 

2 Aim of Advisory Group 
The advisory group provides insight and perspective to the researcher about aspects of the whole 
design and development of the research. Each member brings their own expertise that can provide 
the researcher with awareness and understanding of aspects of methods of research, implications of 
research implementation and important contextual and cultural understanding. This process aims to 
improve the credibility and validity of the research outcomes and their fit for services.  

3 Membership  
A core membership will consist of an AMHS practitioner who has utilised Let’s Talk, an AMHS 
manager, a FaPMI coordinator and methodological specialist. Other members may be invited as gaps 
are identified. Membership is voluntary.  

4 Acknowledgment and Confidentiality Obligations 
Participatory research is built on equitable partnerships that acknowledge the different expertise of 
different partners.  Mutual trust and respect are integral to good partnerships. As a result the 
researcher has a responsibility to ensure that contributions by the Advisory Group are appropriately 
acknowledged in any public documentation and will not be used for personal gain outside the 
constructs of the PhD. Likewise members of the Advisory Group have a responsibility to not use 
information gained for personal gain, acknowledging that material viewed and developed through 
the consultation process forms part of the researcher’s documentation as fulfilment of the PhD and 
cannot be further distributed without consultation and consent.  
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Author: Becca Allchin  Last saved: 6/04/2020 

5 Tenure 
The advisory group will run for the duration of the PhD study which is expected to be completed by 
end of 2019. As members are representing a skill and experience set in their role on the advisory 
group, a change to role during the period of tenure that may affect their continued capacity to 
advise will be considered and negotiated as required. 

6 Meetings 
Meetings will occur via Zoom either video or teleconference. It is envisaged that the advisory group 
will meet for 1-1.5 hrs roughly quarterly at a time mutually arranged.  

7 Administration 
The meetings will be chaired by the researcher who will prepare and send an agenda and any pre 
reading to the advisory group not less than 1 week before the meeting. Action Notes will be 
developed by the Chair and sent not more than 1 week after the meeting. These notes will also be 
distributed to the researchers supervising team.  

 

I confirm that I have read the Terms of Reference for Advisory Group and agree to abide by 
Acknowledgment and Confidentiality Obligations 

 

Name 

Title 

Signature 

Date   / / 
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Author: Becca Allchin  Last saved: 6/04/2020 

Sustainability and Let’s Talk PhD 
Terms of Reference for Research Partnership with FaPMI 
Coordinators  

1 Context of participatory research partnerships in this PhD 
A participatory research approach is being used to understand the context of sustainability of Let’s 
Talk in Adult Mental Health Services (AMHS). This approach is being used due to its ability to support 
knowledge translation. There are three configurations of research partnerships being employed in 
this research;  

 An advisory group comprising of a practitioner, AMHS manager, FaPMI coordinator and 
methodological specialist to advise on overall design and data collection,  

 FaPMI coordinators the FaPMI Coordinator Network of Victoria to help ensure that the 
research tools fit the context and support the recruitment of the appropriate participants for 
each context for phase 2-4 

 A local research team at AMHS selected for deeper exploration via case study (phase 3), will 
be identified as appropriate to the setting, to partner in the interpretation and application of 
findings. Members of such a team may include but not be limited to; 

o practitioners with continued practice of let’s talk, 
o managers involved in implementation or its overseeing,  
o FaPMI coordinators,  
o FaPMI peer workforce 
o quality management personnel  
o people with authority within the AMHS 

2 Aim of Research Partnership with FaPMI Coordinators 
The researcher will collaborate with the FaPMI Coordinator Network in Victoria throughout 
phase 2-4 of this study, to help ensure that the research tools fit the context and support the 
recruitment of the appropriate participants for each context for phase 2-4. The collaboration in 
each phase will take on different forms; 

 In Phase 2 the FaPMI coordinator in services involved the RCT will have input into the design 
and distribution strategy of the two questionnaires (about practice of practitioners and 
capacity of service).  They may also act to facilitate and support the engagement of the 
participants. 

 In Phase 3, the FaPMI coordinator in AMHS selected for phase 3 will assist to identify key 
personnel for the local research team. They will also contribute as a member on the local 
research team.  

 In Phase 4 the FaPMI Coordinators Network will have input to the analysis and 
interpretation process for the development of the framework   

3 Membership 
FaPMI Coordinators are key personnel in AMHS working to develop and sustain workforce capacity 
in the area of Families where a parent has a mental illness.   FaPMI coordinators from FaPMI 
Coordinator Network will be invited to participate as research partners in phases 2-4.   

4 Tenure 
The research partnership with FaPMI Coordinators will run for the duration of the PhD study which is 
expected to be complete by end of 2019. 
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Author: Becca Allchin  Last saved: 6/04/2020 

5 Partnership 
A number of consultations will be held with FaPMI coordinators via state-wide meetings, email and 
Zoom (via telephone or video) at pivotal points throughout the research. The researcher will work in 
partnership with the FaPMI Coordinators to facilitate recruitment to phase 2 and in those AMHS 
selected for phase 3 prior to the development of the local research team.   

6 Acknowledgment and Confidentiality Obligations 
Participatory research is built on equitable partnerships that acknowledge the different expertise 
different partners.  Mutual trust and respect are integral to good partnerships. As a result the 
researcher has a responsibility to ensure that contributions by the FaPMI Coordinator Network are 
appropriately acknowledged in any public documentation and will not be used for personal gain 
outside the constructs of the PhD. Likewise the FaPMI Coordinators have a responsibility to not use 
information gained for personal gain, acknowledging that material viewed and developed through 
the consultation process forms part of the researcher’s documentation as fulfilment of the PhD and 
cannot be further distributed without consultation and consent.  

7 Administration 
The consultations will be chaired by the researcher who will prepare and send an agenda and any 
pre reading to the FaPMI Coordinators not less than 1 week before the consultation. Action Notes 
will be developed by the Chair and sent not more than 1 week after the consultation. All other 
partnership meetings will have actions notes written and sent to all those in attendance. These 
notes will also be distributed to the researcher’s supervising team.  

 

 

I confirm that I have read the Terms of Reference for Research Partnership with FaPMI 
Coordinators and agree to abide by Acknowledgment and Confidentiality Obligations 

 

Name 

Title 

Signature 

Date   / / 
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Sustainability and Let’s Talk PhD 
Terms of Reference for AMHS Local Research Team  

1 Context of participatory research partnerships in this PhD 
A participatory research approach is being used to understand the context of sustainability of Let’s 
Talk in Adult Mental Health Services (AMHS). This approach is being used due to its ability to support 
knowledge translation. There are three configurations of research partnerships being employed in 
this research;  

 An advisory group comprising of a practitioner, AMHS manager, FaPMI coordinator and 
methodological specialist to advise on overall design and data collection,  

 FaPMI coordinators from AMHS involved in the RCT study(MIRF let’s Talk) to help ensure 
that the research tools fit the context and support the recruitment of the appropriate 
participants for each context for phase 2-4 

 A local research team at AMHS selected for deeper exploration via case study (phase 3), will 
be identified as appropriate to the setting, to partner in the interpretation and application of 
findings. Members of such a team may include but not be limited to; 

o practitioners with continued practice of let’s talk, 
o managers involved in implementation or its overseeing,  
o FaPMI coordinators,  
o FaPMI peer workforce 
o quality management personnel  
o people with authority within the AMHS 

2 Aim of Local Research Team 
In Phase 3 the researcher with the local FaPMI Coordinator will identify a local research team in 
selected AMHS. The local research team will work with the researcher to guide the case study 
process and co-construct a contextually understanding of the continued practice and continued 
capacity. This will involve a process of identifying data to be collected, reviewing and clarifying 
constructs and their relationship in context and interpreting and applying the findings for their 
setting. Each member of the research team brings unique expertise and experience that can enable 
a broad and deep understanding to be developed that can be useful to the AMHS.   

3 Membership 
Members of local research team will be selected as appropriate to the specific setting and may 
include but not be limited to; 

 practitioners with continued practice of let’s talk, 

 managers involved in implementation or its overseeing,  

 FaPMI coordinators,  

 FaPMI peer workforce 

 quality management personnel  

 people with authority within the AMHS 

4 Tenure 
The research partnership with local research team will run for the duration of Phase 3 PhD study 
which is expected to be between August 2018 and April 2019. 

5 Process of Engagement  
The researcher and the local research team will meet regularly to guide the study through a series of 
phases to check on the progress, draw together understanding and assess if different data is needed 

Appendix E - Partnerships TOR AMHS local research team. Study 4.
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to build explanation.  The role of the researcher and local research team is outlined in the phases 
below 

 Develop time line of implementation: The researcher will meet with the local research team 
to develop a collective understanding of the process of implementation at that site. During 
this phase the team will identify documents that will give evidence for that story, and key 
people to interview.  

 Interviews and document collection: The researcher will begin interviewing those identified. 
Interviews will use an interactive process such as timelines and be recorded. These will be 
reviewed and mapped by the researcher against the theoretical framework. Documents will 
be gathered and reviewed by the researcher making reflective notes and memos.  

 Concept mapping: Drawing together the interview data, document data and the 
researcher’s notes, the researcher with the local research team will map the data against the 
theoretical framework to code, identify themes and map interrelationships and patterns.  

 Explanation building: The themes, patterns and interrelationship developed will be 
interpreted to make meaning out of the analysis by the researcher and local research team. 

6 Acknowledgment and Confidentiality Obligations 
Participatory research is built on equitable partnerships that acknowledge the different expertise 
different partners.  Mutual trust and respect are integral to good partnerships. As a result the 
researcher has a responsibility to ensure that contributions by the local research team are 
appropriately acknowledged in any public documentation and will not be used for personal gain 
outside the constructs of the PhD. Likewise the local research team have a responsibility to not use 
information gained for personal gain, acknowledging that material viewed and developed through 
the consultation process forms part of the researcher’s documentation as fulfilment of the PhD and 
cannot be further distributed without consultation and consent.  

7 Administration 
The researcher or delegate (supervisor) will act as Chair of the local research team. The researcher 
will lead and drive the research partnership process to enable a culture of co-learning and reflexivity. 
The analysis process will be led by the researcher to bring about agreement through consultation 
with local research team, returning to the data and theory for review and revision.  The Chair will 
schedule meetings, prepare and send an agenda and any pre reading prior to each meeting. Action 
Notes will be developed by the Chair and shared with the team. These notes will also be distributed 
to the researcher’s supervising team.  

 

I confirm that I have read the Terms of Reference for AMHS Local Research Team and agree to 
abide by Acknowledgment and Confidentiality Obligations 

 

Name 

Title 

Signature 

Date   / / 
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Study 1: Semi-structured interview schedule Let’s Talk 
Managers/ Supervisors 

Interview preamble 

 Thank you for agreeing to participate in this interview. The aim of this interview is to gain a sense of 
how you found the implementation of Let’s Talk intervention at your service, its strengths and any 
issues you might have encountered.   

I just need to check that you signed the information statement that was given to you? I also need to 
let you know that your participation in this research is entirely your choice, and it’s also entirely up to 
you whether you want to answer all of my questions. So if there’s a question that you’d rather not 
answer, you can just let me know and we’ll move straight on to the next question. 

Finally, all the data that I collect from you will be treated in a confidential manner, so I’ll be removing 
all information that identifies you from the transcript in the analysis. Any questions so far?  Even 
though I understand that you have provided consent to having this interview being taped, I would 
like to ask you again, whether you are okay with having the interview audio-taped?  (If yes, switch on 
tape recorder) 

Questions (Incorporating the Consolidated Framework for Implementation Research 

(Damschroder et al., 2009)) 

Views of the intervention 

We would like to understand current views and perceptions regarding the Let’s Talk approach to 
working with parent-clients.  

 Can you tell me a bit about what you think of the Let’s Talk Intervention? 

Prompt for potential barriers/enablers 
o What are the advantages of the intervention compared to other ways of working?       

(Intervention characteristics - relative advantage) 

o How strong do you think the evidence base is for this intervention? How do you know 

this? How valid do you think the model is to achieve the desired outcomes? 

(Intervention characteristics - evidence strength and quality) 

o How suitable do you think the intervention is for the local context? (Intervention 

characteristics and Inner setting- compatibility/adaptability) 

o How easy or difficult do you think it is to use the intervention as it is intended? 

(Intervention characteristics - complexity)   

 What was useful about the Let’s Talk intervention?   

o What changes, if any, would you like to see, in the intervention?  

o Was there anything missing?   

o What issues, if any, do you have with the intervention?  

 How relevant is the intervention for a recovery oriented treatment approach?  

o What may need to change for Let’s Talk to fit within a recovery framework?  

o What is your understanding of recovery for parents with a mental illness? 

 Barriers and Enablers 

What was the experience of implementing the intervention at your service? How did it go? 

Appendix F - Study 1. semistructured interview schedule.
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 Now that your organisation has been involved in LT, what changes if any have occurred in your 

own organisation? For example, in terms of policy, intake and so on?   

 What are the barriers / challenges to working in the way described by the intervention?  

Prompt for specific barriers: 
o Is the intervention appropriate for parent-clients at your organisation? (Outer setting - 

patient needs and resources) 

o How are the principles of LT aligned to the philosophy of your organisation, if at all?   

o Do you do another intervention/or is something else equally as good or better? if so, 

what?  (Intervention characteristics - relative advantage) 

o How does the way that other workers’ use/view the intervention influence the use of 

the intervention by an individual practitioner, e.g. how much do workers influence each 

other in what they do and advocate? (Inner setting (Culture) - influence of others, 

organisational culture) 

o How do external policies and regulations impact on the way the LT works, if at all?  

(Outer setting - external policies and incentives)  

o How do the other priorities in your role/organisation influence the use of the 

intervention, if at all? (Inner setting (Implementation Climate) - relative priority) 

o How does the availability of resources impact on the way in which the intervention 

might work, if at all?  What resources are necessary here? (Inner setting (Readiness for 

Implementation) -available resources) 

 What would you need, to be able to work in the way required by the intervention?  

Prompt for specific facilitators: 
o How might leadership (e.g., a champion from within your organisation/profession) make 

it easier to adopt the intervention, if at all? (Inner setting – Readiness for 

Implementation - leadership) 

o How might organisational support influence the use of the intervention, if at all? (Inner 

setting (Culture) - influence of others, organisational culture) 

o How might access to information/knowledge impact on the delivery of the intervention, 

if at all? (Inner setting (Readiness for Implementation) - access to information) 

That is all the questions I have for you about the LT intervention.   Are there any other comments, 
issues or concerns you would like to make about this?  I will be sending you a transcript of this 
interview for you to check and delete any information you think might be potentially identifiable or to 
add anything you might like to add.  Thank you so much for your time.  We appreciate it.   

 

 

Damschroder, L. J., Aron, D. C., Keith, R. E., Kirsh, S. R., Alexander, J. A., & Lowery, J. C. (2009). 
Fostering implementation of health services research findings into practice: a consolidated 
framework for advancing implementation science. Implementation Science, 4(1), 50. 
doi:10.1186/1748-5908-4-50 

 

Appendix p.12

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



  

Practitioner Questionnaire- Follow Up 
Developing an Australian-first recovery model for parents in Victorian mental health and family 
services 

Follow up survey for Practitioners at services that have implemented Let's Talk about Children 

You are invited to participate in this follow up study because you are a practitioner who was trained 
in Let’s Talk about Children in a service participating the randomised control trial research project, 
RCT study (MIRF Let’s Talk). This follow up study is a component of a broader focus on Sustainability 
and Let’s Talk being undertaken as part of a PhD program by Becca Allchin supervised by Dr. Melinda 
Goodyear, Dr. Brendan O'Hanlon and Dr. Bente Weimand. 

Your participation will involve completion of a follow up worker questionnaire (either online or on 
hard copy) to examine the views of practitioners undertaking the Let’s Talk intervention. The 
questionnaire takes about 20 mins to complete. You may have completed components of this study 
in a prior phase of research. You will be asked a series of questions relating to the process of training 
in and using Let’s Talk and to complete components of the family-focused health practice 
questionnaire.   

We are interested in your honest feedback about your activities and your organisation.  There is no 
right or wrong answers.   Further information is provided in the Monash Explanatory Statement 
Practitioner MIRF Sustainability that can be accessed by clicking on the link or contacting the 
research team through one of the contact details listed below. Any questions can also be directed to 
the research team 
Dr. Melinda Goodyear: 99056115, melinda.goodyear@monash.edu   
Becca Allchin: 0427348545, rebecca.allchin@monash.edu  

Your Consent         

I have been asked to participate in the follow up questionnaire to the study named "Developing an 

Australian-first recovery model for parents in Victorian mental health and family services". I have 

read and understood the explanatory statement and I hereby consent to participate by completing 

the series of questions relating to the process of training in and using Let’s Talk and to complete 

components of the family-focused health practice questionnaire. I am aware that I can withdraw my 

participation up until I have submitted the questionnaire online.       

  I agree to the above statement    

o Yes 

o No   

 

Signature…………………………………………………………. 

  

If you would like any assistance with this questionnaire, the research team will be happy to assist.  

Dr. Melinda Goodyear: 99056115, melinda.goodyear@monash.edu 

Becca Allchin: 0427348545, rebecca.allchin@monash.edu 

  

Appendix G - Study 2. Practitioner Questionnaire 
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Firstly, we would like to know a bit about you and your work role. 

Today's date: ________________________________ 

Age in years? _____________________________________ 

Gender? ______________________________ 

Are you a parent yourself? 

o Yes  

o No   

Which of the following best describes your working hours? 

o Full time   

o Part time (please specify how many hours per week ___________________ 

o Other (please specify how many hours per week) ______________________ 

Which organisation/service do you work for? (Please indicate your main area of work) 

o Albury Wodonga Health Area Mental Health Service   

o Ballarat Mental Health Service  

o Barwon Health Area Mental Health Service   

o Eastern Health Area Mental Health Service   

o Latrobe Regional Hospital Area Mental Health Service   

o Mid-West Area Mental Health Service   

o Northern Area Mental Health Service  

o Southwest Healthcare  

o Other (Please specify)  ___________________________________ 
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Is this the service you were in when you trained in Let's Talk? 

o Yes   

o No (please name the service trained in)  __________________________ 

Which team do you work in? 

o Community treatment   

o Bed based acute  

o Triage/ acute treatment)  

o Bed based Rehabilitation  

o Community Rehabilitation  

o Integrated team  

o Other (Please specify)  __________________________________________ 

What is your main professional? 

o Psychiatric Nurse    

o Social Worker  

o Psychiatrist   

o Medical Officer  

o Psychologist  

o Occupational Therapist   

o Welfare Worker 

o Other (Please Specify) _____________________________________ 
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What is your main work role? 

o Manager    

o Practitioner/ Clinician   

o Other (Please Specify)  _______________________________ 

 

Years of experience in your current role? ________________________________________ 

 

Previous training relating to supporting parents of dependent children with mental illness: 

________________________________________________________________ 

 

What is the highest educational qualification that you have completed? 

o High School    

o Certificate   

o Diploma   

o Degree   

o Graduate diploma/honours   

o Masters   

o Doctorate/PhD  

 

Are you currently undertaking training for a qualification? 

o No   

o Yes (Please specify qualification type as above)   

 

__________________________________________________________________ 

 

About Let’s Talk 

What date did you do training in Let’s Talk intervention? _____________________________ 
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 What training did you do? 

o Online only    

o Face to face by Bouverie only     

o Face to face by local service only       

o Online and face to face by Bouverie   

o Online and face to face by local service       

o Other (Please describe)  ________________________________________________ 

 

Did Let’s Talk training help you deliver Let’s Talk?             

o Not at all   

o A slight extent   

o A moderate extent   

o A great extent   

o A very great extent   

o N/A   

 

 In what way? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
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Were Individual or Group Practice Support/Supervision Sessions offered at your service to discuss 

Let’s Talk: 

o Yes 

o No  

If Yes,  

 Did you use them? 

________________________________________________________________ 
 

 Did you find them helpful? 

o Not at all   

o A slight extent   

o A moderate extent   

o A great extent   

o A very great extent  

 

 In what way? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

 

Did anything else help you deliver Let's Talk 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
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Regardless of whether you have delivered Let’s Talk or not, did the training help you deliver family 

focused practice more generally? 

o Not at all 

o A slight extent 

o A moderate extent   

o A great extent 

o A very great extent 

 

 In what way? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

How long after the training did you first use the Let’s Talk intervention?  

o Never   

o Weeks  ________________________________________________ 

o months  ________________________________________________ 

 

 If never, what would have helped you to use Let’s Talk in your work?   

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

(if Never, please go to Family focused Health Practice Questionnaire) 
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Of those that you offered Let’s Talk to, what types of diagnosis had they been given? (tick all that 

apply)   

▢ Depression   

▢ Anxiety   

▢ Psychosis   

▢ Bipolar   

▢ Borderline personality disorder   

▢ Schizophrenia   

▢ Other  ________________________________________________ 

 

How many people have you done Let’s Talk about Children with in the first 12 months of being 

trained? none=0 

▢ Complete Let’s Talk; Preliminary discussion,  Discussion 1 & Discussion 2 ____( no. people) 

▢ Preliminary discussion only ____( no. people) 

▢ Preliminary discussion & Discussion 1 only _____( no. people)   

▢ N/A   

 

 In this time please estimate the percentage of your caseload that were parent clients?  __% 

 

How many people have you done Let’s Talk about Children with in the second year since being 

trained? none=0 

▢ Complete Let’s Talk; Preliminary discussion,  Discussion 1 & Discussion 2 ____( no. people) 

▢ Preliminary discussion only ____( no. people) 

▢ Preliminary discussion & Discussion 1 only _____( no. people)   

▢ N/A   
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 In this time please estimate the percentage of your caseload that were parent clients?  __% 

 

How many people have you done Let’s Talk about Children with in the last 12 months? none=0 

▢ Complete Let’s Talk; Preliminary discussion,  Discussion 1 & Discussion 2 ____( no. people) 

▢ Preliminary discussion only ____( no. people) 

▢ Preliminary discussion & Discussion 1 only _____( no. people)   

▢ N/A   

 

 In this time please estimate the percentage of your caseload that were parent clients?  __% 

 

If you have not continued to use Let’s Talk, what would have helped you to continue to use Let’s Talk 

in your work?  

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

 

At what point in your work with the client did you offer Let's Talk: (tick all that apply) 

▢ Initial engagement   

▢ Established relationship  

▢ Just prior to discharge   

▢ Other   ________________________________________________ 
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Did you deliver Let’s Talk as described in the training? 

o Always    

o Most of the time   

o About half the time   

o Sometimes   

o Never   

o N/A   

 

Did you make adaptations?   

o Yes  

o No  

o N/A    

 

If Yes: 

 In what way did you modify it? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

 What was the benefit of the modification? 

________________________________________________________________ 
 

______________________________________________________________  
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Family Focused Health Practice Questionnaire 

 (Maybery, Goodyear & Reupert, 2015)     

This survey focuses upon health worker skill and knowledge, workplace policies and procedures, 
time, workload and location problems, opportunities for professional development and engagement 
and confidence issues in relation to working with parents with illnesses, their families and 
children.  Questions also focus on the capacity and interest that workers have to work with families 
and children of parent-consumers (e.g. clients/patients) of health and welfare services.       For each 
question below please select the answer that best corresponds with your experience.  Please note 
that the term ‘family work’ is used generally to describe the process of working with parents and/or 
their family members where the parent has a mental illness.  
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My workplace provides supervision and/or 

mentoring to support workers undertaking child-

related work in regard to their consumer-parents  o  o  o  o  o  o  o  o  

In my area we lack services (e.g. other agencies) to 

refer children to in relation to their parent’s illness  o  o  o  o  o  o  o  o  

There is no time to work with families or children  o  o  o  o  o  o  o  o  

Government policy regarding family focused 

practice is very clear  o  o  o  o  o  o  o  o  

Professional development regarding family 

focused practice is NOT encouraged at my work 

place  o  o  o  o  o  o  o  o  

I often receive support from co-workers in regard 

to family focused practice  o  o  o  o  o  o  o  o  

I am NOT confident working with consumer-

parents about their parenting skills  o  o  o  o  o  o  o  o  

Many consumer-parents do NOT consider their 

illness to be a problem for their children  o  o  o  o  o  o  o  o  

I am able to determine the developmental 

progress of the children of my consumer-parents  o  o  o  o  o  o  o  o  
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I sometimes wish that I was better able to help 

consumer-parents, discuss the impact of their 

illness on their children  o  o  o  o  o  o  o  o  

I am knowledgeable about how parental illness 

impacts on children and families  o  o  o  o  o  o  o  o  

There are no parent-related programs (e.g. 

parenting skills) to refer consumer-parents to  o  o  o  o  o  o  o  o  

I am able to determine the level of importance 

that consumer-parents place on their children 

maintaining attendance at day to day activities 

such as school and hobbies (e.g. sport, dance)  
o  o  o  o  o  o  o  o  

My workplace does NOT provide supervision 

and/or mentoring to support workers undertaking 

family focused practices (  o  o  o  o  o  o  o  o  

Due to location it is difficult to coordinate families 

and children with the required services o  o  o  o  o  o  o  o  

The workload is too high to do family focused work  o  o  o  o  o  o  o  o  

At my workplace, policies and procedures for 

working with consumer-parents on family issues 

are very clear o  o  o  o  o  o  o  o  

My workplace provides little support for further 

training in family focused practices  o  o  o  o  o  o  o  o  

In my workplace other workers encourage family 

focused practice  o  o  o  o  o  o  o  o  

I am NOT confident working with families of 

consumer-parents  o  o  o  o  o  o  o  o  

Discussing issues for the consumer parent with 

others (including family) would breach their 

confidentiality  o  o  o  o  o  o  o  o  

I am able to assess the level of children’s 

involvement in their parent’s symptoms or issues  o  o  o  o  o  o  o  o  
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I should learn more about how to assist consumer-

parents about their parenting and parenting skills  o  o  o  o  o  o  o  o  

I do NOT have the skills to work with consumer-

parents about how parental mental illness impacts 

on children and families  o  o  o  o  o  o  o  o  

There are no family therapy or family counselling 

services to refer consumer-parents and their 

families to  o  o  o  o  o  o  o  o  

I am able to determine the level of importance 

that consumer-parents place on their children 

maintaining strong relationships with other family 

members (e.g. other parent, siblings)  
o  o  o  o  o  o  o  o  

There is time to have regular contact with other 

agencies regarding families or children or 

consumer-parents  o  o  o  o  o  o  o  o  

The children often do NOT want to engage with 

me about consumer parents illness  o  o  o  o  o  o  o  o  

I would like to undertake future training to 

increase my skills and knowledge for working with 

the children of consumer-parents  o  o  o  o  o  o  o  o  

I am not experienced in working with child issues 

associated with parental illness   o  o  o  o  o  o  o  o  

I am NOT able to determine the level of 

importance that consumer-parents place on their 

children maintaining strong relationships with 

others outside the family (e.g. other 

children/peers, school)  

o  o  o  o  o  o  o  o  

I would like to undertake training in future to 

increase my skills and knowledge about helping 

consumer-parents with their parenting  o  o  o  o  o  o  o  o  

I am skilled in working with consumer-parents in 

relation to maintaining the wellbeing and 

resilience of their children  o  o  o  o  o  o  o  o  

I am NOT confident working with children of 

consumer-parents  o  o  o  o  o  o  o  o  

Appendix p.25

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



  
 

 
 

Do you have any further comments? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

Thank you for your time. We really appreciate your participation. 

If you have any questions, please do not hesitate to contact us.   

Becca Allchin  M: 0427348545 E:  rebecca.allchin@monash.edu 

Dr. Melinda Goodyear Ph: 9055 6115 E: melinda.goodyear@monash.edu 
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I am knowledgeable about the key things that 

consumer-parents could do to maintain the 

wellbeing (and resilience) of their children  o  o  o  o  o  o  o  o  

I am NOT able to determine the level of 

attachment/bond that consumer-parents have 

with their children o  o  o  o  o  o  o  o  

I am NOT knowledgeable about the key parenting 

issues for consumer-parents  o  o  o  o  o  o  o  o  

I am skilled in working with consumer-parents 

regarding their parenting  o  o  o  o  o  o  o  o  

I don’t feel confident to counsel consumer-parents 

about parenting and their health problem  o  o  o  o  o  o  o  o  
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Managers Semi Structured Interview: 
Indicative Questions- Follow Up 
Developing an Australian-first recovery model for parents in Victorian mental health 
and family services 

Follow up survey for FaPMI Coordinators and Managers/implementers at services that 
have implemented Let's Talk about Children as part of the RCT Study (MIRF Let’s 
Talk) 

You are invited to take part in this follow up study because you are a FaPMI coordinators 

and managers/implementer in a service participating in the randomised control trial research 

project, RCT study (MIRF Let’s Talk). This follow up study is a component of a broader focus 

on Sustainability and Let’s Talk being undertaken as part of a PhD program by Becca Allchin 

supervised by Dr. Melinda Goodyear, Brendan OHanlon and Bente Weimand.   

Your participation will involve completion of organisation focused questions to understand 

more about the process of implementation utilized by the service and the continued capacity 

to support let’s talk. The questions will be sent prior to arranging a semi structured interview 

to enable you to gather the information required.   

 

We are interested in your honest feedback about your activities and your 

organisation.  There is no right or wrong answers.   Further information is provided in the 

Monash Explanatory Statement Organisation MIRF Sustainability that can be accessed by 

clicking on the link or contacting the research team through one of the contact details listed 

below.  

 

Any questions can also be directed to the research team 

 

Dr. Melinda Goodyear: 99056115, melinda.goodyear@monash.edu   

Becca Allchin: 0427348545, rebecca.allchin@monash.edu  

 

 

 

  

Appendix H - Study 3. Questionnaire and semi structured interview
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Your Consent         

I have been asked to participate in the follow up questionnaire to the study named 

"Developing an Australian-first recovery model for parents in Victorian mental health and 

family services". I have read and understood the explanatory statement and I hereby 

consent to participate by completing the series of questions relating to implementation of and 

continued capacity to support Let’s Talk. I am aware that I can withdraw my participation up 

until I have submitted the questionnaire online. 

  I agree to the above statement    

o Yes 

o No   

Signature…………………………………………………………. 

  

If you would like any assistance with this questionnaire, the research team will be happy to 

assist.  

Dr. Melinda Goodyear: 99056115, melinda.goodyear@monash.edu 

Becca Allchin: 0427348545, rebecca.allchin@monash.edu 
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Firstly, we would like to know a bit about your service. 

 

Today's date: ________________________________ 

 

1. How would you describe the area your service works across? 

o Rural 

o Metro 

o Regional 

o Other ________________ 

2. How would you describe the size of your service? 

a. Beds numbers ______________ 

b. Community Centres/ Teams ____________ 

c.  EFT _____________ 

3. How would you describe your Service Configuration? 

a. separate community teams 

b. integrated/ teams 

c. other ____________________ 

 

Which organisation/service do you work for? (Please indicate your main area of work) 

o Albury Wodonga Health Area Mental Health Service   

o Ballarat Mental Health Service  

o Barwon Health Area Mental Health Service   

o Eastern Health Area Mental Health Service   

o Latrobe Regional Hospital Area Mental Health Service   

o Mid-West Area Mental Health Service   

o Northern Area Mental Health Service  

o Southwest Healthcare  

o Other (Please specify)  ___________________________________ 

 

 

 

 

We would like to know a bit about you and your role 
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Age in years? _____________________________________ 

Gender? ______________________________ 

What is your main professional? 

o Psychiatric Nurse    

o Social Worker  

o Psychiatrist   

o Medical Officer  

o Psychologist  

o Occupational Therapist   

o Welfare Worker  

o Other (Please Specify) _____________________________________ 

Which of the following best describes your working hours? 

o Full time   

o Part time (please specify how many hours per week ___________________ 

o Other (please specify how many hours per week) ______________________ 

What is your main work role? 

o Manager    

o FaPMI Coordinator 

o Other (Please Specify)  _______________________________ 
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Years of experience in your current role? ________________________________________ 

Previous training relating to supporting parents of dependent children with mental illness: 

 

____________________________________________________________ 

 

What is the highest educational qualification that you have completed? 

o High School    

o Certificate   

o Diploma   

o Degree   

o Graduate diploma/honours   

o Masters   

o Doctorate/PhD  

 

Are you currently undertaking training for a qualification? 

o No   

o Yes (Please specify qualification type as above _____________________________ 

Are you a parent yourself? 

o Yes  

o No   
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Questions about the implementation of Let’s Talk  

1. When did your service engage with Let’s Talk trial? _____________________________ 

2. How did your service become engaged with Bouverie’s pilot of LT and /or the MIRF RCT 

(CFIR IS  readiness - leadership engagement /implementation climate -tension for 

change) 

o request from university 

o senior management interested Role?______________________ 

o key personnel interest  Who? ______________________ 

o other______________________________________________ 

1. Why did the service engage? _________________________________ 

2. What was required to engage?______________________________________ 

3. When your service engaged with the pilot or trial what plans did it have regarding 

implementing and/or continuing Let’s Talk and who’s plans were they?  (manager/ local 

implementer /external researcher/ at what level) 

______________________________________________________________________

______________________________________________________________________

_______ 

4. Since engaging in RCT has there been any major changes to structure of organisation or 

leadership? (CFIR inner setting -structural characteristics readiness, Outer setting - 

external policy & incentives ) ___________________________________________  

1. If so what?________________________________ 

5. Did external services provide support for implementation? (training, practice 

development, implementation planning, implementation meeting/ guidance, guidesheets, 

monitoring) (CFIR process of implementation external change agents)  

1. Bouverie 0  1 2 3 4 5 6  NA 

     (0 no support -6 lot of support) 

List the sort of support______________________________ 

2. Monash Uni  0  1 2 3 4 5 6  NA 

     (0 no support -6 lot of support) 

List the sort of support______________________________ 

3. Other? 0  1 2 3 4 5 6  NA 
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     (0 no support -6 lot of support) 

Who?_______________________ 

List the sort of support______________________________ 

6. What internal support was given to implementation at your organisation (CFIR process of 

implementation, inner setting - readiness ) 

1. What role did leadership have in implementation? (senior, middle, line, clinical, 

other) _______________ 

2. Was there allocation of key implementation personnel? 

Describe____________________ 

3. Was a formal plan developed? 

1. If so who was involved ? ____________________________ 

2. Did it help ? Y/N Comment ________________ 

How?_________________________ 

3. Is it ongoing ? Y/N Comment______________________ 

4. How did implementing LT fit within service priorities? 

___________________ 

4. Was an implementation ‘committee’ established?  

1. If so what was it’s role and reporting structure? 

_____________________ 

2. How often did it met? _________________________ 

3. What staff were on it (level, role)? _____________________ 

4. How long did it/has it met for?________________________ 

5. Were there any changes made to either LT or to organisational practice to enable 

better fit your organisation? Y/N if so what? 

_________________________________ 

7. How were practitioners selected 

o self-select,  

o chosen by management, 

i. if so Why were these practitioners chosen? ______________________  

o chosen by team type/ profession, 

i. if so which__________________  

ii. Why were these team/ professions chosen? ______________________ 

iii. % of staff from these teams trained? 

o chosen by FaPMI coordinator, other .  

i. if so Why were these practitioners chosen? ______________________  

8. who trained practitioners  (tick all that apply) 

o Bouverie 

o local trainers,  

o Other external trainers. Who?_____________________ 

9. what training did practitioners have 

o Online only    

o Face to face only       

o Online and face to face  

o Modeling only 

o Other (Please describe)  

________________________________________________ 
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10. what post training support for practicing LT were staff given  

o none 

o formal supervision integrating LT practice 

 group 

 individual,  

o reflective LT practice support  

 group 

 individual,  

o 1:1 mentoring/ modelling/ shadowing Describe___________________  

o nothing structured but staff member/ manager available  Who_____________ 

o other __________________________ 

11. Did your organisation make a decision to not continue using LT? Y/N 

1. If no why? ____________________________ 

 

The next questions are to understand about the organisations current capacity to 

support Let’s Talk 

12. Does your organisation collect and/or report on data about parent consumers and their 

children (prevalence, outcomes, other)? 

1. If yes what? _____________  

2. Is this data used to target LT in any way?  If yes how?_____________________ 

13. Is there a training and development infrastructure to identify 

1. gaps in practitioners skills and knowledge for Let’s Talk - Y/N  

1.  if yes what _____________________________ 

2. practitioners use of Let’s Talk - Y/N  

1. if yes what__________________________ 

14. Are there mechanisms for practitioners to get support and feedback on their practice and 

performance in Let’s Talk practice? Y/N 

i. if so what? ________________________ 

15. Are there policies and procedures to support let’s talk practice? (intake, allocation, job 

descriptions, supervision, training, KPI’s/Targets, quality improvement,…. ) Y/N 

o New?  What, when developed, who had input? __________________ 

o Existing adapted? What, when adapted, who had input? ________________ 

o Existing are adequate? What? ________________ 

16. Does let’s talk fit into the goals and strategic aims of the organisation - Y/N  

1. How? ______________________________ 

2. How is this communicated? _____________________ 

17. Do you have personnel responsible for currently overseeing the implementation and /or 

sustaining of Let’s Talk? Y/N 

1. If yes who? (role/ level) ___________________ 

18. What is the understanding of LT by leadership (level/ role)? ________________  

19. What is the role of leadership  (senior, middle, line, clinical) in supporting Lets Talk 

(authorizing, monitoring, promoting, other ) and how is that seen?  

 

__________________________________________________________________ 

20. Does the maintaining of let’s talk practice rely on specific individual or group of people, 

technology, finances to keep it going? List below: 
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____________________________________________________________________ 

 

_____________________________________ 

21. What is communicated to parents consumers, practitioners, leadership about LT and 

how?  

 

22. Are there other ways your organisation supports LT practice? ______________ 

23. Do you have any further comments? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

Thank you for your time. We really appreciate your participation. 

If you have any questions, please do not hesitate to contact us.   

Becca Allchin  M: 0427348545 E:  rebecca.allchin@monash.edu 

Dr. Melinda Goodyear Ph: 9055 6115 E: melinda.goodyear@monash.edu 
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Follow up semi structured interview schedule 

for managers/ implementer 
Purpose to follow up answers of questions above, gather an understanding of how the 

organisation works at supporting practice change generally thus giving context for how it 

looks for Let’s Talk 

 

1. Tell me more about what plans did your service had regarding implementing and/or 

continuing Let’s Talk when you engaged in the trial. (trial in specific part of service, 

launch broader implementation, ) 

a. Are they different now? 

2. Tell me more about the different stakeholders (clients parents, workers, line 

managers, senior management) and what was done to engage them  

3. Tell me more about what your service did to help the fit of Let’s Talk  (integration into 

service model & systems, adapt LT) 

4. Tell me more about how your service implements other initiatives and supports new 

practices? (How does this process fit normal processes) (CFIR Inner setting -culture, 

readiness, learning culture )  

5. What feedback systems does your service have of any intended changes to reinforce 

benefits and progress, and initiate further action and inform decision making ( what 

did/ does that look like for Let’s Talk)? (how do they have to know if it being done? If 

it is benefiting parents? (monitoring systems/ support & supervision to workers)) 

6. Tell me more about how your service supports the practice of Let’s Talk? (enable 

capacity for Practitioners to practice, enable access and benefits for parents) 
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EXPLANATORY STATEMENT 

 
Let’s Talk Follow Up Focus Group (Co-Design Workshop) 

 
Project: Follow up study to developing an Australian-first recovery model for parents in Victorian mental health 
and family services 

Dr. Melinda Goodyear 
Research Fellow and MIRF Project Manager 
School of Rural Health/Monash University Department of Rural and Indigenous Health 
Telephone +61 3  9905611 
Email: Melinda.goodyear@monash.edu.au  

 
You have been invited to take part in this follow up focus group as FaPMI Coordinators. 
 
Please read this Explanatory Statement in full before deciding whether or not to participate in this research. If you 
would like further information regarding any aspect of this project, you are encouraged to contact the researcher 
via the phone number or email address listed above. 
 
What does the research involve?  
The research project (RCT trial (MIRF Let’s Talk)) that was developed to determine the effectiveness of a new 
intervention for families known as Let’s Talk about Children is in its final stage. Over the past five years the project 
has followed services, practitioners and families in different services across Victoria through their use of the 
intervention. The findings will assist in future program development for supporting families in these 
circumstances.   
 
You are invited to take part in this follow up focus group to the RCT trial (MIRF Let’s Talk). FaPMI coordinators are 
being invited to participate in developing recommendations to enable the continued support for and/or use of 
Let’s Talk about Children. This follow up study is a component of a broader focus on Sustainability and Let’s Talk 
being undertaken as part of a PhD program by Rebecca Allchin supervised by Dr. Melinda Goodyear, Brendan 
OHanlon and Bente Weimand.   
 
This phase of the study will use a participatory approach to apply the findings of other phases of the study to real 
world settings and expand the relevance of the knowledge developed thus far. The study is a participatory 
research project where the researcher works with participants to develop meaning together. The focus group will 
use a co-design workshop with the participants to develop recommendations to enable support for sustaining 
Let’s Talk about Children practice. The one day workshop will present the literature and data from other phases of 
the study and work together with the participants to build recommendations for Adult Mental Health Services for 
how to sustain practice and capacity. Please refer to the accompanying Terms of Reference (TOR) for more 
details. 
 
Process of engagement 
Your participation as part of the focus group will involve a one day meeting with the researcher to guide the study 
through a series of steps that will explore participant’s existing knowledge of system change, present the data 
from other phases of the study and through consensus building activities develop recommendations.  
 
Consenting to participate in the project and withdrawing from the research 
By participating in the focus group you are consenting to participate as a contributor and co-researcher in this 
research study.  You are free to withdraw from the project at any point, however once your data has been 
entered anonymously it will not be able to be extracted.  
 
Possible benefits and risks to participants  

Appendix I - Study 5. Explanatory statement & consent
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There are no direct benefits intended to each individual from participating in this project, however there is an 
expectation that this process will benefit the statewide implementation of Let’s Talk about Children by raising 
awareness and creating space for reflection on sustaining practice change.  We hope to the recommendations 
better help the development of programs for families in these circumstances. We do not think your participation 
will result in any discomfort. 
 
Confidentiality 
No information that you give to us will be revealed to another person in any form which identifies you without 
your permission.  All data collected will be de-identified and reviewed by members for checking. It will be digitally 
recorded such as auto recording of the focus group and taking photos of constructed diagrams, brainstorms, 
frameworks and mind maps. A report of the study may be submitted for publication or used in conference 
presentations, but individual participants will not be identifiable in such a publication. Participant’s role of co-
researcher will be acknowledged in any report either anonymously or identified if permission is given. Anonymous 
data collected may be used for other purposes and due to its anonymity, you will not be named and cannot be 
identified in any way.   
 
Storage of data 
Storage of the data collected will adhere to the University regulations and data will be kept on University 
premises in a locked cupboard/filing cabinet for 5 years. All electronic information will be stored in password 
protected computer for a period of 5 years, and will only be accessible by the researchers named on this form and 
student’s supervisors.  
 
Results 
If you would like to receive a summary of the results of this study please let the researcher know by contacting Dr. 
Melinda Goodyear ph 9905611.  
 
Complaints 
Should you have any concerns or complaints about the conduct of the project, you are welcome to contact the  

Executive Officer, Monash University Human Research Ethics (MUHREC): 
 
Executive Officer 
Monash University Human Research Ethics Committee (MUHREC)  
Room 111, Building 3e 
Research Office 
Monash University VIC 3800 
Tel: +61 3 9905 2052    Email: muhrec@monash.edu        Fax: +61 3 9905 3831  
 

 
 

 

Thank you, 
 
Becca Allchin,  Dr Melinda Goodyear, and Assoc Prof Darryl Maybery
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CONSENT FORM 
 

Let’s Talk Follow Up Focus Group (Co-Design Workshop) 
 
 

Project: Follow up study to Developing an Australian-first recovery model for parents in Victorian 
mental health and family services 

Chief Investigator: Assoc Prof Darryl Maybery       
 

 
 
I have been asked to take part in the Monash University research project specified above. I have 
read and understood the Explanatory Statement and I hereby consent to participate in this project 
and have signed the Terms of Reference. I also understand that I can withdraw at any point prior to 
the collection of data.   

 
 

 
 
 
 
Name of Participant  
 
Position of Participant   
 
Participant Signature  Date
   
 
 
Preferred contact details: 
 
Email: 
 
Mobile phone number: 
 
Other phone number:  

 

I consent to the following: Yes No 

I agree to participate in the focus group (co-design workshop) to work with the 
researcher  

  
 

I agree with the terms of reference attached   

I agree to allow the focus group to be recorded (audio-taped & photography)   
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Sustainability, Practice Change and Let’s Talk Co-Design Workshop Planner 
19 July 2019- 9.00- 3.30  
Three aims of Phase four’s Co-Design workshop (Study 5) were to:  

i) explore the generalisability of the findings developed in previous phases to AMHS within the 
State of Victoria, Australia  

ii) co-develop practical recommendations for implementing Let’s Talk for sustainability  
iii) build understanding and engagement in practical implementation science by the FaPMI 

coordinators and AMHS.  

Facilitator: Becca Allchin  
World Café Table Hosts: Dr. Mel Goodyear, Dr. Brendan OHanlon and Rose Cuff 

 Objective Task Activity Resources Needed 
Pre 
workshop  

 Introduction to 
the  research 

Explanatory statement and TOR  

30 min 
 

Engage 
FaPMI 
coordinators 
in study 
objectives 

Establish 
collaborative 
working 
environment 

Welcome  
Getting focused activity:  

 line of knowledge of LT 

 line of experience of LT 

 Line of knowledge of 
implementation 

 Line of experience of 
implementation 

Development of rules for the day 
TOR 

Sign in sheet 
TOR 
Explanatory 
statement 
Whiteboard & 
markers 

Establish 
understanding and 
expectations of 
participants role 

Overview of the study and where 
the Co-Design workshop fits into 
whole research 
Aim and outline of the day 

Handout 
PowerPoint 

1 hr Develop 
working 
framework 
for 
deductive 
analysis  

Explore individual 
participant’s 
current 
understanding of 
sustaining practice 

Chart their own opinions of 
factors that support/ enable 
sustaining practice initially at 
beginning using a visual tool: 
weighted arrows to indicate 
factors that support and factors 
that undermine sustaining 
practice towards or away from 
the centre ‘Sustaining Practice 
and capacity’ 

Paper 
Pens/ textas 
Example of 
completed one 

Explore FaPMI 
group’s  current 
understanding of 
key factors in 
sustaining practice 

Discuss in 4 small groups and 
develop a consolidated collection 
of most significant ideas 
(adaptation of most significant 
change method) for FaPMI 
focused practice 
a. Define the most significant 
factors 
b. Explain why choose those 
ones- how important, how 
ranked and why 
c. Write up on chart paper and 
present to whole group  

Sticky notes 
Chart paper 
Blue tack 

Each group feedback to whole 
group 

 

  Morning tea 

Appendix J - Study 5. Co-Design workshop planner
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2 hrs  Establish 
understandi
ng of  
knowledge 
gained from 
PhD  

Summarise 
knowledge from 
previous studies & 
literature 

In large group, present and 
discuss the key data gained from 
literature &  three phases of the 
PhD  

Powerpoint 
handouts 

  lunch   

1 hr 15 
min  
 

Review 
knowledge 
generated in  
PhD re 
ability to 
generalise 
and apply to 
their setting  

Deductive analysis 
of evidence gained 
from PhD against 
their working 
framework (current 
knowledge of key 
factors in 
sustaining practice) 

World Café #1 
Break into 4 groups and look at 
one of the sets of data -table of 
literature, manager interviews, 
survey of practitioners & audit of 
services and case study.  
Group explores if that challenges 
or aligns with their original 
opinions, does it add anything 
and do they wish to change their 
original chart 

Group’s original 
chart from above 
Chart paper  
textas 
Sets of data (table 
of literature, 
manager 
interviews, survey 
of practitioners & 
audit of services 
and case study) 

World Café #2 
Move tables as a group and look 
at the next set of data -table of 
literature, manager interviews, 
survey of practitioners & audit of 
services and case study. 
Group explores if that challenges 
or aligns with their original 
opinions, does it add anything 
and do they wish to change their 
original chart 

Group’s original 
chart from above 
Chart paper  
textas 
Sets of data (table 
of literature, 
manager 
interviews, survey 
of practitioners & 
audit of services 
and case study) 

World Café #3 
Move tables as a group and look 
at the next set of data - table of 
literature, manager interviews, 
survey of practitioners & audit of 
services and case study.  
Group explores if that challenges 
or aligns with their original 
opinions, does it add anything 
and do they wish to change their 
original chart 

Group’s original 
chart from above 
Chart paper  
textas 
Sets of data (table 
of literature, 
manager 
interviews, survey 
of practitioners & 
audit of services 
and case study) 

World Café #4 
Move tables as a group and look 
at the next set of data - table of 
literature, manager interviews, 
survey of practitioners & audit of 
services and case study. 
Group explores if that challenges 
or aligns with their original 
opinions, does it add anything 
and do they wish to change their 
original chart 

Group’s original 
chart from above 
Chart paper  
textas 
Sets of data (table 
of literature, 
manager 
interviews, survey 
of practitioners & 
audit of services 
and case study) 

In each group consolidate group 
understanding about what learnt. 
What confirmed and what 
challenged to develop new group 
understanding 

Group’s Material 
from each table 

  Mini break for toilet and bring back coffee for working afternoon tea 
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45 min Consolidate 
knowledge 
generated in 
PhD into 
recommend
ations 
applicable 
across AMHS 

Establish FaPMI 
group’s  new 
understanding of 
key factors for 
sustaining Let’s Talk 
practice 

Present back to the whole group 
their new consolidated 
understandings and 
recommendations.  Collectively 
develop key recommendations to 
support sustaining Let’s Talk 
practice and organisational 
capacity.   

Blue tack 
White board 

30 min Finalise 
workshop  

Plan future  action 
& Evaluate 
workshop 

Where to next  - what else want 
to do with this 
Feedback form 

Feedback form 

Post 
workshop 

Refining 
recommend
ations 

Condense & 
consolidate 
recommendations 

Researcher wrote up the 
recommendations and returned 
to FaPMI coordinator group for 
review and revision 

Chart sheets  
Record of 
whiteboard  
Audio  
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Appendix K - Study 5. Sustainability and Let's Talk - evidence so far
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Sustainability and Let’s Talk  
Phase 4 Co-Design Workshop 

Companion Guide 
 

Thank you for your participation in this study. This little booklet is aimed to give you a little bit of 
information to assist you in your role in the Co-Design workshop. Participatory research works on 
the underlying principle that knowledge creation done in partnership between researchers and 
practice can help to develop practical as well as scholarly outcomes.  

The material in this document is for the purpose of Co-Design workshop, Phase 4 in the PhD study of 
Sustainability and Let’s Talk undertaken by Becca Allchin supervised by Dr. Melinda Goodyear, Dr. 
Brendan OHanlon and Dr. Bente Weimand. It can also be used for the individual learning for FaPMI 
coordinators attending. As noted in the terms of reference that participants signed, the material is 
not for wider distribution as this forms part of the data for the PhD and has not been published as 
yet. The references at the end and the learning from the literature at the beginning can be 
distributed but it is important that participants respect the sensitive nature of the collected data. 
Any public documentation of the material developed in the Co-design workshop will have further 
consultation and ensure that contributions by the FaPMI Coordinator Network are appropriately 
acknowledged 

Below is where you’ll find the hopefully useful information.   

Contents 
1 PhD Overview .................................................................................................................................. 2 

2 Purpose of each phase ..................................................................................................................... 3 

3 Some definitions .............................................................................................................................. 3 

4 Learning from literature ................................................................................................................... 4 

5 Phase 1: learning from leadership interviews ................................................................................... 5 

6 Phase 2 ............................................................................................................................................ 6 

6.1 Survey of practitioners trained ............................................................................................... 6 

6.2 Audit of Organisations ............................................................................................................ 9 

7 Phase 3: learning what enabled one service’s continued capacity and practice ............................. 11 

8 References .................................................................................................................................... 15 
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1 PhD Overview 
This PhD study began in Oct 2016 as a follow up to the randomised control study of Let’s Talk across 
Victoria. This study aims to understand more about how to sustain the practice in Adult Mental 
Health Services. Pithy details are listed below, and Figure 1: PhD Overview gives a detailed picture of the 
four phases with the participatory partnerships (green), and expected outcomes (purple) 

 Aim: Deepened understanding of key elements for sustainability of Let’s Talk about Children 
in Adult Mental Health Services  

 Conceptual Lens: Sustainability as a constructed reality 

 Theoretical Paradigm: Participatory Research 

 Methodology: Embedded Mixed Method (Quantitative research embedded within an 
primarily Qualitative methodology) 

 Method: 4 sequential phases 

 Research partnerships: Advisory group overall, FaPMI coordinators (phase 2-4), Local 
research team within AMHS for case study (phase 3) 

 

 

Figure 1: PhD Overview 
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2 Purpose of each phase 
Each phase of the study builds on the last to build our understanding of what enables sustainability 
of Let’s Talk.  Figure 2: Purpose of each Phase and how they relate outlines each phase’s purpose and how 
they build on each other.   

 

Figure 2: Purpose of each Phase and how they relate 

 

3 Some definitions 
Implementation is the process of putting in place interventions 

Sustainability is focused on the degree the intervention is continued to be delivered, embedded in 
the setting and has capacity built into support it. It is explored in this study as a dynamic entity 
(sustained in some parts, by some people, in some settings at some times) rather than static (there 
or not). This view is informed by complexity theory that understands organisations such as health 
care services, as dynamic, living, social systems where the interdependence and interactions 
between the system’s elements create the whole (Anderson, Crabtree, Steele, & McDaniel, 2005) 

Measures of sustainability need to look at multiple levels including  

 if beneficial services are being delivered to clients (not studied in this PhD as in the RCT),  

 if the intervention is maintained in an identifiable form (albeit modified) and  

 if the organisation has the capacity to deliver the intervention after the initial 
implementation (Scheirer & Dearing, 2011) 

 

Let’s Talk about children (Let’s Talk) is a series of conversations between the practitioner and parent 
that bring into focus the wellbeing of their children and supporting the parent’s role in enabling 
everyday family life in the context of adversity (Beardslee, Solantaus, Morgan, Gladstone, & 
Kowalenko, 2012; Solantaus, Reupert, & Maybery, 2015; Solantaus & Toikka, 2006) 

Continued practice of Let’s Talk by practitioners is defined by practitioners still using the Let’s Talk 
interventions with their clients 

• Needed to know about how each service 
implemented in order to map

Phase 1: Learning from 
leadership 
Oct 17-Jan 18

• Practice: What was & is practice of practitioners?

• Capacity: What was the implementation approach? 
& What current org capacity to support practice?

Phase 2: Mapping practice 
and capacity 
Dec 17-Aug 18

• What enabled continued practice?

• What enabled continued capacity?

Phase 3: In-depth 
understanding 
Aug 18 – April 19

• Drawing together learnings from different phases
Phase 4: Framework-

Keys for implementation 
April 19- July 19
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Continued capacity of the organisation to support Let’s Talk practice is defined by organisations 
that have structures in place that enable it to support practice.  

Let’s Talk Delivery is divided into three types: Introduction only/Offering, Partial and Complete (See 
Table 1). Introduction Only/ offering equates to doing only the preliminary discussion, in effect just 
offering Let’s Talk. Partial Let’s Talk delivery offers let’s talk and does the discussion 1 which uses the 
age appropriate log to guide the conversation to map out the strengths and vulnerabilities of each 
child. Complete let’s Talk builds on the Partial delivery of Let’s Talk to have a further conversation to 
integrate what arose as vulnerabilities into some action plan.  

Table 1: Types of Let's Talk Delivery 

Let’s Talk Type Component of Let’s Talk 

Preliminary Discussion Discussion 1 Discussion 2 

Introduction Only/ Offering    

Partial     

Complete    

 

4 Learning from literature 
From the implementation and sustainability literature we know already that: 
 
Sustainability is impacted by multiple factors–(Damschroder et al., 2009; Stirman et al., 2012)  

 Consolidated Framework for Implementation Research (CFIR)  defines 5 domains; inner, 
outer, intervention, implementation process and people (Damschroder et al., 2009) and 
there multiple components in each domain 

 Different drivers impact implementation - Active implementation Framework defines three 
drivers; leadership (right strategy to use to deal with technical, adaptive challenges), 
organisation (facilitative administration, systems intervention, decision support data 
system), competency (selection, training, coaching, Ax of performance )(Blase, Dyke, Fixsen, 
& Bailey, 2012) 

The parts only make sense within the whole –(Braithwaite, Churruca, Long, Ellis, & Herkes, 2018; 
Greenhalgh & Papoutsi, 2018; J. E. Reed, Howe, Doyle, & Bell, 2018; R. Reed, King, & Whiteford, 
2015). Focusing on only one area/ component means might miss the interactions of other 
components that impact. Complexity theories helpful to understand AMHS as complex living 
organisations.  

Sustainability only understood in context – need ecological view (Greenhalgh, Robert, Macfarlane, 
Bate, & Kyriakidou, 2004). Nothing happens in a vacuum; Organisational history, changes to policy, 
funding, frameworks all impact the trajectory. 

A nonlinear staged journey (Greenhalgh, Robert, Bate, Macfarlane, & Kyriakidou, 2005). While there 
are stages described for implementation that help make sense of what might be doing and what 
needs to be done, what actually happens in real world settings is organic, more messy course of 
moving back and forth through stages punctuated by various unpredicted setbacks, surprises and 
shocks 

Hard to sustain – requires ongoing tweaking (Chambers, Glasgow, & Stange, 2013; Martin, Weaver, 
Currie, Finn, & McDonald, 2012; Van de Ven, 2017). As the context shifts, the strategies to help 
sustain need to shift. 
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Adaptation likely (Aarons, Miller, Green, Perrott, & Bradway, 2012; Chambers & Norton, 2016; 
Stirman et al., 2012; Stirman, Miller, Toder, & Calloway, 2013). Adjustments to the intervention 
and/or the organisation are needed to enable the fit to everyday practice and can be about the 
content or the process. Need to understand impact adaptations have on outcomes desired  

Need to measure at multiple levels (Scheirer, 2005; Scheirer & Dearing, 2011; Stirman et al., 2012) 
Measuring continued use is only part of the picture. Need to also need to know how practitioners 
are supported to use – the organisational structures that support, but also need to know if what is 
being done actually is producing the changes you aim for.. Adaptations may improve or make the 
practice useless 

There are some key agents for enabling and sustaining change 

 Internal implementer who plays a local implementation leadership role, holding the bigger 
picture, picking up the pieces and refocuses when interrupted 

 Leadership (Aarons, 2006; Aarons & Sommerfeld, 2012; Stirman, Gutner, Langdon, & Graham, 
2016) at multiple levels and types (Floyd & Lane, 2000; Heyden, Fourné, Koene, Werkman, & 
Ansari, 2017) 

o Senior leadership creates priority, gives authority (embeds within policy, structures), 
enables resources (funding/ resources) and adapts system structures  (Stirman et al., 
2016) 

o Middle management enacts priority, helps the fit between the intervention and 
organisation, helping practitioners make sense of how can be used in practice, activates 
the facilitative administration (data monitoring, reporting loop), trouble shooting 
systemic barriers (Kerrissey, Satterstrom, Leydon, Schiff, & Singer, 2017) 

o Informal peer leadership helps champion the work, helping it be seen to be able to work 
in workplace 

 Monitoring & Data (Bucci, Berry, Barrowclough, & Haddock, 2016; Ince, Haddock, & Tai, 2016; 
Wolpert & Rutter, 2018) helps to know what is happening – who is trained, if they use it, who is 
it used with, who is not in order to help tracking change and to inform decision making 

 Training & support (Herschell, Kolko, Baumann, & Davis, 2010; Lyon, Stirman, Kerns, & Bruns, 
2011) needed to build skills for practitioner, support use of skill and build confidence and 
competency. Practice support helps practitioners make sense of the new work into the old 
through trouble shooting challenges to practice  (Kerrissey et al., 2017),  enabling adaptation/ 
modification (Greenhalgh & Papoutsi, 2018) and overcoming hesitancy.  

5 Phase 1: learning from leadership interviews 
From the leadership interviews we learnt 5 things: 

 The approach taken for Implementation matters: More likely to put structures in place that 
enable sustainability if the organisation has vision that they implementing Let’s talk as an 
intervention rather than only as an intervention in a research trial 

 Context impacts: What started implementing into was a different organisation by the end of the 
4 years due to external policy and funding changes and internal restructures (some related to 
the external changes some just their own). Changes take attention, energy and resources away 
from implementation, resulting in interruption, set-backs and restarting the implementation 
process. 

 Implementation of Let’s Talk was hampered by 3 conflicts of paradigms seen in the values and 
practice of the work: 

o Family centred work is valued but the funding models are individual centred.  
o The pressured system leads to prioritising the acute needs while there is an aspirational 

value for recovery and prevention focused work 

o Collaborative practitioner/ parent team work vs risk assessment framework of child 
reporting (equal vs less equal) 
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 Readiness for implementing is affected by leadership and we learnt 4 things: 
o Managers juggle multiple priorities of which Let’s Talk is only one thus making it hard for 

them to give it the attention  needed to know about Let’s Talk and how to 
implementation it 

o all levels of leadership are important to engage with 

 senior managers are needed for authorising and prioritising. Policy 
development/ integration into policy signalled that Let’s Talk was endorsed and 
valued 

 middle managers are needed for enacting policy and enabling priority – vital for 
enabling fit to service’s everyday practice 

o Those that felt change imposed on less ownership for outcomes and gave less direction 

o Internal implementer such as FaPMI coordinators, enables readiness through refocusing 
attention on and holding motivation for Let’s Talk 

 From leaderships perspectives parents & practitioners readiness affects how let’s talk is used but 
also using let’s talk affected their readiness for other interventions 

o Parent readiness is impacted by how they are affected by and managing life stressors, 
stability of MH, perceived safety of relationship.  

o Practitioner readiness for Let’s Talk was impacted by their skills in interventions such as 
Let’s Talk (good engagement skills, comfortable with parenting and therapeutic 
interventions) and the workplace practices (organisation stability, reflective practice, 
critical mass). Mentoring, modelling and practice support helped to build confidence, 
trouble shoot and support adaptation to fit setting. Using Let’s Talk impacted 
practitioner readiness for other practice (recovery, other delicate conversations)  

o A dynamic relationship was suggested between parent and practitioner readiness with 
practitioner’s hesitancy limiting and being reflected in parents responses. Yet parents’ 
readiness not was not just something that a practitioner can shape. 

6 Phase 2 
6.1  Survey of practitioners trained 
Counting the practitioners who delivered Let’s Talk: 

 Most used Let’s Talk 59% (n=43) of which most went on to do more than only offer it (n=30, 
70%).  

 Most practitioners did more than only offer it (n=30, 70%).  

 Most who did deliver any part of LT did so within 2 months (72%). 

 Most who delivered it, delivered it more than 1 time with the mean time of delivery 
dropping as more components of LT are delivered.  

 

1The number of practitioners delivering the different types of LT overlaps 
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It was delivered to parents with common diagnosis found in AMHS: depression (n=27, 20%), anxiety 
(n=18, 13%), Psychosis (n=17, 12%), Bipolar(n=23, 17%), BPD(n=18, 13%), Schizophrenia(n=30, 22%), 
other(n=5, 4%). 

Most practitioners offered let’s talk during established engagement (n=45) 

Adaptations: Majority delivered LT as it was described always or most of the time (n=34 56%). 
Approx. third stated they had made adaptations (n=21, 34%). Majority described making adaptation 
to enable engagement: 

 changing language to suit a parent’s cultural or educational needs or their acuity 

 Flexible delivery style (smaller chunks over longer period) to fit parent acuity or / condensed 
to fit family availability  

 Some described adaptations to the log that have now been incorporated into the model – 
reduction of repetition of questions 

Some talked about adapting style of delivery to help integrate into usual ways of working 

No. of practitioners using Let’s Talk 
overtime: 

All services had practitioners who 
used Let’s Talk in the first 12 months 
and most had practitioners doing the 
complete Let’s Talk and the second 12 
months shows a decline except 
service 2. The last 12 months shows a 
decline in number of practitioners 
using Let’s Talk except for Service 4.  
Four services have practitioners with 
continued practice. Three of those 
services have only 1 practitioner 
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Average use of Let’s Talk over time 

By counting the types of LT use we also found out 
how many times those practitioners used LT at 
each service 

These next graphs look at the mean no. of 
sessions (Partial or complete, excluding 
introducing) at each service over the three time 
periods (the mean is commonly understood as the 
average - Add the numbers together and divide by 
the number of numbers). This tells us how many 
times on average a practitioner used LT 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

So we know that over all time points 299 parents were offered LT: 

 166 introduced  to LT (by 32 practitioners) (not counted when talking about delivery or 
continued use of LT) 

 70 partial delivery (by 16 practitioners) 

 63 complete (by 19 practitioners) 

We also found out a little about the practitioners and their workplaces in the study and the 
relationship to their use of LT by using the Family focused MH practice questionnaire. The numbers 
are small and hence we need to be careful of making sweeping statements. This told us that: 

 There were no correlations for any of the organisational support focused subscales 1-6 which is 
different to other papers using FFMHPQ. this might relate to the fact that the LT practice was 
built within a supported implementation process that might have mitigated some of these 
organisational barriers 
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There were however medium significant correlations seen between:  

 Delivering only the Introduction and worker wanting further training (could mean that those 
who didn’t get past introducing it identified a need for further training) 

 Delivering Part of Let’s Talk and the subscale 18 - a workers ability to address parenting issues 
within the context of mental illness 

    Offer only Partial Complete 

 N Mean SD rs p rs p rs p 

1. Workplace Support  62 4.49 1.690 .007 .955 .158 .221 .220 .085 

2. Location issue 62 4.50 1.328 -.163 .204 .005 .966 -.053 .684 

3. Time and Workload 62 4.27 1.321 -.090 .486 .003 .980 .140 .278 

4. Policy and procedures 63 4.78 1.191 -.063 .625 -.024 .852 .167 .191 

5. Professional Development 63 4.94 1.427 -.177 .164 .084 .514 .135 .291 

6. Co-worker support 61 4.57 1.210 .059 .653 .018 .893 -.048 .714 

10. Worker Confidence 63 5.28 1.236 .021 .870 .120 .347 .343** .006 

12. Skills and Knowledge 61 5.24 .934 .197 .129 .235 .068 .469** .000 

13. Assessing impact on the child 59 4.51 1.347 .065 .626 .174 .187 .327* .011 

14. Connectedness 59 5.30 .924 .143 .278 .139 .292 .271* .038 

15. Engagement issues 53 4.08 .917 -.144 .304 -.034 .810 .069 .623 

16. service Availability  62 5.23 1.126 .135 .297 .160 .214 .191 .138 

17. Training  57 4.78 .976 .385** .003 -.036 .793 .106 .433 

18. Parenting with a MH problem 63 5.13 1.074 .197 .121 .264* .037 .397** .001 

 

6.2 Audit of Organisations 
Learnt about the capacity of the organisations into which the implementation happened through an 
audit of components known to help implementation and sustained practice learnt from the 
literature and leadership interviews earlier 

Three parts to the audit 

 Organisation demographics 

 Implementation process 

 Current capacity to support LT 

5 services had major changes to their organisational structure during the period of implementation 
such as complete change of management personnel or structure, the others had minor changes such 
as changes to models of care, meeting structure or some personnel 
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The current capacity to support practice was divided into 9 areas.    

 Collecting data about parent consumers and their children  

 Using the parent data to target LT 

 Data or infrastructure to know of gaps in practitioners skills and knowledge 

 Data or infrastructure to know if practitioners used Let’s talk or not 

 Mechanisms for practitioners to get support or feedback on their practice or performance in 
LT 

 policies/ procedures that support LT (intake, allocation, job descriptions, supervision, 
training, KPI’s/Targets, quality improvement etc.) 

 Fitting goals and strategic aims of org. – how and how communicated 

 Having personnel who oversee implementation/ sustaining 

 Leadership supporting 

 

The capacity components that more of the services had included 

 having an overseeing personnel,  

 collecting data  

 infrastructure for practice support. The later was not necessarily focused on LT but 
incorporated mentoring, secondary consults and group reflective practice. 

The capacity components that fewer Services had included 
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 knowing whether practitioners were using LT,  

 training infrastructure that helped to target training when needed,  

 using the data they collect regarding parents/families to target use of practice  

 having policy/ procedures  govern delivery of LT.  

 

 

3 of the 4 Services with continued practice had the highest score in current capacity  

Noting here that with the exception of service 5 continued practice and capacity appear to be linked. 
Services with a 4 and above had some continued practice 

 

7 Phase 3: learning what enabled one service’s 
continued capacity and practice 

Services 4 and 2 were invited to participate in a case study to further understand what enabled their 
continued capacity and continued practice, however only service 4 was able to take up the offer 

Adding to the data from the survey in phase 2, data was collected on current use from the routine 3 
monthly snapshot data (Practitioner use of Let’s Talk Nov 2018 summary) – telling us about the 
practitioner’s use of LT across teams and professions. This tells us that  

 most teams have practitioners who can deliver components LT (7 out of 9)  

 Almost  1/3  who deliver LT deliver it to more than parent 

 46% of the parents offered LT (18 of 39) went on to participate in LT 

 All professions are representing in those who can deliver LT (with greater number of SW) 

 Delivery of LT is not just about the practitioner skills/ capacity (those that delivered LT to 
multiple parents had mixed results – refusal/ partial or completed ) 

 there may be a practitioner factors for some of the refusals (10 practitioner only had 
refusals) 
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Descriptions of Enabling Influences of Continued Organisational Capacity and Practitioner Use 

 

Name Description 

External social, political, 
financial context 

A new political & policy direction  (new MH Act, Recovery 
frameworks, increased MH funding), new national workforce 
initiative (COPMI online resource development) and a new 
research agenda (Government funded RCT on recovery & 
parenting) were external context enablers for the organisation 
and the intervention  

Prior Organisational Capacity Organisation history prior to implementation.  

Existing Organisational 
structures 

Existing organisational structures to support family children and 
carer focused work enabled the new intervention to fit. These 
structures included family children and carer specific capacity 
building roles within the organisation for over 10 years, policy 
and mandatory training systems to uphold policy. 

Existing Relationships and 
Partnerships (Organisational 
Bridging Social capital) 

Influential relationships and partnerships enabled prior and 
continued organisational capacity through bridging the 
organisation to opportunity and innovation in the field of family 
children and carers (training, research, resource development, 
expanded relationships with universities, government, 
international experts).  
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Name Description 

Organisational ownership Organisational ownership of implementation was enabled 
through development of own implementation vision & plans and 
being a steering partner in the research  

Prior Organisational Identity Organisational reputation and brand prior to implementation was 
already family children and carer focused with a history of carer 
support that included children's voices, of parent focused work 
and programs for children. The organisation’s identity also 
included using research for learning. 

Organisational Factors Sustainability influences related to the Organisation 

Accountability structures Having organisational structures to drive accountability 
supported the sustainability of organisational capacity and 
practitioner use. Such organisational structures included a driving 
committee embedded into the organisational hierarchy, capacity 
development personnel and system embedded into the service, a 
policy communicating priority and core business, systems 
monitoring policy use, data being used as driver of practice and 
compliance with policy 

Leadership accountability  An expectation of leaders to lead is supported through 
involvement in training, reporting and support systems and 
reflected in adherence to strategic directions, policy and 
programs 

Leadership stability Stability in leadership allowed for organisational memory and 
continued commitment while new leadership within stability 
brought new energy.  

Organisation fitting the 
intervention to self 

Adaptations were made by the organisation to better the fit of 
the intervention such as integrating documentation, system 
prompts, policy development and data reports 

Organisational identity The intervention is aligned with the organisation’s reputation and 
brand which includes a recovery family oriented culture that 
values lived experience and has connections strategic 
partnerships and relationships that enables learning and 
innovation. These are upheld by leadership and reflected in 
strategic directions, policy and programs. 

Other organisational 
initiatives 

There is a synergy between other initiatives active in the 
organisations that support use such as peer leadership, 
introducing a recovery model and a focus on data documentation 

Team Leadership support All levels of leadership (including informal) support sustained 
practice through buffering changes at internal/ external level to 
manage workload, aiding workforce stability, upholding priority 
set by organisation, holding practitioners account and creating a 
culture that is open to practice and that can see how it can fit into 
current practice  

Training and practice 
support 

The organisation has regular and accessible training that is 
integrated into data systems and other training. The selection of 
participants is purposeful and delivery methods incorporate peer 
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Name Description 

facilitators. There is post training reflective spaces and support 
that link to other initiatives and give attention to measure and 
build competency.  

Parent client The parent client’s stage of recovery and willingness to request 
help with parenting and children influences uptake  

Practitioner Factors Factors about the practitioners that enable sustainability 

Parents on Caseload Practitioner’s opportunity to use Let’s Talk is influenced by having 
parents on their caseload. While demographics of region/ team 
affect % of parents, practitioner’s previous experience,  interests 
and comfort can result in self-selection of parent clients 

Models of practice used by 
practitioners 

A person, parent and family focused model of practice that 
attends to relationships enables practitioners to incorporate 
parenting and recovery into their work 

Support from peers Other practitioners doing Let’s Talk gives role models, normalises 
the work, builds acceptability and critical mass amongst peers 
and enables practitioners to see it is possible to do within 
pressures of everyday work.  

Practitioner characteristics Practitioners professional interests, prior experience & training in 
family children and carer work and life/ personal experience 
influence use 

Practitioner identity Practitioners having a good connection and satisfaction with role 
and their own identity as a good practitioner supported by 
individual accountability enables use 

Resourcing Funding, staffing or other resources enabled sustained practice 
and organisational capacity. Growth funding decreased 
practitioner to client ratio and enabled recovery resources. 
Research brought funding, attention to issue and resources for 
data & analysis. National workforce initiative enabled accessibility 
through high quality, standardised online training and free 
resources for parents 

 

As a group they identified a number of things they learnt in the process of doing the study:  

 People contribute to organisational identity 

 Accountability systems need active leadership and Vis versa 

 Organisational and practitioner factors are both important for continued use  

 Need to implement strategically 

 Reflecting across levels brings new insights 

 Advocate for Parenting in recovery 

 

 

 

Appendix p.71

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A



 
Becca Allchin 2019, Sustainability & Let’s Talk Co-Design Companion Guide NOT FOR DISTRIBUTION 15 
 

8 References 
Aarons, G. A. (2006). Transformational and transactional leadership: Association with attitudes 

toward evidence-based practice. Psychiatric Services, 57(8), 1162-1169. 
doi:10.1176/appi.ps.57.8.1162 

Aarons, G. A., Miller, E. A., Green, A. E., Perrott, J. A., & Bradway, R. (2012). Adaptation happens: A 
qualitative case study of implementation of The Incredible Years evidence-based parent 
training programme in a residential substance abuse treatment programme. Journal of 
Children's Services, 7(4), 233-245. doi:10.1108/17466661211286463 

Aarons, G. A., & Sommerfeld, D. H. (2012). Leadership, innovation climate, and attitudes toward 
evidence-based practice during a statewide implementation. J Am Acad Child Psy, 51. 
doi:10.1016/j.jaac.2012.01.018 

Anderson, R., Crabtree, B., Steele, D., & McDaniel, R. (2005). Case Study Research: The View From 
Complexity Science. Qualitative Health Research, 15(5), 669-685. 
doi:10.1177/1049732305275208 

Beardslee, W. R., Solantaus, T., Morgan, B. S., Gladstone, T. R., & Kowalenko, N. M. (2012). 
Preventive interventions for children of parents with depression: international perspectives. 
The Medical journal of Australia, 199(3 Suppl), S23-S25.  

Blase, K. A., Dyke, M., Fixsen, D. L., & Bailey, F. W. (2012). Implementation Science: Key Concepts, 
Themes and Evidence for Practitioners in Educational Psychology. In B. Kelly & D. F. Perkins 
(Eds.), Handbook of Implementation Science for Psychology in Education. Cambridge: 
Cambridge University Press. 

Braithwaite, J., Churruca, K., Long, J. C., Ellis, L. A., & Herkes, J. (2018). When complexity science 
meets implementation science: a theoretical and empirical analysis of systems change. BMC 
Medicine, 16(1), 63. doi:10.1186/s12916-018-1057-z 

Bucci, S., Berry, K., Barrowclough, C., & Haddock, G. (2016). Family interventions in psychosis: a 
review of the evidence and barriers to implementation. Australian Psychologist, 51(1), 62-
68.  

Chambers, D. A., Glasgow, R. E., & Stange, K. C. (2013). The dynamic sustainability framework: 
Addressing the paradox of sustainment amid ongoing change. Implementation Science, 8(1). 
doi:10.1186/1748-5908-8-117 

Chambers, D. A., & Norton, W. E. (2016). The Adaptome: Advancing the Science of Intervention 
Adaptation. American Journal of Preventive Medicine, 51(4, Supplement 2), S124-S131. 
doi:https://doi.org/10.1016/j.amepre.2016.05.011 

Damschroder, L. J., Aron, D. C., Keith, R. E., Kirsh, S. R., Alexander, J. A., & Lowery, J. C. (2009). 
Fostering implementation of health services research findings into practice: a consolidated 
framework for advancing implementation science. Implementation Science, 4(1), 50. 
doi:10.1186/1748-5908-4-50 

Floyd, S. W., & Lane, P. J. (2000). Strategizing Throughout the Organization: Managing Role Conflict 
in Strategic Renewal. Academy of Management Review, 25(1), 154-177. 
doi:10.5465/amr.2000.2791608 

Greenhalgh, T., & Papoutsi, C. (2018). Studying complexity in health services research: desperately 
seeking an overdue paradigm shift. BMC Medicine, 16(1), 95. doi:10.1186/s12916-018-1089-
4 

Greenhalgh, T., Robert, G., Bate, P., Macfarlane, F., & Kyriakidou, O. (2005). Diffusion of innovations 
in health service organisations: a systematic literature review: John Wiley & Sons. 

Greenhalgh, T., Robert, G., Macfarlane, F., Bate, P., & Kyriakidou, O. (2004). Diffusion of Innovations 
in Service Organizations: Systematic Review and Recommendations. Milbank Quarterly, 
82(4), 581-629. doi:10.1111/j.0887-378X.2004.00325.x 

Herschell, A. D., Kolko, D. J., Baumann, B. L., & Davis, A. C. (2010). The role of therapist training in the 
implementation of psychosocial treatments: A review and critique with recommendations. 
Clinical Psychology Review, 30(4), 448-466. doi:https://doi.org/10.1016/j.cpr.2010.02.005 

Appendix p.72

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

https://doi.org/10.1016/j.amepre.2016.05.011
https://doi.org/10.1016/j.cpr.2010.02.005


 
Becca Allchin 2019, Sustainability & Let’s Talk Co-Design Companion Guide NOT FOR DISTRIBUTION 16 
 

Heyden, M. L. M., Fourné, S. P. L., Koene, B. A. S., Werkman, R., & Ansari, S. (2017). Rethinking ‘Top-
Down’ and ‘Bottom-Up’ Roles of Top and Middle Managers in Organizational Change: 
Implications for Employee Support. Journal of Management Studies, 54(7), 961-985. 
doi:doi:10.1111/joms.12258 

Ince, P., Haddock, G., & Tai, S. (2016). A systematic review of the implementation of recommended 
psychological interventions for schizophrenia: Rates, barriers, and improvement strategies. 
Psychology and Psychotherapy: Theory, Research and Practice, 89(3), 324-350. 
doi:doi:10.1111/papt.12084 

Kerrissey, M., Satterstrom, P., Leydon, N., Schiff, G., & Singer, S. (2017). Integrating: A managerial 
practice that enables implementation in fragmented health care environments. Health Care 
Management Review July/September, 42(3), 213-225.  

Lyon, A., Stirman, S. W., Kerns, S., & Bruns, E. (2011). Developing the Mental Health Workforce: 
Review and Application of Training Approaches from Multiple Disciplines. Administration 
and Policy in Mental Health and Mental Health Services Research, 38(4), 238-253. 
doi:10.1007/s10488-010-0331-y 

Martin, G. P., Weaver, S., Currie, G., Finn, R., & McDonald, R. (2012). Innovation sustainability in 
challenging health-care contexts: Embedding clinically led change in routine practice. Health 
Services Management Research, 25(4), 190-199. doi:10.1177/0951484812474246 

Reed, J. E., Howe, C., Doyle, C., & Bell, D. (2018). Simple rules for evidence translation in complex 
systems: A qualitative study. BMC Medicine, 16(1), 92. doi:10.1186/s12916-018-1076-9 

Reed, R., King, A., & Whiteford, G. (2015). Re-conceptualising sustainable widening participation: 
evaluation, collaboration and evolution. Higher Education Research and Development, 34(2), 
383-396. doi:10.1080/07294360.2014.956692 

Scheirer, M. A. (2005). Is Sustainability Possible? A Review and Commentary on Empirical Studies of 
Program Sustainability. American Journal of Evaluation, 26(3), 320-347. 
doi:10.1177/1098214005278752 

Scheirer, M. A., & Dearing, J. W. (2011). An Agenda for Research on the Sustainability of Public 
Health Programs. American Journal of Public Health, 101(11), 2059-2067.  

Solantaus, T., Reupert, A. E., & Maybery, D. J. (2015). Working with parents who have a psychiatric 
disorder In A. E. Reupert, D. J. Maybery, J. Nicholson, M. Gopfert, & M. V. Seeman (Eds.), 
Parental psychiatric disorder : distressed parents and their families (3rd ed., pp. 238-247). 
New York Cambridge University Press. 

Solantaus, T., & Toikka, S. (2006). The Effective Family Programme: Preventative Services for the 
Children of Mentally Ill Parents in Finland. International Journal of Mental Health Promotion, 
8(3), 37-44. doi:10.1080/14623730.2006.9721744 

Stirman, S. W., Gutner, C. A., Langdon, K., & Graham, J. R. (2016). Bridging the Gap Between 
Research and Practice in Mental Health Service Settings: An Overview of Developments in 
Implementation Theory and Research. Behavior Therapy, 47(6), 920-936. 
doi:http://dx.doi.org/10.1016/j.beth.2015.12.001 

Stirman, S. W., Kimberly, J., Cook, N., Calloway, A., Castro, F., & Charns, M. (2012). The sustainability 
of new programs and innovations: a review of the empirical literature and recommendations 
for future research. Implementation Science: IS, 7(1), 17-17. doi:10.1186/1748-5908-7-17 

Stirman, S. W., Miller, C. J., Toder, K., & Calloway, A. (2013). Development of a framework and 
coding system for modifications and adaptations of evidence-based interventions. 
Implementation Science, 8(1), 65. doi:10.1186/1748-5908-8-65 

Van de Ven, A. H. (2017). The innovation journey: you can't control it, but you can learn to maneuver 
it. Innovation, 19(1), 39-42.  

Wolpert, M., & Rutter, H. (2018). Using flawed, uncertain, proximate and sparse (FUPS) data in the 
context of complexity: learning from the case of child mental health. BMC Medicine, 16(1), 
82. doi:10.1186/s12916-018-1079-6 

 

Appendix p.73

©
 R

eb
ec

ca
 A

llc
hi

n 
(2

02
0)

 F
in

al
 w

ho
le

 O
A

http://dx.doi.org/10.1016/j.beth.2015.12.001


 Page 1 of 3 

Sustainability & Let’s Talk Phase 4: Co-design 
workshop 

Participant feedback form 

Q1 The purpose of the workshop was clear 

o Strongly agree  (5)  

o Somewhat agree  (4)  

o Neither agree nor disagree  (3)  

o Somewhat disagree  (2)  

o Strongly disagree  (1)  

 

Q2 The activities used in the workshop helped to meet its objective 

o Strongly agree  (5)  

o Somewhat agree  (4)  

o Neither agree nor disagree  (3)  

o Somewhat disagree  (2)  

o Strongly disagree  (1)  

 

Q3 I made a valuable contribution to the workshop 

o Strongly agree  (5)  

o Somewhat agree  (4)  

o Neither agree nor disagree  (3)  

o Somewhat disagree  (2)  

o Strongly disagree  (1)  

 

Q4 The workshop developed something useful for a FaPMI Coordinator 

o Strongly agree  (5)  

o Somewhat agree  (4)  

o Neither agree nor disagree  (3)  

o Somewhat disagree  (2)  

o Strongly disagree  (1)  

Appendix M - Study 5. Phase 4 Feedback form
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Q5 Before we met today I already had a good understanding of how to sustain practice  

o Strongly agree  (5)  

o Somewhat agree  (4)  

o Neither agree nor disagree  (3)  

o Somewhat disagree  (2)  

o Strongly disagree  (1)  

 

Q6 Before we met I already had a good understanding of implementation and sustainability theories 

o Strongly agree  (5)  

o Somewhat agree  (4)  

o Neither agree nor disagree  (3)  

o Somewhat disagree  (2)  

o Strongly disagree  (1)  

 

Q7 a) From this workshop I have more strategies that I can apply in my work that can help… 

About Strongly 
disagree  (1) 

Somewhat 
disagree  (2)  
 

Neither agree 
nor disagree  
(3) 

Somewhat 
agree  (4)  
 

Strongly 
agree  (5)  
 

Support Let’s Talk      

Example: 
 
 

Implement new practice      

Example: 
 
 

Sustain new practice      

Example: 
 
 

Apply research to 
practice 

     

Example: 
 
 

Other* 
Please define 

     

 
 

 

Q7 b) Using the knowledge from today’s workshop, one strategy I will action in the next 6 months is… 

 

 

 

Q7 c) What could be an indicator of success or achievement of that selected strategy above? 
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Q8. After today’s workshop I am more confident that something I implement will be sustained 

o Strongly agree  (5)  

o Somewhat agree  (4)  

o Neither agree nor disagree  (3)  

o Somewhat disagree  (2)  

o Strongly disagree  (1)  

 

Q9. After today’s workshop I am more confident that I can communicate within my service about what is 

important for implementing/ sustaining new practice. 

o Strongly agree  (5)  

o Somewhat agree  (4)  

o Neither agree nor disagree  (3)  

o Somewhat disagree  (2)  

o Strongly disagree  (1)  

 

Q10 What did you find most valuable about participating in the workshop? 

 

 

 

 

 

 

 

 

Q11 What did you find least valuable about participating in the workshop? 

 

 

 

 

 

 

 

 

Q12 Do you have any other feedback about the process of the workshop, the research project or the content 

developed?  
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