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Literature review
Mental healthcare services are constantly undergoing organisational change. However, change is difficult to embed in these settings, despite changes being necessary to relieve pressures and provide patient-centred care. Adult acute psychiatric inpatient (AAPI) wards face certain complexities, making implementing change here particularly difficult. While recent studies have identified specific barriers and facilitators to change in AAPI settings, research has not yet been synthesised. This review aimed to comprehensively synthesise the barriers and facilitators to change on AAPI wards. 
Four databases were searched, and six studies were included. The quality of studies was assessed, highlighting some issues with reliability and validity.  Data was synthesised using the Capability, Opportunity, Motivation – Behaviour (COM-B) Model. Barriers and facilitators were mapped onto the Behaviour Change Wheel (BCW) Framework to inform recommendations for clinical practice. 
[bookmark: _Hlk167641509]Using ‘best fit’ framework synthesis, 16 themes were found to fit under the COM-B components, as well as an additional theme of ‘staff demographics’ which could not be mapped onto the model. Using the BCW, findings suggested that to address barriers to change, services should inform staff of the benefits of change and provide training for staff around implementation. A ward culture ‘shift’ – led by compassionate leadership – and protected time for change-project activities are required.
The current review provides initial information on barriers and facilitators to change in AAPI settings. However, additional research of high quality is required to further inform understanding and clinical practice. 

Empirical project
An aim of organisational change in National Health Service (NHS) mental health services is to ensure care is as person-centred and effective as possible. However, implementing change in adult acute psychiatric inpatient (AAPI) settings is difficult. While an NHS ‘model of change’ has been shown to help implement change in several settings, it has not yet been tested in AAPI settings. Understanding barriers and facilitators to change in these settings is important to develop a model of change that is tailored to AAPI settings, hopefully aiding implementation of organisational change. 
This study used realist evaluation (RE) to tailor the NHS Change Model for AAPI settings. Recruitment was attempted via an NHS mental health service. Recently, a process named ‘Purposeful Inpatient Admissions’ has been trialled on three AAPI wards within this service. Using this change as a basis for questions, focus groups and interviews were conducted to gather views about organisational change. Overall, 17 ward and psychology staff participated. 
Based on prior research, knowledge of the wards, and pre-existing models of change, it was theorised that four resources were needed to overcome barriers to change: facilitator attributes, frequency of meetings, change tools and leadership “buy-in”. Findings provided evidence for these assumptions. However, five new themes were found: staffing, safety, energy for change and sustainability, communication, and practical resources. A revised model of change for the AAPI setting was developed. 
Realist evaluation should be conducted across additional NHS AAPI wards to further understand barriers and facilitators to change, and resources needed for effectively and sustainably implemented change. Testing of the revised model of change is required.
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[bookmark: _Hlk167641097]Abstract
Objectives
Implementing changes in psychiatric inpatient settings is vital to relieve the pressures of the services and deliver excellent patient care. Adult acute psychiatric inpatient (AAPI) wards have specific challenges. This review aimed to systematically appraise and synthesise research to understand the barriers and facilitators to change in this setting and provide guidance for those seeking to implement effective, lasting change.
Method 
Four databases were systematically searched for qualitative, quantitative, and mixed-method studies. Six studies were included. Framework synthesis was undertaken, using the Capability, Opportunity, Motivation, Behaviour (COM-B) model. Barriers and facilitators were categorised into the subcomponents of the COM-B. The Behaviour Change Wheel (BCW) was employed to provide strategies for implementation.  The Mixed-Method Appraisal Tool was utilised to appraise quality. 
Results 
Overall, 16 themes were found to fit under the COM-B components. No factors were identified for the COM-B subcomponent ‘physical capability’. Additional barriers and facilitators that did not fit the model were staff age and occupational status, themed as ‘staff demographics’. BCW strategies included: training packages for staff, skills modelling for junior staff, and using incentivisation to increase motivation to engage. 
Conclusions 
The COM-B provided a framework for understanding the complexity of implementing change in AAPI settings. While this review cannot state which component represents the most salient influence on change, multiple barriers and facilitators were identified relating to psychological capability, and physical and social opportunity. When implementing change, relevant strategies should be utilised.
[bookmark: _Hlk176367515]Practitioner Points
· Findings highlight the need for relevant strategies to be used to overcome barriers and leverage facilitators; training packages for staff, skills modelling for junior staff, and using incentivisation to increase motivation to engage are important to consider. 
· Clinical psychologists can play an instrumental part in organisational change through implementing compassionate leadership. 
Keywords: 
Psychiatric; Inpatient; Change; Barriers; Facilitators; Framework Synthesis; Systematic Review




























[bookmark: _heading=h.30j0zll]Introduction
Acute inpatient psychiatric wards provide assessment and short-term treatment to people with mental health disorders who require intensive support (Delaney & Johnson, 2012). In the United Kingdom (UK), access to acute inpatient services is free via the National Health Service (NHS), funded by tax and national insurance contributions. People can opt for private care. Chaudhry and Pereira (2009) found that, in the UK, the demographic profiles of NHS and private Psychiatric Intensive Care Units (PICUs) patients were similar. However, there are notable differences between inpatient NHS care and inpatient care delivered by non-NHS organisations. Chaudhry Pereira (2009) reported private PICUs have more beds, nursing staff, and overall facilities, whilst NHS patients on average had a shorter length of stay compared to those accessing private care. Despite differences, any healthcare provider in the UK requires Care Quality Commission registration as a legal requirement under the Health and Social Care Act 2008, affording some level of standards regulation. 
Over recent decades, NHS services have been reconfigured with services striving to pivot from hospital to community care. In line with this, the number of beds available in acute inpatient psychiatric wards has reduced, which has impacted the inpatient population. Hospitals now treat those with the most severe and complex presentations, particularly in metropolitan areas (Saxena & Barrett, 2007). A major source of stress for staff working on acute inpatient wards is extreme staff shortages (Johnson et al., 2018). It is recognised that NHS inpatient psychiatric wards are demanding, unpredictable and sometimes hostile environments to work in (Mullen, 2009; Ward, 2011; Kaunomäki et al., 2017). 
Implementing organisational change is necessary to relieve pressures and consideration of the principles for implementing successful change – rather than the specifics of the change to be introduced – is imperative. Organisational change is defined as “change that involves differences in how an organisation functions, who its members and leaders are, what form it takes, and how it allocates resources” (Huber et al., 1993). Within healthcare there are different types of change: planned versus unplanned; episodic versus continuous; developmental, transitional, and transformational change; and systems thinking change (Huber et al., 1993). It is critical to understand exactly how change can be successfully implemented in healthcare settings, to avoid being caught in a cycle of inertia and to facilitate better quality evaluation of such changes.  
[bookmark: _Hlk166573135]Research has suggested several barriers and facilitators to change within mental health services. Barriers can be defined as any factors that hinder change being implemented or embedded, and facilitators as any factors that enable change to be implemented or embedded. When exploring barriers and facilitators to embedding trauma-informed principles in North American youth psychiatric inpatient and community settings, a realist systematic review found that five factors were imperative for implementation: commitment from senior leadership, adequate support for staff, inclusion of patients’ and families’ voices, aligning policies with trauma-informed principles, and using data to help encourage change (Bryson et al., 2017). A recent meta-synthesis conducted by Raphael et al. (2021) highlighted the challenges acute psychiatric inpatient services face when attempting to implement psychosocial interventions. Barriers included cost and time available for staff to implement changes, whilst facilitators included strong team cohesion and positive team dynamics (Raphael et al., 2021). These findings illustrate that multidisciplinary working and a whole team approach are crucial to making changes within acute psychiatric inpatient settings, and thus to improving patient care. 
However, Raphael et al. (2021) only focused on examining barriers and facilitators to implementing specific psychosocial interventions and excluded other organisational change. Their narrow focus makes the findings less reliably transferable to change processes in the acute multidisciplinary inpatient setting more broadly. Focusing on organisational change more broadly can help aid understanding of successful restructuring, new initiatives, process improvements and cultural transformations, all of which are commonplace events in modern NHS settings. It is important for the current review to focus on broader organisational change given the key role that Psychologists are expected to play in acute inpatient psychiatric settings, i.e. reaching beyond direct psychosocial interventions to working systemically with multi-disciplinary teams (MDTs) and senior leadership groups to influence quality of care.  West et al. (2022) conducted a large-scale study on acute NHS settings, finding positive links between leadership behaviours, staff experience and autonomy, and patient outcomes. The British Psychological Society (BPS; BPS, 2019) describes a core competency for Clinical Psychologists of ‘organisational and systemic influence and leadership’. This includes ‘influencing service delivery, working effectively in multidisciplinary teams and understanding change processes in service delivery systems.’ These skills are particularly relevant in acute psychiatric inpatient settings where Clinical Psychologists are in leadership positions and work with MDTs to enhance psychologically informed care provision (BPS and Association of Clinical Psychologists UK, 2021). 
[bookmark: _Hlk166578983][bookmark: _Hlk166579100][bookmark: _Hlk176366730]Additionally, Raphael et al. (2021) focused on various acute inpatient environments, rather than specifically NHS adult acute psychiatric inpatient (AAPI) settings, which may have a specific set of barriers and facilitators to change. For example, research suggests that barriers to implementation in AAPI settings include staff feeling a sense of ‘organisational unfairness’ in response to change (Laker et al., 2019). Studies that have reported barriers and facilitators to organisational change in AAPI settings have not been synthesised in a systematic way. A second aim of the review is to feed into a realist evaluation (RE) which will look at the NHS Change Model – an evidence-based framework used to guide change within the NHS – and its applicability to the AAPI setting. It is therefore necessary to limit the scope of the current review to NHS AAPI settings, as opposed to other acute settings, as investigated by Raphael et al. (2021). Additionally, as the NHS Change Model is predominantly used by staff and policy makers, it is important to capture the views of staff in relation to barriers and facilitators to change to ensure change models are applicable to them. Studies focusing on patient views of change are important, however patients may focus on different aspects of care whereas staff may have a ‘behind the scenes’ insight into why change does or does not work. 
Systematic reviews aim to understand whether an intervention works or not, for which groups of people, and under what circumstances. Different methods are required to synthesise review findings based on the research questions. ‘Best fit’ framework synthesis (BFFS) is one method that can be employed, it originates from Framework Analysis, and allows researchers to capture new understandings of primary data integrated into the framework.  BFFS has been described as a pragmatic and flexible approach and uses an a priori framework, such as a theoretical model which appears applicable to the area under review, to guide the synthesis (Carroll et al., 2013). The model is applied, tested and – if necessary – refined to better integrate the data. Its ability to enhance rigour of complex systematic reviews by increasing transparency is an advantage of the method (Huberman & Miles, 2002). While BFFS has been increasingly used in both qualitative and mixed-methods evidence syntheses (Brunton et al., 2020), the current review also included quantitative primary research. This decision was made to accommodate studies that quantified barriers and facilitators to change in AAPI settings. 
[bookmark: _Hlk166574053]The Behaviour Change Wheel (BCW; Michie et al., 2011) is a theory-based framework for intervention development (Michie et al., 2011). The BCW was developed from 19 frameworks of behaviour change which were identified in a systematic review (Michie et al., 2011), and consists of three ‘layers’. The inner ‘layer’ of the BCW uses the COM-B (‘capability’, ‘opportunity’, ‘motivation’ and ‘behaviour’) model to identify the foundations of the behaviour that could establish effective targets for intervention. Capability refers to a person’s psychological and physical ability to participate in a particular behaviour. Opportunity refers to social and physical factors that allow behaviour to occur. Motivation refers to the automatic and reflective processes that unconsciously and consciously influence behaviour (Michie et al., 2011). The COM-B model can be used on the level of an individual, group or population (Michie et al., 2011). The ‘layer’ surrounding the COM-B includes nine intervention functions to choose from based on the COM-B analysis. The outer ‘layer’ of the BCW identifies seven policy categories that can support delivery of these intervention functions. Overall, the BCW provides a systematic way of understanding the ‘goal’ behaviour and from this identifies relevant intervention functions and policy categories. Specific techniques for behaviour change can then be assumed from the identified intervention functions.
The COM-B model was used as the theoretical framework for the current synthesis to explore perceived barriers and facilitators to change in AAPI settings. Barriers and facilitators were then mapped onto the BCW to help inform potential implications for practice.  Whilst the Theoretical Domains Framework (TDF) could be used, the COM-B is preferred due to it being able to capture broader organisational change elements and supporting the analysis of links between different factors necessary for change. The TDF is purely descriptive, not allowing for researchers to make links between domains (Francis et al., 2004). Given the challenges that are faced when delivering AAPI care, it is important to understand what enables or hinders change, and to provide recommendations that are tailored to this setting. While Raphael et al.’s (2021) review did discuss and provide recommendations, mapping of codes and themes to the COM-B can facilitate the identification of interventions using the BCW for healthcare professionals, which will be undertaken in the current review.
Aims
The current review aimed to summarise and synthesise research findings from primary studies exploring barriers and facilitators to change in the AAPI setting. The objective was to provide guidance for those seeking to implement change in these settings, as well as to feed into a further empirical project seeking to develop a model of change which is applicable to the AAPI setting to guide future projects. The following research questions were posed: 
· What are the facilitators and barriers to organisational change in the NHS AAPI setting?  
· What are the implications and key recommendations for AAPI settings undergoing organisational change?


Method


Design 

[bookmark: _Hlk176366649]A mixed-method systematic review was performed to understand the facilitators and barriers to change in the AAPI setting. A mixed-method approach was used as the review questions can be addressed by including both quantitative and qualitative research designs to account for the inherent complexity of embedding organisational change. This approach helps to maximise findings by not only minimising the chance of excluding relevant studies, but through each design building on the weaknesses of the other. 
A systematic review protocol was developed (Appendix A). The review was pre-registered on PROSPERO by the author in June 2023 and updated in February 2024 (reference: CRD42023436944). The review was conducted with adherence to the Preferred Reporting Items for Systematic Reviews and Meta Analyses (PRISMA) checklist (Page et al., 2021; Appendix B) to support the transparency and quality of reporting. Additionally, the ‘enhancing transparency in reporting the synthesis of qualitative research’ (ENTREQ) framework was completed by an independent researcher (CG) (Appendix C).




Search Strategy

The SPIDER (Sample, Phenomenon of Interest, Design, Evaluation, Research type) framework was used to develop the search strategy, an adaptation of the PICO tool for mixed-method reviews (Cooke et al., 2012; Table 1). 

Table 1
Research criteria identified with the SPIDER tool
	Criteria
	Description

	Sample
	Staff working in services identified as NHS adult acute mental health inpatient services


	Phenomenon of Interest
	Implementation of organisational change 


	Design
	Interviews, focus groups, observations, surveys 


	Evaluation
	Staff perceptions of barriers and facilitators to organisational change


	Research type 
	i) qualitative studies 
ii) quantitative studies
iii) mixed-methods—studies combining qualitative and quantitative methods of data collection and analysis which included cross sectional studies, case-control studies, cohort studies, quasi-experimental studies, and randomised control trials




[bookmark: _heading=h.bt7d0jr7gzta]In June 2023, the author conducted a comprehensive systematic search of published literature using four electronic databases: MEDLINE, EMBASE, CINAHL and PsycINFO. The lead author consulted an external NHS librarian on the search strategy (Table 2) to ensure a robust search methodology and enhance results.  Keywords used in a related review (Raphael et al., 2021) were considered and adapted to incorporate broader change projects when determining the search terms. Prior to beginning the searches, search terms were discussed and agreed in supervision. Research has indicated that two or more databases are necessary for a comprehensive search (Suarez-Almazor, 2000), therefore using four in the present study was considered sufficient to ensure the capture of all relevant publications. Inclusion of grey literature – i.e. literature which is not formally published – is deemed to broaden the scope of identified studies and can provide valuable insights. However, there is no consensus around robust methods to search for it. Given the quality and validity of information in grey literature may vary significantly due to self-published research not undergoing a peer-review process, it is necessary to balance inclusion of grey literature whilst also maintaining rigorous evidence synthesis (Mahood et al., 2014). Grey literature was searched for with caution, however, no relevant literature was found. 
[bookmark: _heading=h.1fob9te][bookmark: _Hlk167800665][bookmark: _heading=h.lrtnijp3kxd] In March 2024, the search was re-run as the registered PROSPERO protocol was updated in February 2024. The update was necessary as the analysis was changed from a narrative synthesis to ‘best fit’ framework synthesis. ‘Best fit’ was chosen for two main reasons related to the review’s topic and aims: it allows production of context-specific conceptual models that help to describe or explain decision-making behaviours; and it is helpful for researchers and policymakers in tailoring interventions based on the models produced. 
Truncation was used to expand the search terms to include varied word endings. For example, using embed* rather than embedding or embedded. Search terms were modified to include Medical Subject Headings (MeSH) and adapted to meet the requirements of different databases. For example, the search of MEDLINE included MeSH terms, but quotation marks were removed when performing the search on PsycINFO. When MeSH terms were available, they were exploded and combined. Manual forward and backward citation searches of reference lists of included papers and a relevant literature review (Raphael et al., 2021) were conducted to aid retrieval of all relevant papers. No additional papers were identified.
Table 2
Search Terms
	Search Terms

			
[bookmark: _Hlk167800114]Barrier* OR facilitat* OR block* OR constraint* OR embed* OR obstacle* OR enable* OR promot* OR resist* AND 
Mental health personnel AND
Psychiatric hospital OR mental disorders AND 
Adult*



Study Selection 
The inclusion and exclusion criteria are presented in Table 3.
Table 3
Inclusion and exclusion criteria
	Inclusion Criteria

	Acute psychiatric inpatient settings (identified as adult acute mental health inpatient services)
Participants should be staff working in the above setting
International (in countries where healthcare is considered ‘NHS’)
Papers involving National Health Service (NHS) settings / majority NHS organisational health settings 
English language
Findings are reported on organisational change processes, barriers and facilitators 
Primary research papers 
Papers that directly examine barriers and facilitators of change

	Exclusion Criteria

	Other inpatient or community settings
Child / adolescent or older adult settings 
Focusing on patient views only / not capturing staff perceptions of change 
Studies including solely non-NHS organisational settings 
Non-English language (due to the need for quality checking by the reviewing team)
Findings must be transferable to other change projects (i.e. not specific to one intervention)
Secondary studies e.g. reviews
Papers that do not directly examine barriers and facilitators of change as a research aim





Results
Screening 
[bookmark: _heading=h.3znysh7]The PRISMA diagram for the search is shown in Figure 1. Searches generated 2006 papers (MEDLINE, EMBASE, CINAHL and PsycINFO). Papers were exported to the reference manager RefWorks, and duplicates were removed (n=502). Papers in non-English language were removed by hand (n=768). The author conducted a title and abstract screening of the remaining papers to assess eligibility for inclusion (n=736). Papers that did not meet inclusion criteria were excluded (n=673). A full-text review of shortlisted articles eligible for full-text review was completed (n=63). Overall, six papers met the inclusion criteria and were eligible for inclusion in the synthesis. To support the reliability of the study selection process, a second reviewer independently assessed the eligibility of all papers during full-text screening. It was agreed in advance that conflicts would be discussed, and any disagreements resolved by consensus. No discussions were necessary as there was 100% consistency between reviewers. 
[bookmark: _Hlk176367057]There are no agreed minimum numbers for systematic reviews as they should seek to answer the research question, however the pros and cons of broad versus narrow reviews should be considered. Narrow reviews can be easier for readers to make sense of. Unfortunately, this may mean that evidence is limited and can lead to misleading conclusions if not interpreted cautiously. A pro of broader reviews is a more comprehensive summary of the literature, increasing generalisability. However, clear rationale may be lacking (Thomas et al., 2019). The author considered how to increase the number of studies that informed the findings, for example including studies conducted in non-NHS organisations, those looking at a specific intervention or research focusing on patient views as well as staff.  However, as discussed, an aim of the review was to feed into a realist evaluation (RE) evaluating the NHS change model for the AAPI setting, through focusing on staff perspectives of broader organisational change. It was therefore necessary to limit the scope of the current review to NHS AAPI settings and broader organisational change as opposed to all interventions across all inpatient settings. Findings from such studies might have been too specific to the intervention to generalise to broader barriers and facilitators to change in the AAPI setting. Additionally, whilst understanding patient views is necessary and important, staff will have ‘behind the scenes’ insight into barriers and facilitators of organisational change which are pertinent to the current study, and patients may not hold this systemic knowledge. 

[bookmark: _heading=h.cv6mahkwujoc][bookmark: _heading=h.bouzxr7accfj]







Figure 1 
PRISMA Diagram, adapted from Moher et al. (2009)
   [image: A screenshot of a computer
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Quality Assessment 
[bookmark: _Hlk164619379]Debate surrounds the critical appraisal of studies. Currently, whilst there is an agreement studies should not be excluded based on quality (Hong et al., 2018), it is agreed that quality assessments should be completed, and quality should be acknowledged. Therefore, irrespective of the number of included studies, it is the quality, relevance and rigour of studies that is of upmost importance when selecting studies for systematic reviews. These aspects allow for transparent and accurate evidence synthesis (PRISMA, 2020). The quality of eligible studies was appraised using the Mixed-Method Appraisal Tool (MMAT; Hong et al., 2018; Appendix D). This tool was developed for the appraisal of qualitative, quantitative, and mixed-methods studies and has been used in a similar mixed-method systematic review (Raphael et al., 2021). Quality assessment was conducted by the lead author and an independent reviewer, separately. There was an almost perfect inter-rater reliability (κ = 0.81; Landis & Koch, 1977). Disagreements between the reviewers were resolved through discussion. 
Data extraction 
Study characteristics were extracted from the included studies by the lead author using a bespoke data extraction form. Data included author, year of publication, participant characteristics, setting, country, aims, design, method, reflexivity, overview of results (Table 4).
Data transformation 
The author takes a position of critical realism, recognising it is useful to understand causal mechanisms, whilst holding that such knowledge is socially constructed. This position also takes a pragmatic stance to bridging positivist and constructivist approaches to understand such phenomena, allowing for the integration of both quantitative and qualitative data to provide an explanatory framework for those seeking to implement change. The review question can be addressed by including both quantitative and qualitative research designs to account for the inherent complexity of embedding organisational change. As such, a convergent integrated approach was followed, as according to the Joanna Briggs Institution (JBI) methodology for mixed-methods systematic reviews (Stern et al., 2020).
[bookmark: _Hlk167800796]The JBI methodology involved simultaneously integrating and synthesising quantitative and qualitative data through data transformation. As specified in JBI’s convergent integrated approach for mixed-methods reviews (Stern et al., 2020), the quantitative data extracted from survey studies and quantitative component of mixed-methods studies were “qualitised”. This involved transforming quantitative data that answers the research question, such as relevant statistical results, into descriptive text. Subsequently, the “qualitised data” was merged with the qualitative data extracted from qualitative studies and the qualitative component of mixed-methods studies.
Data synthesis and integration 
BFFS was used to synthesis and integrate data. Glenton et al. (2018) discuss that in qualitative research a focus should be maintained on the richness of data rather than quantity. BBFS therefore has particular value for synthesising fewer papers because it enables the researcher to investigate what is there but also to identify what is not there, i.e. where the gaps are. The author chose the framework synthesis approach because a published model – the COM-B model – was identified from the literature that conceptualised behaviour change in public health settings (Figure 2). The approach therefore was initially augmentative and deductive (i.e., building on the existing model), rather than grounded or inductive (i.e., starting with a completely blank framework). The model identified did not entirely match the topic under study, but it was a “best-fit” and provided a relevant pre-existing framework and themes against which to map and code the data from the studies identified for this review. 
 A deductive and inductive approach was then taken to identify barriers and facilitators, as proposed by Carroll and Booth (2013), starting with, an overarching theme framework informed by the COM-B model (Michie et al., 2011). Data were extracted from the results and discussion sections of articles, including participant quotations and author interpretations. Data were initially extracted by shortening and condensing as codes and categorised deductively as either a barrier or facilitator. Data were then grouped thematically; the first author read and re-read the coded items, and then grouped similar/related items into iteratively developed themes. Each theme was then categorised according to the predefined constructs of the COM-B model. A second reviewer cross-checked the data and coding. Barriers or facilitators that could not be categorised or fit with the predefined constructs were coded as ‘other’. An inductive approach was used to theme these additional data to develop additional barriers or facilitators of change. Themes were then mapped onto the BCW to help inform potential implications for practice.   

Figure 2
The Capability, Opportunity, Motivation, Behaviour (COM-B) model (Michie et al., 2011)

[image: A diagram of a business flow

Description automatically generated]



Reflexivity and validity

Both the author and research supervisor have experience of working in inpatient psychiatric settings undergoing organisational change. Although neither have formally investigated barriers and facilitators to change in this setting, through personal experience there may be preconceived ideas of what barriers and facilitators exist. The influence of these preconceptions was minimised through regular reflective discussions. This discussion process helped ensure other interpretations were considered which enhanced the validity of the findings. A reflexive diary was kept throughout the process and used to record thoughts, reflections and potential biases whilst conducting the analysis (Appendix E).

Summary of Included Papers 
Six studies met the inclusion criteria. Figure 2 details the PRISMA diagram of the screening process for included studies.
The characteristics of each study were summarised within Table 4. The publication dates of the studies ranged from 2006-2022. All studies were based in the UK.
 The exact number of participants could not be calculated as two studies failed to report this (Brennan et al., 2006; Taylor et al., 2022). Laker et al. (2014) reported the number of staff who took part in the qualitative interviews (n=32) and factor analysis (n=125); however, it is not known if staff overlapped between the two parts of the study. The inclusive number of participants for the three studies who reported the total number of participants was 394. For most studies, participants consisted of clinical (nurses, nursing assistants, psychiatrists, therapists, psychologists, and social workers) and managerial staff. Less frequently, administrators, a peer provider, a nursing scientist, and a quality officer were included. 
[bookmark: _Hlk164015174]For the qualitative studies, one used semi-structured interviews and group interviews to gather data and two used field notes of various team meetings including supervision and reflective practice. Thematic analysis was used for two studies. Brennan et al. (2006) failed to report the analysis used. 
For the quantitative studies, one study utilised a cross-sectional design and employed random-effects models, while the second was a cluster randomised controlled trial using unstructured multivariate linear regression models.  
For the mixed-method study, semi-structured interviews and group interviews were used to gather qualitative data. Data was analysed using thematic analysis. The quantitative element was of correlational design and employed exploratory factor analysis and random effects models to measure associations. 
Quality Appraisal Results
Table 4 details the quality appraisal summary of the included studies using the MMAT tool (Appendix D). The MMAT tool does not suggest generating an overall score of quality from the rating of each criterion, nor excluding studies based on the quality (Hong et al., 2018), therefore it is important to consider aspects which could further contribute to the appraisal of the studies and highlight specific limitations, discussed below. 
Summary of Methodological Quality of Studies 
According to Stenfors et al. (2020), four criteria - credibility, dependability, confirmability, and transferability – should be used to appraise the quality of research. Five out of the six studies could be deemed largely credible, dependable, confirmable, and transferable through: being transparent regarding the design and data collection methods (as well as giving justification for the methodology chosen), comprehensively exploring and integrating data to explain their findings, and discussing the broader relevance and applicability of the study beyond the immediate context. All studies detailed ethical approval. 
No papers discussed their epistemological standpoint. Taylor (2022) and Brennan (2006) failed to report the number of participants. Two studies failed to discuss consent, and only two studies clearly described recruitment. Laker et al. (2014) failed to report quotes to evidence data. They also, along with Brennan et al. (2006) failed to consider reflexivity, which is important for transparency and credibility of findings (Dodgson, 2019). Brennan et al. (2006) failed to report the analysis used, however this was the oldest paper included, and so could indicate the more recent development of qualitative methodology (Howitt & Cramer, 2010). 
There is debate over minimum response rate-criterion, but the consensus is that there is a greater likelihood of nonresponse bias when there is a lower response rate. In Laker et al. (2020)’s study, 64% of staff invited to participate took part. The authors note efforts were made to minimise response bias by visiting wards outside of normal office hours. Some journals require a response rate of at least 60% for a study to be considered for peer review (JAMA, 2013), therefore the risk of non-response bias is technically low according to this guideline but is something to consider as non-response can compromise external validity.
As this review is concerned with examining implementation of organisational change in the AAPI setting, the methodological limitations of the included studies are of interest. The limitations further highlight challenges within AAPI settings, there may be parallels in terms of challenges with conducting research and challenges with making changes. 
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Table 4
Summary of study characteristics including critical appraisal of the quality of included studies 

	Study 
	Authors (year)
	Population & sample 
	Setting 
	Country
	Design of study 
	Aim(s) 
	Data collection method & analysis  
	Reflexivity (if applicable)
	Brief overview of results & key discussion points 
	*MMAT
(0 = no, 1 = yes, 2 = can’t tell)


	The challenge of change in acute mental health services: measuring staff perceptions of barriers to change and their relationship to job status and satisfaction using a new measure (VOCALISE)
	Laker et al. (2014)
	Mental health nursing staff at varying levels - nursing assistants, entry level qualified nurses, senior
nurses and ward managers

For qualitative interviews n=32 For factor analysis n=125
	An acute mental health NHS Trust in London (number of hospitals/wards unknown)
	England
	Two staged study:
Stage1 - qualitative

Stage 2 - quantitative (correlational design)


	i) To understand how health staff perceive the climate for implementing changes. Specifically focused on barriers to change

ii) To create a measure to assess this construct (VOCALISE)

iii) To examine associations between VOCALISE scores, occupational status and job satisfaction

	Stage 1: Semi-structured individual and group interviews - analysed using thematic analysis to determine measure items

Stage 2: Survey using measure items - exploratory factor analysis and random effects models used to measure associations
	Not reported for qualitative element
	Seven overall themes were identified from the interviews:
communication, generation of ideas, outcomes of
changes, resistance, strategy, support, and monitoring,
and team dynamic.

The exploratory factor analysis indicated three hidden psychological components:
-Factor one: unsuccessful change linked to staff
Perceiving change as beyond their control, highlighting a sense of powerlessness and poor work-related autonomy.
-Factor two:
staff confidence related to how the process of change occurs.
-Factor three: 
disillusionment and loss of motivation impacts on the team relationship, leading to a lack of group commitment. 

Staff with higher organisational status view changes more favourably than junior staff. 

	**S.1 = 1
S.2 = 1

1.1 = 1
1.2 = 1
1.3 = 1
1.4 = 2
1.5 = 1
4.1 = 1
4.2 = 1
4.3 = 1
4.4 = 1
4.5 = 1
5.1 = 1
5.2 = 1
5.3 = 1
5.4 = 1
5.5 = 1

	The impact of ward climate on staff perceptions of barriers to research‐driven service changes on mental health wards: A cross‐sectional study
	Laker et al. (2020)
	Mental health professionals consisting of direct care staff (healthcare assistants and qualified nursing staff) and managers were (clinical charge nurses, practice development nurses and team leaders) (n=125)

	Seven acute inpatient psychiatric wards,
and a specialist inpatient women’s service, in a mental
health NHS trust

	England
	Quantitative (cross‐sectional design)
	i) To build a model that provided the best explanation of the effects of ward climate on staff perceptions of barriers to change

ii) Use the model to answer the question ‘Does ward climate influence mental health nurse's perceptions of barriers to change?’

	Data from surveys were analysed using random-effects models
	N/A
	Five factors significantly and negatively affected perceptions of barriers to change: perceptions of ward climate, incidents, temporary staffing, occupational status and burnout.

Staff with low job satisfaction and high interaction anxiety were demotivated to engage in change projects and had low confidence in change projects.


	S.1 = 1
S.2 = 1

4.1 = 1
4.2 = 1
4.3 = 1
4.4 = 1
4.5 = 1

	Constraints and blocks to change and improvement on acute psychiatric wards–lessons from the City Nurses project
	Brennan et al. (2006)
	Mental health nurses (number of participants not recorded)
	Two acute inpatient psychiatric wards within a mental health NHS trust, each with 18 beds

	England
	Qualitative
	To describe some of the structural and organisational constraints on change in acute psychiatry
	Data collected through fieldwork notes, team discussion notes and supervision notes (analysis not named)

	Not reported
	Data analysis produced five overall themes: basic resource issues (staffing levels and quality), basic resource issues (environment), basic resource issues (beds), ‘who leads what?’, and risk, fear, and change

	S.1 = 1
S.2 = 1

1.1 = 1
1.2 = 1
1.3 = 2
1.4 = 1
1.5 = 1

	Barriers and enablers to implementation of the therapeutic engagement questionnaire in acute mental health inpatient wards in England: A qualitative study

	Taylor et al. (2022)
	Nurse directors, senior clinicians (nurse consultants, quality improvement and innovation managers, matrons, Band 8 nurses) ward managers, and nurses (number of participants not included)
	15 acute inpatient psychiatric wards within six mental health NHS Trusts and one private provider of mental health care facilities
	England
	Qualitative

	To
understand the barriers and enablers to implementation of a therapeutic engagement measurement tool, the TEQ, in acute mental health inpatient settings.
Specifically, to understand how barriers be overcome to enable successful implementation of the TEQ



	Data was collected via ethnographic field notes collected during the facilitative discussion meetings (41 h of meetings), and documents on the project. Analysis was undertaken via thematic analysis
	Yes
	Several facilitation methods were brought together in a conceptual model, including encouragement of reflective, facilitative discussion meetings among stakeholders and researchers, effort put into winning nurse ‘buy-in’ and identifying and supporting ward-level agents of change
	S.1 = 1
S.2 = 1

1.1 = 1
1.2 = 1
1.3 = 1
1.4 = 1
1.5 = 1

	The side effects of service changes: exploring the longitudinal impact of participation in a randomised controlled trial (DOORWAYS) on staff perceptions of barriers to change
	Laker et al. (2019) ¹
	Mental health professionals consisting of direct care staff (healthcare assistants and qualified nursing staff) and managers were (clinical charge nurses, practice development nurses and team leaders) (n=125)

	Seven acute inpatient psychiatric wards,
and a specialist in-patient women’s service, within a
NHS mental
health trust
	England
	Quantitative (cluster randomised controlled trial)
	To understand:
i) whether nursing participation in a programme of change affected their perceptions of barriers to change

ii) the effects of occupational status and ward on perceptions of barriers to change
	Data was collected via surveys and analysed using unstructured multivariate linear regression models
	N/A
	Participation in this program of change worsened staff perceptions of barriers to change.

In addition, occupational status (being from the direct care group) had a negative effect on perceptions of barriers to change, an effect that continued across time and was worse in the intervention group.

Those providing direct care should be offered extra support when changes are introduced and through the implementation process.

	S.1 = 1
S.2 = 1

2.1 = 1
2.2 = 1
2.3 = 1
2.4 = 1
2.5 = 1

	Why is change a challenge in acute mental health wards? A cross‐sectional investigation of the relationships between burnout, occupational status and nurses’ perceptions of barriers to change
	Laker et al. (2019) ²
	Mental health professionals consisting of direct care staff (healthcare assistants and qualified nursing staff) and managers were (clinical charge nurses, practice development nurses and team leaders) (n=125)

	Seven acute inpatient psychiatric wards,
and a specialist inpatient women’s service, within a mental
health NHS Trust
	England
	Quantitative (cross sectional design)
	To examine whether burnout and workforce characteristics influence psychiatric nurses’ perceptions of barriers to change
	Data was collected via surveys and analysis undertaken using random-effects regression models
	N/A
	Perceptions of barriers to change were correlated with burnout, occupational status, and age.
Burnout and occupational status predicted perceptions of barriers to change.
Emotional exhaustion predicted low motivation regarding changes.
Ward staff expressed significantly more powerlessness and significantly less confidence than managers.
Emotional exhaustion and low personal accomplishment predicted powerlessness.
Overall conclusion was that for changes to be successful in psychiatric wards, burnout will need to be addressed.

	S.1 = 1
S.2 = 1

4.1 = 1
4.2 = 1
4.3 = 1
4.4 = 1
4.5 = 1



* MMAT questions can be found in Appendix D
** Screening questions
S1. Are there clear research questions?
S2. Do the collected data allow to address the research questions?


Framework Synthesis 
 The barriers and facilitators to implementing change in AAPI settings are discussed using the framework of the COM-B model (Michie et al., 2011). Table 5 provides a summary of the identified barrier and facilitator themes, their definitions and frequency, the articles contributing to the theme and BCW strategies which link. The most frequently identified barriers and facilitators were consistent across different ward contexts, while others were more specific to the setting. For example, nearly all studies identified ‘inadequate staffing levels’, ‘irregular staffing’ and ‘lack of teamwork/poor team dynamic’ as barriers, and ‘good communication’ as a facilitator. However, one study identified barriers relating to ‘unprecedented changes to context of the ward’. It is notable that this barrier was identified in the most recent study, undertaken in the recent COVID-19 pandemic. 
In some cases, the authors reported actual barriers or facilitators, and the opposite was hypothesised, e.g. if time was reported as a facilitator, staff believed that if they were not given protected time to implement changes then this would be a barrier to change. 
Table 6 – ‘Practical Implementations Summary’ – explains potential interventions identified using the BWC, from which implications and suggestions that are clear and directly linked to the themes are produced. A revised COM-B model is presented (Figure 3). 




Table 5

COM-B construct, themes, barriers and facilitators, contributing articles and application to BCW 


	COM-B component
	Inductive theme
	Barriers
	Facilitators
	Contributing articles
	Sample of indicative quotes

	BCW interventions


	[bookmark: _Hlk161606847]Capability (Psychological): knowledge or psychological skills, strength or stamina to engage in the necessary mental processes
	Knowledge and education related to the change project

	[bookmark: _Hlk161607061]Staff involved in the change not having knowledge of the change project

	Staff involved in the change having sufficient knowledge of the change project
	Laker et al., 2019¹
Taylor et al., 2022
Laker et al., 2019²
Laker et al., 2014


	“Inadequate nursing skills and knowledge to deliver against TEQ statements” – Taylor et al., 2022

“Well, there is another thing about people not really being aware of the bigger picture” – Laker et al., 2014

“I do not really understand how to deliver some of the changes that are suggested by the management” – Laker et al., 2019

	[bookmark: _Hlk159168832]Education
Training
Environmental restructuring
Modelling
Enablement


	
	Ward level change agents

	
	[bookmark: _Hlk162886134]Ward staff and patients having knowledge of the ward and ward routines

	Taylor et al., 2022
	“Regular discussion of the TEQ in community meetings helped SUs and nurses become aware of its improvement role and the need for completion at discharge” – Taylor et al., 2022

	

	
	(Perceived) quality and competence of staff
	[bookmark: _Hlk161607227]Management not confident in staff abilities

	
	Brennan et al., 2006
	“If we can get someone (i.e. a client) to complain we
could do something. HR wouldn’t do a thing on the
basis of our worries. (Ward Manger talking about a
member of staff and recorded in City Nurse reflective diary)” – Brennan et al., 2006

“However, from the outset some stakeholders expressed concerns that not all nurses would have the skills to deliver the stated therapeutic engagement activities in practice” – Taylor et al., 2022

	

	Opportunity (Physical): opportunity afforded by the environment involving time, resources, locations, cues, physical affordance

	Staffing
	[bookmark: _Hlk160729876][bookmark: _Hlk162886254]Irregular staffing
Inadequate staffing levels
High turnover of staff

	Regular staffing
Adequate staffing levels

	Brennan et al., 2006
Taylor et al., 2022
	“If the staff were temporary agency, they were not as knowledgeable about the ward rules, the patients or the culture of the ward. If they were the ward’s bank staff, there was often an understanding that, as they are ‘doing the ward a favour’ they could demand certain privileges, such as not being ‘in charge’ or ‘taking things easy’ if they were due to do a long day as opposed to a single shift” – Brennan et al., 2006

	[bookmark: _Hlk160729916]Training
Restriction
Environmental restructuring
Enablement


	
	Burden of change on staff
	[bookmark: _Hlk162886344]Change is difficult to implement into ward activities
Competing priorities
Workload increases
Staff don’t have enough time

	Change fits into daily ward life easily

	Brennan et al., 2006
Laker et al., 2019¹
Taylor et al., 2022
Laker et al., 2019²

	“Trying to fulfil all these demands is highly stressful and nearly impossible, and we observed ward managers working, unpaid, well above their hours, in order to try to do so” – Brennan et al., 2006

“‘We felt it was an added burden we felt that we had no choice.’” – Laker et al., 2014

	

	[bookmark: _Hlk162887067]
	Pacing of changes

	[bookmark: _Hlk160722800]Too much change at once
Unprecedented and large changes to context of the ward

	Change is paced in way that feels manageable

	Taylor et al., 2022
	“The most frequently discussed challenge in all sites was the COVID-19 pandemic. Intervention implementation and prioritization were reported to be hindered by a range of pandemic-associated ward environmental factors, including high rates of admission and discharge, increased acuity and complexity of admissions, requirements to self-isolate, depleted permanent staff numbers, and use of agency staff” – Taylor et al., 2022

	

	
	Physical resources
	[bookmark: _Hlk161608466]High financial cost of change
Lack of space
Lack of technology
High number of beds/bed management problems
	Facilities to undertake change related tasks
	Brennan et al., 2006
Taylor et al., 2022
	“There are ongoing (environmental) issues. The use of the
(patients) “quiet” room for ward rounds and handovers
means that, in effect, it is shared between clients and
staff. (observation recorded in City Nurse Reflective
Diary)” – Brennan et al., 2006

“However, this conflicts with the efficient management of
beds, which requires patients to be treated as objects,
shunted around the system, moving beds and sometimes
wards, with little notice” – Brennan et al., 2006

A charge nurse could not show his supervisees this material as
suitable equipment (a computer with sound card and
speakers) was unavailable. There seems to be little consideration of these realities in the expectations on the service” – Brennan et al., 2006

	

	[bookmark: _Hlk161609029][bookmark: _Hlk160726762]Opportunity (Social): opportunity afforded by the interpersonal influences, social cues and cultural norms that influence the way that we think about things

	Advice and support
	[bookmark: _Hlk161610079][bookmark: _Hlk160728344]Lack of organisational support
Lack of monitoring of change progress
Lack of ‘buy in’ from senior leadership and champions
Lack of support available in terms of champions/leadership
Discouragement of thinking about barriers/other ways of working by senior stakeholders

	[bookmark: _Hlk160727055][bookmark: _Hlk161609191]Support for innovation
Support and coordination among staff at all levels
Senior leadership ‘buy in’
	Taylor et al., 2022
Laker et al, 2014
Brennan et al., 2006
Laker et al., 2019¹

	“An example during the project was a new worker who mentioned that another ward had a good system for a certain clinical routine, but was told that it was not possible to transfer the practice and, in addition, that they were naïve in assuming the practice could be translated across” – Brennan et al., 2006

“Poor leadership prevents changes happening on my ward” – Laker et al., 2019

“[Ward manager] was the torch carrier but when they left it hadn't become embedded…If the champion leaves and there isn't a new champion soon enough it can quickly fall away. (Facilitative discussion meeting – Nurse Director/Senior Clinician, ID 01)” – Taylor et al., 2022

	[bookmark: _Hlk162961341][bookmark: _Hlk160727554]Environmental restructuring
Modelling
Enablement
Incentivisation




	
	Communication
	Poor communication about changes

	Good communication about changes
Regular meetings


	Laker et al., 2014
Taylor et al., 2022
Brennan et al., 2006
Laker et al., 2019²

	“Facilitative discussion meetings among stakeholders and researchers also played a valuable role in addressing context-related implementation barriers” –
Taylor et al., 2022

“As communication appears to be a key factor, it may be beneficial to engage with staff to develop changes that staff find feasible” – Laker et al., 2019²

“Given DOORWAYS was an externally devised change delivered in the form of a randomised controlled trial that was imposed at the ward level using a top down approach, it is perhaps unsurprising that staff responded negatively” – Laker et al., 2019

	

	
	Ward climate
	Lack of teamwork
Poor team dynamic
Staff having competing priorities
Distressed ward climate
Interaction anxiety
Criticism

	Positive team dynamic
Celebrating successes

	Laker et al., 2014
Brennan et al., 2006
Laker et al., 2019¹
Laker et al., 2019²
Taylor et al., 2022

	“They are subject to sustained overt or implied criticism for the perceived failures of acute care” – Brennan et al., 2006

“Story sharing of successful implementation practice” – Taylor et al., 2022

“You know I mean when you, you know you hear people saying oh about team, teamwork and all that you wouldn’t know teamwork if you were hit by Man United in a bus’” – Laker et al., 2014


	

	
	
	
	
	
	
	

	[bookmark: _Hlk160732460]Motivation (Reflective): reflective processes involving plans (self-conscious intentions) and evaluations (beliefs about what is good and bad)
	Power
	Conflict with autonomy
Powerlessness
	
	Laker et al., 2014 Laker et al., 2019²

	“As the qualitative data identified, the direct care staff also made links between powerlessness and feasibility issues, feeling a sense of injustice because they were not able to deliver changes if neither their clients nor they perceived much benefit” – Laker et al., 2014

	[bookmark: _Hlk160730839]Education
Persuasion
Modelling
Enablement
Incentivisation
Coercion


	
	Perceptions of change project
	Negative belief of potential outcomes of change
Lack of interest in/resistance of  change from patients
	Feeling that the change project is relevant to the role
Belief that the change project is evidence-based
Belief that the change project will demonstrate improvement

	Laker et al., 2014
Taylor et al., 2022
Laker et al., 2020
Laker et al., 2019¹
	“I was keen to do this [implementation] as demonstration of what nurses do. That was the appeal to me. This is about what nurses do. (Facilitative discussion meeting – Nurse Director/Senior Clinician, ID 01)” – Taylor et al., 2022

“A lack of interest in innovation existed amongst the client group, which affected staff motivation to deliver some changes” – Laker et al., 2014

“Staff with low job satisfaction and high interaction anxiety also had low confidence regarding changes” – Laker et al., 2020

	

	
	Learning
	Lack of sharing of learning
	Sharing of learning
Reflection
Evaluation/auditing of outcomes from change project implementation
	Taylor et al., 2022
	“‘For audits it is a struggle to find evidence of what registered mental health nurses are doing’. (ID 02). Some nurse directors/senior clinicians described seeing potential for the TEQ to catalyse an improved awareness and understanding of the value of the profession in tandem with more prominence given to therapeutic engagement” – Taylor et al., 2022

“Another ward manager described monthly skills training sessions with nurses in which anonymized TEQ data were shown and discussed. This was said to encourage a sharing of ideas about how improvements might be made in relation to statements receiving lower scores from Sus” – Taylor et al., 2022

“There was further benefit if nurse directors/senior clinicians recognized the value of these agents of change, advocating their ideas and recommending and distilling their use across other wards” – Taylor et al., 2022

“…the conversations were frequently distinguished by their informal and non-hierarchical character, combining a reflective, ‘think-aloud’ approach” – Taylor et al., 2022

	

	[bookmark: _Hlk162961746]Motivation (Automatic):
[bookmark: _Hlk160732424]automatic processes involving emotional reactions, desires (wants and needs), impulses, inhibitions, drive states and reflex responses
	Responses to work
	Negative emotional responses to work
Low job satisfaction
Burnout

	Positive emotional responses to work

	Laker et al., 2020
Laker et al., 2019²
Laker et al., 2014


	“Those with negative perceptions of the barriers to change also had poor job satisfaction after controlling for age and occupational status” – Laker et al., 2014
“Staff with higher burnout had more pessimistic perceptions of barriers to change” – Laker et al., 2019²

	[bookmark: _Hlk160730578]Training
Incentivisation
Coercion
Environmental restructuring
Persuasion
Modelling
Enablement

	
	Confidence in skills
	Lack of confidence in skills

	Confidence in skills

	Taylor et al., 2022
Laker et al., 2019¹
	“The engagement of some nurses in implementing the TEQ was reported to be restricted by their perceived lack of therapeutic engagement skills” – Taylor et al., 2022

“I feel confident when delivering new changes” – Laker et al., 2019

	

	
	Responses to change
	Negative experience of a previous change
Fear to take risks
Resistance
Sense of unfairness

	
	Brennan et al., 2006
Laker et al., 2014
Taylor et al., 2022
Laker et al., 2019¹
	“The continually changing demands from an ambiguous management have led to well-learnt strategies of avoidance, through postponement of compliance, and a lack of identification with the goals of the organization” – Brennan et al., 2006

“‘And initially they, they were happy with this. And there wasn’t much resistance then it was when they actually seen us doing what we were doing. I think because we weren’t always working long days. Our initial shifts were four days a week it was I think it was half eight in the morning to half six. And, and I think people thought that that was not fair basically. So what it boils down people would be quite resentful and resist it in terms of, well – it’s jealous.’” – Laker et al., 2014

“Staff perceptions of barriers to change worsened in those who participated in the intervention group” – Laker et al., 2019

	

	Other
	Staff demographics

	Younger age of staff
Lower occupational status
	Higher occupational status
	[bookmark: _Hlk166837081]Laker et al., 2019²
Laker et al., 2014
Laker et al., 2020
Laker et al., 2019¹
	“Occupational status was significantly associated with staff perceptions of barriers to change after controlling for age… Staff in leadership roles
are more likely to be involved in the planning stages of new changes and therefore have an increased sense of
control and responsibility over them” – Laker et al., 2014

“Staff that were more senior felt less powerless and more confident than those in more junior positions” – Laker et al., 2019²

“Both occupational status and burnout significantly affected perceptions of barriers to change. Direct care staff an those with high levels of burnout had more negative perceptions of
barriers to change” – Laker et al., 2020

	






Capability
Implementation of change can be affected by staff psychological capability (e.g. cognitive and emotional capacity, and knowledge and skills) and physical capability (e.g. the physical skills/ ability to implement the change projects).
Physical 
 The data did not explicitly reference physical capability barriers or facilitators in relation to implementing change on AAPI wards.
Psychological
Three themes were identified: knowledge and education related to the change project; ward level agents of change; and (perceived) quality and competence of staff. For knowledge and education related to the change project, staff having inadequate training, expertise, or awareness of the change was found to be a barrier to change, whilst staff having a good level of understanding facilitated change implementation. 
For ward-level agents of change, utilising the knowledge of ward staff – who had a thorough understanding of the day-to-day running of the ward – to promote and implement the change was considered a facilitator. 
[bookmark: _heading=h.tyjcwt][bookmark: _heading=h.ogma8i3orbu9]For (perceived) quality and competence of staff, senior management having little confidence in staff abilities was a barrier to organisational change whereas management who felt confident in staff abilities enabled change. 
Opportunity 
Implementation of change can be affected by physical opportunities (e.g. resourcing, time, and location) and social opportunities (e.g. opportunities arising from interpersonal influences, and social cues/cultural norms that influence thinking). In the current review, the identified barriers and facilitators most frequently mapped onto the COM-B model domain of opportunity. 
Physical opportunity 
Four themes were found for physical opportunity: staffing; burden of change on staff; pacing of changes; and resources. For staffing, ‘inadequate staffing levels; ‘irregular staffing’ and ‘high turnover of staff’ were all barriers to change, whilst ‘regular staffing’ and ‘adequate staffing levels’ allowed for the implementation of change. 
For burden of change, Staff reported that the change creating an ‘additional workload’ was an issue and hindered change efforts; thinking about COM-B, this would interact with understanding the value of the project. Staff identified that if team members have ‘competing priorities’ and if the ‘change is difficult to implement into the ward routine’, change is more challenging. On the other hand, a change to the ward that ‘fits into the daily ward life’ allowed for better facilitation.
A third theme – pacing of change – was identified. If ‘too much change at once’ occurred, or if the change was ‘large and unprecedented’, this was a barrier.  Conversely, ‘pacing of changes’ allowed for facilitation as it helped change feel more manageable. 
A fourth and final theme of resources was found.  ‘High financial cost of change’, ‘lack of space’, ‘lack of equipment/technology’, ‘high number of beds/bed management problems’ and ‘time constraints’ were all barriers to change. Having appropriate facilities and adequate time to complete change related tasks were facilitators. 
Social opportunity 
[bookmark: _heading=h.3dy6vkm]Three themes were identified for social opportunity: advice and support; communication; and ward climate. For advice and support, ‘support for innovation’ from senior leadership was helpful to enable change; it allowed staff to engage in positive risk taking related to the change and in turn facilitated implementation. On the other hand, ‘discouragement of thinking about barriers/other ways of working by senior stakeholders’ was a barrier to change. ‘Support and coordination among staff at all levels’, i.e. collaborative decision-making, clear role coordination, and encouragement among staff at all levels, was helpful to foster team cohesion and motivation. ‘Senior leader buy-in’ to support change implementation through actively promoting change and providing support to ward staff/staff implementing the change, was also a facilitator. The opposite – ‘lack of buy-in’ – was found to be a barrier, as was ‘lack of organisational support’, and ‘lack of monitoring of change progress’.

For communication, ‘poor communication’ of relevant information between ward staff, senior leadership/management and/or change leaders was a barrier whilst ‘good communication’ – when information regarding the change is communicated promptly and regularly to staff at all levels – was a facilitator. ‘Regular meetings’ was also a facilitator, as this allowed for better communication. 
For ward climate, having a ‘positive team dynamic’ and ‘celebrating successes’ facilitated change. Staff receiving positive feedback on change efforts increased pride and motivation to implement change, with a positive team dynamic fostering a feeling of togetherness. However, a ‘distressed ward climate’, which included a high number of physical incidents, was a barrier. In addition, staff experiencing ‘interaction anxiety’ (perceived or real negative interactions between staff members and/or staff and patients) was a barrier, as was staff having ‘competing priorities’ in relation to the change related tasks. 





Motivation
Implementation of change can be affected by reflective motivation (e.g. emotional reactions, desires, impulses) and automatic motivation (e.g. plans and evaluations). 
Reflective 
Three themes were identified for reflective motivation: power; perceptions of change project; and learning. For power, staff reported that when the change causes feelings of ‘conflict with autonomy’ and ‘powerlessness’, these are barriers to implementation. 
[bookmark: _heading=h.1t3h5sf]With regards perceptions of change project, staff having a ‘negative perception of potential outcomes of change’ was a barrier.  Conversely, positive perceptions such as ‘feeling that the change is relevant to the role’, ‘belief that the change is evidence-based’ and ‘belief that the change will demonstrate improvement’ were all facilitators. 
[bookmark: _heading=h.4d34og8]Within the theme of learning, engaging in ‘reflection’, ‘sharing of learning’ and ‘evaluation/auditing of outcomes from change implementation’ were important for change to be successfully implemented. Staff wanted to value the change and demonstrated an interest in wanting to develop care. They wanted the change to fit with organisational goals and values and for the project to be helpful to their role. A ‘lack of sharing of learning’, i.e. there was no forum to share knowledge and experience of the change project to allow stakeholders to learn from each other, was a barrier.  
Automatic 
Three themes for automatic motivation were found: responses to work; confidence in skills; and responses to change project.
In terms of responses to work, staff having ‘positive emotional responses to work’ was a facilitator to change and included high job satisfaction. However, ‘negative emotional responses’, ‘burnout’ and ‘low job satisfaction’ were barriers. 
For confidence in skills, ‘lack of confidence’ hindered change efforts, whereas staff who had ‘high confidence’ in their skills and abilities to complete their job role was a facilitator of change. 
Lastly, within the theme responses to change project, a more active sense of ‘resistance’ from staff, staff having had a ‘negative experience of a previous change’, staff having a ‘fear to take risks’ were all barriers to change. 
Additional theme
An additional theme of ‘Staff demographics’ was found, which did not fit with the COM-B model. Younger staff and those of lower occupational status were found to have more negative perceptions of change and those of higher occupational status were found to have more positive perceptions of change. Although no concrete causal explanations can be drawn, hypotheses are considered in the Discussion. 











Figure 3
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Table 6
Practical Implications Summary

	Interventions identified using the BCW
	Application in practice


	Training
	Ward staff should be provided with relevant training in relation to the change project. This should be provided for both staff who are employed at the time of the change implementation and as a package for new starters to avoid any gaps in knowledge. Training packages would need to: equip staff with knowledge of the change project and the value of it to the service; provide staff with necessary psychological and practical skills to undertake change-related tasks; and help change leaders understand how to empower staff/have confidence in them.


	Education
	Education for ward staff about the change project differs from more formal training. Education involves reinforcing that changes are being made for specific reasons, usually at the heart of the change is improving the care of those who access the service. Supporting people who access a service is a responsibility of all healthcare professionals and therefore implementing changes are also their responsibility. Education incorporates establishing roles within the change project and the provision of clear signposting of resources and support structures. If staff do not feel empowered, providing education by making not only their role in the change project clear, but by making clear sources of additional information/support, can help staff to feel more confident and autonomous in relation to change.


	“Coercion”/ Professional role management 
	Coercion is the language used in the BCW. It can sometimes be necessary to drive forward changes if there is some resistance. However, it can be viewed as ‘force’ or ‘oppression’, and it is acknowledged that this can lead to broken trust between staff and management. Instead of using explicit coercion, it will be beneficial for leaders to use professional role management to establish targets and guidelines. This in turn can drive goals in clinical practice. For example, if staff and management are not engaging in the sharing of learning around change projects and this is a barrier to implementation, being explicit about service-wide targets/goals of sharing of learning – as well as being clear about the reasons for these targets – may help to overcome this barrier. 


	Persuasion
	Using persuasion to aid implementation of organisational change involves attempting to encourage staff to participate.  For example, using evidence to ‘back up’ arguments for the implementation of the change project. Evidence should be from   a reliable source to maximise belief in the information, and presented in an accessible format so that staff can engage with the material. If staff had negative or ambivalent perceptions of the change project, and this was a barrier to implementation, providing evidence of the utility of change or how it relates to the values of the service will be important.



	Incentivisation
	[bookmark: _Hlk164971395]Incentivisation is the idea of promoting and motivating staff to aid implementation of the change project, using ‘rewards’ or returns for staff.  A ‘reward’ in acute inpatient services may look like encouraging staff to have a voice and active participation/role in the changes, which can be promoted through particular leadership styles and commitment from management. This can help staff to feel more motivated to engage in the change project, and can also develop good employee relationships, which in turn can aid the implementation of the change project. Services can also promote the importance of staff mental and physical health, which are important for staff feeling able to engage in the change project. Regular and sufficient appraisals for staff should be developed and implemented; these can help staff to feel more positively toward their work and identify any necessary or desired training which can also help staff to feel motivated.


	Enablement
	To enable staff to engage in the change project, practical elements need to be in place which includes staff having the necessary space and time to complete tasks in relation to the change project. It also includes having regular and adequate staffing levels to help staff complete both their routine ward activities and tasks related to the change project, without them feeling overwhelmed or overburdened. Regular staffing will ultimately help to foster a healthy, positive ward climate, even when factors beyond staff control exist (e.g., staff facing aggression from people accessing the service). Resources to help staff build self-efficacy, e.g., reflective practice, staff well-being support, will also be important.   


	Modelling
	Conversations around the change should become routine for staff, leadership, and management, perhaps through regular and frequent meetings. Modelling can take place through staff having the opportunity to shadow/observe more senior staff undertaking change related tasks. Shadowing can provide staff, particularly those of lower occupational status, or who may be younger and newer to the profession and thus may feel less confident, with a safe environment to learn, ask questions and engage in reflective practice.


	Environmental restructuring
	Environmental restructuring to allow change to be implemented effectively can be social or physical. Social environmental restructuring might look like fostering a ‘leadership by all’ culture amongst staff by giving staff the resources and confidence to know that they can help to drive change. Whilst staff do not always see it as their role to influence change, a system-wide approach is required for sustainable and successful change.  In terms of physical restructuring, physical barriers to change should be addressed forthright, e.g. lack of time or perceived lack of time. Change projects can be organised in such a way that they can fit in easily with daily ward routines.  The implementation should be flexible enough that staff at all levels can contribute to the change efforts. 




Discussion
[bookmark: _heading=h.17dp8vu][bookmark: _heading=h.3rdcrjn]The aim of this review was to identify, appraise and synthesise primary research to investigate staff perspectives of barriers and facilitators to implementing change on AAPI wards. The current review used the COM-B model to describe barriers and facilitators to organisational change in AAPI settings, and the BCW to identify strategies to overcome barriers. 
Notable facilitators included: ‘buy in’ from senior leadership and champions; staff having positive responses to work; and staff having confidence in their knowledge and abilities. Notable barriers included: staff having a negative perception of potential outcomes of change; staff demographics; staff having competing priorities to the change project; lack of organisational support and monitoring; lack of teamwork/poor team dynamic; irregular staffing; and inadequate staffing levels. It is notable that staff did not reference barriers or facilitators which could be linked to ‘physical capability’ i.e. physical strength, stamina or skill. Whilst this may be because there are no physical capability barriers to organisational change, it may be because they are less obvious.  For example, aging, which is relevant to the rising age of healthcare workers (Ng & Feldman, 2013) and physical tiredness as a result of shift working (Costa, 2007). 
In the current review, age was considered in relation to perceptions of change, a finding not identified by Raphael et al. (2022). Younger staff – as well as lower occupational status – were associated with feelings of lower confidence and powerlessness in relation to change. While no causal explanations can be drawn, Ho et al. (2021) found that newly qualified nursers feel ‘thrown in at the deep end’ in busy, stressful environments with little support. Younger staff and those of lower occupational status may be more likely to be newly qualified. Interestingly, the quantitative papers or papers with a quantitative element (Laker et al., 2014; Laker et al., 2019¹; Laker et al., 2019²; Laker et al., 2020) reported these findings. Perhaps the use of quantitative measures which directly asked about age and perceptions of change was able to determine a correlation more confidently. Again, there may be reasons why staff did not discuss age or occupational status in qualitative interviews, e.g. staff may feel uncomfortable talking about age due to societal taboos around aging. 

 For the barriers and facilitators identified, most were placed within the ‘Opportunity’ component of the COM-B model. However, given the components may interact to produce actions, this review recommends that each component is considered equally important. For example, having regular and adequate staffing (Opportunity) can facilitate change as it allows change to be implemented without it being a burden on staff time/workload (Opportunity) but also allows for ward-level agents of change to be used (Capability) and reduces any feelings of conflict with autonomy or powerlessness (Motivation). 
With an understanding of the capability, opportunity and motivational barriers and facilitators to organisational change in the acute inpatient psychiatric setting, the BCW can be used by those involved in change to identify ‘intervention functions’ which serve as building blocks for designing effective interventions (Michie et al., 2011). Through application of the BCW in the current synthesis, nine strategies are proposed to address the barriers identified to implementing change in the AAPI setting. These strategies can be utilised by policy makers and those in leadership roles, such as Clinical Psychologists. 
For example, for Capability, the current review found staff were less likely to engage when they had a lack of knowledge/skills to engage in the change project or when the change did not align with their own values. Education and training regarding the change are potential interventions to overcome these barriers. Capability links to the concept of self-efficacy – an individual’s belief in their ability to succeed or achieve a goal, or complete a task (Bandura, 1977) – which can impact staff engagement in change. To overcome low self-efficacy, individuals implementing interventions in healthcare settings should ensure staff receive enough information to understand the aims and methodology of the intervention (Geerligs et al., 2018). The current review additionally found that for change to be effective in AAPI settings, senior leadership and the wider organisation must support training for staff. It was also found to be important to include staff in intervention development to ensure interventions align with their values. 
Another barrier identified in the current review was staff having previous negative experiences during participation in change projects, for example stressful experiences of change. A systematic review exploring barriers and facilitators to implementing hospital-based physical healthcare interventions found staff perception of psychological stressors was a barrier to staff engagement in change (Geerligs et al., 2018). Services implementing change need to consider ways for staff to overcome perceived and actual distress. The current review suggested that good team relationships can help; a finding which was supported by Day et al. (2017) who found that supervisor support buffered the negative relationship between change stressors and exhaustion and between change stressors and cynicism. 
The review found ward environmental factors, e.g. low staffing levels, can hinder implementation of change, and point towards a task-oriented organisational culture in which staff may not feel able to take on the burden of the change as well as their other responsibilities. Gamble (2006) found that due to administration demands, nurses spend much less time with patients. In task-oriented ward cultures, staff are unable to prioritise activities related to change implementation if they already feel overburdened, particularly when understaffed. The current review found that staff need to be supported to prioritise change, e.g. by integrating change tasks into the ward routine and providing staff with ‘protected time’. Including the change processes as a task may help overcome barriers created by task-oriented ward cultures. 
A task-oriented ward culture can also be linked to the findings of the current review that ‘conflict with autonomy’ and ‘powerlessness’ can also be barriers to implementation. If staff do not feel that they have any control over their time or role and feel overburdened, this may lead to further feelings of powerlessness and a resistance to change. This is corroborated by Day et al.’s (2017) findings that ‘job control’ was directly related to burnout and negatively impacted on perceptions of change. Job control moderated the negative relationship between change and professional value. The BCW suggests that incentivisation is helpful for overcoming for motivation related barriers.  In the NHS, Clinical Psychologists are well placed to advocate for and encourage staff to have a voice and an active role in changes, and to help to foster positive working relationships within teams. Clinical Psychologists might offer psychotherapeutic ‘containment’: helping staff discuss issues and supporting discreet raising of difficulties within the team, whilst containing anxieties.  This may be particularly helpful for staff of lower occupational status or younger in age, who may be particularly susceptible to feelings of powerlessness, as found by Laker et al. (2019). Containment can help staff to feel more empowered and motivated to engage in organisational change. Thorndycraft and McCabe (2008)’s paper explores the challenges of working with staff groups in mental healthcare settings and their poor engagement in reflective practice, noting that creative ways of facilitating engagement may be required.
     Strengths, Limitations and Recommendations for Future Research
To the author’s knowledge, this is the first systematic review aiming to understand the barriers and facilitators to organisational change in AAPI settings. A previous meta-synthesis looked at barriers to implementing psychosocial interventions in the acute inpatient settings, however the focus was solely on barriers to implementing psychosocial interventions (Raphael et al., 2021). Whilst there is some overlap in findings, such as the findings related to ward climate and leadership, the current review was interested in facilitators and barriers to broader organisational change, rather than just psychosocial interventions. A rationale for the current review was to work with a local NHS trust to provide recommendations for how to embed change in AAPI settings, and to feed into an evaluation of organisational change processes on AAPI wards. This meant the current review widened the search strategy out in terms of intervention and kept a clear focus on papers whose primary aim was to identify barriers and facilitators to organisational change. Three papers (Laker et al., 2019a; Laker et al, 2019b; Taylor et al., 2022) were not included in Raphael et al.’s (2021) review but were important to include in the current study. The Laker papers addressed ward climate and burnout to directly see if this impacts on making changes in AAPI settings, and informed thinking around staff demographics as barriers and facilitators to change. Only Taylor et al.’s (2022) paper discussed the role of ‘too much change’ being a barrier to implementation. Interestingly, this was also the only paper included which was published after the pandemic, when a lot of change occurred on acute wards (Puangsri et al., 2021). Furthermore, this is the first review to map identified barriers and facilitators onto the central constructs of the BCW. Mapping helped to explore the reasons why the factors identified are barriers and facilitators; findings can be used to inform the development of strategies to minimise barriers to change and support facilitation.
The review has various methodological strengths. Librarian involvement in refining the search strategy was a strength; several studies have indicated it improves the reproducibility of the literature searching (Hameed et al., 2020; Koffel, 2015; Rethlefsen et al., 2015). In accordance with Tong et al. (2012), guidance transparency was utilised for the search strategy and analysis. Study selection was conducted by the first author, which was validated by a second researcher. The quality appraisal rating of all included studies was a strength of the review. Reliability was strengthened further with an independent reviewer affirming quality assessment. The review was supported by the mixed-methods approach which enabled a comprehensive review and integration of qualitative and quantitative findings. Overall, the review was conducted following Cochrane guidance to ensure the methodology was robust and systematic.
[bookmark: _Hlk176367162]The current review was interested in international studies as well as those in the UK given that other countries also have publicly funded mental health services. Ideally, non-English language studies would have been used to avoid publication bias. However, due to the limitations of translating studies, this was not possible. Given the included studies were conducted in the UK, the findings of this review cannot be generalised to other countries. Additionally, the quality appraisal tool used has limitations. For example, there is some scoring ambiguity; some criteria lack precise scoring guidelines, leading to interpretation challenges. As such, reviewers may struggle with assigning scores consistently and it may not have been sensitive enough. Another limitation is that since the final step of the synthesis was based on discussion until consensus was reached, a measure of inter-rater agreement was not calculated and the agreement and consistency of the coding could not be tested (Burla et al., 2008).  Additionally, there is subjectivity in mapping of barriers and facilitators onto the COM-B components; some barriers and facilitators could map onto different components depending on the readers’ interpretations. While practising reflexivity meant that possible biases were considered, perspectives of a researcher with no previous experience of AAPI settings may have strengthened validity of results. 
The current study did not assess the strength of the barriers and facilitators identified. Both frequency and importance of reported barriers across change projects are important to identify. Future work should examine the strength of barriers and facilitators in services undergoing change, and determine which barriers significantly limit implementation to add to the current findings. The use of COM-B and BCW enabled identification of interventions that could address some of the barriers and strengthen the facilitators. Further research is needed however to refine these strategies, ideally through a co-design approach and the involvement of relevant stakeholders. Patient and carer involvement play an important role in delivering high quality, person-centred care that is accessible, effective, and inclusive (Soffe, 2003). The current study revealed a paucity of research conducted on AAPI wards regarding organisational change more broadly, and so further exploration is needed. It is worth researchers considering facilitators, as more barriers than facilitators were reported in the studies included in this review. 
Clinical Implications 
There are several implications of this review that could be considered valuable for clinical practice; implications will be based on the UK’s NHS model where the studies included in this review were conducted. 
Key factors to change were identified. Given that failure to prioritise these factors may result in poor implementation of change, successful organisational change will likely require policies to promote a collaborative team approach, as well as addressing workload issues. Such policies can be developed based on the findings of this review. 
Regarding knowledge and skills, training should be provided to staff around the change project and the role staff have in implementing change. Training can also be used as a means of increasing empowerment and accountability for the delivery of the change project, which in turn increases staff buy-in. Training should include practical skills which can be modelled by management to increase staff self-efficacy. However, training as a means to reduce barriers to staff engagement is affected by staff perception of whether the training is helpful; training should be designed with this in mind. 
Sustaining changes at a ward level may be difficult as following initial implementation, change efforts can diminish (Stirman et al., 2012). This may be due to several factors, such as declining motivation or staff feeling overburdened. Sustaining changes can be hindered further when new staff start without relevant education/training, and perhaps lack confidence. Providing a brief training package as part of local ward induction for new starters would help to overcome this barrier, particularly if someone is allocated to maintain and update the training.  Additionally, the implementation of ‘Safewards’ has found successful ongoing promotion of change is helped by having a change ‘champion’; it can be helpful to have individuals maintaining a focus on the change efforts (Knauf, et al., 2023).  To support emotional capacity, Clinical Psychologists are well placed to offer reflective practice and supervision for staff, along with staff well-being support (Berry et al., 2020). 
For those with management responsibilities, implementing change as collaboratively as possible and remaining sensitive to the needs of junior staff may improve staff experience of change. While staff may not have a say in what change is implemented, influencing how it is implemented may be possible. Evidence suggests compassionate leadership allows for a more engaged and motivated team, who have a higher level of wellbeing; key factors which facilitate high quality care (West, 2017). As Clinical Psychologists are increasingly working in more senior positions, this point is relevant to the profession. 
Clinical Psychologists have a range of skills which could facilitate the successful planning and implementation of change, particularly in terms of considering systemic issues, maintaining focus on patients through formulation, and conducting/reviewing service-related audits and evaluations. Clinical Psychologists can help to promote the psychology offer by providing regular psychology ‘launches’ to all staff. Whilst Clinical Psychologists need to promote their skills, organisational contexts need to support their influence.


Conclusions
This is the first systematic review aiming to understand the barriers and facilitators of organisational change in AAPI settings. Whilst barriers and facilitators relating to Opportunity were most referenced by staff, psychological Capability factors and Motivational factors remain significant for successful implementation of change, due to the interaction between them. Physical Capability was not found to be linked to barriers or facilitators. An additional theme of ‘staff demographics’ was identified. Findings have potential to inform clinical guidance about how to support wards in successfully implementing organisational change, particularly from a Clinical Psychology perspective. 
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Review Protocol 



SYSTEMATIC REVIEW PROTOCOL

Proposed Title:  Understanding barriers and facilitators to change in the adult acute psychiatric inpatient setting: A Systematic Review
Organisation: University of Sheffield, UK
Author: Evie McLoughlin (Trainee Clinical Psychologist, emcloughlin2@sheffield.ac.uk()
Research Supervisor: Dr Claire Bone (Clinical Psychologist, c.bone@sheffield.ac.uk)
Protocol version: 2.0
Date: March 2024

Introduction
Acute inpatient mental health services face particular challenges. One challenge is the current national ‘bed/admission crisis’, where there are insufficient resources to meet demand. The crisis is a result of societal changes (e.g. rising rates of homelessness and mental health problems) and system pressures (e.g. recruitment and retention of workforce and reduction of bed numbers) (Wyatt et al., 2019).   
         In order to relieve pressures, implementing and evaluating changes is necessary. Organisational change is defined as ‘change that involves differences in how an organisation functions, who its members and leaders are, what form it takes, and how it allocates resources’ (Huber et al., 1993). There are different types of change in health care. For example, planned versus unplanned change; episodic versus continuous change; developmental, transitional, and transformational change; systems thinking and change.
        Lumbers (2018) describes how in the public sector, change can come with challenges and it is thought that these challenges are reflected in the National Health Service (NHS), due to the reasons described above.  It is therefore critical to understand how change can be successfully introduced and embedded in these settings, to avoid being caught in a cycle of inertia and to facilitate better quality evaluation of such changes. 
 Research has suggested a number of barriers and facilitators to change within mental health services. Barriers to implementing change in acute inpatient settings include cost and time available for staff to implement changes (Medlin et al., 2017). Negative patient views and staff feeling a sense of ‘organisational unfairness’ in response to change can also impact successful change (Laker et al., 2019). A recent meta-analysis examined barriers and facilitators to change specifically related to the implementation of psychosocial interventions. The researchers found that a facilitator to change in acute inpatient settings is strong team cohesion and positive team dynamics, demonstrating that multidisciplinary working and whole team interventions are often necessary to improve patient care. 
          However, there are currently no existing systematic reviews specifically focusing on staff experiences of making organisational changes in a broader sense, in acute psychiatric inpatient services. Given the challenges that are faced when delivering acute psychiatric care it is particularly important to understand what enables or hinders change, in order to provide recommendations that are more tailored to this setting.
Objective
       A systematic review of the literature will be performed. The aim is to understand barriers and facilitators to change in the acute inpatient setting. The objective is to provide guidance for those seeking to implement change in these settings.
Review questions
	The SPIDER framework (Cooke et al., 2012) was used to develop the review question:

	Sample
	Phenomenon of Interest
	Design
	Evaluation
	Research type

	Staff working in services identified as NHS adult acute mental health inpatient services

	Implementation of organisational change
	Interviews, focus groups, observations, surveys 

	Staff
experiences and/or attitudes to organisational change 
	Qualitative, quantitative  and mixed primary research

	· What are the facilitators and barriers to change in the adult acute psychiatric inpatient setting?  
· What are the implications and key recommendations for adult acute psychiatric inpatient environments undergoing organisational change?



Outcomes 
The main outcome to be examined in this review is the barriers to, and facilitators of, change in acute inpatient environments. For example, facilitators and barriers to improvement in the NHS can be divided into those relating to the initiative itself (e.g. how easy an initiative is to use), practical issues (e.g. financial resources), those relating to the skills and attitudes of individuals (e.g. confidence among professionals to make change), those relating to organisational context (e.g. formal reinforcement or championing by management, or lack of) and those relating to a broader system level (e.g. does the project fit into existing rules, regulations or legislation) (de Silva, 2015). 

Methods
Search strategy 
Search terms
      Barrier* OR facilitat* OR block* OR constraint* OR embed* OR obstacle* OR enable* OR promot* OR resist* AND 
Mental health personnel AND
Psychiatric hospital OR mental disorders AND 
Adult
Inclusion/exclusion criteria 
	Inclusion criteria
	Exclusion criteria

	Acute psychiatric inpatient setting 
Working age adults (18-65)
Participants should be staff working in the above settings
International
NHS settings
English language
Findings are reported on organisational changes processes, barriers and facilitators 
Primary research papers 
Papers that directly examine barriers and facilitators of change
	Other inpatient or community settings
Child / adolescent or older adult settings (which may have different challenges)
Focusing on patient views only / not capturing staff perceptions of change 
Non-English language (due to the need for quality checking by the reviewing team)
Findings must be transferable to other change projects (not specific to one intervention)
Secondary studies e.g. reviews
Papers that do not directly measure barriers and facilitators of change as a research aim




Database and other literature sources      
In May 2023, we consulted with a qualified librarian and identified relevant scientific electronic databases; MEDLINE, EMBASE, CINAHL, and PsycINFO.  Further searches will be performed using Google Scholar, forwards and backwards reference list searches, direct author contact and expert network consultation. The search strategy will be designed to access both published and unpublished materials. Grey literature will be searched for using Google Scholar, databases and library catalogues containing grey literature, and consulting with authors of acquired papers. As grey literature can provide data not found in commercially published literature, it can reduce publication bias and help to create a balanced view of available evidence. A scoping search of the data bases identified below has been used to identify relevant keywords contained in the title, abstract and subject descriptors. Terms identified in this way, and the synonyms used by respective databases, will then be used in an extensive search of the literature. Reference lists and bibliographies of the articles collected from those identified in stage two above will be searched, in addition to recommended articles (forwards and backwards searches).
      Full copies of articles identified by the search based on their title, abstract and subject descriptors, will be subject to full review to ensure they meet inclusion criteria. Articles identified through reference list and bibliographic searches will also be considered for data collection based on their title. 
Data extraction
A standard protocol which varies by type of study to capture different types of data (numerical, categorical, or textual) will be used. Data to be extracted include study setting, participants, design and methods, measures and outcome criteria, findings including relevant statistics and themes (including supporting evidence), and conclusions Data will be entered into an excel sheet.
Risk of bias assessment 
    The mixed methods appraisal tool (MMAT) was developed for critically appraising different study designs and has been widely used in mixed methods systematic reviews (Hong et al., 2018). MMAT will be used to assess risk of bias based on the MMAT checklist 
Data analysis/synthesis 
    It was initially proposed that a narrative synthesis of the literature would be conducted. As the review question can be addressed by both quantitative and qualitative research. In March 2024, an update to the original protocol was necessary as the analysis was changed from a narrative synthesis to ‘best fit’ framework synthesis. ‘Best fit’ was chosen for two main reasons related to the review’s topic and aims: it allows production of context-specific conceptual models that help to describe or explain decision-making behaviours; and it is helpful for researchers and policymakers in tailoring interventions based on the models produced. The author chose the framework synthesis approach because a published model – the COM-B model – was identified from the literature that conceptualised behaviour change in public health settings.
The JBI methodology involves simultaneously integrating and synthesising quantitative and qualitative data through data transformation. As specified in JBI’s convergent integrated approach for mixed-methods reviews (Stern et al., 2020), the quantitative data will be extracted from survey studies and quantitative component of mixed-methods studies and “qualitised”. This involves transforming quantitative data that answers the research question, such as relevant statistical results, into descriptive text. Subsequently, the “qualitised data” will be merged with the qualitative data extracted from qualitative studies and the qualitative component of mixed-methods studies.
The approach will be initially augmentative and deductive (i.e., building on the existing model), rather than grounded or inductive (i.e., starting with a completely blank framework).  A deductive and inductive approach will then be taken to identify barriers and facilitators, starting with, an overarching theme framework informed by the COM-B model (Michie et al., 2011). Data will be extracted from the results and discussion sections of articles, including participant quotations and author interpretations. Data will initially be extracted by shortening and condensing as codes and then categorised deductively as either a barrier or facilitator. Data will then be grouped thematically. Each theme will then be categorised according to the predefined constructs of the COM-B model.  Barriers or facilitators that cannot be categorised or fit with the predefined constructs were coded as ‘other’. An inductive approach will then be used to theme these additional data to develop additional barriers or facilitators of change. Themes will then be mapped onto the Behaviour Change Wheel (Michie et al., 2011) to help inform potential implications for practice.   
Epistemological position
        The researchers’ take a position of critical realism. This position takes the stance that it is useful to understand causal mechanisms, whilst also recognising that such knowledge is socially constructed. This position also takes a pragmatic stance to bridging positivist and constructivist approaches in order to understand such phenomena, allowing for the integration of both quantitative and qualitative data to provide an explanatory framework for those seeking to make and embed change.
Reflexivity 
Reflexivity is concerned with the researcher acknowledging how their role, prior experiences, assumptions and beliefs can influence the research process. Reflexivity is a critical aspect of qualitative research as it can provide a thorough understanding of the data and reduce researcher bias (Braun & Clarke, 2006). It is recognized that the researcher may not be aware of their own presumptions. To aid reflexivity, a reflective diary will be kept throughout the research process. This will include reporting on assumptions, biases and agendas, and considering the impact of these at every level of the process including the development of interview questions and the analysis stage. The researcher will discuss issues in supervision with the research supervisor.
Dissemination
The review is intended to be prepared for publication in a peer reviewed journal. Findings will also be shared with the university and wider research colleagues and networks.
Keywords
Adult, acute inpatient, mental health, psychiatric, barriers, blocks, constraints, facilitators, implementing change, embedding change, change process, organisational change, organisational improvement.

















Appendix B

PRISMA checklist

	Topic
	No. 
	Item
	Location where item is reported


	
TITLE 

	
	
	

	Title

	1
	Identify the report as a systematic review
	P2

	ABSTRACT 
	
	
	

	Abstract 
	2
	See the PRISMA 2020 for Abstracts checklist
	P4

	INTRODUCTION

	
	
	

	Rationale 

	3
	Describe the rationale for the review in the context of existing knowledge
	P5

	Objectives
	4
	Provide an explicit statement of the objective(s) or question(s) the review addresses.
	P5

	METHODS 

	
	
	

	Eligibility criteria 

	5
	Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses.
	P9

	Information sources

	6
	Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. Specify the date when each source was last searched or consulted.
	P10

	Search strategy
	7
	Present the full search strategies for all databases, registers and websites, including any filters and limits used.
	Table 3

	Selection process
	8
	Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened each record and each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the process.
	P10

	Data collection process
	9
	Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they worked independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of automation tools used in the process.
	P16

	Data items
	10a
	List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain in each study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect.
	P16

	
	10b
	List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Describe any assumptions made about any missing or unclear information.
	P16

	Study risk of bias assessment
	11
	Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed each study and whether they worked independently, and if applicable, details of automation tools used in the process.
	Table 4

	Effect measures
	12
	Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results.
	N/A

	Synthesis methods
	13a
	Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention characteristics and comparing against the planned groups for each synthesis (item 5)).
	P17

	
	13b
	Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or data conversions.
	P17

	
	13c
	Describe any methods used to tabulate or visually display results of individual studies and syntheses.
	P17

	
	13d
	Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe the model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used.
	P17

	
	13e
	Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-regression).
	N/A

	
	13f
	Describe any sensitivity analyses conducted to assess robustness of the synthesized results.
	P18

	Reporting bias assessment
	14
	Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases).
	N/A

	Certainty assessment
	15
	Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome.
	N/A

	

RESULTS

	
	
	

	Study selection
	16a
	Describe the results of the search and selection process, from the number of records identified in the search to the number of studies included in the review, ideally using a flow diagram
	P19

	
	16b
	Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded.
	P19

	Study characteristics
	17
	Cite each included study and present its characteristics.
	Table 4

	Risk of bias in studies
	18
	Present assessments of risk of bias for each included study.
	Table 4

	Results of individual studies
	19
	For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate and its precision (e.g. confidence/credible interval), ideally using structured tables or plots.
	Table 4

	Results of syntheses
	20a
	For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies.
	Results section P19-44

	
	20b
	Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direction of the effect.
	Results section P19-44

	
	20c
	Present results of all investigations of possible causes of heterogeneity among study results.
	N/A

	
	20d
	Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results.
	N/A

	Reporting biases
	21
	Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed.
	N/A

	Certainty of evidence 
	22
	Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed
	N/A

	DISCUSSION

	
	
	

	Discussion
	23a
	Provide a general interpretation of the results in the context of other evidence.
	Discussion P55-62

	
	23b
	Discuss any limitations of the evidence included in the review.
	Discussion P55-62

	
	23c
	Discuss any limitations of the review processes used.
	Discussion P55-62

	
	23d
	Discuss implications of the results for practice, policy, and future research.
	Discussion P55-62

	
OTHER INFORMATION

	
	
	

	Registration and protocol
	24a
	Provide registration information for the review, including register name and registration number, or state that the review was not registered.
	PROSPERO reference: CRD42023436944

	
	24b
	Indicate where the review protocol can be accessed, or state that a protocol was not prepared.
	Appendix.

	
	24c
	Describe and explain any amendments to information provided at registration or in the protocol.
	Appendix.

	Support 
	25
	Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review.
	University of Sheffield.

	Competing interests
	26
	Declare any competing interests of review authors.
	None. 

	Availability of data, code and other materials
	27
	Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from included studies; data used for all analyses; analytic code; any other materials used in the review
	Appendix.



Appendix C 
ENTREQ Framework Audit

	Item
	Guide and Description
	Reported on Page/ Table/ Figure

	Signed off by independent researcher


	Aim
	Clearly stating the research question to address synthesis
	P4
	✓

	Synthesis Methodology
	Identification of theoretical framework that is used for synthesis and the rationale for employing this framework
	P5
	✓

	Approach to searching
	Detailing comprehensive search strategy to seek all available studies
	P9
	✓

	Inclusion criteria
	Identify the inclusion and exclusion criteria
	Table 3/P9
	✓

	Data sources
	Describe the databases searched and information sources used
	P10
	✓

	Electronic search strategy
	Describe the literature search
	P16
	✓

	Study searching methods
	Describe how the study identified and screened studies
	P16
	✓

	Study characteristics
	Inclusion of study characteristics of each study included
	P16
	✓

	Study selection results
	Identify the number of studies screened and identify reasons for study exclusion
	Figure 2
	✓

	Rationale for appraisal
	Describe how studies were appraised and assessment of validity, robustness, and transparency
	P18
	✓

	Appraisal item
	Identify the tools, criteria or framework used to appraise the included studies (e.g., CASP, COREQ, QARI)
	MMAT Tool
	✓

	Appraisal process
	Clarify how the appraisal was conducted and whether independent reviewers were involved
	P18
	✓

	Appraisal results
	Results are presented of the quality assessment
	Table 4/ P19
	✓

	Data extraction
	Describe how the studies were analysed and how was the data extracted (e.g., all text under the headings results/ conclusions were extracted and entered into computer database)
	P17
	✓

	Software
	Describe what software was used to analyse
	N/A
	✓

	Number of reviewers
	Identify who was involved in coding and analysis
	P17
	✓

	Coding 
	Detail process for how the data was coded
	P18
	✓

	Study comparison 
	Detail how comparisons were made within and across studies
	
	✓

	Theme development
	Process of deriving themes
	P19
	✓

	Quotations
	Quotations are provided from the primary studies to illustrate themes
	Table 	5
	✓

	Synthesis output
	Results are presented that interpret and draw upon evidence, models and analytical frameworks

	P19-62 (results and discussion)
	✓































Appendix D
Reflexive Diary Example
My positioning remained largely the same throughout the review and it was felt that most findings confirmed my initial ideas about the most frequent barriers and facilitators. However, some points challenged my views. For example, it was surprising to me that just two studies referenced staffing levels due to the extensive literature discussing the staff shortages, given my knowledge (both personal and referenced in the literature) of the extent of staff shortages. It was interesting that staff referenced barriers and facilitators related to social opportunity more frequently, inferring that perhaps the quality of communication, teamwork and support is perceived as more important than the number of staff on shift. This seems imperative in terms of providing recommendations; financially it may be extremely difficult to increase staffing, however there are ways to support communication and teamwork. 














Appendix E

MMAT Tool
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[bookmark: _Hlk167549055]Section Two: Empirical Project


Embedding formulation reviews in adult acute psychiatric inpatient units: Using a multi-perspective realist evaluation to develop an acute model of change.















Abstract

Objectives 
A process named Purposeful Inpatient Admissions (PIPA) has been trialled in adult acute psychiatric inpatient (AAPI) settings within the National Health Service (NHS), to improve the efficiency of patient care. However, system pressures impact on services’ ability to embed organisational changes. This study aimed to understand barriers and facilitators of change and investigate whether an updated NHS Change Model tailored to AAPI settings is needed. 
Design and Methods 
A qualitative realist evaluation design was employed with 17 staff members working across three AAPI wards, who took part in semi-structured interviews and focus groups.
Results
Eight overarching themes were identified: ‘Leadership’, ‘Collaboration’, and ‘“Buy-in”’ supported the existing NHS Change Model. ‘Safety’, ‘Practical resources’, ‘Staffing’, ‘Communication’ and ‘Energy for change and sustainability’ were identified as new themes. 
Conclusions
Barriers and facilitators to change in AAPI settings were identified, along with the resources required necessary for the wards to implement successful change despite different contexts. The NHS Change Model does explain the processes necessary to embed change within AAPI settings to some extent. However, a revised model is necessary. Clinical Psychologists’ contribution to implementing organisational change is important.

Practitioner points 
· Organisational change can be implemented on AAPI wards when appropriate key factors are provided. 
· Testing of the refined model of change for the AAPI setting is necessary.

Key words 
Change, Barriers, Facilitators, Psychiatric, Inpatient, Realist Evaluation, Qualitative














Introduction

Modification of culture, strategies, or procedures of an organisation is known as organisational change (Quattrone & Hopper, 2001). As evidence from research emerges, leading to new practices and transformations in the workplace, the NHS as an organisation is continually changing and adapting (Lumbers, 2018). 
[bookmark: _Hlk165192791]There are however numerous barriers to implementing change in adult acute psychiatric inpatient (AAPI) settings including cost, time, and staff uncertainty (Medlin et al., 2017). Negative patient views (Filia et al., 2016) and staff feeling a sense of ‘organisational unfairness’ in response to change can impact successful change (Laker et al., 2019). Another major barrier is the current national ‘bed/admission crisis’, where there are insufficient resources to meet demand. The crisis is a result of societal changes (e.g. rising rates of homelessness, mental health problems) and system pressures (e.g. staff recruitment and retention, bed number reductions) (Wyatt et al., 2019). 
[bookmark: _Hlk167538438]One promising initiative designed to improve quality of care for people admitted to AAPI wards is the Purposeful Inpatient Admissions process (PIPA). PIPA was developed in 2009 by Tees, Esk and Wear Valleys (TEWV) NHS Foundation Trust and includes processes such as daily multi-disciplinary team (MDT) meetings and progress boards to highlight tasks that are essential to facilitate care. The ‘Purposeful’ aspect is shaped patient, family and MDT perspectives in ‘formulation reviews’, where care is planned. This takes place within 72 hours of admission (TEWV NHS Foundation Trust, 2022).
Formulation reviews can be led by any discipline, and staff at all levels can attend. Formulations are developed using the 5Ps model of formulation from Cognitive Behavioural Therapy. The 5Ps aid understanding of a person’s predisposing, precipitating, presenting, perpetuating and protective factors (Dallos & Johnstone, 2006). Formulations aim to improve quality of care through developing a multi-faceted understanding of an individual’s needs. A tailored ‘purpose of admission statement’ is created using the formulation, directing the tasks required to meet that person’s needs. 
TEWV reported promising outcomes, including reductions in lengths of stay, bed occupancy, and sickness absence, and £20 million in efficiency savings. TEWV subsequently implemented PIPA in various inpatient and community services (Ross & Naylor, 2017). PIPA is now being trialled in NHS trusts across the UK. However, given changes are often difficult to embed in the first place due to the pressures, understanding how change can be successfully introduced and embedded in these high-pressured settings is critical. Developing such understandings could help services avoid being caught in a cycle of inertia whilst also facilitating better quality evaluation of the impact of changes.
[bookmark: _Hlk165192756][bookmark: _Hlk165192730]While various models of organisational change exist, the NHS Change Model was developed to guide effective and sustainable change for NHS staff, patients, and communities. It is proposed to work for change of any size (NHS, 2013). The model is based on approaches from fields including organisational development, management and leadership, and improvement science. Key principles underpinning the model are intrinsic and extrinsic motivation, energy for change, and commitment and compliance (NHS, 2013). The Change Model is nonlinear and has eight interdependent, equally important components to consider when planning and implementing change: Leadership by All, Spread and Adoption, Improvement Tools, Project and Performance Management, Measurement, System Drivers, and Motivate and Mobilise (Appendix A). 
NHS staff have found the model to be practical and valuable in effecting change (Martin et al., 2013) and although areas for improvement are acknowledged – staff have reported difficulty putting all the components of the model into practice – it has strong face validity and is evidence-based (NHS, 2013). However, the model has not yet been evaluated within AAPI settings. Given the numerous barriers to change described above in these settings, to what extent the model can be realistically or effectively applied in its current form is unclear and a significant revision may be needed.
[bookmark: _Hlk167479835]An additional model of change is the Capability, Opportunity, Motivation – Behaviour Model (COM-B; Michie et al., 2011). The COM-B is a component of the Behaviour Change Wheel (BCW), a theoretical framework used to understand and analyse behavioural change. COM-B stands for three essential conditions required for behavioural change: Capability refers to an individual’s psychological and physical ability to participate in an activity, Opportunity considers social and physical factors that facilitate a behaviour, and Motivation refers to automatic and reflective processes that unconsciously and consciously influence behaviour (Michie et al., 2011). Although not specifically designed to help understand organisational change, it has been used in a systematic review to understand barriers and facilitators to implementing psychosocial interventions in the acute inpatient setting (Raphael et al., 2021). Many of the elements of COM-B are captured within the NHS Change Model, although the Change Model also includes broader systemic aspects of change including change tools. 
Critical realism and realist evaluation 
Organisational change processes and mechanisms can be studied through realist evaluation (RE), a retroductive theory-driven approach to evaluation. Based on the assumption that programmes work under certain conditions, RE aim to generate the best explanation for why something works (or not), for whom, and under which circumstances. RE was founded on Bhaskar’s critical realism (Archer, 2013; Bhaskar, 2008). The philosophical underpinnings of critical realism bridge positivist and constructivist approaches, taking the ontological position that reality exists but that this reality operates independently of observation. It takes the epistemological position that we can attempt to understand causal mechanisms, whilst recognising that knowledge is socially constructed (Collier, 1994). This makes it important for evaluating real world phenomena in complex social systems. 
Realist evaluation is gaining pace in healthcare as the information it can provide about the outcomes of interventions is actionable (Jagosh et al., 2022). Additionally, while REs do not seek to generate universal causal explanations because the mechanisms only operate in specific social contexts, transferability is likely where those contexts are sufficiently similar.
The current study therefore aimed to use RE to tailor the NHS Change Model for the AAPI setting. The RE focused on embedding formulation reviews as described above. Asking interview questions around a recent change project meant that the concept of organisational change was based on something tangible for staff. Data collection is method neutral (Pawson & Tilley, 1997; Sayer, 1992) and can thus be qualitative or quantitative depending on the evidence needed. 
Clinical implications 
The introduction of PIPA requires knowledge of cognitive behavioural theory, the development of formulations and the skills to introduce and embed psychologically informed interventions.  Given that Clinical Psychologists working within NHS AAPI wards are likely to experience similar pressures and barriers within their roles, this project is anticipated to support the field more broadly through understanding the factors necessary to introduce and embed psychologically informed interventions in this setting. Before we can develop more robust outcome studies in these settings, we need to address the issue that changes are extremely challenging to implement and embed in the first place. It is hoped that following this study, the model can be tested across other acute settings within other trusts, which may in turn facilitate more robust trials of future interventions. 
Aims
The research questions guiding the study were:
· [bookmark: _Hlk166246552][bookmark: _Hlk166867716]How well does the NHS change model explain the processes of change necessary to implement and embed change within AAPI settings? 
· Can we develop a refined change model to suit AAPI settings? 
· What are the different facilitators and barriers to change in AAPI settings? What works, for whom, and in what context? 

Method
[bookmark: _Hlk167549800]Ethical Approval 
Ethical approval was obtained and granted by the University of Sheffield. Health Research Authority (HRA) approval was obtained through the Integrated Research Application System (IRAS) application process (Appendix B and C). Although the study was considered low risk, participants were being asked to comment on the processes of change in the organisation they were currently employed, which could potentially be difficult for them. Participants were informed of the limits of confidentiality (i.e. disclosure of harm/potential harm to self/others) but assured that information would be kept anonymous within these limits. Benefits included the opportunity to share experiences of change within an AAPI setting, to improve understanding of the contexts necessary for successful changes and to facilitate future implementation of change in this setting.
Design
Manzano’s (2022) three-part approach to RE was used to guide the three phases of data collection and analysis: phase 1 ‘theory gleaning’, phase 2 ‘parallel testing and refinement of theories’, and phase 3 ‘theory consolidation’. Each phase informs the next phase. Therefore, the procedure and findings of each phase are described in turn. 
Although both quantitative and qualitative data are used in realist evaluation, qualitative methods are the most commonly used in realist evaluations. This is because there is generally more emphasis on the iterative gathering of qualitative data to allow for theory to be developed and explored, and for hidden mechanisms to be uncovered (Pawson & Tilley, 1997).
Phase 1: Theory Gleaning (Procedure)
[bookmark: _Hlk167549329][bookmark: _Hlk176367353]Realist research proceeds in iterative cycles that start and end with the formulation of a programme theory (Pawson & Tilley, 1997). It is recommended that the initial programme theory (IPT) can be created by drawing on multiple sources of information including insider knowledge (Jagosh et al., 2022). An IPT consists of a context, mechanism, and outcome of interest – ‘CMO’ hypotheses. While the word hypothesis is typically reserved for quantitative research, in the context of RE, this refers to a hypothesis about which mechanisms are likely to operate in different contexts and the outcomes that will be observed when they do.
In the current study, the IPT was built on the results of systematic review of barriers and facilitators to change in the AAPI setting (conducted by the author of the current study), knowledge from the literature regarding existing change models (NHS change model and COM-B), as well as from an initial consultation with a Clinical Psychologist working on one of the AAPI wards at the time PIPA and the formulation reviews were implemented. The Clinical Psychologist was not involved in data collection nor a participant.
In RE, the ‘context’ within an IPT considers the social, political, economic, and cultural factors that could impact an intervention. In the current study, context refers to the barriers and facilitators to organisational change that the wards experience. 
‘Mechanisms’ have two components: resources offered as part of the intervention and the hypothesised responses from offering these resources. In the current study, resources refer to the intervention components that were offered as part of embedding formulation reviews: regular meetings, leadership by an experienced, enthusiastic facilitator, Quality Improvement (QI) project management, and support or “buy-in” from senior leadership in the trust. 
The ‘outcomes’ in a CMO refer to the outcome of interest, which in this case is the successful embedding of formulation reviews on the acute inpatient wards. 
Phase 1: Theory Gleaning (Results) 
Four initial programme theories were developed through Phase 1. Initial programme theories can be presented as “if-then” statements. These statements hypothesise how a programme is expected to work, under specific conditions, to produce certain outcomes. Essentially, they help in understanding the causal mechanisms at play. They are also presented as CMOs.  
The four theories included ‘Frequency of meetings’, ‘Facilitator Attributes’, ‘Change Tools’ and ‘Leadership “buy-in”’. The CMOs consisted of; context (barriers and facilitators to change), e.g. staffing, staff feeling burnout/hopeless, practical resources and NHS values; mechanisms, e.g. staff experiencing shared purpose and increased intrinsic motivation to engage in change; and the positive outcomes, e.g. formulation reviews are embedded, there is an increased sense of hope amongst staff.  
The four theories are described in detail in Table 1, and related CMOs are presented in Figures 2-5.
Table 1
Initial Programme Theories 
	Theory A: Frequency of meetings

	
As part of the PIPA process, initial monthly meetings were proposed with the aim of keeping the change project on the agenda and connecting teams across the wards. The NHS change model guidance suggests that energy for and maintaining a focus on the change can be created through the ideas of ‘project and performance management’, ‘spread and adoption’ and ‘motivation and mobilisation’. The following theory was therefore proposed:
If regular and frequent shared meetings across and within wards are offered by Leadership teams and Quality Improvement teams, 
then ward teams will engage with and sustain the project better, 
because this will increase the opportunity for ward teams to create a sense of shared purpose. A focus will be maintained on the main aims of the change project through providing feedback and generating ideas for the next meeting, while balancing the energy and pace of change to avoid burnout. Within and across wards, there will be sharing of learning.

	
Theory B: Facilitator attributes

	
The NHS change model places an emphasis on team ownership and avoidance of top-down leadership styles through the ideas of ‘shared purpose’ and ‘leadership by all’. The aim is to motivate and empower staff and build hope through staff at all levels understanding the project and roles and playing a role in the project themselves. The TEWV guidance for implementing PIPA (TEWV NHS Foundation Trust, 2022) has a similar emphasis and it was noted this leadership style was embraced by the project leads in SHSC. The following theory was therefore proposed:
If the facilitator avoids a ‘top down’ approach and provides a space for staff to come together
and share ideas, 
then teams will engage with and sustain the project better,
Because staff will have access to a safe space to have open, genuine two-way conversations to tap into common values and goals (e.g. quality of care) despite diverse backgrounds and professional demands. This will help them to feel involved and empowered and feel that change is co-produced. Sharing and generating ideas will increase staff understanding of the project and confidence in their ability to implement changes. 

	Theory C: Change tools

	In addition to ‘project and performance management’ and ‘spread and adoption’, the NHS change model states that ‘measurement’ and ‘improvement tools’ are important for successful, sustainable change. One ward team initially trialled the project before other wards commenced and were supported by the QI team to embed formulation reviews using fortnightly Plan, Do, Study, Act (PDSA) cycles. It was hoped that this would encourage shared learning and accountability, as well as helping to define roles, and monitor/evaluate change through project planning.  The following theory was proposed:
If Quality Improvement change tools (such as QI project management, PDSA cycles, measurement tools) which help people with the planning, management, reviewing of projects from the beginning to end are used,
then teams will engage with and sustain the project better,
because a rigorous approach to the planning and monitoring of progress will allow teams to gain a clear picture of how well they are progressing towards goals, ensuring sufficient attention is being given to the project so that it can become reality. Everyone in the team involved in the change will have an awareness of the progress of the project and plans for the next stages. Resultantly, there will be shared accountability and clearly defined roles. This will allow wards to create a culture of sharing good practice, as well as sharing what has not worked, through critical reflection, to deliver safe and effective care. 

	Theory D: Leadership “buy in”

	When the formulation reviews were trialled, ward leadership teams had a strong presence at the monthly meetings. The change project was initially prioritised to increase extrinsic motivation and there were clear job roles and autonomy provided around creating change.  This is in line with the NHS change model that suggests that ‘system drivers’ are necessary for engagement with change projects through extrinsic and intrinsic motivation. The following theory was proposed:
If ward staff have the necessary resources provided by Senior Leadership,
then teams will engage with and sustain the project better,
because being supported by management to attend regular, face-to-face meetings, during usual working hours, will allow staff to prioritise the change project efforts and ‘system drivers’ to align. This will help to create extrinsic motivation, which is necessary for the dedication, focus and momentum needed for successful change, as well as intrinsic motivation, helping to create creativity and build energy. Staff will feel comfortable with change and can adapt to it as part of their job roles, because Leadership sets the norms for implementation of changes.



Figure 2 
CMO Frequency of meetings 
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Figure 4
CMO Change tools
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Figure 5
CMO Leadership “buy in”
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Phase 2: Parallel Testing and Refinement of Theories (Procedure) 
Setting and Participants 
To develop an understanding of how organisational change is embedded in practice, three AAPI wards that had recently undergone organisational change (i.e. introducing PIPA) were purposefully selected. The wards include one female ward (12 bed), one male ward (16 bed) and one mixed ward (19 bed). These wards have shared overall experiences in terms of seeking to implement PIPA formulation reviews, but also unique contexts, which was hypothesised to help shed light on mechanisms. At the time of the current study, the PIPA changes were at different stages of implementation on different wards, which also facilitated an examination of what works, for whom, and in what context. 
The RAMESES guidelines (Greenhalgh et al., 2015) highlight the roles of participants within RE. Participants are asked whether a programme works more or less well across different sites of implementation (and if so, how and why). Different participants will have different views about how and to what extent interventions work, and it is important to sample this range of views (Wong et al., 2016). Participants consisted of ward staff working across the three wards. The inclusion and exclusion criteria are summarised in Table 2. All clinical staff who had participated in the PIPA changes across the wards were invited to participate in the interviews to gain broad and diverse perspectives. A range of perspectives via professional roles were purposefully sought to contribute to refinement of the program theory. Participants also included the Clinical Psychologists and Clinical Associate Psychologists who played an instrumental role in embedding formulation reviews. Demographic information can be found in Table 3. 
[bookmark: _Hlk176368431]Verbal and written communication to the managers of each ward was undertaken. Purposive sampling was utilised meaning that the advert (Appendix D) stating the inclusion and exclusion criteria required to partake in the study was sent to staff via their managers, and participants self-identified as to whether they met the requirements. Staff were then invited to participate through communication from the ward psychologist and managers, or to contact the researcher directly. Overall, 26 staff members were invited to participate. Those who replied received an information sheet and consent form (Appendix E and F). No participants withdrew from the study once data collection began; however, three participants accepted the invitation to participate but did not respond to follow-up emails. Overall, 17 staff members participated. 
Table 2
 Inclusion and exclusion criteria
	Inclusion criteria

	Clinical staff
Managerial staff
Staff currently working in the service and who have left the service
Staff who worked in the service whilst PIPA was implemented
Staff who had active involvement in the PIPA formulation reviews

	Exclusion

	Non-clinical staff
Staff who did not work in the service whilst PIPA was implemented







Table 3
Demographic Information of Participants 
	Category

	Sub-category
	Frequency

	Sex
	
Male 
	
2

	
	Female	

	15

	Age 
	
<25
	
0

	
	26-35
	6

	
	36-45
	6

	
	46-55
	5

	
	56+

	0

	Position
	
Support worker 
	
1

	
	Clinical psychologist 
	3

	
	Clinical associate in psychology
	3

	
	Mental health nurse 
	4

	
	Psychiatrist 
	1

	
	Ward manager 
	2

	
	Occupational therapist 

	3



Data collection 
In RE, data collection is typically obtained via face-to-face semi-structured interviews (Pawson & Tilley, 1997). The current study utilised this approach with focus groups being preferred to 1:1 interviews. Focus groups allow for the generation of ideas formed within a social context. Given that team understandings and narratives around change processes are integral to shaping and influencing outcomes, focus groups are considered an appropriate method to examine the phenomenon (Kitzinger, 1994). An article by Manzano (2022) discussed the use of focus groups in RE. A key advantage of using focus groups is that when homogeneous groups of participants are used, individuals may find it easier to discuss shared experiences than when interviewed on a 1:1 basis. However, limitations include participants not speaking up or conforming to dominant ideas, managing confidentiality, and interviewers influencing findings (Smithson, 2000). Open questions were used to allow group members to talk in-depth. The researcher offered individual interviews for those who would prefer 1:1 or were unable to make it to a focus group. While consistency in the approach to data collection would have been preferred, the decision was made to offer both due to the challenges of research in this setting and the resultant scarcity of evidence (Awenat et al., 2017). 
[bookmark: _Hlk176368792]Focus groups and interviews took place with staff across the three AAPI wards, at their place of work, conducted by the author. Due to limited uptake from staff across two wards, a joint interview was conducted with two members of staff from one ward, and two 1:1 interviews were held with members of staff from the second ward. A focus group was held with staff from the third ward (n=7). A focus group for Psychology staff across the three wards was held (n=6). Psychologists were interviewed separately given their key role in implementing formulation reviews to allow teams to speak freely. Overall, 17 participants participated in the study. In the context of RE, data saturation is used to ensure that the mechanisms, contexts, and outcomes being studied are fully understood and that the data collected is comprehensive enough to support, refute, or refine the programme theory. Realist evaluation focuses on understanding "what works, for whom, under what circumstances, and how", and reaching data saturation helps in achieving a thorough understanding of these aspects. In research supervision, it was agreed that data saturation was achieved as no new themes were identified after the final interview (Saunders et al., 2018).
At the beginning of the focus groups/interviews, the study, confidentiality, and withdrawal rights were explained. University approved audio technology was used to record, and data stored on the University secure drive. The focus groups lasted for 90 minutes each. The 1:1 interview lasted 60 minutes, and the joint interview 100 minutes. No repeat interviews took place. At the end, participants were given a debrief form. Audio data was transcribed by a University approved transcriber.
A semi-structured interview schedule (Table 4) was developed considering the study aims and RAMESES II realist interviewing guidelines (Westhorp & Manzano, 2017). It was hypothesised that wards may have different pressures so questions exploring any differences in context were considered important. A consultation was held with an expert in realist methodology, Dr Justin Jagosh, on 18th December 2023.  Dr Jagosh suggested that one way to approach interviews was to directly ask questions about the IPTs (J. Jagosh, Personal Communication, December 18, 2023). In the interview schedule, the researcher wanted to allow some breadth to understand staff perceptions of change and any differences in conditions across the wards, whilst also exploring specific components of the change theories hypothesised in line with RE principles and consult guidance. The decision was made to focus questions on a recent change project so that the concept of organisational change was not too vague for staff and has relevance for future psychological change projects. Perceptions on the outcomes of embedding the reviews were considered important in terms of understanding more about the processes leading to successful outcomes, as well as tapping into factors such as intrinsic and extrinsic motivators.
Table 4
Interview schedule 
	Interview questions
	Additional prompts

	1. Can you tell me about the formulation reviews that have been introduced on the ward?

	What was your role in this?
How do they work?


	2. What do you think the outcomes of introducing formulation reviews have been – for yourself, the ward staff and patients? 

	Can you give an example?



	3. Do you think that the outcomes have been the same for all staff working across the wards on which the formulation reviews have been introduced?


	In what ways have they been the same/different?


	4. We are interested in understanding how the implementation of organisational change projects within the NHS cause their outcomes. What is it about the way formulation reviews were introduced that made a difference to how it worked/did not work? 

	So, what exactly was the outcome of X? How did that help cause (the outcome specified)?

Give examples if necessary:
What was your experience of leadership on the project?
To what extent was there a sense of shared purpose or motivation?
How well was learning shared across the wards?
How collaborative was the project?
What was your experience of the energy for change felt throughout the project?
Were there any other aspects that impacted on the change project, such as practical resources or the environment?


	5. We’ve seen that formulation reviews work differently across the three acute wards. What is it about this ward that makes them work well/ less well?

	What was the impact of that?
Can you tell me what made that possible/how that was facilitated?
Can you tell me what hindered that?
Can you tell me what might have been needed for xxx to be achieved?


	6. If you could change something about the way formulation reviews were introduced to make them work more effectively here, what would you change and why?

	If there was xxx, can you tell me about how you think the project would have been impacted?
If there wasn’t xxx, can you tell me about how you think the project would have been impacted?


	7. What else do you think we need to know, to really understand how the introduction of formulation reviews has worked here?

	Why is that important?

	8. Is there anything else that we haven’t talked about that you think makes change (more broadly) possible in acute inpatient settings? 

	Why do you think that makes a difference?




Data Analysis
Thematic analysis (TA) was used to organise the qualitative data. TA is commonly used for RE (Gilmore et al., 2012), the goal being to identify themes, i.e. patterns in the data that are important or interesting, and use themes to address the research question or comment on an issue. TA stays close to the data rather than interpreting, which is more useful for a realist approach as the intention was to stay close to what participants described as being critical for change. TA is not tied to one theory, can be employed flexibly to support data analysis, and is more readily disseminated to wide audiences. Data was analysed using Braun and Clarke’s (2006) stages of TA. ‘Familiarisation’ involved reading and re-reading the findings to get to know the data. ‘Coding’ involved generating initial codes that represented important chunks of information in the data. The author engaged in inductive line-by-line coding to understand the meaning and content of each interview, utilising research supervision throughout. ‘Generating themes’ entailed grouping codes into broader themes that captured the main ideas of the data. ‘Reviewing themes’ then took place, which necessitated checking the validity and consistency of the themes. Lastly, themes were ‘defined and named’.
Quality Control
Validity
Braun and Clarke (2006) argue that a rigorous TA can produce reliable findings, however the criteria for quality assurance in qualitative research is different to that in quantitative. O’Reilly and Kiyimba (2015) suggest employing transparency, reflexivity, transferability, and ethicality to ensure validity. 
Firstly, transparency suggests that any claims made in research should be credible and justified. Accordingly, data collection was systematic and transparent. For data analysis and interpretation, full accounts of the decisions made, and details of the context were provided. The Consolidated Criteria for Reporting Qualitative Research (COREQ; Tong et al., 2006) is a 32-item checklist which promotes a clear and complete report of interviews and focus groups. The checklist was used to facilitate this (Appendix G). In addition, “member checking” took place. This involved returning to participants and asking them whether the themes reflect the meaning they intended (Birt et al., 2016). Additionally, an audit of the analytical process was conducted by the research supervisor and an independent researcher (CG) (see Appendix H).
Reflexivity is a critical aspect of qualitative research; it can provide a thorough understanding of the data and reduce researcher bias (Braun & Clarke, 2006). In the current study, whilst no personal experiences of the researcher were used to inform the analysis, it is recognised that the researcher may not be aware of their own presumptions (Appendix I).  To aid reflexivity, a reflective diary was kept throughout the research process (Watt, 2007) which included reporting on assumptions and biases, and considering the impact of these throughout the process. The researcher discussed issues in research supervision (Appendix J). 
Thirdly, transferability relates to the degree to which findings can relate to other contexts. To ensure transferability, detailed and transparent reporting was utilised. 
Lastly, ethicality is detailed in the Ethical Approval section. 
Co-production
[bookmark: _Hlk167556337]At both the development stage of the IPTs and the refining stage, a consultation was held with an expert in realist methodology, Dr Justin Jagosh, on 18th December 2023.  This allowed the researcher to buy into and continuously engage with the underlying philosophy behind RE as well as to provide quality control for the study
A pilot interview was conducted with a Clinical Psychologist who worked on one of the AAPI wards at the time the formulation reviews were implemented but had since left. Feedback on the interview schedule, information sheet and consent form was sought and materials revised accordingly (Appendix K).
[bookmark: _Hlk176368635]This research was co-produced with a Clinical Psychologist working on one of the AAPI wards at the time PIPA and the formulation reviews were implemented. The Clinical Psychologist was not involved in data collection nor a participant. In consultation with Dr Jagosh, it was agreed that this subjective insider knowledge was appropriate for developing initial theories to be tested within RE (J. Jagosh, Personal Communication, December 18, 2023). The data collection then allows for alternative ideas and theories to be shaped.
Phase 2: Parallel Testing and Refinement of Theories (Results)
Overall, eight themes and 18 sub-themes were found, details of which can be found in Appendix L. An example bank of codes can be found in Appendix M. A selection of participant quotes per theme can be found in Appendix N. 



Results
Phase 3: Theory Consolidation (Procedure) 
Once finalised, the TA findings were used to examine the hypotheses, and to evaluate and refine the four IPTs to produce a revised acute change model (ACM). 
For each IPT, the supporting data is presented, and any unsupported hypotheses are noted.  A summary of new themes that arose from the data is then reported. Themes are presented in bold, with sub-themes in ‘’. Theoretical themes are presented in italics. 
An overall CMO (Figure 6) was subsequently created based on a revised understanding of the contexts necessary for successful change that would feed into a refined ACM, all based on the current data (Figure 7).  

Phase 3: Theory Consolidation (Results)

Theory A: Frequency of meetings  
[bookmark: _Hlk167198447][bookmark: _Hlk167199289]Three overall themes were found in the data in support of Theory A: Communication, Energy for change and sustainability, and Buy-in of change. Participants described that Communication was an important aspect in embedding change; particularly in terms of having ‘QI involvement’ of the project and opportunity for sharing learning. Problems with communication developed alongside facilitators leaving. Facilitators were not replaced, and meetings were not sustained.  Energy for change and sustainability was described as important as ‘generating and sustaining energy’ and allowed for consistency and commitment to the project. Considering the amount of concurrent change was critical to avoid overwhelming teams. Buy-in of change also supported this IPT, particularly ‘buy-in of ward staff’ where participants felt that understanding the project and its benefits was important. Where understanding was not in place, there could be resistance and a sense of change feeling unfair. 
These findings supported the following components of this IPT: for teams that have regular opportunity to meet this could lead to a sense of shared purpose, shared learning, energy for change, understanding the project, and hence intrinsic motivation.
[bookmark: _Hlk167722740]The following components of the NHS Change Model included in this IPT are: Project and performance management, Spread and adoption and Motivation and mobilisation. All were supported by the data. 
Theory B: Facilitator attributes
Two overall themes were found in the data in support of this IPT: Collaboration and Leadership. Participants described that Collaboration was an important aspect in embedding change in terms of ‘team working’; team working allowed staff to feel valued and influential and increased team collaboration and cohesion. Staff extended on the theme of collaboration by highlighting encouragement from facilitators to utilise ‘patient and carer involvement’ was a facilitator of change as it allowed them to connect to their values of collaborative, person-centred care.  Leadership was described as important in terms ‘leadership style’; the lack of a top-down approach of the facilitator helped the teams feel a part of the project, and at the same time staff felt contained by a firm but fair stance towards the implementation of change. 
Findings supported the following components of the IPT: motivation, empowerment, led by all, understanding the project and roles, and confidence in the facilitator. 
The following components of the NHS Change Model included in this IPT are: Shared purpose and Leadership by all. Both were supported by the data. 

Theory C: Change tools 
Two overall themes were found in the data in support of this IPT: Communication and Energy for change and sustainability. Participants described that Communication at ‘ward level’ was an important aspect in embedding change. Staff discussed the importance of ward staff at all levels coming together for meetings about the changes so that everyone understood their roles and there was a sense of accountability for progress. Energy for change and sustainability was described as important in terms of staff remaining consistent and committed to the change project, with ‘QI oversight’ helping to facilitate the monitoring of the change project. 
Findings supported the following components of the IPT: shared learning, accountability, defined roles, and project planning. Monitoring was somewhat supported by the data. Evaluating change was not. 
The following components of the NHS Change Model included in this IPT are: Project and performance management, Spread and adoption, Measurement and Improvement tools. While Project and performance management and Spread and adoption were supported by the data, Improvement tools was seldom mentioned by participants. Measurement was not supported. 
Theory D: Leadership ‘buy in’ 
Two overall themes were found in the data in support of this IPT: Leadership and “Buy-in” of change. Participants described that Leadership was important in terms of ‘leadership roles and structure’ which helped to scaffold staff, for example, by being supported to attend meetings and time being prioritised for meetings. “Buy-in” of change, particularly ‘“buy-in” from leadership’, was important for the implementation of change. Leadership understanding the aims and importance could lead to staff at all levels feeling encouraged to contribute. Leadership being able to provide the practical resources needed was important. Staff needed to have trust and hope in leadership, as absence of hope could lead to staff having a lack of energy for change as they felt change efforts were futile. 
Findings supported the following components of the IPT: being supported to attend meetings, change project being prioritised, increased intrinsic and extrinsic motivation, and increasing momentum and energy for change. 
System drivers was the component of the NHS change model included in this IPT, which was supported by the data. 
New Themes
Despite support for the initial four IPTs, the resources offered were not always sufficient to leverage a successful outcome. Five new themes arose in the data that were important for change in the acute setting which are not adequately captured in the NHS change model or original IPTs: Safety, Practical resources, Staffing, Communication and Energy for change and sustainability. 
Safety 
Feeling safe to make change is briefly mentioned in the NHS change model in terms of motivate and mobilise, however it was a more significant theme within this data along with physical safety. This may reflect the particular environment of acute wards, which can be emotive and challenging places to work. Physical safety of staff and patients and psychological safety of staff were not specifically referred to in the original IPTs, therefore Safety emerged as a key theme to encapsulate these. On one ward, staff talked about psychological safety being a facilitator of change. They discussed the importance of reflective practice in helping the team develop a sense of psychological safety, and how this enabled them to engage in change processes.  An absence of psychological safety appeared to hinder attempts to make changes, as staff reported that the wards who had found the implementation more difficult were not offered the resource of reflective practice. Psychological safety was needed to be felt both on an individual level and collectively within teams and increased a sense of connection. Physical safety was also key, as this was of upmost importance to staff and was prioritised over change efforts when necessary. The resources provided were not always sufficient to overcome barriers experienced in different settings; staff discussed the importance of staff wellbeing and the sense of some wards being in ‘fight or flight’ which made it difficult to think about managing change long-term. 
Practical resources
Practical resources was theorised as a barrier; however, it is not specifically mentioned in the NHS change model, yet it appeared much more of a priority for the current participants in the context of ward work. A lack of practical resources – such as ‘time’, ‘training of staff’, and ‘physical resources’ e.g. technology – was mentioned as a barrier to change by wards where time could not be protected, or resources were not provided. For example, staff on wards with increased staffing pressures (and therefore less protected time) found the burden of change was sometimes split in a way that they felt was unfair and this was a barrier to change. When there was a lack of connection staff felt unable to express this. Staff also reported that it was not always possible to attend meetings due to the lack of flexibility in their schedules/needing to prioritise other tasks, again highlighting an issue with being able to connect as a team. 
Staffing 

Staff reflected that it is not just the quantity but quality of staff that is important for implementing change. For example, under the subtheme ‘staffing levels’, irregular and unstable staffing increased resistance to implementation, as well as staff lacking confidence in the change-related tasks, highlighted under ‘qualities of staff’. The resources provided were not always sufficient to overcome barriers experienced in these settings; staff discussed that lack of experienced staff impacted their ability to engage in change, as wards being under-resourced and largely relying on agency staff meant that those on shift could lack knowledge of the ward(s) and/or the change. Staff required connection and strong working relationships for change to be implemented, again impacted by lack of consistent staffing. 
Communication

Although Communication was an element of the original IPTs in terms of meetings, this theme was much more significant for the current participants on an acute ward, e.g. considering the impact of changing shift patterns and communication needing to fit in with the ward routine, it warranted its own theme. Under the subtheme ‘ward level communication’, staff discussed not understanding the change project or the aims, and therefore not buying in, being a barrier to change. A lack of staff forums was a barrier as this impeded staff defining clear roles and organising change-related meetings.  Staff discussed the sharing of learning being helpful initially. However the resources offered were not always enough to overcome barriers; inconsistency in facilitators from a QI perspective halted progression of change as communication regarding the change stopped due to facilitators leaving and not being replaced. There was also a lack of sharing of learning between wards, which staff reported would have been of benefit, again highlighting a lack of connection.
Energy for change and sustainability 

While energy for change was included the NHS change model, it does not fully capture the theme of Energy for change and sustainability, for example the need to adapt and evolve, which may be more relevant to acute wards that are fast paced environments than other settings. The subtheme of ‘adjusting and evolving’ to change captures this. A lack of sharing of learning within and between wards was a common barrier. Staff talked about the lack of standardisation of change due the lack of sharing of learning, and again, the lack of ‘connection’ felt between wards. It is notable that the ward who had implemented the change successfully felt able to think about how the change could be adapted for each ward, whereas those who had not been as successful voiced a preference for standardisation across wards. The resources offered were not always enough to overcome barriers to change; staff on one ward discussed that staff and management needed to acknowledge staff needed to “find their feet” before they felt comfortable with the change. This period was particularly necessary when concurrent changes were occurring.



Revised CMO and model of change 

A revised CMO was required based on the findings (Figure 6). The findings uncovered mechanisms for change that were not previously identified, therefore a revised model of change for the acute setting is recommended (Figure 7).
Figure 6 
Revised CMO
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Figure 7
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Discussion
The current study used realist methodology to understand in the context of AAPI settings (i) the facilitators and barriers to change; (ii) how well the NHS Change Model explains the processes of change necessary to embed change; and (iii) if necessary, can the NHS Change Model be refined? 
The IPTs hypothesised barriers and facilitators to organisational change and the mechanisms – frequency of meetings, facilitator attributes, change tools and leadership buy-in – needed to overcome the barriers and leverage facilitators. These theories were partially supported by the findings of the current study.
In terms of frequency of meetings, inclusion of staff in the development of change, was a facilitator of change, supporting the IPT. Regarding facilitator attributes, wards reported the need for leadership and facilitators to avoid a top-down approach, whilst providing clear directions, again supporting the IPT. For change tools, in line with the IPT, the wards who received the most involvement from QI reported stronger implementation of the change, and all wards reported the need for sharing of learning between and across wards. Lastly, for leadership buy-in, an understanding and promotion of the change facilitated implementation, as well as a strong leadership presence. This finding supported the IPT. 
Most components of the NHS Change Model were supported to some extent and captured under the three themes of ‘Leadership’, ‘“Buy-in” of change’ and ‘Collaboration’. Six (out of eight) components of the NHS Change Model were regularly referenced by staff at points during data collection: Shared purpose, Spread and adoption, Project and performance management, System drivers, Motivate and mobilise and Leadership by all. Measurement was not mentioned by staff, and Improvement Tools was seldom referenced; a reason for this might be that staff were not directly involved with the PDSA cycle that was offered as part of the trial, or staff did not have an awareness of such tools due to their occupational status. It was in the Psychologists focus group that Improvement Tools were referenced; perhaps due to Psychologists requiring an understanding of service re-design as per The British Psychological Society guidelines (BPS; BPS, 2019)  which may be due to Measurement of change outcomes may not have occurred due to facilitators of change leaving and not being replaced, or similarly, staff may not have been aware of the measurements. However, the NHS Change Model does not adequately cover other themes that arose in your data that seemed more critical for the AAPI setting, suggesting the need for a refined change model.
The importance of ‘Safety’ was highlighted, i.e. considering staff and patients’ physical safety and staff psychological safety when implementing change. This was particularly necessary for wards which have a greater number of incidents and staffing issues, and reduced opportunity for reflective practice in a containing environment. 
[bookmark: _Hlt166331393][bookmark: _Hlt166331394]In the context of the current study, ward staff voiced the need to prioritise safety over change-related projects. Slemon et al. (2017) found that mental health nurses viewed maintaining physical safety as an integral part of their role and this value influenced their clinical practice.  Nurses have been found to prioritise safety over other aspects of practice, such as therapeutic interventions (Wilson et al., 2017). In terms of psychological safety, staff who had access to wellbeing support reported both a strong team bond and an increased ability to implement changes compared to other wards. Whilst this cannot be formally regarded as cause and effect, Molloy et al. (2024) found that when nurses had a psychologically safe space to share views, there was increased team cohesion due to shared decision-making. In the current study, staff were caught in a perpetual state of “fight or flight”, although to various degrees depending on the context of the ward and the resources offered. Psychological safety is important for teams. It is not only about knowing each other well but helping staff to feel safe to share ideas and try new things, reduce systemic blame culture which can create fear and anxiety around change, and provide a buffer against burnout (Edmondson, 2018). 
‘Practical resources’ is not specifically noted in the NHS Change Model. However, resources appeared a significant priority for the current participants in the context of ward work. Staff highlighted the need for training to be delivered to both agency and permanent staff due to the high turnover of staff and shift working. Other physical resources such as a quiet, confidential place to meet and sufficient technology were found to be difficult to come by on the wards. This finding was corroborated by Brennan et al. (2006). 
While ‘Staffing’ links to ‘Practical resources’ above, it warrants its own theme and includes reflection on the qualities of staff in terms of experience and confidence. Laker et al. (2019) found that age and occupational status are correlated with negative perceptions of change, perhaps due to younger staff being more newly qualified as thus less experienced and confident in their abilities. 
The importance of communication is referenced in the NHS Change Model, however considering the impact of shift patterns and specific ward routines, ‘Communication’ warranted its own theme. Sutter et al. (2022) discuss how staff who work 12-hour shifts can feel ‘out of touch’ following extended time away from the ward and this can increase anxiety. Anxiety does not support readiness for change, demonstrating the need for better, increased communication. 
Lastly, although energy for change is included the NHS Change Model, it does not fully capture the current identified theme of ‘Energy for change and sustainability’. The sub-theme ‘adapt and evolve’ feels more relevant to the fast-paced environments of acute wards than other settings such as rehabilitation wards (Barrera et al., 2019). 
A common thread underpinning the barriers was connection. The need for staff to build strong working relationships was evident through the more obvious concepts such as team collaboration and cohesion, and so was categorised under the theme of Collaboration.  However, it was evident through ideas such as confidence, in which staff described junior staff having less confidence in their ability to implement change effectively than more senior staff and needing support of colleagues.
 Weller (2012) discusses the phenomenon of “tribalism” in healthcare, commenting that development of professional identify is strong within disciplines such as psychiatry and nursing. Tribalism has benefits but can also cause ‘in’ and ‘out’ groups, leading to more junior staff feeling that they have little influence. Weller et al. (2014) discusses the importance of defining inclusive teams and training teams together to create a sense of connection within teams, an idea corroborated by Totman et al. (2011).
Additionally, under the sub-theme ‘team working’, staff having a lack of trust in leadership was an additional barrier that had not previously been hypothesised.  Wards where trust was evident were able to embed change, and conversely wards who were more untrusting of leadership, did not. Staff can develop “change fatigue”, and this can raise anxieties regarding change (Dean, 2013). A need for trust in leadership appeared to be particularly necessary during times of concurrent changes. West et al. (2015) found that supportive teams which have clear goals and strong leadership have staff who experience considerably less stress.  
Implications for Clinical Practice
In the current study, staff noted the value of the interview experience, stating that their reason for participating in the research was because they felt that staff experiences were not considered by those in more senior positions. Services should therefore consider making their approach to change more holistic, aiming to ensure the experience of all staff is considered. Staff should be supported to consistently raise thoughts and feelings about changes in reflective practice. The results of the current study indicate further research into how ‘compassionate leadership’ can be introduced and sustained in AAPI services, as research indicates this will allow for change to be embedded more successfully. An effective leader encourages change while supporting communication and maintaining a relaxed and safe environment (Barr & Dowding, 2012). Compassionate leadership is therefore suggested to resolve performance problems through promoting a learning and positive risk-taking culture within teams; it is accepted that not all change will be successful, but there is a collective responsibility to problem-solve (West & Markiewicz, 2016). The values of compassionate leadership could provide a basis for an approach to organisational change within AAPI settings.
Clinical Psychologists could play a crucial role in facilitating this compassionate leadership culture shift. The BPS (2019) describes a core competency for Clinical Psychologists of ‘organisational and systemic influence and leadership’. This competency includes ‘influencing service delivery, working effectively in MDTs and understanding change processes in service delivery systems.’ These skills are particularly relevant in AAPI settings where Clinical Psychologists are in leadership positions and work with MDTs to enhance psychologically informed care provision (BPS and Association of Clinical Psychologists UK, 2021). 
[bookmark: _Hlt166433545][bookmark: _Hlt166433546]Staff in the current study suggested that staff can generally engage with change if there is a clear and communicated rationale. A significant barrier to implementation is poor communication; it results in staff feeling disengaged and potentially resistant to change, as well as lacking in protected time to complete change related tasks. Regular supervision and reflective practice sessions provide an opportunity for staff to reflect on their practice to ensure a person-centred approach is taken and develop their skills and confidence whilst accessing support in a safe environment (Cutcliffe et al., 2018; Hamilton et al., 2023). 
In the context of organisational change, Clinical Psychologists are well-placed to deliver supervision and reflective practice to ward staff and management, to allow open and honest conversations about thoughts and feelings regarding change which otherwise may hinder implementation. Supporting staff to develop skills and confidence in performing change-related tasks will aid empowerment to engage in change. Policy makers should also recognise the value of consulting with ward staff from the initial planning stages of change to achieve staff “buy-in”. Recruiting and retaining experienced and competent staff, and ensuring consistent staffing, is essential to ensuring staff have the resources to implement and maintain change. 
   Strengths, Limitations and Directions for Future Research
To the author’s knowledge, this is the first study exploring organisational change in the AAPI setting using RE and the NHS Change Model. A strength of using RE is that it allows for the development of understandings about underlying mechanisms that drive program outcomes, and it goes beyond more basic cause-and-effect relationships. RE allows for greater clarity and depth of knowledge of a topic as it seeks to explore not just what works, but for who, why and under what conditions (Punton et al., 2020).  If policymakers and staff understand and focus on hidden mechanisms, the design and implementation of change can be based on informed decisions. The multiple perspectives of staff with different expertise and experiences – reflected in the range of professionals who took part – is a strength of this study. The breadth of input helped to validate findings and provide a comprehensive understanding of the topic. 
The process of analysing and synthesising realist data is based on the interpretation and judgment that a researcher applies. The author utilised supervision throughout the process of analysing and interpreting data to minimise bias. As the author and supervisor having different backgrounds and perspectives, employing investigator triangulation helped to reduce risk of bias and increase validity of results. The author also engaged in reflexivity to maintain awareness of values and beliefs which could potentially influence the research process (Darawsheh, 2014). Rigour and confidence in the credibility of the research is increased with researcher transparency (Anderson, 2008). 
There are real challenges to conducting research in AAPI settings, which mirror the barriers to organisational change. It is widely acknowledged that a barrier to the implementation of change is staffing issues, and so to get through shifts safely, staff often need to ‘firefight’. Thus, there can be less energy and time for thinking about organisational change. It was evident that staffing affected study recruitment. The focus group on the ward which described having a more stable workforce was well attended (n=7), but it was only possible to hold interviews with wards with fewer regular staff. The wards that were less represented in the current study have higher rates of aggression and self-harm related incidents. It is important to consider how to facilitate greater inclusion in future research. 
As with any small sample size, caution must be exercised in generalising implications from findings. The current research sought to examine specific theories related to the identified intervention and the resources offered. It is possible that different elements of change might be highlighted in other settings. That said, the theories were developed in line with background literature and existing models. Given they are consistent with previous research in the area, the current findings do appear to contain a significant degree of ‘theoretical transferability’ to other acute settings. Therefore, despite its small scale, there is significant applicability for the findings beyond this study. Utilising data triangulation, e.g. via a survey/questionnaire, would have been useful to support findings and allow greater reach in terms of number of staff and range of professions.
[bookmark: _Hlk167459024]At the time of conducting the study, benchmarking data indicated the inpatient acute psychiatric wards in Sheffield were experiencing low bed availability, high admission numbers and a high number of patients with no fixed abode (Appendix O). The focus on one NHS mental health facility might mean that the views and perspectives of staff in this study differ from staff elsewhere, particularly organisations with more stable workforces and different contextual factors. The views reported may also have been influenced by professional orientations. Whilst therapy staff and nurses were involved, psychiatrists – who hold status in seniority and authority within wards – were underrepresented.  Support workers were also underrepresented; support workers play an integral part in the daily running of inpatient wards. During recruitment it was notable that two senior members of staff agreed to participate but both left the trust before interviews could be conducted. 
One limitation of collecting data via qualitative interviews is that interviewer characteristics, such as job role or perceived differences (e.g. class), can influence interviewee responses (e.g. Britten, 1995). The current participants were aware of the researcher’s profession. It may have been easier or harder for participants to identify and speak openly with someone also working within the NHS. Participants appeared relaxed (evidenced by sharing ‘in jokes), and response bias was deemed minimal. Member checking was used to confirm that findings accurately reflected the participants’ perspectives, helping to increase validity and credibility. 
The use of theoretical models allows a framework to be implemented, providing support in achieving change. The NHS Change Model had not previously been evaluated within AAPI settings. The findings of this study indicate that although many elements of the existing model were supported, given the numerous barriers to change described throughout the current study, a significantly revised model was needed. It was beyond the scope of the current RE to test the revised model; however, this is a crucial step in the evaluation process which future research in this area should prioritise. 

Conclusions
The NHS change model can partially explain the processes of change necessary in AAPI settings, however key additional themes of ‘Safety’, ‘Practical resources’, ‘Communication’, ‘Energy for change and sustainability’ and ‘Staffing’ were found in this study. A revised ACM was therefore developed. Future research should seek to test this model across other acute services. The current RE was limited to a specific NHS Trust; experiences of change in different AAPI settings should be examine
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Appendix A 
Description of the eight stages of The NHS Change Model 
 
1.	Shared purpose – The ‘why’ of change is the purpose and is important for sustainable change. Purpose becomes shared when people work towards a common goal.
2.	Spread and adoption – Learning needs to be shared to deliver safe and effective care, through sharing what did and did not previously work.
3.	Improvement tools – Using evidence-based quality improvement tools provides structure for change efforts, increasing the chances of successful change. 
4.	Project and performance management – A clear plan and an ongoing review of actions and targets is necessary.
5.	Measurement – Using outcome measures monitors if change is occurring and if desired results are being achieved. Plans are changed accordingly. 
6.	System drivers - System drivers are incentives (e.g., payment) and sanctions (e.g., penalties if standards are not met). Together they motivate everyone involved. 
7.	Motivate and mobilise - Understanding what motivates and matters to individuals can encourage people to use their strengths to implement change. To reduce burnout during periods of change, energy for change must be well-managed. 
8.	 Leadership by all - Shared purpose and collaboration is the style of leadership which is most likely able to effect change. Leaders can be of any occupational background, and at any point of the organisation.
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Evie McLoughlin, Trainee Clinical Psychologist
University of Sheffield Department of Psychology, Floor F, Cathedral Court
1 Vicar Lane, Sheffield, S1 2LT UK
Email: emcloughlin2@sheffield.ac.uk


                                    PARTICIPANT INFORMATION SHEET

Study Title: Embedding formulation reviews in adult acute psychiatric inpatient units: Using a multi-perspective realist evaluation to develop an acute model of change.

You are being invited to take part in a research project. Before you decide, it is important to understand why the research is being done and what it will involve. Please read the following information carefully and ask me any questions you have. 
Why have I been invited? 
You have been invited to take part in this research project because you are a) clinical staff on Stanage ward, Burbage ward or Endcliffe ward, or b) you are part of the senior management team across the wards. 
Do I have to take part? 
No, it is up to you whether you would like to take part. Participation in this study is voluntary. If you decide to take part, you can keep this information sheet and will be asked to sign a consent form. You can stop participating in the study at any time without giving a reason. However, if you decide to stop participating after the focus group has begun, we will not be able to withdraw any of the data you have provided up until that point. 
What will happen if I take part?

You will be asked to take part in an hour-long focus group where you will be asked some questions about your experience of organisational change – specifically, the introduction of MDT clinics and formulation reviews for patients and families/carers within the first week of admission. Participants have an option to take part in an individual interview if they would not like to take part in the group interview, or cannot attend the scheduled focus group but would still like to take part. Participants can contact the researcher on the email provided at the top of this form to request this. 
The interview will take place at your place of work. The researcher will come to the wards to carry out the focus groups. 
This interview will be recorded and then transcribed using an approved University of Sheffield transcriber. Transcription will be anonymised, and the audio recording will be deleted after transcription. Following this, it will be analysed using Thematic Analysis and Realist Evaluation. Your responses will be kept confidential meaning that you will not be identified or identifiable in the report or reports that result from the research, meaning that taking part in the study should not affect your job (unless in specified circumstances, such as needing to break confidentiality for safety reasons, covered below).
How will we use information about you? 
We will need to use information from you for this research project. 
This information will include your name and contact details. People will use this information to do the research or to check your records to make sure that the research is being done properly. 
People who do not need to know who you are will not be able to see your name or contact details. Your data will have a code number instead. 
We will keep all information about you safe and secure. Anonymised transcriptions of audio files will be stored on the University research repository. Other authorised researchers may use your data in publications, reports, web pages, and other research outputs, only if they agree to preserve the confidentiality of the information as requested in this form.
Once we have finished the study, we will keep some of the data so we can check the results. We will write our reports in a way that no-one can work out that you took part in the study. Some of your comments may appear in the write up as quotes, however they will be anonymised. 

What are your choices about how your information is used? 
You can stop being part of the study at any time, without giving a reason, but we will keep information about you that we already have. 
We need to manage your records in specific ways for the research to be reliable. This means that we won’t be able to let you see or change the data we hold about you. 
What are the benefits of taking part? 
You have the opportunity to share your experience of organisation change within an acute inpatient mental health setting. We hope to evaluate, and refine, if necessary, a current theory of change so that it can be tailored for the acute inpatient psychiatric setting. This is to improve our understanding of the contexts necessary for successful changes and to facilitate future implementation and embedding of change processes in this setting. A written report of the findings will be published. 
What if there is a problem?
If you feel that there is a problem at any time, you can let the researcher know. If you experience any distress whilst sharing your experience, the researcher will be able to discuss this with you and discuss what further support might be of help (e.g., from your supervisor or through contacting your GP). 
Will all the information be kept confidential? 
Identifiable data such as consent form will be transferred outside of the Trust to the Sponsor for storage. However, all the information we collect about you will be kept strictly confidential. You will not be identifiable in any reports or publications. 
The only exception to this would be if during the interview the researcher became concerned about a risk of harm to yourself (e.g., suicidal risk), or someone (e.g., a child or another adult) you talk about (e.g., risk of neglect or physical harm). In such a situation the researcher would discuss the need to breach confidentiality with you; the aim of this would always be in order to support yourself and those you mention and ensure safety (for example, it may involve letting relevant services know about the situation in order to help provide those involved with support). 

Will I receive any reimbursement of expenses for taking part in this research? 
There will be no reimbursement for taking part in this research. However, the focus groups will take place during staff working hours, so staff should not expect to be at a loss. 

What will happen to the results of the study? 
The results will be submitted as part of the researcher’s doctoral thesis in May 2024, then prepared for publication in 2024. You can let the researcher know at the start of the study if you would like a copy of this and this can be sent to you. 
The University of Sheffield is organising and funding this research. This project has been ethically approved via the Health Research Authority, using the NHS Ethics Review Procedure. 

What if I wish to complain about the way the study has been carried out? 
In the first instance you can contact the lead researcher, Evie McLoughlin EMcLoughlin2@sheffield.ac.uk. Alternatively, you can contact the other researchers involved in the project; Dr Claire Bone on C.Bone@sheffield.ac.uk or Prof Gillian Hardy on G.Hardy@sheffield.ac.uk. 
If you feel that your complaint has not been handled to your satisfaction following this, you can contact Chris Martin, Head of Department on psy-hod@sheffield.ac.uk or Mr Amrit Sinha, Chair of the University Ethics Committee on A.Sinha@sheffield.ac.uk 

Contact Information 
This research is being conducted by Evie McLoughlin, Trainee Clinical Psychologist. This research will be used to write a thesis which fulfils part of their doctoral training. If you have any questions about the research, you can leave a telephone message with the Research Support Officer on: 0114 222 6650 and he will ask Evie McLoughlin to contact you.

Where can you find out more about how your information is used? 
New data protection legislation came into effect across the EU, including the UK on 25 May 2018; this means that we need to provide you with some further information relating to how your personal information will be used and managed within this research project. 
The University of Sheffield will act as the Data Controller for this study. This means that the University is responsible for looking after your information and using it properly. In order to collect and use your personal information as part of this research project, we must have a basis in law to do so. The basis that we are using is that the research is ‘a task in the public interest’. 
You can find out more about how we use your information 
● By asking one of the research team by sending an email to emcloughlin2@sheffield.ac.uk, or by ringing us on: 0114 222 6650 
● By contacting the Data Protection Officer via email dataprotection@sheffield.ac.uk 
● By visiting www.hra.nhs.uk/patientdataandresearch 
● Further information, including details about how and why the University processes your personal information, how we keep your information secure, and your legal rights (including how to complain if you feel that your personal information has not been handled correctly), can be found in the University’s Privacy Notice https://www.sheffield.ac.uk/govern/data-protection/privacy/general



Appendix F
Participant Consent Form
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Evie McLoughlin, Trainee Clinical Psychologist
University of Sheffield Department of Psychology Floor F, Cathedral Court
1 Vicar Lane Sheffield S1 2LT UK
Email: emcloughlin2@sheffield.ac.uk


IRAS Project ID: 324486


Study Title: Embedding formulation reviews in adult acute psychiatric inpatient units: Using a multi-perspective realist evaluation to develop an acute model of change.


	
	Please tick the appropriate boxes
	Yes
	No

	1.
	I have read and understood the project information sheet or the project has been fully explained to me.
N.B. If you answer No to this question please do not proceed with this consent form until you are fully aware of what your participation in the project will mean.
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	2.
	I have been given the opportunity to ask questions about the project.
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	3
	I agree to take part in the project. I understand that taking part in the project will include participating in a focus group interview that will be audio recorded.
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	4
	I understand that my participation is voluntary and that I am free to stop participating in the study at any time during the focus group, without giving any reason and without there being any negative consequences. In addition, should I not wish to answer any particular question or questions, I am free to decline. However, I understand that after the recording of the focus group has started, I will not be able to withdraw any data I have provided up until that point.
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	6
	I understand that my responses will be kept confidential meaning that I will not be identified or identifiable in the report or reports that result from the research, meaning that taking part in the study should not affect your job (unless in specified circumstances, such as needing to break confidentiality for safety reasons). 
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	7
	I understand and agree that my words may be quoted in publications, reports, web pages, and other research outputs. I understand that I will not be named in these outputs unless I specifically request this.
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[image: ]

	8
	[bookmark: _Hlk156935551]I understand and agree that other authorised researchers may use my data in publications, reports, web pages, and other research outputs, only if they agree to preserve the confidentiality of the information as requested in this form.
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9 [image: ][image: ]I agree for the data collected from me to be anonymously
        and potentially used in future research.
10 I agree to take part in the above research project.                                              [image: ]  [image: ]
[image: ][image: ]12	I agree to assign the copyright I hold in any materials generated as part of this project to The University of Sheffield.

To be signed and dated in presence of the participant:


Name of Participant	Date	Signature


Lead Researcher	Date	Signature

Copies:
Once this has been signed by all parties the participant should receive a copy of the signed and dated participant consent form and the information sheet. A copy of the signed and dated consent form should be placed in the project’s main record (e.g., a site file), which must be kept in a secure location.
Thank you for taking part in this research today. I have aimed to understand staff members' experiences of organisational change. I am going to analyse all the interviews I have conducted. I will aim to evaluate, and refine, if necessary, a current model of change so that it can be tailored for the acute inpatient psychiatric setting. I will then write a report of my findings. This is to improve our understanding of the contexts necessary for successful changes and to facilitate future implementation and embedding of change processes in this setting. 

Do you feel that you need to talk about anything further? If you do when you leave today, you can contact the lead researcher, Evie McLoughlin EMcLoughlin2@sheffield.ac.uk. Alternatively, you can contact the other researchers involved in the project; Dr Claire Bone on C.Bone@sheffield.ac.uk or Prof Gillian Hardy on G.Hardy@sheffield.ac.uk
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              COREQ- checklist 

[image: A screenshot of a computer

Description automatically generated]

[image: A screenshot of a computer

Description automatically generated]
[image: A screenshot of a computer

Description automatically generated]









             Appendix H
            Audit

	Worthy Topic
1. Is the topic of research relevant and justified?

Rich Rigor
2. Does the study include clear theoretical constructs?
3. Does the study comprise of rich data?
4. Does the study describe the sample and provide demographic information?
5. Does the study describe how organisational change is conceptualised?
6. Does the study sufficiently justify and describe the data analysis process?
7. Has the data been thoroughly coded adhering to the chosen analysis?
8. Has the researcher engaged in a reflexive process to define personal and group experiential themes?

Sincerity
9. Does the researcher record self-reflexivity including values, 
biases, and personal experiences?
10. Does the research address the chosen methods limitations?

Credibility
11. Are participant quotes evidenced for themes and sub-themes?
12. Has the researcher engaged in appropriate supervision to support research quality?

Resonance
13. Are the research findings documented clearly and insightfully?

Significant Contribution
14. Does the study extend current knowledge of organisational change within adult acute psychiatric inpatient services?
15. Do the study’s provide implications clinical practice?
16. Does the study make recommendations for research?

Ethical
17. Does the research have ethical approval?
18. Are the participants experiences appropriately represented?

Meaningful Coherence
19. Does the study achieve its reported aims?
20. Does the study relate its findings with previous research?

	
Yes / Partially / No


Yes / Partially / No

Yes / Partially / No
Yes / Partially / No

Yes / Partially / No

Yes / Partially / No

Yes / Partially / No

Yes / Partially / No




Yes / Partially / No


Yes / Partially / No



Yes / Partially / No

Yes / Partially / No



Yes / Partially / No


Yes / Partially / No


Yes / Partially / No

Yes / Partially / No




Yes / Partially / No

Yes / Partially / No



Yes / Partially / No
Yes / Partially / No



  Name of Researcher Evie McLoughlin                       Researcher Signature E. McLoughlin
  Name of Auditor Charlotte Graham                            Auditor Signature C. Graham 















Appendix I
Reflexive Statement

The primary investigator is a female Trainee Clinical Psychologist and is currently employed by the NHS.  As part of clinical training, the researcher has some experience with research, including service evaluations and auditing, and training in qualitative and quantitative approaches. The investigator has previously worked as an assistant psychologist and support worker. In these roles, the investigator worked in inpatient psychiatric services. However, the investigator has not been employed to work on adult acute psychiatric inpatient wards. The investigator has no personal experience of acute inpatient wards. 













Appendix J
Reflexive Diary Extract
Undertaking this focus group was extremely interesting. I felt privileged that so many staff from varying disciplines took time out of their busy working days to contribute their insightful perspectives. I was surprised at how open staff were. I was aware that I was asking them to discuss potential issues with their workplace, whilst in their workplace during a working day. I wasn’t sure if it would feel ‘safe’ for them as I had not established a relationship with participants before commencement of the study. We discussed reasons for conducting the study, including the research being part of my training and my employment within the Trust. I was glad that they felt able and willing to share, and it felt that it was a positive shared experience for the staff who attended. 
It was clear that this staff team had cohesion in terms of how they were able to speak to each other, I noticed that they asked each other questions about their experiences and were interested in what each other had to say. They used humour appropriately to lighten difficult discussions. This was reflected in how they spoke about the ward’s approach to change being a whole team effort. 
However, I found it saddening that they were clearly feeling demoralised, not only in the sector which I am currently working in and plan to continue working in, but also the same profession. Whilst carrying out the group, I was aware that I was logging my own experiences of working within the NHS in psychology-related roles. I was increasingly aware that there were parallels to the emotions and feelings I was hearing people describe within interviews and my own. I was able to remind myself to separate my personal views from my role of ‘interviewer’ and was able to prepare myself for this prior to the following interviews. 
             
       


















   Appendix K
    Interview Schedule Feedback

Grammatical changes and slight changing to the wording was made following feedback. No questions were added/removed. The participant was satisfied that the questions were appropriate and relevant. We did wonder together whether some of the questions were too long, however in research supervision we reflected that whilst on paper the questions could seem lengthy, there was ways to ask them in a way that felt more digestible. This was agreed by the participant providing feedback. The participant was thanked for their contribution and informed how these suggestions were implemented into the schedule when the changes were made.














             Appendix L
Codebook with Descriptions



	2nd order Code

	Description

	Practical resources 


	Physical resources 


	Space to meet


	Staff discussed how the space where they meet to complete change-related tasks did impact on the productivity of the meetings, for example meetings taking place in meeting rooms on the ward were often interrupted or compromised productivity  


	Technology

	Staff frequently discussed the impact of poor technology on the efficiency of change-related tasks, mostly related to the lack of easy access to information or sharing of information. 


	Time


	Burden of change and workload

	Staff reported that they felt a major barrier to engaging in change-related tasks was not having the time due to their workload, and thus any additional demands felt like a burden on their time. 


	Prioritisation of other tasks

	Staff discussed how they often felt they needed to prioritise other tasks particularly those relating to the care of patients and maintaining the safety of the ward, over change-related tasks, for example the high rates of admission/discharge. This impacted the time they could dedicate to the change project as they prioritised processes and safety. 


	Protected time

	Staff spoke about how having protected time to engage in tasks was necessary, and that backing by managers/leadership was necessary to allow this to happen. This also linked to adequate staffing. 


	Training/skill development


	Training and skills

	Staff discussed the importance of staff having training to support staff in implementing change-related activities or identified this as a gap.


	Awareness for new/agency staff

	Staff spoke about how any training/skill development is needed for new staff and agency staff, particularly due to the high staff turner and use of agency staff. 


	Safety


	Physical safety


	Physical safety

	Staff discussed how the physical safety of the ward was of utmost importance and keeping both patients and staff physically safe was prioritised over change related tasks. For example, if attending meetings would leave the ward short staffed, they would not attend the meeting, the level of self-harm/risk being a barrier to implementing change. 


	Psychological safety


	Psychological safety

	Staff discussed how staff needed to feel psychologically safe with leaders/facilitators and the ward team to implement change. 


	Staff wellbeing

	Staff on one ward discussed how staff wellbeing could be improved through staff wellbeing sessions with psychologists and that this was linked to a greater sense of autonomy on an individual level but could also create a sense of connection when delivered in groups.  
 

	Fight or flight

	Staff reported that they often felt in fight or flight mode, referring to the high levels of stress staff are under due to pressures from leadership, and therefore in a constant state of perceived (and in some cases, real) threat. 


	Ward environment/climate

	Staff discussed how the ward environment in terms of the social and emotional climate affected their ability to implement change, for example staff perceptions of their jobs, staff feeling burnt out, staff wanting to leave their jobs, and the ward’s client group characteristics, and the impact of this on the implementation of change.


	Leadership


	Qualities


	Qualities of leaders/facilitators
	Staff discussed the importance the qualities of leadership – e.g. their ability to give supervision and guidance, and encourage reflection. 


	Roles and structure


	Clear roles and structure

	Staff discussed the challenges experienced around not understanding roles and responsibilities in terms of who was leading/facilitating the changes. 


	Leadership style


	Top-down leadership

	Staff discussed how a top-down approach fuelled resistance in staff – top-down was considered to be: scrutiny, not feeling that there is any compromise, being dictated to without any explanation or thinking around the consequences for staff.  Staff talked about the need for leadership to allow the ward to propose changes they saw fit


	[bookmark: _Hlk165473680]Firm but fair

	Staff discussed the importance of having leaders who could tell staff that changes were non-negotiable, whilst allowing them to feel listened. 


	‘Buy in’ of change


	‘Buy in’ from ward staff


	Change being understood and valuable

	Staff discussed the importance of staff at all levels understanding the reasons for the change and understanding the value in the change. 


	Staff experiencing the benefits of change

	Staff reported that a significant enabler of change was staff experiencing how the change benefitted patients, the ward or staff – this included increasing person-centred care, facilitating conversations with patients and increasing multi-agency working. 


	Resistance to change

	Staff discussed how there could be a sense of active resistance within the team, and that everyone needed to be on board for change to be implemented effectively. 


	Change feeling unfair

	Staff often felt that changes could feel unfair for staff if they already felt overburdened and the change was adding extra work for them. 


	‘Buy in’ from leadership


	‘Buy in’ from leadership

	Staff discussed how ward staff and management needed leadership to buy in to the changes and for this encouragement to be communicated with staff at all levels, as well as leadership providing the practical resources needed.


	Lack of hope/trust in leadership

	Staff found it difficult to trust in leadership, as they felt that promises were often unfulfilled, and this could lead to a lack of hope in any positive messages which were communicated by leadership. This could lead to staff having a lack of energy for change as they did not feel there was ‘any point’. 


	Collaboration


	Team working


	Staff feeling valued and influential

	Staff shared that feeling valued and influential was important as this could lead to intrinsic motivation to engage in the change project as well as increasing staff wellbeing/attitude towards work and the change project. 


	Involvement of staff and ownership at all levels

	Staff discussed the benefits of staff at all levels being involved at every stage of the change implementation, and staff feeling that they had something to contribute to the change. This could lead to staff attending meetings and therefore improve team working. 


	Connection

	Staff felt that good working relationships between teams was important for team working and therefore implementing change, and this could be achieved through regular face to face meetings. 


	Shared values

	Staff discussed the importance of staff understanding their own values and these values being shared across the whole team, and this could improve team working which in term allowed staff to implement changes. 


	Burden of change feeling shared

	Staff discussed how change efforts could be hindered when staff/certain professions felt that most of the change was their responsibility. 


	[bookmark: _Hlk165653734][bookmark: _Hlk165732355]Team collaboration and cohesion

	Staff spoke about the need for staff groups to work together to reach goals, and for this to happen the team need to feel unified. This could improve efficiency, communication, and organisation. 


	Patient and carer involvement


	Service user and carer involvement

	Staff reflected on how the involvement of patients and carers in the change project had helped them to ensure they were working in a person-centred way, and therefore felt that their values were aligning with their practice. 


	Staffing


	[bookmark: _Hlk165732138]Qualities of staff


	Experience

	Staff discussed that newly qualified staff were being put in more senior positions more quickly, due to the lack of staffing. This meant that they were making decisions with a lack of experience, and this could impact the implantation of change and the ward climate more broadly. 


	Confidence

	Staff felt that junior staff could lack confidence in their skills/their ability to contribute in a significant way to the change efforts and this could impede implementation. 


	Staffing levels

	[bookmark: _Hlk165648482]Consistent staffing

	Staff discussed the impact of high use of agency staff on change implementation, in terms of a) staff who are invested in the ward and b) who know the ward routine/change related activities. 


	Substantive staffing

	Staff on each ward talked about the staffing recruitment and retainment issue currently, and the need for teams to be fully staffed for change to be implemented effectively. 


	Shift patterns

	Staff discussed that shift patterns could affect how often staff saw each other and therefore inhibit communication. It also meant that, as things change quickly on acute wards, staff could often feel ‘out of the loop’ when they returned back to work. A recent change in shift patterns meant that staff had less time during the day to meet. 
 

	Communication


	[bookmark: _Hlk165473811]QI involvement


	QI oversight

	Staff discussed how one ward had QI oversight, and this was very helpful. However, they discussed how the facilitators left and were not replaced, and this happened without a plan/roadmap for the future of the change.  Staff from other wards discussed how there had been no QI oversight and thus they had had to ‘figure it out’ for themselves.


	Communication between and with staff at all levels

	Staff spoke about the importance of staff at all levels coming together for meetings about the changes, so that everyone is involved and on the same page. There was a sense that this communication needed to be managed by someone external who could take and distribute minutes. 


	Learning and sharing of learning

	Staff believed that there was a lack of learning through audits/feedback about the change and a lack of sharing of learning between the wards. It was felt that this contributed to difficulties to implementation as wards could not hear what was working well or wasn’t working well and think about how to adapt their practices to improve implementation.  


	Ward level communication


	Miscommunication between staff/wards regarding the changes


	Staff discussed how miscommunication between ward staff/wards could lead to staff believing/thinking different things about the change, and how this could lead to difficulties in implementing changes. This could be due to wards working ‘in silo’. 


	Staff forums

	Staff discussed having regular meetings or forums to discuss change and for staff to ask questions/raise concerns (emphasis is on regularity of meetings or opportunities to meet, rather than speed of help).


	Fitting change in with ward practices

	Staff discussed how it was difficult to implement changes when their time was limited and there were other things they needed to priories, and so communication about how and when change related activities would need to take place within the ward team was very important for implementing change. 


	Energy for change and sustainability


	Generating and sustaining energy


	Amount of change at one time

	Staff discussed how multiple concurrent changes contributed to a feeling of overwhelm and thus low energy for change. Change was more likely to feel like a burden and staff were more likely to be resistant to change.  


	Energy for change

	Staff spoke about the amount of energy change that existed at the beginning of the change project and how this was generated through the coming together and sharing ideas, and there being a sense of hope amongst staff (or not generated if there was a lack of energy). 


	Consistency and commitment
	Staff discussed the importance of sustaining the energy for change through remaining consistent and committed to implementing change related activities change. 


	Proactivity vs reactivity

	Staff reflected on the importance of being proactive with changes, rather than reactive. However, it felt that currently, a lot of the changes made in the acute inpatient setting were more reactive than proactive and this contributed to a feeling of unpredictability. 


	Adjusting and evolving


	Evolution of change

	Staff talked about how change can evolve over time, whether that is because changes to changes are enforced, or more organically through learning of best practice. Evolution of change could also occur more unconsciously, e.g. change related activities being modified to fit with the ward routine. 


	Allowing time to implement

	Staff discussed that staff and management needed to acknowledge there would be a necessary time period for staff to implement the change and ‘find their feet’ before it felt natural and/or helpful. 


	Standardisation
	Staff spoke about how common or standardised approaches to change would be helpful or unhelpful. 

























             Appendix M
                 Bank of Codes (example) 

	Bank of codes


	Staff involved in development
	[bookmark: _Hlk164946389]Engagement
	[bookmark: _Hlk164958915]Building confidence
	Detrimental to other jobs getting done


	Freedom
	[bookmark: _Hlk164948909]Designated roles
	In the context of other changes

	Scrutiny

	Ad hoc
	Teaching
	Continuity
	Change tasks taking a long time


	[bookmark: _Hlk164958375]Preparation
	[bookmark: _Hlk164958323]Benefits of change on care delivery
	Being stopped from doing something that feels beneficial

	[bookmark: _Hlk164958383]Importance of easy access to information

	[bookmark: _Hlk164958368]Efficiency
	Staff not having time
	[bookmark: _Hlk164963131]Family/carers input

	[bookmark: _Hlk164963153]Multi-agency working

	Sharing of information about changes
	[bookmark: _Hlk164956266]Shift patterns
	Allows for reflexive practice
	[bookmark: _Hlk164960552]Views of own impact of participation

	The importance of when things happen
	Standardisation not being possible

	[bookmark: _Hlk164950655]Team stability/consistency

	[bookmark: _Hlk164949303]Organisation/structure

	Staff cohesion
	Differences in ward cultures 
	Autonomy to make decisions/ownership

	Proactiveness

	Learning/evaluating in order to replicate on other wards
	Reasons for the changes feeling unfair
	Defensiveness/resistance
	Senior leadership visibility on the wards


	Splitting up teams
	[bookmark: _Hlk164956431]Another ‘thing’ to do 
	[bookmark: _Hlk164960944]Value in the number of staff/different professionals being able to be involved in the task
	Compromise

	Perceptions about job
	[bookmark: _Hlk164956521]Change taking away from important service user related tasks

	Leadership qualities
	Feeling of psychological safety


	Views about different wards performing differently
	Top-down leadership approach
	[bookmark: _Hlk164958593]Values of staff not aligning with changes

	Staff wellbeing/support

	[bookmark: _Hlk164958980]Rate of discharge
	[bookmark: _Hlk164946273]Experience/competence of staff

	Feedback to inform learning

	Shared values between staff

	‘Buy in’ from ward staff
	[bookmark: _Hlk164958959]Unpredictability of the nature of ward working

	[bookmark: _Hlk164946235]Staff feeling ‘good’ about work
	Changes to the changes

	Changes feeling purposeless
	Communication between staff and senior management

	QI keeping focus on change
	Changes helping make other tasks easier/connectivity



                 Appendix N
Selection of Participant Quotes per Theme 

	Theme
	Subthemes
	Quote


	       Practical resources

	Physical resources


	P2:      Erm we started the meeting about how we can do this better and today we did it, strangely in the nursing office which I think more just that people didn’t feel that they could get off the ward for half an hour to sit round and do something that.


	
	Time

	P1:      It’s nearly impossible to do in an hour cos it’s just everyone is like scattered.

P2:      I used to attend before but sometimes I don’t always get the time to come and attend.
P3:	We had more time then.
P2:	We had more time.

P1:      I mean there’s times when we’ve tried to tweak things haven’t we with the handover and it’s been perceived, and probably rightly so as another thing to do on top of the other things that we need to do.

P2:       It’s like, but then patients will come and go and they can come in and they might have four new patients, you know that have been here a while and its, its them learning all about that patient again and actually being expected to do the PIPA board and being the nurse in charge when they come onto the ward and they’ve not been here for ten days.



	
	Training/skill development

	P3:      I mean I know they're accessible to everyone, but I don't know if it's promoted say to when they're inducted new staff members or agency staff or whether they're sign posted to refer to someone's formulation when coming on the ward. 


	
Safety

	
Physical safety
	
P3:     I think environment wise as well where you have them, you can't take that number of staff off them away from the ward for any extended period of time, wouldn’t be physically safe to do so.


	
	Psychological safety

     







     ‘Fight or flight’


      Ward climate   

	 P2:	I think the nurses are learning fight or flight, very young but then there are some students that they learnt in covid so are used to fight or flight, things being hectic and then they are entering services that have really low staffing and it’s the learning, this is how you work as a nurse in this mode because that’s what everybody else is doing and then just look outside of that at formulation, care plans, makes people better and makes your job easier and we’ve been unable to do as part of their skills 




they’ve learnt from their placements is how to manage a chaotic crazy environment and get through the shift.


	Leadership

	Qualities

	P2:    …Making us feel important to what the work he is doing and not just a team and it does, it has a really, really good effect, everybody just calls him NAME – (Dr), you know but he is the Consultant (LAUGH).


	
	Roles and structure

	P4:     The thing that does make it challenging is that I think that there has been a shortage in staffing but a shortage in changeovers within the leadership team and although I think it's getting better, the leadership team itself doesn't feel very cohesive. 

P1:      I think with any change on the ward, whether it be a staffing accompaniment, whether it’s  the registered nurses or support staff, it's really hard to make any changes by then because then tasks or various things pigeon holed as belonging to a certain profession, which I think it's happening because the psychology team started to lead on facilitating these formulations, it then becomes ‘well that’s what psychology do and we have that with community meetings because OT started facilitating the community meetings on the ward, it then becomes,’ well that's what a OT’s do’.

P1:       …just fizzled out when we were reducing leadership structure, I don’t know, the person who was leading it is not there anymore, (SIGH).



	
	Leadership style

	P1:    …There are people who see this as part of a tick boxing exercise, something that is kind of enforced upon them to do and they may or may not see value

P1:        So obviously there is nobody there to kind of more or less force people to do it and attend it, just what these wards often need is it drilling into people to have regular practice and erm if there is nobody there to do that it just won’t happen




	[bookmark: _Hlk165473744]‘Buy in’ of change

	‘Buy in’ from ward staff
	P3:       This trust has not talked about recovery at all how are we making people well enough to leave hospital

It’s not sold as something that reduces beds, average length of stay or recurrence.  A safe ward makes it safe but it doesn’t lengthen stay so.  P2:      But they are the things, they are the quality initiatives that we should be focussing on and I think that’s hopefully we all strive to think about quality rather than flow.
P3:      And that’s the thing isn’t it, if we are going to make a change, it has to be something that’s gonna benefit staff and patients, not about, if you benefit everyone it will naturally you know, be allowed…
P1:	It would naturally be a better place wouldn’t it.
P2:      But actually in the grand scheme of things, looking after the patients should be our number one priority.
P4:         It’s not even numbers, its reducing patients to this in, like in, like not even numbers, what is flow, where is the person, where is the individual there, its like waves of patients that just come in and out and directed to… I loathe it.
P3:	When people get to wards and their value like just completely just goes, just goes into the flow doesn’t it.
P4:       So people thought that if you were doing PIPA then you would get people through the wards quicker, so it went from something that was improving quality, to something that was about bed numbers and patient flow.
P1:	Its just a tick box now.

P6:      Yeah so it feels at the minute that the stuff that were being asked to do is to make life easier there (LAUGH) rather than here or here so yeah.
P3:       I know there’s been quite often, changes often, you hear it and you just think ‘oh they want us to do more’.  It’s never really changing, it’s not replacing, its not like a more efficient way of doing things, it’s always more, do more, another form to fill in and that.



	
	‘Buy in’ from leadership
	


	Collaboration

	Team working
	P4:     The reason that they probably do stay engaged is because they like that team that they work in.

P1:      …it always gets a bit awkward and people don’t engage that well.

P3:      …it’s not, it’s never very team led but you know there are lots of people kind of putting excuses out there and putting it off, its often mostly us sitting there.


	
	Service user and carer involvement

	P2:         I think it's been nice to have been part of one where we managed to have a service user actually involved in part of that discussion, so that was really good, but erm again like you said about the team having people involved in their discussions isn't always appropriate I guess, that's certainly at the point of admission, and again it’s like, yeah, I think it could be quite impactful for service users if we could get up and running because it's a chance for the whole team to become reflect, learn a bit about their background, about their current situation, how what we can help support them, which kind of saves people have to continually repeat themselves, especially if there's been a lot of trauma

P3:       actually adding to that as well like it would been a common place for service users to be invited I, like a lot of these are such closed spaces, it just seems like yeah, for it to become common place for service users to be invited in to be part of their formulation.  And some of it may not feel appropriate to be discussing with known like background to like, using the five keys, that's not always comfortable say for people to reflect, especially with the group of people, but something's about you know, what people's interest are, what their needs are and how to support them. You know what great conversation.


	Staffing

	Qualities of staff

	P4:     Knowledge and experience as well, kind of like, we’ve got lots of experience and lots of knowledge whereas if you look downstairs, completely the opposite, not many staff that are experienced, there is not many staff at all so that puts a lot of pressure on that nurse because they are working with preceptee’s, you know the preceptee’s need that support. 
P3:    And trying to build people’s confidence in starting to attend and facilitate and contribute to the meetings. 



	
	Staffing levels

	P1:    I think it’s after a night shift people are so desperate to go home aren’t they.
P4:    Oh yeah and at 7 o'clock in a morning you can’t concentrate as well as you could (LAUGH) at like 1 o'clock in the afternoon could you.
P1:    But like in the morning and on the night shift you couldn’t do it to the same extent.

P3:     Bring back the midday handover, bring back, I mean I know that they’re shorter shifts, although I know that the longer shifts really work for staff, it actually is a massive barrier to a lot of things
P2:     The staff don’t see each other either.
P3:      It’s actually just the staff seeing each other, I cannot see some staff members for ten days and they’re not even on annual leave, they’re just not at work (LAUGH).

P4:       I would love for daily jobs to be put on there and allocated and erm there be a system where, you know, you do the daily jobs that are gonna be purposeful for that patient and that moves them on a little bit more but actually because of the shift pattern, there’s no continuity in staff so things get lost.


	Communication

	QI involvement

	P1:       We had a fantastic QI person called NAME and he used to.
P3:	(LAUGH) that name will live with us forever NAME.
P1:	He used to facilitate all the minutes. He would facilitate meeting, he used to keep people on track with it because when in busy clinical roles, its really easy just to let things slide and focus on other things, whatever, the most demanding things at that time.

P5:	When you said slide its not because, you really get pulled into more acute things that are needed to be done there and then so QI generally it sort of tends to be the lower priority when it shouldn’t be.  If someone has got a specific role in QI, that’s there, that’s what they’re they for and they will constantly make it their agenda.

P1:	Initially, so as part of the QI Department… so they used to come into areas and support the teams to deliver what change they wanted to deliver. Erm and then I don’t know what happened in QI but the coaches all ended up leaving and now they can only offer erm support or advice to us whereas we needed that initially to kind of keep us going and to keep us kind of driving forwards with it.  

P1:	Yeah it was the latter, I don’t really recall how we run but I don’t recall any input from QI, I would have thought if QI were involved that would have been over the course of time rather than just you know, one bit and I would recall that, so no they weren’t involved.  I think erm yeah, I think it just arrived, this is what were doing now and the sort of support and training that we had for that was kind of inhouse




	
	Ward level communication

	P3:     I think the key thing is just communication and I think that is certainly something that could be improved on here, the methods of communication, its timing and when in the day are things are being done.



	Energy for change and sustainability

	[bookmark: _Hlk165381428]Generating and sustaining energy

	P2:      It’s always because people are too busy, this is going on, X and Y is happening, erm which then makes it harder to be consistent when sometimes you will get them and if it’s a quiet day you will get more, you will get people together who work really well, erm the next day or a couple of days after it, it could work really poorly

P1:     It doesn't seem great, I don’t think people aren’t particularly excited for change, I think there has been a lot of change, erm even this past week, there's been a lot of change and a lot of sudden change but hasn't been communicated or handled very well, which isn’t very well received.

P5:       …otherwise you will see what always happens is you will do it for six weeks and then it will straggle out and then no one will talk about it for a year… make these changes and then nothing will happen, usually things will fizzle out after a period of time



	
	Adjusting and evolving

	P4:       Yeah. What we’re doing and what [WARD] are doing even though we’ve had meetings so we know what we’re doing, they still drift apart. Everywhere is different.
P5:	Which in itself isn’t a bad thing I guess.
P4:	No.
P5:	I think it’s when people try to standardise it.  
P1:	Yeah and you don’t want it like that because all the wards are different, you know, and it’s not McDonalds, its not globalisation.

P2:	Yeah their favourite word is to standardise everything, every little thing across the whole of, you know the acute wards.  They must be standardised and they must all be in this one place

P1:       Thinking about kind of evolution is really important, so when things are put in place  they naturally, depends on the ward, they quite quickly, its more things INAUDIBLE, (14.4) they separate so quickly into their own little thing and that, if that’s allowed to happen then they can grow into that area, I don’t know how much that is allowed to happen, things always brought back to being the same.

P2:	Oh right so you will do all the acute wards and they are all different.  Erm but they need to be and they say, ‘oh the PIPA board can be the same on every ward’, and it can’t, cos our patients have different needs, you know, so.
I:	Who said the PIPA boards can be the same on every ward.
P2:	Senior management.
P1:	Senior management.

P2:	I think [WARD] are probably in a better position because we delayed implementing it, I mean not, not consciously really (LAUGH), it was just we hadn’t quite got the time to do it but we could see how it was working on other wards so there was some familiarity of what formulation review was by the time we said “right, I think we maybe need to start looking at this on [WARD]”.

P1:	And I think that’s what [WARD] did because they have the advantage of being physically close to [WARD] but also just hearing how it evolved over time and what was working, so I think right from the start they were able to say – right, what’s important about it, and that tis owned by the team and that the Psychologist on there at the time made a point of not, not taking them all on, whereas all the other wards have tried to embed them first through Psychology and then hoped to move and it hasn’t really happened has it.














Appendix O

Benchmarking Data

Sheffield Health and Social Care’s (SHSC) Bespoke Adult Acute Psychiatric Inpatient Benchmarking report for 2022/23
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‘The aim of the study is to describe and interpret the shared cultural
behaviour of a group of individuals.

Phenomenology
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Narrative research
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‘Ward climate

Qualities of staff

Staffing levels

Generating & sustaining energy
Adjusting & evolving

uonseuno)

Resources

All wards require QI involvement using a
PDSA cycle to offer a level of management, as
well s monitoring and measurement
Information gained should be shared between
and across wards at regular meetings in a way
that  promotes psychological safety and
wellbeing.

Training for facilitators in developing team
psychological safety is required.

Regular meetings should be amranged in
advance at a time that fits the ward routine, and
led by an effective, compassionate leader.
Through effective  communication,  the
meetings  will provide inspiration and
‘motivation, vision and clarity of the change and
the aims of the change, and empowerment and
team building.

Staff of all levels should be invited and
encouraged o attend. The ward should be
sufficiently staffed so that the safety of staffand
service users on the ward is protected while
staff undertake change-related activitis.

Senior Leadership should be present and set
norms for implementation of the change, as
well as identifying relevant training for staff at
all levels.

Response

It is understood what is important to staff and
stakeholders in terms of incentives and
individuals feel incentivised.

Staff can prioritise meefings and feel that there is
a commitment to the change project from
Leadership, which will create a sense of trust and
team cohesion

Staff have a defined and clear role in the change
project, and an understanding of tasks, increasing
accountability. Staff will feel confident in their
ability to make a valuable contribution. There is a
sense that change is led by staff across all levels,
creating 2 sense of shared purpose within ward
teams, but siill allowing for confidence in the
facilifator. Staff feel the project is being managed
and measured, ensuring sufficient attention is
being given

Learning is shared and staff can reflect on what
has on worked well and what they might change.
Staff feel hopeful, encrgised, optimistic, heard
and empowered. Staff experience increased
intrinsic motivation and have an increased energy
for change while managing the pace of change.

Positives

Formulation reviews are embedded
based on feedback of what has/has not
worked — staff feel able to sustain this

change
Staff have increased ability to adapt to
change

Increased feeling of hope re. quality of
care

Inereased alliance/collaboration of teams
Teams can use a blend of system drivers
to_ motivate those involved in change
efforts and maintain a focus on the main
aims of the change project

Staff can celebrate successes and reflect
on challenges

Staff fecl confident in taking a pro-active
approach fo the change and their daily
work
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Downloaded: 24/01/2024
Approved: 24/01/2024
Evie Mcloughin
Registraion number: 210154939
Psychology
Programme: Doctorate in Clinial Psychology
Dear Evie
PROJECT TITLE: Embedding formulation reviews in acute psychialri inpatient units: Using a mult-perspeciive realist evaluation to develop
an acute model of change.
APPLICATION: Reference Number 058445
On behalf of the Uriversily ethics reviewers who reviewed your project, | am pleased to inform you that on 24/01/2024 the above-named
project was approved on ethics grounds, on the basis that you will adhere to the following documentalion that you submitied for ethics review:
+ University research ethics application form 058445 (form submission date: 23/01/2024):; (expected project end date: 20/09/2024).
+ Paricipant information sheet 1131355 version 4 (23/01/2024).
+ Particpant consent form 1131856 version 2 (23/01/2024)
i during the course of the project you need o deviate significanily from the above-approved documentation please inform me since writen
approval il be required.
Your responsibilies n delivering tis research project are set out at the end of tis lefte.
Yours sincerely
Depariment Of Psychology Research Ethics Committee
Etics Admiistrator
Psychology
Please note the following responsiblfies of the researcher in delivering the research project:
+ The project must abide by the Universily's Research Ethics Policy: hitps:/iwvww.sheffield ac.uklresearch-services/ethics-integritylpolcy
+ The project must abide by the Universily's Good Research & Innovation Pracices Policy:
hitosfwww shefi Iy 15/1 6710660 lle/ GRIPPO
+ The researcher must inform their supervisor (in the case of a student) or Ethics Administrator (in the case of a member of staf)of any
signifcant changes to the project or the approved documenation.
+ The researcher must comply with the requiremens of the law and relevan! guidelines refating to security and confidentialy of personal
data
+ The researcher is responsible for effectively managing the data collected both during and after the end of the projectinline wih best
pracice, and any relevant legisiative, regulatory or coniractual requirements.
-
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Trainee Clinical Psychologist

The University of Sheffield

University of Sheffield

Cathedral Court Floor F1, Vicar Lane
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04 August 2023

Dear Miss Evie McLoughlin

HRA and Health and Care
Research Wales (HCRW)
Approval Letter

Study title: Embedding formulation reviews in acute psychiatric
inpatient units: Using a multi-perspective realist
evaluation to develop an acute model of chang

IRAS project ID: 324486

Protocol numbe: NA

REC reference: 23/HRA/1823

Sponsor University of Sheffield

1'am pleased to confirm that HRA and Health and Care Research Wales (HCRW) Approval
has been given for the above referenced study, on the basis described in the application form,
protocol, supporting documentation and any clarifications received. You should not expect to
receive anything further relating to this application.

Please now work with participating NHS organisations to confirn capacity and capability, in

line with the instructions provided in the “Information to support study set up” section towards
the end of this letter.

How should | work with participating NHS/HSC organisations in Northern Ireland and
Scotland?

HRA and HCRW Approval does not apply to NHS/HSC organisations within Northern Ireland
and Scotland.

I you indicated in your IRAS form that you do have participating organisations in either of
these devolved administrations, the final document set and the study wide governance report
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Adbvert for research study

Are you a member of staff (clinical or managerial) working in an acute inpatient setting?

Tam a Trainee Clinical Psychologist, and I am looking for paricipants for a rescarch study aimed at better understanding staffs” experiences of organisational change
in acute inpatient mental health seftings. This project will form part of my thesis.

You will be eligible to take part if you are
®  Clinical staff or Managerial staff

Staff who worked in the service whilst PIPA changes were implemented

If you are interested, the process will involve taking part in an hour-long focus group interview about your experience of organisational change. We hope to cvaluate,
‘and refine, if necessary, the NHS change model so that it can be tailored for the acute inpatient psychiatric sefting. This is to improve our understanding of the contexts
necessary for successful changes and to faciltate fufure implementation and embedding of change processes in this sefting. A writien report of the findings will be
published.

Please do gt in touch if you have any questions and/or are inferested in participating and further information will be provided.

Evie McLoughlin, emcloughlin2 @shefficld ac vk
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COREQ (COnsolidated criteria for REporting Qualitative research) Checklist

A checklist of items that should be included in reports of qualitative research. You must report the page number in your manuscript
where you consider each of the items listed in this checklist. If you have not included this information, either revise your manuscript
accordingly before submitting or note N/A.

Topic Item No. ‘Guide Questions/Description Reported on
Page No.

Domain 1: Research team
and reflexivity
Personal characteristics
Interviewer/facilitator 1 ‘Which author/s conducted the interview or focus group? 101
Credentials 2 What were the researcher’s credentials? E.g. PhD, MD |Appendix KR
Occupation 3 ‘What was their occupation at the time of the study? res——rry
Gender 4 Was the researcher male or female? [Appendix KRy
Experience and training 5 ‘What experience or training did the researcher have? [Appendix K RY
Relationship with
participants
Relationship established 6 Was a relationship established prior to study commencement? [Appendix KR
Participant knowledge of 7 What did the participants know about the researcher? e.g. personal
the interviewer goals, reasons for doing the research AZEETEER
Interviewer characteristics 8 What characteristics were reported about the inter viewer/facilitator?

e.g. Bias, assumptions, reasons and interests in the research topic AZECEE
Domain 2: Study design
Theoretical framework
Methodological orientation 9 ‘What methodological orientation was stated to underpin the study? e.g.
and Theory grounded theory, discourse analysis, ethnography, phenomenology, 85

content analysis
Participant selection
Sampling 10 | How were participants selected? e.g. purposive, convenience,

consecutive, snowball 0
Method of approach 11 | How were participants approached? e.g. face-to-face, telephone, ma

email 100 !
Sample size 12| How many participants were in the study? [101
Non-participation 13 How many people refused to participate or dropped out? Reasons? 101
Setting
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Setting N
Setting of data collection 14| Where was the data collected? e.g. home, clinic, workplace 101
Presence of non- 15 Was anyone else present besides the participants and researchers? L
participants JAppendix H -
Description of sample 16 | What are the important characteristics of the sample? e.g. demographic
data, date 0
Data collection
Interview guide 17| Were questions, prompts, guides provided by the authors? Was it pilot |-
tested?
Repeat interviews 18| Were repeat inter views carried out? If yes, how many? 101
‘Audio/visual recording 19 | Did the research use audio or visual recording to collect the data? 101
Field notes 20 | Were field notes made during and/or after the inter view or focus group?
Duration 21| What was the duration of the inter views or focus group? 101
Data saturation 22| Was data saturation discussed? 08
Transcripts returned 23 Were transcripts returned to participants for comment and/or 104
Topic Item No. ‘Guide Questions/Description Reported on
Page No.
correction?
Domain 3: analysis and
findings
Data analysis
Number of data coders 24| How many data coders coded the data? 104
Description of the coding 25 | Didauthors provide a description of the coding tree? !
tree |Appendix L ar
Derivation of themes 26 | Were themes identified in advance or derived from the data? [106
Software 27 | What software, if applicable, was used to manage the data? B
Participant checking 28| Did participants provide feedback on the findings? 22—
Reporting
Quotations presented 29 | Were participant quotations presented to illustrate the themes/findings?
Was each quotation identified? e.g. participant number Zel |
Data and findings consistent | 30 | Was there consistency between the data presented and the findings? __ |107 and appel
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Clarity of major themes 31 | Were major themes clearly presented in the findings?
Clarity of minor themes 32 | Isthere a description of diverse cases or discussion of minor themes?

Developed from: Tong A, Sainsbury P, Craig ). Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist
for interviews and focus groups. International Journal for Quality in Health Care. 2007. Volume 19, Number 6: pp. 349 — 357

Once you have completed this checklist, please save a copy and upload it as part of your submission. DO NOT include this

checklist as part of the main manuscript document. It must be uploaded as a separate file.
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