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Abstract
To the disbenefit of qualitative health services research, the generation of study design is too often implied as a logical
consequence of aims or questions. Limited space is afforded to describing the critical processes we go through to
devise our research for the ever-complex services we seek to understand. This article offers an in-depth examination
of qualitative health services research design and the considerations inherent in the process. To illustrate, we present a
worked example of our experience developing an investigation to characterize and explore multidisciplinary cancer
service provision in hospital outpatient clinics. We map the development of our investigation from the a priori con-
ceptualization of the phenomena of inquiry through to the detailed research plan, explicating the design choices made
along the way. We engage with key issues for qualitative health researchers, which include how we make sense of and
account for context; address multisite research considerations; design with and for stakeholder engagement; ensure
epistemological, ontological, and methodological coherence; and select analytical and interpretative strategies. We
arrive at a complex staged investigation that employs mixed and multi-methods to be conducted across a range
of settings. Our purpose is to stimulate thinking about many of the contemporary design challenges researchers
negotiate.
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Introduction

This article explores an under-described aspect of the work of

qualitative researchers; methodological scholarship rarely

focuses on how we actually design studies for health services

research. Design is the process of coherently aligning what we

wish to learn with what is conceptually and practically possible

to glean. A range of determinations, theoretical, methodologi-

cal, and pragmatic, must be made at the outset and modified ad

hoc. In practice, for researchers, this often means negotiation

and compromise, but it also affords an opportunity for innova-

tion. We believe that sharing our experiences of developing

novel designs for implementation of health services research

in the real world can promote textured reflection upon how we

practice. This belief stems from a shared unease about the
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dearth of published literature “concerning how we think about”

the design and conduct of research (Cheek et al., 2015, p.752).

The call to lay bare, examine, and learn from these processes

has largely gone unanswered (Cheek et al., 2015; Morse, 1999,

2008).

There are several reasons why sharing our experiences is

needed to address this gap. First, we risk promulgating a super-

ficial understanding of qualitative research. To the detriment of

our knowledge of the actual qualitative research we do, discus-

sion of the process tends to occupy minimal space in common

outputs such as study protocols, articles reporting findings, and

reports for funding bodies. In such texts, the rationale for the

research aims (RAs) and questions is often described in pains-

taking detail, while the methodological justification for the

design can read as if it is self-evident or as a simple logical

outcome of these aims. As captured by Morse (2008) “the plain

hard thinking—and the more the better for our research—is

hidden behind the elegance of the end product” (p. 1311). In

other words, the complex array of often difficult methodologi-

cal decisions is rendered invisible.

Second, failing to reflect on how we develop designs not

only risks stagnation but leaves us under-equipped to adapt

when necessary. The bulk of guidance for design comes from

texts targeting novice research audiences (e.g., Bourgeault

et al., 2010), yet mastery of design is an ongoing pursuit for

practitioners—a deep dialogue between researchers and design

considerations. As researchers, our understanding is enhanced

as we adapt our methodologies to address diverse health set-

tings that are ever-changing, participant population considera-

tions that are a moving target, diverse clinical experiences and

opinions, constraints of time and resources, and a landscape of

shifting health priorities. Flexibility and adaptive thinking are

core items in our qualitative research toolbox. Offering

accounts that highlight the emergent and iterative processes

of design can demonstrate how our thinking evolves.

Third, by examining such accounts, we can enhance our

understanding of many methodological considerations, learn-

ing from the ways other researchers negotiate challenges we

share. When fellow researchers employ approaches such as the

“armchair walkthrough” of a research proposal, posing “what

if” questions along the way (Morse, 1999, 2008), or dynamic

reflexivity to uncover the thinking which changed the metho-

dological trajectory of an investigation (Cheek et al., 2015), we

all benefit. We wish to contribute to these efforts.

Our contribution takes the form of an in-depth examination

of an investigation developed within a multimillion dollar pro-

gram of research at a Centre for Research Excellence in Imple-

mentation Science in Oncology funded by the Australian

National Health and Medical Research Council. The research

program was conceptualized by research leaders in the fields of

implementation science, oncology, social science, and health

services and focused on service provision in two geographi-

cally defined “health districts.” One of the Centre’s ultimate

aims is to develop and implement tailored interventions for

public hospital oncology services to support better, more

evidence-based, multidisciplinary care (MDC). Prior to

identifying intervention targets, we need to establish founda-

tional understanding of multidisciplinary oncology care and the

service context of delivery. The Centre begins therefore with a

project to characterize cancer MDC, the design of which serves

as our worked example.

In Part One of the article, we map the design process for the

MDC project, commencing with the a priori conceptualization

of the phenomena and culminating in the generation of a

detailed investigation plan. We discuss the issues that research-

ers encounter when they engage with the context of research.

This includes how we make sense of context and how we study

phenomena in a context where multiple sites are being

researched in a complex, multi-method design.

In Part Two, selected methodological considerations are

identified as critical to the design process and are explored

more deeply. Determinations about stakeholder involvement

in research development are explored: Whose input should be

sought? By what means? And to what extent? We then consider

issues of epistemological, ontological, and methodological

coherence. Guided by Willig (2013), we are prompted to think

about the philosophical assumptions, the type of knowledge

desired, and the conceptualization of the role of the researcher

within a given methodology. Finally, we take up the issues to

be negotiated when we engage in collective “sense-making.”

How can we make sense of different types of data, coherently

articulate their in-setting situatedness, and derive their rele-

vance between the studied settings, and beyond. Throughout,

we highlight possible alternative pathways among the large

number of design options from which researchers may choose.

Part One

A Priori Conceptualization of the Phenomena

We began the task of characterizing MDC in hospital outpati-

ent cancer services across the two local health districts by

consulting the literature to develop an initial conceptualization

of the elements of this care. The principles of MDC in the

Australian health context consist of the delivery of equitable,

evidence-based care by a team that combines relevant expertise

and facilitates active patient involvement in the process (Can-

cer Australia, n.d.; National Breast Cancer Centre, 2003). Via

the literature, we conceptualized constitutive, interconnected

elements of MDC as addressing patients’ needs, diverse

professional expertise, and decision making. As depicted in

Figure 1, these key elements must be coordinated for the effec-

tive delivery of MDC, and these elements collectively offered

us a working conceptual framework.

A multidisciplinary approach is internationally regarded as

best practice in the provision of cancer care (e.g., American

College of Surgeons, 2016; Borras et al., 2014), but there is

variation in how it is defined, modeled, and practiced. We

noted that this diversity is apparent at various scales, not only

regionally but also within individual hospital services (Rankin

et al., 2018). Our study focused on service provision in five

public hospitals serving a resident population of over 1.8
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million people, with some hospitals only providing care for

common cancers, while others also cater for rarer tumor types.

Given this, we were prompted to consider questions such as

what form MDC takes in these cancer outpatient clinics

(OPCs), how it is organized, and what types of practice would

it involve? We reasoned that efforts to engage with MDC must

be informed by knowledge of local procedures and practices.

Thinking about the implications of potential diversity in the

organization and practice of MDC helped us to progress toward

the development of a focus for the investigation.

Adopting a problem-sensitive lens, we then undertook a

more detailed examination of the elements of MDC provision.

We may think about this as the identification of a problem as

constructed through a mismatch between expectation and out-

come; through a poverty of effective means to address an issue;

or, as was the case for us, through a limited understanding of

the detailed, nuanced world of care delivery across our diverse

sites. The literature pointed to critical gaps between optimal

evidence-based care and current care in relation to the key

pivot points of clinical decision making and addressing

patients’ supportive needs (e.g., Dilworth et al., 2014; Hamil-

ton et al., 2016; Rankin et al., 2018; Walsh et al., 2011). Fur-

ther, these elements were aspects of care targeted within

national health sector reports and local health district plans,

highlighting these elements as salient areas of focus for our

investigation.

While this approach was useful for our purposes where lit-

erature offered conceptualizations of MDC and an associated

evidence base, it may be instructive to contrast this with an

alternative where primacy does not lie with the literature for the

conceptualization of a problem or phenomenon. For example,

Hack and McClement (2016) document the origins of “dignity

therapy,” an oncological psychosocial intervention for

palliative care that was derived from grounded theory

approaches. Researchers would “explicate the construct of

patient dignity” through extensive, in-depth interviews with

patients who had advanced cancer (Hack & McClement,

2016, p. 501). Analysis of this data informed a theoretical

framework that was subsequently developed and validated via

quantitative approaches (Chochinov et al., 2002). Grounded

theory approaches offer a rigorous process for developing new

conceptualizations and theoretical frameworks (e.g., a frame-

work for MDC could be generated and refined on the basis of

exploratory interviews with health professionals). A grounded

theory approach would be freer from dominant framings in the

existing literature, which is appealing when investigating unex-

plored, emerging, or poorly theorized phenomena.

Engaging with the Context of Practice

The progression of a preliminary conceptualization where we

fashioned individual researcher’s views into a team-agreed per-

spective led us to document a viable research plan. This was

aided by an increasing understanding of the local environments

of service provision and the phenomena of interest within these

contexts, largely based on the published literature and supple-

mented by scoping discussions with key managers. In this sec-

tion, we chart the development of the design from the areas of

potential focus already identified, highlighting key considera-

tions to be negotiated along the way. Owing to the nonlinearity

of the design process, we used the following questions to struc-

ture this discussion: How do we make sense of the health

services context? How do we develop a focus that is locally

salient and relevant? and How might we then study phenomena

in context(s)?

In our investigation, the research settings were prespecified:

two local health districts with a combination of large and small

hospitals that collectively offer an extensive range of cancer

outpatient services. Each of the local health districts contained

one large hospital in which the outpatient clinics provided an

extensive range of consultation and treatment services. The

smaller hospitals offered a more limited range of services but

were closely linked with the larger outpatient clinics to facil-

itate access to centralized services (e.g., radiation therapies).

To gain a basic knowledge of cancer OPCs, we sought to

generate profiles of each that would function as living docu-

ments, where descriptions would be accumulated over the

course of the investigation. Basic structural descriptions were

derived from publicly available information such as local can-

cer plans, reports by peak state bodies, government, reported

data sets, and hospital websites. We aimed to extend this

through scoping of the OPCs and consultation with managers

and other hospital key staff (see Consultation and Codesign

subsection for details). Core preparatory activities are depicted

in Figure 2.

As we engaged with the sites and key staff, our appreciation

of the distinction between the research settings and research

context deepened (Nilsen, 2015). A textured understanding of

the local context of MDC provision was a key basis for

Figure 1. Study conceptualization of multidisciplinary care.
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formulating the RAs. As a first step in the development pro-

cess, we found it useful to consider how we may define and

operationalize the context for the purposes of our work.

How we make sense of the context? What we take to constitute

the research context (e.g., the boundaries, attributes, or signif-

icant features in a given environment—the health ecosystem

under investigation) and the extent to which we need to engage

with the context to address the aims of the research have pro-

found implications for design. We surveyed theoretical

resources that would equip us with a useful framework to

explore these issues. For the purposes of our work, we found

complexity science to offer a rich lens through which we can

characterize the delivery of MDC (Braithwaite et al., 2017;

Holland, 1992; Walker et al., 2009).

Within complexity thinking, health services settings includ-

ing oncology OPCs are considered to be embedded within

complex adaptive systems; they are dynamic and responsive

to internal (e.g., new patient-reported measures system) and

external (e.g., closure of a nearby service) disruptions

(Braithwaite et al., 2013). Critical within these systems are the

interactions among multiple interconnected agents (such as

members of the medical oncology team, the clinical support

team, patients, and their families) that can generate unantici-

pated outcomes (Holland, 2002). Complex adaptive systems

often follow their own internalized rules (not necessarily those

prescribed by top-down authorities) and respond to competing

demands by exercising discretion and judgment (Braithwaite

et al., 2018). Agents who are interconnected through organiza-

tional structures also self-organize through other intercon-

nected networks often to achieve shared goals or bridge gaps

in formal systems of service delivery (Long et al., 2013). As

interconnected networks of agents interact and respond to envi-

ronmental demands, they not only generate social structures

but also communicate, shape ideas, and produce rules by which

to live and practice, which may or may not over time become

formalized into policy (Clay-Williams et al., 2015). While a

complex adaptive system is ever-changing, patterns of struc-

ture, rules, and behaviors emerge that influence and are influ-

enced by frontline practices (for a comprehensive discussion,

see Braithwaite et al., 2013, 2017). This lens informed our

understanding of context and in turn had implications for shap-

ing the aims of our investigation.

How do we develop a focus that is locally salient and relevant? When

we engage with complexity thinking, we are trying to counter-

act natural linear causal assumptions, but this does not make

research any easier. We are obliged to appreciate the limita-

tions of reliance upon formalized work prescriptions (e.g.,

guidelines, structural descriptions, policy, or management

views), what is termed “work-as-imagined” (Hollnagel,

2012). In providing the best care for oncology patients, for

example, clinicians must make myriad small and large deci-

sions, choices, and adjustments in their day-to-day work to

accommodate shifting conditions and unanticipated demands

while aligning care with the needs of the individual patient.

This real-world activity is labelled “work-as-done” (Hollnagel,

2012). Complexity science allows us to appreciate the rele-

vance of spaces between work-as-imagined and the work-as-

done in real-world practice (Braithwaite et al., 2018). This

thinking enabled us to refine the first RA:

RA 1: “To characterize the organization and practice of MDC”

What this characterization would encompass has expanded

from work-as-imagined to work-as-done. To address this, the

methods should facilitate the capturing of a divergence and

heterogeneity of practices.

The focus areas of clinical decision making and addressing

patients’ supportive needs as identified may also be explored

more deeply through a complexity science lens. In the case of

clinical decision making, the literature suggested that while

particular care pathways may be envisioned or recommended,

actual pathways frequently vary. Multidisciplinary team meet-

ings (MDTMs) are a core component of most MDC service

provision, creating a vehicle for relevant oncology and allied

specialities to meet and review patients at specified times in the

care pathway, but they are never standardized, nor can they be.

Although MDTMs offer a formal decision-making mechanism,

the literature revealed that this mechanism may not be used

consistently or in the way envisioned (Rankin et al., 2018).

Rather, clinical decisions are routinely made outside MDTMs,

without any consultation during their routine care provision or

in consultation with other clinicians who may or may not be

part of the multidisciplinary team. This means that our concep-

tualization of this process becomes more complex as repre-

sented in Figure 3.

Refining 
investigation 

focus

Developing 
design and 
measures 

Consultation
Hospital 
cancer 
profiles

Figure 2. Preparatory activities.
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This prompts us to consider whether such extra-MDTM

collaborations are facilitated by interconnections and with what

effects in terms of sustaining current rules and practice or pro-

moting new ones. This presents an important opportunity to

open our question up to capture clinical decision making as

work-as-done as well as work-as-imagined. Thus, we develop

this as an aim of the research:

RA 2: To explore, in-depth, selected key elements of MDC:

(i) to explore decision making in MDC and to explore

decision making in MDC and how clinicians engage

with decision-making support mechanisms in practice

As we turn to consider the second specific element of

addressing patients’ supportive needs, we found the work of

McDaniel et al. (2009) on designing research for complex

adaptive systems instructive. They propose research design as

the “development of tentative guides for action,” an ongoing

activity that yields a capacity to adapt. This is not to say that the

process should lack focus or specified purpose; rather, “as

researchers pay attention and learn during the research process,

they allocate and reallocate attention in a continuous way; they

participate in a process of design” (McDaniel et al., 2009, p. 4).

Researching in a dynamic context by responding and adapting

to perturbances is especially relevant to our purpose, as during

the course of our investigation a model of patient-reported

measures will be rolled out in some of the OPCs in which we

are working. Patient-reported measures involve the collection

of routine feedback from patients about their well-being (Girgis

et al., 2017). The adoption of patient-reported measures repre-

sents a significant shift from current models of supportive

needs care. Rather than viewing this as a confounder, we take

the implementation of patient-reported measures as an oppor-

tunity to explore a natural experiment occurring in the setting.

Thus, we develop our second RA to include:

(ii) to examine how health professionals engage with

patients’ supportive needs in MDC (including

patient-reported measures)

Planning this flexibility has implications for the design pro-

cess. Specifically, as we want to study this care process both

before and after implementation, we are restricted to a subset of

the hospitals being studied, as the remainder has been exposed

to patient-reported measures in a pilot program.

How do we study phenomena in context(s)? We wish to create a

design that simultaneously addresses major challenges and

takes advantage of opportunities. From the previous discussion,

three principles emerged, which are instructive for designing

the investigation.

Thus, the first principle arises: We need to sufficiently situ-

ate the work within the different OPCs, each with its own

context for work-as-imagined and work-as-done. This is the

well-known risk of trade-off between depth and breadth of

information. The risk is not just limited to adequacy of resour-

cing (it is entirely possible to under-resource a small-scale,

single-site study) but relates also to context-stripping such that

the output is devoid of features and detail crucial to meaningful

interpretation. The emergent principle, therefore, is that our

design should incorporate strategies that sustain connection

with the setting-specific descriptions that emerge in the collec-

tion of data (i.e., per OPC) as part of the process of analysis (see

the Making Sense of Findings section).

The second principle derives from the insight that the sep-

arate aims of the research are also ultimately interconnected,

presenting an opportunity. As an example, the more we learn

about the delivery of MDC, the better positioned we will be to

understand practices of identifying and addressing supportive

care needs. A useful principle of design emerges that we should

facilitate a process of accumulative learning. That is, as we

Figure 3. Potential for collaboration in clinical decision making. Source: Authors’ adaptation of Fennell et al. (2010).
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grow our understanding through multiple sources of data over

time, we can bring new understandings into differing settings.

Third, we have made the case that maintaining openness to a

dynamic and changing environment of service delivery is ben-

eficial (as with the patient-reported measures study), and as a

result, we should embody the concept of adaptive flexibility

within the design. Within the confines of feasibility, we seek to

take a broad view initially and reallocate our attention as we

learn (McDaniel et al., 2009). Consistent with this principle, we

should maintain the possibility of constant iterative revision as

a legitimate stage in planning the research.

The design, shown in Figure 4, presents a rapid ethnography

methodological exploration of MDC in OPCs (RA 1) feeding

into two embedded sub-studies focusing on clinical decision

making (RA 2i) and patients’ supportive care needs (RA 2ii).

The key elements are described in terms of their coherence with

the RAs and design principles.

Addressing the first aim begins with the generation of

hospital profiles and is elaborated through the data collected

in the following stages. In Stage 1, interviews will be con-

ducted with navigators such as cancer care coordinators,

nurse unit managers, and managers of clinical streams as

they are well positioned to provide an overview of the orga-

nization of practice including models of care. We will under-

take general observations of MDC delivery in the OPCs and

individual observation of professionals from core MDT pro-

fessions to access this care in practice (RA 1). In this first

stage, we will also conduct pilot interviews intended to form

part of the second stage focused studies. At the end of Stage

1, we will consolidate what we have learned, identify any

emerging directions in the research, and reflect upon the

process as a team. The principle of flexibility underpins this

design choice. Amendments to approvals would be sought as

required before Stage 2.

We continue to grow familiarity and enrich the accounts of

these settings via ongoing characterization (including contin-

ued observations) in parallel with two focused studies in Stage

2 of the investigation, consistent with the third design principle.

Study 2.1 will explore clinician decision-making practices and

their engagement with support mechanisms available through

the MDT. This will involve interviews with oncology doctors,

whose treatment planning may be informed by MDTs, as well

as observations of cancer MDTMs (RA 2i), in one group of

three hospitals. Study 2.2 will examine engagement with

patients’ supportive needs in current practice through inter-

views with health professionals in OPCs, cancer MDTMs,

observations, and surveys of clinician readiness in the other

two hospitals. A second phase of the study will examine the

implications of the introduction of patient-reported measures

through interviews with health professionals and a post-patient-

reported measures implementation survey (RA 2ii). A range of

multidisciplinary professionals are invited, given the potential

OPC-wide implications of practice change. Consistent with the

first design principle, rigor and richness will be maintained

through a reflective and team-based approach to data collec-

tion, examining multiple sources of data, and the use of analy-

tical and interpretative approaches formulated for multisite

data collection.

Part Two

In this part, selected methodological issues emerging from the

design process are engaged with more deeply. The following

issues will be considered in turn: “consultation and codesign,”

Stage 1. Multi-site characterisation study 

Text: policies and 
procedures

Interviews:
-Navigator (n=8-16)

-Decision-making (n=3-8)
-Supportive needs (incl. 

clinician readiness 
surveys) (n=4-10)

Observations:
-Cancer MDTMs (n=3-8)

-Individual (n=3)
-OPCs (n=15-25)

Recruitment and 
training of clinicians 
for research team

Ethics & governance amendments
↓

Stage Two.  MDC Studies
Study 2.1 Decision-making Ongoing

characterisation
Study 2.2 Patients’ supportive needs

Interviews 
(n=15-30)

MDTM 
observations 

(n=3-8)

OPCs (n=15)
Individual (n=7)

Interviews (incl. 
clinician 

readiness 
survey)

(n=15-30)

Clinician 
readiness 

survey (30-50)

MDTM 
observations

(n=3-8)

Follow up
Interviews 
(n=15-30)

Follow up 
clinician 

readiness 
survey (30-50)

↓
Analysis & writing up

Figure 4. Study flowchart.

6 International Journal of Qualitative Methods



“philosophical coherence and method selection,” and

“making sense of findings from across sites and their rele-

vance beyond sites.”

Consultation and Codesign

While the development of research is often assumed to be a

shared enterprise, in this section, we tackle the issues surround-

ing the collaboration of stakeholders as a formal element of the

research. We reflect upon whose input is sought, in what ways,

and to what extent in the development process.

Greenhalgh et al. (2004) note that: “Locally owned and

driven programs produce more useful research questions and

data that are more valid for practitioners and policymakers” (p.

616). In other words, rich and locally relevant knowledge may

be gained from the perspectives of stakeholders (those with

experience and expertise and/or who may be impacted by the

research). In developing our design, expertise is derived from

OPC leaders, senior managers, and clinicians within the local

settings. This input is congruent with this provider-focused

study; for other studies, stakeholder expertise could equally

include those in receipt of care and their personal supporters

or other groups as appropriate to the research. As an example,

in oncology, Shaw et al. (2018) drew upon a wide range of this

expertise to identify and establish priorities for care coordina-

tion in cancer services. This involved the elicitation of stake-

holder submissions and workshop attendance by patients,

experts, and cancer service health professionals. A nominal

group technique was used to refine and establish measurable,

consensus-based priorities for cancer care coordination (Shaw

et al., 2018). The expertise of patients and carers was not

sought in the design of our studies as we wish to learn about

elements of MDC from the viewpoints of service providers.

While this investigation is undertaken alongside patient-

centered studies within the Centre’s program of research, we

will nonetheless need to carefully reflect upon the implications

of this decision as we develop our findings.

The value of researcher–stakeholder collaboration is widely

recognized (Wikman et al., 2018), but a strategy is required to

put it into practice. To aid clarity, we distinguish the decisions

about stakeholder involvement in the design of research from

designing for stakeholder involvement in the research. We can

draw upon our experiences to illustrate the latter.

We were interested from the outset in establishing mean-

ingful relationships with hospital stakeholders and viewed their

input as essential to developing research that was relevant and

made sense in the OPCs. To this end, we consulted with on-site

clinicians and managers at the early conceptual stages of the

research, allowing us to refine the investigation’s focus and

nominated means to achieve it. We developed a better appre-

ciation of the scope of cancer services, interdependences

between facilities in the provision of certain treatments, and

the external factors that impact hospital cancer services (e.g.,

statewide rollout of patient-reported measures). These discus-

sions drove the development of the studies and facilitated an

anticipation of potential ethical and pragmatic issues that could

arise. As an example, it was useful to discuss the ways in which

the research could minimize impact upon staff time and dis-

ruption to routine service delivery.

We sought to extend the engagement of the research team

with professional groups (e.g., oncology nursing staff) work-

ing within oncology services through the provision of

research information sessions and offering feedback tailored

to these groups upon completion of the analysis. We viewed

the sharing of expertise and skills as mutually beneficial and

elected to offer support and training to eligible professional

health care staff who had an interest in joining the research

team in Stage 2 studies.

Our research illustrates some engagement strategies that

may be embedded when designing provider-focused research

but does not fully address other options for stakeholder invol-

vement in the design of research. Participatory action research

approaches, for example, highlight alternative design choices

(Wong & Chow, 2006). Wikman et al. (2018) depict this

approach to address a deficit of evidence-based psychological

interventions for parents of children who were treated for can-

cer. They undertook a collaborative research process where

researchers worked with a parent research partner group to

codesign an online cognitive behavior therapy intervention for

this group. These approaches are characterized by shifting

beyond input of stakeholders at selected points to invite code-

sign that may involve partnership, shared ideas, and control

over the orientation and focus of the research. The lived expe-

rience and expertise of those who may use this intervention are

located as central to research efforts (Wikman et al., 2018).

While different studies will have varied aims and input needs,

we hold that decisions regarding stakeholder collaboration at

any point during the research should be consciously and expli-

citly engaged with, even where a determination is made not to

invite collaboration.

Philosophical Coherence and Method Selection

What of the philosophical underpinnings of the research? Here,

we find helpful Willig’s (2013) introductory text to offer con-

ceptual clarity, without oversimplification. Willig (2013) poses

three questions that guided our efforts to achieve epistemologi-

cal, ontological, and methodological coherence: What kind of

knowledge does the methodology aim to produce? What kinds of

assumptions does the methodology make about the world? and

How does the methodology conceptualize the role of the

researcher in the research process?

Often interventional and knowledge translation research is

reported to be embedded in positivist paradigms or provided

via naive or direct realist theoretical positioning (Hack &

McClement, 2016). However, this is often not explicated,

including in some qualitative studies. An absence of these

details may (perhaps inaccurately) leave the reader to assume

the aforementioned philosophical bases of the work by default

unless otherwise stated (e.g., “an interpretative phenomenolo-

gical approach was used”). Qualitative approaches offer an

array of strategies for inquiry, which occupy (to differing
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extents) a diverse and rich tapestry of epistemological (how we

might know), ontological (assumptions about what can be

known), and methodological (the strategic framework for

uncovering this knowledge) positions. These basic assumptions

help to coherently thread the aim, methodological framework,

and methods. A lack of detail regarding the basic assumptions

of the inquiry renders it difficult for the reader to interpret and

evaluate the findings (including against the internal objectives

of the study) as well as to assess the appropriateness of the

selected methods of data collection and analysis. Thus, here,

we examine our methodological choices and their justification

for each of the questions posed (Willig, 2013)

The first question concerns what the research seeks to know

and the means through which we believe it can best be known.

This may range from wishing to learn about how patients come

to experience recovery or wishing to compare outcome indica-

tors following treatment; each would best be served by employ-

ing differing methods.

For us, an account of MDC is needed which reflects the

need for on-the-ground practice, inclusive of those practices

that may be innovative or divergent. Scholarship delineating

the space between work-as-imagined and work-as-done

alerts us to the fact that while hospital policies and proce-

dures specifying the organization of care are important, they

are limited (Clay-Williams et al., 2015). To explore every-

day practices and the organizational relations that shape

them, we must select methods allowing observation of for-

mal collaborations (such as multidisciplinary cancer care

meetings), observation of health professionals in the process

of delivering care, and general observations to understand

the activities of the OPCs (see Figure 5).

We also wish to deepen our understanding of selected ele-

ments of practice by harnessing the perspectives of health pro-

fessionals through surveys and interviews. We draw upon their

knowledge to guide our understanding of the processes and

organization of care, such as through the mapping of typical

and atypical patient journeys as part of the interview as well as

to provide insights from their experiences of care delivery.

The second question, centered on methodological assump-

tions, concerns the ontological conventions that would under-

pin methodology. Positions adopted by researchers can range

on a spectrum of direct or naive realist to relativist (i.e., there

are as many realities as there are participant perspectives).

Illuminating real-world provision necessitates some form of

ascription to a realist ontological position. This is further

cemented by the desire to provide a basis to inform interven-

tional research. In other words, we begin with an assumption

that there are discernible factors that may shape the trajectory

of practice. For example, to gauge the implications of introdu-

cing patient-reported measures into routine practice, we take

clinicians’ attitudes to be a potentially influential factor in its

adoption; this can provide information about preparedness and

change over time.

However, a consistently applied direct realist position would

require us to believe that we have directly accessed the unfil-

tered and “true” reality through observations and accounts from

health professionals. This is not the case. Where we diverge

from a direct realist framework is in the epistemological

assumptions; essentially, how we can know this reality (Ben-

tall, 1999; Harper & Thompson, 2011). From this position, it

may not be possible for accounts of health professionals and

what we capture in observations to perfectly mirror reality

Figure 5. Methods summary.
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(Bentall, 1999; Harper & Thompson, 2011). As put by Willig

(2012), “the underlying structures that generate the manifest,

observable phenomena are not necessarily accessible to those

who experience them (i.e., the research participants)” (pp. 13–

14). As a result, the investigation adopts a critical realist posi-

tion (Bentall, 1999; Harper & Thompson, 2011). The experi-

ence and expertise of health professionals are valuable, if not

essential, for characterizing care and identifying those aspects

that impede or promote adoption of particular practices. These

accounts offer a partial insight into complex phenomena,

mediated by specific roles, situated in settings, and derived

from professional experience.

Willig’s (2013) third question challenges us to consider the

researchers’ role. A social constructionist framework might

assume researchers inevitably bring to bear their subjectivity

in actively constructing the findings and may consider this

subjectivity as a resource rather than a burden to be reflexively

mitigated. This lies in contrast to a direct realist framework

where we may wish to minimize the influence of the researcher

as bias could distort the fidelity of the findings. We recognize

the challenges in capturing the reality of MDC provision and

see ourselves as actively interpreting what we observe and

learn through interviews. Furthermore, our interpretations may

shape the trajectory of the research, as we have in-built flexi-

bility to select the OPCs which, or interview participants who,

we wish to allocate further sessions to the second stage of our

work. That said, we maintain a desire to provide the most

grounded and comprehensive account possible. We use a

team-based approach, which is often advisable where rapid

or intense data collection occurs (Charlesworth & Baines,

2015; Millen, 2000); this will allow us to learn from each

other’s insights and to build consensus through ongoing team

discussion and reflection.

In our approach to methodology, we emphasize the need for

coherence across the selected methods in anticipation of the

findings informing intervention studies to follow. Not all

researchers would necessarily agree with this as a requirement

(Duggleby & Williams, 2016). An alternative position that may

be interesting for some researchers to consider is that taken by

Duggleby and Williams (2016), in relation to intervention

development. They contemplated the diversity of philosophical

assumptions and epistemological considerations that corre-

spond with qualitative and mixed methods approaches; in

doing so, they suggested that diversity may in itself be advan-

tageous as “diversity broadens the understanding of the human

experience and situations upon which the intervention is based

to effect change” (Duggleby & Williams, 2016, p. 152.).

Making Sense of Findings From Across Sites and Their
Relevance Beyond Sites

The final section of this article, before concluding, addresses

the sense-making process; that is, the means through which we

derive findings from collected data and ascertain their impli-

cations. This raises the following question: How do we make

sense of different types of data, coherently articulate their in-

setting situatedness, and derive their relevance between and

beyond settings?

Working with multiple and diversely sourced data originat-

ing in separate settings has tremendous potential to yield rich

and interesting insights (and optimally address RAs, in our

case). But realizing these benefits is only possible where ana-

lytical strategies are sufficiently sophisticated.

It is useful to establish the rationale for use of multiple or

mixed methods. Clarity is needed about whether the methods

allow for multiple insights into the same phenomena of inquiry

(e.g., studying MDTMs through observations of meetings and

interviewing professionals who take part) or whether the meth-

ods target differing components that comprise a phenomenon,

akin to assembling its composite components. Or a combina-

tion, as is the case for the MDC project, where we selected

differing methods that provide the best view of differing

aspects of the process (e.g., direct observation of formal and

informal mechanisms) and that allow us to explore the key

processes and ideas from multiple vantage points (combining

interviews with said observations).

As a conscious choice, we make no attempt to integrate

these data and instead regard it as complimentary. While this

is a minor component in our work, there is a body of mixed-

methodology scholarship that highlights more sophisticated

possibilities (and the associated conceptual bases) for the inte-

gration of these data points and the accompanying risks

(O’Cathain et al., 2010).

Qualitatively driven research that includes a quantitative

component must additionally contemplate how this relates to

associated qualitative data and the role it has in the overall

sense-making process. We collect a small discrete quantitative

component in the form of a clinician readiness survey. The 8-

item survey will be collected prior to the implementation of

patient-reported outcomes to examine preparedness and fol-

lowing the introduction to examine any change in attitudes

(Willis et al., 2009). The survey offers distinct information

about a factor (attitudes of health professionals) that may be

useful to measure, in tandem with other data to understand

shifts in supportive care delivery.

The next set of issues encountered when developing an

analytical strategy stem from the desire to, at once, recognize

the site specificity of data and to articulate an account of the

provision of MDC collectively in the hubs. Even if we tempo-

rarily sidestep this issue, we are eventually faced with gauging

the relevance of findings for settings beyond this research,

confronting a differing facet of the same issue of the general-

izability of findings. The nuance and specificities of research

context underlie these issues. Engagement with the particulars

of context within the analytical and interpretive processes is

well traversed within qualitative methodological scholarship

and even offers a means through which quality may be assessed

(e.g., see Elliott et al., 1999, on situating the sample). Clearly,

we need to devise an analytical strategy that would allow us to

ground our interviews and field notes in settings while carefully

eliciting important tissues of meaning which thread through the

corpus of data. Relatedly, transparency about the selected
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analysis would help us to better gauge how our findings may be

relevant beyond the immediacy of the settings studied.

Contextualization and generalizability may often be pitted

acrimoniously, a tension that requires unpacking to inform the

design process. Generalizability is not typically or necessarily

a useful standard for qualitative researchers and may be fun-

damentally incongruent with the theory, aims, and methods

used in qualitative investigations. This does not reflect the

capacity of qualitative findings for beyond-study relevance,

but there is a divergence in the underlying premise resulting in

the need for appropriate conceptual tools and standards. These

and related ideas are explored through a number of ways:

“transferability” (Henwood & Pidgeon, 1992; Lincoln &

Guba, 1985), “applicability,” or as may be particularly rele-

vant for knowledge translation research “analogical general-

ization” (Duggleby & Williams, 2016). Regardless of the

terminology, in essence, we are invited to question our con-

ceptualization of context as wholly unique or as possessing

characteristics that may be confidently identified in similar

settings. To make sense of the data, we should reflect further

on the extent to which context may be regarded as productive

of findings (e.g., Are findings irreducible from the context

related or influenced?). Of course, this is not always the case,

as some qualitative approaches (e.g., autobiographical or

interpretative phenomenological analysis) may be employed

without any desire to consider the implications beyond the

individuals or settings.

The matters raised are not only conceptual but are also

pragmatic when it comes to planning. As was observed by

Jenkins et al. (2018), a rich body of scholarship exists to guide

researchers about how we achieve richer contextualization of a

single site; however, little guidance exists in relation to how we

may accomplish this in multisite and multi-method activity,

beyond that specified for the single site.

The “qualitative rapid appraisal, rigorous analysis”

approach, specifically developed for multisite analysis, is one

of the few available frameworks (Phillips et al., 2014). We

selected this approach due to its track record with similar meth-

ods as well as coherence with our previously described meth-

odological position concerning the retention of site specificity

(Phillips et al., 2014). In basic terms, they begin with an anal-

ysis of like data (e.g., all interview data), and they then take a

particular practice (setting) as a unit of analysis through intra-

site analysis, developing a rich picture of that particular site.

Then, they move to undertake intersite analysis using the dis-

tinct sites to develop a comparison (for full details, see Phillips

et al., 2014).

Given the lack of scholarship that proposes multisite analy-

tical frameworks, we point to an alternative approach. Jenkins

et al. (2018) tackled the issue of multisite analysis using inter-

views and field notes derived from ethnographic observations

of two sites. In their within-site stage of analysis, they analyzed

within-site interviews as guided by the field notes derived from

observations. Shirking the term cross-site analysis, as they

regarded it as devaluing site-specific context, a between-site

analysis was conducted in the next stage. Here, the researchers

examined commonalities and differences and facilitated the

development of spaces between sites where new insights may

emerge. Instead of then summarizing the overall findings from

sites, they then undertook a second within-site analysis to reen-

gage with the site-specific data produced. This served as a

reconsideration and exploration of the fidelity of the interpreta-

tions. The relative recency of this publication means that other

examples of this approach have not been published to evaluate

the feasibility of this approach across larger numbers of sites.

Discussion and Reflection

As with Morse’s (1999, 2008) work on the armchair walk-

through or Cheek et al.’s (2015) dynamic reflexivity, we too

found the process of developing qualitative research to be any-

thing but simple and linear. Subsequently, we reflect upon

critical points in the process and share what we found helpful

to advance our thinking. The first critical point concerns the

progression of tentative ideas about what is important to inves-

tigate, toward arriving at finalized RAs. Given the anticipated

contribution of this research for informing implementation in

local health districts, the local relevance and salience ought to

be key attributes of these aims. While these requirements will

vary for researchers, this progression can bring uncertainty, as

it forecloses other avenues of exploration, and may privilege

certain methodologies as better placed to address these aims.

We found certain strategies that sensitized us to the context

of inquiry helpful in this regard. Consultation with hospital

stakeholders served to confirm some assumptions, relieved us

of others, while compelling us to speak in more concrete terms,

that is, what would each method require of health professionals

at hospitals. Learning about issues of local importance

prompted consideration of what meaningful role the research

could play, and in turn, the design implications. This supported

us to think about how we might align the ideal, the possible,

and the pragmatic in our investigation.

We also recognized that while we were becoming increas-

ingly convinced of the need to account for the variation and

complexity of our sites, we lacked a frame of reference through

which to do so. We found it useful to engage with theoretical

resources, leading us to a lens through which we refined the

focus of our RAs, and which provided guidance concerning the

form the investigation might take. We are not advocating

the widespread applicability of complexity theory for others

but do contend that design is better informed where we make

efforts to crystallize our conceptualization of health services

contexts and their bearing on the given phenomena of study.

Another critical point stemmed from bids to cohere the

aims, methodological framework, and methods. In reality, we

find the underpinning philosophical positions to rarely be

determined on the sole basis of a researcher’s view on the

nature of knowledge. Rather, this is fashioned through inter-

activity with a range of specifications and concerns—in our

case the overarching aim of the MDC characterization. We

found the coherence of our investigation benefited by teasing

out and grappling with these concerns. For example, the desire
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to inform future implementation lends itself to a realist onto-

logical position, but as we thought this through, we reasoned

that our efforts to understand MDC would be best served by a

critical divergence in our epistemological position.

Further, through these efforts, we enhance understanding of

tensions and pressing issues in qualitative methodology (e.g.,

negotiating in-setting situatedness with applicability beyond

settings). As qualitative researchers, we have much to learn

as we seek this coherence where developing designs for new

health settings, problems, and populations.

The final critical point concerns our experience formulat-

ing the three design principles. In essence, these are a cumu-

lation of what we learned through an iterative and interactive

process of engagement with theory, literature, stakeholders,

and methodological issues. While we found this challenging

to do, we would encourage the articulation of the require-

ments and desirable properties in a given study. For research-

ers, this not only offers a template to explore methodological

approaches but also helps to illustrate the trajectory between

we seek to learn and the detailed procedure through which it

will be investigated.

We describe a staged investigation that is complex, employs

mixed and multi-methods conducted across a range of settings,

and which is offered in order to stimulate thinking about many

of the contemporary design challenges researchers negotiate.

We considered strategies for developing contextually relevant

RAs, deriving design principles and discussing the challenges

of multisite research. How we design with and for stakeholder

engagement, ensure philosophical coherence, and make sense

of the findings are key considerations. In this article, we do not

propose that the specifics of our design be instructive, our

process be prescriptive, or for that matter claim to have

invented anything new. Rather here, we have sought to con-

tribute to the project of how we think about qualitative research

design, a project, in our opinion well worth investing in.
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Bróna Nic Giolla Easpaig https://orcid.org/0000-0001-6787-056X

References

American College of Surgeons: Commission on Cancer. (2016). Can-

cer program standards: Ensuring patient-centered care. http://

facs.org/cancer/coc/programstandards.html

Bentall, D. P. (1999). The medicalisation of misery: A critical realist

analysis of the concept of depression. Journal of Mental Health,

8(3), 261–274. https://doi.org/10.1080/09638239917427

Borras, J. M., Albreht, T., Audisio, R., Briers, E., Casali, P., Esperou,

H., Grube, B., Hamoir, M., Henning, G., Kelly, J., Knox, S., Nabal,

M., Pierotti, M., Lombardo, C., van Harten, W., Poston, G., Prades,

J., Sant, M., Travado, L., . . . Wilson, R. (2014). Policy statement

on multidisciplinary cancer care. European Journal of Cancer,

50(3), 475–480. https://doi.org/10.1016/j.ejca.2013.11.012

Bourgeault, I., Dingwall, R., & De Vries, R. (2010). The Sage

handbook of qualitative methods in health research. http://sk.

sagepub.com/reference/sage-hdbk-qualitative-methods-in-

health-research

Braithwaite, J., Churruca, K., & Ellis, L. A. (2017). Can we fix the

uber-complexities of healthcare? Journal of the Royal Society of

Medicine, 110(10), 392–394. https://doi.org/10.1177/

0141076817728419

Braithwaite, J., Churruca, K., Long, J. C., Ellis, L. A., & Herkes, J.

(2018). When complexity science meets implementation science:

A theoretical and empirical analysis of systems change. BMC Med-

icine, 16(1), 63. https://doi.org/10.1186/s12916-018-1057-z

Braithwaite, J., Clay-Williams, R., Nugus, P., & Plumb, J.

(2013). Health care as a complex adaptive system. In E. Holl-

nagel, J. Braithwaite, & R. Wears (Eds.). Resilient health care

(pp. 57–73). Ashgate Publishing.

Cancer Australia. (n.d.). All about multidisciplinary care. https://can

ceraustralia.gov.au/clinical-best-practice/multidisciplinary-care/

all-about-multidisciplinary-care

Charlesworth, S., & Baines, D. (2015). Understanding the negotiation

of paid and unpaid care work in community services in cross-

national perspective: The contribution of a rapid ethnographic

approach. Journal of Family Studies, 21(1), 7–21. https://doi.org/

10.1080/13229400.2015.1010263

Cheek, J., Lipschitz, D. L., Abrams, E. M., Vago, D. R., & Nakamura,

Y. (2015). Dynamic reflexivity in action: An armchair walk-

through of a qualitatively driven mixed-method and multiple meth-

ods study of mindfulness training in schoolchildren. Qualitative

Health Research, 25, 751–762. https://doi.org/10.1177/10497323

15582022

Chochinov, H. M., Hack, T., McClement, S., Kristjanson, L., & Har-

los, M. (2002). Dignity in the terminally ill: A developing empiri-

cal model. Social Science & Medicine, 54(3), 433–443. https://doi.

org/10.1016/S0277-9536(01)00084-3

Clay-Williams, R., Hounsgaard, J., & Hollnagel, E. (2015). Where the

rubber meets the road: Using FRAM to align work-as-imagined

with work-as-done when implementing clinical guidelines. Imple-

mentation Science, 10(1), 125. https://doi.org/10.1186/s13012-

015-0317-y

Dilworth, S., Higgins, I., Parker, V., Kelly, B., & Turner, J. (2014).

Patient and health professional’s perceived barriers to the deliv-

ery of psychosocial care to adults with cancer: A systematic

review. Psycho-Oncology, 23, 601–612. https://doi.org/10.1002/

pon.3474

Duggleby, W., & Williams, A. (2016). Methodological and epistemo-

logical considerations in utilizing qualitative inquiry to develop

interventions. Qualitative Health Research, 26(2), 147–153.

https://doi.org/10.1177/1049732315590403

Elliott, R., Fischer, C. T., & Rennie, D. L. (1999). Evolving guidelines

for publication of qualitative research studies in psychology and

Nic Giolla Easpaig et al. 11

https://orcid.org/0000-0001-6787-056X
https://orcid.org/0000-0001-6787-056X
https://orcid.org/0000-0001-6787-056X
http://facs.org/cancer/coc/programstandards.html
http://facs.org/cancer/coc/programstandards.html
https://doi.org/10.1080/09638239917427
https://doi.org/10.1016/j.ejca.2013.11.012
http://sk.sagepub.com/reference/sage-hdbk-qualitative-methods-in-health-research
http://sk.sagepub.com/reference/sage-hdbk-qualitative-methods-in-health-research
http://sk.sagepub.com/reference/sage-hdbk-qualitative-methods-in-health-research
https://doi.org/10.1177/0141076817728419
https://doi.org/10.1177/0141076817728419
https://doi.org/10.1186/s12916-018-1057-z
https://canceraustralia.gov.au/clinical-best-practice/multidisciplinary-care/all-about-multidisciplinary-care
https://canceraustralia.gov.au/clinical-best-practice/multidisciplinary-care/all-about-multidisciplinary-care
https://canceraustralia.gov.au/clinical-best-practice/multidisciplinary-care/all-about-multidisciplinary-care
https://doi.org/10.1080/13229400.2015.1010263
https://doi.org/10.1080/13229400.2015.1010263
https://doi.org/10.1177/1049732315582022
https://doi.org/10.1177/1049732315582022
https://doi.org/10.1016/S0277-9536&lpar;01&rpar;00084-3
https://doi.org/10.1016/S0277-9536&lpar;01&rpar;00084-3
https://doi.org/10.1186/s13012-015-0317-y
https://doi.org/10.1186/s13012-015-0317-y
https://doi.org/10.1002/pon.3474
https://doi.org/10.1002/pon.3474
https://doi.org/10.1177/1049732315590403


related fields. British Journal of Clinical Psychology, 38(3),

215–229. https://doi.org/10.1348/014466599162782

Fennell, M. L., Prabhu Das, I., Clauser, S., Petrelli, N., & Salner, A.

(2010). The organization of multidisciplinary care teams: Model-

ing internal and external influences on cancer care quality. JNCI

Monographs, 2010(40), 72–80. https://doi.org/10.1093/jncimono

graphs/lgq010

Girgis, A., Durcinoska, I., Levesque, J. V., Gerges, M., Sandell, T.,

Arnold, A., & Delaney, G. P. (2017). eHealth system for collecting

and utilizing patient reported outcome measures for personalized

treatment and care (PROMPT-care) among cancer patients: Mixed

methods approach to evaluate feasibility and acceptability. Journal

of Medical Internet Research, 19(10). https://doi.org/10.2196/jmir.

8360

Greenhalgh, T., Robert, G., Macfarlane, F., Bate, P., & Kyriaki-

dou, O. (2004). Diffusion of innovations in service organiza-

tions: Systematic review and recommendations. The Milbank

Quarterly, 82(4), 581–629. https://doi.org/10.1111/j.0887-

378X.2004.00325.x

Hack, T. F., & McClement, S. E. (2016). At diagnosis and at death:

Using qualitative evidence to inform psychosocial interventions in

oncology. In K. Olson, R. A. Young, & I. Z. Schultz (Eds.), Hand-

book of qualitative health research for evidence-based practice

(pp. 495–506). Springer New York.

Hamilton, D. W., Heaven, B., Thomson, R. G., Wilson, J. A., & Exley,

C. (2016). Multidisciplinary team decision-making in cancer and

the absent patient: A qualitative study. BMJ Open, 6, e012559.

https://doi.org/10.1136/bmjopen-2016-01255934

Harper, D., & Thompson, A. R. (Eds.). (2011). Qualitative research

methods in mental health and psychotherapy: A guide for students

and practitioners. Wiley-Blackwell.

Henwood, K., & Pidgeon, N. (1992). Qualitative research and psycho-

logical theorizing. British Journal of Psychology, 83, 97–111.

https://doi.org/10.1111/j.2044-8295.1992.tb02426.x

Holland, J. H. (1992). Complex adaptive systems. Daedalus, 121,

17–30.

Holland, J. H. (2002). Complex adaptive systems and spontaneous

emergence. In A. Q. Curzio & M. Fortis (Eds.) Complexity and

industrial clusters. Contributions to economics (pp. 25–34).

Physica-Verlag HD. https://doi.org/10.1007/978-3-642-50007-7_3

Hollnagel, E. (2012). FRAM: The functional resonance analysis

method. Modelling complex socio-technical systems. Ashgate

Publishing.

Jenkins, E. K., Slemon, A., Haines-Saah, R. J., & Oliffe, J. (2018). A

guide to multisite qualitative analysis. Qualitative Health

Research, 28(12), 1969–1977. https://doi.org/10.1177/10497323

18786703

Lincoln, Y., & Guba, E. (1985). Naturalistic inquiry. Sage.

Long, J. C., Cunningham, F. C., Carswell, P., & Braithwaite, J. (2013).

Who are the key players in a new translational research network?

BMC Health Services Research, 13(1), 338. https://doi.org/10.

1186/1472-6963-13-338

McDaniel, R. J., Lanham, H. J., & Anderson, R. A. (2009). Implica-

tions of complex adaptive systems theory for the design of research

on health care organizations. Health Care Management Review,

34(2), 191–199. https://doi.org/10.1097/HMR.0b013e31819c8b38

Millen, D. R. (2000, August). Rapid ethnography: Time deepening

strategies for HCI field research [Paper presentation]. The 3rd

Conference on Designing Interactive Systems: Processes, Prac-

tices, Methods, and Techniques, New York City, NY, United

States.

Morse, J. M. (1999). The armchair walkthrough. Qualitative

Health Research, 9, 435–436. https://doi.org/10.1177/104973

299129121956

Morse, J. M. (2008). Deceptive simplicity. Qualitative Health

Research, 18, 1311–1311. https://doi.org/10.1177/10497323083

22486

National Breast Cancer Centre. (2003). Multidisciplinary care (MDC)

in Australia: A national demonstration project in breast cancer.

https://canceraustralia.gov.au/publications-and-resources/cancer-

australia-publications/summary-multidisciplinary-care-mdc-aust-

national-demonstration-project-breast-cancer

Nilsen, P. (2015). Making sense of implementation theories, models

and frameworks. Implementation Science, 10(1), 53. https://doi.

org/10.1186/s13012-015-0242-0

O’Cathain, A., Murphy, E., & Nicholl, J. (2010). Three techniques for

integrating data in mixed methods studies. British Medical Jour-

nal, 341, c4587. https://doi.org/10.1136/bmj.c4587

Phillips, C. B., Dwan, K., Hepworth, J., Pearce, C., & Hall, S. (2014).

Using qualitative mixed methods to study small health care orga-

nizations while maximising trustworthiness and authenticity. BMC

Health Services Research, 14(1), 559. https://doi.org/10.1186/

s12913-014-0559-4

Rankin, N. M., Lai, M., Miller, D., Beale, P., Spigelman, A., Prest, G.,

Turely, K., & Simes, J. (2018). Cancer multidisciplinary team

meetings in practice: Results from a multi-institutional quantitative

survey and implications for policy change. Asia-Pacific Journal of

Clinical Oncology, 14(1), 74–83. https://doi.org/10.1111/ajco.

12765

Shaw, T., York, S., White, K., McGregor, D., Rankin, N., Hawkey, A.,

Aranda, S., Rushton, S., & Currow, D. (2018). Defining success

factors to describe coordinated care in cancer. Translational Beha-

vioral Medicine, 8(3), 357–365. https://doi.org/10.1093/tbm/

iby022

Walker, B., Holling, C. S., Carpenter, S., & Kinzig, A. (2009). Resi-

lience, adaptability and transformability in social–ecological sys-

tems. Ecology and society, 9(2), 5.

Walsh, J., Young, J., Harrison, J., Butow, P., Solomon, M., Masya, L.,

& White, K. (2011). What is important in cancer care coordina-

tion? A qualitative investigation. European Journal of Cancer

Care, 20, 220–227. https://doi.org/10.1111/j.1365-2354.2010.

01187.x

Wikman, A., Kukkola, L., Börjesson, H., Cernvall, M., Woodford, J.,

Grönqvist, H., & von Essen, L. (2018). Development of an

internet-administered cognitive behavior therapy program

(ENGAGE) for parents of children previously treated for cancer:

Participatory action research approach. Journal of Medical Inter-

net Research, 20(4), e133. https://doi.org/10.2196/jmir.9457

Willig, C. (2012). Perspectives on the epistemological bases for qua-

litative research. In H. Cooper, P. Camic, D. Long, A. T. Panter,

D. Rindskopf, & K. J. Sher (Eds.), APA handbook of research

methods in psychology, Vol 1: Foundations, planning, measures,

12 International Journal of Qualitative Methods

https://doi.org/10.1348/014466599162782
https://doi.org/10.1093/jncimonographs/lgq010
https://doi.org/10.1093/jncimonographs/lgq010
https://doi.org/10.2196/jmir.8360
https://doi.org/10.2196/jmir.8360
https://doi.org/10.1111/j.0887-378X.2004.00325.x
https://doi.org/10.1111/j.0887-378X.2004.00325.x
https://doi.org/10.1136/bmjopen-2016-01255934
https://doi.org/10.1111/j.2044-8295.1992.tb02426.x
https://doi.org/10.1007/978-3-642-50007-7_3
https://doi.org/10.1177/1049732318786703
https://doi.org/10.1177/1049732318786703
https://doi.org/10.1186/1472-6963-13-338
https://doi.org/10.1186/1472-6963-13-338
https://doi.org/10.1097/HMR.0b013e31819c8b38
https://doi.org/10.1177/104973299129121956
https://doi.org/10.1177/104973299129121956
https://doi.org/10.1177/1049732308322486
https://doi.org/10.1177/1049732308322486
https://canceraustralia.gov.au/publications-and-resources/cancer-australia-publications/summary-multidisciplinary-care-mdc-aust-national-demonstration-project-breast-cancer
https://canceraustralia.gov.au/publications-and-resources/cancer-australia-publications/summary-multidisciplinary-care-mdc-aust-national-demonstration-project-breast-cancer
https://canceraustralia.gov.au/publications-and-resources/cancer-australia-publications/summary-multidisciplinary-care-mdc-aust-national-demonstration-project-breast-cancer
https://doi.org/10.1186/s13012-015-0242-0
https://doi.org/10.1186/s13012-015-0242-0
https://doi.org/10.1136/bmj.c4587
https://doi.org/10.1186/s12913-014-0559-4
https://doi.org/10.1186/s12913-014-0559-4
https://doi.org/10.1111/ajco.12765
https://doi.org/10.1111/ajco.12765
https://doi.org/10.1093/tbm/iby022
https://doi.org/10.1093/tbm/iby022
https://doi.org/10.1111/j.1365-2354.2010.01187.x
https://doi.org/10.1111/j.1365-2354.2010.01187.x
https://doi.org/10.2196/jmir.9457


and psychometrics (pp. 5–21). American Psychological

Association.

Willig, C. (2013). Introducing qualitative research in psychology.

McGraw-Hill Education.

Willis, A., Deane, F. P., & Coombs, T. (2009). Improving clin-

icians’ attitudes toward providing feedback on routine out-

come assessments. International Journal of Mental Health

Nursing, 18, 211–215. https://doi.org/10.1111/j.1447-0349.

2009.00596.x

Wong, D. K. P., & Chow, S. F. (2006). Beyond clinical trials

and narratives: A participatory action research with

cancer patient self-help groups. Patient Education and

Counseling, 60(2), 201–205. https://doi.org/10.1016/j.pec.

2004.11.016

Nic Giolla Easpaig et al. 13

https://doi.org/10.1111/j.1447-0349.2009.00596.x
https://doi.org/10.1111/j.1447-0349.2009.00596.x
https://doi.org/10.1016/j.pec.2004.11.016
https://doi.org/10.1016/j.pec.2004.11.016


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


