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Abstract

Issue addressed: One in four Australian children aged between the ages of two and
four are affected by overweight. In New South Wales, the Communicating Healthy
Beginnings Advice by Telephone (CHAT) trial delivered an intervention to pregnant
women and women with infants via telephone calls and text messages. The focus of
the intervention was on infant feeding and establishing healthy habits for infants by
building the capacity of mothers. This study investigates trial collaborators’ perspec-
tives concerning the implementation of this intervention, to obtain insights that will
support future translation and scale-up.

Methods: This research was undertaken during the intervention phase of the trial.
Twenty trial collaborators involved in the planning, implementation or delivery of the
CHAT trial were invited to participate. Qualitative interviews were conducted with
collaborators using open-ended questions based on Steckler and Linnan's process
evaluation framework and the Consolidated Framework for Implementation Research.
Inductive thematic analysis was employed to identify themes from the interview data.
Results: Fourteen trial collaborators were interviewed. Collaborators included child
and family health nurses (intervention providers), nurse managers with extensive child
and family health nursing experience, a paediatrician, dietitians, health promotion ex-
perts, health service managers, health and nursing executives, program personnel
(project coordinator, research fellow and evaluation officer) and university research-
ers. Following coding of qualitative data, themes were realised from the data as a result
of active co-production on the part of the researcher. Five themes were identified: (a)
context (organisational support, engagement and partnerships, communication and
project leadership); (b) program receipt, benefit and reach; (c) program delivery (in-
tervention providers’ experience and skills, mode of intervention delivery, referral to
other services, support and training for intervention providers); (d) implementation

(program delivered as planned); (€) opportunities for scale-up. Collaborators perceived

Abbreviations: BMI, body mass index; CFHNSs, child and family health nurses; CFIR, Consolidated Framework for Implementation Research; CHAT, Communicating Healthy Beginnings
Advice by Telephone; LHD, local health district; NSW, New South Wales; RCT, randomised controlled trial; WHO, World Health Organization.
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that the program was implemented and delivered as planned. This specific research

2016 (TRGS 200) and Sydney Local Health
District (SLHD). ME is a PhD scholar
funded by the University of Sydney

addresses the success of the process of implementing and delivering interventions for
Postgraduate Award scheme.

infant feeding and establishing healthy habits for children by building the capacity of
mothers. Collaborators attributed successful program implementation to contextual
factors: strong support by the host organisation; good project leadership; clear com-
munication; collaborative internal and external partnerships; intervention provision
by experienced nurses. Remote delivery was convenient to program participants and
participants were able to resolve other personal concerns in addition to direct im-
mediate benefits. Because of their capacity to influence policy decisions, the absence
of policymakers at project meetings was a shortcoming. Collaborative partnerships
with health and research partners, understanding of contextual issues and consumer
involvement could lead to program expansion. The program has the potential to be
scaled up through integration with existing services and gradual expansion into other
health districts prior to state-wide rollout.

Conclusions: The CHAT trial delivered the Healthy Beginnings intervention which
resulted in improvements in infant feeding, active play and sedentary behaviours.
This evaluation demonstrated that the involvement of key stakeholders from early
planning stages through to implementation of the program and the partnerships that
evolved contributed to the successful implementation of the program. An unintended
benefit to participants from this program was the social support that was provided.
Intervention delivery via telephone and text messages enabled easy access to the
program. Most importantly, the program has the potential to be scaled up through
integration into existing services and gradual expansion prior to state-wide rollout.
So what?: Strong internal and external partnerships, effective communication sys-
tems and integration with existing services create the context for potential translation
and scaling up of the program to other health promotion settings.

KEYWORDS
health promotion, infant obesity prevention, process evaluation, scaling up, stakeholder
perception, telephone, text messages

1 | INTRODUCTION

To overcome the barriers associated with face-to-face delivery
of interventions, public health researchers have turned towards

Overweight and obesity are major risk factors for several chronic more cost-effective and convenient delivery modes.® 0 In Australia,

1,2

diseases, including diabetes, cardiovascular diseases and cancer. an estimated 95% (~18.72 million) of adults owned a mobile phone

The number of children affected by overweight is increasing rapidly. in 2019 with the usage rate increasing.’® Trials that delivered inter-

For example, globally, overweight affected over 18% of children and
adolescents aged 5-19 in 2016,% and 38.9 million children under the
age of five in 2020.%

In 2017/2018, 25% of all Australian children aged between two
and four were in the overweight category.® Interventions delivered to
parents or primary carers of children to promote healthy behaviours
from a very early stage in life (birth to 2 years of the child's age) has
become the focus of public health researchers over the past two
decades.® 10 Interventions were mostly delivered face-to-face at cli-
ents’ homes® or in group settings.7 However, there were significant
costs associated with home visits!* and there is an increased burden
on women with newborns and infants to attend group sessions.'?

ventions remotely for healthy growth in early childhood include the
MumBubConnect trial that delivered breastfeeding interventions
via text messages,* the Growing Healthy trial that delivered infant
feeding messages via a mobile application (App),8 Baby's First Bites
that delivered interventions via telephone with print materials to
improve child eating behaviours.?® There is a lack of research on re-
porting of stakeholders’ perspectives and a need to understand the
contextual influences upon intervention processes for future trans-
lation or scale-up.*¢

This research was one of four studies conducted during the
intervention phase, to evaluate the process of delivering the
Communicating Healthy Beginnings Advice by Telephone (CHAT)



EKAMBARESHWAR ET AL.

812 .
Health Promotion €, Astratian
Wl LEY— Journal of Australia @)I“K’Jf\.flfw

TION

trial. These were solely for the process evaluation of the CHAT
trial, there were other studies that evaluated the outcomes of the
CHAT trial. The CHAT trial delivered interventions via telephone
calls or text messages with booklets, to promote healthy feeding
behaviours, nutrition and physical activity from the third trimes-
ter of pregnancy to two years of child's age.9 There were 1155
pregnant women recruited to the CHAT trial.1%'” The trial was
delivered to pregnant women and mothers with infants at a busy
time of their lives. A key aspect of intervention research is to ex-
plore the utility of the intervention and program delivery through
qualitative inquiry.*® Real-world prevention trials are dissimilar to
controlled clinical trials with high internal validity, and therefore
require different types of evidence, such as informed opinions of
stakeholders to understand external validity and contextual rele-
vance.” Therefore, it is necessary to obtain stakeholders’ insights
into the implementation process, to understand resource require-
ments, whether there were intra- or inter-organisational partner-
ships that enhanced intervention delivery and whether they were
appropriate to participants’ needs.?° The information obtained
from stakeholders has the potential to inform future implementa-
tion and scale-up. It is imperative to include stakeholders involved
in the various aspects of the program - project planners, health
professionals/executives, researchers, intervention providers and
participants, for evaluation of practice-based health promotion
such as the CHAT program.'??! The study protocol for the CHAT
trial outlined that qualitative interviews would be conducted with
stakeholders involved to gain a better understanding of their ex-
perience, acceptability, barriers and enablers of program delivery
and suggestions for improving the program to be delivered to the
broader community.??

Process evaluation literature suggests that understanding the
context within which interventions are delivered is critical to in-
terpret findings and to support future translation of research into
practice. Process evaluation frameworks emphasise the impor-
tance of evaluation of the larger physical, social and political envi-
ronment that affects the program and hence a need to understand
the context within which programs are delivered.?® Researchers
argue that even a simple intervention may have highly complex
interactions with its context.?*2¢ The preliminary step in process
evaluation involved understanding participants’ and recruiters’
perceptions of the facilitators and challenges during the recruit-
ment phase of the CHAT program.27 Facilitators and challenges in
recruiting pregnant women to the CHAT trial were identified. In
total, 1155 women were recruited out of 3217 women who were
eligible. Pregnant women's interest in receiving information via
telephone calls or text messages was an indication that women

valued the trial.Y”

During the intervention phase, a quantitative
survey to measure participants’ satisfaction with the program
was administered to women who participated in the CHAT trial
when their infants were aged six months. This was followed by
qualitative interviews with participants (mothers) to explore their
perception of the program, interviews were conducted when

the child was about 12 months of age, during the 2-year CHAT

trial intervention. Of the 1155 CHAT trial participants, 947 (82%)
completed the 6-month survey. Sixty-one participants were ap-
proached for the qualitative interviews of whom 34 were inter-
viewed.?® Participants’ responses indicated their appreciation of
the program and were suggestive of a clear need for stage-based
information provision with the preference of choice and flexi-
bility in the mode of intervention delivery due to their changing
needs.?® It has been demonstrated that there is a lack of evidence
that existing studies have examined the perceptions of interven-
tion deliverers and health professionals.*

The aim of this study was to explore the perceptions of trial
collaborators who were involved in the delivery or planning of the
CHAT program, to inform future researchers and policymakers
about implementation, scaling up and translation of the CHAT pro-
gram or similar programs. This investigation of trial collaborators’
perceptions of the CHAT trial was conducted during the inter-
vention phase after 12 months of intervention provision, to allow
collaborators to gain adequate knowledge of the trial. The trial
duration was from the third trimester of pregnancy until 2 years
of the child's age. Specifically, we investigated the following three
research aims: (a) Was the CHAT program implemented and deliv-
ered to the intended audience as planned? (b) What were some of
the contextual factors that played a role during the delivery of the
program? (c) What were some of the facilitators and challenges of
delivering the program to women via telephone calls and/or text

messages?

2 | METHODS

2.1 | Study context

Healthy Beginnings was an evidence-based program that was tested
through randomised controlled trial (RCT) of a staged home visiting
program in the most socially and economically disadvantaged areas
of Sydney, New South Wales, Australia.>?’ Healthy Beginnings de-
livered interventions for infant feeding and for establishing healthy
habits for infants by building the capacity of mothers. In 2017, The
CHAT trial commenced delivery of Healthy Beginnings via telephone
calls and text messages to pregnant women and women with infants.
The CHAT trial is a three-arm randomised controlled trial to commu-
nicate evidence-based Healthy Beginnings advice relating to breast-
feeding, introduction of solids, feeding behaviours, active play and
screen time.?? Stage-based intervention messages were delivered
to pregnant women from the third trimester of pregnancy to their
child's age of 2 years.” Interventions were provided at nine time
points following key developmental milestones from the antenatal
period (third trimester) until 2 years of the child's life. For the pur-
pose of the process evaluation of the CHAT trial, each of the inter-
vention delivery points is referred to as a dose. The CHAT trial has
three arms: two intervention arms - nurse-delivered telephone calls
or tailored text messages - and a control arm. The methods of the

CHAT trial have been published previously.*%%?
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2.1.1 | CHAT trial recruitment and participant
characteristics

Pregnant women were recruited at eight hospital sites within four
local health districts between 23 February 2017 and 27 July 2017.
A total of 4429 women were approached at the time they were
waiting for their antenatal clinic appointments of which 1498 con-
sented to participate in the study, 343 women did not complete
the baseline survey. A total of 1155 women remained in the study
and were enrolled. The majority of participants were: first-time
mothers; born overseas; spoke English at home; 230 years of age;
university-qualified; household income >AU$ 80,000; employed;
in a married or de-facto relationship. Detailed information on the
recruitment process and participant characteristics have been pub-

lished elsewhere.'28

2.2 | Study design

This study has been reported in accordance with the quality as-
sessment against consolidated criteria for reporting qualitative
studies (COREQ) (Appendix C). A qualitative study design was em-
ployed using semi-structured interviews to allow the experiences,
meanings, and realities of trial collaborators (intervention provid-
ers and health professionals involved with the program) to be cap-
tured and interpreted.®® “CHAT RCT” has been referred to as the
“CHAT trial” or “the CHAT program.” Experienced child and family
health nurses (CFHNs) delivered the interventions. “CFHNs” and
“intervention providers” have been used interchangeably in this
manuscript.

In order to address the research aims and to evaluate the process
of delivering interventions via telephone calls and text messages, we
sought guidance from a process evaluation framework?3; for eval-
uation of program implementation, we applied the consolidated
framework for implementation research (CFIR) framework to this
evaluation,®%2 due to its evidence generation in implementation
and translational research.3®

Two interview guides (for intervention providers and for other
health professionals) containing open-ended questions were de-
veloped (Appendices A and B). The questions broadly focused on
the roles and responsibilities of trial collaborators: the decision to
implement the CHAT trial (planning phase), implementation sup-
port of the CHAT trial (implementation phase), outcomes of the
CHAT trial and lessons for future scaling up (evaluation phase).
Several questions about the implementation and evaluation
phases were included in order to capture greater detail that would
increase the depth of understanding of the implementation and
evaluation phases including scale-up. The questions were pilot
tested with SM (one of the co-authors) to assess the appropriate-
ness of the content, flow and duration of the interview. Questions
were reworded and reduced to minimise any burden to trial collab-

orators. A maximum of one hour was allocated for each interview.

Health Promotion
Journal of Australia
At least six revisions were made to improve the questionnaire. All

authors reviewed the questionnaire.

2.2.1 | Participants and recruitment
Trial collaborators were recruited through emailed invitations sent
by the project coordinator of the CHAT program who was not part
of this research study. Expert sampling34 was used to ensure expert
representation from the various specialities. Invitations to partici-
pate were sent to 20 collaborators involved in the planning, imple-
mentation, delivery of the CHAT program, members of the CHAT
operational and management committees and health professionals
involved in the administration of the program at the Local Health
District. This was followed by a formal calendar invitation, which
included a participant information sheet and consent form. Trial col-
laborators who were interviewed included child and family health
nurses (intervention providers), nurse managers with extensive child
and family health nursing experience, a paediatrician, dietitians,
health promotion experts, health service managers, health and nurs-
ing executives, program personnel (project coordinator, research
fellow, evaluation officer) and university researchers. Women who
participated in the CHAT trial are referred to as “participants.”

This research was approved by The University of Sydney Human
Research Ethics Committee (project approval number 2020/649).
Prior to the interviews, written informed consent was obtained from

each participant.

2.2.2 | Data collection

We sought guidance from two evaluation frameworks, the pro-
cess evaluation framework® and the CFIR.3%%2 The overall pro-
cess evaluation of the CHAT trial including this evaluation of trial
collaborators’ perceptions was guided by the Steckler and Linnan's
evaluation framework.?® Broadly, the components of the process
evaluation framework focused on context, dose delivered, reach,
dose received, fidelity and implementation. Interview guide ques-
tions for this evaluation were guided by the CFIR framework and a
modified CFIR questionnaire.*"*2 The CFIR framework has validated
questionnaires to assess the implementation and evaluation of be-
haviour change interventions.®* The questions specifically focussed
on intervention characteristics, outer setting, inner setting, charac-
teristics of individuals and process.

Prior to the commencement of interviews, written consent was
obtained via email and recorded. Interviews were conducted using
the videoconferencing software Zoom (http://www.ZOOM.us)
for participant convenience and due to coronavirus disease 2019
(COVID-19) pandemic restrictions at the time. The importance of ob-
taining their perspectives and preserving their anonymity was made
clear to the trial collaborators prior to the interviews. Interviews

were conducted between 6 November 2020 and 23 November
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2020. Interviews were audio-recorded on Zoom. Interviews ranged
between 25 and 49 minutes, with an average duration of 39 minutes.
All interviews were conducted by ME, a full-time researcher who is
trained and experienced in qualitative research methods.

The collaborators and intervention providers who were ap-
proached for this study were involved with the CHAT trial for its
entire duration and had extensive information about the trial. The
concept of “information power” was applied, where the more infor-
mation the sample holds, relevant for the actual study, the lower
number of participants is needed. Interviews were conducted until
adequate information was obtained, and no new information and no
new themes were realised.®>%¢

2.2.3 | Data analysis

Interview data were transcribed verbatim by an external organi-
sation and the transcripts were checked for accuracy by ME. Trial
collaborators’ identifying information has been removed and repre-
sented as S1, S2,... to S14. The penultimate version of this manuscript
was sent to all trial collaborators who were interviewed to provide
an opportunity for them to review, comment, suggest changes to the
quotes and to the manuscript as a whole. Feedback from them has
been incorporated into this final version of the manuscript.

ME and ST independently coded two interviews to generate ini-
tial codes following the principles of inductive thematic analysis.®¢%’
ME identified themes from the interview data primarily, and process
evaluation® and CFIR frameworks®>%? to develop an initial coding
framework. ME and ST met three times (online) to reflect on the ini-
tial coding framework, refinements were made following each meet-
ing to arrive at the final coding framework. The remaining transcripts

were then coded by ME.

2.2.4 | Researcher reflexivity/positionality

The first author and researcher who conducted the process evalu-
ation of the CHAT trial and this research is a doctoral student. This
researcher/doctoral student conducted all the interviews and is for-
mally trained in qualitative research and was aware of the principles
and practices underpinning qualitative research. Neutrality was main-
tained during the interviews with the trial collaborators, ensuring per-
sonal views were not reflected. An additional measure to eliminate bias
was to follow an interview guide based on established frameworks.
Furthermore, two researchers were involved at the time of initial data

interpretation, coding and thematic analysis to reduce personal bias.

3 | RESULTS

Trial collaborators and intervention providers (n = 14) from various
specialties were interviewed including nurses, dietitians, paediat-
ric medical practitioners, researchers and senior executives. Two

co-authors of this manuscript were among the trial collaborators
who were interviewed.

This qualitative research approach validates and privileges their
experiences, making them experts and, therefore, co-researchers
and collaborators in the process of gathering and interpreting data.®®
Collaborators indicated that they had professional or research ex-
perience in child/family health and had some involvement with the
CHAT trial (Table 2).

Following coding of qualitative data, themes were realised as a
result of active co-production on the part of the researcher, the data
and context.®’ Themes were refined in an iterative manner that re-
sulted in five main themes. These were placed within the context of
the PE and CFIR frameworks.?>%! However, the themes concurred
with the process evaluation framework components and are repre-
sented in Table 1. The five themes are: (a) context (organisational
support, engagement and partnerships, communication, project
leadership); (b) program receipt, benefit and reach; (c) program de-
livery (intervention providers’ experience and skills, mode of inter-
vention delivery, referral to other services, support and training for
intervention providers); (d) implementation (program delivered as

planned); (e) opportunities for scale-up (Table 1).

3.1 | Summary of findings

Each of the themes is reported below, with illustrative quotes from
the interviews with trial collaborators in Table 3. The main themes
and sub-themes represented in Table 3 have been identified from
the data, but it should be noted that these were by no means mutu-
ally exclusive, and trial collaborators certainly reported using more

than one strategy.

3.2 | Context

Context related to the larger social, political and economic environ-
ment within which the program and intervention were delivered,
that may have influenced program implementation. Contextual fac-
tors include organisational support, engagement and partnerships,
communication, policy and chief investigator characteristics (Table 2
theme 1).

3.3 | Organisational support

Trial collaborators perceived there was strong support from the host
organisation. There was support at all levels - from the chief ex-
ecutive as a champion; mid-level from the departments by enabling
secondments of experienced CFHNs with the skills and knowledge
required to deliver the intervention for the program. The program
received strong leadership at all levels. Financial support was pro-
vided by the host organisation (from where the program operated)
(Table 3 sub-theme 1.1).
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TABLE 1 Themes from interviews with CHAT stakeholders including intervention providers

Adaptation of CFIR for comparison of two

Themes identified CFIR constructs studies

Context

- Organisational support

- Engagement and partnerships
- Communication

- Project leadership

- Outer setting

- Inner setting - Resourcing

Program receipt, benefit and reach

Outer setting
(patient
needs and
resources)

Program delivery

- Intervention providers’ experience
and skills

- Mode of intervention delivery

- Referral to other services

- Support and training for
intervention providers

- Characteristics
of individuals
- Process

- Planning

- Process
- Inner setting

Implementation/Program delivered
as planned

- Choice of intervention

- Implementer characteristics
- External support
- Communication

- Meeting target audience needs

- Implementer support

- How was the decision made?

- Why was the decision made?

- Organisational/management support
- Internal support

Process evaluation components

Context

Aspects of larger social, political,
and economic environment
that may influence intervention
implementation

Dose received

The extent to which participants
actively engage with, interact
with and/or use materials or
recommended resources. Dose
received is a characteristic of the
target audience and extent of
engagement of participants with
the interventions.

Reach

Reach is a characteristic of the target
audience. The proportion of
intended target audience that
participates in an intervention/s.
Often measured by attendance

Dose delivered

The number or amount of intended
units of each intervention
component delivered or provided.
Dose delivered is a function of
the efforts of the intervention
providers.

Fidelity

The extent to which the intervention
was delivered as planned. It
represents the quality and integrity
of the intervention as conceived
by the developers. Fidelity is
a function of the intervention
providers

Implementation

The extent to which the intervention
has been implemented and
received by the intended audience

- Competing priorities
- Implementation
- Meeting intervention goals

Opportunities for scale-up

3.4 | Engagement and partnerships

The program has enabled collaboration between the various trial
collaborators, linkages between CFHNs, paediatric clinicians and re-
searchers that brought about reality to the CHAT trial. The team was
referred to as “well oiled” and functioning well (Table 3 sub-theme
1.2). Although trial collaborators were from various specialties and
background such as nurses from community health service, dieti-
tians, medical practitioners, health professionals and practitioners
from health promotion services, executives at three districts and

ministry level, researchers at university, they complemented each

other and worked well as a team. The partnerships facilitated access
to various resources such as recruitment sites across three districts,
access to skilled CFHNs, and sharing of strengths and knowledge.
Trial collaborators attributed successful implementation of the inter-
ventions at the three Districts to the partnerships that were formed.
Despite the formation of successful engagement and partnerships
with various stakeholders and organisations, engagement with poli-
cymakers needs to be established. This was raised as an issue that
needed addressing, in future, to have a targeted communication
strategy with policymakers and organisations that might influence

policy decisions.
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Characteristics

Role

Intervention providers/child and family health nurses
Paediatric medicine specialist/university researchers
Nursing managers/executive

Senior health promotion executive

CHAT program manager/coordinator/researcher
Years of experience in child/maternal health (profession or research)
>40 years

20-30 years

10-19 years

<10 years

Years of involvement with the CHAT program

>4 years (since the commencement of the program)
3 years

<2 years

3.5 | Communication

Trial collaborators agreed that they were kept well-informed and
up to date with the events of the CHAT trial. Communication with
internal and external stakeholders was well established through
various means such as committee meetings, emails and newsletters.
Internal stakeholders included those who were within the project
team or within the host organisation, and external stakeholders in-
cluded personnel from other health and research organisations. It
was suggested that a logic model representing the project lifecycle
of the Healthy Beginnings and the CHAT trial would be a good com-
munication strategy to disseminate CHAT messages to policymakers
(Table 3 sub-theme 1.3).

3.6 | Projectleadership

Trial collaborators commented on the strong practice-based leader-
ship experience of the project lead who along with the team pro-
vided policy and organisational perspective to the program. Support
and mentorship to the team were provided by the project lead, who
built and maintained relationships with stakeholders, an important
skill for the purpose of translation of this research. Despite the ef-
forts of investigators, challenges remained when it came to engaging
districts other than the host district (Table 3 sub-theme 1.4).

3.7 |
access)

Program receipt, benefit and reach (including

Process evaluation literature defines dose received as the extent
of engagement of participants with the program.18 As previously
noted, in the CHAT trial, dose refers to the intervention received. It
was time-consuming for the intervention providers since they had to

TABLE 2 Demographic characteristics
of stakeholders who were interviewed

W W W N W

[ S I N

make several attempts to reach participants via telephone (Table 3
theme 2). However, many women looked forward to receiving guid-
ance, especially in the early stages after baby's birth. During the
later stages, mainly participants with health and personal concerns
sought help and found value in telephone calls and these calls were
quite lengthy.

In addition to receiving advice related to a child's health such as
desirable behaviours around nutrition, physical activity and sleep;
participants were able to resolve personal issues they had at the
time which led to indirect benefits and wellness of participants. The
program provided an opportunity for participants to be able to talk
to a health professional at a time they had a personal issue and to
find a solution, a benefit that cannot be associated with cost-benefit
or benefit to funders (Table 3 theme 2).

3.8 | Intervention providers’ experience and skills
Several trial collaborators believed that successful program im-
plementation and delivery was due to the intervention providers’
knowledge of the program and their prior experience in providing
a service to pregnant women and women with infants (Table 3 sub-
theme 3.1). The term “success” was obtained from the interview data
and interpreted as the collaborators’ perceptions that the CHAT trial
was implemented and delivered to the intended audience as planned.
Some trial collaborators went a step further and stated that it was
fortunate for the project to have employed experienced CFHNs as
intervention providers to deliver the program. Intervention provid-
ers voiced similar opinions and added that their expertise in child and
family health, empathy towards participants and a passion for the
prevention of overweight in children led them to actively contribute
to the delivery of the trial. The intervention providers undertook the
reflective practice of program delivery, constantly addressing and
improving the delivery of trials to participants.
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TABLE 3 lllustrative quotes of themes and sub-themes from stakeholders
Theme Sub-Theme lllustrative quote
1. Context 1.1. Organisational support

2. Program receipt,
benefit and reach

3. Program delivery

1.2. Engagement and partnerships

1.3. Communication

1.4. Project leadership

3.1. Intervention providers’
experience and skills

3.2. Mode of intervention delivery

3.3. Referral to other services

3.4. Support and training for
intervention providers

“The district itself...supported the CHAT study by funding it and the release of
staff and the generosity of keeping it all going.” S8

“I know that because the team is so well oiled and it works so well, they know
who to reach out to and when to reach out to.” S6

“You need to have a very specific communication strategy where the audience
is the policymakers. So | think that includes having some of the policymakers
on your working group and steering committees and keeping them really
engaged with the project...” S7

“We had regular meetings on a weekly basis with just the team...Then in terms
of the other stakeholders that were from the other districts, we had larger
management meetings and advisory group meetings that happen in a less
frequent manner...once a month...We also did newsletters that were sent out
maybe twice or three times a year to update them.” S4

“I've been really keen for that logic model and path and the timeline to be
developed...So at all levels, we need a really good communication process to
keep people engaged...” S11

“He's got very strong practice-based experience, he and his team, the people
that he works with from the LHD obviously brings to the program the policy
and organisational lens.” S6

“I know they made a lot of phone calls to try to get in contact with clients. And
it's been very time consuming, but for those that they did engage with, |
think clients have really enjoyed that experience...” S14

“Direct benefit to the participant with a social issue. And indirect benefit of
reducing the problem before it becomes so severe and reduce a lot of burden
on healthcare...” S3

“l think that's what gives the CHAT its success and its credibility is because the
mothers see the program being delivered by trusted health professionals...”
Sé6

“And | think having registered nurses, child and family specialist nurses who
know that client group very well. Having them maintain that professional
contact with those clients has really been excellent.” S2

“All those things that we've done through the years to bring us to the
practitioners that we are today, | think is pivotal in being able to deliver the
CHAT study, but also, we can feel what's going on for that woman listening
to her verbal and vocal cues...” S9

“| guess other thing that | didn't mention that it was always a reflective practice.
So we did something, what could we have done better? And then we
changed it...” S10

“I definitely see that there's relevance if we were to do it with your more
regional areas, where they have a lack of services. So rural and regional areas
would benefit from such a service, as if it were done by telephone.” S4

“I think some families prefer not having to go in for an appointment or they
prefer to be able to ask a question over the phone or over an SMS...I can see
it expanding and becoming part of the suite of services that we offer clients.
S12

“She had myriad of issues going on and one phone call. We developed the
rapport...then we got some services in for her...I do feel that some of it was
life changing for some women.” S9

“But the beauty of the telephone support was we would call the mothers, it was
nurse initiated...we were the only source of their information about healthy
lifestyle, mental health, or just a listening ear.” S10

“The support within Healthy Beginnings through the partnership...the support
we did receive from the district was, we had clinical supervision.” S13

“I think, phone counselling skills and motivational interviewing skills would be
really helpful for somebody who perhaps wasn't confident to be speaking to
the parents and setting goals over the phone.” S13

(Continues)
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Theme Sub-Theme

4. Implementation/
Program delivered
as planned

5. Opportunities for
scale-up
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lllustrative quote

“So | think having that team, that great team approach. And the project team
has been great because there's people with lots of different skills and
backgrounds. Having that team approach, | think, has been really crucial to
the success.” 52

“We certainly tried to keep the calls under 30 minutes, but there were certainly
calls that took more than an hour. And it's not easy talking for an hour or
listening and some people are easier at getting off the phone than others.”
S10

“I certainly think it's scalable to provide a telephone support service for new
parents, providing specific tailored advice. Absolutely, it is. Yeah. And can

include other means of communication, whether it be Zoom as well as
telephone, SMS.” S2

“The next generation of CHAT is to start to test the feasibility, of checking to
integrate it or embed it in a different structure. | think CHAT hasn't explored
that in detail so that's why it should be the next phase of implementation
research to test it a bit more so we can understand the context better,
organise the contents better.” S6

3.9 | Mode of intervention delivery

Delivering interventions via telephone calls and text messages
(mode of delivery) was convenient. Receiving advice via telephone
calls or text messages was convenient to participants irrespective
of weather conditions, transport options or time (Table 3 sub-theme
3.2).

3.10 | Referral to other services

Whilst the intervention providers were able to provide the inter-
vention with ease due to their skills and background knowledge,
addressing some of the participants’ personal issues required the
referral of participants to relevant services (Table 3 sub-theme 3.3).
Services for which external referrals were made included personal
needs such as for housing, violence, mental health and financial
needs. Participants were not aware of those external services and
intervention providers compiled a list of all services and external or-

ganisations to whom referrals were made.

3.11 | Support and training for
intervention providers

The intervention providers felt very supported by the team mem-
bers within the health promotion and project management who
provided them with assistance when required (Table 3 sub-theme
3.4). Clinical supervision was provided to them on a regular basis
by a senior nurse. The intervention providers’ training received
in motivational coaching gave them the confidence in setting
goals with participants; training in the use of software systems
equipped them with the skills required to document program deliv-
ery electronically. The intervention providers had debriefing and
brainstorming sessions among themselves to discuss appropriate

courses of action and referrals for difficult situations that some

participants encountered.

3.12 | Implementation/program delivered
as planned

Trial collaborators attributed successful implementation to the influ-
ence and skills of the project team members including intervention
providers, and their inclusiveness to obtain external input including
from researchers (Table 3 theme 4). The flexible program delivery
that fit in with participants’ availability contributed to successful
program delivery. Trial collaborators noted that the implementa-
tion of the program worked well especially since it was delivered by
CFHNs with relevant experience.

Despite the successful implementation of the CHAT trial as
planned, there were some barriers. A short timeframe to commence
the program led to constraints with staff availability for the program,
very limited funding of personnel costs and prolonged time taken
for ethics approval. The CHAT trial was implemented within a trial
environment and was subject to rigorous trial timeframes. Despite
this, the program was able to recruit within three months of being
funded and delivered interventions soon after. This was possible
mainly due to the support provided by the host organisation and
intra-organisational support. The host organisation assisted with
rapid approval timeframes to recruit personnel, intra-organisational
support-enabled utilisation of existing personnel/resources and
secondment of skilled personnel. However, the ethics approval pro-
cesses were rigorous and lengthy.

Although most calls were under 30 minutes, participant-driven
telephone conversations with personal concerns led to longer call du-
ration which in some instances were more than an hour. Frustration
was expressed by intervention providers who were unable to reach
participants and sometimes up to 10 telephone calls were made be-
fore a successful attempt to reach a participant. It was also difficult
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to retain the engagement of some women after one year of child's

birth due to return to work and/or other commitments.

3.13 | Opportunities for scale-up

Trial collaborators went into great detail about the potential for the
program to be scaled up and the various possibilities (Table 3 theme
5). The majority of collaborators expressed the opinion that the next
steps for the CHAT program would be to integrate into existing sys-
tems but that requires preparatory work and a champion with a good
understanding for program success.

Options for scaling up included incorporating the Healthy
Beginnings messages into existing child and family clinics with ex-
panded capacity to address personal, mental and well-being needs;
rolling it out to one or two local health districts first including to a re-
mote or regional district prior to state-wide rollout; call centre to dis-
seminate healthy beginnings messages; incorporate CHAT into the
state-run Get Healthy Service*® with appropriately trained person-
nel; incorporate CHAT into the child health information link within
child and family health; hotline service offered on a needs basis;
multiple modalities to communicate the messages; to offer an opt-in
service based on the type of support needed; offer healthy begin-
nings, child and family health services via telephone as a strategy to
retain experienced staff; engage and co-produce with a culturally
and linguistically diverse community and indigenous community in
order to enable access to resources for those communities. It was
acknowledged that scaling up required additional funds and capacity
building, it was important to envision what a future program would
look like, argue for its cause, and make this a priority. Evaluation and
implementation research was recommended to better understand
the context and contents of CHAT (Table 3 theme 5).

4 | DISCUSSION

We set out to explore trial collaborators’ perceptions of the process
of delivering the CHAT trial that promoted healthy feeding prac-
tices and behaviours in very young children via telephone calls or
text messages. Specifically, we explored whether the program was
implemented as planned, contextual factors if any, facilitators and
challenges of delivering interventions via telephone calls and text
messages.

A key factor that contributed to the successful implementation
and delivery of the program was the organisational and financial
support provided by the host organisation from where the program
operated. Trial collaborators used the term “success” to convey that
the trial was implemented and delivered as planned. The CHAT trial
was implemented as per the trial protocol and participants from eight
hospital sites across NSW were recruited as intended.”'” The es-
tablishment of strong partnerships also contributed to the success-
ful implementation of the program. Partnerships were established
with executives and health professionals from local health districts,

Journal of Australia
CFHNs, medical practitioners, researchers and university academics.
Previous research has emphasised the importance of strong engage-
ment as central to future sustainability and earlier frameworks have
emphasised that translation of prevention interventions warrants an
evidence base that includes informed opinions of stakeholders to
ensure external validity and contextual relevance.’”*! Additionally,
the partnerships between researchers and practitioners facilitate
research co-production and enables the development of interven-
tions that are compatible with end-user needs and contexts.*?

The prior experience of CFHNs working with new parents
and families assisted with the successful delivery of intervention.
Intervention providers’ skillsets, empathy towards the intended au-
dience and passion for healthy growth of children aided effective
program delivery. Intervention providers were able to address par-
ticipants’ personal issues and initiate external referrals as appropri-
ate. This finding resonates with a recent study that regarded CFHNs
as experts in infant feeding, growth and professional support. The
study acknowledges the complexity of the relationship between the
intervention and the context within which it is delivered.*>** This
complexity is amplified in the case of the CHAT trial, where preg-
nant women and women with young children were dealing with
major lifestyle changes. Additional training in motivational coach-
ing enabled intervention providers to set goals with participants ef-
fectively. Intervention providers were able to support participants
during the early stages of their child's growth due to the routine
telephone contact with them. Intervention compliance in the early
stages of a child's life was considered a positive step by the trial
collaborators.*>#¢

The interventions were delivered amidst a number of other in-
fluences and an array of contextual factors experienced by women.
Trial collaborators shared their knowledge and experiences of the
process of delivering the CHAT program. The collaborators artic-
ulated that women often faced competing priorities. These might
include their well-being, mental health, personal needs such as hous-
ing, violence and financial difficulty. Telephone contact by health
professionals provided an opportunity for the program participants
to receive more than just the intervention. Participants were also
able to resolve other personal concerns at the time the planned in-
tervention calls were made. Participants who face domestic violence
and other personal issues might not be able to take regularly sched-
uled phone calls or adhere to the program goals. This is a challenge
that needs to be acknowledged in the scale-up of this program or for
future programs.

In this program, participants who faced domestic violence or
other issues were able to be referred to appropriate services for
additional support. The opportunity for women to receive social
support was an unintended benefit. Stakeholders including re-
cipients of a community-based behavioural childhood obesity
treatment program in the United Kingdom perceived a lack of
support outside of the intervention context. Stakeholders con-
veyed the need for social support during intervention delivery
and beyond, to maintain behaviour change beyond treatment.?°
Addressing CHAT trial participants’ personal concerns at the time



EKAMBARESHWAR ET AL.

= LwiLey- IR
of intervention delivery were important to keep participants en-
gaged with the program and with the intervention. Evaluation of
participants’ perceptions of the CHAT trial demonstrated that
participants valued the additional support and referrals to other
support services (M. Ekambareshwar, H. Xu, C. Rissel, L. Baur, S.
Taki, S. Mihrshabhi, et al, under review).

Trial collaborators commended the effective communica-
tion strategy and dissemination of information. Communication
channels included committee meetings, email and newsletters.
Communication both within the research team and with a broad
range of external stakeholders is considered an effective engage-
ment strategy.3 For future scale-up, collaborators suggested that
links are established with funding bodies and policymakers. The
development of a logic model of the program to disseminate key
messages of the CHAT trial was also proposed. The CHAT trial
delivered key messages for breastfeeding at birth, “tummy time”,
the introduction of solids at six months, sleep and healthy hab-
its. Logic models provide a means of describing the complex rela-
tionships between critical elements of implementation to capture
key elements that can be used for future research and program
scale—up.47’48

Strong leadership demonstrated by the project lead was another
factor that influenced successful implementation. The project lead
along with the team provided policy and organisational perspective.
However, trial collaborators perceived that the lack of policymaker
representation in the committees was a shortcoming due to their
capacity to influence policy decisions. Successful past research-
practice partnerships have led to local, national and international
health policy changes.42 It is paramount to have strategies in place
that facilitate in-depth consultation with internal and external stake-
holders, including those in government to avoid delays in the policy
process and decision making.2%424%50

Interventions delivered via telephone calls, text messages or
mobile applications have led to improvements in behaviours re-
lated to healthy growth in children.!®¢:5%52 Sjgnificant advan-
tages of these modes of delivery are participants’ access to the
program and convenience. Intervention delivery via text messages
and telephone calls is cost-effective and has the potential to reach
large segments of the population.ss'55 The CHAT trial recruited
participants from a rural site in southern NSW. Intervention deliv-
ery via telephone calls and text messages would have relevance to
rural and regional areas. Remote delivery of the CHAT program to
the rural and remote population would be a cost-effective way of
translating this research.

Evaluation of participants’ perception of the CHAT program
indicated that participants preferred to be able to choose be-
tween delivery modes, such as the choice of telephone, text mes-
sages, face-to-face or a blend of delivery modes based on need.?®
Furthermore, CHAT trial participants appreciated the flexibility of
the program since telephone calls were scheduled to suit partici-
pants’ convenience.?® Professional evidence-based health promo-

tion advice delivered flexibly via telephone calls or text message,

irrespective of weather conditions, transport options or time, was of
significant benefit to participants.”’28

Trial collaborators were optimistic about the potential for the
program to be scaled up. The optimism expressed by collaborators in
relation to scaling up is notable. Prevention intervention frameworks
recommend a strong evidence base with many different types of ev-
idence that include informed opinions of stakeholders for external
validity and contextual relevance.’? The majority of collaborators
recommended integrating the intervention into existing systems
with appropriate preparation and program leadership. Collaborative
partnerships with health and research partners, understanding of
contextual issues and consumer involvement could lead to program
expansion.

Collaborators recognised the potential for the program to be im-
plemented at one or two local health districts initially prior to state-
wide scale-up. Implementation of the program in the community
including at a remote or regional district requires a co-production
approach with the communities, such as with the culturally and
linguistically diverse (CALD) community and the Indigenous com-
munity. This recommendation resonates with the recognised need
for universal provision of infant nutrition practices, particularly to
families living in areas of deprivation.>® For optimal intervention
engagement, it is essential to tailor interventions for improvements
in infant feeding, active play and sedentary behaviours to suit the
target population.*?5¢

The experience and knowledge of the trial collaborators would
be valuable in any subsequent scale-up of the program. Tools used
to guide assessment of scaling up interventions recommend its
completion by stakeholders as context-specific practice experts
who were involved in the original intervention implementation.”
Stakeholders’ contribution as experts and as end users would be
valuable in the testing of tool/s used for assessment of scale-up of
this trial.

4.1 | Strengths and limitations

A key strength of this research was the documentation of insights
of those closely associated with the planning, implementation and
delivery of the program and during implementation. Interviews
were conducted until data saturation was reached where no new
information or new themes were realised. Qualitative interviews
were conducted with trial collaborators at a time close to com-
pletion of the intervention phase, to minimise recall bias by col-
laborators regarding their experiences and perceptions.58 Another
strength of this research was the adaptation of qualitative in-
terview questions from the CFIR framework due to its evidence
generation in implementation and translational research.3%2 To
eliminate bias during the analysis and coding of interview data,
two researchers independently coded two interviews and had

k.SS

discussions prior to arriving at a coding framewor A limitation

of this study was that policymakers were not interviewed due to
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the lack of representation of policymakers at the CHAT program

committees.

5 | CONCLUSIONS

The CHAT trial delivered the Healthy Beginnings intervention that
resulted in improved behaviours for infant feeding, active play and
sedentary behaviours to achieve a healthy weight gain in infants
to prevent the risk of overweight in children. The findings of this
evaluation demonstrate that the involvement of key stakeholders
from early planning stages through to implementation of the pro-
gram, and the partnerships that evolved contributed significantly
to the successful implementation of the program. Organisational
and financial support provided by the host organisation facilitated
the implementation of the program. Other facilitators include the
program personnel's optimal communication strategy and inclusive
outlook to keep stakeholders well-informed. The trial was delivered
alongside several contextual factors experienced by participants.
These factors included participants’ mental well-being, personal
needs such as housing, domestic violence and financial difficulty. An
unintended benefit to participants from this program is the social
support provided to them for their well-being. Intervention delivery
via telephone calls and text messages enabled easy access to the
program. Interventions were delivered flexibly to suit participants’
availability. The program would significantly benefit the rural and re-
mote populations. Most importantly, the program has the potential
to be scaled up through integration into existing services and grad-
ual expansion prior to state-wide rollout, with appropriate prepara-
tion and program leadership.
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APPENDIX A

INTERVIEW GUIDE FOR STAKEHOLDERS

STAKEHOLDERS’ PERCEPTIONS OF THE COMMUNICA-
TING HEALTHY BEGINNINGS ADVICE BY TELEPHONE
TRIAL
Interview guide: Communicating Healthy Beginnings Advice by
Telephone (CHAT)

Thank you for taking the time to talk with me today. Is now still a
good time for us to talk?

If no, arrange another time.

| will start by giving a brief background of myself and the purpose
of the interview.

Background of myself

I am a PhD student with the University of Sydney conducting
a process evaluation of the Communicating Healthy Beginnings

Journal of Australia
Advice by Telephone currently trialling in New South Wales. This
process evaluation research and interview is collaborative work with
CHAT and will also form part of my doctoral degree.

Purpose of the interview

The purpose of the interview is to reflect on the planning, im-
plementation and outcome phases of the CHAT trial that you were
involved with. | hope to find out what worked well, and what did not
work well, and any lessons learned from it from your perspective.
The findings from this study will be used to enhance CHAT and other
early childhood obesity preventions delivered via telephone calls or
text messages, for potential future scaling up.

The questions | will ask will be based on:

e Your role and responsibilities in the CHAT trial

e Your feedback on planning phase of the CHAT trial

e Your experiences during the implementation phase of the CHAT
trial

e Your insights into the evaluation phase and lessons for future
scaling up of the CHAT trial

If you don't feel comfortable answering any of the questions,
please don't feel obliged to. And if any of my questions are un-
clear, please ask me to clarify them. The interview may take about
45 minutes.

Commence recording

Have you received the Participant Information Statement and
Participant Consent Form that have been emailed to you? Do you
consent to proceed with the interview and are you happy for me to
audio record the interview for the purpose of analysis? We will not
identify any individuals when reporting our findings.

Section 0: Participant demographics

Date:

Full name:

Your current position:

Section 1: Role and responsibilities

1. To start off would you please describe your usual role within
the organisation?

2. How long have you been involved with the CHAT trial?

3. Would you please describe your role in relation to the CHAT trial?

Section 2: Decision to implement CHAT trial (Planning phase)
| am now interested to hear your perspectives of the planning

stage of the trial.

4. How did your setting/organization become involved in imple-
menting the CHAT trial?

5. What are your views on the decision to implement the CHAT trial
in your setting?

6. What are your overall thoughts on implementing the CHAT trial
and Healthy Beginnings interventions in your setting?

7. In what way if any, has your workplace influenced the implemen-
tation of the CHAT trial?
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TION

8. Would you please describe expected costs and any unexpected
costs that were incurred during the implementation of the CHAT

trial? Were adequate resources available?

Section 3: Implementation support of the CHAT trial
(Implementation phase)

Thank you for your insights so far. | would now like to speak about
your experiences of the implementation supports during the imple-
mentation stage of the CHAT trial.

9. Based on your experience with the implementation of the CHAT
trial, what do you think are key attributes of the implementer
(main person responsible for the CHAT trial) to lead a trial of
this nature?

10.What level of information/training was provided to the interven-
tion provider (personnel who delivered the intervention) to sup-
port the implementation of the interventions? Was this helpful in
your opinion?

11.Apart from the ‘implementation team’ were there other people
within your setting/organisation who were champions of imple-
menting the CHAT trial?

12.Would you please describe the level of support provided by
people outside of your setting/organisation who helped
with the implementation of the CHAT trial? What were their
contributions?

13.How did you and your colleagues typically communicate within
your setting about the CHAT trial?

14.1n what way, if any, did you communicate about the intervention
to external stakeholders?

15.Were there any other high priority activities taking place at the
same time as the implementation of the CHAT trial that had an
impact on CHAT trial?

16.How would you describe the planning process used to implement

the CHAT trial in your setting/organisation?

Thank you for raising these interesting points on the implementa-
tion of the CHAT trial. | will now move to obtain your insights into
the outcomes of the trial

Section 4: Outcomes of the CHAT trial and lessons for future

(Evaluation phase)

17.How complicated was it to implement the CHAT trial in your
setting/organisation?

18.What were some of the goals that were set within your setting/
organisation related to the implementation of the CHAT trial?

19. In what ways do you think the CHAT trial met the needs and pref-
erences of the target audience? To what extent?

20.Do you think telephone calls and text messages were effective

modes of delivering Healthy Beginnings messages?

I would now like to ask you a few questions about lessons for scal-

ing up the intervention to a wider setting.

21.What are your views on the feasibility of scaling up the CHAT
trial to a wider setting?
22.What are the main changes that would need to be made to the

CHAT trial so it could be implemented in a wider setting?

Section 5: Overall feedback

Thank you for giving us all these interesting insights. After ask-
ing you many specific questions about the CHAT trial intervention,
| would like to give you the opportunity to give some more general

feedback on the trial.

23.What recommendations would you give a researcher or poli-
cymaker planning to deliver a similar trial?

24.Was there anything you think should have been done differently
in terms of intervention delivery and support to mothers with
children for child obesity prevention?

25.What message/s would you pass on to policymakers and other
researchers planning future trials for early childhood obesity
prevention?

26.1s there anything else you would like to share about the CHAT trial

and the interventions?

Thank you for taking the time to give me all this information on
your trial.
<End interview>

APPENDIX B

INTERVIEW GUIDE FOR INTERVENTION PROVIDERS

INTERVENTION PROVIDERS’ PERCEPTIONS OF THE
COMMUNICATING HEALTHY BEGINNINGS ADVICE BY
TELEPHONE TRIAL
Interview guide: Communicating Healthy beginnings Advice by
Telephone (CHAT)

Thank you for taking the time to talk with me today. Is now still a
good time for us to talk?

If no, arrange another time.

I will start by giving a brief background of myself and the purpose
of the interview.

Background of myself

I am a PhD student with the University of Sydney conducting
a process evaluation of the Communicating Healthy Beginnings
Advice by Telephone currently trialling in New South Wales. | This
process evaluation research and interview is collaborative work with
CHAT and will also form part of my doctoral degree.

Purpose of the interview

The purpose of the interview is to reflect on the planning, im-
plementation and outcome phases of the CHAT trial that you were
involved with. | hope to find out what worked well, and what did not
work well, and any lessons learned from it from your perspective.

The findings from this study will be used to enhance CHAT and other
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early childhood obesity preventions delivered via telephone calls or
text messages, for potential future scaling up.

The questions | will ask will be based on:

e Your role and responsibilities in the CHAT trial

e Your feedback on the planning phase of the CHAT trial

e Your experiences during the implementation phase of the CHAT
trial

e Your insights into the evaluation phase and lessons for future
scaling up of the CHAT trial

If you don't feel comfortable answering any of the questions,
please don't feel obliged to. And if any of my questions are un-
clear, please ask me to clarify them. The interview may take about
45 minutes.

Commence recording

Have you received the Participant Information Statement and
Participant Consent Form that have been emailed to you? Do you
consent to proceed with the interview and are you happy for me
to audio record the interview for the purpose of analysis? We will
not identify any individuals when reporting our findings.

Section 0: Participant demographics

Date:

Full name:

Your current position:

Section 1: Role and responsibilities

1. To start off would you please describe your usual role within
the organisation?
2. How long have you been involved with the CHAT trial?

3. Would you please describe your role in relation to the CHAT trial?

Section 2: Decision to implement CHAT trial (planning phase)
I am now interested to hear your perspectives of the planning
stage of the trial.

4. What are your overall thoughts on implementing the CHAT
trial and Healthy Beginnings interventions in your setting?

5. In what way if any, has your workplace influenced the implemen-
tation of the CHAT trial?

Section 3: Implementation support of the CHAT trial (implemen-
tation phase)

Thank you for your insights so far. | would now like to speak about
your experiences of the implementation supports during the imple-
mentation stage of the CHAT trial.

6. Based on your experience with the implementation of the CHAT
trial, what do you think are key attributes of the implementer
(main person responsible for the CHAT trial) to lead a trial of

this nature?
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7. What level of support did you receive from CHAT trial leaders/
senior management to deliver the intervention? How helpful were
they in your opinion?

8. How did your prior experience/training in providing support to
mothers with infants prepare you to deliver Healthy Beginnings
interventions via telephone calls or text messages? Were there
any gaps or areas where you felt more training would be useful?

9. What were some of the additional personal qualities/attributes
that were required to deliver Healthy Beginnings messages?

10. How confident did you and your work colleagues feel about de-
livering the intervention/s? Why?

11. Apart from the ‘implementation team’ were there other people
within your setting/organisation who were champions of imple-

menting the CHAT trial?

12. Would you please describe the level of support provided by peo-
ple outside of your setting/organisation who helped with the im-
plementation of the CHAT trial? What were their contributions?

13. How did you and your colleagues typically communicate within
your setting about the CHAT trial?

14. In what way, if any, did you communicate about the intervention
to external stakeholders?

15. Were there any other high priority activities taking place at the
same time as the implementation of the CHAT trial that had an

impact on CHAT trial?

Thank you for raising these interesting points on the implementa-
tion of the CHAT trial. | will now move to obtain your insights into
the outcomes of the trial

Section 4: Outcomes of the CHAT trial and lessons for future
(evaluation phase)

16. How complicated was it to implement the CHAT trial in your
setting/organisation?

17. What were some of the goals that were set within your setting/
organisation related to the implementation of the CHAT trial?

18. In what ways do you think the CHAT trial met the needs and

preferences of the target audience? To what extent?

I would now like to ask you a few questions about lessons for scal-

ing up the intervention to a wider setting

19. What are your views on the feasibility of scaling up of the
CHAT trial to a wider setting?
20. What are the main changes that would need to be made to the

CHAT trial so it could be implemented in a wider setting?

Section 5: Overall feedback

Thank you for giving us all these interesting insights. After ask-
ing you many specific questions about the CHAT trial intervention,
| would like to give you the opportunity to give some more general
feedback on the trial.



EKAMBARESHWAR ET AL.

826 "
Health Promotion
Wl LEY- Journal of Australia

21.What recommendations would you give a researcher or poli-
cymaker planning to deliver a similar trial?

22.Was there anything you think should have been done differently
in terms of intervention delivery and support to mothers with
children for child obesity prevention?

23.What message/s would you pass on to policymakers and other
researchers planning future trials for early childhood obesity

prevention?

APPENDIX C

24.1s there anything else you would like to share about the CHAT trial

and the interventions?

Thank you for taking the time to give me all this information on
your trial.
<End interview>

QUALITY ASSESSMENT AGAINST CONSOLIDATED CRITERIA FOR REPORTING QUALITATIVE STUDIES (COREQ)

No. Item Question

Domain 1: Research team and reflexivity
Personal characteristics

Description

1. Interviewer Which author(s) conducted the interviews? First author (ME) conducted interviews

2. Credentials What were the researchers’ credentials? ME: MHS (Hons)

ST: PhD

SM: PhD

LAB: MBBS, PhD
CR: PhD

LMW: PhD

3. Occupation What was their occupation at the time of ME: Doctoral candidate

the study?

ST: Postdoctoral Fellow
SM: Senior Research Fellow
LAB: Professor

CR: Director

LMW: Manager

4, Gender Was the researcher male or female? ME: Female

ST: Female
SM: Female
LAB: Female
CR: Male
LMW: Male

5. Experience and What experience or training did the ME: Formal training in qualitative methods; completed

training researcher have?

Relationship with stakeholders

graduate-level coursework in qualitative research
ST: Completed thesis studies on qualitative inquiry
SM: Conducts original research in qualitative inquiry
LAB: Clinical researcher with some experience in
qualitative inquiry
CR: Leads several qualitative research studies
LMW: Leads several qualitative research studies

6. Relationship Was a relationship established prior to Interviews were conducted via zoom and there were

established study commencement?

no pre-existing relationships between participants
and the interviewer

7. Participant What did the participants know about the Stakeholders were not given information about the

knowledge researcher?
of the
interviewer

interviewer beyond a brief introduction in an
invitation email and in the participant information
sheet provided with the email that described the
interviewer's role in this sub-study

8. Interviewer What characteristics were reported about None

characteristics the interviewer?
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APPENDIX C (Continued)

No. Item

Domain 2: Study design
Theoretical framework

9. Methodological
orientation

Participant Selection

10. Sampling

11. Method of
approach

12. Sample size

i3}, Non-participation

Setting

14. Setting of data
collection

15. Presence of non-

participants

16. Description of
sample

Data collection

17. Interview guide

18. Repeat interviews

19. Audio/visual
recording

20. Field notes

21. Duration

22. Data saturation

23. Transcripts
returned

Domain 3: Analysis and findings
Data analysis

24. Number of data
coders

25. Description of the
coding tree

26. Derivation of
themes

27. Software

28. Participant
checking

Reporting

29. Quotations
presented

Question

What methodological orientation was
stated to underpin the study?

How were participants selected?

How were participants approached?

How many participants were in the study?

How many people refused to participate or
dropped out? Reasons?

Where was the data collected?

Was anyone else present besides the
participants and researchers?

What are the important characteristics of
the sample?

Were questions, prompts, guides provided
by the authors? Was it pilot tested?

Were repeat interviews carried out?

Did the researcher use audio or visual
recording to collect the data?

Were field notes made during and/or after
the interviews?

What was the duration of the interviews?
Was data saturation discussed?

Were transcripts returned to participants
for comment or correction?

How many coders coded the data?

Did the authors provide a description of
the coding tree?

Were themes identified in advance or

derived from the data?

What software, if applicable, was used to
manage the data?

Did participants provide feedback on the
findings?

Were participant quotations presented to
illustrate the themes/findings? Was
each quotation identified?
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Description

Qualitative description

Expert sampling

By email

14

20 stakeholders were approached via email and 14
expressed interest to participate via email. 14
stakeholders were interviewed

Stakeholders’ choice of location since the interviews
were conducted via Zoom

None at the researcher's end, unsure of who else was

present at the participants’ end

Health professionals including nurses, dietitians,
medical practitioners, researchers, executives who
were part of the management committee of the
CHAT trial and who agreed to participate in this
sub-study

Yes. The guide was improved/refined throughout pilot
testing and during the data collection process

No

Interviews were conducted via Zoom and
audio-recorded

Yes. Field notes were made during and immediately
following interviews

Approximately 40 minutes
Yes
No

Two researchers (ME and ST) discussed codes and
categories after ME coded two transcripts, refined
them prior to analysis of the remaining transcripts.
Following this, ME coded the remaining data

Yes

Derived from the data

Microsoft Word

No

Yes, some quotations were included within the

manuscript and all quotations in a separate table.

Quotations were identified by numbers allocated
to stakeholders
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APPENDIX C (Continued)

No.
30.

31.

32.

Item
Data and findings
consistent

Clarity of major
themes

Clarity of minor
themes

EKAMBARESHWAR ET AL.

Associ

Question
Was there consistency between the data
presented and the findings?

Were major themes clearly presented in
the findings?

Is there a description of diverse cases or
discussion of minor themes?

Description

Yes
Yes

Both major and minor themes were discussed
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