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Summary

This article presents the findings from the first 3 years of the evaluation of Healthy Families NZ, a sys-
tems-change intervention to prevent chronic diseases in 10 communities. The initiative, which builds
on existing prevention activities, aims to strengthen the health prevention system through evidence-
driven action to enable people to make good food choices, be physically active, smoke-free and free
from alcohol-related harm. Key investment areas are a dedicated systems thinking and acting health
promotion workforce, and activating leaders who can influence transformational change. The evalua-
tion to date has found the initiative is being implemented with integrity. Evidence indicates a shift
towards greater action on prevention, and the prevention system being strengthened. Maori owner-
ship has been enabled, and prioritizing equity has led teams to utilize methods that amplify diverse
local perspectives. There is progress on developing a flexible workforce through adaptive learning,
flexible resources, professional development and a responsive National team. There is also progress
in activating local leadership and empowering local teams. The initiative design has explicitly taken
into account the context of complexity within which it is being implemented. It has evolved to focus
on action that can accelerate sharing information and practices within communities, and between
policy and decision-makers. Healthy Families NZ and its evaluation have been refunded to 2022.
This provides an important opportunity to gather further insight into effective ways to strengthen the
community agency and trust needed to promote and deliver evidence-based action on prevention.

Key words: community-based intervention, chronic illness, systems change, public health evaluation, evidence-bhased
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INTRODUCTION health policy challenge, widely recognized as complex.
Chronic diseases are on the rise globally and contribute  Acting on complexity through systems-related methods
substantially to inequalities in health. How to reduce the  is increasingly seen as necessary within public health
incidence and impact of chronic disease is a pressing  (Tremblay and Richard, 2014; Hawe, 2015; Salway and
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Green, 2017). Greater consideration is also being given
to social complexity in relation to how interventions are
designed and evaluated (Shiell et al., 2008; Eppel et al.,
2011; Matheson, 2016; Rutter et al., 2017). There are,
however, few examples of health interventions designed
explicitly drawing on theories of complex systems.
This article presents the findings from an evaluation of a
systems change-focused intervention to prevent chronic
diseases, called Healthy Families NZ, which is being
carried out in 10 communities in Aotearoa New

Zealand (NZ).

LARGE-SCALE PUBLIC HEALTH
INITIATIVES—CONTEXT MATTERS

Healthy Families NZ is being implemented at a time
when there is growing appreciation of the need for a
paradigm shift away from linear, siloed approaches to
improving health, towards complex systems thinking
(Braithwaite, 2018; Greenhalgh and Papoutsi, 2018).
Sophisticated conceptualizations of health intervention,
grounded in complex systems, are now being developed
and articulated. Hawe, for example, argues that inter-
ventions are ‘events in a system’ (Hawe et al., 2009) and
need to be able to adapt to the specific social, economic,
cultural and geographic circumstances of a community.
A feature of context is sensitivity to initial conditions,
which describes the impact of context over time. This
means outcomes may be very different for communities
undergoing similar interventions (Rickles, 2009). This
was apparent in a multi-community health project in
NZ implemented in early 2000. The nature of existing
relationships between communities and local and central
government actors led to a very different experience of
the programme for each of the four communities
(Matheson et al., 2009). A more recent evaluation of
the Big Local community empowerment programme for
action on social inequalities, in the UK, also identified
the critical role of local context in meeting the pro-
gramme aims (Orton et al., 2017).

Evidence continues to grow of the need for a compre-
hensive and coordinated approach to chronic disease
prevention, and one that is able to be sustained over the
longer-term (Nugent et al., 2018). There are a number
of examples of integrated community and area-based
interventions, and other large-scale initiatives globally
that have aimed to improve health and equity, including
for chronic disease. Lessons identified from these initia-
tives highlight a need to think more explicitly about
social complexity, and how human systems behave. One
well-documented experience has been the success in
North Karelia, Finland, of improving cardiovascular

disease (CVD). While the North Karelia experience
showed improvement in CVD outcomes over decades,
the pathway to this success was one that was not
planned. What actually occurred was a long process of
multi-level actions over time that were related to, and
influenced, each other (Vartiainen, 2018).

When large-scale interventions are planned without
considering complexity, they suffer a number of chal-
lenges (Galea et al., 2000; Judge and Bauld, 2006; De
Leeuw, 2009; Cheadle et al., 2011; Stafford et al., 2014;
Petticrew et al., 2019). For a start, evaluating them is
tricky. Because they usually span different community
contexts, and take different forms, attributing specific
impacts can be difficult, if not impossible—especially in
the short-term (Walton, 2014). When the expected
causal connection is over a long period, as in the case for
prevention, the evaluation approach needs to be cogni-
zant of this challenge.

We also know that leaders, leadership and champions
play an important role in achieving systems change—but
frequently there is too much reliance on the stability and
capacity of individuals rather than focusing on wider in-
stitutional factors (Murphy et al., 2017). Even more fun-
damentally, these types of initiatives are also vulnerable
to political change which means many are discontinued
before their long-term efficacy has been established.

THE INITIATIVE BEING EVALUATED:
HEALTHY FAMILIES NZ

Healthy Families NZ is a government-funded initiative
which takes a systems change approach to strengthening
community leadership and organization to prevent
chronic disease. It builds on existing action underway in
the community to strengthen the health prevention sys-
tem through evidence-driven action to enable people to
make good food choices, be physically active, smoke-
free and free from alcohol-related harm.

The initiative is being carried out in 10 different
geographic communities around NZ—Invercargill,
Christchurch, Lower Hutt, Whanganui-Rangitikei—
Ruapehu, Rotorua, East Cape, Manukau, Manurewa—
Papakura, Waitakere and Far North. These are
predominantly areas with higher than average rates of
risk factors for preventable chronic diseases and/or high
levels of socio-economic deprivation. The areas are a
mixture of urban and rural, and within each of these
communities a locally based Lead Provider (LP) is re-
sponsible for implementing the initiative. The tendering
process to select LPs prioritized organizations who were
best placed to lead change in their communities.
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Three types of organization were selected as LPs
(i) Maori and iwi organizations owned and/or run by a
majority of people of Maori (indigenous) ethnicity
which can be formally linked with local iwi (tribe); (ii)
Regional Sports Trusts, which are charitable Trusts pro-
moting physical activity through sports and recreation;
(iii) Local Councils, with powers and responsibilities for
local facilities, such as local roads and footpaths, com-
munity venues, building and planning, water, sewerage,
parks and reserves, rubbish collection and community
development Contracts with LPs began from September
2014, for an initial term of 4 years (to June 2018) with
contracts recently being renegotiated and extended to
2022.

The key investment areas of the intervention are in a
dedicated systems thinking and acting health promotion
workforce and activating local leadership to influence
transformational change through local Strategic
Leadership Groups (SLGs). SLGs are chaired by a senior
person from the LP, and comprise people with diverse
spheres of influence, usually senior people from health,
local government, Maori, business and education sectors
and a representative from commissioning agency the
Ministry of Health (MoH).

Investment is also guided by five building blocks for
a strong prevention system, adapted from the WHO’s
building blocks for a strong health system (Adam et al.,
2009). These are workforce, leadership, relationships
and networks, resources and knowledge and data.
Underpinning the initiative is also a set of principles—
implementation at scale, adaptation, collaboration for
collective action, experimentation, equity, leadership
and line-of-sight. These seven principles are intended to
promote shared purpose and were adapted from a simi-
lar initiative in Australia, Healthy Together Victoria
(Matheson et al., 2018c¢).

The MoH has approached this initiative differently
from other activities it funds, being more explicitly
context—and complexity—oriented. A small dedicated
team within the MoH has had a uniquely hands-on rela-
tionship with the SLGs and local teams, as well as a
more open and responsive contract reporting approach.
MoH team members also see themselves as having a role
in facilitating more joined-up national action to influ-
ence and enable local action.

MATERIALS

The overall design of the evaluation is a comparative
case study. Rich case studies of each Healthy Families
NZ community and of the National perspective have
been developed at two points in time, 2 years apart

(View 1 2016 and View 2 2018). The method involved a
systematic process of comparison, including the use of
Qualitative Comparative Analysis (QCA). The detail
and rationale for the overall design has been explained
in another paper (Matheson et al., 2018b).

The case-building process

For each of the 10 communities, diverse data sources
were brought together to create a rich detailed story of
the implementation of the initiative and key contextual
qualitative and quantitative features. Before being final-
ized, case studies were given to participants in each loca-
tion team to provide feedback and refine the accuracy
and interpretation of the data.

SUMMARY OF DATA SOURCES

Key informant interviews

Semi-structured key informant interviews were carried
out with members employed within each local team,
SLG members, selected collaborating organizations in
each location, and national stakeholders (View 1-120,
interviews; View 2-107, interviews). The MoH team
and other stakeholders were also interviewed to provide
a national perspective (View 1, seven interviews; View
2, eight interviews).

Healthy Families NZ team manager phone
interviews

Regular phone interviews (7 = 65) to reflect on progress
and challenges were conducted with Managers in each
community.

Survey of stakeholders

Three versions of an online survey were developed in
each of the 10 communities, for View 2 only, aiming to
elicit further perspectives on the initiative’s implementa-
tion. Surveys were sent out progressively to each com-
munity from October to early November 2017. While
there was variation overall there were 326 responses to
the partner organization survey (response rate of 38%),
57 responses to the workforce survey (response rate of
66%) and 35 responses to the Leadership Group survey
(response rate of 47%). These response rates were ade-
quate for the survey’s purpose.

Documents

Key documents were collected, including service con-
tracts and Performance Monitoring Reports submitted
by communities to the MoH every 6 months.
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Location-specific quantitative indicators of
chronic disease risk factors

Quantitative indicators of chronic disease risk factors
were developed using a range of survey and administra-
tive data sources, including the New Zealand Health
Survey and B4 School Check. It is both too soon to see at-
tributable change in the location level chronic disease risk
factor indicators, and requires an involved interpretation.
We will discuss this, and the method, in another paper.

ANALYSIS

The findings presented in this paper come from analysis
of the View 2 case studies and focus on (i) changes in
themes between View 1 and View 2, and; (ii) similarities
and differences in themes across communities.

All data types described above (except for the quanti-
tative indicators) were considered in identifying changes
within each case study. We used two complementary
methods (i) Crisp Set QCA; and (ii) thematic analysis
of qualitative and document data. QCA is a method
for systematic comparison across cases. It is gaining
popularity for work requiring explicit recognition of so-
cial complexity, including evaluations of public health
interventions (Blackman et al., 2011, 2013; Warren
et al., 2014). The QCA and findings will be discussed in
depth in another article. Here, we show the qualitative
indicators developed for the QCA and the related the-
matic analysis of the case studies.

Qualitative indicator development and
judgements process

Through a systematic and consultative process with the
local teams, MoH and our Maori Advisory Group, we de-
veloped qualitative indicators to feed into the QCA.
Indicators, developed for each of the Buildings Blocks and
for the Prevention System, helped us judge whether an
outcome (or condition) is present or absent in each case.
We designed the data collection to address these indica-
tors by including relevant questions in the interviews and
surveys. The research team made qualitative judgements
about the extent to which each community case met crite-
ria developed for each indicator. In line with crisp set
QCA, we allocated binary categories (1 or 0) to each of
the cases where ‘present’ = (1) or ‘absent’ = (0). These
represent differences in kind, as opposed to differences in
degree. Cases’ membership of a category (1 or 0) is re-
ferred to in QCA terminology as a ‘condition’.

Thematic analysis of the case studies
(interviews, documents and survey)

We conducted a thematic analysis on the case study data
to understand the ‘story’ presented relevant to the

implementation and outcomes of the initiative. Each
case study was analysed separately and themes were
identified. This involved identifying, coding and catego-
rizing the primary patterns in the data (Patton, 2002).
The qualitative analysis software Dedoose was used to
organize the thematic codes. Multiple researchers were
involved in this process to verify interpretations of the
data, then to identify the shared and divergent themes
across all the case studies.

FINDINGS

This section illustrates the judgements made for the
qualitative indicators developed to determine whether
the prevention system has been strengthened, and to
consider the quality of the implementation in each loca-
tion. We also reflect on themes developed from analysis
of View 2 case studies.

Strengthening the prevention system

Almost universally, participants believed that Healthy
Families NZ had strengthened the prevention system.
Numerous actions and changes in mindsets have oc-
curred, as captured in Table 1, giving weight to these
perspectives. There was also evidence of many local suc-
cesses. Common areas included workplace well-being,
wai/water-only movement, kai/food systems, proliferat-
ing community gardens, supporting enterprise within lo-
cal food systems, healthier city events, smoke-free
policies, tree planting and other sustainability and resil-
ience projects.

We developed criteria for two outcomes of systems
change for a strengthened prevention system (Matheson
et al., 2018b). First, Prevention Infrastructure, requiring
evidence of an increase in local organizations focusing
on prevention and healthier practices, including through
policy changes, changes in the built environment and ad-
ditional resources dedicated to prevention. Second,
Prevention Attitudes and Paradigm, requiring evidence
of an increased commitment to prevention or seeking
out opportunities to collaborate with other organiza-
tions for the purpose of prevention.

Table 1 shows, for Prevention Attitudes and
Paradigm, that 9 of the 10 communities demonstrated
both their own understanding of the prevention system,
and other organizations increasingly understanding pre-
vention. This included knowing how they could contrib-
ute to prevention and showing willingness to change
organizational practices to promote health. Common
examples included increased commitment of staff
resources to collaborative, health-focused projects.
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Table 1: Outcome judgements of a stronger prevention system® and Building Block Conditions® for each Healthy Families

NZ community

Healthy Families Prevention attitudes Prevention Workforce Leadership Relationships Resources Knowledge
NZ communities and paradigm infrastructure and networks and data
Community 1 1 0 0 0 0 1 1
Community 2 0 0 0 0 0 0 0
Community 3 1 0 1 0 1 0 0
Community 4 1 1 1 1 1 1 1
Community 5 1 1 1 1 0 1 1
Communities 6 and 7¢ 1 1 0 0 1 1 1
Community 8 1 0 0 1 0 1 0
Community 9 1 1 1 0 1 1 1
Community 10 1 1 1 1 1 1 1

*Each community was judged against the two indicators we identified of a stronger prevention system: prevention attitudes and paradigm, and prevention infrastruc-

ture—‘present’ = (1) or ‘absent’ = (0).

PEach community was categorized against each of the Building Blocks of a strong prevention system with ‘present’ = (1) or ‘absent’ = (0). The criteria by which

Building Block conditions were categorized as either present or absent, should not be read as meaning either ‘excellent’ or ‘poor’. Rather this categorization relates

to consistency or inconsistency in implementation.

“Communities 6 and 7 are shown together as the team was combined to cover the two community areas.

Six of the 10 communities demonstrated increased
capacity in Prevention Infrastructure. For example,
some teams secured additional investment in water
fountain infrastructure in public spaces from local
Councils and philanthropic sources. Teams also helped
facilitate the introduction of ‘water-only’ and other nu-
tritional policies, local smoke-free policies and, in one
community, additional cycle infrastructure.

Quality of implementation

Implementation of the initiative has been variable, but
largely consistent with the intent of the initiative design.
All communities took a significant lead-in time to recruit
workforce, establish SLGs and understand their oppor-
tunities for action. During the second year we saw in-
creased community action in most communities, with
momentum building further by the third year. Stability
in workforce and SLG was important for building mo-
mentum, but so too was successful early demonstration
activity.
Challenges in the recruitment, stability and cohesion of

of collaborative and  systems-focused
the workforce were more pronounced in the communi-
ties with higher socio-economic deprivation. This partly
relates to fewer qualified candidates being available due
to people leaving these areas for better employment op-
portunities, as well as being geographically dispersed
and remote. Implementation was also impacted where
the initiative experienced substantial disruption (such as
a change in LP) and where it took time to understand
how to implement work guided by the Principles.

Table 1 shows that two communities were catego-
rized as having had consistent quality implementation

across all Building Blocks, while one community was
categorized as having inconsistent quality implementa-
tion of all Building Blocks. All other communities had a
mix quality in implementation of the Building Blocks.
Similarities and differences in implementation between
locations will be further discussed in another paper fo-
cusing on QCA.

Case study themes

Judgements for the qualitative indicators described
above were shaped by the issues arising through the case
study themes. Table 2, and the following section, illus-
trates some of the factors that facilitated and or impeded
quality implementation.

A flexible systems thinking and acting workforce

I see systems change is looking for those tweaks or
changes somewhere, that ... has a ripple effect some-
where else. And that everything is ... all connected and
interrelated, and it’s really about that continuous tweak
here, adapt, tweak here, adapt .. ..

(Community 9, n 12)

Although recruitment and implementation has been
variable across communities, we identified three key
attributes of effective workforces. First, flexibility in
skills of the workforce to meet local needs and adapt to
change. Second was the ability to develop deep connec-
tions into diverse communities, while focusing on the
bigger picture of systems-level change rather than service
or programme delivery. Finally, the workforce needed to
be highly skilled to facilitate strategic alignment between
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Table 2: Facilitating factors and areas for improvement in implementation by Prevention System Building Blocks

Facilitating factors

Areas for improvement

Workforce

Leadership

Relationships
and networks

Resources

Knowledge
and data

Team experiencing a good fit with LP.

The guiding principles for action and value of equity.
Professional development in leadership, co-design
methods, planning tools and evaluative practice.
Willing collaborative partners and allies.

National team making connections between communi-
ties and external organizations.

National team responding effectively to local
challenges.

Workforce empowered to lead and to access leaders.
SLG providing direction on tailoring activities to local
needs.

Resources being aligned with other local activities and
avoiding duplication.

Amplifying work of teams through the spheres of
influence held by SLG members.

More successful SLG’s discussed they had strengthened
and increased the range of their own relationships.
SLG regular meetings being viewed as productive and
worth the time.

Both workforce and SLG members leveraging pre-
existing relationships.

The work of Healthy Families NZ in locations acted to
support and strengthen local relationships.

Trust and understanding of the teams’ work is growing
amongst other local organizations.

Collaborations worked best when formed for a specific
activity.

Overall positive and constructive relationship between
National and local teams.

Teams’ having flexibility in how resources are spent in
relation to workforce and priorities for local action.
Other organizations having capacity to realign
resources as needs become clear.

Often only small additional financial resource required,
with additional people to engage and coordinate new
connections a key enabling resource.

Teams engaging in gathering local insights through
methods such as co-design and other participatory
approaches.

Teams’ utilizing methods such as surveys, interviews
or observational data designed to support evaluation
of particular initiatives.

Development of capacity within teams for
developmental evaluation to improve and adapt

their work.

More professional development on systems
thinking and systems change.

Difficulties with recruitment and staff turnover
in some areas.

Greater clarity in the job descriptions of the
workforce.

Constraints to accessing and engaging decision-
makers.

Unclear and inconsistent understanding amongst
SLG members of their role in supporting systems
change approach of the initiative.

Lack of diversity in membership of the SLG and
inconsistent engagement of SLG members.

Lack of clarity of why SLG were meeting or
perception that meetings were not productive.
Need to establish a national-level SLG to enhance
cross-sector collaboration.

Increase national-level collaborations for
collective action.

More national actions to support local actions.

o Small community-based organizations relying on

volunteers or small number of paid staff found
collaborations outside core business challenging.
Organizations running services funded by con-
tracts that focus on narrow performance targets
disincentivize collaborative initiatives.

Siloed and competitive government funding pro-
cesses inhibit action on shared goals.
Collaborating with small/stretched organizations
a limiting factor.

Establishing developmental evaluation practices
within the National team could enhance the
ability to reflect and respond to information and
feedback they receive from local teams.
Strengthen local communications about stories of
change and effective evidence-based practices.
Prioritizing and getting the right skills within the
team, leadership and embedding developmental
evaluation.

The need for locally relevant quant and qual data
was considered very important in being able to
communicate stories of change.

Need to improve the design of national-level data
sets, and analysis of these, which provide limited
support for community-level insights.
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organizational and community leaders, gather local
insights through a variety of methods, run co-design
and co-production processes, tell the story of their
work through strategic communications and evaluate
initiatives for improvement through adaptation. During
the 3 years, several local teams adapted their staffing
mix towards more senior staff who could facilitate net-
works and engage diverse communities. In multiple
communities, additional staffing resource was allocated
to evidence-based local communications and evaluation.

Active and adaptive leadership

. we’ve been talking about, how do we go from
business-as-usual conversations, to much more driving
the long-term systems.

(Community 8, n 4)

Quality leadership was widely viewed as an essential
ingredient to creating systems change. ‘Quality’ was
seen as leaders being adaptive, as well as utilizing their
own ‘spheres of influence’ to progress the goals of
Healthy Families NZ. SLGs were more effective when
members were in roles that allowed them to make deci-
sions quickly to get their own organization actively
involved.

The MoH National team was often recognized as re-
sponsive, supportive and helpful to local teams and
SLGs. Tensions sometimes arose when they were seen to
act as contractor and funder, rather than a partner. A
strength of the National team sitting in SLGs was that
they were able to immediately respond to issues arising
and support the location teams.

Relationships and networks (and resourcing) for
collective action

Collaboration is a really big one for us ... we don’t
want to go out and just do something by ourselves—
because it is not sustainable.

(Community 5, n 4)

Almost all activities carried out by local teams were in
collaboration with other organizations, often involving
government-funded health and social service agencies,
and also community non-governmental agencies, local
government, Maori and Pasifika organizations. Teams
found that the most useful organizational relationships
and partnerships were purposeful and developed around
specific activities. Consequently, they reported moving
away from initial attempts to create large Prevention
Partnerships, to instead focus on ‘working with the

willing” around more focused collaborations, on specific
issues such as workplace well-being.

Teams also found themselves moving away from the
original plan to work only with particular settings (such
as schools or workplaces), and rather focused on con-
nections between settings and sharing information, skills
and practices. This was in part a response to the focus
on innovation, with teams not wanting to replicate
work, and to encountering the related impacts of other
determinants of health, such as poverty. Participants fre-
quently discussed challenges presented by the intercon-
nected nature of social and environmental issues.

Collaborative working within the wider communities
was seen to be generally increasing, but substantial con-
straints to effective collaborations remained. The mod-
est resource available to community organizations
clearly constrains what can be achieved, but less obvi-
ously the way these resources are delivered into commu-
nities appears to be a constraint. It appeared that siloed
and competitive service funding approaches disincentiv-
ized organizations to cooperate on shared goals.

Achieving local action on alcohol challenged the
teams. Community input and voice were disadvantaged
in local alcohol licencing processes, while the interests of
the alcohol industry were strongly favoured. A key en-
abler, however, has been local government connections,
giving teams close access to policy that determines many
aspects of the local environment. Mental health and
well-being were consistently identified as unmet needs in
the community, and being closely connected to health
issues of focus.

Locally relevant data, knowledge and stories of change

We’ve embedded ourselves in communities to under-
stand what is going on—and that knowledge is so useful.
We look at an insight, and we’ve got local knowledge,
data, the voice of the participant ... we use those three
things strongly to build insight.

(Community 4, n 2)

The majority of local teams took time to prioritize and
embed evaluation practices within their work planning.
One challenge has been getting the right skills within the
team, including leadership. Some teams found them-
selves with too many activities and opportunities for
action, meaning systematic planning, reflection and
evaluation was pushed to the side. This was explicitly
recognized with most teams undertaking a process, dur-
ing 2017, of revising how they worked and prioritized
(also a sign of a systems thinking and acting workforce).
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Teams considered data at the local level very impor-
tant to their ability to communicate stories of change. A
commonly voiced frustration was the design of national-
level data sets, and analysis of these, which provided
limited support for community-level insights.

Maori ownership and prioritizing equity

It’s approaching ... those kinds of issues from an indige-
nous perspective that’s going to be palatable to commu-
nities who are going to own change.

(Community 2, n 2)

The design of Healthy Families NZ has resonated with
traditional Maori world views and has enabled ‘space’
to be created for Maori perspectives on health. For ex-
ample, there has been a movement towards ‘Maori
Systems  Return’,  incorporating  strengths-based
approaches and Maori concepts and practices that have
sustained well-being for Maori in the past. There has
also been work within the teams utilizing Maori per-
spectives on the interrelationships between health and
the environment.

The underlying Principles of the initiative are proving
to be an effective mechanism for guiding both the work-
force and SLGs on the activities, and methods, they
should be prioritizing. Some improvements were sug-
gested including broadening the set of Principles to in-
clude ‘sustainability’ and to be more specifically Maori-
focused.

The principle of achieving equity, as a guiding value,
has bonded many of those involved in the initiative and
has also been prominent when prioritizing activities.
Prioritizing equity has enabled the workforce to adapt
initiatives to suit diverse communities, using deep local
connections and methods such as co-design to promote
and legitimize community perspectives on local health

and well-being needs.

DISCUSSION

We are realising collaboration is hard. It takes a lot of
time. .. to get everyone on the same waka [boat] and
heading in the same direction . ... Fruit Trees for Marae
for example is an amazing piece of work where people
are almost leaving their contracts behind and thinking,
actually this is for our people.

(Community 5,n 1)

This article presents a summary of the numerous insights
gained through evaluating a large-scale community pro-
gramme of systems change for prevention in health. The

strengths and limitations of the evaluation design have
been described in detail elsewhere (Matheson et al.,
2018b). However, one limitation worthy of mention
here is the uncertainty about whether the initiative and
its evaluation would have continued funding beyond the
initial 4 years. This uncertainty impacted the initiative
itself, meaning staff were lost, and different goals were
set than might otherwise have been chosen with a
longer-term view. For the evaluation, as intended, the
design has enabled findings that are sensitive to context
and identified what has worked and how. Our approach
to the quantitative indicators might have differed, how-
ever, had we known the initiative was on-going. That
said, key lessons in their development and communica-
tion have now been learned and can be utilized for the
next time period.

Normalizing a local systems change approach to
prevention

Healthy Families NZ continues to be implemented with
integrity to its intention to create community systems-
change with increasingly effective action, and adaptive
learning occurring. Within the communities there is an
evolution towards normalizing systems change as an ap-
proach to improving prevention and acting on health
issues. The underpinning values of the initiative have
helped set the scene for this evolution. Evidence for this
change can be found closest to where the teams are
located, in their influence on LPs and the MoH. This
influence has seen the LPs becoming more health
promoting and for some, like the Regional Sports
Trusts, to be more focused on equity. One impediment
to this shift has been some scepticism from others in
the health sector about an approach that is not seen as
the public health norm. Contemporary thinking about
our big human system challenges—including those re-
lated to public health and health systems—increasingly
argues that transforming systems requires changing
social norms, and disrupting existing paradigms and
power relationships (Swanson et al., 2012; Davies
et al., 2014; Carey and Crammond, 2015; O’brien,
2018).

‘Distributed’ leadership is also argued as necessary
for system transformation (Swanson et al., 2012). There
is evidence of progress towards more joined-up com-
munity leadership for prevention. This is apparent
through the SLGs, and the way local teams have been
empowered to be, and have access to, leaders them-
selves. Challenges remain, however, for effectively acti-
vating local leadership due to practical reasons
including difficulty connecting with the right people,
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and the reality that people are frequently heavily com-
mitted already. Similarly, although collaborative
working within communities was found to generally be
increasing, effectiveness was still a challenge. Siloed
government investment strategies, in particular, seem
to create a community environment not conducive to
collective action.

Flexibility and adaptation for diverse contexts
The initiative was designed to be adaptive, but retaining
this feature has required concerted effort at both the lo-
cal and national levels. This ability to adapt activities to
suit diverse communities has promoted and legitimized
communities’ perspectives on health. Moreover, there is
increasing use of participatory methods such as co-
design and an explicit focus on making deep local con-
nections to amplify community needs and voice, which
are needed to improve equity (Matheson et al., 2018a).
This has been particularly useful for Maori communities
involved, where action has been driven by traditional in-
digenous knowledge frameworks which strongly reso-
nate with systems-oriented approaches (Oetzel et al.,
2017; Heke et al., 2019).

The relationship between the National team and the
local teams has enabled adaptation, through the flexibil-
ity of resources and narrative-style contract reporting
rather than required reporting on specific targets. The
relationship between the National team, and the local
teams and SLGs, has allowed more immediate and re-
sponsive sharing of information.

Flexibility in the approach has also meant sanction-
ing of actions that address wider aspects of the environ-
ment and social connections, which have indirect but
important influences on chronic disease risk factors.
These issues include poverty, quality of built environ-
ments, drug use and addiction, family violence, access to
affordable and healthy housing and mental health.
Teams felt that these additional issues needed to be
acted upon for action on the target chronic disease risk
factors to be ultimately successful.

Where to from here?

It is tough work trying to consciously change systems
to produce different social outcomes. It requires
disruptive behaviour and directly addressing power
relationships. The teams have not had an easy road get-
ting to grips with how to achieve systems change.
Moreover, the type of action required is high energy
and needs emotional resilience and practical persever-
ance. Across communities some team members dis-
cussed feeling burnt out by the nature of the work they

were involved in, as well as the uncertainty around its
future. Some suggested these were reasons why they
had decided to move on from Healthy Families NZ.
Valuing the (largely women-dominated) workforce in
terms of professional development and commensurate
income has been important. The recognition of the
high-level skills needed to create systems change within
communities has been an eye-opener for many in-
volved, including us as evaluators.

Furthermore, the relative stability of communities, in
terms of both individuals and organizations, when com-
pared to government organizations setting policy, points
to a need for more effective ways of holding institutional
knowledge and retaining memory of communities,
within policy processes. This finding resonates with par-
ticipatory policy approaches (Fischer, 2009; Innes and
Booher, 2010).

There are positive signs from the MoH that recom-
mendations resulting from the evaluation are being seri-
ously considered, potentially strengthening and
amplifying the efforts of the local teams. But there are
still many hurdles to the initiative being successful in the
longer-term. We know from the experience of improving
CVD outcomes in North Karelia the importance of hav-
ing the full suite of local and national, as well as popula-
tion and targeted actions (Vartiainen, 2018). The
reflections from numerous other large-scale health inter-
ventions tell us the importance of both context and rela-
tionships (Judge and Bauld, 2006; Matheson et al.,
2009; Orton et al., 2017).

Healthy Families NZ is indeed an ‘event within a sys-
tem’ (Hawe et al., 2009). The initiative design has ex-
plicitly taken into account the context of complexity
within which it is being implemented. In doing so, it has
evolved to focus on action that can accelerate sharing in-
formation within communities, and between policy and
decision-makers, in an adaptive, responsive and deliber-
ate way. Healthy Families NZ and its evaluation have
been refunded to 2022. This provides an important op-
portunity to gather further insight into effective ways of
strengthening the community agency and trust needed to
promote, and deliver evidence-based action on preven-
tion. The challenge now is whether momentum can be
sustained, and the scope expanded in the longer-term.
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