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ABSTRACT 

Health systems worldwide are trying to shift towards a learning system to deliver people-centred, 

holistic and equitable health care. Large-system transformation (LST) initiatives that capitalise on 

key features of complex adaptive systems may be more likely to achieve the desired shift. 

By LST initiatives, I mean “interventions aimed at co-ordinated, system wide change affecting 

multiple organisations and care providers, with the goal of significant improvements in the 

efficiency of health care delivery, the quality of patient care, and population-level patient 

outcomes” (p 422) [1]. 

This research had three aims: (1) to identify the key elements that support successful 

implementation of LST initiatives; (2) to construct a maturity matrix that describes different 

stages of maturity for each of these elements; and (3) to investigate and report on contextual 

factors that influence successful implementation of LST initiatives. Collectively, the three aims 

revealed the programme architecture that underpins efforts to successfully implement LST 

initiatives in the New Zealand health system. 

The realist logic of enquiry, nested within the macro framing of complex adaptive systems, 

formed the overall methodology for this research. This research used insights from a New 

Zealand LST initiative (the System Level Measures programme), evidence from literature, and 

evidence from knowledge of those working in the health system, to analyse and describe this 

programme architecture.  

The research resulted in three key sets of findings. 

First, the research found that a set of 10 key elements needs to be present in the New Zealand 

health system and work in harmony to increase the chances of successful implementation of LST 

initiatives. These are: (i) an alliancing way of working; (ii) a commitment to Te Tiriti o Waitangi; 

(iii) an understanding of equity; (iv) clinical leadership and involvement; (v) involved people, 

whanau and community; (vi) intelligent commissioning; (vii) continuous improvement; (viii) an 

integrated health information; (ix) analytic capability; and (x) dedicated resources and time. 

Second, a self-assessment maturity matrix for the key elements was developed with New Zealand 

health system leaders to provide a practical tool for them and informal trust-based networks 

(such as Alliances) to improve their understanding of the different stages of maturity for the key 

elements, to assess their readiness for change, and to develop capacity and capability needed for 

system transformation.  



Kanchan M Sharma  iii 

Third, a realist logic of enquiry was used to investigate how the key elements work in different 

contexts to influence the successful implementation of LST initiatives. At a local level, (i) the 

history of working together and quality of relationships, (ii) distributed leadership from 

commissioners of health services, and (iii) the maturity of informal trust-based networks, such as 

Alliances, emerged as key contextual factors that influenced successful implementation of these 

initiatives. The key mechanism of trust was triggered with a positive history of working together, 

which built strong relationships and facilitated a distributed leadership style among health 

system agents through informal networks. The high-trust environment built and nurtured over 

time strengthened relationships among health system agents, which then provided the 

foundation for health system transformation. 

At a national level, the distributed health system leadership, the application of ‘new power’ 

approach to design and implementation of LST initiatives, and the system accountability 

environment emerged as key contextual factors. The existing accountability framework, which 

solely focussed on financial performance of District Health Boards and outputs, suffocated the 

notion of a learning system as health system leaders placed more effort on achieving targets and 

outputs rather than on continuous improvement. A culture of continuous improvement 

supported the notion of a learning system; it encouraged iterative learning using methods such 

as plan-do-study-act cycles and fostered innovation. Use of ‘new power’ values such as 

collaborative policy design and implementation harnessed the intrinsic motivation of health 

system agents and built trust between policy makers and health service providers, which lead to 

sustained collective engagement with transformation efforts. A collective engagement to achieve 

a shared vision built strong and resilient health system leadership. 

The research concluded that transformation of health systems depended on senior system 

leaders’ understanding of the programme architecture that underpins efforts to successfully 

implement LST initiatives.  

 



Kanchan M Sharma  iv 

This thesis is dedicated to my two beautiful daughters: 

Aina and Anushka. 

 

May this journey of mine to reach the highest accolade of 

academic achievement inspire you to achieve your own 

academic potential. Thank you, my darlings, for your support. 



Kanchan M Sharma  v 

ACKNOWLEDGEMENTS 

This research has been an extraordinary journey that could not have been successfully completed 

without the support and guidance of many people. 

First and foremost, I would like to thank all the research participants for taking the time out of 

their busy schedules to share their experience and knowledge. I was overwhelmed with the 

support from participants, both in New Zealand and overseas. I would like to especially 

acknowledge the workshop participants and their employers, who gave this research two days 

of their valuable time. I have tried my best to represent contributions of all participants earnestly 

and accurately. 

I would like to thank Dr Peter Jones, who has led the System Level Measures programme with 

me since 2015. I am grateful that Peter granted me consent so I could duly acknowledge him and 

his contribution. Peter assisted me with data collection by facilitating workshops and Alliance 

leadership team meetings, provided editorial advice on my thesis, and offered continuous 

support and encouragement from the beginning to the end of this journey. I am also grateful to 

Dr Jones for providing financial assistance by paying for transcription costs from his research fund 

at the University of Auckland. Thank you, Dr Jones for your support, for sharing your knowledge 

and for giving so much of your time to this research. 

I am very grateful to my supervisors: Professor Jackie Cumming and Dr Lesley Middleton. They 

supported, encouraged and guided me throughout this journey. I really appreciated your 

constructive feedback along the way to produce a thesis that I am extremely proud of. It has been 

a privilege for me to work with Prof Cumming, who is highly regarded in the New Zealand health 

research community. I am very thankful to Dr Middleton, who helped me trouble-shoot my 

concerns and for always having an article or a book chapter to clear my ‘writer’s block’.   

I would like to thank Kristie Saumure, senior librarian at the Ministry of Health. Kristie helped me 

with my information searches and was always on the lookout for literature that she thought 

would help me with my research. Thank you, Kristie, also for finding answers to my endless 

endnote referencing questions. 

I would like to acknowledge the efforts of Andy Inder, who was my manager at the Ministry of 

Health during the early stages of this journey. I enjoyed our conversations about the challenges 

and opportunities in the health system, which formed the ideas that led to the early conceptual 



Kanchan M Sharma  vi 

design of the research. Andy also helped me identify research participants for the workshops and 

the interviews. Thank you, Andy, for your support and encouragement. 

My thanks to Jude Ryks, for transcribing my audio recordings promptly and with such high quality. 

I am grateful to the Victoria University of Wellington for the research grant to assist with my data 

collection. I would like to thank my father-in-law, Reggie Ponniah, for proofreading and Janice 

Tomlin for formatting the final version of my thesis. 

Last, but not least, I would like to thank my husband, Raaj, for his unwavering support from the 

time I decided to embark on this challenging journey. Thank you for sharing the highs and the 

lows of this journey and always reassuring my confidence. I am constantly amazed by the 

confidence you have in my abilities. I could not have achieved this milestone in my life without 

you and I am so grateful that you are standing beside me to celebrate this achievement. 



Kanchan M Sharma  vii 

CONTENTS  

ABSTRACT ........................................................................................................................................ ii 

ACKNOWLEDGEMENTS ................................................................................................................... v 

CONTENTS ..................................................................................................................................... vii 

LIST OF FIGURES ........................................................................................................................... viii 

LIST OF BOXES ................................................................................................................................ ix 

LIST OF TABLES ................................................................................................................................ x 

LIST OF APPENDICES ....................................................................................................................... xi 

ENGLISH GLOSSARY ....................................................................................................................... xii 

TE REO MĀORI GLOSSARY ............................................................................................................ xvii 

THESIS STRUCTURE ...................................................................................................................... xviii 

1.0 INTRODUCTION ........................................................................................................... 1 

PART A: BACKGROUND AND LITERATURE REVIEW ......................................................................... 9 

2.0 THE NEW ZEALAND HEALTH SYSTEM ........................................................................ 12 

3.0 THE NEW ZEALAND SYSTEM LEVEL MEASURES PROGRAMME ................................. 37 

4.0 ACADEMIC CONTEXT FOR THE PROPOSED RESEARCH ............................................. 49 

5.0 RESEARCH ISSUES, AIMS AND QUESTIONS ............................................................... 66 

PART B: METHODOLOGY ............................................................................................................... 71 

6.0 THEORETICAL UNDERPINNINGS ................................................................................ 73 

7.0 RESEARCH DESIGN ..................................................................................................... 80 

8.0 ETHICAL CONSIDERATIONS ..................................................................................... 114 

PART C: FINDINGS........................................................................................................................ 122 

9.0 KEY ELEMENTS TO SUPPORT SUCCESSFUL IMPLEMENTATION OF LST INITIATIVES

 125 

10.0 THE SELF-ASSESSMENT MATURITY MATRIX ........................................................... 161 

11.0 CONTEXTS AND MECHANISMS THAT INFLUENCE SUCCESSFUL IMPLEMENTATION OF 

LST INITIATIVES ................................................................................................................... 196 

PART D: DISCUSSION AND CONCLUSIONS .................................................................................. 238 

12.0 KEY RESEARCH FINDINGS ........................................................................................ 240 

13.0 RECOMMENDATIONS .............................................................................................. 269 

14.0 STRENGTHS AND LIMITATIONS OF THE RESEARCH ................................................ 274 

15.0 CONCLUDING CHAPTER ........................................................................................... 280 

PART E: APPENDICES AND REFERENCES ..................................................................................... 287 

16.0 APPENDICES............................................................................................................. 288 

REFERENCES ................................................................................................................................ 314 



Kanchan M Sharma  viii 

LIST OF FIGURES  

Figure 1.1: Successful implementation of LST initiatives ................................................................ 4 

Figure 2.1: The continuous alliancing way of working .................................................................. 23 

Figure 3.1: Improvement plan development process ................................................................... 41 

Figure 3.2: SLM programme intervention logic ............................................................................ 42 

Figure 4.1: Simple representation of complex adaptive systems, adapted from The Health 

Foundation [128] ........................................................................................................................... 52 

Figure 4.2: Illustration of ‘Old and New Power’, adapted from Heimans and Timms [128] and 

Bevan and Fairman [126] .............................................................................................................. 60 

Figure 5.1: The nested approach to the research ......................................................................... 68 

Figure 7.1: Realist research design, adapted from Marchal [182] ................................................ 81 

Figure 7.2: Workshop participants ................................................................................................ 95 

Figure 9.1: Process to finalise key elements ............................................................................... 125 

Figure 9.2: Survey respondents ................................................................................................... 157 

Figure 9.3: Role of respondents .................................................................................................. 157 

Figure 9.4: Survey participants' ratings on key elements ........................................................... 158 

Figure 9.5: Ratings with combined scales ................................................................................... 159 

Figure 10.1: Iterative process for refining the maturity matrix .................................................. 161 

Figure 11.1: CMO theory - History of working together ............................................................. 200 

Figure 11.2: CMO theory - Distributed leadership from DHB leaders ........................................ 204 

Figure 11.3: CMO theory - Maturity of Alliances ........................................................................ 206 

Figure 11.4: CMO theory - Capacity and capability..................................................................... 211 

Figure 11.5: CMO theory - Continuous improvement culture .................................................... 213 

Figure 11.6: CMO theory - 'New power’ approach to design and implementation of LST initiatives

 ..................................................................................................................................................... 215 

Figure 11.7: CMO theories - Political environment..................................................................... 218 

Figure 11.8: CMO theory - Media bias ........................................................................................ 219 

Figure 11.9: CMO theory - The MoH leadership ......................................................................... 221 

Figure 11.10: CMO theory –Funding environment ..................................................................... 223 

Figure 11.11: CMO theory – System accountability environment .............................................. 226 

Figure 11.12: CMO theory - Training of health care professionals ............................................. 227 

Figure 11.13:  CMO interplay showing the ripple effect of the trust mechanism over time, adapted 

from Jagosh, et al. [179] .............................................................................................................. 229 



Kanchan M Sharma  ix 

Figure 13.1: New proposed national accountability framework ................................................ 273 

Figure 15.1: Updated SLM programme intervention logic with summary of realist mechanisms 

triggered by local and national contexts, adapted from Middleton, et al. [225] ....................... 282 

 

 

LIST OF BOXES 

Box 2.1: Alliancing principles [42] ................................................................................................. 22 

Box 2.2: Proposed shared system values [23]............................................................................... 34 

Box 4.1: Key features of complex adaptive systems ..................................................................... 53 

Box 4.2: SCIROCCO maturity model dimensions ........................................................................... 65 

Box 7.1: Three concluding questions for the ALT ....................................................................... 110 

 



Kanchan M Sharma  x 

LIST OF TABLES 

Table 2.1: Doctrines of ‘new public management’ reproduced from Hood [79] ......................... 25 

Table 7.1: Interviewees profile and codification ........................................................................... 88 

Table 7.2: Topic guide for realist interviews with research participants ...................................... 91 

Table 7.3: Individual rating of key elements ................................................................................. 98 

Table 7.4: Finalising key element definitions and outcome descriptors .................................... 102 

Table 7.5: Maturity matrix outline adapted from Kirk, et al. [155] ............................................ 103 

Table 8.1: Map of research questions, theory and methods of data collection and analysis .... 121 

Table 9.1: Initial list of key elements gleaned from my insights ................................................. 129 

Table 9.2: Primary and secondary drivers for successful implementation of LST initiatives [30]

 ..................................................................................................................................................... 132 

Table 9.3: Key attributes of high performing health care systems [122] ................................... 132 

Table 9.4: Organisational context and capabilities for integrating care [3] ............................... 133 

Table 9.5: Revised list of key elements and descriptions used for interviews and workshops .. 135 

Table 9.6: Interview participants' ratings on revised list of key elements (health) .................... 137 

Table 9.7: Interview participants' ratings on revised list of key elements (non-health) ............ 137 

Table 9.8: Additional elements identified by interview participants .......................................... 148 

Table 9.9: Key elements before and after the interviews ........................................................... 149 

Table 9.10: Workshop participant ratings on the revised list of key elements .......................... 150 

Table 9.11: Additional elements identified by workshop participants ....................................... 153 

Table 9.12: Workshop participants’ consensus on the key elements ........................................ 154 

Table 9.13: Consolidation of key elements and descriptions following interviews and workshops

 ..................................................................................................................................................... 156 

Table 9.14: Survey participants ratings on key elements ........................................................... 158 

Table 9.15: Consolidation of key elements ................................................................................. 160 

Table 10.1: First version of the maturity matrix ......................................................................... 173 

Table 10.2: Outline of the maturity matrix following first testing .............................................. 174 

Table 10.3: Maturity Matrix for New Zealand Alliances – a self-assessment tool to support large-

scale change in health system (final version) ............................................................................. 195 

Table 11.1: Consolidated CMO theories for successful implementation of LST initiatives in the 

New Zealand health system ........................................................................................................ 235 

Table 12.1: Key elements from this research mapped to similar elements from literature ...... 242 

Table 12.2: Key elements mapped to Human Learning Systems Dimensions ............................ 261 



Kanchan M Sharma  xi 

LIST OF APPENDICES 

Appendix 1: Structure of the New Zealand health system [66] .................................................. 288 

Appendix 2: Literature review summary of LST initiatives ......................................................... 289 

Appendix 3: Research information sheet for participants .......................................................... 293 

Appendix 4: Interview participant consent form ........................................................................ 300 

Appendix 5: Chief Executive participant information sheet and consent form ......................... 301 

Appendix 6: Workshop participant consent form ....................................................................... 307 

Appendix 7: Workshop one schedule ......................................................................................... 308 

Appendix 8: Workshop two schedule ......................................................................................... 309 

Appendix 9: Survey participant email invitation ......................................................................... 310 

Appendix 10: Alliance participant consent form......................................................................... 311 

Appendix 11: Facilitator confidentiality form ............................................................................. 312 

Appendix 12: Transcriber confidentiality form ........................................................................... 313 



Kanchan M Sharma  xii 

ENGLISH GLOSSARY  

Term Definition 

Alliance or 

district Alliance 

or alliancing 

An Alliance is an informal trust-based network that aims to bring all agents 

in the local health system together with the aim of transforming services, 

so that services work best for the patient and best for the system. 

Alliancing is a collaborative way of working, reliant on trusted 

relationships and supported by enablers critical to continuous 

improvement. Successful Alliances serve the interests of the community 

while preserving the autonomy of multiple organisations and services 

present in a complex system. 

New Zealand District Health Boards are required to form an Alliance with 

the Primary Health Organisations providing health services to the 

population of their district [2]. 

Alliance 

Leadership Team 

(ALT) 

These leadership teams have varied membership depending on the make-

up of the Alliances. Some Alliances have a broad membership that include 

senior District Health Board and Primary Health Organisation managers 

and clinicians, consumer advocates, and representatives from community 

health services such as pharmacy, Māori and Pacific providers and district 

nursing. Other Alliances only have senior District Health Board and 

Primary Health Organisation managers and clinicians. 

Capability A person or organisation’s ability and capacity to perform a set of tasks. 

This includes skills and knowledge of individuals and the ability of an 

organisation to harness the collective knowledge of individuals as well as 

having the necessary organisational structures, processes, culture and 

tools to perform tasks successfully [3]. 

Capacity The opportunities and resources available to a person or an organisation 

to change. Individual capacity refers to attitudes, beliefs and intentions to 

change. Organisational capacity refers to resources and culture needed to 

implement and sustain change [3].  

Context(s) or 

contextual 

factors 

These are organisational, social, cultural and political conditions that exist 

in the health system and in the process of implementing LST initiatives, 
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Term Definition 

trigger mechanisms that affect the reasoning of the health system leaders 

and health care professionals involved.  

Context-

Mechanism-

Outcome (CMO) 

A Context-Mechanism-Outcome configuration is a key tenet of a realist 

research that shows underlying, unseen mechanisms triggered in 

contexts, which then determine the outcomes of a programme or an 

intervention [4]. In this research, the outcome (O) is produced when an 

initiative designed to achieve system transformation is influenced by 

underlying, unseen mechanisms (M) that are triggered by contexts (C) in 

which the initiative is implemented. 

Complex 

Adaptive System 

Complex adaptive systems are complex open systems with blurred 

boundaries, whose agents learn, interact and adapt their behaviours to a 

changing environment. The constant interactions make the system 

emergent, unpredictable and generative [5-9]. 

A complex adaptive system is: 

• Emergent as a result of constant rich non-linear interactions 

between system agents, which create emerging patterns or an 

internal set of rules that drive actions and behaviour of agents.  

• Unpredictable because the interactions are sensitive to contexts, 

and drive actions and behaviour of the agents, which influences the 

overall behaviour of the system. Future cannot be predicted but 

history influences present interactions that is fed back into the 

system which then influences future interactions, creating 

continuous feedback loops. 

• Generative through self-organisation caused by aggregated 

behaviour from a group of agents collectively responding to their 

environmental conditions, leading to system-level adaptation. 

District Health 

Board (DHB) 

District Health Boards are responsible for planning, funding and providing 

health care services in their district. There are 20 District Health Boards in 

New Zealand [10]. 

GP General Practitioner 
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Term Definition 

Health system “The health system focuses on the health and well-being of the person” 

(p 1) [5].  

In this thesis, health system refers to the health and disability system that 

is responsible for planning, funding, delivering and managing health 

services to its population. 

Large-system 

transformation 

(LST) initiatives 

 

These are “interventions aimed at co-ordinated, system wide change 

affecting multiple organisations and care providers, with the goal of 

significant improvements in the efficiency of health care delivery, the 

quality of patient care, and population-level patient outcomes” (p 422)[1]. 

Large-system transformation initiatives are designed to achieve system 

transformation, or large-scale change. Here, these are labelled large-

system transformation initiatives, or LST initiatives. 

Learning system In a learning system, agents are attuned to a system’s features, apply 

systems thinking and use feedback loops to nudge the behaviour of the 

system out of equilibrium and thereby build momentum for change [11]. 

Mechanisms  Mechanisms are the underlying, unseen reasoning of health system 

leaders and heath care professionals prompted by the opportunities and 

resources available to them that determine their willingness and ability to 

support, lead and or be involved in the implementation of LST initiatives. 

These mechanisms influence the actions and behaviours of these leaders 

and health care professionals in the health system, which then influence 

the implementation of LST initiatives. 

Ministry of 

Health (MoH) 

The New Zealand central agency responsible for leadership of the health 

system. The MoH shapes national policy environment that includes 

briefing the incoming Minister of Health, ongoing policy advice to the 

Minister of Health, implementing priorities and policies of the 

government, and demonstrating the value and confidence of system to 

the government and the public through appropriate accountability 

instruments [12]. 

‘New Power’ ‘New power’ comes from relationships and connections and uses people’s 

intrinsic motivation to influence and call for action to achieve a shared 
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Term Definition 

purpose or vision. While the ‘old power’ focuses on accountability, 

targets, sanctions, and command and control, the ‘new power’ leans 

towards shared common purpose, collective action, collaboration, 

partnership, high-trust relationships, and harnessing energy [13]. 

NPM New Public Management 

Operational 

Policy 

Framework (OPF) 

The Operational Policy Framework (OPF) contains business rules, policies 

and guidelines that outline the operating functions of DHBs. It is endorsed 

by the Minister of Health and DHBs are responsible for complying with the 

OPF [2]. 

Outcomes  The outcomes in this research are intermediate outcomes, i.e. the changes 

brought about, both intended and unintended, that have a significant 

influence on the successful implementation of LST initiatives. These 

intermediate outcomes are useful to bridge the gap between the theory 

of LST initiatives and the reality of implementing these initiatives in a 

complex adaptive system.  

Plan-Do-Study-

Act (PDSA) 

The Plan-Do-Study-Act cycle is a tool used to monitor change in a 

continuous improvement cycle by developing a plan for the change (Plan), 

carrying out the change (Do), observing and learning from the change 

(Study), and making improvements to the change (Act). 

Primary Health 

Organisation 

(PHO) 

Primary Health Organisations are funded by the District Health Boards to 

provide essential primary care services through general practices to those 

who are enrolled with. There are 30 Primary Health Organisations in New 

Zealand [10]. 

Programme 

architecture 

In this research, programme architecture is a term used to describe the 

organisational context and capabilities that underpin efforts to 

successfully implement large-system transformation initiatives. The term 

evolved during the writing of the thesis to collectively describe the many 

facets that need to come together to drive change within a programme of 

work that has the ambitious aim of large-system transformation.  

Proportionate 

universalism 

Is an approach that balances targeted and universal health services 

through actions proportionate to needs and levels of disadvantage in a 



Kanchan M Sharma  xvi 

Term Definition 

population to address health inequities (different treatments for people 

with different needs) [14]. Also known as vertical equity. 

System Level 

Measures (SLM) 

Programme 

The System Level Measures (SLM) programme is an initiative designed to 

achieve large-system transformation in the New Zealand health system. 

The programme was introduced to enhance a collaborative way of 

working beyond organisational and professional boundaries, address 

health inequities and encourage continuous learning and quality 

improvement. The key purpose of the programme is to achieve the Triple 

Aim [15]. 

Triple Aim Improved quality, safety and experience of care; improved health and 

equity for all populations; and best value for public health system 

resources [16]. 

WHO World Health Organization 
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TE REO MĀORI GLOSSARY 

Māori English  

Aroha  Love  

Hapū  Sub-tribe  

Hauora Māori Māori health, holistic health and wellbeing 

He Korowai Oranga Māori Health Strategy 

Iwi  Tribe  

Karakia  Prayer 

Kaupapa Māori By Māori, for Māori, with Māori 

Kaupapa Māori services Led, owned and governed by Iwi, pan-tribal, or Māori organisations 

that are specifically designed with Māori in mind 

Mana Prestige, authority, influence, status, spiritual power, charisma 

Manaakitanga  Reciprocity and support 

Pākehā New Zealanders primarily of European descent  

Rangatira Chief  

Rangatiratanga  Authority, ownership, leadership, chiefly authority 

Taonga  Treasure  

Te Tiriti o Waitangi The Treaty of Waitangi, a treaty signed between the British Crown 

and Māori rangatira (chiefs) to live together under a common set 

of laws and agreements. 

Whakamaua  Māori Health Action Plan 2020-2025 

Whakapapa  Kinship ties 

Whānau  Family and extended family, who are foundation of Māori society 

Whānau ora Healthy Families 

Whenua  Land 

Whare Tapa Whā A holistic health and wellness model of care that represents the 

four cornerstones of Māori health: taha tinana (physical health); 

taha wairua (spiritual health); taha whānau (family health); and 

taha hinengaro (mental health). 
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THESIS STRUCTURE 

This research had three aims: first, to identify the key elements that support successful 

implementation of LST initiatives; second, to construct a maturity matrix that describes different 

stages of maturity for each of these elements; and third, to investigate and report on how 

contextual factors that New Zealand alliances work in influence successful implementation of LST 

initiatives. Collectively, the three aims described the programme architecture that underpins 

efforts to successfully implement LST initiatives in the New Zealand health system. 

The thesis has five parts. 

Part A: Background and Literature Review 

Part A sets the scene for the research. It contains four chapters (Chapters 2, 3, 4 and 5). Chapter 

2 describes the New Zealand health system: its structure, funding, performance, the history of 

health care reforms, and the quality of care delivered to New Zealanders. The chapter also 

explains the alliancing way of working, which is important as these trust-based networks are used 

to implement the New Zealand System Level Measures (SLM) programme. Chapter 3 describes 

the SLM programme, and my influence and insights as the National Programme Manager leading 

the implementation of the programme. These insights and knowledge provided the foundation 

for the research and were used to develop initial propositions that are tested and refined in the 

research. Chapter 4 provides the academic context for the research and positions the proposed 

research within the health system transformation and other literatures relating to accountability 

and the use of maturity matrices for quality improvement. Drawing from scholarship on complex 

adaptive systems, this chapter presents the key ideas that shaped both the SLM programme and 

the initial theory building stage of this thesis. Chapter 5 discusses key knowledge gaps in the 

existing literature, the research aims and the three research questions that guided the research.  
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Part B: Methodology 

Part B comprises three chapters (Chapters 6, 7 and 8). Chapter 6 discusses the theoretical 

underpinnings and the rationale for choosing a realist logic of enquiry nested within the macro 

framing of complex adaptive systems. Chapter 7 outlines the research design that includes 

qualitative and quantitative methods of data collection: (i) theory gleaning from the SLM 

programme; (ii) a review of published and grey literature; (iii) interviews; (iv) workshops; (v) field 

testing of the maturity matrix; and (vi) an online survey. Chapter 8 considers ethical issues for 

the research that includes discussions on how I managed a conflict of interest arising with my 

dual role as the SLM programme manager and researcher, research confidentiality, and informed 

consent. 

Part C: Findings 

Part C presents the findings of the research and contains three chapters (Chapters 9, 10 and 11). 

Chapter 9 presents the findings on the different elements that need to be present to support 

successful implementation of LST initiatives. The chapter starts with insights from the SLM 

programme followed by a review of evidence from existing literature to form an initial list of 

required elements. This list was then tested and refined based on New Zealand conditions and 

experiences through interviews, workshops and an online survey. Chapter 10 drills down on the 

key elements to describe how each element works in the form of a self-assessment maturity 

matrix. The maturity matrix was developed with senior system leaders working in the New 

Zealand health system and outlines the outcome for each element, indicators to measure 

progress against the outcome, and a maturity scale that shows expectations at four levels of 

maturity: beginning, emerging, established and excellence. The maturity matrix was designed to 

support deliberate and conscious learning for New Zealand health system leaders and Alliances. 

The chapter presents the findings from testing of the maturity matrix with three Alliance 

leadership teams and feedback from the MoH Māori Health Strategy and Policy team. Chapter 

11 applied realist thinking to report on how the key elements work in different contexts and 

influence the reasoning and behaviour (mechanisms) of system agents, which then have an 

impact on successful implementation of LST initiatives. The chapter ends with a summary of 

context-mechanism-outcome (CMO) theories that influence successful implementation of LST 

initiatives in the New Zealand health system. 
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Part D: Discussion and Conclusions 

Part D consists of four chapters (Chapters 12, 13, 14 and 15). Chapter 12 discusses the key 

findings of the research. It reports how an alliancing way of working is the key element that needs 

to be present to increase the chances of success with implementation of LST initiatives. The 

chapter goes on to outline the key contextual factors that influence these initiatives. It pays 

attention to a history of working, distributed leadership from DHBs, the maturity of Alliances, 

system leadership, the system accountability environment, and the ‘new power’ approach to the 

design and implementation of LST initiatives. Chapter 13 outlines the key recommendations that 

emerged from the research and Chapter 14 explores the strengths and limitations of the 

research. The research concludes with Chapter 15. Along with concluding remarks, the chapter 

deliberates the future of the SLM programme, the contribution of this research and opportunities 

for future research. 

Part E: Appendices and References 

The last part of the thesis contains documents that support the main body of the thesis. The 

appendices include participant information sheets, consent forms and workshop schedules. This 

part also includes reference material used in the thesis. 
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1.0 INTRODUCTION 

Health systems world-wide are struggling to meet changing demands arising from longer life-

spans, a growing burden of long-term chronic conditions with ageing populations and persistent 

health inequities [17]. Health systems, which were designed around health institutions and 

health care professionals to respond to acute episodic care for particular diseases or conditions, 

need a fundamental shift to systems that are people-centred, deliver seamless co-ordinated 

holistic care, and acknowledge and address health inequities. This shift requires system 

transformation in the ways in which health services are funded, managed, and delivered [17].  

1.1 Challenges for the New Zealand health system 

The New Zealand health system is no different in the challenges it is facing and the shift it is 

seeking to make to meet current and future demands. According to the Global Burden of Disease 

Study [18], New Zealanders are living longer; however, life expectancy has increased faster than 

health expectancy. This means that more New Zealanders are spending more years in poor 

health. About six percent of New Zealand’s population is over the age of 75 years. By 2038, the 

over 65+ population is projected to double to 1.3 million [19]. Like other high-income countries, 

New Zealand faces a growing challenge with more people living with chronic long-term 

conditions, including people living with more than one health condition. Non-communicable 

diseases such as cancers, cardiovascular disease and mental illness are leading contributors to 

health loss [18]. Health inequities persist between genders, generations, ethnic and socio-

economic groups. Since 1990, health conditions associated with ageing, such as dementia, have 

increased [18]. As New Zealanders live longer, demand on health system will increase. Going 

forward, increasing healthy life expectancy through prevention is an important focus to improve 

the health and wellbeing of the population [18].  

Like others, the New Zealand health system has tried several organisational reforms, ‘new public 

management’ ideas, and made use of policy instruments including myriad performance and 

quality indicators to deliver co-ordinated patient-centred care and address health inequities [20]. 

New Zealand experience has shown that organisational reforms, the use of ‘new public 

management’ ideas that have a continuous focus on financial performance, and incoherent 

implementation of national policies have not succeeded in developing a substantially more 

integrated and patient-centred approach to the funding, managing and delivery of health care 

[20-26]. 
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Reviewers of the New Zealand health system have consistently recommended a need to focus 

on strengthening the culture and capacity for system improvement, integration of health services 

and structures, and aligning resources to achieve the Triple Aim outcome: improved quality, 

safety and experience of care; improved health and equity for all populations; and best value for 

public health system resource [21-26]. 

1.2 Health system for the 21st century 

Literature emerged in the late 1990s about the notion of health systems being complex adaptive 

systems [1]. In 2001, ‘Crossing the Quality Chasm’, from the Institute of Medicine (IOM), called 

for a redesign of health systems for the 21st century guided by six key dimensions: i.e. systems 

that are safe, effective, patient-centred, efficient, timely and equitable [27]. The report endorsed 

the notion of health systems being complex and acknowledged that transformation of a health 

system “will require crossing a large chasm between today’s system and the possibilities of 

tomorrow” (p 4) and the challenging but important role of leadership in doing so [27]. 

Since then, there has been world-wide recognition that health systems operate as complex 

adaptive systems, which are made up of many parts with blurred boundaries and whose agents 

interact, learn and adapt their behaviours depending on the environment in which they work. 

These constant interactions create feedback loops that make the system emergent, 

unpredictable and generative [5,7,9,28,29]. The emergent, unpredictable and generative nature 

of health systems make change or transformation initiatives challenging. While small-scale 

changes in individual care settings have been successful, rapid and broad scaling-up and 

spreading of these have remained a challenge [30]. Large-system transformation (LST) initiatives, 

which use complexity thinking and the ‘new power’ approach have been theorised as more likely 

to bring about the paradigm shift in thinking and the transformation needed to meet the 

demands of current and future health systems [1,6,27,29,31-35].  

1.3 Large-system transformation initiatives 

By LST initiatives, I mean “interventions aimed at co-ordinated, system wide change affecting 

multiple organisations and care providers, with the goal of significant improvements in the 

efficiency of health care delivery, the quality of patient care, and population-level patient 

outcomes” (p 422) [1].  
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The three key aspects of LST initiatives are that (i) these are broad and widespread across 

geographical boundaries, multiple organisations or across professional groupings; (ii) these 

challenge current way of thinking and seek paradigm shifts in mindsets, processes and 

relationships; and (iii) these affect people and require co-ordination across multiple systems 

nested within a macro system [32]. LST initiatives are not about organisational changes or 

incremental improvements of current processes [1,32]. LST initiatives are complex interventions 

implemented in a complex adaptive system. 

1.4 Successful implementation of large-system transformation initiatives 

The literature tells us that successful implementation of LST initiatives requires integrated 

changes in structures, processes and behaviour patterns [1,32,36]. It involves creating positive 

conditions for change to support a work environment that harnesses relationships, and increases 

the capacity and capability of those working in the system [1]. The focus is less about meeting 

targets and is more about iterative planning and practice cycles to shift system behaviour [1]. 

Senior leaders of the system, especially from organisations with largest amount of resources, 

have to let go of control and the traditional ‘old power’ approach. The ‘old power’ approach is 

leader-driven with transactional dynamics between funders and providers of services and uses 

targets and sanctions to achieve outputs [13]. Instead successful implementation of LST 

initiatives in a complex adaptive system is thought to require a ‘new power’ approach [35]. ‘New 

power’ comes from relationships and connections, and uses people’s intrinsic motivation to 

influence and call for action to achieve a shared purpose or vision [13,35]. 

In the short-term, it is almost impossible to show hard evidence of attribution for successful 

implementation of LST initiatives. Short-term success requires health system agents to muddle 

through many complex and unexpected factors, patterns, and relationships that need to be 

carefully crafted, nurtured and developed [37]. 

Over time, changes in attitudes, beliefs, and behaviours become natural and long-term outcomes 

of system transformation are achieved [32]. The evidence base for successful implementation of 

LST initiatives is therefore not about meeting targets or determining ‘what works’. Instead, rich 

descriptions about ‘what works, for whom, under what circumstances, and why’ are needed to 

understand the success of these initiatives [1]. In this research, this evidence base is referred to 

as the programme architecture that underpins efforts to successfully implement LST initiatives. 

This programme architecture is useful to bridge the gap between the theory of LST initiatives and 

the reality of implementing these initiatives in a complex adaptive system.  
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Figure 1.1 shows the continuum for successful implementation of LST initiatives and shows the 

focus and value add of this research along that continuum. 

 

Figure 1.1: Successful implementation of LST initiatives 

 

1.5 A whole-of-system quality improvement approach and New Zealand’s System Level Measures 

programme 

In 2007, the Institute of Health Improvement (IHI) published a white paper that described and 

promoted the use of a small set of whole-of-system measures that were not disease- or 
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initiatives across the continuum of care [38]. The system-level measures were based on the IOM’s 

six dimensions of quality. The whole-of-system measures approach aimed to support strategic 

quality improvement planning and complement the traditional performance management 

metrics used in health systems [38]. This white paper formed the blueprint for New Zealand’s 

System Level Measures (SLM) programme, which began in 2014 as the Integrated Performance 

Incentive Framework (IPIF) focusing on primary care [39]. In 2015, the IPIF evolved to a whole-

of-system focus and was rebranded as the SLM programme.  

The SLM programme is an example of an LST initiative and was designed to enhance a 

collaborative way of working beyond organisational and professional boundaries, address health 

inequities and encourage continuous learning and quality improvement [15]. The programme 
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which provide a framework for local quality improvement. Improvement actions are determined 

LST initiatives

• SLM Programme

• Healthy Families NZ

• Improving DHB 
performance

• Whānau ora
approach

Capacity, capability, 
and contextual factors

• Presence of a set of 
key elements and 
the right contexts 
to support 
successful 
implementation of 
LST initiatives

Successful 
implementation of LST 
initiatives 

• Robust evidence-
based planning 
process

• Full 
implementation of 
the plan

• Continuous 
reflective learning

System transformation

• Improved quality, 
safety and 
experience of care

• Improved health 
and equity for all 
populations

• Best value for 
public health 
system resources

Programme architecture for successful 
implementation of LST initiatives

Large-scale 
change

Long-term 
outcomes

Medium 
outcomes

Pre-
requisites



Kanchan M Sharma  5 

locally by frontline health care professionals working together with their managers and 

communities. There is also a set of contributory measures that support continuous learning; 

these are activity and process measures chosen locally to monitor progress against improvement 

actions [40]. 

The SLM programme was developed by  New Zealand health system leaders from the Ministry of 

Health (MoH), District Health Boards (DHBs), and Primary Health Organisations (PHOs) [41]. The 

philosophy of the programme is embedded in the ‘new power’ approach that focuses on local, 

clinically led continuous improvement from past performance and a collaborative way of working 

through DHB and PHO Alliances to create a collective sense of purpose and joint accountability. 

The key purpose of the SLM programme is to achieve the Triple Aim: improved quality, safety 

and experience of care; improved health and equity for all populations; and best value for public 

health system resources [40]. The programme was implemented in July 2016 and its use of high-

level health outcome measures and a collaborative way of working using Alliances goes beyond 

the aspiration of the IHI’s white paper [41].  

Alliances are informal networks in the New Zealand health system that were introduced to 

integrate the planning and delivery of health care between DHBs and PHOs [42]. These networks 

operate with support from DHBs and have varied membership. Some Alliance leadership teams 

comprise senior leaders from DHBs and PHOs. Others have a broader membership that may 

include community providers, Māori and Pacific health providers, pharmacy, ambulance, patient 

advocates, Iwi and local communities [43].  

Initial implementation of the SLM programme requires a set of key elements and the right 

contextual factors to facilitate a collaborative way of working between agents in the system to 

develop a high-quality integrated plan and the ability to fully implement the plan in their districts. 

The agents include senior operational and clinical leaders, frontline health care staff, managers, 

and whānau, communities and Iwi. A high-quality integrated plan is developed through clinically 

led processes involving all agents, using evidence from health and social data, and have 

improvement actions that should change health outcomes [40]. This planning process, along with 

the full implementation of the plan and the ability to undertake continuous reflective learning, 

encompass successful implementation of the programme.  

Four years on, the SLM programme continues to be an important part of the New Zealand health 

system’s quality improvement and integration agenda [15]. The programme has evolved with 
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subsequent changes based on feedback from Alliances and those involved in the implementation 

of the programme. 

1.6 Gaps in New Zealand health system transformation knowledge 

I have led the SLM programme since its inception and therefore have inside knowledge about 

the implementation of the programme. Having led the programme from the centre (the MoH) 

for four years placed me in a unique situation of observing and experiencing the conditions that 

enabled and constrained the implementation of the programme in different DHB districts. I also 

observed that health system leaders are overwhelmed with change management theories and 

organisational changes and lack common understanding on the programme architecture that 

underpins efforts to successfully implement LST initiatives (such as the SLM programme) in the 

New Zealand health system.  

New Zealand has its own research to support health policy, necessary because of its unique 

demographic profile, health system funding and organisational arrangements, geographical 

contexts and Te Tiriti o Waitangi as a foundational document. There is available research about 

the impact of the health system structure, funding, national policies, and success of small-scale 

initiatives on the delivery of health care and health outcomes. However, nothing has been 

identified in the literature that explicitly reveals the architecture that underpins efforts to 

successfully implement LST initiatives that involve multiple organisations in a complex system.  

1.7 My motivation for the research 

My main motivation for this research was to build on the early insights I had gained from the SLM 

programme and to capture in more depth the knowledge and experience of those working on 

the programme and those with knowledge and experience about how to successfully implement 

LST initiatives. Much about the SLM programme and the knowledge and experience of its 

development and implementation is not published and remains in the heads of individuals. This 

research provided an opportunity to describe the SLM programme, to reveal the insights and 

experiences from its development and implementation, and to describe and analyse the 

programme architecture that underpins efforts to successfully implement LST initiatives, such as 

the SLM programme. Health system leaders and informal networks, such as Alliances, could then 

use this research literature to successfully implement future LST initiatives to bring about the 

desired system transformation. Such research-based insights are increasingly recognised as being 

more useful to system leaders in a complex system than systematic reviews, pilots or randomised 
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control trials because these insights shift leaders’ thinking from a linear cause-and-effect 

paradigm to one that recognises multi-causation effects and also because they take the influence 

of context into consideration when thinking about change [1,37,44-46]. These insights also 

support health system leaders to think beyond organisational reforms and ‘new public 

management’ ideas that have led to transactional relationships in the health system, and to 

embrace ‘new power’ values that involve collective action to achieve a shared vision [32].  

While being an ‘insider’ offered me first-hand experience and access to information and people, 

my dual role as an employee of the MoH leading the SLM programme and as a researcher created 

an ethical challenge for the research. Nevertheless, it was important for me to locate lessons 

from the SLM programme in the wider academic literature and ensure there is a written record 

for others to refer to in the future. The research also provided an opportunity to bridge the gap 

between health researchers who are often producers of research and health system agents who 

are the consumers of research.  I acknowledged the ethical challenges in full and mitigated these 

through several strategies. The ethical considerations for the research are discussed in detail in 

Chapter 8. 

1.8 The research approach 

Greenhalgh and Papoutsi [6] emphasise that research on LST initiatives, where both the 

interventions and the system these are implemented within are complex, requires a complexity-

informed approach. A complexity-informed approach provides a deep understanding of the 

health system dynamics and the effects of contextual factors and adopts a continuous learning 

approach that recognises and adapts to the changing relationships and interactions between the 

agents in the system. 

The application of a realist logic of enquiry, nested within the macro framing of complex adaptive 

systems, is well suited to complexity-informed health services research because it provides a 

sound framework to study how contexts and mechanisms influence the implementation and the 

outcomes of complex programmes and uses individual experiences to reach a closer 

understanding on how and why programmes work (or not) [47]. Realist research starts with mid-

range or programme theories formulated from past experiences and previous research and ends 

with refined theories that describe the context-mechanism-outcome interplay for the 

programme, initiative or intervention [48].  
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This thesis investigated the journey of the SLM programme, which is unique in its collaborative 

design with DHB and PHO leaders, its continuous improvement approach and its implementation 

through Alliances. The research uncovered the success as well as the challenges of the 

programme and used the knowledge of senior system leaders whose behaviours and insights are 

crucial in bridging the gap between the theory of LST initiatives and the reality of successfully 

implementing these initiatives in the New Zealand health system.  

In realist research, prior knowledge of the research subject matter and purposeful selection of 

participants that are ‘information rich’ are essential tenets [4,49]. This allows the researcher to 

use personal experience to identify and test theories from within the system rather than ‘looking 

into’ the system. Therefore, my inside knowledge of the health system, and three years of first-

hand experience of observing the key elements that support implementation of the SLM 

programme and how contexts influenced the successful implementation of the programme, was 

invaluable to the research. 

The research breaks new ground with the creation of a self-assessment maturity matrix using the 

knowledge of senior system leaders. The maturity matrix provides a national tool that supports 

conscious and deliberate learning of collaborative networks, such as Alliances and locality 

networks. The tool allows these organisations, to assess their readiness for change and build their 

capacity and capability to adopt complex innovations (such as LST initiatives) and sustain these 

long-term at an organisational and system level. 
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Part A of the thesis contains four chapters. 

Chapter 2: The New Zealand Health System 

This chapter describes the Westminster-derived New Zealand health system: how past reforms 

and the ‘new public management’ ideas have shaped its current structure, the quality of care 

delivered to New Zealanders, its current performance and upcoming planned reforms. This 

description provides the setting for the research and highlights that while the health system 

works for most New Zealanders, there are persistent health inequities for Māori (the indigenous 

people of New Zealand) and Pacific populations. The chapter also describes the evolution of New 

Zealand Alliances, who are responsible for leading the implementation of the SLM programme, 

and the alliancing way of working that is challenging the ‘new public management’ ideas to 

improve system performance through collective action. 

Chapter 3: The New Zealand System Level Measures Programme 

This chapter outlines the development and implementation of the System Level Measures (SLM) 

programme, and my influence and insights as the National Programme Manager leading the 

implementation of the programme. The SLM programme was developed by the MoH, together 

with DHBs and PHOs, and is an LST initiative aimed at health system improvement and 

integration. The programme was implemented in July 2016 and continues at the time of writing 

this thesis. The key purpose of the programme is to enhance a collaborative way of working 

beyond organisational and professional boundaries, address health inequities and encourage 

continuous learning and quality improvement to achieve the Triple Aim. 

Chapter 4: Academic Context for the Proposed Research 

This chapter applies complexity thinking to health systems and describes health systems as 

complex adaptive systems. These systems are emergent, unpredictable and generative and need 

to be transformed, via LST initiatives, to deliver seamless, patient-centred, holistic and equitable 

health care. The chapter introduces the concepts of ‘new power’ and ‘old power’ and argues how 

New Zealand’s Westminster-derived system and ‘new public management’ ideas both constrain 

and enable implementation of LST initiatives in health systems. Finally, the chapter reviews the 

literature on the use of maturity matrices in health care settings and highlights how maturity 

matrices with a self-assessment approach can be used as a tool to support the notion of a learning 

system. 
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Chapter 5: Research Issues, Aims and Questions 

Part A ends with Chapter 5 that summarises key gaps identified in the existing literature in 

Chapter 4 and outlines the programme architecture that underpins efforts to successfully 

implement LST initiatives derived from my insights and the literature, and research aims and 

questions.  
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2.0 THE NEW ZEALAND HEALTH SYSTEM 

The purpose of this chapter is to understand the aspirations of LST initiatives, such as the SLM 

programme, and the operating environment that enables and constrains the successful 

implementation of these initiatives. The chapter does not aim to provide a comprehensive view 

and discussion of the complexities of the New Zealand health system, as that would be a thesis 

in itself, but rather it emphasises the key aspects of the system relevant to the research. There is 

a focus on primary care reform as this is where both the complexity is and where the more 

significant opportunities are for system transformation. Increasing healthy life expectancy for the 

New Zealand population through prevention will require more preventative health care delivered 

in primary and community settings [18]. Both early access to and better management of health 

care in primary care are likely to reduce costly hospital care. Hospital care is usually delivered in 

hospitals that are owned and managed by a single provider and with a single contractual 

arrangement. In contrast, health care in primary and community settings is delivered by multiple 

providers that often have a mix of government and private funding and often through multiple 

contractual arrangements. The organisational, funding and contractual arrangements make 

delivery of co-ordinated care challenging with providers trying to meet the needs of their patients 

and communities, deliver on their contractual accountabilities, maintain organisational 

autonomy and be financially sustainable. Health system leaders have to find ways to overcome 

these challenges to deliver health care that is patient-centred and equitable. 

2.1 A Westminster-derived system of governance 

New Zealand has a Westminster-derived constitutional system in which the government is 

formed with the consent of people under a Mixed Member Proportional (MMP) voting system 

[50-52]. In the MMP voting system, voters have two votes: an electoral vote for a local candidate, 

who becomes a Member of Parliament (MP) after winning most votes in their electorate; and a 

party vote that decides the total number of seats each political party gets in the House of 

Representatives (the House) [52]. For political parties to have seats in the House, they must 

either get at least five percent of the party vote or win an electorate seat [52]. The proportional 

system means that the proportion of party seats in the House is about the same as the proportion 

of party votes. The government is formed by the political party or groups of parties with most 

seats in the House; usually this requires coalitions or agreements between two or more political 

parties [52]. The House is elected for a maximum three-year term [52]. 
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Ministers are appointed from Members of Parliament (MPs) in the governing parties and the 

government is held to account formally by opposition MPs and Select Committees [51].  

Cook and Huges [51] state that “it is fundamental to democracy that politicians can be elected 

from ordinary citizens, without a need to demonstrate eligibility by meeting prior tests of skill, 

aptitude, judgement or even community standards of integrity” (p 35). This means that most MPs 

have never worked in the areas of which they are in charge; most Ministers of Health, then, have 

neither worked in the health system nor are familiar with its complexity. They rely on advice from 

the MoH, and the Ministers’ own political advisors. Ministers’ decision-making is in response to 

the priorities of their government and their campaign promises, and is also influenced by the 

media, their constituents and powerful organisations that are often acting in their own self-

interest. 

The authority for government flows through Cabinet, which sets the priorities for legislation and 

directs and controls national policies. The ability for the political system to react and respond to 

social and economic context is a major benefit of the Westminster-derived system. In New 

Zealand, the unicameral legislature, a three-year term, and with governments typically holding a 

majority in the Parliament mean that governments can implement policies fairly quickly so they 

can demonstrate their achievements to their constituents [51,53]. The three-year term means 

that governments can have a short-term focus on the efficiency of the public sector organisations 

rather than on the usefulness or effectiveness of policies [51]. This political environment makes 

public sector organisations vulnerable to regular reforms with changes in governments, albeit 

the introduction of the MMP voting system in 1996 has tempered extreme policy swings between 

successive governments [53]. 

2.2 The health care system in New Zealand  

2.2.1 Creation of a universal health service 

New Zealand was the first democratic country to create a universal national health service 

[24,54]. The goals of the 1938 Social Security Act were for all New Zealanders to have equitable 

access to health care that had a preventative focus and was integrated between primary and 

hospital services [24,54,55]. The implementation of the Act, however, separated the planning, 

funding and provision of services for public health, primary care and hospital care [21,24], leading 

to different planning and funding arrangements for different services, fragmenting service 

delivery.  
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The Department of Health was responsible for public health services that were delivered through 

18 district offices. Primary care services were funded by the Department of Health and delivered 

through privately-owned small general practitioner-led teams. Diagnostic tests and 

pharmaceuticals including dispensing services were delivered by privately owned organisations. 

Local publicly-owned hospitals provided specialist inpatient, out-patient and some community-

based services [21,24]. Non-government organisations (NGOs) delivered a range of community-

based services; for example, Plunket, which provided well child services; while IHC and CCS for 

children delivered health services for children with intellectual and physical disabilities [21]. 

The influence of the then very powerful medical profession opposed the government’s proposal 

of providing fully-funded primary health care based on a capitation model [24,54,55]. The 

medical profession believed that involvement of the government as a third party would 

undermine the doctor-patient relationship [54,55]. So, while the introduction of Social Security 

Act led to free hospital and maternity care, provision of primary care through general 

practitioners included a co-payment from service users [21,24]. This patient co-payment scheme 

remains in place today.  

General practice teams are the first point of contact in the health system and are gatekeepers to 

other primary care services (e.g., medicines, laboratory tests), secondary care and some 

community services. Most general practices are owned by independent general practitioners 

(GPs); general practice teams comprise three or more GPs, at least one practice nurse and other 

support staff [56]. A few general practice teams are led by nurse practitioners; this is common in 

rural areas where recruitment and retention of GPs is challenging [10].  

Community providers and NGOs provide health promotion, community mental health, disability, 

well child, ambulance, pharmacy and aged care services, and include Māori-led and Pacific-led 

providers [10]. There are variable co-payments charged to patients to access some of these 

services such as prescribed pharmaceuticals, aged-residential care and ambulance services.  

In 1974, the Accident Compensation Commission (ACC) was established to manage a no-fault 

compensation scheme for accidents and injuries [57]. The scheme has evolved over the years 

and continues today. It is an insurance scheme, with funding from a range of levies (employees, 

employers, car registrations and petrol). It is provided on a fee-for-item-of-service basis by health 

providers registered with the ACC (those same providers deliver government funded health 

services as well). ACC benefits include hospital and medical expenses, rehabilitation and 

transport costs, weekly compensation for injured workers, funeral costs, and one-off payments 
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for permanent and mental injuries and accidental deaths. All New Zealanders, including visitors, 

are covered by the scheme [57].  

New Zealanders can also purchase private health insurance, choosing to avoid waiting lists of 

public hospitals for non-urgent care and to access services not provided in publicly funded health 

care, such as non-urgent elective surgeries that people do not qualify for through the publicly 

financed system or services such as dental care [10]. Services are delivered through a small 

number of privately-owned hospitals; New Zealanders can also choose to pay for such services 

themselves. 

The health care model in place from 1940s to 1980s was regularly criticised for not enabling an 

environment for providing co-ordinated care, given its separation of planning, funding and 

delivery of different forms of care, and a lack of information sharing between providers [21]. The 

co-payment scheme led to many concerns about poor equity of access to primary care services, 

owing to constant rise in service user fees over time [21]. These concerns, amongst others such 

as, poor quality of care owing to a lack of co-ordination in planning and delivery of health services, 

waste of scarce health resources owing to duplication of care, and harm to patients from the use 

of incompatible medications [21],  led to major system reforms in the 1980s and 1990s. 

2.2.2 The 1980s and 1990s reforms 

The first major set of organisational health care reforms began in the 1980s with the 

establishment of 14 geographically-based Area Health Boards (AHBs) whose role was to co-

ordinate the planning and delivery of health services to their geographically defined populations 

[21,24,58]. The reforms linked the roles of the 18 district offices of health with mergers of 

previously 31 local hospital boards [55]. The reforms also introduced a Charter of Health, a set of 

national Health Goals, and an early form of contract between central government and the AHBs, 

to increase accountability to central government. Although AHBs were to plan for primary care 

services, in practice, the funding for primary care remained separate and in the hands of the 

Department of Health [21]. 

The second set of reforms in the 1990s aimed to improve access to health services and the 

efficiency of the system [21,22,24,56]. AHBs were disestablished, and four Regional Health 

Authorities (RHAs) were created to integrate all health services planning and funding functions. 

The 1990s reform separated the planning, funding and purchasing roles from the health service 

delivery roles and promoted competition for the latter. RHAs could choose how best to allocate 

resources across public health, primary care, secondary care and disability support services, and 
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all providers were to be funded and held accountable through formal contracts. The publicly 

owned hospitals that were part of AHBs became 23 Crown Health Enterprises (CHEs), which 

competed with each other and with other providers (e.g., privately owned hospitals) for funding 

from the RHAs [24,59]. CHEs were to make a surplus, to be reinvested in the sector. The (centre-

right) government had hoped that competition would improve the quality of health care 

delivered, improve efficiency and reduce health care expenditure [22,56,59]. However, the 

separation of roles led to contracting complexities in a small country and the competitive model 

provided fewer incentives for health service providers to work collaboratively to deliver co-

ordinated, patient-centred care [21]. The large savings promised by the reforms did not 

eventuate and there were significant concerns from health care professionals and the public 

regarding the cost and competitive incentives embedded within the model [24,56,59].  

The national election in 1996 changed the political makeup of the government with the 

introduction of the MMP voting system. The influence of a minor party as part of the government 

led to CHEs being replaced by Hospital and Health Services (HHSs) and the surplus requirement 

removed [24,56,59]. The four RHAs were amalgamated into a single national Health Funding 

Authority (HFA) and the focus shifted to greater collaboration, integration of primary and hospital 

services, better access to services, improving the provision of primary care and reducing health 

inequities [21,22,24]. 

Three unexpected and positive outcomes from reforms of the 1990s were the emergence of the 

general practitioner-led networks, the increase in the number of Māori and Pacific health 

providers, and the creation of the Pharmaceutical Management Agency (PHARMAC) [21,59,60]. 

The latter was successful in reducing pharmaceutical-related health expenditure and continues 

today [24]. The general-practitioner-led networks brought general practitioners together to 

facilitate the contracting of primary care services and to increase peer support and quality 

improvement initiatives [21,60]. Later these networks broadened to provide administrative and 

clinical leadership functions for general practice teams and provided the platform for the later 

creation of meso-layer PHOs to manage and deliver primary care services [21,60].  

2.2.3 The early 2000s reforms 

District Health Boards and their roles 

A change in government (to a centre-left coalition government) in 1999 brought further 

organisational reforms to restore a non-commercial health system that involved local 

communities in the planning and management of health services [56]. The New Zealand Public 
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Health and Disability Act was introduced in 2000, which led to the formation of 21 District Health 

Boards (DHBs) with locally elected boards, that replaced the HFA and the HHSs [22,24,55,56].  

DHBs are legislated to improve, promote and protect the health of people and communities, 

promote integration of health services, seek optimum arrangement for delivery of most effective 

and efficient health services, reduce health disparities and improve health outcomes for Māori 

and other high priority population groups, and foster community participation in planning for 

delivery of health services and health improvement [61].  

The creation of DHBs decentralised the planning and decision-making roles for most services and 

re-integrated the planning, funding and delivery of hospital services [21,22,56]. Some services 

were centralised and became the responsibility of the MoH, which are purchased directly from 

providers, including, public health services, midwifery services, post-natal care of babies, and 

disability support services for those aged under 65 years [56,59]. 

DHBs remain in place today, with 20 DHBs (two DHBs merged reducing total  number to 20) 

overseeing health services in their districts and most government health funding is distributed to 

DHBs using a weighted population-based funding formula [56]. 

DHBs provide and manage health services for their populations through public hospitals using 

their provider arms, where care is free for those eligible for publicly funded health care services 

[10]. DHBs at times contract private hospitals to assist in the delivery of care, especially elective 

care. DHBs plan, purchase and manage primary and community health services for their 

populations through their planning and funding arms, contracting with a range of providers to 

deliver care: the main one being through the PHOs.  

Primary Health Organisations and their roles 

In 2001, the Primary Health Care Strategy, based on principles of the Alma-Ata Declaration [62], 

was released leading to the creation over time of 80+ PHOs [21,22].  

PHOs are not-for-profit meso-layer organisations that are funded by DHBs to provide 

comprehensive primary care services through their member general practices. Citizens can 

choose the general practice they enrol with and general practices choose the PHO they become 

members of [10]. 

PHOs are funded using a weighted capitation formula based on their patient enrolments and 

taking into consideration age, gender, high user status and rurality for first level services [10]. 
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Additional capitation funding is used to enhance equity and access of essential primary health 

services by lowering the cost of first level services through government subsidised initiatives such 

as the ‘very low-cost access’ (VLCA) scheme, Community Services Card (CSC) funding and zero 

fees for children aged under 14 years [10].  

PHOs pass on funding for first level services to their member general practices using the same 

weighted capitation formula. The funding arrangements in New Zealand means that general 

practices retain the right to charge patients co-payments to access primary care services. The 

amount of fees charged is decided by general practices with limited rules around frequency at 

which general practices can increase their fees and the maximum annual percentage increase as 

agreed with their contracted PHO and DHB [10]. 

PHOs pass on additional capitation funding for government subsidised initiatives and this funding 

is allocated to practices on the condition that general practices maintain their co-payments 

below an agreed threshold [10].  

Since 2013, PHOs and general practices have had access to a flexible funding pool, which is 

allocated in agreement with the DHBs that PHOs contract with. The funding is intended for PHOs 

to use to improve access to primary care services; to provide intensive clinical management of 

chronic health conditions in primary care through the Care Plus Service; to deliver health 

promotion services; and to implement Alliance recommendations  (Alliances are discussed later 

in section 2.3) [63]. The funding is also used by PHOs to provide management services for their 

member general practices [63].  

There is also performance incentive funding available to PHOs and their member general 

practices. Initially this funding was used to support the PHO Performance Programme (PPP). Later 

this funding was re-purposed to support the implementation of the SLM programme [63]. 

Tension between successive governments and GPs have remained with the dichotomy of the 

publicly financed-privately provided model. This has at times resulted in a lack of positive 

engagement from GPs to implement the Primary Health Care Strategy (PHCS) [21] and the 

minimal direct influence of GPs in the design and implementation of primary care policies [56]. 

2.2.4 The late 2000s and 2010s 

The re-election of a centre-right government in 2008 shifted the focus from local decision-making 

and reducing health inequities to a focus on clinical engagement, productivity and quality 

improvement, including integration of care. The government commissioned a Ministerial Review 
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Group, which predominantly comprised medical professionals, who criticised the system for 

being overly bureaucratic with an inadequate focus on frontline services and a lack of national 

co-ordination around quality and service integration [22,56]. The review led to creation of the 

National Health Board, which became responsible for operational oversight of DHBs’ 

performance. The National Health Board was physically located as a business unit in the MoH but 

reported directly to, and was directly accountable to, the Minister of Health. The review also led 

to new organisational arrangements to reduce bureaucracy with mergers of ‘back office’ (e.g., 

planning and funding) functions of DHBs, and PHOs were encouraged to amalgamate to 

strengthen their capability and free up funding for frontline services, which over time led to a 

reduction in the number of PHOs from 80 to 36 [22,56]. There are now 30 PHOs and with few 

exceptions, all general practices are part of PHOs [10].  

While the implementation of the PHCS initially led to reductions in the cost of access to care and 

increased utilisation of primary care services, there were a number of concerns about how DHBs 

and PHOs worked together to deliver integrated care, and that health care delivery was barely 

changing at all and remained fragmented [64,65].  

There was a lack of clarity on the remit of PHOs, in particular how the role of PHOs differed from 

those of DHBs [64]. Both have the core role of planning and funding primary care; however, DHBs 

have a statutory function for their local population whereas PHOs are not required to take 

responsibility for geographically defined populations. PHOs are responsible for their enrolled 

populations and multiple PHOs operating in some districts complicated the way DHBs worked to 

plan and deliver primary care for their geographically defined populations [64]. 

PHOs believed that DHBs were investing in their hospitals at the expense of primary and 

community services [59]. PHOs struggled to integrate care across primary, hospital, and 

community care owing to a limited leverage over the allocation of funding to providers [64]. GPs 

felt disenfranchised during the implementation of the PHCS and became disengaged from 

planning and implementing change [65]. 

The review of the implementation of the PHCS recommended a focus on strengthening 

relationships between the government and general practice, and for PHOs to focus on 

strengthening clinical engagement and leadership [64]. The review also recommended better 

investment in IT infrastructure to enable delivery of co-ordinated care. 
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In the 2010s, policy attention shifted to encouraging new models of care that were patient-

centred and delivered seamless care ‘closer to home’ and the alliancing model was introduced 

to integrate primary and hospital care [21].  

The National Health Board was disestablished in 2015 with its functions incorporated back into 

the MoH. Appendix 1 shows the current structure of the New Zealand health and disability 

system [66]. 

2.3 Alliances 

All health systems contain various models of governance with each health service provider having 

its own governance arrangements, for example, DHB boards. Additionally, the system has 

institutional arrangements such as professional associations that represent the interests of 

health care professionals. According to Gauld [43], these governance and institutional 

arrangements rarely foster integration across the system. 

The alliancing model of governance encourages vertical (intra-organisation) and horizontal (inter-

organisation) integration with the aim of bringing different actors present in a complex system 

together to achieve jointly agreed outcomes [43,60,67]. The model originates from the 

construction industry, where Alliance contracting is used to bring individual companies to work 

together to achieve their common goal, on time and on budget [43]. The model relies on a 

collective contract with pre-agreed gains and losses in which ‘everyone wins, or everyone loses’ 

and success is dependent on the overall performance of all parties to the Alliance [68]. 

Alliances are informal trust-based networks; an alliancing way of working involves 

unprecedented levels of trust, mutual understanding, informal rules, guided by commitment 

among partners to work towards a shared vision and overcome great challenges in a complex 

system that no single player is likely to achieve individually; and that requires inter-organisational 

co-operation [68-71]. Alliances, when underpinned by commitment and trust among partners, 

produce co-operative behaviours of knowledge sharing, knowledge transfer and less resistance 

to change [71].  

Alliances are similar to other informal trust-based networks used in health systems worldwide to 

deliver integrated patient-centred health care. These networks are often referred to by different 

names; such as integrated care systems or networks [72], accountable care organisations [73], 

and place-based or place-led partnerships [74]. These networks have the ability to take on 

complex issues and foster integration and local innovations. Evidence in literature emphasises 
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that it is the depth of processes, a high-level of trust, strong relationships and the constant 

feedback loops that add value to these networks [67,69,71,75]. 

The National Health Service (NHS) England and NHS Improvement believe that for such networks 

to be successful, they need to be supported with a similar network at the system level, so it has 

a “systems within system” approach [72]. They refer to systems, places and neighbourhoods 

where the system level sets and leads the overall strategy and creates learning communities, and 

the places and neighbourhoods are closer to the populations they serve, designing and delivering 

services that meet the needs of the local populations [72]. 

In New Zealand, Canterbury DHB was the first to use the alliancing model through the Canterbury 

Clinical Network (CCN) using Alliance contracting early in their system transformation journey 

(prior to 2010) to deliver integrated care [68]. The model was then used in 2010 with the Better, 

Sooner, More Convenient (BSMC) primary care initiative. Alliances were to be used as 

governance networks, made up of DHBs and PHOs, to deliver the BSMC objectives of delivering 

care closer to home; improving health outcomes; and reducing pressure on hospitals [76].  

Since 2013, the MoH has contractually required all DHBs and PHOs in each district to form 

Alliances through the Operational Policy Framework (OPF) [2] and the national PHO Services 

Agreement [63]. The OPF contains business rules, policy and guidelines that outline operating 

functions of DHBs. It is endorsed by the Minister of Health and DHBs are responsible for 

complying with the OPF [2]. The national PHO Services Agreement sets out the roles, 

responsibilities and accountabilities for DHBs, PHOs, and contracted providers (GP practices) to 

fund and deliver primary health care services [63]. 

The aim of the alliancing model is to bring together all actors present in the health system to 

improve health outcomes by providing “integrated and co-ordinated health services through 

clinically-led service development” (p 1) [42]. The alliancing model provides a practical platform 

to involve clinical leaders (not holding formal leadership roles in their employer organisations) in 

decision-making about the planning and funding of health care [43].  

The Alliance Charter, published by the MoH [42], outlines the rules of engagement that Alliance 

members pledge to (Box 2.1). It also outlines members’ “commitment to act in good faith to 

reach consensus decisions on the basis of ‘best for patient, best for system’” (p 1) [42]. Members 

commit to engage actively in good faith, and honour confidentiality, shared responsibility, shared 

decision-making, and shared accountability to enable open and transparent discussions [42]. 
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New Zealand Alliances are not legal entities and therefore cannot commission services nor do 

they have their own budgets for spending on health care. Instead, Alliances operate with support 

from DHBs and members define a work programme and agree on a shared vision and goals for 

their local health system with their DHBs, including a budget to deliver their work programme; 

using the flexible funding pool [42]. Gauld [43], in his review of the theory and practice of 

integrative health care governance, highlighted the importance of Alliances being supported by 

DHBs with a dedicated budget that Alliance leadership team (ALTs) can access to achieve the 

Alliance work programme. 

• Support clinical leadership, and in particular clinically led service development. 

• Develop high degree of trust. 

• Promote an environment of high quality, performance and accountability, and low bureaucracy. 

• Achieve consensus decisions. 

• Adopt a patient-centred, whole-of-system approach.  

• Make the best use of finite resources in planning health services to achieve improved health 

outcomes for their populations. 

• Foster an open and transparent approach to sharing information, including public reporting of 

Alliance work programme and achievements. 

Box 2.1: Alliancing principles [42] 

 
Alliancing is underpinned by the principle that members are appointed to work on behalf of the 

patients and the local health system and therefore have patients and equity at the centre of all 

their decisions [43]. Gauld [43] emphasises that members are not representatives of their 

organisations or professions and getting the right people who understand and value the 

alliancing concept is paramount. Gauld [43] also stresses that an independent chair is important 

to ensure that the Alliance remains focused on achieving the shared goals and that the agenda is 

not dominated by one partner. 

The ALT provides high-level governance and is made up of senior operational and clinical leaders 

from DHBs and PHOs and may include local Iwi, community representatives, and other health 

service providers such as ambulance services, pharmacy and Māori and Pacific health providers 

[43]. The most common type of ALT in New Zealand consists of DHB and PHO senior operational 

and clinical leaders, as per the contractual requirement.  

Alliances establish service level Alliance teams (SLATs) or other informal working groups, such as 

consumer councils and clinical leadership forums, as necessary to deliver on the Alliance work 



Kanchan M Sharma  23 

programme [42]. The SLATs are workstreams within the Alliance structure (e.g. child health SLAT, 

youth health SLAT, rural SLAT) and report to the ALT. The SLATs consist of a diverse group of 

people that may include clinicians, managers, analysts, service users and local Iwi representatives 

and use improvement science methods to identify problems and co-design solutions to improve 

health service delivery.  

Commentators have emphasised that it is critical that local Iwi should be members of both the 

ALTs and the SLATs to demonstrate a true Te Tiriti partnership [77,78]. Similarly, involvement of 

whānau and communities is critical at both levels to ensure that focus remains on people and 

equity [69,78]. In practice, the membership of the ALTs and the SLATs is determined by DHB and 

PHO senior leaders and varies across New Zealand depending on local relationships and a 

willingness to engage with broader system partners. 

The ALTs consider the recommendations of SLATs and then make recommendations to the DHB 

executive team on the activities and services to meet the Alliance vision and goals [42]. The DHBs 

commission change through their contractual processes to give effect to the Alliance priorities. 

The ALTs monitor outcomes of Alliance activities and feed the information back to system 

stakeholders and refresh their work programme and membership at least annually [42]. Figure 

2.1 illustrates this continuous alliancing way of working. 

  

 

Figure 2.1: The continuous alliancing way of working 
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New Zealand Alliances have adapted over time, depending on local relationships, interactions, 

behaviours and the history of different organisations working together; they therefore vary 

across the country in form, function and maturity. Some DHBs have a single Alliance with all their 

health system partners, while others have multiple Alliances both within and across DHB districts. 

The latter is more prominent where PHOs provide primary care services in more than one DHB 

district.  

Alliances are an important context for this study because these networks are responsible for 

leading the implementation of the SLM programme. This responsibility was placed on Alliances 

to experiment with innovative ways of bringing key system agents together to build new 

collective forms of accountability for implementation of an LST initiative. The understanding of 

how networks such as Alliances support and constrain successful implementation of LST 

initiatives is particularly important to health system leaders given the current and future 

challenges facing the New Zealand health system. 

2.4 The role of ‘new public management’ in health system reforms and performance management 

‘New public management’ (NPM) was an international agenda for public sector reforms to 

counter the traditional bureaucratic public administration paradigm and improve the efficiency 

and accountability of public sector organisations, and was firmly embedded in many countries by 

the end of the 20th century [79,80]. NPM drew on principal-agent theory where agents faithfully 

follow the instructions of the principal to achieve objectives set out by the principal and value for 

money was to be demonstrated through measurement of performance using clearly defined 

quantitative targets [80]. Hood [79] introduced the seven key doctrines of NPM; these are 

outlined in Table 2.1. 
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Doctrine Meaning 

Hands-on professional management Clear accountability and control of organisations. Actions 
cascade from those holding formal leadership roles at the top. 
The ‘golden thread’ approach. 

Explicit standards and measures of 
performance 

Clearly defined quantitative performance measures and 
targets to demonstrate efficiency of organisations. 

Greater emphasis on output controls Focus on results rather than processes. Allocation of resources 
and rewards and linked to performance. The ‘carrot and stick’ 
approach. 

Shift to disaggregation of units in the 
public sector 

Machine view of systems in which the system is broken into 
parts that can be managed with using one-line budgets. The 
separation of planning and provision of services. 

Shift to greater competition in public 
sector 

Using competitive procurement models to gain efficiency in 
the system. 

Stress on private sector styles of 
management practice 

Move away from ‘old management’ of military-style practice 
to integrate private sector management tools. 

Stress on greater discipline and 
parsimony in resource use 

Reducing compliance and administration costs (‘back-office’ 
functions), ‘living within your means’, resisting union demands. 

Table 2.1: Doctrines of ‘new public management’ reproduced from Hood [79] 

 
The United States, the United Kingdom, Australia and New Zealand were early adopters of the 

NPM movement and NPM ideas informed the 1980s and 1990s reforms of the New Zealand 

health system [81]. With the Westminster-derived system and the fact that much of the New 

Zealand health system is publicly funded and owned, these ideas were already reflected in the 

hierarchical structure of the health system, however, they became more dominant with the 

separation of planning, funding and delivery functions, and the competitive and performance-

oriented model brought in by the 1990s reforms [81].  

NPM ideas also became embedded into the performance management processes of public sector 

organisations in New Zealand, which comprise performance agreements between the 

responsible Ministers and the Chief Executives of public sector organisations [51,81,82]. These 

agreements list the outputs and outcomes to meet the legislative requirements of the State 

Sector Act 1988 and the Public Finance Act 1989, and Cabinet requirements. The outputs and 

outcomes are agreed by the Cabinet through an annual budget process and cascade down to 

public sector organisations through the lead advisors of the government: the Office of the 

Auditor-General, Department of Prime Minister and the Cabinet, and The Treasury [50,51]. This 

process is referred to as the ‘golden thread’ approach in which national performance measures 

are linked to local performance measures and information used for external accountability is 

consistent with information used for organisation learning and improvement [50]. The State 
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Services Commission (now known as the Public Service Commission) monitored outputs and 

performance of Chief Executives [82].  

According to Gill [50], the ‘golden thread’ approach aligned with a command and control 

leadership style rather than a drive for continuous improvement because information used for 

learning and improvement are not suitable for external accountability. Public sector agencies 

have tended to operate individually, disconnected from each other. The command and control 

leadership style tends to cascade to the central agencies such as the MoH [50].  

Critics of the ‘golden thread’ approach point out that the disconnection of public sector agencies 

and the command and control leadership style led to a lack of integration across the agencies to 

deliver a collective impact for citizens and communities [51,81]. The annual process leads to a 

lack of long-term investment to achieve outcomes and there is no recognition of the complexity 

of public sector agencies [51]. Further, the lack of in-depth policy evaluation and a lack of 

commitment to continuous improvement has contributed to long-term issues such as 

institutional child abuse, leaky buildings, housing and water quality issues, and health 

infrastructure that is no longer fit for purpose [51].  

In the health system, NPM ideas led to the introduction of national performance measures for 

DHBs and PHOs [22,24,83]. The measures used have altered over the years with change of 

governments, however, the overall approach has remained.  

The PHO Performance Programme (PPP) was a pay-for-performance programme that began in 

2005 to improve the health of enrolled populations, reduce health inequities and reward quality 

improvement within PHOs [83]. The programme was supported by incentive payments paid to 

PHOs, based on the rate of improvement being made; there were higher payments for 

improvement in the higher need populations such as Māori or Pacific populations or those living 

in the most deprived areas [83]. The performance of PHOs on some of the measures were publicly 

reported. 

From 2009 to 2017, six national health targets were used to publicly report DHB performance: 

improved access to elective surgery, shorter stays in emergency departments, increased 

immunisation for babies aged eight months, raising healthy kids, shorter cancer treatment times 

and better help for smokers to quit [84,85]. PHO performance was also publicly reported for two 

of the health targets: increased immunisation and better help for smokers to quit [86]. Failure to 
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achieve the national targets resulted in financial, reputational and other sanctions for DHBs, and 

PHOs and their providers.  

Researchers who have investigated the impact of national targets on organisational performance 

found that DHBs focus on the performance of their hospitals and on those publicly reported 

national targets at the expense of the other parts of the system that are difficult to quantify and 

lack the national policy focus [87-90].  

According to O'Flynn [80], NPM practices perpetuate a mechanistic view of health systems, 

breaking it into parts and performance managing each part individually to improve service 

delivery. The dominant use of contracts and competition has led to fragmentation of planning 

and delivery of health care and transactional relationships with agents in the system [80].  

2.5 Indigenous health 

Māori are the indigenous population of New Zealand. The British Crown and Māori rangatira 

(chiefs) signed Te Tiriti o Waitangi to live together under a common set of laws and agreements 

[91]. Under Te Tiriti o Waitangi (Te Tiriti), the MoH , as the steward of the health and disability 

system, has responsibility  to work together with Iwi, hapū, whānau and Māori to plan, develop, 

and deliver health and disability services to ensure Māori receive equitable health care and have 

equitable health outcomes as Pākehā (non-Māori) while protecting Māori cultural concepts, 

values and practices [91,92]. 

Cultural identity for Māori is strongly connected with ancestors and the natural environment 

through whakapapa, which along with whānau and whenua are the foundation of Māori society 

[93,94]. Māori wellbeing has a holistic view that consists of four dimensions: taha tinana (physical 

health); taha wairua (spiritual health); taha whānau (family health); and taha hinengaro (mental 

health) [94]. The whakapapa, whānau and whenua along with a balance across the four 

dimensions are important for overall wellbeing and self and group identity of Māori [93]. 

According to Smith [95] and Cram, et al. [93], the health care reforms of the 1990s, especially the 

introduction of a competitive health care delivery model, disrupted whakapapa and severely 

marginalised the Māori view of wellbeing. Māori holistic view of health care delivery that centred 

around Iwi, hapū, whānau, relationships, reciprocity and sharing was replaced by Pākehā way of 

thinking that included individual, user-pay, consumer voice, accountability and competition [95]. 

According to Māori, the current health system, based on Western views of health and dominated 
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by an emphasis on disease, does not meet their needs; whānau are expected to conform to the 

system rather than the system being responsive to whānau needs [96].  

Scholars of Māori health assert that the colonisation process bestowed superior power and 

access to resources and knowledge to Pākehā that continues today [93,97,98]. The loss of land 

and culture through the colonisation process has resulted in Māori “holding and responding to 

feelings of injustice, powerlessness and frustration” (p 7) that continues to impact their health 

and wellbeing [93]. 

Health outcomes for Māori are disproportionally poor when compared to non-Māori non-Pacific 

people, across most health indicators [96,99]. Māori health expectancy is lower by at least seven 

years compared to non-Māori non-Pacific, albeit the gap has narrowed from 9.1 years in 1995-

97 to 7.1 years in 2012-2014 [100]. Māori are more likely to live in areas of high socio-economic 

deprivation [96].  

The structures, policies and practices of a Pākehā-dominated health system means that Māori 

are less likely to receive optimal health care: for example, immunisation rate is 15% lower for 

Māori children; Māori children with asthma are less likely to receive preventive medication; and 

adult Māori are more likely to wait longer than three months for specialist appointment and are 

less likely to be prescribed medication to lower cardiovascular risk [96,97,99].  

The relationship between Māori and the Crown continue to be challenging. Māori perceive that 

Te Tiriti is seen as a mere obligation to which the health system leaders respond with tokenism 

[96,97,101]. According to Came, et al. [97], the silence in relation to a commitment to Te Tiriti in 

national policy and operational documents, a lack of monitoring and reporting of Māori health 

outcomes, and a lack of recognition of and addressing institutional racism have significantly 

contributed to the persistent health inequities for Māori. 

2.5.1 The Wai 2575 Health Services and Outcomes Kaupapa Inquiry 

The Waitangi Tribunal is a permanent commission of inquiry set up by the New Zealand 

government to hear and make recommendations on claims brought by Māori relating to Crown 

actions that breach the Te Tiriti [102]. In 2018, the Tribunal began stage one of the Wai 2575 

Health Services and Outcomes Kaupapa Inquiry in response to claims brought by Māori PHOs and 

providers. The claimants alleged that the Crown’s legislative and policy framework for the 

primary health care system had failed to achieve Māori health equity and was not fit for purpose.  
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The stage one report [101], released in July 2019, reported that the legislative, strategy and policy 

framework of the sector had breached Te Tiriti commitments in providing equitable health care 

to Māori. The Inquiry found that the current health system funding arrangements disadvantaged 

PHOs serving Māori and that the Crown did not adequately amend these arrangements despite 

being aware of this inequality. A lack of capacity and capability and accountability mechanisms 

that used the ‘golden thread’ approach hindered the health system to systematically measure, 

report and improve Māori health outcomes.  

Furthermore, the Inquiry concluded that the primary health care system is not co-designed with 

Māori. This design failure was reflected both at the national level, within the MoH with the 

disestablishment of the Māori health unit in 2015, and at the district level with DHBs lacking true 

partnership with their governance arrangements to reflect interests of Māori and their local 

population. The Inquiry found that Māori were significantly underrepresented across the health 

professions and in the design and delivery of health services.  

Overall, the Inquiry found that the strategic, policy and operational documents guiding the health 

system did not articulate the principles of Te Tiriti accurately at best and at worst did not 

reference them at all.  

The Wai 2575 report recommended five principles of Te Tiriti be adopted by the Crown in the 

delivery of primary health care: 

a) Māori self-determination in the design, delivery and monitoring of primary health care 

through the guarantee of tino rangatiratanga. 

b) A Crown commitment to achieving equitable health outcomes for Māori through the 

principle of equity. 

c) The Crown to achieve equitable health outcomes for Māori through active protection of 

Māori cultural concepts, values and practices. 

d) The Crown to adequately resource kaupapa Māori primary health services and to ensure 

that all primary health care services are provided in a culturally appropriate way that 

recognises and supports the expression of hauora Māori models of care. 

e) The Crown and Māori to work in partnership in the governance, design, delivery and 

monitoring of the primary health care system.  

Whakamaua, the recently released Māori Health Action Plan, [103] outlines the implementation 

plan to achieve the overall aim of He Korowai Oranga: whānau ora – “Māori families supported 
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to achieve their maximum health and wellbeing” (p 1) [92]. Whakamaua is underpinned by the 

five principles of Te Tiriti recommended by the Wai 2575 report. The MoH has committed to 

measuring and reporting progress against the implementation of the plan. 

As a foundation document, Te Tiriti is an important context for New Zealand health system 

transformation. To meet Māori aspirations and to increase the understanding of health system 

leaders and staff, the programme architecture that underpins efforts to successfully implement 

LST initiatives needs to highlight the principles of Te Tiriti and include practical actions to give 

effect to those principles.  

2.6 Judgements on the quality of care delivered in the health system 

New Zealand’s total health expenditure as percentage of GDP is 9.3 percent, which is close to the 

OECD average [104]. Nominal expenditure has grown from about $15 billion in 2014/15 financial 

year to a budgeted expenditure of about $20 billion in 2019/20 financial year [105]. The health 

system is predominantly funded from general tax, making up 21 percent of total Crown spending 

in the 2018/19 financial year [106,107].  

There is ongoing debate about whether the New Zealand health system is adequately funded 

[108]; however, the Commonwealth Fund ranking of eleven countries for performance and 

health outcomes suggests that the level of funding does not always correlate with better system 

performance and health outcomes.  

The Commonwealth Fund compared the health care system performance of 11 high-income 

countries on measures of care process, access, administrative efficiency, equity and health care 

outcomes [109]. The United Kingdom’s National Health Service had the overall highest ranking 

of performance with the second lowest spend and received superior performance in care 

process, access, administrative efficiency and equity. The United States, on the other hand, had 

the lowest overall ranking of performance with the highest health expenditure and worst ranking 

for access, equity and health care outcomes. New Zealand was ranked in the top three for care 

process and administrative efficiency but was ranked below the 11-country average for access, 

equity and health care outcomes. This ranking reflects the persistent health inequities and poor 

health outcomes for Māori and Pacific people [110]. 

The New Zealand Burden of Diseases study shows that New Zealanders’ health is improving, with 

recent increases in life and health expectancy [18]. However, New Zealand still has high health 

loss from coronary heart disease, chronic obstructive pulmonary disease, chronic kidney disease, 
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bowel cancer, self-harm and musculoskeletal disorders. Health inequities persist between 

genders, generations, ethnic and socio-economic groups [18,111]. Health conditions that are 

both preventable and amenable to timely medical interventions through equitable access to 

health services make a significant contribution to the lower life expectancy for Māori and Pacific 

populations. Walsh and Gray [112] found that nearly half of all deaths in Pacific (47.3%) and over 

half of all deaths in Māori (53%) had an avoidable cause compared to under a quarter of deaths 

(23.2%) among non-Māori non-Pacific populations. 

Results from national patient experience surveys administered by DHBs and PHOs show that the 

current health system works for most New Zealanders, with patients reporting being treated with 

kindness and respect and acceptable general practice wait times. However, patients also 

consistently report issues around communication about medication, co-ordination of care across 

the health sector (in particular, around the flow of information between hospitals and primary 

care) and a lack of patient involvement in their own care. People diagnosed with mental health 

conditions report worse experience of care across the system and Māori and Pacific patients 

report worse experiences in relation to co-ordination and cost barriers. About 29 percent of 

Māori and Pacific patients reported not visiting a general practitioner or nurse in the previous 12 

months owing to cost in comparison to 19 percent of European patients. The difference by 

ethnicity for those finding prescription cost to be a barrier was worse, with 24 percent of Māori, 

22 percent of Pacific and 7.3 percent of Europeans reporting cost as a barrier [113]. 

Similar findings are highlighted in the annual New Zealand Health Survey. Results from the survey 

from July 2018 to June 2019 report that Māori and Pacific adults and children were twice as likely 

not to have collected a prescription for reasons of cost than non-Māori and non-Pacific adults 

and children; adults living in the most socio-economically deprived areas were three and half 

times more likely to be smokers and twice as likely to experience psychological distress; that 13 

percent of adults did not visit their general practitioner owing to cost; and children living in most 

socio-economically deprived areas were significantly more likely to be obese when compared to 

children living in least deprived areas [114]. 

There have been national policies and directions to promote changes and improvement in the 

system, with a desire for the health services to be patient-centred, high quality, co-ordinated, 

integrated and equitable. This has included the introduction of national initiatives such as the 

New Zealand Triple Aim [16], the direction for DHBs and PHOs to form Alliances to enhance 

integration of hospital and primary care [2], and national strategies such as the New Zealand 
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Health Strategy [115], the Primary Health Care Strategy [116], and He Korowai Oranga and 

Whakamaua (Māori Health Strategies) [92]. Some scholars called for a fourth dimension relating 

to health care workforce to be added to the Triple Aim framework [36]. However, the Institute 

of Healthcare Improvement and the New Zealand Health Quality and Safety Commission retained 

the use of the original Triple Aim framework to guide systemic improvement initiatives to ensure 

delivery of equitable and high-quality health care [16,36]. 

Some progress has been made with these initiatives but implementation, monitoring and 

ongoing endorsement from the government, including from the MoH and DHBs have been 

variable. Further, the series of policy initiatives to improve performance have not been coherent. 

In reality, this has meant that the government continued to use NPM ideas to focus on DHBs’ 

performance using financial and hospital performance measures while simultaneously exploring 

ways to improve the performance of the system. 

The financial performance of DHBs varies and has deteriorated over the last five years driven 

mostly by growth in personnel costs, rising demand for health services, a lack of long-term system 

transformation initiatives, and governance and management challenges [117]. For the financial 

year ending June 2019, the 20 DHBs reported a total deficit of just over $1 billion [117]. Both the 

Minister of Health and the MoH are working with DHBs to improve their financial performance. 

For three of the DHBs, which posted the largest deficits, the Minister of Health has appointed a 

Commissioner along with a Crown Monitor for one and Crown Monitors for the other two to 

establish recovery plans [117]. The MoH’s focus is to closely monitor the financial performance 

of DHBs with deficits with the aim to improve current financial performance [117]. 

2.7 The Health and Disability System Review and the upcoming reform 

In the endless pursuit to improve performance of the New Zealand health system, the centre-left 

government elected in 2017 commissioned a major review of the New Zealand health and 

disability system [118]. The purpose of the review was to investigate if the health system was 

meeting its legislative obligations of providing effective and equitable health outcomes for all 

New Zealanders and if the system was strong and sustainable. The review led by an expert panel, 

was tasked with making recommendations on changes needed in the system so it would be 

better placed to cope with future demands and be balanced towards wellness, access, equity and 

sustainability. The final report of the Health and Disability System Review released in June 2020 

made 86 recommendations for the New Zealand health system to achieve equitable health 

outcomes and to become a more financially sustainable system [23].  
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The recommendations include significant organisational reforms, reducing the number of DHBs 

from 20 to between eight and twelve and forming two-tier services: tier one includes primary 

and community; and tier two includes hospital and specialist services. DHBs would no longer be 

required to contract primary care services through PHOs or form Alliances with them. Instead, 

the review recommended that DHBs use locality networks to plan and deliver tier one services 

and use these networks to integrate tier one and two services.  

The review recommended establishment of two new national agencies: Health New Zealand and 

Māori Health Authority. These, along with a smaller, more policy focused MoH, would have direct 

accountability for the system’s performance to the Minister of Health. Health New Zealand would 

oversee the operational and financial performance of DHBs, improve co-ordination of quality 

initiatives with clinical engagement, and reduce variation in performance between DHBs by co-

ordinating the delivery of complex highly specialised services. This would see a separation of the 

national service planning, funding and delivery function from the national policy leadership role. 

The latter will be retained by the MoH, which remains the chief steward of the health system. 

The Māori Health Authority would advise the government on all aspects of Māori health policy, 

monitor and report on Māori health outcomes, partner with other organisations at all levels to 

integrate Te Tiriti o Waitangi principles into policy, planning and service delivery, and strengthen 

the Māori workforce.  

Along with organisational reforms, the review also recommended development of a national 

charter that outlines the shared values of the system (Box 2.2) and a new health plan that guides 

the long term (10 to 15 years) strategic direction of the system, supported by short-term regional 

and district plans. The review briefly mentions the importance of increasing national system 

leadership capability to create the conditions for leaders within the system to develop and work 

effectively. There is a focus on increasing DHB governance capability with DHB board members 

no longer elected but appointed by the Minister of Health using a competency-based approach. 

Finally, the review identified three enablers required to produce effective health outcomes and 

to ensure the system is financially and clinically sustainable. These are workforce, data and digital 

technology, and facilities and equipment. 
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• A system that embraces Te Tiriti o Waitangi. 

• A system that embraces and empowers a holistic health and wellbeing. 

• Upholding equity, aroha (love), manaakitanga (reciprocity and support), fairness, and respect. 

• A mana-enhancing system that builds and values intersectoral relationships and trust-based. 

• Integrated, collaborative and connected system. 

• Outstanding leadership, work practice and relationship building. 

• Supporting excellence, integrity and innovation. 

Box 2.2: Proposed shared system values [23] 

 
The review did not recommend any particular funding model or levels of funding because it did 

not consider funding to be the sole cause of health inequities or DHB deficits. It did, however, 

recommend changes in legislation to allow for a guaranteed annual increase in health funding to 

continuously reflect changes in the population demographics, that ethnicity weighting is applied 

to all population-based funding formulas with at least 20 percent weighting for Māori and Pacific 

populations for tier one services, and that funding for tier one services (primary and community) 

is ring-fenced.  

While the interim report of the Health and Disability System Review acknowledged that 

leadership and culture change was needed and that the system needed to work collaboratively, 

the final report focused on significant organisational reforms relating to planning and funding 

functions at a macro-level and ways to enhance accountability in the system akin to an NPM 

approach [23,96]. The review did not consider the successes and the challenges of the SLM 

programme nor the role of Alliances in implementing such transformation initiatives. The 

upcoming reform is likely to disrupt the SLM programme, in particular the use of Alliances to 

implement the programme. 
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2.8 Chapter summary 

Despite three decades of policy initiatives to improve integration of health care, scholars and 

reviewers regularly conclude that the delivery of health care remains fragmented and focused 

on institutional arrangements [21,22,24,96]. The governance and institutional arrangements that 

separate service delivery of hospital, primary and community services, and the interests of 

powerful professional groups, have led to each service or group looking after their own interests 

and those of the patients in their service or speciality; and not the broader interests of patients 

and the population perspective [54,96,119]. 

Reforms during the 1980s and 1990s focused on planning and funding functions at a macro-level 

and did not bring about service integration at meso- and micro-level to deliver co-ordinated 

patient-centred care and reduce health inequities [21]. Furthermore, the 1990s reforms were 

based on market-oriented government ideology and NPM ideas, with limited evidence to suggest 

that they would achieve their goals, came at huge costs, were driven from the top, and 

disengaged health care professionals [56,60]. There has also been little or no focus on 

governance models and health system leadership capacity and capability, and leadership in the 

system is lacking at all levels [21,96]. The upcoming reforms continue the theme of previous 

reforms of focusing on planning and funding functions at a macro-level, centring on 

organisational restructure, and are being driven from the top.  

Governance models such as Alliances have encouraged more collaboration between DHBs and 

PHOs to improve health outcomes by sharing health information and resources to deliver 

integrated and co-ordinated care that is best for their population [68]. These models are 

underpinned by ‘new power’ values such as a high-level of trust among members and strong 

relationships with members committing to shared responsibility, shared decision-making, and 

shared accountability [68]. Governance models such as Alliances have the potential to reduce 

fragmentation in the delivery of health care and bring organisations together to successfully 

implement LST initiatives and adopt and sustain innovations at a system level. However, more 

effort is needed to understand the inner workings of these networks and it is important to share 

these insights with health system leaders and with the implementers of the Health and Disability 

System Review.  
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The relationship between Māori and the Crown remains challenging and any LST initiative needs 

to meet aspirations for Māori. While the New Zealand health system may work for most, 

disconnected services and lack of co-ordinated care between different parts of the health system 

contributes to poor health outcomes, particularly for Māori and other high priority populations, 

and leads to inefficient use of scarce health resources. In order to achieve effective, equitable, 

efficient, high-quality and sustainable delivery of health care, a simultaneous focus on all three 

dimensions of the Triple Aim, at a system level, is required [36]. LST initiatives, such as the SLM 

programme, aim to pursue this simultaneous focus. 

The next chapter describes the development and implementation of the SLM programme: an 

initiative designed to achieve system transformation through a collaborative way of working 

using Alliances.  

 



Kanchan M Sharma  37 

3.0 THE NEW ZEALAND SYSTEM LEVEL MEASURES PROGRAMME 

The SLM programme was developed by the MoH, together with the DHBs and PHOs, and is a LST 

initiative designed to support health system improvement and integration [15]. The programme 

was implemented in July 2016 and continues at the time of writing this thesis. The key purpose 

of the programme is to enhance a collaborative way of working beyond organisational and 

professional boundaries, address health inequities and encourage continuous learning and 

quality improvement [15]. The key purpose of the programme is to achieve the Triple Aim. 

3.1 Development of the programme 

The journey of the SLM programme began in 2012 with the General Practice Leaders’ Forum’s 

(GPLF) desire to develop a more meaningful performance improvement programme for primary 

care in New Zealand. The GPLF proposed to transform the PHO Performance Programme (PPP) 

and the incentive funding attached to this programme. The GPLF and the MoH commissioned a 

report through an expert advisory panel. In their report to the MoH [39], the Expert Advisory 

Group outlined their vision for an Integrated Performance and Incentive Framework (IPIF) that 

addressed equity, safety, quality and cost of health services; shifted the focus from outputs to 

outcomes; encouraged collaboration between health providers; and created an environment for 

local, clinically-led continuous quality improvement. IPIF had a primary care focus, with the intent 

over time to broaden and include other community providers and (eventually) hospital care. 

The MoH began to co-develop a set of system-level measures based on a life course approach 

(from conception, infancy, childhood, adolescence, adulthood and older age) with measure 

development groups. Initially, there were two measure development groups; healthy child and 

healthy ageing. These groups comprised clinicians, managers, academics and patient advocate 

groups. Additionally, there was an analytic technical advisory group. Measures were proposed 

by the measure development groups and then assessed for feasibility of implementation by the 

analytic group. 

A change within government in 2015 (a change of Minister of Health) meant a change in the 

direction, and development of IPIF was paused. The renewed focus of the work aligned with a 

whole-of-system approach, which engaged the health sector more broadly (beyond primary care) 

than IPIF. 

The life course approach was retired, and instead the MoH was directed to develop a small set 

of about six to eight health system outcome measures that focused on children and youth, value 
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for resources, patient experience, and prevention and early detection. A new measure 

development group was formed, which considered over 100 existing measures to identify those 

that were focused on health outcomes, were meaningful to clinicians and consumers, where data 

was reliable and available in a timely manner, were able to be reported by ethnicity and social 

deprivation index, and, where possible, used data that was already collected and reported so it 

did not increase the reporting burden on the sector. 

Between July 2015 and June 2016, using an iterative consultation process with the broader 

sector, the group produced a short list of twelve measures from which the Minister of Health 

agreed on six to be implemented under the new programme of System Level Measures 

Framework (the SLM programme).  

The six nationally agreed system-level-measures (SLMs) are: Ambulatory Sensitive 

Hospitalisation (ASH) rates for zero to four-year olds; acute hospital bed days per capita; patient 

experience of care combining adult hospital and primary care patient experience surveys; 

amenable mortality rates; babies living in smokefree homes; and youth access to and utilisation 

of youth appropriate health services [15].  

The SLMs aligned with the New Zealand Triple Aim and were deliberately chosen so that no one 

single provider in the health and disability system could sincerely (without gaming) improve the 

measure, no matter how efficient and high performing it was [40]. Instead, the aim was that 

improvement would be achieved by all agents in the system working together using 

improvement science with a ‘bottom-up’ approach that involved frontline clinicians, service users 

and local communities. The idea was to encourage locally led quality improvement actions that 

addressed local population health needs and that linked to the national system improvement 

direction through a small set of health outcome measures. The six SLMs addressed ageing, 

chronic disease, and equity issues present in the New Zealand health system. They measured 

hospital use by children, youth, and people over 65 years of age as a result of health conditions 

that could be prevented and managed better in primary care to avoid hospitalisations with DHBs 

and PHOs working together in the best interest of their population. 

The SLMs are supported by a suite of process and activity measures, known as the contributory 

measures, all of which are available through an online measures’ library [15]. The measures’ 

library contains technical information about SLMs and contributory measures, such as, measure 

definitions, data source and the method for calculating the measure. The library was created so 
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implementers could easily see the logic of how SLMs are connected to contributory measures 

and that all measures used in the programme are nationally comparable. Alliances are expected 

to use SLMs to determine the focus of improvement for their districts (improvement milestones), 

determine local actions to achieve their improvement milestones, and then choose relevant 

contributory measures to monitor progress against their improvement actions [15].  

Incentive funding that was attached to the PPP was re-negotiated for the SLM programme. 

Seventy-five percent is paid to PHOs to develop capacity and capability for development and 

successful implementation of an annual SLM plan and 25 percent is paid on achieving the 

milestones for three SLMs and two National Health Targets: increased immunisations; and better 

help for smokers to quit [63].  

The concept of using whole-of-system measures to measure the quality of the health system has 

been implemented in several health care systems internationally; for example in Sweden, Wales 

and the United States [120]. According to Chalmers, et al. [41], the New Zealand SLM programme 

is unique in two ways. First, it attempts to steer a middle course between the extremes of 

traditional health targets and pay-for-performance policy tools that focus on single organisations, 

and broad population health outcomes that are influenced by wider social sector services and 

are beyond the sole influence of health systems. Second, the emphasis is on a collaborative way 

of working using Alliances rather than financial and reputational carrots-and-sticks approach. The 

authors acknowledged that no other country “has attempted to implement such an ‘Alliance-

based’ approach to health system improvement at a national level” (p 4) [41].  

The co-design of SLMs with the health sector, local clinically led continuous learning and quality 

improvement, and a collaborative way of working through Alliances to create a collective sense 

of purpose formed important underpinnings of the SLM programme philosophy [40]. 

3.2 Implementation of the SLM programme 

Implementation of the SLM programme required DHBs and PHOs to work together, share health 

information and resources, identify priorities for their district, and agree an integrated plan and 

commit to delivering it. At the end of year, they were expected to review the implementation of 

the plan using a PDSA cycle, reflect on their successes and failures and incorporate lessons in the 

following year’s plan. 

In order to bring system leaders together and build new collective forms of accountability, the 

MoH placed responsibility for leading the implementation of the SLM programme with Alliances 
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(discussed in Chapter 2, section 2.3). Alliance leadership teams are tasked with development of 

an annual improvement plan using a collaborative approach underpinned by robust 

improvement science, and monitoring and reporting progress against successive plans [15].  

Since Alliances are not legal entities, accountability for the SLM programme sits with DHBs. 

Accountability is embedded through the DHB Operational Policy Framework (OPF) [2] and the 

SLM plan is part of the DHB annual plan.  

The improvement plan includes improvement milestones for each of the six system level 

measures; the frontline improvement actions; the contributory measures; and the signature of 

all Alliance partners. The plans are submitted to the MoH by DHBs on behalf of their Alliances. 

The signatures on the plan are a proxy designed to demonstrate an integrated and partnership 

approach to the development and implementation of the improvement plan. Figure 3.1 shows 

the process Alliances are expected to use for the development of the plan; using ASH rates for 

zero to four-year olds system level measure as an example [40].  

The plans are assessed and approved by the MoH and quarterly reports from Alliances, submitted 

by their DHBs, demonstrate the progress against the plan. At the end of the planning year, 

Alliances report whether they implemented the plan and achieved their improvement milestones 

for the six system level measures; and if not, why not, using a plan-do-study-act process and 

sharing their insights and learning to inform the following year’s plan. Figure 3.2 shows the 

intervention logic for the SLM programme. 

The SLM programme mobilised hundreds of people in the health system to improve the health 

of their populations using a collaborative approach [15]. Implementation of the programme 

included health care professionals, health system leaders and consumer councils in DHBs and 

PHOs. In some districts implementation also included other health system partners such as 

pharmacy, Māori and Pacific providers, youth health service providers and the ACC. 

The collaborative design of the programme and implementation through Alliances recognised 

that successful implementation would require high-trust relationships with a mix of national and 

local accountability mechanisms between the MoH, DHBs, and Alliances. At the local level, 

implementation would require high-trust relationships among the Alliance members, a 

commitment from system leaders to implement the plan, adequate information infrastructure 

to inform the local improvement actions, and a continuous improvement approach to maximise 

successful implementation.  
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Figure 3.1: Improvement plan development process 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

ASH rates for 0-4-year olds 

Improvement 
milestone 

Improvement actions Contributory measures 

ASH rates for 
Māori and 
Pacific children 
fall by 2% (432) 
by end of June 
2021 

Introduce healthy homes 
initiative through NGO and Public 
Health Unit 

Number of healthy homes 
referral 

Launch smoke-free homes 
campaign, focusing on Māori and 
Pacific families 

Six-week-old babies living in 
smoke-free homes 
Four-year-old children living 
in smoke-free homes  

Comprehensive diagnosis and 
treatment of asthma in primary 
and community care including 
general practice, pharmacies and 
ambulance 

Hospital admissions for 
children aged five years with 
a primary diagnosis of asthma 

System Level Measure 

Analyse your data and 

identify main 

contributors to ASH 

Develop and submit 

improvement plan to 

MoH with ALT signatures 

Identify improvement 

milestone 

Identify improvement 

actions and providers 

that will impact the 

milestone 

Select most relevant 

contributory measures 

Monitor and report progress on implementation of the plan to DHB and MoH. Use insights in development of the 

following year’s plan. 

ASH rates in 0-4-year olds: Reduce hospital admissions for conditions potentially 

avoidable through prevention and management in primary care 

• Use local district data available to identify the percentage of potentially 

avoidable hospital admissions for children aged 0-4 years in your alliance or 

service level alliance teams 

• Break down by ethnicity and deprivation level to identify equity gaps 

• Look at most common conditions in children: respiratory illness, dental 

conditions, gastroenteritis and skin infections 

ASH improvement milestone: ASH rates for Māori and Pacific children fall by 2% 

(432) by end of June 2021 

To achieve the milestone with focus on Māori and Pacific children and families: 

• Introduce healthy homes initiative through NGO and Public Health Unit 

• Launch smoke-free homes campaign, focusing on Māori and Pacific families 

• Comprehensive diagnosis and treatment of asthma in primary and community 

care including general practice, pharmacies and ambulance 

See the ASH contributory measures on the Health Quality Measures Library website 

and include most relevant ones: 

• Number of healthy homes referral 

• Six-week-old babies living in smoke-free homes 

• Four-year-old children living in smoke-free homes  

• Hospital admissions for children aged five years with a primary diagnosis of 

asthma 
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Figure 3.2: SLM programme intervention logic 

Outcomes:  Improved quality, safety and experience of care Improved health and equity for all populations Best value for public health system resources 

Problem statement:  
Disconnected services and lack of coordinated care between different parts of the health system contributes to poor health outcomes, particularly for Māori and other high priority populations, and inefficient use 
of health resources.   

Goal:  
To provide a framework that enhances system integration, 
eliminates health inequities, and drives continuous quality 
improvement using ‘bottom-up’ approach to improve delivery of 
integrated and patient-centred care.  

Longer term impacts (conditions) 
No health inequities for Māori and other high priority populations 
Timely care in secondary services 
Prevention, early detection and good care in the community 
Improved system leadership capacity and capability 
Learning system based on constant feedback loops 
Patients experience integrated care 

Medium term impacts (action) 
Reducing equity gaps for Māori and other high priority groups 
Continuous improvement culture 
Improved integrated health information and analytic capability 
Improved commissioning skills 
Trust-based relationships 
Strong clinical leadership 
Strong partnership with people, whānau, Iwi and communities 

Underpinning theory based on 
evidence:  
The demands of an ever-
growing aging population, 
increasing prevalence of long-
term conditions and a 
constrained fiscal environment 
have prompted a review of 
how health and wellness 
services are provided.  
Evidence internationally 
supports that well integrated 
care organised under the 
Institute of Healthcare 
Improvement’s (IHI) Triple Aim 
improves value for money, 
population health and patient 
experience. The IHI supports 
the use of quality indicators to 
show performance of the 
health system over time in 
achieving the Triple Aim. 
SLM programme encompasses 
a new way of working and 
different philosophical 
approaches such as a whole-of-
system focus, collaboration and 
co-production with the sector, 
harnessing the knowledge and 
influence of sector leaders, and 
building high trust and 
sustainable relationships both 
at national and district levels. 

Resources/inputs 
People – clinicians, managers, 
analysts, consumers, quality 
improvement advisors, project 
managers 
Time - for everyone to participate 
Information technology to enable 
storing, analysing and sharing of 
information 
Data – both identifiable and 
aggregate levels, real-time and 
time trend, by ethnicity, gender, 
conditions, age, socio-economic 
status, administrative etc 
Formal agreements between 
health providers to share data 
Partnership forums such alliance 
leadership team, clinical 
governance groups, service level 
alliances, consumer councils 
Shared goals and commitment to 
placing patients and health 
equity at the centre of service 
design and delivery; learning and 
doing things differently 
Shared performance 
management and accountability 
framework i.e. reporting at 
alliance level, shared decision-
making framework 
Quality improvement tools 
Funding  

Activities – what will be done by 
district alliances? 
Establishing a functional alliance, 
project teams and clinical 
champions for SLMs 
Use data and evidence to 
understand local population 
demographics and needs  
Identifying equity gaps for Māori 
and other high priority groups 
Use of patient experience surveys 
to hear patient voice 
Identifying areas of improvement 
for each SLM 
Aligning work programmes and 
initiatives within and across 
providers 
Agreeing on quality improvement 
initiatives to be undertaken by 
each provider 
Choosing appropriate contributory 
measures to measure local 
progress 
Developing the SLM plan 
Seeking agreement of all parties to 
the improvement plan 
Implementing the approved 
improvement plan 
Regular monitoring and reporting 
at alliance level and to MoH 
Continuous quality improvement 
PDSA cycles for continuous learning 

Outputs 
Target group 
District alliance leadership teams 
Measures of outputs 
SLM plan that identifies: 
Improvement milestones for each 
SLM 
Frontline actions to achieve the 
improvement milestones, with a 
focus on addressing equity gaps 
Contributory measures that will 
measure local progress against the 
actions and provide line of sight to 
the SLMs 
Commitment from all parties to the 
delivery of the improvement plan 
 
Project plan that identifies: 
Resources and funding to deliver on 
the initiatives and activities identified 
in the SLM plan 
Local reporting and accountability 
processes for all parties to the SLM 
plan 
Successful implementation of the 
SLM plan 
Regular reports to alliances against 
the improvement plan 
Quarterly reports against the 
improvement plan to MoH showing 
incremental improvements over time 

Short-term impacts (learning)  
Mature and functional alliances that involve all parts of the 
health system 
Alliances using constant feedback loops for continuous 
improvement 
Use of data and evidence to reach and respond to individuals – 
change in service delivery models 
Sharing of good practice and scaling successful initiatives 
Increased use of continuous quality improvement science 
Improved data availability and reliability 
Achievement of the SLM milestones 

External factors that may affect impacts 
DHB financial position 
DHB and PHO relationship and leadership 
MoH relationship and leadership and support for sector 
Impact of wider social determinants of health that is outside 
the influence of the health sector eg housing, income, 
employment etc 
Change in Government priorities 
Central policies and funding arrangements 

Assumptions: 
Framework relies on intrinsic motivation of health providers to 
work together to improve population health outcomes. 
Framework relies on districts having a functional alliance. 
Programme implementation assumes a high trust operating 
environment. 
Framework relies on health funders’ willingness to change 
models of care and funding arrangements 
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3.3 My role in the SLM programme 

I have spent most of my working life in the New Zealand health system: starting as a Health 

Protection Officer in 2000 responsible for the delivery of health protection services; and later as 

a senior leader responsible for managing the delivery of population-based public health services. 

For the last five years I have been working at the MoH leading the SLM programme.  

Having been involved in providing advice to government to set up the SLM programme, which 

included agreement with the Minister of Health on the six measures and the allocation of the 

PHO incentive funding, the MoH was then responsible for overseeing its implementation. The 

MoH’s role in the implementation of the SLM programme included: supporting Alliances to 

develop their annual SLM plans, approval of these plans, and monitoring Alliance progress 

against these plans. The MoH facilitated relationships among primary, community and secondary 

care services, in particular between DHBs and PHOs, and engaged clinicians in the 

implementation of the SLM programme. The MoH also managed the PHO incentive funding. 

As the programme progressed, the role of the MoH extended to the implementation of the 

national primary care patient experience survey with the Health Quality and Safety Commission; 

and the sharing of identifiable level data with DHBs and PHOs from national collections to support 

quality improvement initiatives.  

The SLM programme clinical lead and I undertook most of the MoH functions described above. 

At the onset of the implementation, both the clinical lead and I realised the important but 

challenging task we had with the implementation of this programme compounded by a short 

lead-in time. We agreed that it was important for us to demonstrate the philosophies of a 

collaborative way of working and a continuous improvement approach both to the way the 

programme was implemented and to the programme outcomes. We took a long-term view of 

the programme and our approach was that as the programme matured and the processes 

became embedded, we would expect an incremental increase in the quality of improvement 

plans and achievement towards the programme medium- and long-term outcomes (Figure 3.2).  

We were cognisant of external factors that may impact on the successful implementation of the 

programme: DHB financial performance; the MoH, DHB and PHO relationships and leadership 

styles; the impact of the wider social determinants of health; and changes in government 

priorities, national policies and funding arrangements. We relied on the intrinsic motivation of 

health care staff to work collaboratively to improve health outcomes for their populations, a high 
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trust operating environment, health system leaders’ willingness to change models of care and 

funding arrangements, and most importantly, we relied on districts having a functional Alliance. 

We thought that the implementation of the SLM programme would give Alliances a collective 

purpose leading to broadening of the Alliance membership and strengthening the alliancing way 

of working. 

In the first year of implementation, our aim was to receive a plan from each of the Alliances 

regardless of the quality of the plan. This recognised that the programme required clinical and 

operational leaders from across the system working collaboratively with frontline clinicians to 

implement a quality improvement programme in a way that had not been done before. Alliances 

could choose to maintain their performance in the first year while they examined their data to 

understand what was driving their rates for the system level measures. The Alliance also did not 

have to provide their improvement actions in the national plan. These were expected to be part 

of their local project plans.  

In the second year, we raised our expectations and asked that Alliances seek an improvement 

from their past performance for the system level measures and include a brief description of 

improvement actions in the plan submitted to the MoH. 

In the third year, we emphasised the need for the plans to focus on addressing health inequities. 

This required involvement of Māori and Pacific teams in DHBs and a stronger line of sight 

between the milestones, actions and the contributory measures. We also asked Alliances to 

extend their membership beyond DHBs and PHOs and include other partners in the system such 

as patients, communities and Iwi, ambulance, pharmacy, and maternity.  

Along the way, we made changes to the programme based on feedback received from Alliances 

and frontline staff involved in the implementation of the programme. For example, initially, there 

was a requirement for Alliances to set an annual improvement milestone for all six measures, 

however feedback from sector led to change for one of the measures (amenable mortality rates), 

for which Alliances were required to set a three-to-five-year milestone. We also co-developed a 

new system level measure for youth health with the sector and the young people.  

My role in the development and implementation of the SLM programme included thought 

leadership as well as these activities listed: developing national annual guidance for 

implementation of the programme; supporting Alliances to understand the philosophy of the 
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programme and develop local improvement plans; approving annual SLM plans; assessing 

Alliances’ progress against their plans; and connecting with other teams in the MoH.  

The clinical lead and I would attend local planning workshops and meetings to support DHBs and 

their Alliances in the early stages of development of the plan. We visited all Alliances in New 

Zealand and at times facilitated relationships among senior leaders from health service providers, 

in particular, relationships between senior clinical and operational leaders from DHBs and PHOs. 

We also attended clinical leadership forums, SLM steering and working groups, PHO Chief 

Executives’ meetings, DHB planning and funding managers’ meetings, Māori General Managers 

meetings, and the PHO quality improvement network to seek a whole-of-system engagement in 

the programme and to emphasise its philosophies. 

Each year, as part of approving improvement plans, the clinical lead and I would work with 

Alliances and other groups involved to ensure that all Alliances had an approved improvement 

plan and that the plan had improvement actions that would lead to better health outcomes. The 

approval process would usually take up to four months with an iterative process of assessing and 

providing feedback on several versions of each plan from the first draft to the final approved 

version. 

The clinical lead and I had the privilege of observing and experiencing some of the conditions that 

enabled and constrained the implementation of the programme across DHB districts. We gained 

invaluable insights and knowledge into why some districts were more successful than others in 

bringing together their local system partners to develop a high-quality plan and fully implement 

the plan. We also experienced how the prevailing structures, behaviours and processes shaped 

the MoH’s role and resource allocation for the SLM programme.  

In response to local health systems’ quest for guidance on how to be more successful with their 

SLM programme implementation, we started to share some of these insights and knowledge 

through a number of forums such as meetings, informal conversations and planning guidance 

documents. Through these interactions, patterns emerged, which stimulated theories about the 

architecture for successful implementation of the programme. However, such knowledge and 

insights remained with individuals in the system, such as the system leaders, the frontline staff 

involved in implementation, the clinical lead and I. It also became apparent that DHBs and PHOs 

had different understandings of an alliancing way of working, of what constituted an Alliance and 

of what a functional and mature Alliance looked like. Although there was a national charter for 

Alliances, this was variably interpreted and used, and the system lacked a tool that Alliances could 
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use to assess where they were on a maturity scale or what they needed to do to become better 

at implementing LST initiatives such as the SLM programme. 

The institutional knowledge and insights on the SLM programme have been gained through 

leading the implementation of the SLM programme across New Zealand. Also, I had opportunities 

to make presentations at national conferences and at an international conference in Australia, 

which provided the opportunity to network with international health system representatives. 

The unique approach with the SLM programme generated significant interests from international 

health systems, in particular from Australia and Scotland. 

3.4 Evaluation of the SLM programme 

My insights and knowledge suggested that success of the SLM programme required high-trust 

relationships between system leaders (both operational and clinical), an access to patient health 

records, a strong analytic capability, flexible commissioning approaches, and an improvement 

focus to nudge the system to one that is continually learning. 

An evaluation of the SLM programme studied the internal and external conditions that 

contributed to the successful implementation of the programme [121]. The reviewers 

interviewed about 50 participants from across all DHBs and analysed SLM plans from the first 

three years of implementation. The study used two success criteria: the maturity of SLM plan 

processes and the sophistication of information use. 

In the first success criterion, the authors reported that high performing districts had collaborative 

and inclusive planning processes that involved a broad range of stakeholders from primary and 

secondary care. In the initial implementation stages, the study found that majority of DHBs and 

PHOs were unclear on the implementation process and that implementation was dominated by 

either the DHB or the PHO. The study reported that the clarity on the implementation process 

changed as the programme matured. By the third year of implementation, many districts 

reported having a ‘bottom-up’ approach to the development of the plan with gradual widening 

of clinical and organisational involvement. 

The second success criterion assessed the district’s capacity and capability to gather, use and 

interpret data for quality improvement processes. The study found there was mixed success with 

this criterion with some Alliances having dedicated, funded roles for implementation of the SLM 

programme, others having ad hoc support from existing roles within the DHB, and some Alliances 

being supported by larger PHOs. Better performing districts had better capacity and capability 
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that included data sharing mechanisms between DHBs and PHOs; access to granular, reliable and 

accurate data; and analytic capability to translate data into knowledge and actions. 

When investigating the conditions for success, the study found that there was a high level of 

understanding on the aims and logic of the SLM programme that included: a whole-of-system 

integration; the shift from performance management to quality improvement; addressing health 

inequities; and the shift from measuring outputs to outcomes. On the other hand, respondents 

reported challenges in understanding how the SLM programme related to the other planning 

processes in the district, for example the DHB annual plans or the roll out of the Healthcare Home 

initiative. 

The study examined two internal conditions that influenced the successful implementation of 

the programme: the maturity of Alliances, and the quality of relationships and the level of trust 

between DHBs and PHOs. High performing districts reported a history of working together 

successfully with longstanding commitment to collaboration and an agreed integrated work 

programme. Conversely, poor performing districts reported a history of challenges in 

relationships between DHBs and PHOs. Some reported that the introduction of the SLM 

programme provided opportunities to improve relationships. 

Two external conditions were examined: the size of district, and the complexity of inter-

organisational environment, for example, where the district had multiple PHOs operating, or 

where there was one PHO across multiple districts. The reviewers wanted to test if more 

complexity reduced the chance of success and if districts with larger populations had better 

capacity and capability but also more challenges in developing and sustaining high-trust 

relationships. 

The study found that maturity of SLM plan processes correlated directly with two conditions: a 

district’s understanding of the aims and logic of the SLM programme and having a mature and 

functional Alliance. The latter had a stable structure with allocated responsibilities, a clear 

Alliance charter, an inclusive Alliance leadership team that extended beyond DHBs and PHOs, an 

established integrated work programme for the district, and shared commitment to the alliancing 

way of working. Districts with less mature SLM plan processes lacked the presence of either one 

or both conditions. 
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For the sophisticated use of data success criterion, the quality of relationships was a key 

condition. Districts with sophisticated use of data had positive and high-trust relationships 

between organisations. 

The two external conditions - the size of the district and the complexity of inter-organisational 

environment were found to not influence the successful implementation of the programme. The 

study found that the two internal conditions - a lack of Alliance maturity and poor informal 

relationships between organisations - adversely influenced the success of implementation rather 

than the two external conditions. 

The study also reported that the capacity and capability funding available to PHOs created a 

barrier to engage other health system stakeholders and facilitate integration because of the 

exclusivity of the funding for the programme being available to PHOs. While many PHOs had used 

the funding to enhance their quality improvement processes and fund new improvement actions, 

there were issues around purpose and transparency on how this funding was used. 

The study concluded that successful implementation of LST initiatives such as the SLM 

programme requires a strong platform of an alliancing way of working, positive and high-trust 

relationships between organisations, and robust improvement processes that enable continuous 

learning.  

Findings of the evaluation closely matched my experience and observations. At the beginning 

stages of implementation of the SLM programme, I believed the programme facilitated and 

strengthened an alliancing way of working, relationships between DHBs and PHOs and 

continuous improvement capacity and capability. My experience, evaluation of the SLM 

programme, and implementation science and LST literature, found these to be pre-conditions for 

successful implementation of LST initiatives such as the SLM programme [1,3,30,37,121-123]. 

This revelation strengthened my motivation to explicitly reveal the programme architecture that 

underpins efforts to successfully implement LST initiatives, including a practical tool in the form 

of a self-assessment maturity matrix. 

The next chapter reviews international literature to understand the academic context for LST 

initiatives using a complex adaptive system lens, the role of informal networks such as Alliances 

in the implementation of LST initiatives and the role of maturity matrices as a quality 

improvement tool to support the notion of a learning system. 
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4.0 ACADEMIC CONTEXT FOR THE PROPOSED RESEARCH 

This chapter applies complexity thinking to health systems and describes these as complex 

adaptive systems. Change in complex adaptive systems requires LST initiatives to achieve the 

desired system transformation. The chapter introduces the concept of ‘old power’ and ‘new 

power’ that influence the successful implementation of LST initiatives. The final section reviews 

the literature on the use of maturity matrices in health care setting and how this can be used as 

a tool to support the notion of a learning system. 

4.1 Health as a complex adaptive system 

Delivery of health care has significantly evolved in the 21st century. The focus of the health system 

in the 19th and 20th centuries was on treating diseases and providing a place for injured soldiers 

to convalesce [124]. By late 20th century, primary health care was typically provided through 

privately owned single general practitioner with a small team but  the focus remained on acute 

episodic care with hospital care delivered separately [28]. Health care professionals relied on 

evidence and knowledge obtained at medical school to diagnose and treat illnesses singly at an 

individual level [28]. Delivery of health care and leadership of health care organisations were 

influenced by machine metaphors and Newton’s clockwork universe. The central idea to the 

machine metaphor was that the health system is a mechanical system with defined boundaries, 

linear functions and in which outputs can be predicted [28,125]. Newton’s clockwork universe 

was based on universal laws of motion and gravity in which the whole system can be broken into 

parts and the behaviour of the whole could be understood, controlled and predicted by studying 

each part [28,125].  

The mechanistic approach was useful in the 19th and 20th centuries with clinical medicine and led 

to discoveries of antibiotics and analgesics, and advancement in clinical practices such as 

surgeries [125]. The late 20th century saw a change in demand for and expectations from the 

health system with a focus on wider social determinants of health. Longer lifespans and the 

growing burden of long-term chronic conditions with ageing populations required a shift in the 

health care delivery from acute episodic care by a single practitioner to long-term management 

of chronic conditions by a multi-disciplinary team [27]. Health care was no longer just delivered 

by doctors and in hospitals, but by a range of health care professionals in a variety of settings. 

The health system became complex with many agents that included hospitals, general 

practitioner teams, aged-residential care homes, allied health teams, community care providers, 

pharmaceutical companies, and patients and families [126]. The significant pace of advancement 
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in technology was increasing health care expenditure and pharmaceuticals were gradually 

increasing the cost of health care delivery [27]. Expectations from public on the way health care 

was delivered also changed significantly, away from a provider- and disease-centric to a holistic 

wellbeing approach that was patient- and family-centric [27].  

The change in demand and expectations made apparent the limitations of a mechanistic 

approach [8]. The enormous complexity of the health systems, and the fragmented approach to 

managing and delivering health care raised serious issues around the quality of care provided 

and feedback from patients on the difficulty of navigating the health system [27]. Reviewers of 

health systems highlighted weaknesses of the siloed approach from hospitals and general 

practitioners that led to serious adverse clinical outcomes, under and over utilisation of services 

and unintended consequences with the use of pay-for-performance approaches that led to 

health providers focusing on one intervention at the expense of others [27,126]. The complexity, 

financial pressure to manage costs and unintended consequences led the policy makers and 

researchers to seek new ways of understanding the health system. The early 21st century saw an 

emergence of using complexity theory that originated from the field of quantum physics and 

focused on relationships, emerging patterns and constant adaptation to changing environments. 

Over the last two decades, complexity theory has been used to frame health system as an eco-

system that is complex, living and adaptive and in which relationships between agents in the 

system are more important than the efficiency of each agent [7,28,127,128]. 

The early work of Plsek and Greenhalgh [28] defined a complex adaptive system as “a collection 

of individual agents to act in ways that are not always totally predictable, and whose actions are 

interconnected so that one agent’s actions changes the context for other agent” (p 625). 

The World Health Organization (WHO) [129] defined the health system as a system “that consists 

of all organisations, people and actions whose primary intent is to promote, restore or maintain 

health” and its goals are “improving health and health equity in ways that are responsive, 

financially fair, and make the best and most efficient use of available resources” (p 2). 

Using a complex adaptive system lens, the Institute of Medicine [27] defined a health system as 

“a set of connected or independent parts or agents, including caregivers and patients, bound by 

a common purpose and acting on their knowledge” (p 63).  

According to Plsek and Greenhalgh [28], a mechanical system has fixed defined boundaries, for 

example all the parts of a car are known, and each part has a defined function that makes the car 
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functional. A complex adaptive system is an open system with blurred boundaries, which has a 

large number of agents who can simultaneously be members of several sub-systems and the 

membership can change [28,29]. 

The system agents or actors include health care professionals, managers, and patients and their 

families who learn and adapt from their experience and interactions in the system [27]. 

Carmichael and Hadžikadić [9] explain that these agents are independent, acting with local 

knowledge only but possess similar attributes (are self-similar) and therefore, are easily replaced 

by similar agents from within the larger system without disrupting the emergent features of that 

system. For example, all doctors are different individuals but because of a degree of self-

similarity, they behave homogenously as an agent in the health system.  

This homogenous behaviour and the correlated feedback among the agents create an internal 

set of rules or emerging patterns, which is sometimes referred to as ‘flocking’ [9]. This ‘flocking’ 

gives the system its emergent property and drives the actions and behaviours of agents [9,28,29]. 

The actions and behaviours of agents create further interactions that influence future 

interactions. The system and the agents both learn and adapt as a result of these constant 

feedback loops, making the system unpredictable [9,28,29]. Future interactions cannot be 

predicted from past interactions and history cannot be undone, but history influences present 

interactions [29,128].  

The emergent property of a complex adaptive system also gives the system its self-organisation 

or generative property [29,128]. There is no central or external control on the flow of information 

in a complex adaptive system and system-level adaptation is not directed by hierarchy. Self-

organisation is triggered by individual agents at the micro-level while following the internal set 

of rules and acting with their local knowledge [9]. Agents provide feedback to other agents and 

influence them to act in similar ways, which produces aggregated behaviour (like a snowball), 

and self-organisation emerges from this collective behaviour leading to system-level adaptation 

at a macro-level [9,28,29,128]. Carmichael and Hadžikadić [9] use the analogy of a flock of birds’ 

response to seeing a predator: “the flock may shift and split apart as the individual birds try to 

avoid the predator, and these birds influence their neighbours to change direction as well. Even 

though no individual bird has changed how it reacts to seeing a predator – i.e., they haven’t 

adapted or evolved – the flock itself can adapt to avoid the danger.” (p 10) 
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According to Carmichael and Hadžikadić [9], this system-level adaptation gives a complex 

adaptive system its power: “collectives reacting intelligently to the environment, with complex 

dynamics and versatility, even though they are comprised of simple agents with simple rules” (p 

10).  

Figure 4.1 illustrates a simple representation of complex adaptive systems, adapted from The 

Health Foundation [128]. 

 

Figure 4.1: Simple representation of complex adaptive systems, adapted from The Health Foundation [128] 

 
Sturmberg [5] used organisational theory to describe the complexity of the health system that 

comprises four levels: the macro level, which includes national policy and governance; the meso 

level that includes regional and local infrastructure and services; the micro level that is providing 

health care to an individual or local community; and the nano level that describes health and 

disease characteristics. Each level is further made up of multi-level components with multiple 

sub-systems nested in the wider health system. These systems interact and co-evolve and affect 

and are affected by each other. As the environment changes, the systems change to adapt to the 

environment, which in turn influences the wider environment and the constant cycle of change 

continues [128]. 

Scholars emphasise that the outcome of a complex adaptive system is a product of the 

interactions between the systems and the agents within those systems, making the system 

greater than the sum of its parts [5,9,11,29,34,130,131]. The properties of complex adaptive 

systems emerge from interactions and not from individual agents [5,29]. 
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For health care organisations, this has implication for how goals are developed and how 

resources are pooled towards the system as a whole. So, instead of having separate budgets and 

performance targets for primary care and secondary care, the successful implementation of LST 

initiatives and achievement of system transformation relies on having a shared vision for the 

system that agents work together to achieve [7,8]. Implementation efforts are likely to fail for 

those seeking to direct change from the top using reductionist thinking that attempts to break 

down ambiguity to achieve more certainty, follow rigid protocols, separate and manage health 

care organisations or agents individually, and troubleshoot and fix clinical and organisational 

problems [28]. 

In summary, complex adaptive systems are complex open systems with blurred boundaries, 

whose agents interact, learn and adapt their behaviours to a changing environment. The constant 

interactions make the system emergent, unpredictable and generative [5-9]. Box 4.1 summarises 

three key features of a complex adaptive system from the works of Plsek and Greenhalgh [28], 

Holden [7], The Health Foundation [128] and Carmichael and Hadžikadić [9].  

A complex adaptive system is: 

• Emergent as a result of constant rich non-linear interactions between system agents, which 

create emerging patterns or an internal set of rules that drive actions and behaviour of agents.  

• Unpredictable because the interactions are sensitive to contexts, and drive actions and behaviour 

of the agents, which influences the overall behaviour of the system. Future cannot be predicted 

but history influences present interactions that is fed back into the system which then influences 

future interactions, creating continuous feedback loops. 

• Generative through self-organisation caused by aggregated behaviour from a group of agents 

collectively responding to their environmental conditions, that leads to system-level adaptation. 

Box 4.1: Key features of complex adaptive systems 

 
The macro framing of complex adaptive systems allows health system leaders and implementers 

to understand why implementation and the outcomes from LST initiatives vary between theory 

and the real world, and how implementation of these initiatives adapt to the local environment. 

It enables leaders and implementers to capture unanticipated results that naturally emerge from 

the dynamic interactions of the agents in the system, and these in turn may lead to the creation 

of innovative ideas to successfully implement LST initiatives and achieve the desired system 

transformation [9]. 
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4.2 Improving health system performance 

There are continued attempts to change the health system in order to improve the efficiency of 

the system, improve health outcomes and reduce health inequities. Traditionally, these attempts 

included organisational changes, and implementation of new national policies and performance 

frameworks. These attempts also include quality improvement initiatives such as reducing 

readmission rates to hospital by working with community health providers to follow up care with 

patients in their homes post-discharge or ensuring medicines use is effective and efficient via 

medicines reconciliation projects by local general practice teams working with their pharmacy 

partners. Perla, et al. [30] found that most quality improvement initiatives are usually small-scale 

and limited to a meso, micro or nano part of the system - for instance, they take place in a hospital 

or general practice setting, or focus on a health condition such as diabetes - and are difficult to 

scale-up and spread. Braithwaite [11] and Institute of Medicine [27] highlighted that despite 

numerous organisational and policy reforms, health systems world-wide are struggling with the 

rise in health inequities and health expenditure. 

Scholars emphasise that traditional organisational and national policy changes assume a closed 

system, do not consider the emergent, unpredictable and generative nature of the system, and 

often use top-down approaches that are not always successful or sustainable [6,11,27]. 

Braithwaite [11] offers caution with health system restructures, as these change organisational 

structures but do not change the entrenched cultures, behaviours or clinical outcomes. According 

to Braithwaite [11], change in the system is accepted when it is driven by evolving technology for 

diagnostic tests and treatments; scientific evidence that shows public benefit such as 

immunisation; emergence of new models of care such as virtual consults; and professionally 

driven change in clinical practices such as laparoscopic techniques. Change in the system is 

rejected when it is mandated from top-down; is not supported by powerful groups such as the 

medical profession; when it encounters entrenched bureaucracy; and does not attempt to 

address entrenched politics, behaviours and cultures. 

Braithwaite [11] does not blame any person, group or organisation for what they describe as the 

inertia in the system but highlights that change in a complex system cannot be mandated through 

introduction of policy, regulation, restructure or performance indicators. Instead, they 

recommend building momentum for change by nudging the system towards one that is learning 

and where those working in the system understand the features of complex adaptive systems. 

These features include recognising the emergent, unpredictable and generative nature of the 
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system and the system agents’ ability to resist, ignore or adapt top-down mandates. Braithwaite 

[11] summed it by saying that “health care is governed far more by local organisational cultures 

and politics than by what the secretary of state for health or a remote policy maker or manager 

want” (p 2). 

The landmark report from the Institute of Medicine [27], Crossing the Quality Chasm, called for 

a fundamental shift in the delivery and management of health care from one that is designed 

around health institutions and health care professionals to respond to acute episodic care to a 

system that is people-centred, delivers seamless co-ordinated holistic care, and one that 

acknowledges and addresses health inequities. The report [27] outlined the design of the health 

system for the 21st century to deliver health care that is safe, effective, patient-centred, timely, 

efficient and equitable and a system that supports innovation and continuous improvement. The 

report endorsed the notion of health systems being complex and acknowledged that system 

transformation with collective leadership will be required for the desired shift. 

Pratt, et al. [75] highlighted that those in the system have become used to the language of 

mechanical systems such as cogs and wheels, targets, levers and that attention is instead 

required to features such as connections, relationships and meaning to recognise health as a 

living eco-system. 

Martin and Félix‐Bortolotti [132] concluded that “making a paradigm shift from many centuries 

of reductive approaches to reduce certainty in complex non-linear systems is a challenging 

exercise yet becomes increasingly imperative” (p 419). 

Holden [7] emphasised that “the application of the understanding of health care as a complex 

adaptive system involves cultivating an environment of listening to people, enhancing 

relationships, and allowing creative ideas to emerge by creating small non-threatening changes 

that attract people” (p 656). 

According to Baker and Axler [122], high performing health care systems “have created effective 

frameworks and systems for improving care that are applicable in different settings and sustained 

over time” (p 4). This creation requires a deliberate and systemic approach and a shift away from 

reductionist thinking to understanding that attempts to change the performance of the health 

system need LST initiatives that engage multiple organisations and a focus on relationships, 

interactions and the behaviours of those working in the system.  
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Reviewers of health systems over last the two decades have repeatedly emphasised that LST 

initiatives based on relationship and trust rather than transactions and directives, with clinical 

governance and continuous improvement focus is more likely to be enduring and sustainable 

[1,5,6,11,32,37,99,130,133-135].  

4.3 Informal networks 

One of the key features of complex adaptive systems is the emergence of informal networks from 

the interactions and connections between agents in the system [5,135,136]. According to Khan, 

et al. [33] and The Health Foundation [137], these informal networks facilitate adaptation and 

have the potential to transform the system by creating a platform for learning, leading and 

spreading LST initiatives.  

In research commissioned by the Health Foundation [137], analysis of seven types of networks 

in health care found five core features of effective networks: common purpose, cooperative 

structures, critical mass, collective intelligence, and community building. When these five 

features interact, their combined effect generates the energy and momentum for change. The 

Health Foundation [137] defines a network as “a cooperative structure where interconnected 

groups or individuals coalesce around a shared purpose on the basis of trust and reciprocity” (p 

7) that can bridge gaps between professional groups and competing organisations and be used 

to implement LST initiatives. Clinicians and leaders can have significant influence on the attitudes 

and behaviours among their colleagues and networks [11,138]. 

Scholars of health system highlight that creating an environment that harnesses relationships, 

and the capability and capacity for improvement is more likely to provide ideal conditions for LST 

initiatives [1,32,138]. This environment enables use of improvement science and tools such as 

plan-do-study-act (PDSA) cycles to shift the paradigm from meeting targets to one that supports 

a learning system, engages frontline staff from across the system, removes hierarchical 

structures, uses local knowledge and provides a neutral setting for continuous quality 

improvement [1,137-139]. Clinicians are more likely to engage when they are empowered, 

nurtured and influenced by their peers in an environment that promotes continuous quality 

improvement rather than directed or controlled through hierarchical structures [11,32,138]. 

According to Serra, et al. [69], delivery of patient-centred services requires a deep commitment 

and collective responsibility among all system agents along with agreed clinical pathways and a 

common purpose. The informal, trust-based networks nurtured by aligned interests that serve 
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the interests of the community while preserving the autonomy of individual organisations can 

provide an effective and transparent governance model for the health system. For such networks 

to be successful, more attention is needed to be paid to developing strong and sustainable 

relationships, trust and goodwill than to structures and processes. Often these networks fail 

because culture is seen as a soft or ‘touchy feely’ matter; and there is an underestimation of time 

and effort needed to sustain the network, a limited shared understanding among the network 

partners, and unrealistic timeframes and expectations of what the network can achieve or deliver 

[69]. 

Use of informal trust-based networks to deliver integrated patient-centred care is emerging in 

health systems worldwide. These networks are often referred to by different names; such as 

integrated care systems or networks [72], accountable care organisations [73], and place-based 

or place-led partnerships [74]. Regardless of the name, the underlying philosophy of these 

networks remain the same: unprecedented levels of trust, strong and sustainable relationships, 

a common purpose, a shared commitment, and guided by principles and practices of adaptive 

leadership. 

4.4 Large-system transformation initiatives 

LST initiatives are initiatives designed to achieve system transformation. These initiatives use a 

complex adaptive system lens and embrace a systems mind-set. Reviewers highlight that a 

systems mind-set brings the agents in the system together and shifts the thinking from a linear-

cause-and-effect paradigm to a multi-causation-effect paradigm, and take into consideration the 

contexts in which these initiatives are implemented [31-34,78,132,140,141].  

Best, et al. [1] found that implementation of LST initiatives requires organisations to employ 

change management theories and models to make changes meaningful and sustainable. Stouten, 

et al. [142] point out that there are many theories and models of change management and a lack 

of consensus on basic change management processes and principles. This can lead to 

organisations feeling overwhelmed by the options available and the steps they need to take. 

Many of the change theories and models are from a time when change was predictable and at a 

slower rate with a lack of technology, shorter life expectancies, less focus on health inequities 

and therefore less demand for transformational change. The increase in demand for health 

services with greater longevity and complexity in health needs, significant advances in the use of 

technologies, the changing expectations from the public to be treated as a consumer of health 

services, less tolerance of health inequities and increasing financial pressures mean that changes 
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in the health system are now faster and more disruptive. Use of traditional organisational 

hierarchy to implement transformational change is too slow and risk-averse [32]. Braithwaite 

[11] advocates for health systems to use a complex adaptive system lens to “move beyond 

today’s frozen systems performance” (p 3) to new thinking paradigms; and from a linear cause-

and-effect approach to a continually learning system. This shift requires the leaders of the system 

to use informal networks to build high-trust relationships between agents in the system, identify 

shared vision and goals, and use feedback loops for constant learning [11,32,141].  

A practical guide for leading LST initiatives developed by NHS England [32] endorse that 

transformation change in a complex adaptive system must take into consideration the emergent, 

unpredictable and generative nature of the system; mobilise a large number of individuals and 

organisations to work towards a common shared purpose; and require a shift in power through 

a distributed leadership. According to the practical guide, successful LST initiatives lead to “such 

deep changes in attitudes, beliefs, and behaviours that sustainability becomes largely inherent” 

(p 12) [32].  

Best, et al. [1] offer a definition for LST initiatives in the health system: “interventions aimed at 

co-ordinated, system wide change affecting multiple organisations and care providers, with the 

goal of significant improvements in the efficiency of health care delivery, the quality of patient 

care, and population-level patient outcomes” (p 422). It is, however, difficult to find examples of 

LST initiatives in the health system that fit this definition; the literature is saturated with changes 

that focus on health conditions and/or in a part of the system such as hospital or general 

practices. Bevan and Fairman [35] argue that these small-scale and service improvement 

initiatives are important, however are not enough to achieve the desired shift in the health 

system. The three key aspects of LST initiatives are that these are broad and widespread across 

geographical boundaries, multiple organisations or across professional groupings 

(pervasiveness); these challenge current way of thinking and seek paradigm shifts in mindsets, 

processes and relationships (depth); and these affect people and require co-ordination across 

multiple systems nested within a macro system (size) [32]. 

In a complex adaptive system, the successful implementation of LST initiatives are challenging as 

they are dependent on behaviours, interactions, and social and cultural conditions of the system 

and changes are difficult to spread broadly and rapidly [30]. According to scholars of health 

system, success is dependent on having a clear mandate for change, a presence of right blend of 

leadership, dedicated resources, active engagement among staff, repeated attempts at change 
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with feedback loops that enable learning, unlearning and adapting from experience, and  

patience from the leaders of the system for long-term gains [1,32,130,141-144].  

From the key principles identified by Sturmberg [5], a set of simple or operational rules that act 

as system enablers for implementation of LST initiatives is necessary to foster collaboration 

across the system. These rules are variously referred to in the literature as key factors, conditions, 

themes, attributes or elements. Appendix 2 summarises published and grey literature on LST 

initiatives, five of which are discussed in detail in Chapter 9 (section 9.2); these are used to 

examine the key elements that increase the chances of success with implementation of LST 

initiatives. 

Khan, et al. [33] and the practical guide developed by NHS England [32] emphasise the 

importance to understand the contexts in which transformation is implemented, whether it is 

top-down and restricted by organisational and professional boundaries (‘old power’), or a 

collaborative approach using informal networks (‘new power’). These two approaches create 

different conditions for successful implementation of LST initiatives.  

4.5 ‘Old Power’ and ‘New Power’ 

Strategy& (formerly known as Booz & Company), a consulting unit of PricewaterhouseCoopers, 

conducted one of the largest study from a range of industries in Americas, Europe, Asia-Pacific, 

the Middle East and Africa to survey the role of culture in organisational change [145]. Industries 

included in the study were retail, health care, finance, energy and engineered product services. 

The study, involving over 2,000 executives, managers and employees, reported that about half 

of LST initiatives fail or are not sustainable owing to three major reasons: change fatigue as the 

workforce runs out of energy, lack of capacity and capability, and a ‘top-down’ approach that 

does not engage the frontline workforce.  

Heimans and Timms [13] introduced the idea of ‘old power’ and ‘new power’ for the corporate 

world where traditional leadership is being challenged with an emerging trend of harnessing 

energy through co-producing, peer co-ordination, informal networks, collaboration, building 

capacity and capability, sharing and transparency for leadership and transformational change. 

Figure 4.2 illustrates the difference between ‘old and new power’ that has been reproduced from 

Heimans and Timms [13], and Bevan and Fairman [35]. Bevan and Fairman [35] use ‘dominant 

approach’ and ‘emerging direction’ to describe the ‘old’ and ‘new’ powers respectively for the 

health care setting. 
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In the ‘old power’ approach, change is mandated from the senior operational leaders who 

exercise the power of their positions and seek to achieve the mission and vision of the 

organisation. In a ‘new power’ approach, power comes from relationships, connections and the 

ability to influence through informal networks and communities to achieve a shared purpose 

[32]. ‘New power’ has an emotional connection that uses people’s intrinsic motivation to call for 

action with an emphasis on social resources that grow with use whereas ‘old power’ relies on 

economic resources that diminish with use such as funding and materials [13,32]. Most 

importantly, the ‘new power’ approach engages patients, families, communities and frontline 

health care professionals in transformational change. 

 

Figure 4.2: Illustration of ‘Old and New Power’, adapted from Heimans and Timms [128] and Bevan and Fairman [126] 

 
Historically and currently, health care organisations and government agencies such as the MoH 

predominantly use the ‘old power’ approach to develop and implement strategies, policies and 

change interventions through accountability frameworks, performance measures with national 

targets, incentive payments or pay-for-performance schemes, compliance and quality assurance. 

This traditional fragmented approach to managing health system performance reinforces the 

tendency of health care organisations to be preoccupied with power, rules, positions, and 

organisational and departmental patch protection. Critics of traditional approach argue that to 

successfully implement LST initiatives in a complex adaptive system, this approach is no longer 

fit for purpose [32,35].  



Kanchan M Sharma  61 

The ‘new power’ approach requires all agents in the system to focus on the mission or vision of 

the system, use collaboration and partnership approaches and be generative with the use of 

continuous feedback loops [146]. It harnesses energy from and among clinicians, managers, 

patients and communities through collaboration, shared common purpose and high-trust 

relationships to achieve the desired system transformation [11,32,138].  

In a publicly funded and institutionalised health care system, it is challenging to shift the 

paradigm from ‘old power’ to ‘new power’ as elements of ‘old power’ are ingrained as a way to 

demonstrate accountability of the system to the public and the government.  

4.6 System accountability 

Political salience or visibility is high for health systems because many are predominantly funded 

from general taxation and there is an expectation from the public for the system to demonstrate 

value for money. Additionally, there is high interest in achieving good health outcomes of people 

and communities from public and health care professionals. For New Zealand, in a Westminster-

derived system, citizens and opposition MPs hold Ministers accountable for delivery of public 

health services, and this includes ‘fixing’ problems or answering for the Ministers’ ‘performance 

failure’ [50,51]. Cook and Huges [51] claim that expectations from the public and opposition MPs 

have led to a high degree of Ministerial direction on operational matters and accountability of 

public services has evolved to accountability to Ministers rather than citizens, making Ministers 

the clients of the public sector organisations. The high political salience makes it difficult for 

governments and the health system to solely embrace the ‘new power’ approach because of 

ingrained ‘new public management’ ideas to demonstrate efficiency and accountability of the 

system.   

For instance, following a change of government in 2017, the new Minister of Health ceased public 

reporting of six national health targets [147], which generated a number of mixed responses from 

professional groups, opposition MPs and the public. The media headlines that followed this 

announcement included: “Health experts divided over changes to national targets” [148] and 

“National warns of more deaths with no public health targets” [149].  

System accountability is an important feature of public institutions and is used to assure external 

stakeholders, including the public, of the legitimacy of the organisation and that the system is 

meeting the required performance standards. Gill [50] explains that performance management 

consists of rational control that measures performance of an organisation against a standard, 
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monitors deviations from the standard and takes action to reduce deviation from the standard. 

Use of rational control punishes deviations, ignores political and cultural context in which the 

system is operating, and system agents retreat from learning to focus on following the rules. Gill 

[50] goes on to say that there is no opportunity to innovate and learn with a rationalist model 

and the emphasis is on ‘was it done right’. System accountability is aligned with the ‘old power’ 

approach. 

System performance, on the other hand, focuses on continuous learning taking into 

consideration the political and cultural context. According to Gill [50], organisations depart from 

the rules to achieve the outputs and outcomes, use variation to innovate and the emphasis is on 

‘was the right thing done’. System performance is aligned with the ‘new power’ approach. 

Reviewers argue that the dichotomy of system accountability and system performance creates 

tension in the system [20,50,51]. System accountability is required to meet the legislative and 

the Cabinet requirements. In complex adaptive systems, a continuous learning approach that 

focuses on interactions, behaviours and social and cultural contexts is needed to improve the 

system’s performance and health outcomes [11,29]. 

Heimans and Timms [13] proposed a ‘bilingual’ approach that develops capacity and capability 

for both ‘old’ and ‘new’ powers. They introduced the ‘new power’ compass that distinguishes 

between the ‘old and new power’ operating model and values. For example, technology 

companies such as Facebook, operate under the ‘new power’ business model as their success 

depends on participation. However, they sometimes make decisions that ignore the wishes of 

their users; this is aligned with ‘old power’ values. Conversely, companies can operate with a 

traditional ‘old power’ business model but embrace ‘new power’ values like transparency [13]. 

The ‘new power’ compass helps organisations identify operating models and values they want to 

change and adopt strategies to deploy ‘new power’. Heimans and Timms [13] urge that ‘old 

power’ organisations such as health systems that are ingrained in ‘new public management’ must 

think differently and embrace ‘new power’ values to improve the performance of the system.  

A white paper published by a national improvement body for NHS [35] stated that current and 

future challenges facing health systems cannot  be addressed with sole use of an ‘old power’ 

approach and leaders need to recognise the emergence of ‘new power’ values to successfully 

implement LST initiatives.  
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Scholars advocate that instead of just focusing on process, measurement and execution, health 

system leaders need to use complexity thinking and embrace connections, engagement, shared 

purpose and relationships, and be bilingual with both powers as both are essential and both are 

needed to improve performance of the health system [13,35,150,151].  

My insights based on observations during implementation of the SLM programme revealed that 

health system leaders are overwhelmed with change management theories and are unclear on 

steps they need to take to successfully implement LST initiatives. I recognised that a self-

assessment maturity matrix is one way to help identify the programme architecture that 

underpins efforts to successfully implement LST initiatives. The self-assessment approach could 

support the notion of a learning system and increase understanding of this programme 

architecture for health system leaders and networks such as Alliances. 

4.7 Use of maturity matrices 

A maturity matrix is a useful learning tool to show how individuals, organisations and networks 

can ‘get there from here’. It can be used to provide feedback on performance of a person or an 

organisation through audit, and self-, peer- and external assessment. Audit and external 

assessments are used to demonstrate assurance, accreditation or compliance and often have 

incentives linked to achievements, for example, financial rewards or quality accreditation and 

renewal of professional licences or certifications [151,152]. The self-assessment approach is used 

to stimulate individuals, organisations or networks to identify areas of improvement and develop 

an action plan that includes goals for improvement, and identifying the barriers and enablers to 

achieve the goals [151,152].  

There is ample evidence on the use of maturity matrices in health care setting, however most of 

these include professional competency frameworks and organisational accreditations such as 

general practice accreditation standards [153,154]. Researchers argue that these frameworks are 

perceived as compliance exercises, do not use a plan-do-study-act cycle for improvement and 

create tension between quality control, regulation and quality improvement [150,154]. 

According to Rhydderch [150], improvement in health systems needs to be continuous, values-

driven and bottom-up; which requires a shift from traditional accreditation approaches. Research 

from the United Kingdom and Europe shows the emerging use of maturity matrices in health care 

settings to adopt complex innovations (such as LST initiatives) and sustain these long-term at 

organisation or system level [155-161]. 
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The concept of a maturity matrix with a self-assessment approach to stimulate quality 

improvement in the health care setting was initiated in 1996 as part of a doctoral thesis and was 

adapted for use in Denmark [153,154]. Buch, et al. [152] evaluated the use of the maturity matrix 

in Danish general practices developed by Elwyn, et al. [153]. The authors found that the maturity 

matrix was a good starting point for improved communication and co-operation within the 

practice team. However, organisational factors such as the size of the general practice, high 

patient-related workload and staff turnover influenced the implementation of improvements 

identified following the self-assessment. Other factors that influenced implementation were: the 

availability of an external facilitator who understood the matrix and helped the general practice 

with the self-assessment; allocation of anchor persons who kept the implementation process 

active; a lack of perceived benefit; and a lack of formal commitment [152]. 

Edwards, et al. [151] undertook a feasibility study of developing a maturity matrix for quality 

improvement in the European primary care setting that included 153 practices based in the UK, 

Germany, The Netherlands, Switzerland and Slovenia. The authors concluded that the maturity 

matrix was a feasible and valuable tool for practices to assess their organisation development 

and planned improvements to improve health care quality. Elwyn, et al. [154] later refined this 

maturity matrix using an expert panel of primary care practitioners followed by testing in five 

primary care practices. This study was the first to develop an international maturity matrix for 

quality improvement in primary care. 

In 2011, the Development Model for Integrated Care (DMIC), a web-based self-evaluation, tool 

was developed by a doctoral student Mirella Minkman [162]. The DMIC tool was used by 

integrated care practices in the Netherlands to evaluate their delivery of integrated care, to 

assess their readiness for delivery and to identify areas of improvement. The tool contained 89 

elements grouped in nine clusters: client-centredness; delivery system; performance 

management; quality of care; result-focused learning; interprofessional teamwork; roles and 

tasks; commitment; and transparent entrepreneurship. The tool was validated by testing in 84 

integrated care services in the Netherlands to assess the relevance and implementation of the 

elements. 

The Scaling Integrated Care in Context (SCIROCCO) is a project co-funded by the Health 

Programme of the European Union [163,164]. One of the outcomes of the project was the 

SCIROCCO Maturity Model, which is an online self-assessment tool that enables those working in 

the health and social care system across the European Union to assess their readiness to deliver 
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integrated care. The tool aims to help European regions to understand their strengths, 

weaknesses and potential areas of improvement; adopt and scale up integrated care solutions; 

facilitate multi-stakeholder discussions on progress and delivery of integrated care; and facilitate 

coaching to help regions and organisations understand the local conditions that enable successful 

delivery of integrated care [163]. One of the important components of this model is that regions 

share their experience and assessments with others through a web-based platform. This 

facilitates sharing of knowledge between the regions. The self-assessment tool is made up of 12 

domains (Box 4.2) with an assessment scale for each domain. Initial testing showed the tool to 

be effective in revealing the maturity of the health care system context for providing integrated 

care [164]. However, the tool is still in early stages of implementation and further studies are 

recommended to confirm its structural validity. 

1. Readiness to Change 

2. Structure and Governance 

3. eHealth Services 

4. Standardisation and Simplification 

5. Funding  

6. Removal of Inhibitors 

7. Population Approach 

8. Citizen Empowerment 

9. Evaluations Methods 

10. Breadth of Ambition 

11. Innovation Management 

12. Capacity Building 

Box 4.2: SCIROCCO maturity model dimensions 

The evaluations on the use of maturity matrices confirm that a self-assessment maturity matrix 

can be a useful tool to support implementation of LST initiatives as it helps health system leaders 

recognise their strengths and weaknesses and identify areas of improvement needed for system 

transformation [151,152,154,161,162,164]. 
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5.0 RESEARCH ISSUES, AIMS AND QUESTIONS 

Academic literature leads me to the conclusion that health care systems are living and adaptive 

complex systems in which relationships, connections and interactions influence the behaviour of 

those who work in and use the system. The constant interactions make health systems emergent, 

unpredictable and generative [7,9,28]. Organisational and financial accountability of health 

service providers is integral to demonstrate public and government confidence for a system that 

is predominantly taxpayer funded. However, organisational reforms, ‘new public management’ 

practices and small-scale change efforts at the micro level are not enough to improve the 

performance of the system. LST initiatives that capitalise on the key features of complex adaptive 

systems such as the use of informal networks and ‘new power’ values, together with a deep 

understanding of the contexts and mechanisms that influence LST initiatives, may be more likely 

to achieve the desired system transformation [1,11,32,35,37]. However, health system leaders 

feel overwhelmed with change management theories and organisational changes and are 

unclear on the steps they need to take to successfully implement LST initiatives.  

The SLM programme is an LST initiative designed to enhance a collaborative way of working 

beyond organisational and professional boundaries, address health inequities, and encourage 

continuous learning and quality improvement. My insights and experience from leading the 

implementation of the SLM programme and the evaluation of the programme [121] revealed 

some of the architecture that underpins efforts for successful implementation of LST initiatives. 

This programme architecture includes a set of key elements that need to be present in the health 

system to increase the chances of success with implementation of LST initiatives. These elements 

are sensitive to contexts and influence implementation of LST initiatives. Additionally, the 

insights and the evaluation revealed that this architecture for LST initiatives is not well 

understood among the system leaders and the Alliances in the New Zealand health system.  

The successful implementation of LST initiatives involves creating positive conditions for change 

to support a work environment that harnesses relationships and increases the capacity and 

capability of those working in the system. It is less about meeting LST initiative targets and is 

more about iterative planning and practice cycles to shift system behaviour. Evidence of 

successful implementation includes rich descriptions about ‘what works, for whom, under what 

circumstances, and why’. 
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Academic literature and my experience with implementation of the SLM programme raised the 

following questions:  

• What is the role of LST initiatives such as the SLM programme in supporting the New 

Zealand health system to bring all agents in the system together to work towards a 

common purpose?  

• What are the key elements that support successful implementation of LST initiatives and 

form the architecture of these initiatives?  

• What do these key elements look like for New Zealand health system? 

• Why does implementation of LST initiatives vary at district level, i.e., how do the key 

elements work in different contexts?  

• How can system leaders and Alliances assess their capacity and capability for successfully 

implementing LST initiatives?  

• How can the health system be consciously and deliberately supported to become a learning 

system for successfully implementing LST initiatives?  

These questions motivated me to design a research project to more explicitly reveal the 

programme architecture that underpins efforts to successfully implement LST initiatives in the 

New Zealand health system. From my insights leading the implementation of the SLM 

programme, I theorised some of the key elements that need to be present in the system to 

increase the chances of success with implementation of these initiatives: an alliancing way of 

working; clinical leadership and engagement; the degree to which consumers were involved in 

the development and implementation of the SLM plan; information technology infrastructure; 

the capacity and capability for quality improvement; and the use of commissioning cycles. From 

my insights, I also theorised some of the contextual factors that influenced the implementation 

of LST initiatives: maturity of the Alliances; quality of local relationships; the presence of a shared 

vision for the district and a commitment from system leaders to work towards that vision; and 

the leadership styles of the MoH and DHBs.  

I identified a self-assessment maturity matrix as one way to describe the elements along a scale 

so Alliances can see what good looks like for these elements, assess where they are on the scale 

and identify areas for improvement. Research literature suggests that the self-assessment 

process will support the Alliances to consciously and deliberately increase their understanding of 

the programme architecture for successful implementation of LST initiatives. The design also 

included investigating and reporting on how the key elements work in different contexts and 
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influence implementation of these initiatives. Figure 5.1 shows the nested approach to the 

research. 

 

Figure 5.1: The nested approach to the research 

 
5.1 Gaps in knowledge 

A reasonable amount of literature on applying complexity thinking to health systems has 

emerged in the last two decades. However, there are very few studies where complexity is 

applied with LST initiatives that require all agents in the health system to work together [6]. 

Furthermore, there are even fewer studies of how contexts and mechanisms influence success 

of LST initiatives [1], although the number of studies using a realist approach to demonstrate the 

role of contexts and mechanisms is increasing [44-46,165,166]. However, majority of these 

studies are at micro level and do not extend to a systems mind-set or explore inter-relationships 

between agents of the system. A search of OVID and PUBMED databases for all realist 

evaluations, research, reviews and synthesis, over last five years (2015 to current) revealed 767 

published articles. When the search was filtered with ‘system or large-system transformation’, 

only 13 studies were identified. Extending the search to 2000 revealed additional five studies. On 

closer examination of these 18 studies, 10 discussed system transformation, each with different 

a perspective of what a large-system transformation is, and none of the studies were from New 
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Zealand. Of 10, only two met the definition of LST initiatives used in this research. The rest were 

either at a meso or micro level or were realist rapid review of literature. 

Similarly, studies on the use of maturity matrices for quality improvement or learning are also at 

meso or micro level of the health system [151,153-157]. Nothing exists in New Zealand that 

describes the architecture that underpins efforts to successfully implement LST initiatives in a 

way to support conscious and deliberate learning among the agents in the health system and 

increase the chances of success with implementation of these initiatives.  

5.2 Research aims 

This research had three aims: first, to identify the key elements that support successful 

implementation of LST initiatives; second, to construct a maturity matrix that describes different 

stages of maturity for each of these elements; and third, to investigate and report on how 

contextual factors that New Zealand alliances work in influence successful implementation of LST 

initiatives. Collectively, the three aims described the programme architecture that underpins 

efforts to successfully implement LST initiatives in the New Zealand health system. 

5.3 Research questions 

To achieve the research aims, the following three questions guided the research. 

• What are the key elements that support successful implementation of LST initiatives in the 

New Zealand health system? 

• How do New Zealand Alliances consciously and deliberately increase their understanding of 

the key elements to support the notion of a learning system? 

• What contexts and mechanisms influence New Zealand Alliances’ ability to successfully 

implement LST initiatives?  
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5.4 Summary of Part A 

Part A set the scene for the research. It started by describing the Westminster-derived New 

Zealand health system and how past reforms and ‘new public management’ practices have 

shaped the current health system. Like other health systems world-wide, the New Zealand health 

system is centred around health institutions and health care professionals to respond to acute 

episodic care. The system is now struggling to meet the changing demands with longer lifespans, 

a growing burden of long-term chronic conditions with an ageing population and persistent 

health inequities, in particular for Māori (the indigenous population of New Zealand). The New 

Zealand health system is seeking a fundamental shift in the way the health services are funded, 

managed, and delivered. Chapter 2 included key recommendations from a major review of the 

system that was commissioned by the government in 2017 in the endless quest to improve 

performance of the system.  

Chapter 3 described the development and implementation of the New Zealand System Level 

Measures (SLM) programme. It included insights and knowledge gained from leading the 

implementation of the programme; these form the foundation of this research. Chapter 4 

provided academic context of the research with a review of international literature. It described 

health systems as complex adaptive systems that are emergent, unpredictable and generative 

and that need LST initiatives to better achieve the desired system transformation. These ideas 

support the design and implementation philosophies of the SLM programme. The chapter 

identified the use of maturity matrix as a self-assessment tool to support the notion of a learning 

system.  

Research in health system transformation is emerging internationally and the New Zealand 

health system is at a pivotal time when improvement in the performance of the system will 

require more than ‘new public management’ ideas and organisational changes. A more 

considered and sophisticated approach to system performance is needed with an understanding 

of the key elements that support successful implementation of LST initiatives in complex adaptive 

systems; and how these elements work in different contexts to influence the successful 

implementation of these initiatives.  

Part A ended with the research aims and the three research questions that guided the research. 

The next part discusses the methodological frameworks, rationale for the research methodology 

chosen and the research design. 
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Part A established that LST initiatives that capitalise on key features of complex adaptive systems 

together with a deep understanding of the contexts and mechanisms that influence these 

initiatives, are more likely to achieve the desired system transformation.  

My research questions led me towards needing particular types of inquiry frameworks that had 

strengths in uncovering system dynamics, provided a sound framework to test and refine initial 

propositions that emerged from the SLM programme with a wide range of stakeholders, and 

attended to the contextual factors that influenced successful implementation of the SLM 

programme.  

Part B of the thesis contains three chapters. 

Chapter 6: Theoretical underpinnings 

This chapter explains the theoretical underpinnings and the rationale for choosing a realist logic 

of enquiry nested within the framing of complex adaptive systems.  

Chapter 7: Research design  

This chapter describes the research design that includes five qualitative methods and one 

quantitative method of data collection: theory gleaning from the SLM programme; a review of 

published and grey literature; interviews; workshops; an online survey; and field testing of the 

maturity matrix.  

Chapter 8: Ethical considerations 

The final chapter in this part of the thesis discusses the ethical considerations for the research 

that includes managing conflict of interest arising with my dual role as the SLM programme 

manager and researcher, research confidentiality and informed consent. 
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6.0 THEORETICAL UNDERPINNINGS 

Traditionally, positivist and constructivist paradigms have been applied to researching change in 

the health sector.  

In a positivist paradigm, researchers perceive particular interventions will achieve an outcome 

and then use methods such as randomised control trials (RCTs) or before-and-after analyses to 

test or pilot interventions, which then forms the basis for most clinical practices and interventions 

[6,48,167]. Westhorp [168] explains that traditional research designs in this paradigm take a 

linear cause-and-effect perspective: “if we see A and then we see B, we always see B after A, and 

without A we do not see B, then A causes B” (p 407). Researchers control the contextual factors 

and take a prescriptive implementation approach. In doing so, they do not take into 

consideration the emergent, unpredictable and generative nature of a complex adaptive system 

and therefore make the study and its findings challenging to scale up or spread beyond the pilot 

site [6].  

A positivist paradigm does not take into consideration the powerful influence of the system 

structure and the constant interactions between system agents that result in ongoing adaptation 

of the system [6,167].  This makes it difficult for evaluators of change to explain what caused the 

expected or unexpected outcomes and under which contexts, thereby making it a challenge to 

replicate the outcomes and make change sustainable [47,166]. Historical change efforts using 

this paradigm have focused only on parts of the health system, either at meso or micro levels, 

making some parts of the system perhaps more efficient but not the whole. 

In a constructivist paradigm, findings rely on learning through social interactions and therefore 

reality is socially constructed during the research [169]. The close and constant interaction 

between the researcher and the participants seeks multiple views that may exist. These 

constructed realities create rich descriptive findings, however, may not always be useful for 

comparisons or generalisations. A constructivist paradigm is suitable and useful in some health 

research in which socially constructed reality is important to understand individual behaviours 

or outcomes, or where an open-ended inquiry is needed to formulate theory or theories. It is, 

however, less suitable for research that starts with initial theories and aims to test and refine 

these theories rather than build theories from the ground up [167]. The philosophical 

assumptions of the constructivist paradigm are that knowledge is constructed by researchers and 

participants during research through an interactive process [169]. The methodological 
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implication is that research questions cannot be definitely determined before the study begins 

but rather evolve and change during research [169]. 

6.1 Realism  

Realism, as developed by Pawson and Tilley [4], is a philosophy that sits between positivist and 

constructivist paradigms. It focused first on evaluation of discrete programmes and then moved 

to realist synthesis of secondary material and to realist research. The philosophical assumptions 

of this research are that health systems are complex adaptive systems in which relationships, 

connections and interactions between system agents create feedback loops. These feedback 

loops, along with contextual factors of the system, influence the successful implementation of 

LST initiatives. Realism theory offers a framework to uncover the capacity and reasoning of health 

system agents acting in social and cultural conditions of the system in which LST initiatives are 

implemented.  

The realist approach is a way of thinking and a logic of enquiry that drives research design in 

which outcomes follow from mechanisms (capacity and reasoning of people) acting in the 

contexts (social and cultural conditions) of the system [4]. It can use qualitative or quantitative 

or both methods to test and refine programme theories to understand how mechanisms that 

operate according to context influence programme outcomes [4,170-172].  

The realist approach draws on system and complexity theories, and reports on: ‘what are the 

mechanisms that explain how and why reality unfolds as it does in a particular context’ or ‘what 

works for whom under what circumstances and why’ [4]. In this research it offers a way to build 

on the lessons of the SLM programme and to test theories with a wide range of participants from 

across the health system (senior leaders to frontline staff). 

6.2 Systems theory 

Systems theory postulates that a system is both greater than and different to the sum of its parts; 

and that a system cannot be understood by studying its component parts as doing so loses the 

essential properties of the system. A system has many interdependent parts and it is these 

interactions that determine its performance.  Therefore, even where each part is functioning 

effectively and efficiently, the system will not perform well as a whole. Furthermore, the 

component parts may lose their meaning and function when separated from the whole. A high 

performing system requires effective management of the interactions of its component parts 

[173]. 
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6.3 Complexity theory 

Complexity theory provides a useful framework for studying complex systems that are made up 

of sub-systems nested within a system with no central or external control. Outcomes from 

programmes or transformation initiatives in a complex adaptive system are non-linear and 

therefore a focus on interactions between component parts and the influence of contexts needs 

to be understood to understand how the system works. Complexity theory recognises that 

attempts to improve performance of a complex adaptive system requires LST initiatives that 

consider the core features of complex adaptive systems, seek to understand the effects of 

contexts and recognise the importance of being in the system rather than ‘looking in’ [11].  

6.4 Realist Research 

Westhorp [47] describes five key ideas in realism. The first idea is that anything with real effects 

is itself real, which means that social system and structures are real, programmes and policies 

are real, and institutional, social, cultural and political conditions have real effects on programme 

outcomes.  

The second idea is that all reasoning and behaviours are shaped by our individual experiences 

and therefore it is difficult to have final truth or proof on whether, how and why programmes 

work. A realist approach allows researchers to work towards a closer understanding rather than 

the final truth.  

The third idea asserts that all programmes are social systems and require a general 

understanding of systems theory. The component parts of the system interact and influence each 

other, and subsequently influence the programme outcomes.  

The fourth idea proposes the concept of mechanisms that are underlying, unseen processes that 

exist in a system and influence the outcomes depending on the circumstances or contexts. 

Mechanisms cannot be observed using methods to determine programme outcomes. They exist 

as part of a whole system, are triggered by contextual factors, are explanatory, have empirical 

content and are testable [47,174,175]. Mechanisms can be both positive and negative and it is 

necessary to understand both in order to create the environment for an intervention to produce 

the desired outcomes.  

The last idea focuses on the importance of context or circumstances. Contexts describe the 

organisational, social, cultural and political conditions that trigger the mechanisms, which then 

determine the programme outcomes [47,175]. Each context in which a programme is 
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implemented, for example using a ‘top-down’ or a ‘bottom-up’ approach for LST initiatives, 

triggers a different set of mechanisms which then influence the outcomes. Context can be both 

an enabler and a barrier. A context that is enabling in one place can be a barrier in another owing 

to local needs and capability.  

These five ideas culminate into forming mid-range theories in the form of context-mechanism-

outcome (CMO) that explain what works for whom under what circumstances (contexts) and 

why.  

Mid-range theories or programme theories, are essential for realist research [4]. They guide us 

to look for CMOs, in particular the mechanisms, as these are not directly observable [176]. 

Shearn, et al. [176] distinguished mid-range theory and programme theory based on how 

abstract and broad they are. They described programme theory as less abstract and highly 

specific concerning a specific intervention, while a mid-range theory is more abstract and broader 

and can be generalised for complex and large-system interventions.  

The realist approach is becoming more common in health research and evaluation as it takes into 

consideration the contexts into which programme or interventions are introduced and explains 

why and how the intended or unintended programme outcomes emerged  [1,37,44-

46,48,165,166,177-179].  

Supporters of complexity theory argue that a realist approach to programme evaluations 

focusing on identifying the CMO configurations is too linear and does not recognise the multiple 

causation and non-linearity of complex adaptive systems [168]. The emergent, unpredictable and 

generative nature of the system defies the logic of such a linear approach. However, Westhorp 

[168] argues that “even complicated interventions boil down to simple mechanisms” (p 407). 

Pawson and Tilley’s intent of a realist approach is not the linear identification of the CMO 

configurations but to study the underlying links between the intervention and the outcome, and 

the role of contexts and mechanisms when implementing change in a complex system 

[4,170,171]. Complexity theory argues that interactions between agents in complex adaptive 

systems generate internal rules that drive the actions and behaviours of the agents, which is fed 

back into the system and create further interactions (Figure 4.1) [9,28,168]. Both theories are 

therefore underpinned by multiple causation and non-linearity views that recognise the 

emergent, unpredictable and generative nature of complex adaptive systems and the important 

role of context in understanding the outcomes from a change effort. According to Westhorp 

[168], this similarity makes complexity theory and the realist approach “natural bedfellows” (p 
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407). This similarity is used to situate this research as a realist approach nested within the framing 

of complex adaptive systems, as my initial programme theories on how the SLM programme 

worked (or not) give effect to the ideas of complexity theory. 

6.5 Evaluation versus research  

Chen [180] says that “the fundamental difference between evaluation and research lies in the 

purpose and motivation behind the work” (p 2).  

An evaluation is typically commissioned by an organisation to judge the value or merit of a 

programme, and the results of an evaluation are used by programme directors and managers to 

inform their decisions on whether to continue to invest in that programme [180,181]. There is 

usually a contract between the agency funding the evaluation and the evaluators. An evaluation 

does not seek to discover new knowledge but to use existing knowledge to inform and guide 

practical action, i.e. to improve and not to prove [181]. The end product is a report that answers 

specific questions for a particular stakeholder such as the funding agency [180]. 

In contrast, research aims to answer an intellectual question and there is a greater emphasis on 

generating new knowledge, generalising findings and adding value to the research community 

[180,181]. Therefore, research outputs are shared widely through publication in journals, poster, 

abstract and conference presentations [180]. 

Both research and evaluation may use similar methods, theories and analysis approaches to 

answer their questions and to ensure the findings are reliable [180]. Based on the descriptions 

provided by Chen [180] and Clarke [181], I consider this study to be research study that is using 

a realist approach. I do not intend to judge the value or merit of the SLM programme or its future 

but to use the knowledge and experience gained from the implementation of the programme to 

inform the programme architecture for future LST initiatives in the New Zealand health system. 

6.6 The nested approach chosen for this research 

The realist approach, nested within the framing of complex adaptive systems, provided the 

overall logic of enquiry for this research (Figure 5.1: The nested approach to the research). This 

nested approach recognises the health system as a complex adaptive system, in which the 

emergent, unpredictable and generative nature of the system significantly influences the 

outcomes of any intervention or change [34,139,140,166].  
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Traditional realist evaluations focus on an intervention or a programme to find out ‘what works, 

for whom, how, why and in what circumstances’ and reveal the intervention-context-

mechanism-outcome interplay [4,170,171]. They start with mid-range or programme theories 

formulated based on past experiences and previous research and end with refined theories that 

describe the context-mechanism-outcome interplay for the programme, initiative or the 

intervention [48].  

In this research, I did not seek to evaluate the SLM programme to describe the context-

mechanism-outcome interplay. Instead, I sought to build from my insights and experience of 

leading the implementation of the SLM programme and undertake a structured investigation to 

describe and analyse the programme architecture that underpins efforts to successfully 

implement LST initiatives in the New Zealand health system. I sought to use a theory building 

strategy proposed by Shearn, et al. [176] to build initial theories (referred to as initial propositions 

here onwards) to identify key elements that increases the chances of success with 

implementation of the SLM programme and how the contextual factors influences its success or 

failure.  

The contexts in this research are the internal and external social and environmental conditions, 

such as the maturity of Alliances, quality of local relationships, the continuous improvement 

culture, and the leadership styles of the MoH and DHBs. These contexts, in the process of 

implementing LST initiatives such as the SLM programme, trigger mechanisms that affect the 

reasoning of health system leaders and health care professionals involved. 

The mechanisms in this research are the underlying, unseen reasoning of health system leaders 

and heath care professionals prompted by the opportunities and resources available to them 

that determine their willingness and ability to support, lead and or be involved in the 

implementation of LST initiatives. These mechanisms influence the actions and behaviours of 

these leaders and health care professionals in the health system, which then influence the 

implementation of LST initiatives. 

Given the uniqueness of the SLM programme, my motivation was to capture the knowledge and 

experience of those involved in leading and implementing the programme whose behaviours and 

insights are crucial in bridging the gap between the theory of LST initiatives and the reality of 

successfully implementing these initiatives in the New Zealand health system.  
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Having observed from my implementation experience that the programme architecture that 

underpins efforts to successfully implement LST initiatives is poorly understood by the New 

Zealand health system leaders and Alliances, the intent of this research was to detail this 

architecture to increase the understanding of those leading and implementing LST initiatives. I 

hope findings from this research will be used by the New Zealand health system leaders and 

collaborative networks to enhance their capacity and capability for successfully implementing 

LST initiatives to achieve the desired system transformation. The research design that follows 

applies the five realist ideas introduced in this chapter. 
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7.0 RESEARCH DESIGN 

The research involved six phases as illustrated in  

Figure 7.1. Three features of realist research - theory gleaning, refinement and consolidation, 

[49] - explain the sequence of the research. This sequence is an important tenet of realist 

research that involves using different perceptions to reveal the complexity of a system and refine 

the mid-range theories [47,49,167]. Realist research is an iterative process and therefore there 

was back and forth movement between the phases. Phase one (theory gleaning) informed phase 

two (literature review), which informed phases three (interviews) and four (workshops). Phases 

three and four occurred concurrently and subsequently informed phase five (survey). Phase six 

(maturity matrix testing) followed construction of the maturity matrix from phase four 

(workshops).  

7.1 The research setting  

The research was undertaken in the New Zealand health system as described in Appendix 1. I 

acknowledge that the New Zealand Health and Disability System Review, concluded at the time 

of writing this thesis, recommended changes to the structure of the New Zealand health system. 

However, regardless of how the health system is structured or funded, it will remain a complex 

adaptive system and will have sub-systems with macro, meso and micro component parts. 

Therefore, the research did not focus on the structural arrangements, funding model or 

contractual arrangements of the system or any of its components parts. However, how the 

current funding mechanisms are used to commission services, and how contextual factors help 

or hinder effective commissioning, were in scope. 

The system agents or actors working in the health system that are involved in the implementation 

of the SLM programme are health care professionals, senior system leaders, middle managers, 

project/programme/portfolio managers, data analysts, and patient advocates or community 

representatives. The latter are involved through Alliances or DHB consumer councils. 
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Conceptual work       Empirical work 

 

 

 

Phase One: Initial architecture for 

successful implementation of LST 

initiatives revealed from insights 

and experience from the SLM 

programme. Architecture involves 

key elements, initial propositions 

on how elements work in 

different context, and 

understanding of elements and 

contexts  

Phase Two: Review of grey and published 

literature to identify international evidence on 

key elements that support successful 

implementation of LST initiatives and how 

these elements work in different contexts 

 

Use of complexity thinking to 

revise list of key elements and 

their descriptions  

Literature review on maturity 

matrices as a way to enhance 

understanding of architecture for 

health system leaders and 

alliances 

Analysis and consolidation of key 

elements and construction of 

CMOs that influence successful 

implementation of LST initiatives 

Phase Five: Online survey with frontline 

health professionals and managers involved in 

the implementation of the SLM programme to 

consolidate key elements, further refine initial 

propositions that influence successful 

implementation of LST initiatives, and explore 

CMOs for the SLM programme (n=51) 

Phase Six: Field testing of maturity matrix in 

ALTs (n=3) and review of maturity matrix by 

MoH Māori Strategy and Policy team 

Refined version of maturity matrix 

based on empirical work. 

Consolidation of CMOs that 

influence successful 

implementation of LST initiatives 

 

Gleaning key 

elements and initial 

propositions 

Refining key elements 

and initial propositions, 

and first draft of maturity 

matrix 

Consolidation of key 

elements and refined 

initial propositions 

Programme architecture that includes maturity 

matrix for key elements and CMO theories that 

influence successful implementation of LST 

initiatives 

Phase Three: Interviews with key stakeholders 

from New Zealand and international health 

system (n=9) and local stakeholders from non-

health sector (n=3) to test key elements and 

to investigate how these work in different 

contexts to influence successful 

implementation of LST initiatives 

Phase Four: Two workshops with same key 

stakeholders from the NZ health system 

(n=10): first to test key elements and to 

investigate how these work in different 

contexts; and second to construct a maturity 

matrix to increase understanding of 

architecture for successful implementation of 

LST initiatives 

 

 

 

Figure 7.1: Realist research design, adapted from Marchal [182] 
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7.2 Data collection and analysis 

Data collection for the research corresponded to the six research phases ( 

Figure 7.1) and analysis often occurred simultaneously and informed subsequent phases.  

Three data collection strategies were used [173] taking into consideration Westhorp’s [47] five 

ideas of realism described in Chapter 6 (Realist research). First, my knowledge about the 

complexity of the health system enabled me to understand the contractual, funding and policy 

instruments present in the New Zealand health system that enable and constrain LST initiatives. 

This understanding was important for building initial propositions about how the prevailing 

structures, behaviours and processes influenced the implementation of the SLM programme. 

This understanding also determined my initial list of key elements and shaped the design of my 

workshops, and the interview and the survey questions.  

Second, personal experience, engagement and observations allowed me to use insights, 

experiences, and relationships to select the right participants for the research to identify and 

understand the programme architecture of LST initiatives. These participants whose reasoning I 

was seeking to understand were those charged with making major strategic decisions about 

where effort goes towards supporting implementation of LST initiatives. Much about the SLM 

programme and the knowledge and experience of its development and implementation at the 

district level is not published and remains in the heads of individuals working on the programme. 

Most of the people who were involved in the original concept and design of the SLM programme 

are still working in the health system and are in senior leadership roles. I wanted to use the 

knowledge and experience of those working in the system and those leading or involved in the 

implementation of the SLM programme, to inform the answers to my research questions so I 

could more explicitly reveal the programme architecture for successful implementation of LST 

initiatives. These experiences were important to elicit the reasoning and behaviours 

(mechanisms) triggered by organisational, social, cultural and political contexts that influence the 

successful implementation of LST initiatives. 

Third, qualitative data was collected from a review of relevant literature, interviews, interactive 

workshops and the survey. These yielded rich descriptions of contexts, mechanisms and 

outcomes to form mid-range theories and gain a closer understanding of the programme 

architecture for LST initiatives.  
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Analysis of data collected was guided by five key strategies: (i) respecting and capturing individual 

perspectives and experiences; (ii) deductive technique to identify key elements and an inductive 

technique to construct the maturity matrix; (iii) a systems mind set taking into consideration the 

system dynamic that is not limited to a linear cause-and-effect relationships; (iv) retroduction to 

identify the underlying mechanisms; and (v) reflexivity with my voice as a researcher and being 

authentic and balanced with my perspective [173,183].  

An inductive technique builds theory from multiple observations; a deductive technique starts 

from theory and tests propositions to confirm, refute and refine [183]. Retroduction is used in 

realist research and evaluations to identify the underlying, unseen mechanisms that explain why 

programmes or interventions work (or not) in given contexts [183]. Retroduction uses both 

inductive and deductive logic, and requires that inquirers use their insights, hunches, common 

sense, intelligence and expertise to build and test theories about the underlying, unseen 

mechanisms [183]. Sections 7.3 – 7.8 describe each research phase and strategy in detail. 

While being inside the system extended me the privileges of insights, experiences and 

relationships, it also created real and perceived bias. How I managed this bias is discussed in 

chapter 8.  

7.3 Phase one: Theory gleaning 

The aim of Phase one was to outline the programme architecture for successful implementation 

of the SLM programme using my own insights and knowledge. I took into consideration the realist 

ideas that gleaning this architecture would require the use of complex adaptive system ideas (i.e. 

the idea that any change is likely to be conditional on the contexts it is implemented in). I 

recognised that the health system structure and the interaction of its agents affected the 

outcomes of the programme and paid attention to mechanisms triggered by organisational, 

social and political contexts. I started the gleaning process by identifying a list of key elements 

that supported the implementation of the SLM programme. I then developed initial propositions 

on how these elements worked in different contexts to influence the successful implementation 

of the SLM programme.  

I used two data collection strategies for this phase of the research: documenting my first-hand 

insights and knowledge gained through leading three annual cycles of the SLM programme 

implementation; and informal conversations with the programme clinical lead and those 

involved in the implementation of the SLM programme. Phase one had begun approximately 12 
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months prior to my formal enrolment into the doctoral programme. These early insights were 

the premise of my doctoral research proposal. My hypotheses on the key elements and the initial 

propositions were tested in the later research phases. 

7.4 Phase two: Literature review 

A realist approach involves iterative searching of the literature, rather than using a fixed protocol, 

beginning with a broad direction, and refining progressively. This enables the research to be 

flexible and respond to emerging findings [4,170,171]. Therefore, an iterative review of published 

and grey literature was undertaken at all research phases.  

Phase two had three aims. First, it sought to identify international evidence on the key elements 

that support the successful implementation of LST initiatives and improve the performance of 

health systems. Second, it sought to understand how these elements work in different contexts 

to influence the success of LST initiatives. Third, it sought to identify an outline for the self-

assessment maturity matrix that participants in phase four (workshops) would use to construct 

a tool to support a learning system. 

There were five stages of literature review in the research. Stage one involved identifying 

published and grey literature on high performing health systems. The published literature was 

searched using keywords in the OVID and PUBMED databases. At this stage of the research, I did 

not have a definition for LST initiatives, so a broad range of keywords were used to search 

literature relating to performance, governance, accountability, transformation and measuring 

quality improvement. The search was limited to English language from 2008 to 2018. Key words 

used to guide the search were: health system, state medicine, national health programmes, 

primary health care, health services accessibility, continuity of patient care, quality of health care, 

delivery of health care, efficiency, organisational, financing, governance, measuring for health 

performance, health accountability. 

Stage two was to identify national and international studies and grey literature on systems and 

complexity theories and their application in health systems world-wide and LST initiatives in the 

health system. The published literature was searched using keywords in the OVID and PUBMED 

databases. Key words used to guide the search were: high performing system, large system, large 

scale (improve, system, transform, change), state medicine, national health programmes, 

systems theory, complex adaptive, systems thinking, complexity thinking, and complexity theory. 
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Grey literature was searched using Google and visiting known quality improvement websites in 

the United States, United Kingdom, Canada, Australia, and New Zealand. These included websites 

such as the King’s Fund, Nuffield Trust, Institute of Healthcare Improvement, Health Quality & 

Safety Commission, World Health Organization, and the Commonwealth Fund. The search was 

refined to identify studies relating to LST initiatives in health system at macro or meso level 

available in English from 1946 to 2018.  

Stage three of the literature review was used to identify published LST initiatives in sectors other 

than health. Keywords used in OVID and PUBMED databases, in addition to stage two, were: 

other industry or industries, oil or gas, energy, aviation, construction, automobile, Toyota and 

lean. 

Stage four of the literature review related to maturity matrices. The published literature was 

searched using keywords in the OVID and PUBMED databases using the keywords: self-

assessment and performance. The search was limited to English language from 1946 to 2018.  

Stage five of the review was a continuous snowball approach to identify further relevant 

published and grey literature. This included checking reference lists of previously identified 

literature, reviewing citation lists for material I had, reviewing newsletters from research 

institutes and receiving literature identified by the research supervisors, SLM programme clinical 

lead, research participants and research colleagues. This stage continued to the end of the 

research period.  

The evidence from this phase was used to refine the list of key elements that support successful 

implementation of LST initiatives and to further identify contexts and mechanisms that influence 

the successful implementation of these initiatives. Phases one and two informed phases three 

and four of the research. 

7.5 Phase three: Interviews  

Interviews are the most commonly used method to collect data in realist research [49]. Data 

collection for interviews is based on the premise that the researcher’s initial theories are the unit 

of analysis and information elicited from the interviewee confirms, rejects or refines the theories 

[4]. This relationship is described as a teacher-learner cycle in which the interviewer starts as a 

teacher explaining the theory to the interviewee, and then the interviewee having learnt the 

theory, starts teaching the interviewer about the CMOs for the programme based on their 

experiences [49,174]. 
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Therefore, it is essential that the researcher is embedded in the complexity of the system to learn 

and experience as theories emerge rather than looking in [173].  

The aim of the interviews was to examine the programme architecture of LST initiatives by testing 

key elements that support successful LST initiatives and investigating how these elements work 

in different contexts to influence these initiatives.  

The interviews in phase three followed realist guidance in terms of sampling, participant 

selection, question design and interview technique [49].  

7.5.1 Selection of participants 

Pawson and Tilly advise that prior knowledge of the researcher can assist in the selection of 

interviewees, enables framing of the interview questions, and builds rapport with the 

interviewees to positively influence the interview dynamics to consolidate the CMO 

configurations during the interview [4,167].  

I used purposeful sampling technique to recruit participants for the interviews. Key informants 

were identified strategically at first; and then opportunistically from informal conversations with 

sector leaders. The aim was to identify participants that were ‘information rich’ and could provide 

a view on leading LST initiatives in a complex system, both in health and non-health sectors. From 

a health system perspective, participants were identified using the following criteria: 

• Experience of working in the health system in New Zealand in a senior role with Māori 

perspective and leading LST initiatives. 

• Experience of working in the health system overseas in a senior role leading LST initiatives. 

Other countries identified were Australia, Canada, Scotland, and Europe. 

• Those currently not working in the health system in New Zealand but have the knowledge 

of the system structure and how it influences implementation of LST initiatives from 

research and academic perspective. 

• Those who are working in New Zealand health system as senior consultants providing 

expert advice to DHBs and the MoH on system performance, national policy and LST 

initiatives. 

Given the limited number of interviews planned, I focussed on recruiting senior system leaders 

for this research phase. These leaders are usually in charge of initiating and supporting the 

implementation of LST initiatives and making decisions relating to funding and resource 

allocations. While involvement of frontline staff is critical for ‘bottom-up’ innovations, support 
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of senior system leaders is also critical for sustainability, scaling-up and spreading of these 

innovations in a complex adaptive system. I planned to use an online survey to gather data from 

middle management and frontline staff (phase five). 

Initially 12 participants were identified through personal and professional contacts in discussion 

with my supervisors. Further five participants were identified as the data collection phase 

progressed through informal conversations with senior leaders in health system. Participants 

from the research community were identified based on their academic publications on 

complexity thinking and system transformation in the health sector in New Zealand and 

internationally. This was a useful approach to identify participants from health systems overseas.  

Following initial ethics approval, I emailed the participants with the overview of the research 

including a participant research information sheet (Appendix 3), the consent form (Appendix 4) 

and the research information sheet and consent form for Chief Executive (Appendix 5). Some of 

the participants, who were company partners, directors, or independent contractors or clinicians 

found it irrelevant or impractical to seek Chief Executive consent. I sought an amendment from 

the ethics committee for an exemption for these participants to submit Chief Executive consent, 

which was granted. 

Key informants from outside the health sector were recruited to obtain perspectives from other 

complex systems. Following discussions with my supervisors, industries of interest identified 

were banking, construction, and organisational transformation. For non-health sector 

participants, I used my personal and professional contacts to identify potential participants with 

the right level of experience on system transformation and seniority in the organisation. These 

interviews were conducted after the two workshops in phase four. I sent potential participants 

the key elements identified from the workshops with descriptions along with the research 

information sheet (Appendix 3) and consent form for them (Appendix 4) and their Chief 

Executives (Appendix 5). This provided the participants with additional information to decide if 

they could constructively contribute to the study. 

My aim was to interview 10 participants. I invited the initial 12 participants, and then went on to 

invite a further five as the interview phase progressed. Of the 17 participants invited, three did 

not respond and two declined to participate, one owing to work demands while the other did 

not think they had the relevant experience to contribute to the study. The five participants who 

did not participate were health consultants in New Zealand (n=2) and overseas health 

researchers (n=3). 
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The 12 participants who completed the interview fulfilled my sampling criteria. Table 7.1 shows 

the profile of the interview participants and the code assigned that is used in the chapters ahead 

to attribute their contributions.  

Interview 
code 

Profile Affiliation 

IP01 Health consultant and involved in the 
development of the SLM programme 

Health consultancy in New Zealand 

IP02 Academic and health researcher Health researcher in a New Zealand 
University 

IP03 Health consultant and previous Chief Executive 
of a DHB 

Health consultancy in New Zealand 

IP04 Health consultant and direct experience in the 
New Zealand health system 

Health consultancy in Europe 

IP05 Māori clinician and involved in the 
development of the SLM programme 

Health researcher in New Zealand 

IP06 Clinician and leader of an LST initiative in 
Scotland 

National Health Service (NHS) Scotland 

IP07 Health consultant and direct experience in the 
New Zealand health system and NHS 

Health consultancy in New Zealand 

IP08 Health researcher of LST initiatives in complex 
adaptive systems 

Health consultancy in Canada 

IP09 Clinician and leader of an LST initiative in 
Australia 

Health researcher in Australia 

IP10 Managing director Construction company in New Zealand 

IP11 Technology and risk manager New Zealand Bank 

IP12 Strategic management consultant Private consulting – New Zealand, 
Australia and United Kingdom 

Table 7.1: Interviewees profile and codification 

 

7.5.2 Interview process 

The date and time for each interview was confirmed with each participant once they had 

returned their consent form. Interviews were arranged either face-to-face, via telephone or via 

zoom meeting technology. Interviews ranged from 45 to 70 minutes and were audio recorded, 

which were later transcribed by a professional transcriber. I listened to audio files to check the 

accuracy of the transcripts and corrected any errors. The transcripts were then shared with those 

participants who had requested this through their consent forms to check and amend. 

Participants were given two weeks to return their amended transcripts to me. 

I used seven pre-determined questions ranging from semi-structured, structured prompts and 

open-ended conversations. Interviews were designed and conducted using the guide published 
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by Manzano [49]. Table 7.2 shows how the questions were designed in accordance with the 

guide.  

The interview started with introduction of the participant and their area of expertise. I used the 

teacher-learner method, beginning as a teacher to introduce my initial propositions and evidence 

from the literature. I then switched to learner and sought participants’ perspective. This method 

was used throughout the interview process. As the interviews progressed, in addition to the pre-

determined questions, I started to test perspectives and theories discovered from earlier 

interviews. This is true to the realist methodology that enables the researcher to refine and refute 

theories [49]. 

7.5.3 Data analysis 

Data analysis computer software programs are generally not suitable or essential in realist 

research because data analysis is not a technical process once the research is completed but is 

an iterative process of discovering ‘nuggets of evidence’ throughout the data collection process 

[49,167]. I did, however, use NVivo computer software programme to aid thematic analysis of 

the interview transcripts. I generated codes for the list of elements that were tested; additional 

elements that were identified by the participants; and CMO theories identified by the 

participants. Transcripts of the interviews were coded deductively for key elements, and 

inductively to capture additional elements and CMO theories. Direct quotes from the transcripts 

were also used with all identifying information removed to protect participants’ anonymity.  
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 Question Realist logic 

1.  Can you tell me little bit about your area of expertise? Rapport building – to get 
them talking 

2.  My understanding of complex adaptive systems is that these are 
open systems with blurred boundaries and unpredicted ways of 
workings, whose agents learn, interact and adapt their 
behaviours to a changing environment.  

Can you tell me your understanding of complex adaptive systems 
and how it relates to the (health system or your sector)? 

Introduce the concept of 
systems thinking as a teacher 

 

 

Switch to learner 

3.  Literature shows that in order to effect change in a complex 
adaptive system, LST initiatives are required. By LST initiatives I 
am referring to co-ordinated, system-wide change involving 
multiple organisations that takes into consideration the 
relationships, interactions and behaviours of those in the system. 

To what extent do you agree or disagree with this? 

Strongly 
disagree 

Disagree  Neutral Agree Strongly 
Agree 

 

Introduce LST initiatives as a 
teacher 

 

 

 

Switch to learner and use 
prompt guide to refine theory 

4.  Insights from the System Level Measures programme and 
evidence from literature tells me the following elements are 
necessary to implement LST initiatives successfully and 
sustainably. 

To what extend do you agree or disagree with each of these? 

 

4.1 Alliancing way of working  

Alliancing is a clinically led, community engaged forum that brings 
different component parts of the health system together with the 
aim of transforming services so that they are best for the patient 
and best for the system. Alliancing is a way of working, reliant on 
trusted relationships and supported by enablers critical to 
continuous improvement. Successful Alliances bring alignment to 
multiple organisations and services present in a complex system, 
to achieve a common set of patient-centred goals. Alliancing is not 
about managing finances or organisational or professional 
accountabilities. 

Strongly 
disagree 

Disagree  Neutral Agree Strongly 
Agree 

 

4.2 Clinical leadership and engagement 

Strongly 
disagree 

Disagree  Neutral Agree Strongly 
Agree 

 

4.3 Use of commissioning cycle 

Commissioning is the process of continuously developing services 
and committing resources to enable the best health outcomes to 
be achieved for individuals and the population, equity to be 
assured and experience enhanced within the resources available 
(Productivity Commission NZ). 

Strongly 
disagree 

Disagree  Neutral Agree Strongly 
Agree 

Identify key elements. Start as 
a teacher outlining each 
theory and then switch to 
learner and use prompt guide 
to confirm or refute each 
theory. At the end look for 
additional information which 
may refine theory or 
introduce new ones. 
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 Question Realist logic 

 

4.4 Integrated health information 

Strongly 
disagree 

Disagree  Neutral Agree Strongly 
Agree 

 

4.5 Analytic capability 

Strongly 
disagree 

Disagree  Neutral Agree Strongly 
Agree 

 

4.6 Continuous quality improvement focus 

Strongly 
disagree 

Disagree  Neutral Agree Strongly 
Agree 

 

4.7 Engagement with patients and communities 

Strongly 
disagree 

Disagree  Neutral Agree Strongly 
Agree 

 

Do you have anything else to add to this list? 

5.  For the next set of questions, I would like to explore contextual 
factors that influence the key elements and what impact these 
have. 

Let’s choose your top three key elements from the list above. 

What local circumstances, at the organisational level, influence 
these elements and in what way?  What causes these effects? 
Give me an example 

Exploring organisational 
contexts, mechanisms and 
outcomes 

Conversational technique – 
switch between teacher and 
learner during the 
conversation depending on 
the interviewee engagement.  

May test theories discovered 
in earlier research phases 

6.  What national, social or political circumstances influence your 
top three key elements and in what way? What causes these 
effects? Give me an example 

 

Exploring national contexts, 
mechanisms and outcomes 

Conversational technique – 
switch between teacher and 
learner during the 
conversation depending on 
the interviewee engagement.  

May test theories discovered 
in earlier research phases 

7.  Is there anything else you can tell me on how to build capacity and 
capability for improvement that will enable successful and 
sustainable implementation of LST initiatives in the health 
system? 

Concluding question 

End the interview as a learner 

Table 7.2: Topic guide for realist interviews with research participants 
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7.6 Phase four: Workshops 

The aim of the workshops was to use the knowledge of those working in the health system to 

inform the programme architecture for successful implementation of LST initiatives in three 

ways: to refine the key elements needed to support the successful implementation of LST 

initiatives; to identify the contexts and mechanisms that influence these initiatives; and to 

construct a maturity matrix to increase the health system leaders’ and Alliances’ understanding 

of this architecture. The selection of participants for the workshop followed realist guidance 

inviting people who were involved in the design or the implementation of the SLM programme 

and those who had significant experience and knowledge about the programme [49].  

The MoH had used interactive workshops to co-design the SLM programme with the health 

sector. My experience was that these workshops were an effective method to bring key people 

together and using a facilitator, explore their experiences and knowledge, stimulate creative 

thinking and reach consensus on key decisions in a short period of time through collaborative 

working. This ensured that the output was suitable for the New Zealand health system and had 

a wider sector buy-in. This collaborative policy design process was a unique feature of the SLM 

programme; usually national policies are designed by the MoH on behalf of the government of 

the day. 

The two workshops in phase four were designed and conducted using the guidance from Pavelin, 

et al. [184]. 

As part of workshop planning, I considered the venue, both for ethical reasons to mitigate 

perceived or real conflict of interests with my dual role, and the type of room that would allow 

creative thinking. For these reasons, the workshops were held in the Rutherford House at the 

Pipitea Campus of the University. The University environment reinforced the separation of my 

role as a researcher from that of my MoH role. The building is centrally located and was easy for 

participants to get to. The rooms chosen had large windows that allowed natural light and 

provided the floor and wall space for group activities. The two workshop dates, 21 and 28 August 

2019, were determined based on the availability of appropriate rooms and the interval between 

the workshops was also considered to maintain momentum of the group and maximise chances 

of successful outcome.  
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Other important considerations were choice of facilitation activities that would yield the 

information to answer the research questions and a facilitator who was impartial but had 

relevant subject matter expertise and credibility with the participants given their seniority [184]. 

I chose two facilitation activities that I had prior experience: ‘storm and sort’ [185] and ‘stay and 

stray’ [186]. These two techniques were used in the first workshop, details of which are discussed 

below. 

Following discussions with my supervisors, I asked the SLM programme clinical lead to facilitate 

the workshops. The SLM programme clinical lead had led the co-development of the SLM 

programme and is a practicing-clinician in the sector and therefore had the relevant skills, subject 

matter expertise and credibility to elicit information from participants about what worked and 

what did not work with the implementation of the SLM programme.  

I provided refreshments for participants that included a coffee tab at the café in the building and 

catered lunch. This was an important part of showing hospitality and keeping the participants 

nourished throughout the day to maintain energy levels. Having the lunch catered also meant 

that participants could stay at the venue and continue to network with fellow participants, which 

most of them did. The Victoria University Faculty Grant was used to provide catering for the 

workshops. 

In planning the agenda for the workshops, I considered three phases: opening, exploring and 

closing; resources required such as butchers paper, post-it notes, markers and pens; audio-visual 

equipment for presentations and giving group activity instructions; data collection methods that 

included pre-outlined templates; and audio recording of group sessions [184]. I briefed the 

facilitator prior to the workshops so they were clear on tasks, processes and outcomes of each 

session and had debrief following the first workshop to identify any areas for improvement for 

the second workshop. 

7.6.1 Workshop participants  

Using a purposeful sampling method, participants for the workshop were recruited based on 

their role and experience in the New Zealand health system. Participants were senior leaders and 

clinicians who are responsible for leading LST initiatives or those charged with making major 

strategic decisions about where effort goes towards supporting these initiatives in their 

organisations. Some of the participants were involved in developing the original concept of the 

SLM programme in 2012 to 2015, others were leading or involved in the implementation of the 
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SLM programme in their districts. Other variables that were considered in the selection of the 

participants were: recognised leaders in the health system; Māori perspective; equity 

perspective, in particular for Pacific population; advocates of service users who understood the 

complexity of the health system; rural perspective; and nursing and allied health perspectives. 

A list of potential participants was identified from those known to me through my working 

experience in the health sector, and in discussion with my supervisors and the SLM programme 

clinical lead. Some of the participants were also identified through conversations and 

presentations of the research proposal to sector groups, such as the PHO clinical leaders’ forum, 

DHB General Managers planning and funding, and the PHO Chief Executives’ group. An attempt 

was made to invite a senior clinical or operational leader from the DHB or PHOs of each district. 

The broad sampling ensured inclusion of participants with a wide range of views to manage the 

facilitator’s and my (unconscious) bias. Given the seniority of participants and the two-day 

commitment, a large sample of participants were invited with the aim of having 10-12 

participants who could attend both workshops. 

Thirty-three participants were invited, via email, to participate in the two workshops. The email 

included the participant information sheet (Appendix 3) and consent form (Appendix 6). 

Participants were asked to confirm their availability and willingness to participate in the 

workshops. The email advised participants that written consent would be needed from the Chief 

Executive of their employing organisations and that if they were willing and available to 

participate, they brief their Chief Executive accordingly. Once participants confirmed their 

willingness and availability to participate, I then emailed their Chief Executives the research 

information and consent form (Appendix 5). Participation in the workshop was confirmed once I 

received consent forms from the participant and their Chief Executive. There were some 

participants who were either self-employed or worked as independent contractors or clinicians, 

making it impractical to seek Chief Executive consent. I sought an amendment from the ethics 

committee for an exemption for these participants to submit Chief Executive consent, which was 

granted.  

The Victoria University Faculty Grant was available to support participants who wanted to 

participate but did not have financial support of their organisation or where they were 

independently employed and needed to personally fund the cost to attend the workshops.  

Eventually, the grant was used to support travel cost of one participant who was a privately 

employed clinician. For rest of the participants, the Chief Executives of their employing 
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organisation agreed to pay travel costs and allowed them to attend the workshop during business 

hours.  

Figure 7.2 shows the details of participants invited, numbers that accepted and declined, and the 

attendance at the two workshops. 

 

Figure 7.2: Workshop participants 

 

7.6.2 Workshop one 

I sent the agenda of the workshop to participants two days prior (Appendix 7). Of 12 participants 

who had accepted, nine attended the workshop. Of the three participants that did not attend, 

two were owing to health reasons and the third did not receive their Chief Executive consent in 

time. 

The workshop started at 09:30 hours with the facilitator opening the session by welcoming 

participants and thanking for their attendance. The facilitator then asked participants to 

introduce themselves, which included participants’ name, place of work, and their reason for 

attending the workshop. This session was audio recorded and later transcribed by a professional 

transcriber. 

Following introductions, I presented an overview of the research that included my motivation for 

the research; key New Zealand and international literature findings; initial propositions gleaned 

Participants invited
n=33

Participants declined
n=19

Pre-planned 
overseas trip n=4

Work demands 
n=11

Did not respond 
n=4

Participants accepted
n=14

Declined later 
owing to work 

demands
n=2

Workshop 1

Did not attend owing to 
health reasons

n=2

CE consent delayed
n=1

Participants attended
n=9

Workshop 2

Did not attend owing to 
work demands

n=1

Did not attend owing to 
health reasons

n=1

Participants attended  
n=10
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from the SLM programme; and the research questions, methodology, timeline, and key outputs. 

Doing so set the scene for the workshop and brought all participants to a common understanding 

and starting point. 

Participants were reminded of their rights as a participant, how the information they provided 

was going to be used and how I was managing any real or perceived conflicts of interest with my 

dual role. Participants were also given some ground rules for the workshop that included: 

• meeting confidentiality and respecting other participants’ anonymity 

• that while participants did not need to agree with others, they needed to be respectful in 

listening to different perspectives 

• that there were no right or wrong answers, and that individual experience and opinions 

were important 

• that parts of the workshop would be audio recorded.  

The room was set up with three tables in an arc facing the front of the room so all participants 

could face the facilitator and the television screen. At each table, an information pack that 

contained the agenda for the day, a summary of literature findings on the key elements that 

support LST initiatives, copy of the research presentation, and data collection template for 

individual ratings of the key elements. The literature summary included: 

• Findings from eight international studies (in a table format) with reference, study aims and 

setting, and the key elements identified as necessary to support LST initiatives.  

• Insights from the SLM programme and the literature review on the key elements that 

supported the implementation of LST initiatives and definitions of these. 

• From the interviews completed prior to the workshop, the local and national contexts that 

influenced implementation of LST initiatives, the effect (outcomes) and the causes 

(mechanisms). 

Along with the information pack, pens, markers, and post-it notes were also provided. 

The workshop contained three sessions to build a detailed picture of the programme architecture 

that underpins efforts to successfully implement LST initiatives. My role in the workshop was a 

participant observer. I provided clarifications (when asked) and assisted the facilitator with 

collection and real-time analysis of data. 
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Session one - Consensus on key elements 

Session one was used to reach consensus on the key elements that support LST initiatives using 

the ‘storm and sort’ activity. This occurred in five rounds. 

Use of this activity allowed the participants to review the literature summary, consider the list of 

key elements provided, and individually reach a decision before discussing as a group. This meant 

that all participants had equal opportunity to contribute with their own perspective and not be 

influenced by a dominant voice at the table.  

First, participants were asked to individually review the literature summary and using the data 

collection template provided (outline shown in Table 7.3), record to what extent they agreed or 

disagreed with the initial set of the key elements provided and identify further elements that 

they perceived as important, either from their experience or literature summary. 

Second, at the table in groups of three, participants were asked to select the key elements that 

all three group members either agreed or strongly agreed with.  

Third, at the table in groups of three, participants were asked to select the key elements that at 

least two members either agreed or strongly agreed with. Pre-outlined butchers paper was 

provided for each table to record findings from second and third rounds. 

The groups were then asked to discuss their findings and reach consensus on a list of key 

elements. During this time, I visited each table to record the additional elements identified on 

my laptop and projected this on the large television screen. 

Fourth, the groups of three participants at each table were asked to repeat the second and third 

steps of the ‘storm and sort’ activity for the additional elements identified. 
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Individual rating Comments 

Alliancing way of working 
 

Strongly disagree Disagree Neutral Agree Strongly Agree 

 

 

 

Clinical leadership and engagement 
 

Strongly disagree Disagree Neutral Agree Strongly Agree 

 

 

 

Use of commissioning cycle 
 

Strongly disagree Disagree Neutral Agree Strongly Agree 

 

 

 

Integrated health information 
 

Strongly disagree Disagree Neutral Agree Strongly Agree 

 

 

 

Analytic capability 
 

Strongly disagree Disagree Neutral Agree Strongly Agree 

 

 

 

Continuous quality improvement focus 
 

Strongly disagree Disagree Neutral Agree Strongly Agree 

 

 

 

Engagement with patients and communities 
 

Strongly disagree Disagree Neutral Agree Strongly Agree 

 

 

 

Do you have anything else to add to this list? 
 

 

Table 7.3: Individual rating of key elements 

 

Lastly, the facilitator repeated the second and third steps of the ‘storm and sort’ activity at the 

overall group level. A group discussion followed, which led to a list of key elements to support 

successful implementation of LST initiatives in the New Zealand health system that all 

participants either agreed or strongly agreed with. This session was audio recorded and 

transcribed later by a professional transcriber. I took notes in my notebook. 

Session two – Key element definitions and outcome descriptors 

Session two defined and described the outcomes for the key elements identified in session one 

and used the ‘storm and sort’ technique and the ‘stay and stray’ technique.  

First, participants were asked to individually consider the list of elements identified in session 

one and using post-it notes or pen or marker, write couple of sentences describing the element 

and what would the established element demonstrate, that is, what does good look like 

(outcome descriptor). 

Second, participants were asked to share and discuss their individual perspectives. 
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Third, participants were asked to reach consensus on the definitions and outcome descriptors 

among three participants at their table. Where consensus could not be reached, the groups were 

advised to include all potential definitions and outcome descriptors. Pre-outlined butchers paper 

was used to record the findings. 

Next the ‘stay and stray’ activity was used to move participants around other tables so they could 

gather a sense of other groups’ work. This involved one person from the group staying at the 

table to explain and answer questions, while the other two participants moved around. The 

activity was repeated so all three groups had seen other groups’ work. Participants then returned 

to their original table to review their findings and amend their work. I collected the butcher paper 

and transcribed the information in the days following the workshop. 

Session three – Identifying contexts, mechanisms and outcomes  

Session three explored contexts and mechanisms that influenced the successful implementation 

of LST initiatives and used the ‘storm and sort’ technique and the ‘stay and stray’ technique.  

First, participants were asked to individually consider the local and national circumstances that 

influenced the key elements, its outcomes and mechanisms that caused the outcomes. 

Participants recorded this using Post-it notes. Second, participants were asked to discuss at their 

table and record their findings on the butcher paper  

Next the ‘stay and stray’ activity was used to move participants around other tables so they could 

gather a sense of other groups’ work. I collected the butcher paper and transcribed the 

information in the days following the workshop.  

The session concluded with an overall group discussion on the local and national contextual 

factors that influence successful implementation of LST initiatives, and the causes and the effects 

of these factors. This session was audio recorded and transcribed later by a professional 

transcriber.  

At the end of the workshop, I agreed to share with the group, prior to the second workshop: 

• The key elements agreed by the group; the definitions; outcome descriptors; and contexts 

and mechanisms that influence successful implementation of LST initiatives.  

• Electronic copies of the literature summary and the research presentation. 

• The outline of the maturity matrix that participants would be constructing in the second 

workshop.  
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• A hyper-link to an European maturity model for integrated care [163]. 

The workshop finished at 15:45 hours. Once the participants left the room, the facilitator and I 

reflected on the workshop, in particular, what went well and what we could do differently in the 

second workshop for improvement.  

Following the workshop, I got in touch with the three participants that did not attend and offered 

to catch up with them before the start of the second workshop and brief them on the outputs of 

the first one. Two of the participants responded and said that they would like to read the notes 

of the first workshop and would contact me if they needed a follow up conversation. They were 

sent the notes, but they did not ask for a follow conversation. The third participant did not 

respond. 

7.6.3 Data analysis 

Data from the workshop was analysed in three stages. First, it was analysed in real-time during 

the first session of the workshop using a laptop that was projected on the television screen. This 

method enabled the facilitator to conduct an iterative process until consensus was reached on 

the key elements. I assisted the facilitator with the real-time analysis by electronically capturing 

data during the ‘storm and sort’ activities. Data from the first session informed the subsequent 

sessions of the first workshop.  

Second, following the first workshop, I tabulated participants’ individual ratings on the initial set 

of key elements that was shared with participants at the workshop from the A3 data collection 

templates (Table 7.3) completed at the beginning of the first session. I used the data collected 

using butchers paper and audio recording to collate outcome descriptors for the key elements. 

The CMO configurations were constructed using the data collected on the butcher paper, my 

notebook and audio recordings. Data collected from the first workshop informed the 

construction of the maturity matrix in the second workshop.  

The third stage was following both workshops, which is discussed later.  

7.6.4 Workshop two 

The aim of the second workshop was to construct the maturity matrix using the experience and 

knowledge of those working in the New Zealand health system. Participants had an opportunity 

to review an European maturity model for integrated care [163] prior to the second workshop. 

However, participants felt that the while the domains were useful and related to the key 

elements they had identified, the assessment scale of the model contained generic statements 
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that did not have sufficient detail to enable self-assessment for Alliances, and that it did not 

encompass the New Zealand context, especially Te Tiriti o Waitangi. Participants felt they had 

the knowledge and the experience in the room to collectively construct a maturity matrix that 

was more suitable for the New Zealand health system.  

Notes from the first workshop, agenda for the second workshop (Appendix 8) and the outline of 

the maturity matrix were sent to the participants two days prior to the workshop. Of the 12 

participants that had accepted, 10 attended the workshop. One participant who attended the 

first workshop could not attend the second workshop owing to work demands. This participant 

offered to contribute via email. Two participants who did not attend the first workshop were able 

to attend the second workshop, albeit one was about an hour late. 

The room set-up was similar to the first workshop with three tables to enable small group work. 

I had outlined the maturity matrix template for the key elements using butchers paper. I 

considered using laptops at each table to record the information, however, did not feel that this 

method would facilitate group work. The risk with this approach would have been that one 

person would spend their time typing the information and not being able to participate in group 

discussions. This method would also not provide the visual representation of the maturity matrix 

for the overall group, that is, it would be hard for participants to see the whole group work and 

amend or add to it through an iterative process. Therefore, I decided to use butcher paper with 

Post-it notes. I posted the butchers paper with the maturity matrix template for each element 

on the walls. At each table, participants had access to notes from the first workshop along with 

post-it notes, pens and markers. 

The facilitator began the workshop at 09:30 hours with introductions as there was one new 

person in the room. I then presented key findings from the first workshop. This included the key 

elements that need to be present to increase the chances of successful implementation of LST 

initiatives, and the definitions and outcome descriptors for these elements. Doing so refreshed 

the memory of participants from the first workshop and brought the new participant to the same 

level of understanding. The facilitator reminded participants of their rights, how the information 

would be used and ground rules for the workshop. Information used here was the same as the 

one used in the first workshop.  

The workshop comprised three sessions. My role in the workshop was a participant observer. I 

provided clarifications (when asked) and assisted the facilitator with data collection. 
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Session one – Finalising key element definitions and outcome descriptors 

This session was to recap the work of the first workshop and an opportunity for the participants 

to add given they have had a week to reflect.  

Each table was provided with the 11 key elements, definitions and outcome descriptors from the 

first workshop, on an A3 in a table form (outline shown in Table 7.4). Participants were asked to 

discuss within their small groups and add to this information. Participants were directed to start 

with the elements that had the least information. The A3 outline (Table 7.4) was used to record 

group discussions. 

Key element Description of the element 
Outcome descriptor – what 
does established element 

demonstrate 

E.g. Alliancing 
way of working 

Alliancing is a clinically led, community engaged 
forum that brings different component parts of 
the health system together with the aim of 
transforming services so that they are best for the 
patient and best for the system. Alliancing is a way 
of working, reliant on trusted relationships and 
supported by enablers critical to continuous 
improvement. Successful Alliances bring 
alignment to multiple organisations and services 
present in a complex system, to achieve a 
common set of patient-centred goals. Alliancing is 
not about managing finances or organisational or 
professional accountabilities (Gauld, 2017). 

Trust, shared sense of purpose 
and sustainability 

 

Group feedback 

 

 

 

Table 7.4: Finalising key element definitions and outcome descriptors 

 

7.6.5 Construction of the self-assessment maturity matrix 

Participants constructed the maturity matrix during sessions two and three. The outline of the 

maturity matrix and the development process was based on the study by Kirk, et al. [155], which 

created a framework to measure service improvement progress over time following 

implementation of an intervention across England and Wales (appointment of Cardiac Genetic 

Nurses) to enhance inherited cardiac conditions services. The maturity matrix was created using 

key stakeholders through a consensus approach. The matrix contained five domains with a six-

point scale to locate progress from ‘emerging’ to ‘established’. The matrix was used as a self-

assessment tool by the Cardiac Genetic Nurses between 2009 and 2011.  
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The tool had three components:  

1. What does the established element demonstrate? (Outcome descriptors from the first 

workshop) 

2. What will show this? (Indicators) 

3. What should we expect to see in beginning, emerging, established, and excellence level? 

(Expected maturity at each stage) 

Table 7.5 shows the maturity matrix outline used for this research that was reproduced with 

author’s permission.  

The facilitator, with my assistance, introduced to participants the outline of the maturity matrix, 

its purpose and principles that underpinned the use of the maturity matrix. 

Table 7.5: Maturity matrix outline adapted from Kirk, et al. [155] 

 

Session 2 – Developing indicators 

There were three domains identified for the indicators: whole of system approach, equity 

perspective, and Te Tiriti o Waitangi perspective (Table 7.5). Each group was asked to select a 

domain to work on. This was confirmed by going around the room to ensure that each of the 

three groups had one unique domain to work with.  

Participants were then asked to discuss within their group on what an indicator for their domain 

would look like. Once the group reached agreement, the group recorded this using the post-it 

Key element 1 

Outcome 
descriptor 

Indicators 
(what will 
show this?) 

Maturity scale 

Beginning = 0 Emerging = 1 Established = 2 Excellence = 3 

What does 
established 
element 
demonstrate? 

Whole-of-
system 
indicator 

Nothing in 
place 

Something in 
place 

This is what 
good looks like 

Outstanding e.g. 
health and 
social 
integration 

Equity 
indicator 

Nothing in 
place 

Something in 
place 

This is what 
good looks like 

Outstanding e.g. 
health and 
social 
integration 

Te Tiriti o 
Waitangi 
indicator 

Nothing in 
place 

Something in 
place 

This is what 
good looks like 

Outstanding e.g. 
health and 
social 
integration 
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note and posted on the relevant section of the butchers paper. The groups then moved along 

with the facilitators signal until they finished identifying at least one indicator for their domain 

for all 11 elements. The groups were then asked to walk around the room to see what other 

groups had identified as indicators, discuss and add or amend the indicator(s) for their domain. 

This also gave an opportunity for all participants to see all the indicators identified.  

Session 3 – Identifying maturity at each stage 

The groups were asked to discuss what the maturity looked like at each stage. Participant 

requested that they continue to work with the domain for which they developed indicators. Each 

group started with a different element and worked around the room. Information on what each 

stage looked like was recorded using post-it notes on the relevant sections of the butcher paper. 

The groups were moving at different pace; therefore, the facilitator’s role was to ensure that 

groups were moving around. Once the groups finished the first round, two iterative processes 

were used to refine the maturity matrix. In the first iteration, participants were asked to walk 

around the room in their groups to see what other groups had identified and add to the 

information using post-it notes or a different coloured pen. The facilitator then walked around 

the room and reviewed the maturity matrix to ensure that each element had at least three 

indicators and three post-it notes describing each maturity stage, one for each indicator domain. 

Where a gap was identified in the maturity scale, the facilitator highlighted this by posting blank 

post-it notes. 

In the second iteration, participants were asked to walk around the room individually to review 

the matrix and add to the information using post-it notes or a different coloured pen. Participants 

were asked to pay attention to the blank post-it notes to rectify the gaps.  

As a final stage, the facilitator asked if participants wanted another iteration round to finalise the 

maturity matrix, but this was declined. Photo 7.1 shows the data collection process used to 

construct the maturity matrix. 
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Photo 7.1: Construction of maturity matrix 

 

7.6.6 Concluding session 

I thanked participants for their attendance and contribution to the research and explained the 

next steps. Participants indicated that they would like to continue their contribution in finalising 

the maturity matrix via email, which was done following the workshop. The workshop finished at 

15:30 hours. 

7.6.7 Data analysis 

Data from the rest of the workshop, which was focused on construction of the maturity matrix, 

was collected using a pre-outlined template on butcher paper. I transcribed the information, 

which formed the first version of the maturity matrix. This version was shared with workshop 

participants following the workshop for their feedback. The second version of the maturity matrix 

that incorporated post-workshop feedback from participants was used for testing with first 

Alliance leadership team (phase six).  

Following both workshops, a thorough analysis was undertaken to finalise findings of the 

workshops. The audio recorded sessions from both workshops were transcribed by a professional 

transcriber. NVivo computer software programme was used to group key thematic groups of 

texts from the transcripts. I coded deductively, based on the codes generated for key elements, 

contexts, mechanisms and outcomes in phase three (interviews) and created new codes for 

additional elements and CMOs identified by workshop participants. Direct quotes from the 

transcripts were also used with all identifying information removed to protect participants’ 

anonymity.  
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7.7 Phase five: Online survey 

The aim of the survey was to consolidate the key elements and further test my initial propositions 

and perspectives gained from interviews and workshops with those involved in the 

implementation of the SLM programme in DHBs and PHOs. These participants had an inside 

knowledge and experience of what influenced the successful implementation of the SLM 

programme in their districts. 

An online survey is a self-administered questionnaire that uses the web as the data collection 

mode [187]. It is a quick, efficient and inexpensive way of collecting data from a targeted sample 

that is large and dispersed. It is especially suitable for a questionnaire that involves a skip pattern 

and contains open ended questions [187]. The electronic data collection makes transcription 

unnecessary and participants are more likely to provide more comprehensive answers to 

questions than on paper surveys [187].  

The survey design followed realist guidance in terms of sampling, participant selection and 

question design [49]. The survey did not aspire to statistical validation or ‘the final truth’. Instead 

it sought a closer understanding of the programme architecture to successfully implement LST 

initiatives consolidated from prior research phases. The online survey was anonymous by design 

to encourage participants to provide honest answers about their experience on the key elements 

that supported successful implementation of LST initiatives, such as the SLM programme, and 

contexts and mechanisms that influenced these initiatives.  

7.7.1 Development of the survey instrument 

The survey instrument was designed and conducted using the guide published by Manzano [49] 

and was developed based on findings from earlier research phases. It included 10 key elements 

that support successful implementation of LST initiatives with a short definition and refined initial 

propositions that influenced these initiatives. Participants were asked their level of agreement 

on key elements and refined propositions using a five-point Likert scale (strongly disagree, 

disagree, neither disagree nor agree, agree, and strongly agree). Using open-ended questions, 

participants were then asked to identify further contexts and mechanisms that influenced the 

implementation of the SLM programme in their district. Variables used were categorical, such as 

Likert scales, and qualitative, such as open-ended questions for contexts, mechanisms and 

outcomes. Qualtrics survey software was used to collect survey data. 
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7.7.2 Testing the survey 

The questionnaire mirrored the question structure used for the interviews; however, it included 

the information gained from earlier research phases (phases one, two, three and four).  

The test version of the survey contained eight questions: 

• The first two questions asked for demographic data on whether participants worked in a 

DHB, PHO or other organisation and whether their main role at the organisation was a 

health care professional, management or leadership, consumer advocate or other. ‘Other’ 

included roles such as a quality improvement lead or analyst. 

• Question three listed 10 key elements and definitions, refined from literature review, 

interviews and the workshops, and asked participants’ level of agreement on each of the 

elements using a five-point Likert scale (strongly disagree, disagree, neither disagree nor 

agree, agree, and strongly agree). 

• Question four described eight initial propositions, refined from interviews and workshops, 

that influenced implementation of LST initiatives. Participants were asked their level of 

agreement on key elements and refined initial propositions using a five-point Likert scale 

(strongly disagree, disagree, neither disagree nor agree, agree, and strongly agree). 

• Questions six, seven and eight asked participants, using open-ended questions, for 

additional contexts, mechanisms and effects (CMOs) that influenced the successful 

implementation of the SLM programme in their district. 

• The last open-ended question sought final comments from participants. 

I tested the survey with three participants from the sector, the SLM programme clinical lead and 

my supervisors. Changes to the questionnaire were made based on the feedback that included 

simplifying definitions for key elements and refined initial propositions to make it clear and 

concise, and reducing the estimated time to complete the survey from 20 to 10 minutes. The 

testing process also assessed if the survey platform was working for distribution of the survey 

and maintaining anonymity of responses.  

7.7.3 Final survey instrument 

The final version of the survey contained nine questions, with one additional question added to 

improve logic flow of the survey. It was added following question four on refined initial 

propositions that asked participants if they were aware of other factors that influenced the 

implementation of the SLM programme in their districts with the binary choice of ‘yes’ and ‘no’. 
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If the participant chose ‘yes’ the survey progressed to the next question that asked them to list 

the factors. If the participant chose ‘no’, the survey skipped three questions on additional CMOs 

and proceeded to the final question.  

7.7.4 Selection of participants 

A re-useable anonymous survey link was emailed (Appendix 9) to 65 potential participants that 

included DHB leads for the SLM programme and PHO Chief Executives. The email included the 

research information sheet (Appendix 3). First receivers of the survey were invited to participate 

in the study by completing the survey and were asked to forward the email with the survey link 

to other people in their district and organisation that were or are involved in the implementation 

of the SLM programme. This enabled snowball sampling to identify further participants. 

A reminder was sent two weeks following the first invite. The final reminder was sent three weeks 

following the first reminder. 

Fifty-one participants completed the survey: 22 from DHBs, 28 from PHOs and one that did not 

identify them-self as a DHB or PHO employee. 

7.7.5 Data analysis 

Qualtrics survey software was used to analyse the survey data. Categorical survey data was also 

exported to Microsoft Excel for further analysis to create tables and charts. 

NVivo computer software programme was used to group key thematic groups of qualitative data 

from the free text comment fields. I coded responses deductively based on the codes generated 

for key elements, contexts, mechanisms and outcomes in phase three (interviews) and created 

new codes for additional CMOs identified by survey participants. Direct quotes from the survey 

responses were also used with care taken to ensure that the text did not contain any 

identification information.  

7.8 Phase six: Field testing of the maturity matrix 

The aim of phase six was to test the maturity matrix with three Alliance leadership teams (ALTs) 

to determine if: it was functioning as a learning tool; it helped Alliances see where they were on 

the improvement journey; it helped Alliances identify areas of improvement; it acted as a 

resource to create a stimulus for change; and if it was easy and practical to use. Feedback was 

also sought from the Māori Health Strategy and Policy team at the MoH to ensure that Te Tiriti 

principles were accurately reflected in the matrix. The maturity matrix was refined following each 

stage of the testing. 
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Following the principles of realist research to seek diverse views to validate, falsify, refine and 

modify the maturity matrix [49], ALTs were chosen based on the size of the population the DHB 

was serving and my prior knowledge of the ALT. The prior knowledge was based on my 

experience working as the SLM programme lead and included factors such as the membership of 

the ALT, how long they have existed, level of personnel changes in the ALT, quality of the SLM 

plan, and improvement culture and capability. 

I approached the ALT chair personally or via email, and subsequently emailed the research 

information sheet (Appendix 3) and the consent form (Appendix 10). The ALT chairs discussed 

the invitation to participate in the study with their teams and confirmed their decision to 

participate. Once participation, date and time of the testing was confirmed by ALT chairs, further 

information was sent that included a coversheet memo to describe the purpose, background and 

testing process. Participants were asked to sign and return their consent forms either by email 

to me or hand it to me in person on the day of the testing. I also requested copies of the ALT 

membership lists so I could keep track of who had returned their consent form. On the day of the 

testing, with the help of the secretariat, I collected consent forms and reconciled with the 

membership list to ensure that all participants in the room had provided written consent to 

participate in the testing process. 

The testing process was facilitated by the SLM programme clinical lead for two ALTs. The SLM 

programme clinical lead was unavailable for one of the ALT meetings, so for this meeting, one of 

the participants who was involved in the development of the maturity matrix and was a member 

of the ALT offered to facilitate the testing process. Both facilitators signed a confidentiality 

agreement (Appendix 11). 

The regular Alliance meetings are usually set at the beginning of the year to allow sufficient notice 

for members. Given the seniority and the wide-ranging membership of ALTs, arranging a meeting 

at short notice was logistically difficult. Therefore, ALTs’ regular meetings were used for the 

testing process. One hour was requested for the testing process either during the usual agenda, 

or before or after the ALT meeting. I used the Victoria University Faculty Grant to pay for my 

travel costs to attend ALT meetings outside of Wellington. 

Of the first three ALTs that were invited to participate in the testing process, all of them accepted. 

The ALTs saw the testing process as an opportunity to reflect on their journey as an Alliance and 

identify areas for development. 
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7.8.1 Alliance leadership team one 

ALT one was a small DHB with a population of fewer than 200,000 [188]. The district had one 

PHO providing primary care services. The ALT membership included representatives from the 

DHB, hospital, PHO, pharmacy, Māori health providers, Iwi, consumer, general practice and the 

Accident Compensation Corporation. The total number of participants for the testing were 16 

plus facilitator and one secretariat. 

One of the ALT members who participated in the workshops to develop the maturity matrix was 

very keen for their ALT to use the tool to reflect where they were as an ALT. The SLM programme 

clinical lead who was supposed to facilitate the testing process was unavailable on the day of the 

ALT meeting. The ALT member agreed to facilitate. The meeting was scheduled for 14:30 to 17:30 

hours on 24 October 2019 at the PHO office. I was invited to attend the meeting from 14:30 hours 

with about an hour on the agenda for the testing process.  

The testing began with my presentation on the overview of the research including research 

questions and the method used to develop the maturity matrix, the outline of the maturity 

matrix, the principles underpinning the maturity matrix, and the purpose of testing. I confirmed 

my attendance in my capacity as a researcher, participants’ rights, research confidentiality, and 

the ground rules for the testing process. Once I finished my presentation, the facilitator then 

asked participants to break into small groups of three-to-four and assigned each group two 

elements to score against and provide feedback on the maturity matrix. Each group provided 

feedback to the wider group on the description of elements, the maturity scale content, and their 

score for the element. The group feedback session was audio recorded and transcribed later by 

a professional transcriber. As a participant observer, I provided clarifications on some of the 

terminology used and took notes from the group feedback session. 

The testing process took about 60 minutes excluding the presentation. At the end of the session, 

the facilitator asked three concluding questions (Box 7.1). 

• Did the key elements provide adequate coverage of the areas considered important to the 

Alliance?  

• Did the Alliance feel inspired to change to shift their maturity along the scale?  

• Did the maturity matrix act as a resource to create a stimulus for change? 

Box 7.1: Three concluding questions for the ALT 



Kanchan M Sharma  111 

I used the audio-recording and my notebook to record answers to these questions. Participants 

were welcomed to hand in any written notes and an opportunity to provide further feedback 

following the meeting via email. No further feedback was received. 

7.8.2 Alliance leadership team two 

ALT two was a mid-sized DHB with a population of 300,000 to 350,000 [188]. The district had one 

PHO providing primary care services. However, the DHB served the population living in a large 

geographical spread with large pockets of older population living in rural. Given its geographical 

diversity, it is often challenging to have all the members of the ALT meet face-to-face. Therefore, 

the ALT had learnt to be comfortable with working remotely using technology such as zoom 

meeting. The ALT had undergone significant changes in the last 18 months and were still in a 

formation stage. The ALT had broad membership from across the primary, hospital and 

community services and had an independent chair.  

The testing was undertaken on 15 November 2019 at the DHB premises. Owing to the meeting 

having a full agenda, the chair proposed for the testing of the maturity matrix to follow the ALT 

meeting. The ALT members had the option to stay back and participate in the testing process. On 

the day prior to the meeting, the ALT meeting was cancelled owing to a significant event in the 

district that required attendance of some of the ALT members. The chair contacted me about 

this and discussed the option of either rescheduling the testing process or continuing with a 

smaller group. On recommendation of the chair, the testing process continued as scheduled. 

The ALT had a membership of 16, seven of whom participated in the testing process. The meeting 

started with six participants with another joining in about 20 minutes into the process. 

Participants were mostly of clinical background. Two participants, along with the facilitator joined 

in using zoom meeting technology. Written consent forms were collected from all participants at 

the beginning of the meeting. Participants on the zoom meeting emailed their consent forms to 

me. The meeting began with introductions followed by the facilitator introducing the outline of 

the maturity matrix, how it was developed, its purpose, purpose of the testing process, 

researcher’s conflict of interest and participants’ rights including research confidentiality. The 

testing process was paused when the seventh participant joined in. This was to allow the 

facilitator an opportunity to introduce the participant to the people and the process. 

The participants scored themselves against the key elements. The ALT was able to score on the 

first six elements in the hour they had. A group discussion then followed on the maturity matrix. 

The facilitator asked three questions (Box 7.1). 
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I used the audio-recording and my notebook to record answers to these questions. The meeting 

was concluded at 15:35 hours. Participants were encouraged to hand in any written notes and 

an opportunity to provide further feedback following the meeting via email. No further feedback 

was received. 

7.8.3 Alliance leadership team three  

ALT three was a mid-sized metropolitan DHB with a population of 300,000 to 350,000 [188]. 

Multiple PHOs provided primary care services in the district. The chair of the ALT was keen to use 

the testing process for the ALT’s end of the year reflection process.  

The meeting was scheduled for 16:30 to 18:00 hours on the 12 December 2019 at the DHB 

premises. With the time of the year and this being the last meeting of the ALT, attendance at the 

meeting was lower than usual. The ALT had 27 members, 14 of whom participated in the testing 

process. Attendees were a mix of clinical and operational leaders from across the primary, 

secondary and public health sectors. The facilitator joined via zoom meeting.  

The testing began at 17:10 hours with my recap on the overview of the research including 

research questions and the method used to develop the maturity matrix, the outline of the 

maturity matrix, the principles underpinning the maturity matrix, and the purpose of testing. I 

confirmed my attendance in my capacity as a researcher, participants’ rights’, research 

confidentiality, and the ground rules for the testing process. 

When I finished my presentation, the facilitator asked participants to break into small groups of 

two-to-three and assigned each group two elements to score against and provide feedback on 

the maturity matrix. Each group provided feedback to the wider group on the maturity matrix 

and their score for the element. The group feedback session was audio recorded and transcribed 

later by a professional transcriber.  

The testing process took about 45 minutes excluding the presentation. At the end of the session, 

the facilitator asked three questions (Box 7.1). 

I used the audio-recording and my notebook to record the answers to these questions. The 

meeting was concluded at 18:15 hours. Participants were encouraged to hand in any written 

notes and an opportunity to provide further feedback following the meeting via email. No further 

feedback was received. 
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7.8.4 Māori Health Strategy and Policy team at the MoH 

Following testing with the three ALTs, I shared the maturity matrix with the manager and the 

Principal Advisor (Equity) of the Māori Health Strategy and Policy team at the MoH to seek their 

feedback on the matrix. I asked the manager and the Principal Advisor to review the maturity 

matrix to ensure that Te Tiriti principles were accurately reflected across the maturity scale for 

all the key elements, with particular attention to two elements: commitment to Te Tiriti o 

Waitangi; and understanding of equity. The Principal Advisor provided their feedback via email, 

following which I met with the manager and the Principal Advisor to discuss their feedback in 

person. After incorporating their feedback, I shared the revised maturity matrix with them to 

check that I had interpreted and addressed their feedback correctly. They confirmed its accuracy.  

7.8.5 Data analysis 

Printed copies of the maturity matrix were provided to ALTs to use for the testing process. The 

ALTs scored themselves using the maturity matrix. Since the purpose of the testing was to 

determine if the maturity matrix was easy and practical for Alliances to use to gauge their 

maturity on the capacity and capability for implementing LST initiatives, the Alliances’ scores 

were not collected, recorded or analysed. The scores were left with the ALTs to use as they saw 

appropriate. 

Group discussions were used to collate feedback from participants on the content of the maturity 

matrix and answers to three questions relating to the areas covered in the maturity matrix, the 

Alliances’ inspiration to change and if the maturity matrix acted as a resource to create a stimulus 

for change. These discussions were audio recorded and transcribed later by a professional 

transcriber. I recorded my observations and key points of feedback from participants in a 

notebook. Transcripts of group discussions and field notes were used to refine the maturity 

matrix following each testing process. Feedback from the Māori Health Strategy and Policy team 

at the MoH was provided via email with comments in the electronic copy of the matrix. I took 

notes from the meeting with the manager and the Principal Advisor. A new version of the 

maturity matrix was created incorporating participants’ feedback at each stage of the testing. 
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8.0 ETHICAL CONSIDERATIONS 

Ethical approval for the research was requested from two committees: the national Health and 

Disability Ethics Committee (HDEC) and the Victoria University Human Ethics Committee (HEC). 

A letter from HDEC dated 19 March 2019 confirmed that this research was outside the scope of 

HDEC. This was because the research did not involve any participants recruited in their capacity 

as consumers (or their relatives) of health or disability services, or as volunteers in clinical trials, 

or the use of health information or tissue. 

Ethics approval from the HEC was sought on 19 March 2019 and was considered by the 

committee during April and May. The following components were given specific ethical 

consideration. 

8.1 Researcher’s conflict of interest 

The committee’s main concern related to privileges I had from my position in respect to the 

research population (the ‘insider’ perspective) being a MoH employee leading the SLM 

programme, resulting in opportunities which might not be available to other doctoral 

researchers, and the genuine ethical issues that might arise, such as an impact on voluntary 

participation. Participants in the research were senior leaders in the health sector and not a 

vulnerable group that was put at risk from declining to participate. However, the committee 

highlighted that most doctoral researchers are not able to ask health system employees to be 

funded to attend full day workshops, or able to access meetings of Alliances for testing of the 

maturity matrix. The value that organisations saw in having their employees participate had to 

be considered in light of my role at the MoH.  

In realist research, prior knowledge of the research subject matter and purposeful selection of 

participants that are ‘information rich’ are essential tenets [4,49]. This allows the researcher to 

use personal experience to identify and test theories from within the system rather than ‘looking 

in’. Therefore, my inside knowledge of the health system, and three years of first-hand 

experience of observing the key elements that support implementation of the SLM programme 

and how contexts influenced the successful implementation of the programme was invaluable to 

the research. It helped me to invite the right participants for the study, both in terms of seniority 

and experience in the sector.  

The workshops and Alliance meetings were facilitated by the SLM programme clinical lead who 

was a part-time MoH and a PHO employee. This added another element of conflict. I had used 
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the SLM programme clinical lead as a facilitator as they had led the co-development of the SLM 

programme and therefore had the relevant skills, subject matter expertise and credibility in the 

health sector. The facilitator’s mana with the sector had proven to be a strength in the past for 

facilitating workshops attended by senior leaders and clinicians. 

Prior knowledge about the functionality and makeup of ALTs were valuable in the selection 

process for the field testing of the maturity matrix. I was able to invite three teams that differed 

in their membership, size of the district they served, and the state of their local relationships.  

However, both the facilitator and I brought (unconscious) bias to the research with our prior 

knowledge and experience. We had pre-conceived notions of what worked (and did not work) 

with the implementation of the SLM programme, our ideas about the programme architecture 

to successfully implement LST initiatives, and our opinions about participants that might have 

caused us to weigh their contributions accordingly. We were not observers from the outside 

asking questions; our questions could steer participants towards certain responses. I managed 

this bias by selecting a wide range of data collection and analysis strategies that enabled me to 

actively search for rival theories and build rigour to my initial propositions. I also selected 

participants (for interviews and workshops) who were senior and experienced, and who would 

not hesitate to share their opinions, or challenge or disagree with others’ opinions.  

Our dual roles created both perceived and real conflicts of interest as highlighted by the HEC. As 

such, a number of precautions were taken to manage the risks that could potentially arise from 

the conflict. I worked with HEC and my supervisors to ensure that participants were provided 

with clear written information in the participant information sheet that participation in the 

research was voluntary, the conflict of interest arising from my dual role was clearly declared, 

and how the information sought from them was going to be used. Participant information sheet 

was shared as part of the process used to obtain written consent and at the beginning of 

interviews, workshops and ALT meetings. Workshops were held using university rooms, which 

reinforced the purpose of the workshop and separation from the MoH work. Interviews were 

held either at the participants’ place of work, at the university or in public meeting places such 

as a café. The ALT meetings were held at participants’ usual DHB or PHO premises. 

The research was approved by HEC on 12 June 2019 (reference number 27356). Subsequently, I 

sought two amendments to the approval from HEC, which were granted in July and August 2019 

respectively.  
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The first request in July sought an amendment to include the use of digital technology such as 

zoom meeting as an interview method. The participant information sheet was amended to 

include this additional method for interview participants. I also sought an exemption for 

participants who were company partners, directors, or independent contractors or clinicians 

from seeking Chief Executive permission where they deemed it impractical. This only applied to 

participants that held senior level positions and had delegations that were equivalent to that of 

a Chief Executive (e.g. partners and directors of private companies, or independent clinicians or 

contractors). 

The second request for amendment in August sought an exemption to obtain Chief Executives’ 

permission for the online survey data collection. The online survey was anonymous and would 

take about 10 minutes to complete. Given the anonymity and the length of the survey, I did not 

anticipate the completion of the survey to be a burden or a reputational risk to the organisations. 

8.2 Informed consent 

The participant information sheet and the consent form were sent to all participants invited to 

participate in workshops, interviews and field testing of the maturity matrix. The participant 

information sheet outlined the aim of the research, my dual roles and conflict of interest, ethics 

approval reference number, and what was required from participants. It also explained how the 

information was going to be used, the product of the research, participants’ rights, and my 

contact details as well as those of HEC convener and my supervisor for any further questions. The 

consent form sought written confirmation from participants that they understood the 

information sheet, and agreed to participate in audio-recorded interview, workshop or ALT 

meeting. The consent form also outlined research confidentiality requirements, participants’ 

right to withdraw from the research, how the information provided by them will be used, when 

information will be destroyed, and if they were interested in receiving the final research thesis 

and publications. Where relevant for workshops and interviews, the participant information 

sheet was sent to Chief Executives of the participants’ employing organisation and written 

consent sought to permit participants to participate in the research. This was especially 

important for workshops where the attendance was funded by the participants’ employing 

organisation. 

With the exception of those participating in the online survey, all participants provided written 

consent prior to participation in the research. 
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8.3 Research confidentiality 

Research confidentiality was important to protect anonymity of participants and their employing 

organisations. It also provided a safe environment for participants to be free and frank in sharing 

their experiences. All participants were given written assurances through the information sheet 

and consent form that their information will be stored securely and shared only with research 

supervisors, the facilitator and the transcriber as necessary. Participants, through the consent 

form, agreed that they may share their contributions with others but not the contribution of 

other participants. 

The facilitator signed a confidentiality agreement (Appendix 11) to only discuss information 

shared by participants with the researcher, the research supervisors and potentially with 

participants. 

The transcriber signed a confidentiality agreement (Appendix 12) to store all information relating 

to the research securely, to not discuss information with anyone except the researcher and to 

destroy all files upon completion of transcriptions. 

Given the small size of New Zealand health sector and the well-known profiles of senior leaders 

and clinicians, I was careful in my description of participants and their contributions in order to 

preserve their anonymity. Consequently, this limited my descriptions of participants in this 

chapter, including description of ALTs. Where I used direct quotes from participants, I removed 

all information that could potentially identify the participant or their employing organisation. 

All research information, including recordings and transcripts, was stored on secure devices with 

password access only and will be destroyed on 31 October 2022 or once the doctoral research 

requirements are fulfilled (whichever comes first). The interview transcripts were coded to 

protect anonymity of interviewees. Transcripts of group discussions separated speakers with a 

code ‘NS’ (new speaker) and did not identify speakers. 
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8.4 Summary of Part B  

Part B described the theoretical underpinnings and the rationale for using a realist approach. The 

research took into consideration the five key ideas in realism [47]. First, the research recognised 

that structures, and institutional, social and political conditions in health systems are real and 

have real effects on LST initiatives, such as the SLM programme. The research used insights and 

knowledge gained from the implementation of the SLM programme to glean initial propositions 

to inform the programme architecture for LST initiatives in the New Zealand health system.  

Second, that experiences of agents in the system shape their reasoning and behaviours. 

Participants in the research were a broad range of stakeholders, most of whom were involved in 

the SLM programme implementation or those charged with making major strategic decisions 

about where effort goes towards supporting implementation of LST initiatives. The research also 

included participants that were considered leaders in complexity thinking, both in New Zealand 

and overseas, including three participants who were senior leaders from banking, construction 

and organisational transformational sectors. These participants were ‘information rich’ to inform 

my research questions. 

Third, that understanding system dynamics require a systems mind set. While it is difficult to 

know the final truth about how and why implementation of LST initiatives are successful (or not), 

a realist logic of enquiry, nested within the framing of complex adaptive systems, could lead to a 

closer understanding of the programme architecture for successful implementation of these 

initiatives. 

Fourth, the organisational, social and political contexts influence the programme architecture. 

Lastly, these conditions trigger underlying, unseen mechanisms that shape the reasoning and 

behaviours of health system leaders and those involved in the implementation of LST initiatives 

such as the SLM programme and influence the successful implementation of these initiatives.  

The research phases one (theory gleaning), two (literature review), three (interviews), four 

(workshop one) and five (online survey) analysed and described the programme architecture for 

LST initiatives. The maturity matrix constructed in phase four (workshop two) and tested in phase 

six with Alliance leadership teams supports conscious and deliberate learning for health system 

leaders to increase their understanding of this programme architecture.  
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Table 8.1 shows the map of research questions, theory of realist ideas, and methods for data 

collection and analysis for the six research phases. The next part of the thesis reports the findings 

of the research.
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Research 
phase 

Research question Application of key realist ideas Description of realist ideas Data collection 
Data analysis 

technique 

Phase 1 – 

Theory 

gleaning 

RQ1 – Key 

elements 

RQ3 – Contexts and 

mechanisms 

Using complex adaptive system ideas to 

develop propositions to test 

Use of the SLM programme to identify capacity and 

capability needed to support successful 

implementation of an LST initiative and uncover how 

social, cultural and political conditions influence its 

implementation 

My insights from the 

SLM programme 

Documenting initial 

propositions 

Phase 2 - 

Literature 

review 

RQ1 – Key 

elements 

RQ2 – Maturity 

matrix 

RQ3 – Contexts and 

mechanisms 

Evidence from literature about 

successful implementation of LST 

initiatives  

Definition of LST initiative that encompass both the 

complexity of interventions and the complexity of 

context in which these are implemented 

Evidence in literature of key elements and contextual 

factors that influence implementation of LST 

initiatives 

Evidence in literature of learning tools used to assess 

improvement progress 

Search of published 

and grey literature 

Document analysis 

Phase 3 - 

Interviews  

RQ1 – Key 

elements 

RQ3 – Contexts and 

mechanisms 

Selection of a wide range of participants 

who were considered leaders in 

complexity thinking from New Zealand 

and overseas 

Teacher-learner cycle in interviews 

Using complex adaptive system ideas to 

construct mid-range theories  

Testing key elements and contextual factors with 

senior leaders who are contracted as experts to 

advise on or evaluate the implementation of LST 

initiatives (New Zealand and overseas) 

Exploring counterfactual ideas - looking for reasoning 

and behaviours they came across as experts of the 

system 

Testing key elements and contextual factors with 

senior leaders from non-health sector to compare 

similarities and differences 

Audio recordings 

Transcripts  

Codes in NVivo 

software 

Retroduction to 

identify realist 

mechanisms 

Phase 4 -

Workshops 

RQ1 – Key 

elements 

RQ2 – Maturity 

matrix 

RQ3 – Contexts and 

mechanisms 

Selection of a wide range of participants 

who had experience of leading or 

implementing the SLM programme  

Using complex adaptive system ideas to 

construct mid-range theories 

Using complex adaptive system ideas to 

construct a tool to support a learning 

system 

Testing key elements and contextual factors with 

senior leaders who are responsible for leading 

implementation of LST initiatives in New Zealand 

health system 

Exploring counterfactual ideas - looking for reasoning 

and behaviours shaped by their individual 

experiences 

Using experience of system leaders to determine 

what maturity for key elements looks like at different 

stages 

Audio recordings 

Transcripts  

Pre-outlined 

butchers paper 

Pre-outlined A3 data 

collection templates  

Field notes 

Real-time analysis 

Codes in NVivo 

software 

Retroduction to 

identify realist 

mechanisms 

Document analysis 

Inductive for creation 

of maturity matrix 
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Research 
phase 

Research question Application of key realist ideas Description of realist ideas Data collection 
Data analysis 

technique 

Phase 5 - 

Online 

survey 

RQ1 – Key 

elements 

RQ3 – Contexts and 

mechanisms 

Selection of participants who had 

experience of implementing the SLM 

programme 

Teacher-learner approach to question 

design 

Using complex adaptive system ideas to 

construct mid-range theories 

Testing key elements and contextual factors with 

frontline staff and middle managers who are 

responsible for implementing the SLM programme 

Exploring counterfactual ideas - looking for reasoning 

and behaviours shaped by individual experiences that 

influenced implementation of the SLM programme 

Qualtrics survey 

software 

Qualtrics survey 

analysis 

Codes in NVivo 

software 

Phase 6 - 

Testing 

with ALTs 

RQ2 – Maturity 

matrix 

Testing the programme architecture for 

LST initiatives with a range of ALTs, who 

had experience of implementing the 

SLM programme 

Testing the maturity matrix to see if it acts as a 

stimulus for change, the type of conversation it 

stimulates, and if it can used as a resource to support 

continuous learning 

Audio recordings 

Transcripts 

Field notes 

Deductive for testing 

of the maturity matrix 

Table 8.1: Map of research questions, theory and methods of data collection and analysis
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PART C: FINDINGS 
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LST initiatives are “interventions aimed at co-ordinated, system wide change affecting multiple 

organisations and care providers, with the goal of significant improvements in the efficiency of 

health care delivery, the quality of patient care, and population-level patient outcomes” (p 422) 

[1]. The SLM programme is an example of a LST initiative designed to achieve system 

transformation in the New Zealand health system. The programme was introduced to enhance a 

collaborative way of working beyond organisational and professional boundaries, address health 

inequities and encourage continuous learning and quality improvement and was implemented 

through Alliances [15]. Alliances are informal networks in the New Zealand health system that 

were introduced to integrate the planning and delivery of health care between DHBs and PHOs 

[42]. The key purpose of the SLM programme is to achieve the Triple Aim outcome: improved 

quality, safety and experience of care; improved health and equity for all populations; and best 

value for public health system resource [15].  

My insights and experience from leading the implementation of the SLM programme and the 

evaluation of the programme [121] revealed some of the programme architecture for 

successfully implementing the SLM programme. These insights and academic literature led to the 

three research questions that guided the research to analyse and describe the programme 

architecture that underpins efforts to successfully implement LST initiatives in the New Zealand 

health system. 

Research question one: What are the key elements that support successful implementation of 

LST initiatives in the New Zealand health system? 

Research question two: How do New Zealand Alliances consciously and deliberately increase 

their understanding of the key elements to support the notion of a learning system? 

Research question three: What contexts and mechanisms influence the New Zealand Alliances’ 

ability to successfully implement LST initiatives?  

Part C presents the findings of the research and contains three chapters corresponding to the 

research questions. 
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Chapter 9: Key elements that support successful implementation of large-system 

transformation initiatives 

This chapter answers research question one and presents the testing and refining process from 

an initial to the final list of key elements that need to be present to increase the chances of 

successful implementation of LST initiatives in the New Zealand health system. 

Chapter 10: The self-assessment maturity matrix 

This chapter answers research question two and presents the maturity matrix that was 

developed with the senior clinical and operational leaders working in the New Zealand health 

system at the two workshops. The chapter outlines how the maturity matrix was tested and 

refined and presents what was found when successive versions were then tested with the three 

Alliance leadership teams. The chapter also includes feedback on the maturity matrix from the 

MoH Māori Health Strategy and Policy team. 

Chapter 11: Contexts and mechanisms that influence successful implementation of large-

system transformation initiatives 

Chapter 11 answers research question three and reports on mechanisms triggered by the local 

and national contexts that influence a district’s ability to successfully implement LST initiatives.  

The three chapters together analyse and describe the programme architecture that underpins 

efforts to successfully implement LST initiatives in a New Zealand context. 
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9.0 KEY ELEMENTS TO SUPPORT SUCCESSFUL IMPLEMENTATION OF LST INITIATIVES 

The key elements that support successful implementation of LST initiatives were determined 

using the realist research design outlined in  

Figure 7.1. Five methods were used: initial propositions based on my insights from the SLM 

programme; a literature review; workshops; interviews; and an online survey (as shown in Figure 

9.1). This chapter presents the testing and refining process from an initial to the final list of key 

elements that need to be present to increase the chances of successful implementation of LST 

initiatives in the New Zealand health system. 

   

Figure 9.1: Process to finalise key elements 

 

9.1 Insights from the implementation of the SLM programme 

These insights evolved from my knowledge and experience of leading the implementation of the 

SLM programme. 

Implementation of the SLM programme highlighted the variability in the way Alliances worked 

to develop a high-quality integrated plan and whether they were able to fully implement it in 

their districts. According to the SLM programme implementation guidance, a high-quality 

integrated plan was developed through clinically led processes involving multiple stakeholders, 

using evidence from health and social data, and had improvement actions that would change 

health outcomes [40]. This planning process, along with the full implementation of each plan and 

the ability to undertake reflective learning on processes and progress, indicated successful 

implementation of the programme. 

There were several elements and contexts that I felt were causing variability in the successful 

implementation of the programme: an alliancing way of working; clinical leadership and 

engagement; the degree to which consumers were involved in the development and 

implementation of the SLM plans; information technology infrastructure; capacity and capability 

My insights from 
SLM programme

•Initial list of key 
elements (V1)

Evidence from 
literature

•Revised list of 
key elements 
(V2)

Workshops and 
Interviews

•Consolidated list 
of elements (V3)

Online survey

•Final list of key 
elements (V4)
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for quality improvement; and the use of commissioning cycles. These elements, and how they 

were influenced by contexts are described below. 

Since, 2013, the MoH mandated DHBs to form Alliances with PHOs delivering primary care 

services in their districts. Most of the Alliances existed to meet this contractual requirement but 

did not have terms of reference that outlined the process, purpose, role clarity or ‘ways of 

working’, or did not appear to believe in the philosophy of an alliancing way of working, or both. 

The contractual arrangement also hindered some DHBs in bringing other local partners such as 

pharmacy and maternity into the Alliance because a strict interpretation of the contractual 

mandate narrowed the thinking of DHB and PHO system leaders.  

From my observations (through the plan approval process), implementation of the SLM 

programme revealed the functionality and maturity of the Alliances. I identified three clusters of 

Alliances. First, there were Alliances that understood the concept, for example, the Canterbury 

Clinical Network. These Alliances had an agreed shared vision and common goals for their local 

system; were clinically led; had an independent chair and placed people and their communities 

at the centre of their decision-making. These Alliances were highly functional and successful in 

achieving their goals. The second cluster had some elements of the first cluster and were striving 

to do the right things but were constrained by their capacity and capability and lacked insight as 

to their strengths and weaknesses. The third cluster of Alliances were dysfunctional, either owing 

to a lack of leadership from the DHB and/or the PHO or a lack of understanding about the 

alliancing concept, and low-trust relationships between senior managers of DHBs and PHOs and 

between senior managers and clinicians in DHBs and PHOs. They were further hampered by the 

lack of capacity and capability for improvement and therefore lacked awareness of their inability 

to be functional. 

The MoH required Alliances to use local clinically led quality improvement processes to 

implement the SLM programme [15,40]. Some districts used their existing clinical leadership 

forums or brought together clinical leaders from primary care and hospitals to examine data for 

the system level measures to determine the improvement focus and the frontline actions that 

would contribute to the improvement of those measures. In other places, implementation of the 

SLM programme brought together clinicians from primary care and hospitals. Previous efforts of 

working together significantly influenced discussions and where previous experiences had been 

unfavourable, discussions would focus on providers, professional groupings and funding. In 
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contrast, where previous experiences had been successful, there was high-trust among clinicians 

and discussions were system- and people-focused. 

Most DHBs had consumer councils, which were used to engage with patients and communities 

in the development and implementation of the SLM plans. There was a variable understanding 

among health providers about patient engagement and co-development or co-design with users 

of the health system and local communities. During the implementation of the primary care 

patient experience survey, some of the general practices were concerned that patients were 

going to use the survey to complain about waiting times or not being treated with respect and 

kindness. In few districts where there was both a genuine desire and the capacity and capability 

to deliver more patient-centred services, this was reflected in the Alliance membership and in 

their terms of reference. From my observations, conversations at these Alliances were people- 

and system-focused. 

In some cases, despite some DHBs’ poor financial position and performance against 

accountability measures, success of the SLM programme implementation depended on DHBs and 

their Alliances’ capacity and capability for improvement (i.e. people, information infrastructure 

and analytic capability). A few DHBs had continued to invest in developing improvement capacity 

and capability to understand their local health needs. Others focused on doing the minimum to 

meet the national accountability measures such as the national health targets. 

Implementation of the SLM programme needed to be supported with adequate information 

technology infrastructure, which included DHBs’ ability to join data sets and to turn data into 

insights that could be used for improvement. Implementation of the SLM programme showed 

high variability in the information technology capacity and capability of DHBs. DHBs that had 

invested in information technology infrastructure were able to join data from hospital, and 

primary and community care, study the patient journey through the health system, and 

understand how their demography influenced the demand for services throughout the system. 

They could identify patients and population groups that were either high users of the system or 

not receiving equitable care or were high users of hospital services because they were not 

receiving the right care in the right place at the right time. This enabled them to have patient- 

and population-centred conversations with their clinicians and Alliance leadership teams to 

influence development of new models of care that would better meet the needs of the local 

population. Without this infrastructure and capacity, DHBs were severely hindered in the 

implementation of the SLM programme. 
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The continuous improvement philosophy of the SLM programme required DHBs to regularly 

assess, review and prioritise health resources and consider new models of care to meet the 

health needs of the local population, referred to as ‘commissioning cycles’ [189]. Additionally, 

the Public Health and Disability Act 2000 mandates DHBs to undertake regular health needs 

assessments, which is then used to drive local commissioning of health services. My observations 

from leading the implementation of the SLM programme showed that the full commissioning 

cycle was not being used by DHBs in the development of the SLM plans. Most DHBs were using 

the annual planning guidance issued by the MoH that included Government priorities and the 

Minister of Health’s expectations to develop their DHB annual plan. A few DHBs supplemented 

this guidance with information from their district health profiles that included demographic 

information and information on the health status of their populations. Alliances did not appear 

to be involved in the development of DHB annual plans and development of the SLM plans was 

occurring in parallel to the DHB annual planning process. The SLM plans required the signatures 

of Alliance members as a proxy to demonstrate an integrated approach, whereas, DHB annual 

plans did not have such a requirement. This parallel process disconnected implementation of the 

SLM programme from DHB planning processes.  

Furthermore, most DHBs appeared to continue to purchase health services without a review 

process to establish if the services were meeting the health needs of their local populations. In 

some of the service level Alliance team meetings that I attended, middle managers and health 

care professionals would identify initiatives to target investment to address health inequities but 

did not know how to change the DHB contractual processes to implement these new initiatives. 

New models of care were emerging such as the Health Care Home and Integrated Family Health 

Centres, but these were mostly led by larger PHOs, with limited and variable investment in both 

funding and leadership from DHBs. 

The disconnection between the DHB annual planning process and implementation of the SLM 

programme was also evident in the MoH. The two processes sat under different business units 

of the MoH, the rationale being that one was DHB focused while the SLM programme was whole-

of-system focused. The MoH could not directly commission implementation of the SLM 

programme with Alliances nor hold them accountable because they were not legal entities. DHBs, 

as local commissioners of health services, remained accountable for submitting the SLM plan and 

quarterly reports to the MoH on behalf of Alliances as part of their DHB annual plan. The 

disconnection was exacerbated with PHOs receiving capacity and capability funding to support 
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the implementation of the SLM programme, albeit this funding was re-purposed from the PHO 

Performance Programme. In meetings with the SLM programme clinical lead and I, DHB staff 

involved in implementation expressed that they felt responsible for implementation of the 

programme while PHOs received additional funding. From my observations, in districts where 

relationships between DHBs and PHOs were fraught, the disconnection led to the SLM 

programme being perceived as a primary care programme rather than a whole-of-system 

programme. 

Table 9.1 shows the initial list of key elements gleaned from my insights gained from the 

implementation of the SLM programme. 

Key elements that supported successful implementation of the SLM programme 

An alliancing way of working 

Clinical leadership and engagement 

Use of commissioning cycles 

A continuous quality improvement focus 

Information and communication technology 

Community and patient engagement 

Table 9.1: Initial list of key elements gleaned from my insights 

 
9.2 Literature review 

This phase involved reviewing published and grey literature on LST initiatives and identifying the 

key elements theorised to be essential to support these initiatives. An initial search revealed 10 

studies that identified key elements and contextual factors that influenced implementation of a 

large-scale change.  These are summarised in Appendix 2. Of these 10, five studies met the 

definition of LST initiatives used in this research and were reviewed in detail. While the remaining 

five were not considered to strictly meet the LST initiative definition, these were considered 

useful as these identified some nuggets of evidence on successful implementation of a large-

scale change. 

9.2.1 Study 1: Large-system transformation in health care: a realist review [1]  

This Canadian study was commissioned by the provincial Saskatchewan Ministry of Health, which 

sought a synthesis of knowledge about successful and less successful LST initiatives, to guide their 

four major system transformation initiatives. The Ministry convened a steering committee 

comprising senior representatives from the Ministry, regional health authorities and a provincial 

quality council. The steering committee provided oversight of the study and requested specific 
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recommendations from researchers on ways the Ministry could support and sustain their 

transformation initiatives. The researchers used realist methodology, nested within a macro 

framing of complex adaptive systems, to identify the underlying mechanisms that influenced 

implementation of LST initiatives, taking into consideration the existing structural and policy 

contexts. 

The study identified five ‘simple rules’ to enhance successful implementation of LST initiatives in 

health care: blend designated and distributed leadership; establish feedback loops; attend to 

history; engage physicians; and include patients and families. Along with the steering committee, 

the study also engaged with international experts to develop and describe the CMO theories to 

show variations in outcomes for LST initiatives. For example, if the system in question had a 

clearly identified mission, vision and values (context), then an explicit alignment of these by top 

and middle managers (mechanism) positively impacted on the blend of designated and 

distributed leadership (outcome). The study recommended a greater use of realist methodology 

that draws on both research theory and practice to better understand the role of contexts and 

mechanisms in the successful implementation of LST initiatives. 

9.2.2 Study 2: A system-wide transformation towards integrated care in the Basque Country: a 

realist evaluation [37] 

The Basque Country (Spain) introduced a system-wide transformation strategy to address the 

challenges from an increasing prevalence of chronic conditions with an ageing population and to 

transform the health system to overcome the fragmented delivery of care and to make the 

system sustainable. The implementation of the strategy involved multiple organisations and care 

providers across health and social care sectors. The study used a realist approach to gain relevant 

insights into how the strategy achieved its impact and to produce transferable lessons for 

decision-makers in other regions and countries. Using semi-structured interviews, the 

researchers analysed and described the CMO theories to explain the transformation 

phenomenon. 

The study reported that system-wide transformation requires time, effort, leadership, vision and 

narrative, along with commitment, inclusiveness, collaborative decision-making processes and 

constant learning. Further, the study pointed out that key levers to integrate health and social 

care systems required developing new staff roles, investing in integrated electronic health 

records, stratifying the population by risk, and facilitating bottom-up innovations. The 

researchers concluded that LST initiatives require a systems approach and that it is almost 
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impossible to show hard evidence of attribution in this systemic change; these transformation 

initiatives are ‘humble exercises’ of networking with many complex and unexpected factors, 

patterns and relationships that need to be carefully crafted, nurtured and developed. 

9.2.3 Study 3: Large-scale improvement initiatives in healthcare: a scan of the literature [30] 

The third study undertook a scan of the literature for large-system improvement initiatives in 

hospitals and health care systems to provide current thinking and practices for successful 

implementation of these initiatives. The reviewers used a modified Delphi technique with expert 

reviewers to review a total of 39 published articles. They used an iterative process to build 

consensus opinions among experts working in complex fields to generate meaningful and 

actionable information to support large-system improvement initiatives in health care. The study 

identified four primary and 16 secondary drivers for successful implementation of LST initiatives 

(Table 9.2). The reviewers recommended that these drivers be used as a ‘checklist’ for 

implementation of LST initiatives in health care. 

9.2.4 Study 4: Creating a high performing healthcare system for Ontario: evidence supporting 

strategic changes in Ontario [122] 

The fourth study reviewed international evidence on high performing health care systems, their 

characteristics and the key drivers together with insights from health system leaders in Ontario 

and patient experiences and expectations of the Ontario health care system. The latter was 

informed by focus groups and surveys with patients and caregivers, and a patient and caregiver 

expert panel. The researchers identified 12 key attributes of high performing health care system 

(Table 9.3). The study provided a framework to guide and support system-wide innovations to 

achieve the desired system transformation. 
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Primary drivers Secondary drivers 

Planning and infrastructure Vision and aim 

Intervention 

Management 

Resources   

Other planning and infrastructure (e.g. information technology 
capability) 

Individual, Group, Organisational 
and System factors 

Individual and group dynamics 

Champions/change agents 

Leadership roles 

Capability and capacity development 

Learning networks 

Social networks 

Organisational and system capability 

Organisational and system culture  

The process of change Change theory used 

Performance measures and 
evaluation 

Data infrastructure 

Measurement and feedback systems 

Table 9.2: Primary and secondary drivers for successful implementation of LST initiatives [30] 

 

Key attributes of high performing health care systems 

1. Focusing on quality and system improvement as the core strategy  

2. Developing leadership skills  

3. Enhancing system governance  

4. Investing in capacity to support improvement 

5. Improving accountability and performance measurement  

6. Enabling comprehensive information infrastructures  

7. Strengthening primary care  

8. Improving integration and care transitions 

9. Enhancing professional cultures and engaging clinicians  

10. Engaging patients, caregivers and the public  

11. Attending to access and equity issues  

12. Considering population health and chronic disease management in care management strategies 

Table 9.3: Key attributes of high performing health care systems [122] 

 

9.2.5 Study 5: Organisational context and capabilities for integrating care: a framework for 

improvement [3] 

The fifth study developed a framework of organisational capabilities to deliver integrated care 

and explored the mechanisms that influenced integrated care interventions. Integrated care 

interventions also build from theories that promote collaborative ways of working between 
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diverse organisations and health care professionals to prompt change and achieve the desired 

system transformation [3]. 

The researchers reviewed 114 published articles that focused on integration at the system level, 

involving multiple sectors, organisations and professionals involved in the delivery of health care 

services. This was augmented with semi-structured interviews with organisational leaders and 

care providers involved in Ontario’s ‘Health Links’ integrated care initiative.  

The study identified 17 organisational contexts and capabilities categorised under basic 

structures, people and values, and key processes (Table 9.4). Of these, three capabilities that 

most shaped an organisation’s capacity for integrated care were the leadership approach, 

clinician engagement and leadership, and a readiness for change. This study considered a large 

body of literature on integrated care and used the knowledge of those working in the health 

system to consolidate the key organisational capabilities into a framework for organisations to 

use to test their readiness for change. 

Category Organisational context and capability 

Basic structures  Physical features 

Resources 

Accountability 

Information technology 

Organisational/Network design 

People and values Leadership approach 

Clinical engagement and leadership 

Organisational/Network culture 

Focus on patient-centredness and engagement 

Commitment to learning 

Work environment 

Readiness for change 

Key processes Partnering 

Delivering care 

Measuring performance 

Improving quality 

Table 9.4: Organisational context and capabilities for integrating care [3] 

 
Other studies have identified similar key elements essential for successful implementation of LST 

initiatives in health care, albeit on a smaller scale or limited to a profession or a part of the health 

system. These studies are summarised in Appendix 2.  
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The five studies discussed above set the scene for my investigation into the key elements that 

had the greatest weight for a New Zealand context. These studies were chosen because they met 

the definition for LST initiatives used in this thesis. 

Following a review of the literature, I compared my initial list of key elements with those 

identified in the five studies discussed above and made one change to my list; I separated the 

‘information and communication technology’ element into two: integrated health information; 

and analytic capability.  

LST initiatives require secure interoperable platforms that can collect and link patient-level data 

from all health service providers and support frontline clinicians in diagnosis and treatment of 

their patients. This is important for delivery of safe and co-ordinated care. Equally important is 

the ability to access, analyse, and link clinical and administrative data such as, socio-economic 

status to produce evidence for clinicians and leaders. This evidence helps with possible 

interventions and to track health outcomes, both at an identifiable and a population aggregate 

level. The evidence also provides feedback to clinicians with information on clinical variation that 

is important for continuous improvement of care provided and of professional practice [30,122]. 

The use of evidence can help in avoiding multiple and conflicting opinions, providing rigour to 

measurement and monitoring, and building trust and confidence between clinicians and 

management [30,122,190]. The integrated health information and analytic capability are two 

inter-linked elements that play an important role in implementation of LST initiatives, but require 

different skill sets and having one does not assume the presence of the other.  

I recognised that there were elements mentioned in the literature that were not part of my initial 

list such as the leadership approach, the organisational culture, a readiness for change and the 

system governance. Given that these elements were more nuanced towards the organisational 

context and relevant to my third research question (contexts and mechanisms that influence 

implementation of LST initiatives), I chose to not include these in my list of key elements to be 

tested with the research participants. Instead, I provided this evidence from the literature to the 

workshop participants to consider as part of testing and refining the key elements essential for 

successful implementation of LST initiatives in New Zealand. Table 9.5 shows the revised list of 

key elements and descriptions that were prepared to be used for testing in the workshop and 

with the interviews. 
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 Key elements Description 

1.  Alliancing way of 
working 

 

 

Alliancing is a clinically led, community engaged forum that brings different 
component parts of the health system together with the aim of transforming 
services so that they are best for the patient and best for the system. Alliancing 
is a way of working, reliant on trusted relationships and supported by enablers 
critical to continuous improvement. Successful Alliances bring alignment to 
multiple organisations and services present in a complex system, to achieve a 
common set of patient-centred goals. Alliancing is not about managing finances 
or organisational or professional accountabilities [43]. 

2.  Clinical 
leadership and 
engagement 

 

A system through which health care professionals provide leadership and 
system oversight with a focus on continuous quality improvement to create an 
environment for evidence-based clinical practice and team-based approaches 
to care delivery [191]. 

3.  Use of 
commissioning 
cycles 

 

Commissioning is the process of continuously developing services and 
committing resources to enable the best health outcomes to be achieved for 
individuals and the population, equity to be assured and experience enhanced 
within the resources available [189]. 

Strategic commissioning is the term used for all the activities involved in 
assessing and forecasting needs, links investment to agreed desired outcomes, 
considering options, planning the nature, range and quality of future services 
working in partnership to put these in place [192]. 

4.  Integrated 
health 
information 

The availability and ease of use of health information, both at identifiable and 
population aggregate level, across the different parts of the system at local and 
national level. This will enable the clinicians to examine patient records as they 
treat patients, to share and compare information with colleagues and track 
patient outcomes [3,122]. 

5.  Analytic 
capability 

 

Ability to access real-time information, analyse, link clinical and administrative 
data, and produce insights and evidence for frontline managers and health care 
professionals to measure, understand and feedback data on clinical variation 
and outcomes, which is a critical enabler to continuous quality improvement 
[122,190]. 

6.  Continuous 
quality 
improvement 
focus 

 

The systemic use of methods and tools to continuously improve all three 
dimensions of the NZ Triple Aim: population health, experience of care and cost 
per capita [36]. The philosophy of improvement is to improve incrementally 
from baseline and learning from experience while doing so through the plan-
do-study-act cycle [139]. 

7.  Engagement 
with patients 
and 
communities 

An approach that consciously adopts individuals’, carers’, families’, and 
communities’ perspectives in the design and delivery of health care to generate 
significant benefits to the health and health care of all people, including 
improved access to care, improved health and clinical outcomes, better health 
literacy and self-care, and better experience and satisfaction with care [17]. 

Table 9.5: Revised list of key elements and descriptions used for interviews and workshops 

 



Kanchan M Sharma  136 

9.3 Interviews 

Semi-structured interviews were used to test the concepts from the literature on key elements 

that need to be present in complex adaptive systems to increase the chances of success with 

implementation of LST initiatives and explanations of how these elements work in different 

contexts. Table 9.6 shows how the interview participants working in the health system, either in 

New Zealand or internationally (n=9) rated the revised list of seven key elements.  

The ratings from non-health participants (n=3) are presented separately in Table 9.7. This is 

because interviews for these participants were less structured to enable a freer conversation. 

The key elements and descriptions were shared with these participants prior to the interview to 

allow them thinking time to relate the research to their industry. I was able to undertake two of 

the interviews, from banking (IP10) and construction industries (IP11), with a similar structure to 

that of the health participants, albeit not all the key elements were rated by the participants. It 

was difficult to maintain the interview structure with the last interviewee (IP12) who was an 

expert in organisational change management. The conversation with this interviewee was more 

focused on the complex adaptive nature of the health system, and the contexts and mechanisms 

that influence system transformation rather than the individual elements. 

For each element, participants were read out the description of the element and were then asked 

to rate the extent that they agreed or disagreed with the element being necessary to increase 

the chances of success with implementation of LST initiatives. Participants used a five-point Likert 

scale (strongly disagree, disagree, neutral, agree, and strongly agree) to rate the element. In 

some instances, participants chose to explain their rating, in others they did not. Once 

participants had finished rating the elements, they were asked to identify additional elements. 

Participants identified 11 additional elements, which are discussed later in the chapter. 

Except for participant IP12, most participants either agreed or strongly agreed with the seven 

key elements in the revised list. Participants suggested changing the language for two of the 

elements: clinical leadership and engagement to clinical leadership and involvement; and 

engagement with patients and communities to involved people and communities. Participants 

felt that the change in language for both elements strengthened the concept. A new element 

(dedicated resources and time) that was identified by six participants, was added to the list. The 

next sections (9.3.1 – 9.3.8) discuss participants’ feedback on the key elements in detail. 
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Alliancing 

way of 
working 

Clinical 
leadership 

and 
engagement 

Use of 
commission
-ing cycles 

Integrated 
health 

information 

Analytic 
capability 

Continuous 
Quality 

Improvement 
focus 

Engagement 
with patients 

and 
communities 

IP01 Agree Strongly 
agree 

Agree Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

IP02 Strongly 
agree 

Strongly 
agree 

Disagree Agree Agree Strongly 
agree 

Strongly 
agree 

IP03 Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

IP04 Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

IP05 Agree Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

IP06 Strongly 
agree 

Agree Strongly 
agree 

Agree Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

IP07 Agree Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

IP08 Strongly 
agree 

Strongly 
agree 

Neutral Strongly 
agree 

Strongly 
agree 

Neutral Strongly 
agree 

IP09 Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Agree Strongly 
agree 

Strongly 
agree 

Table 9.6: Interview participants' ratings on revised list of key elements (health) 

 

 

Alliancing 
way of 

working 

Clinical 
leadership 

and 
engagement 

Use of 
commission
-ing cycles 

Integrated 
health 

information 

Analytic 
capability 

Continuous 
Quality 

Improvement 
focus 

Engagement 
with 

patients and 
communities 

IP10 Strongly 
agree 

Strongly 
agree 

Not 
answered 

clearly 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Agree 

IP11 Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Not 
answered 

clearly 

IP12 Not 
answered 

Not 
answered 

Not 
answered 

Not 
answered 

Not 
answere

d 

Not 
answered 

Not 
answered 

Table 9.7: Interview participants' ratings on revised list of key elements (non-health) 

 

9.3.1 Alliancing way of working 

Alliancing is a collaborative way of working, reliant on trusted relationships and supported by 

enablers critical to continuous improvement.  

Eight participants strongly agreed and three agreed that an alliancing way of working was a key 

element necessary for successful implementation of LST initiatives in the New Zealand health 
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system. This included the two participants from the banking and construction industries, both of 

whom strongly agreed with IP10 saying that an alliancing way of working was the foundation for 

bringing various sectors and disciplines together to deliver on the project.  

You’ve got to have everyone on the same page. You’ve got to have those Alliances 

with everyone and make sure that you talk as one voice, otherwise you’re just 

going to end up on the wrong side of the road. (IP10: participant from construction 

industry) 

One overseas participant (IP06) strongly agreed with the concept but stated they would use 

different language to describe the alliancing way of working such as “relational or networking”. 

Participant IP09 from Australia said that international literature on integrated care advocates for 

an alliancing way of working to bring together the meso level organisations responsible for 

delivering health services in a geographical area such as with DHBs and PHOs. 

Participants (IP02, IP04 and IP05) mentioned that alliancing is an “extremely powerful policy 

mechanism” and a lever for bringing together the key players in a region or district for LST 

initiatives. Participant IP03 said that an alliancing way of working provided a critical platform for 

health providers in a district or a region to come together, understand the local priorities, 

challenge current investment decisions and make recommendations about shifting the 

investment to deliver on the local health priorities. 

Participant IP04 emphasised that for alliancing to work, it must be “place-based and close to the 

population served”. 

Findings from the interviews indicated that an alliancing way of working builds relationships that 

means agents in the system may speak with one voice on local health priorities. Further, this 

voice has more meaning when it is shaped by a collective sense of purpose or vision. 

9.3.2 Clinical leadership and engagement 

Of 11 participants who rated this element, 10 strongly agreed with this being a key element for 

successful implementation of LST initiatives in the New Zealand health system. This included the 

two non-health participants, IP10 and IP11, who both strongly agreed.  

You have to have technical expertise in certain disciplines when it comes to 

especially engineering – mechanical engineering, construction engineering, so 

there’s definitely conversations where you would need to pull these people in and 
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have that experience and expertise highlighted, and they’ve got to bring that to 

the table. (IP10: non-health participant) 

One participant (IP06) who ‘agreed’ (instead of strongly agreed) did so because they felt the 

language I had used to describe the element was not strong enough. This participant suggested 

that it needed to be more than engagement, that it should be involvement of clinical leaders as 

they are powerful influencers in the system.  

But you do need to bring the clinicians with you and many of them can be powerful 

influencers if you can unlock that. (IP06) 

Participants reinforced that clinical leadership and engagement was important at all phases of 

planning and implementation of LST initiatives.  

One participant (IP07) went further to say that clinicians make most of the decisions in the health 

system around treatment and diagnostics, which is where most of the health care funding is 

spent. Often clinicians do not realise the power they have in the system and with support from 

senior operational leaders, they can be powerful influencers for their colleagues and for the 

patients. 

A lack of clinical engagement in LST initiatives becomes a barrier to change and that “sometimes 

mooted agreement or mooted support is as good as you're ever going to get” (IP03) but this was 

enough when trying to bring different system agents on board. One participant (IP05) highlighted 

that this element is important from the perspective of patient safety, that clinical experience is 

needed in decision-making to ensure that any change is implemented safely. 

I think it would be also decisions that are informed by clinicians in terms of if you’re 

developing a particular program for diabetes let’s say, then you need to have one 

is the clinical experience to understand how it’s delivered in the frontline but also 

around having that clinical safety perspective, perhaps that might play a part too 

within such a program. (IP05) 

Although the third non-health participant (IP12) did not rate the element, they gave strong 

feedback on the importance of having intrinsic domain knowledge of the system to nurture a 

continuous improvement culture. 

So, knowledge of the areas so that you actually understand intrinsically how things 

are done in this business. So, we don’t actually value domain knowledge, which 
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means we don’t actually value continuous improvement. So, we’ve got a cadre of 

leaders who actually have no understanding of either the systems they are 

supposed to be in charge of or of the importance of investing in continuous 

improvement. (IP12: non-health participant) 

Participant (IP04) strongly agreed with this element but also highlighted that disciplines around 

management and implementation are also important for successful implementation of LST 

initiatives and that clinical leaders may not have these skills or the time to be involved. Therefore, 

a blended model that is clinically led with a manager alongside strengthens the team for 

transformation. 

…probably a bit like your relationship with (SLM programme clinical lead), it’s a 

stronger team because you’ve actually got both of those strengths together. (IP04) 

Early findings show that this element is necessary for successful implementation of LST initiatives 

as clinical leaders have technical expertise to ensure that a change is not only safe but works in 

real world. Further, they are powerful agents in the system who can influence behaviour of their 

colleagues and their patients. 

9.3.3 Use of commissioning cycles 

This element had the most variable response with ratings spread across the spectrum of strongly 

agreed and disagreed. Seven participants strongly agreed, one agreed, one was neutral (IP08) 

and one disagreed (IP02). Two participants did not give a clear rating. Participant IP08 did not 

disagree with the concept but strongly believed that this, along with the ‘continuous quality 

improvement’ element needed to be continuous rather than static elements. The participant 

suggested that commissioning cycles included continuous quality improvement and that 

‘developmental evaluation’ better described the commissioning process. Participant IP03 also 

said that commissioning was a continuous cycle and that it was an important tool and lever for 

system transformation.  

If you're understanding where you want to invest or disinvest, or shift the 

emphasis, then commissioning is a cool tool that sits alongside that alliancing 

function. (IP03) 

Another participant (IP05) highlighted the importance of commissioning for addressing health 

inequities as it provided the evidence to challenge the status quo or the institutional bias in the 

system. 
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Participant IP02 disagreed with the element as this participant understood commissioning to be 

a contractual arrangement that did not support a collaborative way of working and therefore had 

a different ethos to that of an alliancing way of working and clinical leadership and engagement. 

Other participants, in particular IP03, described the lack of understanding or varied 

understanding of this element, especially between commissioning, accountability and 

contracting. Participants who agreed with this element emphasised the difference between 

commissioning and contracting. The latter is a pricing discussion while the former involves 

strategic planning to align investments to local health needs (IP03). Contracting is one part of a 

commissioning cycle. 

I think commissioning is used almost as a catch-all for everything. Some people 

interpret it as what I’d call contract management. Renegotiating the annual 

contract for aged residential care is a pricing discussion. It’s not commissioning. 

(IP03) 

This is not about procurement and transactional contracts. This has to be much 

more around strategic planning and commissioning. (IP06) 

Participant IP06 also said that the commissioning cycle needs to be given enough time to mature 

and to be allowed to deliver impact. 

Probably a combination of short, sharp rapid cycle changes but with strategic 

commissioning over a decent time period. (IP06) 

Participant IP07 said that the lack of understanding for this element was made worse with the 

separation of commissioning and contracting with service improvement and that the DHB 

planning and funding units, which are the hub service improvement, employ contract managers 

instead of those with improvement skills. The contract managers then try and manage service 

improvement through transactional processes. 

In summary, feedback from participants highlighted variable understanding of the 

commissioning concept and generated rival ideas on how this element works to support 

successful implementation of LST initiatives. Participants did not offer an alternate description of 

this element. However, there was a strong link identified between this element and continuous 

quality improvement, which is discussed in the next section.  
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9.3.4 Continuous quality improvement focus 

Of 11 participants who rated this element, 10 strongly agreed that this element was key to 

supporting successful implementation of LST initiatives in the health system. Although 

participant IP12 did not rate the element, they believed that a continuous quality improvement 

focus, in the form of constant feedback loops, was at the core of system transformation in 

complex adaptive systems. The participant from the construction industry (IP10) said that 

continuous improvement was vital as this enabled businesses and organisations to keep up with 

the technology evolution. 

Without continuing improvement, you set yourself up for disaster. Technology 

changes continuously. What you know today is outdated by tomorrow, so to not 

have continuous improvement in place would be disastrous for your business. 

(IP10: non-health participant) 

Participant IP06 said that transformational change in health and social care is an improvement 

journey, that “it’s implementation science in action”. 

One participant (IP08) rated this element neutral, not because they disagreed with the concept 

but because they strongly believed that this element was part of commissioning cycles (discussed 

earlier). The participant suggested that continuous improvement can be perceived as an “orderly 

kind of thing” when in fact “disruptive innovation” may be a better description of the element.  

We tend to use developmental evaluation rather than a PDSA framework so that 

there’s continuous improvement and revamping of the strategy, revamping of the 

innovation and so as you go forward. (IP08)  

Another participant (IP03) suggested that this element should be named as “improvement focus” 

because an improvement focus leads to a thirst for open critique and challenge, which then 

steers the system towards delivery of high-quality care. 

Participant IP09 said that for clinicians, continuous quality improvement “needs to be real time” 

unlike a randomised control trial where “you are waiting two years or three years to get the 

information”. Continuous quality improvement process of plan-do-study-act should be 

embedded into the clinical practice. 

Participant IP01 emphasised that continuous quality improvement does not displace the need 

for performance monitoring and quality assurance. The participant shared their experience of 

the early days of the SLM programme development when it was the Integrated Performance and 
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Incentive Framework. The clinicians implicitly rejected any form of performance monitoring that 

was not quality improvement because they believed that “if it is not about quality improvement 

then it is not a legitimate thing to do”. According to this participant, continuous quality 

improvement is part of the clinical leadership and engagement and an effective clinical 

engagement is unlikely in the absence of a quality improvement approach. 

9.3.5 Integrated health information 

Nine participants strongly agreed and two agreed with integrated health information being a key 

element necessary to support successful implementation of LST initiatives. Participants 

reinforced that this element is not just about having a single electronic platform for clinical 

information but having the ability to link datasets from multiple platforms that includes 

administrative and social sector data such as socio-economic status and social outcomes and at 

the patient identifiable level. Participants said the linked datasets provided the frontline health 

care professionals the evidence for system improvement.  

But, our experience in Estonia and in some other places in Europe we’ve looked at 

is the benefit of data sharing really comes into its own when you start layering the 

social services data as well. (IP04) 

I strongly agree with data to drive decision making because otherwise it’s just 

anecdote. (IP07) 

One participant (IP04) said that owing to current cyber environment, people are cautious about 

combining patient identifiable level information for analysis. The cautious approach makes data 

less useful for frontline health care professionals as they are not able to identify and respond to 

specific patient needs.  

Unless you can serve the frontline with the information, you're using then you're 

creating more heat from light. (IP04) 

The participant from the banking industry (IP11) mentioned their experience with organisations 

who want the data to be perfect before using it and said that they had “never come across any 

organisation that has perfect data”. 

Feedback from participants confirmed that presence of integrated health information is 

necessary to build evidence for change, establish baseline and to measure progress of LST 

initiatives, which is then fed back into the system, enabling implementers to adjust their 

improvement actions. 
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9.3.6 Analytic capability 

Nine participants strongly agreed and two agreed with analytic capability being a key element to 

support successful implementation of LST initiatives. Participants accentuated that this element 

complemented the previous element, integrated health information however, that having one 

did not mean presence of the other. Participants, both in New Zealand and overseas, highlighted 

there was a lack of analytic capacity and capability in the health care system. This was 

exacerbated by a lack of awareness by system leaders on their organisations’ deficiency of the 

analytic capacity and capability. 

Many PHOs and DHBs don’t understand how thin they are on that capacity 

actually. (IP01) 

Most systems that I have engaged with in my own country and beyond are very 

data rich but analytic poor, analysis poor. (IP06) 

I think there’s a huge amount of data but the amount of business intelligence there 

and ability to analyse that and tell us something useful is often lacking. (IP07)  

Participants expressed the important role that analytic capability plays in supporting some of the 

other elements such as alliancing way of working and using the evidence gained to engage and 

support health care professionals in continuous quality improvement.  

Participant IP06 said that once system leaders recognise the value of analytic capability, it then 

enables them to share and pool the capacity and capability across the health system and increase 

their rigour of measuring progress to ensure that the transformation initiative is achieving its 

goals. 

Some participants were of the view that having analytic capability was more important than 

having integrated health information, as those with the former found a way to link information 

from multiple sources: “if you’ve got really good intelligence function you can get people to knit 

stuff together” (IP03).  

The participant from the banking industry (IP11) highlighted that analytic processes cannot solely 

rely on artificial intelligence or automation. Human intervention is needed to understand the 

insights from the data. This was reinforced by another participant (IP07) with the example of a 

chronic obstructive pulmonary disease (COPD) project in Christchurch following the earthquake. 

The data showed that most of the COPD cases were geospatially mapped to those living in the 

city centre. The project team used this information to begin designing the solution. Later in the 
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project, a new member to the project highlighted that the city centre was cordoned off and that 

people had moved away so the data did not seem accurate. Further investigations revealed that 

patients who were not enrolled with a general practice were coded to the city centre by default. 

This highlighted the need for a local health intelligence function comprising technology and 

human analytic capabilities that is critical for LST initiatives. 

Participant IP05 talked about the need for integrated health information and the analytic 

capability to use real-time and routinely collected data for operational and clinical performance 

measurement instead of relying on traditional clinical trials that do not necessarily provide the 

right information, take a long time to collect and are expensive to run.  

Analytic capability, together with integrated health information, was identified as an important 

element that increased the chances of success with implementation of LST initiatives and that 

enabled implementers and leaders to measure progress against the transformation goals. 

9.3.7 Engagement with patients and communities 

All the participants who work in the health system (n=9) strongly agreed with this element as 

being key to supporting successful implementation of LST initiatives in the New Zealand health 

system. Of the three non-health participants, one strongly agreed with this element while the 

other two did not provide a rating but explained why this element was important for system 

transformation. 

Most participants said that the health system world-wide is finding this a challenge and are not 

involving patients, their carers, families and communities in designing the health services.  

Getting patients involved would be very, very important – patients to actually help 

design the care process, a lot more carefully. At the moment I think we pay lip 

service to that whole concept. (IP02)   

Participant IP03 said that while historically there has been engagement with patients around 

service design such as mental health and disability services, there is much more to be done at 

the governance level and involving patients and consumers in future planning and priority setting 

for the health system. The participant went on to say that those in the health system are not 

leveraging the trend of a “smart consumer” with the technology evolution to support patients 

and consumers get access to information and the models of care delivery that they want and 

“then use that as the mechanism to drive change back in the system. It’s a very powerful thing”. 

(IP03) 
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Participants also said that a shift of language away from ‘patient’ and ‘engagement’ is needed as 

these perpetuate a ‘tick box’ exercise of consulting patients once the decision is made. 

Participant IP04 said that the use of ‘patient’ tends to gravitate around health as opposed to 

health and social services. People and communities should be involved at the governance and 

decision-making levels to co-design the system and services. Participant IP05 said that the system 

transformation to improve Māori health would come from co-designing of health services with 

Māori, hapū and Iwi. 

I don’t think engagement is strong enough. I think we don’t do it very well and I 

think sometimes we play lip service to it and we get nominal patients or community 

meetings or something almost to tick a box. (IP06)  

I think having not just patient engagement, but I think – because obviously carers 

and that whole community perspective, I think they add such a richness. (IP09)  

Participant IP06 mentioned that “unless you start with the patient, family, caregivers, community 

at the heart then there’s really no clear purpose for any of this” and that this element is a powerful 

integrator as it “brings people to the table that allows people to work together when they might 

have a different culture and a different value base”. 

The three participants from other industries supported the concept, albeit only one rated the 

element. While the other two did not rate the element, they talked about the importance of 

client/consumer engagement in the design of any system. Their main point was delivering a 

product that the customer wants instead of the experts deciding what the customer needs. They 

also highlighted the need to create appropriate governance and monitoring processes to ensure 

that the health system is meeting the needs of the consumers. For banking industry, where all 

banks offer similar products, the customer’s choice relied on their experience with the bank. 

Therefore, the focus is to ensure that customers have consistent good experience with all parts 

of the bank, which fosters long-term relationship with and loyalty to the bank. For the 

construction industry, it is about delivering a product that the customer wants and is happy with. 

This means involving the customer in the beginning with the design of the home and 

understanding their needs. Participant IP12 talked about their experience in product design 

where the business wanted to improve productivity, but this was not the motivation for the 

customer. Failure to involve the customer from the beginning of the design process led to the 

end product being what the business wanted and not the customer. 
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Participant IP11 (banking) emphasised the importance of having a workforce that reflects the 

community that is being served.  

9.3.8 Additional elements 

Table 9.8 shows additional elements identified by the interview participants. Additional elements 

were categorised using three themes: broad fit with an existing element; a new element; or an 

organisation context. Using these themes, one additional element was consistently identified by 

the participants, which was the importance of having dedicated resources and time to implement 

LST initiatives. Participant IP04 talked about the expectation of those sponsoring, leading or 

involved in LST initiatives to see change in a short-term cycle of six to 12 months and that a long-

term view of five to 10 years was needed for system transformation. Participant IP06 said that 

system transformation needed to be nurtured with time and space. 

Skills and the resources you need to do the change management– or the change in 

leadership. (IP01) 

Give it time and space and stop interfering. You absolutely need to evaluate as you 

go. You know, monitor and continually tweak and evolve and adapt as you go but 

don’t suffocate it with performance management, particularly in a short time 

scale. Give it oxygen and allow it to flourish. This is about nurturing 

transformational change. (IP06) 

Adequate resources for change too, so there has to be a specific allocation of the 

necessary resources to innovate, to do things differently. Usually people are forced 

to try to do this from the corner of their desk and it doesn’t work well at all. (IP08) 

Table 9.8 shows the rest of the additional elements identified by the participants that were either 

mapped to the existing element of ‘an alliancing way of working’ or identified as organisational 

contexts that are discussed in the chapter 11. 
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Additional element Existing element, New element or 
context  

Accountability Organisational context 

Safe to fail – learning culture Organisational context  

Clear vision and purpose x2 Alliancing way of working 

Relationships – collaboration x2 Alliancing way of working 

Clear understanding of roles across different levels Organisational context 

Feedback loops Organisational context  

Smart monitoring Organisational context  

Time x2 New element 

Developmental evaluation Organisational context 

Adequate resources x4 New element 

Supporting innovation Organisational context  

Table 9.8: Additional elements identified by interview participants 

 

Table 9.9 shows how the key elements that increase the chances of success with implementation 

of LST initiatives were refined following the interviews. The change in language for the two 

elements strengthened the concepts: clinical leadership and engagement to clinical leadership 

and involvement; and engagement with patients and communities to involved people and 

communities.  
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Key elements at the 
beginning of interviews 

Key elements at the 
conclusion of the 

interviews 
Change 

Alliancing way of working Alliancing way of working  No change as overall strongly supported by 
the participants 

Clinical leadership and 
engagement 

Clinical leadership and 
involvement 

Overall, strongly supported by the 
participants. 

Changed ‘engagement’ to ‘involvement’ to 
reflect strong feedback on clinician 
involvement in LST initiatives. 

Use of commissioning 
cycles 

Use of commissioning 
cycles 

Overall, strongly supported by the 
participants who understood the concept of 
commissioning and what it involved. Links 
identified to continuous quality 
improvement but no alternate description 
offered. 

Integrated health 
information 

Integrated health 
information 

No change as overall strongly supported by 
the participants 

Analytic capability Analytic capability No change as overall strongly supported by 
the participants 

Continuous quality 
improvement focus 

Continuous quality 
improvement focus 

No change as overall strongly supported by 
the participants 

Engagement with 
patients and communities 

Involved people and 
communities 

Overall, strongly supported by the 
participants. 

Element reworded to reflect feedback from 
the participants of the language shift needed 
to strengthen the concept. 

 Dedicated resources and 
time 

New element identified by six participants: 
four identified resources and two identified 
the importance of time needed for system 
transformations. 

Table 9.9: Key elements before and after the interviews 
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9.4 Workshops 

The revised list of elements (Table 9.5) was tested with the workshop participants. Table 9.10 

shows how the workshop participants (n=9) rated the key elements individually at the beginning 

of the first workshop, prior to any group discussions. The participants had evidence from the 

literature review to support their decision-making. None of the participants disagreed or strongly 

disagreed with any of the elements tested. Eight out of nine participants either agreed or strongly 

agreed that all the proposed elements were necessary to increase the chances of success with 

implementation of LST initiatives.  

 
Alliancing 

way of 
working 

Clinical 
leadership 

and 
engagement 

Use of 
commissioning 

cycles 

Integrated 
health 

information 

Analytic 
capability 

Continuous 
Quality 

Improvement 
focus 

Engagement 
with 

patients and 
communities 

WP01 Strongly 
agree 

Strongly 
agree 

Agree Strongly 
agree 

Strongly 
agree 

Agree Strongly 
agree 

WP02 Strongly 
agree 

Strongly 
agree 

Agree Strongly 
agree 

Agree Agree Agree 

WP03 Strongly 
agree 

Strongly 
agree 

Agree Strongly 
agree 

Strongly 
agree 

Agree Agree 

WP04 Strongly 
agree 

Strongly 
agree 

Strongly agree Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

WP05 Strongly 
agree 

Strongly 
agree 

Agree Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Agree 

WP06 Neutral-
Agree 

Agree-
Strongly 

agree 

Neutral-Agree Strongly 
agree 

Agree-
Strongly 

agree 

Did not rate Strongly 
agree 

WP07 Strongly 
agree 

Strongly 
agree 

Agree Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

Agree 

WP08 Strongly 
agree 

Strongly 
agree 

Agree Agree Strongly 
agree 

Strongly 
agree 

Strongly 
agree 

WP09 Agree Agree Agree Strongly 
agree 

Strongly 
agree 

Agree Agree 

Table 9.10: Workshop participant ratings on the revised list of key elements 

 

9.4.1 Feedback on key elements 

One participant (WP06) rated neutral for two of the elements: an alliancing way of working and 

the use of commissioning cycles; not because they disagreed with the elements but because of 

the language I had used to describe these. This participant also did not give a rating for 

continuous quality improvement focus because they thought that the culture and ability to 

undertake continuous quality improvement was more important than just having a focus. 

Discussions during the workshop agreed with this feedback and participants recommended 

changing the description of this element to continuous improvement. 
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There was a strong agreement among participants that an alliancing way of working was the 

fundamental element for successful implementation of LST initiatives and that this needed to be 

operationally embedded in the DHB, understood and resourced adequately, and trusted to make 

the right decision on behalf of the system agents. 

The Alliance isn’t just a monthly meeting or six-weekly meeting and I think that’s 

the key part here, is the alliancing does become a way of working for all the punters 

across the system.  

The fact that it needs to be structurally embedded in the DHB and then it has to be 

resourced and planned with long term view.  

Participants said that an alliancing way of working reinforced the collaborative way of working 

and a move away from the competitive models. It provided a framework to meet the government 

procurement rules that was acceptable to the Commerce Commission. An alliancing way of 

working also enabled the district to develop and agree the shared vision and goals, shared 

measurement, continuous communication and an integrated work programme. 

That’s where the collective impact methodology is quite useful if you line it up with 

the alliancing way of working, so that is about having the shared common purpose, 

shared measurement, mutually reinforcing activities, continuous communication 

and the back-bone function, which is all the things we’ve been talking about today. 

There was a significant discussion on the use of commissioning cycles and how this element was 

described. Individually this element was not rated as strongly as some of the others. Discussion 

at the workshop highlighted the varying ways of understanding this element. However, once a 

common understanding was reached through the consensus building group activities, there was 

a strong agreement on this element. Participants recommended this element was reworded to 

intelligent commissioning to reflect the use of data and evidence for investment decisions and 

provided feedback on the description to make it clear and concise. 

I’ve got intelligent planning in evidence and data to allocate resources. The other 

word we’ve got is that one, which is agility.  

Data and evidence informed resource allocation.  

Contracts and transactions. All of those processes drive competition, not 

collaboration. If you want to have collaboration, then you need to have open 

transparent data and evidence informed resource allocation. 
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Participants agreed that integrated health information and analytic capability were important 

but different elements and that both were essential. 

The analytic capability is key for working out what the needs are that drive your 

resourcing.  

There was also a significant discussion on the element, engagement with patients and 

communities. Individual ratings were not very strong for this element. Those who agreed, as 

opposed to strongly agree, believed that this should be part of an alliancing way of working rather 

than a separate element.  

Whether it’s a separate thing or whether it needs to be up there and with the whole 

business of alliancing and getting everyone who’s a key stakeholder involved. 

Alliancing way of working was seen as being inclusive of all agents in the system, including those 

who use the system. However, concerns were also raised from participants that not all Alliances 

currently have collective perspectives of communities, that is, the Alliance may have one person 

representing a large community or several communities. For example, there may be one Pacific 

person on the Alliance representing all Pacific communities. Even those that have community 

representation, the views are not actually influencing the decision-making of the Alliance. 

Participants also emphasised that Alliances should not just be looking after patients; they should 

be looking after their population, especially those that experience disparity in the health system. 

Following discussion, consensus was reached to retain engagement with patients and 

communities as a separate element but reword to have a broader than patient focus and 

included population and whānau.  

9.4.2 Additional elements 

Table 9.11 shows the additional elements identified by participants. Additional elements were 

categorised using three themes: broad fit with an existing element; a new element; or an 

organisation context. There was unanimous agreement among participants on three new 

elements: a commitment to Te Tiriti o Waitangi; an understanding of equity; and dedicated 

resources and time.  

I mean, equity should actually underpin all of these from our view, but maybe it 

needs to be specific.  

And Treaty also, which is a related but different concept and one that’s probably 

important for us to capture for a New Zealand tool.  
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It’s resourcing the process. It’s deliberately resourcing the process rather than 

having everybody try and do it as part of their day job. 

That’s one of the reasons why it needs its own program office function because the 

evidence around an Alliance or a collaborative model of any kind is internationally 

now is if you don’t actually have that program office function nothing happens. 

You need someone navigating the multiple organisation space whose job it is to 

do that. 

Additional element Existing element, New element or context 

Trust x2 Alliancing way of working 

Clear vision x3 Alliancing way of working 

Cross-sector alliancing Alliancing way of working 

Situational governance and system design Organisational context  

CQI capability Continuous improvement and analytic capability 

Collaboration between services Alliancing way of working 

Stronger voice from vulnerable population 
groups 

New elements: 

Understanding of equity 

Commitment to Te Tiriti o Waitangi 

Equity between clinical and management 
leadership 

Organisational context 

Community aspirations Organisational context 

Shared sense of purpose Alliancing way of working 

Aligned values and principles Alliancing way of working 

Health system wellness plan New element: 

Dedicated resources and time 

Politics Organisational context 

Understanding between equity and equality New elements: 

Understanding of equity 

Commitment to Te Tiriti o Waitangi 

Succession planning Organisational context  

Emphasis on wider determinants Organisational context  

Maturity of the alliancing leadership team Organisational context  

Relationship, trust between organisations, 
service providers, communities/patients 

Alliancing way of working 

Engaged people, whanau and community  

New element: 

Understanding of equity 

Commitment to Te Tiriti o Waitangi 

Table 9.11: Additional elements identified by workshop participants 
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Following facilitation activities in the workshop, participants reached group consensus on 10 key 

elements that is necessary in the New Zealand health system to support successful 

implementation of LST initiatives (Table 9.12). Workshop participants provided feedback on 

descriptions of the elements.  

Key elements at the beginning of 
the workshop 

Key elements at the conclusion 
of workshop one 

Change 

Alliancing way of working Alliancing way of working Includes collaborative way of 
working 

Clinical leadership and engagement Clinical leadership and 
engagement 

No change 

Use of commissioning cycles Intelligent commissioning Reworded  

Integrated health information Integrated health information No change 

Analytic capability Analytic capability No change 

Continuous quality improvement 
focus 

Continuous improvement  Deleted ‘quality’ and ‘focus’ 

Engagement with patients and 
communities 

Engaged people, whanau and 
community 

Reworded  

 Dedicated resources and time New element 

 Commitment to Te Tiriti o 
Waitangi 

New element 

 Understanding of equity New element 

Table 9.12: Workshop participants’ consensus on the key elements 

 
Following the workshop, I finalised the key elements and their descriptions using the interview 

and workshop findings, as shown in Table 9.13. This was shared with workshop participants 

following the workshop to seek further feedback. No further feedback was received from the 

participants. This revised list was then used to construct the online survey. 
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  Key element Description of the element before the interviews and workshops Description of the element after the interviews and workshops 

1.  Alliancing way 
of working 

Alliancing is a clinically led, community engaged forum that brings 
different component parts of the health system together with the aim of 
transforming services so that they are best for the patient and best for the 
system. Alliancing is a collaborative way of working, reliant on trusted 
relationships and supported by enablers critical to continuous 
improvement. Successful Alliances bring alignment to multiple 
organisations and services present in a complex system, to achieve a 
common set of patient-centred goals. Alliancing is not about managing 
finances or organisational or professional accountabilities [43]. 

Alliancing is a clinically, community and Iwi-led forum that brings all agents in 
the health system together with the aim of transforming services with people 
and equity at the centre of their decision-making. Alliancing is a collaborative 
way of working, reliant on trusted relationships and supported by enablers 
critical to continuous improvement. Successful Alliances serve the interest of the 
community while preserving the autonomy of multiple organisations and 
services present in a complex system. 

2.  Commitment 
to Te Tiriti o 
Waitangi  

Was not identified as a key element Recognising the principles of the Te Tiriti o Waitangi through equity and active 
protection to achieve equitable health outcomes for Māori; culturally 
appropriate health care that recognises and supports Māori models of care, and 
working in partnership with Māori in the governance, design, delivery and 
monitoring of health services [101].  

3.  Clinical 
leadership and 
involvement  

A system through which health care professionals provide leadership and 
system oversight with a focus on continuous quality improvement to 
create an environment for evidence-based clinical practice and team-
based approaches to care delivery [191]. 

A system through which health care professionals provide leadership and system 
oversight with a focus on continuous quality improvement to create an 
environment for evidence-based clinical practice and team-based approaches to 
care delivery [191]. 

4.  Engaged 
people, 
whānau and 
community 

An approach that consciously adopts individuals’, carers’, families’, and 
communities’ perspectives in the design and delivery of health care to 
generate significant benefits to the health and health care of all people, 
including improved access to care, improved health and clinical outcomes, 
better health literacy and self-care, and better experience and satisfaction 
with care [17]. 

An approach that actively involves individuals, carers, hapū, whānau, Iwi and 
communities in the design and delivery of health care to generate significant 
benefits to the health care and wellbeing of all people. 

5.  Integrated 
health 
information 

The availability and ease of use of health information, both at identifiable 
and population aggregate level, across the different parts of the system at 
local and national level. This will enable the clinicians to examine patient 
records as they treat patients, to share and compare information with 
colleagues and track patient outcomes [3,122]. 

The availability of technology, and health and social information, both at 
identifiable and population aggregate level, across the different parts of the 
system at local and national level. This readily accessible health information is 
responsive to needs and guides commissioning decisions. 

6.  Analytic 
capability 

Ability to access real-time and trend information, analyse, link clinical and 
administrative data, and produce insights and evidence for frontline 
managers and health care professionals to measure, understand and 
feedback data on clinical variation and outcomes, which is a critical 
enabler to continuous quality improvement [122,190]. 

The availability of technology and the ability to access real-time and trend 
information, analyse, link clinical and administrative data, and produce insights 
and evidence for frontline staff to measure, understand and feedback data on 
clinical variation and outcomes. 
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  Key element Description of the element before the interviews and workshops Description of the element after the interviews and workshops 

7.  Dedicated 
resources and 
time 

Was not identified as a key element Availability of appropriate continuous resourcing such as appropriate health 
workforce, funding, knowledge, time, project management support, and 
administration support. There is an acknowledgement that transformational 
change needs capacity and long-term commitment. 

8.  Intelligent 
commissioning  

Commissioning is the process of continuously developing services and 
committing resources to enable the best health outcomes to be achieved 
for individuals and the population, equity to be assured and experience 
enhanced within the resources available. It includes many activities 
ranging from health needs assessment and development of clinical 
pathways to service specification and contract management or 
procurement, underpinned by continuous improvement [189]. 

Commissioning is the process of continuously developing services and 
committing resources to enable the best health outcomes and wellbeing and 
that includes many activities ranging from health needs assessment, cultural 
paradigms and development of pathways to service specification and contract 
management or procurement, underpinned by continuous improvement. 

9.  Understanding 
of equity 

Was not identified as a key element Equity recognises different people with different levels of advantage require 
different approaches and resources to get equitable health outcomes [193]. 
Emphasis is given to Pacific and other high opportunity populations such as those 
with mental health conditions and those with disability. 

10.  Continuous 
improvement 

The systemic use of methods and tools to continuously improve all three 
dimensions of the NZ Triple Aim: population health, experience of care 
and cost per capita [36,133]. The philosophy of improvement is to improve 
incrementally from baseline and learning from experience while doing so 
through the plan-do-study-act cycle [139]. 

Systemic and sustained use of continuous quality improvement methods, 
measurement tools and feedback loops that provide opportunities for learning 
and build accountability in the system. 

Table 9.13: Consolidation of key elements and descriptions following interviews and workshops
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9.5 Online survey 

The survey was informed by findings from the workshops and the interviews. The purpose of the 

survey was to further test the programme architecture for successful implementation of LST 

initiatives with those involved in the implementation of the SLM programme in the DHBs and the 

PHOs. The survey participants were different from those interviewed or that participated in the 

workshops. These participants included DHB leads for the SLM programme, PHO Chief 

Executives, middle managers and frontline staff who were involved in the development of the 

SLM plan; they determined the improvement actions, selected contributory measures, and 

measured and reported progress against the plan to the Alliance. Therefore, they had an inside 

knowledge and experience of what influenced the implementation of the SLM programme in 

their districts.  

Fifty-one respondents participated in the online survey: 22 from DHBs, 28 from PHOs and one 

that did not identify them self as a DHB or PHO employee (Figure 9.2). These were made up of 

health care professionals (n=8), those in management or leadership roles (n=33), and others such 

as quality improvement leaders and analysts (n=10); as shown in Figure 9.3. 

 

Figure 9.2: Survey respondents 

 

Figure 9.3: Role of respondents 

 

9.5.1 Ratings on key elements 

For each element, participants were given the description of the element and were then asked 

to rate; using a five-point Likert scale (strongly disagree, disagree, neutral, agree, and strongly 

agree) the extent that they agreed or disagreed with the element being necessary to implement 

LST initiatives successfully. Table 9.14 and Figure 9.4 show how participants rated on the key 

elements. The majority of the participants either agreed or strongly agreed with the 10 key 

elements.  
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None of the participants disagreed on two of the elements: an alliancing way of working, and 

clinical leadership and involvement. Three participants indicated a neutral rating for these 

elements. The remaining (n=48) either agreed or strongly agreed for these two elements.  

There were three elements which participants rated neutral: involved people, whānau and 

community (n=5); intelligent commissioning (n=6); and dedicated resources and time (n=4). 

Key element 
Strongly 
disagree 

Disagree 

Neither 
agree 

nor 
disagree 

Agree 
Strongly 

agree 
Total 

Alliancing way of working 0 0 3 19 29 51 

Commitment to Te Tiriti o Waitangi 1 1 1 23 25 51 

Understanding of equity 1 0 0 16 34 51 

Clinical leadership and involvement 0 0 3 22 26 51 

Involved people, whānau and 
community 

1 2 5 18 25 51 

Intelligent commissioning 0 1 6 16 27 50 

Integrated health information 0 2 2 12 35 51 

Analytic capability 1 1 3 12 34 51 

Continuous improvement 0 3 1 20 26 50 

Dedicated resources and time 1 4 4 10 31 50 

Table 9.14: Survey participants ratings on key elements 

 

 

Figure 9.4: Survey participants' ratings on key elements 
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There were two participants who were outliers in their rating of the key elements. The first, who 

worked in a PHO, strongly disagreed with four elements: commitment to Te Tiriti o Waitangi; 

understanding of equity; involved people, whānau and community; dedicated resources and 

time; and disagreed with continuous improvement. This participant agreed with an alliancing way 

of working; clinical leadership and involvement; and integrated health information and remained 

neutral for intelligent commissioning and analytic capability. The participant did not provide any 

reasons for their strong disagreement of the elements in their final comments.  

The second participant was from a DHB who disagreed with six elements: involved people, 

whānau and community; intelligent commissioning; integrated health information; analytic 

capability; continuous improvement; and dedicated resources and time. The participant agreed 

with only one element: understanding of equity with a neutral rating on the remaining three. 

This participant also did not provide any reasons for their disagreement of the elements in their 

final comments. 

When the results of agreed and strongly agreed are combined, it shows compelling evidence in 

support of the ten key elements tested with the participants (Figure 9.5). 

 

Figure 9.5: Ratings with combined scales 
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9.6 Chapter conclusion  

Table 9.15 shows the consolidation of key elements from initial theories gleaned from the SLM 

programme, literature review, interviews, workshop and the online survey. My research findings 

identified 10 key elements that are needed to increase the chances of success with 

implementation of LST initiatives in the New Zealand health system. 

The next chapter presents the self-assessment maturity matrix that was developed with the 

senior leaders from the New Zealand health system.  

Initial theory After literature 
review 

After interviews  After workshop Final list 

Alliancing way of 
working 

Alliancing way of 
working 

Alliancing way of 
working 

Alliancing way of 
working 

Alliancing way of 
working 

Clinical leadership 
and engagement 

Clinical leadership 
and engagement 

Clinical leadership 
and involvement 

Clinical leadership 
and engagement 

Clinical leadership 
and involvement 

Use of 
commissioning 
cycles  

Use of 
commissioning 
cycles  

Use of 
commissioning 
cycles 

Intelligent 
commissioning 

Intelligent 
commissioning 

Continuous quality 
improvement focus 

Continuous quality 
improvement 
focus 

Continuous quality 
improvement 
focus  

Continuous 
improvement  

Continuous 
improvement  

Information and 
communication 
technology 

Integrated health 
information 

Integrated health 
information 

Integrated health 
information 

Integrated health 
information 

 Analytic capability Analytic capability Analytic capability Analytic capability 

Community and 
patient 
engagement 

Engagement with 
patients and 
communities  

Involved people 
and communities 

Engaged people, 
whānau and 
community 

Involved people, 
whānau and 
community 

  Dedicated 
resources and 
time 

Dedicated 
resources and 
time 

Dedicated 
resources and 
time 

   Commitment to 
Te Tiriti o 
Waitangi 

Commitment to 
Te Tiriti o 
Waitangi 

   Understanding of 
equity 

Understanding of 
equity 

Table 9.15: Consolidation of key elements 
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10.0 THE SELF-ASSESSMENT MATURITY MATRIX 

This chapter presents the self-assessment maturity matrix that describes the key elements and 

outlines the maturity scale for these elements. The maturity matrix was developed with the 

senior clinical and operational leaders working in the New Zealand health system at the two 

workshops. The chapter outlines how the maturity matrix was developed, tested and refined 

(Figure 10.1) and presents what was found when successive versions were tested with three 

Alliance leadership teams (ALTs). These ALTs were selected based on the size of the population 

the DHB was serving and my prior knowledge of the ALT. The prior knowledge was based on my 

experience working as the SLM programme lead and included factors such as the membership of 

the ALT, how long they have existed, level of personnel changes in the ALT, quality of the SLM 

plans they have submitted, and improvement culture and capability. The chapter also 

summarises feedback received on the maturity matrix from the Māori Health Strategy and Policy 

team at the MoH. 

 

Figure 10.1: Iterative process for refining the maturity matrix 
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10.1 Purpose of the maturity matrix 

The aim was to develop a nationally consistent tool, with the knowledge of those working in the 

health system, to describe the key elements that support successful implementation of LST 

initiatives.  

The research literature suggests that Alliances could use the maturity matrix to understand what 

the elements mean and what maturity for each element looks like; assess where they are on the 

scale for each element; and identify areas for development. Through a regular self-assessment 

process, the Alliances create feedback loops, which supports the notion of a learning system. 

10.2 Principles of the maturity matrix 

The maturity matrix was designed using the 10 key elements (identified in chapter 9) that support 

successful implementation of LST initiatives in the New Zealand health system. Except for two 

participants, others involved in the construction of the maturity matrix were same as those who 

attended the first workshop. The two additional participants did not attend the first workshop: 

one because of health reasons and the other participant’s consent to participate in the workshop 

from their Chief Executive was delayed.  

From my experience with the implementation of the SLM programme and evidence in literature 

from organisational behaviour, evolution and learning [70,161,162,194], I proposed to the 

workshop participants that the maturity matrix was underpinned with the improvement 

philosophy of constant learning and progressing positively along the maturity scale rather than 

achieving perfection. Workshop participants agreed with my proposal and emphasised that it 

was critical to demonstrate a commitment to Te Tiriti o Waitangi and achieving equity in the 

health system. The maturity matrix was constructed using complex system ideas: that it be simple 

and practical to use and specific enough to enable self-assessment but generic enough for local 

adaptability taking into consideration local context. The maturity matrix was designed for 

Alliances to use for assessing and enhancing their capacity and capability for successful 

implementation of LST initiatives through constant feedback loops.  

10.3 Development of the maturity matrix 

The first version of the maturity matrix was developed with participants in the second workshop 

(Table 10.1). Following the iterative process described in Figure 10.1, the maturity matrix 

underwent many revisions.  
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element - Alliancing 
way of working 
 
Trust, shared sense of 
purpose and 
sustainability 

Structurally embedded in 
the system (accountable 
and visible)  

 Initial discussion on shared 
purpose 

 Shared purpose agreed 
Roles, responsibilities, 
and accountability 
understood 

 Structurally embedded in 
the system with clear 
accountability and 
appropriate resourcing 

 Evolution over time 
Expansion of partnership 
into social sector 

The manner in which all 
priority populations have 
input into decision making 

 Little or no evidence of 
input 
Tokenism or lip-service 

Mechanisms in place 
Some populations have 
influenced decision-
making  

System for influence 
mature 
Multiple populations have 
influenced decision-
making via different 
mechanisms 
Evidence of innovation  

 As in established and 
widespread dissemination 

Depth of commitment to 
partnership with Māori in all 
aspects of alliance activity 

Māori representation (not 
partnership) in alliance 

Key Māori leadership 
and partnership at the 
alliance 
Alliance charter 
recognises role of Treaty 

Treaty principles 
embedded in the 
philosophy and operation 
of the alliance 

Full commitment to whānau 
ora approach with multi-
sectorial and -dimensional 
(holistic), integrative 
systems and processes, 
allow opportunities to 
respond to community 
aspirations 
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element - Clinical 
leadership and 
engagement 
Balanced influence 
between management 
and clinicians 
  

Managerial and clinical 
leadership work as one 

 Rebalancing of managerial 
and clinical input into 
system change development 

Trust model in place 
between managerial and 
clinical input 
Trust and understanding 
of the different roles  

Clinicians involved in 
investment decisions 
High attendance of clinical 
leaders to alliance 
meetings 
Explicit sign off by 
clinicians 

Distributed leadership and 
shared sense of purpose 
through honest 
conversations, respect, 
acknowledgement of roles, 
and sustainable ongoing 
leadership  

The degree to which 
clinicians and managers 
knowledge of population 
health data is understood 
and actioned 

 Little or no evidence of 
population health data 
being considered by 
managers and clinicians 

Some evidence of 
meaningful discussion 
between clinicians and 
managers about equity 
issues  

Work programme has 
alignment between 
population health data 
and funding allocation 
Clear evidence of regular 
consideration of equity 
issues between clinicians 
and managers  

 As in established and clear 
improved outcomes and 
national leadership 

Membership and way of 
working reflects Treaty 
principles 

Little or no Māori clinical 
leadership 

Māori clinicians and 
managers part of clinical 
and alliance forums 

Evidence of Māori clinical 
participation and influence 
in investment decisions 
High attendance of Māori 
clinical leaders to alliance 
meetings 

Dedicated workstream for 
Māori outcomes 
Multi-disciplinary and -
sectorial approach 

 
 

 

 

 

 

 



Kanchan M Sharma  165 

Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element – 
Intelligent 
commissioning 
 
Intelligent planning 
using evidence and data 
to allocate resources  

Clear concise data for each 
alliance decision 

Collection of data (linear) 
Recognise need for 
evidence-based decision-
making 

Build multiple data sets 
Establishing data sharing 
agreements across the 
system 

Data tracked overtime to 
show improvement 
Data governance in place 
to manage collection, 
storage and release of 
information 

Evidence-based decision-
making is transparent across 
the system 
Data governance including 
Māori data sovereignty 
recognised  
Understanding of explicit 
evidence-based investment 
in Māori health 

Degree to which integrated 
information and intelligence 
for populations of interest 
are explicitly considered and 
managed routinely 

Information not accountable 
Decisions ignore available 
intelligence 
No consideration of priority 
population 

Some use for intelligence 
that includes literature 
review, simple analysis 
of single data sets and 
access to timely 
information 

Timely, useful, thoughtful 
intelligence available 
Evidence of equity data 
being considered in 
decision-making 

All of the information 
leading to targeted equity 
funding 
Exemplar for others 
Contributing to 
development of evidence 
base 

Acknowledging resources to 
Māori will be different 

Identifying the needs of 
Māori 

Identifying resources for 
Māori and allocating 
appropriately 

De-invest in other areas 
and re-invest into Māori 
Prioritise new funding to 
Māori 

Commissioning approaches 
based on kaupapa Māori 
models, for example 
whānau ora 
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element – 
Integrated health 
information 
 
Readily accessible 
health information 
which is responsive to 
need  

NHI linked data available to 
meet decision-making needs 
for the problem at hand 

Agreement on the need for 
data  
Discussion on how to gather 

Build multiple data sets 
Establishing data sharing 
agreements across the 
system 

Current data from multiple 
data sources which is 
accessible, equity focused 
and consistently linked via 
NHI 

The right information at the 
right time for forecasting 
and feedback to drive 
continuous improvement 

Degree to which integrated 
information and intelligence 
for populations of interest 
are explicitly considered and 
managed routinely 

Information not accountable 
Decisions ignore available 
intelligence 
No consideration of priority 
population 

Some use for intelligence 
that includes literature 
review, simple analysis 
of single data sets and 
access to timely 
information 

Timely, useful, thoughtful 
intelligence available 
Evidence of equity data 
being considered in 
decision-making 

All the information leading 
to targeted equity funding 
Exemplar for others 
Contributing to 
development of evidence 
base 

Māori have sovereignty over 
integrated health 
information 

Collection of broad data e.g. 
national, patients identifying 
as Māori 

Māori data sovereignty 
recognised on data 
sharing agreements 

Established data collection 
systems that links Māori 
data via NHI 

New knowledge can inform 
traditional model of care 
Evolution of NZ healthcare 
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element – Analytic 
capability 
Mindset, skillset, 
knowledge available to 
turn all intelligence 
about health of local 
populations into insights 
about variation and 
change in quality and 
outcomes of healthcare 
 
  

Intelligence about health of 
local populations into 
insights about variation and 
change in quality and 
outcomes of healthcare 

Recognition that intelligence 
is required 
Initial discussion to establish 
common tools, data 
definition and analytic 
approach 

Investment in tools and 
resources 
Emerging information 
drives some decisions 
Growing familiarity and 
use of data to inform 
decision 

Growing sophistication on 
the level of data needed at 
different decision points 
Consensus on definition, 
tools and approach 
Delivery of consistent 
analysis over time 

Use of analytics across 
short, medium and long 
term 
Starts to align allowing CQI 
loop to include feedback to 
forward projection and 
confidence 
Cross district learning and 
sharing 

Degree to which intelligence 
resources are allocated to 
analysing data with an 
equity focus 

No capacity dedicated to 
analysing equity 
Little understanding of 
analysing variation or 
measuring change 

Limited dedicated 
analytic capability and 
capacity for equity 
Limited understanding of 
analysing variation or 
intelligence 

Appropriate analytic 
capacity and capability, 
and intelligence to 
influence the system 
Collaborate with clinicians 
to interrogate iteratively 
and tell the story 

As above and able to 
provide this service for high 
priority populations 

Degree to which intelligence 
resources are allocated to 
analysing data for Māori in 
partnership with local Māori 

Equity data acknowledged 
without local specific 
knowledge or partnership 

Data includes Māori 
aspiration and reflects 
Māori mindset 

Redefine the experience 
from a framework of the 
Treaty principles and data 
therefore become 
relevant for Māori 

Emergence of new 
knowledge and evidence 
that is holistic and 
encompassing 
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element – 
Continuous 
improvement 
 
Mindset, skills, 
knowledge and 
experience of using 
quality improvement 
science and techniques 
to drive measurable 
impact in quality and 
outcomes of the health 
system  

Specific resource and 
funding put aside for a 
continuous improvement 
platform in alliancing 

Recognition that conscious 
investment in CQI is 
worthwhile 
Initial planning to enable 
this discussed 

Resourcing in CQI in 
place 

CQI activities are part of 
every decision and 
implementation and 
continued feedback loops 
Established CQI 
monitoring system 

CQI should lead to improved 
systems outcomes overtime 
in health and social sectors 
Agreed outcomes across 
health and social sectors 

Degree to which you can 
demonstrate population 
groupings and equity gap is 
reducing as a result of CQI 
activity undertaken (no 
minimum targets) 

CQI activities have had no 
effect on inequities or 
worsened 

Existing or new CQI 
activities consider 
inequity but effects are 
unclear or inconsistent 

Existing and new CQI 
activities consistently 
associated with 
improvements in equity 

CQI activities lead to 
continuous and significant 
reductions in inequities 
across multiple priority 
populations 

Māori aspirations are 
integrated at stage of 
improvement journey 
Māori knowledge is 
respected 

Awareness traditional CQI 
platform is not always 
appropriate for Māori 

Identification of Māori 
improvement models 
e.g. whare tapa wha 
model 

Embedded Māori 
improvement models 

Embedded Māori 
improvement models with 
social sectors 
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element – 
Dedicated resources and 
time 
 
Sustainable resources 
located in the right 
place in the system for 
decision-making  

Resources ringfenced to 
manage and support change 
management and decision-
making 

Alliancing is seen as a good 
idea but embryonic form, 
function and dedicated 
resources 
Relies on goodwill 

Realisation alliancing 
needs to be resourced 
within the system 
Regular alliance 
meetings funded and 
some secretariat support 

Dedicated management 
and clinical resource for 
alliancing to occur 
Independent programme 
office 

Resource is embedded in 
the system with a long-term 
view of planning 
Ongoing sustainable 
resourcing for alliancing in 
the system 

Degree to which equity is 
explicitly incorporated into 
all elements of alliance work 
programme 

Equity mentioned in alliance 
terms of reference but no 
further evidence or funding 

Mention of equity in 
alliance related work 
At least some funded 
initiatives especially 
aimed at improving 
equity 

Multiple funded equity 
interventions aimed at 
several priority 
populations 
Some successful outcomes 
in reducing inequities 

As in established with 
multiple successful funded 
initiatives 

Resources are prioritised 
around the Treaty 
commitments 
Core business spending is 
challenged 

Initial dialogue with local iwi 
to inform resource 
allocation and funding 

Dedicated resources for 
Māori health outcomes 

Equity based decision-
making on funding and 
resource allocations 

As in established with multi-
sectorial 
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element – 
Collaborative approach 
 
Teams and professions 
working together  

Agreement on a transparent 
decision-making process 
that the system enables 

Setting up an alliance 
agreement 

Identifying the 
organisational 
participants, clinical, 
managerial and other 
(Māori and Pacific) as 
part of the alliance 

Active participation and 
collaboration from all 
participants 
Includes a governance 
structure 
Inclusion of broader 
health sector 

Active participation and 
collaboration across all 
sectors 

The degree to which 
organisations with a 
concern for priority 
populations are included in 
integrated programme 
(design, implement and 
evaluate) 

Little if any involvement of 
appropriate organisations 
(only DHBs and PHOs 
involved) 

Beginnings of integration 
within health alone 
including relevant 
priority population 
groups 

Widespread integration 
with relevant health and 
disability NGOs with 
priority population 
interest 
Beginnings of de-siloed 
funding 

Collaboration within and 
beyond health to 
appropriate priority 
population groups including 
design, implementation and 
evaluation of programmes 
Mature de-siloed funding 

Acknowledging Māori as the 
Treaty partner 

Little or no engagement 
with Māori providers 

Māori providers are 
involved in the decision-
making process 

Established Māori partners 
(Iwi, hapū, providers etc) 
actively involved in the 
decision-making process 

Māori are leading, chairing 
the decision-making process 
in the alliance leadership 
teams 
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element – Equity 
 
Widespread 
dissemination and 
understanding  

Every decision has an equity 
focus based on coherent 
information 

Equity mentioned but not 
yet widely understood or 
explicitly addressed 

Start to see equity as key 
part of regular 
conversation including 
discussion on how to 
address inequities 

Explicit influencing work 
programmes and 
investments 
Monitoring of 
effectiveness of change to 
close gaps 
Services designed with 
service users 

Health and social sector 
partner collaboratively to 
reduce inequities including a 
focus on determinants of 
health 

Degree to which equity is 
explicit in inputs and 
outputs and is explained 
front and centre 

Equity mentioned in alliance 
terms of reference 

Equity particularly 
mentioned in both 
internal documentation 
and reports with 
attempts to present 
equity data 

Equity explained in all 
documentations 
Evidence of equity 
commentary in all reports 
Evidence of deliberate 
interpretive and action 
reporting 

Evidence of public 
awareness of equity through 
alliance activity 

Māori health and wellness 
are the priority focus 

Cultural training provided More integrated and not 
dependent on Māori 
leadership to provide 
equity lens 

Entire leadership team 
actively demonstrate 
behaviours in policy, 
practice and decision-
making 

Greater inter-sectorial 
integration across alliance 
framework 
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element – 
Commitment to Te Tiriti 
o Waitangi 
 
Acknowledgement, 
awareness, removing of 
institutional racism  

Decision-making processes 
acknowledge and corrects 
for the impact and role of 
institutional racism 
Common understanding of 
the impact of the Treaty on 
the alliance and its decision-
making processes 

Early recognition of Treaty 
responsibilities 

Explicit 
acknowledgement of 
Treaty responsibilities 
and proactive steps to 
engage in particular to 
lower institutional bias 

Established Treaty 
partnership between Iwi, 
hapū and alliance focussed 
on reducing institutional 
bias and improving 
outcomes 

Active partnership is 
demonstrating improved 
outcomes 

Degree to which the issue of 
biculturalism vs the wider 
priority population is 
understood 

Confusion between the 
Treaty and equity 

Evidence that the 
delineation between 
both is acknowledged 
and documented 

Evidence that special 
obligation of Treaty results 
in documented actions 
leading to improved 
outcomes for Māori 

Awareness used as 
exemplar for others 

Acknowledging Māori as a 
Treaty partner 

Basic information on the 
Treaty, racism and bias 
provided to alliance and 
organisations 

Understanding the 
Treaty obligations by 
alliance and 
organisations 

Treaty workshops 
including racism and 
discrimination established 
within the institution 

Evolving actions on the 
Treaty, racism and bias 
reviewed and monitored on 
regular basis 
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Key element and 
Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning (nothing in place) Emerging (something in 
place) 

Established (this is what 
good looks like)  

Excellence (outstanding e.g. 
health and social 
integration)  

Key element – Engaged 
people, whanau and 
community 
 
Pathways of 
engagement that 
acknowledge agenda 
and focus  

Information is available to 
communities to understand 
what is important to them 

Acknowledge the need to 
have the right people 
around the table 

Acknowledgement that 
engagement is broader 
than a seat at the table 
That it is how the 
alliance engagement 
with its broader 
community to prioritise 
and exchange 
information 

A multi-channel 
engagement plan in place 
Meaningful input from 
service users and 
communities leading to 
changed behaviours 

Communities believe that 
the right decisions are being 
made for services they need 
Community is engaged in 
decision-making for re-
prioritising to changing need 

Degree to which individual, 
whānau and community 
voice from all populations is 
heard and acted upon in 
decision-making 

At least one service user 
from high priority 
populations paid to attend 
alliance meetings 

Service user insight from 
priority populations 
sought across all 
activities of the alliance 

Evidence of service user 
input in all aspects of 
activities 
Evidence that input is 
influential 
Service users change 
service workstream 

Individual, whānau and 
community voice influence 
decision-making across the 
alliance 

Māori are partners in all 
stages of design, delivery 
and implementation 

Acknowledgement that 
Māori need to be around 
the table 

Terms of reference that 
are mutually agreed with 
Māori partners  

Iwi partnership in 
decision-making 

Iwi partnership in multi-
sectorial decision-making 

 
 

Table 10.1: First version of the maturity matrix 
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10.4 Testing of the maturity matrix 

The maturity matrix was tested with three Alliance leadership teams (ALTs) to determine if:  

• it was functioning as a learning tool 

• it helped Alliances see where they were on the improvement journey 

• it helped Alliances identify areas of improvement, such as broadening the ALT membership 

and ensuring they have a terms of reference that articulates the expected behaviours from 

their members 

• if acted as a resource to create a stimulus for change 

• it was easy and practical to use.  

The maturity matrix was refined following each stage of the testing. Quotes from transcripts of 

audio-recorded group feedback sessions are used to highlight participants’ feedback. 

To help readers understand feedback from the testing process, the outline of the maturity matrix, 

as it evolved after the first testing, is shown in Table 10.2. 

Table 10.2: Outline of the maturity matrix following first testing 

 
ALTs have varied membership depending on the make-up of the Alliances. Some Alliances have 

a broad membership that includes senior DHB and PHO managers and clinicians, consumer 

advocates, and representatives from community health services such as pharmacy, Māori and 

Introduction to the self-assessment maturity matrix (added after testing with first ALT) 

• How the maturity matrix was developed  

• Purpose of the maturity matrix 

• Principles of the maturity matrix 

• Purpose of testing 

Key elements and their descriptions 

For each element e.g. Alliancing way of working 

Outcome 
descriptor 

Indicators  

(What will show 
this?) 

Maturity scale – what we expect to see at each stage  

Beginning 
= 0 

Emerging 
= 1 

Established 
= 2 

Excellence 
= 3 

Score 

What does 
the 
established 
element 
demonstrate? 

Whole-of-
system 
indicator 

     

Equity indicator      

Te Tiriti o 
Waitangi 
indicator 

     

Total score for the element (added after testing with first ALT)  
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Pacific providers and district nursing (ALTs one and three). Other Alliances only have senior DHB 

and PHO managers and clinicians (ALT two). 

10.5 Feedback from the Alliance leadership teams on the maturity matrix 

10.5.1 Alliance leadership team one 

The ALT agreed that the key elements provided adequate coverage of the areas considered 

important to the Alliance; the Alliance felt inspired to change to shift their maturity along the 

scale; and that the maturity matrix acted as a resource to create stimulus for change. Suggestions 

made to improve the maturity matrix are presented below. The amended version of the maturity 

matrix following the testing was provided to the ALT and no further feedback was received. 

Consistency on language used in the maturity matrix 

The ALT provided detailed feedback with handwritten notes on the hard copy of the maturity 

matrix to highlight language inconsistencies or suggestions to improve the language used. For 

example: 

Be consistent with the language it says commitment to Te Tiriti o Waitangi and 

then it talks about the Treaty. Now, the understanding of both these things are 

different. The Treaty, we’re talking about what people read in the English version. 

Te Tiriti o Waitangi is Māori version and they’re actually interpreted differently.  

Maturity scale content 

The ALT provided feedback on some of the indicators and content of the maturity scale to clarify 

and strengthened, for example: 

That indicator it says, ‘Data protects mana, purpose of data collection is explained 

and shared with Maori’. We thought it a condescending statement in that it kind 

of says that Maori don’t actually know what data is about.  

Just on number six, you’ve got frontline managers. We thought about frontline 

staff rather than just limiting it to managers. You might have different levels of 

data within the different levels in an organisation, so data relevant to a frontline 

person might be different to a manager. 

If we’re talking about system transformation, then it’s really not just about best 

health outcomes. It’s actually something around the best wellbeing outcomes 

because it’s health, social, justice etc, etc. Also, it’s not around therefore just the 
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development of the clinical pathways, there’s other pathways that can enable 

intelligent commissioning. Like we would say Whānau Ora pathway isn’t a clinical 

pathway but it’s a pathway. And then I’d say pathways to service specification, 

then I put and ‘management or procurement through commissioning’ because 

we’re still stuck in contract management or procurement. We need to be moving 

to commissioning frameworks.   

And just that one that says acknowledging Māori as a Treaty partner. It’s not 

Māori; Iwi are partner under the Treaty, not Māori. So that should be 

acknowledging Iwi as the Treaty partner. 

General feedback 

There was some confusion on who was being assessed; the DHB, PHO or the Alliance, therefore 

the ALT suggested inclusion of an introduction section outlining the purpose and principles of the 

maturity matrix, which would help clarify this. The ALT also suggested adding a row after each 

element to sum up the scores for the element. 

My observations 

On arrival I noticed the room was set up in a board room layout, with light snacks and drinks 

available for meeting attendees. As the attendees started arriving, by the social nature of the 

conversations, it was apparent that members of this ALT were familiar with each other and had 

a positive relationship. There were several outstanding consent forms, so the facilitator assisted 

in collection of the completed consent forms from all attendees. Participants were given option 

to leave the meeting if they didn’t want to participate in the testing process. 

The energy level in the room was positive and vibrant with lots of discussion occurring. The 

testing processed surpassed my expectations. There was positive energy in the room all through 

the duration of the testing. I felt welcomed by the group and was offered drink and snacks. The 

group was actively engaged, and forthcoming with their feedback in a constructive way. The chair 

and the group prioritised the testing process on their agenda and did not want to rush the 

process. They decided to delay some of the other agenda items to allow more time for this 

process. This reflected the willingness of the Alliance to participate in the testing process. It was 

evident that there was established and high trust relationship between the attendees and they 

were aware of their purpose and understood the value of continuous improvement. 
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10.5.2 Alliance leadership team two feedback 

The ALT agreed that the key elements provided adequate coverage of the areas considered 

important to the Alliance; the Alliance felt inspired to change to shift their maturity along the 

scale; and that the maturity matrix acted as a resource to create stimulus for change. Suggestions 

made to improve the maturity matrix are presented below. The ALT discussed how to fit this 

assessment as a regular process into an already busy agenda of the Alliance. Members recognised 

the importance of reviewing how the Alliance is working but found it challenging to prioritise a 

self-assessment process such as this in their agenda. 

Maturity scale content 

Suggestions to improve the maturity matrix were: 

• To add narrative on the outcome descriptors so the story of improvement is clear, and the 

Alliance can clearly see why they would want to improve and how to shift along the scale. 

This might reduce the debate on the criteria. 

• Clarify in the introduction page that it is the Alliance that is being assessed and not 

individual providers. 

• Would like a larger score range, maybe from 1-12 to allow the Alliance to score accurately 

their place in the scale. 

• A score of zero is not a good enabler of change as Alliances may hesitate to score 

themselves a zero, which may negatively affect their engagement in the self-assessment 

process. Starting from score of one was recommended as this will acknowledge the Alliance 

is on an improvement journey, albeit in the early stage of the maturity scale. 

• More description on and importance for trust should be given to the alliancing way of 

working element as this is the most important tenet of this element. 

• A page for the Alliance to prioritise their next steps following the self-assessment process 

in the form of an action plan. 

My observations 

Testing process with this ALT was a very different experience compared to the first ALT. The ALT 

chair was keen on testing the framework even when the ALT meeting was cancelled. Although 

the cancellation of the meeting reduced the number of participants, it did not have a significant 

impact as only seven out of 16 participants had confirmed their attendance prior to the meeting 

being cancelled. Two participants and the facilitator joining via zoom made the discussion a bit 

challenging. However, given the geographical boundary of this district, the ALT is used to this way 
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of working. This added another complexity to the testing of the maturity matrix where all 

participants were not in a room together, as was the case for the first ALT. Another variable 

different for this ALT was that the participants were all health care professionals. Given the low 

number of participants, I did consider cancelling or rescheduling the testing. However, the lack 

of attendance also reflected the maturity and functionality of the ALT. Some of the DHB 

operational leaders couldn’t attend because of another event. Participants who attended 

seemed to have good relationships with each other and understood the importance of 

continuous improvement culture as evidenced by their willingness to participate in the self-

assessment process.  

During the self-assessment process, there was lot of focus on the scoring to get it ‘right’ and some 

participants were finding it challenging to look beyond their organisation and assess the Alliance. 

Hence the process took longer than expected and the ALT was able to complete self-assessment 

on the first six elements rather than the total of 10. The ALT was interested in seeing the final 

version of the maturity matrix rather than a version following testing with them. 

10.5.3 Alliance leadership team three feedback 

The ALT agreed that the key elements provided adequate coverage of the areas considered 

important to the Alliance and that the maturity matrix acted as a resource to create stimulus for 

change. However, the Alliance did not feel inspired to change to shift their maturity along the 

scale.  

Certainly, a useful exercise to go through and it makes you think and reflect on 

where you’ve got to and where you might go to next. 

I don’t know if it made me change or do anything different. It made me aware of 

where there needs to be a lot of emphasis, but I don’t think it’s going to change 

anything. 

Yes, in the most part, we went through the tool and felt like we were doing 

reasonably okay. There was no sort of burning things that we felt wow, we’re really 

doing terribly in this place. 

Maturity scale content 

Suggestions to improve was directed towards the maturity matrix as a tool: 

• It needs to be clear in the introduction that the maturity matrix is for the Alliance to use. 
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I think a clear focus on the Alliance, otherwise it gets too confusing when you’re 

trying to answer it and that will then just confuse things.  And actually, asking it, 

making sure – Alliance, Alliance, Alliance thinking. 

I think its value is really a drive for alliancing conversation and I think it would be 

really valuable to have a tool like this that really creates framework for Alliances 

to develop against and to use. But I think there are many tools for many reasons 

for many things and I think alliancing deserves a focus and an effort because we 

use lots of different frameworks across the rest of our systems where they’re inside 

our PHOs or beside our provider organisations or across our whole system. I think 

its place is really valuable to us. 

• More rigorous testing of the maturity matrix was needed, including national benchmarking, 

to ensure national consistency in the assessment process across all the Alliances. This will 

enable the Alliances to share their results with others and see how they compare with their 

peers. 

I think there’d be an interest as well if the project is successful overall and the tool 

does get wider use, to see if there’s some sort of benchmarking exercise that could 

be done too. So not only reflect on our own progress but see how we compare with 

our peers around the country. 

It needs to become more sophisticated. The questions need to drop out or be 

modified, some will need to come in. But the overriding principle of what it can be 

used for is a really good one. 

• To have one criterion per maturity scale, that is, one point per box. The ALT found it difficult 

to score where there was more than one point in the maturity scale box. 

I think most of the explanations there were reasonably easy to follow. We then 

went onto number two and they were a bit harder, we struggled a bit more. So, 

most of those were around commitment to the Treaty and we did struggle a bit 

more I think, to rate ourselves on those. 

It was reasonably easy, however there was some difficulty with some of the 

definitions and understanding what it was referring to. And maybe also useful to 

have some clarification around where there’s three points in a box, because does 

that mean your sort of achievement looks like something along these lines or does 
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it mean you need to have achieved all three of these or you need to have achieved 

two of these three. Sort of clarify that sort of question. 

• To remove the scores, which will take the focus away from getting the ‘right’ score and 

more focus on improvement. 

As a suggestion for the tool, remove the numbers. Because you’re not a two or 

three, the power is in the words and the discourse and what you’ll end up with is 

people ending up with is people averaging across three of the sections and say, 

we’re a 2.33 and that is absolutely meaningless. That’s what happens if you put 

numbers on these sorts of scales that people do that. So, if you take the numbers 

off then people have to use words and the words mean something. 

My observations 

The experience with this ALT was similar to that of the first one. On arrival I noticed the room 

was set up in a board room layout, with light snacks and drinks available for meeting attendees. 

As the attendees started arriving, by the social nature of the conversations, it was apparent that 

members of this ALT were familiar with each other and had a positive relationship. The energy 

level in the room was positive and vibrant with lots of discussion occurring. The enthusiasm at 

this testing was in between the first and the second ALTs. This is a mature and functional Alliance 

but there were indications of the ALT been DHB and hospital dominated because these members 

contributed more than others. There was a feeling of over-confidence and an eagerness to be an 

exemplar Alliance for example, there were elements that the ALT scored low but when asked if 

the maturity matrix stimulated them to think of improvements, they said no. The chair of the ALT 

and most participants were keen and enthusiastic in the testing process. However, there were 

signs of power imbalance between members as a few DHB members lacked interest in the 

process or using the process for improvement. Some of the DHB members were interested in 

benchmarking against peers and a moderation process to ensure national consistency and using 

the maturity matrix for judgement of performance.  

10.6 Feedback from Māori Health Strategy and Policy team at the MoH 

The Māori Strategy and Policy team at the MoH reviewed version five of the maturity matrix 

(following testing with ALTs) from an equity and Te Tiriti perspective and provided feedback. 

Overall, their feedback was positive and commended on equity and Te Tiriti embedded in the 

maturity matrix, both as key elements and as indicators of maturity. They commented on the 
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necessity of a maturity matrix such as this to increase the understanding and responsiveness of 

health system leaders and Alliances towards fulfilling their obligation to Te Tiriti and improving 

Māori health outcomes.  

The team provided the following specific feedback to strengthen the descriptions in the maturity 

matrix and to strengthen the alignment with Whakamaua. 

Key element 2 – Commitment to Te Tiriti o Waitangi 

• Clarify that Iwi and Māori both (Tangata Whenua) are Te Tiriti partners as not all Māori 

belong to an Iwi. This clarification applies to health providers as well, which are both Māori 

community and Iwi-led organisations. 

• Voting right for Māori should be reflected in the ‘established’ stage rather than the 

‘excellence’ stage as it is what good looks like and should be expected as a norm (rather 

than an exemplar). 

• The outcome descriptor should aim to address and eliminate institutional racism and not 

just aim to reduce. The latter implies a level of tolerance to racism in the health system. 

• In the first indicator, the maturity scale should reflect that historical contexts for 

institutional racism and injustices needs to be understood at the ‘beginning’ stage, at the 

‘emerging’ stage the Alliance needs to acknowledge and be aware of their role to address 

institutional racism, and then addressed and eliminated at the ‘established’ stage. The 

‘excellence’ stage could then reflect creating equitable health system by design that 

includes principles of options and active protection. 

• The second indicator should reflect the context of Te Tiriti in modern day health system, 

that is, understanding and addressing biculturalism (Māori and Pākehā) in a multi-

culturalism context. The ‘excellence’ stage for equity indicator includes the system’s ability 

to conduct intersectional analysis to consider contextual differences such as, socio-

economic status, disability, age, gender, and number and severity of health conditions, as 

highlighted in the summary of literature on equity [14].  

• For the third indicator, Alliances need to be aware of their policy obligation to respond to 

five Te Tiriti principles with actions that will lead to improved health outcomes. Alliances 

also need to continually monitor, review and document how well they are responding to 

Te Tiriti based actions.  
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Key element 4 – Involved people, whānau and community 

• The maturity scale for Te Tiriti indicator should show that co-design must be about centring 

the user as the designer so Māori solutions to complex problems that disproportionately 

affect Māori communities are valued. This would mean that Tangata Whenua would lead 

the design of solution, they would decide who needs to be around the table, who the 

insights gathering will take place with, they would decide how to interpret the results, 

frame the results, and would have the power to choose the best solution for their 

community. So, the ‘beginning’ stage would start with informing Tangata Whenua of the 

problem and the solution (tokenistic consultation), the ‘emerging’ stage would reflect 

consultation on draft proposals and the ‘established’ stage would mean collaboration with 

the design and development of the solutions. The ‘excellence’ stage would reflect Tangata 

Whenua as co-designers from start to finish and with decision-making rights over the final 

solution. This approach reflects Te Arawhiti’s engagement framework [195]. 

Key element 5 – Integrated health information 

• Te Tiriti indicator maturity scale could be clarified to reflect Alliance having access to: basic 

data at national level (by age and gender) at the ‘beginning’ stage; broad ad hoc data 

disaggregated by ethnicity with recognition of Māori data sovereignty at the ‘emerging’ 

stage; a shift away from ad hoc data collection and analysis by ethnicity to routine, 

mandatory reporting and monitoring by ethnicity at the ‘established’ stage; and use of 

Integrated Data Infrastructure (IDI) to connect health and social data at the ‘excellence’ 

stage. 

Key element 6 – Analytic capability 

• Te Tiriti indicator maturity scale for the ‘excellence’ stage could be strengthened to reflect 

the Alliances’ ability to become more intuitive to the future needs of Māori for the next 10-

15 years. 

Key element 8 – Intelligent commissioning 

• The equity and Te Tiriti indicators could reflect vertical equity or proportionate 

universalism, as highlighted in the summary of literature on equity [14].  

• For Te Tiriti indicator, maturity scale could be clarified to reflect prioritisation of resources 

in proportion to Māori population need and risk so there is a tailored and targeted 
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approach to actively protecting Māori health and wellbeing, including protecting Māori and 

Iwi-led health providers, as highlighted in the summary of literature on equity [14]. 

Key element 9 – Understanding of equity 

• The Te Tiriti indicator could match the equity indicator from the commitment to Te Tiriti 

element above (key element 2) and reflect vertical equity or proportionate universalism 

[14]. 

Key element 10 – Continuous improvement 

• The maturity scale for Te Tiriti indicator could include establishment of Māori measures of 

health and wellbeing as defined by Iwi and Māori. It is important that measures are centred 

on Māori and they are empowered to define their own priorities for wellbeing. 

Feedback from the team was incorporated in the maturity matrix and shared again to confirm 

an accurate reflection of the feedback. This was confirmed by the team. 

10.7 Chapter conclusion 

This chapter answered the second research question and presented the maturity matrix that was 

constructed with health system leaders and tested with three ALTs.  

The maturity matrix was designed to improve the understanding of the programme architecture 

to successfully implement LST initiatives for the New Zealand Alliances. The self-assessment 

process supports conscious and deliberate learning so Alliances could understand the 

interconnected nature of the key elements that support successful implementation of LST 

initiatives.  

The maturity matrix was constructed using complex adaptive system ideas to be simple and 

practical for Alliances to use and specific enough to enable self-assessment, but generic enough 

for local adaptability taking into consideration local context.  

The maturity scale enables Alliances to assess where they are on the scale for each element; and 

identify areas for improvement. A regular self-assessment process will create feedback loops and 

support the notion of a learning system for the New Zealand health system.  

Testing of the maturity matrix with three ALTs suggested that it was functioning as a learning 

tool; helped Alliances see where they were on the improvement journey; helped Alliances 
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identify areas of improvement; acted as a resource to create a stimulus for change; and was easy 

and practical to use.  

The maturity matrix incorporated feedback from the MoH Māori Strategy and Policy team to 

strengthen Te Tiriti and equity perspectives. Table 10.3 presents the final version of the maturity 

matrix.  

This research broke new ground with the creation of a national tool in the form of a self-

assessment maturity matrix using the knowledge of senior system leaders to support the New 

Zealand health system. The maturity matrix described different stages of maturity for the key 

elements so Alliances could assess their maturity against a nationally defined scale and identify 

areas of development should they aspire to improve their maturity. The maturity matrix filled an 

important gap in the New Zealand health system for successful implementation of LST initiatives 

to achieve long-term system transformation outcomes.   

 My findings showed that the maturity matrix is a helpful resource to create a stimulus for change 

and may act as a compass for Alliances to see where they are on the improvement journey. Not 

all Alliances may choose to improve themselves along the maturity scale, however, the discussion 

facilitates conscious and deliberate learning and creates feedback loops. The discussion may also 

reveal contextual factors in which the Alliance may be operating. 

These feedback loops are important that may lead to changes in the behaviour of Alliance 

members to embrace ‘new power’ values such as working collectively rather than individually to 

improve health outcomes for their population. 
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Key element 1 - Alliancing way of working 

Alliancing is a clinically, community and Iwi-led forum that brings all agents in the health system together with the aim of transforming services with people and equity at the centre of their decision-
making. Alliancing is a collaborative way of working, reliant on high-trust relationships and is supported by enablers critical to continuous improvement. Successful alliances serve the interest of the 
community while preserving the autonomy of multiple organisations and services present in a complex system. 

Outcome descriptor (what 
does the established 
element demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good looks 
like) 

Excellence (outstanding eg health and 
social integration) 

System leaders 
demonstrate distributed 
leadership through a 
broad and inclusive 
alliance membership. 
There is high trust, shared 
vision and sustained 
commitment from all 
alliance members 

Alliance is structurally embedded 
in the system (accountable and 
visible)  

Recognition and 
acknowledgement of the 
need to have a shared vision 

Shared vision and goals, 
roles, responsibilities, and 
accountability understood 

Alliance is structurally embedded in 
the system with clear mandate, 
accountability and dedicated 
resources 

High trust and shared vision are 
sustained with changes in membership 
and evolution  

The manner in which all priority 
populations have input into 
decision making of the alliance 

Little or no evidence of input 
Tokenism or lip-service 

Some populations influence 
decision-making  

Multiple populations influence 
decision-making via different 
mechanisms 
Evidence of innovation  

Alliance reflects local community and 
includes social sector partners 

Depth of commitment to 
partnership with Māori in all 
aspects of alliance activity 

Māori representation (not 
partnership) in alliance 

Key Māori/Iwi leadership and 
partnership at the alliance within 
the context of Te Tiriti o 
Waitangi  

Te Tiriti o Waitangi principles 
embedded in the philosophy and 
operation of the alliance 

Full commitment to multi-sectorial and -
dimensional (holistic) view that enables 
Māori aspirations e.g. whanau ora 
approach 

Alliance members are 
working together with a 
collaborative approach 
beyond their 
organisational and 
professional boundaries 
towards the shared vision 

All members ‘live’ the alliance 
charter 

Setting up an alliance charter Some elements of the alliance 
charter are demonstrated or by 
some members 

All members of alliance ‘live’ the 
alliance charter constantly and 
consistently 

Alliance is achieving the shared vision 
while preserving the autonomy of 
individual providers 

The degree to which 
organisations with a concern for 
priority populations are included 
in integrated programme 
(design, implement and 
evaluate) 

Little if any involvement of 
appropriate organisations 
(only DHBs and PHOs 
involved) 

Beginnings of integration within 
health alone including relevant 
organisations that serve priority 
population groups 

Widespread integration with 
relevant health and disability NGOs 
with priority population interest 
Beginnings of de-siloed funding 

Collaboration within and beyond health 
to appropriate priority population 
groups including design, 
implementation and evaluation of 
programmes 
Mature de-siloed funding 

Acknowledging Iwi/Māori as the 
Te Tiriti o Waitangi partner 

Little or no engagement with 
Māori community and Māori 
and Iwi-led health providers 

Māori community and Māori and 
Iwi-led health providers are 
consulted during the decision-
making process of the alliance 

Established Māori partners (Iwi, 
hapū, providers etc) actively 
involved in the decision-making 
process of the alliance, including a 
voting right 

Māori/Iwi are leading the decision-
making process in the alliance 
leadership teams, including Māori and 
Iwi-led health and social care providers 
 

Areas to work on: 
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Key element 2 – Commitment to Te Tiriti o Waitangi 

Recognising the principles of Te Tiriti o Waitangi through equity and active protection to achieve equitable health outcomes for Māori; culturally appropriate health care that 
recognises and supports Māori models of care, and working in partnership with Māori in the governance, design, delivery and monitoring of health services [101]. 

Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good 
looks like) 

Excellence (outstanding e.g. 
health and social integration) 

Alliance is working in 
partnership with 
Tangata Whenua in 
the governance, 
design, delivery and 
monitoring of Māori 
health outcomes. 
Institutional racism is 
acknowledged and 
actions to eliminate 
are prioritised  

Decision-making processes 
recognise, acknowledge and 
correct for the impact and 
role of institutional racism 
 

Understanding of 
historical contexts and 
injustices 

Explicit acknowledgement 
of Te Tiriti responsibilities 
and aware of Alliance’s role 
to take proactive steps to 
address institutional racism 

Alliance is taking actions to 
address institutional bias and 
improving Māori health 
outcomes in partnership with 
Tangata Whenua 

Alliance work programme 
reflects an equitable system by 
design that includes principles 
of options and active protection 

Degree to which Te Tiriti is 
understood in the modern-
day health system (i.e. 
biculturalism in a multi-
culturalism context)  

Understanding of root 
causes of inequities 
within the context of Te 
Tiriti 

Alliance is able to conduct 
basic analysis to understand 
inequities for Māori (i.e. by 
age and gender) 

Alliance is using inter-sectional 
analysis to drive key actions to 
address inequities within the 
context of Te Tiriti  

Evidence of re-prioritisation of 
activities and resources for 
Māori within the context of Te 
Tiriti, which leads to 
documented improved health 
outcomes for Māori and active 
protection of Māori and Iwi-led 
health providers 

Acknowledging Iwi/ Māori 
(Tangata Whenua) as Te 
Tiriti partner 

Recognition of Te Tiriti 
responsibilities for the 
health system 

Acknowledgement and 
awareness of Alliance’s 
obligation to respond to Te 
Tiriti principles 

Key actions are aligned with 
five principles of Te Tiriti: self-
determination, equity, active 
protection, partnership and 
options for Māori models of 
care 

Alliance is continually 
monitoring, reviewing, and 
reporting on how well they are 
responding to actions based on 
five Te Tiriti principles 

Areas to work on: 
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 Key element 3 - Clinical leadership and involvement 

A system through which health care professionals provide leadership and system oversight with a focus on continuous quality improvement to create an environment for evidence-
based clinical practice and team-based approaches to care delivery [191]. 

Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good 
looks like) 

Excellence (outstanding e.g. 
health and social integration) 

LST initiatives are 
designed and 
implemented with or 
are led by the clinical 
leaders and health 
care professionals. 
Recommended 
solutions are accepted 
and implemented by 
the operational 
leaders 

Operational and clinical 
leadership work as one 

Rebalancing of 
managerial and clinical 
input into system change 
development 

Trust model in place 
between managerial and 
clinical input and 
understanding of the 
different roles  

Clinicians involved in 
investment decisions 
High attendance of clinical 
leaders to Alliance meetings 
Explicit sign off by clinicians 

Distributed leadership and 
shared vision through honest 
conversations, respect, 
acknowledgement of roles, and 
sustainable ongoing leadership  

The degree to which 
clinicians and managers 
knowledge of population 
health data is understood 
and actioned 

Little or no evidence of 
population health data 
being considered by 
managers and clinicians 

Some evidence of 
meaningful discussion 
between clinicians and 
managers about equity 
issues  

Work programme has 
alignment between population 
health data and funding 
allocation  

Clear evidence of regular 
consideration of equity issues 
between clinicians and 
managers and clearly 
documented improved health 
outcomes  

Membership and way of 
working reflects Te Tiriti 
principles 

Little or no Māori clinical 
leadership 

Māori clinicians and 
managers part of clinical 
and Alliance forums 

Evidence of Māori clinical 
attendance, participation and 
influence in investment 
decisions 
 

Dedicated workstream for 
Māori outcomes with multi-
disciplinary and -sectorial 
approach 

Areas to work on: 
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Key element 4 – Involved people, whanau and community 

An approach that actively involves individuals, carers, hapū, whānau, Iwi and communities in the design and delivery of health care to generate significant benefits to the health care 
and wellbeing of all people. 

Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good 
looks like) 

Excellence (outstanding eg 
health and social integration) 

People, whānau and 
communities are 
involved at the 
governance and 
decision-making 
levels to co-design the 
system and the 
services  

Information is available to 
communities to understand 
what is important to them 

Acknowledge the need 
to have the right people 
around the table 

Acknowledgement that 
engagement is broader than 
a seat at the table, ie, it is 
how the alliance engages 
with its broader community 
to prioritise and exchange 
information 

A multi-channel engagement 
plan in place with meaningful 
input from individuals and 
communities that leads them to 
believe that the right decisions 
are being made for services 
they need 

Individuals and communities 
are involved in decision-making 
for re-prioritising services to 
changing need 

Degree to which individual, 
whanau and community 
voice from all populations is 
heard and acted upon in 
decision-making 

Priority populations are 
informed of decisions 
through information 
provided by the alliance 

Alliance consults priority 
population communities on 
draft proposals but makes 
the final decisions 

Community representatives 
from priority populations part 
of alliance and are influencing 
decision-making of the alliance 

Individuals and communities 
from priority populations are 
involved in co-design and 
decision-making processes of 
the alliance 

Tangata Whenua (Māori, Iwi, 
whānau, hapū) are partners 
in all stages of design, 
delivery and implementation 

Tangata Whenua are 
informed of decisions 
through information 
provided by the alliance 

Alliance consults Tangata 
Whenua on draft proposals 
but makes the final 
decisions 

Alliances collaborates with 
Tangata Whenua to develop 
solutions together and Tangata 
Whenua are involved in 
decision-making process or 
make joint decisions with the 
alliance 

Alliance partners with Tangata 
Whenua to co-design services 
and implements decisions made 
by Tangata Whenua for the final 
solution  

Areas to work on: 
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Key element 5 – Integrated health information 

The availability of technology, and health and social information, both at identifiable and population aggregate level, across the different parts of the system at local and national level. 
This readily accessible health information is responsive to needs and guides commissioning decisions. 

Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good 
looks like) 

Excellence (outstanding e.g. 
health and social integration) 

DHBs can link data 
from multiple 
platforms that 
includes 
administrative and 
social sector data at 
the population and 
patient identifiable 
level and share with 
the alliance for 
continuous 
improvement 

NHI linked data available to 
meet decision-making needs 
for the problem at hand 

Alliance is receiving basic 
data from the DHB 

DHB is supporting alliance 
with data sharing 
agreements with all system 
partners 

Alliance has access to real-time 
data from across the system, 
both at NHI and population 
level 

Alliance has access to the right 
information at the right time for 
forecasting and feedback to 
drive continuous improvement 

Degree to which integrated 
information and intelligence 
for high priority populations 
are explicitly considered and 
managed routinely 

Alliance receives basic 
data at DHB level 
disaggregated by age, 
gender and ethnicity 

Alliance receives ad hoc 
integrated data at national 
and local level, 
disaggregated by age, 
gender and ethnicity 

Alliance routinely receives 
timely, useful, integrated data 
as part of mandatory reporting 
and monitoring by ethnicity 

Alliance has access to health 
information that is integrated 
with administrative and social 
sector data to drive equity 
actions  

Māori have sovereignty over 
integrated health 
information 

Alliance receives basic 
data at DHB level 
disaggregated by age, 
gender and ethnicity 

Alliance receives ad hoc 
integrated data at national 
and local level, 
disaggregated by age, 
gender and ethnicity with 
recognition of Māori data 
sovereignty 

Alliance routinely receives 
timely, useful, integrated data 
as part of mandatory reporting 
and monitoring by ethnicity 

Alliance has access to health 
information that is integrated 
with administrative and social 
sector data to meet their Te 
Tiriti obligations 

Areas to work on: 
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Key element 6 – Analytic capability 

The availability of technology and the ability to access real-time and trend information, analyse, link clinical and administrative data, and produce insights and evidence for frontline 
staff to measure, understand and feedback data on clinical variation and outcomes. 

Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good 
looks like) 

Excellence (outstanding e.g. 
health and social integration) 

Improvement culture, 
skills and knowledge 
available to turn all 
intelligence about 
health of local 
populations into 
insights about 
variation and change 
in quality and 
outcomes of health 
care for alliance to 
use for continuous 
improvement 
 
  

Intelligence about health of 
local populations into 
insights about variation and 
change in quality and 
outcomes of health care 

Recognition that 
intelligence is required 
and initial discussion to 
establish analytic needs 
for alliance work 
programme 

DHB invests in tools and 
resources to produce 
evidence for alliance to use 
to drive decisions 
 

Growing sophistication on the 
level of insights and evidence 
available to enable alliance to 
conduct consistent analysis 
over time to plan, do, study and 
act 

Alliance is able to use insights 
and evidence for ‘rear-view’ 
and for forward projection 
Cross district learning and 
sharing is occurring  

Degree to which intelligence 
resources are allocated to 
analysing data with an 
equity focus 

Limited analytic capacity 
and little understanding 
of analysing variation or 
measuring change for 
high priority populations 

Appropriate analytic 
capacity and capability to 
support alliance with 
intelligence to analyse 
variation and measure 
change for high priority 
populations 

Insights and evidence are 
consistently provided to 
alliance to routinely plan, do, 
study and act for high priority 
populations 

Insights and evidence are 
driving investment decisions of 
the alliance to respond to the 
future needs of high priority 
populations 

Degree to which intelligence 
resources are allocated to 
meet Te Tiriti obligations 

Limited analytic capacity 
to understand, measure 
and routinely report 
Māori Health outcomes 

Appropriate analytic 
capacity and capability to 
support alliance with 
intelligence to understand, 
measure and routinely 
report Māori Health 
outcomes 

Insights and evidence are 
consistently provided to 
alliance to understand, 
measure and routinely report 
Māori Health outcomes 

Alliance becomes intuitive to 
the future needs of Māori for 
the next 10-15 years 

Areas to work on: 
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Key element 7 – Dedicated resources and time 

Availability of appropriate continuous resourcing such as appropriate health workforce, funding, knowledge, time, project management support, and administration support. There is 
an acknowledgement that transformational change needs capacity and long-term commitment. 

Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good 
looks like) 

Excellence (outstanding e.g. 
health and social integration) 

Sustainable and 
dedicated resources 
located in the right 
place in the system for 
change management  

Resources ring-fenced to 
manage and support change 
management and decision-
making 

Alliancing is seen as a 
good idea but embryonic 
form, function and 
dedicated resources 
relies on goodwill 

DHB recognises that 
alliancing needs to be 
resourced within the system 
with funding and human 
resources 

Alliance has an independent 
programme office with 
dedicated management and 
clinical resource to achieve its 
work programme 
 

Alliance programme office is 
embedded in the system with 
sustainable funding 
 

Degree to which equity is 
explicitly incorporated into 
all elements of alliance work 
programme 

Equity mentioned in 
alliance terms of 
reference but no further 
evidence of funding 

Mention of equity in alliance 
related work with some 
funded initiatives aimed at 
improving equity 

Multiple funded equity actions 
aimed at high priority 
populations with routine 
monitoring and reporting of 
health outcomes 

Equity is at the centre of all the 
alliance work programme with 
sustained funding, and routine 
monitoring and reporting of 
health outcomes 

Core business spending is 
challenged and re-
prioritised to meet Māori 
aspirations for wellbeing 

Alliance recognises the 
need to prioritise 
resources for equity 
actions to improve 
Māori health outcomes 

Alliance has funded equity 
actions to improve Māori 
health outcomes 

Alliance’s decisions on funding 
and resource allocations are 
equity based within the context 
of Te Tiriti  

Alliance challenges current 
investment decisions to support 
hauora Māori models of care 

Areas to work on: 
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Key element 8 – Intelligent commissioning 

Commissioning is the process of continuously developing services and committing resources to enable the best health outcomes and wellbeing and that includes many activities 
ranging from health needs assessment, cultural paradigms and development of pathways to service specification and contract management or procurement, underpinned by 
continuous improvement. 

Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good 
looks like) 

Excellence (outstanding e.g. 
health and social integration) 

Continuous strategic 
and operational 
planning is 
underpinned by 
continuous 
improvement that 
enables the alliance 
to make evidence-
based decisions 

Clear evidence for alliance 
decision-making for 
commissioning of health 
services 

Alliance recognise the 
need for evidence-based 
decision-making for 
commissioning of health 
services 

Alliance has access to 
limited evidence to inform 
their decision-making for 
current and future 
commissioning of health 
services 

Alliance has access to 
comprehensive evidence to 
inform some of their decision-
making for current and future 
commissioning of health 
services 

Alliance is using the evidence to 
inform all their decision-making 
for current and future 
commissioning of health 
services 

Prioritisation of resources in 
proportion to high priority 
populations’ need and risk 
with a targeted approach to 
equity 

Alliance decisions are 
not based on available 
intelligence and there is 
no consideration of 
priority populations 
(perpetuating status 
quo) 

Some decisions are based 
on evidence to prioritise 
resources in proportion to 
high priority populations’ 
need and risk 

Equity is at the centre of all 
decision-making for current and 
future commissioning of health 
services 

Continuous use of evidence, 
monitoring of actions, and 
reporting to show that current 
and future commissioning is 
proportional to high priority 
populations’ need and risk 

Prioritisation of resources in 
proportion to Māori need 
and risk with a tailored and 
target approach to actively 
protecting Māori wellbeing 

Alliance acknowledging 
that resources to Māori 
will be different  

Alliance is identifying 
resources in proportion to 
Māori need and risk to 
improve Māori wellbeing 

Alliance is recommending to 
DHB to de-invest in other areas 
and re-invest into Māori and 
prioritise new funding to Māori 

Alliance is recommending 
commissioning decisions based 
on kaupapa Māori models and 
protecting Māori and Iwi-led 
health providers 

Areas to work on: 
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Key element 9 – Understanding of equity 

Equity recognises different people with different levels of advantage require different approaches and resources to get equitable health outcomes [193]. Emphasis is given to Pacific 
and other high opportunity populations such as those with mental health conditions and with disability. 

Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good 
looks like) 

Excellence (outstanding e.g. 
health and social integration) 

Alliance is able to 
identify and 
understand the 
variation in health 
care in their 
population, identify 
populations groups 
that consistently 
experience poor 
health outcomes and 
re-prioristise activities 
and funding to 
address health 
inequities  

Every Alliance decision has 
an equity focus based on 
information that is easy to 
understand 

Equity mentioned but 
not yet widely 
understood or explicitly 
addressed 

Start to see equity as key 
part of regular Alliance 
conversation including 
discussion on how to 
address inequities 

Alliance work programme and 
investment decisions explicitly 
address health inequities and 
undertake routine monitoring 
of effectiveness of change to 
close gaps 

Alliance works collaboratively 
with social sector partners to 
reduce inequities including a 
focus on social determinants of 
health 

Degree to which Alliance 
uses proportionate 
universalism approach 

Alliance understands 
that actions and 
resources need to be 
proportionate to need 
and level of 
disadvantage in their 
population 

Alliance identifies high 
priority populations in their 
district 

Alliance prioritises their work 
programme and resources 
proportionate to the need of 
their high priority populations 

Evidence of re-prioritisation of 
activities and resources Pacific 
and other population groups 
that experience health 
inequities, which leads to 
documented improved health 
outcomes  

Degree to which Te Tiriti is 
understood in the modern-
day health system (i.e. 
biculturalism in a multi-
culturalism context)  

Understanding of root 
causes of inequities 
within the context of Te 
Tiriti 

Alliance is able to conduct 
basic analysis to understand 
inequities for Māori (i.e. by 
age and gender) 

Alliance is using inter-sectional 
analysis to drive key actions to 
address inequities within the 
context of Te Tiriti  

Evidence of re-prioritisation of 
activities and resources for 
Māori within the context of Te 
Tiriti, which leads to 
documented improved health 
outcomes for Māori and active 
protection of Māori and Iwi-led 
health providers 

Areas to work on: 
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Key element 10 – Continuous improvement 

Systematic and sustained use of continuous quality improvement methods, measurement tools and feedback loops that provide opportunities for learning and build accountability in 
the system. 

Outcome descriptor 
(what does the 
established element 
demonstrate?) 

Indicators (What will show 
this?) 

Maturity scale – what we expect to see at each stage 

Beginning Emerging Established (this is what good 
looks like) 

Excellence (outstanding e.g. 
health and social integration) 

Improvement culture, 
skills, knowledge and 
experience of using 
quality improvement 
science and 
techniques to drive 
measurable impact in 
quality and outcomes 
of the health system 
by the alliance  

Specific resource and 
funding put aside for 
alliances to use for 
continuous improvement 

Recognition that 
conscious investment in 
continuous 
improvement is essential 
 

Alliance has resources for 
continuous improvement 

Continuous improvement 
activities are part of every 
decision and implementation 
with continued feedback loops 
 

Continuous improvement builds 
accountability in the system to 
measure progress towards 
achieving the Triple Aim 
 

Degree to which alliance can 
demonstrate equity gap is 
reducing as a result of 
improvement activities (no 
minimum targets) 
 

Improvement activities 
have had no effect on 
inequities or worsened 

Existing or new 
improvement activities 
consider inequity, but 
effects are unclear or 
inconsistent 

Existing and new improvement 
activities consistently focused 
on improvements in equity 

Accountability in the system 
through routine measuring, 
monitoring and reporting of 
activities to reduce inequities 
for high priority populations 

Māori aspirations are 
integrated in improvement 
journey 
 

Awareness that 
traditional improvement 
methods and models are 
not always appropriate 
for Māori 

Identification of Māori 
improvement models e.g. Te 
whare tapa whā model 

Māori knowledge is respected, 
and Māori measures of 
wellbeing are defined by 
Tangata Whenua 

Alliance is empowering Māori to 
define their own priorities for 
wellbeing and realise their 
aspirations 

Areas to work on: 
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Alliance Action Plan (post self-assessment) 

Key element Improvement focus area Actions Responsibility Timeline 

     

     

     

     

     

     

     

     

     

     

Table 10.3: Maturity Matrix for New Zealand Alliances – a self-assessment tool to support large-scale change in health system (final version) 
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11.0 CONTEXTS AND MECHANISMS THAT INFLUENCE SUCCESSFUL IMPLEMENTATION OF LST 

INITIATIVES 

Having established the key elements that need to be present to increase the chances of success 

with implementation of LST initiatives in a New Zealand context (Chapter 9), I wanted to drill 

down to investigate how these elements worked in different contexts. I used the realist framing 

of CMO with C being the contextual factors in which Alliances operate in, M being the underlying 

reasoning of health system agents involved in the implementation of LST initiatives, and O being 

the variations in the intermediate outcomes for successful implementation of LST initiatives. Five 

methods were used to test and refine the CMO theories: initial propositions based on my insights 

from the SLM programme (phase 1); a literature review (phase 2); interviews (phase 3); 

workshops (phase 4); and an online survey (phase 5). 

The chapter starts with my insights gleaned from the implementation of the SLM programme 

that formed the initial propositions of the contexts and mechanisms that caused variation in 

districts’ attempt to successfully implement the programme.  

11.1 Initial propositions (phase 1 – theory gleaning) 

My initial propositions were gleaned from insights gained through leading the implementation 

of the SLM programme for three years (described in detail in section 9.1). In phase 1 of my 

research, I theorised that six local contextual factors influenced the implementation of the SLM 

programme and caused variation in districts’ attempt to successfully implement the SLM 

programme. The local contextual factors were:  

• distributed leadership from DHBs 

• a history of working together at the district level 

• quality of relationships between DHBs and PHOs 

• the maturity of Alliances 

• the capacity and capability of Alliances 

• the continuous improvement culture at DHBs and PHOs. 

Distributed leadership is where key leadership functions, which includes making important 

decisions, are shared with a set of people and decisions emerge from a collective process through 

the interactions of multiple actors [1,196,197]. 

I theorised that the ‘family of mechanisms’ that were triggered by these contextual factors were:  
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• a commitment from Alliance members to implement the SLM programme 

• high trust relationships among senior operational and clinical leaders in the district 

• an agreement to a shared vision and goals for the district 

• active support from senior leaders at DHBs and PHOs for implementation of the SLM 

programme 

• recognition of the importance of and investment in improvement capacity and capability. 

I theorised that one national context influenced the implementation of the SLM programme:  

• the use of ‘new power’ values of collaborative design with a continuous improvement 

approach and implementation through Alliances.  

The mechanism that was triggered by this contextual factor was:  

• the buy-in from the sector, in particular clinical leaders and frontline health care 

professionals with the implementation of the SLM programme, which made the 

programme successful. Buy-in was demonstrated by clinical leaders and staff prioritising 

the time to engage, their willingness for continuous learning to improve the quality of the 

SLM plans, their advocacy of the SLM programme to their peers, managers, the Minister of 

Health and the senior leaders in the MoH, and their perseverance with working in a 

collaborative way even when local relationships were fraught.  

11.2 Testing of initial propositions 

The initial propositions were used with research participants to explore how key elements 

worked in different contexts to influence the successful implementation of LST initiatives using 

the realist research design outlined in  

Figure 7.1 (Chapter 7) of this thesis. I used the teacher-learner method; first, as a teacher to 

introduce the initial propositions and then as a learner where I sought participants’ perspectives. 

I used this approach in three research phases; phase 3 (interviews), phase 4 (workshops) and 

phase 5 (the online survey), and tested perspectives and emerging theories discovered from 

preceding phases with subsequent phases. For example, I tested emerging theories from 

interviews conducted prior to the workshops with the workshop participants, tested emerging 

theories from workshops with subsequent interviews, and then tested revised propositions from 

interviews and workshops with online survey participants. I then synthesised the CMO 

configurations from all five research phases. 
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Participants in the study were senior health system leaders from New Zealand and overseas that 

had experience leading LST initiatives. Some of the New Zealand participants in the interviews 

and the workshops were involved in the development and implementation of the SLM 

programme. The online survey participants were DHB and PHO employees who were either 

leading or involved in the implementation of the SLM programme. These participants had a great 

deal of on-the-ground knowledge about what works to bring about change in the health system 

and provided information that revealed mid-range CMO theories for successful implementation 

of LST initiatives.  

Sections 11.3 and 11.4 consolidate findings from interviews, workshops and the online survey. 

Section 11.3 discusses the CMO theories influenced by local contexts and section 11.4 discusses 

the CMO theories influenced by national contexts. Each sub-section discusses a context 

confirmed by research participants and the underlying, unseen mechanisms triggered by the 

context leading to variations in intermediate outcomes for successful implementation of LST 

initiatives. Each sub-section ends with a summary of mid-range CMO theories for successful 

implementation of LST initiatives for the context.  

11.3 Local contexts and mechanisms  

11.3.1 History of working together and quality of relationships 

A history of working together, whether it be among senior leaders or among frontline staff, 

emerged as an important local context that influenced all small-scale changes and LST initiatives. 

Participants confirmed that the history of past endeavours enhanced or eroded trust and 

affected the quality of local relationships. 

Sort of you’re always working against the history or you’re working with the 

history, one of the two. (workshop participant) 

Mechanisms  

Trust emerged as an important mechanism triggered by a history of working together. When 

local system partners trusted each other, they were more willing to come together, share 

resources, data and ideas, and attempt to make changes.  

Ninety percent of survey participants either agreed or strongly agreed that trust among Alliance 

partners was influenced by the history of working together. It was the process of change and how 

it was done, for example ‘bottom-up’ rather than ‘top-down’, that developed trust, and not 

necessarily whether the attempt failed or succeeded. With high trust, failure of efforts in the past 
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were seen as opportunities from which to learn and do things differently. Conversely, where 

there was mistrust, senior system leaders and frontline staff were less willing talk to each other 

and share their intelligence, let alone embark on change efforts. Participants observed that trust 

was enhanced when previous efforts were successful. Trust was eroded, or mistrust was created, 

when grievances from the past were embedded in folklore. 

I used to call it folklore – in New Zealand, clinicians and boards could recount 

stories, which were about creating mistrust and dwelling on grievances of the past. 

(IP03) 

According to participants, the presence of trust determined the quality of local relationships, 

especially between senior leaders of DHBs and PHOs. The quality of relationships was an 

intermediate outcome and was a pre-requisite enabling contextual factor for Alliances’ being 

successful in their attempts to implement the SLM programme. 

In the New Zealand health system, the key roles that determine the quality of local relationships 

at the district level are Chief Executives of DHBs and PHOs and General Managers of DHB Planning 

and Funding Units. The latter title varies across the country, but the role has the responsibility 

for planning and funding of all health services delivered in the district. Given that DHBs receive 

majority of health funding, and with contractual arrangements in place between DHBs and PHOs, 

these are powerful roles in the New Zealand health system. Nearly all survey participants (98%) 

either agreed or strongly agreed that the nature of relationships of those in these roles had a 

significant influence on the implementation of the SLM programme.  

One of the participants said that “transformation is about people and relationships” (IP06). A 

survey participant expressed that they were “lucky to have a CE who values relationship 

building”. Other participants also highlighted similar sentiments.  

We think that a great deal of the change that we need to make in the health system 

is dependent on having really strong collaborative relationships within and across 

organisations. (IP08) 

In a complex adaptive system, most contexts such as the demographic profile of a district, and 

the fiscal and political environments, are outside the system leaders’ control. Relationships are 

one of the few aspects that system leaders can influence and use to influence other contexts 

(IP06). A survey participant referred to strong relationships as a “fundamental building block”. 
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One survey participant said that their historical experience with the MoH negatively affected the 

time and value their senior leaders placed on the SLM programme. Another (IP06) said that 

history affected culture and practice, while the long legacies from how health and social care 

professionals have worked historically makes it difficult to change the culture; “so it’s about 

learning to trust each other and to work in harmonious collaboration” (IP06). Participants 

reported that high-trust relationships take years to develop and sustained trust efforts are 

needed to nurture and sustain these.  

Participants agreed that when local relationships were of high trust, it was much easier for DHB 

senior leaders to practice a distributed style of leadership in the Alliance. Where trust was missing 

or where mistrust was present because of negative history of working together, the relationship 

between senior leaders of DHBs and PHOs was one of ‘master-servant’. 

Participants said that trust between senior operational and clinical leaders was crucial to the 

success of any LST initiative. Trust was gained with clinical leaders when they were given the 

tools, were involved in the design of solutions and saw their solutions being implemented. This 

empowered clinicians to improve the system they work in (IP02). Top-down approaches were 

seen as compliance exercises and led to health care professionals being cynical of or disengaging 

from future LST initiatives.  

The key mechanisms triggered by a history of working together that influence the successful 

implementation of LST initiatives and the outcomes that follow are summarised in Figure 11.1.  

 

Figure 11.1: CMO theory - History of working together 
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11.3.2 Distributed leadership from DHBs  

While the distributed leadership style from DHBs was an intermediate outcome produced by a 

history of working together (C) in the presence of trust among senior leaders (M), participants 

also identified distributed leadership as a key local context. Participants said that transformative 

change needs a leadership that is much more collaborative, and leaders that are not 

organisationally focused, but are system- and outcomes-focused. This nurtures partnership and 

high-trust relationships and people do not feel threatened by the size of the organisation (such 

as the size of DHBs or PHOs) or funding (IP09).  

Participants said that Alliances provided a key policy mechanism through which DHBs 

demonstrated a distributed leadership style.  

Many workshop participants debated that the distributed leadership should extend beyond the 

health system to social care partners such as the Ministry of Social Development and the Accident 

Compensation Corporation. However, in the end they agreed that this was dependent of the 

maturity of local Alliances and local relationships and that there was much to improve within the 

health system first.  

Mechanisms 

The explanation for how distributed leadership works emerged from research participants who 

said that people feel less threatened with distributed leadership as they see evidence of power 

being shared equally and this has a ripple effect of building trust and commitment among Alliance 

partners. 

All workshop participants unanimously agreed that distributed leadership sustains and nurtures 

trust and commitment among health system providers in the district because it provides an 

opportunity for equal power at the decision-making table rather than the power sitting with the 

larger organisations because of their size or the funding they bring to the table. Eighty percent 

of survey participants either agreed or strongly agreed that distributed leadership built 

commitment among the Alliance partners.  

A distributed leadership style led to a collective approach to the implementation of LST initiatives 

that is ‘best for the system and best for the patient’. This was supported by survey participants 

who said: 

Building trusted equitable relationships across the local health environment and 

using a collective impact approach with participants so that all parties have equal 
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power at the decision-making table, rather than the party with the funding. 

(survey participant) 

True partnership rather than a DHB big brother approach dominating - trust in 

PHOs and trust in clinicians. (survey participant) 

The quality of relationships built by presence of trust extended beyond DHBs and PHOs, which 

are the two largest providers in the health system, to other small community-based health 

services providers, and most importantly to local communities and the Iwi. One interview 

participant (IP06) said that where there was deep rooted mistrust, no matter how much effort 

or money you threw at it, LST initiatives would not succeed. 

Participants from the workshop and the survey said that, as the organisation that receives the 

majority of the health funding and the inherent power that comes with it, trust must be given 

first by senior leaders of DHBs to other providers in the health system. This action sets the tone 

for relationships in the district; whether it is one of ‘master-servant’ or of equal partners. 

The DHB has to trust. It can’t sit there and say, well, I will trust you when you 

behave in a trustworthy way. It actually has to say, okay, we’re going to trust the 

system, and then work with it. That one action will change a whole heap of 

dynamics. (workshop participant) 

The non-health interview participant (IP10) emphasised the importance of trust in relationships 

to rely on people in the system to do their jobs. One of the workshop participants who was a 

senior leader from a DHB described their deliberate strategy to build their local health system 

based on trust through distributed leadership.  

We deliberately set out to build a system based on trust. It was a deliberate action. 

It wasn’t by a chance. It was actually a strategy to build a system based on trust. 

(senior DHB leader - workshop participant) 

The distributed leadership style from DHB senior leaders to an Alliance fostered commitment 

from senior leaders (both operational and clinical) to take a collective approach to the 

implementation of LST initiatives. This meant working beyond their organisational and 

professional boundaries towards a shared vision and goals with a sustained commitment, even 

though the results of LST initiatives cannot be seen in the short-term. Participant IP02 described 

commitment, from their experience as the chair of an Alliance leadership team, as: 
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...working beyond and throwing the boundaries of the organisation that you work 

for and are employed by, such as a DHB or a PHO when going into the room, or 

throwing away the boundaries of the particular area of clinical practice that you 

happen to hail from, and going into to work in the Alliance with the whole of 

system approach, essentially. (IP02) 

One participant (IP08) highlighted that often system leaders try to draw boundaries in the 

system; to wrap their arms around it to control the system. This inherently does not work in a 

complex adaptive system where the boundaries are blurred, and a collective approach allows 

system leaders to understand the different players and factors, and dynamics between them, 

which leads to system leaders “guiding the system and not controlling the system” (IP08).  

Participants stated that strong and courageous leadership was required to demonstrate 

commitment, which had the power to change the priorities and perceptions of those in the 

system. When staff were clear on the vision and goals they were trying to achieve, they used 

these to prioritise their work and felt confident to do things differently and work beyond their 

organisational and professional boundaries to achieve the vision and goals (IP06, IP07, IP09 and 

workshop participant).  

In theory, evidence and data will drive change - if people see the issues and needs 

clearly identified, then they will do the right thing. In practice, there is lots of patch 

protection and managers don't show enough bravery or leadership to break down 

barriers across organisations. (survey participant) 

We just need to have the spine and the courage and just keep going and not bottle 

it and revert back into the old ways. (IP06) 

Through the use of a distributed leadership model, system leaders were able to develop and 

agree on a shared vision and goals. The shared vision and goals gave system leaders a collective 

burning platform for transformational change and to collectively attempt to resolve financial 

pressures, understand the national policy and political contexts, and improve health service 

delivery rather than individually or within their own professional discipline. Resources for LST 

initiatives, such as the SLM programme, were able to be prioritised and aligned to achieve the 

shared vision and goals.  

A vision for the district required DHBs to recognise the system and actors outside the hospital 

and focus on the contribution of the whole health system to the shared vision and goals. Several 
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survey participants reported that a desire to retain power and control by senior DHB and PHO 

leaders and a focus on the hospital by DHB senior leaders hindered the progress of the SLM 

programme.  

Person-specific desire to retain power and control by one key partner. Very slow 

to start with and not accelerated until change in DHB leadership. (survey 

participant) 

Participants also highlighted that the complex adaptive nature and history of changes in the 

health system can cause change fatigue and a resistance to change (IP08 and workshop 

participant). An agreed shared vision and goals that are clearly communicated by senior system 

leaders and that capture the hearts and minds of actors in the system is needed to overcome the 

inertia in the system, which is powerful in blocking LST initiatives.  

You have to have focused leadership. You need to communicate the end goal, 

what you’re actually trying to achieve. It’s not always just about the project. And 

then work that and communicate that to your team. Just having that clarity of 

communication, which is absolutely vital. (IP10: non-health interview participant) 

The key mechanisms triggered by a distributed leadership from DHBs that influences 

successful implementation of LST initiatives and the outcome that follows are 

summarised in Figure 11.2. 

 

Figure 11.2: CMO theory - Distributed leadership from DHB leaders 
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11.3.3 Maturity of Alliances 

Participants said that Alliances were an “extremely powerful mechanism” (IP02) for bringing key 

system partners round the table to deliver co-ordinated and integrated health care and one that 

is responsive to health needs of the local population. Although Alliances were introduced as a 

policy mechanism, the alliancing way of working depended on the interactions and relationships 

of Alliance partners, which drove their reasoning and behaviour, which in turn influenced the 

success of Alliances. Participants identified that this reasoning and behaviour contributed to the 

maturity of Alliances, which influenced implementation of LST initiatives. 

A survey participant identified that the lack of an Alliance in their district hindered the 

implementation of the SLM programme. Another said that individual personalities, lack of agreed 

governance, and unclear leadership and accountability affected the success of the SLM 

programme in their district. Both participants said that this resulted in a lack of leadership and 

joint decision making. 

It made the process difficult in terms of identifying who the right people around 

the planning table should be. (survey participant) 

According to participants, mature Alliances have common features of: broad membership that 

brings perspectives from the whole system including communities and Iwi; clearly defined roles 

of Alliance members; a clear decision-making framework; an independent chair; dedicated 

resources; and a clear mandate and governance structure for the Alliance. However, one of the 

participants who works as a consultant with DHBs to integrate hospital and primary care services 

(IP07) said that maturity required more than the structure and key processes and relied on 

relationships and working as a community towards a shared vision. These features were also 

identified by workshop participants in the maturity matrix for an alliancing way of working. 

Another participant who had experience as a chair of an Alliance (IP02) said that maturity of an 

Alliance relied on all members of the Alliance committing to the principles of the Alliance charter, 

as well as a distributed leadership model, a positive history of working together, high-trust 

relationships between senior leaders of DHBs and PHOs, a commitment to delivering a patient-

centred health service and a commitment to meeting obligations of Te Tiriti o Waitangi. 

… if you don’t have those key people there at each meeting and absolutely 

committed to discussions, it becomes extremely frustrating. (IP02)   



Kanchan M Sharma  206 

Participants said that less mature Alliances lacked a whole-of-system approach; sharing of data 

and intelligence; and a shared vision and goals. This led to each provider working to their own 

priorities or agenda.  

Mechanisms  

According to research participants, mature Alliances did not trigger the mechanisms of high trust, 

shared vision and goals and commitment. Instead, these are pre-requisite enabling contextual 

factors for an alliancing way of working. In the presence of these enabling factors, Alliances are 

more cohesive and resilient, which helps them navigate through disagreements, deal with 

emerging issues, overcome changes in senior leadership roles and Alliance membership, and stay 

focused to the shared vision (IP09). 

Survey participants said that districts with mature Alliances were more successful with the 

implementation of the SLM programme as they had established relationships and Alliance 

members were used to taking a system-wide view. They were able to set up lower level structures 

in the form of steering groups and champions for each system level measure and Alliance 

members took ownership of their role in meeting improvement milestones for the measures. 

There was an overall buy-in to the SLM plan and the measures. This buy-in made the programme 

more sustainable in their districts. 

We also set up a steering group for the development of the SLM programme and 

identified champions and leads for each. Each organisation took ownership of its 

role with meeting the measure. (survey participant) 

The key mechanism triggered by maturity of Alliances that influences successful 

implementation of LST initiatives and the outcome that follows are summarised in Figure 

11.3. 

 

Figure 11.3: CMO theory - Maturity of Alliances 
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11.3.4 Capacity and capability 

Capacity and capability emerged as important contexts for implementation of LST initiatives and 

participants identified two key elements critical to these contexts: integrated health information 

and analytic capability (as discussed earlier in Chapter 9). The presence of these elements 

enabled those in the system to turn data into knowledge, identify gaps, test new solutions, 

promote success and develop action plans to address health inequities. Two survey participants 

said there was a lack of capacity and capability at the national level to support system-wide 

change. There was difficulty in getting timely national level data and some of the data is not 

consistently captured. 

Participant IP07, who worked with many DHBs as a consultant, used the sliding puzzle analogy to 

describe capacity: where one free space is needed to move tiles along to get them in the order. 

Tiles in the puzzle cannot be moved around without the free space. Similarly, DHBs and PHOs 

must create resources that can float around and across organisations and upskill these people in 

change management. Another participant said that “there has to be specific allocation of the 

necessary resources to innovate, to do things differently. Usually people are forced to try to do 

this from the corner of their desk and it doesn’t work” (IP08). A few survey participants identified 

the lack of dedicated analytic resources, skilled project or programme managers, budget, and 

evaluative processes as important contexts that influenced implementation of the SLM 

programme in their district. 

Participants said that sometimes capacity is about freeing up frontline health care staff so they 

can participate in LST initiatives. One of the interview participants (IP02) and a workshop 

participant highlighted that for privately employed clinicians, this includes reimbursing them for 

their loss of income and costs such as backfilling with a locum and travel to meetings; it also 

meant having short meetings and at times suitable for clinicians to attend, for example in the 

evenings rather than during clinic hours. A survey participant said that the time available to 

engage collectively by senior leaders and managers in the identification of improvement activities 

in the SLM plan was limited. This led to activities being proposed by those facilitating the 

development of the plan rather than being developed by clinical leaders following discussion with 

frontline workers. This may have resulted in less ambitious actions than would have been chosen 

otherwise. 
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One survey participant highlighted that the capacity and capability of DHBs vary and that smaller 

DHBs lack sufficient capacity and capability to implement LST initiatives. This is exacerbated by a 

lack of awareness by some PHOs and DHBs about how limited their capacity is (IP01).  

System leadership capacity, capability and consistency at political, policy and delivery levels were 

identified as important contextual factors for implementation of LST initiatives. System 

leadership capacity and capability facilitate “sharing of information to think about the priorities 

for that subregion, region or national than local” (IP03). It also helps overcome historical 

grievances such as organisational reforms involving ‘top-down’ attempts to merge DHBs, DHB 

planning and funding units or health services and supports and mentors clinical and operational 

leaders to bring the “relational capital” (IP03) that is so critically important back into the system.  

We need to ensure that we’re supporting those leaders and setting the right 

expectations around what it means to be a leader of the system. (IP03) 

Participants said that continuity of leadership in the time scale that is needed to create the 

circumstances and conditions for transformational change was difficult in the health system. 

Frequent changes to leadership disrupted LST initiatives through changes in policy and direction. 

The interview participant from Scotland talked about disruption to LST initiatives caused by 

changes in legislation. 

I think it’s very difficult to nurture transformational change in a system where 

you’ve got very frequent changes of administration with a 360 or 180 degree turn 

in some of the directions and some of the legislation, and some of the levers you 

can pull. (IP06 – interview participant from Scotland) 

A lack of system leadership capacity and capability stops the health system from growing or 

advancing as a system and impacts on the performance lift needed or desired (IP03).  

Some participants from New Zealand and overseas (IP06, IP07, IP08 and IP09) suggested that in 

rural and remote settings, where health services are delivered by a small number of providers 

with limited capacity and capability, more effort is made to build high trust relationships so that 

different health system providers can work together effectively to deliver high quality health care 

to the population.  

I think in a lot of our rural and remote areas, although they have their own 

challenges because they don’t have the same access to services, which is in itself 
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another issue, but they also have quite strong relationships because the Royal 

Flying Doctor Service is the only service coming in and they don’t have a doctor but 

they have a paramedic and they have a nurse. You automatically have to work as 

a team even though you’re covering an area this big. (IP09 – interview participant 

from Australia) 

Participants said that the culture in rural areas was different to that in urban areas. There is a 

stronger sense of community in rural areas and health system staff work beyond their 

organisational boundaries to deliver a patient-centred service, as a New Zealand participant said:  

If you work rurally, everybody seems to go the extra mile, they all have a common 

purpose which is to keep those people well and they go beyond their normal 

existing boundaries. (IP07) 

Conversely, in urban settings, where there was more capacity and capability, the need or vigour 

is not there to invest in long-term relationships or to consider the disruption to patients’ lives as 

they live closer to hospitals and have better access to ambulance services (IP07). Overseas 

participants in particular who had led transformational change in health systems suggested that 

urban health services could learn from remote health services when implementing LST initiatives. 

What we find in British Columbia, and I’m guessing it might be true in New Zealand 

as well is that there are very different cultures in rural context than in urban 

context and it’s much easier to get the kind of collaboration that’s necessary, get 

all the key players around the table in the more rural settings, so that in the urban 

settings the critical thing is to look at the structural and the political context and 

try to understand how that’s either facilitating or getting in the way of 

transformative change. (IP08 – interview participant from Canada) 

Mechanisms 

My initial proposition was that when the system leaders recognise the importance of capacity 

and capability needed for implementation of LST initiatives, they were more likely to invest in it. 

Participants confirmed this proposition to be true. Eighty-six percent of survey participants either 

agreed or strongly agreed that senior leaders were more likely to invest in capacity and capability 

if they understood and valued the use of data and evidence. Participants said that the recognition 

of and investment in capacity and capability by the system leaders contributed to the system’s 

readiness for change (IP05 and IP08).   
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Workshop and interview participants provided richer explanations of how capacity and capability 

influenced the successful implementation of LST initiatives. Analytic capacity and capability 

enabled a deeper understanding of variations in health care provided, which empowered 

clinicians to engage in system improvement and system leaders to think beyond their unit, 

department or organisation and more about the whole system.  

Close to 73% of survey participants either agreed or strongly agreed that the DHB analytic 

capability enabled Alliance teams to better understand the variations in health care provided to 

their population and address health inequities for Māori and other high priority populations. 

Eighty-eight percent of survey participants either agreed or strongly agreed that use of data and 

evidence led to stronger clinical engagement in the identification and implementation of quality 

improvement activities at the district level. Further, 90% of survey participants either agreed or 

strongly agreed that when health care professionals saw the value of integrated health 

information, both for themselves and their patients, they were more likely to share patient level 

data across the system. The capacity and capability for improvement empowers clinicians and 

brings them to the table to improve the system (IP02 and IP06). Participant IP06 talked about the 

‘power of data’ to bring clinicians together and using data to enable reflective practice, including 

patient and carer feedback and experience data: “the power of stories - that really brings 

clinicians to the table” (IP06). The analytic capability enables transformation teams to ask the 

right questions and use data both as a ‘rear-view mirror’ and to predict future demands. 

One participant (IP03) talked about the effect of system leadership capacity and capability that 

enables leaders (both clinical and operational) to think beyond their own unit, department or 

organisation and more about the system and which is currently lacking in the New Zealand health 

system. With the vast amount of health data available, a lack of system leadership can overwhelm 

DHBs on how to use this information to ensure that LST initiatives are contributing to the shared 

vision and goals (IP05). System leadership capacity and capability enables DHBs to identify and 

share the analytic capacity and capability needed to achieve the shared vision and goals.  

Participants said that constant organisational reforms added to change fatigue and inertia in the 

system and identified these as constraining and disrupting LST initiatives. One of the 

consequences of constant organisational reforms is a high turnover of staff, in particular senior 

and middle operational leaders who often championed LST initiatives. The loss of institutional 

knowledge and disruption diminishes the system leadership capacity and capability. 
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The key mechanisms triggered by capacity and capability that influence successful 

implementation of LST initiatives and the outcomes that follow are summarised in Figure 11.4. 

 

Figure 11.4: CMO theory - Capacity and capability 
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One participant (IP08) said that creating population level change takes several years and it is 

difficult to show short-term impact and therefore, finding the right balance between 

accountability and continous improvement can be difficult. Instead, continuous evaluation or 

‘developmental evaluation’ that is more fluid is needed for “revamping of the strategy as you go 

forward” (IP08). Others reinforced the importance of processes such as the plan-do-study-act 

cycle and constant feedback loops that are crucial for the successful implementation of LST 

initiatives.  

Mechanisms 

Feedback from participants emphasised that senior leaders’ sponsorship influenced the time 

commitment and the local policy environment, which subsequently affected activities and 

outcomes. While small-scale change efforts can be supported by middle managers and frontline 

health care professionals, LST initiatives require recognition, support and visibility from senior 

system leaders. One participant said: “you have to have buy in at the very highest level” (IP08). 

Where senior leaders do not have an understanding and appreciation then they are likely to 

sabotage or underappreciate or fail to adequately to support the grassroots innovation that is 

critical to success (IP08). However, participants saw my initial proposition as an important 

enabling contextual factor and not a mechanism that is triggered in the continuous improvement 

culture context. 

Instead participants expressed the view that culture of a ‘permissive’ environment from senior 

leaders of system, including the MoH, made staff feel safe to try new initiatives in collaboration 

with other parts of the system and feel supported and encouraged without the worry of failure 

or blame. A ‘permissive’ environment is where senior system leaders actively support a 

continuous improvement approach. 

Transformation works where you have a culture of continuous improvement. 

(IP12: non-health participant) 

Rather than a pass or fail approach that goes with accountability, a continous improvement 

culture is about establishing “safety rails” (IP04) and allowing organisations to operate within 

those margins and providing them with support and mentoring that will build a learning system 

(IP03 and IP04). 

Actually, giving permission for organisations to be open about the fact that they're 

not actually achieving as much as they want to and give them some support or 
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give them some flexibility for change. Come back to that point about the safety 

rails. (IP04) 

Furthermore, continuous improvement culture allowed organisations to embrace critique and 

look to improve their performance (IP03). 

The key mechanisms triggered by a continuous improvement culture that influences successful 

implementation of LST initiatives and the outcome that follow are summarised in Figure 11.5. 

 

Figure 11.5: CMO theory - Continuous improvement culture 
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11.4 National contextual influences from the research 

This section discusses macro level contexts that influence a district’s ability to successfully 

implement LST initiatives. I theorised that the use of ‘new power’ values of collaborative design 

with a continuous improvement approach and implementation through Alliances positively 

influenced implementation of the SLM programme because it enabled a buy-in from the sector, 

which made the programme sustainable.  

In addition to my initial proposition, participants identified several additional contexts at the 

macro level that influenced successful implementation of LST initiatives. These are discussed in 

the next section. 

11.4.1 ‘New power’ approach to design and implementation of the LST initiatives 

Participants provided further explanations on how the use of ‘new power’ approach positively 

influenced successful implementation of LST initiatives. Further, it revealed how the ‘new power’ 

and ‘old power’ approaches can work against each other to constrain successful implementation 

of LST initiatives. 

A survey participant said that the co-design workshops for the SLM programme, governance, 

training, communications and financial incentives were enabling contextual factors for the 

programme. 

Workshop participants cited the use of ‘new power’ values of time, commitment, and the 

collaborative way of working with the implementation of the SLM programme, which had created 

high-trust relationships, as a motivation to prioritise their participation in the research 

workshops. 

The other reason I am here is because it’s payback for both of you because you 

stuck at it, you enabled it, you made it work, you enabled us to do it the right way, 

which frequently doesn’t happen with Ministry-led projects. But you enabled us to 

actually build this programme in the right way. (Senior DHB leader at the 

workshop) 

A few survey participants said that the ‘new power’ approach created a disconnect between the 

SLM programme and the district annual planning processes, which used the traditional ‘old 

power’ approach. This created confusion at the district level as to how the SLM programme fitted 

in with other national strategic and operational plans and the continued need for multiple 

planning documents. One survey participant said this led to a disintegrated approach and less 
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buy-in at the senior leadership level in their district. Others said it led to a lack of visibility, a lack 

of a shared understanding of the purpose of the SLM programme, a lack of integration into the 

DHB annual planning processes and a lack of credibility for the SLM programme. 

Mechanisms 

The explanations from participants highlighted the tension created in the system with the use of 

both ‘new’ and ‘old’ powers. The tension was created by a lack of understanding about system 

accountability and performance improvement by senior system leaders and their leadership style 

to respond to these two demands of the system. 

Participants said that the ‘new power’ approach with the design and implementation of the SLM 

programme increased engagement from Alliances as there was a recognition that the 

programme was new and that districts would not always get the expected results:  “we were 

trying a new approach and would not always get it right or get the results we expected” (survey 

participant). The ‘new power’ approach generated buy-in from senior system leaders and 

implementers, which builds confidence in them to be innovative and do things differently, 

leading to sustained engagement with implementation of LST initiatives. In saying that, demands 

of system accountability that predominantly uses an ‘old power’ approach can undermine ‘new 

power’ values of distributed leadership and shared commitment towards common goals.  

The key mechanism triggered by a ‘new power’ approach to design and implementation of LST 

initiatives and the outcome that follows are summarised in Figure 11.6. 

 

Figure 11.6: CMO theory - 'New power’ approach to design and implementation of LST initiatives 
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One interview participant (IP08) said that the Minister of Health is an elected official and not a 

professional position and therefore is driven by the culture of representative democracy rather 

than innovation and transformation. This means that they may not be engaged or supportive of 

LST initiatives that cannot show short-term improvements. Therefore, participants believed that 

it is important to create leadership at the highest level so there is a distinct leader who is 

responsible for making the change and who can work in parallel with those who are responsible 

for implementing the change. This person needs to be reporting to the Minister of Health or 

similar with a degree of independence and the freedom to really be innovative and to do things 

differently (IP08). Secondly, it is important to have a forum such as a high-level think tank that 

can link different levels of policy from the executive to the frontline to facilitate national policy 

leadership to create a shared vision for the system and provide thought leadership on 

understanding the context before initiating transformative change. The interview participant 

from Canada warned against the short-term initiatives and referred to pilot studies as “the kiss 

of death for transformative change” (IP08).  

Mechanisms 

Participants said that New Zealand’s three-year election cycle means that there is a short-term 

focus that mirrors the election cycle, which causes rapid change in national policies and budget 

packages. Participants (IP04, IP12 and workshop participant) said that this rapid change creates 

instability in the national policy environment as national policies follow the election cycle and 

the incoming government sets the performance and improvement agenda. When a government 

is elected, they spend the first year to come up to speed and take a steady approach in the third 

year in the lead up to the next election. This leaves the second year, or commonly referred to the 

‘year of the delivery’, when most change happens with typically in health and education that are 

two of the key areas with most reforms (IP04). The short-term focus hinders the health system 

from having a long-term planning strategy and commitment and LST initiatives are disrupted. 

Two interview participants (IP08 and IP10) talked about the importance of having a long-term 

planning strategy that is more than 20 years, with a focus on how the system might keep up with 

and develop to ensure it can meet increasing capacity demands.  

The interview participant from the construction industry (IP10) said taking into consideration the 

rate of capacity demand for hospital services is important when constructing new hospitals. A 

10-year horizon means that by the time the hospital build is finished, there are only about three 
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years left to use that hospital before it reaches that 10-year capacity and then plans for expansion 

starts again. A 20-30-year view would allow the hospital to keep up with the capacity demand. 

One interview participant (IP06) mentioned another effect of short-term focus is the change in 

personnel holding key leadership roles in the health system, such as the Director General of 

Health, the DHB Board Chairs and the Chief Executives, all of which have an impact on the 

system’s leadership, direction and priorities. Workshop participants talked about the change 

fatigue that comes with constant change in the national policy environment and the key national 

leadership roles. This constant change often leads to additional priorities or projects to deliver 

on. Participants said in the current accountability environment, the MoH makes it extraordinarily 

difficult to stop work programmes. A survey participant said that an overload from other areas 

means less time for the “good stuff like the SLMs”. 

We’ve got all this stuff already and now this is another thing to do and we never 

turn anything off. (workshop participant) 

The constant change also creates resistance to change or inertia in the system.  

When you’re dealing with a large system that’s been in place for a long time it’s 

very hard to get people to want to change. (IP08)    

One of the non-health interview participants (IP12) talked about health system lacking a clear 

strong foundation with key public health objectives that are based on evidence, for example, 

immunisation rates, water fluoridation, information management principles and standards of 

clinical practice. If the health system had agreed key objectives for the system, informed through 

an appropriate governance model, then it becomes harder for the incoming Minister of Health 

to challenge these and disrupt LST initiatives underway in the system. This will enable the system 

to have a long-term focus that is enduring to change in governments. The workshop participants 

supported this view and discussed ways of divorcing the health system stewardship from the 

“whims of ministers or the colour of the party”, such as the upcoming reform from the Health 

and Disability System Review commissioned by the government. They went on to say that the 

senior leadership at the MoH had an important role with the advice that is provided to the 

incoming Minister of Health. They emphasised the need for better transparency about the advice 

provided to Ministers and their response to it. This transparency creates trust between the MoH 

and parts of the health system, especially with DHBs. 
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The workshop participants and an interview participant (IP07) said the collaborative or 

competitive behaviour that follows the government of the day inadvertently sets the tone on 

how funders and providers behave, and whether they collaborate or compete for resources 

available. This significantly influences the alliancing way of working, which deliberately intends 

to remove competitive behaviours and nurture a collaborative way of working. It also affects the 

alignment of policies and agendas with other government agencies such as The Treasury, the 

Commerce Commission, the Ministry of Social Development, Oranga Tamariki and the Ministry 

of Business, Innovation and Employment. These organisations have different philosophical 

underpinnings to their policies and agendas but significantly influence health policies and the 

way health services are designed and delivered. For example, a couple of workshop participants 

discussed their experience with the Commerce Commission, which sets procurement rules that 

are based on patients having a choice in seeking health services. This leads to competitive 

behaviours among small health providers as they compete for contracts rather than working 

collaboratively to share resources and deliver what is best for the patient. This also has an impact 

on how health services are structured and procured by DHBs, who, while following procurement 

rules, also strive to offer high-value health care for their population and sustaining financial 

viability of their small community providers.  

There were three contexts identified in the political environment that influenced successful 

implementation of LST initiatives. The key mechanisms triggered by these contexts: the election 

cycle, the national policy leadership and government ideology, and the mechanisms triggered 

and the outcomes that follow are summarised in Figure 11.7. 

 

Figure 11.7: CMO theories - Political environment 
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11.4.3 Media bias 

Workshop participants identified media bias as a national context that influenced system 

leadership culture and political priorities. They discussed the influence of media, which reports 

on “sexy stuff that tends to happen in hospitals”. This encourages the government and system 

leaders to use a transactional quality assurance approach where improvement has a direct 

attribution to an outcome or outcomes and can be reported in numbers and performance league 

tables. Participants discussed media reports when national health targets were being publicly 

reported and the impact of these. In some districts, this approach affected funding decisions 

where funding was directed to areas responsible for health targets at the expense of others. 

Participants also discussed the media being used by powerful lobby groups as a platform for their 

agendas, which then influences political priorities such as focus and funding for one part of the 

system, professional group, or a health condition. The establishment of the cancer control agency 

was cited as a recent example. 

Mechanisms 

Participants expressed the view that media influence fosters a blame culture where senior 

leaders are blamed and shamed in national media for failures in the system. This culture leads to 

a risk-averse approach by senior leaders where failure to meet national quantitative goals or 

measures is perceived as a failure of their leadership for which they are held accountable, with 

public reprimand or loss of their jobs. This approach suffocates the concept of a learning system 

and an aversion to LST initiatives that are not aligned with political priorities of the day and where 

results may not be visible in the short-term. 

Media’s underlying assumption is all about the transactional QA type of approach. 

If something goes wrong, it’s somebody’s fault and they need to be kicked, sacked. 

(Workshop Participant) 

The key mechanism triggered by a media bias that influences successful implementation 

of LST initiatives and the outcome that follows are summarised in Figure 11.8. 

 

Figure 11.8: CMO theory - Media bias 

C
o

n
te

xt Media bias

M
ec

h
an

is
m Fosters a blame culture 

that suffocates the notion 
of a learning system 

O
u

tc
o

m
e Senior leaders do not 

support or engage in LST 
initiatives



Kanchan M Sharma  220 

11.4.4 Health system leadership 

The health system leadership was identified as an important and significant national context that 

influenced the successful implementation of LST initiatives. Some of this has been discussed 

above in relation to the political environment. Additionally, the MoH’s leadership style with 

system partners, in particular DHBs, determines the relationship between these two significant 

parts of the health system. Workshop participants said that a command and control style erodes 

trust while a collaborative or distributed leadership style builds trust and relationships. 

Mechanisms 

Participants stated that presence of a collaborative leadership fosters collective leadership from 

across the health system that enables the MoH to work with other senior leaders of the system 

to determine the shared vision or communicate the vision of the government. A shared vision 

helps to set consistent performance expectations for the whole system, which includes how the 

MoH monitors performance of the system beyond the DHB bottom line (overall financial 

position). A lack of shared vision drives the many organisations in the system to work to their 

own agenda or priorities. Fostering collective leadership is an important mechanism to support 

successful implementation of LST initiatives through facilitation, harnessing and sharing of 

capacity and capability, and supporting the MoH to incentivise improvement efforts. This also 

builds system leadership capability and facilitates collaborative learning. With strong collective 

leadership, the system has a better chance of managing emerging issues and uncertainty in the 

system and building a strong foundation that can influence political priorities and the media 

(IP12). System leadership capacity and capability also provides a mechanism to support the 

notion of a learning system (IP03). 

Several participants (IP03 and IP06) talked about the variable capacity and capability in 

leadership across the system and the need for deliberate investment in the system leadership 

capability. This includes the MoH embracing the improvement function, setting the right 

expectations around what it means to be a system leader, and then supporting those leaders. 

Having PHO Chief Executives alongside DHB Chief Executives would break down some of the 

barriers and provide an opportunity for local systems to learn together and create ‘communities 

of interest’ that share knowledge and offer peer support and mentoring. Participants said that 

these ‘communities of interest’ cannot be left to happen organically and need careful 

management because if not done well, there is a risk that the attempt to create these 

communities will be perceived as a command and control from the centre. The interview 
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participant from Scotland described their experience of setting up a joint improvement team that 

brought together people with different sectorial expertise who understood the complexities of 

leading LST initiatives. The joint improvement team became a learning collaborative for their LST 

initiative. 

One interview participant (IP03) emphasised the importance of supporting and celebrating 

innovation, which supports the culture of continuous improvement and creates the conditions 

for collaborative learning among agents in the health system. The participant said this leads to 

building leadership capability in the system and breaking barriers between senior leaders of 

health providers, for example between DHB and PHO Chief Executives. It also gives ‘permission’ 

for health providers to invest, support and celebrate innovations and LST initiatives in their 

districts and share with their peers and colleagues across the system. The participant talked 

about the national health innovation awards that celebrated local innovations from across New 

Zealand, which brought people together to share their learning and supported the notion of a 

learning system. Another interview participant (IP07) discussed this at length and said that 

service improvements are often seen as “woolly and soft” and a nice to have “when the DHB 

bottom line is sorted”. They went on to discuss the unique role of the MoH, similar to that of DHB 

planning and funding units, which is information rich but not active in using the information to 

support system improvements.  

Participants said that the absence of a national improvement forum deprives professional 

development of key leaders in the system and impedes collaborative learning. One overseas 

interview participant (IP08) strongly recommended that New Zealand, as “a necessary first step”, 

created a leadership programme specific for health system leaders. 

The key mechanisms triggered by the health system leadership that influence successful 

implementation of LST initiatives and the outcomes that follow are summarised in Figure 11.9. 

 

Figure 11.9: CMO theory - The MoH leadership 
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11.4.5 Funding environment 

Participants discussed the impact of the funding environment on the successful implementation 

of LST initiatives and that it presents constraints and opportunities. The funding environment is 

an important context for the health system as most of the health care system is funded from 

general taxation.  

Participants had conflicting views about the use of incentive payments as a policy mechanism for 

implementation of LST initiatives. Participants reported that the incentive funding for PHOs in 

the SLM programme created tension and mistrust between DHBs and PHOs. A couple of 

participants were critical of the financial incentive available to the PHOs when the governance 

responsibilities were held at DHBs. Further, there was a lack of transparency on how PHOs used 

the incentive funding to benefit the programme. One survey participant suggested that the 

funding needed to be placed with DHBs to be used as seed funding for innovative projects 

focused on improving equity for Māori. The survey participants said that the PHO incentives 

meant that some DHBs did not own the SLM programme or see it as a partnership. Instead these 

DHBs saw the SLM programme as a primary care performance programme and continued to 

focus on the hospital and its deficit rather than the system. 

The participant from Scotland (IP06) talked about their use of a nationally held change fund to 

support transformation initiatives at the local level. The change funding provided to the local 

health and care partnerships was complemented with improvement support from a joint 

improvement team. According to the participant, it was the combined model of funding and the 

improvement support that made their transformation programme successful. 

One interview participant (IP04) said that the issue with funding is there can be unintended 

consequences. Some system leaders are very quick to try and implement funding-related 

changes and use funding as the main lever that they can pull to influence system transformation, 

only to find that through unintended consequences or through various other elements, that 

funding either is not taken up, or it is taken up and spent in the wrong way or not in the way it 

was intended to be spent.  Funding is a key enabler, but it needs to evolve and work with the 

transformative change and it should not to be taken for granted that funding will always create 

a catalyst for change (IP04).  

Mechanisms 

Understanding the system financial and accountability contexts triggered important mechanisms 

for successful implementation of LST initiatives.  
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Participant IP06 shared their experience where the challenging financial agenda coupled with 

increasing demand for health services was a powerful motivator for innovative thinking and for 

system leaders and staff to think ‘outside the square’ (IP06). The participant talked about the 

continuum of financial context: from a “time of plenty” where everyone is comfortable and there 

is no reason to change and status quo is maintained, to a really difficult financial situation where 

everyone protects their own budget, are defensive, micromanage and “count every penny”, not 

change and “just stay on the bike”. It’s when it gets beyond the latter stage of “beyond fixable 

with efficiencies and performance micromanagement” that disruptive innovations start. Leaders 

and staff understand that doing the same more efficiently is not going to be enough, that 

something radical is required. This provides the burning platform for transformation to take root 

and brings the political and the system leadership together to create conditions for 

transformational change to happen. 

Participants highlighted that sometimes natural disasters provided the burning platform for 

transformational change and provides the lever of “let’s not waste this opportunity for a kind of 

almost step change in practice or behaviour” (IP06). Events such as an earthquake or a storm 

blowing the roof off a hospital can be great catalysts for changes, such as shifting services away 

from hospital to community or people’s homes, reducing the size of the hospital, the use of 

technology to provide health services, and more imaginative multi-skilled interdisciplinary teams 

working with health care professionals to the full scope of their roles. 

The key mechanisms triggered by the funding environment that influences successful 

implementation of LST initiatives and the outcomes that follow are summarised in Figure 11.10. 

 

Figure 11.10: CMO theory –Funding environment 
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11.4.6 System accountability environment 

Participants were strong in their opinion that current system accountability arrangements, which 

focused on a small set of financial and performance measures significantly hindered 

implementation of LST initiatives in the health system because the focus of leaders remained on 

achieving this small set of measures. The workshop participants and the interview participants 

(IP02 and IP03) talked about the traditional financial monitoring frameworks that are national 

template driven, output based and focus on DHB financial position. This approach led to 

transactional relationships in the health system. 

The current accountability arrangements have also led the system to be provider centric, rather 

than patient- and whānau-centric. DHBs focus their efforts on achieving the performance and 

financial targets and neglect their commitment to their communities and Te Tiriti. 

Mechanisms 

Participants highlighted two ways in which the system accountability environment had 

detrimental effects on any transformational effort: the inability for DHBs to allocate resources 

based on intelligent commissioning; and the inability for DHBs to genuinely engage with 

communities, in particular Māori, to plan and deliver health services.  

DHBs in deficit are unable to invest in capacity and capability for improvement or do so with the 

risk of being reprimanded by the MoH, the media and political leaders and may face financial 

penalty from the MoH, or commissioners appointed by the Minister of Health. The latter have 

wide ranging powers to influence DHB governance, including the ability to replace elected and 

appointed board members, approve financial and health service delivery plans and stop LST 

initiatives. The traditional financial monitoring frameworks also affect DHBs’ ability to use 

evidence from commissioning processes to redirect funding as they have to deliver to contract 

outputs.  

The commonly expressed view among the senior operational and clinical leaders at workshops 

and interview participants working in the health system was that system accountability needed 

a refresh to shift away from a national template driven approach to one that considers the local 

conditions of DHBs and provides the flexibility for DHBs to work within defined margins rather 

than meeting national targets.  

… it’s an indictment on our health care system now that for decades we’ve not 

been able to get beyond deficit and surplus thinking as the overarching framework 

within which the health care system functions. (IP02) 
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Participants said that having margins for DHBs to operate within rather than targets change the 

conversation around accountability. If DHBs are operating within the defined margins, more 

flexibility is given to those DHBs and the conversation is around continuous improvement on the 

quality of care delivered, building learning systems and comparisons among peers. If DHBs are 

operating below the defined margins, then the conversation is one of performance management 

and taking swift action to bring performance of those DHBs back within the margins. 

A refresh in system accountability would allow intelligent commissioning at the district level and 

the use of ‘plan-do-study-act’ cycles to try new initiatives and assess if the innovation is delivering 

expected results and stop if it is not delivering. The continuous learning approach contributes to 

the maturity of the system in which a level of failure is allowed to determine future investment 

and a focus on improving health outcomes and not just financials and targets.  

Participants said that transactional relationships hindered genuine engagement with local 

communities, Māori and Iwi. This is because the priority is on achieving measures and targets 

that are important to the government or those publicly reported to avoid sanctions and penalties. 

This focus perpetuates the system being provider centric. Participant IP05 thought that there was 

both a lack of priority, and the lack of knowledge and understanding about how to engage with 

local communities, Māori and Iwi. The milestones and key performance indicators in contracts 

create a perverse incentive of achieving these within the required timeframes, which can 

sometimes lead to tokenistic consultation with communities, Māori and Iwi. The accountability 

environment does not encourage or inspire health providers to genuinely engage and reflect the 

voice of their communities in the governance and delivery of health services. This leads to a lack 

of focus on designing initiatives to achieve system transformation. 

The key mechanisms triggered by the system accountability environment that influences 

successful implementation of LST initiatives and the outcomes that follow are summarised in 

Figure 11.11. 
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Figure 11.11: CMO theory – System accountability environment 

 

11.4.7 Training of health care professionals 

The national training programme for health care professionals was identified as a key context 

that influenced successful implementation of LST initiatives. Two interview participants (IP02 and 

IP03) discussed the dual role of health care professionals in the system: one to be a qualified and 

competent health professional; and the other to be a change agent within the health system. 

Participants said that current training programmes teach health care professionals about their 

clinical speciality, such as how to diagnose and treat patients. It does not teach health care 

professionals their other job, which is to be a change agent in the system. This involves working 

collaboratively with other health care professionals, managers, and patients and communities to 

improve the quality and experience of care, which requires change management and leadership 

skills. Participants thought that if those responsible for the national training curriculum 

understood and acknowledged the dual role of health care professionals in the system, this will 

lead to changes in the curriculum and health care professionals will be better prepared for their 

role in the system as change agents.  

Change fatigue and lack of resourcing and support causes clinical leaders to disengage. Two 

workshop participants talked about their experience of clinical leaders being burnt out and “turn 

in the opposite direction” with the lack of nurturing and mentoring. Participants emphasised the 

role of professional organisations to create broader opportunities for clinical leaders to “learn 

the dark art of politics”. 

Mechanisms 

Participants said it is important that the health care professionals are aware of complexities of 

the health system from the beginning of their career and understand that providing high-quality 

health care involves co-ordinated care from across the system and not just the patient in front 

of them or their speciality (IP02 and IP03). It will help them comprehend the system dynamics 
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and constraints that contribute to funding and professional practice decisions and how to 

navigate the system to improve the quality of care (IP03). This understanding provides a 

mechanism to implement clinical leadership in practice (IP02). Workshop participants said this 

understanding also strengthens the relationship between the clinical leaders and the managers 

and enables them to work together to achieve the shared vision. 

The key mechanism triggered by the training of health care professionals that influences 

successful implementation of LST initiatives and the outcome that follows are summarised in 

Figure 11.12. 

 

Figure 11.12: CMO theory - Training of health care professionals 
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11.5 Chapter conclusion 

This chapter explained how local and national contexts influence a district’s ability to successfully 

implement LST initiatives in the New Zealand health system. While some of my initial 

propositions on contexts and mechanisms were confirmed by research participants, evidence 

from knowledge of those working in the system and leading LST initiatives provided rich 

descriptions of mechanisms that are triggered by some of the local and national contexts.  

There were five local contexts identified in this research: history of working together, distributed 

leadership from DHBs, maturity of Alliances, capacity and capability, and continuous 

improvement culture. 

Three of the local contexts were inter-related and had a ripple effect on building and maintaining 

the key mechanism of trust: a history of working together; strong relationships and distributed 

leadership from DHBs; and the maturity of Alliances. The presence of trust among senior system 

leaders (M) triggered by a positive history of working together (C) led to strong relationships and 

DHB senior leaders practising distributed leadership (O). The strong relationships and continued 

practice of distributed leadership from DHB senior leaders (C) nurtured and sustained trust 

between senior system leaders (M), and led to these leaders agreeing a shared vision and goals 

for their local system and a commitment to work towards these through an alliancing way of 

working (O). The agreement and commitment among senior leaders were enabling contextual 

factors that increased maturity of Alliances (C). Mature Alliances were able to navigate through 

disagreements, emerging issues and changes in their membership (M), which led to them being 

cohesive and resilient and providing a critical platform to successfully implement LST initiatives 

(O). The key mechanism of trust, built and nurtured over time, is a key mechanism for an 

alliancing way of working. Figure 11.13, adapted from Jagosh, et al. [179], illustrates this ripple 

effect. 
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Figure 11.13:  CMO interplay showing the ripple effect of the trust mechanism over time, adapted from Jagosh, et al. [179] 

The national contexts included the ‘new power’ approach to the design and implementation of 

LST initiatives, the political environment, media bias, health system leadership, the funding 

environment, the system accountability environment, and the training of health care 

professionals. 

Table 11.1 shows the summary of the local and national contexts, the factors that enable and 

constrain these, the mechanisms triggered and the outcomes that follow, using the realist 

analysis method adapted from Willis et al. [198]. These CMO theories form part of the 

programme architecture for successful implementation of LST initiatives and support the notion 

of a learning system by consciously and deliberately increasing the understanding of health 

system leaders and Alliances of this architecture to successfully implement LST initiatives in the 

New Zealand health system.
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Context  Realist mechanism Constraining factors Enabling factors Outcome  

History of working 
together and quality of 
relationships 

Successful with previous change 
efforts 

Presence of trust among senior 
leaders of health system partners 

'Bottom-up' approach to change 

 

Negative history of working together 

‘Master-servant’ dynamic between 
senior leaders in DHBs and PHOs 

Power and control by senior DHB and 
PHO leaders 

Focus on hospital  

Top-down approaches to LST initiatives 

Frontline health care professionals are 
not involved in design of solutions or 
their solutions are not implemented by 
operational leaders 

Positive history of working together 

Senior leaders value relationship and 
collective action through ‘bottom-up’ 
approaches to LST initiatives 

DHB shares power with other system 
leaders 

DHBs recognise the system outside 
the hospital  

Frontline health care professionals 
are given tools, are involved in 
design of solutions and see their 
solutions being implemented  

Enhanced trust 

Enhanced quality of 
relationships 

DHB senior leaders practise 
distributed leadership 

Clinical and operational leaders 
are more willing to come 
together, share resources, data 
and ideas and attempt on 
change efforts 

Clinicians feel empowered to 
improve the system they work 
in 

Distributed leadership 
from DHB leaders 

People see sharing of power and 
feel less threatened by the size of 
organisation or budget 

Fosters a collective approach to 
implementation of LST initiatives 

Staff are clear on vision and goals 
and use these to prioritise their 
work and feel confident to do 
things differently 

Low-trust relationships between DHBs 
and PHOs 

Command and control leadership style 
of senior leaders in DHBs and PHOs 

Power and control by senior DHB and 
PHO leaders 

Poor history of working together 

Focus on hospital 

Change fatigue 

High-trust relationships between 
DHBs and PHOs 

Collaborative, collective or 
distributed leadership styles of 
senior leaders in DHBs and PHOs 

Positive history of working together 

Strong and courageous leadership 

DHBs recognise the system outside 
the hospital 

Trust between senior system 
leaders is nurtured and 
sustained 

Senior leaders in the district 
agree on an agreed integrated 
work programme for their 
district that includes a shared 
vision and goals; and all actors 
commit to working towards the 
agreed work programme 

Maturity of Alliances Alliance members are able to 
navigate through disagreements, 
deal with emerging issues, 
overcome changes in senior 
leadership roles and Alliance 
membership, and stay focused 
towards the shared vision  

Lack of an Alliance 

Lack of a whole-of-system approach 

Lack of a shared vision and goals 

Lack of resources to support the 
Alliance 

Lack of sharing data and intelligence  

High-trust relationships  

Shared vision and goals 

Commitment among Alliance 
partners to work towards shared 
vision and goals 

Alliance is cohesive and 
resilient and is able to 
successfully implement LST 
initiatives 
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Context  Realist mechanism Constraining factors Enabling factors Outcome  

 Agreed Alliance charter in place but 
behaviours of members do not reflect 
the way of working described in the 
charter 

Members of the Alliance ‘live’ the 
agreed charter 

Alliance has independent chair. 

Alliance has mandate and embedded 
within DHB governance structure 

Alliance is supported by lower level 
structures such as working groups 

Capacity and capability  System leaders recognise the 
importance of capacity and 
capability for implementation of 
LST initiatives 

Use of data and evidence in 
change efforts 

Health care professionals see 
value in the use of integrated 
health information 

 

Lack of awareness by senior leaders on 
the capacity and capability of their 
organisation 

Power and control by senior DHB and 
PHO leaders 

Frequent changes to senior leadership 
roles 

Poor relationships 

Lack of dedicated analytic resources, 
skilled project or programme 
managers, budget and evaluative 
processes  

Lack of or out of date appropriate 
information technology tools  

Clinicians not reimbursed for their loss 
of income or costs to attend meetings 

Change management added to existing 
work demands of those in the system 

 

Continuity of system leadership roles 

Senior leaders value relationships 

High-trust relationships 

Willingness to share power, 
successes and failures Integrated 
health information  

Analytic capability 

Dedicated personnel with right skills 
recruited or re-directed to co-
ordinate and or assist with change 
efforts 

Time and incentives available for 
clinical leaders to engage in Alliance 
leadership team 

Meetings held at times suitable for 
clinicians and frontline staff to 
attend 

Clinicians provided with locum to 
backfill 

Clinicians reimbursed for their loss of 
income and costs to attend meetings 

System leaders invest in 
organisational capacity and 
capability 

Willingness of system leaders 
to partner with other 
organisations to boost capacity 
and capability 

Stronger clinical engagement in 
identification of meaningful 
quality improvement activities 

Health care professionals more 
likely to share patient level 
data across the system 
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Context  Realist mechanism Constraining factors Enabling factors Outcome  

Continuous 
improvement culture  

Active support from senior 
system leaders for a continuous 
improvement approach  

Staff feel encouraged and 
supported to challenge status 
quo and try new initiatives  

 

Sole focus on accountability reporting 

Lack of organisational values or values 
do not support continuous 
improvement 

Lack of awareness, availability and use 
of improvement science tools and 
methodology 

Lack of buy-in from senior system 
leaders 

Culture of blame 

Balance between accountability and 
continuous improvement 

Organisational values support 
continuous improvement 

Use of constant feedback loops and 
plan-do-study-act processes 

Use of evaluation processes 

A permissive culture to try new 
initiatives (i.e., ‘Safe to fail’) 

Organisations embrace critique 
and look to continuously 
improve their performance  

 

‘New power’ approach 
to design and 
implementation of LST 
initiatives 

Confidence in system actors to be 
innovative and do things 
differently 

Lack of dedicated resources and time 

Lack of political mandate and credibility 

Lack of financial incentives 

Disconnect between national policies 
and planning processes  

  

Dedicated resources and time 

National improvement or seed 
funding available 

Collaborative development and 
implementation of the LST initiatives 

Financial incentives 

Sustained engagement with 
implementation of LST 
initiatives 

Election cycle Short-term focus on system 
transformation 

 

Three-year election cycle 

Rapid change in national policies and 
budget packages 

Constant reforms with change of 
governments 

Use of pilot studies 

Change in key leadership roles 

Presence of high-level think tank 

Shared vision for the system 

Long-term planning that is enduring 
to change in government 

Disruption to LST initiatives  
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Context  Realist mechanism Constraining factors Enabling factors Outcome  

National policy 
environment 

 

Change fatigue that creates 
resistance to change or inertia in 
the system 

 

Lack of shared vision or clear strong 
foundation for the system 

The MoH does not share with the 
sector the policy advice given to 
Ministers and their response to it (lack 
of transparency) 

Change in key leadership roles such as 
the Director General of Health 

Presence of high-level think tank 

Shared vision for the system through 
collaborative policy design 

Long-term planning that is enduring 
to change in government 

Transparency in policy advice 
provided to the Ministers 

Inertia in the system blocks or 
resists LST initiatives 

 

Government ideology Collaborative or competitive 
behaviour that follows the 
government ideology 

 

Competitive funding environment that 
erodes trust and collective action on 
shared vision 

Different philosophical underpinnings 
of other government agencies which 
influence wider social determinants of 
health 

Collaborative ideology 

Policies and agendas of other 
government agencies are aligned 
with the health system 

Shared vision for the health system  

Funding environment that builds 
trust and generates collective action 
towards shared vision 

Government ideology 
influences LST initiatives (can 
be positive or negative 
influence)  

Media bias Fosters a blame culture that 
suffocates the notion of a 
learning system  

Public reprimand of senior leaders for 
not meeting accountability goals 

Lack of shared vision or clear strong 
foundation for the system 

Presence of high-level think tank 

Shared vision for the system 

Long-term planning that is enduring 
to change in government 

Senior leaders do not support 
or engage in LST initiatives 

 

Health system 
leadership 

Fostering collective system 
leadership 

Supporting and celebrating 
innovations 

Lack of shared vision or clear strong 
foundation for the system 

Unclear expectations of system leaders 

The MoH’s performance monitoring 
frameworks focus on DHB bottom line  

Service improvements are often seen 
as “woolly and soft” and a nice to have 
“when the DHB bottom line is sorted” 

Presence of high-level think tank 

Clear expectations of system leaders 

Long-term planning that is enduring 
to change in government 

The MoH embracing the 
improvement function 

Peer mentoring and support through 
learning communities  

Culture of continuous improvement 

Builds system leadership 
capacity and capability and 
facilitates collaborative 
learning 

Supports the notion of a 
learning system 
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Context  Realist mechanism Constraining factors Enabling factors Outcome  

Funding environment Provides a motivator or the 
burning platform for LST 
initiatives 

 

No reason to change 

Everyone protects their own budget 

Micromanagement of budgets 

Funding seen as the sole catalyst for 
change 

Continued focus on DHB bottom line 

Lack of transparency on how incentive 
funding is used 

Inconsistent use of incentive payments 

System leaders understanding the 
financial context 

Natural disasters 

National fund together with an 
improvement team to LST initiatives 

Systemic and transparent use of 
incentive funding to support LST 
initiatives 

Funding is seen as an enabler 
for innovative thinking 

System accountability 
environment 

 

System leaders place more effort 
on achieving accountability 
measures to avoid sanctions and 
penalties 

System actors feel disempowered 
to involve their local 
communities, Māori and Iwi 

 

National template driven approach to 
system accountability  

Output based performance measures 

Focus on DHB financial position 

Penalties and sanctions for not meeting 
performance or financial targets 

Lack of priority on engaging with local 
communities, Māori and Iwi 

Tokenistic consultation with local 
communities, Māori and Iwi owing to 
time constraints to deliver on 
contractual requirements 

Lack of skills and knowledge on how to 
genuinely engage with local 
communities, Māori and Iwi 

System accountability frameworks 
allow flexibility and consider local 
contexts 

Safety margin rather than national 
target approach 

Focus on whole health system 
performance and funding 

Staff capability and capacity for 
genuine engagement 

Local communities, Māori and Iwi 
are involved in governance and 
delivery of health services 

Awareness and acknowledgement of 
Te Tiriti obligations 

 

System performance 
monitoring and reporting is 
focused on accountability 
measures and not on 
continuous improvement 

Local communities, Māori and 
Iwi are unable to be involved in 
LST initiatives 

 

 

Training of health care 
professionals 

Health care professionals 
understand system dynamics and 
how to navigate the system 

Health care professionals are not 
taught about their role as change 
agents in the health system 

Lack of change management and 
leadership skills 

Health care training curriculum 
teaches health care professionals 
about their role as change agents in 
the health system 

Health care professionals are 
involved and leading LST 
initiatives 
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Context  Realist mechanism Constraining factors Enabling factors Outcome  

Health care professionals focus on their 
patients and their speciality  

Lack of clinical leadership opportunities 

Change management and leadership 
skills 

Clinical leadership opportunities  

Peer support and mentoring 
programmes 

Table 11.1: Consolidated CMO theories for successful implementation of LST initiatives in the New Zealand health system 
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11.6 Summary of Part C 

Part C presented the research findings. Using realist research design shown in  

Figure 7.1 (Chapter 7), this part of the thesis answered the three research questions and analysed 

and described the programme architecture that underpins efforts to successfully implement LST 

initiatives. 

Chapter 9 identified 10 key elements that are needed to increase the chances of successful 

implementation of LST initiatives in the New Zealand health system. These are: an alliancing way 

of working; a commitment to Te Tiriti o Waitangi; clinical leadership and involvement; integrated 

health information; analytic capability; intelligent commissioning; a continuous improvement; an 

understanding of equity; dedicated resources and time; and involved people, whānau and 

community. 

Chapter 10 presented the self-assessment maturity matrix for the 10 elements, constructed with 

senior clinical and operational leaders working in the New Zealand health system. The maturity 

matrix was tested with three Alliance leadership teams. The maturity matrix is designed to 

consciously and deliberately increase health system leaders’ and Alliances’ understanding of 

what these key elements look like for the New Zealand health system. My findings suggest that 

the maturity matrix enables Alliances to assess where they are on the maturity scale for each 

element; and identify areas for improvement. The research literature suggests that a regular self-

assessment process will create feedback loops and support the notion of a learning system for 

the New Zealand health system. 

Chapter 11 drilled down into the elements and reported on how local and national contexts 

influence a district’s ability to successfully implement LST initiatives. The chapter presented CMO 

theories that reported on mechanisms triggered by particular contexts and the outcomes that 

follow for successful implementation of LST initiatives.  At a local level, the history of working 

together and quality of relationships, distributed leadership from DHBs, and the maturity of 

Alliances emerged as key local contexts that influence successful implementation of LST 

initiatives. These contexts trigger the key mechanism of trust that must be built and maintained 

over time to successfully implement LST initiatives.  

At a national level, the ‘new power’ approach to design and implementation of LST initiatives, 

system leadership, and the system accountability environment emerged as key contexts that 

influenced districts’ ability to successfully implement LST initiatives. System leaders create the 
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right conditions for collective responsibility of LST initiatives using ‘new power’ approach. The 

‘new power’ approach generates power from relationships, connections and the ability to 

influence through informal networks and communities to achieve a shared vision. It relies on 

emotional connection that uses people’s intrinsic motivation to call for action. Most importantly, 

it engages whānau, local communities, Māori, Iwi, and frontline health care professionals in 

transformational change. 

The next part of the thesis discusses key findings of the research and concludes the research with 

recommendations emerging from the research. 
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Part D of the thesis contains four chapters: one substantial and three short chapters. 

Chapter 12: Key research findings 

This chapter summarises key findings of the research. It discusses how an alliancing way of 

working is the key element that needs to be present to increase the chances of success with 

implementation of LST initiatives. Further, the chapter goes on to discuss the key contextual 

factors that influence successful implementation of LST initiatives. By successful implementation 

of LST initiatives I am referring to the intermediate outcomes discussed in section 1.5 (Chapter 

1). Chapter 12 pays attention to local contexts that include a history of working together, 

distributed leadership from DHBs and the maturity of Alliances; and national contexts that 

include the ‘new power’ approach to design and implementation of LST initiatives, system 

leadership, and the system accountability environment. 

Chapter 13: Recommendations 

This chapter outlines five recommendations emerging from the research. These relate to a 

collaborative way of working, use of the maturity matrix to increase the health system leaders’ 

understanding of the programme architecture that underpins efforts to successfully implement 

LST initiatives, development of a national improvement team underpinned by ‘Human Learning 

Systems’ concept; a national improvement budget; and a flexible accountability framework that 

enables communities to be involved in the design and implementation of LST initiatives. 

Chapter 14: Strengths and limitations 

This chapter identified the strengths and limitations of the research. My knowledge and insights 

from leading implementation of the SLM programme was a key strength, which allowed me to 

recruit participants that were information rich. However, the purposeful sampling technique, the 

small number of participants for the workshops and the maturity matrix being tested with only 

three Alliance leadership teams limited the range of views in the research.  

Chapter 15: Concluding chapter 

This is the final chapter that concludes the research. Along with concluding remarks, the chapter 

discusses the future of the SLM programme, contribution of this research and identifies 

opportunities for future research. 
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12.0 KEY RESEARCH FINDINGS 

This research analysed and described the programme architecture that underpins efforts to 

successfully implement LST initiatives in the New Zealand health system using insights gained 

from the implementation of the SLM programme. The SLM programme is an example of an LST 

initiative. 

The programme architecture includes key elements that need to be present to increase the 

chances of successful implementation of LST initiatives. A self-assessment maturity matrix was 

constructed with knowledge of those working in the system. This matrix described the key 

elements along a maturity scale to increase the understanding of health system leaders and 

Alliances and in doing so, support the notion of a learning system. Further, the research drilled 

further and reported on how these elements work in different contexts to influence the 

successful implementation of LST initiatives. This programme architecture bridges the gap 

between theory of LST initiatives and the reality of successfully implementing these initiatives in 

the New Zealand health system. 

LST initiatives embrace a systems mind-set and mobilise many agents present in a system to work 

towards a shared vision. The goal of LST initiatives in health systems is to achieve the desired 

system transformation. 

This chapter discusses the key themes that emerged from the research findings: an alliancing way 

of working that provides a critical platform to successfully implement LST initiatives; and the self-

assessment maturity matrix, which acts as a practical tool to consciously and deliberately 

increase Alliances’ understanding of the programme architecture. The chapter then discusses the 

key local and national contexts that influence successful implementation of LST initiatives. The 

key local contextual factors identified were a history of working together, distributed leadership 

from DHBs and the maturity of Alliances. The key national contextual factors identified were 

system leadership, system accountability environment, the ‘new power’ approach to design and 

implementation of LST initiatives. 

12.1 Key elements 

Best, et al. [1] called it “simple rules”; Willis, et al. [198] referred to it as the “guiding principles”; 

Evans, et al. [3] called it the “organisational capabilities”; Baker and Axler [122] called it “key 

attributes”; Perla, et al. [30] referred to it as “primary and secondary drivers”; and McGrath, et 

al. [190] called it “key elements”. They are all referring to a set of elements that need to be 
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present in complex adaptive systems and work in harmony to increase the chances of success 

with implementation of LST initiatives.  

The research identified 10 key elements that need to be present in the New Zealand health 

system to increase the chances of success with implementation of LST initiatives: an alliancing 

way of working; a commitment to Te Tiriti o Waitangi; clinical leadership and involvement; 

involved people, whānau and communities; integrated health information; analytic capability; 

dedicated resources and time; intelligent commissioning; understanding of equity; and 

continuous improvement.  

Five of the elements identified in this research were identified in other studies of LST initiatives. 

Table 12.1 below shows key elements from this research mapped to similar elements from 

literature. 

Other elements identified in the literature included: leadership approach; accountability and 

performance measurement; attending to history; readiness for change; organisational culture; 

delivery of patient-centred care; vision and aim; commitment and responsibility; and building 

and maintaining a proficient workforce. In this research, most of these elements were identified 

as contextual factors or mechanisms that enable successful implementation of LST initiatives. 

Appendix 2 shows the full list of elements identified in the 10 studies that involved 

implementation of a large-scale change. 
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Key element identified in this 
research 

Key element identified in literature 

An alliancing way of working Enhancing system governance [122] 
Common goals, beliefs and values among stakeholders [199] 
Partnering [3] 
Relationships and networks [141] 
Alliance; Teams and professions working together to achieve 
common goals [200] 
Collaborative decision-making and relationships between health 
professionals [37] 
Create collaborative relationships [198] 

Clinical leadership and 
involvement 

Engage physicians [1] 
Enhancing professional cultures and engaging clinicians [122] 
Clinical engagement and leadership [3] 
Clinical leadership [190] 
Clinical leadership and engagement [200] 

Involved people, whānau and 
communities 

Include patients and families [1] 
Engaging patients, caregivers and the public [122] 

Integrated health information Enabling comprehensive information infrastructures [122] 
Information technology [3] 
Knowledge and data [141] 
Access to data [190] 
Data infrastructure [30] 
IT infrastructures [200] 
Investing in integrated electronic health records [37] 

Analytic capability Enabling comprehensive information infrastructures [122] 
Knowledge and data [141] 

Dedicated resources and time Investing in capacity to support improvement [122] 
Resources [3,30,141,199] 

Intelligent commissioning Stratifying population by risk [37] 

Continuous improvement Establish feedback loops [1] 
Focusing on quality and system improvement [122] 
Commitment to learning and improving quality [3] 
Learning networks; Measurement and feedback systems [30] 
A process for maintaining improvement [190] 
Using data for continuous quality improvement [200] 
Continuously assess and learn from change [198] 

Understanding of equity Attending to access and equity issues [122] 

Table 12.1: Key elements from this research mapped to similar elements from literature 

 

While Table 12.1 shows elements that were commonly identified in the literature, it also 

highlights areas where this research adds value to health system transformation literature. 

Although studies identified patient-centred care as an important element for successfully 

implementing LST initiatives, only two studies specified this to include or engage patients and 

their families in the change efforts. The rest focussed on delivering co-ordinated or patient-

centred care. Similarly, while integrated health information was commonly identified, analytic 

capability was not. As mentioned earlier in the thesis, having integrated health information is not 
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enough; the ability to produce knowledge and insights from information is critical to 

implementing LST initiatives. Without the ability to analyse, interpret and use data, even the best 

quality data could be useless [19]. In New Zealand, there is a shortage of people in public sector 

with analytic skills required to meet the future demand for these services [19]. 

Intelligent commissioning was not mentioned in any of the studies; this may be owing to poor or 

variable understanding of what this element involved, as was the case with participants in this 

research. According to NHS Scotland [192], it is the numerous definitions of the term 

‘commissioning’ that continue to be contested over the last two decades rather than the 

activities involved in commissioning. Intelligent commissioning is an important element to ensure 

that resources are targeted appropriately to needs and investment is linked to agreed outcomes 

[189,192]. It is different from contracting. The four key strands of commissioning are: using data 

to understand long and short-term needs; planning innovative solutions to meet the needs 

identified; delivering and monitoring services using contracts and providers; and using 

performance data to adjust, add or drop services [19]. Underpinning commissioning is continuous 

improvement that involves evaluation of programmes and initiatives to identify successes and 

failures and sharing these openly so others can learn from [19]. Intelligent commissioning could 

help shift government accountability from a focus on spending to a wider focus on the quality of 

spending and achievement of health outcomes [19]. 

The remaining two elements – an understanding of equity, and a commitment to Te Tiriti o 

Waitangi - were not specifically found in the literature as key elements that support successful 

implementation of LST initiatives. In saying that, delivering high quality health care by definition 

often includes providing equitable health care and therefore, equity is inherent to the continuous 

quality improvement process and is critical to delivering an integrated person-centred equitable 

health care [17]. Te Tiriti o Waitangi is a foundational document for New Zealand and therefore 

understandably not mentioned in international studies of health care transformations.  

For New Zealand, where Māori, as the indigenous people, persistently experience poor health 

outcomes with a higher burden of disease and a lower life expectancy when compared to non-

Māori. The commitment to Te Tiriti o Waitangi is a Crown responsibility and is fundamental to 

any LST initiative in the New Zealand health system [77,78]. There was strong support from 

research participants for this element to be evident rather than presumed or inconspicuously 

part of another key element. The separation of equity and Te Tiriti elements recognised Te Tiriti 

principle of equity in modern day health system and emphasised biculturalism (Māori and 
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Pākehā) in a multi-cultural setting. Participants felt that equity within the context of Te Tiriti is 

sometimes poorly understood by staff and leaders in the health system. In an increasingly multi-

cultural country, staff and leaders may perceive equity as providing equitable health care for all 

high priority populations that include Māori, and sometimes overlook the responsibility towards 

Māori that comes from Te Tiriti. 

12.1.1 An alliancing way of working 

Although the 10 key elements were not weighted in my analysis, the alliancing way of working 

emerged as the key element that provided a critical platform for successful implementation of 

LST initiatives in the New Zealand health system. The presence of the remaining nine elements 

contribute to successfully implementing change at an organisational or a service level but do not 

on their own lead to successful implementation of LST initiatives that involve many organisations 

present in a complex system. 

There are other local, regional and national informal networks present in the New Zealand health 

system, but these are disease- or organisation-focused, such as DHB consumer councils, regional 

cancer networks and PHO quality improvement networks. In the current policy environment, 

Alliances are the informal networks that bring system actors together to work beyond their 

organisational and professional boundaries to achieve a shared vision or goal.  

My findings confirm evidence in literature that the desired health system transformation to 

deliver equitable health outcomes is more likely to be achieved through inter-organisational 

collaboration rather than competitive behaviours [1,3,67,122]. Inter-organisational collaboration 

involves an alliancing or a collaborative way of working between all agents in the health system 

towards a shared vision [67]. 

The Health and Disability System Review noted that a more collaborative approach was needed 

to achieve equitable health outcomes and to become a more financially sustainable system [23]. 

The Interim Report of the Review [96] highlighted the transactional paradigm of the New Zealand 

health system in which the nature and requirement of planning for DHBs is fragmented and 

focuses on provision of particular services. The report identified a need for a shift in this paradigm 

that would enable DHBs to undertake long-term planning starting with a population health needs 

assessment, knowing how these needs are currently being met, followed by re-prioritising to 

deliver equitable health and wellbeing outcomes for all New Zealanders. The report reinforced 

that an increase in funding alone will not improve the quality of service or equity in health 

outcomes. Instead, the report embraced a systems mind set and emphasised that a cohesive, 
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integrated system that works in a collaborative, collective and co-operative way is more likely to 

deliver on equitable outcomes.  

However, the final report [23] recommended that DHBs would no longer be required to form 

Alliances with PHOs delivering primary care services in their districts. This is on the premise that 

DHBs would no longer be required to contract the delivery of primary care services exclusively 

from PHOs. The report proposed that Alliances are replaced with a locality approach for planning 

and delivering primary and community health services (tier one), integrating tier one services 

with hospital and specialist services (tier two), and monitoring health outcomes through joint 

accountability. DHBs would be responsible for locality planning for their geographically defined 

populations. This recommendation removes the exclusivity that exists between DHBs and PHOs 

to form Alliances.  

My insights and the post implementation review of the SLM programme [121] showed that New 

Zealand Alliances vary in form and function. Some Alliances exist to meet the MoH contractual 

requirements or are a policy mechanism for PHOs and general practitioners to access the flexible 

funding pool, and the contractual requirement enabled an exclusivity in the Alliance 

membership. However, there were districts that did not encounter the contractual requirement 

as a barrier and had Alliance leadership teams that included broader health system partners 

including Iwi and community perspectives. My insights from the SLM programme showed that in 

districts where relationships between DHB and its system partners (in particular PHOs) were 

fraught, Alliances were perceived as bureaucratic networks that lacked mandate and resources 

and were ineffective in delivering any benefits for the local system. It is therefore not surprising 

for the shift away from Alliances by the Health and Disability System Review panel to a locality 

approach that is more inclusive of system partners involved in the delivery of health care. 

However, my insights and the evidence in literature also showed some Alliances were successful 

with implementation of the SLM programme and delivered significant benefits for some DHBs, 

for example, the Canterbury DHB’s transformation journey [68]. Research participants expressed 

that PHOs, as meso layer organisations, provided a counterbalance to hospital centric services 

through the power of alliancing. 

The recommendations in the final Health and Disability System Review report provided little 

detail on how the locality approach would work in practice, besides a change in name for 

Alliances and removing the exclusivity of membership to DHBs and PHOs. Findings from this 

research confirmed that for networks, such as Alliances, to be successful they needed to be place-
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based and close to the populations they serve. Further, that contexts such as a history of working 

together, the leadership style of DHB senior leaders, and the maturity of these networks had a 

more profound influence on their success rather than a national policy direction. This is a 

common finding from the policy implementation literature: that ideas for change rarely filter 

through a complex adaptive system without being adapted and re-worked by those on the 

frontline [201] and that contextual factors, such as history of working together and leadership 

style, heavily influence the performance of networks such as Alliances [67].  

Alliances or locality networks also need to consist of people who will bring local community 

perspectives, and system leaders who will think beyond their unit, organisation or profession 

[67]. These networks also need to be embedded in the health system at an executive 

management level to influence the commissioning decision-making processes. If the upcoming 

reform is successful in reducing the number of DHBs, the ‘super’ DHBs will be further removed 

from the communities they serve and may have multiple locality networks operating in each 

district. It is unclear how the locality networks in the newly formed ‘super’ DHB districts will link 

with each other and with their DHB. Health New Zealand and DHBs will be responsible for 

creating the right conditions for these locality networks to function and thrive. They will need 

guidance on the way of working that will give effect to the proposed shared system values (Box 

2.2) and achieve aspirations of their communities. The maturity matrix constructed in this 

research provides the current Alliances and the future locality networks with a practical quality 

improvement tool to stimulate conscious and deliberate learning about the programme 

architecture that underpins efforts to successfully implement LST initiatives. 

12.2 The self-assessment maturity matrix 

The maturity matrix was designed to increase the understanding of health system leaders and 

Alliances about the key elements and assess their readiness and receptiveness for change. 

Research findings confirmed that the maturity scale for the key elements and the self-assessment 

process supports the notion of a learning system that enables Alliances to assess where they are 

and how to get ‘from here to there’. Testing with Alliance leadership teams revealed that the 

maturity matrix stimulated Alliances to self-reflect on where they were along the maturity scale 

for each element and identify areas of improvement. Such a reflection process could be used 

prospectively to gauge readiness for change, in real time when implementing change, and 

retrospectively to understand failures or partial successes of change efforts [161]. Continuous 

use of the self-reflection process, along with key actions to improve, should build capacity and 
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capability of networks to adopt complex innovations (such as LST initiatives) and sustain these 

long-term at an organisational and at the system level [155-161]. 

The field-testing process itself was influenced by some of the local contextual factors that 

emerged in the research. For example, where Alliance leadership teams had high-trust 

relationships and a positive history of working together, the focus of testing was on the 

improvement opportunities for the Alliance leadership team. Conversely, when Alliance 

leadership teams did not have a positive history of working together and trust was low, the focus 

was on getting the right score, debating the maturity scale ranges, and emphasis put on 

organisations rather than the system.  

The post implementation review of the SLM programme [121] concluded that maturity of 

Alliance was a pre-condition to enhance a culture of system integration and quality 

improvement. Therefore, the use of the maturity matrix by Alliances for learning is likely to be 

dependent on their maturity. More mature Alliances are likely to use the maturity matrix for their 

continuous improvement while less mature Alliances are less likely to be motivated to use it. The 

lack of motivation could be because of a lack of understanding of the programme architecture 

for successful implementation of LST initiatives or a simple lack of willingness owing to the 

leadership style of the DHB senior leaders and low-trust relationships or simply a lack of insight 

as to their weaknesses and the need to improve. These Alliances are likely to need peer support 

and influence to recognise the value of such a tool.  

Having a neutral facilitator who was familiar with the maturity matrix and had creditability with 

Alliance members proved to be an important enabler of the testing process. The facilitator was 

able to assist with interpretation of the maturity matrix and move teams along if they got stuck 

on one element or indicator. The facilitator’s credibility was important as this meant that Alliance 

leadership team members knew the facilitator, their experience in the health system and the 

history of their way of working. This knowledge and experience created trust with Alliance 

leadership teams and enabled them to assess their capacity and capability sincerely and not 

worry about presenting their better side or being judged on their discussions or results of their 

assessment.  

When Buch, et al. [152] evaluated the use of the maturity matrix to develop quality improvement 

capacity and capability in Danish general practices, they reported that the use of a neutral 

facilitator, who understood the matrix and helped general practices with the self-assessment, 
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positively influenced the implementation of improvements identified following the self-

assessment.  

Although senior managers from the MoH and the Health Quality and Safety Commission were 

involved in the construction of the maturity matrix, the role of these agencies in the future use 

of the maturity matrix is unclear. On the one hand, the MoH could use the results of the self-

assessment process to understand local system conditions when commissioning new 

programmes or services. This understanding could inform the level of support and funding 

needed from the MoH to improve Alliances’ capacity and capability and increase the chances of 

success with implementation of LST initiatives. On the other hand, involvement of the MoH may 

cause Alliance leadership teams to be less earnest in their assessment and hesitant in revealing 

their true capacity and capability with inadvertent or deliberate intent to present a better side of 

themselves. Given the central role of the MoH and the rich information it holds from a national 

perspective, it could also use the maturity matrix to provide its assessment on the capacity and 

capability of the Alliances. However, there is a real and perceived risk that information from the 

self-assessment process may be used as an instrument to demonstrate system accountability to 

government and/or to public. This will detract the maturity matrix from its original purpose of 

stimulating improvement within the health system and may become another compliance or ‘tick 

box’ activity for DHBs. A non-threatening approach would be to first engage all Alliances in using 

the maturity matrix to show the value of such a tool and that they would not be penalised if they 

assessed themselves to be at the beginning stages of the maturity scale. The MoH could support 

DHBs and Alliances to add a peer assessment component and sharing of assessment results, 

creating learning communities in which Alliances (or future locality networks) learn from and 

influence each other. 

Alliances, health system leaders, and the MoH may also see this maturity matrix as an academic 

product that was constructed with a small group of people and tested with three alliance 

leadership teams. However, the DMIC model [162] was also based on a PhD research and on the 

premise of creating a tool to increase the awareness of co-ordinators, managers and 

professionals involved in the development of integrated care services and to improve their 

efforts and successes with integrated care. Following validation, the use of the DMIC tool 

expanded to other integrated care practices in the Netherlands. 

Development of this maturity matrix is only the beginning. More work is required to test, improve 

and increase its fidelity, accessibility and adoption beyond the SLM programme and with minor 
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modifications, beyond the New Zealand health system. The principles of Te Tiriti o Waitangi used 

in the maturity matrix would be relevant to engagement of most indigenous population in health 

systems world-wide [202]. 

The maturity matrix also applied most of the CMO groupings revealed in the research. For 

example, an alliancing way of working provides a platform for system leaders to practise 

distributed leadership, to build and maintain high-trust relationships, to agree shared vision and 

goals, and to involve local communities, iwi and health professionals in shared decision-making 

to achieve the desired system transformation. 

When informal networks, such as Alliances and locality networks, reach and sustain the 

established or excellence maturity scale on the matrix across all key elements, there is an 

increased chance of success with implementation of LST initiatives and for these networks to 

achieve the desired system transformation. 

The key local and national contextual factors are discussed in the next section. 
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12.3 Local contextual factors 

Findings from this research show that the history of working together and quality of relationships, 

distributed leadership from DHBs, and the maturity of Alliances are key local contexts that 

influence successful implementation of LST initiatives in the New Zealand health system. 

The inability for Alliances to successfully implement the SLM programme depended on two 

factors: the command and control leadership style of DHB senior leaders because they did not 

believe in the alliancing way of working, which led to unequal power distribution resulting in a 

‘master-servant’ relationship in the Alliance; or a lack of understanding of the role and 

opportunities with an alliancing way of working, which led to an underinvestment in the 

relationships and resources needed for the Alliance to deliver on its SLM plan.  

The post implementation review of the SLM programme [121] identified that a transformation 

programme, such as the SLM programme, depended on the maturity of the Alliances. Those 

districts that had better collaborative relationships with strong Alliance structures and processes 

were more successful in implementing the SLM programme. The report concluded that maturity 

of Alliance was a pre-condition to enhance a culture of system integration and quality 

improvement. 

While a requirement to form Alliances (or locality networks) can be mandated, the success of an 

alliancing way of working relies on a positive history of working together among alliance 

members. These contextual factors trigger the important mechanism of trust and strengthens 

relationships and drives behaviours and actions of Alliance members. One of the actions is the 

leadership style of DHB senior leaders. Presence of a distributed leadership style from these 

leaders sustains high-trust relationships between Alliance members because there is an equal 

distribution of power and Alliance members are willing to agree on a shared vision and goals for 

the district and commit to working collaboratively towards that vision (beyond their 

organisational and professional boundaries). Over time, the collaborative way of working creates 

a positive history of working together in which success is communicated to member 

organisations and failure is seen as an opportunity to learn from [1]. The positive history 

reinforces the distributed leadership style of the DHB senior leaders. Best, et al. [1] found 

presence of distributed leadership to be linked to sustained commitment to change efforts at the 

most senior levels of an organisation or system.  

Conversely, a command and control leadership style leads to unequal distribution of power and 

a low-trust environment. Alliance members work in siloes representing their profession, 
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organisation or community. There is no clear vision or goals or dedicated analytic or human 

resources. Alliance members may agree to actions but not implement either owing to potentially 

competing organisational priorities or a simple lack of commitment or willingness. There is no 

collective responsibility to the Alliance work programme. Members do not communicate the 

work programme of the Alliance within their organisations. The Alliance is not embedded in the 

DHB structure and does not have a clear mandate. DHB Boards and senior leaders see themselves 

as the sovereign organisation to make all the decisions about the design and delivery of health 

care in their districts. This disconnected way of working in a low-trust environment leads to 

negative history of working together, which enhances the chances of failure for Alliance to 

achieve its work programme. This failure to perform further reinforces the command and control 

leadership style from DHBs. 

For an alliancing way of working, the key underlying mechanism of trust between Alliance 

members is sustained and nurtured by a continued commitment to distributed leadership from 

DHB senior leaders. The sustained trust strengthens a collaborative way of working, and if 

nurtured over time, creates a ripple effect that builds maturity of networks such as Alliances 

[67,179]. This maturity includes sustainability of relationships, research and solutions to address 

the big, ‘wicked’ health system problems and to adopt innovations to achieve system 

transformation [179]. This maturity could take many years to develop but also leads to Alliances 

being cohesive and resilient to the changing internal and external environment. The ripple effect 

of trust as a key mechanism to sustain an alliancing way of working was illustrated in Chapter 11, 

section 11.5 (Figure 11.13). Trust and a continuous commitment to power-sharing are regularly 

identified as realist mechanisms needed to successfully implement and sustain system 

transformation efforts [67,179]. 

Other contextual factors, such as the capacity and capability for change and a continuous 

improvement culture, support the alliancing way of working. A continuous improvement culture 

encourages staff to challenge status quo and try new initiatives. It builds a thirst for self-critique 

and continuous learning and improvement. When system leaders recognise the importance of 

continuous improvement, they invest in the capacity and capability to enhance the organisation’s 

readiness for change. The capacity and capability enable the provision of evidence that helps the 

system leaders to understand the variation in care, the root causes of inequities and their options 

to address these variations to deliver equitable care and improve health outcomes. When health 

system leaders experience the success of an alliancing way of working, they are empowered to 
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think beyond their unit, department and organisation, and engage in whole-of-system 

improvement. Together, these contextual factors trigger mechanisms that strengthen the 

alliancing way of working with analytic support, human resources in the form of service level 

Alliance teams, and connection to other networks, such as consumer councils and quality 

improvement networks, to the Alliance structure.  

These findings strongly resonate with evidence in the existing literature. Best, et al. [1] found 

that system leaders’ commitment to continuous improvement and the quality of the information 

infrastructure and analytic capability as important contextual factors to establish feedback loops. 

Feedback loops allowed system actors to measure progress against LST initiatives through a 

blend of quantitative and qualitative measures and metrics [1,3,30]. A robust measurement 

framework instilled confidence in system leaders that a LST initiative is worth investing in and 

also avoid measures that will create perverse behaviours and incentives [1,3,30]. 

Insights from the SLM programme and findings from the post-implementation review of the SLM 

programme [121] showed a large variation in the maturity of Alliances across New Zealand. This 

variation can be a constraining factor for successfully implementing LST initiatives. However, 

Plsek and Wilson [8] state that variation is a natural phenomenon of complex adaptive systems 

because of the local and national contexts and elimination of variation is futile and may stifle 

innovations. Instead a continuous learning approach using feedback loops is more suitable to 

increase Alliances’ and health system leaders’ understanding of programme architecture that 

underpins efforts to successfully implement LST initiatives resulting in an increased maturity. This 

approach is more likely to lead to a focus on interactions and relationships between system 

actors and pooling of resources to achieve the shared vision [8,67,203,204].  

12.4 National contextual factors 

The national contextual factors, identified by research participants, that influenced successful 

implementation of LST initiatives related to system leadership, system accountability 

environment, and the ‘new power’ approach to design and implementation of LST initiatives. 

Some of these contextual factors are outside the control of and even influence of senior 

operational and clinical leaders (such as the DHB Chief Executives and the health care 

professionals) and have a significant influence on LST initiatives with a change in ideology or 

direction arising from changes in government, change in national accountability frameworks, or 

a change in key leadership roles such as the Director-General of Health. The national contextual 
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factors also create tension between system accountability and improvement of system 

performance. This tension is further discussed in the following section. 

12.4.1 Health system leadership 

Distributed leadership emerged as a key contextual factor that builds high-trust relationships 

between system leaders. Research findings showed that distributed leadership from DHBs has a 

ripple effect in building and sustaining high-trust relationships between DHBs and system 

partners providing health care services in the district. At the national level, fostering collective 

leadership between the MoH and system partners providing health care services, such as DHBs, 

builds system leadership capacity and capability and facilitates collaborative learning.  

Distributed leadership is aligned with a ‘new power’ approach where key leadership functions, 

which include making important decisions, are shared with a set of people and decisions emerge 

from a collective process through interactions of multiple actors [1,13,35,196,197]. In a 

distributed leadership style, leadership actions of an individual leader is less important than that 

of actions of a set of people [1,197]. Distributed leadership looks beyond leadership structures 

and functions and considers and acknowledges the contribution of all individuals and not just 

those in formal leadership or managerial roles [196,205]. Distributed leadership challenges ‘new 

public management’ ideas and shares a common theme with other leadership theories such as 

‘collective leadership’, ‘shared leadership’, ‘collaborative leadership’, ‘co-leadership’ and 

‘emergent leadership’ in which leadership is not the responsibility of just one person or those in 

formal roles but is a collective responsibility of actors in a system [196,197,205]. In complex 

adaptive systems such as health systems, distributed leadership brings ‘new power’ values that 

focus on achieving a shared vision by mobilising and leveraging actions of system actors and 

enabling continuous learning using feedback loops [206,207]. Change in health systems requires 

the buy-in, involvement and leadership of both operational and clinical leaders [1,205]. The latter 

usually do not hold formal leadership roles and are traditionally siloed in their area of speciality 

or profession but are critical in the success of any change effort. Distributed leadership provides 

a mechanism for clinical involvement and leadership, which is identified as a key element for 

successful implementation of LST initiatives in this research.  

Boak, et al. [208] found six factors that enabled a distributed leadership style in health service 

improvement: a recognised problem that needs to be addressed; a relative narrow clinical focus 

for the change; active engagement of staff in the change process; a long deliberation and 

planning period; presence of standard operating procedures; and delegation of responsibilities 
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and resources to support decision-making by teams. The study showed complexity of enacting a 

distributed leadership style at a micro service level. In LST initiatives that aim to bring change at 

a system level and that involve multiple organisations and system actors, the complexity of 

enacting a distributed leadership style increases exponentially. The use of trust-based networks 

like Alliances provides the platform for DHB senior leaders to demonstrate their commitment to 

distributed leadership. 

Conversely, a command and control leadership style is more aligned with the ‘old power’ 

approach. It is a top-down leadership style where all important decisions are made by one or two 

individuals who are in formal leadership or managerial roles and hold the power that is inherent 

to those roles [1,205]. A command and control leadership style works within formal hierarchical 

organisation structures in which the leaders determine organisational goals, influence their staff 

to align and commit to these goals and lead them to achieve these goals effectively and efficiently 

[206].  

The ‘golden thread’ concept in a Westminster-derived health system and the ‘new public 

management’ encourage a command and control leadership style to demonstrate accountability 

to government of the day and consumers of the system, and to meet the legislative requirements 

such as the Public Finance Act. The large collective deficit of DHBs exacerbates the use of this 

leadership style to manage their financial performance by the government and The Treasury 

through the MoH. This transactional environment severely hinders implementation of LST 

initiatives, which relies on a distributed leadership model that supports collective action and 

continuous improvement.  

Best, et al. [1] recommended a blend of a command and control and distributed leadership style 

for successfully implementing LST initiatives in complex adaptive systems. The researchers 

referred to this blended model as the alignment between top leadership and distributed 

leadership. According to the researchers, this could be achieved in four ways in practice. First, by 

creating an explicit alignment of shared vision and goals by top and middle managers so that 

actors at all levels in the system are clear on the strategic direction of the organisation. Second, 

through an active management of the change strategy using designated change managers so 

there are dedicated resources for managing change. Third, using small-scale projects to 

demonstrate to actors that change is possible and worthwhile, and actors are then more likely to 

be willing to attempt large change. Lastly, through providing an assurance that actors would not 

be penalised for attempting change efforts to achieve the change strategy. 
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Uhl-Bien, et al. [206] argued that leadership in complex adaptive systems requires a blend of 

leadership styles that considers the unpredictable, emergent and generative nature of the 

system within the contexts of hierarchical and bureaucratic structures. The researchers 

recommend a blend of three leadership styles: (1) a traditional command and control style by 

those in formal managerial roles to fulfil the bureaucratic function of the system, referred to as 

administrative leadership; (2) an adaptive leadership style that mobilises the system actors to 

create knowledge and improve performance of the system through continuous learning; and (3) 

an enabling leadership to foster and create the conditions necessary for adaptive leadership to 

exist. 

The researchers explained how these leadership styles work in practice. Administrative 

leadership refers to actors in formal managerial roles whose role is to plan tasks, recruit and 

manage staff, allocate resources, manage crises and conflicts, and co-ordinate activities to 

achieve the organisational outcomes efficiently and effectively. People are formally appointed to 

these roles and have relevant delegations depending on the hierarchy of the role. Adaptive 

leadership refers to adaptive, creative and learning actions that emerge from interactions of 

system agents as they respond to changes in their environment. People are not formally 

appointed to these roles. Adaptive leadership is informal emergent dynamic and is not an act of 

authority. Enabling leadership catalyses the conditions necessary for adaptive leadership to 

thrive and manages the tension between the bureaucratic (administrative) and the emergent 

(adaptive) functions of the organisation. According to Uhl-Bien, et al. [206], people in enabling 

leadership roles foster innovations and facilitate the flow of knowledge and innovative ideas from 

adaptive structures into administrative structures. This occurs at all levels of the organisation and 

depends on the hierarchical level of the role. 

As commissioners of health services, DHBs and the MoH are responsible for meeting government 

priorities and legislative compliance but they are also responsible for continuously improving the 

performance of the system and delivery of health care that is patient-centred, holistic, co-

ordinated and equitable. The collective evidence from findings of this research and evidence 

from literature assert that health system leadership cannot rely on one leadership style and that 

a blended model that considers the nature of complex adaptive systems is required to manage 

the dichotomy of system accountability and system performance. The blended model provides a 

balance of ‘tight’ and ‘loose’ approaches [209] for DHBs and the MoH to create collective 
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leadership with their system partners to design and implement LST initiatives while 

demonstrating system accountability to their stakeholders.  

System stewardship 

As the central agency responsible for leadership of the health system, the MoH shapes the 

national policy environment that includes briefing the incoming Minister of Health, ongoing 

policy advice to the Minister of Health, implementing priorities and policies of the government, 

providing operational support to the health care providers (e.g. national data collections, analysis 

and reports) and demonstrating the value and confidence of system to the government and the 

public through appropriate accountability instruments [12]. The WHO refers this function as 

‘stewards of the health system’ [210] and identified stewardship as one of the six (and the most 

complex) building blocks of health system strengthening to improve health outcomes [129].  

In the first instance, the MoH, as stewards of the health system, is responsible for improving the 

performance of the health system so that the system is able to deliver equitable health care and 

improve health outcomes. The MoH has an important role in outlining a system transformation 

strategy and creating conditions for collaboration to support the system with design, 

implementation, monitoring and evaluation of LST initiatives that contributes to the overall 

strategy. In saying that, the MoH has to be careful about how its role is operationalised, with its 

behaviours and interactions with other system actors, in that the support is not perceived as a 

command and control approach. The MoH (from the centre) can frame the strategy and facilitate 

its implementation, but experience with accountability frameworks showed that quality 

improvement cannot be driven from the centre.  

However, the MoH is also responsible for demonstrating accountability and legislative 

compliance to system stakeholders that include the government, the Minister of Health, Office 

of the Auditor-General, The Treasury and the public [50]. These two spectrums of the 

stewardship role, system performance and system accountability, often cause tension in the 

system. The former needs a focus on system improvement through learning and innovation while 

the latter follows ‘new public management’ ideas and tries to control the system with rules and 

priorities set by the government of the day. Managing the two spectrums at a national level 

requires a balance between command and control and distributed styles of leadership to design 

and implement LST initiatives.  
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Health system leadership capacity and capability 

This research identified a need for a system leadership strategy or programme that strengthens 

system leadership capacity and capability.  

Fawkes [205] undertook a review of literature and activity to provide the Department of Health 

in Victoria, Australia, with an innovative approach for developing leadership for disease 

prevention in the state. In her report, the reviewer distinguished between leader and leadership 

development: “the former emphasises human capital – individual attributes and capabilities – as 

a basis for increasing intrapersonal competence. The latter emphasises social capital – mutual 

obligations, commitments, trust and respect – as a basis for strengthening interpersonal 

competence” (p 44) [205].  

The reviewer recommended that leadership development programmes needed to shift their 

focus away from correcting personal performance, skill and knowledge gaps to one that builds 

on existing knowledge and skills to enhance positive emotions and behaviours and invest in 

sustained learning strategies.  

A flagship report by the Alliance for Health Research Policy and System Research (AHPSR) 

examined the different aspects of leadership to stimulate new thinking on leadership across the 

health system [211]. The report highlighted that building leadership capacity required 

participation from all system actors working together as a single group of leaders to challenge 

and support each other and foster collective leadership to advance the long-term strategy of the 

health system. The report called for “leadership at multiple locales and levels, which is inclusive, 

collaborative, open minded, adaptive, persuasive and receptive” (p 29). 

Given the impact of wider social determinants of health on health systems, health system leaders 

also need to engage with other social sector agencies to influence their policy leadership and 

implementation. A collective leadership model provides stability and resilience to changes in 

senior leadership roles and emergencies created by pandemic and natural disasters [211]. 

Other studies have expressed similar sentiments that collective strength builds system leadership 

capacity and capability and improves system performance [72,212]. Collective leadership 

requires a platform for system actors to engage and participate. Forums such as think-tanks and 

learning communities at national and local levels provide platforms for collective leadership to 

build and sustain system leadership. 
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With the ‘Better, Sooner, More Convenient’ (BSMC) business cases, the MoH provided seed 

funding for PHOs to form Alliances with DHBs. Some of this funding was used to make available 

independent facilitators, who were senior and credible system leaders, to ‘broker’ relationships 

between DHBs and PHOs. This model was repeated with the national health targets programme 

where each health target had a clinical champion from the sector who was responsible for 

working with the system partners at the DHB level to improve DHB and PHO performance against 

the target.  

During implementation of the SLM programme, facilitating relationships between DHBs and 

PHOs was an important part of programme manager and clinical lead roles. This was especially 

important in districts where there was a poor history of collaboration or low-trust relationships 

among senior system leaders. Similar observations were made during testing of the maturity 

matrix, where having an independent facilitator kept the discussion focused on the task and 

managing conversations at the whole-of-system level.  

Experience from the BSMC, national health target, and the SLM programmes along with findings 

from this research suggest that it is necessary to build national learning communities such as 

think-tanks, communities of practice and a network of independent facilitators. These learning 

communities can support networks such as Alliances with successful implementation of LST 

initiatives, building capacity and capability for improvement, and ‘broker’ local relationships. Best 

and Saul [212] said that “this type of activity supports progress not only in evaluation and 

learning, but also country ownership, engagement, human resource capacity, power and 

integration” (p 23). Best and Saul [212] went on to say that learning communities encourage 

partnerships between system partners to pool in limited resources available in the system, 

especially for small to mid-sized organisations, who do not have the same capacity and capability 

as some of the larger ones. By supporting, facilitating and funding learning communities, the 

MoH, as the system steward, creates conditions for collaboration and system transformation 

[72]. 

Findings from this research showed that another way to build leadership capacity and capability 

is to work with professional organisations and education providers to include change 

management and leadership skills as part of all health care training programmes. This will lead 

to the health care professionals being aware of the complexities of the health system from the 

beginning of their career and understanding that providing a high-quality health care involves co-

ordinated care from across the system and not just the patient in front of them or their speciality. 
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It will help them understand the system dynamics and constraints that contribute to funding and 

professional practice decisions and how to navigate the system to improve the quality of care 

[1]. Health care professionals will become change agents in the system. 

12.4.2 A learning system 

Participants in this research identified a lack of long-term planning in the New Zealand health 

system and a lack of a national transformation strategy that provides direction to system actors 

for investment and LST initiatives. Research participants said that instead of managing and 

controlling the system, system leaders need to guide the system as a whole rather than managing 

individual organisations. One of the participants used the analogy of a flock of birds and said that 

a change in direction cannot be achieved by controlling individual birds, but rather guiding the 

direction of the whole flock.  

There was a desire for a long-term plan from those working in the health system to build 

resilience against the three-year political changes and changes in key leadership roles such as the 

Director General of Health. The Health and Disability System Review recommended development 

of a 20-year health plan, along with five-year regional plans to supplement the annual district 

plans [23]. 

The New Zealand Health Strategy refreshed in 2016 provided a national transformation agenda 

[115]. The strategy was accompanied by an action plan, however, with the change of government 

and the Director General of Health, the strategy lost its visibility and the focus for implementation 

and monitoring. This is not an uncommon phenomenon in a complex adaptive system where 

changes in key leadership roles undermine system leadership capacity and disrupt the direction 

of travel for the system [212].  

The New Zealand health system does not lack plans to guide the improvement of system 

performance – long-term strategic plans, such as the Primary Health Care Strategy, He Korowai 

Oranga, and the New Zealand Health Strategy have existed since the early 2000s, as well as 

recently developed plans, such as Whakamaua. As part of the upcoming reforms, there will most 

likely be a new long-term national health plan, medium-term regional health plans, and annual 

district plans. The gap has been coherent implementation of the plans and monitoring progress 

to ensure these are achieving the envisaged vision and goals. 

Further, much contemporary scholarship about health system change reinforces the relational 

and adaptive way change occurs and the ability for the system leaders to recognise, support, 

scale-up and spread changes that have the potential to cause change at the system-level 
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[70,194,198]. System leaders need to embrace the power of health systems that comes from the 

system-level adaptation that emerges from micro actions of system actors (the ‘flocking’ effect 

discussed in section 4.1). 

The emerging ‘Human Learning Systems’ (HLS) offers a framework that bridges the gap between 

the theory and the practice of system transformation and emphasises the relational and adaptive 

way of working to achieve the desired transformation of the system [213]. 

The HLS consists of three dimensions [213]. First, the human dimension that incorporates a 

relational aspect, both to involve whānau and communities to design services, and having faith 

in health care professionals to act with human compassion and care. This dimension emphasises 

the need to be ‘more human’ and enables the design and delivery of patient-centric health 

services. 

The second dimension focuses on continuous learning to overcome the culture of blame and a 

sole focus on accountability. In complex adaptive systems, learning is a key engine of service 

improvement and occur in many forms: appreciative inquiry, reflective practice, learning 

communities, learning partnerships, and rapid learning cycles. In practice, continuous learning 

means taking an iterative approach to working with people, shifting commissioning of services 

to funding organisations’ capacity to learn, using data for monitoring and reflection rather than 

achieving targets, and creating a learning culture in which people feel safe to share their failures 

as well as successes. 

Finally, the third dimension is having a systems mind-set, focusing on building high-trust 

relationships between system actors, establishing shared vision and goals, and shared values that 

guide behaviours. This dimension shifts the focus away from organisations to social 

interventions.  

The findings from this research resonate strongly with the HLS concept and the use of the HLS 

concept helps situate these findings in the emerging health system transformation literature. 

Table 12.2 shows how the key elements identified in this research link to the three HLS 

dimensions. Further, the self-assessment maturity matrix operationalises the three HLS 

dimensions and supports the notion of a learning system for the pursuit of LST initiatives. It does 

so by facilitating deliberate, conscious and continuous learning of health system leaders and use 

of informal networks that bring all agents in the system together to solve complex problems that 

cannot be solved individually. The system leaders and networks acquire new information through 

the continuous self-assessment process, which changes their understanding, their interactions 
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with other system agents, and their understanding of the contextual factors that enable and 

constrain implementation of LST initiatives. The continuous self-assessment process creates 

feedback loops that is critical to support the notion of a learning system [70].  

HLS dimension Key elements from this research 

Human Clinical leadership and involvement 

Involved people, whanau and community 

Continuous learning Intelligent commissioning 

Continuous improvement 

Analytic capability 

Dedicated resources and time  

Understanding of equity  

Integrated health information 

Systems mind-set Alliancing way of working 

Commitment to Te Tiriti o Waitangi 

 Table 12.2: Key elements mapped to Human Learning Systems Dimensions 

 

According to Holmes, et al. [70],  a learning system cannot solely rely on simple and sequential 

actions that assume a high degree of rationality and linearity in which knowledge is produced, 

disseminated to end users and then passively incorporated into practice and policy. Instead, an 

active transfer of knowledge or knowledge-to-action in complex adaptive systems involves co-

producing knowledge, establishing shared goals and measures, enabling central and distributed 

leadership, and ensuring adequate resourcing [70,194,198]. In practice, this means support from 

senior system leaders for change efforts, a strong narrative to convince frontline staff, involving 

frontline staff in the change efforts, and creating and maintaining an organisational culture that 

enables prototyping small-scale innovations and then refining these through rapid learning cycles 

[70,194,198]. The maturity matrix constructed in this research offers the opportunity for an 

active transfer of knowledge or knowledge-to-action for successful implementation of LST 

initiatives. 

While a long-term plan may be necessary to provide the government policy direction, this plan is 

likely to change with changes in the political environment. Therefore, the focus needs to be on 

building the capacity and capability for health system transformation to adapt to the government 

policy and narrative of the day (to guide the direction of the flock). The HLS concept 

encompassing findings of this research provides the framework to build the system 

transformation capacity and capability and support the notion of a learning system. 
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12.4.3 The ‘new power’ approach to design and implementation of LST initiatives 

Ansell, et al. [201] highlighted the barriers or stumbling blocks to successfully implementing 

national policies because of the dichotomy of system accountability and system performance. 

They argued that this dichotomy separated policy design from policy implementation. The 

national policy design follows ‘new public management’ doctrines with a top-driven approach 

and is usually political, and implementation by system agents is expected with the institutional 

and hierarchical arrangements in the health system. However, implementation of these policies 

often fail because of a lack of buy-in from frontline staff on the proposed solutions, method of 

implementation, disruption of work practices of frontline staff, expectations of patients and 

communities, and illogical, passive resistance from frontline staff who have not been involved in 

the policy design [201]. This experience is commonly documented in much of health policy 

literature [35]. 

Ansell, et al. [201] recommended collaborative policy design where policies “can be more 

effectively designed by connecting actors vertically and horizontally in a process of collaboration 

and joint deliberation” (p 475). They did not presume that collaboration will be unanimous 

consent but argued that it will aim “to harness difference without eliminating it” (p 475) [201]. 

Further, the researchers recommended adaptive implementation that recognises local contexts 

and flexibility for subsequent changes in policy and its implementation approach with insights 

gained through the ongoing implementation process. Adaptive implementation enables 

continuous improvement in a learning system.  

The SLM programme is an example of a national policy that was collaboratively designed and 

implemented through Alliances using a continuous improvement approach. My research findings 

confirmed that the collaborative design and adaptive implementation increased engagement of 

system actors, in particular frontline staff, in the implementation of the SLM programme and 

made them feel more confident to be innovative and do things differently, which led to sustained 

commitment to the programme. Two other New Zealand examples of ‘new power’ approaches 

are the Healthy Families NZ initiative [214] and the Whānau Ora commissioning programme 

[215]. 

Healthy Families NZ is a LST initiative implemented in 10 different geographic communities across 

New Zealand to prevent chronic disease using community leadership [214]. The initiative aims to 

identify, design and implement changes to enable people to make healthier choices and live 

healthier lives by being physically active, more people smoke-free and reduce alcohol-related 
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harm. The lead providers of the programme include Māori and iwi organisations, Regional Sports 

Trust promoting physical activities, and Local Councils. One of the key investment areas for the 

programme is activating local leadership groups. Healthy Families NZ teams work collaboratively 

with local leaders and lead providers to influence transformational change [214]. 

The five building blocks of the programme are workforce, leadership, relationships and networks, 

resources and knowledge and data [141]. The MoH approach is placed-based, explicitly taking 

into consideration the context of complexity in which the initiative was being implemented and 

uses te ao Māori lens to improve Māori health [214].  An evaluation of the initiative revealed that 

the collaborative approach, activation of local leadership and informal networks, and 

empowering of local teams led to local ownership of the programme and strengthened 

community trust to achieve the aims of the initiative [141]. 

Whānau Ora is a unique public sector initiative that devolves delivery of Whānau Ora services to 

community-based commissioning agencies. These agencies work in partnership with providers 

and navigators to deliver customised services to improve wellbeing of individuals and whanau, 

empowering them to become self-managing and achieve their aspirations [215]. Whānau Ora 

encompasses services such as health, education, housing, employment and income levels. 

Whānau Ora providers are embedded in the communities they support and use local knowledge 

to understand the needs of communities, adapt ideas, and think of innovative solutions that is 

relevant for each community. The navigators are specialist staff who advocate for whanau and 

work with whanau to find services and support needed [215]. The programme is underpinned by 

strong networks and relationships with providers and whanau. 

There are similar international examples of a ‘new power’ approach. 

The Saskatchewan health system in Canada used hoshin kanri, as part of an overall Lean 

Management approach, to develop their health system plan to improve the structure, culture 

and quality of health services [216]. Hoshin kanri is a method of strategic planning that 

emphasises the importance of whole system engagement that harnesses skills and experience of 

all employees in the development of strategies, targets and actions [216]. Willis, et al. [216] 

reported an unprecedented level of involvement from health system leaders and communities 

in the development of their health system plan. This approach ensured a plan informed by those 

who work in the system and understand the complexity of the system, the challenges in the 

system, and the need for iterative learning to transform the system [216]. 
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A white paper developed by NHS Improving Quality presented four case studies that used a ‘new 

power’ approach for transformational change in the United Kingdom [35]. Success in the 

transformation efforts across these four case studies was owing to networking to develop 

relationships, use of social media to engage people and create a movement for change, creation 

of peer support and multidisciplinary social groups, involving frontline staff and patients, 

focussing on a shared purpose, building relational skills, working in networks in a non-hierarchical 

way, creating communities of change agents who learn and share lessons and their experiences 

[35]. The paper asserted that organisations that use ‘new power’ approach of “building shared 

purpose, connectivity, imagination, relationships and empathy” (p 19)  are more likely to achieve 

their transformation agenda and deliver changes than those solely using the ‘old power’ 

approach [35]. 

12.4.4 System accountability environment 

System accountability or organisational reform were not identified in this research as key 

elements to support system transformation to deliver people-centred, holistic and equitable 

health care. However, the system accountability environment was identified as a national 

context that influenced the successful implementation of LST initiatives. The accountability 

environment included frameworks and instruments the MoH used with DHBs to achieve financial 

accountability (DHB surplus/deficit), performance accountability (service outputs and targets), 

and political accountability (good use of public money).  

The MoH uses a small set of financial and non-financial accountability measures with national 

targets as a proxy for DHB (and system) performance. Evidence suggests that this approach skews 

the accountability perspective because system leaders at DHBs and their Boards focus on 

achieving these measures at the expense of the broader population health outcomes [217]. This 

was particularly evident with the emergency department national health target [89,90] and with 

the continued focus on the financial performance of DHBs. Participants stated that the current 

national template approach to accountability by the MoH does not take into consideration local 

contextual factors and drives passive compliance (‘tick box’ exercise) by health system leaders, 

defiance by clinical leaders, and perverse behaviours by some to ‘stay in the middle of the pack’ 

to avoid sanctions and penalties. 

While the Interim Report of the Health and Disability System Review [23] highlighted the 

undesirable consequences of ‘new public management’ doctrines, the final report focused 

strongly on organisational reforms and strengthening existing system accountability instruments 
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to achieve the transformation required to deliver equitable health outcomes and to become a 

more financially sustainable system. The Interim and the Final Reports of the Health and 

Disability System Review failed to acknowledge the rise of ‘new public management’ that 

followed the organisational reforms of the 1990s, which led to a fragmented approach to 

planning and delivery of health care and transactional relationships [80].  

Greenhalgh and Papoutsi [6] state that the emergent, unpredictable and generative nature of 

the health system requires a paradigm shift from a narrow linear focus of cause-and-effect from 

single intervention to “rich theorising, generative learning and practical adaptation to changing 

contexts” (p 1). They argue that “quality and safety improvement can be achieved by ‘attending 

to’ rather than trying to ‘control for’ complexity” (p 3). This involves moving away from the 

current thinking of the health system as a machine and trying to control each part in isolation 

with tight accountability instruments [8]. Instead of national service or accountability 

frameworks and detailed service specifications, Plsek and Wilson [8] recommended minimum 

specifications. Minimum specifications allow an environment for innovation, shared action, and 

facilitate interactions and relationships by providing direction, boundaries, resources, and 

permissions [8,218]. The participants in this research also made a similar recommendation, which 

they referred to as ‘safety margins’ of performance. 

Findings from this research suggest that the current accountability environment hinders 

successful implementation of LST initiatives because according to research participants, the 

system leaders at DHBs and their Boards place more effort on achieving accountability measures 

to avoid sanctions and penalties.  

Further, a senior Māori clinical leader said that system actors feel disempowered to engage with 

their local communities, Māori and Iwi, and therefore fail to recognise patients and communities 

as customers of the system. The system leaders are also seen to fail to meet their Te Tiriti 

obligations, in particular, the principles of partnership, Tino rangatiratanga, active protection, 

and supporting expressions of hauora Māori models of care. These principles in practice mean 

that Tangata Whenua would decide what system transformation initiatives are needed for Māori, 

the vision and goals of these initiatives, and how these are implemented and monitored (and not 

the ‘golden thread’ approach from the government) [101].  

Steele Gray, et al. [218] studied organisational responses to accountability requirements from 

home and community care agencies operating in Ontario, Canada. The study found that 

organisational responses to government-imposed accountability requirements took many forms. 



Kanchan M Sharma  266 

These included: passive compliance by simply meeting accountability requirements; active 

compliance through internal changes, such as subcontracting or partnerships; and non-

compliance through defiance or avoidance. The study recommended that compliance with 

accountability requirements can be improved if those imposing took into consideration external 

factors that may influence organisational responses and tailoring agreements and supporting 

organisations in their efforts to comply. 

In Australia, the Victorian Health Services Performance Monitoring Framework [219] was 

designed as a risk-based framework with more intensive support and monitoring for those 

services and organisations with greater risks to the safety, accessibility and sustainability of 

services, and with a stronger emphasis on contextual factors that underpin performance. The 

contextual factors include financial management, governance and leadership, quality and safety 

indicators, and qualitative measures that would indicate performance issues ahead of 

performance failures. The goal of the framework is for the Victoria Department of Health and 

Human Services to work collaboratively with Victorian health services and other stakeholders to: 

identify performance risks; analyse performance; assess performance outcomes; and address 

performance risk, undertake monitoring and provide support [219]. Such an accountability 

framework promotes transparency, shared accountability, and facilitates relationships and 

interactions for continuous performance improvement across the system [8,218,219]. 

12.4.5 Funding environment 

The funding environment was identified as a contextual factor that both enabled and constrained 

successful implementation of LST initiatives. Funding and commissioning play a critical role in 

system transformation, for example, promoting a collaborative way of working rather than a 

competition. Research participants said that organisations with large funding dominated 

conversations relating to the commissioning of services and smaller organisations, such as NGOs, 

were limited in their ability to influence change owing to the competitive commissioning 

environment.  

There is no ideal model to fund delivery of health care services and even if there was one, it 

would not work for all as it will be affected by local contextual factors such as the system design 

and the population demographics. There is also not an ideal level of funding that could meet 

current and future demands of health systems as evidence suggests that the funding level alone 

is not responsible for health inequities or the DHB deficits in the New Zealand health system  [23]. 
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Sometimes a lack of or constraint on funding provides the burning platform for transformational 

change. At the time of writing this thesis, the world was amid a global pandemic with COVID-19 

response stretching the resources of health systems worldwide. In New Zealand, there were 

reports of unprecedented levels of cooperation among funders and those responsible for 

delivery of health care and system transformations that occurred in a short space of time to 

enable the health system to effectively respond to COVID-19. Examples of these included a 

transformational change in the model of care delivery with general practices’ rapid shift to tele-

consults and the use of e-prescription technology for medicine dispensing with 48 hours of notice 

before the country went into lockdown. Furthermore, there were great advances in the use of 

technology to connect regional public health units to a national contact tracing database, central 

distribution of personal protection equipment and influenza vaccines, and the development of a 

contact tracing mobile application that had inter-operability with other health information 

systems. Although funding was provided for these changes, often funding followed the change 

and it was the pandemic response that had provided the burning platform and the 

unprecedented level of co-operation that had achieved the transformations. 

The New Zealand 2020 Budget, which was delivered in the middle of the pandemic, included 

significant investment for the health system. This record level of investment was to recognise the 

historical systemic underfunding, the additional surgeries and treatments needed to clear the 

backlog owing to COVID-19 response, and the need to re-build the health system to meet current 

and future demands [220]. While most in the system welcomed this investment, some were 

apprehensive about whether the significant additional funding was going to reach the right parts 

of the system to improve health outcomes for Māori and other high priority populations 

[221,222]. Some went further to say that the investment in hospitals perpetuated the disease-

focused, reactive model of care instead of investing in the primary and community services to 

build on the LST initiatives that resulted from the COVID-19 response [223,224]. 

Research participants and the literature [3,30,70,122,141,194,200] are both strong on the need 

for dedicated resources for LST initiatives, both in the form of new resources and re-alignment 

or re-prioritisation and upskilling of current resources to match the needs. Resources needed for 

successful implementation of LST initiatives include human resources in the form of appropriate 

sustainable health workforce, project or programme managers, information technology 

capability, change management leadership and evaluation skills, and enough time for change to 

occur [70]. Except for health workforce, senior health system and political leaders often 
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underestimate the importance of these resources. These are often perceived as administrative 

functions, which are ‘nice to have’ but not essential for a high performing health system. This 

perception needs to change for the health system to be successful with implementation of LST 

initiatives that will achieve the desired system transformation. 
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13.0 RECOMMENDATIONS 

The New Zealand health system is at a pivotal point given the recent release of the Health and 

Disability System Review report. The recommendations in the final report, if implemented, will 

bring significant organisational reforms to the health system. There is a risk that powerful groups 

such as professional bodies and PHOs may resist the organisational reforms and these tensions 

will further affect the relationships, trust and commitment needed among health system leaders 

and organisations to deliver patient-centred, holistic and equitable care. Organisational reforms 

tend to make organisations and individuals focus inwardly to protect their roles, organisations, 

funding and place in the system. This research has identified conditions critical to support LST 

initiatives that goes beyond organisational and professional boundaries. Change in complex 

adaptive systems requires mobilisation of all system actors to work towards a shared vision and 

take into consideration behaviours and interactions between system actors and the social and 

cultural contexts that exist in the system. The recommendations below do not intend to 

undermine the organisational reforms that will inevitably follow from the Health and Disability 

System Review. These recommendations are made to strengthen the transformation that the 

New Zealand health system and health systems world-wide are seeking to achieve equitable 

health outcomes and a system that is strong and financially sustainable. 

13.1 Recommendation 1: A collaborative way of working 

This research findings show that informal trust-based networks are an important feature of 

complex adaptive systems and that these networks are critical to successfully implement LST 

initiatives. In the New Zealand health system, Alliances are used as an informal trust-based 

network to bring all system partners together to work towards a shared vision. The current policy 

environment requires DHBs to form an Alliance with PHOs providing primary health care in their 

districts. This environment may change as recommendations of the Health and Disability System 

Review are implemented and Alliances are replaced with locality networks. Regardless of what 

these networks are called, it is important that health system leaders understand the ripple effect 

of the key mechanism of trust that is triggered in the presence of distributed leadership that 

leads to an agreement of a shared vision and a commitment to work towards that vision. I 

recommend that health system transformation teams use findings of this research, in particular 

the self-assessment maturity matrix, to understand the inner workings of trust-based networks 

and the capacity and capability that is needed to support such networks. The maturity matrix and 

the CMO theories reported in this research provide valuable information for health systems 
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world-wide on the programme architecture that underpins efforts to successfully implement LST 

initiatives using a collaborative way of working. 

13.2 Recommendation 2: The self-assessment maturity matrix 

One of the gaps identified through the implementation of the SLM programme was the lack of a 

practical tool that describes the key elements needed to support successful implementation of 

LST initiatives and the indicators of success. Such a tool would enable networks, such as Alliances 

or locality networks, assess their maturity on their capacity and capability to successfully 

implement LST initiatives. The maturity matrix constructed with health system leaders in this 

research bridges this gap and provides the beginning of a national tool to consciously and 

deliberately support learning of networks, such as Alliances and locality networks. The use of the 

maturity matrix generates feedback loops that stimulates learning and is more likely to lead to 

shift in behaviours among system actors. I strongly recommend that the Transition Unit leading 

New Zealand health system reforms uses the self-assessment maturity matrix developed in this 

research to prototype the locality-based networks signalled in the reform. Health systems world-

wide could use the maturity matrix to assess and build capacity and capability needed for system 

transformation and to support a system that is continuously learning.  

13.3 Recommendation 3: A national improvement team 

This research identified the important role of system leadership and continuous learning in 

complex adaptive systems, such as health systems, to improve the performance of the system. 

Participants identified both a lack system leadership capacity and capability currently in the New 

Zealand health system and the need to strengthen it. Taking into consideration the evidence from 

literature and my research findings, I recommend that the MoH, as the steward of the system, 

convenes a national improvement team that is underpinned by the three dimensions of the 

‘Human Learning Systems’ concept; human, continuous learning, and systems mind set.  

A national improvement team may comprise perspectives of senior operational and clinical 

leaders, Māori and Iwi, consumer advocates and the research community. It would support and 

facilitate continuous learning efforts, nurture relationships to build and maintain trust between 

system actors and build system leadership capacity and capability. This team could support the 

MoH to fulfil its functions as the steward of the system and will give effect to the national charter 

recommended by the Health and Disability System Review. The membership of this team has to 

be purposefully recruited to ensure that right people are selected who will work beyond their 

organisational and professional boundaries in a high-trust environment with a commitment to 
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achieve the goals of the system. This way of working adds ‘new power’ values and will create 

learning community at a national level that will harness energy through collaboration, peer co-

ordination and influence, and will share lessons from implementation of LST initiatives. The 

members could also act as facilitators or ‘relationship brokers’ to develop and enhance the pre-

conditions required to build maturity of local trust-based networks such as Alliances or locality 

networks. Overall, this team could provide a powerful instrument for fostering and strengthening 

system leadership capacity and capability. At the national level, the MoH could work with the 

Health Quality and Safety Commission (HQSC) to co-ordinate opportunities for collaborative 

learning. Owing to scarce resources, business continuity and impacts of COVID-19, it is 

challenging to bring staff and leaders physically together frequently. However, with advances in 

technology and the unique experience of a virtual way of working during lockdowns, the MoH 

and the HQSC could explore more sustainable ways of creating online or virtual learning 

communities. The role of central agencies, such as the MoH, is to co-ordinate such a network to 

manage expectations of system partners, to use the network to design and implement national 

policies, and to maintain focus on the long-term vision and goals of the system.  

13.4 Recommendation 4: A national improvement budget 

This research identified dedicated resources as a key element to support successful 

implementation of LST initiatives. The incentive funding attached to the SLM programme for 

PHOs created tension in the system with the responsibility of the programme implementation 

sitting with DHBs. The incentive funding for PHOs provided a strong incentive for PHOs to be 

involved in the development and implementation of the SLM programme. The funding, albeit 

small ($5.33 per enrolled patient) [63] compared to the overall primary care budget, acted as a 

strong incentive for operational and clinical leaders from PHOs to come to the table. However, 

the funding also created an unnecessary distraction for the programme in that the programme 

was seen as a primary care performance programme instead of a whole-of-system improvement 

programme.  

Findings from this research support that successful implementation of LST initiatives require 

dedicated resources in the form of funding to employ programme or project managers with 

change management skills, locum support to allow frontline health care professionals to 

participate in the change programme and appropriate investment in technology and analytic 

capability. It is therefore recommended that the MoH set a national improvement budget to 

support implementation of the national transformation initiatives. The improvement budget 
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could be held and managed by the MoH. The national improvement team would advise the MoH 

on distribution of the fund. A national improvement budget takes the tension away from 

incentivising health providers separately and ensures that LST initiatives that are funded 

contribute to the overall health system strategy and that the funding is systemic and sustainable. 

13.5 Recommendation 5:  A change in the system accountability environment 

My research findings suggest the current DHB accountability framework is not suitable to support 

a learning system. Instead of a national template-driven framework that focuses on achieving 

national targets on a small set of financial and performance measures, a more sophisticated and 

supportive framework is needed that takes into consideration local contexts in which DHBs are 

operating. My research-based insights recommend a national accountability framework 

comprising three dimensions: smart monitoring, system support, and feedback loops.  

Smart monitoring involves using insights from data, and monitoring reports and planning 

documents, such as the DHB annual plans and the SLM plans, to determine DHB performance 

against national minimum specifications.  

The system support dimension involves the national monitoring agency (whether it is MoH or the 

proposed new Health New Zealand), who would develop national minimum specifications for 

safe, effective, efficient and equitable delivery of health services, and monitor DHB performance 

against those using smart monitoring tools. The Final Report of the Health and Disability System 

Review [23] signalled the minimum specifications for tier one services. The national monitoring 

agency would tailor improvement focus areas for each DHB based on evidence from past 

performance and their local contexts, such as the demographic profile and service configurations. 

The national agency’s role would be to develop internal capabilities, tools and strategies to 

diagnose performance issues and respond rapidly where DHBs are not meeting the minimum 

specifications. This response would be determined using the feedback loops dimension and will 

involve different approaches depending on the contexts in which the DHB is operating.  

The feedback loops dimension connects the smart monitoring dimension to the system support 

dimension and drills into the underperformance of a DHB. For example, if a DHB with a high 

Māori population is not meeting its financial targets because they are attempting LST initiatives 

that are designed by their communities, the response would be supportive and would seek to 

understand the DHB approach, assess the DHB’s capability for implementing LST initiatives and 

provide support where DHB capability is lacking. In contrast, if a DHB is failing to address health 



Kanchan M Sharma  273 

inequities and is not involving their communities in the design of health services, then the 

response would focus on performance management and seek to understand if the DHB has 

capability to improve its performance and if not, what support it needs to improve its 

performance.  

Figure 13.1 illustrates my recommendation. A more flexible and supportive framework, such as 

this, would enable DHBs to involve their communities in the design and implementation of LST 

initiatives. It would enable DHBs to focus more broadly on improving performance in areas they 

are underperforming, where health inequities may exist or improvement areas deemed 

important by their communities, rather than solely placing their efforts on achieving national 

targets for a narrow set of accountability measures deemed important by the government.  

 

Figure 13.1: New proposed national accountability framework 
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14.0 STRENGTHS AND LIMITATIONS OF THE RESEARCH 

14.1 Strengths  

A key strength of this research was my prior knowledge of the New Zealand health system, the 

key actors in it, and the direct experience with leading the national implementation of the SLM 

programme. The inside knowledge of the health system, three years of first-hand experience and 

knowledge were invaluable to the research. This knowledge and experience gave me the leverage 

to invite participants from across the health system who were involved in the SLM programme 

implementation and those considered leaders within systems thinking and LST initiatives. Prior 

knowledge about the functionality and make-up of the Alliance leadership teams was valuable in 

the selection process for field testing of the maturity matrix. I was able to invite three teams that 

had differed in their membership, size of the district they served, and the state of their local 

relationships.  

The wide range of perspectives added to the rigour of the research and provided a unique whole-

of-system approach to the research. It also assisted with managing (unconscious) bias that the 

SLM programme clinical lead and I brought to the research. This rigour gives me confidence that 

the findings of this research will not only be accepted by the sector but will also make a valuable 

contribution towards implementation of future LST initiatives.  

14.1.1 Health participants 

The research involved senior system leaders from the New Zealand health system. More than 

100 people from across the New Zealand health system contributed to this research through 

interviews, workshops, online survey and testing of the maturity matrix.    

The New Zealand participants included DHB and PHO staff that were involved in the development 

and implementation of the SLM programme. Given the life and a system-wide implementation 

of the SLM programme, there was a large sample pool from which participants in the study were 

selected. The multiple methods of data collection allowed me to involve participants from 

different levels ranging from senior operational and clinical leaders to frontline staff. Participants 

in the workshops included General Managers from the DHB Planning and Funding units, PHO 

Chief Executives, senior clinical leaders, and senior leaders from the MoH and the Health Quality 

and Safety Commission. The online survey was used to collect data from the frontline staff 

involved in the implementation of the SLM programme. The field testing of the maturity matrix 

included senior operational and clinical leaders from DHBs, PHOs and other health system 

partners such as Māori health providers, pharmacy, the Accident Compensation Corporation, and 
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allied health leaders. Interviews were used to collect data from those in the research and health 

consultancy communities. The overseas participants provided an international view that 

supplemented evidence from literature on health system reforms, leadership and complexity 

thinking. The small size of New Zealand, my inside knowledge of the system and my existing 

relationships presented the advantage for participants from across the whole system 

(horizontally and vertically) from senior leaders to frontline staff to be involved in the research.  

14.1.2 Non-health participants 

The non-health interview participants were from a large New Zealand bank (n=1), a construction 

company (n=1) and a strategic organisational management consultant (n=1). Braithwaite [11] 

argues that no other system is more complex than the health system and that no other industry 

or sector has a similar range and breadth of complexities that involve multiple providers planning, 

funding and delivering services to clients with diverse needs with many health care interventions 

personalised to suit individual needs. Additionally, the regulatory environment that the health 

system works in is uneven with some parts tightly controlled such as pharmaceuticals and others 

driven solely by individuals in the system such as diagnostic and treatment decisions by the health 

care professionals. The health system has multiple stakeholders and the interactions between 

these, the activities, and outcomes are infinite [11]. I agree with Braithwaite’s argument but am 

also aware of many efforts to learn from industries to improve the efficiency and performance 

of the health system; for example, the alliancing way of working from the construction industry 

[68]. True to a realist sampling strategy, I wanted to test my theories with a small number of 

participants to seek an ‘outside’ perspective from those with knowledge and experience of 

leading implementation of LST initiatives in non-health industries to determine if there were 

elements and contextual factors that were common across complex systems.  

14.1.3 Te Tiriti o Waitangi 

A realist approach, nested within the framing of complex adaptive systems, enables the research 

to respond to social and political conditions relating to indigenous health [78]. Equity, 

partnership, participation, active protection and self-determination, which are principles of Te 

Tiriti are also fundamental to any LST initiative and is at the core of the ‘new power’ approach. 

As such principles of Te Tiriti were considered in the research in many ways.  

Māori view was actively sought through the selection of research participants to ensure all 

workshop participants had equity expertise, especially for Māori. Additionally, Māori health 

system leaders were purposefully selected in workshops and interviews to provide Te Tiriti 
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perspective. This selection approach could not be assured for the online survey, which was 

anonymous, or with Alliance leadership teams involved in the testing of the maturity matrix as 

these were existing teams with membership determined locally. However, to mitigate this, Māori 

equity and Te Tiriti perspective on the maturity matrix was sought and provided by the MoH 

Māori health Strategy and Policy team. 

Te Tiriti and equity formed part of the programme architecture that underpins efforts to 

successfully implement LST initiatives, both vertically and horizontally. A commitment to Te Tiriti 

and understanding of equity were identified as two key elements that need to be present to 

increase the chances of success with implementation of LST initiatives in the New Zealand health 

system. Further, the alliancing way of working, and involved people, whānau and community 

elements foster participation of hapū, whānau, Iwi and Māori in the governance, design and 

delivery of health care and LST initiatives. These elements ensured that Te Tiriti and equity were 

vertically embedded in this architecture. 

A successful outcome for the research would be an enhanced understanding of and a stronger 

focus by health system leaders and Alliances on reducing health inequities for Māori in their 

districts through successful implementation of LST initiatives. The maturity matrix identified two 

indicators for each of the 10 elements to horizontally embed equity and Te Tiriti in the maturity 

matrix.  

Overall, the programme architecture constructed for successful implementation of LST initiatives 

recognised Te Tiriti as an important context for the New Zealand health system. The maturity 

matrix translated principles of Te Tiriti into practical actions that allows Alliances to assess where 

they are on the maturity scale for equity and Te Tiriti indicators and identify areas for 

improvement. Empirical work showed that this self-assessment process would enhance the 

understanding of health system leaders and Alliances about the programme architecture that 

underpins efforts to successfully implement LST initiatives to address health inequities for Māori 

and other high priority populations.  

The number of Māori participating in this research was low, which is why input from the MoH 

Māori Health Strategy and Policy team was sought on the maturity matrix. A wider range and a 

higher number of Māori participants may have better reflected Māori aspirations in the maturity 

matrix. 
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14.1.4 The realist approach 

A realist logic of enquiry was well suited to inform my research questions and is a strength of this 

research. It unpacked and revealed the underlying, unseen mechanisms that caused variations in 

districts’ ability to successfully implement the SLM programme. Most importantly, it enabled me 

to form the CMO theories that influence successful implementation of LST initiatives in different 

contexts. These CMO theories form an important part of the programme architecture that 

bridges the gap between the theory of LST initiatives and the reality of successfully implementing 

these in the New Zealand health system. 

However, this research was my first attempt to undertake a realist inspired investigation. While 

I gave my best efforts to understand and apply the principles of a realist research, I was limited 

by my inexperience and capability as a realist researcher. Having gained the experience of 

undertaking a realist research, on reflection, I may have used more focused follow-up questions 

during the interviews, workshops and the online survey to drill further into revealing the realist 

mechanisms that influence the successful implementation of LST initiatives. 

14.2 Limitations 

Two interactive workshops with a limited number of senior operational and clinical leaders (nine 

and 10 respectively) from the New Zealand health system were used to test and refine the key 

elements and construct the maturity matrix. Given the seniority and work commitments of senior 

leaders, it is unusual for researchers to have participants of this calibre and their employers to 

contribute two days to doctoral research. Participants who attended were keen to share the 

knowledge and experience and contribute to the international literature. In the introduction 

session, participants shared their reasons for attending the workshops. 

I’ve decided at my time of life I’ll only do things that I find interesting; this is really 

interesting, but actually really important as well. I think the whole way the system 

works, and process is incredibly important to outcomes and certainly with the 

population I see on a daily basis (senior primary care clinician). 

I’m here because you guys put yourself on the line and made it work, and that’s 

important. But also, I do a lot of work overseas and one of the things that keeps 

on coming back at us is fantastic stuff happens in New Zealand and we don’t write 

it up enough and we don’t publish it enough. Again, power to you for actually doing 
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the work that enables the learnings from this country to be used in other health 

constituencies (senior DHB leader).  

Group consensus on the key elements was reached quite quickly which led me to contemplate if 

there were enough participants present or if there was a lack of variation in the participants, that 

is, did I select like-minded people?  A wider group of participants may have had other views. 

However, listening to the audio recorded discussion later in the evening of the first workshop 

emphasised that early consensus was reached because all participants firmly believed that a 

maturity matrix with key elements that support successful implementation of LST initiatives 

would be a practical way to support the notion of a learning system in the New Zealand health 

system. Participants also discussed that output of this research would be the first step and that 

the use of the maturity matrix would form an iterative improvement process that will build on 

this research. They were practical about not looking for a perfect solution but rather using this 

research to make a start on formulating the programme architecture underpins efforts to 

successfully implement LST initiatives that system leaders can use. Nonetheless, a wider group 

of participants, particularly more Māori and Pacific leaders, may have generated more robust 

discussion on the key elements, the content of the maturity matrix, and identifying the contexts 

and the mechanisms. 

Another limitation of the study was the testing of the maturity matrix in that it was tested with 

only three Alliance leadership teams. More testing is required to confirm the fidelity and 

structural validity of the maturity matrix. Peer assessment at regional level or with similar size 

districts will promote peer learning, provide a check-and-balance approach to the learning and 

strengthen the consistency in the use of the maturity matrix. Sharing of results among Alliances 

will contribute to regional or national learning communities and enhance the notion of a learning 

system.  

This research required significant qualitative analysis of data. To ensure qualitative rigour, I used 

NVivo computer software for initial thematic analysis, referred to transcripts to cross-check 

contexts, mechanisms and outcomes, and sought advice from my supervisors. However, having 

a second reviewer to scrutinise the qualitative coding would have added rigour to qualitative 

analysis.  

The findings of this research do not provide a comprehensive view of elements and contextual 

factors that influence successful implementation of LST initiatives. While the research 

triangulated evidence from several sources, literature is still young, and evidence is constantly 
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emerging. In line with one of the five ideas of realist research, the findings provide a better 

understanding for system leaders on the programme architecture that underpins efforts to 

successfully implement LST initiatives in the New Zealand health system, and not the final truth. 

Additionally, in accordance with the other four ideas of realist research, given the emergent and 

generative nature of complex adaptive systems, the contextual factors described in this research 

will continue to evolve triggering new mechanisms that will influence interactions and 

behaviours of those involved in implementation of LST initiatives. 
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15.0 CONCLUDING CHAPTER 

15.1 Future of the SLM programme 

The original intervention logic of the SLM programme (Figure 3.2) identified several external 

factors that would affect the short, medium- and long-term impacts of the programme. The 

research findings confirmed these factors as contextual factors that influence the successful 

implementation of LST initiatives, such as the SLM programme. Additionally, the intervention 

logic correctly assumed that success of the programme relied on the intrinsic motivation of the 

health providers to improve health outcomes; districts having a functional Alliance; high-trust 

relationships among Alliance members; and the willingness of funders to change models of care 

and funding arrangements. The intervention logic identified several short-, medium- and long-

term impacts of the SLM programme. While the intervention logic for the SLM programme was 

in line with the international evidence for successful implementation of LST initiatives, the 

programme was quite ambitious in the outcomes and influence it was seeking. There was an 

underlying assumption that Alliances will step up and improve their capacity and capability for 

implementing the programme through a continuous learning process. The implementation, 

however, identified the need for key elements that support capacity and capability for large-scale 

change and the influence of contextual factors in Alliances’ ability to successfully implement the 

SLM programme and sustain their efforts. 

This research aimed to identify the key elements that support successful implementation of LST 

initiatives, describe what these elements mean for the New Zealand health system so New 

Zealand Alliances could consciously and deliberately increase their understanding of the key 

elements, and the contexts and mechanisms that influence New Zealand Alliances’ (or future 

locality networks’) ability to successfully implement LST initiatives. Figure 15.1, adapted from 

Middleton, et al. [225], show an updated intervention logic for the SLM programme with a 

summary of key elements; mechanisms triggered by local and national contexts identified in this 

research; and the short- and medium-term outcomes of the programme. 

This research confirmed that sustained high-trust relationships triggered by a distributed 

leadership style from DHBs, supported by key enablers, are the pre-conditions needed for a 

mature Alliance, which provides a critical platform for successful implementation of LST 

initiatives. Those DHBs who understand and improve the pre-conditions will continue to 

successfully implement the SLM programme and those who do not will continue to struggle and 
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or view it as a compliance exercise. Without dedicated resources and support from the MoH and 

DHBs to improve the pre-conditions, the SLM programme is unlikely to be a sustainable policy. 

15.2 Research contribution 

This research is first to describe in detail the development and the implementation of the SLM 

programme. The programme is unique in its collaborative design with a continuous improvement 

approach and implementation through Alliances and has generated interest of overseas health 

system leaders. The rich description of the programme and the insights and experience from 

implementation offered in this research make a significant contribution to health system 

transformation literature in New Zealand and internationally.  

Although key elements that support successful implementation of LST initiatives exist in 

international literature, this research is a first to identify key elements that need to be present 

to increase the chances of success for implementation of LST initiatives in the New Zealand health 

system. It takes into consideration the New Zealand context, in particular Te Tiriti o Waitangi. 

Further, this research is ground-breaking in the construction of a maturity matrix for the New 

Zealand health system leaders and trust-based networks such as Alliances to use to assess and 

enhance their capacity and capability for successfully implementing LST initiatives. Workshop 

participants, who were senior health system leaders, considered the SCIROCCO self-assessment 

tool available for European regions to assess their readiness to deliver integrated care. However, 

they did not consider this tool to be suitable in the New Zealand context. 

The CMO theories that influence successful implementation of LST initiatives reported in this 

research add to the health system transformation literature, which is still considered young and 

scarce. 



Kanchan M Sharma  282 

 

Figure 15.1: Updated SLM programme intervention logic with summary of realist mechanisms triggered by local and national contexts, adapted from Middleton, et al. [225] 
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15.3 Future research 

This research was the first in New Zealand to use a realist logic of enquiry nested within the macro 

framing of complex adaptive systems. Use of a realist approach is becoming common in the 

health research community and this research adds to the realist methods literature. There are 

opportunities for future research to further test and refine the programme architecture 

underpins efforts to successfully implement LST initiatives. These include: 

• Using insights from other LST initiatives to refine the key elements that need to be present 

to increase chances of success with these initiatives. 

• Further testing and refining of the maturity matrix to confirm its structural validity and 

building a peer assessment component so networks such as Alliances can compare or 

benchmark against each other. There is an opportunity to create a digital platform for the 

maturity matrix so networks such as Alliances could electronically record, monitor and share 

their assessments. 

• This research revealed the critical role of networks such as Alliances in the successful 

implementation of LST initiatives. Literature on these networks is still emerging and there is 

an opportunity to undertake further research on the inner workings of these networks and 

their role in implementing LST initiatives.  

15.4 Research dissemination and uptake of recommendations 

This research offers insights that could be relevant to the New Zealand health system and health 

systems world-wide. 

The New Zealand health system is at a pivotal moment with the release of the Health and 

Disability System Review (HDSR). The health system response to COVID-19 highlighted to the 

government the fragmented nature of the system and identified opportunities to strengthen the 

system. The newly elected government plans to reform the health system drawing on the 

recommendations of the HDSR and lessons from the COVID-19 response [226]. The reform has 

begun with the establishment of a transition team in the Department of Prime Minister and 

Cabinet (DPMC). If the recommendations of the HDSR are implemented, Alliances will be 

replaced with locality networks. 

I have shared the maturity matrix with several Alliance leadership teams so they can use to assess 

their capacity and capability to implement the SLM programme and to assess their readiness for 

the locality networks. 
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I plan to share findings of this research using tools and opportunities available to me. This include: 

• Sharing an executive summary of my thesis (3-4 pages long) along with the final full thesis 

with participants who requested this through their consent forms. This includes New 

Zealand and overseas participants and participants from non-health sector. 

• Disseminating the executive summary and the maturity matrix with various sector groups 

in New Zealand such as, the DHB and PHO CEOs and clinical leaders, and the Alliance 

leadership teams.  

• Sharing the maturity matrix as part of the guidance materials for the ongoing 

implementation of the SLM programme and to use the research findings to evolve the 

programme so it remains relevant in the future New Zealand health system landscape. 

• Sharing the executive summary and maturity matrix with the Health Quality and Safety 

Commission for them to use as part of their national quality improvement programmes. 

• Sharing the executive summary, the maturity matrix and the full final thesis to the Chief 

Executive of the transition team at the DPMC leading the New Zealand health system 

reform so they may use the maturity matrix to prototype locality networks.  

• Using social media platforms, such as LinkedIn, to share snippets of key findings. 

Further, I plan to share key findings and recommendations with the wider research community 

nationally and internationally through peer-reviewed publications, presentations at conferences 

and webinars.  

Finally, health system transformation is an area I am passionate about and see myself continuing 

to progress my professional career in. This research gives me an important foundation in my 

future endeavours as a health system leader.    

15.5 Concluding remarks 

This research builds on health system transformation literature and emphasises the use of LST 

initiatives to make the desired shift most health systems are seeking to deliver health care that 

is people-centred, holistic, and one that addresses health inequities. The 1990s organisational 

reforms in New Zealand and the rise of ‘new public management’ contributed to a transactional 

paradigm in which delivery of health care is fragmented and focused on institutional 

arrangements and health care professionals. Over last two decades, recognition of health 

systems as complex adaptive systems has challenged the transactional paradigm and LST 
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initiatives that capitalise on key features of complex adaptive systems are theorised to achieve 

the desired shift. 

LST initiatives span across geographic, organisational and professional boundaries and challenge 

current ways of thinking, processes and behaviour patterns. Successful implementation of LST 

initiatives requires systems mind set in which power is shared among system leaders and the 

focus is on interactions and behaviours of system agents while taking into consideration the 

social contexts in which the system is operating. These initiatives require integrated changes in 

structures, processes and behaviour of system actors. 

Senior leaders of the system, especially from organisations with largest amount of resources, 

have to let go of control and the traditional ‘old power’ approach and embrace ‘new power’ 

values that comes from relationships and connections, and uses people’s intrinsic motivation to 

influence and call for action to achieve a shared purpose or vision. 

This research bridges the gap between the theory of LST initiatives and the reality of 

implementing these initiatives in a system where change efforts are constantly filtered and 

adapted by frontline health care staff and contextual factors in which the change is implemented 

heavily influences its success. The research affirms the use of informal trust-based networks, such 

as Alliances, to bring many health system agents together to deliver integrated people-centred 

health care. Performance of these networks is underpinned by unprecedented levels of trust, 

mutual understanding, informal rules, and commitment among partners to work towards a 

shared vision and overcome great challenges in a complex system that no single player is likely 

to achieve individually. 

The research findings provide a rich description of the programme architecture that underpins 

efforts to successfully implement LST initiatives in the New Zealand context. The programme 

architecture includes the maturity matrix for a set of 10 key elements that increases the chances 

of success with implementation of LST initiatives and CMO theories that enhance understanding 

of mechanisms that influence behaviours of system actors, which then influences outcomes of 

programmes or interventions. 

This research found that understanding of this programme architecture by health system leaders 

is critical. System leaders create the right conditions for collective responsibility of LST initiatives 

by embracing the ‘new power’ approach.  
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My findings suggest that the maturity matrix constructed in the research provides a practical tool 

for health system leaders to use to consciously and deliberately improve their understanding of 

this programme architecture. A constant use of the maturity matrix will create feedback loops 

that will support a continuous improvement approach. A continuous improvement approach 

supports the notion of a learning system. A learning system nudges the behaviour of the system 

out of equilibrium and builds momentum for change. 

In conclusion, successful implementation of LST initiatives requires health system agents to 

muddle through many complex and unexpected factors and nurture trust and relationships 

among all system actors including system leaders, middle managers, health care professionals, 

and most importantly people, whanau, and communities. Next steps in this research are to test 

and refine the maturity matrix with the newly proposed locality networks and implementation 

of other LST initiatives in New Zealand and overseas.
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PART E: APPENDICES 

AND REFERENCES 
 

 

This last part of the thesis contains documents that support the main body of the thesis. Part E 

includes two sub-parts: appendices; and references. 

The appendices include participant information sheets, consent forms, workshop schedules, and 

details on how the workshops were conducted.  

The references include all the sources of literature used in the writing of the thesis. 
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16.0 APPENDICES  

Appendix 1: Structure of the New Zealand health system [66]  
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Appendix 2: Literature review summary of LST initiatives 

Study Aims and Setting Key elements for LST initiatives 

Baker and Axler 
[122] 

Creating a high performing 
health care system for 
Ontario – a review of 
evidence of high 
performing health care 
systems, their 
characteristics, key drivers 
and what Ontario can learn 
from them. 

• Focusing on quality and system improvement as 
the core strategy;  

• Developing leadership skills;  

• Enhancing system governance;  

• Investing in capacity to support improvement;  

• Improving accountability and performance 
measurement;  

• Enabling comprehensive information 
infrastructures;  

• Strengthening primary care;  

• Improving integration and care transitions;  

• Enhancing professional cultures and engaging 
clinicians;  

• Engaging patients, caregivers and the public;  

• Attending to access and equity issues;  

• Considering population health and chronic 
disease management in care management 
strategies. 

Berta, et al. [199] Pursuing insights into 
system-level diffusion and 
whole systems change in 
evidence-informed nursing 
service delivery innovations 
in Canada 

System readiness 

• Emerging need for change 

• Adaptable micro-systems 

• Mechanisms that support change 

System capacity 

• Champions 

• resources 

System alignment 

• Common goals, beliefs and values among 
stakeholders 

• synergies 

Best, et al. [1] Description of a realist 
review approach to an LST 
initiative using a system 
transformation project in 
Saskatchewan Canada. 

To provide wider lessons to 
implement and support LST 
initiatives and for realist 
reviewers. 

• Blend designated and distributed leadership;  

• Establish feedback loops;  

• Attend to history;  

• Engage physicians;  

• Include patients and families 

Evans, et al. [3] Conceptual framework for 
successful and sustainable 
implementation of 
integrated care 
interventions in Ontario 
Canada 

Three most capabilities that shape organisation 
capacity: 

• Leadership approach 

• Clinician engagement and leadership 

• Readiness for change 
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Study Aims and Setting Key elements for LST initiatives 

Other capabilities identified, group in three 
concepts, were: 

Basic structures 

• Physical features 

• Resources 

• Accountability 

• Information technology 

• Organisational/Network design 

 

People and values 

• Leadership approach 

• Clinical engagement and leadership 

• Organisational/Network culture 

• Focus on patient-centeredness and engagement 

• Commitment to learning 

• Work environment 

• Readiness for change 

 

Key processes 

• Partnering 

• Delivering care 

• Measuring performance 

• Improving quality 

Matheson, et al. 
[141] 

Evaluation of Healthy 
Families New Zealand – a 
systems change 
intervention to prevent 
chronic diseases in 10 
communities 

Factors that facilitate the quality of implementation 
of the initiative: 

• Workforce 

• Leadership  

• Relationships and networks 

• Resources 

• Knowledge and data 

McGrath, et al. 
[190] 

Implementing and 
sustaining transformational 
change in health care in 
South Australia – NSW 
Health and Flinders Medical 
Centre 

• Leadership by senior executives,  

• Clinical leadership,  

• Team-based problem solving,  

• A focus on the patient journey,  

• Access to data,  

• Ambitious targets,  

• Strong performance management,  

• A process for maintaining improvement 

Perla, et al. [30] Literature scan relating to 
current thinking, practice 
and knowledge that inform 
large-system improvement 
initiatives in health care. 

 

Planning and infrastructure 

• Vision and aim 

• Intervention 

• Management 

• Resources   
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Study Aims and Setting Key elements for LST initiatives 

Individual, Group, Organisational and System factors 

• Champions/change agents 

• Leadership roles 

• Capability and capacity development 

• Learning networks 

• Social networks 

• Organisational and system capability 

• Organisational and system culture  

The process of change 

• Change theory used 

Performance measures and evaluation 

• Data infrastructure 

• Measurement and feedback systems 

Taylor, et al. 
[200] 

To identify the factors 
associated with high 
performing hospitals and 
practical strategies for 
improvement. 

Positive organisational culture 

• Respect between colleagues, disciplines and 
departments 

• Culture of CQI and quality and safety 

• No blame culture 

• Recognition and reward 

 

Senior management support 

• Support and resources 

• Access and visibility 

• Commitment  

 

Effective performance monitoring 

• Measurement framework 

• IT infrastructures 

• Accountability 

• Using data for CQI 

 

Building and maintaining a proficient workforce 

• Hiring and retaining good staff 

• Aligning staff values and behaviour to 
organisational vision (and not professional 
agenda) 

• Effective dissemination of policy and processes 

• Robust training programmes 

 

Effective leaders across the organisation 

• Commitment and responsibility 

• Support and resources 

• Mutual respect 
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Study Aims and Setting Key elements for LST initiatives 

Expertise-driven practice 

• Clinical leadership and engagement 

• Trust and empowerment for innovation 

 

Interdisciplinary teamwork 

• Teams and professions working together to 
achieve common goals 

• Alliance, horizontal team that involves 
collaboration and shared decision making 

• Collaboration with primary care and social 
agencies 

• Co-ordinated patient centred care 

Urtaran-
Laresgoiti, et al. 
[37] 

Realist evaluation of 
system-wide 
transformation in the 
Basque Country and to 
provide transferable 
lessons for decision makers 

• Leadership,  

• Commitment,  

• Collaborative decision-making and relationships 
between health professionals, 

• Vision and narrative  

• Developing new staff roles,  

• Investing in integrated electronic health records, 

• Stratifying the population by risk,  

• Facilitating bottom-up innovation 

Willis, et al. [198] Realist rapid review of 
literature to examine how 
interventions are 
influenced by contexts to 
influence sustainability of 
cultural change in health 
systems 

Six guiding principles identified: 

• Align vision and action 

• Make incremental changes within a 
comprehensive transformation strategy 

• Foster distributed leadership 

• Promote staff engagement 

• Create collaborative relationships 

• Continuously assess and learn from change 
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Appendix 3: Research information sheet for participants 

 

Framework for building capacity and capability for improvement in the New Zealand health 

system: a realist approach 

INFORMATION SHEET FOR PARTICIPANTS 

You are invited to take part in this research. Please read this information before deciding whether 

or not to take part. If you decide to participate, thank you. If you decide not to participate, thank 

you for considering this request.  

What is the aim of the project? 

This research is about building capacity and capability for improvement in the New Zealand 

health system and thereby, shifting towards a learning system. The research is nested within the 

framing of complex adaptive systems. Small-scale change efforts at a micro level are insufficient 

to improve the performance and outcomes of the health system. LST initiatives that capitalise on 

the key elements of a complex adaptive system, such as the use of informal networks and 

distributed leadership, together with a deep understanding of the contexts that influence 

successful implementation of LST initiatives, are more likely to bring the different component 

parts of the system to work together successfully and sustainably. 

By LST initiatives I am referring to co-ordinated, system-wide change involving multiple 

organisations that takes into consideration the relationships, interactions and behaviours of 

those in the system. The goal of LST initiatives is to stimulate communication and learning among 

different component parts of the system and for those in the system to understand the features 

of a complex adaptive system; thereby building the capacity and capability for improvement and 

shifting towards a learning system. 

One such LST initiative is the System Level Measures (SLM) programme, which was developed 

with the sector leaders and clinicians.  Alliances made up of District Health Board of domicile with 

their primary, hospital and community partners, are responsible for leading the implementation 

of the SLM programme. 

This research aims to use the insights gained from the implementation of the SLM programme; 

first, to identify key elements that enable LST initiatives in the New Zealand health system; 

second, to identify how local context influence the key elements; and finally, to stimulate 
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communication and learning within Alliances through the development and testing of a maturity 

matrix for the key elements. 

Who am I? 

My name is Kanchan Sharma and I am a Doctoral student in Faculty of Health at Victoria 

University of Wellington. I am also an employee of the MoH, leading the SLM programme.  

Conflict of interest 

The inside knowledge and the first-hand experience with leading the implementation of the SLM 

programme gives me invaluable insights into the key elements that enable large system 

transformations in New Zealand and how the local contexts influence these elements.  

However, my dual role as a Ministry employee and a researcher presents a conflict of interest 

that can be both real and perceived. It is therefore important for me to distinguish between the 

privileges I have from my position in respect to the research population and the genuine ethical 

issues that might arise, such as an impact on voluntary participation and the ability for 

participants to be honest in their feedback. 

Participation in the research is voluntary. You do not have to participate if you do not want to 

and you do not have to give me a reason for your decision. 

Data collected during this research will only be used for my thesis. I will not use the data collected 

for my Ministry role or disclose the data to any employee of the MH.  

The MoH may be interested in the information collected during this research or may in future 

use the output of the research, in particular the maturity matrix, in conjunction with the SLM 

programme. Any information shared with the MoH will be in accordance with the research 

confidentiality agreements. This means that data from the research will be combined and all 

identification information removed. 
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Workshop participants 

The workshops will be facilitated by Dr XXX, who is the SLM programme clinical lead and a PHO 

employee. This may also have a real and perceived conflict of interest. 

Dr XXX has signed a confidentiality agreement to keep the identity of participants and the 

information obtained from the workshops confidential. XXX will not discuss the information 

obtained with anyone except with my supervisors, me, and potentially with the participants 

involved in the workshops. 

 

Alliance leadership team participants 

The Alliance meetings will be facilitated by Dr XXX, who is the SLM programme clinical lead and 

a PHO employee. This may also have a real and perceived conflict of interest. 

Dr XXX has signed a confidentiality agreement to keep the identity of participants and the 

information obtained from the meeting with Alliances confidential. XXX will not discuss the 

information obtained with anyone except with my supervisors, me, and potentially with the 

participants involved in the meeting. 

This research is using the insights from the SLM programme but is not undertaking a formal 

evaluation of the programme. If participants want to discuss or provide any feedback about the 

SLM programme, they should email Ministry directly (SLM@health.govt.nz).  

This research has been approved by the Victoria University of Wellington Human Ethics 

Committee (application reference number 0000027356). 

If I experience or am challenged by any conflicts of interest as the research proceeds, I will seek 

advice and support from my supervisors and the University Human Ethics Committee to 

appropriately manage it. 

 

 

 

 

 

 

mailto:SLM@health.govt.nz
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How can you help? 

Interview participants 

If you agree to take part, I will interview you at your place of work, or using phone or skype 

technology between July and November 2019 (date, time and venue to be confirmed). The 

interview will take between 45-60 minutes. I will audio record the interview with your permission 

and write it up later. 

You can choose to not answer any question or stop the interview at any time, without giving a 

reason. You can withdraw from the study by contacting me at any time before 30 November 2019. 

If you withdraw, the information you provided will be destroyed or returned to you. 

 

Workshop participants 

You have been invited to participate because of your expertise in the health system or a complex 

system, its successes and challenges; and your understanding of system improvement.  

If you agree to take part, you will be part of two workshops that will be held in Wellington on 21 

and 28 August 2019.  

The workshops will be facilitated by Dr XXX. XXX will ask you and other participants questions 

about the key elements necessary to enable LST initiatives in the New Zealand health system; 

description and maturity matrix of the key elements; and local contexts, behaviours and processes 

that influence the local district health systems’ ability to implement LST initiatives successfully 

and sustainably.  

The workshops will take approximately six hours each. I will audio record the workshops with your 

permission and write it up later. You can request for the recording to stop at any time during the 

workshop to enable an ‘off the record’ conversation. 

The information shared during the workshops is confidential. That means after the workshop, you 

may share your own experience but not reveal the identities or experiences of others. Doing so 

may jeopardise the anonymity of participants and their employing organisations. 

You can withdraw from the workshop at any time before the workshop begins. You can also 

withdraw while the workshop is in progress. However, it will not be possible to withdraw the 

information you have provided up to that point as it will be part of discussion with other 

participants. 
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Survey participants 

You have been invited to participate because of your potential involvement in the implementation 

of the SLM programme. If you agree to take part, you will complete an online survey. The survey 

will ask you questions about your experience on the implementation of the SLM programme. The 

survey will take you about 10 minutes to complete.  

 

Alliance leadership team participants 

You have been invited to participate, as part of an Alliance leadership team, to test the maturity 

matrix developed to enhance the Alliances’ capacity and capability for improvement.  

If you agree to take part, you will be present at the Alliance leadership team meeting and 

participate in the testing process.  

Dr XXX, the SLM programme clinical lead, will facilitate the meeting. XXX will ask the Alliance 

leadership team to assess their Alliance on the maturity matrix for the key elements necessary to 

enable implementation of LST initiatives successfully and sustainably.  

The purpose of the testing process is not to judge the maturity or functionality of the Alliance. It 

is to test if the maturity matrix is functioning as a learning tool and stimulating conversations at 

the meeting, and how simple and practical it is to use. This will help me refine the maturity matrix. 

The Alliance can keep the tool and any insights they gain to use for their improvement purposes. 

The maturity matrix will eventually be available for all the Alliances. 

The assessment process will take approximately one hour. I will audio record the meeting with 

your permission and write it up later. You can request for the recording to stop at any time during 

the meeting to enable an ‘off the record’ conversation. 

What will happen to the information you give? 

This research is confidential. This means that the researcher named below will be aware of your 

identity, but the research data will be combined, and your identity will not be revealed in any 

reports, presentations, or public documentation.  

Some of the information provided by you may be used as direct quotes in the reports. However, 

all identification information will be removed. 
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Interview participants 

Only my supervisors, the transcriber (who will be required to sign a confidentiality agreement), 

and I will read the notes or transcript of the interview. The interview transcripts, summaries and 

any recordings will be kept securely and destroyed on 31 October 2022. 

 

Workshop participants 

Only my supervisors, the workshop facilitator and the transcriber (both of whom will be required 

to sign a confidentiality agreement), and I will read the notes or transcript of the workshop. The 

workshop transcripts, summaries and any recordings will be kept securely and destroyed on 31 

October 2022. 

 

Survey participants 

This survey is anonymous. This means that nobody, including the researcher will be aware of your 

identity. By answering it, you are giving consent for me to use your responses in this research. 

Your answers will remain completely anonymous and unidentifiable. Once you submit the survey, 

it will be impossible to retract your answer. Please do not include any personal identifiable 

information in your responses. 

 

Alliance leadership team participants 

Only my supervisors, the meeting facilitator and the transcriber (both of whom have signed 

confidentiality agreements), and I will read the notes or transcript of the meeting. The meeting 

transcripts, summaries and any recordings will be kept securely and destroyed on 31 October 

2022. 

 

What will the project produce? 

The information from my research will be used in my PhD thesis, academic publications and 

presentation to conferences and Alliance teams or equivalent in New Zealand and overseas. 

If you accept this invitation, what are your rights as a research participant? 

You do not have to accept this invitation if you don’t want to. If you do decide to participate, you 

have the right to: 

• choose not to answer any question 
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• ask for the recorder to be turned off at any time during the interview 

• withdraw from the study before 30 November 2019 

• ask any questions about the study at any time 

• receive a copy of your interview transcript 

• be able to read any reports of this research by requesting a copy through the consent form.  

If you have any questions or problems, who can you contact? 

If you have any questions, either now or in the future, please feel free to contact me: 

Student: 

Name: Kanchan Sharma 

University email address: 

Kanchan.sharma@vuw.ac.nz 

 

Supervisor: 

Name: Professor Jackie Cumming 

Role: Director, Health Services Research Centre 

School: Faculty of Health 

Phone: 04 463 6567 

Jackie.cumming@vuw.ac.nz 

 

Human Ethics Committee information 

If you have any concerns about the ethical conduct of the research, you may contact the Victoria 

University HEC Convenor: Dr Judith Loveridge. Email hec@vuw.ac.nz or telephone +64-4-463 

6028.  
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Appendix 4: Interview participant consent form 

 

Framework for building capacity and capability for improvement in the New Zealand health 

system: a realist approach 

CONSENT TO INTERVIEW 

This consent form will be held for three years. 

Researcher: Kanchan Sharma, Faculty of Health, Victoria University of Wellington. 

 

• I have read the Information Sheet and the project has been explained to me. My 

questions have been answered to my satisfaction. I understand that I can ask further 

questions at any time. 

• I agree to take part in an audio recorded interview. 

I understand that: 

• I may withdraw from this study at any point before 30 November 2019, and any information 

that I have provided will be returned to me or destroyed. 

• The identifiable information I have provided will be destroyed on 31 October 2022. 

• Any information I provide will be kept confidential to the researcher, the supervisors, and 

the transcriber. 

• I understand that the results will be used for a PhD thesis, academic publications and 

presentation to conferences and Alliance teams or equivalent in New Zealand and 

overseas. 

• Information provided by me may be used as direct quotes, however my name will not be 

used in reports, nor will any information that would identify me. 

 

I would like a copy of the transcript of my interview Yes   No   

I would like a copy of the final thesis and any peer-reviewed published 

material 

Yes     No   

Signature of participant:  ________________________________ 

Name of participant:   ________________________________ 

Date:     ________________________________ 

Contact details:  ________________________________ 
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Appendix 5: Chief Executive participant information sheet and consent form 

 

Framework for building capacity and capability for improvement in the New Zealand health 

system: a realist approach 

INFORMATION SHEET FOR CHIEF EXECUTIVES 

I would like to invite your staff to take part in this research. Please read this information before 

deciding whether you consent your staff taking part. Please confirm your consent by completing 

the consent form and emailing it to me (Kanchan.sharma@vuw.ac.nz). If you decide not to 

support, thank you for considering this request.  

What is the aim of the project? 

This research is about building capacity and capability for improvement in the New Zealand 

health system and thereby, shifting towards a learning system. The research is nested within the 

framing of complex adaptive systems. Small-scale change efforts at a micro level are insufficient 

to improve the performance and outcomes of the health system. LST initiatives that capitalise on 

the key elements of a complex adaptive system, such as the use of informal networks and 

distributed leadership, together with a deep understanding of the contexts that influence 

successful implementation of LST initiatives, are more likely to bring the different component 

parts of the system to work together successfully and sustainably. 

By LST initiatives I am referring to co-ordinated, system-wide change involving multiple 

organisations that takes into consideration the relationships, interactions and behaviours of 

those in the system. The goal of LST initiatives is to stimulate communication and learning among 

different component parts of the system and for those in the system to understand the features 

of a complex adaptive system; thereby building the capacity and capability for improvement and 

shifting towards a learning system. 

One such LST initiative is the System Level Measures (SLM) programme, which was developed 

with the sector leaders and clinicians.  Alliances made up of District Health Board of domicile with 

their primary, hospital and community partners, are responsible for leading the implementation 

of the SLM programme. 

This research aims to use the insights gained from the implementation of the SLM programme; 

first, to identify key elements that enable LST initiatives in the New Zealand health system; 

mailto:Kanchan.sharma@vuw.ac.nz
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second, to identify how local context influence the key elements; and finally, to stimulate 

communication and learning within Alliances through the development and testing of a maturity 

matrix for the key elements. 

Who am I? 

My name is Kanchan Sharma and I am a Doctoral student in Faculty of Health at Victoria 

University of Wellington. I am also an employee of the MoH, leading the SLM programme.  

Conflict of interest  

The inside knowledge and the first-hand experience with leading the implementation of the SLM 

programme gives me invaluable insights into the key elements that enable large system 

transformations in New Zealand and how the local contexts influence these elements.  

However, my dual role as a Ministry employee and a researcher presents a conflict of interest 

that can be both real and perceived. It is therefore important for me to distinguish between the 

privileges I have from my position in respect to the research population and the genuine ethical 

issues that might arise, such as an impact on voluntary participation and the ability for 

participants to be honest in their feedback. 

Participation in the research is voluntary. You and your staff do not have to participate if you do 

not want to and you do not have to give me a reason for your decision. 

Data collected during this research will only be used for my thesis. I will not use the data collected 

for my Ministry role or disclose the data to any employee of the MoH.  

The workshops and the Alliance meetings will be facilitated by Dr XXX, who is the SLM programme 

clinical lead and a PHO employee. This may also have a real and perceived conflict of interest. 

Dr XXX has signed a confidentiality agreement to keep the identity of participants, and the 

information obtained from the workshops and meeting with Alliances confidential. XXX will not 

discuss the information obtained with anyone except with my supervisors, me, and potentially 

with the participants involved in the workshops and meeting. 

The MoH may be interested in the information collected during this research or may in future 

use the output of the research, in particular the maturity matrix, in conjunction with the SLM 

programme. Any information shared with the MoH will be in accordance with the research 
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confidentiality agreements. This means that data from the research will be combined and all 

identification information removed. 

This research is using the insights from the SLM programme but is not undertaking a formal 

evaluation of the programme. If participants want to discuss or provide any feedback about the 

SLM programme, they should email Ministry directly (SLM@health.govt.nz).  

This research has been approved by the Victoria University of Wellington Human Ethics 

Committee (application reference number 0000027356). 

If I experience or am challenged by any conflicts of interest as the research proceeds, I will seek 

advice and support from my supervisors and the University Human Ethics Committee to 

appropriately manage it. 

How can you help? 

I would like to invite your staff to take part in the research because of their expertise in the health 

system or a complex system, its successes and challenges; their understanding of system 

improvement; and their potential involvement in the implementation of the SLM programme.  

Supporting this research means you are allowing your staff to take part in the research during 

business hours and share their experiences relevant to the research questions. If your staff is 

invited to participate in the workshops, I request that your organisation pay for the travel costs 

of your staff to Wellington for two-day trips. Please indicate through the consent form if your 

organisation is able to pay for the travel costs.  

What will happen to the information you give? 

This research is confidential. Four data collection methods will be used. 

1. Two workshops with selected senior leaders from the New Zealand health system. The 

researcher named below, research supervisors, and the workshop facilitator and the 

transcriber (both of whom will be required to sign a confidentiality agreement) will be 

aware of the identity of the study participants. The research data will be combined, and the 

participants’ identity will not be revealed in any reports, presentations, or public 

documentation. 

2. Interviews with selected senior leaders from international health systems, health 

consultancy firms and those leading other complex systems. The researcher named below, 

mailto:SLM@health.govt.nz
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research supervisors, and the transcriber (who will be required to sign a confidentiality 

agreement) will be aware of the identity of the study participants. The research data will 

be combined, and the participants’ identity will not be revealed in any reports, 

presentations, or public documentation. 

3. Online survey with employees of DHBs and PHOs who have been involved in the 

implementation of the SLM programme - this will anonymous so participants cannot be 

identified. 

4. Infield testing with Alliances. The researcher named below, research supervisors, and the 

facilitator and the transcriber (both of whom will be required to sign a confidentiality 

agreement) will be aware of the identity of the study participants. The research data will 

be combined, and the participants’ identity will not be revealed in any reports, 

presentations, or public documentation. 

Some of the information provided by the study participants may be used as direct quotes in the 

reports. However, all identification information will be removed. 

The interview transcripts, summaries and any recordings will be kept securely and destroyed on 

31 October 2022. 

What will the project produce? 

The information from my research will be used in my PhD thesis, academic publications and 

presentation to conferences and Alliance teams or equivalent in New Zealand and overseas. 

The maturity matrix developed will be available to the Alliances to use it as a self-assessment tool 

to stimulate quality improvement by assessing their maturity on the key elements necessary to 

implement LST initiatives successfully and sustainably and facilitating communication and 

learning within the Alliances. 

If you support participation of your staff in this research: what will this involve? 

You do not have to support participation of your staff in this research if you don’t want to. If you 

do decide to support, this will involve: 

1. Two whole day attendance in workshops in Wellington on 21 and 28 August. 

2. About 20 minutes of time for your staff involved in the implementation of the SLM 

programme to complete an anonymous online survey. 
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You can ask any questions about the study at any time and be able to read any reports of this 

research by requesting a copy through the consent form.  

All participants will be given the participant information sheet and written consents will be 

obtained for participation in workshops and Alliance meetings. The online survey is anonymous 

therefore participation in the survey implies consent.  

The information shared by your employees during this research is confidential. Participants may 

share their experience but not reveal the identities or experiences of others. This will ensure 

anonymity of participants and their employing organisations. 

If you have any questions or problems, who can you contact? 

If you have any questions, either now or in the future, please feel free to contact me: 

Student: 

Name: Kanchan Sharma 

University email address: 

Kanchan.sharma@vuw.ac.nz 

 

Supervisor: 

Name: Professor Jackie Cumming 

Role: Director, Health Services Research 

Centre 

School: Faculty of Health 

Phone: 04 463 6567 

Jackie.cumming@vuw.ac.nz 

Human Ethics Committee information 

If you have any concerns about the ethical conduct of the research you may contact the Victoria 

University HEC Convenor: Dr Judith Loveridge. Email hec@vuw.ac.nz or telephone +64-4-463 

6028.  
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Framework for building capacity and capability for improvement in the New Zealand health 

system: a realist approach 

CHIEF EXECUTIVE CONSENT FOR THEIR EMPLOYEE TO PARTICIPATE IN THE RESEARCH 

This consent form will be held for three years. 

Researcher: Kanchan Sharma, Faculty of Health, Victoria University of Wellington. 

• I have read the Information Sheet and the project has been explained to me. My questions 

have been answered to my satisfaction. I understand that I can ask further questions at any 

time. 

• I agree for my employees to be invited to participate in the research. 

I understand that: 

• I acknowledge that information shared by employees during the research is confidential. 

The employees may share their experience but not reveal the identities or experiences of 

others. Doing so may jeopardise the anonymity of participants and the employing 

organisations. 

• The identifiable information provided by participants will be destroyed on 31 October 2022. 

• Any information provided by participants will be kept confidential to the researcher, the 

supervisor, the facilitator and the transcriber. 

• I understand that the results will be used for a PhD thesis, academic publications and 

presentation to conferences and Alliance teams or equivalent in New Zealand and 

overseas. 

• Information provided by participants may be used as direct quotes, however all identifiable 

information will be removed.  

(for workshop participants only)  

My organisation is able to pay for the travel costs of our staff to Wellington 

for the two-day trips. 

 

Yes     

 

No   

I would like a copy of the final thesis and any peer-reviewed published 

material 

Yes     No   

Signature of Chief Executive:  ________________________________ 

Name of organisation:  ________________________________ 

Date:     ________________________________ 

Contact details:  _________________________________ 
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Appendix 6: Workshop participant consent form  

Framework for building capacity and capability for improvement in the New Zealand health 

system: a realist approach 

CONSENT TO PARTICIPATE IN WORKSHOP 

This consent form will be held for three years. 

Researcher: Kanchan Sharma, Faculty of Health, Victoria University of Wellington. 

• I have read the Information Sheet and the project has been explained to me. My questions 

have been answered to my satisfaction. I understand that I can ask further questions at any 

time. 

• I agree to take part in an audio recorded workshop. 

I understand that: 

• I acknowledge that I am agreeing to keep the information shared during the workshop 

confidential. I am aware that after the workshop, I may share my experience but not reveal 

the identities or experiences of others. Doing so may jeopardise the anonymity of 

participants and the employing organisations. 

• I can withdraw from the workshop while it is in progress however it will not be possible to 

withdraw the information I have provided up to that point as it will be part of a discussion 

with other participants. 

• The identifiable information I have provided will be destroyed on 31 October 2022. 

• Any information I provide will be kept confidential to the researcher, the supervisor, the 

workshop facilitator and the transcriber. 

• I understand that the results will be used for a PhD thesis, academic publications and 

presentation to conferences and Alliance teams or equivalent in New Zealand and 

overseas. 

• Information provided by me may be used as direct quotes, however my name will not be 

used in reports, nor will any information that would identify me or my organisation.  

I would like a copy of the final thesis and any peer-reviewed published material Yes     No   

Signature of participant:  ________________________________ 

Name of participant:   ________________________________ 

Date:     ________________________________ 

Contact details:  _________________________________ 
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Appendix 7: Workshop one schedule 

 

Workshop 1 

Date: 21 August 2019 

Venue: Room RH103, Rutherford House – Bunny Street, Pipitea, Wellington 

Time Task Facilitator 

0900 Arrivals   

0930 Introductions  Dr XXXX 

1000 Presentation (overview of the research, 
insights from the System Level Measures (SLM) 
programme and summary of the literature 
findings)  

Kanchan Sharma 

1030 Short Break   

1045 Session 1 – Reaching consensus on key 
elements necessary for successful 
implementation of LST initiatives  

Participants  

1200 Session 2 - Defining key elements (descriptions 
and outcomes) 

Participants  

1230 Lunch  

1300 Session 2 continued  

1400 Session 3 – Identify local, national, social or 
political circumstances that influence the key 
elements, their effects and causes  

Participants  

1515 Feedback from group activity Group reps 

1530 Briefing for next workshop Dr XXXX 

1545 Finish   
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Appendix 8: Workshop two schedule 

 

Workshop 2 

Date: 28 August 2019 

Venue: Room RH107 Rutherford House – Bunny Street, Pipitea, Wellington 

Time Task Facilitator 

0900 Arrivals   

0930 Session 1 - Review of outcome descriptors from 
first workshop and introduction to maturity matrix 

Dr XXX & Kanchan 
Sharma 

1030 Break   

1045 Session 2 – Development of indicators Dr XXX 

1145 Session 3 – Construction of maturity matrix Dr XXX 

1230 Lunch  

1300 Session 3 continued Dr XXX 

1430 Finalising the maturity matrix Dr XXX 

1515 General discussion/feedback Dr XXX 

1530 Next steps Kanchan Sharma 

1545 Finish   
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Appendix 9: Survey participant email invitation  

 

Email to online survey potential participants 
 
Kia ora 

My name is Kanchan Sharma and I am a Doctoral student in the Faculty of Health at the Victoria 

University of Wellington. I am also an employee of the MoH, leading the SLM programme.  

I am undertaking a research titled:  

Framework for building capacity and capability for improvement in the New Zealand health 

system: a realist approach 

You are invited to take part in this research through an anonymous online survey. The survey will 

take you about 10 minutes to complete. Attached is the research information sheet that provides 

further information about the research, what your participation will involve, and how the 

information collected will be used. 

Please read this information before deciding whether or not to take part. If you decide to 

participate, thank you. If you decide not to participate, thank you for considering this request.  

Participation in the survey is anonymous. Please avoid using names of people or organisations in 

your response as these may potentially jeopardise anonymity of you and your organisation. 

Please forward this email onto your colleagues in your organisation and district who have been 

or are involved in the implementation of the System Level Measures (SLM) programme to invite 

them to participate in the survey. 

Link to the survey 

Insert link 

 

If you have any further questions, you may contact me through this email address 

Kanchan.sharma@vuw.ac.nz).  

  

mailto:Kanchan.sharma@vuw.ac.nz
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Appendix 10: Alliance participant consent form 

Framework for building capacity and capability for improvement in the New Zealand health 

system: a realist approach 

CONSENT TO PARTICIPATE IN THE ALLIANCE TESTING PROCESS 

This consent form will be held for three years. 

Researcher: Kanchan Sharma, Faculty of Health, Victoria University of Wellington. 

• I have read the Information Sheet and the project has been explained to me. My questions 

have been answered to my satisfaction. I understand that I can ask further questions at any 

time. 

• I agree to take part in an audio recorded meeting. 

I understand that: 

• I acknowledge that I am agreeing to keep the information shared during the meeting 

confidential. I am aware that after the meeting, I may share my experience but not reveal 

the identities or experiences of others. Doing so may jeopardise the anonymity of 

participants and the employing organisations. 

• I can withdraw from the meeting while it is in progress however it will not be possible to 

withdraw the information I have provided up to that point as it will be part of a discussion 

with other participants. 

• The identifiable information I have provided will be destroyed on 31 October 2022. 

• Any information I provide will be kept confidential to the researcher, the supervisor, the 

facilitator and the transcriber. 

• I understand that the results will be used for a PhD thesis, academic publications and 

presentation to conferences and Alliance teams or equivalent in New Zealand and 

overseas. 

• Information provided by me may be used as direct quotes, however my name will not be 

used in reports, nor will any information that would identify me.  

I would like a copy of the final thesis and any peer-reviewed published 

material 

Yes     No   

Signature of participant:  ________________________________ 

Name of participant:   ________________________________ 

Date:     ________________________________ 

Contact details:  _________________________________ 
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Appendix 11: Facilitator confidentiality form 

 

Workshop and Alliance Leadership Meeting Facilitator Confidentiality Agreement 

 

Project Title:  Framework for building capacity and capability for improvement in the New 

Zealand health system: a realist approach 

 

Principal Investigator: Kanchan M Sharma 

 

I, , agree to ensure that the information 

obtained during the workshops and the infield testing with the Alliances will remain confidential 

to Kanchan M Sharma, the research supervisors and myself. 

 

I agree to take the following precautions: 

1. I will ensure that no person, other than Kanchan M Sharma, the research supervisors 

and myself, hears or sees the data collected during the workshops and the infield testing 

with the Alliances. 

2. I will not discuss any aspect of the data collection with anyone except Kanchan M Sharma, 

the research supervisors, and potentially with the participants. 

 

Signature:    

Date:    
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Appendix 12: Transcriber confidentiality form 

 

Transcribing Confidentiality Agreement 

 

Project Title:  Framework for building capacity and capability for improvement in the New 

Zealand health system: a realist approach 

Principal Investigator: Kanchan M Sharma 

I, , agree to ensure that the audiotapes I 

transcribe will remain confidential to Kanchan M Sharma, the research supervisors and myself. 

 

I agree to take the following precautions: 

1. I will ensure that no person, other than Kanchan M Sharma, the research supervisors 

and myself hears the recording or sees the transcript. 

2. I will ensure that no other person has access to my computer/device. 

3. I will delete the files from my computer/device once the transcription has been 

completed. 

4. I will not discuss any aspect of the recording with anyone except Kanchan M Sharma. 

 

Signature:    

Date:    
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