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ABSTRACT
Complex systems thinking to improve health policy implementation in a resource
limited setting: the case of integration of palliative care into the health system in
Zimbabwe

Wilfred T. Gurupira
PhDThesis, School of Public Health, University of the Western Cape

Recent research ipublic health has found thathilst complex systems thinking and
implementation research have considerable overlap, they are rarely used in combination
especiallyfor theimplementation of health interventions or p@i This deficiency is
demonstrated in Zimbabwehere he current approach to implementing health policy

is unidimensional and linear, with a cateféect type of thinking.This approach is
limited as itdoes not considerontext or thecomplexityinherent in the health stem.

This doctoral study offers a significant and original contributmknowledge viahe
improvement ofthe knowledge,theory, methodology and practice béalth policy
implementation in a resourdenited setting.This study sought texamine how a more
comprehensive approach, complex systems thinking, could be appkedltate and

improve the process of implementing health policy in a resdimited setting.

The study aim was to monitor and evaluate plodicy implementationprocess of
integratng palliative care into the health system at public health facilities in Zimbabwe

using the Parirenyatwa Group of Hospitals (PGH) as a case.

Using a twephaseexploratorymixed methodscase study desigmased on a pragmatic
research paradigmstaff at Parirenyatwa Group of Hospitals (PGWegre surveyed and
interviewal betweenOctober 2020 and December 20Z22hase | was a baseline
assessmerthat used a combine@rganisitional Readiness for Change (ORIC) and
Implementation Climate Scale (ICS) tpdiocument reviewand semistructured in
depth interviewsA year laterPhase Il was conductedhich was a process evaluation
that usedthe NormalisationMeasure DevelopmentNOMAD) instrument andsemt
structured indepth interviews Qualitative data was analysed using thematic analysis
and Nvivo 12 whilst quantitative data analysis was done using Software for Statistics
and Data Science (STATA) 18.0
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The findings revealed that at baselorganisational readiness for implementing change
and the implementation climate at PGH were not conducive for integrating palliative
care. The innovation value fit between the intervention and staff was high. After a year,
the findings revealed that palliativereahad not been implemented as planned nor was

palliative care normaded into daily work routine.

The study was able to monitor and evalubtantegration of palliative care at PGH by
developing a multdimensional conceptual model. The study demonstraiea
complex systems thinking and implementation science can be combined to better
understand and implement health interventions or pslidire work is required to test

the application of the conceptual model in practice.
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PROLOGUE
Where can | beginPhis journey began as all good storiesidar, far away in a time
almost forgotterand inadistantland The land othe brave and the free, where dreams
are supposed to come true with hard work and perseveilanas.at the University of
Washington in Seattle, US attendmmini conferencen STIs/HIVin 2009when | had
my first encounter wittoperations researéhiplementation science. It was love at first
mention The concepts and principles of implementation science tleatrht that day
resonated with me deeplg a way that caught meompletelyoff-guard. Efficiency,
system analysis and economic evaluati@msame of the topics | vividly recdkarning
at that conferencelmplementation science was in sync with my firm conviction that
Africa need more action and implementatia@therthan more research and solutions.
That mini conferenceset me offon a journey that passed through many stops and

culminatedn thiswork.

The idea for this thesis came from the intersection of evamdsinterests. Thinking
about the research proposal helped crysgahiy ontological position gbragmatism.
Having been trained imery deeppositivistmedicaltraditions, | foundout quickly that
thetheoryl had been taughttid not alwaysnatch with reality. Patients had a mind and
reasoning whiclat times defiedmy training, causing me to question positivishnecall
working with HIV-serodiscordant couples in one of the studies we conducted. | was
intrigued by their relationship dynamics
protect against infection with HIV. After talking to them and hearing theniestd
quickly realsed that my truth and reality was not their truth and realityere is more

than one truth and one reality. Also, it is impossible for a researcher to be absolutely
neutral. There will always be something of the researcher withimehearch either

explicitly or (usually) implicitly.

| believe that in Africa we need moraction and implementatiothan research to
uncover more problems. In fact, we need to find ways to better understand and
implementquickersolutionsthatwe know work rather than spend more money finding
more solutions. This belief explains why implementation science appealed to me the
instant lencounteredts basic precepts and applications. As | journeyed through my
discovery of implementation science and public health, | found there to be something
missing in these subjects but was part of my lived reality which | could never quite
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articulate. In searching for the words to put this feeling, | came across the concept of a
Volatile, Uncertain Complex and AmbiguousVUCA) world which led me to
complexity thinking and complexity theory. All the pieces of the puzzle seemed to have

fallen into place.

Whilst that was happening, Began working with two organistions focusing on
palliative care. It so happened that there was a policy that had been develowed but
not implemented for lack of fundingo, the idea to pursue this PhD, plus work on
palliative care led me to look at this policy that was gathering dust on some shelf in the
Ministry of Health. Fortunately for me, the national palliative care policy was funded
for implementation just as | needed to come up with a concept for the PhD. The VUCA
principle then kicked iralmost immediately two unimaginable and onde-lifetime

events occurred that changed Zimbabwe and the world forever. In November 2017 there
was a massive political event that keda change in Government in Zimbabwe. Three
years later, the whole world was shut down in March 2020 due to a global epidemic of

the novel SARS-coronavirus.

The ontological, epistemologicandmethodological positions and choice of complex
systems thinkindhave been validated many times in this PhD journey. The need to be
practical, adaptable and open to the eaalving world has been a constdeatue
throughout the PhD journey smuchso that| now firmly believe that everyone is a
complex system thinker and that this msianate humaiuality. The complexity of the
human body, the human brain and thoughts is the firditellsign. When we go further
into human beliefs, identity, preference and association, complexity is rewwand
more. To top it all, the complexity of the world and human interactions is apparent. It is
complexity upon complexity upon complexityet we go about doing odaily activities

as if the world is simple. We have adapted to our environment and have learnt to live in
this complexity, most times with the uncertainty, volatility and ambiguity that comes
with it.

This work is a journey of discovery and awakening. It is about putting into words what
| have been thinking, feeling and experiencing every day for many years. It represents
my attempt to make the world a better placeatigingsolutions, but more specifically

how solutions can be implemented better to achieve the desired objective. To paraphrase
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the great Winston Churchill, I hope this is not the end, or even the beginning of the end.

| really hope, and believe, that this is the end of the beginning.

HANDEI TIONE! (L e tddthis!)
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CHAPTER ONE:

INTRODUCTION

AThe worl d I S a compl ex, -sociatpsychaogiceah ect e d

economic system. We treat it as if it were not, as if it were divisible, separable simple
and infinite. Our persistent, intractable, global problems arise directly from this
m s ma t(Me&ddows, 2008a)

Despite much progress and resources spent on health policy and systems research,
significant questions and public health challenggsted to the imbalance between the
need for and availability of servicesmain(WHO, 2023a) The COVID-19 pandemic
exposed this soft underbelly of the field, amplified existing challenges, and in many
countries further weakened already fragile health syst@oasroll et al, 2023;
Rosenthal and Waitzberg, 2028jany scholars have identified that current efforts to
address problems and implement policy or innovation in health systems show a linear
way of thinking resulting in reductionist, caustect modelgKroelingeret al, 2014,

Rutter et al, 2017; Braithwaite, 2018; Greenhalgh and Papoutsi, 2018; &eal

2018a; Carrollet al, 2023) The current approach to addressing problems and
implementing interventions or policies in health systems breaks down the system (and
issues) into smaller componemitsdthen focuses on simple, single interventions to fix
specific problems in these componer{Rutter et al, 2017; Braithwaite, 2018;
Braithwaite et al, 2018; Greenhalgh and Papoutsi, 2018his approach is
unidimensional and linear, withcauseeffect type of thinking in which it is assumed

that problem X can be solved by doing Y over time leading to Z, in which Z is a better
measurablstate/outcom@Nilsenet al, 2013) Paradoxically, this ignores tliisystems

aspect of a health system and that health systems are complex and gWaidaeiel,
Lanham and Anderson, 2009; Paina and Peters, 2012; Rutkr2017; Greenhalgh

and Papoutsi, 2018\ key reason why current efforts to initiate health system changes
have had very limited success is the failure to recegmealth as a syste(RIsek and
Greenhalgh, 2001; Plsek, 2003; Long, Mcdermott and Meadows, 201i@at health

as a physical system rather than a complex adaptive s{Samoll et al, 2023; Rocet

al., 2023) Better results could be achieved by understanding the nature of health systems
which are constantly changing and complex, especially the interactions that occur within

them, but this requires a shift from the current simplistic linear thinking to more
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comprehensive approaches such as complex systems thfRlaimz and Peters, 2012;
Kroelingeret al, 2014; Brainard and Hunter, 2016; Rutétral, 2017; Braithwaite,
2018; Kharet al, 2018; Birney, 2021A comprehensive approach wowdtail looking
for, and using interactions and interconnectiomms$ elementswithin the system to

understand complexitgnd change.

The purpose of this doctoral studss to develop a comprehensive, mdlthensional
framework to guide the implemenation of interventiors in the health system in
Zimbabwe Implementationin this thesis was defined d@@mny deliberately initiated
attempt to introduce new, or modify existing, patterns of action in health care or some
other formal organisational settia@gMay, Johnson and Finch, 201&)terventionwas
defined adia series of interelated events occurring within a system where the change
in outcome (attenuated or amplified) is not proportional to the change i ifawe,

Shiell and Riley, 2009)The development of the framewoik based on the argument
made in thisthesis that it is necessary to usemplex systems thinking as a
comprehensive approach to implementintgrventionsin complex adaptive systems
(CAS) such as a health system. In advancing this argument, this study samgwéo

the broad research questidtow can complex systems thinking be used to understand
the health system and effectively implement a health policy in ZimBathsechapter
providesa brief introduction tocomplex systems thinking and its application in this
thesis, along with a contextual background of the Zimbabwean health system and disease
burden. This is followed by a statement of the research problem, the rationale for the
study, and the research gtiess, aim and objectives. The theoretical framework for the
study is outlined, followed by the contribution of the study to the body of knowledge.
This introduction concludes with an overview of the structureagenistion of the

thesis.

The limitations of theaeductionist approacto implementation are exemplified by its
neglect of norcommunicable diseases (NCDs) which cause significant morbidity and
mortality in lowresource settings (Knaet al, 2017). By focusing on single specific
health conditionsuch as HIV/AIDS or Cancer contrgdolicymakers healthfunders

and providers overlookessential components of healthcare and universal health
coverage such as palliative care. In many settings, the principal reason patients seek
medicalattention is taalleviatepain and discomfortKrakaueret al, 2017) Pain is a
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crosscutting symptom as it cuts across age groups, disease groups and any other group
possible. Morphine is an effective, cheap intervention for pain management and
palliative care yet this intervention is not easily accessible iAncame settings wher

itis needed mogKnaulet al, 2017; Krakaueet al, 2017) Barriers to accesserelated

to the overall neglect of palliative care by health systems, and the focus of health actors,
professionals and health policy on curative functions, extending life and communicable
disease¢Knaul et al, 2017) The reductionist approach thus creates a vicious cycle in
which the lack offocus on NCDs increases the disease burden resulting in a strained
health system which in turn further drives demand for services which dampoivided

thereby further increasinfe disease burdetfsanders and Haines, 2006)

1.1 Complex systems thinking an overview

This section presents a brief overview of complex systems thinking and how this
approach has been used for interventions in health sysiémsbjective of this section
is toshow the significance of complex systems thinking in health policy implementation

andhow complex systems thinking was used in this thesis.
Backgroundand gaps in the current approaches

There is an established body of literature on implementation in health systems,
integration of health services and the effect of initiating change in health sy$tesns.

use of complexity theory and science to address complex issues and manage uncertainty
in healthcare has also been increasing in recent yEaosnpsoret al, 2016; Kharet

al., 2018; McGillet al, 2020; Carrollet al, 2023) This body of literatureemerges
through work in various fields, such as implementation science and health policy and
systems research (HPSR)corporatingheories and practisérom multiple disciplines

and diverse fieldgThompsonet al, 2016; McGill et al, 2020) Most of this work,
especially for complex systems thinking, complexity theory and complexity science is
generated and reported in resodrch and developed settingarticularly the USA,

UK and Canada as has been shown by various re\@rasnard and Hunter, 2016;
Thompsonet al, 2016; Rusojat al, 2018; Carrollet al, 2023) Also, whilst health

policy and systems research, complex systems thinking and implementation research
have considerable overlap, they are rarely used in combinaspecially for health

systems strengthening, or implementation of health interventions or géhoglinger
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et al, 2014; Braithwaiteet al, 2018) Recent research in public health has sought to
identify how complex systems thinking and implementation science can contribute,
alone or in combination, to developing and implementing more effective proggam
and policiegKroelingeret al, 2014; Careet al, 2015; Chughtai and Blanchet, 2017;
Braithwaiteet al, 2018)

The limited success that has been achieveclibgent approaches to implementatisn
evidence that these approaches teagsificant shortcomingdhese gapare related to
the predominance of thdinear, reductionist appoach to solving problems or
implementingsolutions in health systems tlmaterlooks tle complexity and adaptability
of the systemgPaina and Peters, 2012; Rutétral, 2017; Greenhalgh and Papoutsi,
2018) Overlooking complexity in health systemesults in interventions that are not
well-suited to th implementatiorcontext arenot implemented as planned @sult in
unintended adverse outcomékanham et al, 2013; Braithwaiteet al, 2018;
Pfadenhauer, 2022; Rad al, 2023) Ultimately a linear approach to interventions in
health systems results in limited success or impact on the s{Rissk and Greenhalgh,
2001; Plsek, 2003; Long, Mcdermott and Meadows, 2018)

The application of complex systems thinking in the thesis

To achieve better, longer lasting and systeisle outcomes, there is need to shift the
thinking from the current singular causBect models to more comprehensive
approaches, such as complex systems thinking, that take into account the complexity,
interadions and adaptability of a health systéPaina and Peters, 2012; Kroelingér

al., 2014; Braithwaite, 2018; Woodward, 2019; Skivingtdal, 2021) This thesis used
complex systems thinking to evaluate health policy implementatioresoarcdimited

setting during a time of multiple transitions and volatility including the COY®D
pandemicComplex systems thinkingias usedo understand patterns and processes in
the systemelucidate the interaction between the complex system and intervearten,
determine how to intervene in a way tleuld contribute to changing the system
favouraby (Kroelingeret al, 2014; Rutteet al, 2017; Braithwaite, 2018; McGit al,

2020; Carrolket al, 2023) In terms of study desigepmplex systems thinking was used

to select the theoretical framework, develop the conceptual framework, and define the

system boundary and evaluation scOpalton, 2014) Specifically, complexity theory
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was used tevaluate the process of implementing the Zimbabwe national palliative care
policy, focusing on the implementation of the policy at the health facility ldvsing
complexity theory meant going beyond the traditional evaluation approach of assessing
whether implementing the policy achieved its intended outcomes to describing context,
identifying the quality of the implementation and identifying any other atgosuch as
changes in relationships and normalisation of pra¢8&evingtonet al, 2021)

Usingcomplex systems thinkirtg improve health policy implementationZimbabwe,
could inform future efforts to implemehealth policy anather health interventions in
the country and similar rearcelimited sdtings. The health situation arttealth system

in Zimbabwe exemplif thecomplexitycommon to resourekmited settingsincreased
burden of disease arndcreasing demand for services agaiwmsty limited human,
material and financial resourceget the health system does not callepThe
Zimbabwean health systdmas experiencetumeroughallenges in the last two decades
including severe straiffrom the recent socipolitical and economic changesd the
COVID-19pandemidMoHCC, 2016, 2022b; Murewanhema and Makurumidze, 2020)
Despite the numerous setbacks and current hardskperienced in Zimbabwe, the
health system hasontinued tdunction with all facilities open angroviding services

to patientsalthough the quality of servicesdwdeclined and coverage is not optimal.
Interventionssuch as integrating palliative care into the health system, continue to be
implementedwithin this complexity anduncertainty. Additionally, Zimbabwe has
consistentlyproducedskilled health professionalsho are registrable inther countries
which, ironically, has enabled these professionals to lgaee country further
weakening the health systehis study contributes to understanding how complex
systems thinking can be used in health systems within a redouitssl settingwhich
areinherentlycomplex It advances thinking around implementation in health systems
and the use of complex systems thinking in healthcgpecifically in the process
evaluations of health interventio®icGill et al, 2020) By providing an alternative
approach to implementing policy, especially in resoliroged settings,this study

contributemew knowledgeo healthpolicy implementation and practice.

1.2 Zimbabwehealth situation

Global figures show that SuBaharan Africa (SSA) has a dual burden of disease from
non-communicable diseases (NCDs) and communicable diseases and that more deaths
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are attributed to NCDsome of which arehronic and possibly lif#imiting, than to
communicable diseasg®WHA, 2014; WHO, 2016a)The rise in disease burden
associated wittNCDs signifiesa shift in morbidity and mortalityates in SSA health
systems which struggled to cope with communicable diseasiesdegjuately equipped

for this dual burden. Cancer is one NCD that causes significant morbidity and mortality
worldwide - according to the World Health Organization (WHO), cancer is the second
leading cause of death worldwide, with an estimated 8.8 million deaths in 2015
(Christopher and Murray, 2015; WHO, 2017&or communicable diseases, HIV
infection still causes significant morbidity and mortality: an estimated one million deaths
in 2016 were due to HIVelated cause@VHO, 2017c) In addition, due to successful
treatment with antiretroviral therapy and the high number of people on treatment, HIV
has been reduced to a chronic illness as more people are living longer. Chronicity from
communicable infections and NCDs has compounldedieaknesses of health systems

in low-income settings which cameithermeet targets of health delivenor deliver

services to their populatiofSanders and Haines, 2006)

Zimbabwe is one country in SSA with a high burden of disease from a double burden of
communicable and necommunicable diseases. Health statistics and system indicators
highlight the problems that Zimbabwe faces from high disease huadbigh HIV
prevalence of 1.8% amongst adultsgedl5-49 yearg15.4% among females and 10.1%
among malesand HIV-associated morbidity and mortality, a higeonatalmortality

rate of29 per 1000 live birthsa high maternal mortality ratio of 614 per 100 000 live
births, and a high number of deaths due to curable diseases such as tuberculosis and
malaria(MoHCC, 2022b)Also, there is a significant burden of NCDs, with an estimated
19% probability of death from cancers, diabetes, cardiovascular diseases or chronic
respiratory diseasg¥VHO, 2023a)In 202Q there were 16 08Bew cancer casesd

10 676 deathsecorded in Zimbabwe witB4% of thesenew cases being recordeql
women(lIARC, 2021) As with other countries in SSA, the health system in Zimbabwe

is not adequatelyprepared to respond to the increased disease burdefinandial
burden ofNCDs

1.2.1 Zimbabwe health system

Despitethe burden ohoncommunicableand communicable diasesandnumerous

economicand sociopolitical challengesthe health system in Zimbabwe has shown
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resilienceby adaping to emerging threats and prowig care to patients. The COVID

19 pandemics anotableexample othisadaptabity, asZimbabwe was able to respond
quickly to the pandemic and prioke essential health services, especially at the peak of
transmissionsThe COVID-19 pandemic addet, and worsend, the chronic multi-
pronged and mukltausal crisighat has been experienced by the Zimbabwe health
system sinc&999(Mangundu, Roets and van Rensburg ES, 2023; Mhazo and Maponga,
2024) As a resourcéimited setting, Zimbabwe is unique in that seemnomic and
political challenges affecting theealth system have been going on for over two decades,
with the country having experienced the highest inflatear recordedhetween 1999

and 2009 This led to thenearcollapse of the health system which incluadémsure of
some health facilities; severe shortages of stadflicalsupplies ané@quipment; and a
decline in health statisticdhazo and Maponga, 2024)he system recovered and
seemed to strengthen between 2009 and 204 t he countryd6s econ
stabilised(MoHCC, 2016; Mangundu, Roets and van Rensburg ES, 2B@8)ever,

the health system has been in decline once again due to ageensenic and political
conditions.The prolonged challengesolatility and complexity of the health system
during this period make Zimbabwan ideal casefor studying how difficulties in
resourcdimited settings amplify the neddr a more effective approach to health policy

implementation.

The Zimbabwe health system is structured along the Primary Health Care approach
which the country adoptedpon independence in 198(MoHCC, 2022b) Health
services anddcilities are distributed invfe tiers for service deliveryeach tier serving
specificfunctiors as follows

- Quinary level which was recently introduced to lead research and development
in collaboration with the manufacturing sector, Universities, and other tertiary
institutions.This level of the health system is still new and no facilities have been
built or allocated to this level.

- QuaternaryLevel compriss of Central Teaching Hospitals with specialist
medical services in the capital city Harare, the second largest city Bulawayo and
Chitungwiza.This was previously the highest level of the health system which

has been replaced by the recently introduced quinary level.
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- Tertiary Level compriseof Provincial Hospitals with ambulatory and inpatient
specialist services in the eight rural provinces of Zimbabwe.

- Secondary Level comprisef District Hospitals with emergency, ambulatory
and inpatient services in the 62 districts of Zimbabwe.

- Primary Level compriseof Rural Health centres with primary care services in
the 220 wards of Zimbabw@®oHCC, 2016, 2022b)

The number and distribution of health facilities in Zimbabwe are presented in Appendix
1 (MoHCC, 2022b) The largest of these facilities is currenflgrirenyatwa Group of
Hospitals PGH) which is one of twquaternarylevel Central Teaching Hospitals with
specialist medical servicasithin the city of Hararethe other beindgdarare Central
Hospital.Parirenyatwa Group of Hospitals is the largest referral teaching public hospital
in Zimbabwe that houses two medical training facilifié¢ke School of Nursing and the
University of Zimbabwe Faculty of Medicine and Health Sciences. Parirenyatwa Group
of Hospitds is comprised athe MainHospital,Annexe Psychiatric hit, Radiotherapy
Centre, Sekuru Kaguvi @ihthalmologic Speciality Hbspital, andMbuya Nehanda
Specialist Maternity Hspital which togetherhave a total bed capacity of 8D0
(https://parihosp.org/abouis). As a quaternarjevel public hospital, PGH offers the

full range of medical care including specsatl care such as oncology and radiotherapy
and is currently the apex of the health system in Zimbabwe. Parirenyatwa Group of
Hospitals serves as a national referral centre, receiving patients from all over the country
through a tiered referral system. Coroated cases are escalatedhe health system
through successive levels, starting froine bottomi.e., from primary to secondayy
tertiaryand finallyquaemary care.Once diagnosis and treatmemeinitiated, patients

are usually referred back dovihe referral system for continued medical care and
follow-up. The majority of cases use this referral system although there may be instances
where the system is not strictly followeBarirenyatwaHospital has managed to
successfully execute its core mandate of treating and providing medical care to patients
despite the harsh conditions in the health systéaractesed by insufficient funding,
dysfunctional infrastructure, shortages of equipment and supplies, and demotivated staff
(Chitungoet al, 2022) Before this doctoral study was conducted, PGH had experienced
some staffing challenges with a high staff turnover and Doctors embarking on industrial
job action every year from 2017 to 20@8@ofisi and Chingoiro, 2021; Chitungst al,

2022) The COVID19 pandemic in Zimbabwe started during industrial action by
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healthcare workers who were demanding better remuneration and working conditions
(Chitungoet al, 2022) The hospital has managed to address issues, adapt and continue

operations despite these trials.

In the last decade, theealth system in Zimbabwe has been severely underfunded.
Between 2009 and 2013, the Government of Zimbabwe (GOZ) spent 8% of the national
budget on health, translating sm expenditure of about 200 million United States
Dollars (USD)(MoHCC, 2016) A costing report for the National Health Strategy 2016

T 2020 revealed that the Zimbabwean health system requires at least 950 million USD
annually to operate effectiveiMoHCC PPD, 2016)As such, a funding deficit of
around 750 million USD per annum has existed since 2009. Whilst donor and partner
funding has been used to cover some of the financial deficit, this external funding has
not been adequate, and the health system remaihioraicfiscal deficit. Government
expenditure on health has changed over the years with a decrease to 8.7% in 2015, to
6.7% in 2017 and increasing to 10.1% in 2QW®HCC, 2022b, 2022aY he persistent
financial deficit has created a vicious cyakhere insufficientresourcedead toa lack

of developmentsubsequentlyweakening the health systerfhis, in turn, causes a
decline inthe standards of services provided and working conditiesulting in high

staff turnover further weakening the system. Health policy implementation in this
environment has been severely constrained and has relied heavily on external partner
funding. In the current health strategy(2021-25), the Government has proposed
establishingthe National Health Insuranc&cheme(NHIS) to bridge the current
financing deficittMoHCC, 2022b)

According to the Nhistry of Health,the NHIS fiis a kealth financing system that is
designed to pool funds to provide access to quality, affordable basic health care services
for the population of Zimbabwe according to their health needs, irrespective of their
sociceconomicstatu® (Mombeshora, 2024, p. 4Thes funds argo be collected
through a mandatorprepayment mechanisiamto a single fund that pay®r all
healthcareelated costdn this way, theschemeaimsto create a dedicated health fund

that does not solely rely on government budgletcationsor donor/partner funding to
finance health servicdMombeshora, 2024)
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The policy document detailintpe proposed NHIS for Zimbabwe is unclesouthow

the mandatory prepayment mechanism will wdnkw the dedicated fund will be
administered and audited, and how costs for services will be checked to prevent fraud
or abuse of funds'he implicationsof themandatory prepagent systenarethat those
formally employed willmost likelyhave an additional tax levied upon themiund the
schemelt is unclear whethethe proposed\NHIS would aldressthe effects of the
chronic healthfinancing deficit in ZimbabweGiven thec o u n teaonodis history
characterised by financial instabilipver the last two dcades, it isinlikely that this

insurance schenman be implementeak that the health financing gaan be bridged.

The recent enactment and introductiomMNeéfl in South Africa may serve agood case
study for Zimbabwe and other countries in tegion.The NHIS is under consideration
at the highest levels of governmamtdhas not yetbeensignedinto government policy

althoughplanshave been announcaalintroduce the scheme in the second half of 2024

1.2.2 Palliative care in Zimbabwe

Chronic underfunding, high disease burden, lack of resources and other such challenges
have led to the weakening of the Zimbabwe health system over time. This is shown by
the deterioration of established infrastructure and essential services such &sepallia
care. Zimbabwe had the first hospice in Africa which was established in the capital city
of Harare in 1979MwangiPowellet al, 2015) From 1979 to 2014, palliative care was
guided by Palliative Care Standards for Zimbabwe which were developed in 2009 by
the Hospice and Palliative Care Association of Zimbabwe (HOSPAZ) in collaboration
with 19 partners that included MoHCEIOSPAZ, 2009) There were 24 different
standards developed that provide specific guidelines and indicators for quality
improvement and outcome measurement. Of the 24 standards, only one (Standard 24:
Monitoring and Evaluation) has numerical indicators thatkassified and described as
follows (HOSPAZ, 2009, p. 55)

1. Symptom management: Patientds pain and
who report relief of pain through the programme services; % of patients who

report relief of symptoms through the programme services).
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2. Access: Patients have access to essential palliative care medicines and
Antiretroviral therapy ART), including both medicines per prescription as well
as those purchased over the counter (% of patients in the programme who receive
prescribed drugs including ART).

3. Support: Emotional and spiritual support as well as grief counselling is provided
to patients and families (% of families who report anxiety/sadness who receive
emotional and spiritual support through the programme; % of patients who report
anxiety/sadnessvho receive emotional and spiritual support through the
programme; % of families who received bereavement support during iliness and

afterthedeath of the patient).

Support for family caregivers <caring
primary caregivers who report that the programme has helped them feel more
confident in caring for the patient).

Increased proportion of families and patients receiving support for planning for
the future (% of families within the programme who report that they have
received support in planning for the future; % of patients within the programme
who report that theydve received support and are included in planning for the
future; % of patients referred from the programme to other programmes for

further support).

To guidethetraining of palliative care in Zimbabwe, a Palliative Care Core Curriculum
for Zimbabwe was developed led by HOSPAZ with the support of the MoHCC and six
partnerdMoHCC, 2014) The document sets out 12 modules, each of which is divided
into sections of preamble; learning outcomes; sessions; mode of delivery; learner
activities; teaching materials; assessment; and duration. Palliative care standards and the
core curriculum deveped were part aéfforts made to incorporate palliative care into

all levels of the health system, and palliative care was expanded to include home and
communitybased programmes, palliative care training, and increased professional
activity related to péative care within the systefMoHCC, 2014; APCA, 2016)
Despite these efforts, palliative care was never fully integrated into the health system in
Zimbabwe(APCA, 2016) In 2011 Zimbabwe was placed in category 4a (palliative care

services at a stage of preliminary integration into mainstream service provision)
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according to th&/orldwide Palliative Care Association (WPCA) global update mapping
levels (MOHCC, 2014, pp. 1®0). Expansion efforts were reduced as the socio
economic conditions affecting the country negatively affected the health system with
less funding being made available. From 1995 to date the progress made has been
limited, even reversed, and Zimbabwe hasitssttatus as a leader in African palliative
care. According to the African Palliative Care Association (APCA), palliative care
activity in Zimbabwe is rated lower than in other African countries such as South Africa
and Uganda which adopted palliativeetater(APCA, 2016) Current health statistics

and indicators show a huge, potentially unmet, need for palliative care in Zimbabwe: it
was estimated that approximately 200 000 people needed palliative care in 2014, and
the target was to reach 40% of these by 2020 usingrineiges in the health system
(MoHCC, 20186, p. 38)

The national palliative care policy of Zimbabwe

The lack of routine provision of palliative care within the health system in Zimbabwe
was noted and highlighted in various assessments conducted between 2004 and 2012. In
2004 WHO conducted a pilot project in five African countries including Zimbabwe.
Thispilot revealed that there was a low level of palliative care integration into the health
system(Connor and Bermedo, 2014 Zimbabwe palliative care situational analysis
conducted in September 2012 highlighted gaps and barriers to providing palliative care
(Island Hospice, 2012) The MoHCCO6s response to the 20:
development and adoption August 2014 of the National Palliative Care Policy. The
major driver for the policy was the need to highlight and disentangle palliative care from
other national policies where it was previously embeddée. policy provides the
definitions for palliative care and the palliative care concept which are all derived from
the World Health Organization (WHO) as well as a rationale for the policy and a history
of palliative care in Zimbabwd&.he main goal of the palliative care policy isitacilitate

the provision and scalep of quality and affordable palliative care services for all, based
on identified needs, regardless of age, race, gender, culture, or beliefs and values
(MoHCC, 2014, p. 22)The policy liss three goals of policy development; health
systems strengthening; and capacity development. There are five objectives of the policy
which are
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- To establish and maintain an active palliative care network at every level in
Zimbabwe.

- To mobilise communities, governmentalrganistions, norgovernmental
organiations and the private sector towatksprovision of palliative care.

- To strengthen the capacity of communities, governnogganistions, non
governmentabrganigtions and the private sector at every level towards the
provisionof palliative care.

- To establish and maintain coordinated palliative care services and referral
systems at every health delivery level in Zimbabwe.

- To monitor and evaluate the provision of palliative care at every health delivery
level in ZimbabwgMoHCC, 2014, pp. 223).

The palliative care policy details the models for palliative care implementation stating
that fildeally palliative care should be integrated and available in public and private
health facilities including hospitals, nursing homes, hospleasebased care services

and other facilitie§ (MoHCC, 2014, p. 17)For palliative care provided through
hospitals, the policy outlines that there should be a team of professionals providing
palliative care services that receive patients from the wards. Upon the discharge of a
patient afollow-up plan should be made together with the hospéaéd palliative care
team, community nurse, the patient and family. The policy details eight guiding
principles which are human rights; sustainable palliative care; accessible palliative care;
holistic services for quality of lifec hi | dr enés palliative car
awareness and support for palliative care; research and ewoasee practice; and
monitoring and evaluation of palliative caffidoHCC, 2014, pp. 2647). The policy
concludes by providing a list of essential palliative care medicines, including morphine,
in Appendix 1(MoHCC, 2014, p. 55)None of the goals of the palliative care policy
have been achieved yet, indicating that the existence of a regulatory and policy

framework is insufficient to ensure the delivery of adequate palliative care services.
Integrating palliative care

Before the COVIB19 pandemic, the MoHC@ad begin implementing thenational
Palliative Care policy of Zimbabwe by integrating palliative care into the health system
nationally through thePalliative Care Strategic Framework and Integration Roadmap
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(PGSFI R) : I ntegrating Palliati(RG&TFRA8e i n Z
The purpose of the roadmap is stateditasnap the results to be achieved through the
integration of palliative care services in the health sector response and outline the
strategies to be applied to achieve sadACI-TF, 2018, p. 7.)The goals and objectives

of the PCSFIR are written as a vision statement, vision essad mission
statement/essay with five guiding principles of human rights, equitable access, holistic

care and quality of life, efficiency, and sustainable care provision. The vision statement

reads as follows:

AA Zi mbabwe where comprehensive, sustaina
is accessible and provided at all levels of the health system by skilled palliative care
practitioners and support providers to all people affectdifidby hr eat eni ng cond
(PCHTF, 2018, p. 22)

The aspirations of the RPSIFR as expressed through the mission statemenit@re
integrate culturally sensitive palliative care at all levels of the Zimbabwe health system
and community through leadersbi(PCFTF, 2018, p. 22)The PCSIFR isorgani®d
around five thematic areaghich arePolicy and Governance; Education, Information
and Advocacy Service ProvisionPain Management and Essential Medicjnasd
Monitoring, Evaluation and Research (MER). The roadradppted anOutcome
Mapping approach to drive amctiontoriented response and ensurigh levels of
accountability. The main definitions in Outcome Mapping(®€TF, 2018, pp. 24

25).

a) Boundary Partner Individuals, groups or organisations with whom the
intervention intends to interact directly to effect change as well as those for
which opportunities for influence or engaging in mutual learning are anticipated.

b) Outcome Challenge- A description of the ideal behavioural changes,
relationships, actions and interactiomsh each partner.

c) Progress markers A set of graduated statements describing the expected
progression of changed behaviours in the Boundary Partner. These markers
describe changes in actions, activities and relationships leading to the ideal

outcome.
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d) Strategy Maps Statements that describe the necessary action to be undertaken
to facilitate progress towards the realisation of the desired outcome. These can
also be regarded as intervention strategies.

Some examples of Boundary Partners and Outcome Challenges in-8elR@re:

Health Workers that are effectively screening for PC needs, consistently
assessing the patient presenting problems including assessing for pain and other
distressing symptoms, confidently prescribing medicines as necessary and
according to guidelines as Weommunicating with the family, team with the

aim of offering the best possible care.

Healthcare institutions providing quality PC services across all units,
incorporating champions or teams and having the adequate infrastructure, staff,
equipment and medicines to deliver PC services.

The document has the following number of strategies for each strategic poéay

and governance (five); education, information and advocacy (five); service
provision(five); essential medicines and equipment (fia@ monitoring, evaluation

and research (seve(PCI-TF, 2018, pp. 2633). The integration of palliative care into
the health system wadannedto occur in five steps.

Step 1Review and modify the palliative care training curriculum (with thematic inputs).

Step 2: Sensitisation of BHCC management and stakeholders.

Step 3: Rollout of comprehensive training usthg Training-of-the-Trainer (TOT)

approach.

Step 4: Training cascade to facility level usingtitution-based training.

Step 5: Enhanced mentorship and coaching.

The outcome and impact indicators for PC integration were listed as:

Outcome indicators
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% of health facilities with at least offC-trained health worker
% of health facilities with #C-trained CHW team

% of health facilities (as appropriate) with stockout of morphine

Palliative Carelnstitutional Integration Index

% of patients with conditions eligible fpalliative care reporting receipt of the

mi ni set of

1.1

mu m

PC

Asignal

functi

Table 11: Palliative Care signal functions (PCI Taskforce meeting 2018)

PC signal functions

Palliative care signal functions are defined by a caregiver who:

Asked how much paim clientwas
feeling

Checked for other distressir
symptoms e.g. constipation

Discussed the diagnosis ofhe
c | i eonditiorgdisease

Discussed any emotional, loss or gr
issues

Discussed the plan for the care to
provided (dates of next visit
frequency of medicinestc).

Prescribed medicines for pai

Asked if there were any soci
issues that were troublin
them

Discussed the likely path th
client's condition could tak
(prognosis)
Asked about the client
family or caregivers

Impact indicators

Pain prevalence amongst patients with conditions eligible for PC

Emotional and Psychological Wellbeing Index
Quiality of Life (QoL) IndexPCITF, 2018)

The Palliative Care Integration (PCI) Project

onso.

The Palliative Care Integration project leverages the existing integration efforts by

MoHCC and targets patients with lfereatening conditions in both public and private
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health sectors in Zimbabwe (Island Hospice and Health Care funding proposal 19
February 2019, unpublished). The project is externally funded bygamistion based

in the United Kingdom called True Colours Trust, with funding being provided to Island
Hospice and Healthcare for three phases. The first phase ran from 2018 to 2019 and
focused on information gathering, learning from best practices and dexglap
roadmap. The second phase ran from February 2019 to January 2021 dealing with the
implementationof the roadmap developed PhaseOne. Phaselwo consisted of
sensitisationof key stakeholders, training and mentorship of PC champions and
intensive cascade training to health professionals in two provinces. The third phase

commenced in February 2021 and is currently running to date as shown il Pable

Table 12: Phases for Palliative Care Integration project

(sourceilsland Hospice and Health Care funding proposal 19 February 2019,

unpublished)

PHASE TIME DESCRIPTION OF EVENTS
One 20181 2019 Information gathering and learning from bg
practice

Developing a roadmap

Two February 20197 | Implementation of roadmap
January 2021

Three February 2021 tq Training health workers across the country
current become palliative care champions

The strategy for the PCI project has been to train health workers across the country to
become palliative care champions that would subsequently transfer skills as well as
provide care to clients in need (Island Hospice and Health Care funding proposal 19
Febwuary 2019, unpublished). It was in this setting of a weakened health system,
challenges within PGH, the COVHD9 pandemic and related restrictions, and the

ongoing PCI project that this mufphase doctoral study was conducted.
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1.2.3 COVID -19 pandemic in Zimbabwe

With the onset and announcement of the outbreak of the CQ9Ipandemiche
Government of Zimbabwe (GOZAyas proactivein taking measures to prevent an
outbreakof unmanagable magnituden the country.In February 2020, th&OZ
developed the National COVHD9 Preparedness and Response Plan which stratified
COVID-19 responses inteight pillars: Planning, monitoring and coordinatioRjsk
communication and community engagemedtyrveillance, rapid response and case
investigation;Points ofentry; National laboratory systemninfection prevention and
control; Case management; ahdgistics, procurement and supply manageniéQZ,
2020b) This plan was launched in March 2020 just a day before the first case of EOVID
19 was detected on 20 March 2020, with the second confirmed case on 21 March 2023
(GOZ, 2020b) Zimbabwe had a-tier risk level response to the COWD® pandemic

with each level informing the level of restrictions as shown in Table 1.3.

Table 13: Zimbabwe response levels to COVIEL9
(GOz, 2020b)

Level Response

1 Most normal activity can resume with precautions and health guide
followed at all times.

2 Easing of some restrictions including work and social activities
maintenance of physical distancing and restrictions on some leisu
social activities.

3 Some activities allowed to resume subject to extreme precay
required to limit community transmission and outbreaks.

4 Drastic measures to contain the spread of coronavirus.

On the 28 of March 2020, COVIB19 was declared a national state of disaster through
the promulgation of statutory instrument 76 of 2020 tifiéd/il Protection (Declaration

of State of Disaster Rural and Urban Areas of Zimbabwe) (CAMP [(GOZ,
2020a). On the same day, S| 77 of 2020 titl@dtroduction of Public Health (COVID
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19 Prevention, Containment and Treatment) Regulaiiovess promulgated which
prohibited gatherings and made testing for those suspected of being infected or exposed
to COVID-19 compulsorfGOZ, 2020c) On the 3t of March, a national lockdown of

level 4 (drastic measures to contain the spread of coronavirus) was imposed which was
taken down to level 2 (easing of some restrictions) on 17 May 2020. By 22 July 2020,
Zimbabwe experienced its first wave of COVID cags and new lockdown measures
were effected that included a 6pm to 6am curfew. A timeline of some key events for the
COVID-19 pandemic in Zimbabwe from March 2020 to date is presented in Appendix
4: Timeline of COVID19 events in Zimbabwe.

PGH was an i mportant institut i-1®pandemic.Zi mb al
In response to th pandemicjn April 2020 PGH divided the hospital wards, staff and
operations by creating two separate areas callRdd Zone and a Green Zone which

are still in operationChitungoet al, 2022) The Green Zone is an area of normal
hospital operations and access whilst the Red Zone is a restricted area for only-COVID
19 patients and staff. The Red Zone is manned by PGH staff who have volunteered to
work there and are given a monetary incentiies Red Zone is still operational even
though the COVIB19 cases have greatly reduced to zero confirmed cases on 18 October
2023, compared to a peak of over 26000 confirmed cases at the height of the pandemic
in December 202INB: testing and reporting protocols have been eased since 2022
which may account for no new cases]As of 18 October 2023, there were
265,808confirmedcumulativecaseof COVID-19 with5,718deaths in Zimbabwe that

had been reported to the WH®ith a 98% recovery ral@®/HO, 2023b)

1.3 Statement of theresearchproblem

Global health problems are becoming increasingly comptexhe world gets more
interconnectedWVhilst the magnitude and complexity of health problerencreasing,
solutionsto these problems andhe resourcesallocatedfor healthcarenave failed to
achieveintended outcomesr reach intended populati@nThe inadequate supply of
morphinein resourcdimited settings where it is needed modespiteits low costis a
very sad andparticularly glaring example ddllocation failure(Knaul et al, 2017,
Krakauer et al, 2017) This thesis argues thatnaapproach to health policy
implementatiorthatconsidercomplexityand system dynamids essentialo improve
implementation succesk argues for leveraging complexity propertileat are founah
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the system such as adaptability andel-organistion, to replace the currén
implementatiorapproach to ensure desired outcomes when implementing policy in the
health system in Zimbabwe. Health policy in Zimbabwe is implemented usiyior il
top-down approachbased on the rational model of decisimoaking The Ministry of
Health and Child Care (MoHC@} the central authority.€.,the top)takes the leadnd

makes decisions aboupolicy execution thaare implemented at the local leveénce

the namefitop-dowrd (Pulzl and Treib, 2007)This approacho implementing health
policy is unidimensional and linear, witncauseeffect type of thinkinghat does not

take into account the nature of the intervention/policy change, the context in which the
intervention is occurring, and the people who will be affected by the intervention [Figure
1.1] (PIsek, 2003; Haynest al, 2014; Reeckt al, 2018a, 2018b)Context has been
defined adia set of characteristics and circumstances that consist of active and unique
factors that surround implementatm{May, Johnson and Finch, 201®rucially, the
top-down approach ignores the iy betweenpolicy elements neglectingthe
complexity of tleir interactions This oversightnay lead to unexpected and unintended
outcomes as the intervent®hothaffect andareaffected by people artieir contexual
settings(Skivingtonet al, 2021) As Greenhalgh and Papoudgitly put it, fithe dancer

and the dance are intertwing@Greenhalgh and Papoutsi, 2018, p. 2)

Aspects of the Adoption of Innovation
in Health Care

Larger
systems in
society

Larger
systems in
society

Receptive
context for change

Creative generation

of ideas Influences

Knowledge

Widespread Implementation

adoption into routine work
(across organizations) (within organization)

Adaptation and enhancement of
ideas can occur at any point

Figure 1.1: Aspects of adoption ofnnovation in health care

(Plsek, 2003)
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Also, current policy implementation does not usually have a defined theory of change
and makes implicit assumptions that may or may not produce the desired outcomes. In
the case of implementing the palliative care policy in Zimbabwe, the goal is to tategra
palliative care into the health system througk principal mechanism afapacity
building and training ofealth personnel on palliative care. This makes three key
assumptionsThe frst assumption is thagialliative care is currently not integrateda

the health system and integration into the health system is posEii#e®cond
assumption ishat integrating palliative care into the system will increase the provision
of palliative care services to the desired levels across the sydterfast assumption is

that training health personnel on palliative care can, and will, change practices and
processes that in turn will increase the scope and quality of services provided. Policy
implementers disregard the complexity of integrating palliative aaige the health
system, how the system and its |ylstems will repondto the intervention, and the

impact onpeople currently in the system.

1.4 Rationale for the study

The purpose of this doctoral studss to develop a comprehensive, mdlthensional
frameworkto guidethe implementation o&én interventiofinnovation/practican the
health system in Zimbabwé&his framework was based on complex systems thinking
and considered inherent system complexitncertainty and adaptation when
implementing an intervention in a health systdine implementation of the national
palliative care policy in Zimbabwe provided an opportunity to examine how an
alternative approach could be used to improve health policy implementation.
Additionally, Zimbabwe has a long history of providing palliative canaking it an

ideal choice for this study amosgveral resourekmited settingsZimbabweis unique
amongother countries in resourdnited settings due to persistent financiablitical

and soa-economic instability especially over the last two decadeghich has
negatively impacted the health systddespite these challengéke health systerhas
retained some level of functionalit&lthough healthcare and deliveiry Zimbabwe are
below regional and international standards, the country has recorded some
improvements insome health indicators such asdecreasedHIV incidence and
prevalenceMajor evens nationally and internationally, such as the global COY®D

pandemic, which caused volatility and uncertainty highlighted the weaknesses of the
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current linear toglown approach to policynplementation. Some of these weaknesses
are inherent fragmentation of the tdpwn approach, disregard for context and system
dynamics, and failure to cater for the uncertainty and complexity inherent in the health
system(Khan et al, 2018; McGillet al, 2020) When implementing health policy or
other interventions in a health system, complexity arises from the interaction between
thecomplex intervention (such as integrating palliative care) being implemamndettie
health systemand subsystems within }twhich is also complex and adapti¢feaina

and Peters, 2012; Braithwaite, 20IB)enumerous and interlinkezhallerges faced by
health systems in resourtimited settings such athe high burden of diseaswith
limited resourcesequirea more efficient, effective and adaptable approach to policy
implementationThis study, therefore, sought éxamine how @ alternativeapproach
(complex systems thinking), that considers complexity and system dynaoutshe

used to improve health policy implementationa resourcdimited setting By using

this different approach tonprove he process of implementing health policy, this study
could inform future efforts to implement palliative care and, possibly, other health

interventions in limiteeresource settings.

1.5 Research questions, study aim and objectives

Based on a pragmatic research paradigm and asimgjti-phase mixednethods case
study design, thithesissought to address the research problemaansiver the broad
research questiotdow can complex systems thinking be used to understand the health
system and effectively implement a health policy in ZimbabWe#nplementation of
the health policyoccurred whilethe health systerm Zimbabwewas undepressure
from multiple interconnecteslocio-political and economichallengescompounded by
the COVID19 pandemic(Mangundu, Roets and van Rensburg ES, 20Z8g
traditional linearapproach used for implementatiald not take into account the
complexitywithin the health systen€omplex systems thinking was the approaséd

to reveal these complexities (interactions, interconnectipnglynamics and
contradictions) that exist in the Zimbabwean health sysfdsn, this approach was
usedto explore how understanding gecomplexities in the system could be used to

improvetheimplementation of a health policy.

As this study was practical applied research ultimately seekeudpi@ss the limitations
of linear approaches to health policy implementatmwagmatism wasetermined to be
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the most suitable research paradidgiregmatism emphasisd@svorkabilityo in research

and the usef fiwhat work®, which allows the researcher to address questions being
investigated withoutbeing constrained byhether thg are wholly quantitative or
gualitative in naturéKivunja and Kuyini, 201Y. The emphasis was on what works best
to address the problem withogetting into philosophical debaaboutontology and
epistemology(Wahyuni, 2012) Based on thiperspective and faving reviewed the
literature, the nature of thgroblem and proposed solutidhe researcher determined
that pragmatism was the most suitable research paradigm to guide tthe d y 0 s
methodological choices.This included using mixed methods (qualitative and
guantitative research methods) and conducting apluétse, longitudinal case study to
better understand health policy implementation in Zimbabwe, specifically at
Parirenyatwa Group of Hospitals (PGH).

The thesis focused on the system at the facility level as it provided the best entry point
for understanding the implementation proceSgecifically the thesis tested the
applicability of complexity theorin process evaluation at this level of the health system

in Zimbabwe, focusng on the interaction between three domaofscontext, the
personnel participating in the intervention, and the intervention of integrating palliative
care into the systeifiHayneset al, 2014) These domains are described as:

1 Context- the contextual characteristics that mediatedrétationshipbetween
theintegration of palliative care, the system at PGH staff.

1 Personnel participation and responsdiow PGH staff participated in and
responded to the intervention

1 Intervention what happened in the process of integrating palliative care at PGH

Thethreedomainsare drawn fromandbuild upon theHealthPolicy Analysis Triangle

the work of authors such as Plsek (20@8) how innovatiorichangeoccurs in health
systems and Hayneset al (2014) onthe process evaluation of health policy
implementation(Walt and Gilson, 1994; Plsek, 2003; Hayretsal, 2014) These
domains helpo understand the implementation setting, processes and events that either
hinder or facilitate implementation of the palliative care policy. By understanding
system interactions, stafomprehensiorof palliative care and integration, and the

impact of integration on the system at PGH, these donpeiosde a comprehensive
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basis to assess how implementation occurred and if any changes to the system occurred.
The subquestions this thesis sought to answer were classified under the three domains
as follows:

a) Context
- What was the context in which palliative care was being integrated at PGH?
- What contextual factorsnabled or hindered the delivery of the intervention?

These sufmuestions provided a description and understanding aygtem andetting

in which the intervention of integrating palliative care wasg conducted.

b) Personnel participation and response
- What did PGH staff know andunderstandabout palliative and the
intervention?
- Was the intervention acceptable to PGH staff?
- What wasthe PGH staffs shared resolve to implemetite intervention

(change commitmer)

These questions providdtiGH personnel (as agents in the syshath affecting and
being affected by the intervention) perspectives on the interveraiah howit was

conducted.

c) Intervention
- Did the intervention change any workflow processes and practices?
- Was the intervention implemented as planned?
- What did PGH staff feel about the implementation process and outcome?

These questions assesslee impacof the interventioron the systemat PGH,and the

reactionit may have introducedmongstaff.

The multiphase mixedmethodscase study design was determined to be the most
suitable approach to answering the research quesfitis multi-phase desigmvas

comprised afpilot study, baseline assessment and process evaluation.
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Aim of the study

The study sought tmonitor and evaluate the process of integrating palliative care into

the health system at PGH usiogmplex systems thinking.
The specific objectives of the study were:

1. Domain one (context)lo describe thexternal and internalontext at PGH in

which palliative care was being integrated and explore contextual factors that
may haveaffeciedthe delivery of the intervention. This objective was achieved

by:

a) ldentifying and describingocial, economic and other environmental factors
including key stakeholders, leadership dynamics, and interdepartmental

relationships.

b) Investigating the implementation climate aodjanistional readiness to

integrate palliative care at PGH.

2. Domain two (personnel participation and responge)describe how personnel

couldparticipae andwould respond to the integration of palliative care at PGH.

This objective was achieved by:

a) Exploring PGH staff knowledge and understanding of palliative care, the
Zimbabwe palliative care policy, and integration of palliatageinto the

health system.

b) Identifying possible barriers and facilitatorsttee integration of palliative

careas well axonstraints related to the provision of palliative care services.

c) Investigating the acceptability of the intervention, engagementyvhather
PGH staff were committed to the change that could be brought by the

intervention ¢hange commitmejt

3. Domain 3 (intervention)To assessvhether the integration occurredcarding

to theplannedrameworkover timeand if palliative carbecamenormalsed into
daily work routinesThis objective was achieved by:
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a) Assessing the extent to which core aspecth®palliative carantegration

projectweredelivered.
b) Assessing ifntegration changed work and process flow.

c) Exploring FGH staff perspectives on palliative care, integration, and

implementation success (or failure).

1.6 Theoretical framework for the study

This thesis used a pragmatic research paradigm and a theoretical frameworknbased o
complexity theoryand three implementation theories: theedry of innovation
implementation effectivenesthe heory oforganistional readiness for changadthe
normalsation process theory (NPT)'hese theoriescombinedto form the best
framework for understanohg the implementation process the health system
especially thenteraction of the contextie personneind the intervention of integrating

palliative cardanto the health system.

Complexity theory was selectéor use in this thesibecauset encompasses complex
systems thinking and the concept of complex adaptive syst@omsplexitytheory is
made up of &et of theoretical frameworks used for modelling and amagycomplex
systems within a variety of domai(Systems Innovation Network, 202Qomplexity
theory encompasses complexity science and complex systems th{ifkimger and
Baker, 2019)Broadly, systems thinking deals with the interrelationship of processes
and patterngarticularly the interaction between elements within a system and the
system and its environmefiiaines, 1998; McGilet al, 2020) Problems are viewed as
systems problems and the goal is to identify and solve patterns of problems by looking
for leverage points places or areas of influence in the system where a small change
could lead to large, lasting beneficial chanfj¢aines, 1998; Meadows, 2008a, p. 145;
Thompsoret al, 2016; Reecdt al, 2018a) A key characteristic of systems, especially
living systems, is that they are characterised by compléitiiers, 1998; Plsek and
Greenhalgh, 2001; Braithwai& al, 2018)

The three implementation theoriesed in this thesisvere selected based on their
applicaility to implementation in diverse fields and settirgsecifically, thesetheories

were selected to address the three domains of the intervention, context and personnel
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affected by the interventiolhe theory of innovation implementation effectiveness

states thatmplementation effectiveness is a function of (apgani® t i onds c¢l i mat
the implementation of a given innovation and (b) targeteanisa t i on a l me mb e
perceptions of the fit of the innovation to their val(i¢ein and Sorra, 1996)Vith the

theory of organistional readiness for changerganistional readiness refers to
organistional members' change commitment and change efficacy to implement
organistional changgWeiner, 2009) The normakation process theory is a set of
sociological todd usel to understan@nd explairthe social processes amtynamics of
implementing, embedding, and integrating some new technology or complex

intervention(May and Finch, 2009)

In this thesisthe health system and health facilities within these systems (such as
hospitals)are viewed as complex adaptive systems [CABIsek, 2003; McDaniel,
Lanham and Anderson, 2009; Paina and Peters, 2012; Braithwaite, 2018; Greenhalgh
and Papoutsi, 2018Based on the view that hospitals are CAS, the thesis argues that
when implementing any interventionfg)a CAS, such as hospitals and otfailities,

it is necessary to use complex systems thinking to identify and use leverage and leverage
points. This will enable policymakers, implementers, practitioners, and evaluators to use
existing complexity properties in the system to:

1. achieve sustainedksiredpositive outcomes

2. find alternative strategies that lead to intended outcomes.

3. minimise unintended outcome@.anhamet al, 2013; Braithwaitest al, 2018;
Pfadenhauer, 2022; Red al, 2023)

Some of the properties that are inherent in a CAS that can be leveraged are
interdependencies (relationships, connections and interactions), learning and adaptation,
self-organisition and feedback loofksanhamet al, 2013; Braithwaitet al, 2018) To

be able to identify and use leverage points effectively it is necessary to
(a) understand complex adaptive systemgeneral and how change occur€iAS.
(b) recognse patterns, and dynamicstime system antheimmediate context in which

an intervention is being implemented
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(c) revealtheunderlyingreason forassumptionand motivation behind an intervention

(d) take into accounthe motivations and concerns of the people who will implement
and be affected by the implementation of the interventfbanhamet al, 2013;
Braithwaiteet al, 2018; Rockt al, 2023)

1.7 Contribution of the study to the body of knowledge

The purpose of this doctoral studss to develop a comprehensive, mdlthensional
framework to guide implementingolicy in the health system in Zimbabw@&his
framework was based on complex systems thinking and considered inherent system
complexity, uncertainty and adaptation when implementing interventions in a health

system.

By using complex systems thinking to improve health policy implementation, this study
advances implementation in four ways as the substantive and original contribution to
knowledge on health policy. First, the study contributes to the understanding of how
complex systems thinking can be used in health systems within a reBmitree setting

such as Zimbabwén doing so, lhe studyadvances thinking around implementation in
health systems anthe use of complex systems thinking in healthcapecifically
process evaluations of health interventidMcGill et al, 2020) Most studieson
complex systems thinking in healthcare focus on Wiy approactshould be used
rather tharhow it can be effectively applie@he study also contributes to the healthcare
body of knowledge by demonstrating how systems thinking and implementation science
can be combined to better understand and implement health interventions or policies
(Chughtai and Blanchet, 2017; Braithwagteal, 2018) Combining the two fields has
been suggested in the literature but few studies baea conducted to demonstrate
practically how thisntegrationcan beachieved

Second, the theoretical and conceptual contribution of this study is that it adds to the
understanding of how complexity theory can be used in health policy implementation

and resourcéimited settings. Tie studybuilt on andexpandecexisting implementation

and evaluation frameworks currently in use by combining complexity, evaluation, and

implementation science® produce the study's conceptual framewdthkis is because

current frameworkswhetherpublisheal or in use do not specificallyaddresgomplexty
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within a system or demonstratethe impact and influence of comfexity on

implementation processes and outcomes.

Third, the study combinetivo implementation science todtsassess therganistional
readiness for change and implementation climate, parts ointiez organistional
contextproviding the methodological contribution. Whilst the two tools have been used
in other studieg¢Ehrhart, Aarons and Farahnak, 2014; Sétesl, 2014) this study was

the first to combine both tools to assess inner context in a redoursel setting.The
implementation climate scaéxploreghe policies, practices, procedures adadviours

that facilitateeffectiveimplementatiorat a site whilst therganistional readiness tool
exploreghe extent to whiclorganistional members are preparngdychologically and
behaviarrally) to implementorganistional change(s)he two tools complement each
other by focusng on different aspest of how change affects asrganistion: the
implementationclimate scaleseeks to understand what is happenwighin the
organsation(policies,procedures and practiceshilst the readiness toelxploreswvhat

is happening to the people in an orgation This novel methodolody combining
organsationalreadiness and implementation clin@ateffers a more comprehensive
assessment of the immediate context in which an intervention is being conducted
compared to usingachassessmemdividually. By combining the two tools, this study
practically demongtatestheir combinedoerformanceand adds to the methodological

literature m assessingheinner contexpf implementation.

Finally, this studycontributes to policy implementation and practice by providing an
alternative approach to implementing policy, especially in resdimited settings.

There is a dearth of literature on how complex systems thinking can be applied
practically to policy impementation in resourel@mited settings such as Zimbabwe.

This study was | inked with MoHCCGO6s i mpl em
contribute to how health policy and systems research can be embeddedwortéal

settings inZimbabwe

1.8 Key concepts and definitions

Some important key concepts used in this thesis have been included in this introduction
and will be exploredurther throughout the thesis. These are listed and defined in Table
1.4.
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Table 14: Key concepts and definitions

Complexity

A description of the result of the interconnections of many, diverse,
standard elements interacting in ways that are-limaar, potentially
changing in ways that are not amenable to analysis through deconsti
into separate par{®8oulton, Allen and Bowman, 2015)

Complex system

A system in which large networks of components with no central contrg
simple rules of operation give rise to complex collective behav
sophisticated information processing and adaptation via learnin
evolution(Mitchell, 2009, p. 13)

Complex  system{ An interdisciplinary field of research that seeks to explain how large nur

thinking of relatively simple entities orgesa themselves, without the benefit of a
central controller, into a collective whole that creates patterns,
information, and, in some cases, evolves and le@vhighell, 2009)

Complex adaptivg A collection of individual agents with freedom to act in ways that are

system (CAS)

always totally predictable, and whose actions are interconnected suc
one agent 6s actions ¢ h a n g(Blsekt and
Greenhalgh, 2001)

Complexity science

An approach or method to science based on the theoretical framew,
complexity theory and computational methods in order to make an em
investigation of the complex systems that make up our w@idtems
Innovation Network, 2021)

Complexity theory | The interdisciplinary understanding of reality as composed of complex
systems with emergent properties and transformational potéBirahe,
2005)

Context A set of characteristics and circumstances that consist of active and |
factors that surround implementatiMay, Johnson and Finch, 2016)

Framework A way of understanding the factors influencing implementation outcqg

(Rapportet al, 2021)

Implementation

Any deliberately initiated attempt to introduce new, or modify exist
patterns of action in health care or some other formal organisational s
Deliberate initiation means that an intervention is: institutionally sanctid
formally defined; consously planned; and intended to lead to a char
outcome(May, Johnson and Finch, 2016)

Implementation
climate

Targeted employeesd shared sumn
their use of a specific innovation is rewarded, supported, and expected
their organsation (Klein and Sorra, 1996)
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Implementation
effectiveness

The consistency and quality of targeted orgarti i o n a | me mi

specific innovatior(Klein and Sorra, 1996)

Implementation
science

the scientific study of methods to promote the systematic uptake of cl
research findings and other evidetii@sed practices into routine practi
and, hence, to improve the quality and effectiveness of health servic
care(Eccles and Mittman, 2006; Nilsen, 2015)

Innovation

A technology or a practice being used for the first time by members
organgation, whether or not other orgaaiions have used it previous
(Klein and Sorra, 1996)

Integration

The organisition and management of health services so that people g
care they need, when they need it, in ways that areftisedly, achieve the
desired results and provide value for mo(MHO, 2008, p. 5)

Integrated care

A variety of managerial and operational changes to health systems tha
together inputs, delivery, management, amganis@tions of particulal
service functions, to provide clients with a continuum of preventative
curative services, according to their needs over time and across dif
levels of the health systefhleyereset al, 2016, p. 2)

Integrated palliative
care

Bringing togetheadministrative, organisational, clinicahd servicaspects
to realise continuity of care betwealh actorsinvolved in the care networ|
of patientsreceiving palliative care. It aims to achiewvguality oflife and a
well-supported dying process for the patientl the family in collaboratio|
with all the caregiver§aid and unpaidinSuRC Integrated Palliative Cal
An EU Framework Programmg

Intervention

A series of interrelated events occurring within a system where the ch
in outcome (attenuated or amplified) is not proportional to the chan
input. Interventions are thus considered as ongoing social processes
than fixed and bounded entgiHawe, Shiell and Riley, 2009)

Leverage point

Place or area of influence in the system where a small change could |
large, lasting beneficial chang@deadows, 2008a)

Palliative care

An approach that improves the quality of life of patients and their fan
facing the problem associated with lifereatening illness, through tk
prevention and relief of suffering by means of early identification
impeccable assessment and treatneémain and other problems, physic
psychosocial and spiritu@VHO, 2017b)

Potential

Putting energy into a system that can give the system the ability to e
into something in the futur@irney, 2021)
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System A set of elements or parts that is cohereatlyani®d and interconnected
a pattern or structure that produces a characteristic set of behaviours
classified as it ¢MeddbwsR2@08a) onod or

Systems thinking A worldview that pays attention to the essential interconnectedness
elements of situations and natural and social sys{@wmslton, Allen and
Bowman, 2015)

Top-down (in | An approach to policynaking based on the rational model of decisif

reference to policy| making in which mplementationis thought to start from the centr

making) government (the top)Decisionsaboutpolicy executionare made at thi
central level and then are carried out at lower levels of the syBidai and
Treib, 2007)

1.9 Structure of the thesis

This thesis outlines the argument presented in six consecutive chapters. This is
summarised in Figure 1.2 and is detailed as follows:

Chapter One introduces the study including a brief background to complex systems
thinking, an introduction to the Zimbabwe health system and palliative care in
Zimbabwe. Chapter one also outlines the rationale for the study, the research questions,
and theaim and objectives of the study. The chapter also provides the theoretical
framewor k for the thesis and a summary
knowledge, theoretical, conceptual, methodological and policy contributions. Key
concepts used in thikesis are listed and defined. The chapter concludes with an outline

of the structure of the thesis and how the chaptersrgemigd.
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Chapter One: Introduction

- Complex systems thinkingan
overview

- Zimbabwe health system
- Statement of the research problem
- Rationale for the study

- Research questions, study aim and Litera_ture .
objectives Review Methodology

- Theoretical framework for the study

- Contribution of the study to the body
of knowledge

- Key concepts and definitions
- Structure of the thesis
- Summary

Chapter Two:

Chapter Six: Chapter Five: Chapter Four:

Discussion and . Results- Process ‘ Results - Baseline

Conclusion evaluation assessment

Chapter Three:

Figure 1.2: Thesis structure

Chapter Two presents a review of the literature to provide some background to the study
and locate the study in the relevant literature. The chapter begins with an overview of

health policy and health policy implementation, definitions, research, and échgsvl

gaps. The chapter interrogates the literature on complex systems thinking and

complexity theory to make distinctions between concepts, definitions, and applications.

Leverage points are reviewed for relevance to this study. Literature related atvealli

care and the integration of palliative care into the health system is also reviewed and

di scussed in this chapter. The chapter

framework and explaining the variables used within the framework.

Chapter Three provides a detailed description and justification of the research pragmatic
paradigm. It details the study methodology, explainingjasiifying the chosen design

of a mixedmethods exploratory muiphase prospective methodology. For each phase,
the study setting, study population and sampling considerations are explained. Details
of the data collection methods, data analpsecedures and ethical considerations are
provided, including a reflexivity position statement by the researcher. The chapter

concludes by discussing the assumptions and limitations of the study.
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Chapter Four presents the results of Phase | which was the baseline assessment. These
results include descriptive statisticsganistional readiness for implementing change,
implementation climate and PGH staff knowledge and understanding of palliative care,
the national palliative care policy and integrating palliative care into the health system.
The chapter concludes by syntlsegy results from the quantitative tools anediepth

interviews.

Chapter Five presents the results of Phase Il of the study which was a process evaluation.
The results include descriptive statistics, norsaéilbn measurement, participant
knowledge of palliative care, and participant views of the integration of palliative care
into routine work.The chapter conclugddy synthesing results from the quantitative

tools and irdepth interviews.

Chapter Six discusses the implications of the results from the two phases of the study in
response to the study research questions, aim and objectives. The chapter begins with a
summary of results from the two phases and then discusses the implicatibaseof

results for the three study domains of context, personnel, and intervention. This is
followed by a discussion of the implications of the study results for the main research
guestion. The study's strengths and limitations are also discussed. Ther cbiégits

on the |iterature and provides the study?o
methodology, and practice. The conclusion of this chapter highlights the implications of

this study and subsequent recommendations.

1.10 Summary of Chapter One

This introduction provided an overview of the study thesis and framed the context of the
research problem and research questions. By highlighting the limitations of current
approaches to health policy implementation in Zimbabwe, a case is made for asing th
alternative approach of complex systems thinking to improve health policy
implementation in a resourdimited setting such as Zimbabwe. The thesis argument is

made that ased on the view thdtealth systems and facilities within them, such as
hospitals are CAS,and it isnecessary taise complex systems thinkirtig identify

leverage and leverage poimtbien implementing any intervention(s) at these facilities
Consequently, this studyds significant an

methodological and policy contributisrare outlined. The next chapter provides a
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review of the literature relevant to health policy implementation, complex systems
thinking and integrating palliative care.
and explains how the studyodés conceptual f
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CHAPTER TWO:

REVIEW OF THE LITERATURE

The broader context for this research is in Health Policy and Systems Research (HPSR).
This thesisoughtto apply theapproaclhof complex systems thinking tmprovehealth

policy implementation in a resourtiited setting. The health policy selected for
analysis as a case was the National Palliative Care policy of Zimbaheselected
approach for implementing thigolicy by the government, through the Ministry of
Health and partners, wantegratng palliative care intaall levels of care withirthe

health system in Zimbabw&iven the complexity of issues within the discipline of
palliative care and that providing palliative care services is a complex adaptive system
(Hodiamontet al, 2019) it was appropriate to use complex systems thinking for
palliative care intervention@viunday, Johnson and Griffiths, 2003; Paslal, 2018)

Since the interventionvas targeting integration into an existing system, which is
complex and adaptive, this further strengthens the case for using complex system
thinking. This thesis evaluated existing theories, tools, models, and frameworks for
implementation, evaluation andtégration, and sought to challenge the linear imay
whichthese have traditionally been ug@daithwaiteet al, 2018)

As outlined in Chapter Onehé purpose of this doctoral studyas to develop a
comprehensive, muldimensionalframeworkto guide strategies when implementing

an intervention in the health system in ZimbabWeis review of the literature sought

to provide an overview of the main issues in health policy implementation in resource
limited settings, systems and complex systems thinking, and integration of palliative
care into a health systeifhe review also sought to establish connections and overlaps
between each field as well as to establish working definitions for the key terms, ideas,
and principles that were used in this the$tse review focused on literature related to

the meaning and practice of implementing policy in health systems and the intersection
of various disciplines when implementing policy in health systems: political science;
health policy and systems research; mmplementation, behavioural, improvement and
evaluation sciences. The review also looked at the methodological approaches to
implementation in health systems that explain the mechanisms underlying change and

integration intchealth system
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The argument made in thithesisis that when implementing any intervention{s)a
complex adaptive system (CA8)is necessary to use complex systems thinking to
identify and use leverage and leverage points. This enables leverage of existing
complexity properties in the system &xhieve desired outcomes, firadternative
strategies that will lead to desired outcomes and mseininintended outcomes
(Lanhamet al, 2013; Braithwaiteet al, 2018; Pfadenhauer, 2022; Retal, 2023)

This review of the literature contributes to this argument by exploring the literature on
complexity, complex systems and system thinking to provide a working definition for
complex systems thinking, leverage and leverage points. In addition, the pegigtdes
explanations for the choice of complex systamsking and examples where this
approach has been successfully used. Various theories, models and frameworks are

reviewed culminating in the conceptual framework used in this study.

The main question the literature review sought to answer\Wwew can health policy
implementation in a resourdienited setting be improvedThe chapter begins with an
overview of health policy and system research, and the field of implementation science:
origins and definitions, stages of implementation, determinants, strategies, and
outcomes. The review also looks at complex systems thinkadgding definitions of
complexity and complex systems, complexity theory, complex adaptive systems,
leverage ad leverage points. Combining complexity science and implementation
science is also explored and the studyo:
provided. The chapter also reviews palliative care: definition, necessity in a health
system and integratingalliative care into a health system. The chapter concludes by

summarising the results of reviewing the literature as shown in Figure 2.1.
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Chapter Two: Literature
Review

2.1 Health policy and systems research
Chapter One: 2.2 Implementation Science
IeEelon . 2.3 Complex systems thinking Methodology

2.4 Combining complexity and
implementation science

2.5 Palliative care
2.6 Summary of Chapter Two

Chapter Three:

Chapter Six: Chapter Five: Chapter Four:

Discussion and Results- Process . Results - Baseline
Conclusion evaluation assessment

Figure 2.1: Overview of Chapter Two

2.1 Health policy and systems research (HPSR)

This thesis is located in the broader context of Health Policy and Systems Research
(HPSR). Health Policy and Systems Reseaicts d e f i fiedddhatasesks foa
understand and improve how societmgani® themselves in achieving collective
health goals, and how different actors interact in the policy and implementation
processes to contribute to policy outcom@HPSR, 2023)Health Policy and Systems
Research bring together the two fields of health policy and health systems into one,
intending to strengthen health systems and ensure that there is implementation of
research findings through health policy and system develdg@éson, 2012) Within

HPSR the central elements are health systems, health policy, health policy analysis, and
health system development/strengthenidgalth Policy and Systems Reseaudes a
variety of frameworks to understand the different aspects of a health system and identify
important interrelationships that need to be considered for implementation and
improvemen{Gilson, 2012; AHPSR, 2023The World Health Organisation defines a

health system in two ways:
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® all the activities whose primary purpose is to promote, restore and/or
maintain health.

(i) the people, institutions and resources, arranged together in accordance with
established policies, to improve the health of the population they serve, while
responding to peopleds |l egitimate exrg
t he cost hoobtighaWarety bf actvitigs lwhose primary intent is to
improve health(WHO, 2022, p. 9)

Understanding health systems is important as health systems provide for the prevention
and treatment of ill health, address health inequity, and provide a platform from which
to address major illnesses and health conditi@ilson, 2012) Health systems operate

at, and across multiple levels which have been classified as macro, meso and micro
levels. The macro level is viewed as operatimghe national and global context, the
meso level is made up of the local health system and organisations such as hospitals,
whilst the micro level comprises the individuals in the syst&ison, 2012) These

levels, their arrangement and their interactions are shown in Figure 2.2.

- ’

4 ™
MACRO LEVEL .
s 2101 & National Context |
- P_oli:y -
Elites
MICRO LEVEL:
Individuals
Health
Managers
Citizens
\ 4
Patients
Providers
MESO LEVEL:
Organisation & Local level
\ --------------------------------------------------------------------------------------------------------------- -/

Figure 2.2: Different levels of the health system

(Gilson, 2012)
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The different levels of the health system show the embeddedness of systems and how
the different levels can influence each other. The various elements and individuals in the
system interact and have interrelationships providing the output of the heaém sys
which is health service delivery and value to soc{@yson, 2012) In addition to the
different levels, health systems also comprise six interconnected components which the
WHO has named health system building blocks of service delivery, that is, health
workforce; information; medical products, vaccines and technolofirecing; and
leadershigWHO, 2007) These building blocks clarify essential functions of the health
system and what the system is expected to deliver, namely improved health,
responsiveness, social and financial risk protection, and improved efficiency. The link

between the building blocks and outcomes is shown in Figure 2.3.

SERVICE DELIVERY I

HEALTH WORKFORCE j ACCESS IMPROVED HEALTH (LEVEL AND EQUITY) l
COVERAGE -

INFORMATION l RESPONSIVENESS I}

MEDICAL PRODUCTS, VACCINES & TECHNOLOGIES ] I SOCIAL AND FINANCIAL RISK PROTECTION l
QUALITY

FINANCING l SAFETY IMPROVED EFFICIENCY i

LEADERSHIP / GOVERNANCE

e —

Figure 2.3: WHO health system building blocks
(WHO, 2007)

The concept of building blocks as outlined by WHO has been faulted for suggesting that
the health system is complicated rather than complex, and not capturing the complexity
that is inherent in health systerfMounierJacket al, 2014) The potential to reduce

the building blocks to a checklist of items to be covered when analysing a health system
was recognised early by de Savigny and Adam (2009) who stated that:

The building blocks do not alone constitute a systam,more than a pile of
bricks constitutes a functioninguilding. It is the multiple relationships and

interactions among the blockshow one affects andfluences the others, and
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is in turn affected bthemi that converts these blocks into a syst@e. Savigny
and Adam, 2009, p. 31)

Whilst the WHO building blocks have been faulted, the framework continues to be
widely used because of its simplicity, ease of use and ability to create a shared
understanding(Mounier-Jack et al, 2014) It is increasingly recognised that the
relationships between the building blocks are influenced by the hardware and software
of the systen{Gilson, Orgill and Shroff, 2018)'he system hardware consists of those
aspects that structure the system such as policy, financial, legal and organisational
policies whilst the software is made up of the roles, procedures, norms and traditions
found in institutiongGilson, 2012) Appreciating the health system building blocks, the
interconnections between them and the influence of hardware and software issues
enables better interventions in the health system such as implementing healtfOmlicy
Savigny and Adam, 2009; Gilson, 2012)

Health Policy and Systems Research focuses on the broader context or settings in which

programmes, policies and interventions are implemented. It seeks to understand:

1. what health systems are and how they operate.

2. what needs to be done to strengthen health systems to improve performance.

3. how to influence policy agendas to enable actions that strengthen health systems.

4. how to develop and implement such actions in a way that enhances their chances
of achieving performance gai{Gilson, 2012, p. 29)

2.1.1 Health policy and policy analysis

Health policy is one of the central elements of HPSR and is defined by the WHO as:

0] a set of decisions or commitments to pursue courses of action aimed at
achieving defined goals for improving health, stating or inferring the values
that underpin these decisions; the health policy may or may not specify the
source of funding that can bepplied to the action, the planning and
management arrangements to be adopted for implementation of the policy,
and the relevant institutions to be involved.

(i) a general statement of understanding [to] guilgeisiormaking that results

from an agreement or consensus among relevant partners on the issues to be
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addressed and on the approaches or strategies to deal with (i&rO,
2022, p. 9)

The common understanding of health policy is that of written documents or formal rules
and guidelinegGilson, 2012) However, health policy may also be the informal,
unstated and unwritten rules and practices that arise due to the translation of formal
documents into daily work by policy actqBuse, Mays and Walt, 2007; Gilson, 2012)
Policy actors at a global level include all organisations influencing health issues (such
as bilateral and multilateral organisations, global pyblicate entities and
multinational civil society organisations) whilst at a local level or within a natio
context, policy actors include those responsible for developing the policies, those who
influence how the polies are implemented and those who seek to influence the policy
process(Gilson, 2012) By looking at health policy as practices that arise due to
transl ation of for mal document s, and as
becomes about process and power . . . concerned with who influences whom in the
making of policy, and how thathp p e(Walt,al994, p. 1)

Health policy analysis

Gilsonetal, (2018) define health policy anal ysi
deci si ons, when, why, and [ItQlsen, Orgilhahd wi t h
Shroff, 2018, p. 10) Analysing health policy has been noted to comprise two

approaches:

1 how problems are defined, agendas set, policy formulated, decisions made, and
policy evaluated and implemented. This is callled analysis OF the policy
process.

1 The use of analytical techniques, research and advocacy in problem definition,
decisionmaking, evaluation and implementation. This is called analysis IN and
FOR the policy proceq$ilson, Orgill and Shroff, 2018, p. 10)

Health policy is best understood agalysng processes and power through exploring:

1. the role of the state, nationally and internationally.

2. the actors within the state.
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3. the external forces influencing the state.
4. the mechanisms within the political system for participation in petheking
(Walt, 1994)

A commonly used and cited framework for analysing health policy is the Health Policy
Analysis Triangle (HPAT) developed by Walt and Gilson in 1994 (Figure 2.4). This
analysis triangle is a simplified model for the complex set of interactions,
interconnectins and interdependencies between the content of the policy, the context
(social, economic, and other environmental factors) in which the policy is developed and
implemented, the process (how policies are formulated, developed and implemented)
and the acts (individuals and members of groups) involved in the procé®ggals and
Gilson, 1994)

ACTORS

CONTENT PROCESS

|

Figure 2.4: Health Policy Analysis Triangle
(Walt and Gilson, 1994)

The advantages of the policy triangle are:

- As a simplified model, it can be used by researchers and practitioners from very
different fields and disciplines, and those inexperienced in policy analysis
(Gilson and Walt, 2023)

- It can be used retrospectively and prospectijeWa |l t and Gi | son,
et al, 2020)

- It provides a framework for understanding the dynamics between policy actors,
policy content, processes and power in the entire policy pr¢@Gkson and
Walt, 2023)
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Other policy analysis frameworks have been developed and used over the years. Some

of these frameworks are the Advocacy Coalition Frameworkntgutional Analysis

and Development Framewgiki ngdonds Mul t itpePdicy Subgtleea m The
Punctuated Equilibrium Modednd theStages HeuristiPolicy Cycle model. These

frameworks are summarised in Table 2.1.

Table 21: Health Policy Analysis Frameworks

(Howl et t , 2t@dl12»20) O6 Br i en

Brief Description of Policy Frameworks

Name Description

Advocacy Coalition | The AdvocacyCoalition Framework was designed as
Framework(ACF) alternative to the Stages Heuristic; it intentionally avoi(
linear description of the policy process. It addresses hi
challenging issues in which there are substantial
conflicts, important technical disputes and multiple ac
from several levels of Government. The Advoc:
Coalition Framework examines ehinteraction within &
policy subsystem of a small number of advocacy coalit
composed of actors from different institutions shat
similar policy beliefs. The Advocacy Coalition Framew(
describes three tiers of beliefs: (i) deep core beliefs
policy core beliefsand(iii) secondary beliefsThe model
is centred mainly on policy formulation activities and
role played by multiple actors.

Institutional Analysis | The Institutional Analysis and Development Framew
and Development | provides a language and way of thinking abbwatv
Framework differentinstitutionsfoster collective action. It highlights

key insights on institutional, technical, and participat
aspects of collective interventions, or the comn
probl em, and their effec
fiaction aren@. The action arena is composed of an ac
situation and actors and is used as the unit of analysi
investigation. The action situation refers to a social sj
where the actors interact, solaecommon problem, an
exchange goods and services; the actors are those
participate in the situation. A major advantage of
framework is bringing an institutional perspective to po
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analysis, which doesot appear to be as present in ot
frameworks.

Ki ngdonos
Stream TheoryMSF)

Ki ngdonos Mul tipl e Stre
process focuses on the role of polifgntrepreneurg
inside and outsidéhe Government who take advantage
agendasetting opportunitiegipolicy windows and move
I tems onto the Gover nmen
postulates that policy choices are made when the
streams (problem stream, policy stream and pol
stream) intersect at pivotal time poiriysolicy windows
where opportunities can occur spontaneously. Whg
policy window opens, the glicy entrepreneur mug
immediately seize the opportunity to initiate actidinis
framework deals primarily with the single policy task
agenda setting.

Policy Cube

The noncommunicable disease Policy Cubeyeloped as
part of thePA4NCDs project, bringegether three axes |
assess the strength of a policy framework to combat
related norcommunicable diseases: comprehensivern
effectiveness and equity. The fuller the cube, the n
robust the policy framework for the prevention and con
of noncommunicable diseases.

Punctuated Equilibriun
Model

The Runctuated EquilibriumModeltheorises that th
policy-making process is characterised by periods
stability with minimal or incremental policy chang
disrupted by bursts of rapid transformation. The con
was initially developed in patontology to explain suddeg
bursts of change in the fossil record scattered an
longerterm minor changes. Central to the theory are
concepts of thépolicy imag® and thefipolicy venué. The
model hasbeen used to explain the tendency for po
inactivity and sudden changa health policy issues lik
drug abuse and pesticide control in the USA.

Stages HeuristiPolicy
cycle model

The Stages Heuristic is thiidealisti® to the policy
processand is one of the most lorgganding in the fieldit
divides the policy process into a series of five stages
agenda setting, (ii) policy formulation, (iii) polig
adoption, (iv) policy implementation, and (v) poli
evaluationassessmentThe goal was to simplify th
complexity of public policymaking by dividing it into
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distinct steps or stage§his model has been wide
criticised given that its linear, systematic approach
solving policy problems is rarely founédowever it is
helpful to think of policymaking occurring in these
different stages.

2.1.2 Health policy implementation

Policy implementation is focused on understanding what influences the decisions and
actions taken to translate goals into practices and outc@ailesn, Orgill and Shroff,

2018) Howlett (2019) described the implementation stage of paliaking as fithe

effort, knowledge and resources devoted to translating policy decisions intodaction
(Howlett, 2019, p. 407)One of the criticisms of the policy analysis frameworks
described above is the absence of reference to, or focus on, the implementation of the
policy. Implementation in the policy process was largely ignored until the work of
Pressman and Wildavsky in 23, who published a text (Implementation: How Great
Expectations in Washington are Dashed in Oakland) that is recognised as having started
the discussion on policy implementation and policy implementation res@aiisbn,

Orgill and Shroff, 2018; Howlett, 2019; Dossou, Van Belle and Marchal, 2621ty
implementation research has evolved over the years and has been classified into four

broad categories from first to fourth generation.

The first generation of policy implementation research, named théotwp approach,
emerged in the 1970s and was concerned with what made it difficult to achieve policy
goals and conditions necessary for successful implemen{&idal and Treib, 2007,
Gilson, Orgill and Shroff, 2018; Dossou, Van Belle and Marchal, 202plementation

was thought to start from the central government (the top) which would make decisions
about execution of the policy that wodlenhappen at the bottom hence the nditop-

downd (Pulzl and Treib, 2007)Implementation was viewed as a neutral/apolitical
administrative process of carrying out the policy decisions. This approach was based on
the rational model of decisiemaking(Gilson, Orgill and Shroff, 2018An example of

a framework within the togown approach to health policy implementation that has

been in use and highly cited is Hogwood
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which gives 10 preconditions for thiperfect implementatianof policy (Hogwood and

Gunn, 2014)These preconditions are described in Table 2.2.

Table222Hogwood and Gunnés 10 preconditions f

(Hogwood and Gunn, 2014)

PRECONDITION

DESCRIPTION

External constraints

Circumstances external to the implement
agency do not impose crippling constraints

Time and resources

Adequate time and sufficient resources
made available to the programme

Resource combination

The required combination of resources
available

Theorybased policy

The policy to be implemented is based o
valid theory of cause and effect

Cause/effect relations

The relationship between cause and effe
direct and there are few, if any interveni
links.

Dependency relationships

The dependency relationships are minimal

Agreement of objectives

There isan agreement of, andnderstanding
of, objectives

Events sequencing

The tasks are fully specified ithe correct
sequence

Communication/coordination

There is perfect communication a
coordination

Total compliance

Those in authority can demand and obt
perfect compliance
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In contrast to the tedown approaches, botteap approaches emerged in response and
have been classified as the secgederation shif{(Pulzl and Treib, 2007; Howlett,

2019; Dossou, Van Belle and Marchal, 2021)e bottoraup approach began in the late
1970s and early 1980s and was focused on the forces that influence what is happening
on the frontline or thé@bottond(Pulzl and Treib, 2007; Gilson, Orgill and Shroff, 2018)
Within this approach, theorists argued that policy outcomes were a result of decisions
and actions taken by frdirte staff orfistreetlevel bureaucratsas named by a bottem

up theorist called LipskyGilson, Orgill and Shroff, 2018; Dossou, Van Belle and
Marchal, 2021) In this approach, implementers have a large amount of power to
influence the implementation process through their discretion and implementation is
viewed as a political process. The debate betweense of topdown and bottorup
approaches ensued for around a decade, stagnating the development of implementation
theory, and leading to a new approach called the-tferderation shifPulzl and Treib,

2007; Gilson, Orgill and Shroff, 2018; Howlett, 2019; Dossou, Van Belle and Marchal,
2021) The topdown bottomup debate went on for so long due to the differences

between the two approaches which are shown in Table 2.3.

Table 23: Comparison of top-down and bottom-up theories

(Pulzl and Treib, 2007, p. 94)

Top-down theories Bottomrup theories

Research strategy Top-down: from political| Bottomup: from
decisions to administrativ| individual bureaucrats t

execution administrative networks

Goal ofanalysis Prediction/policy Description/explanation

recommendation

Model of policy processey Stagist- assumes that th Fusionist- policy-making
policy cycle may be continues throughout th
divided into severatlearly | whole policy process

distinguishable phases

Page48of 309



Character of th¢ Hierarchical guidance Decentraled  problem

implementation process solving
Underlying model of Elitist Participatory
democracy

Third-generation theorists combined aspects fromdimpn and bottorup approaches

to create hybrid theories of policy implementation in an attempt to synthesise both
approachegGilson, Orgill and Shroff, 2018; Dossou, Van Belle and Marchal, 2021)
Combining both approaches through hybrid theories was thought to preserve the
strengths whilst avoiding the weaknesses of either appr@adhl and Treib, 2007)

Some models and theories that are recognised as being in this hybrid category are
El more's (1985) Forward and Backward Map
Framework (1988), and Goggehal §1990) Communications ModéPulzl and Treib,

2007; Gilson, Orgill and Shroff, 2018)he latest hybrid model called the Fteead
(stream) Model was developed by Howlett (2019) and combines the Policy Cycle
Model, the Multiple Streams Framework, and the Advocacy Coalition Framework
(Howlett, 2019) Some key theorists who have contributed theories, models and

frameworks to each implementation approach are shown in Figure 2.5.
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Pressman and Wildavsky (1973)

Van Meter and Van Horn (1975)
Bardach (1977)

Sabatier and Mazmanian (1979, 1980)
Mazmanian and Sabatier (1983)

" top-down :
—_theories

Majone and Wildavsky (1978)
Scharpf (1978), Mayntz (1977)
Windhoff-Héritier (1980)
Ripley and Franklin (1982)
Elmore (1985)

Sabatier (1986a) hybrid
Goggin et al. (1990) theories
Winter (1990) -
Lipsky (1971, 1980)

Elmore (1980)

Hjern and Porter (1981) -
Hjern (1982) bottom up
Hjern and Hull (1982) theories

Figure 25: Top-down, hybrid and bottom-up theorists
(Pulzl and Treib, 2007, p. 91)

The fourth generation of policy implementation research recognises the complexity of
the policymaking and implementation procg&ssou, Van Belle and Marchal, 2021)
Implementation of innovations or interventions, such as a health policy, has been
recognised to be a complex procé€haudoir, Dugan and Barr, 2013; Nilsehal,

2013; Dossou, Van Belle and Marchal, 202Tpmplexity arises from the variety of
interlinked variables linked to the innovation, the context in which the innovation is
being implemented and the strategies used to implement which all contribute to success
or failure (Chaudoiret al, 2013; Chauharet al, 2017; Colquhoun, Squires,
Kolehmainen, Fraser, & Grimshaw, 2017). Complexity also arises from multiple actors
involved in the implementation process who may have varying interests and power, and
that implementation occurs at multiple levels with implatagon mechanisms being
developed at each levDossou, Van Belle and Marchal, 2024)so, implementation

is an activity rather than an eveficDaniel, Lanham and Anderson, 2009; Reed,

Kaplan and Ismail, 2018)nd this activity depends on continuous feedback loops such
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that it is not linea(May, Johnson and Finch, 201@)he policies being implemented

may exhibit complex properti€&ilson, Orgill and Shroff, 2018Yiewing health policy
implementation as a complex process is a recent development that is regarded as being
part of a fourth generation of policy implementation research that began in the 1990s
(Gilson, Orgill and Shroff, 2018; Dossou, Van Belle and Marchal, 2021)

Whilst the field of health policy implementation is growing and has a rich history as
described above, the field remains untisearched in resourtienited settings such as
Zimbabwe (Gilson and Walt, 2023)By applying the approachof complex systems
thinking to improve health policy implementation in a resoudteited setting this

thesis sought to:

a) contribute to the general body of knowledge on health policy implementation in
resourcdimited settings.

b) add to the knowledge of the complexity of the pologking and
implementation process that is currently being explored as the fourth generation
of policy implementation research.

c) combine principles, models and frameworks from health policy implementation,
implementation science and complexity science to producemprehensive,
multi-dimensional framework to guide the implementation of an

interventiorinnovation/practicén the health system in Zimbabwe
Health policy implementation vs implementation science

Policy implementation has considerable overlap with the field of implementation
science as both deal with translating ideas or desires into desired ouftbiseset

al., 2013; Gilson, Orgill and Shroff, 2018Health policy implementation involves
understanding the health system and its context, how the process of implementation can
affect outcomes, antthe influence of actors, power and contestatifialt, 1994;
Erasmuset al, 2014, p. 36)Implementation science involves understanding how the
effectiveness of interventions or research findings can be improved in routine practice
(Nilsenet al, 2013; Gilson, Orgill and Shroff, 201&ey differences between the two
fields relate to the implementation object (policy vs specific practice), implementers
(individualsbrganistions vs individual practitioners), target®rganistions vs

patients), context, strategies to facilitate the implementation process, and (iNi|s&ct
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et al, 2013) Policy implementation is based in the social sciences (public administration
under political science) whilst implementation science is based in the natural sciences
(evidencebased medicine and evideAoased practice) but both emplsasi
multidisciplinary research using a variety of methodologies to answer important
research questions and generate findifidjtsen et al, 2013) The overlap between
policy implementation and implementation science can enable improvement in
implementing interventions in health systems to achieve sustained and desired
outcomesAs argued by Walt (1996) di mplementat
t he pr evai(Waltngo4, p.yLsSjWhilstdpolicy implementation recognises

the system and its context, implementation science has developed more robust
frameworks to explore the impact of the system and context on an intervention. Using
implementation science to examine causality andcefeness when implementing a
health policy in a bounded system, such as a hospital, may be more useful than applying
policy implementation frameworks that are much brogtiisen et al, 2013) This

would move the field of health policy implementation forward and address some of the
current weaknesses of the fiélErasmuset al, 2014; Gilson, Orgill and Shroff, 2018)

2.2 Implementation Science
2.2.1Defining Implementation research/science

Implementation science is defined as the scientific study of methods to promote the
systematic uptake of clinical research findings and other eviemas®d practices into
routine practice, and, hence, to improve the quality and effectiveness of healthsser

and cardEccles and Mittman, 2006; Nilsen, 2018)is concerned with understanding
what interventions work in the real world, why they work, how they work and in which
context(Nilsen et al, 2013; Petergt al, 2013; Ridde, 2016; Theobadt al, 2018)
Implementation science aims to address problems by translating desired plans into
desired changes by producing knowledge and information regarding the implementation
process, developing reliable mechanisms for improving implementation and developing,
teding and refining implementation theories, methods and megdiresnet al, 2013;
Kingbés | mpr ove meThe fiel§ ofiineplernentation2sfieh@: )arose in
response to the observation that there was a significant lag period between research
findings and adoption into practice or incorporation into po(Bgueret al, 2015;

Ridde, 2016; Koczwarat al, 2018) The foundational principles of implementation
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science have been classified infive interrelated categories called diffusion,
dissemination, implementation, adoption and sustainability, which are shown in Figure
2.6 (Rapportet al, 2018) Implementation science has three focus areas broadly
classified as follows:

1. Theory and research that explores the context, behaviours and practices which
influence successful implementation.

2. Design and evaluation of strategies address barriers and facilitators of
implementation in a given context.

3. Understanding the process of implementation, i.e., what actually gets
implemented and how, intended and unintended mechanisms of strategies, the
influence of context on implementation, and the sustainability of

innovations/intervention@Vilson and Kislov, 2022)

A feedback loop is created,
cycling the action phases

Diffusion—
spread of ideas,
behaviours &
practices over time

Sustainability =
logical endpoint to
implementable
interventions

Dissemination —
spread of evidence
to target audiences

Effective
Implementation
(the “diffusion=
dissemination-
implementation”
continuum)

Adoption =
take up of new
ideas

Implementation —
an ideal and an
endeavour

Figure 2.6: The five categories of implementation science

(Rapportet al, 2018)

In implementation science, the object being implemented may be a specific clinical

practice targeting patients, with healthcare workers being considered to be the
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implementers in a healthcare setting, or any intervention/practice/innoyiilean et

al., 2013; Curran, 2020)Implementation occurs in stages in which there is an
exploration to determine the nature of the problem and suggested solutions, planning
and preparation which involves selecting an implementation strategy and plan, initiating
and conducting the implemetion plan, and then sustaining the new practice or
behaviour introduced(HateleyBrowne et al, 2019) A conceptual model of
implementation science which forms the basis of many frameworks used in the

discipline is shown in Figure 2.7.

Intervention Implementation Outcomes
i Implementation Service Client Qutcomes
Systems Environment Outcomes Outcomes*
L Satisfaction
Evidence- Organizational Feasibility Efficiency Function
f Fidelity Safety Symptomotology
Piiacstii%s < | Group/Leaming Penetration Effectiveness
) Acceptability Equity
Supervision Sustainability Patient-
, Uptake centeredness
Individual Costs Timeliness
{ Providers/Consumers
) *IOM Standards of Care
[ Implementation Research Methods
Figure 2.7: Conceptual model of implementation research
(Proctoret al, 2009)
| mpl ement ati on outcomes as shown in Figur
del i berate and purposive actions to imple

(Proctoret al, 2011, p. 65)The success of implementation is measured or seen by
outcomes which are classified into three groups: implementation outcomes, service
outcomes and client outcome#roctor et al, 2009, 2011) The success of
implementation depends on how well the intervention is implemented and a range of
factors which may either enable or hinder suc@@ssctoret al, 2011; HateleyBrowne

et al, 2019; Wilson and Kislov, 2022)These factors may be related to the type of
intervention or practice (complexity, acceptability, novelty), the location or setting for
implementation, personnel or people involved, resources required for implementation

and the impact of the inner and eutontext(Wilson and Kislov, 2022)Proctoret al
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in 2011 developed an equation for successful implementation that can be used for

modellingimplementation success:
Isl=fE+ | OO0 s

wherel is Implementation succeds,is the effectiveness of the intervention, and 10 is
implementation factoréProctoret al, 2011) Based on this equation, implementation
success is an additive process driven in equal parts by the effectiveness of the
intervention and the implementation factors. More recently, the Center for

Implementation has developed an implementation equation:

An evidencebased WHAT X change strategies (HOWX an enabling contexk
high implementation quality significant outcomeglrhe Center for Implementation,
2022)

This equation is shown in FigureB2In this equation the variables are multiplied

rather than added hence if any variable is zero then outcomes cannot be achieved.

Enabling Implementation

Context Quality

[~ ~ ~—
1 I The Center for . . .
Implementation  Figure adapted from the National Implementation Research Network

Figure 2.8: The Implementation Equation

(The Center for Implementation, 2022)

Both equations make important assumptions which reveal a serious flaw: both equations
do not consider complexity or adaptability and hence do not cater for the reality that is
found in health systems. The linearity of operations and outcomes is assuheday
in which the variables and outcomes are presented. Also, outcomes are assumed to be
predictable and to be the direct result of the interaction of variables in either an additive
or multiplicative manner. Complexity properties of systems are migsetthese
equations which makes them less useful for implementing in complex adaptive systems.
Pages5 of 309



2.22 Implementation strategiesand outcomes

An implementation strategy can be defined as a technique (or group of techniques) used
to enhance the adoption, implementation and sustainability of an interv@tamtor,

Powell and Mcmillen, 2013)Selecting an implementing strategy or combination of
strategies, especially in resowlomited settings, is afioptimisation problem (Kim et

al., 2023, p. 8where the goal is to maximise intended outcomes whilst minimising
unintended consequences and resources required to achieve the outcomes. Some

definitions of implementation mechanisms are given in Table 2.4.

Table 24: Implementation mechanismrelated terms and definitions

(Kim et al, 2023)

TERM DEFINITION

Precondition | A factor that is necessary for an implementation mechanism
activated

Mechanism | Process or event through which an implementation strategy op
to affect desiredmplementation outcomes

Mediator Intervening variable that may account for the relationship betweg
implementation strategy and the implementation outcome (Alth
mechanisms are always mediators, not all mediators are mecha

Moderator Factor that increases or decreases the level of influence
implementation strategy

Proximal Product of the implementation strategy that is realised because
outcome specific mechanism of action; the most immediate, obser
outcome in the causal pathway

Distal What the implementation process is ultimately intended to achie
outcome

Kim et al (2023) have devised a series of steps for applying systems analysis methods
to study implementation mechanisms: The assumptions around these steps are a shared

understanding between implementers and implementation partners about the intended
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distal outcome; implementers are aware of potential barriers, facilitators and
mechanisms; and, at least one potential implementation strategy is p{Kimeet al,
2023) The steps are:

STEP 1. Specify the implementation strategies and articulate the mechanistic pathway
of each implementation strategy, including target mechanisms, preconditions,

mediators, moderators, and proximal outcomes relevanethanism activation.

STEP 2. Estimate and test the potential impact of mutable strategies, preconditions,
mediators, and moderators on their related mechanisms and observable outcomes given

specific context(s) in which implementation is to happen.

STEP 3. Tailor and update the implementation strategy or strategies (including timing,
dosage, and sequencing of actions to be taken) to incorporate making changes to mutable
preconditions/mediators/moderators, to enable mechanism activation and subsequent

implementation outcomes.

STEP 4. Apply the updated implementation strategy or strategies. Then use newly
available data from the implementation efforts to further refine or revise the previously
specified casual relationships between strategies, mechanisms, preconditions,

mediatos, moderators, and outcomes.

2.23 Implementation Theories, Model and Franeworks

There are multiple theories, models and conceptual framewdMEs) that can be
applied to implementation and interventi@haudoir, Dugan and Barr, 2013; Nilsen,
2015; Rapporet al, 2018) A review by Tabalet al in 2012 identified 61 models drawn

from various disciplines that were in uSgbaket al, 2012) The difference between
models, theories and frameworks in health implementation science has been described

by Rapportet al (2021) as follows:

Modeli used to guide the process of translation of evidence into practice.

Theoryi Explanation of the causal mechanism of implementation.

Frameworki Way of understanding the factors influencing implementation outcomes.
(Rapportet al, 2021)
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The theories, models and frameworks in implementation science have been classified by
Nilsen (2015) as shown in Figureé9zand described in Table®2.Research conducted

by Birken et al (2017) revealed that the most commonly used frameworks in
implementation science are tB®nsolidated Framework for Implementation Research
(CFIR); Theoretical Domains Frameworks (TDHPromoting Action on Research
Implementation in Health ServiceARIHS); Diffusion of Innovations Reach,
Effectiveness, Adoption, Implem&tion, Maintenance (RE-AIM); Quality
Implementation Frameworland Interactive Systems Framewd8arah A. Birkeret

al., 2017)

Theoretical
approaches
used in
implementation
science
Describing Understanding
andflor guiding andfor
the process of explaining what Evaluating
translating influences implementation
research into implementation
practice outcomes
Process Determinant Classic Implementation Evaluation
models frameworks theories theories frameworks

Figure 2.9: Categories of Theories, Models and Frameworks

(Nilsen, 2015)

Table 25: Five categories of Theories, Models and Frameworks used in

Implementation Science

(Nilsen, 2015)

CATEGORY DESCRIPTION EXAMPLES

PROCESS MODELS | Specify steps (stages, phases) in | The CIHR Model of Knowledge
process of translating research i Translation, the K2A Framework, th
practice, including the implementatiq Stetler Model, the ACE Star Model
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and use of research. The aim is to desc
and/or guide the process of translati
research into practice.

Knowledge  Transformation, the
Knowledgeto-Action Model, the
lowa Model, the Ottawa Model, th
Quality Implementation Framework

DETERMINANT
FRAMEWORKS

Specify types (also known as classes|
domains) of determinants and individy
determinants, which act as barriers g
enablers (independent variables) t
influence  implementation  outcomg
(dependent variables). The overarch
aim is to understand armd/ explain
influences on implementation outcome
e.g. predicting outcomes or interpreti
outcomes retrospectively

PARIHS,
Frameworks,

Active Implementatior
Understandirigser
Context Framework, Conceptu
Model, Ecological Framework b
Durlak and DuPre, CFIRTheoretical
Domains FrameworKTDF)

CLASSIC THEORIES

Theoriesoriginating from fields external
to implementation  science, e.
psychology, sociology angrganistional
theory, that are applied to provide
understanding and/or explanation
aspects of implementation

Theory of Diffusion, social cognitive
theories, theories concernir
cognitive processes and decisic
making, social networks theorig
social capital theories, communities
practice, professional theoriesnd
organigitional theories

IMPLEMENTATION

Theories that have been developed

Implementation Climate, Absorptiv

THEORIES implementation researchers to provi Capacity, Organistional Readiness
understanding and/or explanation | COM-B, Normalsation Procesg
aspects of implementation Theory

EVALUATION Specify aspects of implementation tlf RE-AIM; PRECEDEPROCEED

FRAMEWORKS could be evaluated to determi

implementation success.

(ACE Academic Center for Evidendgased PracticeCFIR Consolidated Framework for Implementation Resea@iR

Canadian Institutes of Health Research Knowle@@M-B CapacityOpportunitiesMotivation-Behaviour,Conceptual Model

Conceptual Model for Considering the Determinants of Diffusion, Dissemination, and Implementation of Innovations in Health

Service Delivery an@®rganistion,K2A Knowledgeto-Action, PARIHS Promoting Action on Research Implementation in Health

Services PRECEDE-PROCEED Predisposing, Reinforcing and Enabling Constructs in EducatioaghbDsis and Evaluatien

Policy, Regulatory, an@rganisitional Constructs in Educational and Environmental DevelopR&nf\IM Reach, Effectiveness,

Adoption, Implementation, Maintenance)

2.3 Complex systems thinking

The term is also called complexity thinking in the literat(B®ulton, Allen and

Bowman, 2015)In this thesis, complex systems thinking is defined as:

An interdisciplinary field of research that seeks to explain how large numbers of

relatively simple entitiesorganie themselves, without the benefit of any central
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controller, into a collective whole that creates patterns, uses information, and, in some

cases, evolves and learfditchell, 2009)

Complex systems thinking is the approach that was used in this study. Complex systems
thinking is increasingly being used in healthcare research to understand the relationships
within health systems and the specific mechanisms of chi@fpndleret al, 2016;

Khanet al, 2018; Churrucat al, 2019; Davidoff, 2019)in complex systems thinking

the aimis to understand patterns and processes in the syatehthen intervene in a

way that contributes tfavourably changing the systg(idroelingeret al, 2014; Rutter

et al, 2017; Braithwaite, 2018)This contrasts with reductionism, an approach to
addressing problenteatbreaks down the issue into smaller componéRtgteret al,

2017; Braithwaite, 2018; Braithwaitet al, 2018; Greenhalgh and Papoutsi, 2018)
Complex systems thinking views health challenges as the outcome of the interaction of
many interdependent elements within the whole and seeks to understand the behaviour
of these elements and processes withinomplexsystem(Paina and Peters, 2012;
Kroelingeret al, 2014; Rutteet al, 2017; Braithwaite, 2018 omplex system thinking

is derived from complexity science that is based on complexity th@amner and

Baker, 2019)

2.3.1 Growing interest and recognition, but no clarity

Whilst there has been increasing interest in complex system thinking, and recognition
that complexity and complexity science may assist in tackling some of the more complex
issues faced by health systems, the literature is unclear about the definitiang)gne

and use of complex systems think{fidqnompsoret al, 2016; Rusojat al, 2018; Carroll

et al, 2023) In reading and reviewing the current literature these key questions arise: Is
complexitysciencehe same as complex system thinkirgthere a difference between
systems thinking and complex system thinkiigythere a difference between a complex
system and a complex adaptive syst@ini® thesis distinguishes and regards as separate
the following terms which are closely related and have been used interchangeably in the
literaturel complexity, complexity science, complex system, complex adaptive system
complexity theory, systems thinking and complex systems thinkiign, 2012;
Norman, 2013; Caregt al, 2015; Linnéussoet al, 2022) Complex systems thinking

is said to have been derived from systems thinking, which in turn has origins in systems
theory (Mitchell, 2009) This may explain why complex systems thinking is used
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interchangeably with the term systems thinking in literature. In this thesis, complex
system thinking is different from systems thinking in three main ways: origins, general
principle and the type of system being referred to. The differences betweenssystem

thinking and complex system thinking are detailed in Table 2.6.

Table 26: The difference between systems thinking and complex systems thinking

(Turner and Baker, 2019)

SYSTEMS THINKING COMPLEX SYSTEMS THINKING

System thinking derived from system| Complex systems thinkirigderived from
theories including General systen complexity science that is based
theory (GST). complexity theory

General principle:System holism- the | General principle: fiThe whole is
whole is greater than the sum of its pa| different from the sum of its parts and
their interactionso. The whole is
considered to be a new entity.

Deals mostly with closed systems g Deals mostly with open systems
some open systenisordered, structure( unordered, chaotic armbmplex in which
patterns that may be simple | patterns may emerge

complicated.

2.3.2 Complexity theory

What is complexity theory?

Complexity theory has been described simply as a theory that explains how complex
systems behave and char{Beulton, Allen and Bowman, 2015; Chandétral, 2016)

Anot her description of complexity theory
and variation coupled with interconnection that provides fuel for innovation, evolution,

c hange an(Boulor AlemandBgwiman, 2015, p. 2@omplexity theory has
evolved over the years and has been used in many different fields including healthcare,
organisation science, leadership and manage(fiemher and Baker, 2019; Dawkins

and Barker, 2020)The definition of complexity theory remains contested and there is

no universally accepted definition of what complexity theory enfah®mpsoret al,
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2016; Turner and Baker, 2019) scoping review done by Thompson and others in 2016
found that there waslack of clarity about the use and application of complexity theory
in the literaturgThompsoret al, 2016) Another review by Turner and Baker in 2019
showed 29 different definitions and descriptions of complexity thédwyner and
Baker, 2019, pp. 1@1). At times, authors write about complexity theory without
defining what they mean or how they understand this th@atynson, 2009; Mitchell,
2009; Carrollet al, 2023) A scoping review of the application of complexity theory in
health and social care research by Carrol and colleagues in 2022 foyndhilsita
majority of papers (59%) defined complexity theory, there was great variation in the
definitions usedCarroll et al, 2023) In addition, the term complexity theory has been
used interchangeably in the literature with other concepts such as complexity thinking,
complexity science and complex adaptive systéBnginard and Hunter, 2016; Rusoja

et al, 2018; Churrucat al, 2019; Turner and Baker, 201@nd has even been referred

to as thecomplex adaptive systems thedicDaniel, Lanham and Anderson, 2009;
Hodiamontet al, 2019) To help converge some of the current diversity in the literature
when it comes to reporting complexity in health, Carroll and colleagues proposed a 7
step guidance for reportirgjudies which includedefining complexity, explaining why
complexity theory is relevant and being clelouthow complexity is applied in the

various stages of resear@arroll et al, 2023)

The definition of complexity theory usec
understanding of reality as composed of complex open systems with emergent properties
and t ransf or ma(Byrne, n2805, pp ©7) Teva tsayiagls cGsummarise
complexity theory(Launer, 2018) First is the expressiofithe law of unintended
consequencéswhich captures the fact that attempting to do something in our daily lives
can result in consequences we never anticipated. The second is one derived from the
General Systems Theory (GST) principle of system holism which states that the whole
is more tharthe sum of its parts. Complexity theory differs from GST and operates on
the principle of the emergent properties of complexity in a system thus creating a similar,
but less used, phrasthe whole is different from (and more than) the sum of its parts
(Churrucaet al, 2019; Turner and Baker, 2019)hese two expressions provide an
intuitive understanding of complexity theory and indicate that this understanding is so
common that it has become unconscious. As some authors have exgiessgane
already knows about complexity even without realisinglibuner, 2018)
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Why use complexity theory?

The result of any attempt to intervene in a system may result in very different and
surprising results (positive and negative) from the expected. To explain how complex
interactions in a system may give rise to different and surprising results, a coynplexit
theory and CAS perspective provide a better approach than other theoretical approaches
(Turner and Baker, 2019prganisitional research using complexity theory has shown
that generallyfia) systems cannot be managed, only supportedstibgtures must
support adaptability and flexibility; and (c) openness, connection, and feedback are
cruciab (Dawkins and Barker, 2020Complexity theory explains the relationships and
interactions between the macro, meso, and niéxrels in a health syste(@handleret

al., 2016)and positgithat simple deterministic functions can give rise to very intricate
and unpredictable behaviothat still exhibits underlying orde{Dawkins and Barker,
2020) The primary concepts of this theory are chaos and Complex adaptive systems
(CAS) to address complexity in open systdéinaner and Baker, 2019)he overlap of
complexity theory and other approaches is shown in Figlife &s stated by Carrott

al. (2023) fcomplexity theory offers a potentially useful perspective for the

conceptualisation and resolution of problems in healtb¢&arroll et al, 2023)

COMPLEXITY THEORY SYSTEM-THEORETICAL APPROACHES

General System Theory

Tenets:

|

|

Systems Theory |

| Path Dependent Cybernetics |

I Systems have a History Theory of Automata |

Non-Linearity Control Theory |

Lo — — -1 Emergence Information Theory |
Irreducible etc... |

Adaptive |

Order and Chaos |

Self-Organizing P —— —— ——————————

Figure 2.10: Complexity theory and othertheoretical approaches

(Turner and Baker, 2019, p. 14)
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2.3.3 ComplexAdaptive Systems (CAS)

Complex adaptive systemsAS) have beed e f i ne d

as fa col l

ecti on

with freedom to act in ways that are not always totally predictable, and whose actions

are interconnected

such

t hat one

agent 6s

(Plsek and Greenhalgh, 200This commonly cited definition of CAS will be used in

this thesis CAS, like complexity and complexity theory, have been described,

understood and defined in various ways in the literature. In addition to defining CAS in

their way, Turner and Baker (2019) identified 30 different definitions of CASner

and Baker, 2019, ppi B). Key phenomena of CAS are embeddedness, nested systems,

fuzzy boundaries, adaptation, setfanisation, path dependence, feedback loops,

networks, emergent behaviour, unpredictability, -inearity and phase transitions
(Paina and Peters, 2012; Kroelinggral, 2014; Ruttert al, 2017; Greenhalgh and
Papoutsi, 2018; Hodiamost al, 2019) A recent review has also identified around 50
characteristics of CAS found in the literat{feirner and Baker, 2019, pp.&. Whilst

a detailed description of each phenomenon of CAS is beyond this review, these

phenomena have been grouped into a typology of organising principles as shown in

Table 2.7.

Table 2.7: Presieret al typology of CAS features

(Preiseret al, 2018; Carrolket al, 2023)

Organising principle

Key features and attributes

Constituted relationally CAS is defined moreé

by the interactions among their constitu
components than by the compone
themselves.

Netlike  structure, hierarchie
holarchic, diverse components
built-in redundancyheterogeneity.

Adaptive capacitiesi CAS have seff
organising capacities and can adjust tk
behaviour as a response to changes in |
environment.

Selfgeneration, selbrganistion,
decentraked control, memory|
evolutionary and concurrent

persistence and change (resilieng
andanticipatory capacities.

Dynamic processe$ Nonlinear dynamicg
processes bring about the behavioural patt
of CAS.

Farfrom-equilibrium, multiple
trajectories possible, periods of fg
and slow change (punctuated
equilibria), nonlinear interactions,
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As a result of notlinear feedback loops ths
can dampen or amplify perturbations, sn
changes can have significant, cascading eff
resulting in multiple modes of systewide
reorganisation of regime shifts.

attractors, thresholds, tipping poin
regime shifts, feedback looy
(enabling and constraining), creg
scale interactions.

Radically openi All systems exhibit hierarch
in that every system is part of a wider syst
and is made up of stgystems

How we describe (or identify) a system is
function of our individual points of view.

Systemic interactions generate effects f{
have impacts across scales and domains.

Porous boundaries, embeddedng
nestedness, exchange of mat
information, energy,
teleconnections.

Contextually determined The identity and
functions of CAS are defined by the context
which they exist.

Function changes ashe system
changes, components with multig
contextdependenidentities.

Novel qualities emerge through compl
causality i Through the interaction of th
individual components, novel qualities a
phenomenamerge.

The whole is more than the sum of its pal
meaning that systems cannot be underst
nor is their behaviour predicted based solely
information relating to the individual parts.

Circular/recursive causality, larg
webs of causality, multipl
pathways of causalithigh levels of
stochasticity, same startin
conditions that produce differe
outcomesemergent properties.

The phenomena of CAS apply to health systems as health systems have been described
as systems that exist and evolve to serve a need using components that can be used as
instruments to alter outcom@&stun, 2012; Braithwaite, 2018; Greenhalgh and Papoutsi,
2018; Kharet al, 2018) Health systems are open, interlinked, and interact within the
context in which they are situateahd healthcare has more complex political and policy
drivers, managed by highly autonomous and skilled professigRalsd, Green and

Howe, 2018)As suchhealth systems have been classified as (M@ aniel, Lanham

and Anderson, 2009; Paina and Peters, 2012; Rattedr 2017; Long, Mcdermott and
Meadows, 2018)
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Complex adaptive systenis a useful framework to explore and explain how change
occurs in health systems. Six dynamics of complexity drawn from complex adaptive
system8 dynamic equilibrium (equipoise), turbulence, sensitive conditions,
bifurcation, attractor emergence, and syrtmnéreaking help explain what happens

in a system, especially when changes o¢Bawkins and Barker, 2020Within any

CAS there are always opposing forces in continuous motion resulting in a dynamic
equilibrium or a state of equipoise. The CAS is inherently unstable as it attempts to move
from its current equipoise to another state, that is, alternating érefvesiods of stability

and chaogKhanet al, 2018) Usually, this instability is insufficient to cause change as
the system is in stable equilibrium and change is much harder to achieve due to system
inertia(Coiera, 2011)This is due to the adaptive capacity of the system that enables it
to (self)organise energy to maintain a balance between order and disorder through
reinforcing or destructive feedback from the various actors within the system
(Kroelingeret al, 2014; Turner and Baker, 2019; Dawkins and Barker, 20D
reinforcing or destructive feedback causes the system to return to the status quo or reach
a type of equilibrium that is unstab(&im et al, 2023) However, if the inherent
instability is combined with some external energy, and the CAS is sufficiently agitated
and destabitied, this results in turbulence. Once a system is in turbulence it is more
sensitive to chance or small events that may have a rapid and disproportionately large
effect on the system because the system is unable to generate feedback energgeo stabili
itself. In essence, it is easier to effect change when a CAS is in turbulence and

sufficiently unstable.

From turbulence, a system enters into bifurcation, a point where the system can shift
suddenly into a new state or return to its previous state as the system oscillates between
the two (Dawkins and Barker, 2020As the system oscillates, a certain threshold is
required to achieve the new state, otherwtise system will revert to its previous state

or may remain in a fixed state of turbulence and bifurcation. If there is sufficient energy
to draw and keep the system in a new state, a new equilibrium is quickly established to
minimise disorder and the sgsh is in a new equipoise. Dawkins and Barker

summarised the process of change in CAS in this way:

In sum, change in a complex system entails six periods of activity: (a) turbulence,
the system is driven out of its state of equipoise by a combination of internal and
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external fluctuations and (b) becomes sensitive to conditions; (c) bifurcation
results from instability in the existing structures and the system oscillates
between alternative forms of new structure; (d) an attractor surfaces as an
emergent source of sttture; (e) symmetry breaking events irreversibly propel
the system to a new state; and (f) new equipoise, the system aligns with the
attractor and order emerges around the new struct(iPawkins and Barker,
2020)

Based on this review of the literature, this thesis takes the view thhedith system

and health facilities within these systems (such as hospassjomplex adaptive
systemgPlsek, 2003; McDaniel, Lanham and Anderson, 2009; Paina and Peters, 2012;
Braithwaite, 2018; Greenhalgh and Papoutsi, 20A8¢view of the literature extends

the argument in this thesis that if a health system is a CAS, then implementing an
innovation means introducing a change in the CAS. Based on the understanding of a
CAS, introducing this change will be subject to the atyics of the system, and the
change will affect the systerfpawkins and Barker, 2020)WWhether the change is
intended or unintended, and sustained or temporary will depend on the type of change
being introduced, the resources devoted to the change, and the timing in which the
change is introduced to the CABraithwaite, 2018) Consequently, it is crucial to
understanchow change occurs i€AS and recognise patterns and dynamicshan
system andhe immediate context in which an intervention is beimgplementedo
achieve sustained desired outcorfiemhamet al, 2013; Braithwaitet al,, 2018; Rod

et al, 2023) As previously highlighted in section 2@&mplex systems thinking asn

to understand patterns and processes in the syatahthen intervenan ways that
contribute tofavourably changing the systefiroelingeret al, 2014; Rutteret al,

2017; Braithwaite, 2018 ombining knowledge of CAS and complex systems thinking
culminates in the thesis argument sumnibat when implementing any intervention(s)

in a CAS, such as hospitals and otfaailities, it is necessary to use complex systems
thinking to identify and use leverage and leverage poitdsdpor area of influence in

the system where a small change could lead to large, lasting beneficial changes
(Meadows, 2008a, 2010) his argument is summarised by the model for understanding
health systems changes shown in Figuid.2.
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Model for Understanding Health Systems
Changes as Complex Adaptive System

Perturbation (Program/Intervention) [ External Environment Changes
Initiating Complexity in Health System Outcomes
Conditions
Diversity Connectedness Interdependence Learning Intended Unintended
(Context) Outcomes Consequences
Types of Closeness of  How actors Adaptation or
actors in actors respond to  new structures Health Services Distorted services
health each other Health Status Synergies
system Unsustainability

Complex
*Cascading
*Tipping Points
*Phase Transitions
*Path Dependence
cEmergent Structures,

Non-complex
*Disorganization
*Linear
*Equilibrium
*Periodic Orbits

Patterns of Change

Time >

observaton: | t t t

Figure 2.11: Model for understanding health systems changes in a complex
adaptive system

(https://www.slideshare.net/FHScomms/compdebaptivesystemsn-health)

2.4 Combining complex systems thinking and implementation science

This thesis combined aspects of health policy and systems research, complex systems
and implementation science especially complexity theory and three implementation

theories.

2.4.1 Why combine?

Reviews have suggested that the implementation paradigm in implementation science
has resulted in implementation frameworks having too much focus on the solution and
notunderstanding the problem, foaugon a short period ignoring that change happens
over the longterm, and focusg on the intervention and the outcome it achieved
excluding the need to make wider system chafgiyésenet al, 2013; Northridge and
Metcalf, 2016; Reed, Green and Howe, 2018; Rapgat, 2021) To overcome these
limitations, it has been suggested that implementation science be combined with
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complex systems thinking for greater impé&8taithwaiteet al, 2018; Rapporet al,

2021; Pfadenhauer, 2022The overlapbetweenimplementation science anihe
complexity of health policy implementation facilitatdhe use of complexity thinking

and implementation science frameworks to evaluate and improve the health policy

implementation proceg®apportet al, 2021)

Also, whilst health policy and systems research, complex systems thinking and
implementation research have considerable overlap, they are rarely used in combination
especially for health systems strengthening, or implementation of health interventions
or policy (Kroelingeret al, 2014; Braithwaiteet al, 2018) Recent research in public
health has sought to identify h@omplexsystems thinking and implementation science

can contribute, alone or in combination, to developing and implementing more effective
programmesand policiegKroelingeret al, 2014; Careyet al, 2015; Northridge and
Metcalf, 2016; Chughtai and Blanchet, 2017; Braithwattal, 2018) The proposed
features of integrating complexity and implementation science are detailed ir2Tgable

Table 28: Integration of complexity science and implementation science

(Braithwaiteet al, 2018)

FEATURES DESCRIPTION

Task Tailored solutions and iterative processes

Theoretical assumptiong Different theories, frameworks and models require
understanding of complexity features such

unpredictability, uncertaintygmergence, interconnectid

The intervention Factoring in complex interventions and complex setti

The context For improvement to be realised, the context must b
etched or renscribed such that its culture, politics a
characteristics are altered
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Historical underpinnings| More sophisticated changeodelscan be encouraged

arise over time

Aims a) Ensure that turning evidence into practice
accomplished without too many uninteng
negative consequences; improvement mighi
sustained, potentially through the adaptation]
the intervention to different settings

b) Implementation is not merely based on effec|
planning bubnanticipation of a range of possily

outcomes

Tools and methods Realist evaluation, lonterm case studyparticipatory
research, stakeholder analysis, systems mapping, {

network analysis

In line with the thinking and discourse in the literature, this study sought to combine
complex systems thinking and implementation science to improve the implementation
of a health policy. In addition, this thesis sought to apply this combination inwces
limited setting which is a different setting from which most studies on complexity or
implementation science are conduct@étlere has been limited work done combining
complex systems thinking and implementation science, with literature being fasused
theoretical, rather than empirical, woflRrydenPalmer, Parshuram and Berta, 2020;
Whelan et al, 2023) A review by DryderPalmer et al (2020) focused on the
relationship between context, complexity and the implementation process culminating
in a conceptual model named th@mel model of Implementation Context, Complexity
and Proces@rydenPalmer, Parshuram and Berta, 202) other work, Graharet al

(2023) have advocated for increased useiafmplexityinformed implementation
model® to better meet the demands of health¢@mhamet al, 2023) Two studies
conducting some empirical studies have not directly combined complexity and

implementation science: Rogesgs al (2020) developed a context coding framework
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based on the CFIR framework from implementation science to assess the context in
implementation research whilst Melder (2022) used components of the CFIR framework
to enhance the integration of implementation science with improvement science
(Rogers, De Bran and McAuliffe, 2020; Melder al, 2022) This thesis adds to the
current discussiorin public health(Kroelinger et al, 2014; Careyet al, 2015;
Northridge and Metcalf, 2016; Chughtai and Blanchet, 2017; Braithwaeé, 2018)

on how complex systems thinking and implementation science can contritute
implementing more effectiveoliciesby providing some empirical data on how this can

be done.

2.4.2Research conceptual framework

The conceptual framework used in this the$igyre 2.12) was derived from the
conceptual model for implementation scierfPeoctoret al, 2009) ABCD systems
model(Haines, 1998and the UK MRC process evaluation mogéboreet al, 2015b)

that was refined usinfpur theories Table2.9): complexity theoryByrne, 2005) the
organiational theory of innovation implementation effectiven@skein and Sorra,
1996) the theory oforganistional readiness for chang®einer, 2009) and the
normalsation process theoryMay et al, 2007) Most research has focused on
innovation/intervention effectiveness through outcome and impact evaluation,
neglecting implementation effectiveness which precedes and is necessary for innovation
effectivenesgKlein and Sorra, 1996; Reest al, 2018a) Studying implementation
allows for a better and more holistic understandingwdfat works/does not work, for
whom, why, and at what casPawson, 20049What works, compared with what, how
well, with what exposure, with what behaviours (for how long), for whom, in what
setting and why&Michie and Johnston, 2017)

Table 29: Key theoriesused for the thesis conceptual framework

THEORY CLAIM

Complexity theory The interdisciplinary understanding of reality as compc
of complex open systems with emergent properties
transformational potentialByrne, 2005, p. 97)

PropositiongThompsoret al, 2016)
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1. Studying complex systems should not reduce
system to individual components, althou
interactions between components are importar
studying a system.

2. The overall behaviour of the system is determi
by the interactions of system agents ¢
components.

3. Systems have decents#d control and agenf
interact following simple rules without centisdd
control.

4. A system is open to its environment such that ag
within the system interact with the environmg
exchanging information and people, and th
exchanges influence how the agents interact.

5. New system behaviour is unpredictable and diffig
to determine a cause as interacting agents
limited control of how changes occur.

Theory of innovation
implementation

Implementation effectiveness is a function of

effectiveness (@) anorganimt i onds <cl i mate fo
given innovation and
b) targetedbrganigt i on al me mber s o
of the innovation to their valu¢klein and Sorra, 1996)
Theory of| Organistional readiness refers éoganistional members

organisational
readiness for change

change commitment and change efficacy to implen
organiational changéWeiner, 2009)

The Normalisation
process theory (NPT)

A set ofsociological todd used to understanénd explain
the social processes andynamics of implementing
embedding, andintegrating some new technology
complex interventioiMay and Finch, 2009)

PropositiongMay et al, 2015)

1. Complex interventions become routinely embed
(implemented and integrated) in therganistional
and professional contexts as the result of pe
working, individually and collectively, t
implement them

2. The work of implementation is operatiorsall
through four generative mechanismsoherence

Page72 of 309



(sensemaking work to differentiate, specify, ar
internalse the new practicegognitive participatior
(the relational work to build and sustain
community of practice), collective action
(operational work to enact and represent
practice), andeflexive monitoring(appraisal work
to understand how the practice affects self
others)

3. The work of integration of a complex interventi
requires continuous investment by people
ensembles of action that carry forward in time ;
space.

CONTEXT (External)

A4

ORGANISATION (Internal context)

Structural capacity T o3 )

c =R =

e N\ S @3 5

et : = Qo Q

S Organisational readiness for < Z3 =
= implementing change g §9 @
) M M
2 > , : <« §' » Det—> O
o) Implementation climate S 0o —
c 23 > ®)
= <28 c
c o) =
S \_ T = 3
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> 7 = )
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= Innovation- values fit ~
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(participation and response)
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Cognitive potential
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6unnoJ ojwonuaAIaul JO uoleiodiodul :uonesijew.ion)
saunnoy

Arrows indicate relationships and interactions between elements

Figure 2.12 Conceptual framework
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Within this studyprganisational readiness for chan(feRIC)was defined as the extent

to which organisitional members are psychologically and behaviourally prepared to
implement organistional change(sYWeiner, 2009) Implementation climate was
defined as employeesd6 shared perceptions
behaviours that are rewarded, supported, and expected to facilitate effective evidence
based practice (EBP) implementati@flein and Sorra, 1996; Ehrhart, Aarons and
Farahnak, 2014)Evidencebased practice (EBP) was described as decisions about
health carghat are based on the best available, current, valid and relevant evidence
(Ehrhart, Aarons and Farahnak, 2Q14inovationvalues fit was defined as targeted
organiat i on al membersbé perception of how wel
(Klein and Sorra, 1996) This innovatioavalues fit determined how members
participated and responded to an intervention.

2. 5 Palliative care
2.5.1 Definition and principles

WHO (2017) defines palliative care as:

An approach that improves th@ality of life of patients and their families facing

the problem associated with kfareatening iliness, through the prevention and
relief of suffering by means of early identification and impeccable assessment
and treatment of pain and other problempbysical, psychosocial and spiritual.
(World Health Organisation, 2017)

This WHOdefinition of palliative carewhich is also used in the National Palliative care
policy of Zimbabwewill be used in this thesiSrom the definition, a core set of services
can be recognied and is classified into four categories: physical care;
psychological/emotional/spiritual care; care planning; and coordination, and
communicatiofWHO, 2016b) The minimum package of palliative care services that

should be provided include

1) identifying patients who could benefit from palliative care
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2) assessing and reassessing patients for physical, emotional, social and
spiritual distress and (re)assessing family members for emotional, social, or

spiritual distress
3) relieving pain and other distressing physical symptoms
4) addressing spiritual, psychological and social needs

5 clarifying the patingeultdradysappvopriate gogls and ¢
of care(WHO, 2016b; GomeBatiste and Connor, 2017)

It is acknowledged that the current definition of palliative care has some uncertainties
(GomezBatiste and Connor, 2017). The areas of ambiguity are related to timing (when
should palliative care be provided), the target population (to whom shouldipaltiate

be provided), and in what setting and at what level of health care should palliative care
be provided. The WHO Ad Hoc Technical Advisory Group on Palliative and-Iemngp

Care (TAG) has worked on an updated framework and has proposed an updated

comprehensive definition of palliative care:

Palliative care is the prevention and relief of suffering of any Kinghysical,
psychological, social, or spiritual experienced by adults and children living with
serious, chronic, complex, and Hiieniting health problems and the promotion of
dignity, best quality of life, and adjustment to progressive illnesses, using best available
evidence. It is a persecentred accompanying of patients and their families throughout
the illness, including at the end of life that opsesi quality of life, promotelsuman

development and weking and maxinsges dignity.

Palliative care is a basic human right and an essential component of comprehensive and
integrated care for persons with serious chronic, complex, andiriiéng health
problems that should be practised by health and social care providers of many
disciplines, as well as palliative care specialists, and should be provided in any health
care setting, i n. GlornedBatistg angd @annore 2017sp651)h o me s

A recent study identified three systems in palliatbage- the system patient, social

system and system team (Hodiamenal, 2019). The interaction of these systems as

well as the interaction of the systems with their environment and the complexity of
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palliative care (Figure 23) led the authors to conclude that a palliative care situation is

a CAS (Hodiamonet al, 2019).

Factors of space
System [ ~ and time + .
I System environment

with environmental
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Figure 2.13: Palliative care as a CAS

(Hodiamontet al, 2019)

2.5.2 Palliative carei why is it necessary in the health system?

Palliative care is important because it provides relief from suffering and improves the
quality of life for patients and their families, especially in cases of chronic terminal
illnesses (Stjernsward, Foley and Ferris, 2007; WHA, 2014; WHO, 2016b, 2Bha@a).

and suffering are inevitable aspects of disease and trauma. Physical pain is often the
hallmark of disease and traurngain and discomfort is the principal reason patients
seek medical care. Pain is a crogfting nondiscriminatory condition: it cis across
gender, age, socieconomicand disease groups (infectious or fmmmmunicable,
congenital or traumeelated). Furthermore, pain begets more pain through a vicious
cycle of pain causing distress which brings more pain causing more distress. Chronic
and progressive pain that is umtied or not well managed, especially for incurable
diseases, leads to suffering and poor quality of life. Patients and their caregivers suffer
physical and psychological trauma, and patients have a loss of daily fuctdb
withdraw from everyday life. This has significant costs for the patients, their families

and the health care system. The cost of illness is directly affected by the increased
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resources spent to relieve the pain and search for a cure, and indirectly by lost
productivity of the patient and the family providing care to the patient (Anderson and
Grant, 2017). Whilst pain and suffering may be inevitable, they are not untreatable.

Research indicates that globally there is a huge unmet need for palliation and palliative
care (Powelkt al, 2015; Knaukt al, 2017). One of the contributing factors to the gap
between the demand for, and supply of, palliative care is the lack of integration into the
health system: only 20 countries (out of 194 WHO member states), mostly in high
income settings, have adequatéiyegrated palliative care into their health systems
(Powellet al, 2015). Barriers to integrating palliative care are relatélde current trend

in global health of selective focus on specific diseases, especially infectious diseases
such as HIV or TB, at the expense of other conditions, usually NCDs, and essential
components of healthcare and universal health coverage spahias/e care and pain
management (Knaeit al, 2017). The reductionist approach thus creates a vicious cycle

in which not focusing on NCDs increases the disease burden resulting in a strained health
system which in turn further drives demand for sa¥siwhich cannot be provided
thereby further increasing the disease burden (Sanders and Haines, 2006). To address
the gap between demand and supply of palliative care, WHO has included palliative care
as a critical part of essential and comprehensive healtkages; has determined that
palliative care is an essential health service and should be integrated into the continuum
of care, across all levels of the health system; and has strongly stated that palliative care
is in line with the principles of univsal health coverage (WHA, 2014; WHO, 2016a,
2016b, 2017). The World Health Assembly 2014 resolution on palliative care declared
thatfApalliative care is the ethical responsibility of health syséemsd urged member
states to take action to ensure that palliative care services could, and would, be provided
(WHA, 2014).

The minimum package of palliative care services recommended by the WHO is reflected
in the package of services that are to be offered through the Zimbabwe Palliative Care
policy (MoHCC, 2014). Section 76 of the constitution of Zimbabwe enshrines the right
to health, withSubsectior? stating thafiEvery person living with a chronic illness has

the right to have access to basic healthcare services for thedl{i@®sgrnment of
Zimbabwe, 2013). Whilst the terrfibasic healthcare servidess not defined or

explained in the legislation, a reasonable assumption is that palliative care is included in
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this package, since palliative care is an essential part of basic healthcare services for
chronic illness. Palliative care is considered to be part of the essential healthcare package
of Universal Health Care recommended by the W{@brld Health Organisation,

2017) Therefore, palliative care is enshrined in the Zimbabwean constitution as a right.

2.5.3 Integrating palliative care into the health system

Integrating palliative care into the health system is the focus of this study. For palliative
care to be successfully integrated into the health system the practice of palliative care
and the thinking that goes with it must both be accepted, implemexligoted, and

sustained bprganisations and people in that health system.

Integrated palliative care involves bringing together administratmgianisational,
clinical and service aspects in order to realicontinuity of care between all actors
involved in the care network of patients receiving palliative care. It aims to achieve
quality of life and a welsupported dying process for the patient and the family in

collaboration with all the caregivers, paahd unpaid(Hasselaar and Payne, 2016a)

This is because the practice (visible) cannot be separated from the philosophy (invisible)
as palliative care is both a philosophy and a pra¢&andall, 200Q) At the core of
integrating palliative care into the health system is changing health worker behaviour to
practice palliative care and provide more servidetegration requires that people
collaborate in different and newer waf&ngeret al, 2020) Changing health worker
behaviour is recognised as being difficult and comf#éein and Sorra, 1996; Brewster

et al, 2015; Chauhaet al, 2017; Colguhouet al, 2017; Geerliget al, 2018; Potthoff

et al, 2019) The behaviour change for this intervention requires changing individual
and team behaviours, as well as affecting relationships in and betweer{Késimand

Sorra, 1996; Brewstaat al, 2015) People tend to resist change due to h@otthoff

et al, 2019)whilst systems, including health systems, tend to resist change due to inertia
(Coiera, 2011; Reeelt al, 2018b) The success of the intervention also depends on the
initial conditions of the local system at the time of implementation which may be
different from when the intervention was desig({Rdedet al, 2018a) The desire when
integrating palliative care into the health systenfpalliative) care that is routinely

provided as part of the delivery package of integrated health services.
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Integration types and outcomes

There are many health system integration models casedoms system level,
programme/service level, and sequential modésmitageet al, 2016; Singeet al,

2020) A recent publication has sought to provide a comprehensive theoretical model of
integration that links different definitions and applications of integratiothis model,
integration is organisational features plus social features plus courses of action or
activities, and the moddias five types of integration that are part of a logic chain
affected by contextual factors and affecting outco(®asgeret al, 2020) The authors

of the model argue that integration is the extent to w{Bahgeret al, 2020)

1. People are willing or able to work as a team

2. People are willing to change their routines to be in line with one another

3. People are willing to participate in the development of collective norms across
the organisation.

The features andfive types of integration(structural, functional, normative,

interpersonal, and procgsae described in Table 2.10

Table 210: Types of integration
(Singeret al, 2020)

FEATURES INTEGRATION DESCRIPTION

TYPE
Organisational featurey Structural Physical, operational, financial,
how  structures an| legal ties among organisations ir
systems are set up. health system and teams with

organisations.

Under del i very
direct control.

Functional Formal, written policies an
protocols for activities tha
coordinate and suppo
accountability and decisiern
making among organisations a
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individuals. Focuses on protocg
for activities.

Under organi s
direct control

Social features: whg Normative Sharing a common culture ar
people believe and hoy exhibiting a culture that priorges
they behave together. integrating patient care acro

units and organisations within
health system.

Not under orga
direct control
and actions can have influence.

Interpersonal  (als¢ Extent of collaboration o
referred to ag teamwork among healthca
professional professionals of one or mo
integration) disciplines and from one or mo
organisations,  nonprofessior
caregivers, and patients. Requi
clarity of roles and responsibilitig
among individuals caring for th
same patient, positive attitude
about teamwork, and identifyin
with the team.

Not under orga
direct control
and actions can have influence.

Activities eg referral Process (als¢ Courses of organisational actio
management and use | referred to as clinicg or activities intended to integra
patient care plans integration) patient care services into a sing

coordinated  process  acro
people, functions, and operatit
units over time. Specific activitie
that demonstrate care has beer
is being delivereth a coordinateq
way.

Although the model proposes hypothetical relationships that move linearly, the strength

of the model is its explicit reference to the interaction of factors between and across
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features, and feedback loops, all of which may result in mixed relationships (arrows and
bidirectional arrowsFigure 2.14). This takes into accounie increasing interaction,
influence, interdependence, and complexity found in a health system. As such, this
model fits in well with other theories and frameworks in implementation and

improvement science.

Normative
integration

Outcomes
Technical quality (+)
Efficiency(+/-)
Patient experience (+)

| Intermediate R
outcome: g

t t
"' integration Integrated

Il Provider satisfaction (+/-)
Patient health (+)

patient care

Interpersonal
integration

Figure 2.14: Conceptual model of integration types

(Singeret al, 2020, p. 11)

The desired result of integration is determined by the measurement method and the
perspective/level used to view integratid®HO, 2008) A variety of data sources are
required for the various types of integration to measure if integration was implemented
as planned and the impact of integrat{@dmmitageet al, 2016; Singeet al, 2020)
Several indicators of integration have been reported in the literature depending on the
type of integration and the perspective uggitigeret al, 2020) These indicators are
used to provide information on integration such as the process of integration or the
outcomes of integration such as the functioning of the integrated systenthe
integration of palliative care into the health system both process and outcome indicators
are necessary. Successful integration of palliative care is shown by essential indicators
of the system structure, process of care, and outcomes such asgmatéss to care and
satisfaction with caréBainbridgeet al, 2016) Success requires having the right mix of
staff, adequate funding, and the presence of a specialist multidisciplinary palliative care
team.
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2.6 SImmary of Chapter Two

The literature shows that healthcare is com@exdynamic andfis governed far more

by localorganistional cultures and politics than by what the secretary of state for health
or a remote policy maker or manager war{®raithwaite, 2018, p. 2)The literature

also shows that complex systems thinking is being used more in healthcare
improvement, research and implementa(Bisek and Greenhalgh, 2001; Braithwaite,
2018; Braithwaiteet al, 2018; Greenhalgh and Papoutsi, 2018; Kétaal, 2018; Long,
Mcdermott and Meadows, 2018; Churr@tal, 2019; Turner and Baker, 2019; Carroll

et al, 2023) This thinking in healthcare, and the theoretical concepts that come with it,
can assist in understanding context as it applies to health interventmesstanding

the duality in human systems where actors may be awarecaravare, of the CAS
understanding actors responses to uncertainty within the ; C&fpporting
multidisciplinary and multisectoral patient care, and patiemtred caresupporting
leaders to acknowledge chaos and uncertainty in healthcare and thus manage change
and assessing the system and implementing innovations/interver{tia et al,

2018) The proposed research is linked to the current moves to better understand health
systems and interventions/improvements in these sysfidmsclassification of health
systems as CAS is the reason why this thesid emmplexity thinking and CAS as the

framework for evaluating health policy implementation in a health system

Reviewing the literature showed thetilst there is someesearcton the use of complex
systems thinking in health poli¢iRusojaet al, 2018; Carrolket al,, 2023) most studies
focus on whyit should be used rather than hawcan bepractically applied The
literature also showa limited understanding of how complexity theory can be used in
health policy implementation and resouteited settingsAdditionally, there issparse
literature on theapplicationof the ORIC, ICS or NOMAD tools in resourtienited
settings and health policy implementatidway et al, 2018; Smithet al, 2018; Miake
lye et al, 2020; Williamset al, 2023) Although the integration cfystems thinking and
implementation science has been suggested in the literdewe studies have
demonstrate practically how thisntegration @an beachieved Chughtai and Blanchet,
2017; Braithwaitest al, 2018) Mostimplementation frameworksurrentlyavailable in
theliterature do not specificallpddresscomplexitywithin a system oits impact and
influence on implementation processes and outcoifi@s. thesis soughto address
these knowledge, theoretical and methodological dapsising complex systems
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thinking in health policy implementation in a resouliceited setting combining
complex systems thinkingvith implementation scienceand developing a mdil-
dimensional framework thatpecifically factors complexitynto the implementation

process

Multiple definitions of integrated health services exist in the literature. The WHO noted
that integrated care was topical and hotly debated with the term meaning different things
to different peopléKodner and Spreeuwenberg, 2002; WHO, 2008; Siegal, 2020)

The ambiguityin the meaning of integrated health services was said to be due to multiple
meanings of the termintegrated, and the complex nature of integrated d&adner

and Spreeuwenberg, 2002; WHO, 2008; Valeraijral, 2014) A systematic review

found 70 terms related to integration yielding 175 definitions and con@emt#tageet

al., 2016) Also, the literature interchanges the following terms regularly, usually
assigning the same meanings implicitly rather than explicitly: integrated health services,
health services integration, integrated healthcare services, integrated healthcare,
integrated services, integrated patient care and integratedW&t®, 2008; Valentijn

et al, 2014; Bainbridget al, 2016; Heyerest al, 2016; Nurjoncet al, 2018; Singer

et al, 2020) There is consensus that integrated health services is a broad approach to
providing a continuum of care that enhantesquality of life and this approach should

be centred around patient nee@&lentijn et al, 2014; Bainbridgeet al, 2016;
Hasselaar and Payne, 2016b; Brazil, 20Dt)e tothe consensus on the aspect of care,

this thesis will use the term integrated care rather than integrated health services.

The next chapter provides a detailed description of the methodology used in this study.
The pragmatic research paradigm of this thesis is discussed, and thphaséimixed

methods case study design is justified.
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CHAPTER THREE:

METHODOLOGY

This study sought to apply the theoretical framework of complex systems thinking to
improve health policy implementation in a resodirog@ted setting using a pragmatic

research paradigm.

This chapter presents details and some justification for the study research paradigm,
study design, study setting, study population and sampling. The chapter also describes
how the data were collected, analysed, and syrsftesA discussion of reliability,
validity, and ethical considerations is also presented. The chapter concludes by
highlighting the assumptions and limitations of the study and providing a summary of
the study methodology as shown in Figure 3.1.

Chapter Three:
Methodology
3.1 Pragmatic research paradigm
3.2 Study design
3.3 Study setting
3.4 Study population and sampling
. 3.5 Data collection
3.6 Data analysis and synthesis
3.7 Reliability and validity
3.8 Ethical considerations
3.9 Assumptions and limitations
3.10 Summary of Chapter Three

4

Chapter Six: Chapter Five: Chapter Four:

Discussion and Results- Process ‘ Results - Baseline
Conclusion evaluation assessment

Chapter Two:

Literature

Chapter One: .
Review

Introduction

Figure 3.1: Overview of Chapter Three

3.1Pragmatic research paradigm

This study wused a pragmatic research par a

Aworl dviewso or fAparadigmso which infl uenc

of the research questions and study design, through to data collection, analysis an

interpretation (Kivunja and Kuyini, 2017; Saunders, Philip and Adrian, 2019)
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Paradigms were first used by Kuhn (1962) to refer to a philosophical way of thinking
(Kivunja and Kuyini, 2017)and are defined a3 set of basic and takeor-granted
assumptions which underwrite the frame of referenwgje of theorising and ways of
working in which a group operateg¢Saunders, Philip and Adrian, 2019, p. 140)
Kivunja and Kuyini (2017) explain paradigms and their impact on research as the way
a researcher views and acts including liive researcher examines the methodological
aspects of their research project to determine the research methods that will be used and
how the data will be analyse¢Kivunja and Kuyini, 2017, p. 26Paradigms arise due

to four major questions and share five major elements of axiology, ontology,

epistemology, methodology and rhetoric which are outlined in Table 3.1.

Table 31: Major questions and elements of paradigms

(Lincoln and Guba, 1985; Wahyuni, 2012; Kaushik and Walsh, 2019)

QUESTION ELEMENT EXPLANATION
Whatistheroleft he r e s| AXIOLOGY Beliefs about the role @
values in the research and t values and morals i
r e s e a stanbesoncérisinghe research.

subject studied

What is the nature of reality? ONTOLOGY Assumptions about th
nature of reality.

How is knowledge generate] EPISTEMOLOGY | Assumptions about ho

understood, and used in ways tl we know the world, how

are deemed to be acceptable : we gain knowledgeand

valid? the relationship betwee
the known and th¢
unknown.

How can we come to know METHODOLOGY | Shared understanding

reality? the best means for gainir
knowledge about th
world.

RHETORIC A shared understanding ¢
the language of research

Page85 of 309



Debates and discussions around answering these questions have resulted in the major
research paradigms of positivism (realism), pmsitivism (critical realism),

interpretivism (constructivism), paabdernismand pragmatism.

In the positivist paradigm (also known disect realismor naive empirical scientific
realisn) the assertion is that there is an external objective reality and only observable
phenomena can provide facts or détdahyuni, 2012; Saunders, Philip and Adrian,
2019) There are lawlike generalisations and causal explanations and predictions. The
pospositivist paradigm or critical realism is similar to the positivist paradigm in that
reality is taken to be objective and exists independent of human knowledge or beliefs. It
differs from positivism in that reality is experienced through the senses or social
condifoning. Whilst postpositivists assert that only observable phenomena can provide
facts or data, the focus is on explanation within conf@&hyuni, 2012; Saunders,
Philip and Adrian, 2019)In the interpretivist paradigm (also called the constructivist
paradigm or constructivism) there are multiple meanings and realities which may change
as reality is socially constructed. The focus is on details suohrestivesandstories,
subjective meanings and interpretations, with the goal being to provide a new
understanding of social phenome@&ahyuni, 2012; Saunders, Philip and Adrian,
2019) The postmodernism paradigm, like the interpretivist paradigm, asserts that reality
is socially constructed. The difference is that in the postmodernism paradigm, the social
construction of reality is based on power relations with some views and readitiges
dominated and silenced by those with the power. As a result, this paradigm focuses on
hidden or repressed meaningnd voices with the goal being to expose power
relationships and challenge the dominant vi¢®aunders, Philip and Adrian, 2019)

The fundamental beliefs of each paradigm are shown in Figure 3.2.

In the pragmatist paradigm, there can be a single reality or multiple realities as reality is
the view chosen to achieve resiiksushik and Walsh, 2019y he focus is on the nature

of experience rather than the nature of reality. In this paradigm being practical and
relevant to enable successful action and proldeanl vi ng i s i mportant.
values are taken to play a role in the research psoae the researcher can adopt both
objective and subjective views to initiate and sustain the resé@fahyuni, 2012;
Kaushik and Walsh, 2019; Saunders, Philip and Adrian, 2@&k8he baracteristics of
the pragmatic research paradigm are:
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- A rejection of the positivist notion that social science inquiry can uncovéirtiteo

about the real world.
-Anemphasiseké wor kabi lityé in research.

- The use offiwhat work® allows the researcher to address the questions being
investigated without worryingboutwhether the questions are wholly quantitative or

gualitative in nature.

- Adoption of a worldview that allows for a research design and methodologies that are
best suited to the purpose of the study.

- Utilising lines of action that are best suited to studying the phenomenon being
investigated.

- A rejection of the need to locate your study either in a Positivist (postpositivist)

paradigm or an Interpretivist (constructivist) paradigm.

- Seeking to utilise the best approaches to gaining knowledge using every methodology

that helps that knowledge discovery.
- The doice ofresearch methods depending on the purpose of the research.

- A search for useful points of connection within the research project that facilitate
understanding of the situatigkivunja and Kuyini, 2017)

This study proposed a soluticapplyingcomplex systemithinking) to solve a problem

(linear approaches toealth policy implementation) that the researcher had observed.

The emphasis was on what works best to address the problem without getting into the
philosophical debate of questioning ontology and epistemdM@hyuni, 2012) This
revealed the researcherés implicit philos
Powell (2001)

The pragmatist proposes to reorient the assessment of theories around a third criterion:
the theoryos capacity to solve human proa

pragmatist, the mandate of science is not to find truth or reality, the existencechf whi
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are perpetually in dispute, but to facilitate human probkatving. (Powell, 2001, p.
884).

Having reviewedthe personal philosophicahclination the problem and proposed
solutionand the literature, the researcher determined that pragmatism wamshe
suitableresearch paradigrto guide the methodological choices taken in the study.
Pragmatism has been broadly definedaaphilosophy in which the meaning of actions
and beliefs is found in their consequeric@gdorgan, 2017). Based ondfchoice of
pragmatism as a paradignthe studytook a mixture of ontology, epistemology,
axiology, and metbdology to approach, formulate, and answer the research gsestion
This included using mixed methods (qualitative and quantitative research methods) and
conducting a multphase, longitudinal case study to better understand health policy

implementation in Zimbabwepecifically at Parirenyatwa Group of Hospitals (PGH).
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Research Paradigms

nature of reality

independent of
social actors

human thoughts and
beliefs or knowledge
of their existence, but
is interpreted through
social conditioning
(critical realist)

subjective, may
change, multiple

Fundamental Positivism Postpositivism Interpretivism Pragmatism
Beliefs (Naive realism) | (Critical Realism) (Constructivism)

Ontology: the External, Objective. Exist Socially External,
position on the objective and independently of constructed, multiple, view

chosen to best
achieve an
answer to the
research question

Epistemology:
the view on what
constitutes
acceptable
knowledge

Only
observable
phenomena can
provide credible
data, facts.
Focus on
causality and
law-like
generalisations,
reducing
phenomena to
simplest
elements

Only observable
phenomena can
provide credible
data. facts.

Focus on explaining
within a context or
contexts

Subjective
meanings and
social
phenomena.
Focus upon the
details of
situation, the
reality behind
these details,
subjective
meanings and
motivating
actions

Either or both
observable
phenomena and
subjective
meanings can
provide
acceptable
knowledge
dependent upon
the research
question. Focus
on practical
applied research,
integrating
different
perspectives to
help interpret the
data

Axiology: the
role of values in
research and the

Value-free and
etic

Value-laden and etic

Research 1s value

Value-bond and
emic

Value-bond and
etic-emic

researcher’s Research is laden; the researcher | Research is Values play a
stance undertaken ina | is biased by world value bond, the | large role in
value-free way, | views, cultural researcher is interpreting the
the researcher is | experiences and part of what is results, the
independent of | upbringing being researcher
the data and researched, adopting both
maintains an cannot be objective and
objective stance separated and so | subjective points
will be of view
subjective
Research Quantitative Quantitative or Qualitative Quantitative and
Methodology: qualitative qualitative
the model (mixed or multi-
behind the method design)
research
process

Based on Saunders et al (2009, p.119), Guba and Lincoln (2005), and Hallebone and Priest (2009)

Figure 3.2: Fundamental beliefs of Research paradigms

(Wahyuni, 2012)
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3.2 Sudy design

A mixedmethods exploratory case study design was used for this study, with the focus
of analysis being the implementation effectiveness (consistency and quality of use) of
integrating palliative care into theystem at PGH. Subnits of analysis were how this
integration occurred and affected the staff at PGH and their daily roubfirsd
methodswere defined aga class of researciWwhere the researcher mixes or combines
guantitative and qualitativeesearch techniques, methods, approaches, concepts or
languagento a single study(Johnson and Onwuegbuzie, 2004, p. Mixed methods

and the case study desigmere chosen because theseuld provide the most
comprehensivapproach(breadth and depthd answering the research questibaw

can complex systems thinking be used to improve health policy implementation in
Zimbabwe?McDaniel, Lanham and Anderson, 2009; Palinkas, Mendon and Hamilton,
2019) The exploratory case study design was chosen because of the exploratory nature
of this study, and the complexity of both the intervention and the setting in which the
intervention was being implement@xter and Jack, 2008J)he case studgesignwas

also chosen becausepitoduce detailed descriptions and explanati@msl could take

into account the unigeness of PGH as a complex adaptive system whilst allowing for
some generalisations to be magndersonet al, 2005; McDaniel, Lanham and
Anderson, 2009)

The study was designed to collect datavwie phases over three yeaespilot study,

Phasd andPhasell. The pilotstudywas used to test and refine all data collection tools.
Thefirst phase (baseline assessment) was used to describe and provide an overview of
the systemat PGH before the intervention, including PGH staff knowledge of the
intervention and how staff would potentially react to the intervention. This phase
answeredhe research sulguestions on context and personnel participation. The final
phase (process evaluation) was condut#nhonths after the baseline to assess how the
intervention was being conducted and if it was achieving the intended outcomes. This
phase answerdtie research sulguestions on personnel response and the intervention

itself. Thephases of the study are summarised in Table 3.2 below
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Table 32: Phasesof the Doctoral Sudy

PHASE DESCRIPTION OBJECTIVES

Pilot study To test and refine all thanformed consen
forms anddata collection toolgquantitative
and qualitative) used in the stubgforeuse
on a larger sample.

Phase | Baseline assessment | To describe thenternal context at PGH i
which palliative care was being integrated &
explore contextual factors that may affect
delivery of the interventian(Study eémain
one contex)

To describe how personnebuld participate
and would respond to the integration
palliative care at PGHStudy domaintwo:
personneparticipation and response

Phase II Process evaluation To assessvhether the integration occurred
planned over timand if palliative carewas
(done 12 months after| normalsed irto daily work routines. (Study
phase one and at leg domain threeinterventior)

six monthgnto the first
year of implementatiol To describe how personnel participated
of PCl Project Phas| responded to the integration of palliative c
Three) at PGH. (Study domain twopersonne
participation and response)

The structure for data collection was QUAL+QUANT definedtlas simultaneous
collection and analysis of qualitative and quantitative data, giving equal weight to both,
and having one dataset building upon another da{&sdinkaset al, 2011) The
function wascomplementarityvhere qualitative data provided a depth of understanding
whilst quantitative data provided a breadth of understanding.data collection tools

used in the study were as follows:

1. A participant demographic sheet to collect demographic data foaritipants
(Appendtces 5 and 11)
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2. A modified and combine@rganistional Readiness for Implementing Change
(ORIC) and Implementation Climate Scale (ICS) tb&einer, 2009; Ehrhart,
Aarons and Farahnak, 201f¢y phase onéAppendces 6 and 13

3. The NormalisationMeasure DevelopmenNOMAD) instrument(Finch et al,
2015)for Phase (Appendces 7 and 14

4. Semistructured indepth interview guides for Phases | and .

3.3 Study setting
3.3.1 Parirenyatwa Group of Hospitals

The study vasconductedat the Parirenyatwa Group of Hospitals (PGH) which is one of
two quaternarnylevel Central Teaching Hospitals with specialist medical servitém

the city of HarareParirenyatwa Group of Hospitals is a group of hospitals comprising
the Main Hospital, Annexe Psychiatric hit, Radiotherapy Centre, Sekuru Kaguvi
OphthalmologicSpeciality Hbspital, andibuya Nehanda Specialist Maternitpspital
School of Nursing and the University of Zimbabwe Faculty of Medicine and Health

Scienceghttps://parihosp.org/abouis). Theorganistional structure for PGH has three

divisions headed by Directors who report to the hospital's Chief Executive Officer (who
is also the PGH Executive Chairperson). These divisions are Clinical Services,
Operations and Finance. Clinical Services is diviged 15 units, each headed by a
Chief or Principal Officer; Operations is divided into eight units and Finance is divided
into four units (source: PGH organogram, unpublished). The 15 units under Clinical
Services consist of nine departments which are: idb&¢dSpecialty/Department;
Nursing; Psychology Services; Radiography; Pharmacy; Laboratory; Rehabilitation;
Nutrition; Hospital Equipment and Maintenance.

3.4 Study population and sampling

As of the end of May 2021, PGH had a total 023 staff members out of a total

establishment of 811 giving an average vacancy rate of 8% (Table 3.3).
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Table 33: PGH total staff complement as of 31 May 2021

(PGH administration HR report, unpublished)

Category Number Number | Vacancy
authorised | in post rate
Hospital executive 4 2 50%
Doctors 404 351 13%
Nursing 2066 1952 6%
Pharmacy 49 37 24%
Radiography 95 73 23%
Rehabilitation 56 47 16%
Nutrition 127 124 2%
Laboratory/pathology 51 48 6%
Psychology services 5 4 20%
Health promotion & publicelations | 2 2 0%
Surveillance and health informati¢ 50 42 16%
systems
Infrz_istructure,_ engineering, an 33 25 24%
equipment maintenance
Planning, monitoring, and evaluatiq 1 1 0%
Human resources 44 42 5%
Internal audit 7 7 0%
Finance and\dministration 113 107 5%
Information communication an 7 5 29%
technology
Procurement 11 11 0%
Administration 369 342 7%
Records and information 17 17 0%
TOTAL 3511 3239 8%

PGH staff were further subdivided into clinical departments or those departments which
had individuals classified as health professionals and registered under the Health
Professions Act of Zimbabwe such as Doctors, Nurses, Pharmacists, and Laboratory

Sciertists (Table 3.4)The study population comprised clinical staff and staff working
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in these wards/departments directly and indirectly involved in providing palliative care

at the hospital.

Table 34: PGH Clinical staff complementas of 31 May 2021

Category No. No. in | Vacancy | % of total
authorised | post rate PGH staff
(no. in
post)
Doctors 404 351 13% 10.8%
Nursing 2066 1952 6% 60.3%0
Pharmacy 49 37 24% 1.1%
Radiography 95 73 23% 2.3%
Rehabilitation 56 47 16% 1.5%
Nutrition 127 124 2% 3.8%
Laboratory/ 51 48 6% 1.5%
Pathology
Psychology serviceg 5 4 20% 0.1%
TOTAL 2853 2636 8%

3.4.1Sampling for the pilot study

Participants for piloting the data collection tools were purposively selected based on
profession and department/ward with Nurses, especially those in wards that had
Palliative care nursing staff, being the main group. This was due to the distribution of
clinical staff at PGH which is heavily skewed towards Nursing at around 60% of all staff
and 74% of clinical staff (Tables 3.3 and 3.4). Participants were randomly approached
during working hours to participate in the pilot study of all the data colletdms. A
participant could decide to participate in piloting one or more of the data collection tools.

3.4.2Sampling for Phasd
Quantitative

With permission from supervisors, all clinical wards/departments (as represented in

Table 3.4) were visited, and stafererandomly approached for participation.
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Qualitative

For the document review, the sampling approach focused on recency and relevance. The
most current documents and those focusing on the health system in Zimbabwe, palliative
care in Zimbabwe, the palliative care integration project, and the research site, PG
were purposively sampled. One document, the National Health Strategy for Zimbabwe,

had both the previous and current versions sampled for comparison.

For indepth interviews (IDIs), purposive sampling was used focusing on clinical staff
such as Nurses, Doctors, Pharmacists, and Physiotherapists. Despite the purposive
sampling, participants in these groups were approached for participation at random in
their wards/departments.

3.4.3Sampling for Phasell
Quantitative

Only those clinical wards/departments thad Hmectinteractionwith the patient and/or
wereinvolved in providing palliative care to the patient were visif@itithe wards in

the hospital were visited except Theatre, Casualty, Maternity, and the Eye Unit.
Departments that were not sampled for this phase of the study were the Hospital
Laboratory and Nutrition departments. In the clinical wards/departmentdyisit

participants were randomly selected/approached for participation.
Qualitative

For the IDIs, purposive sampling was used to select the Nurses and Dwebtors

completed the survey instrument.

3.5 Data collection

Data was collected over two years between October 2020 and Decembeas2022

follows:

Pilot study: October to December 2020

Phase | Baseline assessment: October to December 2021
Phase Il Process evaluation: October to December 2022

The pilotstudywas conducted just before the second COY@wave in Zimbabwe,

which occurred in January 2021. The baseline assessment was corfdutietie

Paged5 of 309



beginning of October 2024hen Zimbabwe had received the first shipment of CGVID

19 vaccines, and the vaccinatiprogrammehadstarted. By the end of the assessment

in December 2021the country was experiencing the fourth wave of COXYfDcases.

The process evaluation was conducted when the epidemic curve had flattened (October
2022) and the country was starting to ease some restrictions (Appendix 4: Timeline of
COVID-19 events in Zimbabwe).

The process of collecting data for the qualitative and quantitative components of the
study is described below.

3.5.1 Qualitative component of the study

Qualitative methoslwereused to collect datdnat provided an hdepth understanding

of the context where palliative care was being implemented and PGH staff knowledge
of palliative care, the national palliative care policy, and the intervention of integration
of palliative care. They combined document review and -stmcturedin-depth
interviews (IDIs),with IDIs being the primary qualitative data collection method. |
depth interviewsvererecorded via a recording devieéiera participangaveconsen

for this recordingThe onsent for audio recordingasincorporated in a distinct section

in the informed consent forifAppendces 4 and 10 The details of the data thakere

collectedin thequalitativecomponentf the studyaredescribed below.

Study objective one

Document review

A document reviewvas done to generate information regarding the msystem of
health in Zimbabwe, the mesand microsystems at PGH, palliative care and the PCI
project. This document reviemwas guided by the principles outlined by Dalgjikhalid

and McMahon(2020) known as the READ approach which consists of four steps:

Step 1i Ready your materialsThe documents for review were collected from the
categories outlined in the READ approathofficial documents, implementation
documents, working documents and media communications. These documents were
limited to those related to the health system int&bwe (e.g., national health strategy,

national financing strategy), palliative care in Zimbabwe (e.g., national policy), the
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palliative care integration project (e.g., project proposals, meetings, and training

information) and PGH (e.qg., strategic plgnjdelines, memos, and press releases).

Step 2- Extract data Data from the selected documents was extracted using categories
based on the research objectives; namely, political, and-soocimomic indicators;
structure and relationship dynamics; relevance to the health system, PGH and palliative

care; and potentiampact on integrating palliative care.

Step 3 Analyse datnis described in more detail in Section 3.6.1 whilst Stepigti(
findingg is reported in Chapter 4.

The documents reviewed were sought for and accessed from MoHCC offices and
website, PGH offices and website and PCI Taskforce secretariat, meetings, and emails.
The researcher was the primary reviewer and consulted with the study supervisors when

necessaryregarding the information collected.
In-depth interviews

Semistructured irdepth interviews (IDIs) with an interview guidewere used to
investigate the perception dhe staff regarding implementatipnclimate, and
organiational readiness for integrating palliative canethe hospital Due to the
COVID-19 pandemic and to minimise prolonged physical contact, all interviews were
conducted virtually by either telephone call or WhatsApp call depending on the medium
the participant preferred. Participants for the IDIs were first approdmhaanember of

the research team to participate in either phase of the study. If they agreed to be
interviewed, they were given two copies of the informed consent form to read and sign.
Once the consent forms were signed, an appropriate time for the virtual interview was
arranged between the participant and either the research team member administering the
consent form or the researcher. Most participants preferred to have interviews after
working hours and away from the hospital. The researcher conducted all but one

interview.
Study objective two

SemistructuredDlIs with an interview guide were used to investigate the perception of

the staff regarding the acceptability of the intervention of integrating palliative care, their
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engagement, and change commitment. These interviews explBkH:dt&f knowledge
and understanding of the intervention and sought to identify possible barriers and
facilitators to the integration of palliative care.

Study objective three

Semistructured IDIs with amterviewguidewereused to explore staff perspectives on
palliative carejts integration, and implementation success (or failurggrviews vere
conductedwith hospital staffto explore perspectives on the intervenficsuccess or

failure.
3.5.2 Quantitative component of the study

Quantitativetools were used to collectlata that provided a breadth wiiderstanding
Members of the research team would physically visit wards in the hospital to distribute
consent forms and survey tools once consent was obtained. The team was instructed to
visit the office of the Matron or Sistém-charge before entering the ward to et

issues regarding disruption of work. Initigltiie team would leave the tools in the wards
overnight anccollectthemthe next day. This was changed to +&ale administration

and collection to minimise losses and ensure that all tools were completely and correctly
filled. Reattime administration also enabled clarifications on either the consent form or
the data collection tool where necessahglditional details of the data thawere

collectedin thequantitative componentaredescribed below.

Study objective one

The Organistional Readiness for Implementing Change (ORIC) lamglementation
Climate Scale (ICS) toolwas used as the data collection tool for assessing the
organigitional readiness and climate for implementation at P3id tool was a
combination of the ORIC and ICS todlsat have been developed, validated and used in
other studiegWeiner, 2009; Ehrhart, Aarons and Farahnak, 2014)

Organisational Readiness for Implementing Change

Organisitional readiness for changas assessed using Section One of the AR

tool. This ORIC section of the tool used 11 statements which were rated ofpaifive

Likert scale(Appendtces 6 and 13). Participants were expected to indicate the response
they thought best reflected PGHOsSs readine
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palliative care. Options for responses included: Disagree, Somewhat Disagree, Neither

Agree nor Disagree, Somewhat Agree, and Agree.
Implementation Climate Scale

The implementation climate was assessed uSeajion Two of the ORIGICS tool
(Appendces 6 and 1)3vhich hadl8 statementI hesewere rated on a fivpoint Likert

scale to assess the degree to which there was a straiggioistional climate
supportive of evidenebased practice implementation at PGH. Participants were
expected to respond by indicating the extent to which they agreed with each of the
statements and the responses provided were as follows: Not at all, Slight; exte

Moderate extent, Gréaxtent,andVery great extent.

The combined toolwas piloted with at least25 purposely chosen participants to
determine ifany confusing or ambiguous statememegctdto be changed. After the
tool had been pilotedit waseditedand sent to the IRBs for approval, and ttiestributed

to al clinical wards/departmentss part of the baseline assessment.

Objective two

The pilotedtested ORIGACS tool was used to investigate the opinions of staff
regarding the acceptability of the intervention, their engagement with the intervention,

and change commitment.
Objective three
NormalisationMeasure Development instrument

The quantitative data collection tool that was used to investigate whether palliative care
had been embedded into routine practice wWasNormalsation Measure Development
(NoMAD) instrument.The instrument was divided into three main sectio@snely

Part A General questions about palliative care; PartGg&neral questions about
integrating palliative care into the health system at PGH; and PBAst@iled questions

about integrating palliative cat@ppendix7).

Part A had eight questions in which respondents had to give mostly No or Yes responses.

Part B had three questions which respondents had to answer on a scale from 0 to 10
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provided for each question. Part C had 27 statements divided into four seéctions

coherence, cognitive participation, collective action, and reflexive monitoring. For each

statement, respondents could select an answei@pian A which had statements rated

on a fivepoint Likert scale. Participants were expected to respond to the statements in

this section by answering as follows: Strongly Agree, Agree, Neither agree nor disagree,

Disagree, Strongly Disagree. If the stateim@as not relevant to the resunt, they

were asked to select from option B which had three options: Not relevant to my role,

Not relevant at this stage, Not relevant to the intervention.

As with the ORICICS tool, the instrument was piloted on purposely chosen

participants before being used on a larger sample.
Sample size calculation for quantitative tools

The calculation for sample size estimationu€ed c hr andés f or mul a

population which is:

_ Z%pq

€ (Glen, 2020)

g

Z is the value from the-iable based on the confidence interval

eis the desired level of precision (i.e., the margin of error)

p is the (estimated) proportion of the population which has the attribute in question

gis 17 p.

A 95% confidence interval was chosen which ga¥evalue of 1.96. Using a margin

of error of 5%, an estimated proportion of 0.5 and a 95% confidence interval, the

estimated sample size required was initially calculated as:

[(1.96} (0.5) (0.5] / (0.05§ = 385
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ORIC-ICS tool

For theORIC-ICS tool, the total study population of PGH staff relevant for the study
was calculated based on the assumption that the total staff was less than 3000
[confirmedto be 2636 based on the staff complement as of 31 May 2021 (Bab]e
Applying the modification to the Cochran formula for sample size calculations in
smaller populations, the final formul&len, 2020used was:

where: n = new adjusted sample size

(”n L) no= Cochranés sample size cal
N = population size.

The final sample size for the staff population at PGH was calculated to be:

385 /[1+ (384 / 2636)] = 336.

To determine the final number tdols to be distributedcompletedandcollected to

meet the calculated sample size of 33&eralassumptions were made
- Some tools distributed would be lost/misplaced during data collection

- Some staffmight decline to participatafter accephg a tool resulting inthosetools
not being completedr being misplaced.

- Some toolsvould beincomplete or have missing da@unly tools thatverecorrectly
and completely filled out were used for data capture and analysis.

- The approximatenumber of tools that would be lost, not completed or have missing
data would noexceedl0% ofall ORIC-ICS toolsdistributed.

The final number of tools to be distributed was calculated as follows:

X (final number of tools to be distributed)Calculated sample sizenumberof

tools to make up for assumed loss
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X =336+ 10%o0f X (number of missing tools being not more than 10% all tools
distributed)

ThereforeX = 373

A total of 373 tools were distributed to all relevant wards and departments. Staff in
these departments were randomly approached and asked to participate in the study by

signing the informed consent form and then completingR&C-ICS tool.

Normalization Measure DevelopmentdMAD) instrument

For theNoMAD instrument, the total study population of P@lhical staff relevant

to the study was estimated to be 1000. Applying the modification to the Cochran
formula for sample size calculations in smaller populations, the final for{@lde,
2020)used was:

where: n = new adjusted sample size

(”n 1) nn= Cochranés sample size cal
N = population size.

The final sample size for the staff population at PGH was calculated to be[1385 /
(384 /1000) =278

As with the ORICICS tool, it was asuned that there would ba 10% lossof
instrumentglue to refusal to participate, incompledsponsesr missing instruments
Only instruments thaivere correctly and completely filled out were used for data
capture and analysiFhe final number of tools to be distributed was calculated as

follows:

X (final number of tools to be distributed) = Calculated sample size + number of tools

to make up for assumed loss

X =278 + 10% of X (number of missing tools being not more than 10% all tools
distributed)
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Therefore X =309

A total of 309 NOMAD instrumentswere distributed to all relevant wards and
departments. Staff in these departments were randomly approached and asked to
participate in the study by signing the informed consent form andctirapleting the

instruments

3.5.3 Effect of the COVID-19 pandemic on data collection

This study was conducted during the worldwide CO\IMDpandemic and at the height

of the pandemic in Zimbabwe. The pandemic posed challenges to data collection
although some adjustments were made to enable data to be collected. The pandemic
negatively impated inperson ward observations which could not be conducted, the
consenting process which had to be carried out over a few days rather than on the same
day, administration of instruments in Phase | where instruments could only be given to
a limited numbe of participants at a time, and-depth interviews which had to be

conducted mostly over the phone.

The initial plan for collecting data included-person observations of staff within the
ward over six months as part of the Phase | baseline assessment. The-TOVID
pandemic resulted in restrictions on movement within PGH, including limited in
person preence in the wards except for essential staff. This meant that the researcher
could not access the wards to observe staff as initially planned. In addition, operations
within the hospital changed because of the pandemic which changed the way staff
worked. For example, there was reduced staff presence in the wards due to
redeployment and reduction in staff numbers in the wards, and there wasgessoim
contact and meetings between staff as they maintained physical distancing as

recommended for preventirtige spread of the coronavirus.

To minimise contact during the informed consent process, a different approach from
the original plan was used. Potential participants were given the Informed Consent
form to read at their own time, usually overnight, and then the research team would
follow up to conplete the process when the participant had verbally acknowledged
having read and understood the content. Any questions the potential participant had

were answered and issues clarified before the consent form was signed and dated by
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both the participant and the researcher. This significantly delayed the consenting
process and possibly negatively impacted comprehension as the researcher could not
be sure that the potential participants read and understood the informed consent form.
Sone potential participants were lost at this stage as they could not be found at follow

up, and other participants took over a week to locate.

3.6 Data analysis and synthesis

Data analysis for the study used a variety of techniques to provide exploratory findings
in-depth (qualitative) and breadth (quantitative) to answer the research questions posed.
Two separate teams led by the researcher worked on data analysis for each component
of the study. Data were converged to ensure that the overall case was understadd inst

of reporting on each component, phase of the study, aspect,-anisuyb.g., team or
department) of analysis. Study supervisors were the resource used o thasuhe
researcher did not focus on individual data soursks, dataanalysis usé a focused
iterative process where the dateere constantlycompared to thestudy conceptual
framework (described in Chapter 2 section 2.3.4)mogositions othe specific theory

behind the tool or process-or Phase |, data were compared with varmiibe
organigitional readiness for implementing change and implementation climate. For
Phase I, data were compared against the components and considerations of the
nomalisation process theory which are listed in Table 3.5

Table 35: Normalisation process theory components and questions to consider

(Murray et al, 2010)

NPT COMPONENTS QUESTIONS TO CONSIDER

Is the intervention easy to describe?

Is it clearly distinct from other interventions?
Does it have a clear purpose for all relevant
participants?

Do participants have a shared sense of its purpo
What benefits will the intervention bring and to
whom?

Are these benefits likely to be valued by potentia
participants?

Will it fit with the overall goals and activity of the
organisation?

Coherence (i.e., meaning a
sensemaking by participants
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Cognitive participation (i.e.,
commitment and engageme
by

participants)

Are target user groups likely to think it is a good
idea?

Will they see the point of the intervention easily?
Will they be prepared to invest time, energy, and
work in it?

Collective action (i.e., the
work

participants do to make the
intervention function)

How will the intervention affect the work of user
groups?

Will it promote or impede their work?

What effect will it have on consultations?

Will staff require extensive training before they cg
use it?
How compatible is it with existing work practices
What impact will it have othedivision of labour,
resources, power, and responsibility between
different professional groups?

Will it fit with the overall goals and activity of the
organisation?

Reflexive monitoring (i.e.,
participants reflect on or
appraise the intervention)

How are users likely to perceive the intervention
once it has been in use for a while?

Is it likely to be perceived as advantageous for
patients or staff?

Will it be clear what effects the intervention has
had?

Can users/staff contribute feedback about the
intervention once it is in use?

Can the intervention be adapted or improved bas
on experience?

3.6.1 Qualitative data analysis

Qualitative data for analysis were obtained from the following data sources:

1. Review ofdocumenrt

2. Semistructured irdepth interviews

Review of documents

Content analysis was the data analysis method used for information extracted from

documents reviewed. Analysis relied on the broaigories used for extracting data,

most of which were based on the typology of key CAS featuresarialgsis was

conducted to determine the recency and relevance of the documents in addition to

removing duplicate and redundant documents.
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In-depth interviews (IDIs)

The primary source of qualitative data was raw textual data from the IDIs using semi
structured interview guiddsased on th©RIC-ICS tool andthe NoMAD instrument

The two sections of the ORIICS tool Erganistional readiness and implementation
climate domains: focus, educational support, recognition, rewards, selection for
evidencebased practices [EBP], and selection for openness) and four domains of the
Normalization theory [NPT] (coherence, cognitive papttion, collective action,
reflexive monibring) were the basis for analysiBhe sections of the ORKICS tool
instrumentwereapplied to transcripts from interviews coverstgdyobjectives 1 and

2, whilst thedomains of NPTwereapplied to transcriptsainly for studyobjectives 2

and3.

Deductive codeookthematic analysis was the method usedrtalyseraw textual data

from interviews(Braun and Clarke, 2012; Brawet al, 2021) Specifically,a latent
approach (reading into the subtext and assumptions underlying the data) to thematic
analysis was used.n t hi s thesi s, a code was defin
symbolically assigns summative, salient, essence capturing, and/or evocative attribute
fora portion oflanguagb a s e d o r (Saldafa, 2021, pl A\halysiswas based

on Br aun a phbhse@rocess foricendustingithematic analysis: familiarisation

with the data, systematic data coding, generating initial themes from coded and collated
data, developing andeviewing themesrefining, fining and naming themgsind

writing the report(Braun et al, 2021) Rather than using the six phases in a linear
sequential way, the analysis was very circular with constant reference to the previous
phases and skipping phases where necessary. In this study, the phases were used more
as guidance for the analytic proceather than a recipe to be followed exacilye

analysis was done by a team of four led by the researcher under the supervision of the
two study supervisor§.or accuracy, the researcher checked all the interview transcripts
before analysis to ensure thednscripts captured the discussion of the IDI. The study
supervisors provided additional quality control by reviewing documents and the analysis
process. Data analysis began with transcribing recorded inter@eavshe specific

actions taken are detailed below
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Transcription and translation

Interview recordings wereaiploaded to a passwoeptotected computer andere
transcribed verbatim. The transcription process included using transcription software
(www.otter.ai) to obtain a first draft of the transcrjmne by one member of the team

This draft was then corrected by a research assistant before being reviewed and finalised
by the researcher.

Coding

Data coding was used as the primary analytical approach for data reduction with a
preliminary codebook for each phase developed before analysis to allow for descriptive
coding (Appendix 13 and 14)Codebooks for the two phases of IDIs were developed
separatelyEach codebook had predefined and predetermined codes and was modified
as data analysis proceed@&taunet al, 2021) Preliminary codes wengredetermined

and derived from the theoretical framework of complexity theory and the three
implementation theorieSpecifically, thecodes wereleveloped based on the interview
guides used in the studyhich, in turn, were developed from the ORICS tool and the
NoMAD instrument(Stuckey, 2015)

From the ORIGICS tool and interview guides, the initial codes derived were job
description, COVIB19 pandemic, palliative care knowledge and training,
organistionalreadinessand evidencéasedractices (EBPsEach codedd subcodes
developed as necessaeyg, the code foevidencebased practices was further divided

(as per the tool) into understanding, use, implementation, support, training, recognition
and rewards for EBR#&\ppendix 13)

From the NOMAD instrument, the initial codes derived were job description, general
palliative care, palliative care training, and integration into the system. These codes were
also further divided into subodes as necessam.g, integration into the system was
further divided into awareness of integration, involvement in integration, thoughts on

integration and effect of integration on work (Appendix 14).

Finalisedtranscripts were doublecodedusingthe qualitative software package Nvivo

(QSR International version 12) and the research team led by the resgansherember
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handled coding through Nviwhilst the other two coded manually. Both Nvivo and
manual coding used the relevant codebook developed before the initial cbdeng.
manual codingteam read and reread finalised transcripts through a process of
disassembling (taking the data apart and creating meaningful groupingminto
familiarity with the datgSaldafia202]; Stuckey, 2015)The second round of coding
involved revisiting the data and adding more detail and cddesteam analyseithe

data together through collaboration éwyails, phonealls and faceo-face meetings
where findings and interpretations were critically discussed.

Developing and refining themes

After all the transcripts had been coded, the research team reread all tramsatinms

and grouping similar codes. The grouped codes a&sessed for similarity, connection
and interaction(Braun et al, 2021) Each grouping of codes was assigned a topic
heading and the initidhemes were created from fileadingsThe final step involved
refining the initialfprovisional themes by revisiting the coded data and the full data set
while also referring to complexity featuresuch aslearning; sensenaking;
interdependencies; sadfganigtion; adaptation and emergenBefining themes also
involved consultations amongst the team, input from the study supervisors and
comparing themes with the data set to ensure the fit of the developed thberass

were reviewed and finalised through this iterative process.

3.6.2 Quantitative data analysis

Quantitative data for the study were from two main sowties ORICICS tool and the
NoMAD instrument The data analysis process had three sequential steps: data

preparation, data capture and statistical analysis.

Data preparation

During data collection, demographic sheets and survey tools were checked and corrected
for incorrect and missing information as much as possible. The final analysis was
conducted on correctly and completely filled tools and instruments. The limit fongissi
data was set at 20% i.e., if a survey had more than 20% of statements or questions left
blank, then that survey was not included in the final analysis. For the-@S ool

(Appendces 6 and 1)3 20% translated to six statements or more. For tbRIAD
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(Appendix 7) instrument, 20% translated to eight statements or n®ueeyswith
statementteft blankabove the 20% set powere taken to indicate withdrawal of initial
consent to participate in the study and henog blank, missing, and incomplete

instruments were not included in the final data analysi

Data capture

The Research Electronic Data CaptyREDCap) a browserbased, metadatdriven
electronic data capturingeDC) softwarewas used to capture data. A second check was
conducted on all entries to correct mistakes and address any queries. Data were cleaned

before exporting to the statistical analysis software.
Statistical analysis

All statistical analyses of the quantitative datarevconducted using Software for
Statistics and Data Science (STATA) versi@/OlDescriptive statistics were used to
assess and describe taracteristics of the study participants in all phases of the.study

These descriptive statistics were:

a) Frequency distribution, the number of times a response appeared with certain
values.

b) Percentage distribution, frequency distribution expressed as a percentage of all
responses.

c) Mode (for ordinal data), the highest number of respoobtsned.

d) Mean (for discrete data assumed to be normally distributed), the average of
responsesbtained.

e) Standard deviation, the degree of variation from the mean in the responses

obtained.

Study participant demographics were reported and stratified by sex. Bivariate analysis

was performed using Fisherodos e@Gbct test,
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3.7 Reliability and validity
3.7.1 Quantitative data

This study addresskthe reliability and validityfor quantitative datdy using existing
standardied international tool<JRIC-ICS tool andNOMAD instrumen}that have been
previously validatedThe ORICGICS tool and th&loMAD instrumenthave been widely

used in studies and process evaluations, all of which have been systematically reviewed
(Ehrhart, Aarons and Farahnak, 2014; Mceebwl, 2014; Sheat al, 2014; Mayet

al., 2018) Reliability focuses orthe consistency of results and how measurements are
repeatablgethat is, how a survey can produce results that are consistent and reproducible
(Golafshani, 2003; Drost, 2011; Mellinger and Hanson, 2028ldity is concerned

with whether the research or tool used measures what it is me@fitrtberlin and
Winterstein, 2008; Drost, 2011¢ontent and construct validity of both tB&IC-ICS

tool (Appendces 6 and 13and the NoMAD instrument(Appendix 7) have been
demonstrated in other research projects in other settings (Ehrhart, Aarons and Farahnak,
2014; MdEvoy et al, 2014; Mayet al, 2018).

Pilot testing of all data collection instruments was the major way in which the study
addressed the reliability and validity of the quantitative data collection tobks.
objective of the pilot study was to test and refine all the tools used in the study before
use on a larger sample. These data collection tools were the Informed Consent forms
(ICFs), the participant demographics shabt modifiedOrganistional Readiness for
Implementing Change (ORIC) and Implementation Climate Scale (ICS) tool
(Appendces 6 and 1)3and the Normalization proce8dMAD ) instrumen{Appendix

7). A total of 25 individuals participated in the pilot stu@®oth the English and Shona
versions of the ICFs were piloted for lengdharity, and to identify any errorsChe
modified ORIGICS tool(Appendces 6 and )3and NoMAD instrumentgAppendix7)

were pilottested for ease of use, to identify difficult or unclear questions or statements,
to determine if the flow of statements was suitable, and to identify any missing
information or instructions. The ICFs remained largely unchangedobo snissing
information and minor grammatical and typographic errors were identifiéd
substantial number of changes were made to the @&®8300l(Appendces 6 and 13

and the MMAD instrument(Appendix7) based on the results of the pilot study. Details

of thesechanges and the results of the pilot study are provided in Appendix 9.
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3.7.2 Qualitative data

Rigourin qualitative studies relates to the measure or the means of achieving quality in
the qualitative study regardless of the methods used to obtaiaratysedata. To
achieve credibility, this study used data from two sources {senttured interviews

and document reviews) anidh, thick descriptiogcontairing representative quotes on
themes from the participants to convey the findirgdetailed description of this study's
design and process of data collection, analysis, and interpretationtliagd in this
chapter, also contributed to credibility.

To achieve onfirmability the studyhad clear documentation of the methods for data
collection and analysis, includiradl the major decisionsiaderegarding data analysis.

This involved providing a detailed description of the reasons for assigning codes and
categories within the data analysis stage and reasons for any interpretations made on the
data collected. A detailed description of the study design, inclulkdésssumptions and
limitations, sought to achieve dependability and transferability. Réssareflexivity

was an important part of this research as the researcher made decisions about data

collection, analysis, implications, and conclusi@Baxter and Jack, 2008)
Researcher positionality

The researcher is not employed by either the Mol€EBGH but has some experience
working at PGH as a consultant within the Pharmacy department and providing lectures
to Nurses at the School of Nursing. The researcher was part of the PCI Integration
Taskforce as Chairperson of the Essential Medicine&gnghment Technical Working
Group and had previously worked with the Island Hospice and Health Care as a
volunteer. The researcher was in a privileged position to be familiar with most of the
actors within the study site and one of the implementing partigand Hospice and
Health Care. In addition, one of the study supervisors is akweivn, senior, and
experienced health professional within PGH and the University of Zimbabwe. The
researcher acknowledges that these factors may have enabled a tgpessfta the
implementation process and study site which another researcher may not have been

granted.
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The i de a for t he research came from t he

integration process. The researcher was struck by the fact that there was a huge unmet
need for palliative care at PGH, yet no plan seemed to be in place to address the need.
Initially, the researcher proposed implementing the integration of palliativebgare
setting up a palliative care unit at the hospital. This idea was dropped due to feasibility
issues and a potential conflict of interest. External reviewers reasoned that/thga

be a high likelihood of the research being biased to show positive outcomes as the
researcher would be both implementer and evaluator. Guidance and encouragement
from the study supervisors were instrumental in developing this new research proposal

around the same area of study.

Throughout the study, the researcher was aware of his-laydtied identity when
engaging with stakeholders, PGH staff and participants. This identity was that of an
insider/outsider, health professional/researcher, and student/teactgist \Whe
researcher is Zimbabwean and currently lives in Harare, Zimbabwe, the researcher was
registered as a student with theiversity of the Western CaggdWC) in South Africa

but conduatdtheresearchn Zimbabwe. As such, the researcher was considered to be

a foregn student which either hindered access (some did not want to be seen working
with foreign institutions) or facilitatedccesgsome were happy to work with a fellow
Zimbabwean from UWC as they were familiar with the SOPH at UIN&\@ngattended

short courses at SOPHAIso, the researcher was not employed by either the MoHCC

or PGHbut was proposing tanonitor and evaluate a project RGH. Thisinitially

caused some problems with accessing some wards and approaching staff to participate
in the study. In th end, the researcher used the study approvals to win over some senior
staff. In addition, based on consultations, the researcher recruited two PGH staff to assist
with the administration of surveys in Phase | and Il as access to the hospital was difficult
due to COVID19 restrictions andhe reluctance of some staff. This proved to be
successful as access to wards and staff opened up and all required data were collected

successfully.

3.8 Ethical considerations

The approach to ethical considerations in this study was engaging and consulting with
stakeholders to identify potential risks, harms, and discomfort, followed by formal

applications to conduct the study made to the University of the Western Cape, the
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MoHCC, the PCI project secretariat, P@tstitutional review boards and the Medical
Research Council of Zimbabwe (MRCZAfter this, approvals and permissions were
sought angbutin place before any study activityas conducted. This approach was taken

for two primary reasons. First, this study dealt with health policy implementation which
is an inherently political process. The researcher felt that it was impiot#me research

to be conductedvithout politics either interfering or jeopasihg the process. Second,

this study was conceptualized antendedio beconductedht a time of major political
changes (2017 2019) at the national government level, within the Ministry of Health,
and at the research site i.e., PGH. These changes resulted ircamgrehanges in
leaders, leadership style, policy direction and implementation and focus on the
intervention. Even after institutional permission and ethical approvals were obtained and
the study could be conducted, the researcher made it a point tacppetevant people

and department heads in PGH, especially the Matron in charge of a ward, before
conducting any aspect of the study. This was done to gehtand increase participation

by the people involved, thereby facilitating data collectidthilst gproaching the
relevant people significantigxtended the duratidmetween theonceptuasation of the
studyandthe commencement dfta collectionthis doctoraktudy could not have been
conducted withouthis processGetting access to different people was difficult but once
these people were accessed, they were a valuable source of information, particularly

documents for review.

Ethical clearancand approval to conduct thisstudya s f i r st obt ai ned
Biomedical Research Ethics Committee (BMRE®ased on months of initial
engagement, the final strategy was to write and obtain permission from as many
stakeholders as possible before approaching the institutional review boards (IRBs). The
first application sought permission to conduct the study tiee office of the Permanent
Secretary in MOHCC, the highest technical office in the ministry. Permission was sought
from the MOHCC since they are responsible for health policy (formulation,
implementation, evaluation) and this was a study specifically reviewing the
implementation of their health policyAppendix 16). After MoHCC approval,
permissionvassought anabtainedrom HOSPAZ, and Island Hospice and Healthcare,
the technical and implementing partn@nganigtions on the project of integrating

palliative care into the health system.
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The next ethical clearance for the study was obtained for the study site IRB which is
called the Joint Parirenyatwa Hospital/University of Zimbabwe College of Health
Sciences Ethics Committee (JREC) (approval number JREC/164/2020). Final ethical
approval was sought and obtained fridm Medical Research Council of Zimbabwe
(MRCZ) (approval number MRCZ/A/2656)he JREC and MRCZ provided additional
approvals for the amended data collection tools that had been refined based on the pilot

phase of the study.

The processof applying for study approval at PGslworth mentioning in detail since
access to the hospital depsmh this proceséevery researcher must apply in the same
way), but events turned outa way that surprised the researcBefore applying to the

IRBs (either JREC or MRCZ), an application to conduct research at PGH must be filed
by completing a standard application form titlé#épplication for research at
Parirenyatwa Group of HospitalsThere are three levels of permission required. The
first approval required is from the head of the ward or department in which the research
is to be conducted. Second, the Principal Nursing Officer (highest ranking Nurse in the
hospital) ofPGH must approve and add an official stamp. The last approval is granted
by the Clinical Director of PGH who also signs and affixes an official stamp. All three
levels should review a synopsis of the study protocol which is a required section on the
applicaton form. Only when the form has all three approvals/signatoaes an
application to the IRB (JREC) be made, with the PGH form attached ggpeandixto

the application. After JREC approval has been granted then one applies for approval to
MRCZ. The researcher assumed that once approvals from JREC and MRCZ were
obtained, the researcher had to return to the hospital administration to show the approval,
and then access to the wards and other departments would be granted in writing. This
was not the case for this research. Upon visiting PGH administration offices after
obtaining JREC and MRCZ approvals, the researcher was informed that no further
processes or letters were required and that the researcher could go into the hospital wards
and departments. In the hospital, PGH staff did negbgnisethe JREC or MRCZ
approval letters as valid for accessing the wards. The initial application form with the
Principal Matron and Clini calbeddndregeied or 60 s

document as this served as evidence that the researcher had passed through the hospital
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administration. Whilst the stamps showed that an application was made, staff equated
these stamps with approval to conduct a study and access the wards. This meant that one
could potentially begin research at PGH without ethics approval by using ontyzesta

PGH application form. This was surprising given that PGH is a teaching hospital and has
been hosting researchers for many years. This weakness in the research approval process
and the discrepancy between what is supposed to happen and what is lgaippér@n

wards was communicated to the PGH leadership. The recommendation was that PGH
needs a clear process and consolidated document/approval letter that shows that a
researcher has obtained all permissions and ethical clearance required by theftiospital

study activities to be conducted.

Potential participants were verbally given information about the purpose of the study,
confidentiality measures, and their rights as participants after being approached to
participate in the study. Those who agreed ti@pate gave consentusing a simple

but comprehensivinformed consentform in either English or Shona(Appendces4

and 10). This consenform included separate consent for participation in the study and
for audio recording (where applicabl€nly documents approved and stampedhezy

IRB MRCZ were used during the studdarticipants were given adequate time to read
the study informed consent for@ontents of the consent fomrerediscussed to provide
further explanation and address any concéefsresigning. All consent forms were
signed in duplicate andagticipantswere offereda signed copy of the consent form to
keepwhilst the othe signed consent form was retained as part of the study documents
During the consent processarpicipantswere informed that their participationwas
voluntary,andthat all information collected wasto be keptconfidential. Participants

were also informed that there would be no negative consequences if they chose not to
answer any questions and that they could withdraw from the study at any time without
any explanationNo nameswere usedduring data collection, analysisandwrite-up
ascodes wereusedthroughout Data collectedfrom the document reviewsanterviews

and questionnairesvere stored in a passworeprotected computer andor double

locked filing cabinet accessible only to the researcherpforsical copiesAll records

and documentsor the studywill be disposed of in line withthe University ofthe

Western Cape (UWQGnd local Zimbabwe regulations.
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It was noted that the members of the study population were known to each other, and
particular care was taken to ensure that participants, especially those for the IDIs,
remained anonymous. This included conducting data collection away from regular
wards ad conducting telephone interviews when the participant was away from the
hospital. Wards where data was collected weraldetified as far as possible and the
write-up of results was also redacted as much as possible, including removing
professional tigs, to decrease the chances of a participant being identified.

3.9 Assumptions andlimitations

Some assumptions were made during the development and conduct of this study. The
major assumption was that it was possible and appropriate to apply complex systems
thinking to improve health policy implementation, especially in a resdumied

setting sich as Zimbabwe. Another assumption made was that the research questions
posed in Chapter 1 were the most appropriate to investigate and answer. It was also
assumed that the pragmatic research approach and mixed methods, exploratory case
study was the mosippropriate study design for answering the study research questions.
Another assumption was that the conceptual framework developed was the most
appropriate for the study and that the ORGS tool (Appendces 6 and 13and
NoMAD instrument(Appendix7) which have not been widely used in LMICs, were
appropriate for use in Zimbabwe. It was also assumed that participants in this study were
well informed about the study and gave consent that was informed; that participants
fully understood what they were ihg asked in the surveys and interviews and were
honest with the responses they provided. Finally, it was assumedathabliected

from all the phases aradl thesourcesould beintegrated during data analysisprovide

valid and reliable answers to the study research questions

There were some limitations to the studyis studywas conducted in Harare, the
capital city,so resultsnay not be generalible to Bulawayo, the other city Zimbabwe
with central referral hospitals.Also, the studywas conducted ina central hospital
facility, the highest tier of the health system. Results from thisftigre health system
may not apply to other facilities at lower levels. Gensadliity could alsohave been
limited due to the choice of a case study design. Whilst this desigmsdits some
generalgation, it providesdepth and not breadth and is not usually used for

Pagell6of 309



generalgation. Another limitationwas the mixed metho@pproachMixed methods
studiesare usuallyconductediy a team of investigators, with each member providing
their expertise in either the qualitative or quantitative method and contributing to
integrating the twdPalinkas, Mendon and Hamilton, 2019his thesis \&s mostly
conducted bythe researcheteading two separate teamshig hal the potential to
introduce biasand inaccuraciesin the design, data collection, analysis, and
interpretation and affect the full integration of data from the various sources

This study was conducted during the COVID pandemic which exerted significant

and farreaching effects on the health system in Zimbabwe. The country underwent a
nationwide lockdown in March 2020, which was gradually lifted in stages from the end
of 2020to full suspension in 2023. The COI® restrictions (lockdowns, wearing of
masks, physical distancing) prevented thorough ward and staff observations which were
an important part of the study methodology, thus important insights, which could have
improveal the study findings, were lost. There was also the impact of the pandemic on
healthcare, with an increased number of patients seeking and being admitted to health
facilities such as PGH, which put a strain on resources and available staff. This may
have #fected staff morale and caused staff attrition, especially experienced staff, both
of which may have negatively impacted the integration of palliative care, hence

distorting the study results.

3.10 Simmary of Chapter Three

This study was conducted during the COVIB pandemic which affected the country

and the operations of the study settiRgrfrenyatwa Group of Hospitalghe largest

Central teaching hospital based in the capital city of Harare in Zimbabwe). The study
used a pragmatic research paradigm resulting in a nmdegdods, exploratory, muti

phase prospective study design. The study population was clinical staff at PGH at the
time of data collectiorData was collected over two yeanghree phases beginning tvit

a pilot phase (October to December 2020), a baseline assessment (October to December

2021) and a process evaluation (October to December 2022).

The baseline assessmesed a pilotested combined ORKS tool and IDIs using a

semistructured interview guide based on tbel. The sample size calculated for the
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baseline assessment was 336, ariit8@ls were distributed to account for losses. The
process evaluation was conducfgtimonthsafterthe Phasel baseline assessmeand

six monthgnto the first year of implementatiasf the interventionThe evaluation used

a pilottested MMAD instrumentand semsstructurediDIs using & interview guide
based on th instrumentThe calculated sample size for the process evaluation was 278,

and 3® instruments were distributed.

Data analysis for the study used a variety of techniques to provide exploratory findings
in-depth (qualitative) and breadth (quantitative) to answer the research questions posed.
The primary source of qualitative data was raw textual data from thessemiured

IDIs Deductive thematic analysispecifically, a latent approach (reading into the
subtext and assumptions underlying the data$ the method usedaoalysejualitative

data in this studyQuantitative data for the study was from two main sesHthe ORIG

ICS tool and th&loMAD instrumentThe final analysis was conducted on correctly and
completely filled tools and instrumentll statistical analyses of the quantitative data
were conducted using Software for Statistics and Data Science (STATA) version 16.
This study addressed the reliability and validityhequantitative data by using existing
standardied international tools (ORHKICS tool andNoMAD instrument)Appendix7)

that have been previously validataad pilot testing of all datcollection instruments.

The approach to ethical considerations in this study followed complex systems thinking
and standard ethical considerations of thversity of the Western Cage&/wWC) and
institutional review boards (IRBs) in Zimbabwe. This entailed embracing the complexity
of ethical issues, managing uncertainty, and reducing ambiguity as much as possible.
Ethical clearanceand approval to conduct this study were obtained rome UWCOG s
Biomedical Research Ethics Committee (BMRE®GE MoHCC, HOSPAZ, and Island
Hospice andHealthcare.The next ethical clearance was obtained from the PGH IRB
(JREC) and théMedical Research Council of ZimbabweIRCZ) (approval number
MRCZ/A/2656)

The next chapter presents the results of the Phase | baseline assessment conducted to
understand PGHG6s readiness to integrate p.
based on the methodology, context, ethical considerations, and assumptionsalescribe

above.
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CHAPTER FOUR:

RESULTS OF PHASE |: BASELINE ASSESSMENT

This chaptepresents the results of Phase | of this doctoral study which was a baseline
assessmerthat sought to answer research questions related to context (study domain
one) and PGH personnel (study domain two) which were discussed in Chapter One
Section 1.5.The specific objectives of the baseline assessment were to describe the
context(external and internalh which palliative care was being integrated at R@H
explore contextual factors thabuld affect the delivery of the interventipand to
describe hovwpersonnetould participate and respond to the interventdmtegrating
palliative careThebaseline assessment was condudtethg the COVID19 pandemic

in Zimbabwe and the effect of the COVII® pandemic on data collection is detailed in
Chapter 3 (Methodology) Section 3.5.3.

The baseline assessmersied a combination of document review, quantitative survey
using anOrganisitional Readiness for Implementing Change and Implementation
Climate Scale (ORIGCS) tool, as well as serstructured irdepth interviews (IDIS)
using an interview guide based on the ORIS tool. This chapter presents the results

of this baseline assesentassummarsedin Figure 4.1.

Chapter One: Chapter Two: Chapter Three:
. » Literature . Methodology
Introduction Review

\

Chapter Four: Results -
Baseline assessment

Chapter Six: Chapter Five:
. . 4.1 External context
DIS;:IE]JSSIOH ‘ E?gg(latsss- 4.2 Internal context at PGH
Conclusion evaluation 4.3 PGH staff participation and responsg
4.4 Summary angoz?nclusion of Chapter

Figure 4.1: Overview of Chapter Four
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External and Internal context

The external and internaontext in which palliative care was being integrated was
assessed through document reviews, administration of the-@—A®ool and irdepth
interviews. The external context was taken to be the macro level or larger health system
outside of PGH and the ti@nal socieeconomic and political environmeifithe internal

context was taken to be the meso level or immediate environment within the PGH which
was assessed in three wagiscument review, administering the ORICS tools and
in-depth interviews The documents reviewed were formal and informal published
documents available during the baseline assessment period as hard or soft copies
selectedfrom the categories outlined in the READ approé&balglish, Khalid and
McMahon, 2020)

4.1 External context

4.1.1 Political Instability
At the time of the document review, there was political instability in Zimbabwe that
resulted in a change of government in 2017 and ZBBC, 2022) This instability
caused volatilityin governance structures at the MoH@Toughfrequentchangs of
Senior leadership, Ministers, and Heads of key departments some of whom were key
players in the implementation of the palliative care pol&l.the changes in the
governance structures could have negatively affected the implementation of the
Palliative Care Policy througiheremoval of key drivers of the policy at crucial times.
The unstable and polaed political environment has ended up with limitagsiness
partnerships and investments in P@rirenyatwa Group, 2018)

4.1.2 Socieeconomic Challenges
Socioeconomic indicators showed that Zimbabwe was in economic decline due to
continuous economic recession, political challenges and adverse eleteézl crises
(United Nations, 2021)n 2019, the Zimbabwean economy contracted by 8.1%, reserve
money supply went up 217% causing inflation to reach triple di@ltsld Bank, 2021)
Extreme poverty in the population was estimated to have increased from 30% in 2017
to 42% in 2019, with an estimated 70% of all households living in poverty in 2017
(World Bank, 2021)In terms of social protection, only 5% of the total population was

estimated to have at least one form of social prote¢tibmted Nations, 2021)The

Pagel20of 309



economic challenges were due in part to a prolonged drought and Cyclone Idai in 2019
which significantly reduced economic output, particularly from agriculture, followed by
the global COVID19 pandemic that began in 20@@orld Bank, 2021) The economic
challenges harmed service delivery: prices of goods and services rose drastically;
increased prices eroded the allocated budgets for delivery and consumer buying power;
employee output dropped and the government could not maintain suppli#sgl to
shortages throughout all sectors of the economy; there was increased demand for
government goods and services as poverty levels increased and value of salaries was
eroded compounding shortag@&/orld Bank, 2021) With significantly higher fees
charged at private hospitals and facilities, patients seeking healthcare with eroded
salaries opted for public hospitals. This left PGH as one of the preferred affordable
hospitat leading to increased demand which could overwhelm capacity and decrease
service deliveryParirenyatwa Group, 2018Jhe same challenges affecting the national
health system affected PGH resulting shortage ofmedical supplies, staff and

equipment culminating ipoor service delivery

4.1.3 State of the national health system in Zimbabwe
Results of the document review related to the health system in Zimbabwe are presented
based on some of the WHO health system building blocksrafce delivery; health
workforce; information; medical products, vaccines and technolofjrescing; and
leadership/governand®/HO, 2007) The health system in Zimbabwe was negatively
affected by economic instability that has been in the country since 2008, political
instability since 2017 and the COWI® pandemigWorld Bank, 2021; MoHCC,
2022b)

Information and service delivery

Figures show that Zimbabwe had a high dual disease burden of communicable-and non
communicable diseases (NCDs) which was likely to put pressure on the already
weakened health syst§iMoHCC, 2016, 2022bXCommunicable diseases (HIV and TB;
Diarrhoea; Neonatal disorders) and NCDs, led by cardiovascular disease and cancers,
were the top causes of disease burden. The leading cause of death in Zimbabwe was
HIV/AIDS and TB followed by diarrhoea and other irtieas. The prevalence of HIV

was estimated to be 11.8% in adults ageddyears (14% for females, 8.6% for males)
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in 2021 which was lower than that reported in 2016 at (8#HCC, 2016, 2022b)
Although the estimated TB incidence decreased from 242/100 000 population in 2015
to 199/100 000 population in 2019, Zimbabwe remained as one of eight countries in
Africa heavily burdened by TB, TB/HIV and MDRB (MoHCC, 2022b) Figures
indicated a persistently high infant and maternal mortality rate: Maternal Mortality Rate
(MMR) showed a decrease from 614 maternal deaths per 100 000 live births in 2014 to
462 per 100 000 in 2018 which was still higloHCC, 2022b) Infant Mortality Rate

also decreased slightly from 50 per 1000 in 2015 to 47 per 1000 ir{@0i&d Nations,

2021) In 2012, NCDs accounted for 31% of deaths which increased slightly to 33% in
2016(MoHCC, 2016, 2022bBy 2021, an estimated 50% of the top ten causes of death

in Zimbabwe were due to NCDs, with an increasing number of deaths from cancers
(MoHCC, 2022b) The increasing number of deaths from cancer means an increase in
the number of cancer cases being diagnosed and treated. This is likely to add to the
current pressures being exerted on the health system. Given the structure of the health
system in Zimbale where cancer diagnoses and treatment are done at Central referral
hospitals such as PGH, the increase in cancer cases means an increased demand for

services at PGH, which currently does not have sufficient resources.

Document review €imated that approximately 2000 people needed palliative care

in 2014, andhere was #arget to reach 40% of these by 2020 using the structures in the
health systeniMoHCC, 2016, p. 38)This target was not achieved, and the COM®D
pandemic added to the number of people needing palliative care in 2igh
numbers and demand for palliative care had the potential to overwhelm the already
heavily burdened health system and negatively affect integration since the health system
would not be able to cope with the numbers or satisfy the demand for sefviee

health statistics from the document review indicated that there was a current, unmet need

for palliative care services which whisely to increase in the future.

Financing and infrastructure

The governmenis the single largest funder of the health system contributing 44% to
total health spending in 2018 with most funding going towards sal@viesiCC,
2022b) Outof-pocket expenditures, donors arBlovernment partners fund the

remainder of thdudget including fundingfor medicines, medical supplies and other
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commodities which wreestimated to be USD 412 million in 2019is estimated that
98% of medicinesn Zimbabwe wergrocured by partnerghus sustaining most health
programmes in the countyloHCC, 2016) The amount given by partners to fund
medicines and supplies has been declining over the yearshete prevailing
circumstances, implementation of the policy would be difficult as it would require extra

resources which were not available or could not be easily availed.

There were 1848 health facilities in Zimbabwe in 2021, a figure which had remained the
same since 2018MoHCC, 2022b) This indicated that no new facilities had been built

despite an increase in the number of patients needing healthcare. Without new facilities
being built and the number of patients increasing, there was no relief for the increase in

demand for health séaces for PGH.

Health workforce

There has been a shortage of health workers in the system which has persisted since
2012 (United Nations, 2021; MoHCC, 2022byhe documented vacancy rates were
estimated to be 89% for midwives and 64% for government medical offidetsCC,

2016) 46% for medical specialists and 48% for pharmacists in the public sector
(MoHCC, 2022b) The total number of health workers in the country in December 2018
was 80 457 with an SDG composite index of 2.34/1000 population for medical
practitioners, nurses, and midwives against the recommended SDG index of 4.45/1000
population. There waaloss of staff due to emigration and movement into the private
sector as there were inadequate financial resourcestfreneasury (Parirenyatwa,
2018). There was also recurrent industrial action by junior doctors and nurses due to
concerns over the work engimment, mainly low remuneration packages, shortages of
medicines and other consumables, axgensive accommodation for staff. This
industrial action caused disruptions to work and resulted in patients receiving limited or
no health services. As a result of the shortage of staff, there were not enough staff to
keep up with the workload at mostdtid facilities(MoHCC, 2022b) Despite all these

HR challengesnothingmeaningful wasione to build capacity through recruitment of
additional stafor significantly improve conditions of sereicThese challenges had the

potential to hinder the implementation of the palliative care policy.
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Medical commodities and equipment

In addition to shortages of staff, there was low availability of health commodities and
equipment in Zimbabwe, with limited access when available due to high prices,
especially for chronic conditions and interventions such as radioth@iapjCC, 2016,
2022b) The equipment available was not being replaced or upgraded, leading to
outdated, unavailable, or dysfunctional medical equipment. The low availability of
commodities resulted in the unavailability of medicines and medical sugpieted
Nations, 2021)Forex shortages affectdiae procurement of medicines and equipment
from outside the countryParirenyatwa Group, 2018 he shortage of medicines,

especially oral morphine for palliative care, negatively affected treatment outcomes.

4.2 Internal context at Parirenyatwa Group of Hospitals (PGH)

The inner context at PGH was assessed using document revierganisational
Readiness for Implementing Change and Implementation Climate Scale-(OR)C

tool as well as senstructured irdepth interviews (IDIs).

4.2.1 PGH functions and operations

In the last few yeargeading to the studyPGH had high staff turnover and several
leadership changes which J@a caused uncertainty ané lack of continuity

(Parirenyatwa Group, 2018GH internal memos, unpublished

The tough economic environment in Zimbabwe had multiple adverse effects on private
hospitals such as patients opting for cheaper services at PGH leading to more demand
which overwhelmed delivery capacity; inability to maintain the hospital equipment or
retain staff due to inadequate finances; and patients failing to settle hospital bills
affecting operational cos(®arirenyatwa Group, 2018)he rising number of patients
seeking services at PGH increased the workload for staffwene demotivated and
overwhelmed by the work due to shortages of staff, medicines, and other consumables.
The hospitalwas not able to retaincrucial medical staff (doctors nurses, and
pharmacistsdue to poor salaries and working conditions: medical staff, especially
doctorshad been on industrial action every year at the hospital 20té(Parirenyatwa
Group, 2018; Hofisi and Chingoiro, 202 Btaff shortageserealso compounded by an

inflexible centralsed recruitment policy thatidinot respond to the needs on the ground.
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All these factors couldavenegatively affe@dtheimplementation of the palliative care

policy.

Political uncertainty and numerous changes in government and MoHCC introduced
instability and uncertainty to the hospital, and thee¥e inconsistencies in national
policies which negatively affeetl the hospital(Parirenyatwa Group, 2018political
instability also caused delays in obtaining orders from international suppliers resulting
in shortages and the inability to replace or maintain essential hospital equipment.
Restrictions caused by legislation, especially the Public Procurehegntvhich has
failed to keep up with rapid technological advances, lack of funds and delays in
obtaining orders from international suppliatsresulted in machines and equipment in
the hospital becoming outdated and obsglE&irenyatwa Group, 2018nconsistent

water and power supplies also negatively affected hospital operations.

The COVID-19 pandemic negatively affected operations at PGH by intensifying the
demand for services and increasing the need for resources without a corresponding
increase in the supply of medicines, equipment, or staff. The action taken by PGH to
responda the COVID19 pandemic is described in Chapter 3 Section 3.3.2.

Palliative care integration at PGH

As part of the preparatory plans for integrating palliative care at PGH, a series of
meetings were held by the Implementing task force and the PGH leadership. The purpose
of the meetings was to familiarise PGH management with the PCI project, get
managemenbuy-in to the project, and establish a timeline of events for integration at
the hospital. Document review data show that the first PCI meeting between the
implementing team and PGH leadership was in 2019 (PCI Phase Two progress reports,
unpublished). Tdouild some capacity for integration, five PCI champions from PGH
were trained between 10 and 14 February 2020 as part of the implementation of Phase
Two of the PCI project (PCI Phase Two progress reports, unpublished). The first PGH
PCI strategy meetingsgpart of Phase Three of the PCI project was conducted on 21
September 2021, with the formation of a PCI committee for PGH (PCI Phase Three
progress reports, unpublishe@he document review showed thaetPCl committee
produced a proposal titlgiPalliaive Care Integration (PCI) Strategic Framework for

Parirenyatwa Group of Hpitalsd which proposed a strategy to focus on palliative care
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integration at the hospital in two phases pilot and scalep (Parirenyatwa PCI
committee, 2021)The framework proposethe creaton of a PCI team that would

consist of four PC nurses, two PC doctors, two PC social workers and one PC pharmacist
to coordinatePCl & PGH (Parirenyatwa PCI committee, 2021According to the
framework, the resources required were designated spatte at least two rooms,
dedicated personnel to form the PCI team, and palliative care registers. Data sources for
monitoring and evaluating progress would be client satisfaction surveys (done twice a
year), palliative careegisters inclusion of PC indicators within theGM reporting
systemsandreferrals(Parirenyatwa PCl committee, 2028} the time of the baseline
assessment, this proposal had not been approved by PGH senior management and hence

could not be implemented.

4.2.2Study population and sample size for DRIACS tool and interviews

The study populatiorfor the administration of the ORHCS tools and IDIswas
comprised ofll staff at PGH at the time of data collectiomgluding thosedirectly and
indirectly involved withproviding palliative careThe final sample size for the staff
population at PGHequired for the ORIGCS toolwas calculated to b&36. A total of

373 tools were distributed (to provide for losses) to all relevant wards and departments
by randomly approaching staff at PGH to participate by signing the consent form and
completing the toolThe sample size calculations are described in greater detail in
Chapter 3 Section 32.

From the 33 tools distributed20 were left blank, and4lwere missed or went missing
during data collection. Three hundred and thirityetools were completed and returned
giving a response rate 009%. From the 339 completed and returned, three were
incorrectly and incompletely filled whilst 338ere correctlyand completely filled out

and used for the final data analysis as shown in Table 4.1. As per the initial statistical
analysis plan, the three incorrectly completed and incomplete tools hadhaor20%

of statements unanswered and were excluded from the final data analysis.
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Table 41: Distribution of ORIC -ICS tools

NUMBER

Distributed 373
blank 20
missing 14

Total missing/blank 34

completed 339
incomplete 3

Final no. used 336

4.2.3 Soci@lemographics of the study population

General sociedemographics

Data from 339 participants were useddoalysis of the socidemographics of the study
population. The data showed thiagte were rare females (J.5%) than males @5%)
giving a maleto-female ratio of1:2.4 for participants in this phase of the study.
Concerning age, most of the study participants were in the age gré@ipy&ars (25.4
%.) followed by the 35 years age group (23.9%ust under half (479) of the
participants hd attained possecondary diploma educatiowjth 35.26 and 3.5%
having completed undergraduate and mastgevels respectively. Most of the
participants $5.26) wereNurses followed by Doctors who made dg@.8% of the study
participantsThese figures are in line with the PGH stadmplement (as of May 2021)
which had 60% of staff as Nurses and 11% of staff as Doctors. Just over a quarter
(26.6%) of the participants fthbeen in their respective profession for a penb@-10
years and 26.0% Hdabeen in their respective profession feb 3ears Parirenyatwa

Group ofHospitals had most of the participants (87.6%) enrolled in the .SWmist of
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the participants interviewed in the study (90.6%) were employealfolh-time basis

whereas only 7.4% were employedacontract basias shown in Table 4.2

Table 42: Participant demographics by sex

Variable Total (%) Female(%) | Male (%) | Male: Female| p-value
N =339 ratio (Computed
n=23 | n=100 1:2.4 using Fisher's
exact test)
Age (years)
<25 30(8.9) 22(6.5) 8(2.4) 1:2.8
25-30 86 (25.4) 64 (18.9) 22(6.5) 1:2.9
3135 81(23.9) 51(15.0) 30(8.9) 1:1.7 0.79
36-40 62 (18.3) 46 (13.6) 16 (4.7) 1:2.9
41-45 52(15.3) 36(10.6) 16 (4.7) 1:2.3
46-50 19(5.6) 13(3.8) 6(1.8) 1:2.2
51-55 6(1.8) 5(1.5) 1(0.3) 15
56-60 3(0.9) 2(0.9 1(0.3 1:2
Highest education status
Secondary 26(7.7) 20(5.9) 6 (1.8) 1:3.3
Certificate 18(5.3) 15(4.4) 3(0.9) 15
Diploma 162(47.8) 124(36.6) | 38(11.2) 1:3.3 0.02
Undergraduate 121(35.7) 72(21.2) | 49(14.5) 1:15
Master's degree 12(3.5) 8(2.4) 4(1.2) 1:2
Job type
Administrative 4(1.2) 2(0.6) 2(0.6) 1:1
Cleaner 5(1.5) 3(0.9) 2(0.6) 1:1.5
Counsellor 3(0.9) 3(0.9) 0(0.0) -
Doctor 50(14.8) 19(5.6) 31(9.1) 1:0.6
Food services/Nutr_itipnist 10(3.0) 9(2.7) 1(0.3) 1:9 <0.001
Laboratory technician 13(3.80 10(3.0) 3(0.9) 1:3.3
Nurse 187 (552) | 143(422) | 44(13.0 1:3.3
Nurse aié 21 (5.9) 18 (5.0) 3(0.9) 1:6
Radiographer/physicist 6 (1.8) 4(1.2) 2(0.6) 1:2
Pharmacist 1(0.3) 0(0.0) 1(0.3) -
Physio/occupational therapi{ 14(4.1) 11(3.2) 3(0.9) 1:3.7
Social worker 10(3.0) 8(2.4) 2(0.6) 14
Other 15(4.4) 9(2.7 6(1.8) 1:1.5
Work experience-current
job (years)
<1year 42(12.4) 32(9.4) 10(3.0) 1:3.2
1-2 years 38(11.2) 26(7.7) 12(3.5) 1:2.2
35 years 88(26.0) | 62(18.3) | 26(7.7) 1:2.4 0.89
6-10 years 90(26.5) 61(18.0) 29(8.6) 1:2.1
11-15 years 51(15.0) 35(10.3) 16 (4.7) 1:2.2
> 15 years 30(8.9) 23(6.8) 7(2.1) 1:3.2
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Station organisation

Parirenyatwa GrouPGH) 297(87.6) 211(62.2) | 86(25.4) 1:25
Island Hospice 5(1.5) 4(1.2) 1(0.3) 1:4 0.2
Ministry of Health(MoHCC) 33(9.7) 23(6.8) 10(3.0) 1:2.3 '
Other 4(1.2 1(0.3) 3(0.9) 1:0.3

Work experience
organisation (years)

<1year 58(17.1) 43(12.7) 15(4.4) 1:2.9
1-2 years 43(12.7) 31(9.1) 12(3.5) 1:2.6 0.94
3-5 years 84 (24.8) 58(17.1) 26 (7.7) 1:2.2 '
6-10years 81(23.9) 57(16.8) 24(7.1) 1:24
11-15 years 43(12.7) 28(8.3) 15(4.4) 1:1.9
> 15 years 30(8.8) 22(6.5) 8(2.4) 1:2.8
Employment type
Full-time 307(90.6) | 215(63.4) | 92(27.1) 1:2.3
Parttime 2(0.6) 1(0.3) 1(0.3) 1:1 051
Contract 25(7.4) 20(5.9) 5(1.5) 1:4 :
Other 5(1.5) 3(0.9 2(0.6) 1:1.5

Sociedemographics stratified by sex:

Femaleparticipantswvere the majority in all the age categories recruitéaltime study

with an average matm-female ratio of 1:2.4 for all ages except the age range-6651

years where there were five times more females than malésrms of educational
gualifications, more females (36.6%) compared to males (11.2%) had dipdoriras

a maleto-female ratio of 1:3Similarly, among participants with undergraduate degrees,
females (21.2%) were the majority compared to males (14.5%). Of the 3.5% pawicipant
recruited in the study with masterds degr
For both wundergraduat e -tafemdle naim svasel.2 &wich degr e
was less than that for the diploméasterms of professional categotiere were more

female nurses (42.2%lhan male nurses (13%) with a m#adefemale ratio of 1:3.2

There were more ale doctors (9.1%) thafemale doctorg5.6%) amongthe study
participantsgiving a maleto-female ratio of 1:0.6This is the only variable in which

there were more males than femal€nly two variablegroups (qualifications and
professional category) halifferences according to sex that wetatistically significant

with values ofp = 0.019 and < 0.001 respectively. All the other independent variables

had pvalues greater than 0.@5Hd were not statistically significant (Table 4.2)
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4.2.40rganistional readiness for integrating palliative care at PGH

Within this studyorganistional readiness for implementing change was defined as the
extent to whiclorganistional members are psychologically and behaviourally prepared
to implementorganistional change(s). This readiness for implementing change was

assessed:

1. Quantitatively using a piloted and revisemfganistional readiness for
implementing change (ORIC) and implementation climate scale (ICS) tool
(Appendix 13).

2. Qualitatively through semstructured irdepth interviews using an interview
guide based on the ORIICS tool.

3. Qualitatively through review of relevant documents.

The ORIC section of the ORHLS tool SectionOne) was used to assesganigtional
readiness for implementing change. This section used 11 statements which were rated
on a fivepoint Likert scale to assesgganistional readiness for implementing change.
Participants were expected to respond by answering as follows: Disagree, Somewhat
Disagree, Neither Agree nor Disagree, Somewhat Agrai\gree.

The results of the ORIC section are divided into three broad categories, with the relevant
statements grouped into each category. These broad categories are psychological and
behavioural responses to implementing the change (containing five ORIC stajements
PGH staff seHlconfidence (containing four ORIC statements); aRGH staff
perspectives on hospital leadership and administrafmontaining two ORIC

statements). Details for each category are presented below.

4.2.4.1 Psychological and behavioural responses to implementing the change
This category had PGH staff responses to Oft#fements related to their psychology
and behaviour. Five ORIC statements were classified under this category and results for

each statement are presented below.

i) Committed to implementing the change
Of the staff surveyed, the majority agree:}«
be committed to i mplementing this changebo
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staff who somewhat agreed with the statement. Responses for this statement were
skewed towards the positive (77.3% of responses agreeing and somewhat agreeing with
the statement), with 13.4% of staff being neutral i.e., responding neither agree nor

disagre as shown in Tabk.3.

Staff interviewed supported the view that PGH staff were committed to implementing
the change and that they believed that change was a process that took time. Responses
for commitment were not always explicit and participants revealed that it was difficult

to quantify commitment or say that commitment was total. The use of numbers allowed
participants to provide some approximation of what they believed to be the level of
commitment. The staff also acknowledged that change is a process and that providing

information on the proposed change would increase the level of commitment.

~

Al 6d (gtafficemmitment to implementing the change on a scale from one to
10)a s e InEel4, nale

AON commitmenit is difficult to say the commitment will be 99% or whatever. But
as I've said before, change is a procedtall that information is availed, | think

people will becommitted to do dt . I nt 9, female
i) Do whatever it takes to implement the change

About 36.4% of staff somewhat agreed with
it takes to i mplement this changeo, whil st
this statement were skewed towards the positive (62.4%) with 21.5% of responges bein
neutral (Tablet.3).

Similar sentiments were shared by some of the interview participants who revealed that
PGH staff would do whatever it took as long as it was in the best interests of patients.
This willingness to do more than the usual/expected seemed to apply to atlger thi
rather than just implementing palliative care but anything that staff believed would be
beneficial to patients. This willingness, or at times the lack of it, was captured by the

phrase&igo/going the extra mite

fil think yesl think the(PGH)staff are willing to go the extra mile for patieat$nt 12,
female
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iii) Want to implement the change

Most staff (55%) agreed with the statemen
changed. Responses for this statement wer
(77.1%) compared to the negative (8.4%) and neutral responses (14.5%). Staff were
quiteclear in their response to this statement as shown by the large number of positive
responsesdepictedn Table4.3

Almost all staff interviewed indicated that PGH staff wanted to implement the change.
Certain categories of staff, such as Nurses, were identified as being more ready for
implementing palliative care due to their training. Interviewees seemed to convey tha
PGH staff have a strong sense of wanting change, but this change went beyond the

proposedhange of integrating palliative care.

A Y gssaff would want to implement this change) Es peci al ly the Nur s
about the Nurses because they will have already had training on palliative care during

their training. So, | Into not see any chal
AYeah, |l think so. People in Ihthemaeospi t al
iv) Determined to implement the change

Less than half of the staff (43. 9%) agr e
determined to i mplement this changeo and
statement were skewed towards the positive (74.8%), with 16.1% being neutral (Table

4.3.

V) Motivated to implement the change

About 28. 5% of staff agreed with the stat
i mpl ement this changeo, closely foll owed
who neither agreed nor agreed with the statement. Although responses to this statement
were skewed towards the positive (56.7%), almost a quarter of staff were unsure and

thus could neither agree nor disagree (Tdlide
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The staffinterviewed had mixed sentiments regarding staff motivation. Some were of
the view that all staff in the hospital were motivated to receive and implement new
changes such as integrating palliative care, especially if the proposed changes were

deemed to bbeneficial.
fiEveryone is very motivatéddo r ecei ve new t hintbh3gfemaland i mpl

A Y e s ,are mbtieated | seeno reason why not to be motivated by such good service

(integrating palliative care)o. I nt 1, ma

Some staff memberseasoned differently largely because of their poor working
conditions Some were already discouraged aadmotivated to do their current routine
work, thusintroducing a new programme was viewed as a burfl@s.attitude had the

potential to hinder the integration of palliative care.

Al dondt (PAHistmffaretnmotevated. . .. Butdl o n 6t feel t he en

motivates us or encouragesousnt 10, female

A N @ one is motivated to even do their currentdelscription. What they need to do
right now t heydr e nindorposate samething morevamdightd at a |
now. Yeah. Itshouldiel dondt t B s olat5rfemalk . 0

Table 4.3 shows a summary of the quantitative data of PGH staff responses to the ORIC

statements related to their psychology and behaviour.

Table 43: PGH staff's psychological and behavioural responses to implementing
the change

ORIC STATEMENT S (five)

PGH stafff PGH stafff PGH stafff PGH  stafff PGH  staff

would be| will do | would want| are will be

committed to| whatever it| to determined | motivated to

implementing | takes to| implement | to implement| implement
LIKERT this change implement | this change | thischange | this change.
SCALE this change
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No. of | No. of | No. of | No. of | No. of
responses (%] responses | responses | responses responses
N = 335 (%) N =335| (%) N=331| (%) N=330 | (%)N =330

Response ratg Response | Response Response Response

rate rate rate rate
99.7%
99.7% 98.5% 98.2% 98.2%
Agree 131 (39.1) 87 (26) 182 (55) | 145(43.9) | 94 (28.5)

Somewhat | 128(38.2) | 122(36.4) | 73(22.1) | 102(30.9) | 93(28.2)
agree

Neither 45 (13.4) 72 (21.5) 48 (14.5) 53(16.1) 83 (25.2)
agree  nof

disagree

Somewhat 19 (5.7) 32 (9.6) 13 (3.9) 19 (5.8) 38 (11.5)
disagree

Disagree 12 (3.6) 21 (6.3) 15 (4.5) 11 (3.3) 22 6.7)

4.2.4.2PGH staff seltconfidence

This category has PGH staff responses to ORIC statements related tmtifigience

in keeping track of progress, handling challenges related to integration, coordinating
tasks, and managing the politics of implementing the charge ORIC statements

were classified under this category and results for each statement are presented below.

In-depth interviews did not solicit participant views for any statements in this category.
i) Confident they can keep track of progress

Mo s t staff surveyed (40. 6 %) somewhat agr
confident that they can keep track of pro
agreed with the statement. Responses for this statement were skewed towards the

positive (707%) with 18.2% of responses being neutral as shown in flable

i) Confident they can handle challenges arising from implementing
change
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Just oV

confi de

closely followed by 35% who somewhat agreed. Responses for this statemealsovere

er a th

nt they

i rd of

can

handl e

staff

surveyed
t he

chall

skewed towards the positive (73.1%) whilst 15.7% were neutral (#ad)le

ii)

The

they ca

as those who somewhat agreed (35.3%). Responses to this statement were skewed

towards the positive (70.9%) with 17.5% of responses being neutral as shown in Table

4.4,

iv)

About a

confide

majority of staff responsesvere negative (44.1%dheywere mixed with 35% positive

smoothly

number of

n coordi

guarter of
nt t hey

staff

nate t

can

staff

manage

(35. 6 %)

asks so

responses and 20.8% neutral responses as shown indTéabétow.

Table 44: PGH staff responses to selfonfidence

who

(26. 5%)
t he

Confident they can coordinate tasks so that implementation goes

t hatsamemp!| e me

Confident they can manage the politics of implementing change

ORIC STATEMENT S (four)

LIKERT
SCALE

PGH staff are
confident that
they can keey
track of progresg
in implementing
this change

PGH staff are
confident they
can handle thg¢
challenges tha
might arise in
implementing

this change

PGH staff arg
confident  they
can  coordinatg
tasks so tha
implementation
goes smoothly

PGH staff are
confident they,
can manage th
politics of
implementing
this change

No. of response
(%) N =334

No. of response
(%) N =331

No. of response
(%) N = 331

No. of response
(%) N =331

Response rate

99.4%

Response rate

98.5%

Response rate

98.5%

Response rate

98.5%
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Agree 101 (30.1) 126 (38.1) 118 (35.6) 52 (15.7)

Somewhat 136 (40.6) 116 (35) 117 (35.3) 64 (19.3)
agree
Neither agreg 61 (18.2) 52 (15.7) 58 (17.5) 69 (20.8)

nor disagree

Somewhat 23 (6.9) 20 (6) 19(5.7) 57 (17.2)
disagree
Disagree 13 (3.9) 17 (5.1) 19 (5.7) 89 (26.9)

4.2.4.3PGH staff perspectives on hospital leadership and administration

This category has PGH staff responses to ORIC statements teldted®GH leadership
and administration. TWORIC statements were classified under this category and results

for each statement are presented below.

Most staff (45/%) sur veyed agr eed PGH dtalff fedl toefideatt at e me
that the hospital can get all staff inter
followed by 281% who somewhat agreeBesponses for this statement were skewed

towards the positive (78%) with 12.8% being neutral as shownTiable 4.5.

Whilst most staff (22%) nei t her agreed nor disagreed
staff are confident the hospital administration will support staff as they adjust to this
changeo, t her e wesponges. dleete werea 2% ol staffommo i n
disagreed17% who somewhat disagreéd®d.6%who agreedand16.726 who somewhat
agreedwith the statemer(fTable 4.5)

Similar sentiments were shared by some of the interview participantagvbed that

the PGH administration could get staff to integrate palliative care into the system,
provided staff could be convinced and necessary resources made available. Some
interviewees reported that the hospital had the capacity to get staff to ietegjiative

care. Capacity was associated witbsize of the hospital (interviewseeferred to PGH

as fla very big hospita) rather tharthe actual resources available. Refereneeere
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made to the experiences of th@@D-19 vaccinatiorprogrammaevhere resources were
mobilised, and staff availed themselves to implement the programme for the benefit of
the patients.

A Y gtBe hospital can get staff to integrate palliative care into the system at PGH).
Because it has the capacity. Parirenyatwa
Int 3, female

AYes, the hospital (fag GQVIDELY).So,lymbpeettyysurestlzeg c i n at
can(get staff to integrate palliative care into the system at PGhBy can convince us
to do anything espeoaiedéityoWwhtdhmdlepasi £at sd

AOkay, if all the necessary resources, resources, manpower etc. If they are all available,
I'm sure, yeah, these guyldospital leadershiptan do a wonderful job of being. .

integrating tnhlemgeal | i ati ve care. o

Table 45: PGH staff responses on hospital leadership and administration

ORIC STATEMENT S (five)

PGH staff feel confident that th PGH staff are confident th
hospital can get all stal hospital administration wil
interested and involved i support staff as they adjust to tk

implementing the change change.
LIKERT SCALE

No. of responses (W = 3% No. of responses (9% = 3%

Response rate 99.7% Response rate 99.7%
Agree 153 (45.7) 66(19.7)
Somewhat agree 94 (28.1) 56 (16.7)
Neither agree no 43 (12.8) 80 (23.9)
disagree
Somewhat disagree 26 (7.8) 57 (17)
Disagree 19 (5.7) 76 (22.7)
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4.2.4.4Summary of results fororganisational readiness

The ORIC sectiorof the ORICICS toolused 11 statements asses®rganistional
readiness for implementing change PGH. Staff responses showed mostly positive
responses to the ORIC statements regarding PGH readiness for implementing change as
staff agreed witlsevenstatements and somewhat agreed with two statements (9 out of
11 statements) as shown in Table 4.6. This indicated that PGHrstatberswere
significantly psychologically and behaviourally prepared to implenwganistional
change(s)

Table 46: Summary of PGH readiness for implementing change

ORIC statemerit the measure ajrganistional

ltem _ . :
no readiness for implementing change Response
1 | PGH staff feel confident that the hospital can get all staff Agree
interested andhvolved in implementing the change
2 | PGH staff would be committed to implementing this chan Agree

3 PGH staff are confident that they can keep track of progre Somewhat agre
in implementing this change

4 | PGH staff will do whatever ilakes to implement this chang Somewhat agre

PGH staff are confident the hospital administration will Neither agree
support staff as they adjust to this change. nor disagree

6 | PGH staff would want to implement this change Agree

7 | PGH staff areconfident they can handle the challenges thg Agree
might arise in implementing this change

8 | PGH staff are determined to implement this change Agree

9 | PGH staff are confident they can coordinate tasks so that Agree
implementation goes smoothly

10 | PGH staff will be motivated to implement this change. Agree

11 | PGH staff are confident they can manage the politics of Disagree

implementing this change

PGH staff surveyed agreed with all five ORIC statements related to their thoughts and
behaviour towards implementing the change. Whilst all ORIC statenoentstaff
thoughts and behaviolwad positive responses, only one statenmi@@H staff would

want to implement this changenad more than half (54.2%) of respondents in
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agreement. The ORIC statement on staff motivafieGH staff will be motivated to
implement this changehad the lowest number of respondents (28%) agreeing with the
statementPGH staff surveyed had mixed responses to the four ORIC statements related
to their confidence regarding various aspects of implementing the change. Two
statements had most staff agreeing; one statement had staff somewhat agreeing and one

statemenhadstaff disagreiag.

Staff disagreed with only one statemé&®GH staff are confident they camanage the

politics of implementing thischange i ndi cating that they did
confident they could manage the politics of integrating palliative céa#. f&d mixed
responsesto the two ORIC statements related to the hospital leadership and
administration. Just under half (45.2%) agreed with the statefifBH staff feel

confident that the hospital can get all staff interested and involved in implementing the
changé .  8ditlerfagreed nor disagreed with one statefilR@H staff ae confident

the hospital administration will support staff as they adjust to thischbangeh o wi ng t h
they were not sure that PGH staff were confident the hospital administration would
support them as they adjusted to the change of integrating palliative care into the health
system (Table 4.6).

Results from the interviews showed that PGH staff were psychologically and
behaviourally prepared to implement tleganistional change of implementing
palliative care into the system. They were committed and wanted to implement the
change. Staff were prepared to implement the change as they viewed the change as
beneficial, especially to patients. The staff interviewedlzsbthe view that the hospital
administration could get staff to implement the change. They had some concerns about
resources being rda available for the change and the current work environment which
they felt did not motivate them to change. Also, staff were concerned that implementing

palliative care would add to their current workload, which was undesirable.

During |1DI s, when staff were asked direc
palliative care, almost all interviewees agreed that the hospitaleadg,and that staff

were ready for the integration. These staff highlighted that some conditions had to be

met and some adjustments would be required for the change to happen successfully.

Some of the requirements were additional training on palliative carteoipital staff
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and ensuring that adding palliative care did not disrupt work or add to the current
workload. It was also highlighted that in the absence of these requirements, there was a
chance that staff would resist the integration of palliative care as staff dwdanoto

take on extra work.

4.2.5 Implementation climate at PGH

The study defined implementation climeates e mpl oyees®6 shared pe
policies, practices, procedures, and behaviours that are rewarded, supported, and
expected to facilitate effectiveevidencebased practice (EBRmplementation The

study also describediielencebased pactices (EBPs) asdecisions about health cateat

are based on the best available, current, valid, and relevant evid€hee.
implementation climate at PGH was assessed using the same way as that for evaluating

organisitionalreadiness, that is:

i.  Quantitatively using Section Two of the ORICS tool (Appendix 13).
ii.  Qualitatively through irdepth interviews using an interview guide based on the
ORIC-ICS tool.
iii.  Qualitatively through document review

Section Two of the ORIICS tool used 18 statements which were rated on gpfuet
Likert scale. Participants were expected to respond by indicating the extent to which
they agreed with each of the statements and the responses provided were as fotlows: N

at all, Slight extent, Moderate extent, Great extent, Very great extent.

Key for scores, scale mean and total mean score (extent of agreement):

0 1 2 3 4
Not at all Slight extent Moderate extent Great extent Very great extent

The results are divided into six scales of three statements each. These scales are Focus
on evidencébased practices (EBPs); educational support for EBPs; recognition for
EBPs; rewards for EBPs; selection for EBPs; and selection for openness. Details for
each scale are presented below.
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4.2.5.1Scale 1: Focus on evidendeased practices (EBPs)

Scale 1 (focus on EBPs) had a scale mean score of 3.02. This showed that most staff

surveyed agreed with the statements on focus on EBPgreatextentMeanscores

for the three statements related to focus on EBPs were consistent before adjustment for

the factor loading. After adjustment, there was a noticeable gap between the statement

with the highest mean score of 3.3 1fe of this ward/ dept. 6s
effectively) and that with the lowest mean score of 2U8ijg EBP is a top priority in
this ward/dep).as shown in Table 4.7. This indicates that whilst both were considered
important, using EBPs effectively was rated much higher than making EBP use a top
priority in the ward/dept.
Table 4.7: Focus on Evidencébased practices (EBPS)
Item | Scale Factor | Item ltem mean| Scale Response
No loading | Mean score adjuste( Mean
score for factor
(SD) loading
Scale 1: Focus on EBP Great
1 One of war d/ 094 3.55 3.34 extent
EBP effectively (0.80)
2 PGH staff in this ward/deptthink | 0.85 3.51 2.98 3.02
implementatiorof EBPsis important (0.79)
3 Using EBP is a top priority in thii 0.79 3.46 2.73
warddept. (0.80)

Sentiments from staff interviewed were that there was some focus onv&iBPsthe

hospital. These staff indicated that focusing on EBPs was important and necessary to

provide quality care to patients and that using EBPs was a priority. This was because

EBPs were considered to be the best standard of practice that was lpbiexidence

or research, thus using EBPs was essential.

filt is a priority because once something is eviddmased, it means some research has

been done and it was found that it is the best way to help people or that it's the best way

to carry out a procedure. Therefore, it should be done. And remember, we are talking of

quality as well. When we are talking ofadjty, we are saying we have to make sure that

whatever procedures we are doing, we have to make use of evinkee

informationo Int 9, female
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Not using EBPs could result in legal action against the professional if this resulted in
adverse health outcomes and poor quality of care. Using EBPs was equated to being
current and keeping up with best practices internationally. Being current was tiinked
professional pride, as being current with EBPs was viewed as being more important than
having all the knowledgéstaff interviewed also highlighted some challenges related to
using EBPs. The most cited reasons were unavailable resources and inadequate o
inconsistent supply of resources that prevented them from using EBPs effectively. The
sentiment seemed to be that there was an expectation that hospital staff use EBPs, but

they were not being given the necessary resources to enable them to do so.

~

Al t hi(apkority).Because firsty f you dondt whpthetrdstiohgs t h
the world is doing and you get a lot of things wrong, you end uppaiibnts actually

sungyod or not providing quality health care
doctors, in my opinion, are thode h a t know whatds current,
everything int 14, male

A Weo not have the appropriate resourdéesnake use dEBPS).. .. If you say this is
the right way of doing things, avail the resources to make sure that things ar@ done

Int 9, female Nurse

4.2.5.2Scale 2: Educational support for EBPs

The mean scale score for scale 2 educational support for EBPs was 1.34. This showed
that most staff surveyed agreed with the statements on educational support for EBPs to

a slight extent.Ones t at e RGHnldaderBhip provides EBP training materials,
journals,et@ had a particularly |l ow score of 0.
shown in Table 4.8. There was a noticeable drop of almost two points between scale one
above and scale two. The low scores for this scale indicated that staff thoughetha

PGH leadership did not provide enough educational support for EBPs, especially EBP

training materials and journals.

Table 48: Educational support for EBPs

Item | Scale Factor | Item Item mean Scale Mear Response
No loading| Mean score adjuste

score for factor

(SD) loading

Scale 2: Educational Support for EBP
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PGH leadership novides| 0.97 1.83 1.78 Slight
conferences,  workshops, (1.26) extent
seminars 1.34

PGH leadership novides EBP 0.75 1.81 1.36

training or inservices (1.30)

PGH leadership novides EBP, 0.54 1.61 0.87

training materials, journals, etc. (1.28)

There were mixed views from staff intervieweadjarding educational support for EBPs
from the hospital leadership. Some staff were unequivocal that the hospital did not
provide training or training materials. Others stated that the hospital did provide support
for EBPs, but this support had some latibns. Support for EBPs seemed only available

to a few people. Parirenyatwa Group of Hospitals is both a referral and teaching hospital,
hence some staff may have been trained in EBPs in the hospital as part of their
undergraduate/basic training. The s®@eint expressed was that to improve the support
for EBPs, the hospital had to enable or allow more people to be trained. The alternative
was that the hospital was to provide more wioalsed training to reach a larger group.

ANo O . IhtN,detale (when asked if the hospital provides any training or training

materials)

AYes, I w oyasl itddoef{suppdrt EBPEBecause thatods the
produced me and my beliefs of evidehce s ed practice. So yes, i
help completely, it's definit elhty4 malet r ampo
(trained at PGH)

~

Al feel |1 ke y €bythdhospitalbuiitrsgems tsbe pccessibie th enty
a few people. .1 think the hospital should give staff the opportunity to go for training or

to have them trained at work where they will be working fram I nt 7, femal e

4.2.5.3 Scale 3: Recognition for EBPs

The mean scale score farale 3 recognition f&EBPswas 2.41. Thishowed that most
staff surveyed agreed with the statementsegngnition forEBPs to anoderate extent
There was a noticeable difference of one point between the statement with the highest

mean score of 3.32C(inicians who use EB#are seen as clinical expértsefore
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adjustment compared the statement with the lowest mean score ofRnddigns who

use EBPs are more likely to be promgtefter adjustmentor factor loading the gap

grew slightly to a difference in means score between the highest and lowest of about

1.27as shown in Tabld.9. Whilst the overall score for the scale gives an agreement

response for moderate extent, the individual results show that staff agreed to a great

extent for two statements, and only to a moderate extent for one statementoohech s

relatively lower.This indicated that for recognition of EBPs, staff surveyed felt strongly

that clinicians who used EBPs were seen as clinical experts and that clinicians who used

EBPs were held in high esteem. Staff did not feel as strongly that clinicians who used

EBPs vere more likely to be promoted.

Table 49: Recognition for EBPs

Item | Scale Factor | Item Mean| Item mean| Scale | Response
No loading | score (SD) | score adjuste( Mean
for factor
loading
Scale 3Recognition for EBB
7 Clinicians who use EB® are| 0.87 3.32(1.01) 2.89
seen as clinical experts
8 Clinicians who use EBsare held] 0.85 | 3.19 (1.12) 2.71 2.41 | Moderate
in high esteem extent
9 Clinicians who use EBP are| 0.70 2.31(1.33) 1.62

more likely to be promoted

The sentiments from staff interviewed were that within the hospital, people who used

EBPs were seen as experts, held in high esteem and were more likely to be promoted.

Theseclinicians would be consulted by other staff members for their knowledge and

ability. They were also viewed as dependable by other staff. Staff interviewed suggested

that people who used EBPs could be identified from the way they spoke and at times

what trey did, such as conducting research to generate the evidence.

AYeah, I

say t hiatll, emateo .
AYeah. Kind of Jjust
you rely on tinhz flemalef

t (people kvhotuse EBPs aeereas experts or recognisedyld

t heyodor e

anythingo.
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A Y €people who use EBPs are seen as expé&specially the people who usually are

most up to date with evidence like consultants and you can hear from the way they talk

t hat they are |l ooking for the i nformatioa
someti mes theyodre the berasspr o hiegibmg t me

r e s e almt t4hndale

APrecisely, precisely they are I|ikely to
demonstrated, okay, they knlopmalewhat theyor

4.2 .5.4Scale 4: Rewards for EBPs

The mean scale score fecale 4 rewardfor EBPswas 0.86 which was the lowest
compared to all the other scales. Tél®wwed that most staff surveyed agreed with the
statements orewards folEBPs to aslight extentAfter adjusting for factor loading, one

st at e hspital policigs provide the ability to accumulate overtime for use of

EBP® had the | owest mean score (0.65) comp
in Table 4.10. The score of 0.65 was also the lowest score recorded for any of the
statements in this section of the survey. The low scores show that the staff surveyed felt
that rewards for EBPs were the weakest part of the implementation climate at PGH, with
hospital policies for accumulating overtime for EBPs being the main driveriof th

weakness.

Table 410: Rewards for EBPs

Iltem | Scale Factor | Item Item mean scor{ Scale Mean| Responseg
No loading | Mean adjusted for
score factor loading
(SD)
Scale 4: Rewards for EBP
10 PGH leadership novides| 0.91 1.25 1.14
financial incentives for us (1.28)
of EBPs
11 The better you are at usint  0.77 1.01 0.78 0.86 Slight
EBPs the rore likely you (1.29) extent
areto get a bonus or a rais
12 Hospital policies provid¢ 0.63 1.03 0.65
the ability to accumulat (1.36)

overtime for use of EBPS
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The sentiments expressed by staff interviewed were that the Hospital detoghise

or reward staff for using EBPs. Some suggested that in addition to not providing
financial incentives, the hospital may not have been aware of the staff that used EBPs
Intervieweegeasonedhat whilst these rewards were not being providedrehards

were important for motivating stafMotivation was said to be necessary to get staff to
perform duties that were required and ensure that staff kept doing the right thing. These
rewards could either be monetary or take any form of recognitiemaRis were
reported to be important aswardsstaff would bing positive changes within the
hospital. Staff however pointed out that rewards could have a potentially negative effect
if rewards were seen as being biased, given to a chosen few or those who were favourites.
Staff needed to be informed and educatedemognition or rewards for EBPs so that
they did not form a negative view of the process.

ANoO, i t(proglide disamcidltincentives for the use of EBRs)ay not even be
aware of thenfpeople who use EBRs)Int 7, female

A Y eteey should bdgiven a bonus or raisedo that they are motivated. Because
remember here we are talking of motivation. If you want us to do the things, then
motivate an individual to keep on doing the right thing. It can either be a salary raise or

just acknointl9cangle ment 0.

Al n mylthink itéthe hospitgl should give therfpeople who use EBPs money or
bonuseshecause they bring transformation to the hospital. But if {bey hospital)
give them they also need to give informat

vi ewed as favouritins7/mfenrmle somet hing il l ega

4.2 .5.5Scale 5: Selection for EBPs

The mean scale score fecale 5 selection fdEBPswas 1.70. Thishowed that most

staff surveyed agreed with the statementsaaction forEBPs to anoderate extent

Scores for the three statements relatesktectionfor EBPs were consistent in that staff
surveyed agreed with the statements toalerateextent, even after the scores were
adjusted for factor loading as shown in TaBlél Whilst this scale had the same
agreement response (moderate extent) as scale 3, the scale mean (1.70), and adjusted

mean scores for individual statements, were noticeably lower than scale 3 (2.41). This
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shows that staff did not feel as strongly about selection of EBPs as they felt about
recognition of EBPs. Staff felt moderately that PGH recruited staff who have previously
used EBPs, who have formal education supporting EBPs, and who value EBPs.

Table 411: Selection for EBPs

Item | Scale Factor | Item Iltem mean scor¢ Scale Mean| Response
No loading | Mean adjusted fon
score factor loading
(SD)
Scale 5: Selection fo
EBP
13 PGH recruis staff who| 1.0 1.76 1.76
have previously use| (1.22)
EBPs 1.70 Moderate
14 | PGH recruitsstaff who| 0.72 2.38 1.71 extent
have formal educatiol (1.16)
supporting EBB
15 | PGH recruitsstaff who| 0.70 2.34 1.64
value EBR (1.14)

The common sentiment from staff interviewed was that recruitment was not part of their
role hence they could not provide much detail on the subject. Recruitment was done
centrally through the hospital administration who were not interviewed. After staff were
recruited they were sent to the wards for induction and to start working. The information
provided by the staff interviewed indicated that they agreed that PGHeelcstaff who

valued EBPs. They explained that EBPs were used to produce standard operating

procedures which in turn helped improve patient outcomes.

AWhen it comes to recr ui ttnsethetcentrai nurdimy n ot
administration and then we are given a cadrexes they do(recruitpeople who value
evidencebased practicgé . SOPs ar e cr atbasedinfommsmatom gofoe vi den
most of the patients whom we have helped, the rate of sepsis or the rate of medicolegal
hazardsoccurring like burns or patients falling from the operating table, or patients

being left with swabs or an object inside are almost hilt 9, female

4.2.5.6Scale 6: Selection for openness

The mean scale scoi@ scale 6 selection for openness was 2.41. Siasved that most

staff surveyed agreed with the statementsadaction for openne$s amoderate extent

Pagel47of 309



There wasionoticeable differencbetween the mean scores for all the statenieitse
adjustmentAfter adjustment for factor loading, tleewas a noticeable gap of one point
between the two statements with the highest mean scores (2.79 and 2.73) and the third
statement with the lowest score of 1L.PIGH r ecrui ts6 staff who
of intervention¥ as shown in Tablé.12 Whilst the overall score for the scale gives an
agreement response for moderate extent, the individual results shetathagreed to

a great extent for two statementdG@H recruits staff who can adjust to any
environmend a RGH rdtruits who are flexibbeand only to a moderate extent for

the one statement which scored relatively lower. This indicated thadgeiection of
opennessstaff surveyed felt strongly thRIGH recruited staff who could adjust to any
environment and who were flexibl8taff did not feel as strongly thRIGH recruited

staff who were open to new types of interventions.

Table 412: Selection for openness

Item | Scale Factor | ltem ltem mean Scale| Response
No loading | Mean score Mean
score adjusted for
(SD) factor
loading
Scale 6: Selection for Openness
16 | PGH recruitsstaff whocan adjust to any 0.98 2.85 2.79
environment (1.03)
17 | PGH recruitstaffwho are flexible. 0.98 2.79 2.73 2.41 | Moderate
(1.08) extent
18 | PGH recruitsstaff who are open to ne] 0.65 2.63 1.71
types of interventions (1.21)

Reports similar to those given for the previous scale (selection for EBPs) regarding
recruitment were provided by staff interviewed. Staff indicated that they were not
familiar with the details of recruitment and so could not comment in detail about
recruitment. Most reported that recruitment was standard and usually done centrally at
the administration offices. The staff who provided some detaitlicated that the
hospital recruited people who were adaptable and open to new types of interventions.
Adaptability and openness were viewed as being desirable and something every

organistion desired.

Pagel48of 309



Al 6 m n o t(with hevrstaff arearecruited) e cause it ds somet hing
human r e ktd3, femates 0 .

AYes, | think sgthe hospital recruits people who are open to new interventiottghnk
that because this is what everyone wants iroeganisation So, | believe they (the

hospital) do thafrecruits people who are open to new interventiorig) 1, male

4.2.5.7Summary of results for implementation climate at PGH

From the ICS section of the ORICS tool, the total mean score for implementation
climate at PGH was.96indicating that staff surveyed agreed with the 18 ICS statements

to amoderate extent.There was variation in responses between the scales with only
one scale (Focus on EBPs) having agreement to a great extent, three scales (Recognition
for EBPs, Selection for EBPs and Selection for Openness) having agreement to a
moderate extent and themmaining two scales (Educational support for EBPs and
Rewards fo EBPs) having agreement to a slight extent (Table 4.13).

Table 413. Summary of mean scores for all ICS scales

Scale Scale Mean Response

Scale 1: Focus on EBP 3.02 Great extent
Scale 2: Educational Support for EBH 1.34 Slight extent
Scale 3: Recognition for EBP 2.41 Moderateextent
Scale 4: Rewards for EBP 0.86 Slight extent
Scale 5: Selection for EBP 1.70 Moderateextent
Scale 6: Selection for Openness 2.41 Moderate extent
Total ICS mean score 1.96 Moderate extent

Regarding focus on EBPs (scale 1), staff surveyed showed that there was focus on EBPs
in the hospital, witlusing EBPs effectivelpeingrated much higher than making EBP

use a top priority in the ward/defthere werelow meanscores foeducational support

for EBPs(scale?) indicatng that staff thought that the PGH leadership did not provide
enough educational support for EBPs, especially EBP training materials and journals.
For recognition of EBPs (scale 3), staff agreed that thereacagnitionfor EBPsand

felt strongly that clinicians who used EBPs were seen as clinical experts and that
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clinicians who used EBPs were held in high esteem. Staff did not feel as strongly that
clinicians who used EBPs were more likely to be promdedvards for EBPs (scale 4)

had the lowestnean scorgcompared to all the other scales. The low scores show that
the staff surveyed felt that rewards for EBPs were the weakest part of the implementation
climate at PGH, with hospital policies for accumulating overtime for EBPs being the
main driver of this wakness.Scores related to selection for EBRsale 5)were
consistentand showed thattaff felt moderately that PGH recruited staff who have
previously used EBPs, who have formal education supporting EBPs, and who value
EBPs For selection of opennetxale 6) staff surveyed felt strongly that PGH recruited
staff who could adjust to any environment and who were flexible. Staff did not feel as

strongly that PGH recruited staff who were open to new types of interventions

The sentiments from IDIs revealed that staff felt there was some focus on EBPs
within the hospitabut had mixed viewsegarding educational support for EBPs from
the hospital leadership. Some s@mplainedhat the hospital did not provide training

or training materialsvhilst athersstatedthat the hospital did provide support for EBPs
Staff interviewed reported thaeople who used EBPs were seen as experts, were held
in high esteem and were more likely to be promotemvever,the hospital didnot
recognise or reward staff for using EBRggarding recruitmenti¢ common sentiment
from staff interviewed was that recruitment was not part of their role hence they could
not provide much detail on the subject. The information they provided indicated that
they agreed that PGH recruited staff who valued E®BRsthatthe hospital recruited
people who were adaptable and open to new types of interventions.

4.3PGH staff participation and response to integrating palliative care

This section reports the resultsiofdepth interviewgIDIs) conducted amongst PGH

staff approached for interviews at the time when the ORI® tools were being
distributed.The IDIs were conducted as partabaseline assessmaritPGH which

was one of many implementation sites for the pray¢abtegrating palliative care into

the system. Integrating palliative care into the health system was the selected strategy
for implementing the national palliative care policy of Zimbabwe by the MoHCC
through mplementing partners. At the time of thaseline assessmeils soughtto

explore PGH staff knowledge and understanding of palliative care; staff knowledge of
the national palliative care policy of Zimbabwe; to explore staff acceptability of
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integration of palliative into the health system; and to identify possible barriers and
facilitators to integration of palliative care and constraints related to the provision of
palliative care services at PGlh-depth interviewswvere conducted using a semi
structured interview guide based on RIC-ICS tool and staffrom different wards
(clinical and norclinical) at PGH were randomlgpproachedbo participateln total,10

IDIs were conductedwith each interview lasting about 4binutes. The majority of
participants who were interviewed were female (7@ 6-10 yearsof working
experience An equal number of Nurses and Doctors werterviewed,and all the
paticipants worked at PGH on a fdlme basis. The demographics for the staff

interviewed are shown in Tablel4: below.

Table 414: Demographics for staff who participated in interviews

Variable Total (%) Female Male
N=10
Age (years)
2530 2 (20) 1 1
31-35 4 (40) 3 1
36-40 3 (30) 2 1
41-45 1 (10) 1 -
Highest education status
Diploma 5 (50) 5 -
Undergraduate 5 (50) 2 3
Job type
Doctor 4 (40) 3 1
Nurse 4 (40) 3 1
Pharmacist 2 (20 1 1
Work experiencecurrent
job (years)
3-5 years 2 (20 2 -
6-10 years 6 (60) 3 3
11-15 years 4 (40) 4 -
Station organisation
Parirenyatwa GrouPGH) 10(100 7 3
Work experience
organisation (years)
3-5 years 2 (20) 2 -
6-10 years 6 (60) 3 3
11-15 years 4 (40) 4 -
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Employment type
Full-time 10 (100 7 3

The issues that were discussed and perspectives shared are presented as themes which
include the following: PGH staff knowledge and understanding of palliative care, PGH
staff knowledge of the national palliative care policy of Zimbabwe and its contents, staff
acceptability and engagement witie integration of palliative care into the system at

PGH, etween system stability and turbuleplogriers to integrating palliative car@nd

adaptation and coping mechanisms

4.3.1 PGH staff knowledge and understanding of palliative care

This theme describes PGH staff knowledge and understanding, or the lack of it, of the
definition, principles, uses and servicegalliative care. In this theme, staff interviewed
expressed their familiarity with palliative care and described how they understood

palliative care.

Staff were able to respond confidently when asked what they knew or understood about
palliative care. Staff generally stated that they were familiar with palliative care from
their medical training and/or experience working in the hospital. Whilst inteees

had some understanding of the basics of palliative care such as relief of suffering,
improving the quality of life of the patient, and it being needed forthifeatening
illness, they gave incomplete descriptions of palliative care, missingprosbme
important aspects. Palliative care was equated to, and synonymous with palliation or
symptom relief. What staff tended to miss was that, as per the national palliative care
policy of Zimbabwe and palliative care standards, palliative care is for lad#nfs
(adults and children) and their families; is used to both prevent and relieve suffering; is
begun at the time of diagnosis; and assesses and treats other problems such as physical,
psychosocial, and spiritual wellbeing in addition to pain. In &udio that, there was

some misunderstanding that was consistently repeated. Staff seemed to think palliative
care could only be given to very sick patients especially patients with cancer, that
palliative care was palliation only, and that palliative caas the same as ewdlife.

A respondent summarised the common misunderstanding of palliative care by stating
that:
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ASo palliative care-offfidm myrege whee et iyweal Oir
ease the passage into the next life for a person. So just making them more comfortable,
easing their pain, giving them plstyig hol ogi

male

When asked the question directly if there was any difference between palliative care and
endof-life care, another respondent said:

Al dondt t hi nk(batweenmpalliatise care athd ebtfiife carelh lotd,

female

When asked about their colleagues, interviewees thought that other staff members
understood what palliative care was and that there were varying levels of comprehension
of palliative care amongst PGH staff. Staff interviewed shared the view that the
miscorception of enebf-life care as palliative care was prevalent. There seemed to be a
strong association and understanding that palliative care was provided only to a person

about to die.

~

A | t h i (other PGH stafflunderstand it (palliative care). But the perception is

palliative care has always beeneafll i f e Int Hrfamale

There were however some staff members that had a better understanding of palliative
care. These were part of the group that had additional training outside the PCI project
(training after their initial qualification) in palliative care and/or extensiveeggpce
dealing with patientsvho needed palliative care. The staff knew that palliative care was
provided at the time of diagnosis for all Hieniting conditions and that palliative care

was to be provided to both patients and their families throughltadisciplinaryteam.

Staff understood that palliative care was not limited te@rde as some patients could

recover and not need palliative care.

AWhat t he gthat whenydudiagonose aiterminal illness or chronic conditions
such as heart failure, you aclhtipfeinale have
(postgraduate training three years ago)

n . : I u n (paliativet care@)sl a timé vahen wie fare able to help a patient
collectively. It will not only just be Nurses, but it includes Doctors, Nutritisaist also
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those that do Xays. So, we all come together and start taking care of the patient, caring
for him until we get to a particular stage with him. Whether he gets healed or not we
wi || be with him i rnt7 femaleposfrddaatedrairing fova p a c i t

years ago)

4.3.2 Staff knowledge of the national palliative care policy of Zimbabwe

This theme describes PGH staff knowledge and understanding of the existence of the
national palliative care policy and details of its contents such as objectives, guiding

principles and models of delivering palliative care.

Most interviewees were not aware of the existence of the national palliative care policy
of Zimbabwe, nor had they heard anything about this policy. This was despite the policy
being adopted more than seven years ago (the policy is dated August 2014 )emitl/c

being implemented through the integration project. This lack of knowledge about the
policy indicated that information about the existence of the policy had not retiehed

staff at the hospital, especially those in direct contact with patients.

AA policy? I 06m not suintll femaddleve never heard
Al dondt t h(palidy orvpalliativeacare) ro peer haps | dondt Kk
Int 1, male

Al dondt know ablotd4malet i f there i s oneo.

The few respondents who responded positively about the policy had not actually seen or
read it. Whilst the staff had not read or seen the policy document, they were quite
confident that the policy existed. This was based on staff deducing that the pisliey e

due to their knowledge about the existence of certain institutions that focused on
palliative care or decisions taken by MoHCC #megovernment. Sensaaking within

their environment led staff to deduce that a policy existed even in the abseeeangf

or reading the policy. Staff seemed to understand that certain decisions, actions, and
operations of institutions needed to be guided by a policy or other regulatory framework.
Staff relied on what they knew and were sure about to make a cordettida about

what they did not know or were unsure about i.e., that a palliative care policy existed.
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AYeah, they do have because | know that i

which is specialised more on palliation. So, we do hgweoal i It ¥3pfemale

AThere is no policy | 66m aware of but sinc

so they must have palliative ce@olicy)s o me wa y  slot s demalev 0 .

~ A

Al think itdéds there and | think it just he

Int 2, female

Al think Zimbabwe does have a palliative care policyl haven't read it per séhe
palliative care policy)but what | know is that it does exist...But to say that I've seen

the policy and read it, | haven't, but | know that it does exist 9, female

4.3.3 Staff acceptabilityof, and engagement withthe integration of palliative care

into the system at PGH

This theme describes how well PGH staff would receive the intervention of integrating
palliative care. It also describes how much PGH staff would be committed or dedicated

to ensuringheintegration of palliative care at PGH.

Staff interviewed all agreed that integration of palliative care was beneficial, especially
since integration would improve patient care and the quality of services proVited
view from some staff was that palliative care services were already being provided but
at times staff would not be aware that they were providing palliative care. Palliative care
was described as part of the daily routine for PGH staff and was to beagivensame
time as other care such as pain relief. Also, some staff integdiadid not think
introducing palliative care into the wards would present problems since staff were
already providing palliative care and that palliative care could be provided together with

current services.

ABut i t 6s something thatoés inctodagyr avtoedk .s d m
just incorporated but we might not know ¢t}

mo ment . But we are j unsHfengpievi ng it unconsc

For some who felt that palliative care was not integrated, the sentiment expressed was

that not providing palliative care, as was currently the case, did not mean that staff were
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not providing the best care for patients. In their opinion, providing palliative care would

add to the existing quality of care currently being provided to patients at the hospital.

A | think theydére (MoHCC) now tryodayg to b
management of patients. This shows ttie palliation part was lacking in our

management of patients. So, 1 tos-toglayi t e i m
management of patients and this.Wil3, | brir

female

A(Palliative care) t 6 s a separate kind of specialty
sort of given concurrently with otheghe other management of pain given to the patient
atthetime. So,youcadi vorce it from whatever youbre

itdéds jJjust maki (pagliatipeccarg lintl2,demale e of it

Whilst some staff said that palliative care was being provided at P@idy staff
memberdad different experiences; they reported that palliative care was not currently
being provided in their departments and they reasoned that it should not be provided at
PGH due to time and other resource constraints. Their view was that the hospital staff
did not have the time or the expertise to provide palliative care as it is a specialised kind
of care that not everyone can provide. They opted to refer palliatiee pedients
elsewhere (palliative care specialist practitioners or specialist cetdregpure that
patients received care. This group of staff members did not believe that they should
provide palliative care as this was not the core mandate of the hospital or a service
provided at this level of healthcare ithequaternarjevel. In their view, palliative care

was to be provided away from the hospital, and at lower levels of care such as the district

level, in the community or at home.

AiWe donoét us u(ealidtive capepraftet i tacoair patients. We ultimately
refer because | dondt think we really hawv

terms of, so we then tend to refer to centres who are able to give palliative care or we

call in a specialist who specialisesi t h at IhtlOkfemale . . 0.
AWe are at the highest | evel S0 sadearec annot
by providing palliative <care. That wonot
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level or district level, those are the people from within the community who can be

intensely involved with palli d@t9fenmlecare i

The current operational and physical structure of the PGH was identified as a potential
barrier to integrating palliative care as the hospital currently does not have a palliative
care team or ward as per policy requirements. A dedicated hospital tdatedsak a
model of delivery for palliative care in the national policy. Creating such a team or ward
would mean major changes, such as building a new ward for palliative care or splitting

a currently existing ward.

AThe size of the (HtegaidnofpadliatceaareRa lghid Mmiomd e i
already partitioned into departments. Anc
palliative care, it needs people who arespestall because itdéds not fo
needs to be people that are trained for palliative care. And to do that, you need to have

a department and a ward dedicated to palliation. And creating that at this hospital will

be a challenge unless they built soniey else, or they decideddplit a less busy ward.

And thatoéll al ways come with itsintcihal | eng

male

4.3.4 Between system stability and turbulence

This theme describes the historic and current working environment at PGH, including

current challengelseing experienced at the hospital.

All staff interviewed repeatedly raised the issue of significant challenges at PGH which
they felt were not in their power to change, as shown by the use of phrases during the
interviews such as fAbeyond our cogwe ol 0,
can doo. Trdieasedhatgthffrha aceepted the status quo dratiresigned
themselves to the fact that they could not change anything. The challenges in the hospital
created a dilemma for staff who would know what to do for the pdiignivere unable

to act on this knowledge.

ASome of the things ités beyond oulnt contr

5, female
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ABut right now, for instance, some of the things are beyond our conBat, you know,
but there are just, you know, so many obstacles in the way. You know, we know what we
want to do for the patient, and we have a solid plan. But sometimes the obg@tacles

providing the care we want for patiengsg beyond our controlint 12, female

These challenges includedack of resources such as money and basics for use; not
enough time and too much work; high demand for services; shortage of staff and high
staff turnover; poor remuneration; and no recognitibhese challenges were very
difficult to untangle as they were intricately connected in a complex web of causation

and synergy as part of a system which had been operating at the hospital for some time.

AThe problem is things are bad from the bz
find basic stuff, like you know paracetamol or gloves or just running tap water in the

ward. You know by the time we get to things like lab support, radiologic sugpart

know, itds it canlgedonéxt kemel whfatustr ati
t he dayltihtionsk liitkées | -utkass crumibled fos theslangeshtinte.h a t

But itds taken yearéjustverydg étf i cal tihtild s hage
female

AMoney could be a problem because the hos
there should also be the required consumables so that if we say we want to look after

our patients in this kind of manner we can dadot 7, femaé

Interviewees reported that the lack of resources was within the hospital and also being
experienced by staff and patients. The most common constraint raisedevas tbf

financial resources. This lack had an immediate krwotleffect of causing shortage

of basic medical consumables in the hospital, such as gloves and essential drugs. These
shortages meant the staff could not provide patients with some services or perform some

necessary investigations.

AJust | i ke thereds this | ady (medcmethteeat sei z |
the seizuresiand she ended up being brain deadéi
have been avoidedyousee . t hat can be avoided i f we he

do anythingaboutito I nt 5, f emal e
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Staff also reported that there was a high demand for services causing the workload to
increase. The interviews were conducted during the peak of the GO/Handemic in
Zimbabwe where many sick patients were continually presenting to PGH for treatment,
but no new staff were recruited to cater for additional patidits.dortage of staff was

made worse byhe high staff turnover that was reported by interviewedso, staff
reported that poor remuneration was another issue affecting them. Low salaries
contributed to staff turnover which added to the shortage of staff within the hospital and

caused low morale amongst staff which negatively affected work performance.

ASo, t he f(toprvidingcpallativé caneygpeld probably be working in a
system where a stakeholder is overwhelmed by the volumes of people requiring
pal | i htld, ;maled .

ABut t o (integrdtirey paliative caref will be difficult. Especially in this
environment where the numbers ardntjlust so

female

AThe way we work is demotivating because the salary we get is low. On top of the salary
being low this does not decrease the workload. The workload keeps increasing. When
the workload increases, and the salary decreases the work is demotivating. You just tell
yourself that even though | am at work | will just do the bare minimum and go back.

Thatmotv at i on to go the leX,femae mi l e i s not t he

4.3.5 Barriers to integrating palliative care

This theme describes factors and processes that could hinder the integration of palliative

care and reduce the chances of successful integration.

The complex, interlinked challenges described in the previous theme (between system
stability and turbulence) had a variety of related consequences on operations and staff at

the hospital. Some effects were staff resignation and demotivation which nggative
affected patient care. Staff interviewed seemed to have accepted the situation at PGH
and were resigned to the status Ilteswlmat as su
it i sO. Staff had adapted to the ®8ituat:.

challenges they were enduring working in the current conditions.
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Al'tés hectic. | t Olstllhfer@ei ¢c. We just endur e

filt breaks my heartt breaks my heart. But at the same time, when it breaks my heart,
| really know thatmy hands aretiedr her e6s really notdribng I c

female

As interviewees reported, however, staff at PGH were not motivated to work or do more
than what was expected which staff commonly referred figaisg the extra mil@ In
contrast, just over half the staff surveyed with the ORIS tool reported being
motivated to implement the change of integrating palliative care (section 4.4.1 above).
Lack of motivation was displayed by some staff doing the barest minimum amount of
work possible and leaving work early or exactly on time regardless of the situation in

the ward.

A(Staff arenot motivatedto implement something ngwBecause of their salaries,
everyone is complaining about their salaries. Like some of them don't even want to come

to work, or they'll come to work in the morning around nine leave at 2 then they're gone.

Int 5, female

AThat motivation to go the extra mile is
|l eave work and | wi | | deal with whtatever
female

Staff interviewed also indicated that certain challenges at the hospital were causing
patient suffering, pain, and deaths. They felt these were avoidable since staff could
potentially reduce or eliminate them if they had the necessary resources. Thgeshorta
of staff and the inability of staff to intervene were also additional major barriers to
integrating palliative care into the system. Staff reasoned that if human resources were
inadequate for current patient care, then adding more services that reqoreebdands

would be difficult. These shortages led to staff being demotivated.

AOr you know how it i's sometimes they are
wi || be happening. A patient died lmin you
10, female
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ABecause a(BGH)igshortst a fPfae d é T(Wwho sequireppall@ativeé e
care)need special attention. Who is going to be there to give them that special attention?
It means weol | be removingtaddfteai I mFpacpl e

female

4.3.6 Adaptation and coping mechanisms

This themedescribes how PGH staff adjusted to their working environment to continue

executing their duties and providing care to patients

A common feature in almost all interviews was the continued and repeated use of the
word fibutd when responding to questions, especially those on palliative care and the
palliative care policy. This word seems to have been used as a qualifier to a response,
giving a contrasting context or explanation to the initial response given. The qualifier
reflected the uncertainty staff interviewed had about palliative care services being
provided at PGH and the palliative care policy.

Al't has never b dteanPGhi pravieles palliativercare servicaagu
know, but | donét t hi nParivesyathad intelO, femdlel i at i v

AYou are not 100% sure but you end up assu

pal l i at intdeanale ar e. 0

The contrast in context was taken further by some staff when it came to describing what
they thought about or how they experienced the working environment at PGH. There

was a dichotomy of both very good and very bad which existed and could be experienced
at the same time. Staff had to work in this environment and find a way to make sense of

this duality which made it difficult for some to fully express their experience.

AWhat ¢ an (the cugremtyclimateé or énvironment at PGid} so conducive. |
dondt know the words to siay.6sMaymenyi fanld coo

Int 5, female

AYou know working at Parirenyatwa is, you

utterly fintl2demalat i ng. O
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Like a person working in an environment with background noise, PGH staff interviewed
showed that they were aware of some things/issues but did not have detail(s) about them
or were not fully engaged in them. Staff seemed to be aware of palliative calie but

not have details or a deep understanding of palliative taexviewees conveyed a
sense of needing to focus and make quick decisions without fully understanding the
scope of treatmenfThe focuswas on solving the immediate problems rather than
digging deeper for understanding because of the nature and frequency of problems
encountered. With time, this approach meant that staff adapted and internalised this way

of execution.

AThere is someone who has, who needs di al
dondt even think about palliative care f ol
get this patient to dialysis. So, | have other pressing issues that are mmohgnd on

my s h o unt  gemsile .

ABut wunfortunately, when you spend 11 mon
can do is look at a problem and solve it, next problem you see it and you solve it. You

stop thinking about all these other things that are important and are working around

you. You just hope they keep working wherever they are. So, | know about it. And | know
itéds functional in the hospital. And | k n
t her eds actaeredarqunddtt Thatitbetewane there and thaeavorking.

|l just havenodét paid attention to it. Just
cam@ tell you where the &muld mals where we ar e

Immediate results were more critical than having thorough knowledge and
understandingf a course of action. There was a mental and emotional expenditure
attached to such a method of execution. As such, staff focused on the activity of work
only rather than on both working and thinking about the work. For example, the PGH
vision, mission andalues were prominently displayed throughout the hospital on notice
boards, buthe staff did not know them, conveying that the information was available
but not noticd or internalsed.

~

A . . You had to make quick decisiothe wit hc
tree. What you see will be the tree, but you will not be able to see the roots. ... As often

as we treat people in the hospital, we K
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hospital. And everything we do is according to that mission statement but very few

people know intlgmalest at ement 0.

4.3.7 Summary of results for staff participation and response

Most PGH staff did not have enough knowledge and understanding of palliative care
even though they reported being familiar with palliative care and providing it as part of
their daily work. Whilst staff seemed to be aware of palliative care, they didamet h
details or a deep understanding of palliative care, conveying a sense of needing to act
without fully understanding the details as part of their job. Most staff also did not have
awareness or knowledge of the national palliative care policy of ZimbaBta#
accepted that integrating palliative care was beneficial and would improve the quality of
care and services provided at the hospital. Some staff thought that integrating palliative
care would not add to the current workload whilst others did ok thelliative care

was currently being provided at PGH nor should be provided at this highest level of
healthcare represented by PGH.

Staff interviewed consistently raised the issues of persistent challenges at PGH which
included lack of resources such as money and basics for use; not enough time and too
much work; high demand for services; shortage of staff and high staff turnover; poor
remuneration; and no recognition. These challenges negatively affected the ability of
staff to provide some services and had the potential to hinder the integration of palliative
care into the system at PGH. Challenges also caused staff to be dematnhteot

exert themselves fully, further negatively affecting operations within the hospital.

4.4 Summary and conclusion for the baselin@ssessment

The baseline assessment was conductelgsoribe theontext(external and internal)

in which palliative care was being integrated at R@Hexplore contextual factors that
could affect the delivery of the interventipand to describe how personnebuld
participate and respond to the interventmhnintegrating palliative care. Based on
Hogwood and Gunnds 10 pr @egwoodand Guann2814)f o r

the results of the baseline assessment revealed that:

1. There were many external constraints (multiple challenges being experienced by

the larger health system and with PGH) which had the potential to hinder the
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integration of palliative careThere were not enough resources at PGH to
integrate palliative care. No additional funds had been allocated for the
implementation process besides training staff, thus the required combination of
resources was not available.

2. The national palliative care policy being implemented was based on a valid
theory and there is work in other countries to show that integrating palliative care
into the system can be done. The relationship between how integrating palliative
care would incease palliative care in facilities was made clear but there were
some intervening steps which had been left out.

3. The objectives of the policy and integration were clearly specified and
understandable. The events that were to be followed for implementation were
fully detailed and laid out in the complementary sequence. Communication about
the policy and the integratigproject was not ideal as staff had not heard about
either. Those in authority at PGH could not demand or obtain full compliance

with implementation objectives.

The Palliative Care Integration project Phase Three, nonetheless, was implemented at
PGH after the baseline assessment was conducted. Implementation involved engaging
the hospital administration and leadership, providing information to staff, conducting
training meetings with selected staff and setting up a palliative care integration
committee for PGH. The next chapter presents the results of an evaluation of this
implementation process given the adverse implementation climate and the lack of
organiationd readiness. The implications of results for this chapter and Chapter Five

are discussed in detail in Chapter Six.
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CHAPTER FIVE:

RESULTS OF PHASE II: PROCESS EVALUATION

This chapter presents the results offitaxess evaluatiaone 12 months after the Phase

| baseline assessmefritegrating palliative care into the health system was the selected
strategy for implementing the national palliative care policy of Zimbabwe by the
MoHCC through implementing partners and the integration project team. The process
evaluation for this studyas done one year into the implementation of the ongoing
Integration of Palliative care intervention Phase Three; the project is expected to be
finalisedat the end 0R024.The specific objectives dhe process evaluatiowereto
assess whether the integration occurred as planned overiftipadliative care was
normalsed into daily work routinesand todescribe how PGH personnel participated
and responded to the interventiohintegrating palliative card’ he process evaluation
used acombination of the Normalization Measure Development (NoMAD) instrument
and semsstructured irdepth interviews which followed an interview guide based on the
NOMAD instrument.

The process evaluation was based on the four components and considerations of the
normalisation process theory (NPT). In addition, the process evaluation had directed
overarching considerations based on some general questions. The immediate general
guestimm was what was happening at PGH regarding integration i.e., were activities of

the PCI project being conducted? Other questions related to this were:

- Were enough staff and the right staff being trained?

- If training was being done, was it enough to chatige daily habits of
individuals?

- Were there differences or similarities between what was happening and what was

expected?

This chapter presents the results offihecess evaluatioconducted as Phase Il of this

doctoral study as summarised in Figure 5.1.
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Chapter Four:

Chapter Two: Chapter Three:
Chapter One: . Results - Baseline
Introduction . L;;eer\‘f}éuv(/e ’ Methodology ’ assessment

|

Chapter Five:
Results- Process evaluation
5.1 Sample size
Chapter Six: 5.2 Sociedemographics of the study population
5.3 Staff understanding and knowledge
5.4 Coherence: what is the work?

5.5 Cognitive participation: who does the work?
5.6 Collective action: how does the work get done?
5.7 Reflexive monitoring: how is the work understood?

5.8 Summary of Chapter Five

Discussion and ‘
Conclusion

Figure 5.1: Overview of Chapter Five

5.1Sample size

Theevaluationwas conductedt the same site as the baseline assessrRantenyatwa
Group of Hospitals (PGHAs more fully explained in Chapter Three (Methodology),
the study population waslightly different than that of the baseline assessment as the
populationcomprisedtlinical staff at PGHw~vho provided or had the potential to provide
palliative careat the time of data collectiomhe final sample sizeequiredfor the
evaluationwas calculated to b278 A total of 309 NOMAD instrumentgto cater for
losses)were distributed to all relevant wards and departmbptspproaching staff
within the hospital to participate, with consent forms issued to all staff menvbhers
agreed to participateFrom the 89 instrumentdistributed,20 were left blankeight
were missed or went missing during data collection, two were incorrectly and
incompletely filled and 281vere completed and returned giving a response rate of
90.9% as shown in Table 5.The numbecorrectlyfilled was 279 and these were used

for analysis.
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Table 51:; Distribution of NOMAD instruments

NUMBER

Distributed 309
blank 20
missing 8

Total missing/blank 28

Completed 281
incomplete 2

Final no. used 279

Potential participants fosemistructurediDIs were sampled from thosgaff who had

completed the NOMAD instrumenésd eight IDIs were conducteh total.

5.2 Sociedemographics of the studypopulation
5.2.10verall demographics

Data from279participantsvere used for analysis of the saciemographics of the study
population. The data showed thiagte were more female8§.3%) than males33.7%0)
giving a maleto-female ratio of1:2 for participants inthis phase of the study.
Concerning aggust under half of the staf#8.8%) were in the age group 340 years,
followed by those below 30 years3®). Just over halbf thestaff 51.6%) had attained
postsecondary diploma education, witB8 and7.5% having completed undergrade
and master 6s |Mosteflthe staff(659%)envere Nuvses!follawed by
Doctors who made up 31.2% of the staff. Just over a tfistaff (36.6%) reported
having worked in their respectiy@ofessionbetween six and 10 years, whilst about a
quarter (26.9%) reported having worked between three andyéaes. Almost all
participants in this phag81%) worked fortheParirenyatwa Group of Hospisa{PGH).
With regards to the duration of employmeust under a third of stafB1.3%) had been
working at PGH for six to 10 years followed by 28% who had been working for three to
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five years.A total of 271 individuals (9.1%) were employed fultime with the

remainder on contract/locum terms shown in Table 5.2

Table 52: Participant demographics stratified by sex

Variable Total (%) Female | Male (%) | Male: p-value
N =279 (%) Female
ratio
n=185 n=94 1:2
Age group (years)

<25 15(5.4) 14 (5.0 1(9.7) 1:14

25-30 77(27.6) 51(18.3 | 26(20.9 1:2

31-35 81(29.0) 42(15.1) | 39(3.2 1:11

36-40 58 (20.8) 39(14.0) | 19(6.8) 1:2.1 0.02

41-45 28 (10.0) 22 (7.9) 6 (2.2) 1:3.7

46-50 15 (5.4) 12 (4.3) 3(1.1) 1:4

51-55 2(0.7) 2 (0.7) 0 -

56-60 2(0.7) 2 (0.7) 0 -

> 60 1(0.4) 1(0.4) 0 -

Highest education level

Secondargchool 2(0.7) 2(0.7) 0 -

Certificate 6(2.1) 6(2.1) 0 - <0.001

Diploma 144(51.6) | 117(41.9 | 27(9.7) 1:4.3

Undergraduate 106(38.0) 50(17.9) | 56(20.1) 1:0.9

Masters 21(7.5) 10(3.6) 11(3.9 1:0.9
Professional job title

Administrative 4(1.4) 2(0.7) 2(0.7) 1:1

Doctor 87(31.2) 30(10.8) | 57(20.4) 1:0.5
Laboratory technician 2(0.7) 2(0.7) 0 -

Nurse 156(55.9) | 129(46.2 | 27(9.7) 1:4.8 <0.001

Nurse aid 6(2.1) 6(2.1) 0 -

Pharmacist 5(1.8) 3(1.1) 2(0.7) 1:1.5
Pharmacy technician 7(2.5) 5(1.8) 2(0.7) 1.2.5
Occupational therapist 8(2.9) 5(1.8) 3(11) 1:1.7

Social worker 4(1.4) 311 1(0.3) 1:3
Work experienceén current
profession (years)

<1 14(5.0) 12 (4.3 2(0.7) 1:6

1-2 41 (14.7) 26(9.3 | 15(54) | 1:1.7

3-5 75(26.9) 51(183) | 24(8.6) 1:2.1 0.02

6-10 102 (36.9 57(20.9 | 45(16.1) 1:1.3

11-15 30 (10.7) 24 (8.6) 6 (2.1) 1:4

>15 17 (6.1) 15(.4) | 2(0.7) | 175
Stationorganistion

PGH 254(91.0) | 169(60.6 | 85(30.4) 1:2
Island Hospice 1(0.4) 1(04) 0 - 0.89
Ministry of Health 22(7.9) 14 (5.0) 8(2.9) 1:8
Other 2(0.7) 1(04) 1(0.4) 1:1
Years working athe
organistion

<1 18(6.4) 14 (5.0 4(1.4) 1:35

1-2 48 (17.2) 29(104) | 19(6.9 1:1.5 0.02

35 78(28.0) 55(19.79 | 23(8.2) 1:2.4
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6-10 88 (31.5) 48 (17.2) | 40(14.3)| 1:1.2
11-15 33(11.8) 27 (9.7) 6 (2.1) 1:45
> 15 14 (5.0) 12 (4.3) 2(0.7) 1:6
Type of employment
Full-time 271(97.1) | 181(64.9) | 90(322) 1:2 0.45
Contract 8(2.9 4(1.4 4(1.4 1:1

5.2.2Socicdemographics stratified by sex

Femaleparticipantsvere the majority in allhe age categoriesxcept for the age range
31-35 years which had just as many males as femalese were about 14 times as
many females as males who were less than 25 yeardnotérms of educational
gualifications there were four times as many femgkk9%) asmales 9.7%) thathad
diplomas whilst slightly moremales 20.1%) had undergraduate degrees compared to
females (17.9%)In terms ofthe professional categoryhere werealmost five times
more female Nurses @2%) than male Nurses (9.7%), whilstale Doctos (20.4%)
were almost doublefemale Doctors 10.8%). There werestatistically significant
differences between femalasdmalesfor five variable groups: age (p = 0.015), highest
education level (< 0.001), professional job title ( 0.001), years of experience in
current profession (p 0.018), and years working atganistion (p= 0.018).All the
other independent variablgroups had pvalues greater than 0.0&8nd were not

statistically significant (Table 5.2)

Semistructured IDIs were conducted after the distribution of NOMAD instruments and
potential participants for IDIs were sampled from those who had completed the NoMAD
instruments. Staff from different clinical wards at PGH were randomly approached to
paricipate in IDIs. Eight IDIs were conducted with each interview lasting about 35
minutes.The majority of participants who were interviewed were femé&béo]Avith 6

10 yearof working experienceMost of the staff interviewed wefdurseg62.5%)and

all the participants worked at PGH on a ftithe basis. The demographics for the staff
interviewed are shown in Tab$e3 below.
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Table 53: Demographics for staff who participated in interviews

Variable Total (%) Female Male
N=8
Age (years)
2530 2 (D) 2 0
3135 3(37.H 2 1
36-40 2(25 1 1
41-45 1(12.9 1 0
Highest education status
Diploma 4 (50)
Undergraduate 4 (50) 2 2
Job type
Doctor 2 (25 1 1
Nurse 5(62.5 5 0
Pharmacist 1(12.5) 0 1
Work experience-current
job (years)
3-5 years 2 (25) 2 0
6-10 years 4 (50) 2 2
11-15 years 2(25 2 0
Station organisation
Parirenyatwa GroufPGH) 8 (100 6 2
Work experience
organisation (years)
3-5 years 2 (25) 2 0
6-10 years 4 (50) 2 2
11-15 years 2(25 2 0
Employment type
Full-time 10 (100 6 2

5.3 PGH staff knowledge and understanding
5.3.1 Knowledge and understanding gballiative care.

Regarding general knowledge about palliative care, almost all the staff surveyed (98.6%)
reported being familiar with the term palliative care and 91% of staff reported that
providing palliative care was part of their job (Tabl) 5This indicated that participants

for this phase of the study had been sampled correctly i.e., sampling stafthizom

clinical ward providing palliative careéAlmost all staff (92.5%) also reported that
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patients in their ward needed palliative care whilst 97.8% agreed that palliative care was
beneficial to their patients. Regarding who should receive palliative care, most staff
surveyed (62%) felt that patients and their families should receive pallcatiee This

was followed closely by 59.1% of staff who felt that palliative care should be given to
all patientsThis wasunexpectedjiven that almost all staff had previously reported that
patients in their ward needed palliative care and agreed thatipalcare was beneficial

to patients. Based on this, it was expected that almost all staff would think that palliative
care should be given to all patients but less than 60% thoughhisomay have been
because ofhanges irtheir understanding gfalliative carebetweerbaseline and their
currentunderstandingafter implementation of PCI Phase Three activities including

training, mentorship and all the other forms of exposure and experiences

Table 54: General knowledge of palliative care stratified by sex

Variable Total % Female % | Male % Male: p-
N =279 Female | value
n=185 n=94 1:2
Familiar with term palliative
care 0.586
Yes 275(98.6) | 182(65.2) 93(33.3 1:2
No 4 (1.4) 4(1.4) 0 -
Provide palliative care as part of
the job
No 18(6.4) 7(2.5) 11(3.9) 1:0.6 0.024
Yes 254(91.0) | 172(61.6) 82(29.9 1:2.1
Dondt know 7(2.5) 6(2.2) 1(0.9) 1:6
Patients need palliative care in
my ward
No 21 (7.5) 13 (4.7) 7 (2.5) 1:1.9 | 0.349
Yes 258(92.5) | 173(62.0) 85 (30.5) 1:2
Palliative care is beneficial to
patients
Disagree 1(0.4) 1(04) 0 - 0.778
Agree 273(97.8) | 180(64.5) 93(33.3) 1:1.9
Dondét know 5(1.8) 4(1.49 1(0.4) 1:4
Who should receive palliative
care*
All patients 165(59.1) | 104(37.3) 61(219) 1:1.7
Very sick patients only 62 (22.2) 42(15.1) 20(7.2) 1:2.1 0.670
Patients with cancer only| 18(6.5) 14(5.0) 4(1.9) 1:35
Patients with HIV only 6(2.1) 5(1.8) 1(0.4) 15
Patients and their families 173(62.0) | 112(40.1) 61(219) 1:1.8
Only families of patients 1(0.4) 1(04) 0 -
Zimbabwe has a palliative care
policy
Yes 29(20.4) 23(8.2) 6(2.1) 1:3.8 0.312
No 164(58.8) | 106(38.0) 58 (20.8) 1:1.8
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Donbdt know 86(30.8) 56(20.1) 30(10.8) 1:1.9

Ever trained in palliative care
No 93(33.3) 70(25.1) 23(8.2) 1:3 0.058
Yes 179(64.2) | 110(394) 69 (24.7) 1:1.6
Canbét rememh 7(5) 5(1.8) 2(0.7) 1:2.5

When you last received training

(n=179)
< 6 months 48 (26.8) 34 (19.0) 14 (7.8) 1:2.4 | 0.204
6-12 months 21 (11.7) 13 (7.3) 8 (4.5) 1:1.6
1-2 years 37 (20.7) 24 (13.4) 13 (7.3) 1:1.8
2-3 years 43 (24.0) 20 (11.1) | 23(12.8) | 1:.0.9
> 3 years 30 (16.8) 19 (10.6) 11 (6.1) 1:1.7

* participants could give more than one responsi® this question

Of the 256 staff members who reported providing palliative care as part of their job,
twice as manyemale staff (61.6%) reported providing palliative care as part of their job
compared to male staff (29.4%). There was a statistically significant difference between
females and males when it came to providing palliative care as part of theirjob (p
0.024).All the other independent variables hatiglues greater than 0.05 and were not
statistically significanas shown immable5.4.

Staff interviewed reported being very familiar with palliative care based on their daily
duties and work experience within the hospital, thus giving the impression that they were
aware of and understood palliative care. Whilst stating their familiarity witraad

care, most staff showed incomplete understanding or misunderstanding of the basics of
palliative care despite a majority reporting having been trained in palliative care (64.2%)
and providing palliative care as part of their daily duties (91%) Eradl. The most
common misconception of palliative care was that it was care to be given only to
terminally ill patients or for incurable conditions and that patients needing palliative care
are waiting to die, with the goal being pain relief. Another miscotnme was that
palliative care was only given at home and not within the hospital. This was similar to
results from the baseline assessment indicating that not much had changed since the

integration process began.

APalliative care is the care of the crit
cancer, patients with cardiovascular dise
one oh, pati &adnBBs with stroke. o

Pagel72of 309



APalliative care? Usually, palliative car
Usually, the conditions we see are cancer of the cervix. . .. It will be their last days and
what we want is for them8% o go happy and

ABecause peopl e tchre)isanly donetahhame apdandt attheat i v e
hospital Of which it can be offered everywhere. It can be offered inside the hospital or
out s intBe 0.

The basis of these misconceptions (palliative care is for terminally ill patients) may

have been revealed by an interviewee who said:

Al didndt want to see people dying and us

refer people that you lki8ow are not going

There was consenstrem the staff interviewethat other staff members at PGH did not
know or fully understand palliative care. Tb@mmon misconception was to associate
palliative care with enaf-life care onlyor with the dyingThis communicated that staff

at PGH had a shared way of sensa&king regarding palliative care most likely based
on their work experience rather than training. Staff thought that they understood
palliative care when they did not, which may have had irapiias on the type and

quality of palliative care services they provided.

~

Al donodt (PGH smfRarepvellovgrdectin that aspegalliative care) int
80

A T h @@H staff)do (associate palliative care with dyinigiit at the moment | think

they are trying. But most of ItB4em associ a

Some staff however were quite knowledgeable on palliative care and gave responses
that demonstrated their understanding of palliative care, such as knowing that palliative
care was given to both patients and their families/caregivers, that palliativieecame

at diagnosis and that there are diverse types of pain within palliative care. They also
recognised that palliative care could be offered in multiple locations and levels of care.
This showed that these staff members were current in the thinkingyingealliative

care especially providing such care starting at diagnosis elintifeng illness. The
demographic profile othe staffshowed that they had received additional training in
palliative care. Their responses demonstrated the importance of having a thorough

knowledge and understanding of palliative care as they were able to distinguish several

Pagel73of 309



types of pain, identify and correct some misconcepti&tatf knowledgeable about

palliative care would likelye able to provide the full set of palliative care services.

APalliative care involves many things phy
very familiar because | am able to distinguish that this person is suffering from physical
pain, social pai n Inb84(compleied basiprofessyopakaining pai n.
in 2018 Trained in palliative care a few months ago through the PCI project at PGH)

APalliative <care. I know it i's a holistioc
caregivers from the time of admission to the time of their death. So palliative care is
included from the start up to the end of.life. Becaus@eople thought that palliative

(care)is only done at home and not at the hospi@f which it can be offered
everywhere. It can be offered inside the hospital or oulsihe 81 (completed post

basic/graduate training in 2020 at PGH)

5.3.2 Knowledge and understanding of the national palliative care policy

The majority of the staff surveyed (58.8%€ported that Zimbabwe does not have a
policy on palliative care whilst 30.2% did not know if there was a policy. Most staff
(64.2%) reported having received training on palliative care whilst 33.3% hasliven.

that the majority had received some training on palliative ttaszaises questiorabout

the 60% of staffwho reported that Zimbabwe does not hayeolcy on palliative care.
This implied that the palliative care policy had not been part of the training curriculum
for most of those who had been train€d.those who had been trained, 26.8% had
received training in the last six months, 24% in the le&ty2ars and 20.7% in the last
1-2 years as shown in Table45This indicated thaimoststaff (61.5%) had received
training on palliative care over a year apeforethe integration process at PGH. At
most, the integration process had managed to remsshthan 40% of staff during the

implementation period.

There were mixed views from staff interviewed when it came to knowledge of the
national palliative care policy of Zimbabwe. Some staff interviewed did not know or had
never heard about the policy, whilst others were very confident that they knew about the

policy. This resembled the situation duritige baseline IDIs, indicating that not much
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had changed in terms of staff knowledge of the national palliative care policy since that

assessment.

1

I 6 m n(dZimbabwe has a policy on palliativecare) | don dlbt7% hi nk s

=]

A a ah, (khowd dimbabwe has a policy on palliative carent 80

Those who knew about the poliecgportedhaving learnt about it during their basic
diploma/undergraduate training which involved learning about palliative care in general.
This was evidence of prior learning. Of note was that this training was recent (i.e., had
been done two to four years befdhe interview),which implied thatunless recently
gualified, PGH staff had naadditional posqualificationtraining on thepalliative care

policy or palliative care

A |l earnt about it when | we nt into84 | s | anc
(completed basiprofessionatraining in 2018 Trained inpalliative care a few months
ago through the PCI project at PGH)

A We st (pdlliaterel care policyat schoola long time backlt was on palliative
care. . .. One yeg(of training)and wehad attachment atIslando s pi c eIntBlher e . 0

(completed posbasic/graduate training in 2020 at PGH)

Lack of training after professional qualification and registration was confirmadtaff

membemwho, when asked directly when they last learnt about palliative care, responded:
AOnly while in (mohtat80 . . . five years
Overall, the views on the national palliative care policy were similar to those at baseline.

5.33 Integrating palliative care into the health system at PGH

Familiarity with palliative care

When asked how familiar it felt when providing palliative care, staff gave a mean score
of 7.08 out of 10. This mean score was similar for females and males (7.09 vs 7.07).
Thus, staff felt that providing palliative care was very famiNghen asked if they felt

that providing palliative care is currently part of their routine work, staff gave a mean
score of 7.33 out of 10. Female staff had a higher mean score of 7.56 compared to males
who had a mean score of 6.8Bhe score of 7.33 showed that staff fptbviding

palliative care was currently part of their jolvhen asked if they felt that providing
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palliative care would become a part of routine work, the staff gave a mean score of 7.8.
Female staff had a higher mean score of 8 compared to males who had a mean score of
7.4 as shown in Figure 5.2he score of 7.8 indicated that staff felt providing palliative

care would become a part of routine work. This result is surprising given that staff had
previously reported that palliative camasalready part of their routine work, and they

were very familiamwith providing palliative care.

. L . 7.07
Level of familiarity when delivering palliativ =00
care '
6.89
Palliative care is part of my routine wor 7.56

Palliative care will become part of my routi 5
ok H

5 55 6 65 7 75 8 85 9 95 10

EMale EFemale B Total

Figure 5.2: Mean scores for questions on integration of palliative care into the
health system at PGH

(scale was from 0 to 10)
Providing palliative care

Staff interviewedndicated that palliative care services were being provided at PGH but
not to the full extent. Services being delivered were limited due to some challenges at
PGH that could also hinder the integration of palliative care. Some of these challenges
included shortages of staffespecially Nurses, and shortages of basics such as pain
medication (especially morphine) within the hospital. Shortages of basics forced patients
to seek them outside the hospital in the private sector, but access was limited due to

inflated costs compounded by the patients' inability to paproposed solution to
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improving services delivered for palliative care was increasing staff or creating a

separate ward to specifically cater for patients who need palliative care.

i We (proviling palliative carelput not as expected. This week patients are buying

morphine(outside of the hospitaly hi ch i s an essenti B8 drug f

A Y etlee resources. Human resources. Then the materials to use in palliative care and
drugs. Because sometimes as humans they

mor phine atintBhe moment . 0

ASo we wi-btdffedbSe, if utheydcanrgive us more staff or create a ward for
palliative care patients only. .But | think we need palliative care patients to have their
ward. Thatodés what | think. They must have
| CUInt@3

Staff acknowledged that whilst providing resources and the basics were important,
changing the situation at PGH would take time because staff would need time to adjust.
The implication was that supplying resources was necessary for change but would be

insuficient if this was the only approach to solving current challenges.

Al think so, but it may take a bit of ti me
areundesr esourced in terms of material.ss or re
It may work but it may take tni7e because |

To improve how palliative care is provided at PGk&ff suggested the need for more
training through workshops or d@hejob training to increase awareness and
understanding of palliative care among stdfhe topics of these trainings were
suggested as defining palliative care, how it is provided and what is expected from staff.
Awareness and understanding were thought to help staff know how to provide palliative
care and what was expected from them. Tieedback from staff showed staff
willingness to learn and be trained in palliative care. Staff readiand willingness for
training, including their suggested format and topics, provided a possible leverage point

for integrating palliative care.

Al think on job training, elaborating abo

what is palliative care and how do they go about it . . .To just find a few minutes and go
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talk about palliative care elaborating on what palliative care is, the expectations, what

palliative care really is si8lt hat they ha

A | think doing workshops. Doing workshops

education so that everyone It8s knowl edge

Knowledge of integrating palliative care

Responses from staff interviewed revealed thast staffwere not awaref, nor had
ever hearaf integrating palliative care into the system at PG Beemed thentegration
processefadnot reached them or their respective wardgher was integration being

discussed amongst staff.

ANo, | (awa ef mtgdgrationp | d o n 6 fthatothér stdff mentbers at PGH

are aware of integratiomle c au s e | have never InhBard peop

The exceptions were a staff member who had heard about the integration informally
through their immediate supervisor, and another staff memberattended a single

training workshop on integratiasrgani®d by the palliative care integration team.

Al hear ¢ntegrationwotpalliativecareput | dondt have too n
aboutit. ...l heard the Sistéam-c har ge t al Knt8 g about iit. o

A Y €l am aware ofheintegration of palliative cajebecausef the workshop we had.
We had someone from the Ministof Health and Child Caje ént 84

Apart from the lack of knowledge, there was unanimous agreement from staff
interviewed that integration was beneficial to both staff and patients and that staff would
support integration. Integrating palliative care into the system was widely accepted by
staff. The potential impact of integrating palliative care into current work provided by
staff was that it would help increase understanding of palliative care, improve the quality
of care provided to patients by the hospital and reduce the length ofahcsayt for

patients.

AYes, it is a good idea because of | ate p:
correctly I can say. . .. So, | think integration will help the patient to have a quality of
life 1 f 1t wildl bdt8lmpl emented by everyon
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A Y ene do(supporttheintegration of palliative care). .. It will help us in the wards

to manage the patients. It will lessen the prolonged hospital stay and it will also

i mprove the quality of clatB4e t hat we have
AYeah, i tds a g owilhelpus asnurses or health Badf analarstaed 1 t
what palliative careasand al so t he caregiversintg3 Il al s

Whilst staff had not heard about, or been trained regarding integration of palliative care,
they reported that they were already delivering palliative care to ensure that patients had
quality care and quality of life. This view was also reported in thelin@sinterviews

and reflected the prevailing attitudevard palliative care work within the hospital that
palliative care was a part of daily work activities. Integrating palliative care would not
change work routines since staff were already providaligagive careThis highlighted

the complexity of implementingalliative care in this contextvhere staff had some
misunderstandingf palliative care and reasedthat theywere already implementing
palliative care As gaff believed that they were already providing palliative tefore

being trained through the project, it meant ttat type of services envisioned by the
integration proces@.e. PC signal functions) mayot yethave beernncorporated into

daily work routines.

A . Because already we are pragitig palliativecare | dondét think anyt
because we aremne83ready doing it..o
A(l am familiar with palliative careBecause i tds what .1. am al

everything we do is to make sure that our patients hayeod quality of life because

there is no definitive cure to tleenditiono Int 79
Barriers to integrating palliative care

The impact of integrating palliative care at PGH was varied. Integration could add a
burden to staff by increasing the current workload. The view from some staff
interviewed was thaheincrease in work would be offset by improved management of
patients needing palliative care. Also, staff stated that they would not have to provide all
the services as there would be other members of the team to take up some duties. The

referral system wdd also help reduce the workload on staff.

flt (integrating palliative carajpay increase the workload but producing the best result

. . Maybe it will improve the management of our patients who need palliative care.
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Maybe the outcome will be interesting. I«

it will contribute a lot(laughs)b ut | donodm8k now how. 0

Al think it wild.@l hel p my wor k. I think it
things by myself. We have other members helping and we know where to refer, where to

end things and hamt&4 someone take over.o

Besides increasing staff workload, other barriers to integration identified by staff
interviewed included economic challenges such as shortages of basics within the
hospital, lack of financial resources and shortage of staff. These among others were
identified as hindrances to the integration of palliative care at PGH. The shortage of staff
was due to a variety of reasons but mainly emigration by medical staff for greener
pastures. This resulted in very few staff, such as Nurses, attending to many patients
an unfavourable statb-patient ratio. An unfavourable stéfi-patient ratio meant that

staff would not be able to cope with the high number of patients and demand for care.
This would make it unlikely that staff would provide some services such as palliative

care.

A Y €itds easy to integrate palliative care into dayday work)but to some extent no
because of financial constraints on the part of the governmediirfdfabwe).Maybe
because of shortage of staff. On the shortage of staff, people are going overseas.
Sometimes you find two nurses against-#88 ward. .. So, | think it becomes difficult

to i mplement sht8h interventions. o

The shortage of staff could be compounded by the emotional stress associated with
providing palliative care that is known but often overlooked. This stress was responsible
for burnout and there would be a need for the hospital and/or employer (the gavernme
through the Ministry of Health and Child Care) to provide spaces for staff to be able to

unwind. No such spaces were currently available.

ABut | think the kind of stress from the n
the government may consider working on some kind of place on the ground where they

can go and vent because these people are very frustrated. You know, they oiirze lo

after people who going towards the end of
emotional lIt79dr ai ni ng. o
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The physical, mental, and emotional burden of providing palliative care was given as
one possible reason that families/caregivers were reluctant to accept that their relative
needed palliative care or to provide palliative care within the home. The itiglieaas

that the burden of providing palliative care was too much to bear for some of these

families and caregivers.

AfBecause you know what, some caregibvwer s
disapproval of taking their patients home with them is because they see wifas you
Nursg and they are afraid to take up the role, thinking who will change the pampers or
who is going to feed them? Some will say | want to go to work so who will look after him

. . .. Because some do not want to go Withpatient home because they are scared of
the duties they miB3| do for the patient.

5.4 Coherence: what is the work?

The sectionon coherencef the NOMAD instrument had six statements. Thei@san

equal number of statements where staff agreed (2), neither agreed nor disagreed (2) and

disagreed (2). For those statements where staff neither agreed nor disagreed, more staff

in total (strongly agree + agree) would agree with the statement tharediagaghown
in Table5.4.

Most staff surveyed (32.6%) disagreed wi

t

my nor mal work/daily routine, o0 26.2% str ol

statementThere were more staff in total with negative responses [i.e., disagreed and
strongly disagreed] with the statement (58.8%) than positive (32.2%) indicating that
over half the staff surveyed did not think that palliative care was different from their

daily work. This statement had the highest number of respondents (3.9%) wiatedd

that the statement was not relevant to their role.

The view from staff interviewed was that palliative care was not different from their

daily routine with different versions of

careo being used in most intervi eeadast. Thi

PGH they were offered palliative care as part of their routine care.

NféBecause already when the patients are

palliatint8e care. o
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Staff were able to describe the value of providing palliative care indicating that they
understood how providing palliative care affected their work. Providing palliative care
was viewed positively with the impact being improved skills for staff and better
experiences for patients (and their families) through counselling. Staff interviewed also
indicated that other PGH staff understood the purpose of integrating palliative care at
PGH as they had experience with patients who needed palliative care inrdse Tiee
message seemed to be that staff were aware of the need for palliative care within the
hospital and agreed that palliative care should be integrated.

AYeah. I t hi nk @nderstandtheepurposelol intedratingt pallative
care)because they are facingthergay i n t he ward. InBBey know

A | (providing palliative care)has good impacts because it also improved my

(professionalkskills and counselling skills as well. And it impacted onptheet i ldent 6 s
and caregivers dur ilm@ counselling session

AYeah, st af f(thewpurpose ofuintegratinggpdlliatimeccar®ecause already
we are practising palliative care. Most of the wards have this kind of pgtieatling
palliative careexcept foithe maternity ward. But most of the wards have these patients

who can spend at times two mMu&}t hs without

About 33. 7% of staff Adlisafhag Pagrengatwa Hdspitalt he s
(PGH) have a shared understanding of the purpose of integrating palliative care into the
health systemo 24. 4% neither agreed nor disagr ec¢
whilst 13.6% strongly disagreeBesponseso this question were quite varied with a

similar number of responses for those who were neutral i.e., neither agreed nor disagreed
(24.4%) and those who had positive responsed%26.In total just under halbf the

staff (47.3%) had negative responses to the statement compared to 26.1% who had
positive responses, showing most staff surveyed did not think that other staff at PGH

had a shared understanding of the purpose of integrating palliative care.

Most respondents (29.4%) neit heStaffiagy eed n.
warddepartmenhave a shared understanding of the purpose of integrating palliative
care into the healthsysteno 25. 4% agreed with the state

Whilst there was great variation in responses for this statement, there were more staff
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that agreed (40.8%) with the statement compared to those who disagreed (ZFi9%).
could mean that whilst theveasvariation in responses, most staff surveyed thought that
other staff in their wardiepartmenthad a shared understanding of the purpose of
integrating palliative care. This contrasts with responses to the previous statement on all

PGH staff having a shared understanding.

About 52.3% of st af fluadgrstanchodw wavitiry palliftiee st at
care impacts or affects the nature of my own workwh i | st 35.8% stro
Responses for this statement were positively skg@®d %) compared to 4.3% who

had negative responses showing that staff surveyed felt strongly that they understood
how providing palliative care impacted or affected the nature of their work.

Most staff (48. 4%) st r olnoagbegtheapgtentagvadluevoi t h t
providing palliative care for my wotk cl osely f ol |l owed by 4°
Responses for this statement also had an extygmositive skew(94.3%) compared to

1.1% who had negative responses indicating that staff felt very strongly that they could

see the potential value of providing palliative care.

Most of the respondents (25.4%) nétafti her a.
at Parirenyatwa Hospital agree that palliative care should be included in the health
system 0 24. 4% di sagreed whil st WHIthétevaagr e e d
great variation in responses for this statement, there aler@stsimilar numbersfor

staff that agreed with the statemé€BB.72%6) compared to those that disagre2d. {%0).

as shown in Table 5. This showed that staff surveyed were undecided if PGH staff

agreed that palliative care should be included in the health system.
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Table 55: Responses for coherence

N =279 Strongly Agree Neither agree Disagree Strongly Not relevant
agree nor disagree disagree

Providing palliative care differs from my normal 21 (7.5) 69 (24.7) 14 (5.0) 91 (32.6) 73(26.2) 11(3.9)
work/daily routine
All staff at PGH hae a shared understanding of thg 23 (8.2) 50 (17.9) 68 (24.4) 94 (33.7) 38(13.6) 6(2.1)
purpose of integrating palliative care into the publii
health system
Staff in my ward hae a shared understanding of thg 43 (15.4) 71 (25.4) 82 (29.4) 59 (21.1) 19(6.8) 5(1.8)
purpose of integrating palliative care into the publi
health system
I understandhow providing palliative care impagtor | 100 (35.8) 146 (52.3) 14 (5.0) 10 (3.6) 2(0.7) 7(2.5)
affects the nature afiy ownwork
| can see the potential value of providing palliative| 135 (48.4) 128 (45.9) 8 (2.9) 1(0.4) 2(0.7) 5(1.8)
for my work
Staff at PGH agree that palliative care should be | 46 (16.5) 62 (22.2) 71 (25.4) 68 (24.4) 27(9.7) 5(1.8)
included in thenealth system
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5.5 Cognitive patrticipation: who does the work?

This section had five statements. Most staff agreed with three statements and staff could
neither agree nor disagreatwo statements regarding key people who drive providing

palliative care forwar@s shown in Table 5.5

For t he Theradreekeygeople irfithe hospital who drive providing palliative

care forward and get othersinvoléeed r esponses were al most eve
who agreed (29.4%) and those who disagreed (28.7%) with the statement. This was
similarto those who strongly agreed with the statement (15.1%) and those who strongly
disagreed (14.3%)n total, those who had positive responses (44.5%) were slightly

more thanthose who had negative responses (43%) showingthbattaff surveyed

could neither agree nor disagree that there were key people in the hospital who drove

providing palliative care forward and could get others invalved

Most staff surveyed ( 31. bhese aradkeyspeogleiermyd wi t
warddepartmentvho drive providing palliative care forward and get others invaived

whilst 22.9% agreedThis statement had the highest number of neutral responses
(14.3%) inthe whole section. Overall, 44.4% were negative responses whilst 40.1%
were positive responses indicating that staff could neither agree nor disagree that there

were key people in their ward®partmergwho drove providing palliative care forward.

From the interviewsstaff revealed thasome peoplesupported or could potentially
supportpalliative carewithin the hospital hierarchy, especigtliglliative care trained, or

oncology trained Nurses

iYes, tkayepgopleawhe drive providing palliative care forwarldam one of
them .. .then we have people Ifkames retractedy h o ar e oncmt8 gy nur s

AYes, i n 'sotwe (aboutakeyd peaple who drive providing palliative care
forward)because the sisten-chargeisa pal | i ati ve dnBd4e trained

The office of the Sistein-charge(the lead Nurse in a ward at PGias identified as a
potentially powerful leverage point for increasing palliative care and integrating
palliative care into the system at PGH. The Sistesharge was exceptionally well
placed to provide a wide variety of functions to all wards sinceyevard at PGH has
ong and the Sistein-charge interacted with staff daily, especially nursing staff during
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daily morningfeedback meeting3 his demonstrated the interconnection and interaction
that this office had with staffOne such important function was reminding and
disseminating information to staffhe Sistefin-charge was also well placed because
havingboth proximity to the team in the ward providing services and power to assign
duties within the wardl'heyalso couldprovidea supervisory rolewhich seems tdvave
beenmissdin the ntegration processince theywerealready supervisor3 he Sister
in-charge provided an important conduit of information by being platted between
frontline staff and management represented by their supervisor, the Matron. The order
provided by intervieweeshowingthis interconnection aneklationshipwasward staff

I Sisterin-Chargei Matroni Hospital leadership. This meant that the Sigtezharge

was an important knowledge centre that was known to atadflable, accessibland a
credible,recognised authority.

A | think maybe you s h-muharde(tg ensute importano | ve ¢
communication reaches staff)Vhen they are doing the morning reports, they always

remind us about palliation. . .. Every ward does have a Sisteharge. So, if

information is given to the Sistar-charge they will always disseminate the information

t o WntsBO O

Staff were clear that the power of the Sidtecharge within the hierarchy had
limitations. For example, the Sistier-charge needed assistance and approval from the
Matron before conducting any training or accessing Information, Education and
Communication (IEC) materialsThe Sistefin-charge also had to follow hospital
protocols of consulting and seeking approVdhilst the powers of the Sistar-charge

were limited in a way, #t positionremained the best placed to effect change within the
ward asthey could provide both supervision of ward staff and feedback to patients,
families, and ward staff in reéiime. In essence, the Sistar-Charge was well placed to
leverage interconnections with a variety of important stakeholders in the ward (patients,
families, ward staff, hospital admin) whilst also being able to enable a positively
reinforcing feedback loop regding palliative care. From the interviews, the ideal
combination of skills for this leverage point was a registered Palliative Care Nurse wh
was operating as a SisterCharge.

Al t 6s (amountioftcleadge the Sisterchargecandd) ecause you canot

things by yourself because they will say there are legal matters, and they say it should
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be done according to hospital policies . . . Yes, (iniegration of palliative care is part
of PGH policy)but you have to go via the Matron because they are seniors. Then maybe

if they giveyouthegahead you can (g8 what you want .

A S Htlee Matron)can make sure, but the Sistémscharge know the information about
palliative care and the challenges. | think gki®e Sistefin-charge)will be in a better
position to answer the questions that would be asked by the people and staff. And some
of the Sisterg-in-charge)have done palliative care training so | think that would be

easier because they havelnt@dll ready tackl ed

About 44. 4% of st af flbelayetretpdrticiyatirigin providieg st at ¢
palliative care is a legitimate partof myrole f ol | owed by 39. 1% who
There were mnymore neutral responses (9.7%) compared to negative responses (4.7%)

for this statemenResponses had an extrdynpositive skew(83.5%) compared to the

negative (4.3%) showing that staff surveyed strongly believed that participating in

providing palliative care was a legitimate part of their role.

Mo s t respondents (48. 4%)amapen wevdrking withh t he
colleagues at PGH in new ways to provide palliativecarevh i | st 45. 9% str o
Responsedor this statementvere also very skewed towards the positi@4.3%)

compared to the negative (2.1%) indicating that staff strongly felt that they were open

to working with colleagues at PGH in new ways to provide palliative care.

Just over halbf respondent62.3%9 st r ongl y agreed with the st
to support providing palliative careo whil
many more positive responses (94.2%) compared to negative responses (1.4%) as shown

in Table5.6. This showed that staff were very clear that they would continue to support

providing palliative care.
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Table 56: Responses for cognitive participation

N =279 Strongly Agree Neutral Disagree Strongly Not relevant
agree disagree

There are key peopla the hospitalvho drive 42 (15.1) 82 (29.4) 29 (10.4) 80 (28.7) 40 (14.3) 6 (2.2)
providing palliative cardorward and get others
involved.
There are key people in my wédeépartmentho 48 (17.2) 64 (22.9) 40 (14.3) 88 (31.5) 36 (12.9) 3(1.1)
drive providingpalliative care integratioforward
and get others involved.
| believe that prticipating in providing palliative 109 (39.1) 125 (44.8) 27 (9.7) 8 (2.9) 4(1.4) 6(2.1)
care is a legitimate part of my role
| am open to working with colleagues at PGH in n| 128 (45.9) 135 (48.4) 6(2.1) 4(1.4) 2(0.7) 4(1.4)
ways to provide palliative care
| will continue to support providing palliative care | 146 (52.3) 117 (41.9) 6(2.1) 2(0.7) 2(0.7) 6(2.1)
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5.6 Collective action: how does the work get done?

This section of the instrument had 10 statements with an equal number of statements
where staff agreediye) and disagreediye). Staff disagreed with all the statements
related to the hospital management providing support for palliative Tae.10
statements were divided into three broad categories of palliative care and routine work
(two statements), providing palliative care (four statements), and support for palliative
care (four statements).

5.6.1 Palliative care and routine work

Most staff (38. 4%) Ilacagnreasktydhtegratetpdiliativencare istda at e m
my existngword cl osely foll owed by 35.8% who st
Responses for this statement were positively skdi#@%) compared to the negative

(20.4%) showing that staff surveyed could easily integrate palliative care into their

existing work.

About 41. 6% of staff @eowlagpalktvdcane didgrupts t he s
work and other working relationships whi | st 32. 2% strongly di
this statement were negatively skewéd.8%) compared to the positive (17.6%). This

indicated thathe staff surveyed believed that providing palliative care did not disrupt

work and other working relationships.

There were differing views obtained from interviews on whether palliative care disrupts

work and working relations. Some staff stated that providing palliative care improved

work by fostering and strengthening teamwork amongst staff. This enabled thi team
make the necessary adjustments Dbfgdtshatd on t
providing routine patient care disruptdte delivery ofpalliative care, which implied

that palliative care was\aewed as &eparate activity not compatible wihily patient

care.

Al ot has i mproved working r el aateammsthei n t h
moment. We know this patient is deteriorating, we know we need to consult this one and

we need counselling to tellint83he family so
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fiYeahi t 6s a di sruption because in a ward th
you also want to do dressing to othgatients,and this normally disrupts provision of
pall i atint82 care. o

5.6.2 Providing palliative care.

Most respondents (45. 2%) dhaveconfidenge imngyr eed
ability to provide palliative cate whi | st 3 Bher@ Wereanmre @asitve
responsedo this statement (78.9%) compared to negatesponseq8.6%). This

showed that staff had confidence in their ability to provide palliative care.

About 40. 9% of respondenthae canfidece id othver t h t |
people's ability within my wardéepartmento provide palliative cate whi | st 23.
strongly agreed. Responses for this statement were positively gkdv&@d) compared

to the negative (17.6%) indicating that staff had confidence in other people's ability

within their warddepartmento provide palliative care.

Most staff (41. 9%) I&ayecendidincevimdther peopless alslityat e me
in PGH to provide palliative cabe whi | st 2 1. 5 %vesl, thevenwpley agr
63.4% positive responses compared to 17.6% negative and 17.6% nespaises

This showed that staff had confidence in other people's ability in PGH to provide

palliative care.

Staff interviewed reported having great confidence in their ability to provide palliative
care. This confidence came from a ssdessment of competence that was based on
their experience of providing palliative care or feedback from other staff, patects
their families. Staff also had great confidence in the ability of other PGH staff to provide
palliative care. This confidence arose from the interviewee being familiar with the other

staff members and their knowledge of palliative care.

Al did not receive any form of palliative
care in the ward, [ can understandintwhat I
83

Al have so nfinmyhabiltydorpfovide paltiative caré) At t he moment

am very confident with theataff in my ward)ecause there are about three palliative
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care nurses and we have senior nurses who we have worked with, so most of them know

the i mportancelno84 palliative care. o

Regar di ng t Duies sre assignedeta thosdi with skills appropriate to
providing palliative care 0 r esponses were quite varied
agreeing with the statement whilst 24.4% disagreed, 18.6% neither agreed nor disagreed
closely followed by 17.9% who strongly agreddverall, more staff had positive
responses (47.6%) than negative responses (32.3%) to the statement indicating that staff
felt that duties were being assigned to those with skills appropriate to providing

palliative care.

The interviews also revealed that staff agreed théesiwere assigned to those with
skills appropriate to providing palliative canethe ward. This implied that staff thought
they currently had the skills to provide palliative care despite having previously reported
a lack of adequate training and showiagnisunderstanding of palliative care. The

Sisterin-charge or designee did the assignment of duties daily or as the need arose.

A Y €dsities are assigned to those with skill)e Sistein-charge or anyone who will
be in chargdassigns duties) int 83

5.6.3 Support for palliative care

Most staff (35. 8%) dSudfiaienrtraieng isoviddd bytthee st a
Hospital to enable staff to provide palliative cae 19 % agr eed with t
closely followed by 16.8% who neither agreed nor disagreed, with an equal number of
those that strongly agreed and strongly disagreed (12.9% bharle)staff had negative

responses (48.7%) than positresponse$31.9%) to the statement showing that staff

did not think that sufficient training was provided by the Hospital to enabletstaf

provide palliative care.

Sentiments from staff interviewed supported the view that training provided by the
hospital was not sufficient. Staff were clear that more training was needed to improve
the provision of palliative care. The training was to be given to as many staff nsember
as possible with priority being given to staff who had direct contact with the patients

such as Nurses, Doctors, and Physiotherapists.
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ANo, | think t her e.tasgbingthbsd pebpke wmo evoulel betdoirgi ni n g
palliative care on the patienespecially doctors, nurses, physiotherapists, dieticians
and so oro Int 83

Most staff (40. 1%) diSsffeignt reseuwlcesvaie tivailaltieltce st a
support providing palliative cage f ol | owed by 18. 3% who st r.
were almost equal numbers for those who agreed with the statement and those who
neither agreed nor disagreed (14.7% vs 14.@¢krall, there were 58.4% negative
responses compared RY.6% positive responses showing that staff did not think

sufficient resources were available to support providing palliative care.

About 38% of staff dirhe Bgppita mahagement adequdtety st at
supports providing palliative care, 20. 4% neither agreed no
statement closely followed by 19.7% who agreddciost double the staff had negative
responses (50.5%) compared to positive responses (27.6%) to the statement indicating

that staff felt strongly that the Hospital management did not adequately support

providing palliative care.

Mo s t staff (32. 3%) di sagreed with the st
adequately supports providing palliative gare .99% &greedvith the statement closely

followed by 17.2% who neither agreed nor disagre€dverall, more staff (44.8%) had

negative responses than positive responses (36.9%) to the statement as shown in Table
5.7. This showed that staff did not think mgeaent in their ward/department

adequately supported providing palliative care.

There were mixed views regarding management support for providing palliativie care

some staff stated that PGH management supported providing palliative care whilst
others differed. The staff interviewed stated that the hospital and ward management
supporéed providing palliative carbecause the management provided what they could,
when they could, to enable staff to provi
cited was not providing material resources which may have led some staff to believe that
mangement did not support providing palliative care services. Support from
management was also said to be aresult ofiselft er est as management
hospital staff could require palliative care. Hence management needed to support

services so thaheir relatives and staff would not be disadvantaged. The view from staff
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interviewed that hospital and ward management supported providing palliative care
differed from the survey results where just over half (50.5%) of staff did not think
management provided support.

AManagement will give you other people tc¢
lecture, and you know when people are having workshops they need food. The
management gives yadhat Ont he materi al i stic things the
Suppmrdgd. o

AYes, (Supeoyt palliadive care being provided®ecause one way the other
they will be having their relatives and colleagues admitted. And we also hiaee so
colleagues admitted so they do understand the impact of palliative care on their lives,

so they will approve that becausi®8li tdés f o

Other staff interviewed agreed with the survey results that hospital management did not
support palliative care being provided. The proof for this was that staff did not have

knowledge of palliative care and needed to be trained.

AA | ot of people dondt know abomt80 pal |l i at

The sentiment on management support for providing palliative care was summarised by

an interviewee who said:

AWel | |, I think they try. To be honest, I
struggling to secure resources for other areas besides palliative care. So, they may be
willing butl 6snur e i t 0 s (etcohomic ehallenggghatyis letting everything

d o wrint 7®
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Table 5.7: Responses for collective action

N =279 Strongly Agree Neutral Disagree Strongly Not relevant
agree disagree

PALLIATIVE CARE AND ROUTINE WORK
| caneasily integrate palliative care into my existing
work 100 (35.8%) | 107 (38.4%) | 10 (3.6%) 34 (12.2%) 23 (8.2%) 5 (1.8%)
Providing palliative care disrupts work and other
working relationships 17 (6.1%) 32 (11.5%) 17 (6.1%) 116 (41.6%) | 90 (32.3%) 7 (2.5%)
PROVIDING PALLIATIVE CARE
| have confidence in my ability to provide palliative
care 126 (45.2%) | 94 (33.7%) 32 (11.5%) 17 (6.1%) 7 (2.5%) 3(1.1%)
| have confidence in other peofdeability within my
wardidepartmentto providepalliative care 66 (23.7%) 114 (40.9%) | 53 (19.0%) 35 (12.5%) 8 (2.9%) 3 (1.1%)
| have confidence in other peof8eability in PGH to
provide palliative care 60 (21.5%) 117 (41.9%) | 49 (17.6%) 37 (13.3%) 12 (4.3%) 4 (1.4%)
Duties are assigned to thosgh skills appropriate to
providing palliative care 50 (17.9%) 83 (29.7%) 52 (18.6%) 68 (24.4%) 22 (7.9%) 4 (1.4%)
SUPPORT FOR PALLIATIVE CARE
Sufficient training is provided by the Hospital to
enable staff to provide palliative care 36 (12.9%) 53 (19.0%) 47 (16.8%) 100 (35.8%) | 36 (12.9%) 7 (2.5%)
Sufficient resources are available to support
providing palliative care 31 (11.1%) 41 (14.7%) 39 (14.0%) 112 (40.1%) | 51 (18.3%) 5 (1.8%)
The Hospital management adequately supports
providing palliative care 22 (7.9%) 55 (19.7%) 57 (20.4%) 106 (38.0%) | 35 (12.5%) 4 (1.4%)
Management in my ward/department. Adequately
supports providing palliative care 28 (10.0%) 75 (26.9%) 48 (17.2%) 90 (32.3%) 35 (12.5%) 3(1.1%)
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5.7 Reflexive monitoring: how is the work understood?

This section had six statements and staff agreed with five out of the six statements. In
the one statement where staff could neither agree nor disagree, there were slightly more

positive responses (47.3%) compared to 40.5% negative responses

There were similar numbers for stdénf who ¢
aware of written information about the impact of providing palliative@arel 3 0. 5% v s
28% respectively). There were also similar numbers for those who strongly agreed
(16.8%) compared to those who strongly disagreed (12G%&yall, there were slightly

more respondents who had positive responses (47.3%) to the statement [i.e., agreed +
strongly agreedas shown in Table 8.compared to negative responses (40.5%). This

showed that staff werensure (could neither agree nor disagree) that they were aware of

written information about the impact of providing palliative care.

A few of the staff interviewed were aware of written information about palliative care.
Staff did not elaborate on the contents of these pamphlets, but they found the information
contained to be useful. The written information was obtained from an indagend

source outside of the hospital.

AYes. We are given pamphlets with a | ot |
|l sl and HbD8 pi ce. 0

Most staff (31.5%) @hgstafendny wardlepartmehbgreest at e m
that providing palliative care is worthwhjledo 22. 2% strongly agre
disagreed with the statement. Responses were positively skB&&éo) compared to

negative responses (32.3%) indicating that staff thought that other staff in their
warddepartmenagreed that providing palliative care was worthwhile.

About 29. 4% of st af f Stafigat RGH chgrabthat grovidinge st a't
palliative care is worthwhile6 c¢cl osely foll owed by 26. 5%
disagreed; 17.6% disagreed whilst 15.8% strongly agreed with the statémiertdl,

45.2% of responses were positive compared to 26.6% negative and 26.5% neutral
responses. This showed that while staff surveyed thought that other PGH staff agreed

that providing palliative care was worthwhile, there was some doubt as shown by the

high number oheutral responses.
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Staff interviewed confirmed that other PGH staff saw that providing palliative care was
worthwhile. This was because palliative care in the ward was beneficial to patients, staff,
and thehospital by preventing legal issues from arising.

A Y e sy seetthe galue of palliative care in the ward because it will prevent some of
the medictegalhazards from happenin&o,they see the importance of tifptoviding
palliative care) int 84

SIlightly |l ess than half of st aflivalusethea veyed
impact that providing palliative care has had on my workf ol | owed by 39.
strongly agreed. Responses were skewed heavily towards posgpenses (88.9%)
compared to negative responses (2.5%). This indicated that staff felt strongly that they

valued the impact that providing palliative care has had on their work.

Just over half of staff ( 52 . R8édpbacksaboutong |l vy
providing palliative care can be used to improve it in the futre f ol | owed by
who agreed. Responses were also heavily positively sk(#egPbo) and the statement

had the highest number of positive responseghe whole survey. Almost all
respondents agreed with the statement showing that staff felt very strongly that feedback

about providing palliative care can be used to improve it in the future.

Staff interviewed expressed the sentiment that feedback about providing palliative care
was crucial. Feedback enabled staff to identify and correct errors as well as provide

guidance to fellow staff members.

AYes, feedback is important because you k
change. And you know where to give more

i mpor tne8Aat . O

Slightly less than half ofhe staff surveyed 4 8 %) agreed widalm t he
modify how | provide palliative cace, closely foll owed by 44. 8
Almost all staff surveyed (92.8%) gave a positiggponseao the statement indicating

that staff felt very strongly that they could modify how they provided palliative care.

This statement had a high number of respondents (9/3.2%) who indicated that this

statement was not relevant to the role.
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Table 58: Responses for reflexive monitoring

N =279

Strongly
agree

Agree

Neutral

Disagree

Strongly
disagree

Not relevant

| am aware of written information about the impact

vare of writ 47 (16.8%) | 85(30.5%) |31 (11.1%) |78(28.0%) |35(12.5%) |3 (1.1%)
of providingpalliative care

The staff in my wardiepartmenagree that providing ¢, »5 595) | g8 (31.50) | 36 (12.9%) | 58 (20.8%) | 32 (11.5%) | 3 (1.1%)
palliative care is worthwhile

fvﬁ‘;fhf,‘\fh?eH agree thaproviding palliative care is | 44 15 805) | 82 (20.4%) | 74 (26.5%) | 49 (17.6%) | 25(9.0%) | 5 (1.8%)
I value the impact that providing palliative care has o o o o o o
e 111 (39.8%) | 137 (49.1%) | 18 (6.5%) | 4 (1.4%) 3 (1.1%) 6 (2.2%)
Feedback aboytroviding palliative care can be US€ 1 44 55 305) | 118 (42.3%) | 5 (1.8%) 3 (1.1%) 3 (1.1%) 4 (1.4%)
to improve it in the future

I can modify how | provide palliative care 125 (44.8%) | 134 (48.0%) | 6 (2.2%) 3 (1.1%) 2 (0.7%) 9 (3.2%)
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5.8 Summary of results from theprocess evaluation

Almost all staff surveyed reported familigr with the termfipalliative caré and that
providing palliative care was part of their job. Staff gave a mean score of 7.08 out of 10
when asked how familiar it felt when providing palliative care. Staff gave a mean score
of 7.33 out of 10 when asked if they felt that providing palliatiaee is currently part

of their routine work. Staff gave a mean score of 7.8. when asked if they felt that
providing palliative care would become a part of routine wibtist saff also reported

that patients in their ward needed palliative care and agreed that palliative care was
beneficial to their patients. Most staff surveyed felt that patients and their families should
receive palliative care and that palliative care shbeldiven to all patient®GH staff
interviewed reported being very familiar with palliative care, but they had a
misunderstanding of some of the basics of palliative care. Common misconceptions
included the belief that palliative care was to be given tmbgrminally ill patients or

for incurable conditions and that palliative care was only given at home and not within
the hospital. A few staff however were quite knowledgeable on palliative care and
demonstrated their understanding of palliative carerandgnised that palliative care

should be offered at all levels of care.

Over half ofthe staff surveyed reported that Zimbabwe does not have a policy on
palliative care whilst a third did not know if there was a policy. Most staff had received
trainingin palliative care. Of those who had been trained, a quarter had received training
in the last six months and a quarter in the la@ty2ars. The only statistically significant
difference between female and male respsnsegeneral knowledge of palliative care
was on providing palliative care as part of their jol=(@024): more females reged
providing palliative care as part of their job as compared to m&8leme staff
interviewed did not know or had never heard about the national palliative care policy,
whilst others were very confident that they knew about the policy. Whilst some staff
claimed to know about the policy, they did not obtain this informatioough recent
training at PGH which was evidence that the activities of the PCI Project had not reached
these staff.

Pagel98of 311



Coherence: what is the work?

Staff surveyedlisagreedhat providing palliative care differed from normal work/daily
routine meaning that the majority of staff surveyed thought palliative care was not
different from their daily work. Staff surveyed aldsagreedhat staff at PGH had a
shared understanding of the purpose of integrating palliative care into the public health
system indicating that PGH staff did not have a shared understanding. Stafieituwid

agree nor disagrehat staff in their wards had a shared understanding of the purpose of

integraing palliative care into the public health system, although slightly more
respondents tended to agree, indicating that most staff surveyed thought that other staff
in their warddlepartmenthad a shared understanding of the purpose of integrating
palliative care. Staff surveyedjireedhat they understood how providing palliative care
impacted or affected the nature of their work agceedhat they could see the potential
value of providing palliative for their work. They couteither agree nor disagrdeat

staff at PGH agreed that palliative care should be included in the health sgtaém.

interviewed repeatedly shared the sentiment that they were already delivering palliative
care, but they were not always aware that they were providing palliative care. Whilst
staff reported that providing palliative care was part of their routind,wbey also
reported that services being delivered were limited due to significant challenges at PGH
which included shortages of staff especially Nurses, and shodglgasics such as pain
medication (especially morphine). Staff suggestions for improving palliative care
services at PGH provided possible leverage points and showsgstieencomplexity
properties of mterconnectiongnd tedback loop. Saff suggested the need for more
training through workshops or d@hejob training to increase awareness and
understanding of palliative care among stafvareness and understanding were
thought to help staff know how to provide palliative care and what was expected from
them.This readiness and willingness to undergo training provided a possible leverage

point for integrating palliative care.

Regarding the integration project, responses from staff interviewed revealed that most
staff were not aware nor had ever heard of integrating palliative care into the system at
PGH. Despite this lack of knowledge, there was unanimous agreementhizcaff

interviewed that integration was beneficial to both staff and patients and that staff would
support integration. Some staff suggested that integrating palliative care would not add
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to their workload or change work processes significantly as staff were already providing
palliative care as part of their duties. Other staff however reasoned that integrating
palliative care would add to workload. Shortages within the hospital (monegriahat
resources and staff) compounded by the emotional stress associated with providing
palliative care were identified as potential barriers that could htha@entegration of

palliative care at PGH.
Cognitive participation: who does the work?

Staff surveyed could neither agree nor disagree that there were key people in the hospital
who drove providing palliative care forward and got others involved. They also could
neither agree nor disagree that there were key people in their ward/department w
drove providing palliative care integration forward and got others involved. Staff
interviewed identified some key institutions and people that supported or could
potentially support palliative care and named Island Hospice and other staff members
within the hospital hierarchy, especially Sistereharge and Matronsligherranking

staff members could provide leadership, supervision, and some level of accountability.
The office of the Sistein-charge was identified as a potentially powerful leverage point
for increasing palliative care and integrating palliative care into the system at PGH. The
Sisterin-charge was well placed due to a variety of interconnectionsanitiriety of
important stakeholders in the ward (patients, families, ward staffjtabagmin) that

could be leveraged. This office was also a communication conduit for staff and between
staff, providing feedback which could also be leveraged to provide a positively
reinforcing feedback loop regarding palliative care. Staff agreed #rtitipating in
providing palliative care was a legitimate part of their role and agreed that they were
open to working with colleagues at PGH in new ways to provide palliative care. They

also strongly agreed that they would continue to support providithgtpve care.

Collective action: how does the work get done?

Staff surveyed agreed that they could easily integrate palliative care into their existing
work and disagreed that providing palliative care disrupted work and other working
relationships. Staff strongly agreed that they had confidence in their abiptpvale

palliative care whilst agreeing that they had confidence in other people's ability within

their ward/department to provide palliative care. They also agreed that they had
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confidence in other people's ability in PGH to provide palliative care and agreed that
duties were assigned to those with skills appropriate to providing palliative care.
Surveyed staff disagreed that sufficient training was provided by the Hospitable ena
staff to provide palliative care and disagreed that sufficient resources were available to
support providing palliative care. Staff also disagreed that the Hospital management
adequately supported providing palliative care and disagreed that managethent
ward/department adequately supported providing palliative care.

Reflexive monitoring: how is the work understood?

Staff surveyed could neither agree nor disagree that they were aware of written
information about the impact of providing palliative care. They also agreed that staff in
their ward/department agree that providing palliative care was worthwhile and that sta
at PGH agree that providing palliative care was worthwhile. Staff agreed that they valued
the impact that providing palliative care has had on their work and strongly agreed that
feedback about providing palliative care could be used to improve i iiutire. They

agreed that they could modify how they provided palliative care.

This chapter presented the descriptive statistics for the process evaluation, results of the
normalsation measure and IDIs. Chapter Six focuses on the discussion and implication

of the results of this chapter and the previous, Chapter Four (baseline assessment).
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CHAPTER SIX:

DISCUSSION, RECOMMENDATIONS AND CONCLUSION

This doctoral study undertook to develop a comprehensive, midtmensional
frameworkto guidethe implementation oén interventiohnnovation/practican the

health system ia resourcdimited setting such adimbabwe Nested within the field of
Health Policy and Systems Research (HPSR), the thesis argueddi@aging inherent
system complexity properties through complex systems thinking to replace the current

top-down approach when implementing policy in the health system.

Prior experiences with similar problems provide a framework to interpret
current problems. However, experience does not guarantee that behaviour leads
to the desired outcome. Dealing with complex problems needs a certain method
of problemsolving [14]. This again requires a fundamental knowledge of the

complex problem at preseftiodiamontet al, 2019, p. 2)

The studysoughtto monitor andevaluate the process of integnatpalliative care into

the health system at health facility ParirenyatwaGroup of Hospitals PGHusinga
framework based ooomplex systems thinkingrhe thesiscombined andested the
applicability of complexity theoryand three implementation theories for evaluating
health policy implementation. Based on the evaluation framework from Hayrads
(2014), thefocus was on the interaction betweethe three domains of context, the
personnel participating in the intervention, and the intervention of integrating palliative
care into the systenBy using complex systems thinking, and combintognplexity
theoryand three implementation theories for evaluating health policy implementation,
this study makes a significant, dngl contribution to knowledge about health policy

implementation in Zimbabwe.

The study sought to answer the main research queStidow can compl ex
thinking be used to understand the health system and effectively implement a health

policy in. Zi mbabwe?o0

This chapter discusses the findings of Phases | and Il presented in CRapiteasd
Fiverespectively. The chapter begins by revisiting the study aim and the study research

guestions then summarises key findings and compares the findings with the current
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literature. This is followed by a discussion answering the broad research question, and a
discussion of the strengths and limitations of the study. The chapter concludes by
identifying the contribution of this study to the existing body of knowledge akthma

recommendations for policy implementation, practice, and future research as shown in

Figure 6.1

Chapter One: — Chapter Two: - Cmgg?r
Introduction Literature Review Methodology
Chapter Four:
Chapter Six: Discussion and Conclusion EGSUFS X
6.1 Summary of study results ass‘esseslrr]]’leent
6.2 Context in which palliative care was being
integrated L g
6.3 PGH staff participation and response Chapter Five:
6.4 Effect of integrating palliative care &  Results- Process
6.5 Complex systems thinking evaluation
6.6 Study strengths and limitations
6.7 Contribution to knowledge
6.8 Recommendations
6.9 Conclusion

Figure 6.1. Overview of Chapter Six

6.1 Study aim, research questions and conceptual framework

The studysoughtto monitor andevaluate the process of integnatpalliative care into

the health system at PGH usiagramework based onomplex systems thinkingnd
answer the research questiblow can complex systems thinking be used to understand
the health system and effectively implement a health policy in ZimBaliveesub

guestions this thesis sought to answer were:

d) Context
- What was the context in which palliative care was being integrated at PGH?
- What contextual factors enabled or hindered the delivery of the intervention?
e) Personnel participation and response
- What did PGH staff know andunderstandabout palliativecare and the
intervention?

- Was the intervention acceptable to PGH staff?
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- What was the change commitment of staff towards the intervention?
f) Intervention

- Did the intervention change any workflow processes and practices?

- Was the intervention implemented as planned?

- What did PGH staff feel about the implementation process and outcome?

This thesis was guided by a conceptual framework derived from frameworks commonly
used in implementation scien(@roctoret al, 2009) the ABCD system modéHaines,
1998)andthe UK Medical Research Council guidance for developing and evaluating
complex interventiongMoore et al, 2015b)that was refined using four theories:
complexity theory (Byrne, 2005) the organistional theory of innovation
implementation effectivenegKlein and Sorra, 1996)the theory oforganistional
readiness for chand®Veiner, 2009)and thenormalisation process theor{vay et al,

2007) These theories provided the variables that were assessed and measured in this
study. This conceptual framework is shown in Figure 6.2.

The framework provided a guide to show the supposed flow of the implementation
process and the interactions that occurred. The framework supposed that the intervention
(integrating palliative care) was implemented in an organisation/faciety®GH) that

had its internal context comprised of structural capacity, cognitive potential, and
routines. The aim was to incorporate the intervention into the organisation, especially
the routines to achieve intervention effectiveness, (esired outcomes of increased
palliative care being provided to patients). Producing these outcomes was dependent on
the implementation process being effective in integrating palliative care into the inner
context/system at PGH. The intervention, orgarsaand intervention effectiveness
influenced, and were influenced by the external context at PGH or the larger national
health, political and socieconomic system in Zimbabwe as shown by the arrows in the
framework (Figure 6.2). Based on complex systethinking, implementing the
intervention would both affect and be affected by the organisation. The thesis tested the
assumptions made by this framework and the variables of the various theories through a
multi-phase mixednethods methodology (described in Chapter Three) and produced
results (detailed in Chapters Four and Five) which are discussed in the following

sections. This discussion follows the three study evaluation doroficsntext, the

Page204of 311



personnel participating in the interventiandthe intervention of integrating palliative

care into the system

CONTEXT (External)
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Figure 6.2: Original study conceptual framework

(Arrows indicate relationships and interactions between elemen(8.2 Contexti

study domain one

In this domain of the doctoral studghe context in which palliative care was being
integratedvas described and tloentextual factorshatmay haveaffecedthe delivery

of the interventiorwere exploral. This wasachieved by dentifying and describing
social, economic and other environmental factors (includkey stakeholders,
leadership dynamics, and interdepartmental relationshipghe immediate setting and
the national health system in Zimbabwiiae tsual implementation science determinants
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for context which areorganistional readiness for implementing change and

implementation climatéNilsen and Bernhardsson, 201@¢re also investigated

The influence of context on implementation has evolved in the literature from being a
determinant of implementatiofBirken et al, 2017)to the recent view informed by
complexity theory that an intervention and the context affect, and change, each other
(Pfadenhauer, 2022Yhe systems view is that context is a complex system, and the
intervention and the context both undergo adaptation in a reciprocal process, hence the
need to fully describe and understand the corfiefetdenhaueet al, 2015; Turner and

Baker, 2019)In line with complex system thinking, this study sought to identify socio
economic factorsprganisition readiness for change and implementation climate as

determinants for context when integrating palliative care at PGH.

6.2.1 Social, economic and other environmental factors

The documents reviewed revealed that the context for integrating palliative care was
charactesed by great uncertainty, instability, rapid changes, lack of resources and lack
of leadership continuity within the country, the broader health system and at PGH. The
linkage and interdependence amongst the tftheecountry, the broader health systems
and PGH)wereso strong that reporting findings seemebéaarepetition since the same
issues were present at all levels. For example, the political envirommzaimhbabwe
was charactesed by constant changes and political uncertainty, especially in the period
between 2017 and 2021. In this same period, document review showed constant change
and uncertainty within the Ministry of Health and at PGH. The same-sgoioomic
indicators (ecoomic instability with multiple political and socieconomic challenges
that had persisted for some time) that affected the country also affected the national
health system and PGH. The decline of the health system in Zimbatameeffect of
the negative political and soegconomic environment in the country also caused a
decline inthe performance of PGH. This demonstrated the strong interlinkage and
complexity between the political and so@oconomic systems and the health system in
Zimbabwe The complexity arose from the internal interactions, structure and processes
within the hospital, the interaction between the hospital and the parent ministry MoHCC,
and the impact of the COVHD9 pandemic on the Zimbabwean health systéne
context in which palliative care was being integrated was complex,-laystied, and
rapidly changing.
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Current guidance is that interventions need to be adapted to fit the context in which they
are implemented to ensutiee achievement of desired outcom@éoore et al, 2021)

Given the strong interlinkage of PGH and the external context, integrating palliative care
needed to take io account this very strong influence. The PC Integration roadmap and
theproject took specific steps to ensure the inclusion of key stakeh@R{&r3F, 2018)
however events seem twve happeed faster than anticipated, typical of complex
adaptive systems. Not anticipating unpredictability, the strength of interdependencies
within the systenfLanhamet al, 2013)and the potential impact was a weakness built

into the implementation design of integrating pallia{ivoreet al, 2021)

6.2.2 Organisational readiness to implement change

Survey results and interview findings showed that PGH ktadfa high organisational
readiness to implement changee., staff were psychologically and behaviourally
prepared to implement th@rganisitional change of implementing palliative care into
the systemOrganistional readiness focuses on memberange commitment (shared
resolve to stay the course and implement the change) and change efficacy (shared belief
in the ability to do so)Weiner, 2009)Survey and interview results showed that PGH
staff were committed to integrating palliative cardP&H - staff wanted the change,
staff were determined to implement the change and staff were motivated to implement
the changeThe interviews revealed that PGH staff had a very clear and strong patient
centric view oftheir work, whichmay explain whythey continue to work at PGH even
under difficultconditions The motivationfor implementing the changgemmedrom

staffdé altruisticdesire to provide the best quality of care for patientseasdreoptimal
patient outcomesThere was also an intrinsic desiaenongstaff to improve their
knowledge angbracticeof palliative carewhich they viewed positivelyHowever, saff

were less confident about their ability to effect change, with the major issuetbeing
lack of resources and knowledge to provide palliative care. The lack of resources for
staff willing to implementanlead to frustration, demoradition and eroded motivation
(Leykumet al, 2014) The effect of limited resources on implementation may be either
clinical inertia (failure by staff to initiate or intensify a practice) or system inertia (failure
to initiate or achieve sustained behaviour change) both of which lead to implementation
failure (Coiera, 2011)
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The readiness formula is willing €., staff want the change and believe they can bring
about the change) + ability.€., staff have they need to make the change happen) =
readinesgWeiner, 2009) However, the tools currently in yssich as the ORIC tool
adapted and used in this stuteasure one part of the formula which is willingness and
neglect resources, abilities, skills and knowledge that contribute to readiness. In this
instance, based on the survey results, the conclusion would have been that PGH has a
high organisitional readiness to implemewchange. However, findings from the
interview show that only sta#fwillingness to implement was high, as staff did not
believe they had the ability to implement the change. Efforts have been made to develop
simple but robust tools to measwryanistional readiness with the main challemnge
beingthe reliability and validityof the tools(Gagnonet al, 2014, 2018; Sheet al,

2014)

6.2.3Implementation climate

Implementation climate has been identified as a factor important in improving the
implementation of interventions such as integrating palliative (Eoweellet al, 2021)
Strong implementation climates are those that encoutegase of evidencéased

practices (EBPSs) by:

1. Ensuring that employees are skilled in the use of EBPs
2. Putting incentives for the use of EBPs and removing disincentives
3. Removing barriers to the use of EBR$ein and Sorra, 1996)

The final result from assessing the implementation climate indicated that PGH staff
agreed to a moderate extehat policies, practices, procedures, dmehavioursvere
rewarded, supported, and expected to facilitate effective evidesesl practice (EBP)
implementationThe main driver for this result wake scale on focus on EBPs. PGH
staff agreed that they were focused on EBPs with using EBPs effectively being rated
much higher than making EBP use a top priority in the ward/department. This may have
beenbecausePGH is a teaching hospital that constantly trains health workers and
actively participates in resear{arirenyatwa Group, 2018)he scale with the lowest
score was rewards for EBPs indicating that staff did not agree that using EBPs was

rewarded by the hospital administration. The result was an implementation climate that
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was neither weak nor strong but tended to be not condueigedducational support

for EBPs was reported to be weak).

Based on the results of the implementation climate, which showed the PGH had a weak
climate, it could be predicted that the chances of successfully integrating palliative care
would be low. Implementation climate is a precursor to implementation effeesigen
hence a weak climate would decrease the chances of implementation being effective
(Klein and Sorra, 1996; Jacobsal, 2015)

6.2.4 Staff willing but unable to implement change

The results of assessing thanisitional readines®r implementing changand the
implementation climate at PGH showed that despite PGHsstélffngness to adopt the
intervention, the hospital was not ready for change and the implementation climate was
not conducive for integrating palliativeareinto the systemSeveralbarriers existed
which could potentially hinder the intervention: there were not enough resources for the
current needs of the hospital without adding resources needed to fully implement the
project; staff were demotivated and had a negative attituderdewaork; working
conditions were very challenging for staff; and staifl ldeveloped a coping mechanism
which could hinder uptake of anything new or different.

During I DI s, when staff were asked direc
palliative care, almost all interviewees agreed that the hospitaleadg,and that staff

were ready for the integration in line with survey results. However, these staff
highlighted that some conditions had to be met and some adjustments would be required

for the change to happen successfully. Some of the requirements wémnatitaining

on palliative care for hospital staff and ensuring that adding palliative care did not disrupt

work or add to the current workload. It was also highlighted that in the absence of these
requirements, there was a chance that staff would thsigntegration of palliative care

as staff did not want to take on extra work.

6.3 Rersonnel participation and responsé study domain two

This domain describel how PGH personnel participaed and responéd to the
intervention ofintegratng palliative care at PGH. This was achievecdkgloring PGH

staff knowledge and understanding of palliative carendt®nalpalliative care policy
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of Zimbabwe andtheintegration of palliativeareinto the health systerRalliative care
is both a philosophy and a practi@@andall, 200Q) How staff respondedo and
participatedin integrating palliative care depended on how vitedlignedwith their
personal values (Klein and Sorra, 1996)The acceptability of the intervention,
engagement, and change commitmem®H staff was investigatelinally, constraints
related to the provision of palliative care serviaedpossible barrieffacilitators tothe
integration of palliative careere investigated

The profile that emerged of the typical participant for this study (Phase 1 and Il) was a
young female Nurse with diploma and between three to 10 years of experience who
worked fulttime at PGH. The results showed that there were twice as many female
participants as males for both Phase | and Il of this study, with participants being
relatively young: a quarter weretween 2530 years whilst over half the participants
were below 35 years. A significant second group for both phases could also be described
as a young male Doctor working fdilme at PGH.This meant that the PC integration
team needed to access and tmimarily the female nurses who were in the majority at

the hospital. It was also necessary to target male doctors who made up a significant
number. Given the dual doctt-nurse and male-female dynamicboth groups
neededto be trained tomitigate potential power dynamics that could hindée
integration of palliative care.

6.3.1 PGH staff knowledge and understanding

Palliative care

Almost all staff surveyed reported famiiigr with the termfpalliative caré and
acknowledgedhat providing palliative care was part of their jblowever, staff had
mistook palliative care for endof-life care and were unclear about who should receive
palliative care. This was consistent betwdles baselineassessmerdnd the process
evaluation conducted a year later. This demonstrated that the misunderstanding of
palliative care was deeply rooted in the hospital. A possible explariatiassociating
palliative carawith endof-life careis that PGH staff had experience with palliative care
being providedonly to very sick patientsAs PGH is a public referral hospital, the
patients who seek care present to the hospital late and are usually very sick. The training

component of the integration process needed to take this misconception into @ccount
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staff were familiar with palliative care but misunderstood it. The training required would

need to be more explanatory than informative.
The national palliative care policy of Zimbabwe

Most PGH staff did not know or had never heard about the national palliative care policy
of Zimbabwe. The few staff who claimed to know about the policy did not obtain this
information through recent training at PGH, which was evidence that the actofities

the PCI Project had not reached these staff.

The implication othelack of knowledge on palliative care and the palliative care policy
was that not enough capacity had been built to sustaffitraining Results from the
document review showed that Palliative care champions for PGH had been trained and
some staff had also been trained to train other staff. The evidence was that this was not
happening or was happening at a very slow pace. Given the cgiypled competing
demands of the job and the system, it was likely that the training woue rsoifficient

to integrate palliative care. The challenge may have been in the training model used. A
multi-country intervention to integrate palliative care into national health systems used
training and clinical placements for mentoring si@fantet al, 2017) The use of
mentors and partnerships has been shown to be effective in strengthening palliative care

training and education in MalaiPalumboet al, 2023)
Integrating palliative care into the system

Results showed that most PGtaff were not awaref nor had ever heard of integrating
palliative care into the system at PGH. Despite this lack of knowlatiges was
unanimous agreement from staff that integi@atpalliative care at PGkas beneficial

to both staff and patients and that staff would support integratios provided an entry
point for the integration team as PGH staff thought highly of the intervention. Staff were
correct regarding the benefits of integrating palliative care. A revi@@20 noted three
benefits of integrating palliative care into the system: a more responsive,-patiéned
health system; enabling and motivating staff to provide servicess mettliction in the
number of hospital admissions potentially saving c@tart and Olivier, 2020PGH

staff identified potential barriers totegrating palliative caras:
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- Possible increase in workload
- Shortages within the hospital (money, material resources and staff)
- Theemotional stress associated with providing palliative care

Potential facilitators were identified as:

- Supplying resources for providing palliative care such as basic dzugs (
morphine) and medical consumables
- Establishing a dedicated palliative care team or ward

- Using the office of the Sisten-charge

6.4 The intervention of integrating palliative care into the systeni study domain

three

In this domain, the intervention of integrating palliative care into the system at PGH was
assessed to determinvehether the integration occurrectcarding to theplanned
frameworkand if palliative caréecame normaled into daily work routinewithin the
hospital This was achieved 3ssessing the extent to which core aspedisegfalliative
careintegration project werédeliveredand assessing if integration changed work and
process flowHospital staff perspectives on palliative caard theintegraion process

were also explored.
6.4.1 Integrating palliative care into the system

The results showed that some integration activities had been implemented, namely
training of some hospital staff. However, information and training had not reached the
majority of staff in the hospital. The approach adopted by the integration team of training
thetrainer may have been the weakness. Other studies that have successfully integrated
palliative care into the system have used a combination of training and me(@Bnang

et al, 2017) Also, to ensure success, training has been varied incorporating classroom
sessions, ward sessions, and clinical modelling with training being provided to different
cadres in the hospitéGrantet al, 2017)
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6.4.2 Normalisation of palliative care into daily work

From the results, palliative care was not yet normalised into daily work. However, PGH
staff believed that palliative care was already an integral part of the care they were
already providing. The view by staff that they were already providing palliaéike c
reflected how they had understood the work of providing palliative care based on an
incorrect understanding of what palliative care was as noted above. It is most likely that
staff did not provide the full range of services. As argued by Coierapsagfhot have
wanted to substitute their practices for the new practices being brought by integration
(Coiera, 2011)

6.5 How can complex systems thinking be used to understand the health system and
effectively implement a health policy in a resourcdimited setting such as

Zimbabwe?

The main reason to use complex system thinkingfiert@brace uncertainty and manage
complexityo that are inherent in a health system especially when implementing
interventions that may be complex as w@han et al, 2018) Complex systems

thinkingwas used conceptually, in the design of the study and the evaluation as follows:

1. Conceptually To understand patterns and procesd¢ddGH. To understand the
interaction between the PGH system and intervention of integrating palliative
care. To understand the interaction between staff (as agents in the system) and
integrating palliative care. The end goal wasletermine how to intervene in a
way thatcould contribute to changing the systdavourabl (Kroelingeret al,

2014; Rutteret al, 2017; Braithwaite, 2018; McGi#t al, 2020; Carrollet al,
2023)

2. Study design To select the theoretical framewaakd use that tdevelop the
conceptual frameworkTo define the system boundary and evaluation scope
focusing onprocess evaluation dhe implementation of the policy athealth
facility (Walton, 2014)

3. Evaluation- Complexity theorywas used taescrile thecontextfor integrating
palliative careidentify the quality of the implementation and identify any other
impacts such as changes in relationships and normalisation of pradtise

meantgoing beyond the traditional evaluation approach of assessing whether
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implementing the policy achieved its intended outcoraed anticipating
variation from intended outcomes due to emergefitayneset al, 2014;
Skivingtonet al, 2021)

Based on information detailed in Chapters Three, Four, and Five and the discussion of
results from secti®6.2 to 6.4 above, the framework developed from complex systems
thinking was usedo collect and report results on three interacting domains of context,
personnel and the intervention. These results describe the inneutmdontext for
integrating palliative care and show the impact of the context on the intervention of
integrating palliative careThey also illustratdhow staff involved inthe integration
participatedn and responded to the integratiand howthe interventiorbothimpacted

and wasnfluencedby the system.

Complexity, uncertainty, and constant, rapid change are issues that policymakers,
implementers and evaluators have to contend with when introducing change into the
health system. The health system and the agents in the system (such as health facilities
andhealth workers) are, and should always be considered, complex and adaptive. The
basis of many behaviour changes, health improvement and practice implementation
interventions in health systems such as training, or capacity building relies on CAS
charactestics such as adaptation and setjanisation(Leykum et al, 2007; May,
Johnson and Finch, 201&omplexity, and CAS organising principles such as adaptive
capacities, dynamic properties and novéRyeiseret al, 2018; Carrollet al, 2023)

cannot be avoided if any change is required in the health system.

6.6 Study strengths and limitations

The study yieldd rich quantitative and qualitative data from a robust methodology.
Some strengths and limitations that were noted during the conduct of the study are

described below.

6.6.1 Strengths

The study had some strengths that were noted during the implementation piticess.
three phases (pilot study, baseline assessment and process evaluatiosiudfythere
conducedsuccessfullydespitemajor disruptions to the PCI project and this studigta

collection tools were successfully piloted, reviewed, and refined before use on a larger
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sample. The resulting tools were clearer, and the desired information was collected as
the questions asked were unambiguous, which added to the reliability and validity of the
guantitative data collected. The study managed to obtain responses fronutrexireq
number of participants for the baseline assessment and process evaluation as per sample
size calculationsParticipants for both quantitative and qualitative data colleatiere
sampledirom the most appropriate departments adding to the reliabiityrigour of

the study.The sociedemographics from both phases of the study were in line with the
distribution of staff at PGH and reflect that participants were sampled appropriately. The
information collected can be taken to give a credible reflection of the views of staff at
PGH.

The study was able to adapt to the challenges posed by CO&/tBstrictions such as
restricted movement in the hospitals and limiteghénson meetings. Data collection
surveys were successfully distributed to staff within the hospital despite GO%ID
restrictions and staff rotation#-depth interviewsvere conducted despite COUD®
restrictions regarding tperson meetings the study switched to IDIs via the telephone
to obtain staff views. These adaptations ensured that adequate data was cothected,
was analysed and synthasi to sufficiently answer the research questions posed by the
study. The effect ofthe COVID-19 pandemicaddedan extralayer of complexityan
already complex process of policy implementatiowith limited resourceslt also
provideda natural opportunityo obsere the resilience of the health systarmd health
workers especially at PGH ani test the underlying thesis of this studyatwhen
implementing interventiongn CAS, it is essentialto embrace complexity, manage
uncertainty and minimise ambiguitihanet al, 2018) Researchers, especially those
working in the field of HPSRIike implemenérs, need topreparefor and around
unexpected occurrences ambrk proactively to prevenunplanned or unwanted

disruptons tother researchwork.

Some assumptions made by the conceptual framework (Figure 6.2) and discussed in
Section 6.1 were demonstrated by the study. The floumpfementation, i.e., the
process of integrating palliative care at PGH was demonstrated through results from
document review, and sersiructured IDIs in the study. The integration team edit
the study site and condecd integration activities (premplementation and
implementation) which were assessed by the study. The effect of these activities was
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also successfully assessed using the variables obtained from the theoretical framework
outlined in the conceptual framework. The combined Organisational Readiness for
Implementing Change (ORIC) and Implementation Climate Scale (ICS) tool was
successfully sed to assess the inner context at PGH. The Normalisation Measure
Development (NoMAD) instrument was successfully used to determine if palliative care
had been integrated into routine practice at PGH and the effectiveness of integrating
palliative care aPGH. The framework was also able to demonstratartbatporating

the intervention into the organisation, especially ihigtines,is necessary to achieve
intervention effectiveness. Finally, the framework through the study results, was able to
show the complexity of the system and the intervention through the interaction between
the external and internal context; the interventioth ta@ context, the intervention and

PGH staff. The research site, PGH, demonstrated characteristics of a complex adaptive
system, especially hierarchy, resilience, embeddedness and feedbaciPleigeret

al., 2018; Carrollet al, 2023) Staff at PGH demonstrated complexity properties of
learning and adaptation, sensaking, interdependencies and smifjlanisation
(Braithwaiteet al, 2018)

6.6.2 Limitations

There were some limitations to this study which may have affected the results obtained.
Delays in implementing the PC Integration project at, and within, PGH meant delays in
conducting the process evaluation. This may have affected results as the process
evaluation may have been conducted too eatlge PCI project did not have enough

time to have any impact on staff knowledge, understanding and behaviour. The
evaluation was conducted after six months whilst the literature suggests that an
evaluatiorshoutl be conducted at least a year after implementétiayneset al, 2014;
Brainard and Hunter, 2016; Skivingtehal, 2021) Conducting thevaluationprocess

too early while implementationwas stillin its nascent stagewould notadequately
account for initial implementation challengasd mightproduceinsufficient data to

draw accurate conclusion&n early proces®valuationmight captureonly the initial

stages opersonnel and system changpstentiallycreatinga misleadingimpression

that no changéiad occurredwhen in fact, changewas beginningto take place
Consequentlyconducting the process evaluatgrematurelycould havded tomissing

significantdevelopmentshat weredriving improvements

Page2160f 311



There were disruptions to data collection due to the CGMUI[pandemic restrictions

and regulations at PGH. The major challenge was not being able to corgecsan

interviews whichlimi t ed the researcher s averbdl ity t
information from intervieweesI his may haveconstrainegarticipantéresponses and

hi ndered the resear chewdbalceedliniaiely eduding pr o b
the quality of data obtained through the intews. The limitations of virtual or

telephonic in-depth interviews have beempreviously documentedin the literature

(Krouwel, Jolly and Greenfield, 2019; Tremblay al, 2021) Another limitation

brought about by the pandemic was thatnitial component of staff observationthe

wardscould not be&conductedht the hospitadue tomovementestrictions The literature

suggests that some -gite observation would be useful to provide information on the
integration proces@Hayneset al, 2014)

Theimplementation process of the PCI project and this study was affected by a number
of contextual and logisticathallenges whicimay haveaffected the resultebtained.
Despite these limitations, the study was robust enough to withstand challenges posed by
many political, economic and social challenges experienced in Zimbabwe during this

period.

PGH staff knowledge and understanding at baseline (Phase 1) was assessed solely
through the IDIs and not through a combination of surveys and interviews. This was due
to the quantitative instruments for collecting data which did not provide for collecting
this information. A baseline level of knowledge would have allowed for some
comparisons and inferences to be made. Whilst survey baseline data were not collected,
IDIs provided a rich set of data to provide information related to staff knowledge and
undersanding of palliative care, and the national palliative care pobegpite these
limitations, the study was robust enough to withstiegbolitical, economic and social
challenges experienced in Zimbabwe during this peribcduccessfully testedhe
applicability of complexity theory and process evaluatiothe contexbf an ongoing
government policy implementation. The use of complex systems thiefkiegtively
demonstratedhe complexity of implementing a policy iné&hZimbabwean health

system.
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Another limitation of the study is th#tte perspectives of the policymakevghin the
MoHCC and the implementing teamof the PCI were not soughtr captured
Additionally, the viewsof senior management and leaders at P& well asthe
recipients of palliative car@amely the patients, family members and the community
were not includedincorporatingthe voices of the implementers and the recipients of
the intervention would have providesl more comprehensive understandofgthe

activities and eventhat occur in the implementation process.

Some limitations related to the study's theoretical and conceptual framework were also
noted. Quantitative data collection tools (ORIC, ICS tools and NoMAD instrument) did
not consider and therefore did not measure resource constraints related to impégement
the policy. The study did not go into great depth on behaviour change of staff, especially
around uptake and use of information (as training was the delivery mechanism for the
intervention) and adoption of new routines vsadi®ption. The study did hassess the
impact of implementing the policy on staff, given the various shortages experienced by
the hospital. The study did not look at the cost of integration compared to the cost of not
integrating palliative care. This cost would be economic, phigisychological, and
emotional. The study did not investigate opportunity cost anebersfit analysis from

the provider's perspective to get an indication of the likelihood of adopting the
intervention and providing more palliative care services. asethe limitations noted

with the conceptual framework, a further iteration of the framework was developed

which is detailed below.

6.6.3 Consolidated implementation framework

Based on implementing the original study conceptual framework and noting the
limitations described above, a consolidated framework for implementing an
intervention/innovation in health systems was developed and is shown in Figure 6.3.
The amended consolidee d framewor k buil ds on t he
framework to provide more detail. In line with the view ttieg complexity of health
systems and implementation in health systems requires greater claghceptualising

the various dimensiongMoore et al, 2015; Singeret al, 2020) the amended
implementation framework lays out in sequence, the various aspects of implementation

that need to be considered (Figure 6.3).
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Arrows in the framework represent the connection and dynamic interplay between
various elements as each influences and is influenced by, thgMthme et al, 2021,
Pfadenhauer, 2022frrom left to right, the diagram begins with the proposed change in
the system, i.e. the intervention or innovation, which needs to be described and the causal
assumptions that underpin how the change will be achieved made €kfdigjtlohnson

and Finch, 2016)The decision to implement an intervention, the type of intervention
and resources for implementation are greatly influenced by the context in which the
proposed intervention will occur, hence the amended framework emphasises both outer
and inner contextThe intervention is connected to the intervention site or context
through an implementation strategy or group of strategies that move the intervention
from an idea into implementation outcom@octor, Powell and Mcmillen, 2013;
Powell et al, 2015) The implementation strategy leads to the zone of active
implementation in which the objective is to act in the immediate system/inner context to
obtain a favourable reaction that will lead to sustainable desired outcomes using minimal
resourcegKim et al, 2023) The inner context is the immediate setting, organisation or
location where an intervention is implemented where an implemesaéds to consider

the structural capacity, cognitive potential and behavioural capacity. The inner
context/organisation consists of organisational features, social features, and activities
and for change to happen or an intervention to be integratethisteystem, five types

of interlinked integration must occustructural, functional, normative, interpersonal,
and procesgSinger et al, 2020) Through specific processes or events in the
organisation (mechanism of impact) after integration, the implementation strategy may
result in achieving the desired proximal and distal implementation outdgmest al,

2023) The mechanism of impact is affected by moderators ancbpdéionsthat
operate before and after the mechanism. Theomditionsand moderators, together

with integration in the organisation, are affected by intervention fidelity, timing and
dosagdPfadenhauer, 2022; Kiet al, 2023)

In addition to the consolidated implementation framework, a theoretical framework was
developed using complex system thinking as theawebmgapproach to implementing
the intervention in a health system. Complex systems thinking complemented by
relevant theories such as implementation TMéiganistional theories, social and
behavioural theories, and evaluation TMFs would proviglecomprehensive
understanding, explanation and prediction of the change prd¢essinderstanding has
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been described by Singet al (2020) as ounderstanding th
multi-layeredr el at i onshi ps e me (Sthgeregal, 20080, h2Thé t h sy ¢
use of these theories is depicted in Figure 6.4 and is meant to complement the
consolidated implementation framework (Figure 6.3). Comgyestems thinking is the

chosen ovarchingapproach as tecognses patterns, mechanisms and dynamics in a

system and can be used teveal underlying assumptions regarding a proposed
intervention or strategfRodet al, 2023) By using complex systems thinking in this

way in combination with other theories, models and frameworks, there could be a greater
understanding of the change process; leverage p@ueadows, 2008bkould be

identified and crucially, alternative strategies to achieve intended outcomes whilst

minimising unintended consequences can be iden{Red et al, 2023)

The final piece derived from this study that adds to the consolidated implementation
framework and the proposed implementation theories is a description of the
implementatiorepproach based diterature from complexity, policy, implementation

and evaluation science. This approach provides a setodqditionsprinciples stages
andactivities of implementatiorthat can be used to guide implementation in a health
system. These preconditions, principles, stages and activities are detailed in Table 6.1.
The three tools of consolidated framework for implementation, implementation theories
and implementation approach provide material for policymakers, researchers,
implemenérs and evaluats to consider and use to guide the entire process of

implementing an intervention in a health system.

The results of this study have shown the importance of a complex systems approach to
implementing interventions in health systems which are complex and adaptive. When
implementing these interventions it is crucial to embrace complexity, manage
uncertainty and minimise ambiguityKhan et al, 2018) Practically, this means
implemenérs should take crucial steps before implementing interventions or
innovations in complex adaptive systems such as a health system or a health facility to
target scarce resources to essential dfageret al, 2020) Such pramplementation
activities include specifying the implementation strategies and determining the
mechanism by which the implementation strategies will work in a given context,
including the mechanisms, preconditions, mediators, moderators andes(&im et

al., 2023) Complexity-consistent approaches are better suited to provide understanding,

Page220o0f 311



designing, and implementing activities that may produce desired outcbgnes

recognsing patterns, mechanisms and dynamics in a sy@Roadet al, 2023)

Page221of 311



OUTER CONTEXT

INNER CONTEXT

OUTER CONTEXT

INNOVATION / INTERVENTION
Proposed change in a systeescription and causa

assumptions

IMPLEMENTATION
STRATEGY

STRUCTURAL CAPACITY

ORGANIZATIONAL SOCIAL

ACTIVITIES

FEATURES: Structurd FEATURES Beliefs|

and systems | and behaviours

STRUCTURAL | NORMATIVE

(resources) |
Physical | Shared culture
operational, | and beliefs

INTERPERSONAL
FUNCTIONAL

Collaboration /

Formal, written T —

financial or
I

PROCESS

Actions /
activities

policies and
protocols ” “

COGNITIVE POTENTIAL

BEHAVIOURAL CAPACITY

INTERVENTION FIDELITY

TIMING, DOSAGE

IMPLEMENTATION EFFECTIVENESS

MODERATOR

PRECONDITION
FORMECHANISM

MODERATOR

PRECONDITION FOR

(S) anooLno

NOILVLINIWITdINI TVINIXOHd

(S) anooLno
NOILV.LININITdNI TVLSIa

PROXIMAL OUTCOME

IMPLEMENTATION EFFECTIVENESS

INTERVENTION CAUS AL ASSUMPTIONS

Page222of 311



Figure 6.3: Consolidated implementation framework

(highlightingthe zone of active implementation between the implementationgstrael the proximal outcope
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6.7 Contribution to Knowledge

There areseveral substantive and original contributions of this study, dhat be
classified into: knowledge contributions; conceptual and theoretical contributions;
methodological contributions; knowledge gap contributions; and practice and policy

contributions.

6.7.1Knowledge contribution

The substantive and original contribution to knowledge of this study is in applying
complex systems thinking to health policy implementation in a resdéinnded setting.

The studydemonstratethow complex systeathinking can be used to understand and
improve policy implementation in a resowlgaited setting, especially at the facility
level. In addition, the study conducted research on the policy implementation process
for the palliative care policy in Zimbabwe which has limited literature availdlble.

first attempt to integrate palliative cargo the health systeimm Zimbabwefailed and

this study offers insights into how that may have happened anddilome can be

mitigated orprevented.

6.7.2Conceptual/theoretical contribution

The theoretical contribution of this study is that it adds to the understanding of how
complexity theory can be used in health policy implementation and redouiiesl
settings. The study adds to the literature by combining complexity theory and three
implementation theories to better understand and improve implementation in a complex
adaptive system such as a hospital. Organisational readiness for implementing change
(Weiner, 2009)and implementation climatélein and Sorra, 1996yvere used in
combination to assess the inner context for implementing a health policy. The
significance of the study is that it highlights some limitations in some implementation
theories regarding comprehensively assessing organisational readinesglamingx

why new practices become routine. The tools for assessing organisational readiness for
implementing change and implementation climate focus more on human resources and
an organisationods cognitive potentali al w h
capacity (Figure 6.3). The tools do not consider or measure the costs and resources
required for implementation and do not assess policies, protocols, and processes that

may enable or hinder implementation.
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The study expanded on existing implementation and evaluation frameworks currently in
use by combining complexity, evaluation, and implementation scienpeoduce the
study conceptual framework that was teqtédure6.2) (Klein and Sorra, 1996; May

et al, 2007; Mooreet al,, 2015b) The results of the study highlighted areas of strengths
and limitations with this framework, including the specific adaptations required. In this
way, this study adds to the literature by producing an amended and consolidated
implementation conceptual freework that builds on and extends past frameworks from
HPSR, complexity, implementation and evaluation sci¢Heies, 1998; Proctet al,

2009; Sarah A. Birkest al, 2017; Singeet al, 2020; Kimet al, 2023)and is shown

in Figure 6.3. The updated conceptual framework allows for the exploration of the way
the different elements of implementation relate to each other, and how these
relationships can be studied, which has implications for policymakers, imgknsien

researchers and evaluat¢&ngeret al, 2020)

This thesis also proposes the consideration of relevant theories to understand and assist
policymakers and implemeans in designing, implementing and evaluating a strategy or

process in a health system, what Pfadenhgusei0 2 2 , p . 1572) <call ed
plurali smo, based on compl ex Ssystems t hi
consideration of theories and proposed areas of relevance in the implementation process

based on complex system thinking is outlined muke 6.4.
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Figure 6.4: Theories in implementation

(TMFs =Theories, Models and Frameworks)
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In addition, this study proposes an approach that can be undertaken before, during and
after implementation to achieve implementation outcomes and understand why an
intervention worked/did not work and understand the underlying reasons for its
failure/sucess. These activities proposed in this approach build on the work of
implementation scholars such as Proctor (2013), Geng (2022), and Kim (2023) and
various implementation theories used in this study, in partidutetheory of Successful

Healthcare Impreements From Translation of Evidence into practice [SHIFT
Evidence] Figure 6.5) and the strategic principles derived fronfRtoctor, Powell and

Mcmillen, 2013; Reeckt al, 2018a; Genget al, 2022; Kimet al, 2023) SHIFT-
Evidencest at es that WAto achieve successful I m
healthcare, itisnecessaryiftoct sci enti fically and pragmat
complexityo of the setting in which change takes place @aging and empoweriag

those responsi bl e f o(Reetlatal, 2@8afped)t ed by t he

Act scientifically
& pragmatically

Figure 6.5: SHIFT -Evidence conceptual framework

(Reedet al, 2018a, p. 8)

The approach is premised on four broad areas: preconditionsnfdementation,

strategicprinciples to guide implementation, stages of implementation, and activities

that can be undertaken at each stage. Details of the approach are outlined in Table 6.1.
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Table 6.1: Implementation Approach based on Preconditions, Principles and Activities of Implementation (based on work from

various authors

(Lanhamet al, 2013; Hogwood and Gunn, 2014; Moeteal, 2015a, 2021; Khaet al, 2018; Reeet al, 2018a; Singeet al, 2020;
Skivingtonet al, 2021; Alleyet al, 2023; Kimet al, 2023)

6. Dependency
relationships

7. Agreement of
objectives

8. Events
sequencing

9. Communicatio
n/coordination

Embrace complexity
facilitate
interdependencies

Manage uncertainty

PRECONDITIONS STRATEGIC STAGE OF ACTIVITIES/ACTIONS
FOR IDEAL PRINCIPLES IMPLEMENTATION
IMPLEMENTATION

1. External Act scientifically and Engage implementation actors and facilitate dialogue
constraints pragmatically

2. Time and Understand the context, problems, and opportunities of the sys
resource

3. Resource Specify: the intendedutcomes; implementation strategies or bur
combination | Engage and empowér of strategies; the mechanistic pathway of each implement

4. Theorybased | encourage sens{ Prelmplementation | strategy (relationships between target mechanisms, precond
policy making mediators, moderators, and related proximal outcomes)

5. Cause/effect
relations Design for multiple plausible futures

Specify assumptions for the pathway from implementation stra
to target mechanism to implementation outcomes

Identify potential leverage points in the system
Specify evaluation procedures and progress indicators

Define the system boundary
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10.Total
compliance

Recognise self
organisation

Minimise ambiguity

Implementation

Provide resources, training, and support
Understand practices and processes at/within the implementatic

Identify systematic issues (structural, normative, functio
interpersonal and process)

Test and refine leverage points

Update implementation strategy(ies) including timing, dosage,
actions to be taken

Study deimplementation/dadoption of lowvalue or harmfu
beliefs and practices

Seek political, strategic, and financial alignment

Postimplementation

Collect data, anae, and report on the implementation process
Understand the type and sources of variation

Analyse if implementation outcomes were achieved
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6.7.3 Methodological contribution

The study combined the ORIC and ICS tools to assess the organisational readiness for
change and implementation climate, parts of the inner organisational context, at an
implementation site before an intervention. Whilst the two tools have been used in othe
studiegEhrhart, Aarons and Farahnak, 2014; Stteal, 2014) this study used a novel
approach of combining both tools to assess inner context. There is limited literature on
the use of the ORIC, ICS or NoMAD tools in resodlio@ted settings and health policy
implementatior(May et al, 2018; Smittet al, 2018; Miakelye et al,, 2020) This study
applied all tools to a different setting and population. The study adapted the ORIC tool,
ICS tool and NOMAD instrument designed for native English speakers for use in a
different setting of mostly noenative English speakers (Shesgeaking bkalth
professionals) in a resourtimited setting (Harare, Zimbabwe). The NOMAD tool has
been translated and successfully used in othetEmgtish speaking settings. There is
limited literature on the use of complex systems thinking, ORIC tools, ICS &val
NoMAD instruments in health policy implementation, especially in reseurcted
settings(Williams et al, 2023) Whilst there is some literature on the use of complex
systems thinking in health poli¢Rusojaet al, 2018; Carrollet al, 2023) this study
contributes to using complex systems thinking, ORIC tools, ICS tools and NoMAD

instruments in health policy implementation in resoditéed settings.

6.7.4 Knowledge gap contribution

The study provided insights into how complex systems thinking can be used to improve
health policy implementatigrespecially inresourcdimited settings The significance

of this study is that iadvances thinking around implementation in health systems and
the use of complexity systems thinking in healthcare. The study contributes to the
literature bydemonstrating how systems thinking and implementation science can be
combined to better understand and implement health interventions or paticies
complex and volatd health systemssuch as inthose in resourckmited settings
(Chughtai and Blanchet, 2017; Braithwade al, 2018) These approaches can be
combined to better design, implement and evaluate implementation efforts in complex
systems that will most likely achieve desired outcomes, rather than using strategies
bound to fail from the beginning, what Geegal. (2022, p. 2)alledfimplementation

of failure by designo.
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6.7.5Practice and policy contribution

This studycontributes to policy implementation by providing an alternative approach to
implementing policy, especially in resouso@ited settings. This study highlighted

some gaps in the current policy implementation processlamibnstrated the need to
amendhowhealth policy is implementdad Zimbabwe. In this way, the study confirmed

the need for a robust and adaptable implementation strategy when implementing change

in a complex adaptive system such as a health systbi®.sfudy was linked with
MOHCCGOs i mpl ementation of health policy an
policy and systems research can be embedded inwadd settings in Zimbabwe

(Hayneset al, 2014; Gilson, Orgill and Shroff, 2018)

The significance of this researchtigt this study:

) Has demonstrated that complex systems thinking can be used to improve
health policy implementation.

i) Transforms implementation theories by showing their limitations when
viewed from a practitioner's perspective. These theories lack consideration
for resource$ time, money, materials, and human.

iii) Provides a consolidated conceptual framework for implementation in health

systems that can be further explored, developed, and refined.

6.8 Recommendations
6.8.1For research

This study sought the perspectives of PGH staff who were affectedhdy
implementation ofntegrating palliative care ito the health system at PGH. However,
important perspectives from polizyakers the implementing team, senior management
and leaders at PGH, as well as patients and their families, were not included. These key
stakeholders should be includeduture studieso provide a more comprehensive view

of the implementation process and its impacts
Assessing and measuring complexity in health policy

Research is required to incorporate complexity principles and methods into health

policy-making, implementation and evaluation. Researchers should prioritise this, as the
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application of complexity theory within health policy has the potential to move policy
implementation theories forward since the influence of complexity is accounted for.
Combining complexity theory with more established frameworks such as the Health
Policy Analysis Triangle, which already acknowledges complexity, would be a desirable
first step. This research would test the acceptability, compatibility, and practicality of
combining complexity theory with policy implementation theories, models and

framewoks.

Testing the feasibility of the consolidated implementation framework

This doctoral study has produced a comprehensive, -giaignsional framework for
implementing health policy in a resousiimited setting. However, this framework and

the assumptions underlying it, have not been tested or proven. This provides researchers
with an opportunity to test a framework which has been developed from previously
tested models and theories, albeit in diverse fields and sefuiyse research can test

the practicality and feasibility of pfiemplementation modéng to achieve
implementation outcome@rnsteinet al, 2020; Alleyet al, 2023) Researcltanalso

test the assumptions that all evaluation needs to have a cost evaluation component, and
that behaviour change theories are key and should always be incorporated into the theory
of change for interventions. Of interest would be studying the effect of pdeasjon

making and resource allocation on implementation processes and outcomes. In addition,
as identified by this study, future research can focus on the interplay between
organigational structures, functions, norms, personnel, acivities to determine the

most effective and efficient method to enhance achieving desired outcomes when

intervening in a&omplexsystem

Combining different ontological, epistemological and methodological traditfons

policy implementation

Policy implementation has a considerable overlap with implementation research yet the
two fields have different ontological and epistemological positions. Combining different
ontologies and epistemologies to produce a coherent methodology for health policy
should be of interest to researchers. As the field of health policy implementation
continues in the fourth generation of theories and theorists, combining different research

paradigms should be an area that researchers explore.
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6.8.2For policy and practice

This study confirmed the need for a robust and adaptable implementation strategy when
implementing policy in a complex adaptive system such as a health system. It is
recommended that policymakers grdctitioners become familiar with and incorporate

the principles and activities of implementation outlined in TaldlevBien approaching
implementation in health systems. The preconditions for ideal implementation and the
principles of implementation provide a solid foundation for building the implementation
process.

Interdisciplinary, transdisciplinary and multidisciplinary approaches to policy

implementation

This study demonstrated the strengths of combining principles and theories from diverse
fields to improve policy implementation. This requires some understanding and
appreciation of how the different fields overlap and can be used to improve health policy
(Braithwaiteet al, 2018; Leemaret al, 2021) Such a pragmatic approach will enable
policymakers and implementers to deal with the rapidly changing and complex
implementation environmen{Sarkieset al, 2021) Policymakers and practitioners
should embrace and encourage the use of interdisciplinary, transdisciplinary and

multidisciplinary approaches to implementation to improve outcomes.
Intended and unintended consequences

The thesis has argued and demonstrated that a health system is a complex and adaptive
system. As such, any intervention in this system would have consequences either
intended or unintended. Ndimearity properties of the system mean that it is difficult t
predict the effect of intervening in the system. However, using these inherent complex
system properties allows policymakers and implementers to leverage these properties to
increase the likelihood of favourable outcomes. Implementers must consider the
potential for unintended consequené®®oreet al, 2021)and have specific plans for

such before implementing changes in a health syEaaingtonet al, 2021) Funding
institutions and implementing partners need to incorporate these contingency plans as

part of the funding application process and implementation plan.
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Resources for implementation

In the policymaking process, resources need to be allocated for the process to ensure
higher chances of implementation success and sustainaflitgre et al, 2021;
Skivington et al, 2021) Traditionally resources have been set aside for developing,
designing and disseminating the policy and associated documents. Less consideration
and resources are given to implementing the policy leading to policy stagnation where a
policy is kept on thehelf in the Ministry of Health awaiting funding for implementation.
Even when funds are availed for implementation, implementers must remember that
resources are most likely required to implement the policy at the implementing site.
Careful considerationmay enable the possibility of leveraging currently available
resources and minimising costs to implement the policy e.g., making use of currently
existing structures and channels to disseminate information. Consideration of resources
and cost allocation & key consideration when implementing an intervention in complex

and adaptive systems.

6.9 Conclusion

The purpose of this doctoral research was to improve the implementation of health
policy in Zimbabwe. The original contribution to knowledge is the development of a
multi-dimensional conceptual model to guide the development of implementation,
evaluation ad adaptation strategies when implementing an intervention in the health
system in Zimbabwe (Figure 6.3). The current research offers a different perspective to
policymakers and implementers to advance the knowledge of implementing health

policy in a devadping African country such as Zimbabwe.

The research matters in terms of assessing and measuring organisational readiness for
change and implementation climate at an implementation site. This research provides an
empirical basis for assessing organisational readiness for change from a résutede

setting by showing that consideration for the availability and quality of resources is
critical in such settings. The research also shows the importance of saogpgmid
understanding the effect of the dynamic relationship betweemdoption andde-
adoption of practices on normalisation. In the Zimbabwean context, employees'
willingness and readiness, and a favourable implementation climate were insufficient to

facilitate implementation effectiveness in the absence of necessary financial and
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materi al resources. Al so, employeesd6 wil
did not explain how palliative care would be adopted into routine practices and how
employee work habits would be changed. The inadequate normalisation of palliative
cae into routine work as well as the lack of knowledge of palliative care and the
integration of palliative care, challenges the applicability of the widely researched and
accepted tools of Organisational Readiness for Change (ORIC), Implementation Climate
Scale (ICS) and Normalisation Measure Development (NOMAD). This research
provides input for further refinement of assessing and measuring the organisational
readiness for change, implementation climate and the normalisation process. This would
need reseahers and practitioners to move beyond the current measurements of
employee perceptions and leadership (i.e., looking beyond limited health system
building blocks of health workforce and leadership/governance) to external measures of
organisational capacisuch as healthcare financing, medical products and technologies

enabling a more robust assessment of the implementation climate and process.

The research also matters in terms of contributingaditerature by demonstrating how
complex systems thinking and implementation science can be combined to better
understand and implement health interventions or policies. The unexpected advent of
the COVID-19 pandemic during the implementation of theiggpodemonstrated that
complexity and volatility are always present and have a significant impact on the
implementation process. The health system in Zimbabwe and at the study site, PGH,
responded to thpandemic and adapted to the challenges that the pandemic brought
about. This adaptation had an impact on the integration of palliative care by diverting
already limited resources from this process to deal with the pandemic and resulting
consequences. Inrasourcdimited setting such as Zimbabwe, allocating the limited
resources to the most appropriate needs is critical to achieving desired and sustained
outcomes. This means that any changes to the proposed implementation process due to
external, uncontitable influences like COVIBEL9 may potentially derail programes

being implemented. Whilst COVH29 had a massive negative impact on even the most
robust health systems, in Zimbabwe and other health systems with significant
limitations, the impact of COVIEL9 was immense. Given this knowledge,
policymakers, implemerts and evaluators in the health system must factor in such
unexpected events and consequences, as well as select and execute implementation

strategies that can quickly adapt to the changdsatifianevitably occur in the health
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system(Moore et al, 2021; Skivingtonet al, 2021) Combining complex system
thinking and implementation science as demonstrated by this study can greatly assist in
this regard, especially for resousomited settings.

As health systems globally recover from the COMI® pandemic, continue to grapple

with current and emerging epidemics and navigate emerging technologies such as
Artificial Intelligence (Al), using complex system thinking to improve implementation

in healh systems will be a productive avenue for reseéfttalil and Lakhani, 2021)

This thesis has made the argument for using complex systems thinking in health systems
for implementation and improvement. When intervening in a complex system,
complexity-consistent approaches are better suited to provide understanding, designing,
and mplementing activities that may produce desired outcomes. This is because such
approaches recoga patterns, mechanisms and dynamics in a system and can be used
to reveal underlying assumptions regarding a proposed intervention or sttaselyyg

to a geater understanding of the change process, identifying leverage points and
determining alternative strategies to achidweintended outcomes whilst minimising
unintended consequenc@®odet al, 2023) The desire is thdif we get this right, we

might be able to deliver more sustainable interventions that improve the quality, value
and safety of patient care and health outcaniBapportet al, 2021, p. 2) This is

crucial for resourcdimited settings such as Zimbabwe. The health system needs to be
more responsive and deliver consistent quality to prevent and mitigate morbidity and
mortality in the population whilst coping with increased complexity anc:nainty

(Khan et al, 2018) Intervening in such systems and scenarios needs to be patient
centred, adaptable and complextympliant.
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APPENDICES

Appendix 1. Health Facilities in Zimbabwe

(MOHCC, 2016, 2022b)

FACILITY LEVEL All Facilities Hospitals
Quaternary Government Central Hospital 6
Tertiary Government Provincial 8
Hospitals
Secondary Government District 44
Hospitals
Mission Hospitals 62
Private Hospitals 32
Primary Government Rural Hospitalg 62
Municipal Polyclinics 15
Private clinics 69
Mission Clinics 25
Local Authority Clinics 1122
Urban Council/Municipal 96
Clinics/FHS
Government Rural Health 307
Centre
TOTAL 1848
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Appendix 2: Zimbabwe COVID-19 timeline of key events
(Chitungoet al, 2022; GOZ, 2023a, 2023b)

Date COVID-19timeline Public Health Interventions

19 March Launch of Zi mbabwg¢

2020 response plan for coronavirus aimed
building an integrated and coordinat
strategy for preventing the spread of
virus and mitigating its effects.

20 March | The first case detectg Contact tracing protocol initiated.

2020 in Zimbabwe

21 March| Second confirmed cag Introduction of restriction of moveme

2020 in Zimbabwe except for essential and critical reaso
Increase the supply of potable water &
measures to decongest informal and for
markets.

23 March Declaration of a national state of disag

2020 due to COVID with the promulgation of
statutory instrument (SI) 76. Introductiq
of Public Health (COVIB19 Prevention
Containment and Treatment) Regulatio
2020SI1 77.

30 March Imposition of National lockdown Level 4

2020

17 May 2020 Level 2 measuresredeclared indefinitely

22 July 2020 | First wave New lockdown measures include curf¢
(1800 to 0600rs.), nonessential busine
to operate from 0800 to 1500rsh and
abiding by WHO protocols relating
social distancing, sanéthg, and masking
Schools remained closed and pul
gatherings banned.

January 2021| Second wave Level 4 measures.
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22 February
2021

COVID-19 vaccination rollout targetin
health workers and essential serv
providers.

29 February
2021

End of level 4 lockdowns and transition
level 2.

21 May 2021

Localised lockdown of Kwekwe city afte
detection of delta variant; curfew impos
from 1900 to 0600 hrs. while business
operate from 0800 to 1700 hrs. Pul
gatherings banned.

24 June 2021

Third wave

Imposition of national Level 4 lockdownr
Business operating houase0800 to 153(C
hrs. curfew imposed from 1830 to 06
hrs. Decongest offices to 40% andly
vaccinated people were allowed to resu
economic activity.

08 Septembe
2021

COVID-19 lockdown from Level 4 f{(
Level 2, intercity travel allowed, an
extended time for businesses operal
from 0800 to 1900 hrs. and curfefrom
2200 to 0500 hrs.

01
2021

October

Zimbabwe receives 943,200 COWD®
doses of COVID-19 vaccines fromn
COVAX.

26 Novembel
2021

WHO announces th
detection of a ney
variant of concerr
SARSCoV-2 variant:
B.1.1.529 (Omicron) ir
South Africa

Increased surveillance and enforcemen
COVID-19 protocols especially at ports
entry.

Requests to the Government to open
travel put on hold.

30 November
2021

Fourth wave

Mandatory PCR testing of all returnin
residents and visitors and quarantine|
their cost, curfew hours increased to |
from 9 p.m. to 6 a.m. Only vaccinats
individuals to patronise places of worsh
restaurants, and entertainment.
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14 Decembel
2021

All Government departments to stop fa
to-face meetings. Lockdown measu
extended by two weeks.

22 February
2022

COVID-19 vaccination extended to the-1
15 years age group

29
2022

March

Declining
COVID-19 cases

new

Returning residents and visitors no long
required to present a negative P
certificate on arrival at ports of entry. Val
vaccination certificate required for entr
Negative PCR certificate is required if t
traveller is not fully vaccinated.

21 June 2022

COVID-19 measure relaxed: Busine
hours for hospitality extended from 08
to 0300hrs. Curfew from midnight t
0530hrs lifted.

07
2022

October

Public Health (COVID19 Prevention
Containment and Treatment) (Natior
Lockdown) (No. 2) (Amendment) Orde
2022 (No. 42)S1 20221691 mandatory
wearing of masks indoors at workplac
public spaces and public transport.

21 Decembel
2022

Public Health (COVIB19 Prevention
Containment and Treatment) (Natior
Lockdown) (No. 2) (Amendment) Orde
2022 (No. 4351 2022213A17 restrictions
on transport operators lifted.
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Appendix 3: English Informed Consent

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South [Africa
Tel: +27 21-959 2809, Fax: 27 21-959 2872 | MEDICALRESEARCH COUNCIL OF ZIMBABWE.
E-mail: soph-comm@uwc.ac.za

2020 -10- 12

English Informed Consent Form

APPROVED
iR adadn bl sl A
INFORMED CONSENT FORM: Group one QGW- ase 065

Study title: Complex systems thinking to improve health policy implementation in a resource-

limited setting: the case of integration of palliative care into the health system in Zimbabwe
Principal Investigator: Wilfred T. Gurupira
Contact information: Cell: +263-772 418 435 or 773-221-879

E-mail: wgurupira@uzchs-ctre.org or wtgurupira@gmail.com

What you should know about this research study:
e We give you this consent so that you may read about the purpose, risks, and benefits of

this research study.

® Routine care is based upon the best-known treatment and is provided with the main goal of
helping the individual patient. The main goal of research studies is to gain knowledge that

may help future patients.

e We cannot promise that this research will benefit you. Just like regular care, this research

can have side effects that can be serious or minor.

® You have the right to refuse to take part, or agree to take part now and change your mind

later.
e Whatever you decide, it will not affect your regular employment.
* Please review this consent form carefully. Ask any questions before you make a decision.

®  Your participation is voluntary.

What is this study about?
This is a study being conducted by Wilfred T. Gurupira, a PhD student within the School of Public
Health at the University of the Western Cape. We are inviting you to participate in this study because

you can provide important information about palliative care, how Parirenyatwa Hospital Parirenyatwa

Complex systems thinking to improve health policy implementation
Group 1 English informed consent form version 1.1 02 October 2020 Page 1 of 6
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Group (PGH) operates, how staff at PGH work, and how health policies are implemented at PGH. The
purpose of this study is to monitor and evaluate the process of integration of palliative care into the
health system at (PGH) using an approach called complex systems thinking and complexity theory.
Complex systems thinking seeks to understand a system, then intervene to change the system in a
positive way. This may inform future efforts to implement palliative care, health policy and other

health interventions in Zimbabwe.

What will I be asked to do if I agree to participate?

You will be asked to complete a questionnaire or take part in an interview. This will take place in one
of the offices at Parirenyatwa Group of Hospitals, or any other place of your choice that you feel
comfortable. In the questionnaire, you will be asked questions related to the ability of Parirenyatwa to
implement palliative care, what you and other staff think about integrating palliative care into the
system at PGH, and whether integrating palliative care has been successful or not. Each questionnaire
should take about 30 minutes to complete or 1 hour for the interview. Each interview will be audio

recorded.

Would my participation in this study be kept confidential?

The researchers undertake to protect your identity and the nature of your contribution. To ensure your
anonymity, To help protect your confidentiality, your real name will not be used during the interview
or on any documents related to the study. A code will be used on each questionnaire. Through the use
of an identification key, the researcher will be able to link this code to your identity and only the
researcher will have access to the identification key.

To ensure your confidentiality, completed questionnaires and signed consent forms will be kept in a
double-locked filing cabinet accessible only to the researcher. Data collected from the questionnaires
will be stored in a password-protected computer.

If we write a report or article about this study, your identity will be protected.

What are the risks of this research?

There may be some risks from participating in this study.

All human interactions and talking about self or others carry some amount of risks. Some questions
may make you feel uncomfortable, embarrassed, stressed or make you feel that your privacy has been
invaded. We will nevertheless minimise such risks and act promptly to assist you if you experience
any discomfort, psychological or otherwise during the process of your participation in this study.

Where necessary, an appropriate referral will be made to a suitable professional for further assistance

Complex systems thinking to improve health policy implementation
Group 1 English informed consent form version 1.1 02 October 2020 Page 2 of 6
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or intervention. These are Counsellors and Clinical Psychologists at the Crisis Support Centre,

Parirenyatwa Hospital Annexe.

What are the benefits of this research?

This study is not designed to help you personally, but the results may help the investigator learn more
about implementing health policy and any other interventions such as integrating palliative care at a
health facility such as PGH. We hope that, in the future, other people might benefit from this study
through improved understanding of what works, how it works and why when implementing an

intervention at a health facility in Zimbabwe.

Do I have to be in this research and may I stop participating at any time?

Your participation in this study is completely voluntary. You may choose not to take part at all. If
you decide to participate in this study, you may stop participating at any time. If you decide not to
participate in this study or if you stop participating at any time, you will not be penalized or lose any

benefits to which you otherwise qualify.

Is any assistance available if I am negatively affected by participating in this study?
If your participation in this study causes you to feel discomfort, embarrassment, stress or that your
privacy has been invaded, you will be referred for care and counselling at Parirenyatwa Hospital and

Crisis Support Centre, Parirenyatwa Hospital Annexe respectively.

What if I have questions?

This study is being conducted by Wilfred T. Gurupira, a PhD student in the School of Public Health at
the University of the Western Cape. If you have any questions about the study itself, please contact
Wilfred T. Gurupira at 31 Lawson Avenue, Milton Park, Harare, Zimbabwe, telephone
+263772418435, email wgurupira@uzchs-ctrc.org

Should you have any questions regarding this study and your rights as a study participant or if you
wish to report any problems you have experienced related to the study, please contact:

Prof U Lehmann

Head of Department: School of Public Health

University of the Western Cape

Private Bag X17
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Bellville 7535

ulehmann@uwec.ac.za

Prof Anthea Rhoda

Dean: Faculty of Community and Health Sciences
University of the Western Cape

Private Bag X17

Bellville 7535

chs-deansoffice@uwc.ac.za

This study has been approved by

1. The University of the Western Cape’s Biomedical Science Research Ethics Committee
Biomedical Science Research Ethics Committee

University of the Western Cape

Private Bag X17

Bellville

7535

Tel: 021 959 4111

e-mail: research-ethics@uwec.ac.za

2. Joint Research Ethics Committee for University of Zimbabwe College of Health Sciences and

Parirenyatwa Group Hospitals (JREC)

3. Medical Research Council of Zimbabwe (MRCZ)
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SIGNATURE PAGE
Project Title: Complex systems thinking to improve health policy implementation in a resource-

limited setting: the case of integration of palliative care into the health system in Zimbabwe

I have read the information about the study on this Informed Consent Form or it has been read to me.
The study has been described to me in language that I understand and I freely and voluntarily agree to
participate.

My questions about the study have been answered. I understand that my identity will not be disclosed
and that I may withdraw from the study without giving a reason at any time and this will not
negatively affect me in any way.

My signature says that I am willing to participate in this study.

Participant’s name ...l R
Participant’s signature — .....ooiiiiiiiieeeeeeeeeen,
Date......... Sesessune TR
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MEDICAL RESEARCH COUNCIL OF ZIMBABWL.

2020 -19- 12
 APPROVED

. . . 5 ; N YR O M R AT, sy
I understand that audio recording will be taken during the study. (Please choo 3 y 1nserting

Statement of Consent for audio recording

your initials in the relevant box)

e [ agree to be audio recorded YES
NO
Name of participant (please print) Signature Date

YOU WILL BE GIVEN A COPY OF THIS CONSENT FORM TO KEEP.

If you have any questions concerning this study or consent form beyond those answered by the
investigator, including questions about the research, your rights as a research participant or if you feel that
you have been treated unfairly and would like to talk to someone other than the researcher, please feel

free to contact:

The Medical Research Council of Zimbabwe (MRCZ) on telephone 791792 or 791193

Physical Address: Josiah Tongogara Avenue/Mazowe Street, Harare, Zimbabwe

OR

Prof U Lehmann

Head of Department: School of Public Health
University of the Western Cape

Private Bag X17

Bellville 7535

ulehmann@uwec.ac.za
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Appendix 4: Shona Informed Consent

(R

Shona Informed Consent Form

a resource-limited setting: the case of integration of palliative care into the health system in

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa

2020 -10- 12

Tel: +27 21-959 2809, Fax: 27 21-959 2872 | MEDICAL RESEARCH COUNCIL OF ZIMBABWE.

X N 5 E-mail: soph-comm@uwec.ac.za

APPROVED

GWARO RETENDERANO: Boka rekutanga (paBefij-Sr i 2ntaenan nanane

Musoro wetsvakurudzo: Complex systems thinking to improve health policy implementation in

Zimbabwe

Mukuru wetsvakurudzo: Wilfred T. Gurupira

Ruzivo rwekumubata: Mbozharunhare: +263-772 418 435 or 773-221-879

E-mail: wgurupira@uzchs-ctre.org or witgurupira@gmail.com

Zvamunofanira kuziva maererano neongororo yetsvakurudzo ino:
Tinokupai gwaro retenderano rino kuitira kuti muverenge maererano nezvechinangwa,
njodzi uye zviwanikwa zveongororo ino.

Rubatsiro rwagara rwunoitwa rwakanangana nekurapwa kunozivikanwa uye kunopihwa
kuine chinangwa chikuru chekubatsira murwere pachezvake. Chinangwa chikuru

cheongororo ino ndechekuwana ruzivo rungabatsira varwere veramangwana.

Hatikwanisi kuvimbisa kuti tsvakurudzo ino ichakubatsirai. Serubatsiro rwamagara
muchiwana, ongororo ino inogona kuva nenjodzi dzinokwanisa kuvadzakakomba kana
dzidiki.

Munekodzero yekuramba kupinda, kana kubvuma kupinda izvezvi uye moshandura
pfungwa dzenyu pamberi.

Chero zvamasarudza, hazvikanganisi basa ramagara muchiita.

Tapota nyatsoongororai gwaro rino retenderano zvakadzama. Bvunzai chero mibvunzo
musati maita sarudzo.

Kupinda kwenyu kuzvipira.

Tsvakurudzo ino iri maererano nei?

Ino iTsvakurudzo irikuitwa naWilfred T. Gurupira mudzidzi wePhD pachikoro chePublic health
kuUniversity yeWestern Cape. Tiri kukukokayi kuti mupinde mutsvakurudzo iyi nekuti munogona
kutipa umboo hwakakosha maererano nezvekuchengetwa kwevanorwara zvakanyanya nemhuri

dzavo, maitirwo ezvinhu paParirenyatwa Group of Hospitals (PGH), mashandiro evanoshanda
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paPGH, uye maitirwo ekushandisa mitemo yehutano paPGH. Chinangwa chetsvakurudzo ino
ndechekutarisa nekuongorora maitirwo ekubatanidza zvekuchengetwa kwevanorwara zvakanyanya
nemhuri dzavo muhurongwa hwezvehutano paPGH tichishandisa nzira inonzi Complex systems uye
Complexity theory. Complex system thinking inoedza kunzwisisa maitirwo ezvinhu yopindira
kushandura maitirwo ezvinhu nenzira yakanaka. Izvi zvinogona kuzozivisa matanho epamberi
ekuedza kushandisa zvekuchengetwa kwevanorwara zvakanyanya nemhuri dzavo, mitemo yehutano

uye mamwe mazano ezvehutano muZimbabwe.

Ndezvipi zvandichakumbirwa kuita kana ndikabvuma kupinda?

Muchakumbirwa kupindura Bvunzo kana kupinda muhurukuro. Izvi zvichaitikira mune imwe
yemahofisi ari paParirenyatwa Group of Hospitals, kana chero imwe nzvimbo yamunenge masarudza
yamakasununguka. MuBvunzo idzi, muchabvunzwa mibvunzo inechekuita nekukwanisa
kweParirenyatwa kushandisa nzira yekuchengeta vanorwara zvakanyanya pamwe nemhuri dzavo,
zvamunofunga imi nevamwe vamunoshanda navo maererano nekubatanidza zvekuchengetwa
kwevanorwara zvakanyanya nemhuri dzavo muhurongwa hwePGH, uye kana zvekubatanidza
kuchengetwa kwevanorwara zvakanyanya pamwe nemhuri dzavo kuri kubudirira kana kuti kwete.
Bvunzo yega yega inofanira kutora maminitsi angangoita makumi matatu kupedza kana awa rimwe

chete rehurukuro. Hurukuro yega yega ichatapwa nedzimudzangara (audio recording).

Kupinda kwangu mutsvakurundzo ino kuchachengetedzwa zvakavanzika here?

Vaongorori vachaita kuti vachengetedze zvinoita kuti muzivikanwe pamwe nemhando yezvamunenge
matipa. Kunyatsosimbisa kusazivikanwa, kubatsiridza kuchengetedza zvakavanzika zvenyu, zita
renyu chairo harizoshandiswi pahurukuro kana pane chero zvinyorwa zvinechekuita netsvakurudzo.
Pane Kodhi ichashandiswa pabepa remibvunzo rega rega. Kuburikidza nekushandisa nzira yekuziva
nayo vanhu, mutsvakurudzi achange achigona kubatanidza Kodhi kudungamunhu uye mutsvakurudzi
chete ndiye achange achikwanisa kuona zvinoita kuti muzivkanwe. Kuitira kunyatsovanza
zvakavanzika zvenyu, mapepa emibvunzo yapedzwa uye magwaro etenderano akaiswa sainecha
achachengeterwa munzvimbo inokiiyiwa kaviri inopindwa chete nemutsvakurudzi. Ruzivo runotorwa
kubva kumapepa emibvunzo aya ruchachengetwa mukomputa yakachengetedzeka. Kana tikanyora

chinyorwa pamusoro petsvakurudzo ino, tichachengetedza zvinoita kuti muzivikanwe

Ndedzipi njodzi dzeTsvakurudzo ino?
Panogona kuva nenjodzi kubva mukupinda muTsvakurudzo ino.

Kudyidzana kwese kwevanhu uye kutaura nezvedungamunhu kana vamwe kune umwe huwandu
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hwenjodzi hwakuinako. Imwe mibvunzo inogona kuita kuti munzwe kusagadzikana, kunyara,
kushungurudzika kana kunzwa kunge zvakavanzika zvenyu zvashambadzwa. Zvisinei tichaderedza
njodzi dzakadai uye tichashanda nekukasika kuti tikubatsirei kana mukasangana nekusagadzikana
kwepfungwa kana zvimwe panguva yekuvamutsvakurudzo ino. Pazvinodikanwa, tichakutumirai
kunana mazvikokota vakakodzera kuti muwane rumwe rubatsiro kana kupindira vanova ana
Chipangamazano uye anachiremba vepfungwa paCrisis Support Centre, pachipatara cheParirenyatwa

Annex.

Ndezvipi zviwanikwa zvetsvakurudzo ino?

Tsvakurudzo ino haina kugadzirwa kuti ikubatsirei imi pachezvenyu, asi zvinobuda zvinogona
kubatsira Mutsvakurudzi kudzidza zvakawedzerwa pamusoro pekushandisa mitemo yehutano uye
chero zvimwe zvigadzirwa zvakafanana nekubatanidza kuchengetwa kwevanorwara zvakanyanya
panzvimbo yezvehutano yakafanana ne PGH. Tinovimba kuti, munguva inotevera vamwe vanhu
vanogona kubatsirikana kubva kutsvakurudzo ino kuburikidza nekuwana kunzwisisa kwakawedzerwa
kwezvezvinoshanda, mashandiro azvo uye zvikonzero pakutanga chinhu chitsva panzvimbo

yezvehutano muZimbabwe.

Ndinofanira kuva mutsvakurudzo ino here uye ndinogona kubuda pane chero nguva?

Kuva kwenyu mutsvakurudzo ino kuzvipira kwenyu kwakazara, munogona kusarudza kusapinda
zvachose. Kana mukasarudza kupinda mutsvakurudzo ino, munogona kubuda pane chero nguva.
Kana mukasarudza kusapinda mutsvakurudzo ino, kana kuti mukamira tsvakurudzo pane chero

nguva, hamuzorangwi kana kusawana zviwanikwa zvamungadai muchikodzera kuwana.

Pane rubatsiro runowanikwa kana ndikawana zvakaipa  zvinoitika  kwandiri
nekuvamutsvakurudzo ino?

Kana kupinda kwenyu mutsvakurudzo ino kukaita kuti munzwe kusagadzikana, kunyara,
kushungurudzika kana kunzwa kunge zvakavanzika zvenyu zvashambadzwa muchaendeswa
kunobatsirwa uye kunopangwa mazano paParirenyatwa Hospital and Crisis Support centre, chipatara

che Parirenyatwa Annexe zvakateerana.

Ko kana ndiine mibvunzo?
Ino iTsvakurudzo irikuitwa naWilfred T. Gurupira, mudzidzi wePhD kuchikoro chePublic Health
paUniversity yeWestern Cape. Kana muine chero mibvunzo pamusoro petsvakurudzo pachezvayo,

tapota batai Wilfred T. Gurupira pa31 Lawson Avenue, Milton Park, Harare, Zimbabwe, Runhare
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+263772418435, email wgurupira@uzchs-ctre.org

Mukazova nemibvunzo maererano neTsvakurudzo ino uye kodzero dzenyu semunhu ari

mutsvakurudzo kana kuti muchida kumhan’ara chero matambudziko amasangana nawo anechekuita

netsvakurudzo tapota batai:

Muzvinafundo U Lehmann

Mukuru webazi re: School of Public Health
University of the Western Cape

Private Bag X17

Bellville 7535

ulehmann@uwe.ac.za

Muzvinafundo Anthea Rhoda

Mukuru weku: Faculty of Community and Health Sciences
University of the Western Cape

Private Bag X17

Bellville 7535

chs-deansoffice@uwc.ac.za

Tsvakurudzo ino yapiwa mvumo neve
1. boka reBiomedical Science Research Ethics yekuUniversity yeWestern Cape
Biomedical Science Research Ethics Committee
University of the Western Cape
Private Bag X17
Bellville
7535
Runhare: 021 959 4111

e-mail: research-ethics@uwc.ac.za

2. VeJoint Research Ethics Committee for University of Zimbabwe College of Health Sciences
and Parirenyatwa Group Hospitals (JREC)

3. Boka rinoona nezvetsvakurudzo dzese mu Zimbabwe veMedical Research Council of Zimbabwe
(MRCZ)

Complex systems thinking to improve health policy implementation
Group 1 Shona informed consent form version 1.1 02 October 2020 Page 4 of 6

Page275of 309



PEJI YEMASAINECHA
Musoro wetsvakurudzo: Complex systems thinking to improve health policy implementation in

a resource-limited setting: the case of integration of palliative care into the health system in

Zimbabwe

Ndaverenga ruzivo ruri maererano netsvakurudzo mugwaro retenderano rino kana kuti
ndariverengerwa. Tsvakurudzo ndaitsanangurirwa mumutauro wandinonzwisisa uye ndinobvuma
ndakasununguka kupinda.

Mibvunzo yangu pamusoro petsvakurudzo yapindurwa. Ndanzwisisa kuti ruzivo rwekuti ndini ani
haruzoburitswi uye ndinokwanisa kubuda mutsvakurudzo pasina kupa chikonzero pane chero nguva
uye hapana chakaipa chinoitika kwandiri nechero ipi nzira.

Sainecha yangu inoti ndiri kubvuma kupinda mutsvakurudzo ino.

Zita rearikupinda @ ... A O e T TICT,
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Chinyorwa chekutendera kutapwa nedzimudzangara (audio recording).

Ndinonzwisisa kuti zvinotapwa nedzimudzangara (audio recording) zvichatorwa panguva vetsvakurudzo.

(Tapota sarudzai HONGU kana KWETE nekuisa mavara ekutanga ezita rey bhokisi FQendeiBIMBARNL

020 -19- 12
* Ndinobvuma kutapwa nedzimudzangara HONGU A PROVED
(Audio recording) RO BOX.EXAZALALSENIN LRDAE|
KWETE
Zita rearikupinda
(Tapota nyorai nyorai nemavara makuru) Sainecha Zuva

MUCHAPIWA RIMWE REGWARO RINO KUTI MUCHENGETE

Kana muine chero mibvunzo maererano netsvakurudzo ino kana gwaro retenderano inodarika iyo
yapindurwa nemukuru wetsvakurudzo,kusanganisira mibvunzo maererano neongororo, kodzero dzenyu
semunhu apinda mungororo kana kuti muchinzwa kuti mabatwa zvisina kunaka uye muchida kutaura

nemumwe munhu kunze kwemuongorori,tapota sunungukai kubata:

VeMedical Research Council of Zimbabwe (MRCZ) parunhare 0242-791792 kana 791193

Kero yepavari: Josiah Tongogara Avenue/Mazowe street, Harare, Zimbabwe
KANA

Muzvinafundo U Lehmann

mukuru webazi re: School of Public Health
University of the Western Cape

Private Bag X17

Bellville 7535

ulehmann@uwc.ac.za

Complex systems thinking to improve health policy implementation
Group 1 Shona informed consent form version 1.1 02 October 2020 Page 6 of 6

Page277of 309



Appendix 5: Participant Demographics Sheet

Participant RUMBEE:..........ooce e GIOUP... .1 Interview:  Implementaton climate or Normalization process
Interview number.
InMETVIEWSUVEY GalEr..ovorvvens s Survey: ICStool  or  NOMADtool
Survey number.
PARTICIPANT DEMOGRAPHICS SHEET
UWC SoPH PhD study

Complex systems thinking to improve health policy implementation in a resource-limited settng: the case ofinegration of
palliative care into the health system in Zimbabwe,

Please answer the following questions as completely and accurately as you possibly can. Please tick (or mark with an X) the most
appropriate answer,

1. What s your age range?

D Less than 25 years D Between 25-30 years DBetween 31-35 years D Between 36-40 years D Between 41-45 years D Between 46-50
years

D Between 51-55 years D Between 56-60 years D Above 60 years

WEDCALRESEARCH COURCE  Z4bAgt
2. Whatis your gender?

14 12

PROVE
L T ROVED

D Female D Male D Rather not say

3. Whataare your highest educational qualifications?

[Jprimay [ econdary
Post-Secondary: DCertiﬁcate DDipIoma DUndergraduate (%) degree DMasteHs degree [ |PhD
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