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ABSTRACT

Objectives To explore the process of implementation of
the primary and community care strategy (new models of
care delivery) through alliance governance in the Southern
health region of New Zealand (N2).

Design Qualitative semistructured interviews were
undertaken. A framework-guided rapid analysis was
conducted, informed by implementation science
theory—the Consolidated Framework for Implementation
Research.

Setting Southern health region of NZ (Otago and
Southland).

Participants Eleven key informants (Alliance Leadership
Team members and senior health professionals) who were
involved in the development and/or implementation of the
strategy.

Results The large number of strategy action plans and
interdependencies of activities made implementation of the
strategy complex. In the inner setting, communication and
relationships between individuals and organisations were
identified as an important factor for joint and integrated
working. Key elements of a positive implementation
climate were not adequately addressed to better align

the interests of health providers, and there were multiple
competing priorities for the project leaders. A perceived
low level of commitment from the leadership of both
organisations to joint working and resourcing indicated
poor organisational readiness. Gaps in the implementation
process included no detailed implementation plan
(reflected in poor execution), ambitious targets, the lack
of a clear performance measurement framework and an
inadequate feedback mechanism.

Conclusions This study identified factors for the
successful implementation of the PCSS using an alliancing
approach in Southern NZ. A key enabler is the presence of
a stable and committed senior leadership team working
through high trust relationships and open communication
across all partner organisations. With alliances,
partnerships and networks increasingly held up as models
for integration, this evaluation identifies important lessons
for policy makers, managers and services providers both
in NZ and internationally.

.24 Tim Stokes © 1?2

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study contributes to a currently small body
of research using implementation science theo-
ry (Consolidated Framework for Implementation
Research, CFIR) to study new models of care deliv-
ery using an alliancing governance model.

= The use of the CFIR helped us to illuminate contex-
tual factors and understand the complex interplay
between the context and implementation process of
the strategy intervention.

= The study’s participants had a governance and se-
nior managerial role and were directly involved in
developing and/or implementing the primary and
community care strategy.

= The study was conducted in partnership with the
local health system, which was helpful in facilitating
the sharing of findings and feedback to the Southern
health system.

= Use of a rapid analysis approach was helpful in
providing prompt actionable feedback to the local
health system, but it might risk missing nuances of
data.

INTRODUCTION

Health systems worldwide and in New
Zealand (NZ) are facing a number of chal-
lenges, which are likely to intensify in the
future.' * A pressing challenge is the need
for better integration and coordination of
services."® Reducing fragmentation and
achieving integration is a key response
and, in NZ, a goal of recent health policy
and system reforms.'* !

An approach used in NZ at the local
health system level from 2013 to 2021 to
promote the integration of healthcare
across primary and secondary care was
that of alliancing.® Alliances bring all key
providers within a local health system
togetherin the process of governing health-
care design and delivery, with a focus on
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Box1 NZ Southern health system

During the period of research, the NZ Southern health system com-
prised a DHB, being the largest geographic region out of 20 DHBs
across the country. There was a single PHO in the region. The DHB and
PHO served just over 300000 people with 40% living rurally. The DHB
had the overall responsibility for planning and funding in the region
and owned public hospitals. The PHO received funding from the DHB
to support primary care and affiliated general practices. The region has
two main hospitals and six small regional hospitals. In mid-2022, DHBs
were disestablished with functions absorbed into a new national body,
Health NZ, as part of major health reforms.

DHB, district health board; PHO, primary health organisation; NZ, New
Zealand.

building whole-of-system service designs.” '’ Derived
from the construction industry, this concept has been
used in healthcare in NZ and other countries such as
the UK and Australia."' '* Alliancing promises a high
trust, low bureaucracy way of working between organ-
isations."" '* Ideally, members of an alliance should
have the capacity to bring resources to the alliance
table so decisions can be implemented, and to put
aside sectoral interest to work collaboratively towards
a joint goal and take a whole-of-system approach to
planning and decision making.”'" The evaluations of
past initiatives developed and implemented through
an alliance approach in NZ and via similar initiatives
(eg, accountable care organisations in the USA and
Vanguard programme in the UK) internationally
show some promise in terms of improving integration,
although it needs to be noted that the health system
context in which such initiatives are being imple-
mented is often both complex and changeable.” '*™

In the Southern health region of NZ (see box 1)
the Southern District Health Board (SDHB) and Well-
South Primary Health Organisation (PHO), working
together through a formal contractual alliance (Alli-
ance South), developed a Primary and Community
Care Strategy (PCCS) (see box 2) ‘to do things differ-
ently in primary and community care.”'” The strategy,
launched in 2018, reflected the commitments of the
two alliance partners and priorities for improving
primary and community care in the Southern region.
Priority action areas for the delivery of the strategy
were new models of care workstreams (eg, health-
care home, home team, community health hub and
locality network) and enabling infrastructures (eg,
governance and leadership, workforce capability and
culture, funding and contracting). Implementation of
the PCCS was carried out by Alliance South with joint
governance from leaders in both the SDHB and PHO
through the Alliance Leadership Team (ALT). The
strategy’s action plan included establishing a culture
of continuous improvement supported by the moni-
toring and rapid evaluation of new initiatives."®

In 2019, the University of Otago and the Alli-
ance South received funding to evaluate the

Box2 The PCCS: vision and strategic goals

The primary and community care strategy (PCCS) provides a vision for
primary and community care in the Southern health system. It recognis-
es the challenges the health system faces in responding to the changing
needs of the community, increasing pressure on the health workforce
and the responsibility to provide equitable access to services across the
large and diverse district.

The strategy and action plan was developed jointly by SDHB and
WellSouth, with support from the Community Health Council, University
of Otago and others, reflecting their commitment to working together to
improve the contribution of primary and community care to the wider
Southern health system.

The vision for primary and community care is ‘excellent primary and
community care that empowers people in our diverse communities to
live well, stay well, get well and die well, through integrated ways of
working, rapid learning and effective use of technology.’

The strategy has strategic goals to support the vision focusing on
empowering consumers, whanau and communities; integrating care
across primary, community and secondary care; and a technology en-
abled health system.

Priority action areas for the delivery of the strategy set out in the
action plan were new models of care/workstreams and enabling
infrastructures.

Key models of care/workstreams include:

Healthcare home implementation: A patient-centred approach, which
aims to combine the traditional core values of general practice with
building the capacity and capability of general practice through the de-
velopment of new roles, skills and ways of working.

Community health hubs implementation: Establishing facilities where
secondary outpatient services, advanced primary care services, at least
one general practice operate in the healthcare Home model, diagnostic
services and other independent and community based healthcare pro-
viders work together in an integrated way.

Locality network implementation: Advisory networks made of health
professionals and consumers which help to prioritise and plan health
services to better align with the needs of local communities.

Home team (rapid response and enablement service): A patient-centred
initiative, which aims to help support patients at home via an inter-
professional team after leaving the hospital, or a support service at
home to avoid to hospital admission. The target group is elderly people.
Consumer-ledilntegrated care: A programme of care to people with
long-term conditions using care planning and risk stratification to
access more care and provide greater control over managing patient
health conditions.

The enabling infrastructures include governance and leadership of the
system, health and business intelligence to support planning, funding
and delivery; workforce capability and culture; and funding and con-
tracting arrangements to support integrated ways of working.

SDHB, Southern District Health Board.

implementation of the PCCS as a University-Health
Sector collaborative project. This article reports on
an evaluation that aimed to explore PCCS implemen-
tation at the alliance governance level. More specifi-
cally, the evaluation aimed to identify facilitators or/
and barriers to the successful implementation of the
PCCS using a commonly used implementation science
theory: the Consolidated Framework for Implementa-
tion Research (CFIR)' 2’ (see box 3).
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METHODS

Design, study setting and sampling

This research used qualitative methods within a pragmatic
paradigm, which has a focus on producing actionable
knowledge.21 In terms of researcher positionality three
members of the research team were academic researchers
external to the alliance (GG, TS and CJ), one researcher
had previously chaired the alliance ALT (RG). Semistruc-
tured interviews were conducted between March 2021
and August 2021 with key informants who were sampled
purposively. These constituted the members of the ALT,
including a former senior member of the SDHB involved
in commissioning the PCCS and the service project leads
of the workstreams (see box 3). Interviews were conducted
either by video conferencing (Zoom) or face to face.
Interviews varied in length from 30 to 45min. Written
informed consent was obtained from all participants.

Data collection

A semistructured interview guide (online supplemental
file 1) was used for interviews based on the PCCS goals, a
literature review and discussion within the research team.
The topic guide covered the main areas of governance
team focus (structure, capability and internal relation-
ships), implementation and monitoring of the strategy,
perceived impact of the strategy and barriers and facilita-
tors to implementation. Revision and refinement of the
topic guide was undertaken as the interviews progressed.

Data analysis

All interviews (undertaken by GG) were audiorecorded
and/or videorecorded. Field notes for all interviews were
taken, which were expanded by listening to the audio
recording and reading automatic transcripts obtained
from Zoom.” * We used Gale et al's framework-guided
deductive rapid analysis approach,®* which was specifi-
cally developed for use with the CFIR.*** First, a template
summary table was developed in MS Word guided by study
research questions and topic guide questions (GG, TS
and CJ). This template table was used to summarise indi-
vidual interview field notes. Next, a matrix in MS Excel
by participant type was prepared to chart and consolidate
the interview responses in a matrix using the information
from the summary table. This process of charting data in
a matrix® was helpful in comparing and contrasting the
findings within an individual interview across the different
CFIR domains, constructs and subconstructs and between
the different participants. This allowed us to categorise
the facilitators and barriers of PCCS implementation.

In order to ensure evaluative rigour we used the
Consolidated criteria for Reporting Qualitative research”’
to structure reporting of the methods and the findings
(online supplemental file 2) provides more detail relating
to reflexivity, study design and analysis).

Patient and public involvement
No patients or the public were involved in the design of
this study.

Box 3 Consolidated Framework for Implementation
Research (CFIR)

The CFIR is a theoretical framework that provides a structure for iden-
tifying facilitators and barriers to implementation.’ It offers a com-
prehensive, standardised list of constructs that allow researchers to
identify variables that are most relevant to a particular intervention.
The CFIR comprises five domains, namely: intervention characteristics
(eight constructs), outer setting (four constructs), inner setting (five
constructs), characteristics of the individuals involved (five constructs)
and the process of implementation (four constructs). The CFIR has been
widely used to inform qualitative process evaluations across a range
of complex interventions, including healthcare redesign, in healthcare
systems.?

RESULTS

We interviewed 11 participants. Five were ALT members
(chief executive of SDHB, chief executive of Well South
PHO, Chief Maori Health Strategy and Improvement
Officer, a district Mayor and a community representative).
Six were other key informants based on their involvement
in the development or implementation of the strategy
(former chair of the ALT, former commissioner of the
SDHB, three service project leaders of the workstreams—
one from the PHO and two from the SDHB—and the
executive director for the PCCS).

A number of implementation issues were identified in
three CFIR domains (online supplemental file 3): inter-
vention characteristics, inner setting and implementation
process (see box 4).

Implementation characteristics

Complexity

Complexity is defined as the perceived difficulty of
implementation, which is reflected by duration, scope,
radicalness, disruptiveness and intricacy.' Participants
considered the PCCS a complex intervention and chal-
lenging to implement in a short time frame. The sheer
magnitude of the action plan required the integration of
primary and secondary care. Related to this, some objec-
tives in the strategy were less tangible without explicit
activities and milestones.

[The] strategy and action plan is a massive piece of
work. ...it took a long time to unpack and figure out
exactly who was supposed to be responsible for doing
different things within the strategy and action plan,
because it had such a massive span. It wasn't just one
department, it’s like all of primary and community,
and then also needed buy-in from secondary to ac-
tually make it work. So it was a whole of system ap-
proach that required everyone to get on board. (P10)

Another source of complexity was related to the interde-
pendencies of the regional health context. For example,
the successful implementation of the Community Health
Hub depended on the development of the new Dunedin
hospital, a significant project located in the regional
metropolitan centre. Therefore, for the success of such
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Box 4 Consolidated Framework for Implementation

Research (CFIR) domains and constructs

|. Intervention characteristics
Intervention source

Evidence strength and quality
Relative advantage
Adaptability

Trialability

Complexity

Design quality and packaging
Cost

II. Outer setting

Patient needs and resources
Cosmopolitanism

Peer pressure

External policy and incentives
IIl. Inner setting

Structural characteristics
Networks and communications
Culture

Implementation climate
Readiness for implementation
IV. Characteristics of individuals
Knowledge and beliefs about the intervention
Self-efficacy

Individual stage of change
Individual identification with organisation
Other personal attributes

V. Implementation process
Planning

Engaging

Executing

Reflecting and evaluating

Domains and constructs used in this study are in bold.

projects, there was a need to work out the interdepend-
encies, which appeared to be missing from the strategy
implementation.

...if T think about [Community] Health Hubs we've
got the things that are going to impact on the success
of Health Hubs are outside of the strategy. So things
like the development of the new Dunedin hospital,
where there is a whole stream of work around, what’s
going to exist outside of the new Dunedin hospital,
and what’s going to be in an ambulatory care cen-
tre and who’s responsible for facilitating that is not
clear... (P1)

Inner setting

The ‘inner setting’ is defined as the structural and
cultural contexts through which the implementation
process occurs.'? Networks and communications, culture,
implementation climate and implementation readiness
were the constructs identified in this domain.

Networks and communications
The CFIR defines this construct as the nature and quality
of social networks, and the nature and quality of formal

and informal communications within an organisation.'
Two subthemes were identified in this construct: relation-
ships between individuals, and communication of vision
and mission. First, there was a mechanism in place for
the ALT members to meet and communicate regularly.
Good working relationships at all levels were considered
an essential factor in implementing the strategy activities
that needed integrated ways of working. However, partic-
ipants mentioned that relationships between individuals,
especially at the higher level, were problematic. This
was seen as adversely affecting the quality of communi-
cation, hampering open discussion, teamwork, collabo-
ration and feedback. Personalities, personal agenda and
power politics, especially at the senior leadership level,
were perceived to be conflictual, a barrier to relationship
building and contributed to a low trust environment.
Participants reflected that conflicts between individuals
needed to be managed or addressed early. Otherwise,
this leads to an environment of low or no trust and the
whole work programme suffers. Second, participants also
mentioned that expectations and vision were not clearly
communicated to the team members.

...the leadership at the DHB and the leadership at
the PHO and individuals didn't necessarily have a
good working relationship. That would have an im-
pact on how well the Alliance functions, because I
guess it’s hard for people to speak up and have good
constructive conversations if key leaders at the table
aren't always behaving in that way. (P7)

Culture

The CFIR considers culture as a stable, less tangible and
socially constructed idea with the existence of varying
definitions. Broadly, it is a given organisation’s norms,
values and basic assumptions.'” The governance group
(ALT) was expected to facilitate the implementation
of the strategy. However, participants highlighted an
existing siloed organisational culture between the DHB
and the PHO and between primary and secondary care
providers characterised by a low level of trust and poor
working relationships. The ALT mechanism largely failed
to bridge these institutional silos. The silo mentality
was not conducive to joint working, collaboration and
shared decision making. Related to this, the primary and
secondary care sectors had distinct corporate cultures,
different scopes of practice and funding models. There
was no mechanism in place to facilitate the collaboration
between these sectors.

Southern health system is pretty dysfunctional in
terms of how the two parts of the health system [the
hospital and primary care] work together. There is
very little working together between hospital and
general practice and community care here. That is
been historically the case here, and then at the man-
agement level, it became complex and confronta-
tional. You cannot make a change in a health system
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unless there is trust and confidence between the play-
ers. (P6)

Implementation climate

This refers to the collective influence of organisations'
policies and practices to promote effective implemen-
tation.”® Important issues around the implementation
climate that were not appropriately addressed were
compatibility and relative priority.

Regarding compatibility, some of the elements of the
strategy appeared to conflict with the best interests of
some health providers. Participants highlighted that
there would be negative financial and workforce impli-
cations for general practices if they were integrated into
the community health hub model of care, which aimed
to move care from hospitals to communities. Therefore,
there was a need to identify and manage such conflicts
and competing priorities.

There are different drivers for behaviours which are
easy to point out, but given that New Zealand is con-
figured in a model of private enterprise delivering
primary care and public sector delivering secondary
care how do you create solutions and incentives that
recognise those very real needs that are different?
We have to recognise that the model needs to ad-
dress those financial incentives and disincentives in
a way that makes it to all players. Moving forward in
the health system, we have to figure out how we can
get processes aligned, recognising there are different
competing priorities. (P8)

Regarding the relative priority of this work, the project
leaders had to do this strategic work on top of their day
job for the organisation they worked for (DHB or PHO).
There were no dedicated resources and team to lead indi-
vidual projects. If something important and urgent came
up, this had to be prioritised. The impact of COVID-19
from 2020 also impacted their capacity to make this work
a priority. PCSS implementation had to take second place
to operational matters.

...when things got really busy and other things came
over the top like Covid, so often things would get de-
layed and the implementation of the strategy was nice
to do and went on the back burner. (P1)

Implementation readiness

The CFIR defines implementation readiness as an organ-
isational commitment to its decision to implement an
intervention. Two subconstructs were important here:
leadership engagement and available resources.'?

Leadership

Leadership engagement was about leaders’ commitment,
involvement and accountability for the implementation.19
We identified leadership commitment and leadership
stability as subcategories of this construct. Participants
perceived that a high level of commitment was needed

from the leadership of both organisations to resourcing
and joint working.

Participants highlighted a need for a shared vision and
goal, and for this to happen, the working relationship of
key people in both organisations required expert relation-
ship facilitation. Participants also felt that regardless of
organisational structure, it was essential to have influen-
tial leaders who could work together, identify and devote
resources and develop trust and confidence.

You don't need an Alliance to implement the primary
community care strategy. You don't need a DHB and
a PHO to implement the primary community care
strategy. What you need is people who are in positions
of influence and leadership to agree, work together,
pool their resources, develop trust and confidence to
do the work. (P6)

Another issue was with leadership stability. With
frequent changes in the key personnel related to strategy
implementation, particularly in the DHB, there was a
loss of institutional knowledge and momentum of indi-
vidual workstreams and overall strategy implementation,
which was frustrating for staff tasked with delivering the
workstreams.

From an implementation perspective, it was incredi-
bly frustrating for people at the grassroots level when
there’s such a high number of personnel changes at
the top and everyone wanted a different way of doing
things. I feel like there was a bit of a stumbling block
to the implementation. (P10)

Resources

Poor resourcing was a major barrier, as many workstreams
were not adequately resourced. Projects with dedicated
resources and a change team were successful in meeting
their objectives. For example, the healthcare home was
relatively successful with dedicated resources, leadership
and project management of the PHO.* In contrast, the
community health hub and locality networks had no
such resource in place and competing priorities, which
was reflected in slow progress. Participants were crit-
ical of assumptions that care could be shifted from the
secondary to the primary sector without extra funding
and human resources.

...it [the Strategy] generated a lot of expectations and
a lot of work, which were not adequately resourced.
What we ended up with was a whole lot of things on
the action plan, which didn't have a lot of resources
allocated to them. And it was to be done on top of
your day job type thing. And it became very difficult.
(P2)

. if you stopped doing something in a hospital
space, how does the primary care workforce just do it
magically for no extra cost? So in other places in the
country where things that are moving out of the hos-
pital and to the community, there’s a funding stream
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for that. But trying to get those funding streams in
place in Southern has been so difficult... (P6)

The main reason participants offered for poor
resourcing was that the ALT team members representing
the SDHB and the PHO could not agree on the distribu-
tion and assignment of available resources.

While the ALT was supposed to facilitate SDHB and
PHO support for the PCCS implementation, they had
no authority and no mandate for decision-making and
budget/resource allocation so they only could advise
instead of directing.

So the Alliance didn't have any authority. They had
all authority over being able to advise [as opposed to
direct] the PHO and the DHB. So they don't have any
formal mandate and they don't have any delegation
[delegated authority]. There’s no budget, but they
do advise us on things in relation to primary commu-
nity strategy but it wasn't decision-making as such. So
it was almost like an extra layer. (P1)

The perceived funding crisis in the health system,
with large SDHB budget deficits and ‘no spare money,’
also played a role, as did a perceived tension over which
organisation should hold budgetary authority.

Implementation process

The implementation process includes four interre-
lated activities essential for successful implementation:
planning, engaging, executing and reflecting and eval-
uating."” During the strategy development, implemen-
tation was planned to occur in stages mainly due to the
financial cost to the DHB and PHO and associated work-
force implications. In hindsight, it was evident that there
was not enough preparation to implement the strategy.
Participants identified a number of issues across all four
processes, which are discussed below.

Planning

Participants mentioned that the strategy and its action
plan included the list of activities (what components) but
lacked details on how to implement the strategy. There was
alack of clarity around roles and responsibilities, mandate
and scope in some of the essential components of the
strategy (community health hub and locality networks).
There was a strategy and action plan, but a detailed imple-
mentation plan which provided enough direction for the
execution of the strategy implementation was lacking. A
need for a single project management approach with a
shared vision and goal was also highlighted.

...there was no roadmap for implementation. It was
only a very high-level set of things in the action plan.
(P4)

It’s [implementation of the strategy] not just like
turning on a tap and suddenly everything is in place.
We ended up with a strategy, a framework that was
to be progressively implemented by Southern DHB
and WellSouth. It was a strategy that was always going

to be implemented in stages and progressively partly
because of financial cost to both the DHB and the
WellSouth, but more importantly, because of the
change in workforce practice that was a consequence
of the strategy. (P5)

Engagement

Engaging with implementation leaders, stakeholders
and community people, including vulnerable groups is
vital for the successful adoption of the change process
and to ensure the needs and interests of various groups
are addressed."” The PCCS required engagement with
stakeholders while developing the strategy and its imple-
mentation. As mentioned earlier, the strategy implemen-
tation was complex requiring engagement with multiple
stakeholders to secure buy-in and ensure successful
implementation.

Mixed feelings were expressed about engagement
while developing the strategy. Different stakeholders
such as GPs, Maori (iwi groups), the Clinical Council and
community groups across Otago and Southland were
consulted. However, a few participants highlighted that
a broader range of community groups could have been
consulted.

Participants also perceived that the strategy was not
developed by following a bottom-up process engaging
with staff from SDHB and the PHO. It was felt that the
process could have been better with more robust engage-
ment with staff and leaders of both organisations.

... the primary community care strategy was written
with the help of consultants, and so there was an ele-
ment of it not being really well built from the ground
up. (P6)

Executing

This component relates to carrying out or accomplishing
the implementation according to plan. Most of the partic-
ipants agreed that the strategy’s implementation had
not been realised as per the initial vision of the strategy.
Overall, they perceived that except for a few projects,
the execution component could have benefited from
greater planning. As mentioned above, the success of the
execution was hampered by the lack of resources, clarity
in scope and structure of the projects and a detailed
implementation plan. Furthermore, the projects’ inter-
dependencies were not fully understood at the outset,
so the implementation of headline activities (models of
care) remained an isolated effort. As a result, there were
variations in the progress of elements of the action plan.
The healthcare home was seen as having been success-
fully implemented. In contrast, with no resources and
no detailed plan, community health Hub and locality
networks implementation progressed slowly.

For the different components, it [execution] is dif-
ferent. You know the Health Care Homes have gone
really, really well. Community Health Hub has really
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struggled. The locality networks need some more en-
ergy. (P8)

It’s an ongoing theme in health and in the public sec-
tor, which is we've got fantastic ideas and we're good
at analysing the problem and we're good at knowing
what we need to do, but we're not so good at the im-
plementation piece. (P7)

Reflection and feedback about the progress and quality
of implementation is an important way to promote shared
learning and improvements along the way. There was
good reporting to the Alliance team regarding updates
about some workstreams (primary maternity, healthcare
home, home team, etc). However, participants mentioned
that their reports to the broader programme group
appeared to be more of a compliance activity rather than
an improvement. Participants suggested a need for an
overall quality improvement approach in place for the
whole strategy.

There was a lack of an overall quality improvement
approach or method. How about using a continuous
quality improvement approach across the Alliance
structure, down into the individual projects? (P4)

Participants felt that the feedback mechanisms could
have been more robust, and it was difficult for them to
contribute to decision making at the governance level.

Some of the instruction coming from ALT was
a little bit hard to understand. The SIC [Service
Improvement Committee] group did feel a little bit
unsure about what expectations were or what feed-
back was required and didn't necessarily feel that
they were being heard. (P2)

Participants highlighted that there was a lack of a clear
structure and performance measurement framework
to measure and track the progress for many strategy
objectives.

DISCUSSION

Summary of findings

Our findings provide insights into the experience of an
Alliance and senior health professionals of the overall
implementation of the PCCS, which aimed to promote
integration between primary and secondary care. We
found that the large number of strategy action plans and
interdependencies of activities made implementation of
the strategy complex. Communication and relationships
between individuals and organisations were identified as
an important factor for joint and integrated working, but
needed a more favourable environment than that of the
pre-existing organisational silos. Essential elements of
a positive implementation climate were not adequately
addressed to better align the interests of health providers,
and there were multiple competing priorities for the
projectleaders. A perceived low level of commitment from
the leadership of both organisations to joint working and

resourcing indicated poor organisational readiness. The
combination of no detailed implementation plan with a
single project management approach, ambitious targets,
the lack of a clear performance measurement framework,
and an inadequate feedback mechanism demonstrated
several gaps in the implementation process and resulted
in poor execution of the strategy.

Strength and limitations

The use of the CFIR strengthened the evaluation by
offering comprehensiveness, capturing the dynamics of
the implementation process’ complexity, systematising
the analysis process and helping to tell the story by
organising and producing rapid actionable evaluation
findings.”” ** *' The collaborative nature of the research
was also helpful in facilitating the sharing of findings
and feedback to the Southern health system. We further
used a rapid analysis approach® ™ * that was both effi-
cient in terms of researcher resources® and allowed us
to provide prompt feedback to the local health system
in line with our aim to provide actionable knowledge.
A limitation of using such a rapid approach was that we
did not use detailed transcription and line-by-line open
coding process, which might risk missing nuances of
data. A further potential limitation of our approach is
that we did not formally feedback our findings to each
participant (respondent validation). Nonetheless, we
shared our preliminary findings in periodic colloquiums
targeted to participants from the Southern health system
and the feedback we received was that they ‘made sense’
to participants.

While the use of the CFIR helped us to illuminate
contextual factors and understand the interplay between
the context and implementation process of the complex
strategy intervention, it would be helpful to identify
how different constructs identified by the CFIR inter-
acted to produce certain outcomes. A further issue is
that ‘complexity’ as used by the CFIR is defined through
an implementation science framework as a complex
(complicated) intervention; this is different from the way
‘complexity’ is framed in health systems research that
uses complexity theory.” In this regard, the way CFIR
structures its implementation process constructs (from
planning to evaluating) is also linear, though CFIR’s devel-
opers acknowledge the process may follow a non-linear
course.'” Although beyond the scope of our study, one
possible future approach could be to combine the CFIR
with a realist informed evaluation.” This would enable
CFIR identified constructs to be used to identify mecha-
nisms for how different contextual conditions generate
outcomes.” It is interesting to note that our analysis
does suggest underlying mechanisms (eg, lack of trust,
poor leadership) that impact negatively on achieving the
desired outcome of PCCS implementation.

Comparison with existing literature
We used the CFIR to understand the implementation of
the PCCS in the NZ southern health system context. Our
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study adds to a small body of research using implementa-
tion science theory (CFIR) to study health system trans-
formation initiatives.”” ***® Using the CFIR, the study was
able to unpack the black box of complex relationships
between the intervention, its context and the implemen-
tation process.

Our study also adds to the body of NZ health services
research addressing what conditions underpin successful
implementation of integrated care. Previous studies into
alliancing aimed at integrating primary and secondary
care have also identified the issues reported here as being
key to implementation success.® '’ ? *** The Canterbury
initiative of delivering integrated health and social care
using alliancing highlighted a number of key enablers: the
development of a clear and shared strategic vision, conti-
nuity of senior leadership, staff engagement, a continuous
quality improvement approach and development of new
ways of contracting for health services."”” * Another NZ
evaluation of pilot initiatives using alliancing to promote
primary and secondary care integration reported overly
ambitious plans, competing priorities, inadequate atten-
tion to organisational culture and lack of timely funding
support as barriers to implementation.” Similarly, an
evaluation of the system level measures framework found
that the strength of formal and informal organisational
relationships at the local level were critical conditions for
implementation success."’

The findings are also consistent with the interna-
tional literature on alliancing.'* ' Experience of US
Accountable Care Organisations emphasised the impor-
tance of having realistic expectations, finding ways to
develop trust, managing conflict and making a collec-
tive decision, and focusing on leadership.'® Our find-
ings echo previous studies in the UK about similar
health system transformation initiatives, most notably
Vanguard programmes.'* '° % Vanguards were local

pilot sites established across England to develop and
deliver National Health Service (NHS) initiated new care
models to coordinate care across primary care, commu-
nity services and hospitals.'* '® These studies highlighted
the need for realistic expectations, for local capacity and
capability building, the importance of developing rela-
tionships, strong leadership, robust data and analytics
and managing time constraints,'* '? -2

Implications for health policy and practice

A number of important lessons and potential solu-
tions useful for future health policy and practice that
have emerged from this implementation evaluation are
summarised in table 1.

One key finding of this study is the importance of lead-
ership—for successful local health system change a stable
and committed senior leadership team working through
high trust relationships and open communication across
all partner organisations is needed. Previous health
system transformation initiatives in NZ and internation-
ally also offer valuable lessons relevant to integrated care
through alliancing." Tt is noteworthy that while the alli-
ancing approach in the NZ health sector was initiated
more than a decade ago’ ' the lessons from the Canter-
bury initiative have not been fully realised across NZ. One
reason for this is likely to be a failure to contextualise the
alliancing approach for different local health systems.”’
Another is the possible ongoing influence of manageri-
alism as a guiding principle for organisation. This influ-
ence may be to the detriment of leadership development,
especially clinical leadership, which has been shown to
be beneficial for healthcare organisations and developing
new models of care.* **

The NZ government’s health sector reforms, enacted
in mid-2022, focus on addressing the problems the
health system is facing, including service fragmentation.”

Table 1 Key lessons learnt and potential solutions

Key findings

Potential solutions

» The structure put in place (alliancing) itself does not bring
about joint working. Relationship building is essential.

» An expectation of being able to deliver new models of care
without provision of dedicated resources is false.

» A committed leadership to resourcing and joint working is
important.

» It is hard for project leaders to lead the strategic work on
top of their day job.

» Lack of detailed plan (clarity around roles and
responsibilities and scope) and interdependencies made
the implementation roadmap vague.

» A robust feedback mechanism is needed for quality of
implementation and to promote shared learning.

» Invest in nurturing and maintaining relationships between
individuals and institutions.

» Ensure availability of adequate resourcing and develop
agreement regarding the distribution of available resources.

» Ensure a leadership who leads change by sharing common
vision and goals, developing teamwork based on trust,
relationship and open communication.

» Ensure a dedicated change agent maps out the
implementation.

» Acknowledge complexity and that transformation of this
kind takes time.

» Develop a detailed and achievable implementation plan with
a clear project management approach.

» Ensure robust staff and stakeholder engagement.

» Develop an overall quality improvement approach for the
whole strategy and performance measurement framework to
track the progress of strategy’s objective.

Gurung G, et al. BMJ Open 2022;12:6065635. doi:10.1136/bmjopen-2022-065635



The reforms emphasise the need for better integration
between primary and secondary care.” The reforms create
a single NHS through a new structure called Health
New Zealand and have a greater emphasis on working
with local communities through geographical locality
networks with aims of integrating primary and secondary
care.” ™" Alliance South had been in abeyance since the
announcement of the new health system reforms in April
2021 and, at the time of writing, the details of the struc-
ture of governance and service delivery at the local level
were in development. Regardless of the new configura-
tion of the NZ health system, we consider that the lessons
learnt from this implementation evaluation will be instru-
mental for planning and implementing future initiatives
at the local level.

CONCLUSION

Using the CFIR, this study identified factors for the
successful implementation of the PCSS using an alli-
ancing approach in Southern NZ. During the evaluation
period, wide-ranging health sector reforms in NZ were
announced. Those leading the reforms should consider
the key lessons from this study—in particular the impor-
tance of a stable and committed senior leadership team
working through high trust relationships and open
communication across all partner organisations—to
strengthen integrated primary BEand community care
delivery, which are core reform goals.

Twitter Tim Stokes @StokesTim63
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