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Abstract
Aims Translation of evidence-based psycho-oncology interventions into routine care can significantly improve patient outcomes,
yet effective implementation remains challenging due to numerous real-world barriers. A key factor that may influence imple-
mentation is organisational readiness for change. This mixed method study sought to identify factors associated with
organisational readiness for implementing the Australian clinical pathway for the screening, assessment and management of
anxiety and depression in adult cancer patients (ADAPT CP).
Methods We collected data from multidisciplinary staff across six Australian cancer services who were preparing to implement
the ADAPT CP. Services were categorised as having ‘high’ versus ‘mid-range’ organisational readiness based on a median split
on the Organizational Readiness for Implementing Change (ORIC) questionnaire (score range = 12–60). Qualitative data from
the semi-structured interviews based on the Promoting Action Research in Health Services (PARiHS) framework were analysed
thematically and compared for services with high- versus mid-range organisational readiness.
Results Three services with high- (mean ORIC range, 52.25–56.88), and three with mid-range (range, 38.75–46.39)
organisational readiness scores were identified. Staff at services reporting higher readiness described a more collaborative and
proactive service culture, strong communication processes and greater role flexibility. They also reported greater confidence in
overcoming anticipated barriers and clearer strategies for addressing issues.
Conclusions Levels of organisational readiness were related to distinct qualitative themes. Targeting these issues in services
where readiness is mid-range or low prior to full-scale roll-out may improve staff levels of confidence and efficacy in
implementing psycho-oncology-focused interventions.
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Background

The importance of evidence-based screening, assessment and
management of psychosocial morbidity to promote improved
outcomes in cancer patients is well-recognised [1, 2].
However, while shown to be feasible [3], uptake of psycho-
social interventions has been slow and hampered by a lack of
attention to the processes of translating interventions into rou-
tine practice. A thorough understanding of barriers and facil-
itators to this process is therefore crucial to increase the like-
lihood of effective, smooth and sustainable implementation.

Research on the process of implementation, which includes
how an intervention is introduced, received and maintained by
services [4], is still scarce in psycho-oncology, with key
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researchers in the field calling for greater focus on such trans-
lational research [4, 5]. The few existing translational studies
have been consensus-based, focused on lessons learned and/or
restricted to screening rather than aftercare and management
[6]. Findings from assessments of clinical pathways in the
general hospital context suggest that hospital settings may
generate unique barriers [7], but little is known about imple-
mentation challenges specific to the tertiary cancer care
context.

Implementation science focuses on factors that promote the
systematic uptake of research findings and evidence-based
practices into routine care [8]. A number of implementation
frameworks have been developed to facilitate this process,
including determinant frameworks, which focus on under-
standing and/or explaining the factors that influence success-
ful implementation [9]. Most determinant frameworks, such
as the Promoting Action Research in Health Services
(PARiHS) framework [10], highlight the importance of con-
textual factors, such as receptiveness to change in an
organisational setting.

In order to more fully understand and reliably measure and
assess organisational factors, specific definitions and mea-
sures have been generated. Organisational readiness for
implementing change is one such factor that has received in-
creasing attention, with specific measures being created to
assess its applicability in a range of settings [11, 12].
Existing research suggests organisational readiness may be a
key precursor to the successful implementation of complex
interventions in healthcare settings [11] and may also help to
explain why some efforts to implement screening and man-
agement of psychological morbidity succeed, while others
fail.

To our knowledge, organisational readiness has not been
considered at all within psycho-oncology [13]. Organisational
readiness, if studied early in the implementation process, may
provide key information to guide the selection of implemen-
tation strategies to suit the healthcare context and needs of the
population [14]. The current study therefore sought to address
this gap and shed greater light on the factors associated with
organisational readiness both generally and specifically to the
psycho-oncology setting.

Study context

The Australian clinical pathway for the screening, assessment
and management of anxiety and depression in adult cancer
patients (ADAPT CP) [15] incorporates regular screening,
triaging to a stepped care model with five levels of anxiety/
depression, each with specific recommendations regarding the
content, process and intensity of care. Full details are included
in the ADAPT cluster randomised controlled trial (RCT)
study protocol [16]. The ADAPT CP includes the ability to

tailor its implementation to individual cancer services’ avail-
able resources, referral networks and preferred models of care.
Guided by a barrier and enabler analysis [17], intervention
resources and implementation strategies were incorporated
into the planned implementation of the ADAPT CP within a
cluster RCT of 12 cancer services in New South Wales
(NSW), Australia.

Objectives

The current study focused on early staff experiences of the
ADAPT CP implementation as they related to organisational
readiness. Specifically, we aimed to

1) Assess self-reported organisational readiness for change
at commencement of ADAPT CP implementation;

2) Identify factors associated with any differences in levels
of organisational readiness across services and

3) Identify factors specific to the introduction of a psycho-
oncology intervention.

Methods

Design, participants, setting and procedure

This study used a convergent mixed methods design, in which
both quantitative and qualitative data were collected at the
same timepoint [18]. Participants were staff at six cancer ser-
vices who were about to commence implementation of the
ADAPT CP. Three services were in major city locations and
three in inner regional areas, according to Accessibility
Remoteness Index of Australia (ARIA) Remoteness Area
(RA) classifications [19]. All staff were invited to complete
the quantitative online survey via REDCap, and a purposive
sub-sample of staff across clinical and non-clinical roles was
invited to participate in a telephone interview. All participants
provided informed consent to take part in the study. Data was
collected at baseline, after 3 months of pre-implementation
preparation and prior to full roll-out of the ADAPT CP. We
present data collected within a cluster RCT, the ADAPT
Program, funded by the CINSW (14/TPG/1-02). The study
was approved by the Sydney Local Health District Human
Research Ethics Committee, Protocol X16-0378 HREC/16/
RPAH/522.

Quantitative data

Staff completed demographic items and the Organizational
Readiness for Implementing Change (ORIC) survey [20], a
12-item measure with two subscales, i.e. change commitment
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(a shared resolve among organisational members to imple-
ment a change) and change efficacy (collective capability to
implement a change). The total score ranges from 12 to 60,
with higher scores indicative of greater organisational readi-
ness for change. The scale has strong psychometric properties
and has been validated for use in real-world hospital settings
[21].

Qualitative data

Semi-structured telephone interviews were conducted by a
trained qualitative researcher (LG), who was knowledgeable
of the ADAPT CP, but independent of the pre-implementation
process at each service. Interviews were audio-recorded and
transcribed verbatim. An interview guide was developed and
informed by a recent systematic review of hospital-based im-
plementation barriers and facilitators [7]. It explored percep-
tions of specific components of the ADAPT CP and more
general insights into each service context. It was pilot tested
by two authors (LG and PB).

Data analysis

Quantitative data were summarised using descriptive statistics
generated in IBM SPSS Statistics [22]. Qualitative data were
managed and analysed in NVivo qualitative data analysis soft-
ware [23]. Thematic analysis was used to identify key themes
derived inductively from the data. To ensure rigour of analy-
sis, a subset (20%) of the transcripts were reviewed and coded
separately by two authors (LG and PB) to identify preliminary
concepts, with iterative discussion to refine codes and sub-
codes. Following this, the first author coded the remaining
transcripts, with any ambiguity resolved through discussion
with the other authors (PB, NR and HS). Similar concepts
were grouped into themes, and patterns between themes and
subthemes were identified and mapped into thematic nodes
with NVivo, entering verbatim quotes. In line with qualitative
research standards [24], every attempt was made to use reflec-
tion and reflexivity to mitigate any biases. Finally, both quan-
titative and qualitative data sources were then integrated visu-
ally to demonstrate the relationships between ORIC scores
and qualitative themes.

Results

Participant sample details

Sixty-five staff across the six services provided quantitative
data and 44 participated in interviews (see Table 1). Across
services, response rate for the quantitative survey varied from
23 to 35%. The main reasons for refusing participation are
related to workload or being on leave. Staff came from

multiple disciplines including psychology, social work, med-
icine, nursing, allied health and clinical trials, administration
and management.

Quantitative results

The mean ORIC total scores for each service are presented in
Table 2. There was a significant correlation between the two
ORIC subscales (r = 0.991, p < 0.001), indicating that services
high in change commitment were also high in change efficacy.

Despite having experienced standardised preparation, ser-
vices showed some variation in levels of readiness, with
means varying from 38.75 to 56.88 across the six services
out of a possible range 10–60. As the ORIC has no published
cut-off scores to indicate high and low readiness, we used the
median score from our results to explore differences in read-
iness. Based on the median score of 52, three services had
overall ORIC means which fell above the median split. For
ease of interpretation, we termed these services as ‘high
organisational readiness’ services, and the three services that
fell below the median were termed ‘mid-range organisational
readiness’. No services had overall scores at the lowest end of
the ORIC. Item means for high- and mid-range readiness ser-
vices are shown in Table 3. Items with the widest divergence
between high- and mid-range services were the same items
that had the lowest means for the sample overall, i.e. (1) con-
fidence in co-ordinating implementation tasks and (2) confi-
dence in managing the politics of implementation.

Qualitative results

Difference in ORIC outcomes

Qualitative analysis highlighted five key areas (culture, flexi-
bility, beliefs about efficacy and sustainability, engagement
and preparation) of difference for services with high- versus
mid-range ORIC scores, either in theme content or frequency
of occurrence (major versus minor themes). Quotes
supporting each theme are provided in Table 4, with an addi-
tional table of quotes in Appendix Table 5.

Culture High readiness services were marked by strong ser-
vice culture, a strong sense of identity and a belief in their
abilities to take on implementation tasks despite workload
and resource challenges. Staff at these services described their
workplace culture as collaborative, proactive and supportive,
with clear communication processes in place. Staff believed
there was awareness of and engagement with the implemen-
tation at a whole site level. Staff at mid-range readiness ser-
vices reported a greater sense of discord and fragmentation.
These services were just as passionate and motivated regard-
ing patient care as high readiness services, but some staff felt
overstretched and were often frustrated by additional stressors
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such as redevelopment, increased patient volume andmanage-
ment changes. Participants expressed views such as ‘this
wasn’t the right time’ or was not what their service ‘needed
most’. Services’ awareness of and communication about the
ADAPT CP was more variable, with some staff fully aware
and engaged, but others feeling confused or uninformed due
to lack of established inter-disciplinary communication routes.
This negatively impacted sense of readiness, in terms of both
confidence and efficacy.

Flexibility High readiness services expressed a degree of flex-
ibility and willingness to change behaviours and role respon-
sibilities as new evidence about best practice emerged. This

flexibility meant that multidisciplinary staff at these services
were open to taking on new responsibilities related to the
ADAPT CP, and felt confident they would be supported by
colleagues if and when workload needed to be redistributed.
This contrasted with mid-range services where staff expressed
concerns about taking on extra tasks that did not fit with their
current role, or for which they were not expressly trained,
including psychosocial screening and triage conversations.
Many staff, not just those on whom the workload fell, de-
scribed the division of ADAPT CP labour as unbalanced.
Mid-range services also reported greater division in attitudes
toward the ADAPT CP; some staff (often involved in the
implementation team or in a particular role) had positive

Table 1 Participant
demographics Quantitative Sample Qualitative Sample

Sample 65 44

No. (%) No. (%)

Age range

18–25 1 (1.5) 1 (2.3)

26–50 45 (69.2) 29 (65.9)

51–75 19 (29.2) 14 (31.8)

Gender

Female 59 (90.8) 39 (88.6)

Male 6 (9.2) 5 (11.4)

Role

Psychosocial staff 13 (23) 7 (16)

Nursing staff 27 (47) 20 (46)

Medical staff 10 (18) 8 (18)

Allied health and clinical trials staff 4 (7) 2 (4)

Admin, technical support and non-clinical managers 3 (5) 7 (16)

Missing/not supplied 8 n/a

Total 65 44

Job status

Full time 45 (69.2) 32 (72.7)

Part time 20 (30.8) 12 (27.3)

Years in role

Mean (range) 6 (2 months to
25 years)

5.33 (5 months
to 19 years)

Table 2 ORIC means for each
service ORIC total (possible

range 10 to 60)
ORIC efficacy (possible
range 7 to 35)

ORIC commitment (possible
range 5 to 25)

Site A 52.25 30.37 21.87

Site B 56.88 32.38 24.50

Site C 53.18 30.27 22.90

Site D 39.20 22.00 17.20

Site E 38.75 21.25 17.50

Site F 46.39 26.39 20.00
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attitudes, but others did not, largely due to workload or skill-
based concerns. This created further tensions and less sense of
organisational coherence or confidence in implementing the
ADAPT CP. These factors showed triangulation with individ-
ual ORIC scale items, where greatest variance was shown
between high- and mid-range services on the ORIC items
assessing (1) ability to coordinate tasks and (2) manage poli-
tics, as shown in Table 1.

Beliefs regarding the efficacy and sustainability All services
reported a strong patient-centred focus, but in high readiness
services, this increased motivation due to the belief that the
ADAPT Program would improve patient care, increase staff
skills, save time and improve outcomes in the long term. In
contrast, mid-range readiness services raised concerns that the
ADAPT Program would not be sustainable due to lack of
resources including psychosocial staff, both within the service
and the broader community: ‘We don’t have a psychologist
full time and…often there’s a large waiting time’(Site E, 156,
cancer care coordinator).

Engagement with pre-implementation process High readi-
ness services perceived the pre-implementation process as ef-
fective and supportive, reporting that concerns were addressed
and resolved during the preparatory meetings with the

research team. They reported a sense of ownership resulting
from the engagement process and the ability to tailor the
ADAPT CP to fit their system and patients. Despite all ser-
vices experiencing standardised engagement strategies over
the same time period, staff at mid-range readiness services
reported less ownership and a greater sense of imposition.
These staff often felt they had either not been sufficiently
engaged in the process or their views and concerns had not
been heard by the lead team at their service. This was often
due to the ADAPT Program being led by one discipline or
tumour stream within the service, rather than being more
widely implemented across the whole cancer service.

Implementation preparation High readiness services showed
anticipation of potential barriers and ways to ensure long-term
motivation of frontline staff and sustainability. They believed
that the ADAPT CP would fit in with their existing systems
and processes. They reported awareness that while not every-
thing could be planned, they adopted an attitude of ‘rolling
with’ unpredictable changes that may arise during the imple-
mentation and a shared confidence that they would ‘figure it
out’. This confidence was fostered by a belief that a team
member would have considered potential barriers: ‘I’m sure
they – have brought it up, I’m just not aware of it’ (Site A, 169,
nurse). This faith in their colleagues and their service was a

Table 3 Means for each item of the ORIC by median split

Overall group
mean (range
1–5)

High readiness
mean (range
1–5)

Mid-range
readiness mean
(range 1–5)

Difference between
high and mid-range
readiness

Commitment subscale

1. People who work here want to implement the anxiety and
depression pathway.

4.4 4.78 4.06 0.72

2. People who work here are committed to implementing the
anxiety and depression pathway.

4.34 4.85 3.87 0.98

3. People who work here are motivated to implement this change. 4.15 4.56 3.77 0.79

4. People who work here are determined to implement the anxiety
and depression pathway.

4.05 4.44 3.68 0.76

5. People who work here will do whatever it takes to implement the
anxiety and depression pathway.

3.97 4.44 3.52 0.92

Efficacy subscale

6. People who work here feel confident that they can keep the momentum
going in implementing the anxiety and depression pathway.

4.05 4.48 3.64 0.84

7. People who work here feel confident that they can keep track of
progress in implementing the anxiety and depression pathway.

4.03 4.52 3.58 0.94

8. People who work here feel confident that the organisation can get
people invested in implementing the anxiety and depression pathway.

3.97 4.37 3.61 0.76

9. People who work here feel confident that the organisation can support
people as they adjust to implementing the anxiety and depression pathway.

3.97 4.37 3.62 0.75

10. People who work here feel confident that they can handle the challenges
that might arise in implementing the anxiety and depression pathway.

3.91 4.41 3.45 0.96

11. People who work here feel confident that they can coordinate tasks so that
implementation goes smoothly.

3.86 4.48 3.29 1.19

12. People who work here feel confident that they can manage the politics
of implementing this change.

3.71 4.30 3.16 1.14

3239Support Care Cancer (2021) 29:3235–3244
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key to the confidence with which they moved toward the
implementation.

At mid-range services, staff had concerns about the way
ADAPT had been set up: ‘I’ve always been positive for it, it’s
just about how it’s done’ (Site F, 534, nurse), which created
greater anxiety regarding potential barriers and less clarity
around how they might resolve issues. They reported feeling
unable to proactively raise concerns, or where concerns had
been raised, felt they were not satisfactorily resolved. Skill con-
cerns arose despite the specific ADAPT training, and at some
services, the lag-time between training and use was noted as a
problem. Staff reported a lack of support from higher level man-
agement staff and felt there was not the time or capacity to
address potential challenges, or build psychosocial skills.

Factors specific to psycho-oncology

The five key areas of difference between services with high-
and mid-range readiness identified above related to universal
concerns that may impact the implementation of any hospital
intervention. However, subthemes within each area indicated
that the introduction of a psycho-oncology-specific interven-
tion may be a complicating factor that has its own specific
influence on organisational readiness. Specifically, concerns
related to lack of mental health literacy or training and percep-
tions about the sustainability of a psycho-oncology clinical
pathway contributed to a decreased sense of readiness among
staff. Staff also highlighted the lack of time to build skills
required for new roles as a factor in bringing in a psycho-
oncology-specific change.

Discussion

This is the first study to explore organisational readiness for
change in implementing a psycho-oncology clinical pathway.
Specifically, we sought to assess self-reported organisational
readiness at implementation baseline, to identify factors asso-
ciated with differences in levels of organisational readiness,
and to identify factors specific to the introduction of a psycho-
oncology intervention. Using a mixed methods approach, we
identified key differences between services with high- versus
mid-range self-reported readiness. Our findings suggest that
services that report higher levels of readiness are flexible and
responsive to changing circumstances, with strong service-
wide communication strategies in place, as well as planned
strategies to monitor and support change. These services were
characterised as having staff who were comfortable taking on
the responsibilities of the ADAPT CP and who believed it
fitted with their current role. They were more likely to em-
brace its implementation and see it as an opportunity to im-
prove long-term outcomes for patients, staff and the service.
This finding is in line with implementation theories suggesting

that receptive cultures are more likely to implement new in-
terventions successfully [25].

In contrast, staff at services with mid-range readiness re-
ported a more divided culture, with lack of clarity or confusion
about organisational goals for participation in the ADAPT
Program, how decisions were made and who had ownership
over the process. These findings were paralleled in the quan-
titative data, where ORIC items related to confidence in co-
ordinating implementation tasks and managing politics of the
implementation received the lowest ratings. Both these factors
have been noted as potential barriers in previous
organisational research [7]. The politics of any implementa-
tion may be impacted by variation in the level of support and
commitment, which are more likely to occur when leaders
communicate inconsistent messages, when sub-groups of staff
have limited opportunity to share information or when
organisational members do not have a common basis of expe-
rience [11]. Clear communication regarding service goals for
the implementation may assist in overcoming perceived polit-
ical tensions. The psychosocial focus of the ADAPT CP also
appeared to exacerbate concerns in some cases, particularly
where staff felt under-skilled and under-supported to improve
their psychosocial care abilities. Psychosocial clinical path-
way implementation often involves multidisciplinary staff,
who may vary in their levels of mental health literacy, com-
petence and perceptions of relevance. The qualitative data
revealed that lower confidence led to doubt and decreased
readiness, compounded by perceived lack of support from
senior staff. For this reason, clear and engaged leadership
[26], along with provision of extra support and training are
critical, as well as prioritising time for staff to attend training.

Our results are in line with existing implementation science
frameworks such as the PARiHS, which highlight the need for
greater focus on contextual factors [25]. In the case of the
ADAPT CP, organisational readiness is clearly influenced
by beliefs regarding evidence for change, and how change
facilitation is experienced. In particular, how organisational
members feel about a change to current practice, and the value
they place on that change can be crucial [27]. This finding is
borne out in our data, where services with the highest readi-
ness had a strong sense of the value that the ADAPT CP
would contribute at both a patient and service level. This is a
significant step in preparing for change; if staff do not see the
intervention as relevant to the organisation’s mission, persua-
sion alone may not be sufficient for substantive change. This
is particularly relevant for integrating psychosocial change in
cancer care, where services are often juggling many signifi-
cant demands—any new intervention that demands changes
in behaviour or practices must clearly highlight the ultimate
benefits to both staff and patients. The data suggest that when
change is perceived as collaborative and optional, clinicians
feel empowered to tailor and engage with the process, rather
than feeling imposed upon.
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Theoretical and clinical implications

These findings add to the body of knowledge about the
existing culture of cancer care services and how these factors
may influence the success of interventions. Implementing
change can be demanding on staff and health services. Our
findings are consistent with previous research that interven-
tions which are flexible and engage with needs of end users
are likely to produce better outcomes [28]. The benefits of
early assessment of readiness cannot be underestimated.
Readiness can provide insight into the capacity and commit-
ment of end users prior to roll-out, to see if additional support
or changes are required. Using a validated measure such as the
ORIC, combined with early-stage stakeholder feedback, can
guide the tailored selection of implementation strategies.
Within our study, the two ORIC subscales of commitment
and efficacy were highly correlated, suggesting that using
strategies to support one area may increase the other; for ex-
ample, targeting efficacy by increasing available resources
may increase commitment to implementation. Our qualitative
results mirror these findings, suggesting that readiness is
shaped both by culture and by perception of the intervention,
which in turn may influence each other. It should be noted,
however, that organisational readiness for change is not the
only factor that may contribute to the uptake of interventions,
successful or otherwise. Other factors, such as engagement of
key stakeholders in pre-implementation efforts [29, 30], un-
derstanding drivers of resistance to change in health profes-
sionals [31], as well as policy and funding support for the use
of evidence in practice [32], are also highly relevant. There are
limitations to incorporating all such factors into the design of a
cluster RCT. We selected readiness for change given the need
to establish evidence about its impact in the psycho-oncology
literature.

Study strengths and limitations

This study addresses an area that has previously been lacking
in psycho-oncology and informs our understanding of this
topic through the use of formally collected mixed methods
data. The use of both a validated scale and in-depth interviews
allowed us to understand the breadth and depth of
organisational readiness. We employed rigorous methods in
gathering and analysing data from a range of multidisciplinary
staff at both urban and regional services.

Our findings are limited by the small sample size at each
service and single time point of data collection, allowing for
the use of descriptive statistics only, with only associational
findings. Assessment of readiness post-engagement limited
our capacity to assess the impact of pre-implementation strat-
egies. We decided to assess readiness only post-engagement

because we sought to specifically assess readiness to imple-
ment the ADAPT CP rather than general change; as such, it
was not possible for staff to complete these items until they
had been educated on what the ADAPT CP implementation
entailed.

Future directions

A question that the current study cannot answer is whether
mid-range readiness to implement change is sufficient to en-
able practice change. As the ADAPT Program has inbuilt
strategies of ongoing engagement, this may buffer against
mid-range readiness and support staff by allowing them a
forum to air concerns and continue to tailor options in real
time. Our ongoing research will address this question, follow-
ing the enrolled services through their mid-point and final data
collection at 6 and 12 months.

Conclusion

Assessing organisational readiness at the beginning of imple-
mentation can provide important insights about the culture,
resources and beliefs of the services in which change is
planned. The factors associated with readiness presented here
may serve as a useful starting point for future implementation
studies wishing to target organisational culture early to en-
hance likelihood of sustainable implementation success.
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Appendix

Table 5 Additional quotes for each theme

Culture Flexibility Beliefs about ADAPT Engagement Implementation
preparation

High readiness
major themes

‘My team are very keen to
do it, irrespective of the
difficulties it’s going to
pose because they see it
as important… if they
think it’s an advantage
for the patients… we’ll
work without stopping
… Instead of finding
reasons for something
not to happen, we seem
to find ways to make it
happen’ Site C, 146,
management

‘It’s a small unit and I think
the nature of cancer and
the service that we
provide is
ever-changing and
evolving. So I think
they are pretty good
with accepting change.’
Site C, 392, nursing unit
manager

‘People are going to be
resourced better,
resourced, that’s what I
think, opportunity for,
um, maybe quicker
improvement, quicker
improvement in the
mental health, and they
are going to be more
responsible for the
information that they
take in.’ Site A, 161,
psychologist

‘We were given the
opportunity for
ownership from the
very beginning…they
said to us, you know,
every unit’s different
and only we know how
ours operates… that
was certainly very open
and transparent from the
beginning.’

Site A, 395, nursing unit
manager

‘It’s just a more formal
process, really…it was
like oh, okay, so, it’s not
really going to take up
any more time,

it’s integrated well, …
without creating too
much extra paperwork
… I think it’s really
good.’ Site B, 169,
nurse

Mid-range
readiness
major themes

We’re a bit dysfunctional
… the leaders do the
best they can but…it’s
all new leadership, like
it’s all changing and so
with movement, things
like this get left to you
know, for people just to
handle it rather than it
be a centre thing. Site D,
154, administration

‘If people do not feel that
they have been given
the right educational
training for it, um, they
are probably a little bit
apprehensive of, you
know, wanting to put
their foot in the water to
roll it out… they just,
put the stopper up
straight away because
they cannot see a real
outcome at the end of
it.’ Site D, 152, nurse

‘You can do the studies but
at the end you need to
knowwhat is the benefit
to the patient. Whether
these type of studies, in
the past, have not done
anything benefit to the
patient. And whether
the - anybody has
changed the existing
system.’

Site E, 151, oncologist

‘I think the general nursing
staff on the floor have
got no idea about
it…[they]

know that it exists but they
would not know much
more than, what is it?
They’re not negative to
it, it’s just - they are just
not aware of it. It’s not
one of the things they
think about.’ Site F,
534, nurse

‘I’m, sort of, disappointed
now that it’s only in
clinic because I have not
got to use it at all, so you
sort of think I’m going
to forget most of what
was told me in that
one-on-one because I
have not seen it since,
and that was two
months ago.’ Site E,
153, nurse
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