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1 | INTRODUCTION

In many countries, registered nurses or midwives provide early in-
tervention services through home visitation programmes to improve
the health outcomes of pregnant women or parents with young
children. Whilst many health systems offer short-term universal
home visiting services to all women in the prenatal or postpartum
periods, the importance of also providing long-term home visita-
tion programmes, particularly to families experiencing social or eco-
nomic challenges has been recognized (Aston et al., 2014; World
Health Organization, 2015). Nurses working with families enrolled
in population-specific home visitation programmes, including the
Nurse-Family Partnership® (NFP) programme, often develop long-
term therapeutic relationships with their clients and provide holis-
tic client-centred care that prioritizes improving multiple prenatal,
maternal, and child health outcomes. For this reason, nurse home
visitors are in an optimal position to identify women experienc-
ing intimate partner violence (IPV) and then intervene to support
women in increasing safety for themselves and their children (Adams
etal., 2022). This qualitative process evaluation, which was part of an
overall evaluation of an NFP [PV intervention using a cluster-based,
single-blind randomized controlled trial (RCT), was conducted to un-
derstand the implementation of this IPV intervention and to identify
factors influencing its use by nurses in their home visiting practice.

1.1 | Background
NFP is a home visitation programme where registered nurses work
with young, first-time mothers experiencing social and economic
disadvantage, with frequent home visits starting early in pregnancy
(s28weeks gestation) and continuing until the child's second birth-
day. The programme goals are to improve: (1) pregnancy outcomes
by promoting healthy behaviours; (2) children's health and develop-
ment by supporting parents to provide safe and competent care; (3)
parental life-course trajectories by reducing closely spaced preg-
nancies and supporting parents to complete their education and se-
cure employment (Olds & Yost, 2021). NFP has been implemented
in 41 states in the United States (US), 5 US Tribal Nations and the
US Virgin Islands. Globally, the NFP has also been implemented in
one or more regions of Australia, Bulgaria, Canada, and Norway, as
well as in England, Scotland and Northern Ireland under the name
of ‘Family-Nurse Partnership’. The efficacy and effectiveness of the
NFP programme have been evaluated for over 40years and have in-
cluded RCTs determining the programme's impact on a range of ma-
ternal and child health outcomes in the US (Olds, 2002), Netherlands
(Mejdoubi et al., 2013, 2015), Canada (Catherine et al., 2020) and
England (Robling et al., 2016).

Experiences of IPV are common amongst populations of young
pregnant women eligible for enrollment in the NFP programme.
In several trials to evaluate the effectiveness of NFP, rates of IPV

amongst participants have ranged from 19.0% to 62.3% (Catherine

Impact
What problem did the study address?

Given the positive impacts that participating in the Nurse-
Family Partnership intimate partner violence education
had on nurse home visitors' attitudes and confidence to
address this type of violence experienced by first-time
mothers, it was important to understand what factors con-
tributed to the low fidelity of intervention implementation
in practice, a factor that may help to explain the lack of
client-level impacts on maternal outcomes.

What were the main findings?

Implementation of an intimate partner violence interven-
tion in a nurse home visiting programme was influenced by
contextual factors at both programme and practice levels.
At the practice level, a lack of privacy in the home limited
nurses' capacity to use the intervention. Supervisors were
identified as having an important role to support nurses
develop the expertise to use the intervention. Nurses also
consistently balanced the intervention requirements to
address intimate partner violence with an understand-
ing of the complexity of this type of violence in young
women's lives and respect for clients' agency to determine
when and how they will respond to the violence in their
relationships.

Where and on whom will the research have an
impact?

These findings will be of interest to: (1) researchers de-
veloping and evaluating complex nursing interventions
to address intimate partner violence in home visitation
programmes and (2) stakeholders leading the implementa-
tion of novel innovations in the Nurse-Family Partnership

programme.

et al.,, 2019; Eckenrode et al., 2000; Mejoubi, 2013; Robling
et al., 2016). The presence of IPV in clients' lives has been found
to increase the complexity of home visiting work. For example, 283
NFP nurse home visitors in the US were surveyed about the impacts
of IPV on the delivery of the NFP intervention; 72% reported that
IPV in the homemade delivering the programme with fidelity was
somewhat or very difficult and almost 40% of these nurses perceived
that they did not have sufficient knowledge or skills to adequately
address IPV (Jack et al., 2012). This perceived deficit in knowledge
and skills indicates a need for an IPV intervention tailored for the
NFP programme to support nurses to identify and respond to IPV
(Olds et al., 2013). To address this issue, an IPV preventive inter-
vention embedded in a single NFP programme (Oregon, US) that in-

cluded structured IPV screening, a brochure-driven intervention and
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a skill-based relationship curriculum was evaluated. Findings from
this RCT concluded that their intervention held some promise for
preventing some forms of IPV if past victimization had not occurred
but did not demonstrate any positive effects for women who had
experienced IPV (Feder et al., 2018).

Following the framework for developing new innovations to im-
prove the NFP model (Olds et al., 2013), an IPV intervention tailored
for NFP was formatively developed and pilot-tested for feasibility
and acceptability (Jack et al., 2012). The NFP IPV intervention in-
cluded: (1) a comprehensive programme of nurse IPV education
(curriculum details available in Jack et al., 2021); (2) guidelines for
reflective supervision; (3) a checklist to assist NFP sites with inter-
vention implementation; (4) an intervention manual and a clinical

pathway (Figure 1) aligned with the nursing process to guide clinical

Universal Assessment
of Safety OR
e All clients at visit 4

ASSESSMENT

Indicator-Based
Assessment OR

decision-making. NFP sites were provided with client-facing activi-
ties or assessment tools for each step of the pathway (summary of
resources available as supplementary files, Jack et al., 2019).

In the NFP IPV clinical pathway used in the trial, nurses conducted
an unstructured universal assessment of safety and discussed the
attributes of ‘healthy’ and ‘unhealthy’ relationships with all newly
enrolled clients during the fourth visit in pregnancy, followed by a
structured IPV assessment. Nurses received education on initiating
indicator-based assessments. For clients who disclosed their experi-
ence of current or past (last 12 months) IPV, nurses provided an em-
pathic response that included active listening, validation of the client's
experience and an offer of support. For these clients, nurses were
then prompted to collect additional assessment data necessary to

support the development of a tailored plan of care that included a

Client-Initiated Disclosure

IPV - Specific Assessment

No IPV Disclosure

* Review community resources
* Repeat Universal Assessment of Safety in
Postpartum, Infant 16 months

IPV Disclosure
e Empathic response

Risk Assessment

¢ Danger Assessment
¢ Safety planning

Determine client readiness
to address safety o

Assess and refer (as needed):
Mental health
e Substance use

SASS INTERVENTION Tailored to Client Needs, Level of Risk, & Readiness to Address Safety

Information to increase
Awareness of IPV health effects

Safety planning

System navigation

Goal setting to promote
Self-efficacy

FIGURE 1 Nurse-Family Partnership intimate partner violence intervention clinical pathway.
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risk assessment (the Danger Assessment; Campbell et al., 2009), de-
termination of the client's readiness to address safety in the relation-
ship and an assessment (and referrals as necessary) of mental health,
including substance use, issues. Based on this information nurses
and clients were encouraged to work through ‘SASS’ intervention ac-
tivities from four domains on a weekly basis: (1) safety planning; (2)
increasing awareness of the health effects of IPV through health edu-
cation; (3) goal setting to enhance self-efficacy; (4) system navigation
to identify and access community supports and services as required
(Jack et al., 2012). The NFP IPV education included information about
theories of women's experiences of leaving or resolving violence in
intimate relationships (Dienemann et al., 2002). When working with
women experiencing IPV, nurses were advised to utilize their moti-
vational interviewing skills to promote client self-efficacy or explore
options for behaviour change. Motivational interviewing is a counsel-
ling technique, underpinned by the transtheoretical model (Prochaska
et al., 2002) that outlines five distinct stages of readiness to engage
in behaviour change. With the NFP IPV intervention for women who
had disclosed IPV, nurses were provided with tools to determine a
client's stage of readiness to address safety from amongst five states
(Table 1) closely aligned with the stages of change.

An RCT evaluating the IPV NFP intervention was conducted in
15 NFP sites in eight US states and enrolled 492 pregnant women
(216years) (methods are detailed elsewhere; Jack et al., 2019) (Trial
Registration ClinicalTrials.gov Identifier: NCT01372098). The objec-
tive of the trial was to determine the effectiveness of the NFP IPV in-
tervention (n = 7 sites) relative to standard NFP (n = 8 sites) on maternal
quality of life. In NFP IPV sites, all nurses were expected to participate
in the IPV education and were provided with the clinical pathway, an
intervention manual, and associated intervention assessment tools and
client-facing activities by the research team. Nurse supervisors were
provided with a brief checklist to support implementation and writ-
ten guidance for reflective supervision. Participating sites were inde-
pendently responsible for implementation yet also had access to an
IPV intervention consultant from the research team to meet with on
request. Results of the RCT showed that the NFP IPV intervention did

TABLE 1 Stages of change aligned with cognitive states of
women experiencing IPV

Cognitive states of women experiencing
IPV through the trajectory of
addressing Violence®

Transtheoretical model
stages®

Precontemplation
(not ready)

Committed to continuing the
relationship

Committed to the relationship but
questioning

Contemplation

(getting ready)
Preparation (ready) Considering changes and options

Action Breaking away from the partner or

curtailing abuse

Maintenance Establishing a new life together or apart

2Adapted from Prochaska et al. (2002).
PAdapted from Dienemann et al. (2002).

not improve quality of life, reduce violence or improve other health
outcomes when compared with standard NFP (Jack et al., 2019).

During the RCT, nurses in the seven NFP [PV sites were asked
to maintain written logs documenting their completion of different
steps on the clinical pathway. A total of 216 (of 229) logs were re-
turned to the study team. Analysis of these logs showed variable
rates of completing several activities that were required for all eligi-
ble participants, reflecting lower than expected fidelity. Specifically,
in the prenatal period, the universal assessment of safety was com-
pleted by 71% (154/216) of participants (Jack et al., 2019). Of the
100 women who disclosed IPV to the nurse, only 26% completed the
required Danger Assessment and only 40% completed at least one
component of the ‘SASS’ domain (Jack et al., 2019).

An explanatory sequential mixed methods study embedded in
the above trial, evaluated the effect of the NFP IPV education on
nurses' attitudes and confidence to address IPV in their home vis-
iting practice, (study methods reported in detail elsewhere: Jack
et al., 2021). Nurses in the intervention group (n = 77), compared
to control (n = 101) reported large improvements in their thoughts,
feelings and perceived behaviours. This strong education effect was
found from baseline to 12 months and baseline to study closure.
Furthermore, nurses who participated in the NFP IPV education and
who shared their experiences in focus group interviews explained
that the NFP IPV education, compared to prior IPV training, was
more detailed, covered a broader range of topics and increased their
confidence to initiate discussions about IPV in their home visiting
practice (Jack et al., 2021).

Given the improvement in nurses' self-reported confidence and at-
titudes related to addressing IPV following the NFP IPV education, it is
important to understand what factors contributed to the low fidelity
of intervention implementation, a factor that may help to explain the
lack of client-level impacts. Exploring the implementation process will
also provide insights to inform the implementation of other innovations
into home visitation programmes as well as our understanding of what

nurse home visitors require in their practice to address IPV.

2 | THE STUDY

A qualitative process evaluation was embedded in the RCT to iden-
tify factors influencing the implementation of the NFP IPV interven-
tion. This included an examination of two types of implementation
outcomes: the integration of the IPV intervention in the NFP pro-
gramme and the feasibility or extent to which the nurses used the
intervention in their practice. These findings have the potential to
deepen our understanding of what is required to support nurses ad-
dress IPV in their practice as well as insights to inform the implemen-
tation of other innovations into home visitation programmes.

21 | Aims

To identify and describe factors that influenced:
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1. The integration of the IPV intervention into the NFP programme
model in participating programme sites.

2. The utilization of the IPV intervention with fidelity to the clinical pathway
by nurses in their home visits with pregnant women or first-time mothers.

2.2 | Design

A qualitative descriptive design (Neergaard et al., 2009) to identify

nurses' and supervisors' perceptions of factors influencing the inte-

gration and use of the NFP IPV intervention.

2.3 | Sample/participants

A purposeful sample of nurses with experience implementing the
NFP IPV intervention was invited to participate in this qualitative
component. The inclusion criteria for participants in this analysis
were: (1) nurse home visitor or nurse supervisor employed by one of
the seven NFP IPV sites randomized to the NFP plus IPV interven-
tion arm of the trial; (2) participation in the IPV education; and (3)

availability to participate in an interview.

2.4 | Data collection

Interviews (either semi-structured or focus group) were conducted
with all participants to explore their experiences and perceptions
about factors influencing the intervention implementation process.
At each of the seven sites, two focus groups were conducted with
nurse home visitors and included questions specific to integrat-
ing the IPV intervention into the NFP programme and their use
of the IPV clinical pathway (n = 14 focus groups). The first seven
focus groups occurred approximately 12 months after baseline
(May 2012-February 2013); the second round was conducted
4months after all client data in the RCT had been collected (between
September 2015 and September 2016). These 14 focus groups were
facilitated by the lead author (5.M.J.), an experienced qualitative re-
searcher with extensive content expertise in home visitation, family
violence and public health nursing practice. At the end of the trial,
a single semi-structured interview was conducted with each super-
visor that had participated at some point in the study. At the time
of the interviews (March-April 2016) seven of the individuals inter-
viewed remained in an NFP supervisor role and six had left the role
(i.e. to retire or take a new position) during the trial. The supervi-
sor interviews were conducted by an experienced homecare nurse
supervisor (C.S.); the interviewer was also enrolled in a graduate
programme during the course of the study which provided her with
training on qualitative methods. Semi-structured interview guides
were developed for all interview types. Focus group and individual
interviews were recorded, and raw data were transcribed verbatim
with all identifying information removed. Field notes from each site
contact (n = 57) during the trial were maintained by the IPV inter-
vention consultant.

2.5 | Data analysis

Focus group data were analysed using a rapid qualitative analysis tech-
nigue (Hamilton, 2013) which is commonly employed in implementa-
tion research (Hamilton & Finley, 2019). Each focus group transcript was
first read in its entirety by the lead analyst (5.M.J.) to identify domains
describing different types and levels of factors influencing implemen-
tation. A template listing each domain was created and content from
each focus group interview was summarized in the template. Next, ma-
trices were developed to list and compare factors across sites and time
points. Once key factors influencing implementation were identified,
data relevant to each factor were extracted and summarized to identify
the conditions under which the factor may have served as either a bar-
rier or facilitating influence. To promote dependability in categorizing
the data, a second analyst (D.D.) independently replicated this process
for six transcripts (three from each timepoint) and worked with the
first analyst to confirm domains included in the template. The analysts'
two matrices were then converged. The data from the interviews were
analysed using an inductive approach to content analysis, two analysts
(S.M.J,, C.S.) read all transcripts in their entirety; CS then conducted
line-by-line coding of the full dataset and developed seven categories
to describe supervisory roles related to implementation and delivery of
the IPV intervention, and functions associated with each of those roles.
To provide a more comprehensive description of the supervisor role in
implementation, the lead analyst (S.M.J.) then compared and contrasted
data in the ‘roles’ categories from the supervisor transcripts with data
from the focus groups. In reading the transcripts, all analysts extracted
exemplary quotes to illustrate the properties or dimensions of the iden-
tified factors influencing implementation. In the latter stages of analysis,
to assist with interpretation and to align category labels with commonly
employed terms, theoretical triangulation was employed. Multilevel and
multidimensional determinant frameworks (Nilsen, 2015) from imple-
mentation science (Damschroder et al., 2009; Harvey & Kitson, 2015;
Rogers, 1995) were reviewed to facilitate the process of labelling the
factors found to have a perceived influence on integration or use of
the IPV intervention based on our qualitative analysis. Field notes were

then reviewed to inform data interpretation.

2.6 | Ethical considerations

The RCT protocol, which included this qualitative process evalu-
ation, was approved by the Hamilton Integrated Research Ethics
Board, McMaster University, and organizational and site-specific
Institutional Review Boards. Informed consent to participate in the
trial components was provided by all participants and confirmed
verbally prior to each interview type.

2.7 | Rigour

Trustworthiness of these findings was promoted through the use of
multiple strategies across different phases of the research process.
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Data credibility was enhanced through data type (interviews, focus
groups and field notes), data source (nurse home visitors and super-
visors), researcher and theoretical triangulation. Other strategies to
promote credibility included time sampling to explore how nurses'
practices evolved over time, the engagement of researchers with
known expertise and credibility in the field, and the maintenance
of reflexive journals by two of the analysts (SMJ, CS). Data depend-
ability was promoted through the use of multiple analysts, double

coding procedures and data source triangulation.

2.8 | Reflexivity

In this program of research, the lead author (S.M.J.) participated in
all qualitative aspects to develop, pilot, and evaluate the IPV inter-
vention, including delivery of the nurse education. These activities
involved multiple site visits and engagement with nurse supervisors
and home visitors. These working relationships created circum-
stances for potential conflicts of interest. To mitigate this risk, a
minimum of two research team members were involved in the de-
livery of the nurse education and all phases of data collection and
analysis. To allow nurse supervisors to speak candidly about their
experiences leading the intervention implementation, a qualitative
researcher (C.S.) unknown to the supervisors conducted the inter-
views. Interview guides were purposefully structured to ask about
both facilitators and barriers to implementation, to ensure that the
findings reflected a range of both positive and negative experiences.
Finally, for this specific study component, the individuals responsi-
ble for data collection (S.M.J., C.S.) maintained reflexive journals to
document how the researchers' interactions may have either ben-

efited or challenged the research process.

3 | FINDINGS

A total of 77 nurses (n = 64 nurse home visitors, n = 13 supervisors)
participated in the NFP IPV education (Table 2). These qualitative
findings reflect the insights and perceptions of 60 participants which
consisted of all 13 supervisors and 47/64 nurses (73.4%) who were
working in the NFP programme on the dates of the scheduled focus
groups. The overall degree of integration of the NFP IPV intervention
varied across the seven participating NFP sites. In general, integration
into the NFP programme model was negatively impacted by (1) a lack
of centralized (i.e., national) programme support and (2) the need to
integrate the IPV intervention whilst simultaneously integrating other
new (and required) programme model innovations required by the
NFP National Service Office. The integration process however was fa-
cilitated in some sites where the nurse supervisor became a champion
for the IPV intervention, created a positive climate for implementation,
and who had the capacity to actively facilitate uptake. At the clinical
level, multiple factors related to supervisor-led processes, nurse home
visitor characteristics, the home visit environment, the client context,

the nurse-client relationship and intervention characteristics were

TABLE 2 Demographic characteristics

(n=7)
California (1)
Nevada (1)
Minnesota (1)
New Jersey (1)
Pennsylvania (1)
Texas (2)

Nurse-family partnership intervention sites
Location of sites by state (no.)

Participant demographics characteristics (n=77)(M, SD)

Years since completing education 14.42 (10.37)
Years with the NFP Programme 2.25(2.26)
Demographics (categorical variables) n (%)
Role
Nurse home visitor 64 (83.1)
Nurse supervisor 13 (16.9)
Gender (Female) 77 (100)
Age (years)
20-29 11(14.3)
30-39 21(27.3)
40-49 24 (31.2)
50-59 17 (22.1)
60-69 3(3.9)
Highest professional qualification
Nursing diploma 3(3.9)
Associate nursing degree 7 (9.1)
BSN/BScN 55(71.4)
Master's degree 12 (15.6)
History of personal experiences of IPV (yes) 20 (26.0)

identified as influencing nurses' capacity to use the clinical pathway in
practice to assess for and respond to IPV. Tables 3 and 4 list all factors
perceived to influence the implementation of the IPV intervention as
identified by nurses across NFP sites and data collection time points.
In the interviews and focus groups, participants described the varied
contexts under which these factors served as either barriers to, or

facilitators of and implementation.

3.1 | Factors influencing NFP IPV intervention
integration
3.1.1 | NFP Programme context (national

programme level)

All participating sites identified that, in comparison to other NFP pro-
gramme innovations rolled out by the NFP National Service Office,
the IPV intervention clinical pathway, assessment tools, client-facing
activities and other resources were not seamlessly integrated into
the centralized programme structures. Without integration of the
IPV intervention into the visit-to-visit guidelines, programme check-
lists, data collection and documentation systems, nurses explained
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that they then lacked ‘cues’ or ‘reminders’ on when to initiate the IPV
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intervention and use it in their practice was supported. This oc-
curred because the relative priority to address IPV in practice was
high and met an oft-discussed gap in their knowledge and the new
IPV intervention presented a potential solution to a complex clinical
challenge. A site's capacity for change and a team's receptivity and
interest in learning this new intervention were identified as factors
which facilitated a positive climate for implementation. The presence
of a supervisor who became a champion for the IPV intervention and
who was able to inspire their teams to be engaged in the work was
perceived to be the most critical factor contributing to a team's abil-
ity to integrate the intervention into their work. Supervisors char-
acterized as champions promoted the intervention as an important
NFP augmentation, engaged in advancing their own knowledge and
skills with respect to addressing IPV, prioritized implementation ef-
forts, developed creative solutions and resources to assist nurses to
integrate the pathway into their home visits, and regularly discussed
the intervention in reflective supervision. In this process evaluation,
supervisors at four sites were identified as active champions of this
work; three of these supervisors remained with their team for the
duration of the project. In the remaining sites, the non-emergence
of a supervisor champion of the IPV intervention may have been in-
fluenced by supervisor turnover, as well as supervisor capacity to
balance competing demands associated with day-to-day programme
management. Nurses were empathetic to this situation, as one nurse
explained, 'Our [Supervisor] is overwhelmed, overwhelmed and she
just doesn't have enough time to do all of the things she has to do.

So, | think we stop relying on the [IPV resources] being in the files.'

3.1.3 | Supervisor capacity to facilitate integration
(local NFP site level)

In the majority of sites, where a consistent supervisor champion of
the IPV intervention did not emerge, this was perceived to be an
important barrier hindering overall implementation. In contrast, im-
plementation was perceived to be facilitated by full-time NFP super-
visors who were experienced in their role and knowledgeable about
the NFP programme model. This knowledge allowed them to un-
derstand where and how different elements of the IPV intervention
could be seamlessly integrated into team meetings, reflective super-
vision and home visits. Supervisor champions were also described as
being highly invested in learning the IPV intervention which enabled
them to assume an ongoing educator role in the site, creating op-
portunities to reinforce and review concepts from the IPV educa-
tion with nurses on their teams. In sites where there was supervisor
turnover, supervisors new to NFP allocated more time to learning
the programme model and had limited capacity to learn the IPV in-
tervention, which further limited their role in supporting its integra-
tion into all elements of practice. In sites with supervisor champions,
they demonstrated initiative by investing time and human resources
(e.g. clerical support) to create locally developed resources to facili-
tate integration. For example, two supervisors developed their own
checklists to support implementation in the organization; another

supervisor developed a system to track nurses' use of the interven-
tion with fidelity to the clinical pathway. Nurses across some sites
expressed a deep appreciation for supervisors who developed a
‘packet’ consisting of all the IPV assessment tools and client-facing
activities collated together that a nurse would need in a home visit.
As one nurse described:

We are fortunate that our supervisor is so organized.
We have packets. So, for the fourth visit in pregnancy
all we have to dois reach in the file cabinet, grab it and
we're ready to go. We have all the resources needed
to do the universal assessment of safety. We also
have the IPV clinical pathway laminated. That makes

it so much easier for us.

For sites that lacked these types of ‘grab and go’ resources, the
nurses included this in their ‘recommendations’ as an enhancement to
the implementation checklist.

3.2 | Factors influencing NFP IPV intervention
utilization

3.2.1 | Supervisor-led actions to facilitate nurses'
utilization of the IPV clinical pathway

Supervisors were identified as having a critical role in coaching
nurses about how to apply their knowledge to assess for and respond
to IPV in their home visits with clients. Nurses at two sites described
purposeful actions by their supervisor to either model IPV assess-
ment techniques on joint home visits or to review their use of the
IPV clinical pathway during weekly reflective supervision. Likewise,
seven supervisors discussed reviewing the IPV clinical pathway in
reflective supervision and encouraging nurses to bring clinically
challenging IPV-related cases for discussion. Eight supervisors indi-
cated they allocated time in bi-weekly meetings, particularly during
the early stages of the RCT, to discuss IPV-related issues. Only four
supervisors indicated that during a joint home visit, they took the
opportunity to role model for a nurse on how to address IPV. None
of the 13 supervisors discussed using the supervisor-specific ‘NFP
IPV reflective supervision guidelines’ that were provided as part of
the intervention resources.

3.2.2 | Home visit environment

The most common and consistent barrier to assessing for and re-
sponding to IPV in the home visit environment as reported by both
nurses and supervisors, was a lack of privacy between the nurse
and client to confidentially discuss IPV-related content. When
other people were present, and in particular the client's partner,
nurses unanimously confirmed that they did not initiate any IPV
assessments nor IPV-related content. Across focus groups, nurses
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repeatedly provided statements like, ‘the father was at every single
visit’. This persistent barrier to utilizing the IPV intervention was also
confirmed by supervisors, with one explaining, 'The father of the
baby is always there no matter what you try. So, if you are keeping
track of the [implementation] statistics, you can see why the nurses
aren't getting this certain [intervention] completed.'

Only two teams identified concerns about nurses working in
homes with known perpetrators of IPV as a factor limiting their abil-
ity to assess for or address IPV in their practice. Supervisors noted
that safety concerns were amplified, and plans to address IPV mod-
ified, particularly when it was known that there was a gun in the
home or clients experiencing abuse were residing in a rural commu-
nity, living in a place isolated from neighbours, or where cellphone
reception was poor. Nurses on three teams identified that a feel-
ing of ‘chaos’ in the home (e.g. dogs barking, baby crying, multiple
people moving through the space, television on) created a less than
ideal environment to safely navigate sensitive discussions about the
client's IPV experiences. One nurse summarized the situation in this
way, 'it's challenging for the client. She's so busy with the baby and
then if somebody comes into the room, she just kind of freezes. It's

difficult. The whole environment is always difficult.’

3.2.3 | Characteristics and practices of nurse
home visitors

Almost all sites identified that a nurse's level of experience in using
the IPV clinical pathway influenced how often and how well it was
used with fidelity. In the early phase of intervention implementa-
tion, nurses and supervisors both spoke of feeling ‘overwhelmed’
by the time required to familiarize themselves with the interven-
tion components and to seamlessly weave it into their existing
home visiting practices. For example, in a focus group conducted
12 months after the IPV education, one nurse declared, ‘I'm still a
novice in using this intervention’. There was a general consensus
that it took over 2years for many nurses to develop expertise in
knowing (1) how and when to use different components of the
clinical pathway to respond to their different client's unique needs
and (2) which client-facing activities would be appropriate to intro-
duce to a client depending on her level of readiness to discuss the
violence in her life.

A practical barrier to using the intervention during a home visit
was a lack of nurse preparedness. Nurses at five sites identified that
there were times during a home visit when they did not have the
required assessment tool (e.g. copy of the Danger Assessment) or
client-facing activity (e.g. worksheet to develop a safety plan) phys-
ically on-hand to use. Another barrier, identified by nurses at three
sites and validated by supervisors, was that some nurses found it
emotionally difficult to address IPV in their practice. Nurses spoke
of being particularly overwhelmed, and sometimes avoiding a dis-
cussion, when clients reported experiencing pervasive coercive con-
trol, sexual coercion or being trafficked by their partner, especially
when there was a perceived lack of additional community services to

support the client. One nurse reflected on her feelings with respect

to this work:

I'm finding it stressful. One of my clients, she's just
had so much abuse in her past. She's kind of mat-
ter of fact when she's telling me, but I'm not feeling
‘matter of fact’ inside when I'm listening to all that. |
just thought, ‘I just can hardly handle this’. | just went
past the [universal of assessment of safety] and then
thought | should get back reviewing her danger [as-
sessment]... | just thought, | need a break from this,
ok? | do not want to talk about this anymore. We
could talk about this every single visit for the next
two years and still have stuff to talk about... | need my

own psychotherapy. I'm feeling it bad.

One supervisor also confirmed that nurses were feeling over-
whelmed and stated, 'you hear it from everybody, all eight nurses. So
yes, it [addressing IPV] does affect you.'

3.2.4 | Characteristics of client context

Nurse home visitors also identified how characteristics of the client
or the context of their lives influenced their abilities or decisions to
implement the IPV intervention with fidelity to the clinical pathway.
Amongst these, the ‘timing’ of the woman's enrollment into the NFP
programme seemed important. When women enrolled in the NFP
programme at or close to 28 weeks gestation this served as a sig-
nificant barrier as nurses had fewer visits to review all pregnancy-
related content across NFP programme domains. As one nurse

explained:

A challenge can be when someone signs up at
28weeks, I've only got maybe six visits with them,
maybe seven before they're ready to have their baby.
So, the struggle for me is to get [the universal as-
sessment of safety] done on the fourth visit knowing
that | only have a couple of visits left with her and
that there are so many things that the client wants
to know, videos to watch on labour and delivery and
discussing how to take care of baby. There's just a lot
of content that she would like to cover and then the
content | need to cover, and then the IPV assessment

pretty much takes a whole visit.

In contrast when pregnant women enrolled in NFP earlier (i.e. be-
tween 12 and 16weeks gestation), nurses explained this facilitated
their ability to develop a foundation of trust over multiple visits prior
to initiating the universal assessment of safety. Most expressed that
during this period of time, clients tended to be more open to discussing
content related to healthy relationships and safety and were less fo-
cused on preparing for the birth of their infant.
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Nurses at all sites spoke about the importance of addressing
client-identified needs as a priority during a home visit. With limited
time for a home visit and in the presence of multiple, complex issues
to address (e.g. typically related to infant health, maternal mental
health, housing issues), nurses and clients often focused on these
topics, with the nurse making the decision to delay the introduction
of an IPV assessment or, with women who had disclosed IPV, to not
include content from the ‘SASS’ intervention component on the clin-
ical pathway. Nurses also explained that sometimes the symptoms or
behaviours associated with a client's mental health concern (e.g. par-
ticularly if diagnosed with a mood disorder, anxiety, attention deficit
hyperactivity disorder or post-traumatic stress disorder) challenged
the nurses' skills to introduce, and limited clients' abilities to engage,
focus or participate in intervention activities such as safety planning,
goal setting or system navigation. One nurse summarized these chal-

lenges by explaining:

Whatever is going on in the client's home may con-
sume all the time in a visit. The IPV becomes a back-
burner issue. I've had clients with medical issues,
issues with the pregnancy, so talking about IPV just
didn'’t fit because all of the visits have focused on the
medical issues. Or a client being hospitalized, so that
wasn't a good time [to address IPV]. Then whatever
psychosocial issues a client has, they overtake the vis-
its. Before you know it, it’s already been two months
and IPV hasn’t been talked about. Or clients miss vis-
its. So, by the time you see them again, something big
has happened, so now you are talking about that and
you're not able to talk about the IPV.

Additionally, it was not uncommon for clients to ‘disappear’ from
the programme for an extended period of time, or to cancel or miss
scheduled home visits, often following a disclosure of IPV to their
nurse. When the client's availability for a home visit was limited, this
inhibited nurses' abilities to utilize any component of the clinical path-
way, until such time that the client returned to the programme and was

ready to re-engage. One nurse shared:

There would be times where | had a client disclose
and then they went MIA [missing in action]. Because
they were afraid | would call someone on them,
which, of course, | addressed immediately, ‘You know,
| will never call anyone unless I'm worried about the
safety of your child. What | hear when they come
back months later is, ‘| was afraid of what you thought
of me’. So, what's beautiful about [NFP] is we're able
to build such a beautiful bond and relationship with
our clients. But sometimes, in IPV, | think it can work

against us.

Nurses at all sites, across the full duration of the study, identified
that if they perceived that a client who had disclosed a current (or

past) experience of IPV was ‘not ready’ to discuss her experiences or
engage in any of the ‘SASS’ intervention activities, they would often
make the decision to not continue with the intervention. One nurse

explained:

| was surprised that no matter what way | tried to
present this to her, she just did not want to talk about
it....I was in a bind. | just wasn't sure how to handle
that because you can't force anybody to talk about

something they don’t want to talk about.

Another nurse was quite blunt with her explanation that the in-
tervention was sometimes not implemented with fidelity to the clin-
ical pathway based on the nurse's clinical judgement of the client's

context:

To answer your question ‘well, why didn't these get
done?’ What | think is that once the client says they
don’t want to talk about IPV, you don’t. You skip over
the whole thing. You just move into discussing their
goals and their strengths and all that. | think that’s
why it’s getting missed.

For many nurses, it was their perception that clients who had dis-
closed IPV but were in a ‘precontemplation’ or ‘contemplation’ stage,
were more hesitant to engage with the nurse in completing a risk as-

sessment or any of the ‘SASS’ intervention activities. One nurse shared:

So many of our clients are in that pre-contemplation
to contemplation... They haven't even come to terms
with the fact that they are in a dangerous relationship,
even if there is physical abuse. They know that part
of it is not okay, but they are not ready to see how
often it happens. So, they're not ready to go there [to
complete a risk assessment] yet.

Women experiencing IPV who were assessed to be in either a
‘preparation’ or ‘action’ stage were perceived as being much more re-
ceptive to completing a risk assessment and engaging in safety plan-

ning and system navigation. As one nurse explained:

| have two clients in ‘SASS’ right now and they're
actually both in an action phase. One of them asked
for help to make a police report, so we called to-
gether, the police came out. We then scheduled an
appointment for a legal advocate and she went to the
appointments.

It is important to note that for many clients who disclosed a history
of past IPV (last 12 months) that neither nurses nor clients perceived a
need to continue to utilize the NFP IPV intervention. In particular, for cli-
ents who had ‘left’ their partner, nurses reported that it was difficult for
the client to understand the relevance of conducting a risk assessment
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and challenging for nurses to tailor the intervention content for clients no
longer in a relationship with the abusive partner. One nurse shared this

reflection:

I've had situations where they were in a relationship a
year ago and the partner is nowhere close. | just find it
difficult still talking about [IPV] when the client doesn’t
see the relevance of it. They're like, ‘I already know what
| have to do, I'm never going to put myself in that situation
again, so why are we still talking about the subject?’ So, |
guess for me like is there a different way to approach it to
make her understand the relevance because for the cli-
ent they’re completely disengaged with the conversation
because they're wanting to talk about pregnancy. You
know they’re about today, not yesterday. They obviously
can't see the future so trying to prepare them for some-
thing that they can't see right now is kind of hard to do.

Finally, nurses in five of the sites reflected that IPV as a relational
construct itself is complex. The clients they worked with were continu-
ously navigating multiple and intersecting personal, social, economic and
system-level barriers that keep them entrapped in their relationships with
their partner and trying to parent whilst experiencing violence. In work-
ing with women living and parenting in these complex situations, nurses
discussed that they prioritized being available to actively listen and pro-
vide emotional support, being ‘ready’ when they sensed that a client was
ready to discuss their relationships or enhancing safety strategies, and
using their skills in motivational interviewing to engage in ‘change talk’ to
support women reflect on what decisions can be made to enhance their
safety, and their child's, in the relationship. There was an acknowledge-
ment, that for some clients, perhaps the role of the NFP nurse is to ‘plant
the seeds’ for future change, to support clients to set goals to promote
self-efficacy and prepare clients with the knowledge, skills and resources
so they can take future actions when the time is right for them. At the
conclusion of one focus group, a nurse summarized:

You want to give [the client] everything that we can in
that short time frame [of the NFP programme], so that
she has the resources that she needs. Then she can
be like [in the future], ‘l don't remember that nurse's
name, but | remember she said | can call this num-
ber or | should do this, or | should make sure I'm safe’.
We're planting the seeds.

3.3 | Nurse-client relationship

In discussions of their home visiting practice, nurses at all sites
spoke of the value and priority placed on establishing, nurturing
and maintaining therapeutic relationships with their clients. With
the introduction of the NFP IPV clinical pathway, there was con-
sensus that moving the initial relationship assessment from the first
visit (the previous NFP programme practice) to the fourth visit (a

change introduced with the IPV intervention) provided nurses with
more time to build a foundation of trust with their clients before
engaging in any discussions about safety or ‘unhealthy’ relationships.
However, nurses were constantly assessing the quality (including
fragility) of the nurse-client relationship, and if they perceived that
an assessment of or response to a disclosure of IPV might negatively
impact the relationship, potentially increasing the risk for the client
to miss visits or leave the programme, they often made the deci-
sion to not use the IPV intervention. Yet these nurses discussed the
importance of ongoing assessment and ‘keeping the door open’ to
identify future opportunities to assess for or respond to IPV. As a
guest in a client's home, one nurse described it as such:

Nurses have to be really careful when raising the issue
of IPV. Because if you are pushing a button too hard,
you're done. You're not coming back. So, it’s a dance.
Don't push too hard or they will disengage from us.

When a woman discloses her experiences of abuse in the context
of the nurse-client relationship, nurses in three sites also spoke about
their responsibility to report children's exposure to IPV to the local child
protection agency. They were astutely aware that this legal responsibil-
ity to report following a disclosure had the potential to negatively im-
pact the therapeutic relationship and needed to be handled sensitively
so that the client would not leave the programme. As nurses gained
more experience inimplementing the NFP IPV intervention, their ability
to introduce flexibility around the timing of the assessment or introduc-
ing the ‘SASS’ interventions increased. So, whilst the clinical pathway
provided guidance for when and how often certain activities should
be completed, to prioritize and honour the nurse-client relationship,
nurses relied on their assessment of the client's needs and readiness

to engage to determine more appropriate times to assess or intervene.

3.4 | NFPIPV intervention attributes

Five attributes (Table 4) of the NFP IPV intervention were identified
that influenced the ease, or difficulty, nurses experienced in follow-
ing the IPV clinical pathway with fidelity. However, to increase the
‘fit’ of the intervention with their home visiting practices, nurses
requested increased guidance in ‘how’ and ‘when’ to introduce the
tailorable components of the intervention to clients in different
phases of the programme (e.g. pregnancy, infancy or toddlerhood).
There was an overall consensus that the IPV intervention was com-
plex. The difficulty in using it in practice was reflected by the: (1)
need for nurses to tailor the intervention to meet each client's dif-
ferent needs, (2) understanding that the clinical pathway had to be
followed in a consistent stepwise fashion, (3) number of steps and
skills required for both assessment and response, (4) time required
to become familiar with a significant number of client-facing activi-
ties, (5) the intricacy required to address a sensitive and multifaceted
issue like IPV and (6) knowledge of when and how to use a range of
client-facing activities from the four ‘SASS’ domains.
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The most common advantage of the IPV pathway discussed by
nurses was related to the introduction of the universal assessment of
safety. There was an overall consensus that the use of an unstructured
approach introduced at or around the fourth visit in pregnancy was
preferable to the ‘usual’ practice of administering a structured relation-
ship assessment at the first visit. The nurses' perceived that this new
discursive approach to assessment that explored the client's sense of
safety in her relationship, the number and quality of social supports
in her life, as well as her understanding of the ‘healthy’ or ‘unhealthy’
aspects of her relationship was non-threatening to clients, allowed for
a comprehensive dialogue, and, ultimately, resulted in more IPV disclo-
sures. The primary challenge, however, became that these detail-rich
discussions were lengthy, lasting often double the time of a regular
home visit. Three sites noted that the provision of English-only IPV in-
tervention resources was a specific relative disadvantage that was a sig-
nificant barrier for bilingual-speaking nurses who typically conducted
home visits in Spanish to their Spanish-speaking clients (including those
who were able to consent to participate in the study in English).

In the early stages of implementation, nurses described that the IPV
clinical pathway as a visual tool provided detailed guidance on when and
how often specific intervention elements should be reviewed with cli-
ents. Whilst this step-by-step guidance was appreciated when learning
the intervention, over time it interfered with nurses' practices of collab-
orating with clients to determine the focus for a specific home visit. By
the end of the study, nurses had a renewed appreciation for the flex-
ibility of the clinical pathway and shared their strategies on how they
adapted the assessment and intervention steps to meet clients' needs.
A supervisor further confirmed this growth in the nurses' awareness of
how to adapt the intervention to meet client needs by stating:

It was very beneficial when nurses used their own
clinical judgment... That they don’t have to see the
client once a week and bring this facilitator every sin-
gle time. At first, we felt going over IPV facilitators
at every visit, you could tell the client was starting to
build a wall. Then once we got more feedback, we un-
derstood, ‘okay, the client is not in a major crisis, I've
gone through everything, the risk has been addressed
and | handled the immediate needs’. Then later we can
tailor [the rest of the intervention] to where the client
is at. When that clinical judgment wasn'’t there, it made
it a lot more difficult. But once that became part of our

known practice, it made it easier to [use the pathway].
Finally, with respect to design quality and packaging, there was
consensus that the IPV clinical pathway became an essential resource
to guide their decision-making.

4 | DISCUSSION

This qualitative process evaluation was conducted to identify factors
influencing the implementation and uptake of an IPV intervention

in the NFP home visitation programme. This analysis was critical
to help explain the low-fidelity implementation (Jack et al., 2019),
particularly when NFP nurse home visitors had reported significant
improvements in their attitudes and confidence to address IPV in
practice (Jack et al., 2021). The NFP IPV intervention is a complex in-
tervention (Craig et al., 2008) with multiple interacting components
that required shifts in standard practices and behaviour changes by
supervisors, as well as nurses delivering and clients receiving the
intervention. Given this, it is not surprising that multiple factors at
both programme and nursing practice levels were identified as influ-
encing intervention integration and use.

The lack of national-level programme model structures and
learning networks were important contextual factors that im-
peded the integration of the intervention into NFP sites' work-
flow. In implementation science frameworks, context (the setting
where a proposed change or new intervention is being considered)
is a critical construct associated with successful implementation
initiatives and attention to structures, processes and practices at
micro, meso and macro levels of the system may enable implemen-
tation (Damschroder et al., 2009; Harvey & Kitson, 2015). Given
the need to introduce the NFP IPV intervention for the purpose of
evaluation into a small number of sites as part of a study, it would
not have been acceptable to adapt national programme guidelines,
data collection and documentation systems to provide nurses with
the structures, prompts and reminders that they usually rely on to
guide practice.

Across these findings, it became evident that a lack of time
amongst nurse home visitors and supervisors hindered implemen-
tation. Even though participants at all sites indicated that addressing
IPV was an important nursing priority and that this need facilitated
their commitment to participating in the IPV education and shifting
their visit practices to incorporate the IPV clinical pathway, the in-
tervention was not fully taken up as planned. Multiple local and pro-
gramme demands on their time and the number of other initiatives
being simultaneously rolled out left them overwhelmed by compet-
ing expectations, resulting in several sites assigning a low priority
to the IPV intervention implementation. These findings confirm that
even in circumstances where clinicians articulate a need for practice
change, if a site is not ready for implementation, then integration of
novel innovations will be given a lower relative priority in contrast
to other organizational priorities (Greenhalgh et al., 2004; Helfrich
et al., 2007). Given this, it is important that research teams evalu-
ating complex interventions nested in well-established programmes
prioritize the conduct of a site readiness assessment during the re-
cruitment period to identify and address implementation barriers.
Prior to approving any practice-based research in their programmes,
there is a need for NFP to carefully assesses site readiness (Olds
et al.,, 2013). However, the addition of an environmental scan to en-
sure that research projects are coordinated with or do not overlap
with national-level programme changes and requirements is also
recommended.

Time was also identified as an element necessary for nurses to

develop proficiency in using the NFP IPV intervention in practice.
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Our findings show that both nurses and supervisors appreciated the
complexity of IPV and the process of learning how to support clients
who were often dealing with multiple issues, in addition to IPV. Thus,
even as seasoned NFP nurses, participants identified themselves as
novices with respect to using the IPV intervention in their day-to-
day work for up to 2years. As opportunities to use the intervention
in practice increased, their practice shifted from an early focus on
trying to use the pathway as written, to a more nuanced, flexible,
and tailored approach that was grounded in clinical expertise and
judgement. This finding reflects a well-established understanding
of how clinical competence is developed in nursing as informed by
Benner's (1982) Novice to Expert Model with implications for under-
standing lower than expected fidelity of the intervention in the trial.
Given that we evaluated the effectiveness of the NFP IPV interven-
tion as nurses were also developing their expertise, we recommend
adopting a run-up period prior to the enrollment of participants,
when nurses are provided with time to familiarize themselves with
the intervention components and develop facility in its use, prior to
initiating the evaluation (Campbell et al., 2000). In the context of
IPV, this is particularly essential given the complexity of providing
ongoing support to women who are dealing with so many concurrent
issues.

Supervisors were identified as being strongly positioned in
their role to initiate and manage the implementation process. In
the majority of sites, supervisor turnover and workload demands
were barriers to consistently leading and managing implementation
strategies, thus impairing nurses' capacity to use the intervention.
In sites where the presence of an IPV champion was noted, import-
ant insights about the central role of supervisors as implementation
facilitators emerged. Notably, our findings show the potential for su-
pervisors to actively (1) support the development of nurses' exper-
tise in the intervention, (2) provide instrumental support including
creating structures to support implementation, (3) role model and
provide guidance on how to tailor the intervention to the care con-
text and (4) debrief through reflective supervision. Opportunities to
debrief in reflective supervision might be particularly salient for the
one in four nurses who completed the NFP IPV education and who
disclosed past personal experiences of IPV. It has been suggested
that the successful implementation of interventions into practice
relies on the presence of this type of facilitator who is responsible
for initiating implementation and supporting those responsible for
intervention delivery to tailor it to their care context and to meet
the needs of intervention recipients (Harvey & Kitson, 2015). Yet
relatively little attention has been given to describing the details
of this role in existing IPV interventions. Further, in developing and
evaluating complex IPV interventions, it is important for research-
ers to be mindful of the need to develop support for both the clini-
cians delivering the intervention and those individuals who facilitate
implementation. Failure to provide facilitators with focused and
adequate preparation, supports, knowledge and skills to optimize
implementation will ultimately compromise the consistent use of an
intervention in practice (Harvey & Kitson, 2015). In response to this
identified need, in the development of a Canadian NFP curriculum,

increased attention, time and resources have been allocated to the
stakeholders that support implementation, through the enrichment
and expansion of the IPV education specifically offered to NFP su-
pervisors (Croswell et al., 2020).

Findings from this process evaluation inform our understand-
ing of how the home visiting context influences nurses' decisions
to assess for, or respond to, IPV in practice. Consistent with previ-
ous research conducted in varied clinical settings (Feder et al., 2006;
Heron & Eisma, 2021) the lack of privacy during a home visit was
identified as the most common barrier limiting nurses' ability to use
any component of the IPV intervention. Findings of this study high-
light the particular challenges of limited privacy in the home setting
and the context of an ongoing (2+ year) relationship. Similar to pre-
vious literature (Bacchus et al., 2016; Beynon et al., 2012; Dyer &
Abildso, 2019), nurses in this study experienced clinical challenges in
relation to assessing or responding to IPV when their client's partner
or family members were in the home; suggesting that more work is
needed in how to address and manage this complex home-visitation
and safety issue, including qualitative work to document nurses'
tacit knowledge of strategies used to safely secure space and time
to meet with the client alone.

In comparison to acute health care contexts, long-term home vis-
itation programmes provide a unique practice environment where
frequent home visits, over an extended period of time, with a con-
sistent primary nurse facilitate the development of an enduring ther-
apeutic relationship that serves as the vehicle through which care
is provided. Our findings highlight that to maintain this relationship
and to tailor their care to reflect the priorities of their clients, nurses
consistently balanced the intervention requirements to address IPV
with an understanding of the complexity of IPV in young women's
lives and respect for clients' agency to determine when and how
they will respond to the violence in their relationships. The impor-
tance of addressing the client's presenting needs often required de-
laying or not using the IPV clinical pathway during a visit. Attention
to the client's agenda (Bacchus et al., 2016) or clarifying the client's
needs and goals and then aligning visit expectations with these is a
primary strategy employed to retain clients in the NFP programme
(Olds et al., 2015). As the NFP IPV intervention was implemented
and evaluated in the context of a trial, it was important to reinforce
the standardization of the clinical pathway to know what was being
evaluated. However, these qualitative findings suggest this rigid in-
tervention structure was, at times, at odds with (1) the complexity
of NFP practice; (2) nurses' expertise and clinical judgement and
(3) women's experiences of IPV and their priorities. In this sense,
low fidelity to the IPV intervention may be a reflection of nurses'
growing use of clinical judgement and expertise appropriate to the
practice context, a finding that aligns with increased confidence
in identifying and addressing IPV over time as reported elsewhere
(Webster et al., 2006). That the Universal Assessment of Safety was
the most often adopted of all required elements in the IPV pathway
(71%) is consistent with this explanation, given that this approach
to identification was highly relational, dialogic and flexible, features
that ‘fit’ with the NFP practice approach. Collectively, these findings
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reinforce the importance of developing and evaluating more flexible
approaches to using the clinical pathway and intervention resources.

Given the implementation challenges experienced by NFP sites,
findings from this process evaluation have informed adaptations to
all components of the NFP IPV intervention prior to its use in sub-
sequent pilot studies and evaluations in Canada, Northern Ireland,
Norway, and the US. The process for adapting the intervention in-
cluded many elements from the Framework for Reporting Adaptations
and Modifications-Expanded (FRAME) (Wiltsey Stirman et al., 2019). In
these adaptation initiatives, project teams consisting of local NFP pro-
gramme leads, nurse supervisors and educators, researchers and the
intervention developer were established. Informed by these key find-
ings, combined with information about local practices, modifications
were then made to the NFP IPV education content and training activi-
ties. Content modifications to the clinical pathway focused on making
the practice guidance less structured, allowing nurses more flexibility
to use their clinical judgement on when and how to assess for or re-
spond to the violence in their client's lives. In most jurisdictions, in col-
laboration with the team leads, contextually specific and more-detailed
‘site implementation’ checklists were developed. No contextual mod-
ifications were made to the intervention setting or the personnel to
deliver it, however, formatting modifications to some resources were

made, including translation of the materials to Spanish in the US.

4.1 | Limitations

There are three important limitations associated with this qualitative
process evaluation. First, the research team member responsible for
developing the intervention, delivering the IPV education to five of
seven NFP sites, and providing clinical consultations also facilitated
the 14 nurse focus groups and participated in the analysis of data.
The establishment of these relationships between the researcher and
the participating sites may have created conditions in the nurse focus
groups that may have limited some participants' comfort in discuss-
ing implementation barriers. To limit this threat to data credibility, a
separate team member, with no pre-existing relationship with par-
ticipants, conducted the supervisor interviews and the engagement
of three analysts participated in the review and interpretation of the
data. Second, this was a post hoc analysis of the qualitative dataset
conducted to explain the low degree of intervention fidelity measured
in the trial. Therefore, concurrent qualitative data collection and anal-
ysis did not occur. Thus, as factors influencing implementation were
identified in one site, we were unable to explore their presence or ab-
sence in subsequent interviews with the other NFP sites. However, a
review of the factors identified independently by site and across data
collection time points (Tables 3 and 4) reveals a fairly consistent list of
variables influencing implementation. Finally, this process evaluation
speaks to the implementation of an IPV intervention in NFP, a home
visitation programme delivered by nurses to young, first-time mothers,
which may limit the transferability of the findings to home visitation
programmes delivered by lay or paraprofessional home visitors or tai-
lored to meet the needs of different populations.

5 | CONCLUSION

There is a high prevalence of IPV amongst clients enrolled in the NFP
programme. Nurse home visitors in these long-term relationships are
well-positioned to support clients to define their goals and address
their identified needs. It was challenging however for NFP sites to fully
integrate and then use a complex, multi-component, structured IPV
intervention in practice. In this analysis, we identified multiple factors
that contributed to low implementation fidelity in the context of the
RCT to evaluate the effectiveness of the NFP IPV intervention. The
identification of supervisors as facilitators of the implementation pro-
cess was a critical insight, including their potential to support nurses
to learn, adapt and use new interventions in their clinical practice.
However, in the context of implementation, low fidelity does not nec-
essarily imply a problem with nursing practice. In addition to explaining
the observed low fidelity, these findings provided important insights
into the challenges of addressing IPV in home visiting practice and
the clinical judgements made by nurses to preserve the therapeutic
relationship and to ensure that practice aligns with client priorities.
Nurses emphasized the importance of clinical reasoning in determining
whether it was appropriate to use various components of the clinical
pathway. Beyond the context of developing and evaluating IPV inter-
ventions, these findings will also be of interest to researchers or admin-
istrators implementing new innovations into established programmes.
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