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Abstract

Background: A major healthcare reform agenda in Ireland is underway which underpins the establishment of a
series of National Clinical Programmes (NCPs), which aim to take an evidence based approach to improve quality,
access and value. The current study aimed to determine the enablers and barriers to implementation of the NCPs.

Methods: A qualitative methodology advocated by the Medical Research Council (MRC) framework on conducting
process evaluations of complex interventions guided this research. Purposive sampling techniques were used to
recruit participants from seven NCPs across both acute and chronic healthcare domains, comprised of orthopaedics,
rheumatology, elective surgery, emergency medicine, paediatrics, diabetes and chronic obstructive pulmonary
disease. A total of 33 participants were interviewed using a semi-structured interview guide. Participants included
current and previous Clinical Leads, Programme Managers, Health Service Executive management, hospital Chief
Executive Officers, representatives of General Practice, and a Nursing and a Patient representative. Thematic analyses
was conducted.

Results: A range of factors of different combinations and co-occurrence were highlighted across a total of six
themes, including (i) positive leadership, governance and clinical networks of the NCPs, (ii) the political and social
context in which the NCPs operate, (iii) constraints on resources, (iv) a passive attitudinal resistance to change
borne from poor consultation and communication, (v) lack of data and information technology, (vi) forces outside
of the NCPs such as the general practitioner contract thwarting change of the model of care.

Conclusions: The MRC framework proved a useful tool to conduct this process evaluation. Results from this research
provide real world experiences and insight from the people charged with implementing large-scale health system
improvement initiatives. The findings highlight the need for measured responses that acknowledge both direct and
non-direct challenges and opportunities for successful change. Combined, it is recommended that these elements be
considered in the planning and implementation of large-scale initiatives across healthcare delivery systems, both in
Ireland and internationally.

Keywords: Healthcare, Implementation, Process evaluation, MRC framework, Qualitative

* Correspondence: catherine.darker@tcd.ie
1Department of Public Health & Primary Care, Institute of Population Health,
School of Medicine, Trinity College Dublin, Russell Centre, Tallaght Cross,
Dublin D24 DH74, Ireland
Full list of author information is available at the end of the article

© The Author(s). 2018 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Darker et al. BMC Health Services Research  (2018) 18:733 
https://doi.org/10.1186/s12913-018-3543-6

http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-018-3543-6&domain=pdf
http://orcid.org/0000-0002-1561-7076
mailto:catherine.darker@tcd.ie
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/


Background
Innovations within a healthcare system are considered a
driving force to improve quality, reduce harm, improve
access, increase efficiency, eliminate waste, and lower
costs, [1]. However, healthcare systems are faced with
major challenges in the sustainability and upscaling of
innovations [2, 3]. It is insufficient to improve the per-
formance of the health service by addressing interven-
tions at local level and individual practitioner behaviours
only [4]. What is required to provide an innovation ‘at
scale’ is a responsive health system which is effective, ef-
ficient and has engagement at all levels [5, 6]. These ‘lar-
ge-system transformations’ [7] can only be achieved by
addressing the range of complexities that can co-exist
within any health system such as culture and climate, or-
ganisational governance, financial systems, health tech-
nologies, and workforce attitudes and behaviours [4].
Health service interventions are often highly complex

and comprise multiple interacting components [8]. Added
to this complexity includes the challenges of innovation
implementation and the targeting of multiple organisa-
tional levels at any one time [9]. This complexity can
present a challenge to evaluation. High quality evaluation
is crucial to allow policy makers, practitioners and re-
searchers to identify interventions that are effective, and
learn how to address problems within interventions that
are floundering. The United Kingdom’s Medical Research
Council (MRC) identifies the value in conducting a
process evaluation which can play an important role in
considering the feasibility of an innovative intervention
and suggesting ways in which to optimise its design, deliv-
ery and mechanisms of impact [10]. The MRC process
evaluation guidance can assist in the understanding of the
causal assumptions which underpin the intervention, and
how the interventions work in a real-world context. This
in turn can be helpful in building an evidence base for
practice and policy.
As part of a major healthcare provision reform agenda

in Ireland in 2009 the Health Service Executive (HSE)
established the Quality and Clinical Care Directorate,
which was subsequently divided into the Quality and Pa-
tient Safety Directorate and the Clinical Strategy and
Programmes Directorate (CSPD), which became Divi-
sions when the new Health Services Directorate was
established [11]. The CSPD’s role was to develop a na-
tional, strategic and co-ordinated approach for the de-
sign of clinical service improvements, in order to deliver
the triple aim [12] of improved patient care, improved
access, and better use of resources. The National Clinical
Programmes (NCPs) were established in 2010 as key
drivers of this change, and were established jointly by
the HSE CSPD, and the Forum of Post Graduate Train-
ing Bodies, such as the Royal College of Physicians of
Ireland [13]. The NCPs are at different stages of

evolution with some Programmes being in the advanced
stage of implementation and some Programmes still be-
ing in the design stage. Each of the NCPs has a Clinical
Lead, a multi-disciplinary Working Group (including pa-
tient representatives), and a Clinical Advisory Group.
This brings together clinical and management healthcare
professionals across relevant disciplines into a clinical
network to design and specify standardised models of
care, guidelines, pathways and associated strategies for
the delivery of clinical care. The establishment of the
NCPs is a large-scale ‘systems level’ intervention within
the Irish healthcare service, which has networks as a
core component.
The aim of the current study was to develop a detailed

understanding of the implementation of the NCPs and all
of its complexity. Particular emphasises was placed on fa-
cilitative factors and barriers. This will yield important in-
sights into what is required for overall implementation
success, and will provide valuable information for future
planning and optimal development of programmes success.

Methods
Design
The design of this study is qualitative in nature. Stake-
holder interviews are a common method of process
evaluation inquiry as outlined by the MRC framework to
‘capture emerging changes in implementation, experi-
ences of the intervention and unanticipated or complex
causal pathways’ [10]. For the first time since the NCPs’
inception, in-depth qualitative data was collected to pro-
vide a detailed understanding of programme implemen-
tation, and barriers and enablers arising from same. The
evaluation approach is inductive to the extent that re-
searchers attempted to make sense of the situation with-
out imposing pre-existing expectations on the setting
under inquiry, and holistic in the sense that it was as-
sumed that the whole is understood as a complex system
that is greater than the sum of its parts [14].

Selection of National Clinical Programmes and
participants
At the time of conducting this study, there were a total
of 33 NCPs. A subset of these were purposively selected
with the objective of including programmes from across
both acute and chronic healthcare domains. A purposive
sample is a non-probability sample that is selected based
on characteristics of a participant, such as knowledge
and expertise, and the objective of the study [15]. The
current study focused on seven NCPs and comprised of
orthopaedics, rheumatology, elective surgery, emergency
medicine, paediatrics, diabetes and chronic obstructive
pulmonary disease selected to cover the diversity of the
NCPs on the basis of cross specialty (medicine and sur-
gery), disease specific versus system (e.g. diabetes versus
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paediatrics) and differing stages of evolution (orthopae-
dics, in the advanced stages of implementation and
COPD in the design stages).
The sampling procedure was targeted specifically at

key stakeholders involved in the NCPs. A total of 33 par-
ticipants (comprising 22 males, 11 females) were inter-
viewed. Participants included ten current and previous
Clinical Leads, eight Programme Managers, nine mem-
bers of Health Service Executive management, two hos-
pital Chief Executive Officers, two representatives of
General Practitioners and one of Nursing, and a Patient
advocate. In essence, purposive sampling, by its nature is
a non-representative subset of some larger population,
and is constructed to serve a very specific need or pur-
pose. The objective of this study sought to gain insight
and experience from a range of knowledgeable experts
across various and different levels of involvement, such
as at each individual NCP level, as well as at systems-
and organisation level, and from a patient perspective.
Some of the Clinical Leads and Programme Managers
fulfilled their role for more than one NCP at a time, or
were either currently or previously in the role, so were
therefore in a position to help build temporal layers of
knowledge and insight of the NCPs. The focus of re-
cruitment was to choose information-rich cases from
which it was possible to learn a great deal about issues
of central importance to the purpose of the inquiry, i.e.
to identify the barriers and enablers to implementation
of the NCPs.

Procedure
Participants were invited to participate through a per-
sonally addressed email sent from the National Dir-
ector of the CSPD. A semi-structured interview
schedule guided the interviews which allowed for
probing, follow-up questions and flexibility about a
particular topic or theme that emerged [16]. The
interview schedule was piloted to inform relevant
modifications and for ease of administration. Inter-
view questions were derived through consultation
with the CSPD Directorate, a thorough literature re-
view and discussions within the research team. (See
Appendix for sample interview schedule). All of the
interviews were conducted face-to-face and took place
between November 2016 and March 2017. Interviews
were carried out at a time and location convenient to
participants. Only the interviewer (GN) and inter-
viewees were present at time of interview. All inter-
views were audio-recorded. Each interview lasted on
average one hour. A professional transcriber, who
signed a confidentiality agreement, transcribed the re-
cordings verbatim. Field notes were completed after
each interview.

Informed written consent was obtained prior to com-
mencing interviews. Process evaluations typically involve
collecting rich data from a limited pool of participants,
and the issue of confidentiality is key [10]. With this in
mind, care was given to anonymise any identifiable in-
formation. Confidentiality was assured and participants
were advised that they would not be identified by name
but rather by their role with regard to the NCPs. There-
fore, in reporting the results, participants are referred to
as ‘Clinical Lead 1’, ‘GP Representative 1’ and so on. The
study methods followed published standards for under-
taking and reporting qualitative research (COREQ) [17].
Ethical approval was obtained from the Research Ethics
Committee of the School of Medicine, Trinity College
Dublin (reference: 20160506).

Data analysis
Thematic analysis was used as the analytical method. It
is a method for identifying, analysing, organising, de-
scribing, and reporting themes found within qualitative
data [18]. Thematic analysis provides a highly flexible
approach, providing a rich and detailed, yet complex ac-
count of data [19]. The process of coding used in the
current study was drawn from the process of coding in
six phases: familiarisation with data, generating initial
codes, searching for themes among codes, reviewing
themes, defining and naming themes, and producing the
final analyses [19]. Analyses was completed by hand and
no software package was used.
Two researchers (CD & GN) independently read the

transcripts. Rigorous line-by–line coding was applied,
with a focus on experiential claims and concerns [20].
Patterns in the data were clustered into a thematic struc-
ture to identify and categorise major themes and sub-
themes. Themes were identified when they emerged
consistently in a number of transcripts. Data saturation
was achieved as conceptualised by inductive thematic
saturation within the analyses, in relation to the (non-)e-
mergence of new codes or themes [21]. Themes and
sub-themes were reviewed and refined to ensure they
formed a coherent pattern and to recode if necessary.
Any differences in interpretation were resolved through
discussion. A third researcher (JB) reviewed the coding
frame and applied it to a subset of four (approximately
10%) of the transcripts. This type of analytical triangula-
tion [22] aims to reduce bias and ascertains the validity
of the coding frame as an analytical tool. The kappa co-
efficient was calculated as 0.77, which indicated a good
rate of inter-rater reliability.

Results
In keeping with the aim of the study the results pre-
sented focus on the ‘implementation’ element of the
MRC’s process evaluation framework [10], in particular
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the barriers and facilitators to implementation of the
NCP’s. These six themes identified through interviews
were: leadership, governance and clinical networks; so-
cial and political context; resources (both in terms of
funding and manpower); resistance to change; data and
information systems; and changing the model of care.

Leadership, governance and clinical networks
All participants cited the importance of the role of Clin-
ical Lead as being the “biggest facilitating factor” [Patient
Representative] for change. Effective Clinical Leads, des-
pite a considerable workload, were dedicated, energetic
and enthusiastic overall. The importance of leadership to
facilitate “multi-disciplinary interventions” [Clinical Lead
5], and organisational change and quality improvement
was widely recognised. Respondents reported that a
Clinical Lead should have sufficient high status within
their discipline to be a credible source of information, to
have subject matter expertise, and be a respected repre-
sentative of their peers. “The reason I’m the national
Clinical Lead is because I was elected to be President of
the [removed to protect identity]. I can go to [HSE CEO]
and say I represent my speciality in the country and I
think that’s quite a powerful thing. It also helps when I
have to go back and talk with the people in my own spe-
cialty” [Clinical Lead 5]. The role of the Programme
Manager was also cited as being a hugely important sup-
portive factor in the NCPs’ success, with many partici-
pants viewing the role of the Programme Manager as a
leadership role as well: “A key lesson was that the
Programme Managers were fantastic, they worked every
hour that God gave them because they were managing
four or five Programmes. They had the trust of key
people, and trust is vital in getting anything done” [HSE
Manager 3]. The concept of clinical networks, bringing
together clinical and management healthcare profes-
sionals, with patient representation was also cited as a
major facilitating factor: “To be honest, it works well be-
cause all of the stakeholders are together, we all have a
place at the table. We have everyone there – the senior
Consultants, nurses, management, and we also have a
patient too. We are planning, designing, making deci-
sions, all together. That is very rare. And I can’t help but
feel that is why it works so well. Everyone is ‘inside the
tent’.” [Clinical Lead 7].
Relationships between the HSE and clinicians were de-

scribed as negative at the time of the NCPs establish-
ment. In order to overcome this, the medical training
Colleges were asked to be involved in the nomination
process of the Clinical Leads, and in establishing Clinical
Advisory Groups. This proved beneficial in the early im-
plementation stage, as clinicians had a positive relation-
ship with Colleges and this facilitated buy-in by
clinicians to the NCPs. “The HSE also had very little

credibility at the time with clinicians so working with the
College meant that the College was involved with the
nomination process so identifying the Clinical Lead and
nominating somebody to the HSE for appointment as the
Clinical Lead” [HSE Manager 1].

Social and political context
Participants described the dominant, powerful and
sometimes obstructive role of the wider political context,
within the context of health system reform in general,
and the implementation of the NCPs in particular. The
Minister for Health, an elected official, was viewed as a
critically important agent in the health policy decision-
making process. The political cycle in Ireland is a
five-year long cycle, or less should a particular crisis re-
sult in a change in Government or a change in Minister.
This change in policy and political leadership can be dis-
ruptive and was noted as a barrier to the implementa-
tion of the NCPs with “people who work in the health
service suffer[ing] this learning process time and time
again” [Clinical Lead 2] where the new Minister must
learn the functioning of the health system.
The interlinked factors of the media’s influence, the

opinion of the general public, and the priorities of Gov-
ernment, had a direct impact on the decision-making
process at operational level within the NCPs. “Govern-
ments fell and there was a campaign, quite bitter,
public campaign about re-opening an emergency de-
partment that wasn’t sustainable” [Hospital CEO 2]. In
Ireland, policy-makers face constant pressures from the
public and media regarding numbers of patients wait-
ing on trolleys in emergency departments, and the
lengthy waiting lists for those who need outpatient
treatment. This has long been a key driver for the locus
of demand in the Irish health system. Although the ori-
ginal ambition of the NCPs was the ‘triple aim’ of qual-
ity, access and value, a tangible effort to reduce waiting
lists and the numbers of patients on trolleys was im-
posed on the NCPs. This was cited as a pre-requisite of
the NCPs before Ministerial support could be secured.
“So in the beginning [the CSPD Director] went to the
Minister to explain what we wanted to do. And the
Minister said ‘I completely understand what you are
trying to do, you are trying to tackle chronic diseases,
80% etc. but I get beaten up about trolleys and waiting
lists and unless you are doing something to tackle those
I am not going to consider you a priority” [Programme
Manager 1]. However, political pressure was also seen
as a positive driving force for implementation to “push
through” [GP Representative 2] an agenda or concept
to fruition, where otherwise initiatives within the NCPs
would have “reached a complete impasse” [GP Repre-
sentative 2].
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Resources
A deep recession was occurring in Ireland during the
time of the initiation of the NCPs, and public expend-
iture in health dropped significantly [23]. This factor was
outside of the control of the NCPs but deeply affected
their initial implementation. “We linked the Programmes
to funding at a time of economic crisis and that abso-
lutely hung us” [Programme Manager 1]. However, not
all participants cited a lack of funding as a major barrier
to the advancement of the NCPs. Participants reflected
that during the years where Ireland’s economy was thriv-
ing and financial resources were directed into the health
system “it didn’t have the outcomes that people expected”
[HSE Manager 4]. There was an appreciation that NCPs
achieved a lot in a context of a severe economic reces-
sion and that “they’ve also operated for the last 8 years
in the most bar none, the most difficult financial environ-
ment that any advanced health system has ever been
asked to work in” [Clinical Lead 7].
Participants spoke of health system financing in realis-

tic terms, rather than thinking in terms of continuous
and exponential funding. “You could throw all the money
you want at them (the NCPs), the money will run out
again in a system that’s particularly ineffective and inef-
ficient, you can keep shovelling money at it but it’s not go-
ing to make any difference” [HSE Manager 4]. Funding
that follows “how the patient flows between the services”
[Programme Manager 2] was described as a solution to
the growing costs of the health service generally, and a
way to put in place a sustainable funding structure for
the implementation of the NCPs. Many participants in-
dicated that activity-based funding would be a more
sensible and “absolutely key successful funding structure”
[Clinical Lead 9] as opposed to the traditional block-
based funding that has been in place to date. A core goal
of the NCPs was to deliver financial value, however, par-
ticipants noted that if the current block-based funding
structure should prevail then the funding model “will
perversely incentivise admission over discharge” [Clinical
Lead 9], thus mitigating against the delivery of value.
Participants recognised that workforce and man-

power planning were an important consideration and
spoke of this in terms of implementation of the oper-
ational aspects of the NCPs. Key allied healthcare pro-
fessionals, particularly nurses, were cited as a group
that required additional and sustained increases in cap-
acity, as “we can’t recruit theatre nurses for love nor
money at the moment” [Programme Manager 2]. It was
also understood that there was a lack of suitable poten-
tial senior personnel for the role of Clinical Leads as
there “aren’t large numbers of experienced clinicians
who can deliver these Programmes walking up and
down the street waiting for someone to call on them”
[HSE Manager 5]. Difficulties surrounding consultant

recruitment was, therefore, one of the areas noted as a
significant barrier to implementation.

Resistance to change
Participants noted that some people were resistant to
the introduction of the NCPs, “there is a mixture of
people wanting it to fail and inability to change” [Clin-
ical Lead 8], and that this resistance to change was atti-
tudinal in nature and not necessarily as a result of other
constraints as described, “no amount of resources and
funding are going to sort that basic problem” [Patient
Representative]. A more ‘passive resistance’ to change
was encapsulated by one respondent: “I could break that
down locally, regionally, nationally. I think the Pro-
grammes can fail locally because locally wasn’t consulted
in the first place. Locally didn’t say this is actually an
important area…..it was never on their agenda in the
first place” [HSE Manager 9].
Communication failures in turn can cause change fail-

ures and “there has been a lack of communication from
centralised CSPD to the Programmes about what is hap-
pening” [Clinical Lead 8]. The majority of participants in
the study stated that management in the HSE ‘under--
communicate’ with regard to the future direction of the
NCPs. This lack of effective communication resulted in
confusion and uncertainty regarding where particular
roles sat within the structure of the NCPs, with one re-
spondent commenting that Leads have said “I’m not
aligned to any of them. They’d say ‘we’ve never been told,
we’ve just been told we’re doing it, we were never told we
were aligned to that Programme” [HSE Manager 3]. This
lack of communication also extended to issues relating
to executive authority to make and implement decisions.
“There’s a big gap still on who is accountable and respon-
sible for implementation of those models of care. I still
don’t know who is in charge of implementation” [GP
Representative 1]. Respondents made it clear that role
clarity and executive authority to expedite a rapid and
coordinated organisational change is essential for the fu-
ture of the NCPs. This is highlighted in the following: “It
can feel at times like a little bit thankless when it comes
to doing a divisional plan and you’ve done all this imple-
mentation work and a national division says to you ‘imple-
mentation isn’t your job d’you know’. That’s what I was
told recently by one of the Divisions, don’t you know we im-
plement, you don’t implement and I’m going well ‘what
have I been doing for two years?’ (laughs)” [Programme
Manager 7]. Processes for facilitating effective communi-
cation and knowledge transfer were cited by participants
as fundamental to the future direction of the NCPs.
Communication of the NCPs’ aims and objectives was
felt to be the responsibility of the individual programmes
themselves – and should have been communicated at
local and national levels, with “95% of your job is
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wearing down the shoe leather on your shoes”
[Programme Manager 1].

Data and information systems
The appropriate IT systems have not been developed
within the Irish health service and as a consequence IT
systems overall are considered grossly out of date, which
has impacted quite severely on the implementation of
the NCPs, “where the health system was already 10 years
behind everywhere else in terms of IT, it basically got fro-
zen and consequently its now 20 years behind everyone
else” [HSE Manager 4]. Information sharing was seen as
critical to achieving implementation of NCPs, but the in-
tegration of information “across primary, secondary and
community care” [Programme Manager 5] was difficult
to achieve. The use of reliable, accurate, valid, complete
and timely information in planning, operation and evalu-
ation is a key feature of a modern health service [24].
The lack of IT systems also hampered the monitoring
and evaluation functions available to the NCPs with “one
of our biggest challenges is that we cannot measure what
we want to measure” [HSE Manager 9]. Interventions
and initiatives implemented could not be measured in
terms of dose, reach and fidelity as this type of informa-
tion is not routinely collected. Measuring performance
can help develop an understanding of how well the
health service is accomplishing goals and there is a need
“to have metrics so the performance metrics of the system
are aligned with the designed models of care” [HSE Man-
ager 1]. This would allow for an analysis of where and
what changes need to be made in order to improve the
implementation of NCPs. Many of the respondents
recognised the lack of national registers for common
chronic diseases as a barrier to the advancement of pa-
tient care in general, and the NCPs in particular, stating
that “it’s essential that we have a national register for a
range of conditions and it’s almost criminal that we don’t
have them” [Clinical Lead 5].

Changing the model of care
Certain events occurring generally within the Irish
health service context were perceived by participants as
forces that were outside the direct control of the NCPs,
but nevertheless had serious impact on their implemen-
tation. For example, the contract negotiations between
the State and general practitioners (GPs) was the most
significant issue of this type “and Programmes are going
nowhere until you sort out the contract and the resour-
cing of primary care” [GP Representative 1]. Some de-
scribed GPs as “missing partners” [HSE Manager 4] in
the early design of the NCPs, which resulted in them
“becoming more acute dominated than they were de-
signed to be” [HSE Manager 4]. This hampered subse-
quent attempts to redesign NCPs in an integrated

manner across the health service. Recognition of the im-
portance of the finalisation of the GP contract in the
NCPs’ future sustainability was apparent,and its disrup-
tive impact could not be overstated by participants
“that’s just the imperative of it” [GP Representative 2] .

Discussion
Attempts to change care within any health system is a
complex intervention. The current study has successfully
utilised the recent MRC guidance on conducting a
process evaluation [10], and examined the barriers and
facilitative factors to the implementation of a sub-set of
the National Clinical Programmes within the Irish
healthcare service. Basing intervention evaluation within
the context of an evaluation framework allows re-
searchers to understand which critical points an inter-
vention needs to address and, after implementation, to
identify why or why not an intervention worked in a
specific context or setting [10]. Evaluating such a large
system of change emphasises the relations between con-
text, implementation and mechanisms. As the findings
of the current study demonstrate, the NCPs comprised
multiple interacting components. Themes central to the
NCPs’ implementation included the organisational con-
text in which the NCPs operate, leadership and clinical
networks, and key barriers or facilitating factors relating
to implementation, such as information technology, atti-
tudes, resources, and forces outside of the NCPs thwart-
ing change of the model of care.

Leadership, governance and clinical networks
Organisational change efforts need clear and thoughtful
consideration of their governance structure as much as
the organisation’s operations do [25]. The governance of
the NCPs centred on involving the professional Colleges
in the nomination of Clinical Leads, thereby fostering
buy-in and respect from fellow clinicians, the benefit of
which was seen at the early stages of implementation of
the NCPs. The programmes had, as a core part of their
governance structure, the dyad of a Clinical Lead and a
Programme Manager. All participants cited the import-
ance of the Clinical Lead as being the key driver for
change. Clinical Leads, despite a considerable workload,
were dedicated, energetic and enthusiastic overall. The
importance of leadership to facilitate organisational
change and quality improvement was widely recognised
by participants. Programme Managers, although not ori-
ginally identified as ‘Leads’ per sé, have gained the recog-
nition of their colleagues within NCPs that they are
integral to the success of the programmes. Damschroder
and colleagues, in the Consolidated Framework for Im-
plementation Research, stress the importance of the for-
mal appointment of leaders to act as champions [26].
This overall approach is also supported by Harvey and
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Kitson in their recent updating of the Promoting Action
on Research Implementation in Health Services (PAR-
iHS) framework [27].
Clinical networks have been established in many coun-

tries such as the UK [28, 29], France [30, 31], Canada
[32], Australia [33, 34] and the US [35], and have shown
success in breaching traditional professional boundaries,
increasing compliance rates with evidence-based guide-
lines and have reported positive impacts on quality of
care and patients outcomes [36]. These networks repre-
sent a shift away from the traditional hierarchical and
bureaucratic systems of healthcare services, to one that
fosters multidisciplinary collaboration, integration of ser-
vices, and improved models of care where clinicians are
engaged and committed to their development [33]. The
NCPs’ foundation is based upon this clinical network
model. The exact composition and typology of each clin-
ical network depends on the purpose and the focus of
the network (e.g., a disease construct such as cancer care
or a network to improve the functionality of primary
and secondary care across multiple conditions) [36].
Clinical networks within the NCPs included representa-
tion from clinical stakeholders such as physicians, and
allied healthcare professionals such as nursing. Recently,
there has been a move towards co-production of health
services by including patients, families and even the gen-
eral public within networks to design and reform the
health service [37, 38]. The structure of the NCPs out-
lined allowed for inclusion of patients as part of the
Clinical Advisory Group.

Social and political context
The political climate can have a direct impact on the
healthcare service, which may or may not work to the
service’s advantage. The political nature of health service
reform is therefore central to any understanding of a
complex system [39]. In the current study, respondents
spoke of the wider political and social context in which
the NCPs operate. Respondents identified the pressure
that the Minister of Health was under to tackle import-
ant but short term priorities like patients waiting on
trolleys in emergency departments rather than the lon-
ger term ambition of the NCPs. This highlights the role
that the media can play in influencing both the health
policy agenda and health service delivery [40]. In Ireland,
like in many other countries, healthcare provision is
often in the national media, with attention usually
riveted on the costs and quality of the care delivered or
denied [41]. This wider social and political context made
it difficult for the NCPs to focus on the more significant
time intensive issues like the management of chronic
disease, over headline making problems like waiting lists
that dominate the media cycle. As a result of this polit-
ical pressure the NCPs included, alongside the ‘triple

aim’, an effort to reduce waiting lists and tackle trolley
numbers. This demonstrates that large scale system
change like the introduction and implementation of the
NCPs should be contextualised in the wider
socio-political environment [42].

Resources
It was noted by participants that during the period of
time known as the ‘Celtic Tiger’ years (mid-1990s to
mid-2000s), which represented a period of rapid eco-
nomic growth with increased spending in public ser-
vices, there were not the improvements in health
outcomes that may have been expected. The way ser-
vices are funded is, therefore, an important consider-
ation of integrated models [43]. There are two funding
models currently under consideration within the Irish
context – money follows the patient, and commissioning
of services – which are discussed elsewhere in detail
[44]. The NCPs started at a time in Ireland (2010),
where the country was going into a deep and protracted
economic recession, which led to a significant period of
austerity in public spending [23]. Participants in the
current study recognised that the resulting recruitment
embargo, especially in terms of nursing staff, was par-
ticularly detrimental to the delivery of services. Despite
the embargo now being lifted, participants reported con-
tinued problems with regard to having sufficient man-
power to follow through on the operationalisation of
some of the core business of the NCPs. It is therefore of
increased importance that the Programmes incorporate
workforce planning into their strategic plans for the fu-
ture implementation and sustainability of the NCPs.
Participants in the current study noted that there were

no financial incentives or rewards for improving service
delivery within the NCPs, and that there was a sense of
frustration that if one programme was making signifi-
cant improvements in cost savings that these savings
were not returned to that programme. Incentivisation
appears entirely logical but the evidence base for its
effectiveness is weak. For example, the evidence base for
the UK Quality and Outcomes Framework remains
patchy and inconclusive [45], and a recent Cochrane re-
view found that the evidence base for implementation of
financial incentives was not sound enough yet [46].

Resistance to change
Much resistance to change can be avoided if effective
change management is applied to the project from the
very beginning and throughout [47]. Successful trans-
formational change initiatives see the strategic value in
communicating with people before, during and after a
transition [48]. Participants in the current study consist-
ently noted poor communication from the NCP central
office within the HSE and vice versa. This lack of
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communication process led to unnecessary confusion
within NCP networks. In order to overcome this prob-
lem in the future, there needs to be a clear and consist-
ent communication plan. Strategies which delineate a
clear vision of proposed changes help to promote par-
ticipation in the change effort, rather than exclude staff
from the change process [49]. The NCPs require such
process in order to sustain and grow efforts. Policy
makers should be reminded that incremental ‘bottom
up’ reform, such as engagement with NCPs networks,
may result in more effective and enduring effects on the
health system than a ‘top-down’ approach which may
alienate clinical and operational staff from the reform
process [50], thus ensuring the sustainability of the
NCPs into the future.

Data and information systems
The current study has found that the NCPs are unable
to generate or track changes or trends in areas of care
that are within their remit. This seriously hampers the
NCPs’ ability to know whether local or national inter-
ventions such as implementation of a new care pathway
or a model of care are having the desired effect. The har-
nessing of technological advances and innovations, in
particular within the realm of information and commu-
nication technologies, is an essential focus for health in-
tegration to achieve seamless care for patients [51]. A
robust and system-wide information and communication
technology system, that allows data management and pa-
tient tracking, is critical for effective chronic disease
management [52, 53]. As long as the NCPs and the
health system in Ireland in general are without an effect-
ive and efficient information technology structure, im-
plementation of effective integrated care, management
of chronic disease, and the NCPs themselves, will be ser-
iously impeded.

Changing the model of care
The NCPs set out to improve the performance of the
healthcare system via the triple aim of improving quality,
access and value [12]. Providing better care to individ-
uals at a lower cost is not a new concept. The triple
aims’ particular value is the advocacy for the inclusion of
the population perspective in every healthcare improve-
ment initiative [54]. An efficient and effective healthcare
system means reorienting the model of care to one that
prioritises primary and community services [55, 56].
This encompasses a shift from inpatient to outpatient
and ambulatory care, and the move from curative to pre-
ventative care in order to place emphasis on using re-
sources in the most effective and efficient settings,
services and interventions [57]. Participants in the
current study recognised the importance of primary care
and general practice in particular. In Ireland, general

practitioners are independent, autonomous practitioners
who operate general practice services as sole traders or
as partners within a larger practice. Many have contracts
with the State to provide services to patients who are en-
titled to care under the General Medical Services [23].
Participants noted that while the on-going contractual
issues were outside the direct sphere of influence of the
NCPs, they nevertheless have significant impact on both
the early development and current implementation of
the programmes, especially in terms of the model of
care. The successful completion of on-going complex
contract negotiations between the HSE and general
practitioners was recognised as a critical issue for the fu-
ture sustainability of the NCPs.

Study strengths and limitations
In this process evaluation we included a subset of the
available NCPs (N = 7/33) and did not include all avail-
able NCPs. However, samples for qualitative studies are
generally much smaller than those used in quantitative
studies due to the aim of qualitative enquiry to gather
rich, detailed information [58]. The subsets of NCPs
chosen were from across acute and chronic health do-
mains and participants represented key stakeholders
involved in the NCPs, including Clinical Leads,
Programme Managers and HSE management as well as
GP, nursing and a patient representative. This study had
a number of strengths relating to its methodology. In
particular, a key strength was utilising the six stage
process of analyses as it relates to qualitative thematic
analyses [19]. Another strength of the study was the use
of the Medical Research Council guidelines for process
evaluation of complex interventions [10], which is an
internationally recognised framework and informed the
methodological approach taken in this research. This
study also adhered to reporting guidelines for qualitative
research by using a checklist for explicit and compre-
hensive reporting of qualitative research (COREQ) [17],
which includes piloting the interview schedule, triangu-
lation of analyses of the coding frame, data saturation
and clarity of themes.

Conclusion
Implementing change is challenging, especially large-scale
health system change. By interviewing key organisational
representatives who had developed and established a
range of different NCPs we attempted to understand fac-
tors obstructing or facilitating the innovation and diffu-
sion. There was support for change and improvement
among the key stakeholders in the NCPs examined in this
study. More formalised high-level political commitment
to the initiative would be beneficial, as well as clarification
of the executive authority lines in the NCPs. On-going
training for the clinical leads in change management and
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clinical leadership, together with an agreed implementa-
tion strategy with appropriate incentivised funding, are
needed at this stage of the process to take the NCPs to the
next level. Finally, improved clinical information technol-
ogy systems are required, both across the Irish healthcare
systems as whole, and for the NCPs to measure outcomes.

Appendix
Sample Interview Schedule

1. What facilitative/helpful factors do you believe have
assisted in implementation of the programme, and
why?
Prompts and follow on question if needed: To what
extent are these factors generic (could be applied to
other programmes) or context specific (only relevant
to your programme)?. E.g., Enough resources, man-
power, IT.

2. What barriers or blocks to implementation do you
believe exist, and why?
Prompts and follow on question if needed: (Things
that have hindered the programme in some way?).
Is there anything delaying or preventing
implementation?

3. What do you see as the three most critical strategies
required to achieve successful implementation across
the HSE and nationally?

4. What would ‘full’ implementation look like, and where
should the focus be?
Prompts and follow on question if needed: In terms
of the overall objectives of the programme, what
needs to be done so that the model of care is in full
operation?

5. Is there anything else that you would like to add?

Thank you for your time and willingness to participate.

Abbreviations
COREQ: Consolidated Criteria for Reporting Qualitative Research; CSPD: Clinical
Strategy and Programmes Directorate; HSE: Health Service Executive;
MRC: Medical Research Council; NCPs: National Care Programmes;
PARiHS: Promoting Action on Research Implementation in Health
Services framework; WHO: World Health Organization

Acknowledgements
We would like to acknowledge all participants who gave generously of their
time to be interviewed for this study.

Funding
This study was supported by a grant from the Office of the Clinical Strategy
and Programmes Division, Health Service Executive, Ireland. The funding
body did not have any role in the design of the study and data collection,
analyses or interpretation of the data. One author (AC) is the Director of the
funding agency that funded the project.

Availability of data and materials
The data that underpins this research is qualitative in nature. As such the de-
identified copies of the original transcripts can be made available by contacting
the corresponding author directly. However, some of the major data

components that inform conclusions of the study are also presented in the
manuscript in the form of quotations from participants.

Authors’ contributions
CD, GN, JB contributed to the design of the study. GN was responsible for
data acquisition. CD, GN, JB were responsible for analysis and interpretation
of the data. CD, GN, JB and AC were responsible for the drafting of the
manuscript and all critical revisions. All authors agree to be accountable for
all aspects of the work ensuring that questions related to the accuracy or
integrity of any part of the work are appropriately investigated and resolved.
All authors read and approved the final manuscript

Ethics approval and consent to participate
Ethical approval was provided by the Ethics Committee of the School of
Medicine, Trinity College Dublin (reference number: 20160506). Participants
provided informed written consent to participate in the study.

Consent for publication
Participants provided informed written consent to have their data used in
any subsequent publication arising from same.

Competing interests
CD, GN, JB have no competing interests. AC is the Director for Clinical
Strategy and Programmes Division, within the Health Services Executive,
Ireland.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Public Health & Primary Care, Institute of Population Health,
School of Medicine, Trinity College Dublin, Russell Centre, Tallaght Cross,
Dublin D24 DH74, Ireland. 2Clinical Strategy and Programmes Division,
Health Service Executive, Dr Steevens’ Hospital, Steeven’s Lane, Dublin 8, D08
W2A8, Ireland. 3School of Medicine, University College Dublin, Dublin,
Ireland.

Received: 9 May 2018 Accepted: 17 September 2018

References
1. Barnett J, Vasileiou K, Djemil F, Brooks L, Young T. Understanding

innovators’ experiences of barriers and facilitators in implementation and
diffusion of healthcare service innovations: a qualitative study. BMC Health
Serv Res. 2011;11:342.

2. Greenhalgh T, Stramer K, Bratan T, Byrne E, Russell J, Potts HWW. Adoption
and non-adoption of a shared electronic summary record in England: a
mixed-method case study. BMJ. 2010;340 jun16 4:c3111.

3. Länsisalmi H, Kivimäki M, Aalto P, Ruoranen R. Innovation in healthcare: a
systematic review of recent research. Nurs Sci Q. 2006;19:66–72.

4. Wutzke S, Benton M, Verma R. Towards the implementation of large scale
innovations in complex health care systems: views of managers and
frontline personnel. BMC Res Notes. 2016;9. https://doi.org/10.1186/s13104-
016-2133-0.

5. NHS Institute for Innovation and Improvement. Inspiring change in the
NHS: introducing the five frames. London: National Health Service; 2009.
http://ihrc.ch/wp-content/uploads/2013/05/McKinsey_Lane_Five_Frames_
20110128.pdf. Accessed 6 Jul 2018

6. World Health Organization. Everybody’s business: strenghtening health
systems to improve health outcomes - WHO’s framework for action.
Geneva: World Health Organization; 2007. http://www.who.int/
healthsystems/strategy/everybodys_business.pdf. Accessed 6 Jul 2018

7. Best A, Greenhalgh T, Lewis S, Saul JE, Carroll S, Bitz J. Large-system
transformation in health care: a realist review. Milbank Q. 2012;90:421–56.

8. Petticrew M. When are complex interventions ‘complex’? When are simple
interventions ‘simple’? Eur J Pub Health. 2011;21:397–8.

9. Datta J, Petticrew M. Challenges to evaluating complex interventions: a
content analysis of published papers. BMC Public Health. 2013;13:568.

Darker et al. BMC Health Services Research  (2018) 18:733 Page 9 of 10

https://doi.org/10.1186/s13104-016-2133-0
https://doi.org/10.1186/s13104-016-2133-0
http://ihrc.ch/wp-content/uploads/2013/05/McKinsey_Lane_Five_Frames_20110128.pdf
http://ihrc.ch/wp-content/uploads/2013/05/McKinsey_Lane_Five_Frames_20110128.pdf
http://www.who.int/healthsystems/strategy/everybodys_business.pdf
http://www.who.int/healthsystems/strategy/everybodys_business.pdf


10. Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process
evaluation of complex interventions: Medical Research Council guidance.
BMJ. 2015;350:h1258.

11. Care I, Charter P. CSPD reform and the establishment of integrated care
Programmes charter. 2015.

12. Berwick DM, Nolan TW, Whittington J. The triple aim: care, health, and cost.
Health Aff Proj Hope. 2008;27:759–69.

13. Royal College of Physicians of Ireland. National Clinical Programmes. RCPI.
https://www.rcpi.ie/national-clinical-programmes/. Accessed 1 May 2018.

14. Thomas DR. A general inductive approach for analyzing qualitative
evaluation data. Am J Eval. 2006;27:237–46.

15. Sarantakos S. Social Research. 4th edition. London: Macmillan Education UK;
2013.

16. Bernard HR. Research methods in anthropology: qualitative and quantitative
approaches. 4th ed. Oxford: Altamira; 2011.

17. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Qual Health Care J Int Soc Qual Health Care ISQua. 2007;19:349–57.

18. Nowell LS, Norris JM, White DE, Moules NJ. Thematic analysis: striving to
meet the trustworthiness criteria. Int J Qual Methods. 2017;16:
1609406917733847.

19. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3:77–101.

20. Denzin NK, Lincoln YS. The discipline and practice of qualitative research.
Handb Qual Res. 2000;2:1–28.

21. Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al.
Saturation in qualitative research: exploring its conceptualization and
operationalization. Qual Quant. 2018;52:1893–907.

22. Patton MQ. Qualitative evaluation and research methods 2nd edition.
London: SAGE Publications; 1990.

23. Burke S, Thomas S, Barry S, Keegan C. Indicators of health system coverage
and activity in Ireland during the economic crisis 2008–2014 - From “more
with less” to “less with less.”. Health Policy Amst Neth. 2014;117:275–8.

24. Department of Health and Children. Health Information: A National Strategy. 2008.
25. Hastings SE, Armitage GD, Mallinson S, Jackson K, Suter E. Exploring the

relationship between governance mechanisms in healthcare and health
workforce outcomes: a systematic review. BMC Health Serv Res. 2014;14:479.

26. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC.
Fostering implementation of health services research findings into practice:
a consolidated framework for advancing implementation science.
Implement Sci. 2009;4:50.

27. Harvey G, Kitson A. PARIHS revisited: from heuristic to integrated framework
for the successful implementation of knowledge into practice. Implement
Sci. 2015;11:33.

28. Hamilton KE, Sullivan FM, Donnan PT, Taylor R, Ikenwilo D, Scott A, et al. A
managed clinical network for cardiac services: set-up, operation and impact
on patient care. Int J Integr Care. 2005;5:e10.

29. Tolson D, McIntosh J, Loftus L, Cormie P. Developing a managed clinical
network in palliative care: a realistic evaluation. Int J Nurs Stud. 2007;44:
183–95.

30. Ray-Coquard I, Philip T, de Laroche G, Froger X, Suchaud J-P, Voloch A, et al.
Persistence of medical change at implementation of clinical guidelines on
medical practice: a controlled study in a cancer network. J Clin Oncol Off J
Am Soc Clin Oncol. 2005;23:4414–23.

31. Ray-Coquard I, Philip T, de Laroche G, Froger X, Suchaud J-P, Voloch A, et al.
A controlled “before-after” study: impact of a clinical guidelines programme
and regional cancer network organization on medical practice. Br J Cancer.
2002;86:313–21.

32. Review FOR, Note C, Health F, Advisory I, From P, Healthcare L, et al. From
Invention by Accident to Innovation by Design : Collaborating to Compete
and Provide Exemplary Care for all Canadians; 2014. p. 1–8.

33. Braithwaite J, Goulston K. Turning the health system 90° down under.
Lancet. 2004;364:397–9.

34. Cunningham FC, Ranmuthugala G, Westbrook JI, Braithwaite J. Net benefits:
assessing the effectiveness of clinical networks in Australia through
qualitative methods. Implement Sci. 2012;7:108.

35. Laliberte L, Fennell ML, Papandonatos G. The relationship of membership in
research networks to compliance with treatment guidelines for early-stage
breast cancer. Med Care. 2005;43:471–9.

36. Brown BB, Patel C, McInnes E, Mays N, Young J, Haines M. The effectiveness
of clinical networks in improving quality of care and patient outcomes: a

systematic review of quantitative and qualitative studies. BMC Health Serv
Res. 2016;16:360.

37. Morton M, Paice E. Co-Production at the Strategic Level: Co-Designing an
Integrated Care System with Lay Partners in North West London, England.
Int J Integr Care. 16. https://doi.org/10.5334/ijic.2470.

38. Goodwin N. Towards People-Centred Integrated Care: From Passive
Recognition to Active Co-production? Int J Integr Care. 16. https://doi.org/
10.5334/ijic.2492.

39. Hunter DJ. Role of politics in understanding complex, messy health systems:
an essay by David J hunter. BMJ. 2015;350:h1214.

40. Benelli E. The role of the media in steering public opinion on healthcare
issues. Health Policy. 2003;63:179–86.

41. Marmor T, Wendt C. Conceptual frameworks for comparing healthcare
politics and policy. Health Policy. 2012;107:11–20.

42. Braithwaite J. Changing how we think about healthcare improvement. BMJ.
2018;361:k2014.

43. Struckmann V, Quentin W, Busse R, van Ginneken E. How to strengthen
financing mechanisms to promote care for people with multimorbidity in
Europe? Copenhagen: European Observatory on Health Systems and
Policies; 2017. http://www.ncbi.nlm.nih.gov/books/NBK464560/. Accessed
6 Jul 2018

44. Darker C. Integrated healthcare in Ireland – a critical analysis and a way
forward. 2014.

45. Serumaga B, Ross-Degnan D, Avery AJ, Elliott RA, Majumdar SR, Zhang F, et
al. Effect of pay for performance on the management and outcomes of
hypertension in the United Kingdom: interrupted time series study. BMJ.
2011;342:d108.

46. Scott A, Sivey P, Ait Ouakrim D, Willenberg L, Naccarella L, Furler J, et al. The
effect of financial incentives on the quality of health care provided by
primary care physicians. Cochrane Database Syst Rev. 2011;(9):CD008451.

47. Willis CD, Saul J, Bevan H, Scheirer MA, Best A, Greenhalgh T, et al.
Sustaining organizational culture change in health systems. J Health Organ
Manag. 2016;30:2–30.

48. Davidson J. What’s all the buzz about change management? Healthc
Manage Forum. 2015;28:118–20.

49. Cooper A, Gray J, Willson A, Lines C, McCannon J, McHardy K. Exploring the
role of communications in quality improvement: a case study of the 1000
lives campaign in NHS Wales. J Commun Healthc. 2015;8:76–84.

50. Berwick DM. A primer on leading the improvement of systems. BMJ. 1996;
312:619–22.

51. World Health Organization. Framework on integrated, people-centred
health services. Report by the Secretariart. Geneva: World Health
Organization; 2016. http://apps.who.int/gb/ebwha/pdf_files/WHA69/A69_
39-en.pdf?ua=1

52. Epping-Jordan JE. Improving the quality of health care for chronic
conditions. Qual Saf Health Care. 2004;13:299–305.

53. Wagner EH, Austin BT, Davis C, Hindmarsh M, Schaefer J, Bonomi A.
Improving chronic illness care: translating evidence into action. Health Aff
(Millwood). 2001;20:64–78.

54. Mery G, Majumder S, Brown A, Dobrow MJ. What do we mean when we
talk about the triple aim? A systematic review of evolving definitions and
adaptations of the framework at the health system level. Health Policy.
2017;121:629–36.

55. Starfield B, Shi L. Policy relevant determinants of health: an international
perspective. Health Policy Amst Neth. 2002;60:201–18.

56. Starfield B, Shi L, Macinko J. Contribution of primary care to health systems
and health. Milbank Q. 2005;83:457–502.

57. WHO Sixty-Ninth World Health Assembly. Framework on integrated people-
centred health services. 2016.

58. Sandelowski M. Sample size in qualitative research. Res Nurs Health.
1995;18:179–83.

Darker et al. BMC Health Services Research  (2018) 18:733 Page 10 of 10

https://www.rcpi.ie/national-clinical-programmes/
https://doi.org/10.5334/ijic.2470
https://doi.org/10.5334/ijic.2492
https://doi.org/10.5334/ijic.2492
http://www.ncbi.nlm.nih.gov/books/NBK464560/
http://apps.who.int/gb/ebwha/pdf_files/WHA69/A69_39-en.pdf?ua=1
http://apps.who.int/gb/ebwha/pdf_files/WHA69/A69_39-en.pdf?ua=1

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Design
	Selection of National Clinical Programmes and participants
	Procedure
	Data analysis

	Results
	Leadership, governance and clinical networks
	Social and political context
	Resources
	Resistance to change
	Data and information systems
	Changing the model of care

	Discussion
	Leadership, governance and clinical networks
	Social and political context
	Resources
	Resistance to change
	Data and information systems
	Changing the model of care
	Study strengths and limitations

	Conclusion
	Appendix
	Sample Interview Schedule
	Abbreviations

	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

