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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 

PhD Thesis, School of Public Health, University of the Western Cape 

Recent research in public health has found that whilst complex systems thinking and 

implementation research have considerable overlap, they are rarely used in combination, 

especially for the implementation of health interventions or policies. This deficiency is 

demonstrated in Zimbabwe where the current approach to implementing health policy 

is unidimensional and linear, with a cause-effect type of thinking. This approach is 

limited as it does not consider context or the complexity inherent in the health system. 

This doctoral study offers a significant and original contribution to knowledge via the 

improvement of the knowledge, theory, methodology and practice of health policy 

implementation in a resource-limited setting. This study sought to examine how a more 

comprehensive approach, complex systems thinking, could be applied to evaluate and 

improve the process of implementing health policy in a resource-limited setting. 

The study aim was to monitor and evaluate the policy implementation process of 

integrating palliative care into the health system at public health facilities in Zimbabwe 

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

Using a two-phase exploratory mixed methods case study design based on a pragmatic 

research paradigm, staff at Parirenyatwa Group of Hospitals (PGH) were surveyed and 

interviewed between October 2020 and December 2022. Phase I was a baseline 

assessment that used a combined Organisational Readiness for Change (ORIC) and 

Implementation Climate Scale (ICS) tool, document review and semi-structured in-

depth interviews. A year later Phase II was conducted which was a process evaluation 

that used the Normalisation Measure Development (NoMAD) instrument and semi-

structured in-depth 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 baseline organisational 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 palliative care had not been implemented as planned nor was 

palliative care normalised into daily work routine.  

The study was able to monitor and evaluate the integration of palliative care at PGH by 

developing a multi-dimensional conceptual model. The study demonstrated how 

complex systems thinking and implementation science can be combined to better 

understand and implement health interventions or policies. More work is required to test 

the application of the conceptual model in practice.    
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PROLOGUE 

Where can I begin? This journey began as all good stories do ï far, far away in a time 

almost forgotten and in a distant land. The land of the brave and the free, where dreams 

are supposed to come true with hard work and perseverance. I was at the University of 

Washington in Seattle, US attending a mini conference on STIs/HIV in 2009 when I had 

my first encounter with operations research/implementation science. It was love at first 

mention. The concepts and principles of implementation science that I learnt that day 

resonated with me deeply in a way that caught me completely off-guard. Efficiency, 

system analysis and economic evaluation are some of the topics I vividly recall learning 

at that conference. Implementation science was in sync with my firm conviction that 

Africa needs more action and implementation, rather than more research and solutions. 

That mini conference set me off on a journey that passed through many stops and 

culminated in this work. 

The idea for this thesis came from the intersection of events and interests. Thinking 

about the research proposal helped crystallise my ontological position of pragmatism. 

Having been trained in very deep positivist medical traditions, I found out quickly that 

the theory I had been taught did not always match with reality. Patients had a mind and 

reasoning which at times defied my training, causing me to question positivism.  I recall 

working with HIV-serodiscordant couples in one of the studies we conducted. I was 

intrigued by their relationship dynamics and that they wouldnôt always use condoms to 

protect against infection with HIV. After talking to them and hearing their stories I 

quickly realised that my truth and reality was not their truth and reality ï there 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 within the research either 

explicitly or (usually) implicitly.  

I believe that in Africa we need more action and implementation than research to 

uncover more problems. In fact, we need to find ways to better understand and 

implement quicker solutions that we know work rather than spend more money finding 

more solutions. This belief explains why implementation science appealed to me the 

instant I encountered its basic precepts and applications. As I journeyed through my 

discovery of implementation science and public health, I found there to be something 

missing in these subjects but was part of my lived reality which I could never quite 
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articulate. In searching for the words to put this feeling, I came across the concept of a 

Volatile, Uncertain, Complex and Ambiguous (VUCA) 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, I began working with two organisations focusing on 

palliative care. It so happened that there was a policy that had been developed but was 

not implemented for lack of funding. So, 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 I needed to come up with a concept for the PhD. The VUCA 

principle then kicked in almost immediately ï two unimaginable and once-in-lifetime 

events occurred that changed Zimbabwe and the world forever. In November 2017 there 

was a massive political event that led to a 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-2-coronavirus.  

The ontological, epistemological, and methodological positions and choice of complex 

systems thinking have been validated many times in this PhD journey. The need to be 

practical, adaptable and open to the ever-evolving world has been a constant feature 

throughout the PhD journey so much so that I now firmly believe that everyone is a 

complex system thinker and that this is an innate human quality. The complexity of the 

human body, the human brain and thoughts is the first tell-tale sign. When we go further 

into human beliefs, identity, preference and association, complexity is revealed even 

more. To top it all, the complexity of the world and human interactions is apparent. It is 

complexity upon complexity upon complexity, yet we go about doing our daily 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 

I have been thinking, feeling and experiencing every day for many years. It represents 

my attempt to make the world a better place by adding solutions, 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. 

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

HANDEI TIONE! (Letôs do this!) 
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CHAPTER ONE:  

INTRODUCTION  

ñThe world is a complex, interconnected finite, ecological-social-psychological, 

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 

mismatch.ò (Meadows, 2008a) 

Despite much progress and resources spent on health policy and systems research, 

significant questions and public health challenges related to the imbalance between the 

need for and availability of services remain (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 systems (Carroll et al., 2023; 

Rosenthal and Waitzberg, 2023). Many 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, cause-effect models (Kroelinger et al., 2014; 

Rutter et al., 2017; Braithwaite, 2018; Greenhalgh and Papoutsi, 2018; Reed et al., 

2018a; Carroll et al., 2023). The current approach to addressing problems and 

implementing interventions or policies in health systems breaks down the system (and 

issues) into smaller components and then focuses on simple, single interventions to fix 

specific problems in these components (Rutter et al., 2017; Braithwaite, 2018; 

Braithwaite et al., 2018; Greenhalgh and Papoutsi, 2018). This approach is 

unidimensional and linear, with a cause-effect 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 

measurable state/outcome (Nilsen et al., 2013). Paradoxically, this ignores the ñsystemsò 

aspect of a health system and that health systems are complex and adaptive (McDaniel, 

Lanham and Anderson, 2009; Paina and Peters, 2012; Rutter et al., 2017; Greenhalgh 

and Papoutsi, 2018). A key reason why current efforts to initiate health system changes 

have had very limited success is the failure to recognise health as a system (Plsek and 

Greenhalgh, 2001; Plsek, 2003; Long, Mcdermott and Meadows, 2018) or treat health 

as a physical system rather than a complex adaptive system (Carroll et al., 2023; Rod et 

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 thinking (Paina and Peters, 2012; 

Kroelinger et al., 2014; Brainard and Hunter, 2016; Rutter et al., 2017; Braithwaite, 

2018; Khan et al., 2018; Birney, 2021). A comprehensive approach would entail looking 

for, and using, interactions and interconnections of elements within the system to 

understand complexity and change. 

The purpose of this doctoral study was to develop a comprehensive, multi-dimensional 

framework to guide the implementation of interventions in the health system in 

Zimbabwe. Implementation in this thesis was defined as ñany deliberately initiated 

attempt to introduce new, or modify existing, patterns of action in health care or some 

other formal organisational settingò (May, Johnson and Finch, 2016). Intervention was 

defined as ña series of inter-related events occurring within a system where the change 

in outcome (attenuated or amplified) is not proportional to the change in inputò (Hawe, 

Shiell and Riley, 2009). The development of the framework is based on the argument 

made in this thesis that it is necessary to use complex systems thinking as a 

comprehensive approach to implementing interventions in complex adaptive systems 

(CAS) such as a health system. In advancing this argument, this study sought to answer 

the broad research question: How can complex systems thinking be used to understand 

the health system and effectively implement a health policy in Zimbabwe? This chapter 

provides a brief introduction to complex 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 questions, 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 structure and organisation of the 

thesis.  

The limitations of the reductionist approach to implementation are exemplified by its 

neglect of non-communicable diseases (NCDs) which cause significant morbidity and 

mortality in low-resource settings (Knaul et al., 2017). By focusing on single specific 

health conditions such as HIV/AIDS or Cancer control, policymakers, health funders 

and providers overlook essential components of healthcare and universal health 

coverage such as palliative care. In many settings, the principal reason patients seek 

medical attention is to alleviate pain and discomfort (Krakauer et al., 2017). Pain is a 
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cross-cutting 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 in low-income settings where 

it is needed most (Knaul et al., 2017; Krakauer et al., 2017). Barriers to access are related 

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 

diseases (Knaul et al., 2017). The reductionist approach thus creates a vicious cycle in 

which the lack of focus on NCDs increases the disease burden resulting in a strained 

health system which in turn further drives demand for services which cannot be provided 

thereby further increasing the disease burden (Sanders and Haines, 2006). 

1.1 Complex systems thinking ï an overview 

This section presents a brief overview of complex systems thinking and how this 

approach has been used for interventions in health systems. The objective of this section 

is to show the significance of complex systems thinking in health policy implementation 

and how complex systems thinking was used in this thesis. 

Background and 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 systems. The 

use of complexity theory and science to address complex issues and manage uncertainty 

in healthcare has also been increasing in recent years (Thompson et al., 2016; Khan et 

al., 2018; McGill et al., 2020; Carroll et al., 2023). This body of literature emerges 

through work in various fields, such as implementation science and health policy and 

systems research (HPSR), incorporating theories and practices from multiple disciplines 

and diverse fields (Thompson et 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 resource-rich and developed settings particularly the USA, 

UK and Canada as has been shown by various reviews (Brainard and Hunter, 2016; 

Thompson et al., 2016; Rusoja et al., 2018; Carroll et al., 2023). 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 (Kroelinger 
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et al., 2014; Braithwaite et 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 programmes 

and policies (Kroelinger et al., 2014; Carey et al., 2015; Chughtai and Blanchet, 2017; 

Braithwaite et al., 2018).  

The limited success that has been achieved by current approaches to implementation is 

evidence that these approaches have significant shortcomings. These gaps are related to 

the predominance of the linear, reductionist approach to solving problems or 

implementing solutions in health systems that overlooks the complexity and adaptability 

of the systems (Paina and Peters, 2012; Rutter et al., 2017; Greenhalgh and Papoutsi, 

2018). Overlooking complexity in health systems results in interventions that are not 

well-suited to their implementation context, are not implemented as planned or  result in 

unintended adverse outcomes (Lanham et al., 2013; Braithwaite et al., 2018; 

Pfadenhauer, 2022; Rod et al., 2023). Ultimately a linear approach to interventions in 

health systems results in limited success or impact on the system (Plsek 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 system-wide outcomes, there is need to shift the 

thinking from the current singular cause-effect models to more comprehensive 

approaches, such as complex systems thinking, that take into account the complexity, 

interactions and adaptability of a health system (Paina and Peters, 2012; Kroelinger et 

al., 2014; Braithwaite, 2018; Woodward, 2019; Skivington et al., 2021). This thesis used 

complex systems thinking to evaluate health policy implementation in a resource-limited 

setting during a time of multiple transitions and volatility including the COVID-19 

pandemic. Complex systems thinking was used to understand patterns and processes in 

the system, elucidate the interaction between the complex system and intervention, and 

determine how to intervene in a way that could contribute to changing the system 

favourably (Kroelinger et al., 2014; Rutter et al., 2017; Braithwaite, 2018; McGill et al., 

2020; Carroll et al., 2023). In terms of study design, complex systems thinking was used 

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

system boundary and evaluation scope (Walton, 2014). Specifically, complexity theory 
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was used to evaluate the process of implementing the Zimbabwe national palliative care 

policy, focusing on the implementation of the policy at the health facility level.  Using 

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 impacts such as 

changes in relationships and normalisation of practice (Skivington et al., 2021).  

Using complex systems thinking to improve health policy implementation in Zimbabwe, 

could inform future efforts to implement health policy and other health interventions in 

the country and similar resource-limited settings. The health situation and health system 

in Zimbabwe exemplify the complexity common to resource-limited settings: increased 

burden of disease and increasing demand for services against very limited human, 

material and financial resources yet the health system does not collapse. The 

Zimbabwean health system has experienced numerous challenges in the last two decades 

including severe strain from the recent socio-political and economic changes and the 

COVID-19 pandemic (MoHCC, 2016, 2022b; Murewanhema and Makurumidze, 2020). 

Despite the numerous setbacks and current hardships experienced in Zimbabwe, the 

health system has continued to function, with all facilities open and providing services 

to patients. although the quality of services has declined, and coverage is not optimal. 

Interventions, such as integrating palliative care into the health system, continue to be 

implemented within this complexity and uncertainty. Additionally, Zimbabwe has 

consistently produced skilled health professionals who are registrable in other countries 

which, ironically, has enabled these professionals to leave the country, further 

weakening the health system. This study contributes to understanding how complex 

systems thinking can be used in health systems within a resource-limited setting which 

are inherently complex. It advances thinking around implementation in health systems 

and the use of complex systems thinking in healthcare, specifically in the process 

evaluations of health interventions (McGill et al., 2020). By providing an alternative 

approach to implementing policy, especially in resource-limited settings, this study 

contributes new knowledge to health policy implementation and practice.  

1.2 Zimbabwe health situation 

Global figures show that Sub-Saharan Africa (SSA) has a dual burden of disease from 

non-communicable diseases (NCDs) and communicable diseases and that more deaths 



Page 6 of 309 

 

are attributed to NCDs, some of which are chronic and possibly life-limiting, than to 

communicable diseases (WHA, 2014; WHO, 2016a). The rise in disease burden 

associated with NCDs signifies a shift in morbidity and mortality rates in SSA; health 

systems which struggled to cope with communicable diseases are inadequately 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, 2017a). For communicable diseases, HIV 

infection still causes significant morbidity and mortality: an estimated one million deaths 

in 2016 were due to HIV-related causes (WHO, 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 compounded the weaknesses of health systems 

in low-income settings which can neither meet targets of health delivery nor deliver 

services to their populations (Sanders and Haines, 2006). 

Zimbabwe is one country in SSA with a high burden of disease from a double burden of 

communicable and non-communicable diseases. Health statistics and system indicators 

highlight the problems that Zimbabwe faces from high disease burden: a high HIV 

prevalence of 11.8% amongst adults aged 15-49 years (15.4% among females and 10.1% 

among males) and HIV-associated morbidity and mortality, a high neonatal mortality 

rate of 29 per 1000 live births, a 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 diseases (WHO, 2023a). In 2020, there were 16 083 new cancer cases and 

10 676 deaths recorded in Zimbabwe with 64% of these new cases being recorded in 

women (IARC, 2021). As with other countries in SSA, the health system in Zimbabwe 

is not adequately prepared to respond to the increased disease burden and financial 

burden of NCDs.  

1.2.1 Zimbabwe health system 

Despite the burden of non-communicable and communicable diseases, and numerous 

economic and socio-political challenges, the health system in Zimbabwe has shown 
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resilience by adapting to emerging threats and providing care to patients. The COVID-

19 pandemic is a notable example of this adaptability,  as Zimbabwe was able to respond 

quickly to the pandemic and provide essential health services, especially at the peak of 

transmissions. The COVID-19 pandemic added to, and worsened, the chronic multi-

pronged and multi-causal crisis that has been experienced by the Zimbabwe health 

system since 1999 (Mangundu, Roets and van Rensburg ES, 2023; Mhazo and Maponga, 

2024). As a resource-limited setting, Zimbabwe is unique in that socio-economic and 

political challenges affecting the health system have been going on for over two decades, 

with the country having experienced the highest inflation ever recorded between 1999 

and 2009. This led to the near-collapse of the health system which included closure of 

some health facilities; severe shortages of staff, medical supplies and equipment; and a 

decline in health statistics (Mhazo and Maponga, 2024). The system recovered and 

seemed to strengthen between 2009 and 2014 as the countryôs economic situation 

stabilised (MoHCC, 2016; Mangundu, Roets and van Rensburg ES, 2023). However, 

the health system has been in decline once again due to adverse economic and political 

conditions. The prolonged challenges, volatility and complexity of the health system 

during this period make Zimbabwe an ideal case for studying how difficulties in 

resource-limited settings amplify the need for a more effective approach to health policy 

implementation.  

The Zimbabwe health system is structured along the Primary Health Care approach 

which the country adopted upon independence in 1980 (MoHCC, 2022b). Health 

services and facilities are distributed in five tiers for service delivery, each tier serving 

specific functions 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. 

- Quaternary-Level comprises 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 comprises of Provincial Hospitals with ambulatory and inpatient 

specialist services in the eight rural provinces of Zimbabwe.  

- Secondary Level comprises of District Hospitals with emergency, ambulatory 

and inpatient services in the 62 districts of Zimbabwe. 

- Primary Level comprises of Rural Health centres with primary care services in 

the 220 wards of Zimbabwe (MoHCC, 2016, 2022b). 

The number and distribution of health facilities in Zimbabwe are presented in Appendix 

1 (MoHCC, 2022b). The largest of these facilities is currently Parirenyatwa Group of 

Hospitals (PGH) which is one of two quaternary-level Central Teaching Hospitals with 

specialist medical services within the city of Harare, the other being Harare Central 

Hospital. Parirenyatwa Group of Hospitals is the largest referral teaching public hospital 

in Zimbabwe that houses two medical training facilities ï the School of Nursing and the 

University of Zimbabwe Faculty of Medicine and Health Sciences. Parirenyatwa Group 

of Hospitals is comprised of the Main Hospital, Annexe Psychiatric Unit, Radiotherapy 

Centre, Sekuru Kaguvi Ophthalmologic Speciality Hospital, and Mbuya Nehanda 

Specialist Maternity Hospital, which together have a total bed capacity of 1800 

(https://parihosp.org/about-us/). As a quaternary-level public hospital, PGH offers the 

full range of medical care including specialised 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. Complicated cases are escalated in the health system 

through successive levels, starting from the bottom i.e., from primary to secondary, 

tertiary and finally quaternary care. Once diagnosis and treatment are initiated, patients 

are usually referred back down the 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 followed. Parirenyatwa Hospital has managed to 

successfully execute its core mandate of treating and providing medical care to patients 

despite the harsh conditions in the health system, characterised by insufficient funding, 

dysfunctional infrastructure, shortages of equipment and supplies, and demotivated staff 

(Chitungo et 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 2020 (Hofisi and Chingoiro, 2021; Chitungo et al., 

2022). The COVID-19 pandemic in Zimbabwe started during industrial action by 

https://parihosp.org/about-us/
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healthcare workers who were demanding better remuneration and working conditions 

(Chitungo et al., 2022). The hospital has managed to address issues, adapt and continue 

operations despite these trials. 

In the last decade, the health 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 to an expenditure of about 200 million United States 

Dollars (USD) (MoHCC, 2016). A costing report for the National Health Strategy 2016 

ï 2020 revealed that the Zimbabwean health system requires at least 950 million USD 

annually to operate effectively (MoHCC 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 remains in a chronic fiscal 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 2018 (MoHCC, 2022b, 2022a). The persistent 

financial deficit has created a vicious cycle where insufficient resources lead to a lack 

of development, subsequently weakening the health system. This, in turn, causes a 

decline in the standards of services provided and working conditions, resulting 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 

establishing the National Health Insurance Scheme (NHIS) to bridge the current 

financing deficit (MoHCC, 2022b).  

According to the Ministry of Health, the NHIS ñis a health 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 

socio-economic statusò (Mombeshora, 2024, p. 4). These funds are to be collected 

through a mandatory prepayment mechanism into a single fund that pays for all 

healthcare related costs. In this way, the scheme aims to create a dedicated health fund 

that does not solely rely on government budget allocations or donor/partner funding to 

finance health services (Mombeshora, 2024).  
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The policy document detailing the proposed NHIS for Zimbabwe is unclear about how 

the mandatory prepayment mechanism will work, how the dedicated fund will be 

administered and audited, and how costs for services will be checked to prevent fraud 

or abuse of funds. The implications of the mandatory prepayment system are that those 

formally employed will most likely have an additional tax levied upon them to fund the 

scheme. It is unclear whether the proposed NHIS would address the effects of the 

chronic health financing deficit in Zimbabwe. Given the countryôs economic history 

characterised by financial instability over the last two decades, it is unlikely that this 

insurance scheme can be implemented or that the health financing gap can be bridged.  

The recent enactment and introduction of NHI in South Africa may serve as a good case 

study for Zimbabwe and other countries in the region. The NHIS is under consideration 

at the highest levels of government and has not yet been signed into government policy, 

although plans have been announced to introduce 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 as palliative 

care. Zimbabwe had the first hospice in Africa which was established in the capital city 

of Harare in 1979 (Mwangi-Powell et 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 MoHCC (HOSPAZ, 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 that are classified and described as 

follows (HOSPAZ, 2009, p. 55): 

1. Symptom management: Patientôs pain and symptoms are relieved (% of patients 

who report relief of pain through the programme services; % of patients who 

report relief of symptoms through the programme services). 



Page 11 of 309 

 

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/sadness who receive emotional and spiritual support through the 

programme; % of families who received bereavement support during illness and 

after the death of the patient). 

Support for family caregivers caring for the patient at home (% of ñfamilyò or 

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 they have received support and are included in planning for the 

future; % of patients referred from the programme to other programmes for 

further support). 

To guide the training 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 

partners (MoHCC, 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 developed were part of efforts made to incorporate palliative care into 

all levels of the health system, and palliative care was expanded to include home and 

community-based programmes, palliative care training, and increased professional 

activity related to palliative care within the system (MoHCC, 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 the Worldwide Palliative Care Association (WPCA) global update mapping 

levels (MoHCC, 2014, pp. 19ï20). 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 has lost its status 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 palliative care later (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 using the structures in the health system 

(MoHCC, 2016, 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. 

This pilot revealed that there was a low level of palliative care integration into the health 

system (Connor and Bermedo, 2014). A Zimbabwe palliative care situational analysis 

conducted in September 2012 highlighted gaps and barriers to providing palliative care 

(Island Hospice, 2012). The MoHCCôs response to the 2012 situational analysis was the 

development and adoption in 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 embedded. The 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 Zimbabwe. The main goal of the palliative care policy is to ñfacilitate 

the provision and scale-up of quality and affordable palliative care services for all, based 

on identified needs, regardless of age, race, gender, culture, or beliefs and valuesò 

(MoHCC, 2014, p. 22). The policy lists 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, governmental organisations, non-governmental 

organisations and the private sector towards the provision of palliative care.   

- To strengthen the capacity of communities, government organisations, non-

governmental organisations and the private sector at every level towards the 

provision of 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 Zimbabwe (MoHCC, 2014, pp. 22ï23). 

 

The palliative care policy details the models for palliative care implementation stating 

that ñIdeally palliative care should be integrated and available in public and private 

health facilities including hospitals, nursing homes, hospices, home-based care services 

and other facilitiesò (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, a follow-up plan should be made together with the hospital based 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 life; childrenôs palliative care; education, training, 

awareness and support for palliative care; research and evidence-based practice; and 

monitoring and evaluation of palliative care (MoHCC, 2014, pp. 26ï47). The policy 

concludes by providing a list of essential palliative care medicines, including morphine, 

in Appendix I (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 COVID-19 pandemic, the MoHCC had begun implementing the national 

Palliative Care policy of Zimbabwe by integrating palliative care into the health system 

nationally through the Palliative Care Strategic Framework and Integration Roadmap 
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(PC-SFIR): Integrating Palliative Care in Zimbabweôs Health System (PCI-TF, 2018).  

The purpose of the roadmap is stated as ñto map 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 such.ò (PCI-TF, 2018, p. 7). The goals and objectives 

of the PC-SFIR are written as a vision statement, vision essay, and 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: 

ñA Zimbabwe where comprehensive, sustainable and affordable quality palliative care 

is accessible and provided at all levels of the health system by skilled palliative care 

practitioners and support providers to all people affected by life-threatening conditions.ò 

(PCI-TF, 2018, p. 22) 

The aspirations of the PC-SIFR as expressed through the mission statement are ñto 

integrate culturally sensitive palliative care at all levels of the Zimbabwe health system 

and community through leadershipò (PCI-TF, 2018, p. 22). The PC-SIFR is organised 

around five thematic areas which are Policy and Governance; Education, Information 

and Advocacy; Service Provision; Pain Management and Essential Medicines; and 

Monitoring, Evaluation and Research (MER). The roadmap adopted an Outcome 

Mapping approach to drive an action-oriented response and ensure high levels of 

accountability. The main definitions in Outcome Mapping are (PCI-TF, 2018, pp. 24ï

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 interactions with 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 the PC-SFIR are:  

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 well communicating 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 area ï policy 

and governance (five); education, information and advocacy (five); service 

provision(five); essential medicines and equipment (five); and monitoring, evaluation 

and research (seven) (PCI-TF, 2018, pp. 25ï33). The integration of palliative care into 

the health system was planned to occur in five steps. 

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

Step 2: Sensitisation of MoHCC management and stakeholders. 

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

approach. 

Step 4: Training cascade to facility level using institution-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 one PC-trained health worker 

- % of health facilities with a PC-trained CHW team 

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

- Palliative Care Institutional Integration Index  

- % of patients with conditions eligible for palliative care reporting receipt of the 

minimum set of PC ñsignal functionsò. Signal functions are provided in Table 

1.1. 

Table 1.1: Palliative Care signal functions (PCI Taskforce meeting 2018) 

PC signal functions 

Palliative care signal functions are defined by a caregiver who: 

- Asked how much pain a client was 

feeling 

- Checked for other distressing 

symptoms e.g. constipation 

- Discussed the diagnosis of the 

clientôs condition/disease 

- Discussed any emotional, loss or grief 

issues 

- Discussed the plan for the care to be 

provided (dates of next visits, 

frequency of medicines etc.). 

- Prescribed medicines for pain 

- Asked if there were any social 

issues that were troubling 

them 

- Discussed the likely path the 

client's condition could take 

(prognosis) 

- Asked about the client's 

family or caregivers 

 

Impact indicators 

- Pain prevalence amongst patients with conditions eligible for PC 

- Emotional and Psychological Wellbeing Index 

- Quality of Life (QoL) Index (PCI-TF, 2018) 

 

The Palliative Care Integration (PCI) Project 

The Palliative Care Integration project leverages the existing integration efforts by 

MoHCC and targets patients with life-threatening 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 by an organisation 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 developing a 

roadmap. The second phase ran from February 2019 to January 2021 dealing with the 

implementation of the roadmap developed in Phase One. Phase Two consisted of 

sensitisation of 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 in Table 1.2.  

Table 1.2: Phases for Palliative Care Integration project 

(source: Island Hospice and Health Care funding proposal 19 February 2019, 

unpublished) 

PHASE TIME DESCRIPTION OF EVENTS 

One 2018 ï 2019 Information gathering and learning from best 

practice  

Developing a roadmap 

Two February 2019 ï 

January 2021 

Implementation of roadmap 

Three February 2021 to 

current 

Training health workers across the country to 

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 

February 2019, unpublished). It was in this setting of a weakened health system, 

challenges within PGH, the COVID-19 pandemic and related restrictions, and the 

ongoing PCI project that this multi-phase 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 COVID-19 pandemic the 

Government of Zimbabwe (GOZ) was proactive in taking measures to prevent an 

outbreak of unmanageable magnitude in the country. In February 2020, the GOZ 

developed the National COVID-19 Preparedness and Response Plan which stratified 

COVID-19 responses into eight pillars: Planning, monitoring and coordination; Risk 

communication and community engagement; Surveillance, rapid response and case 

investigation; Points of entry; National laboratory system; Infection prevention and 

control; Case management; and Logistics, procurement and supply management (GOZ, 

2020b). This plan was launched in March 2020 just a day before the first case of COVID-

19 was detected on 20 March 2020, with the second confirmed case on 21 March 2023 

(GOZ, 2020b). Zimbabwe had a 4-tier risk level response to the COVID-19 pandemic 

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

Table 1.3: Zimbabwe response levels to COVID-19 

(GOZ, 2020b) 

Level Response 

1 Most normal activity can resume with precautions and health guidelines 

followed at all times. 

2 Easing of some restrictions including work and social activities but 

maintenance of physical distancing and restrictions on some leisure and 

social activities. 

3 Some activities allowed to resume subject to extreme precautions 

required to limit community transmission and outbreaks. 

4 Drastic measures to contain the spread of coronavirus. 

 

On the 23rd of March 2020, COVID-19 was declared a national state of disaster through 

the promulgation of statutory instrument 76 of 2020 titled ñCivil Protection (Declaration 

of State of Disaster Rural and Urban Areas of Zimbabwe) (COVID-19)ò [(GOZ, 

2020a)]. On the same day, SI 77 of 2020 titled ñIntroduction of Public Health (COVID-
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19 Prevention, Containment and Treatment) Regulationsò was promulgated which 

prohibited gatherings and made testing for those suspected of being infected or exposed 

to COVID-19 compulsory (GOZ, 2020c). On the 30th 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-19 cases 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 COVID-19 events in Zimbabwe.  

PGH was an important institution in Zimbabweôs response to the COVID-19 pandemic. 

In response to this pandemic, in April 2020 PGH divided the hospital wards, staff and 

operations by creating two separate areas called a Red Zone and a Green Zone which 

are still in operation (Chitungo et 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 incentive. This Red Zone is still operational even 

though the COVID-19 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 2021 [NB: testing and reporting protocols have been eased since 2022 

which may account for no new cases]. As of 18 October 2023, there were 

265,808 confirmed cumulative cases of COVID-19 with 5,718 deaths in Zimbabwe that 

had been reported to the WHO, with a 98% recovery rate (WHO, 2023b). 

1.3 Statement of the research problem 

Global health problems are becoming increasingly complex as the world gets more 

interconnected. Whilst the magnitude and complexity of health problems are increasing, 

solutions to these problems and the resources allocated for healthcare have failed to 

achieve intended outcomes or reach intended populations. The inadequate supply of 

morphine in resource-limited settings, where it is needed most despite its low cost, is a 

very sad and particularly glaring example of allocation failure (Knaul et al., 2017; 

Krakauer et al., 2017). This thesis argues that an approach to health policy 

implementation that considers complexity and system dynamics is essential to improve 

implementation success. It argues for leveraging complexity properties that are found in 
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the system, such as adaptability and self-organisation, to replace the current 

implementation approach to ensure desired outcomes when implementing policy in the 

health system in Zimbabwe. Health policy in Zimbabwe is implemented using a hybrid 

top-down approach based on the rational model of decision-making. The Ministry of 

Health and Child Care (MoHCC) as the central authority (i.e., the top) takes the lead and 

makes decisions about policy execution that are implemented at the local level, hence 

the name ñtop-downò (Pulzl and Treib, 2007). This approach to implementing health 

policy is unidimensional and linear, with a cause-effect type of thinking that 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] (Plsek, 2003; Haynes et al., 2014; Reed et al., 2018a, 2018b). Context has been 

defined as ña set of characteristics and circumstances that consist of active and unique 

factors that surround implementationò (May, Johnson and Finch, 2016). Crucially, the 

top-down approach ignores the interplay between policy elements, neglecting the 

complexity of their interactions. This oversight may lead to unexpected and unintended 

outcomes as the interventions both affect and are affected by people and their contextual 

settings (Skivington et al., 2021). As Greenhalgh and Papoutsi aptly put it, ñthe dancer 

and the dance are intertwinedò (Greenhalgh and Papoutsi, 2018, p. 2). 

 

Figure 1.1: Aspects of adoption of innovation 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 integrate 

palliative care into the health system through the principal mechanism of capacity-

building and training of health personnel on palliative care. This makes three key 

assumptions. The first assumption is that palliative care is currently not integrated into 

the health system and integration into the health system is possible. The second 

assumption is that integrating palliative care into the system will increase the provision 

of palliative care services to the desired levels across the system. The last 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 care into the health 

system, how the system and its sub-systems will respond to the intervention, and the 

impact on people currently in the system.  

1.4 Rationale for the study 

The purpose of this doctoral study was to develop a comprehensive, multi-dimensional 

framework to guide the implementation of an intervention/innovation/practice in the 

health system in Zimbabwe. This framework was based on complex systems thinking 

and considered inherent system complexity, uncertainty and adaptation when 

implementing an intervention in a health system. The 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 care, making it an 

ideal choice for this study among several resource-limited settings. Zimbabwe is unique 

among other countries in resource-limited settings due to persistent financial, political 

and socio-economic instability, especially over the last two decades, which has 

negatively impacted the health system. Despite these challenges, the health system has 

retained some level of functionality. Although healthcare and delivery in Zimbabwe are 

below regional and international standards, the country has recorded some 

improvements in some health indicators, such as decreased HIV incidence and 

prevalence. Major events nationally and internationally, such as the global COVID-19 

pandemic, which caused volatility and uncertainty highlighted the weaknesses of the 
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current linear top-down approach to policy implementation. Some of these weaknesses 

are inherent fragmentation of the top-down 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; McGill et al., 2020). When implementing health policy or 

other interventions in a health system, complexity arises from the interaction between 

the complex intervention (such as integrating palliative care) being implemented and the 

health system (and sub-systems within it) which is also complex and adaptive (Paina 

and Peters, 2012; Braithwaite, 2018). The numerous and interlinked challenges faced by 

health systems in resource-limited settings such as the high burden of disease with 

limited resources require a more efficient, effective and adaptable approach to policy 

implementation. This study, therefore, sought to examine how an alternative approach 

(complex systems thinking), that considers complexity and system dynamics, could be 

used to improve health policy implementation in a resource-limited setting. By using 

this different approach to improve the process of implementing health policy, this study 

could inform future efforts to implement palliative care and, possibly, other health 

interventions in limited-resource settings.  

1.5 Research questions, study aim and objectives 

Based on a pragmatic research paradigm and using a multi-phase mixed methods case 

study design, this thesis sought to address the research problem and answer the broad 

research question: How can complex systems thinking be used to understand the health 

system and effectively implement a health policy in Zimbabwe? The implementation of 

the health policy occurred while the health system in Zimbabwe was under pressure 

from multiple interconnected socio-political and economic challenges, compounded by 

the COVID-19 pandemic (Mangundu, Roets and van Rensburg ES, 2023). The 

traditional linear approach used for implementation did not take into account the 

complexity within the health system. Complex systems thinking was the approach used 

to reveal these complexities (interactions, interconnections, dynamics and 

contradictions) that exist in the Zimbabwean health system. Also, this approach was 

used to explore how understanding these complexities in the system could be used to 

improve the implementation of a health policy.  

As this study was practical applied research ultimately seeking to address the limitations 

of linear approaches to health policy implementation, pragmatism was determined to be 
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the most suitable research paradigm. Pragmatism emphasises ñworkabilityò in research 

and the use of ñwhat worksò, which allows the researcher to address questions being 

investigated without being constrained by whether they are wholly quantitative or 

qualitative in nature (Kivunja and Kuyini, 2017). The emphasis was on what works best 

to address the problem without getting into philosophical debates about ontology and 

epistemology (Wahyuni, 2012). Based on this perspective, and having reviewed the 

literature, the nature of the problem and proposed solution, the researcher determined 

that pragmatism was the most suitable research paradigm to guide the studyôs 

methodological choices. This included using mixed methods (qualitative and 

quantitative research methods) and conducting a multi-phase, 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 process. Specifically, the thesis tested the 

applicability of complexity theory in process evaluation at this level of the health system 

in Zimbabwe, focusing on the interaction between three domains of context, the 

personnel participating in the intervention, and the intervention of integrating palliative 

care into the system (Haynes et al., 2014). These domains are described as: 

¶ Context - the contextual characteristics that mediated the relationship between 

the integration of palliative care, the system at PGH and staff. 

¶ Personnel participation and response - how PGH staff participated in and 

responded to the intervention. 

¶ Intervention - what happened in the process of integrating palliative care at PGH.  

The three domains are drawn from, and build upon the Health Policy Analysis Triangle, 

the work of authors such as Plsek (2003) on how innovation/change occurs in health 

systems, and Haynes et al. (2014) on the process evaluation of health policy 

implementation (Walt and Gilson, 1994; Plsek, 2003; Haynes et al., 2014). These 

domains help to understand the implementation setting, processes and events that either 

hinder or facilitate implementation of the palliative care policy. By understanding 

system interactions, staff comprehension of palliative care and integration, and the 

impact of integration on the system at PGH, these domains provide a comprehensive 
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basis to assess how implementation occurred and if any changes to the system occurred. 

The sub-questions 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 factors enabled or hindered the delivery of the intervention? 

These sub-questions provided a description and understanding of the system and setting 

in which the intervention of integrating palliative care was being conducted.  

b)  Personnel participation and response 

- What did PGH staff know and understand about palliative and the 

intervention?  

- Was the intervention acceptable to PGH staff?  

- What was the PGH staff's shared resolve to implement the intervention 

(change commitment)? 

These questions provided PGH personnel (as agents in the system both affecting and 

being affected by the intervention) perspectives on the intervention and how it 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 assessed the impact of the intervention on the system at PGH, and the 

reaction it may have introduced among staff. 

The multi-phase mixed methods case study design was determined to be the most 

suitable approach to answering the research questions. This multi-phase design was 

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

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

the health system at PGH using complex systems thinking. 

The specific objectives of the study were: 

1. Domain one (context): To describe the external and internal context at PGH in 

which palliative care was being integrated and explore contextual factors that 

may have affected the delivery of the intervention. This objective was achieved 

by: 

a) Identifying and describing social, economic and other environmental factors 

including key stakeholders, leadership dynamics, and interdepartmental 

relationships. 

b) Investigating the implementation climate and organisational readiness to 

integrate palliative care at PGH. 

2. Domain two (personnel participation and response): To describe how personnel 

could participate and would 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 palliative care into the 

health system. 

b) Identifying possible barriers and facilitators to the integration of palliative 

care as well as constraints related to the provision of palliative care services. 

c) Investigating the acceptability of the intervention, engagement, and whether 

PGH staff were committed to the change that could be brought by the 

intervention (change commitment). 

3. Domain 3 (intervention): To assess whether the integration occurred according 

to the planned framework over time and if palliative care became normalised into 

daily work routines. This objective was achieved by: 
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a) Assessing the extent to which core aspects of the palliative care integration 

project were delivered.  

b) Assessing if integration changed work and process flow. 

c) Exploring PGH 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 framework based on 

complexity theory and three implementation theories: the theory of innovation 

implementation effectiveness, the theory of organisational readiness for change and the 

normalisation process theory (NPT). These theories combined to form the best 

framework for understanding the implementation process in the health system, 

especially the interaction of the context, the personnel and the intervention of integrating 

palliative care into the health system.  

Complexity theory was selected for use in this thesis because it encompasses complex 

systems thinking and the concept of complex adaptive systems. Complexity theory is 

made up of a set of theoretical frameworks used for modelling and analysing complex 

systems within a variety of domains (Systems Innovation Network, 2021). Complexity 

theory encompasses complexity science and complex systems thinking (Turner and 

Baker, 2019). Broadly, systems thinking deals with the interrelationship of processes 

and patterns particularly the interaction between elements within a system and the 

system and its environment (Haines, 1998; McGill et 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 changes (Haines, 1998; Meadows, 2008a, p. 145; 

Thompson et al., 2016; Reed et al., 2018a). A key characteristic of systems, especially 

living systems, is that they are characterised by complexity (Cilliers, 1998; Plsek and 

Greenhalgh, 2001; Braithwaite et al., 2018).  

The three implementation theories used in this thesis were selected based on their 

applicability  to implementation in diverse fields and settings. Specifically, these theories 

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

states that implementation effectiveness is a function of (a) an organisationôs climate for 

the implementation of a given innovation and (b) targeted organisational membersô 

perceptions of the fit of the innovation to their values (Klein and Sorra, 1996). With the 

theory of organisational readiness for change, organisational readiness refers to 

organisational members' change commitment and change efficacy to implement 

organisational change (Weiner, 2009). The normalisation process theory is a set of 

sociological tools used to understand and explain the social processes and dynamics of 

implementing, embedding, and integrating some new technology or complex 

intervention (May and Finch, 2009).  

In this thesis, the health system and health facilities within these systems (such as 

hospitals) are viewed as complex adaptive systems [CAS] (Plsek, 2003; McDaniel, 

Lanham and Anderson, 2009; Paina and Peters, 2012; Braithwaite, 2018; Greenhalgh 

and Papoutsi, 2018). Based on the view that hospitals are CAS, the thesis argues that 

when implementing any intervention(s) in a CAS, such as hospitals and other facilities, 

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 sustained desired positive outcomes.   

2. find alternative strategies that lead to intended outcomes.   

3. minimise unintended outcomes. (Lanham et al., 2013; Braithwaite et al., 2018; 

Pfadenhauer, 2022; Rod et 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-organisation and feedback loops (Lanham et al., 2013; Braithwaite et al., 2018). To 

be able to identify and use leverage points effectively it is necessary to:  

(a) understand complex adaptive systems in general and how change occurs in CAS.  

(b) recognise patterns, and dynamics in the system and the immediate context in which 

an intervention is being implemented  
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(c) reveal the underlying reason for, assumptions and motivation behind an intervention  

(d) take into account the motivations and concerns of the people who will implement 

and be affected by the implementation of the intervention. (Lanham et al., 2013; 

Braithwaite et al., 2018; Rod et al., 2023). 

1.7 Contribution of the study to the body of knowledge 

The purpose of this doctoral study was to develop a comprehensive, multi-dimensional 

framework to guide implementing policy in the health system in Zimbabwe. This 

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 resource-limited setting 

such as Zimbabwe. In doing so, the study advances thinking around implementation in 

health systems and the use of complex systems thinking in healthcare, specifically 

process evaluations of health interventions (McGill et al., 2020). Most studies on 

complex systems thinking in healthcare focus on why this approach should be used 

rather than how it can be effectively applied. The 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; Braithwaite et al., 2018). Combining the two fields has 

been suggested in the literature but few studies have been conducted to demonstrate 

practically how this integration can be achieved. 

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 resource-limited settings. The study built on and expanded existing implementation 

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

implementation science to produce the study's conceptual framework. This is because 

current frameworks, whether published or in use, do not specifically address complexity 
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within a system or demonstrate the impact and influence of complexity on 

implementation processes and outcomes. 

Third, the study combined two implementation science tools to assess the organisational 

readiness for change and implementation climate, parts of the inner organisational 

context providing the methodological contribution. Whilst the two tools have been used 

in other studies (Ehrhart, Aarons and Farahnak, 2014; Shea et al., 2014), this study was 

the first to combine both tools to assess inner context in a resource-limited setting. The 

implementation climate scale explores the policies, practices, procedures and behaviours 

that facilitate effective implementation at a site whilst the organisational readiness tool 

explores the extent to which organisational members are prepared (psychologically and 

behaviourally) to implement organisational change(s). The two tools complement each 

other by focusing on different aspects of how change affects an organisation: the 

implementation climate scale seeks to understand what is happening within the 

organisation (policies, procedures and practices) whilst the readiness tool explores what 

is happening to the people in an organisation. This novel methodologyðcombining 

organisational readiness and implementation climateðoffers a more comprehensive 

assessment of the immediate context in which an intervention is being conducted 

compared to using each assessment individually. By combining the two tools, this study 

practically demonstrates their combined performance and adds to the methodological 

literature on assessing the inner context of implementation. 

Finally, this study contributes to policy implementation and practice by providing an 

alternative approach to implementing policy, especially in resource-limited settings. 

There is a dearth of literature on how complex systems thinking can be applied 

practically to policy implementation in resource-limited settings such as Zimbabwe. 

This study was linked with MoHCCôs implementation of health policy and thus could 

contribute to how health policy and systems research can be embedded in real world 

settings in Zimbabwe.  

1.8 Key concepts and definitions  

Some important key concepts used in this thesis have been included in this introduction 

and will be explored further throughout the thesis. These are listed and defined in Table 

1.4. 
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Table 1.4: Key concepts and definitions 

Complexity A description of the result of the interconnections of many, diverse, non-

standard elements interacting in ways that are non-linear, potentially 

changing in ways that are not amenable to analysis through deconstruction 

into separate parts (Boulton, Allen and Bowman, 2015). 

Complex system A system in which large networks of components with no central control and 

simple rules of operation give rise to complex collective behaviour, 

sophisticated information processing and adaptation via learning or 

evolution (Mitchell, 2009, p. 13). 

Complex systems 

thinking 

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

of relatively simple entities organise themselves, without the benefit of any 

central controller, into a collective whole that creates patterns, uses 

information, and, in some cases, evolves and learns  (Mitchell, 2009). 

Complex adaptive 

system (CAS) 

A collection of individual agents with freedom to act in ways that are not 

always totally predictable, and whose actions are interconnected such that 

one agentôs actions change the context for other agents (Plsek and 

Greenhalgh, 2001). 

Complexity science An approach or method to science based on the theoretical framework of 

complexity theory and computational methods in order to make an empirical 

investigation of the complex systems that make up our world (Systems 

Innovation Network, 2021) 

Complexity theory The interdisciplinary understanding of reality as composed of complex open 

systems with emergent properties and transformational potential (Byrne, 

2005) 

Context A set of characteristics and circumstances that consist of active and unique 

factors that surround implementation (May, Johnson and Finch, 2016) 

Framework A way of understanding the factors influencing implementation outcomes. 

(Rapport et al., 2021).  

Implementation Any deliberately initiated attempt to introduce new, or modify existing, 

patterns of action in health care or some other formal organisational setting. 

Deliberate initiation means that an intervention is: institutionally sanctioned; 

formally defined; consciously planned; and intended to lead to a changed 

outcome (May, Johnson and Finch, 2016). 

Implementation 

climate 

Targeted employeesô shared summary perceptions of the extent to which 

their use of a specific innovation is rewarded, supported, and expected within 

their organisation (Klein and Sorra, 1996) 
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Implementation 

effectiveness 

The consistency and quality of targeted organisational membersô use of a 

specific innovation (Klein and Sorra, 1996) 

Implementation 

science 

the scientific study of methods to promote the systematic uptake of clinical 

research findings and other evidence-based practices into routine practice, 

and, hence, to improve the quality and effectiveness of health services and 

care (Eccles and Mittman, 2006; Nilsen, 2015) 

Innovation A technology or a practice being used for the first time by members of an 

organisation, whether or not other organisations have used it previously 

(Klein and Sorra, 1996) 

Integration The organisation and management of health services so that people get the 

care they need, when they need it, in ways that are user-friendly, achieve the 

desired results and provide value for money (WHO, 2008, p. 5) 

Integrated care A variety of managerial and operational changes to health systems that bring 

together inputs, delivery, management, and organisations of particular 

service functions, to provide clients with a continuum of preventative and 

curative services, according to their needs over time and across different 

levels of the health system (Heyeres et al., 2016, p. 2) 

Integrated palliative 

care 

Bringing together administrative, organisational, clinical, and service aspects 

to realise continuity of care between all actors involved in the care network 

of patients receiving palliative care. It aims to achieve a quality of life and a 

well-supported dying process for the patient and the family in collaboration 

with all the caregivers (paid and unpaid) (InSuP-C Integrated Palliative Care 

An EU Framework 7 Programme) 

Intervention A series of inter-related events occurring within a system where the change 

in outcome (attenuated or amplified) is not proportional to the change in 

input. Interventions are thus considered as ongoing social processes rather 

than fixed and bounded entities (Hawe, Shiell and Riley, 2009) 

Leverage point 
Place or area of influence in the system where a small change could lead to 

large, lasting beneficial changes (Meadows, 2008a) 

Palliative care 
An approach that improves the quality of life of patients and their families 

facing the problem associated with life-threatening illness, through the 

prevention and relief of suffering by means of early identification and 

impeccable assessment and treatment of pain and other problems, physical, 

psychosocial and spiritual (WHO, 2017b).  

Potential Putting energy into a system that can give the system the ability to emerge 

into something in the future (Birney, 2021) 
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System A set of elements or parts that is coherently organised and interconnected in 

a pattern or structure that produces a characteristic set of behaviours, often 

classified as its ñfunctionò or ñpurposeò (Meadows, 2008a) 

Systems thinking A worldview that pays attention to the essential interconnectedness of the 

elements of situations and natural and social systems (Boulton, Allen and 

Bowman, 2015) 

Top-down (in 

reference to policy-

making) 

An approach to policy-making based on the rational model of decision-

making in which implementation is thought to start from the central 

government (the top). Decisions about policy execution are made at this 

central level and then are carried out at lower levels of the system (Pulzl 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 the aim and objectives of the study. The chapter also provides the theoretical 

framework for the thesis and a summary of the studyôs significant and original 

knowledge, theoretical, conceptual, methodological and policy contributions. Key 

concepts used in the thesis are listed and defined. The chapter concludes with an outline 

of the structure of the thesis and how the chapters are organised.  
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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 knowledge 

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 to palliative 

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

discussed in this chapter. The chapter concludes by addressing this studyôs conceptual 

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, explaining and justifying the chosen design 

of a mixed methods exploratory multi-phase prospective methodology. For each phase, 

the study setting, study population and sampling considerations are explained. Details 

of the data collection methods, data analysis procedures 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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- Rationale for the study

- Research questions, study aim and 
objectives

- 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:

Literature 
Review

Chapter Three:

Methodology

Chapter Four:

Results  - Baseline 
assessment

Chapter Five:

Results - Process 
evaluation

Chapter Six:

Discussion and 
Conclusion



Page 34 of 309 

 

Chapter Four presents the results of Phase I which was the baseline assessment. These 

results include descriptive statistics, organisational 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 synthesising results from the quantitative tools and in-depth 

interviews.  

Chapter Five presents the results of Phase II of the study which was a process evaluation. 

The results include descriptive statistics, normalisation measurement, participant 

knowledge of palliative care, and participant views of the integration of palliative care 

into routine work. The chapter concludes by synthesising results from the quantitative 

tools and in-depth 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 implications of these 

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 

question. The study's strengths and limitations are also discussed. The chapter reflects 

on the literature and provides the studyôs significant contribution to knowledge, theory, 

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 using the 

alternative approach of complex systems thinking to improve health policy 

implementation in a resource-limited setting such as Zimbabwe. The thesis argument is 

made that based on the view that health systems and facilities within them, such as 

hospitals, are CAS, and it is necessary to use complex systems thinking to identify 

leverage and leverage points when implementing any intervention(s) at these facilities. 

Consequently, this studyôs significant and original knowledge, theoretical, conceptual, 

methodological and policy contributions are 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. This justifies the studyôs theoretical framework 

and explains how the studyôs conceptual framework was developed.  
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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 thesis sought to apply the approach of complex systems thinking to improve health 

policy implementation in a resource-limited setting. The health policy selected for 

analysis as a case was the National Palliative Care policy of Zimbabwe. The selected 

approach for implementing this policy by the government, through the Ministry of 

Health and partners, was integrating palliative care into all levels of care within the 

health system in Zimbabwe. Given the complexity of issues within the discipline of 

palliative care and that providing palliative care services is a complex adaptive system 

(Hodiamont et al., 2019), it was appropriate to use complex systems thinking for 

palliative care interventions (Munday, Johnson and Griffiths, 2003; Pask et al., 2018). 

Since the intervention was 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 and integration, and sought to challenge the linear way in 

which these have traditionally been used (Braithwaite et al., 2018).     

As outlined in Chapter One, the purpose of this doctoral study was to develop a 

comprehensive, multi-dimensional framework to guide strategies when implementing 

an intervention in the health system in Zimbabwe. This 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 system. The 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 thesis. The 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; and implementation, 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 into health systems.  
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The argument made in this thesis is that when implementing any intervention(s) in a 

complex adaptive system (CAS) it 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 to achieve desired outcomes, find alternative 

strategies that will lead to desired outcomes and minimise unintended outcomes 

(Lanham et al., 2013; Braithwaite et al., 2018; Pfadenhauer, 2022; Rod et al., 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 review provides 

explanations for the choice of complex systems thinking 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 was - how can health policy 

implementation in a resource-limited setting be improved? The 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 thinking including definitions of 

complexity and complex systems, complexity theory, complex adaptive systems, 

leverage and leverage points. Combining complexity science and implementation 

science is also explored and the studyôs conceptual framework, and justification 

provided. The chapter also reviews palliative care: definition, necessity in a health 

system and integrating palliative 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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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 Research is defined as ña field that seeks to 

understand and improve how societies organise themselves in achieving collective 

health goals, and how different actors interact in the policy and implementation 

processes to contribute to policy outcomesò (AHPSR, 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 development (Gilson, 2012). Within 

HPSR the central elements are health systems, health policy, health policy analysis, and 

health system development/strengthening. Health Policy and Systems Research uses 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 

improvement (Gilson, 2012; AHPSR, 2023). The World Health Organisation defines a 

health system in two ways:  
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(i) all the activities whose primary purpose is to promote, restore and/or 

maintain health.  

(ii)  the people, institutions and resources, arranged together in accordance with 

established policies, to improve the health of the population they serve, while 

responding to peopleôs legitimate expectations and protecting them against 

the cost of ill health through a variety of activities whose 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 conditions (Gilson, 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 operating in the 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 system (Gilson, 2012). These 

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

 

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 health system 

which is health service delivery and value to society (Gilson, 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 technologies, financing; and 

leadership (WHO, 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. 

 

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 systems (Mounier-Jack et 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 system, any more than a pile of 

bricks constitutes a functioning building. It is the multiple relationships and 

interactions among the blocks ï how one affects and influences the others, and 
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is in turn affected by them ï that converts these blocks into a system. (De 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 system (Gilson, Orgill and Shroff, 2018). The 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 institutions (Gilson, 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 health policy (De 

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 gains (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:  

(i) 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 be applied to the action, the planning and 

management arrangements to be adopted for implementation of the policy, 

and the relevant institutions to be involved. 

(ii)  a general statement of understanding [to] guide decision-making 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 them. (WHO, 

2022, p. 9) 

The common understanding of health policy is that of written documents or formal rules 

and guidelines (Gilson, 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 actors (Buse, 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 public-private entities and 

multinational civil society organisations) whilst at a local level or within a national 

context, policy actors include those responsible for developing the policies, those who 

influence how the policies are implemented and those who seek to influence the policy 

process (Gilson, 2012). By looking at health policy as practices that arise due to 

translation of formal documents, and as articulated by Walt (1994), ñhealth policy 

becomes about process and power . . . concerned with who influences whom in the 

making of policy, and how that happensò (Walt, 1994, p. 1).  

Health policy analysis 

Gilson et al. (2018) define health policy analysis as ñthe study of who made what policy 

decisions, when, why, and how, and with what consequencesò (Gilson, Orgill and 

Shroff, 2018, p. 10). Analysing health policy has been noted to comprise two 

approaches:  

¶ how problems are defined, agendas set, policy formulated, decisions made, and 

policy evaluated and implemented. This is called the analysis OF the policy 

process. 

¶ The use of analytical techniques, research and advocacy in problem definition, 

decision-making, evaluation and implementation. This is called analysis IN and 

FOR the policy process (Gilson, Orgill and Shroff, 2018, p. 10). 

Health policy is best understood by analysing 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 policy-making 

(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, 

interconnections 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 actors (individuals and members of groups) involved in the processes (Walt and 

Gilson, 1994).  

 

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 prospectively (Walt and Gilson, 1994; OôBrien 

et al., 2020).  

- It provides a framework for understanding the dynamics between policy actors, 

policy content, processes and power in the entire policy process (Gilson 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 Framework, the Institutional Analysis 

and Development Framework, Kingdonôs Multiple Stream Theory, the Policy Cube, the 

Punctuated Equilibrium Model and the Stages Heuristic/Policy Cycle model. These 

frameworks are summarised in Table 2.1. 

Table 2.1: Health Policy Analysis Frameworks 

(Howlett, 2019; OôBrien et al., 2020) 

Brief Description of Policy Frameworks 

Name Description 

Advocacy Coalition 

Framework (ACF) 

The Advocacy Coalition Framework was designed as an 

alternative to the Stages Heuristic; it intentionally avoids a 

linear description of the policy process. It addresses highly 

challenging issues in which there are substantial goal 

conflicts, important technical disputes and multiple actors 

from several levels of Government. The Advocacy 

Coalition Framework examines the interaction within a 

policy subsystem of a small number of advocacy coalitions 

composed of actors from different institutions sharing 

similar policy beliefs. The Advocacy Coalition Framework 

describes three tiers of beliefs: (i) deep core beliefs, (ii) 

policy core beliefs, and (iii) secondary beliefs. The model 

is centred mainly on policy formulation activities and the 

role played by multiple actors. 

Institutional Analysis 

and Development 

Framework 

The Institutional Analysis and Development Framework 

provides a language and way of thinking about how 

different institutions foster collective action. It highlights 

key insights on institutional, technical, and participatory 

aspects of collective interventions, or the common 

problem, and their effects. At the frameworkôs core is the 

ñaction arenaò. The action arena is composed of an action 

situation and actors and is used as the unit of analysis and 

investigation. The action situation refers to a social space 

where the actors interact, solve a common problem, and 

exchange goods and services; the actors are those who 

participate in the situation. A major advantage of the 

framework is bringing an institutional perspective to policy 
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analysis, which does not appear to be as present in other 

frameworks. 

Kingdonôs Multiple 

Stream Theory (MSF) 

Kingdonôs Multiple Stream Theory within the policy 

process focuses on the role of policy ñentrepreneursò 

inside and outside the Government who take advantage of 

agenda setting opportunities ñpolicy windowsò and move 

items onto the Governmentôs formal agenda. The model 

postulates that policy choices are made when the three 

streams (problem stream, policy stream and politics 

stream) intersect at pivotal time points ñpolicy windowsò 

where opportunities can occur spontaneously. When a 

policy window opens, the policy entrepreneur must 

immediately seize the opportunity to initiate action. This 

framework deals primarily with the single policy task of 

agenda setting. 

Policy Cube The non-communicable disease Policy Cube, developed as 

part of the PA4NCDs project, brings together three axes to 

assess the strength of a policy framework to combat diet-

related non-communicable diseases: comprehensiveness, 

effectiveness and equity. The fuller the cube, the more 

robust the policy framework for the prevention and control 

of non-communicable diseases. 

Punctuated Equilibrium 

Model  

The Punctuated Equilibrium Model theorises that the 

policy-making process is characterised by periods of 

stability with minimal or incremental policy change, 

disrupted by bursts of rapid transformation. The concept 

was initially developed in palaeontology to explain sudden 

bursts of change in the fossil record scattered among 

longer-term minor changes. Central to the theory are the 

concepts of the ñpolicy imageò and the ñpolicy venueò. The 

model has been used to explain the tendency for policy 

inactivity and sudden changes in health policy issues like 

drug abuse and pesticide control in the USA. 

Stages Heuristic/Policy 

cycle model 

The Stages Heuristic is the ñidealisticò to the policy 

process and is one of the most long-standing in the field. It 

divides the policy process into a series of five stages: (i) 

agenda setting, (ii) policy formulation, (iii) policy 

adoption, (iv) policy implementation, and (v) policy 

evaluation/assessment. The goal was to simplify the 

complexity of public policy-making by dividing it into 
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distinct steps or stages. This model has been widely 

criticised given that its linear, systematic approach to 

solving policy problems is rarely found. However, it is 

helpful to think of policy-making 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 outcomes (Gilson, Orgill and Shroff, 

2018). Howlett (2019) described the implementation stage of policy-making as ñthe 

effort, knowledge and resources devoted to translating policy decisions into actionò 

(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 1973, 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 research (Gilson, 

Orgill and Shroff, 2018; Howlett, 2019; Dossou, Van Belle and Marchal, 2021). Policy 

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 the top-down approach, 

emerged in the 1970s and was concerned with what made it difficult to achieve policy 

goals and conditions necessary for successful implementation (Pulzl and Treib, 2007; 

Gilson, Orgill and Shroff, 2018; Dossou, Van Belle and Marchal, 2021). Implementation 

was thought to start from the central government (the top) which would make decisions 

about execution of the policy that would then happen at the bottom hence the name ñtop-

downò (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 decision-making (Gilson, Orgill and Shroff, 2018). An example of 

a framework within the top-down approach to health policy implementation that has 

been in use and highly cited is Hogwood and Gunnôs policy implementation framework 
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which gives 10 preconditions for the ñperfect implementationò of policy (Hogwood and 

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

Table 2.2: Hogwood and Gunnôs 10 preconditions for implementation 

(Hogwood and Gunn, 2014) 

PRECONDITION DESCRIPTION 

External constraints  Circumstances external to the implementing 

agency do not impose crippling constraints. 

Time and resources  Adequate time and sufficient resources are 

made available to the programme. 

Resource combination  The required combination of resources is 

available. 

Theory-based policy  The policy to be implemented is based on a 

valid theory of cause and effect. 

Cause/effect relations The relationship between cause and effect is 

direct and there are few, if any intervening 

links. 

Dependency relationships  The dependency relationships are minimal. 

Agreement of objectives  There is an agreement of, and understanding 

of, objectives. 

Events sequencing  The tasks are fully specified in the correct 

sequence. 

Communication/coordination  There is perfect communication and 

coordination. 

Total compliance  Those in authority can demand and obtain 

perfect compliance. 
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In contrast to the top-down approaches, bottom-up approaches emerged in response and 

have been classified as the second-generation shift (Pulzl and Treib, 2007; Howlett, 

2019; Dossou, Van Belle and Marchal, 2021). The bottom-up approach began in the late 

1970s and early 1980s and was focused on the forces that influence what is happening 

on the frontline or the ñbottomò(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 frontline staff or ñstreet-level bureaucratsò as named by a bottom-

up theorist called Lipsky (Gilson, 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 between the use of top-down and bottom-up 

approaches ensued for around a decade, stagnating the development of implementation 

theory, and leading to a new approach called the third-generation shift (Pulzl and Treib, 

2007; Gilson, Orgill and Shroff, 2018; Howlett, 2019; Dossou, Van Belle and Marchal, 

2021). The top-down bottom-up debate went on for so long due to the differences 

between the two approaches which are shown in Table 2.3. 

Table 2.3: Comparison of top-down and bottom-up theories 

(Pulzl and Treib, 2007, p. 94) 

 Top-down theories Bottom-up theories 

Research strategy Top-down: from political 

decisions to administrative 

execution 

Bottom-up: from 

individual bureaucrats to 

administrative networks 

Goal of analysis Prediction/policy 

recommendation 

Description/explanation 

Model of policy processes Stagist - assumes that the 

policy cycle may be 

divided into several clearly 

distinguishable phases 

Fusionist - policy-making 

continues throughout the 

whole policy process 
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Character of the 

implementation process 

Hierarchical guidance Decentralised problem-

solving 

Underlying model of 

democracy 

Elitist Participatory 

 

Third-generation theorists combined aspects from top-down and bottom-up approaches 

to create hybrid theories of policy implementation in an attempt to synthesise both 

approaches (Gilson, 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 approach (Pulzl and Treib, 2007). 

Some models and theories that are recognised as being in this hybrid category are 

Elmore's (1985) Forward and Backward Mapping, Sabatierôs Advocacy Coalition 

Framework (1988), and Goggin et al.ôs (1990) Communications Model (Pulzl and Treib, 

2007; Gilson, Orgill and Shroff, 2018). The latest hybrid model called the Five-thread 

(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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Figure 2.5: 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 policy-making and implementation process (Dossou, Van Belle and Marchal, 2021). 

Implementation of innovations or interventions, such as a health policy, has been 

recognised to be a complex process (Chaudoir, Dugan and Barr, 2013; Nilsen et al., 

2013; Dossou, Van Belle and Marchal, 2021). Complexity 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 (Chaudoir et al., 2013; Chauhan et 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 implementation mechanisms being 

developed at each level (Dossou, Van Belle and Marchal, 2021). Also, implementation 

is an activity rather than an event (McDaniel, Lanham and Anderson, 2009; Reed, 

Kaplan and Ismail, 2018) and this activity depends on continuous feedback loops such 
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that it is not linear (May, Johnson and Finch, 2016). The policies being implemented 

may exhibit complex properties (Gilson, Orgill and Shroff, 2018). Viewing 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 under-researched in resource-limited settings such as 

Zimbabwe (Gilson and Walt, 2023). By applying the approach of complex systems 

thinking to improve health policy implementation in a resource-limited setting, this 

thesis sought to: 

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

resource-limited settings. 

b) add to the knowledge of the complexity of the policy-making 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 produce a comprehensive, 

multi-dimensional framework to guide the implementation of an 

intervention/innovation/practice in 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 outcomes (Nilsen et 

al., 2013; Gilson, Orgill and Shroff, 2018). Health policy implementation involves 

understanding the health system and its context, how the process of implementation can 

affect outcomes, and ñthe influence of actors, power and contestationò (Walt, 1994; 

Erasmus et al., 2014, p. 36). Implementation science involves understanding how the 

effectiveness of interventions or research findings can be improved in routine practice 

(Nilsen et al., 2013; Gilson, Orgill and Shroff, 2018). Key differences between the two 

fields relate to the implementation object (policy vs specific practice), implementers 

(individuals/organisations vs individual practitioners), targets (organisations vs 

patients), context, strategies to facilitate the implementation process, and impact (Nilsen 
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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 

(evidence-based medicine and evidence-based practice) but both emphasise 

multidisciplinary research using a variety of methodologies to answer important 

research questions and generate findings (Nilsen 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 

outcomes. As argued by Walt (1996) ñimplementation of policy is clearly affected by 

the prevailing systemò (Walt, 1994, p. 159). Whilst policy 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 and effectiveness 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 broader (Nilsen et al., 2013). This 

would move the field of health policy implementation forward and address some of the 

current weaknesses of the field (Erasmus et al., 2014; Gilson, Orgill and Shroff, 2018).  

2.2 Implementation Science 

2.2.1 Defining Implementation research/science 

Implementation science is defined as the scientific study of methods to promote the 

systematic uptake of clinical research findings and other evidence-based practices into 

routine practice, and, hence, to improve the quality and effectiveness of health services 

and care (Eccles and Mittman, 2006; Nilsen, 2015). It 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; Peters et al., 2013; Ridde, 2016; Theobald et 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, 

testing and refining implementation theories, methods and measures (Nilsen et al., 2013; 

Kingôs Improvement Science, 2018). The field of implementation science arose in 

response to the observation that there was a significant lag period between research 

findings and adoption into practice or incorporation into policy (Bauer et al., 2015; 

Ridde, 2016; Koczwara et al., 2018). The foundational principles of implementation 



Page 53 of 309 

 

science have been classified into five inter-related categories called diffusion, 

dissemination, implementation, adoption and sustainability, which are shown in Figure 

2.6 (Rapport et 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 to 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/interventions (Wilson and Kislov, 2022). 

 

 

Figure 2.6: The five categories of implementation science 

(Rapport et 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/innovation (Nilsen 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 implementation plan, and then sustaining the new practice or 

behaviour introduced (Hateley-Browne 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.  

  

Figure 2.7: Conceptual model of implementation research 

(Proctor et al., 2009) 

Implementation outcomes as shown in Figure 2.7 above are defined as ñthe effects of 

deliberate and purposive actions to implement new treatments, practices and servicesò 

(Proctor et 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 outcomes (Proctor 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 success (Proctor et al., 2011; Hateley-Browne 

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 outer context (Wilson and Kislov, 2022). Proctor et al. 
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in 2011 developed an equation for successful implementation that can be used for 

modelling implementation success: 

 Is I = fE + IOôs 

where I is Implementation success, E is the effectiveness of the intervention, and IO is 

implementation factors (Proctor et 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 evidence-based WHAT  X  change strategies (HOW)  X  an enabling context  X  

high implementation quality = significant outcomes (The Center for Implementation, 

2022).  

This equation is shown in Figure 2.8. In this equation the variables are multiplied 

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

 

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 assumed in the way 

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 missed in these 

equations which makes them less useful for implementing in complex adaptive systems.  
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2.2.2 Implementation strategies and outcomes 

An implementation strategy can be defined as a technique (or group of techniques) used 

to enhance the adoption, implementation and sustainability of an intervention (Proctor, 

Powell and Mcmillen, 2013). Selecting an implementing strategy or combination of 

strategies, especially in resource-limited settings, is an ñoptimisation problemò (Kim et 

al., 2023, p. 8) where 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 2.4: Implementation mechanism-related terms and definitions 

(Kim et al., 2023)  

TERM  DEFINITION  

Precondition A factor that is necessary for an implementation mechanism to be 

activated 

Mechanism Process or event through which an implementation strategy operates 

to affect desired implementation outcomes 

Mediator Intervening variable that may account for the relationship between the 

implementation strategy and the implementation outcome (Although 

mechanisms are always mediators, not all mediators are mechanisms) 

Moderator Factor that increases or decreases the level of influence of an 

implementation strategy 

Proximal 

outcome 

Product of the implementation strategy that is realised because of its 

specific mechanism of action; the most immediate, observable 

outcome in the causal pathway 

Distal 

outcome 

What the implementation process is ultimately intended to achieve 

 

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 planned (Kim et 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 relevant to mechanism 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, 

mediators, moderators, and outcomes. 

2.2.3 Implementation Theories, Model and Frameworks 

There are multiple theories, models and conceptual frameworks (TMFs) that can be 

applied to implementation and intervention (Chaudoir, Dugan and Barr, 2013; Nilsen, 

2015; Rapport et al., 2018). A review by Tabak et al. in 2012 identified 61 models drawn 

from various disciplines that were in use (Tabak et al., 2012). The difference between 

models, theories and frameworks in health implementation science has been described 

by Rapport et al. (2021) as follows: 

Model ï used to guide the process of translation of evidence into practice.  

Theory ï Explanation of the causal mechanism of implementation. 

Framework ï Way of understanding the factors influencing implementation outcomes. 

(Rapport et al., 2021).  
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The theories, models and frameworks in implementation science have been classified by 

Nilsen (2015) as shown in Figure 2.9 and described in Table 2.5. Research conducted 

by Birken et al. (2017) revealed that the most commonly used frameworks in 

implementation science are the Consolidated Framework for Implementation Research 

(CFIR); Theoretical Domains Frameworks (TDF); Promoting Action on Research 

Implementation in Health Services (PARIHS); Diffusion of Innovations; Reach, 

Effectiveness, Adoption, Implementation, Maintenance (RE-AIM ); Quality 

Implementation Framework; and Interactive Systems Framework (Sarah A. Birken et 

al., 2017). 

 

Figure 2.9: Categories of Theories, Models and Frameworks 

(Nilsen, 2015)   

Table 2.5: Five categories of Theories, Models and Frameworks used in  

Implementation Science 

(Nilsen, 2015)  

CATEGORY  DESCRIPTION EXAMPLES  

PROCESS  MODELS Specify steps (stages, phases) in the 

process of translating research into 

practice, including the implementation 

The CIHR Model of Knowledge 

Translation, the K2A Framework, the 

Stetler Model, the ACE Star Model of 
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and use of research. The aim is to describe 

and/or guide the process of translating 

research into practice.  

Knowledge Transformation, the 

Knowledge-to-Action Model, the 

Iowa Model, the Ottawa Model, the 

Quality Implementation Framework  

DETERMINANT 

FRAMEWORKS 

Specify types (also known as classes or 

domains) of determinants and individual 

determinants, which act as barriers and 

enablers (independent variables) that 

influence implementation outcomes 

(dependent variables). The overarching 

aim is to understand and/or explain 

influences on implementation outcomes, 

e.g. predicting outcomes or interpreting 

outcomes retrospectively.  

PARIHS, Active Implementation 

Frameworks, Understanding-User-

Context Framework, Conceptual 

Model, Ecological Framework by 

Durlak and DuPre, CFIR, Theoretical 

Domains Framework (TDF) 

CLASSIC THEORIES Theories originating from fields external 

to implementation science, e.g. 

psychology, sociology and organisational 

theory, that are applied to provide 

understanding and/or explanation of 

aspects of implementation. 

Theory of Diffusion, social cognitive 

theories, theories concerning 

cognitive processes and decision-

making, social networks theories, 

social capital theories, communities of 

practice, professional theories, and 

organisational theories. 

IMPLEMENTATION 

THEORIES 

Theories that have been developed by 

implementation researchers to provide 

understanding and/or explanation of 

aspects of implementation. 

Implementation Climate, Absorptive 

Capacity, Organisational Readiness, 

COM-B, Normalisation Process 

Theory. 

EVALUATION 

FRAMEWORKS 

Specify aspects of implementation that 

could be evaluated to determine 

implementation success. 

RE-AIM; PRECEDE-PROCEED 

(ACE Academic Center for Evidence-Based Practice, CFIR  Consolidated Framework for Implementation Research, CIHR  

Canadian Institutes of Health Research Knowledge, COM-B Capacity-Opportunities-Motivation-Behaviour, Conceptual Model 

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

Service Delivery and Organisation, K2A  Knowledge-to-Action, PARIHS Promoting Action on Research Implementation in Health 

Services, PRECEDE-PROCEED Predisposing, Reinforcing and Enabling Constructs in Educational Diagnosis and Evaluation-

Policy, Regulatory, and Organisational Constructs in Educational and Environmental Development, RE-AIM  Reach, Effectiveness, 

Adoption, Implementation, Maintenance) 

2.3 Complex systems thinking 

The term is also called complexity thinking in the literature (Boulton, 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 entities organise 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 learns (Mitchell, 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 change (Chandler et al., 2016; 

Khan et al., 2018; Churruca et al., 2019; Davidoff, 2019). In complex systems thinking 

the aim is to understand patterns and processes in the system, and then intervene in a 

way that contributes to favourably changing the system (Kroelinger et al., 2014; Rutter 

et al., 2017; Braithwaite, 2018). This contrasts with reductionism, an approach to 

addressing problems that breaks down the issue into smaller components (Rutter et al., 

2017; Braithwaite, 2018; Braithwaite et 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 within a complex system (Paina and Peters, 2012; 

Kroelinger et al., 2014; Rutter et al., 2017; Braithwaite, 2018). Complex system thinking 

is derived from complexity science that is based on complexity theory (Turner 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 definitions, meaning 

and use of complex systems thinking (Thompson et al., 2016; Rusoja et al., 2018; Carroll 

et al., 2023). In reading and reviewing the current literature these key questions arise: Is 

complexity science the same as complex system thinking? Is there a difference between 

systems thinking and complex system thinking? Is there a difference between a complex 

system and a complex adaptive system? This thesis distinguishes and regards as separate 

the following terms which are closely related and have been used interchangeably in the 

literature ï complexity, complexity science, complex system, complex adaptive system, 

complexity theory, systems thinking and complex systems thinking (Atun, 2012; 

Norman, 2013; Carey et al., 2015; Linnéusson et 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 between systems 

thinking and complex system thinking are detailed in Table 2.6. 

Table 2.6: The difference between systems thinking and complex systems thinking 

(Turner and Baker, 2019) 

SYSTEMS THINKING  COMPLEX SYSTEMS THINKING  

System thinking ï derived from systems 

theories including General systems 

theory (GST). 

Complex systems thinking ï derived from 

complexity science that is based on 

complexity theory. 

General principle: System holism - the 

whole is greater than the sum of its parts. 

General principle: ñThe whole is 

different from the sum of its parts and 

their interactionsò. The whole is 

considered to be a new entity. 

Deals mostly with closed systems and 

some open systems ï ordered, structured 

patterns that may be simple or 

complicated. 

Deals mostly with open systems ï 

unordered, chaotic and complex in which 

patterns may emerge. 

 

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 change (Boulton, Allen and Bowman, 2015; Chandler et al., 2016). 

Another description of complexity theory is based on the central tenet that ñit is detail 

and variation coupled with interconnection that provides fuel for innovation, evolution, 

change and learningò (Boulton, Allen and Bowman, 2015, p. 29). Complexity theory has 

evolved over the years and has been used in many different fields including healthcare, 

organisation science, leadership and management (Turner 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 entails (Thompson et al., 
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2016; Turner and Baker, 2019). A scoping review done by Thompson and others in 2016 

found that there was a lack of clarity about the use and application of complexity theory 

in the literature (Thompson et al., 2016). Another review by Turner and Baker in 2019 

showed 29 different definitions and descriptions of complexity theory (Turner and 

Baker, 2019, pp. 10ï11). At times, authors write about complexity theory without 

defining what they mean or how they understand this theory (Johnson, 2009; Mitchell, 

2009; Carroll et al., 2023). A scoping review of the application of complexity theory in 

health and social care research by Carrol and colleagues in 2022 found that, whilst a 

majority of papers (59%) defined complexity theory, there was great variation in the 

definitions used (Carroll 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 systems (Brainard and Hunter, 2016; Rusoja 

et al., 2018; Churruca et al., 2019; Turner and Baker, 2019), and has even been referred 

to as the complex adaptive systems theory (McDaniel, Lanham and Anderson, 2009; 

Hodiamont et 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 reporting studies which includes defining complexity, explaining why 

complexity theory is relevant and being clear about how complexity is applied in the 

various stages of research (Carroll et al., 2023). 

The definition of complexity theory used in this thesis is ñthe interdisciplinary 

understanding of reality as composed of complex open systems with emergent properties 

and transformational potentialò (Byrne, 2005, p. 97). Two sayings summarise 

complexity theory (Launer, 2018). First is the expression ñthe law of unintended 

consequencesò which 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 than the 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, phrase ñthe whole is different from (and more than) the sum of its partsò 

(Churruca et al., 2019; Turner and Baker, 2019). These 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 expressed, ñeveryone 

already knows about complexity even without realising itò (Launer, 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 complexity 

theory and CAS perspective provide a better approach than other theoretical approaches 

(Turner and Baker, 2019). Organisational research using complexity theory has shown 

that generally ñ(a) systems cannot be managed, only supported; (b) structures must 

support adaptability and flexibility; and (c) openness, connection, and feedback are 

crucialò (Dawkins and Barker, 2020). Complexity theory explains the relationships and 

interactions between the macro, meso, and micro levels in a health system (Chandler et 

al., 2016) and posits ñthat simple deterministic functions can give rise to very intricate 

and unpredictable behaviour that still exhibits underlying orderò (Dawkins and Barker, 

2020). The primary concepts of this theory are chaos and Complex adaptive systems 

(CAS) to address complexity in open systems (Turner and Baker, 2019). The overlap of 

complexity theory and other approaches is shown in Figure 2.10. As stated by Carroll et 

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

conceptualisation and resolution of problems in healthcareò (Carroll et al., 2023).   

 

Figure 2.10: Complexity theory and other theoretical approaches 

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

Complex adaptive systems (CAS) have been defined as ña collection of individual agents 

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

are interconnected such that one agentôs actions change the context for other agentsò 

(Plsek and Greenhalgh, 2001). This 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 CAS (Turner 

and Baker, 2019, pp. 5ï6). Key phenomena of CAS are embeddedness, nested systems, 

fuzzy boundaries, adaptation, self-organisation, path dependence, feedback loops, 

networks, emergent behaviour, unpredictability, non-linearity and phase transitions 

(Paina and Peters, 2012; Kroelinger et al., 2014; Rutter et al., 2017; Greenhalgh and 

Papoutsi, 2018; Hodiamont et al., 2019). A recent review has also identified around 50 

characteristics of CAS found in the literature (Turner and Baker, 2019, pp. 6ï8). 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: Presier et al. typology of CAS features 

(Preiser et al., 2018; Carroll et al., 2023) 

Organising principle Key features and attributes 

Constituted relationally ï CAS is defined more 

by the interactions among their constituent 

components than by the components 

themselves. 

Netlike structure, hierarchies, 

holarchic, diverse components, 

built-in redundancy, heterogeneity. 

Adaptive capacities ï CAS have self-

organising capacities and can adjust their 

behaviour as a response to changes in their 

environment. 

Self-generation, self-organisation, 

decentralised control, memory, 

evolutionary and concurrent 

persistence and change (resilience), 

and anticipatory capacities. 

Dynamic processes ï Non-linear dynamics 

processes bring about the behavioural patterns 

of CAS. 

Far-from-equilibrium, multiple-

trajectories possible, periods of fast 

and slow change (punctuated 

equilibria), non-linear interactions, 
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As a result of non-linear feedback loops that 

can dampen or amplify perturbations, small 

changes can have significant, cascading effects 

resulting in multiple modes of system-wide 

reorganisation of regime shifts. 

attractors, thresholds, tipping points, 

regime shifts, feedback loops 

(enabling and constraining), cross-

scale interactions. 

Radically open ï All systems exhibit hierarchy 

in that every system is part of a wider system 

and is made up of sub-systems. 

How we describe (or identify) a system is a 

function of our individual points of view. 

Systemic interactions generate effects that 

have impacts across scales and domains. 

Porous boundaries, embeddedness, 

nestedness, exchange of matter, 

information, energy, 

teleconnections. 

Contextually determined ï The identity and 

functions of CAS are defined by the context in 

which they exist.  

Function changes as the system 

changes, components with multiple 

context-dependent identities. 

Novel qualities emerge through complex 

causality ï Through the interaction of the 

individual components, novel qualities and 

phenomena emerge. 

The whole is more than the sum of its parts, 

meaning that systems cannot be understood, 

nor is their behaviour predicted based solely on 

information relating to the individual parts. 

Circular/recursive causality, large 

webs of causality, multiple 

pathways of causality, high levels of 

stochasticity, same starting 

conditions that produce different 

outcomes, emergent 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 outcomes (Atun, 2012; Braithwaite, 2018; Greenhalgh and Papoutsi, 

2018; Khan et al., 2018). Health systems are open, interlinked, and interact within the 

context in which they are situated; and healthcare has more complex political and policy 

drivers, managed by highly autonomous and skilled professionals (Reed, Green and 

Howe, 2018). As such, health systems have been classified as CAS (McDaniel, Lanham 

and Anderson, 2009; Paina and Peters, 2012; Rutter et al., 2017; Long, Mcdermott and 

Meadows, 2018). 
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Complex adaptive systems is a useful framework to explore and explain how change 

occurs in health systems. Six dynamics of complexity drawn from complex adaptive 

systemsðdynamic equilibrium (equipoise), turbulence, sensitive conditions, 

bifurcation, attractor emergence, and symmetry breakingðhelp explain what happens 

in a system, especially when changes occur (Dawkins and Barker, 2020). Within 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 between periods of stability 

and chaos (Khan et 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 

(Kroelinger et al., 2014; Turner and Baker, 2019; Dawkins and Barker, 2020). This 

reinforcing or destructive feedback causes the system to return to the status quo or reach 

a type of equilibrium that is unstable (Kim et al., 2023).  However, if the inherent 

instability is combined with some external energy, and the CAS is sufficiently agitated 

and destabilised, 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 energy to stabilise 

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, 2020). As the system oscillates, a certain threshold is 

required to achieve the new state, otherwise, the 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 system 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 structure; (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 structure. (Dawkins and Barker, 

2020) 

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

and health facilities within these systems (such as hospitals) are complex adaptive 

systems (Plsek, 2003; McDaniel, Lanham and Anderson, 2009; Paina and Peters, 2012; 

Braithwaite, 2018; Greenhalgh and Papoutsi, 2018). A review 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 dynamics of the system, and the 

change will affect the system (Dawkins and Barker, 2020). Whether 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 CAS (Braithwaite, 2018). Consequently, it is crucial to 

understand how change occurs in CAS and recognise patterns and dynamics in the 

system and the immediate context in which an intervention is being implemented to 

achieve sustained desired outcomes (Lanham et al., 2013; Braithwaite et al., 2018; Rod 

et al., 2023). As previously highlighted in section 2.3, complex systems thinking aims 

to understand patterns and processes in the system, and then intervene in ways that 

contribute to favourably changing the system (Kroelinger et al., 2014; Rutter et al., 

2017; Braithwaite, 2018). Combining knowledge of CAS and complex systems thinking 

culminates in the thesis argument summary that when implementing any intervention(s) 

in a CAS, such as hospitals and other facilities, it is necessary to use complex systems 

thinking to identify and use leverage and leverage points [places or areas of influence in 

the system where a small change could lead to large, lasting beneficial changes 

(Meadows, 2008a, 2010)]. This argument is summarised by the model for understanding 

health systems changes shown in Figure 2.11. 
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Figure 2.11: Model for understanding health systems changes in a complex 

adaptive system 

(https://www.slideshare.net/FHScomms/complex-adaptive-systems-in-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 

not understanding the problem, focusing on a short period ignoring that change happens 

over the long term, and focusing on the intervention and the outcome it achieved 

excluding the need to make wider system changes (Nilsen et al., 2013; Northridge and 

Metcalf, 2016; Reed, Green and Howe, 2018; Rapport et al., 2021). To overcome these 

limitations, it has been suggested that implementation science be combined with 
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complex systems thinking for greater impact (Braithwaite et al., 2018; Rapport et al., 

2021; Pfadenhauer, 2022). The overlap between implementation science and the 

complexity of health policy implementation facilitates the use of complexity thinking 

and implementation science frameworks to evaluate and improve the health policy 

implementation process (Rapport et 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 (Kroelinger et al., 2014; Braithwaite et 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 

programmes and policies (Kroelinger et al., 2014; Carey et al., 2015; Northridge and 

Metcalf, 2016; Chughtai and Blanchet, 2017; Braithwaite et al., 2018). The proposed 

features of integrating complexity and implementation science are detailed in Table 2.8. 

Table 2.8: Integration of complexity science and implementation science 

(Braithwaite et al., 2018) 

FEATURES DESCRIPTION 

Task Tailored solutions and iterative processes 

Theoretical assumptions Different theories, frameworks and models require an 

understanding of complexity features such as 

unpredictability, uncertainty, emergence, interconnection 

The intervention Factoring in complex interventions and complex settings 

The context For improvement to be realised, the context must be re-

etched or re-inscribed such that its culture, politics and 

characteristics are altered 
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Historical underpinnings More sophisticated change models can be encouraged to 

arise over time 

Aims a) Ensure that turning evidence into practice is 

accomplished without too many unintended 

negative consequences; improvement might be 

sustained, potentially through the adaptation of 

the intervention to different settings 

b) Implementation is not merely based on effective 

planning but on anticipation of a range of possible 

outcomes 

Tools and methods Realist evaluation, long-term case study, participatory 

research, stakeholder analysis, systems mapping, social 

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 in a resource-

limited setting which is a different setting from which most studies on complexity or 

implementation science are conducted. There has been limited work done combining 

complex systems thinking and implementation science, with literature being focused on 

theoretical, rather than empirical, work (Dryden-Palmer, Parshuram and Berta, 2020; 

Whelan et al., 2023). A review by Dryden-Palmer et al (2020) focused on the 

relationship between context, complexity and the implementation process culminating 

in a conceptual model named the tunnel model of Implementation Context, Complexity 

and Process (Dryden-Palmer, Parshuram and Berta, 2020).  In other work, Graham et al. 

(2023) have advocated for increased use of ñcomplexity-informed implementation 

modelsò to better meet the demands of healthcare (Graham et al., 2023). Two studies 

conducting some empirical studies have not directly combined complexity and 

implementation science: Rogers et 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 Brún and McAuliffe, 2020; Melder et al., 2022). This thesis adds to the 

current discussion in public health (Kroelinger et al., 2014; Carey et al., 2015; 

Northridge and Metcalf, 2016; Chughtai and Blanchet, 2017; Braithwaite et al., 2018) 

on how complex systems thinking and implementation science can contribute to 

implementing more effective policies by providing some empirical data on how this can 

be done.  

2.4.2 Research conceptual framework 

The conceptual framework used in this thesis (Figure 2.12) was derived from the 

conceptual model for implementation science (Proctor et al., 2009), ABCD systems 

model (Haines, 1998) and the UK MRC process evaluation model (Moore et al., 2015b) 

that was refined using four theories (Table 2.9): complexity theory (Byrne, 2005), the 

organisational theory of innovation implementation effectiveness (Klein and Sorra, 

1996), the theory of organisational readiness for change (Weiner, 2009), and the 

normalisation process theory (May 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 

effectiveness (Klein and Sorra, 1996; Reed et al., 2018a). Studying implementation 

allows for a better and more holistic understanding of ñwhat works/does not work, for 

whom, why, and at what costò (Pawson, 2004)/òWhat works, compared with what, how 

well, with what exposure, with what behaviours (for how long), for whom, in what 

setting and why?ò(Michie and Johnston, 2017).  

Table 2.9: Key theories used for the thesis conceptual framework 

THEORY  CLAIM  

Complexity theory The interdisciplinary understanding of reality as composed 

of complex open systems with emergent properties and 

transformational potential  (Byrne, 2005, p. 97). 

Propositions (Thompson et al., 2016): 
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1. Studying complex systems should not reduce the 

system to individual components, although 

interactions between components are important in 

studying a system. 

2. The overall behaviour of the system is determined 

by the interactions of system agents and 

components.  

3. Systems have decentralised control and agents 

interact following simple rules without centralised 

control. 

4. A system is open to its environment such that agents 

within the system interact with the environment 

exchanging information and people, and these 

exchanges influence how the agents interact. 

5. New system behaviour is unpredictable and difficult 

to determine a cause as interacting agents have 

limited control of how changes occur. 

Theory of innovation 

implementation 

effectiveness 

Implementation effectiveness is a function of  

(a) an organisationôs climate for the implementation of a 

given innovation and 

b) targeted organisational membersô perceptions of the fit 

of the innovation to their values (Klein and Sorra, 1996). 

Theory of 

organisational 

readiness for change 

Organisational readiness refers to organisational members' 

change commitment and change efficacy to implement 

organisational change (Weiner, 2009). 

The Normalisation 

process theory (NPT) 

A set of sociological tools used to understand and explain 

the social processes and dynamics of implementing, 

embedding, and integrating some new technology or 

complex intervention (May and Finch, 2009) 

Propositions (May et al., 2015) 

1. Complex interventions become routinely embedded 

(implemented and integrated) in their organisational 

and professional contexts as the result of people 

working, individually and collectively, to 

implement them. 

2. The work of implementation is operationalised 

through four generative mechanisms: coherence 
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(sense-making work to differentiate, specify, and 

internalise the new practice), cognitive participation 

(the relational work to build and sustain a 

community of practice), collective action 

(operational work to enact and represent the 

practice), and reflexive monitoring (appraisal work 

to understand how the practice affects self and 

others). 

3. The work of integration of a complex intervention 

requires continuous investment by people in 

ensembles of action that carry forward in time and 

space. 
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Within this study, organisational readiness for change (ORIC) was defined as the extent 

to which organisational members are psychologically and behaviourally prepared to 

implement organisational change(s) (Weiner, 2009). Implementation climate was 

defined as employeesô shared perceptions of the policies, practices, procedures, and 

behaviours that are rewarded, supported, and expected to facilitate effective evidence-

based practice (EBP) implementation (Klein and Sorra, 1996; Ehrhart, Aarons and 

Farahnak, 2014). Evidence-based practice (EBP) was described as decisions about 

health care that are based on the best available, current, valid and relevant evidence 

(Ehrhart, Aarons and Farahnak, 2014). Innovation-values fit was defined as targeted 

organisational membersô perception of how well the innovation fits with their values 

(Klein and Sorra, 1996). This innovation-values 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 the quality of life of patients and their families facing 

the problem associated with life-threatening illness, through the prevention and 

relief of suffering by means of early identification and impeccable assessment 

and treatment of pain and other problems, physical, psychosocial and spiritual. 

(World Health Organisation, 2017) 

This WHO definition of palliative care, which is also used in the National Palliative care 

policy of Zimbabwe, will  be used in this thesis. From the definition, a core set of services 

can be recognised and is classified into four categories: physical care; 

psychological/emotional/spiritual care; care planning; and coordination, and 

communication (WHO, 2016b). The minimum package of palliative care services that 

should be provided includes: 

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 patientôs values and determining culturally appropriate goals 

of care (WHO, 2016b; Gomez-Batiste and Connor, 2017) 

It is acknowledged that the current definition of palliative care has some uncertainties 

(Gomez-Batiste and Connor, 2017). The areas of ambiguity are related to timing (when 

should palliative care be provided), the target population (to whom should palliative care 

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 Long-Term 

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 kind ï physical, 

psychological, social, or spiritual ï experienced by adults and children living with 

serious, chronic, complex, and life-limiting health problems and the promotion of 

dignity, best quality of life, and adjustment to progressive illnesses, using best available 

evidence. It is a person-centred accompanying of patients and their families throughout 

the illness, including at the end of life that optimises quality of life, promotes human 

development and wellbeing, and maximises dignity. 

Palliative care is a basic human right and an essential component of comprehensive and 

integrated care for persons with serious chronic, complex, and life-limiting 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, including patientsô homes. (Gomez-Batiste and Connor, 2017, p. 51) 

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

system and system team (Hodiamont et al., 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 2.13) led the authors to conclude that a palliative care situation is 

a CAS (Hodiamont et al., 2019).  

 

Figure 2.13: Palliative care as a CAS 

(Hodiamont et al., 2019) 

2.5.2 Palliative care ï 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 (Stjernswärd, Foley and Ferris, 2007; WHA, 2014; WHO, 2016b, 2016a). Pain 

and suffering are inevitable aspects of disease and trauma. Physical pain is often the 

hallmark of disease and trauma ï pain and discomfort is the principal reason patients 

seek medical care. Pain is a cross-cutting non-discriminatory condition: it cuts across 

gender, age, socio-economic and disease groups (infectious or non-communicable, 

congenital or trauma-related). 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 untreated 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 function and 

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 (Powell et al., 2015; Knaul et 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 adequately integrated palliative care into their health systems 

(Powell et al., 2015). Barriers to integrating palliative care are related to the 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 such as palliative care and pain 

management (Knaul et 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 services which 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 health packages; 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 universal health coverage (WHA, 2014; WHO, 2016a, 

2016b, 2017). The World Health Assembly 2014 resolution on palliative care declared 

that ñpalliative care is the ethical responsibility of health systemsò, and 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, with Subsection 2 stating that ñEvery person living with a chronic illness has 

the right to have access to basic healthcare services for the illnessò (Government of 

Zimbabwe, 2013). Whilst the term ñbasic healthcare servicesò is 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 WHO (World 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, implemented, adopted, and 

sustained by organisations and people in that health system.  

Integrated palliative care involves bringing together administrative, organisational, 

clinical and service aspects in order to realise continuity of care between all actors 

involved in the care network of patients receiving palliative care. It aims to achieve 

quality of life and a well-supported dying process for the patient and the family in 

collaboration with all the caregivers, paid and 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 practice (Randall, 2000). At the core of 

integrating palliative care into the health system is changing health worker behaviour to 

practice palliative care and provide more services. Integration requires that people 

collaborate in different and newer ways (Singer et al., 2020). Changing health worker 

behaviour is recognised as being difficult and complex (Klein and Sorra, 1996; Brewster 

et al., 2015; Chauhan et al., 2017; Colquhoun et al., 2017; Geerligs et 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 between teams (Klein and 

Sorra, 1996; Brewster et al., 2015). People tend to resist change due to habit (Potthoff 

et al., 2019) whilst systems, including health systems, tend to resist change due to inertia 

(Coiera, 2011; Reed et 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 designed (Reed et al., 2018a). The desire when 

integrating palliative care into the health system is (palliative) 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 categorised as system level, 

programme/service level, and sequential models (Armitage et al., 2016; Singer et al., 

2020). A recent publication has sought to provide a comprehensive theoretical model of 

integration that links different definitions and applications of integration. In this model, 

integration is organisational features plus social features plus courses of action or 

activities, and the model has five types of integration that are part of a logic chain 

affected by contextual factors and affecting outcomes (Singer et al., 2020). The authors 

of the model argue that integration is the extent to which (Singer et 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 and five types of integration (structural, functional, normative, 

interpersonal, and process) are described in Table 2.10.  

Table 2.10: Types of integration 

(Singer et al., 2020) 

FEATURES INTEGRATION 

TYPE 

DESCRIPTION 

Organisational features: 

how structures and 

systems are set up. 

Structural Physical, operational, financial, or 

legal ties among organisations in a 

health system and teams within 

organisations.  

Under delivery system leadersô 

direct control. 

 Functional Formal, written policies and 

protocols for activities that 

coordinate and support 

accountability and decision-

making among organisations and 
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individuals. Focuses on protocols 

for activities. 

Under organisational leadersô 

direct control 

Social features: what 

people believe and how 

they behave together.  

Normative  Sharing a common culture and 

exhibiting a culture that prioritises 

integrating patient care across 

units and organisations within a 

health system.  

Not under organisational leadersô 

direct control but leadersô words 

and actions can have influence. 

 Interpersonal (also 

referred to as 

professional 

integration) 

Extent of collaboration or 

teamwork among healthcare 

professionals of one or more 

disciplines and from one or more 

organisations, nonprofessional 

caregivers, and patients. Requires 

clarity of roles and responsibilities 

among individuals caring for the 

same patient, positive attitudes 

about teamwork, and identifying 

with the team. 

Not under organisational leadersô 

direct control but leadersô words 

and actions can have influence. 

Activities eg referral 

management and use of 

patient care plans 

Process (also 

referred to as clinical 

integration) 

Courses of organisational actions 

or activities intended to integrate 

patient care services into a single 

coordinated process across 

people, functions, and operating 

units over time. Specific activities 

that demonstrate care has been or 

is being delivered in a coordinated 

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 arrows, Figure 2.14). This takes into account the 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. 

 

Figure 2.14: Conceptual model of integration types 

(Singer et al., 2020, p. 11) 

The desired result of integration is determined by the measurement method and the 

perspective/level used to view integration (WHO, 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 integration (Armitage et al., 2016; Singer et al., 2020).  

Several indicators of integration have been reported in the literature depending on the 

type of integration and the perspective used (Singer et 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 system. For the 

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 as patient access to care and 

satisfaction with care (Bainbridge et 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 Summary of Chapter Two 

The literature shows that healthcare is complex, and dynamic, and ñis governed far more 

by local organisational cultures and politics than by what the secretary of state for health 

or a remote policy maker or manager wantsò (Braithwaite, 2018, p. 2). The literature 

also shows that complex systems thinking is being used more in healthcare 

improvement, research and implementation (Plsek and Greenhalgh, 2001; Braithwaite, 

2018; Braithwaite et al., 2018; Greenhalgh and Papoutsi, 2018; Khan et al., 2018; Long, 

Mcdermott and Meadows, 2018; Churruca et al., 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 interventions; understanding 

the duality in human systems where actors may be aware, and not aware, of the CAS; 

understanding actors responses to uncertainty within the CAS; supporting 

multidisciplinary and multisectoral patient care, and patient-centred care; supporting 

leaders to acknowledge chaos and uncertainty in healthcare and thus manage change; 

and assessing the system and implementing innovations/interventions (Khan et al., 

2018). The proposed research is linked to the current moves to better understand health 

systems and interventions/improvements in these systems. The classification of health 

systems as CAS is the reason why this thesis used complexity thinking and CAS as the 

framework for evaluating health policy implementation in a health system. 

Reviewing the literature showed that whilst there is some research on the use of complex 

systems thinking in health policy (Rusoja et al., 2018; Carroll et al., 2023), most studies 

focus on why it should be used rather than how it can be practically applied. The 

literature also shows a limited understanding of how complexity theory can be used in 

health policy implementation and resource-limited settings. Additionally, there is sparse 

literature on the application of the ORIC, ICS or NoMAD tools in resource-limited 

settings and health policy implementation (May et al., 2018; Smith et al., 2018; Miake-

lye et al., 2020; Williams et al., 2023). Although the integration of systems thinking and 

implementation science has been suggested in the literature, few studies have 

demonstrated practically how this integration can be achieved (Chughtai and Blanchet, 

2017; Braithwaite et al., 2018). Most implementation frameworks currently available in 

the literature do not specifically address complexity within a system or its impact and 

influence on implementation processes and outcomes. This thesis sought to address 

these knowledge, theoretical and methodological gaps by using complex systems 
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thinking in health policy implementation in a resource-limited setting, combining 

complex systems thinking with implementation science, and developing a multi-

dimensional framework that specifically factors complexity into 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 people (Kodner and Spreeuwenberg, 2002; WHO, 2008; Singer et al., 2020). 

The ambiguity in the meaning of integrated health services was said to be due to multiple 

meanings of the term ñintegratedò,  and the complex nature of integrated care (Kodner 

and Spreeuwenberg, 2002; WHO, 2008; Valentijn et al., 2014). A systematic review 

found 70 terms related to integration yielding 175 definitions and concepts (Armitage et 

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 integrated care (WHO, 2008; Valentijn 

et al., 2014; Bainbridge et al., 2016; Heyeres et al., 2016; Nurjono et al., 2018; Singer 

et al., 2020). There is consensus that integrated health services is a broad approach to 

providing a continuum of care that enhances the quality of life and this approach should 

be centred around patient needs (Valentijn et al., 2014; Bainbridge et al., 2016; 

Hasselaar and Payne, 2016b; Brazil, 2017). Due to the 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 the multi-phase mixed 

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 resource-limited 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 synthesised. A 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.   

 

Figure 3.1: Overview of Chapter Three 

3.1 Pragmatic research paradigm 

This study used a pragmatic research paradigm. Any research is based on a researcherôs 

ñworldviewsò or ñparadigmsò which influence the research process from the formulation 

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

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 as ña set of basic and taken-for-granted 

assumptions which underwrite the frame of reference, mode of theorising and ways of 

working in which a group operatesò (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 how ñthe researcher examines the methodological 

aspects of their research project to determine the research methods that will be used and 

how the data will be analysedò (Kivunja and Kuyini, 2017, p. 26). Paradigms 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 3.1: Major questions and elements of paradigms 

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

QUESTION ELEMENT EXPLANATION 

What is the role of the researcherôs 

values in the research and the 

researcherôs stance concerning the 

subject studied? 

AXIOLOGY Beliefs about the role of 

values and morals in 

research.  

What is the nature of reality? ONTOLOGY Assumptions about the 

nature of reality. 

How is knowledge generated, 

understood, and used in ways that 

are deemed to be acceptable and 

valid? 

EPISTEMOLOGY Assumptions about how 

we know the world, how 

we gain knowledge, and 

the relationship between 

the known and the 

unknown. 

How can we come to know 

reality? 

METHODOLOGY Shared understanding of 

the best means for gaining 

knowledge about the 

world. 

 RHETORIC A shared understanding of 

the language of research. 
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Debates and discussions around answering these questions have resulted in the major 

research paradigms of positivism (realism), post-positivism (critical realism), 

interpretivism (constructivism), postmodernism and pragmatism.  

In the positivist paradigm (also known as direct realism or naïve empirical scientific 

realism) the assertion is that there is an external objective reality and only observable 

phenomena can provide facts or data (Wahyuni, 2012; Saunders, Philip and Adrian, 

2019). There are lawlike generalisations and causal explanations and predictions. The 

postpositivist 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 

conditioning. Whilst post-positivists assert that only observable phenomena can provide 

facts or data, the focus is on explanation within context (Wahyuni, 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 such as narratives and stories, 

subjective meanings and interpretations, with the goal being to provide a new 

understanding of social phenomena (Wahyuni, 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 realities being 

dominated and silenced by those with the power. As a result, this paradigm focuses on 

hidden or repressed meanings and voices with the goal being to expose power 

relationships and challenge the dominant views (Saunders, 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 results (Kaushik and Walsh, 2019). The 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 problem-solving is important. The researcherôs 

values are taken to play a role in the research process as the researcher can adopt both 

objective and subjective views to initiate and sustain the research (Wahyuni, 2012; 

Kaushik and Walsh, 2019; Saunders, Philip and Adrian, 2019). Some characteristics of 

the pragmatic research paradigm are:  
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- A rejection of the positivist notion that social science inquiry can uncover the ñtruthò 

about the real world. 

- An emphasis on óworkabilityô in research. 

- The use of ñwhat worksò allows the researcher to address the questions being 

investigated without worrying about whether the questions are wholly quantitative or 

qualitative 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 choice of research methods depending on the purpose of the research. 

- A search for useful points of connection within the research project that facilitate 

understanding of the situation (Kivunja and Kuyini, 2017). 

This study proposed a solution (applying complex systems thinking) to solve a problem 

(linear approaches to health 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 epistemology (Wahyuni, 2012). This 

revealed the researcherôs implicit philosophical position as a pragmatist as outlined by 

Powell (2001):  

The pragmatist proposes to reorient the assessment of theories around a third criterion: 

the theoryôs capacity to solve human problems (Rorty, 1989; Stich, 1990). To a 

pragmatist, the mandate of science is not to find truth or reality, the existence of which 
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are perpetually in dispute, but to facilitate human problem-solving. (Powell, 2001, p. 

884). 

Having reviewed the personal philosophical inclination, the problem and proposed 

solution and the literature, the researcher determined that pragmatism was the most 

suitable research paradigm to guide the methodological choices taken in the study. 

Pragmatism has been broadly defined as ña philosophy in which the meaning of actions 

and beliefs is found in their consequencesò (Morgan, 2017). Based on the choice of 

pragmatism as a paradigm, the study took a mixture of ontology, epistemology, 

axiology, and methodology to approach, formulate, and answer the research questions. 

This included using mixed methods (qualitative and quantitative research methods) and 

conducting a multi-phase, longitudinal case study to better understand health policy 

implementation in Zimbabwe, specifically at Parirenyatwa Group of Hospitals (PGH). 
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Figure 3.2: Fundamental beliefs of Research paradigms 

(Wahyuni, 2012) 
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3.2 Study design  

A mixed methods, 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 the system at PGH. Sub-units of analysis were how this 

integration occurred and affected the staff at PGH and their daily routines. Mixed 

methods were defined as ña class of research where the researcher mixes or combines 

quantitative and qualitative research techniques, methods, approaches, concepts or 

language into a single studyò (Johnson and Onwuegbuzie, 2004, p. 17). Mixed methods 

and the case study design were chosen because these would provide the most 

comprehensive approach (breadth and depth) to answering the research question: how 

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 implemented (Baxter and Jack, 2008). The case study design was 

also chosen because it produces detailed descriptions and explanations and could take 

into account the uniqueness of PGH as a complex adaptive system whilst allowing for 

some generalisations to be made (Anderson et al., 2005; McDaniel, Lanham and 

Anderson, 2009). 

The study was designed to collect data in two phases over three years: a pilot study, 

Phase I and Phase II . The pilot study was used to test and refine all data collection tools. 

The first phase (baseline assessment) was used to describe and provide an overview of 

the system at PGH before the intervention, including PGH staff knowledge of the 

intervention and how staff would potentially react to the intervention. This phase 

answered the research sub-questions on context and personnel participation. The final 

phase (process evaluation) was conducted 12 months after the baseline to assess how the 

intervention was being conducted and if it was achieving the intended outcomes. This 

phase answered the research sub-questions on personnel response and the intervention 

itself. The phases of the study are summarised in Table 3.2 below. 
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Table 3.2: Phases of the Doctoral Study 

PHASE DESCRIPTION OBJECTIVES 

 Pilot study 

 

To test and refine all the informed consent 

forms and data collection tools (quantitative 

and qualitative) used in the study before use 

on a larger sample.  

Phase I Baseline assessment 

 

To describe the internal context at PGH in 

which palliative care was being integrated and 

explore contextual factors that may affect the 

delivery of the intervention. (Study domain 

one: context) 

To describe how personnel could participate 

and would respond to the integration of 

palliative care at PGH. (Study domain two: 

personnel participation and response) 

Phase II Process evaluation  

(done 12 months after 

phase one and at least 

six months into the first 

year of implementation 

of PCI Project Phase 

Three) 

To assess whether the integration occurred as 

planned over time and if palliative care was 

normalised into daily work routines. (Study 

domain three: intervention) 

To describe how personnel participated and 

responded to the integration of palliative care 

at PGH. (Study domain two: personnel 

participation and response) 

 

The structure for data collection was QUAL+QUANT defined as the simultaneous 

collection and analysis of qualitative and quantitative data, giving equal weight to both, 

and having one dataset building upon another dataset (Palinkas et al., 2011). The 

function was complementarity where qualitative data provided a depth of understanding 

whilst quantitative data provided a breadth of understanding. The data collection tools 

used in the study were as follows: 

1. A participant demographic sheet to collect demographic data for all participants 

(Appendices 5 and 11). 
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2. A modified and combined Organisational Readiness for Implementing Change 

(ORIC) and Implementation Climate Scale (ICS) tool (Weiner, 2009; Ehrhart, 

Aarons and Farahnak, 2014) for phase one (Appendices 6 and 13). 

3. The Normalisation Measure Development (NoMAD) instrument (Finch et al., 

2015) for Phase I (Appendices 7 and 14).  

4. Semi-structured in-depth interview guides for Phases I and II. 

3.3 Study setting  

3.3.1 Parirenyatwa Group of Hospitals 

The study was conducted at the Parirenyatwa Group of Hospitals (PGH) which is one of 

two quaternary-level Central Teaching Hospitals with specialist medical services within 

the city of Harare. Parirenyatwa Group of Hospitals is a group of hospitals comprising 

the Main Hospital, Annexe Psychiatric Unit, Radiotherapy Centre, Sekuru Kaguvi 

Ophthalmologic Speciality Hospital, and Mbuya Nehanda Specialist Maternity Hospital, 

School of Nursing and the University of Zimbabwe Faculty of Medicine and Health 

Sciences (https://parihosp.org/about-us/). The organisational 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 divided into 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: Medical Specialty/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 of 3 239 staff members out of a total 

establishment of 3 511 giving an average vacancy rate of 8% (Table 3.3).  

 

 

 

 

 

https://parihosp.org/about-us/
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Table 3.3: PGH total staff complement as of 31 May 2021 

(PGH administration HR report, unpublished) 

Category Number 

authorised 

Number 

in post 

Vacancy 

rate 

Hospital executive 4 2 50% 

Doctors 404 351 13% 

Nursing 2 066 1 952 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 & public relations 2 2 0% 

Surveillance and health information 

systems 

50 42 16% 

Infrastructure, engineering, and 

equipment maintenance 

33 25 24% 

Planning, monitoring, and evaluation 1 1 0% 

Human resources 44 42 5% 

Internal audit 7 7 0% 

Finance and Administration 113 107 5% 

Information communication and 

technology 

7 5 29% 

Procurement 11 11 0% 

Administration 369 342 7% 

Records and information 17 17 0% 

TOTAL  3 511 3 239 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 

Scientists (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 3.4: PGH Clinical staff complement as of 31 May 2021 

Category No. 

authorised 

No. in 

post 

Vacancy 

rate 

% of total 

PGH staff 

(no. in 

post) 

Doctors 404 351 13% 10.8% 

Nursing 2 066 1 952 6% 60.3% 

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/ 

Pathology 

51 48 6% 1.5% 

Psychology services 5 4 20% 0.1% 

TOTAL  2 853 2 636 8% 

 

 

3.4.1 Sampling 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 collection tools. A 

participant could decide to participate in piloting one or more of the data collection tools.  

 

3.4.2 Sampling for Phase I  

Quantitative 

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

Table 3.4) were visited, and staff were randomly 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, PGH, 

were purposively sampled. One document, the National Health Strategy for Zimbabwe, 

had both the previous and current versions sampled for comparison.  

For in-depth 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.  

3.4.3 Sampling for Phase II  

Quantitative  

Only those clinical wards/departments that had direct interaction with the patient and/or 

were involved in providing palliative care to the patient were visited. All the 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/departments visited, 

participants were randomly selected/approached for participation. 

Qualitative 

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

completed the survey instrument.  

3.5 Data collection 

Data was collected over two years between October 2020 and December 2022 as 

follows: 

Pilot study: October to December 2020 

Phase I Baseline assessment: October to December 2021 

Phase II Process evaluation: October to December 2022 

The pilot study was conducted just before the second COVID-19 wave in Zimbabwe, 

which occurred in January 2021. The baseline assessment was conducted from the 
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beginning of October 2021 when Zimbabwe had received the first shipment of COVID-

19 vaccines, and the vaccination programme had started. By the end of the assessment 

in December 2021, the country was experiencing the fourth wave of COVID-19 cases. 

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 methods were used to collect data that provided an in-depth 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 semi-structured in-depth 

interviews (IDIs), with IDIs being the primary qualitative data collection method. In-

depth interviews were recorded via a recording device after a participant gave consent 

for this recording. The consent for audio recording was incorporated in a distinct section 

in the informed consent form (Appendices 4 and 10). The details of the data that were 

collected in the qualitative component of the study are described below.  

Study objective one 

Document review  

A document review was done to generate information regarding the macro-system of 

health in Zimbabwe, the meso- and microsystems at PGH, palliative care and the PCI 

project. This document review was guided by the principles outlined by Dalglish, Khalid 

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

Step 1 ï Ready your materials. The documents for review were collected from the 

categories outlined in the READ approach ï official documents, implementation 

documents, working documents and media communications. These documents were 

limited to those related to the health system in Zimbabwe (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.g., strategic plan, guidelines, 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 socio-economic indicators; 

structure and relationship dynamics; relevance to the health system, PGH and palliative 

care; and potential impact on integrating palliative care.  

Step 3 (Analyse data) is described in more detail in Section 3.6.1 whilst Step 4 (Distil 

findings) 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 

necessary, regarding the information collected.  

In-depth interviews 

Semi-structured in-depth interviews (IDIs) with an interview guide were used to 

investigate the perception of the staff regarding implementation, climate, and 

organisational readiness for integrating palliative care in the 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 approached by a member 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 

Semi-structured IDIs 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 explored PGH staff knowledge 

and understanding of the intervention and sought to identify possible barriers and 

facilitators to the integration of palliative care.  

Study objective three 

Semi-structured IDIs with an interview guide were used to explore staff perspectives on 

palliative care, its integration, and implementation success (or failure). Interviews were 

conducted with hospital staff to explore perspectives on the interventionôs success or 

failure.  

3.5.2 Quantitative component of the study 

Quantitative tools were used to collect data that provided a breadth of understanding. 

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 Sister-in-charge before entering the ward to prevent 

issues regarding disruption of work. Initially, the team would leave the tools in the wards 

overnight and collect them the next day. This was changed to real-time administration 

and collection to minimise losses and ensure that all tools were completely and correctly 

filled. Real-time administration also enabled clarifications on either the consent form or 

the data collection tool where necessary. Additional details of the data that were 

collected in the quantitative component are described below.  

Study objective one 

The Organisational Readiness for Implementing Change (ORIC) and Implementation 

Climate Scale (ICS) tool was used as the data collection tool for assessing the 

organisational readiness and climate for implementation at PGH The tool was a 

combination of the ORIC and ICS tools that have been developed, validated and used in 

other studies (Weiner, 2009; Ehrhart, Aarons and Farahnak, 2014).  

Organisational Readiness for Implementing Change  

Organisational readiness for change was assessed using Section One of the ORIC-ICS 

tool. This ORIC section of the tool used 11 statements which were rated on a five-point 

Likert scale (Appendices 6 and 13). Participants were expected to indicate the response 

they thought best reflected PGHôs readiness to implement the change of integrating 
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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 using Section Two of the ORIC-ICS tool 

(Appendices 6 and 13) which had 18 statements. These were rated on a five-point Likert 

scale to assess the degree to which there was a strategic organisational climate 

supportive of evidence-based 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 extent, 

Moderate extent, Great extent, and Very great extent.  

The combined tool was piloted with at least 25 purposely chosen participants to 

determine if any confusing or ambiguous statements needed to be changed. After the 

tool had been piloted, it was edited and sent to the IRBs for approval, and then distributed 

to all clinical wards/departments as part of the baseline assessment.  

Objective two 

The piloted-tested ORIC-ICS 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 

Normalisation Measure Development instrument 

The quantitative data collection tool that was used to investigate whether palliative care 

had been embedded into routine practice was the Normalisation Measure Development 

(NoMAD) instrument. The instrument was divided into three main sections, namely, 

Part A, General questions about palliative care; Part B, General questions about 

integrating palliative care into the health system at PGH; and Part C, Detailed questions 

about integrating palliative care (Appendix 7).  

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 sections ï 

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

statement, respondents could select an answer from Option A which had statements rated 

on a five-point 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 statement was not relevant to the respondent, 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 ORIC-ICS 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 estimation used Cochranôs formula for an unlimited 

population, which is: 

 

(Glen, 2020) 

Z is the value from the z-table based on the confidence interval 

e is 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 

q is 1 ï p. 

A 95% confidence interval was chosen which gave a Z value 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)2 (0.5) (0.5)] / (0.05)2 = 385 
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ORIC-ICS tool  

For the ORIC-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 

[confirmed to be 2 636 based on the staff complement as of 31 May 2021 (Table 3.4)]. 

Applying the modification to the Cochran formula for sample size calculations in 

smaller populations, the final formula (Glen, 2020) used was:   

where:  n = new adjusted sample size 

n0 = Cochranôs sample size calculation 

N = population size.  

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

 385 / [1+ (384 / 2 636)] = 336. 

To determine the final number of tools to be distributed, completed and collected to 

meet the calculated sample size of 336, several assumptions were made: 

- Some tools distributed would be lost/misplaced during data collection. 

- Some staff might decline to participate after accepting a tool, resulting in those tools 

not being completed or being misplaced. 

- Some tools would be incomplete or have missing data. Only tools that were correctly 

and completely filled out were used for data capture and analysis. 

- The approximate number of tools that would be lost, not completed or have missing 

data would not exceed 10% of all ORIC-ICS tools distributed.  

The 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 
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X = 336 + 10% of X (number of missing tools being not more than 10% all tools 

distributed)  

Therefore X = 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 completing the ORIC-ICS tool.  

Normalization Measure Development (NoMAD) instrument  

For the NoMAD instrument, the total study population of PGH clinical 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 formula (Glen, 

2020) used was:   

where:  n = new adjusted sample size 

n0 = Cochranôs sample size calculation 

N = population size.  

The final sample size for the staff population at PGH was calculated to be: 385 / [1+ 

(384 / 1000)] = 278. 

As with the ORIC-ICS tool, it was assumed that there would be a 10% loss of 

instruments due to refusal to participate, incomplete responses or missing instruments. 

Only instruments that were correctly and completely filled out were used for data 

capture and analysis. The 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 instruments 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 completing the 

instruments.  

3.5.3 Effect of the COVID-19 pandemic on data collection 

This study was conducted during the worldwide COVID-19 pandemic 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 impacted in-person 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 I where instruments could only be given to 

a limited number of participants at a time, and in-depth interviews which had to be 

conducted mostly over the phone.   

The initial plan for collecting data included in-person observations of staff within the 

ward over six months as part of the Phase I baseline assessment. The COVID-19 

pandemic resulted in restrictions on movement within PGH, including limited in-

person presence 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 was less in-person 

contact and meetings between staff as they maintained physical distancing as 

recommended for preventing the 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 complete 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. 

Some 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 understood instead 

of reporting on each component, phase of the study, aspect, or sub-unit (e.g., team or 

department) of analysis. Study supervisors were the resource used to ensure that the 

researcher did not focus on individual data sources. Also, data analysis used a focused 

iterative process where the data were constantly compared to the study conceptual 

framework (described in Chapter 2 section 2.3.4) and propositions of the specific theory 

behind the tool or process. For Phase I, data were compared with variables for 

organisational readiness for implementing change and implementation climate. For 

Phase II, data were compared against the components and considerations of the 

normalisation process theory which are listed in Table 3.5.   

Table 3.5: Normalisation process theory components and questions to consider 

(Murray et al., 2010)  

NPT COMPONENTS QUESTIONS TO CONSIDER 

Coherence (i.e., meaning and 

sense-making by participants) 

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 purpose? 

What benefits will the intervention bring and to 

whom? 

Are these benefits likely to be valued by potential 

participants? 

Will it fit with the overall goals and activity of the 

organisation? 
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Cognitive participation (i.e., 

commitment and engagement 

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 can 

use it?  

How compatible is it with existing work practices?  

What impact will it have on the division 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 based 

on experience? 

 

3.6.1 Qualitative data analysis  

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

1. Review of documents  

2. Semi-structured in-depth interviews 

Review of documents 

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

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

most of which were based on the typology of key CAS features. Pre-analysis 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 guides based on the ORIC-ICS tool and the NoMAD instrument. 

The two sections of the ORIC-ICS tool (organisational readiness and implementation 

climate domains: focus, educational support, recognition, rewards, selection for 

evidence-based practices [EBP], and selection for openness) and four domains of the 

Normalization theory [NPT] (coherence, cognitive participation, collective action, 

reflexive monitoring) were the basis for analysis. The sections of the ORIC-ICS tool 

instrument were applied to transcripts from interviews covering study objectives 1 and 

2, whilst the domains of NPT were applied to transcripts mainly for study objectives 2 

and 3.  

Deductive codebook thematic analysis was the method used to analyse raw textual data 

from interviews (Braun and Clarke, 2012; Braun et al., 2021). Specifically, a latent 

approach (reading into the subtext and assumptions underlying the data) to thematic 

analysis was used. In this thesis, a code was defined ña word or short phrase that 

symbolically assigns summative, salient, essence capturing, and/or evocative attribute 

for a portion of language-based or visual dataò (Saldaña, 2021, p. 5). Analysis was based 

on Braun and Clarkôs six-phase process for conducting thematic analysis: familiarisation 

with the data, systematic data coding, generating initial themes from coded and collated 

data, developing and reviewing themes, refining, defining and naming themes, and 

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 process rather than a recipe to be followed exactly. The 

analysis was done by a team of four led by the researcher under the supervision of the 

two study supervisors. For accuracy, the researcher checked all the interview transcripts 

before analysis to ensure that transcripts 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 interviews and the specific 

actions taken are detailed below.  
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Transcription and translation 

Interview recordings were uploaded to a password-protected computer and were 

transcribed verbatim. The transcription process included using transcription software 

(www.otter.ai) to obtain a first draft of the transcript done 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 

separately. Each codebook had predefined and predetermined codes and was modified 

as data analysis proceeded (Braun et al., 2021). Preliminary codes were predetermined 

and derived from the theoretical framework of complexity theory and the three 

implementation theories. Specifically, the codes were developed based on the  interview 

guides used in the study which, in turn, were developed from the ORIC-ICS tool and the 

NoMAD instrument (Stuckey, 2015). 

From the ORIC-ICS tool and interview guides, the initial codes derived were job 

description, COVID-19 pandemic, palliative care knowledge and training, 

organisational readiness, and evidence-based practices (EBPs). Each code had sub-codes 

developed as necessary, e.g., the code for evidence-based practices was further divided 

(as per the tool) into understanding, use, implementation, support, training, recognition 

and rewards for EBPs (Appendix 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 sub-codes as necessary, e.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).   

Finalised transcripts were double-coded using the qualitative software package Nvivo 

(QSR International version 12) and the research team led by the researcher. One member 
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handled coding through Nvivo whilst the other two coded manually. Both Nvivo and 

manual coding used the relevant codebook developed before the initial coding. The 

manual coding team read and reread finalised transcripts through a process of 

disassembling (taking the data apart and creating meaningful groupings) to gain 

familiarity with the data (Saldaña, 2021; Stuckey, 2015). The second round of coding 

involved revisiting the data and adding more detail and codes. The team analysed the 

data together through collaboration by emails, phone calls, and face-to-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 transcripts, noting, 

and grouping similar codes. The grouped codes were assessed for similarity, connection 

and interaction (Braun et al., 2021). Each grouping of codes was assigned a topic 

heading and the initial themes were created from these headings. The final step involved 

refining the initial/provisional themes by revisiting the coded data and the full data set, 

while also referring to complexity features such as learning; sense-making; 

interdependencies; self-organisation; adaptation and emergence. Refining 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 themes. Themes 

were reviewed and finalised through this iterative process.  

3.6.2 Quantitative data analysis 

Quantitative data for the study were from two main sources - the ORIC-ICS 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 for missing 

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 ORIC-ICS tool 

(Appendices 6 and 13), 20% translated to six statements or more. For the NoMAD 



Page 109 of 309 

 

(Appendix 7) instrument, 20% translated to eight statements or more. Surveys with 

statements left blank above the 20% set point were taken to indicate withdrawal of initial 

consent to participate in the study and hence any blank, missing, and incomplete 

instruments were not included in the final data analysis. 

Data capture 

The Research Electronic Data Capture (REDCap), a browser-based, metadata-driven 

electronic data capturing (EDC) software was 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 data were conducted using Software for 

Statistics and Data Science (STATA) version 18.0. Descriptive statistics were used to 

assess and describe the characteristics 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 responses obtained. 

d) Mean (for discrete data assumed to be normally distributed), the average of 

responses obtained. 

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 Fisherôs exact test, and the alpha level was set at p < 0.05.  
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3.7 Reliability and validity  

3.7.1 Quantitative data 

This study addressed the reliability and validity for quantitative data by using existing 

standardised international tools (ORIC-ICS tool and NoMAD instrument) that have been 

previously validated. The ORIC-ICS tool and the NoMAD instrument have been widely 

used in studies and process evaluations, all of which have been systematically reviewed 

(Ehrhart, Aarons and Farahnak, 2014; Mcevoy et al., 2014; Shea et al., 2014; May et 

al., 2018). Reliability focuses on the consistency of results and how measurements are 

repeatable, that is, how a survey can produce results that are consistent and reproducible 

(Golafshani, 2003; Drost, 2011; Mellinger and Hanson, 2020). Validity is concerned 

with whether the research or tool used measures what it is meant to (Kimberlin and 

Winterstein, 2008; Drost, 2011). Content and construct validity of both the ORIC-ICS 

tool (Appendices 6 and 13) and the NoMAD instrument (Appendix 7) have been 

demonstrated in other research projects in other settings (Ehrhart, Aarons and Farahnak, 

2014; McEvoy et al., 2014; May et 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 tools. The 

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 sheet, the modified Organisational Readiness for 

Implementing Change (ORIC) and Implementation Climate Scale (ICS) tool 

(Appendices 6 and 13), and the Normalization process (NoMAD) instrument (Appendix 

7). A total of 25 individuals participated in the pilot study. Both the English and Shona 

versions of the ICFs were piloted for length, clarity, and to identify any errors. The 

modified ORIC-ICS tool (Appendices 6 and 13) and NoMAD instruments (Appendix 7) 

were pilot-tested 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 unchanged but some missing 

information and minor grammatical and typographic errors were identified. A 

substantial number of changes were made to the ORIC-ICS tool (Appendices 6 and 13) 

and the NoMAD instrument (Appendix 7) based on the results of the pilot study. Details 

of these changes and the results of the pilot study are provided in Appendix 9.  
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3.7.2 Qualitative data 

Rigour in qualitative studies relates to the measure or the means of achieving quality in 

the qualitative study regardless of the methods used to obtain and analyse data. To 

achieve credibility, this study used data from two sources (semi-structured interviews 

and document reviews) and rich, thick descriptions containing representative quotes on 

themes from the participants to convey the findings. A detailed description of this study's 

design and process of data collection, analysis, and interpretation, as outlined in this 

chapter, also contributed to credibility.  

To achieve confirmability the study had clear documentation of the methods for data 

collection and analysis, including all the major decisions made regarding 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, including the assumptions and 

limitations, sought to achieve dependability and transferability. Researcher reflexivity 

was an important part of this research as the researcher made decisions about data 

collection, analysis, implications, and conclusions (Baxter and Jack, 2008).  

Researcher positionality 

The researcher is not employed by either the MoHCC or PGH 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 Medicines and Equipment 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 partners, Island Hospice and 

Health Care. In addition, one of the study supervisors is a well-known, senior, and 

experienced health professional within PGH and the University of Zimbabwe. The 

researcher acknowledges that these factors may have enabled a type of access to the 

implementation process and study site which another researcher may not have been 

granted.  
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The idea for the research came from the researcherôs exposure to PGH and the 

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 palliative care by 

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 there would 

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 multi-layered identity when 

engaging with stakeholders, PGH staff and participants. This identity was that of an 

insider/outsider, health professional/researcher, and student/teacher. Whilst the 

researcher is Zimbabwean and currently lives in Harare, Zimbabwe, the researcher was 

registered as a student with the University of the Western Cape (UWC) in South Africa 

but conducted the research in Zimbabwe. As such, the researcher was considered to be 

a foreign student which either hindered access (some did not want to be seen working 

with foreign institutions) or facilitated access (some were happy to work with a fellow 

Zimbabwean from UWC as they were familiar with the SOPH at UWC having attended 

short courses at SOPH). Also, the researcher was not employed by either the MoHCC 

or PGH but was proposing to monitor and evaluate a project at PGH. This initially 

caused some problems with accessing some wards and approaching staff to participate 

in the study. In the 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 I and II as access to the hospital was difficult 

due to COVID-19 restrictions and the 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, PGH institutional review boards and the Medical 

Research Council of Zimbabwe (MRCZ). After this, approvals and permissions were 

sought and put in place before any study activity was 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 important for the research 

to be conducted without politics either interfering or jeopardising the process. Second, 

this study was conceptualized and intended to be conducted at a time of major political 

changes (2017 ï 2019) at the national government level, within the Ministry of Health, 

and at the research site i.e., PGH. These changes resulted in significant changes 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 to approach relevant 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 get buy-in and increase participation 

by the people involved, thereby facilitating data collection. Whilst approaching the 

relevant people significantly extended the duration between the conceptualisation of the 

study and the commencement of data collection, this doctoral study could not have been 

conducted without this process. Getting access to different people was difficult but once 

these people were accessed, they were a valuable source of information, particularly 

documents for review.  

 

Ethical clearance and approval to conduct this study was first obtained from the UWCôs 

Biomedical Research Ethics Committee (BMREC). Based 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 from the 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 policy (Appendix 16). After MoHCC approval, 

permission was sought and obtained from HOSPAZ, and Island Hospice and Healthcare, 

the technical and implementing partner organisations 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 from the Medical Research Council of Zimbabwe 

(MRCZ) (approval number MRCZ/A/2656). The 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 process of applying for study approval at PGH is worth mentioning in detail since 

access to the hospital depends on this process (every researcher must apply in the same 

way), but events turned out in a way that surprised the researcher. Before applying to the 

IRBs (either JREC or MRCZ), an application to conduct research at PGH must be filed 

by completing a standard application form titled ñApplication for research at 

Parirenyatwa Group of Hospitalsò. There 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) of PGH 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 

application form. Only when the form has all three approvals/signatures can an 

application to the IRB (JREC) be made, with the PGH form attached as an appendix to 

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 not recognise the JREC or MRCZ 

approval letters as valid for accessing the wards. The initial application form with the 

Principal Matron and Clinical Directorôs stamps was the only recognised and required 

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 only a stamped 

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 happening in the 

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 the hospital for 

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 to participate gave consent using a simple 

but comprehensive informed consent form in either English or Shona (Appendices 4 

and 10.). This consent form included separate consent for participation in the study and 

for audio recording (where applicable). Only documents approved and stamped by the 

IRB MRCZ were used during the study. Participants were given adequate time to read 

the study informed consent form. Contents of the consent form were discussed to provide 

further explanation and address any concerns before signing. All consent forms were 

signed in duplicate and participants were offered a signed copy of the consent form to 

keep whilst the other signed consent form was retained as part of the study documents. 

During the consent process, participants were informed that their participation was 

voluntary, and that all information collected was to be kept confidential. 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 explanation. No names were used during data collection, analysis, and write-up 

as codes were used throughout. Data collected from the document reviews, interviews 

and questionnaires were stored in a password-protected computer and/or double-

locked filing cabinet accessible only to the researcher for physical copies. All r ecords 

and documents for the study will be disposed of in line with the University of the 

Western Cape (UWC) and 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 and conducting telephone interviews when the participant was away from the 

hospital. Wards where data was collected were de-identified as far as possible and the 

write-up of results was also redacted as much as possible, including removing 

professional titles, to decrease the chances of a participant being identified.  

 

3.9 Assumptions and limitations 

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 resource-limited 

setting such 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 most appropriate 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 ORIC-ICS tool (Appendices 6 and 13) and 

NoMAD instrument (Appendix 7) 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 being asked in the surveys and interviews and were 

honest with the responses they provided. Finally, it was assumed that data collected 

from all the phases and all the sources could be integrated during data analysis to provide 

valid and reliable answers to the study research questions. 

 

There were some limitations to the study. This study was conducted in Harare, the 

capital city, so results may not be generalisable to Bulawayo, the other city in Zimbabwe 

with central referral hospitals. Also, the study was conducted in a central hospital 

facility, the highest tier of the health system. Results from this tier of the health system 

may not apply to other facilities at lower levels. Generalisability could also have been 

limited due to the choice of a case study design. Whilst this design allows for some 

generalisation, it provides depth and not breadth and is not usually used for 
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generalisation. Another limitation was the mixed method approach Mixed methods 

studies are usually conducted by a team of investigators, with each member providing 

their expertise in either the qualitative or quantitative method and contributing to 

integrating the two (Palinkas, Mendon and Hamilton, 2019). This thesis was mostly 

conducted by the researcher leading two separate teams. This had the potential to 

introduce bias and inaccuracies in 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-19 pandemic which exerted significant 

and far-reaching 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 2020 to full suspension in 2023. The COVID-19 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 

improved 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 affected 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 Summary of Chapter Three 

This study was conducted during the COVID-19 pandemic which affected the country 

and the operations of the study setting (Parirenyatwa Group of Hospitals - the largest 

Central teaching hospital based in the capital city of Harare in Zimbabwe). The study 

used a pragmatic research paradigm resulting in a mixed methods, exploratory, multi-

phase prospective study design. The study population was clinical staff at PGH at the 

time of data collection. Data was collected over two years in three phases beginning with 

a pilot phase (October to December 2020), a baseline assessment (October to December 

2021) and a process evaluation (October to December 2022).  

The baseline assessment used a pilot-tested combined ORIC-ICS tool and IDIs using a 

semi-structured interview guide based on the tool. The sample size calculated for the 
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baseline assessment was 336, and 373 tools were distributed to account for losses. The 

process evaluation was conducted 12 months after the Phase I baseline assessment and 

six months into the first year of implementation of the intervention. The evaluation used 

a pilot-tested NoMAD instrument and semi-structured IDIs using an interview guide 

based on the instrument. The calculated sample size for the process evaluation was 278, 

and 309 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 the semi-structured 

IDIs Deductive thematic analysis, specifically, a latent approach (reading into the 

subtext and assumptions underlying the data), was the method used to analyse qualitative 

data in this study. Quantitative data for the study was from two main sources - the ORIC-

ICS tool and the NoMAD instrument. The final analysis was conducted on correctly and 

completely filled tools and instruments. All statistical analyses of the quantitative data 

were conducted using Software for Statistics and Data Science (STATA) version 16. 

This study addressed the reliability and validity of the quantitative data by using existing 

standardised international tools (ORIC-ICS tool and NoMAD instrument) (Appendix 7) 

that have been previously validated and pilot testing of all data collection instruments.  

The approach to ethical considerations in this study followed complex systems thinking 

and standard ethical considerations of the University of the Western Cape (UWC) 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 clearance and approval to conduct this study were obtained from the UWCôs 

Biomedical Research Ethics Committee (BMREC), the MoHCC, HOSPAZ, and Island 

Hospice and Healthcare. The next ethical clearance was obtained from the PGH IRB 

(JREC) and the Medical Research Council of Zimbabwe (MRCZ) (approval number 

MRCZ/A/2656).  

 

The next chapter presents the results of the Phase I baseline assessment conducted to 

understand PGHôs readiness to integrate palliative care and the implementation climate 

based on the methodology, context, ethical considerations, and assumptions described 

above. 
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CHAPTER FOUR:  

RESULTS OF PHASE I: BASELINE ASSESSMENT 

This chapter presents the results of Phase I of this doctoral study which was a baseline 

assessment that 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 internal) in which palliative care was being integrated at PGH, to 

explore contextual factors that could affect the delivery of the intervention, and to 

describe how personnel could participate and respond to the intervention of integrating 

palliative care. The baseline assessment was conducted during the COVID-19 pandemic 

in Zimbabwe and the effect of the COVID-19 pandemic on data collection is detailed in 

Chapter 3 (Methodology) Section 3.5.3.  

The baseline assessment used a combination of document review, quantitative survey 

using an Organisational Readiness for Implementing Change and Implementation 

Climate Scale (ORIC-ICS) tool, as well as semi-structured in-depth interviews (IDIs) 

using an interview guide based on the ORIC-ICS tool. This chapter presents the results 

of this baseline assessment as summarised in Figure 4.1. 

 

Figure 4.1: Overview of Chapter Four 
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External and Internal  context 

The external and internal context in which palliative care was being integrated was 

assessed through document reviews, administration of the ORIC-ICS tool and in-depth 

interviews. The external context was taken to be the macro level or larger health system 

outside of PGH and the national socio-economic and political environment. The internal 

context was taken to be the meso level or immediate environment within the PGH which 

was assessed in three ways: document review, administering the ORIC-ICS 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 

selected from the categories outlined in the READ approach (Dalglish, 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 2018 (BBC, 2022). This instability 

caused volatility in governance structures at the MoHCC through frequent changes of 

Senior leadership, Ministers, and Heads of key departments some of whom were key 

players in the implementation of the palliative care policy. All the changes in the 

governance structures could have negatively affected the implementation of the 

Palliative Care Policy through the removal of key drivers of the policy at crucial times. 

The unstable and polarised political environment has ended up with limited business 

partnerships and investments in PGH (Parirenyatwa Group, 2018). 

4.1.2 Socio-economic Challenges 

Socio-economic indicators showed that Zimbabwe was in economic decline due to 

continuous economic recession, political challenges and adverse climate-related crises 

(United Nations, 2021). In 2019, the Zimbabwean economy contracted by 8.1%, reserve 

money supply went up 217% causing inflation to reach triple digits (World 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 protection (United Nations, 2021). The 
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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 COVID-19 pandemic that began in 2020 (World 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 supplies leading 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 shortages (World 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 

hospitals leading to increased demand which could overwhelm capacity and decrease 

service delivery (Parirenyatwa Group, 2018). The same challenges affecting the national 

health system affected PGH resulting in shortage of medical supplies, staff and 

equipment culminating in poor 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 blocks of service delivery; health 

workforce; information; medical products, vaccines and technologies; financing; and 

leadership/governance (WHO, 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 COVID-19 pandemic (World 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 system (MoHCC, 2016, 2022b). Communicable 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 infections. The prevalence of HIV 

was estimated to be 11.8% in adults aged 15-49 years (14% for females, 8.6% for males) 
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in 2021 which was lower than that reported in 2016 at 15% (MoHCC, 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 MDR-TB (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 high (MoHCC, 2022b). Infant Mortality Rate 

also decreased slightly from 50 per 1000 in 2015 to 47 per 1000 in 2019 (United Nations, 

2021).  In 2012, NCDs accounted for 31% of deaths which increased slightly to 33% in 

2016 (MoHCC, 2016, 2022b). By 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 Zimbabwe 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 estimated that approximately 200,000 people needed palliative care 

in 2014, and there was a target to reach 40% of these by 2020 using the structures in the 

health system (MoHCC, 2016, p. 38). This target was not achieved, and the COVID-19 

pandemic added to the number of people needing palliative care in 2020. The high 

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 services. The 

health statistics from the document review indicated that there was a current, unmet need 

for palliative care services which was likely to increase in the future.  

Financing and infrastructure  

The government is the single largest funder of the health system contributing 44% to 

total health spending in 2018 with most funding going towards salaries (MoHCC, 

2022b). Out-of-pocket expenditures, donors and Government partners fund the 

remainder of the budget, including funding for medicines, medical supplies and other 
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commodities which were estimated to be USD 412 million in 2019. It is estimated that 

98% of medicines in Zimbabwe were procured by partners, thus sustaining most health 

programmes in the country (MoHCC, 2016). The amount given by partners to fund 

medicines and supplies has been declining over the years. In these 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 2015 (MoHCC, 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 services for PGH. 

Health workforce 

There has been a shortage of health workers in the system which has persisted since 

2012 (United Nations, 2021; MoHCC, 2022b). The documented vacancy rates were 

estimated to be 89% for midwives and 64% for government medical officers (MoHCC, 

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 was a loss of staff due to emigration and movement into the private 

sector as there were inadequate financial resources from the treasury (Parirenyatwa, 

2018). There was also recurrent industrial action by junior doctors and nurses due to 

concerns over the work environment, mainly low remuneration packages, shortages of 

medicines and other consumables, and expensive 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 most health facilities (MoHCC, 2022b). Despite all these 

HR challenges, nothing meaningful was done to build capacity through recruitment of 

additional staff or significantly improve conditions of service. These 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 radiotherapy (MoHCC, 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 supplies (United 

Nations, 2021). Forex shortages affected the procurement of medicines and equipment 

from outside the country (Parirenyatwa Group, 2018). The 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 review, an Organisational 

Readiness for Implementing Change and Implementation Climate Scale (ORIC-ICS) 

tool as well as semi-structured in-depth interviews (IDIs). 

4.2.1 PGH functions and operations 

In the last few years leading to the study, PGH had high staff turnover and several 

leadership changes which have caused uncertainty and a lack of continuity 

(Parirenyatwa Group, 2018; PGH 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 costs (Parirenyatwa Group, 2018). The rising number of patients 

seeking services at PGH increased the workload for staff who were demotivated and 

overwhelmed by the work due to shortages of staff, medicines, and other consumables. 

The hospital was not able to retain crucial medical staff (doctors, nurses, and 

pharmacists) due to poor salaries and working conditions: medical staff, especially 

doctors, had been on industrial action every year at the hospital since 2017 (Parirenyatwa 

Group, 2018; Hofisi and Chingoiro, 2021). Staff shortages were also compounded by an 

inflexible centralised recruitment policy that did not respond to the needs on the ground. 
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All these factors could have negatively affected the implementation of the palliative care 

policy. 

Political uncertainty and numerous changes in government and MoHCC introduced 

instability and uncertainty to the hospital, and there were inconsistencies in national 

policies which negatively affected the hospital (Parirenyatwa Group, 2018). Political 

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 Procurement Act, which has 

failed to keep up with rapid technological advances, lack of funds and delays in 

obtaining orders from international suppliers all resulted in machines and equipment in 

the hospital becoming outdated and obsolete (Parirenyatwa Group, 2018). Inconsistent 

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 

respond to the COVID-19 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 

management buy-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). To build 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 meeting as part 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, unpublished). The document review showed that the PCI committee 

produced a proposal titled ñPalliative Care Integration (PCI) Strategic Framework for 

Parirenyatwa Group of Hospitalsò which proposed a strategy to focus on palliative care 
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integration at the hospital in two phases, a pilot and scale-up (Parirenyatwa PCI 

committee, 2021). The framework proposed the creation of a PCI team that would 

consist of four PC nurses, two PC doctors, two PC social workers and one PC pharmacist 

to coordinate PCI at PGH (Parirenyatwa PCI committee, 2021). According to the 

framework, the resources required were designated spaces with 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 care registers, inclusion of PC indicators within the PGH reporting 

systems, and referrals (Parirenyatwa PCI committee, 2021). At the time of the baseline 

assessment, this proposal had not been approved by PGH senior management and hence 

could not be implemented.  

4.2.2 Study population and sample size for the ORIC-ICS tool and interviews 

The study population for the administration of the ORIC-ICS tools and IDIs was 

comprised of all staff at PGH at the time of data collection, including those directly and 

indirectly involved with providing palliative care. The final sample size for the staff 

population at PGH required for the ORIC-ICS tool was calculated to be 336. 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 tool. The sample size calculations are described in greater detail in 

Chapter 3 Section 3.5.2. 

From the 373 tools distributed, 20 were left blank, and 14 were missed or went missing 

during data collection. Three hundred and thirty-nine tools were completed and returned 

giving a response rate of 90.9%. From the 339 completed and returned, three were 

incorrectly and incompletely filled whilst 336 were correctly and 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 had more than 20% 

of statements unanswered and were excluded from the final data analysis.  
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Table 4.1: 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 Socio-demographics of the study population 

General socio-demographics 

Data from 339 participants were used for analysis of the socio-demographics of the study 

population. The data showed that there were more females (70.5%) than males (29.5%) 

giving a male-to-female ratio of 1:2.4 for participants in this phase of the study. 

Concerning age, most of the study participants were in the age group 25-30 years (25.4 

%.) followed by the 31-35 years age group (23.9%). Just under half (47.8%) of the 

participants had attained post-secondary diploma education, with 35.7% and 3.5% 

having completed undergraduate and masterôs levels respectively. Most of the 

participants (55.2%) were Nurses, followed by Doctors who made up 14.8% of the study 

participants. These figures are in line with the PGH staff complement (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 had been in their respective profession for a period of 6-10 

years and 26.0% had been in their respective profession for 3-5 years. Parirenyatwa 

Group of Hospitals had most of the participants (87.6%) enrolled in the study. Most of 
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the participants interviewed in the study (90.6%) were employed on a full -time basis 

whereas only 7.4% were employed on a contract basis as shown in Table 4.2. 

Table 4.2: Participant demographics by sex 

Variable Total (%) 

N = 339  

Female (%)  Male (%) 

 

Male: Female 

ratio 

p-value 
(Computed 

using Fisher's 

exact test) 
n = 239 n = 100 1:2.4 

Age (years) 

< 25 

25-30 

31-35 

36-40 

41-45 

46-50 

51-55 

56-60 

 

 

30 (8.9) 

86 (25.4) 

81 (23.9) 

62 (18.3) 

52 (15.3) 

19 (5.6) 

6 (1.8) 

3 (0.9) 

 

22 (6.5) 

64 (18.9) 

51 (15.0) 

46 (13.6) 

36 (10.6) 

13 (3.8) 

5 (1.5) 

2 (0.6) 

 

8 (2.4) 

22 (6.5) 

30 (8.9) 

16 (4.7) 

16 (4.7) 

6 (1.8) 

1 (0.3) 

1 (0.3) 

 

 

1:2.8 

1:2.9 

1:1.7 

1:2.9 

1:2.3 

1:2.2 

1:5 

1:2 

 

 

 

 

0.79 

Highest education status 

Secondary 

Certificate 

Diploma 

Undergraduate 

Master's degree 

 

 

26 (7.7) 

18 (5.3) 

162 (47.8) 

121 (35.7) 

12 (3.5) 

 

20 (5.9) 

15 (4.4) 

124 (36.6) 

72 (21.2) 

8 (2.4) 

 

6 (1.8) 

3 (0.9) 

38 (11.2) 

49 (14.5) 

4 (1.2) 

 

1:3.3 

1:5 

1:3.3 

1:1.5 

1:2 

 

0.02 

Job type 

Administrative 

Cleaner  

Counsellor 

Doctor 

Food services/Nutritionist 

Laboratory technician 

Nurse 

Nurse aide 

Radiographer/physicist 

Pharmacist  

Physio/occupational therapist 

Social worker 

Other 

 

 

4 (1.2) 

5 (1.5) 

3 (0.9) 

50 (14.8) 

10 (3.0) 

13 (3.80) 

187 (55.2) 

21 (5.9) 

         6 (1.8) 

1 (0.3) 

14 (4.1) 

10 (3.0) 

15 (4.4) 

 

2 (0.6) 

3 (0.9) 

3 (0.9) 

19 (5.6) 

9 (2.7) 

10 (3.0) 

143 (42.2) 

18 (5.0) 

4 (1.2) 

0 (0.0) 

11 (3.2) 

8 (2.4) 

9 (2.7) 

 

2 (0.6) 

2 (0.6) 

0 (0.0) 

31 (9.1) 

1 (0.3) 

3 (0.9) 

44 (13.0) 

3 (0.9) 

2 (0.6) 

1 (0.3) 

3 (0.9) 

2 (0.6) 

6 (1.8) 

 
1:1 

1:1.5 

- 

1:0.6 

1:9 

1:3.3 

1:3.3 

1:6 

1:2 

- 

1:3.7 

1:4 

1:1.5 

 

 

< 0.001 

Work experience-current 

job (years) 

< 1 year 

1-2 years 

3-5 years 

6-10 years 

11-15 years 

> 15 years 

 

 

 

42 (12.4) 

38 (11.2) 

88 (26.0) 

90 (26.5) 

51 (15.0) 

30 (8.9) 

 

 

32 (9.4) 

26 (7.7) 

62 (18.3) 

61 (18.0) 

35 (10.3) 

23 (6.8) 

 

 

10 (3.0) 

12 (3.5) 

26 (7.7) 

29 (8.6) 

16 (4.7) 

7 (2.1) 

 

 

1:3.2 

1:2.2 

1:2.4 

1:2.1 

1:2.2 

1:3.2 

 

 

0.89 
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Station organisation 

Parirenyatwa Group (PGH) 

Island Hospice 

Ministry of Health (MoHCC) 

Other 

 

297 (87.6) 

5 (1.5) 

33 (9.7) 

4 (1.2) 

 

211 (62.2) 

4 (1.2) 

23 (6.8) 

1 (0.3) 

 

86 (25.4) 

1 (0.3) 

10 (3.0) 

3 (0.9) 

 

1:2.5 

1:4 

1:2.3 

1:0.3 

  

     0.24 

Work experience-

organisation (years) 

< 1 year 

1-2 years 

3-5 years 

6-10 years 

11-15 years 

> 15 years 

 

 

 

58 (17.1) 

43 (12.7) 

84 (24.8) 

81 (23.9) 

43 (12.7) 

30 (8.8) 

 

 

43 (12.7) 

31 (9.1) 

58 (17.1) 

57 (16.8) 

28 (8.3) 

22 (6.5) 

 

 

15 (4.4) 

12 (3.5) 

26 (7.7) 

24 (7.1) 

15 (4.4) 

8 (2.4) 

 

 

1:2.9 

1:2.6 

1:2.2 

1:2.4 

1:1.9 

1:2.8 

 

 

0.94 

Employment type 

Full-time 

Part-time 

Contract 

Other 

 

 

307 (90.6) 

2 (0.6) 

25 (7.4) 

5 (1.5) 

 

215 (63.4) 

1 (0.3) 

20 (5.9) 

3 (0.9) 

 

92 (27.1) 

1 (0.3) 

5 (1.5) 

2 (0.6) 

 

1:2.3 

1:1 

1:4 

1:1.5 

 

0.51 

 

Socio-demographics stratified by sex: 

Female participants were the majority in all the age categories recruited into the study, 

with an average male-to-female ratio of 1:2.4 for all ages except the age range of 51-55 

years where there were five times more females than males. In terms of educational 

qualifications, more females (36.6%) compared to males (11.2%) had diplomas giving 

a male-to-female ratio of 1:3. Similarly, among participants with undergraduate degrees, 

females (21.2%) were the majority compared to males (14.5%). Of the 3.5% participants 

recruited in the study with masterôs degrees, 2.4% were females and 1.2% were males. 

For both undergraduate and masterôs degrees the male-to-female ratio was 1:2 which 

was less than that for the diplomas. In terms of professional category, there were more 

female nurses (42.2%) than male nurses (13%) with a male-to-female ratio of 1:3.2. 

There were more male doctors (9.1%) than female doctors (5.6%) among the study 

participants giving a male-to-female ratio of 1:0.6. This is the only variable in which 

there were more males than females. Only two variable groups (qualifications and 

professional category) had differences according to sex that were statistically significant 

with values of p = 0.019 and p < 0.001 respectively. All the other independent variables 

had p-values greater than 0.05 and were not statistically significant (Table 4.2). 
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4.2.4 Organisational readiness for integrating palliative care at PGH 

Within this study, organisational readiness for implementing change was defined as the 

extent to which organisational members are psychologically and behaviourally prepared 

to implement organisational change(s). This readiness for implementing change was 

assessed: 

1. Quantitatively using a piloted and revised organisational readiness for 

implementing change (ORIC) and implementation climate scale (ICS) tool 

(Appendix 13).  

2. Qualitatively through semi-structured in-depth interviews using an interview 

guide based on the ORIC-ICS tool. 

3. Qualitatively through review of relevant documents. 

The ORIC section of the ORIC-ICS tool (Section One) was used to assess organisational 

readiness for implementing change. This section used 11 statements which were rated 

on a five-point Likert scale to assess organisational readiness for implementing change. 

Participants were expected to respond by answering as follows: Disagree, Somewhat 

Disagree, Neither Agree nor Disagree, Somewhat Agree, and Agree. 

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 statements); 

PGH staff self-confidence (containing four ORIC statements); and PGH staff 

perspectives on hospital leadership and administration (containing 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 ORIC statements 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 agreed (39.1%) with the statement ñPGH staff would 

be committed to implementing this changeò. This was closely followed by 38.2% of 
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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 

disagree as shown in Table 4.3. 

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.  

ñIôd give it (staff commitment to implementing the change on a scale from one to 

10) a sevenò. Int 14, male  

ñOn commitment, it is difficult to say the commitment will be 99% or whatever. But 

as I've said before, change is a process... If all that information is availed, I think 

people will be committed to do itò. Int 9, female 

ii)  Do whatever it takes to implement the change 

About 36.4% of staff somewhat agreed with the statement ñPGH staff will do whatever 

it takes to implement this changeò, whilst 26% agreed with the statement. Responses for 

this statement were skewed towards the positive (62.4%) with 21.5% of responses being 

neutral (Table 4.3).  

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 other things 

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 ñgo/going the extra mileò. 

ñI think yes. I think the (PGH) staff are willing to go the extra mile for patientsò. Int 12, 

female  
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iii)  Want to implement the change 

Most staff (55%) agreed with the statement ñPGH staff would want to implement this 

changeò. Responses for this statement were very skewed towards the positive responses 

(77.1%) compared to the negative (8.4%) and neutral responses (14.5%). Staff were 

quite clear in their response to this statement as shown by the large number of positive 

responses depicted in Table 4.3. 

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 that 

PGH staff have a strong sense of wanting change, but this change went beyond the 

proposed change of integrating palliative care.  

ñYes (staff would want to implement this change). Especially the Nurses, Iôm talking 

about the Nurses because they will have already had training on palliative care during 

their training. So, I do not see any challenge thereò. Int 9 

ñYeah, I think so. People in the hospital really want things to change.ò Int 14, male  

iv) Determined to implement the change 

Less than half of the staff (43.9%) agreed with the statement that ñPGH staff are 

determined to implement this changeò and 30.9% somewhat agreed. Responses for this 

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 statement that ñPGH staff will be motivated to 

implement this changeò, closely followed by 28.2% who somewhat agreed and 25.2% 

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 (Table 4.3). 
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The staff interviewed 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 be beneficial.  

ñEveryone is very motivated to receive new things and implement it.ò Int 13, female  

ñYes, they are motivated.  I see no reason why not to be motivated by such good service 

(integrating palliative care)ò. Int 1, male  

Some staff members reasoned differently largely because of their poor working 

conditions. Some were already discouraged and not motivated to do their current routine 

work, thus introducing a new programme was viewed as a burden. This attitude had the 

potential to hinder the integration of palliative care.  

ñI donôt think they (PGH staff) are motivated. . .. But I donôt feel the environment 

motivates us or encourages usò. Int 10, female 

ñNo, no one is motivated to even do their current job description. What they need to do 

right now theyôre not even motivated at all. To incorporate something more again right 

now. Yeah. It should be ï I donôt know ï itôs a risk.ò Int 5, female  

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 4.3: PGH staff's psychological and behavioural responses to implementing 

the change 

 

 

 

LIKERT 

SCALE 

ORIC STATEMENT S (five) 

PGH staff 

would be 

committed to 

implementing 

this change 

PGH staff 

will do 

whatever it 

takes to 

implement 

this change 

PGH staff 

would want 

to 

implement 

this change 

PGH staff 

are 

determined 

to implement 

this change 

PGH staff 

will be 

motivated to 

implement 

this change. 
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No. of 

responses (%) 

N = 335 

No. of 

responses 

(%) N = 335 

No. of 

responses 

(%) N = 331 

No. of 

responses 

(%) N = 330 

No. of 

responses 

(%) N = 330 

Response rate 

99.7% 

Response 

rate 

99.7% 

Response 

rate 

98.5% 

Response 

rate 

98.2% 

Response 

rate 

98.2% 

Agree 131 (39.1) 87 (26) 182 (55) 145 (43.9) 94 (28.5) 

Somewhat 

agree 

128 (38.2) 122 (36.4) 73 (22.1) 102 (30.9) 93 (28.2) 

Neither 

agree nor 

disagree 

45 (13.4) 72 (21.5) 48 (14.5) 53 (16.1) 83 (25.2) 

Somewhat 

disagree 

19 (5.7) 32 (9.6) 13 (3.9) 19 (5.8) 38 (11.5) 

Disagree 12 (3.6) 21 (6.3) 15 (4.5) 11 (3.3) 22 6.7) 

 

4.2.4.2 PGH staff self-confidence  

This category has PGH staff responses to ORIC statements related to their confidence 

in keeping track of progress, handling challenges related to integration, coordinating 

tasks, and managing the politics of implementing the change. Four 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 

Most staff surveyed (40.6%) somewhat agreed with the statement ñPGH staff are 

confident that they can keep track of progress implementing this changeò whilst 30.1% 

agreed with the statement. Responses for this statement were skewed towards the 

positive (70.7%) with 18.2% of responses being neutral as shown in Table 4.4.  

ii)  Confident they can handle challenges arising from implementing 

change 
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Just over a third of staff surveyed (38.1%) agreed with the statement that ñPGH staff are 

confident they can handle the challenges that might arise in implementing this changeò, 

closely followed by 35% who somewhat agreed. Responses for this statement were also 

skewed towards the positive (73.1%) whilst 15.7% were neutral (Table 4.4).  

iii)  Confident they can coordinate tasks so that implementation goes 

smoothly 

The number of staff (35.6%) who agreed with the statement ñPGH staff are confident 

they can coordinate tasks so that implementation goes smoothlyò was almost the same 

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) Confident they can manage the politics of implementing change 

About a quarter of staff (26.5%) disagreed with the statement that ñPGH staff are 

confident they can manage the politics of implementing this changeò. Whilst the 

majority of staff responses were negative (44.1%), they were mixed with 35% positive 

responses and 20.8% neutral responses as shown in Table 4.4 below. 

Table 4.4: PGH staff responses to self-confidence 

 

 

 

LIKERT 

SCALE 

ORIC STATEMENT S (four) 

PGH staff are 

confident that 

they can keep 

track of progress 

in implementing 

this change 

PGH staff are 

confident they 

can handle the 

challenges that 

might arise in 

implementing 

this change 

PGH staff are 

confident they 

can coordinate 

tasks so that 

implementation 

goes smoothly 

PGH staff are 

confident they 

can manage the 

politics of 

implementing 

this change 

No. of responses 

(%) N = 334 

No. of responses 

(%) N = 331 

No. of responses 

(%) N = 331 

No. of responses 

(%) N = 331 

Response rate 

99.4% 

Response rate 

98.5% 

Response rate 

98.5% 

Response rate 

98.5% 



Page 136 of 309 

 

Agree 101 (30.1) 126 (38.1) 118 (35.6) 52 (15.7) 

Somewhat 

agree 

136 (40.6) 116 (35) 117 (35.3) 64 (19.3) 

Neither agree 

nor disagree 

61 (18.2) 52 (15.7) 58 (17.5) 69 (20.8) 

Somewhat 

disagree 

23 (6.9) 20 (6) 19 (5.7) 57 (17.2) 

Disagree 13 (3.9) 17 (5.1) 19 (5.7) 89 (26.9) 

 

4.2.4.3 PGH staff perspectives on hospital leadership and administration 

This category has PGH staff responses to ORIC statements related to the PGH leadership 

and administration. Two ORIC statements were classified under this category and results 

for each statement are presented below. 

Most staff (45.7%) surveyed agreed with the statement that ñPGH staff feel confident 

that the hospital can get all staff interested and involved in implementing the changeò 

followed by 28.1% who somewhat agreed. Responses for this statement were skewed 

towards the positive (73.8%) with 12.8% being neutral as shown in Table 4.5. 

Whilst most staff (23.9%) neither agreed nor disagreed with the statement that ñPGH 

staff are confident the hospital administration will support staff as they adjust to this 

changeò, there was great variation in responses. There were 22.7% of staff who 

disagreed, 17% who somewhat disagreed, 19.6% who agreed and 16.7% who somewhat 

agreed with the statement (Table 4.5).  

Similar sentiments were shared by some of the interview participants who agreed 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 integrate palliative 

care. Capacity was associated with the size of the hospital (interviewees referred to PGH 

as ña very big hospitalò) rather than the actual resources available. References were 
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made to the experiences of the COVID-19 vaccination programme where resources were 

mobilised, and staff availed themselves to implement the programme for the benefit of 

the patients.   

ñYes (the hospital can get staff to integrate palliative care into the system at PGH). 

Because it has the capacity. Parirenyatwa is a very big hospital. It has the capacityò. 

Int 3, female   

ñYes, the hospital got everybody vaccinated (for COVID-19). So, I'm pretty sure they 

can (get staff to integrate palliative care into the system at PGH). They can convince us 

to do anything especially when itôs for the benefit of the patientsò. Int 14, male  

ñOkay, if all the necessary resources, resources, manpower etc. If they are all available, 

I'm sure, yeah, these guys (Hospital leadership) can do a wonderful job of being. . 

.integrating the palliative care.ò Int 1, male  

Table 4.5: PGH staff responses on hospital leadership and administration 

 

 

 

LIKERT SCALE  

ORIC STATEMENT S (five) 

PGH staff feel confident that the 

hospital can get all staff 

interested and involved in 

implementing the change 

PGH staff are confident the 

hospital administration will 

support staff as they adjust to this 

change. 

No. of responses (%) N = 335 No. of responses (%) N = 335 

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 nor 

disagree 

43 (12.8) 80 (23.9) 

Somewhat disagree 26 (7.8) 57 (17) 

Disagree 19 (5.7) 76 (22.7) 
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4.2.4.4 Summary of results for organisational readiness 

The ORIC section of the ORIC-ICS tool used 11 statements to assess organisational 

readiness for implementing change at PGH. Staff responses showed mostly positive 

responses to the ORIC statements regarding PGH readiness for implementing change as 

staff agreed with seven statements and somewhat agreed with two statements (9 out of 

11 statements) as shown in Table 4.6. This indicated that PGH staff members were 

significantly psychologically and behaviourally prepared to implement organisational 

change(s).  

Table 4.6: Summary of PGH readiness for implementing change 

Item 

no 

ORIC statement ï the measure of organisational 

readiness for implementing change Response 

1 PGH staff feel confident that the hospital can get all staff 

interested and involved in implementing the change 

Agree 

2 PGH staff would be committed to implementing this change Agree 

3 PGH staff are confident that they can keep track of progress 

in implementing this change 
Somewhat agree 

4 PGH staff will do whatever it takes to implement this change Somewhat agree 

5 PGH staff are confident the hospital administration will 

support staff as they adjust to this change. 

Neither agree 

nor disagree 

6 PGH staff would want to implement this change Agree  

7 PGH staff are confident they can handle the challenges that 

might arise in implementing this change 

Agree  

8 PGH staff are determined to implement this change Agree  

9 PGH staff are confident they can coordinate tasks so that 

implementation goes smoothly 

Agree  

10 PGH staff will be motivated to implement this change. Agree  

11 PGH staff are confident they can manage the politics of 

implementing this change 

Disagree  

 

PGH staff surveyed agreed with all five ORIC statements related to their thoughts and 

behaviour towards implementing the change. Whilst all ORIC statements on staff 

thoughts and behaviour had positive responses, only one statement ñPGH staff would 

want to implement this changeò had more than half (54.2%) of respondents in 
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agreement. The ORIC statement on staff motivation ñPGH staff will be motivated to 

implement this changeò had the lowest number of respondents (28%) agreeing with the 

statement. PGH 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 

statement had staff disagreeing.  

Staff disagreed with only one statement ñPGH staff are confident they can manage the 

politics of implementing this changeò indicating that they did not think PGH staff were 

confident they could manage the politics of integrating palliative care. Staff had mixed 

responses to the two ORIC statements related to the hospital leadership and 

administration. Just under half (45.2%) agreed with the statement ñPGH staff feel 

confident that the hospital can get all staff interested and involved in implementing the 

changeò. Staff neither agreed nor disagreed with one statement ñPGH staff are confident 

the hospital administration will support staff as they adjust to this changeò showing that 

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 the organisational 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 interviewed also had the view that the hospital 

administration could get staff to implement the change. They had some concerns about 

resources being made 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 IDIs, when staff were asked directly about PGHôs readiness to integrate 

palliative care, almost all interviewees agreed that the hospital was ready, 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 care for hospital 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 did not want to 

take on extra work.   

4.2.5 Implementation climate at PGH 

The study defined implementation climate as employeesô shared perceptions of the 

policies, practices, procedures, and behaviours that are rewarded, supported, and 

expected, to facilitate effective evidence-based practice (EBP) implementation. The 

study also described evidence-based practices (EBPs) as decisions about health care that 

are based on the best available, current, valid, and relevant evidence. The 

implementation climate at PGH was assessed using the same way as that for evaluating 

organisational readiness, that is: 

i. Quantitatively using Section Two of the ORIC-ICS tool (Appendix 13). 

ii.  Qualitatively through in-depth interviews using an interview guide based on the 

ORIC-ICS tool. 

iii.  Qualitatively through document review. 

Section Two of the ORIC-ICS tool used 18 statements which were rated on a five-point 

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 follows: Not 

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 evidence-based 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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4.2.5.1 Scale 1: Focus on evidence-based 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 EBPs to a great extent. Mean scores 

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 3.34 (One of this ward/dept.ôs goal is to use EBP 

effectively) and that with the lowest mean score of 2.73 (Using EBP is a top priority in 

this ward/dept.) 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 Evidence-based practices (EBPs) 

Item 

No 

Scale Factor 

loading 

Item 

Mean 

score 

(SD) 

Item mean 

score adjusted 

for factor 

loading 

Scale 

Mean 

Response 

Scale 1: Focus on EBP     

 

 

3.02 

Great  

extent 1 One of this ward/depts.ô goal is to use 

EBP effectively 

0.94 3.55 

(0.80) 

3.34 

2 PGH staff in this ward/dept. think 

implementation of EBPs is important  

0.85 3.51 

(0.79) 

2.98 

3 Using EBP is a top priority in this 

ward/dept. 

0.79 3.46 

(0.80) 

2.73 

       

 

Sentiments from staff interviewed were that there was some focus on EBPs within the 

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 backed up by evidence 

or research, thus using EBPs was essential.  

ñIt is a priority because once something is evidence-based, 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 of quality, we are saying we have to make sure that 

whatever procedures we are doing, we have to make use of evidence-based 

information.ò 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 linked to 

professional pride, as being current with EBPs was viewed as being more important than 

having all the knowledge. Staff interviewed also highlighted some challenges related to 

using EBPs. The most cited reasons were unavailable resources and inadequate or 

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. 

ñI think it is (a priority). Because firstly if you donôt do things the right way the rest of 

the world is doing and you get a lot of things wrong, you end up with patients actually 

suing you for not providing quality health care. And also, thereôs a pride thing. The best 

doctors, in my opinion, are those that know whatôs current, not those that know 

everything.ò Int 14, male  

ñWe do not have the appropriate resources to make use of (EBPs). . .. If you say this is 

the right way of doing things, avail the resources to make sure that things are doneò. 

Int 9, female Nurse 

4.2.5.2 Scale 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. One statement ñPGH leadership provides EBP training materials, 

journals, etc.ò had a particularly low score of 0.87 after adjusting for factor loading as 

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 thought that the 

PGH leadership did not provide enough educational support for EBPs, especially EBP 

training materials and journals. 

Table 4.8: Educational support for EBPs 

Item 

No 

Scale Factor 

loading 

Item 

Mean 

score 

(SD) 

Item mean 

score adjusted 

for factor 

loading 

Scale Mean Response 

Scale 2: Educational Support for EBPs     
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4 PGH leadership provides 

conferences, workshops, or 

seminars 

0.97 1.83 

(1.26) 

1.78  

 

1.34 

Slight 

extent 

5 PGH leadership provides EBP 

training or in-services  

0.75 1.81 

(1.30) 

1.36 

6 PGH leadership provides EBP 

training materials, journals, etc. 

0.54 1.61 

(1.28) 

0.87 

       

 

There were mixed views from staff interviewed regarding 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 limitations. 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 sentiment 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 work-based training to reach a larger group.  

ñNoò. ñNoò.  Int 5, female (when asked if the hospital provides any training or training 

materials) 

ñYes, I would just say yes it does (support EBPs). Because thatôs the hospital that 

produced me and my beliefs of evidence-based practice. So yes, in as much as it doesnôt 

help completely, it's definitely a trampoline that helps you get higherò. Int 14, male 

(trained at PGH)  

ñI feel like yes training is provided (by the hospital) but it seems to be accessible to only 

a few people. . .I think the hospital should give staff the opportunity to go for training or 

to have them trained at work where they will be working fromò.  Int 7, female 

4.2.5.3 Scale 3: Recognition for EBPs 

The mean scale score for scale 3 recognition for EBPs was 2.41. This showed that most 

staff surveyed agreed with the statements on recognition for EBPs to a moderate extent. 

There was a noticeable difference of one point between the statement with the highest 

mean score of 3.32 (Clinicians who use EBPs are seen as clinical experts) before 
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adjustment compared the statement with the lowest mean score of 2.31 (Clinicians who 

use EBPs are more likely to be promoted). After adjustment for factor loading, the gap 

grew slightly to a difference in means score between the highest and lowest of about 

1.27 as shown in Table 4.9. 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 statement which scored 

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 were more likely to be promoted. 

Table 4.9: Recognition for EBPs 

Item 

No 

Scale Factor 

loading 

Item Mean 

score (SD) 

Item mean 

score adjusted 

for factor 

loading 

Scale 

Mean 

Response 

Scale 3: Recognition for EBPs     

 

 

2.41 

 

 

 

Moderate 

extent 

7 Clinicians who use EBPs are 

seen as clinical experts 

0.87 3.32 (1.01) 2.89 

8 Clinicians who use EBPs are held 

in high esteem  

0.85 3.19 (1.12) 2.71 

9 Clinicians who use EBPs are 

more likely to be promoted  

0.70 2.31 (1.33) 1.62 

       

 

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. 

These clinicians 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 they did, such as conducting research to generate the evidence. 

ñYeah, I think they are (people who use EBPs seen as experts or recognised). I would 

say they areò. Int 11, female  

ñYeah. Kind of just theyôre the ones that know their stuff. Theyôre the go-to people and 

you rely on them if anythingò. Int 2, female  
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ñYes (people who use EBPs are seen as experts). Especially the people who usually are 

most up to date with evidence like consultants and you can hear from the way they talk 

that they are looking for the information. Theyôre looking for the evidence. And 

sometimes theyôre the ones providing the evidence because theyôre involved in the 

researchò. Int 14, male  

ñPrecisely, precisely they are likely to be promoted. Because theyôve, theyôve actually 

demonstrated, okay, they know what theyôre basically doingò. Int 1, male 

4.2.5.4 Scale 4: Rewards for EBPs 

The mean scale score for scale 4 rewards for EBPs was 0.86 which was the lowest 

compared to all the other scales. This showed that most staff surveyed agreed with the 

statements on rewards for EBPs to a slight extent. After adjusting for factor loading, one 

statement, ñHospital policies provide the ability to accumulate overtime for use of 

EBPsò had the lowest mean score (0.65) compared to the other two statements as shown 

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 driver of this 

weakness. 

Table 4.10: Rewards for EBPs 

Item 

No 

Scale Factor 

loading 

Item 

Mean 

score 

(SD) 

Item mean score 

adjusted for 

factor loading 

Scale Mean Response 

Scale 4: Rewards for EBPs     

 

 

 

0.86 

 

 

 

 

Slight 

extent 

10 PGH leadership provides 

financial incentives for use 

of EBPs  

0.91 1.25 

(1.28) 

1.14 

11 The better you are at using 

EBPs the more likely you 

are to get a bonus or a raise  

0.77 1.01 

(1.29) 

0.78 

12 Hospital policies provide 

the ability to accumulate 

over-time for use of EBPs 

0.63 1.03 

(1.36) 

0.65 
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The sentiments expressed by staff interviewed were that the Hospital did not recognise 

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.  

Interviewees reasoned that whilst these rewards were not being provided, the rewards 

were important for motivating staff.  Motivation 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 recognition. Rewards were 

reported to be important as rewards staff would bring 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 educated on recognition or rewards for EBPs so that 

they did not form a negative view of the process.  

ñNo, it doesnôt (provide financial incentives for the use of EBPs). It may not even be 

aware of them (people who use EBPs)ò. Int 7, female 

ñYes, they should be (given a bonus or raise) so 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 acknowledgementò. Int 9, female  

ñIn my view, I think it (the hospital) should give them (people who use EBPs money or 

bonuses) because they bring transformation to the hospital. But if they (the hospital) 

give them they also need to give information to those who donôt know so that this is not 

viewed as favouritism or something illegalò. Int 7, female 

4.2.5.5 Scale 5: Selection for EBPs 

The mean scale score for scale 5 selection for EBPs was 1.70. This showed that most 

staff surveyed agreed with the statements on selection for EBPs to a moderate extent. 

Scores for the three statements related to selection for EBPs were consistent in that staff 

surveyed agreed with the statements to a moderate extent, even after the scores were 

adjusted for factor loading as shown in Table 4.11. 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 4.11: Selection for EBPs 

Item 

No 

Scale Factor 

loading 

Item 

Mean 

score 

(SD) 

Item mean score 

adjusted for 

factor loading 

Scale Mean Response 

 Scale 5: Selection for 

EBP 

    

 

 

 

1.70 

 

 

 

 

Moderate 

extent 

13 PGH recruits staff who 

have previously used 

EBPs  

1.0 1.76 

(1.22) 

1.76 

14 PGH recruits staff who 

have formal education 

supporting EBPs 

0.72 2.38 

(1.16) 

1.71 

15 PGH recruits staff who 

value EBPs 

0.70 2.34 

(1.14) 

1.64 

 

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 PGH recruited staff who 

valued EBPs. They explained that EBPs were used to produce standard operating 

procedures which in turn helped improve patient outcomes.  

ñWhen it comes to recruitment, itôs not us who do this. It is the central nursing 

administration and then we are given a cadre.é Yes, they do (recruit people who value 

evidence-based practices) é.SOPs are crafted using evidence-based information, so for 

most of the patients whom we have helped, the rate of sepsis or the rate of medicolegal 

hazards occurring like burns or patients falling from the operating table, or patients 

being left with swabs or an object inside are almost nilò. Int 9, female 

4.2.5.6 Scale 6: Selection for openness 

The mean scale score for scale 6 selection for openness was 2.41. This showed that most 

staff surveyed agreed with the statements on selection for openness to a moderate extent. 



Page 148 of 309 

 

There was no noticeable difference between the mean scores for all the statements before 

adjustment. After adjustment for factor loading, there was 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 1.71 (PGH recruitsô staff who are open to new types 

of interventions) as shown in Table 4.12. 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, ñPGH recruits staff who can adjust to any 

environmentò and ñPGH recruits who are flexibleò, and only to a moderate extent for 

the one statement which scored relatively lower. This indicated that for selection of 

openness, 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. 

Table 4.12: Selection for openness 

Item 

No 

Scale Factor 

loading 

Item 

Mean 

score 

(SD) 

Item mean 

score 

adjusted for 

factor 

loading 

Scale 

Mean 

Response 

 Scale 6: Selection for Openness     

 

 

2.41 

 

 

 

Moderate 

extent 

16 PGH recruits staff who can adjust to any 

environment 

0.98 2.85 

(1.03) 

2.79 

17 PGH recruits staff who are flexible. 

 

0.98 2.79 

(1.08) 

2.73 

18 PGH recruits staff who are open to new 

types of interventions 

0.65 2.63 

(1.21) 

1.71 

 

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 details indicated 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 

organisation desired.  
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ñIôm not familiar (with how staff are recruited) because itôs something which is done by 

human resourcesò. Int 13, female  

ñYes, I think so (the hospital recruits people who are open to new interventions). I think 

that because this is what everyone wants in an organisation. So, I believe they (the 

hospital) do that (recruits people who are open to new interventions)ò. Int 1, male 

4.2.5.7 Summary of results for implementation climate at PGH 

From the ICS section of the ORIC-ICS tool, the total mean score for implementation 

climate at PGH was 1.96 indicating that staff surveyed agreed with the 18 ICS statements 

to a moderate 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 the remaining two scales (Educational support for EBPs and 

Rewards for EBPs) having agreement to a slight extent (Table 4.13).  

Table 4.13: Summary of mean scores for all ICS scales 

Scale Scale Mean Response 

Scale 1: Focus on EBPs 3.02  Great extent 

Scale 2: Educational Support for EBPs 1.34  Slight extent 

Scale 3: Recognition for EBPs 2.41  Moderate extent 

Scale 4: Rewards for EBPs 0.86  Slight extent 

Scale 5: Selection for EBP 1.70  Moderate extent 

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, with using EBPs effectively being rated much higher than making EBP 

use a top priority in the ward/dept. There were low mean scores for educational support 

for EBPs (scale 2) indicating 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 there was recognition for EBPs and 

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 promoted. Rewards for EBPs (scale 4) 

had the lowest mean scores compared 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 weakness. Scores related to selection for EBPs (scale 5) were 

consistent and showed that staff felt moderately that PGH recruited staff who have 

previously used EBPs, who have formal education supporting EBPs, and who value 

EBPs. For selection of openness (scale 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 that there was some focus on EBPs 

within the hospital but had mixed views regarding educational support for EBPs from 

the hospital leadership. Some staff complained that the hospital did not provide training 

or training materials whilst others stated that the hospital did provide support for EBPs. 

Staff interviewed reported that people who used EBPs were seen as experts, were held 

in high esteem and were more likely to be promoted; however, the hospital did not 

recognise or reward staff for using EBPs. Regarding recruitment, 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. The information they provided indicated that 

they agreed that PGH recruited staff who valued EBPs and that the hospital recruited 

people who were adaptable and open to new types of interventions. 

4.3 PGH staff participation and response to integrating palliative care 

This section reports the results of in-depth interviews (IDIs) conducted amongst PGH 

staff approached for interviews at the time when the ORIC-ICS tools were being 

distributed. The IDIs were conducted as part of a baseline assessment of PGH which 

was one of many implementation sites for the project of integrating 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 implementing partners. At the time of the baseline assessment, IDIs sought to 

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 PGH. In-depth interviews were conducted using a semi-

structured interview guide based on the ORIC-ICS tool and staff from different wards 

(clinical and non-clinical) at PGH were randomly approached to participate. In total, 10 

IDIs were conducted, with each interview lasting about 45 minutes. The majority of 

participants who were interviewed were female (70%) with 6-10 years of working 

experience. An equal number of Nurses and Doctors were interviewed, and all the 

participants worked at PGH on a full-time basis. The demographics for the staff 

interviewed are shown in Table 4:14 below. 

Table 4.14: Demographics for staff who participated in interviews 

Variable Total (%) 

N = 10  

Female   Male 

 

Age (years) 

25-30 

31-35 

36-40 

41-45 

 

 

2 (20) 

4 (40) 

3 (30) 

1 (10) 

 

1  

3  

2  

1  

 

1  

1  

1  

- 

Highest education status 

Diploma 

Undergraduate 

 

 

5 (50) 

5 (50) 

 

 

5 

2 

 

 

- 

3 

Job type 

Doctor 

Nurse 

Pharmacist  

 

 

4 (40) 

4 (40) 

2 (20) 

 

 

3 

3 

1 

 

 

1 

1 

1 

 

Work experience-current 

job (years) 

3-5 years 

6-10 years 

11-15 years 

 

 

 

2 (20) 

6 (60) 

4 (40) 

 

 

 

2 

3 

4 

 

 

 

- 

3 

- 

 

Station organisation 

Parirenyatwa Group (PGH) 

 

10 (100) 

 

 

7 

 

 

3 

 

Work experience-

organisation (years) 

3-5 years 

6-10 years 

11-15 years 

 

 

 

2 (20) 

6 (60) 

4 (40) 

 

 

 

2 

3 

4 

 

 

 

- 

3 

- 
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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 with the integration of palliative care into the system at 

PGH, between system stability and turbulence, barriers to integrating palliative care, and 

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 services of palliative 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 interviewees 

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 for life-threatening 

illness, they gave incomplete descriptions of palliative care, missing out on some 

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 both patients 

(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 addition to 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 care was the same as end-of-life. 

A respondent summarised the common misunderstanding of palliative care by stating 

that: 
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ñSo palliative care from my perspective is end-of-life care where youôre just trying to 

ease the passage into the next life for a person. So just making them more comfortable, 

easing their pain, giving them psychological support. Thatôs palliative careò. Int 14, 

male  

When asked the question directly if there was any difference between palliative care and 

end-of-life care, another respondent said: 

ñI donôt think thereôs a difference (between palliative care and end-of-life care)ò. Int 5, 

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 

misconception of end-of-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.  

ñI think they (other PGH staff) understand it (palliative care). But the perception is 

palliative care has always been end-of-life careò. Int 10, female  

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 extensive experience 

dealing with patients who needed palliative care. The staff knew that palliative care was 

provided at the time of diagnosis for all life-limiting conditions and that palliative care 

was to be provided to both patients and their families through a multidisciplinary team. 

Staff understood that palliative care was not limited to end-of-life as some patients could 

recover and not need palliative care.  

ñWhat they taught us is that when you diagnose a terminal illness or chronic conditions 

such as heart failure, you actually have to start palliative care then.ò Int 11, female 

(post-graduate training three years ago) 

ñ . . I understand that it (palliative care) is a time when we are able to help a patient 

collectively. It will not only just be Nurses, but it includes Doctors, Nutritionists and also 
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those that do X-rays. 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 

will be with him in our different capacities.ò Int 7, female (post-graduate training five 

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) and currently 

being implemented through the integration project. This lack of knowledge about the 

policy indicated that information about the existence of the policy had not reached the 

staff at the hospital, especially those in direct contact with patients.  

ñA policy? Iôm not sure. Iôve never heard about itò. Int 11, female  

ñI donôt think we have one (policy on palliative care) or perhaps I donôt know about itò. 

Int 1, male 

ñI donôt know about it if there is oneò. Int 14, male 

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 policy existed 

due to their knowledge about the existence of certain institutions that focused on 

palliative care or decisions taken by MoHCC and the government. Sense-making within 

their environment led staff to deduce that a policy existed even in the absence of seeing 

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 correct deduction about 

what they did not know or were unsure about i.e., that a palliative care policy existed.  
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 ñYeah, they do have because I know that in Zimbabwe, weôve got this Island Hospice 

which is specialised more on palliation. So, we do have a policyò. Int 13, female  

ñThere is no policy Iôm aware of but since I know Zimbabwe refused to do euthanasia 

so they must have palliative care (policy) someway somehowò. Int 5, female  

ñI think itôs there and I think it just has to be implemented but I am not familiar with itò. 

Int 2, female 

ñI think Zimbabwe does have a palliative care policy. . . I haven't read it per se (the 

palliative care policy), but what I know is that it does exist. ...... But to say that I've seen 

the policy and read it, I haven't, but I know that it does existò. Int 9, female 

4.3.3 Staff acceptability of, and engagement with, the 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 ensuring the integration 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 provided. The 

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 be given at the same 

time as other care such as pain relief. Also, some staff interviewed did 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. 

ñButé itôs something thatôs incorporated somewhere during our day-to-day work. Itôs 

just incorporated but we might not know that weôre actually giving palliative care at this 

moment. But we are just giving it unconsciouslyò. Int 5, female   

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. 

ñI think theyôre (MoHCC) now trying to bring palliative care into our day-to-day 

management of patients. This shows that the palliation part was lacking in our 

management of patients. So, itôs quite important for it to be infused in our day-to-day 

management of patients and this will bring out quality care to our citizensò. Int 13, 

female 

ñ(Palliative care) itôs a separate kind of specialty field but palliative care services are 

sort of given concurrently with other, the other management of pain given to the patient 

at the time. So, you canôt divorce it from whatever youôre doing for the patient. ... I think 

itôs just making people aware of it (palliative care)ò. Int 12, female  

Whilst some staff said that palliative care was being provided at PGH, other staff 

members had 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 palliative care patients 

elsewhere (palliative care specialist practitioners or specialist centres) to ensure 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 i.e., the quaternary-level. 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. 

ñWe donôt usually practice it (palliative care) or offer it to our patients. We ultimately 

refer because I donôt think we really have time for that. Weôre a bit overwhelmed in 

terms of, so we then tend to refer to centres who are able to give palliative care or we 

call in a specialist who specialises in that like . . .ò. Int 10, female  

ñWe are at the highest level so we cannot provide the highest level of specialised care 

by providing palliative care. That wonôt be really important. Maybe from provincial 
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level or district level, those are the people from within the community who can be 

intensely involved with palliative care issues, not the Central Hospitalò. Int 9, female  

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 team is listed as 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. 

ñThe size of the Hospital can also hinder (integration of palliative care). Right now, itôs 

already partitioned into departments. And I believe that once youôre starting to do 

palliative care, it needs people who are specialised because itôs not for everyone. There 

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 something else, or they decided to split a less busy ward. 

And thatôll always come with its challenges with lots of politics and so forthò. Int 14, 

male  

4.3.4 Between system stability and turbulence 

This theme describes the historic and current working environment at PGH, including 

current challenges being 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 ñbeyond our controlò, ñcanôt do anything about itò and ñnothing we 

can doò. These phrases indicated that staff had accepted the status quo and had resigned 

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 patient but were unable 

to act on this knowledge.  

ñSome of the things itôs beyond our control. We canôt really change those things.ò Int 

5, female 
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ñBut right now, for instance, some of the things are beyond our control. . .But, 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 obstacles (to 

providing the care we want for patients) are beyond our controlò Int 12, female  

These challenges included a 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 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.  

ñThe problem is things are bad from the basics, from just the basics. So, when you canôt 

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 support, you 

know, itôs it can get extremely frustrating. I donôt know what it is. I guess at the end of 

the day itôs like - I think itôs just the system that - it has crumbled for the longest time.... 

But itôs taken years to get to this stage and itôs just very difficult to unravelò. Int 12, 

female  

ñMoney could be a problem because the hospital may be facing financial challenges. . 

.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 do so.ò Int 7, female 

Interviewees reported that the lack of resources was within the hospital and also being 

experienced by staff and patients. The most common constraint raised was the lack of 

financial resources. This lack had an immediate knock-on effect of causing a 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.  

ñJust like thereôs this lady who had seizures. There was no phenytoin (medicine to treat 

the seizures), and she ended up being brain deadéitôs something small which could 

have been avoided you see... .that can be avoided if we had the resourcesé. but we canôt 

do anything about it.ò Int 5, female 
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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 COVID-19 pandemic in 

Zimbabwe where many sick patients were continually presenting to PGH for treatment, 

but no new staff were recruited to cater for additional patients. The shortage of staff was 

made worse by the high staff turnover that was reported by interviewees. Also, 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.  

ñSo, the first challenge (to providing palliative care) would probably be working in a 

system where a stakeholder is overwhelmed by the volumes of people requiring 

palliationò. Int 14, male 

ñBut to implement (integrating palliative care) it will be difficult. Especially in this 

environment where the numbers are just so high of admissions and everything.ò Int 11, 

female 

ñThe 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 I am at work I will just do the bare minimum and go back. 

That motivation to go the extra mile is not there.ò. Int 7, female 

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 negatively 

affected patient care. Staff interviewed seemed to have accepted the situation at PGH 

and were resigned to the status quo as summed up by a phrase used by some ñIt is what 

it isò. Staff had adapted to the situation and were continuing to work despite the 

challenges - they were enduring working in the current conditions.  
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ñItôs hectic. Itôs hectic. We just endureò. Int 11, female  

ñIt breaks my heart. It breaks my heart. But at the same time, when it breaks my heart, 

I really know that my hands are tied. Thereôs really nothing I can do about it.ò. Int 5, 

female  

As interviewees reported, however, staff at PGH were not motivated to work or do more 

than what was expected which staff commonly referred to as ñgoing the extra mileò. In 

contrast, just over half the staff surveyed with the ORIC-ICS 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. 

ñ(Staff are not motivated to implement something new) Because 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  

ñThat motivation to go the extra mile is not there. As long as it is home time, I will just 

leave work and I will deal with whatever will not have been done the next dayò. Int 7, 

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. The shortage 

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 required more hands 

would be difficult. These shortages led to staff being demotivated. 

ñOr you know how it is sometimes they are just demotivated already because of what 

will be happening. A patient died on you because you didnôt have enough thingsò. Int 

10, female 
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ñBecause as it is, Pari (PGH) is short-staffedé Those people (who require palliative 

care) need special attention. Who is going to be there to give them that special attention? 

It means weôll be removing certain people from already short-staffed areas. . .ò Int 5, 

female 

4.3.6 Adaptation and coping mechanisms 

This theme describes 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 ñbutò 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.  

ñIt has never been made known to us (that PGH provides palliative care services), you 

know, but I donôt think we have palliative care at Pari (Parirenyatwa).ò Int 10, female 

ñYou are not 100% sure but you end up assuming okay, so this patient is actually getting 

palliative care.ò Int 1, male 

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. 

ñWhat can I say? Itôs (the current climate or environment at PGH) not so conducive. I 

donôt know the words to say. Maybe if I compare it to weather ï itôs sunny and overcast.ò 

Int 5, female 

ñYou know working at Parirenyatwa is, you know, can be both fulfilling and also just 

utterly frustrating.ò Int 12, female 
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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 care but did 

not have details or a deep understanding of palliative care. Interviewees conveyed a 

sense of needing to focus and make quick decisions without fully understanding the 

scope of treatment. The focus was 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. 

ñThere is someone who has, who needs dialysis. I need to put in a female catheter. I 

donôt even think about palliative care for that patient. All Iôm thinking about is I need to 

get this patient to dialysis. So, I have other pressing issues that are on my mind and on 

my shouldersò. Int 11, female 

ñBut unfortunately, when you spend 11 months working so much, you find that all you 

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, I know about it. And I know 

itôs functional in the hospital. And I know itôs an important thing in the hospital, and 

thereôs actually structures centred around it. That there are there and that are working. 

I just havenôt paid attention to it. Just like I can tell you the sun is out right now, but I 

canôt tell you where the sun is where we are right nowò. Int 14, male 

Immediate results were more critical than having thorough knowledge and 

understanding of 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 and values were prominently displayed throughout the hospital on notice 

boards, but the staff did not know them, conveying that the information was available 

but not noticed or internalised.  

ñ. . You had to make quick decisions without much knowledge of whatôs at the end of the 

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 know that thereôs a mission statement for the 



Page 163 of 309 

 

hospital. And everything we do is according to that mission statement but very few 

people know that statementò. Int 14, male 

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 did not have 

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 Zimbabwe. Staff 

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 not think palliative 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 demotivated and not 

exert themselves fully, further negatively affecting operations within the hospital.  

4.4  Summary and conclusion for the baseline assessment 

The baseline assessment was conducted to describe the context (external and internal) 

in which palliative care was being integrated at PGH, to explore contextual factors that 

could affect the delivery of the intervention, and to describe how personnel could 

participate and respond to the intervention of integrating palliative care. Based on 

Hogwood and Gunnôs 10 preconditions for implementation (Hogwood and Gunn, 2014), 

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 care. There 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 increase 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 integration project 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 

organisational 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 of the process evaluation done 12 months after the Phase 

I baseline assessment. Integrating 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 study was done one year into the implementation of the ongoing 

Integration of Palliative care intervention Phase Three; the project is expected to be 

finalised at the end of 2024. The specific objectives of the process evaluation were to 

assess whether the integration occurred as planned over time, if palliative care was 

normalised into daily work routines, and to describe how PGH personnel participated 

and responded to the intervention of integrating palliative care. The process evaluation 

used a combination of the Normalization Measure Development (NoMAD) instrument 

and semi-structured in-depth 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 

question 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 change the daily habits of 

individuals? 

- Were there differences or similarities between what was happening and what was 

expected?  

This chapter presents the results of the process evaluation conducted as Phase II of this 

doctoral study as summarised in Figure 5.1. 
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Figure 5.1: Overview of Chapter Five 

5.1 Sample size 

The evaluation was conducted at the same site as the baseline assessment - Parirenyatwa 

Group of Hospitals (PGH). As more fully explained in Chapter Three (Methodology), 

the study population was slightly different than that of the baseline assessment as the 

population comprised clinical staff at PGH who provided or had the potential to provide 

palliative care at the time of data collection. The final sample size required for the 

evaluation was calculated to be 278. A total of 309 NoMAD instruments (to cater for 

losses) were distributed to all relevant wards and departments by approaching staff 

within the hospital to participate, with consent forms issued to all staff members who 

agreed to participate.  From the 309 instruments distributed, 20 were left blank, eight 

were missed or went missing during data collection, two were incorrectly and 

incompletely filled and 281 were completed and returned giving a response rate of 

90.9% as shown in Table 5.1. The number correctly filled was 279 and these were used 

for analysis.  
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Table 5.1: 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 for semi-structured IDIs were sampled from those staff who had 

completed the NoMAD instruments and eight IDIs were conducted in total.   

5.2 Socio-demographics of the study population 

5.2.1 Overall demographics 

Data from 279 participants were used for analysis of the socio-demographics of the study 

population. The data showed that there were more females (66.3%) than males (33.7%) 

giving a male-to-female ratio of 1:2 for participants in this phase of the study. 

Concerning age, just under half of the staff (48.8%) were in the age group 31- 40 years, 

followed by those below 30 years (33%). Just over half of the staff (51.6%) had attained 

post-secondary diploma education, with 38% and 7.5% having completed undergraduate 

and masterôs levels respectively. Most of the staff (55.9%) were Nurses followed by 

Doctors who made up 31.2% of the staff. Just over a third of staff (36.6%) reported 

having worked in their respective profession between six and 10 years, whilst about a 

quarter (26.9%) reported having worked between three and five years. Almost all 

participants in this phase (91%) worked for the Parirenyatwa Group of Hospitals (PGH). 

With regards to the duration of employment, just under a third of staff (31.5%) 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 (97.1%) were employed full-time with the 

remainder on contract/locum terms as shown in Table 5.2.  

Table 5.2: Participant demographics stratified by sex 

Variable  Total (%) 

N = 279  

Female 

(%) 

 

Male (%) 

 

Male: 

Female 

ratio 

p-value  

n = 185 n = 94 1:2 

Age group (years) 

 < 25  

 25-30 

 31-35 

             36-40 

             41-45 

             46-50 

             51-55 

             56-60          

 > 60 

 

15 (5.4) 

77 (27.6) 

81 (29.0) 

58 (20.8) 

28 (10.0) 

15 (5.4) 

2 (0.7) 

2 (0.7) 

1 (0.4) 

 

14 (5.0) 

51 (18.3) 

42 (15.1) 

39 (14.0) 

22 (7.9) 

12 (4.3) 

2 (0.7) 

2 (0.7) 

1 (0.4) 

 

1 (9.7) 

26 (20.8) 

39 (3.2) 

19 (6.8) 

6 (2.2) 

3 (1.1) 

0 

0 

0 

 

1:14 

1:2 

1:1.1 

1:2.1 

1:3.7 

1:4 

- 

- 

- 

 

 

 

 

0.02 

Highest education level 

 Secondary school 

 Certificate 

 Diploma 

 Undergraduate 

 Masters 

 

2 (0.7) 

6 (2.1) 

144 (51.6) 

106 (38.0) 

21 (7.5) 

 

2 (0.7) 

6 (2.1) 

117 (41.9) 

50 (17.9) 

10 (3.6) 

 

0 

0 

27 (9.7) 

56 (20.1) 

11 (3.9) 

 

- 

- 

1:4.3 

1:0.9 

1:0.9 

 

 

< 0.001 

Professional job title 

 Administrative  

 Doctor 

Laboratory technician 

 Nurse 

 Nurse aid 

 Pharmacist 

Pharmacy technician 

Occupational therapist 

 Social worker 

 

4 (1.4) 

87 (31.2) 

2 (0.7) 

156 (55.9) 

6 (2.1) 

5 (1.8) 

7 (2.5) 

8 (2.9) 

4 (1.4) 

 

2 (0.7) 

30 (10.8) 

2 (0.7) 

129 (46.2) 

6 (2.1) 

3 (1.1) 

5 (1.8) 

5 (1.8) 

3 (1.1) 

 

2 (0.7) 

57 (20.4) 

0 

27 (9.7) 

0 

2 (0.7) 

2 (0.7) 

3 (1.1) 

1 (0.3) 

 

1:1 

1:0.5 

- 

1:4.8 

- 

1:1.5 

1.2.5 

1:1.7 

1:3 

 

 

 

 

  < 0.001 

Work experience in current 

profession (years) 

 < 1 

 1-2 

 3-5 

 6-10 

             11-15 

             > 15 

 

 

14 (5.0) 

41 (14.7) 

75 (26.9) 

102 (36.6) 

30 (10.7) 

17 (6.1) 

 

 

12 (4.3) 

26 (9.3) 

51 (18.3) 

57 (20.4) 

24 (8.6) 

15 (5.4) 

 

 

2 (0.7) 

15 (5.4) 

24 (8.6) 

45 (16.1) 

6 (2.1) 

2 (0.7) 

 

 

1:6 

1:1.7 

1:2.1 

1:1.3 

1:4 

1:7.5 

 

 

 

 

0.02 

Station organisation   

          PGH 

          Island Hospice 

          Ministry of Health 

          Other 

 

254 (91.0) 

1 (0.4) 

22 (7.9) 

2 (0.7) 

 

169 (60.6) 

1 (0.4) 

14 (5.0) 

1 (0.4) 

 

85 (30.4) 

0 

8 (2.9) 

1 (0.4) 

 

1:2 

- 

1:8 

1:1 

 

 

0.89 

Years working at the 

organisation 

 < 1 

             1-2 

 3-5 

 

 

18 (6.4) 

48 (17.2) 

78 (28.0) 

 

 

14 (5.0) 

29 (10.4) 

55 (19.7) 

 

 

4 (1.4) 

19 (6.8) 

23 (8.2) 

 

  

   1:3.5 

1:1.5 

1:2.4 

 

 

 

0.02 
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             6-10 

             11-15              

 > 15 

88 (31.5) 

33 (11.8) 

14 (5.0) 

48 (17.2) 

27 (9.7) 

12 (4.3) 

40 (14.3) 

6 (2.1) 

2 (0.7) 

1:1.2 

1:4.5 

1:6 

Type of employment 

 Full-time 

 Contract 

 

271 (97.1) 

8 (2.9) 

 

181 (64.9) 

4 (1.4) 

 

90 (32.2) 

4 (1.4) 

 

1:2 

1:1 

 

0.45 

 

5.2.2 Socio-demographics stratified by sex 

Female participants were the majority in all the age categories except for the age range 

31-35 years which had just as many males as females. There were about 14 times as 

many females as males who were less than 25 years old. In terms of educational 

qualifications, there were four times as many females (41.9%) as males (9.7%) that had 

diplomas, whilst slightly more males (20.1%) had undergraduate degrees compared to 

females (17.9%). In terms of the professional category, there were almost five times 

more female Nurses (46.2%) than male Nurses (9.7%), whilst male Doctors (20.4%) 

were almost double female Doctors (10.8%). There were statistically significant 

differences between females and males for five variable groups: age (p = 0.015), highest 

education level (p < 0.001), professional job title (p < 0.001), years of experience in 

current profession (p = 0.018), and years working at organisation (p = 0.018). All the 

other independent variable groups had p-values greater than 0.05 and were not 

statistically significant (Table 5.2). 

Semi-structured 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 

participate in IDIs. Eight IDIs were conducted with each interview lasting about 35 

minutes. The majority of participants who were interviewed were female (75%) with 6-

10 years of working experience. Most of the staff interviewed were Nurses (62.5%) and 

all the participants worked at PGH on a full-time basis. The demographics for the staff 

interviewed are shown in Table 5:3 below. 
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Table 5.3: Demographics for staff who participated in interviews 

Variable Total (%) 

N = 8  

Female   Male 

 

Age (years) 

25-30 

31-35 

36-40 

41-45 

 

2 (25) 

3 (37.5) 

2 (25) 

1 (12.5) 

 

2  

2  

1  

1  

 

0  

1  

1  

0 

Highest education status 

Diploma 

Undergraduate 

 

 

4 (50) 

4 (50) 

 

 

4 

2 

 

 

0 

2 

Job type 

Doctor 

Nurse 

Pharmacist  

 

 

2 (25) 

5 (62.5) 

1 (12.5) 

 

 

1 

5 

0 

 

 

1 

0 

1 

 

Work experience-current 

job (years) 

3-5 years 

6-10 years 

11-15 years 

 

 

 

2 (25) 

4 (50) 

2 (25) 

 

 

 

2 

2 

2 

 

 

 

0 

2 

0 

 

Station organisation 

Parirenyatwa Group (PGH) 

 

 8 (100) 

 

 

6 

 

 

2 

 

Work experience-

organisation (years) 

3-5 years 

6-10 years 

11-15 years 

 

 

 

2 (25) 

4 (50) 

2 (25) 

 

 

 

2 

2 

2 

 

 

 

0 

2 

0 

 

Employment type 

Full-time 

 

 

10 (100) 

 

 

6 

 

 

2 

 

 

5.3 PGH staff knowledge and understanding  

5.3.1 Knowledge and understanding of palliative 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 (Table 5.4). This indicated that participants 

for this phase of the study had been sampled correctly i.e., sampling staff from the 

clinical ward providing palliative care. Almost 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 palliative care. This 

was followed closely by 59.1% of staff who felt that palliative care should be given to 

all patients. This was unexpected given that almost all staff had previously reported that 

patients in their ward needed palliative care and agreed that palliative care 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% thought so. This may have been 

because of changes in their understanding of palliative care between baseline and their 

current understanding after implementation of PCI Phase Three activities including 

training, mentorship and all the other forms of exposure and experiences.  

Table 5.4: General knowledge of palliative care stratified by sex 

Variable Total % 

N = 279 

Female % 

 

Male % 

 

Male: 

Female  

p-

value 

n= 185 n = 94 1:2 

Familiar with term palliative 

care 

             Yes 

              No 

 

 

275 (98.6) 

4 (1.4) 

 

 

182 (65.2) 

4 (1.4) 

 

 

93 (33.3) 

0 

 

 

1:2 

- 

 

0.586 

Provide palliative care as part of 

the job 

 No 

 Yes 

 Donôt know 

 

 

18 (6.4) 

254 (91.0) 

7 (2.5) 

 

 

7 (2.5) 

172 (61.6) 

6 (2.2) 

 

 

11 (3.9) 

82 (29.4) 

1 (0.4) 

 

 

1:0.6 

1:2.1 

1:6 

 

 

0.024 

Patients need palliative care in 

my ward 

             No 

             Yes 

 

 

21 (7.5) 

258 (92.5) 

 

 

13 (4.7) 

173 (62.0) 

 

 

   7 (2.5) 

85 (30.5) 

 

 

1:1.9 

1:2 

 

 

0.349 

Palliative care is beneficial to 

patients 

 Disagree 

 Agree 

 Donôt know 

 

 

1 (0.4) 

273 (97.8) 

5 (1.8) 

 

 

1 (0.4) 

180 (64.5) 

4 (1.4) 

 

 

0 

93 (33.3) 

1 (0.4) 

 

 

- 

1:1.9 

1:4 

 

 

  0.778 

Who should receive palliative 

care* 

 All patients 

 Very sick patients only 

 Patients with cancer only 

 Patients with HIV only 

 Patients and their families 

 Only families of patients 

 

 

165 (59.1) 

62 (22.2) 

18 (6.5) 

6 (2.1) 

173 (62.0) 

1 (0.4) 

 

 

104 (37.3) 

42 (15.1) 

14 (5.0) 

5 (1.8) 

112 (40.1) 

1 (0.4) 

 

 

61 (21.9) 

20 (7.2) 

4 (1.4) 

1 (0.4) 

61 (21.9) 

0 

 

 

1:1.7 

1:2.1 

1:3.5 

1:5 

1:1.8 

- 

 

 

 

0.670 

Zimbabwe has a palliative care 

policy 

 Yes 

 No 

 

 

29 (20.4) 

164 (58.8) 

 

 

23 (8.2) 

106 (38.0) 

 

 

6 (2.1) 

58 (20.8) 

 

 

1:3.8 

1:1.8 

 

 

0.312 
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 Donôt know 86 (30.8) 56 (20.1) 30 (10.8) 1:1.9 

Ever trained in palliative care 

 No 

 Yes 

 Canôt remember 

 

93 (33.3) 

179 (64.2) 

7 (2.5) 

 

70 (25.1) 

110 (39.4) 

5 (1.8) 

 

23 (8.2) 

69 (24.7) 

2 (0.7) 

 

1:3 

1:1.6 

1:2.5 

 

0.058 

When you last received training 

(n = 179) 

 < 6 months 

 6-12 months 

 1-2 years 

 2-3 years 

 > 3 years 

 

 

48 (26.8) 

21 (11.7) 

37 (20.7) 

43 (24.0) 

30 (16.8) 

 

 

34 (19.0) 

13 (7.3) 

24 (13.4) 

20 (11.1) 

19 (10.6) 

 

 

14 (7.8) 

8 (4.5) 

13 (7.3) 

23 (12.8) 

11 (6.1) 

 

 

1:2.4 

1:1.6 

1:1.8 

1:0.9 

1:1.7 

 

 

0.204 

*Participants could give more than one response to this question 

Of the 256 staff members who reported providing palliative care as part of their job, 

twice as many female 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 their job (p = 

0.024). All the other independent variables had p-values greater than 0.05 and were not 

statistically significant as shown in Table 5.4.  

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 with palliative 

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%) [Table 5.4]. 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 misconception 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. 

ñPalliative care is the care of the critically ill patients such as those patients with 

cancer, patients with cardiovascular diseases, patients with dementia, whatôs the other 

one oh, patients with stroke.ò Int 83 
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ñPalliative care? Usually, palliative care is when the patient comes and they are sick. 

Usually, the conditions we see are cancer of the cervix. . .. It will be their last days and 

what we want is for them to go happy and free of painò. Int 85 

ñBecause people thought that palliative (care) is only done at home and not at the 

hospital. Of which it can be offered everywhere. It can be offered inside the hospital or 

outsideò. Int 81 

The basis of these misconceptions (palliative care is for terminally ill patients) may 

have been revealed by an interviewee who said: 

ñI didnôt want to see people dying and usually palliative care is a ward where you 

refer people that you know are not going to recover.ò Int 85 

There was consensus from the staff interviewed that other staff members at PGH did not 

know or fully understand palliative care. The common misconception was to associate 

palliative care with end-of-life care only or with the dying. This communicated that staff 

at PGH had a shared way of sense-making 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 implications on the type and 

quality of palliative care services they provided.  

ñI donôt think people (PGH staff) are well versed in that aspect (palliative care).ò Int 

80 

ñThey (PGH staff) do (associate palliative care with dying) but at the moment I think 

they are trying. But most of them associate palliative care with dying.ò Int 84 

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 palliative care begins 

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 thinking underlying palliative 

care especially providing such care starting at diagnosis of life-limiting illness. The 

demographic profile of the staff showed 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 
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types of pain, identify and correct some misconceptions. Staff knowledgeable about 

palliative care would likely be able to provide the full set of palliative care services. 

ñPalliative care involves many things physically, socially, economically so I think I am 

very familiar because I am able to distinguish that this person is suffering from physical 

pain, social pain or another type of pain.ò Int 84 (completed basic/professional training 

in 2018. Trained in palliative care a few months ago through the PCI project at PGH) 

ñPalliative care. I know it is a holistic approach that is given to a patient and their 

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. . .. Because people thought that palliative 

(care) is only done at home and not at the hospital. Of which it can be offered 

everywhere. It can be offered inside the hospital or outsideò. Int 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%) reported 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% had not. Given 

that the majority had received some training on palliative care, this raises questions about 

the 60% of staff who reported that Zimbabwe does not have a policy 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 trained. Of those who had been trained, 26.8% had 

received training in the last six months, 24% in the last 2-3 years and 20.7% in the last 

1-2 years as shown in Table 5.4. This indicated that most staff (61.5%) had received 

training on palliative care over a year ago, before the integration process at PGH. At 

most, the integration process had managed to reach less than 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 during the 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.  

ñIôm not sure (if Zimbabwe has a policy on palliative care). I donôt think so.ò Int 79   

ñAaah, I donôt (know if Zimbabwe has a policy on palliative care).ò Int 80 

Those who knew about the policy reported having 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 before the interview), which implied that unless recently 

qualified, PGH staff had no additional post-qualification training on the palliative care 

policy or palliative care.  

ñI learnt about it when I went to Island Hospice as part of my training.ò Int 84 

(completed basic/professional training in 2018. Trained in palliative care a few months 

ago through the PCI project at PGH) 

ñWe studied it (palliative care policy) at school a long time back. It was on palliative 

care. . .. One year (of training) and we had attachment at Island Hospice there.ò Int 81 

(completed post-basic/graduate training in 2020 at PGH) 

Lack of training after professional qualification and registration was confirmed by a staff 

member who, when asked directly when they last learnt about palliative care, responded: 

ñOnly while in school. . . five years (ago).ò Int 80 

Overall, the views on the national palliative care policy were similar to those at baseline.  

5.3.3 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 familiar. When 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 6.89. The score of 7.33 showed that staff felt providing 

palliative care was currently part of their job. When 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 5.2. The 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 care was already part of their routine work, and they 

were very familiar with providing palliative care.  

 

 

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 interviewed indicated 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 staff, especially 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 pay. A proposed 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. 

ñWe are (providing palliative care) but not as expected. This week patients are buying 

morphine (outside of the hospital) which is an essential drug for palliative care.ò Int 85 

ñYes, the resources. Human resources. Then the materials to use in palliative care and 

drugs. Because sometimes as humans they need to manage pain and we donôt have 

morphine at the moment.ò Int 84 

ñSo we will be under-staffed. So, if they can give us more staff or create a ward for 

palliative care patients only . . . But I think we need palliative care patients to have their 

ward. Thatôs what I think. They must have their own ward and own staff like we do in 

ICU.ò Int 83 

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 

insufficient if this was the only approach to solving current challenges.  

ñI think so, but it may take a bit of time when it comes to people working well when they 

are under-resourced in terms of materials or resources that theyôre supposed to use. . . 

It may work but it may take time because people need time to adjust.ò Int 79 

To improve how palliative care is provided at PGH, staff suggested the need for more 

training through workshops or on-the-job training to increase awareness and 

understanding of palliative care among staff. The 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. This feedback from staff showed staff 

willingness to learn and be trained in palliative care. Staff readiness and willingness for 

training, including their suggested format and topics, provided a possible leverage point 

for integrating palliative care.  

ñI think on job training, elaborating about palliative care would help so that they know 

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 so that they have an insight of what it is.ò Int 81 

ñI think doing workshops. Doing workshops so that people are aware. . .. Providing 

education so that everyone has knowledge about palliative care.ò Int 80 

Knowledge of integrating palliative care 

Responses from staff interviewed revealed that most staff were not aware of, nor had 

ever heard of integrating palliative care into the system at PGH. It seemed the integration 

processes had not reached them or their respective wards neither was integration being 

discussed amongst staff.  

ñNo, I wasnôt (aware of integration). éI donôt think so (that other staff members at PGH 

are aware of integration) because I have never heard people discussing it.ò Int 80 

The exceptions were a staff member who had heard about the integration informally 

through their immediate supervisor, and another staff member who attended a single 

training workshop on integration organised by the palliative care integration team.  

ñI heard about it (integration of palliative care), but I donôt have too much information 

about it. . .. I heard the Sister-in-charge talking about it.ò Int 81 

ñYes (I am aware of the integration of palliative care) because of the workshop we had. 

We had someone from the Ministry (of Health and Child Care).ò Int 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 of hospital stay for 

patients.  

ñYes, it is a good idea because of late people were not implementing palliative care 

correctly I can say. . .. So, I think integration will help the patient to have a quality of 

life if it will be implemented by everyone.ò Int 81  
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ñYes, we do (support the integration 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 

improve the quality of care that we have for our patients.ò Int 84 

ñYeah, itôs a good idea. . .. Because it will help us as nurses or health staff understand 

what palliative care is and also the caregivers will also understand what it is.ò Int 83 

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 the baseline interviews 

and reflected the prevailing attitude toward 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 providing palliative care. This highlighted 

the complexity of implementing palliative care in this context where staff had some 

misunderstanding of palliative care and reasoned that they were already implementing 

palliative care. As staff believed that they were already providing palliative care before 

being trained through the project, it meant that the type of services envisioned by the 

integration process (i.e. PC signal functions) may not yet have been incorporated into 

daily work routines. 

ñ. . Because already we are practising palliative care. I donôt think anything will change 

because we are already doing it..ò Int 83 

ñ(I am familiar with palliative care) Because itôs what I am already practising. . . 

everything we do is to make sure that our patients have a good quality of life because 

there is no definitive cure to the condition.ò 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 that the increase 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 would also help reduce the workload on staff.  

ñIt (integrating palliative care) may 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 donôt know but I think it will contribute. I know 

it will contribute a lot (laughs), but I donôt know how.ò Int 85 

ñI think it will help my work. I think it will help my work because I wonôt do most of the 

things by myself. We have other members helping and we know where to refer, where to 

end things and have someone take over.ò Int 84 

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 in 

an unfavourable staff-to-patient ratio. An unfavourable staff-to-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.  

ñYes (it is easy to integrate palliative care into day-to-day work) but to some extent no 

because of financial constraints on the part of the government (of Zimbabwe). Maybe 

because of shortage of staff. On the shortage of staff, people are going overseas. 

Sometimes you find two nurses against a 35-bed ward. . .. So, I think it becomes difficult 

to implement such interventions.ò Int 85  

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 government 

through the Ministry of Health and Child Care) to provide spaces for staff to be able to 

unwind. No such spaces were currently available.  

ñBut I think the kind of stress from the nurses on the ground and even the doctors, maybe 

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 will be looking 

after people who going towards the end of their lives. Itôs something thatôs difficult. Itôs 

emotionally draining.ò Int 79 
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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 implication was 

that the burden of providing palliative care was too much to bear for some of these 

families and caregivers.  

ñBecause you know what, some caregivers do not want this burden. Sometimes peopleôs 

disapproval of taking their patients home with them is because they see what you (as a 

Nurse) 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 I want to go to work so who will look after him 

. . .. Because some do not want to go with the patient home because they are scared of 

the duties they will do for the patient.ò Int 83  

5.4 Coherence: what is the work? 

The section on coherence of the NoMAD instrument had six statements. There was an 

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 than disagree as shown 

in Table 5.4.  

Most staff surveyed (32.6%) disagreed with the statement ñPalliative care differs from 

my normal work/daily routine,ò 26.2% strongly disagreed whilst 24.7% agreed with the 

statement. There 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%) who indicated 

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 the phrase ñwe are already practising palliative 

careò being used in most interviews. This implied that once a patient was admitted at 

PGH they were offered palliative care as part of their routine care.  

ñéBecause already when the patients are being admitted we are already doing the 

palliative care.ò Int 81 
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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 in the wards. The 

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.  

ñYeah. I think everyone will do that (understand the purpose of integrating palliative 

care) because they are facing the reality in the ward. They know how it is.ò Int 85 

ñIt (providing palliative care) has good impacts because it also improved my 

(professional) skills and counselling skills as well. And it impacted on the patientôs life 

and caregivers during counselling sessions.ò Int 81 

ñYeah, staff will understand (the purpose of integrating palliative care). Because already 

we are practising palliative care. Most of the wards have this kind of patient (needing 

palliative care) except for the maternity ward. But most of the wards have these patients 

who can spend at times two months without responses or anything.ò Int 83 

About 33.7% of staff disagreed with the statement ñAll staff at Parirenyatwa Hospital 

(PGH) have a shared understanding of the purpose of integrating palliative care into the 

health system,ò 24.4% neither agreed nor disagreed, 17.9% agreed with the statement 

whilst 13.6% strongly disagreed. Responses to 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 responses (26.1%). In total just under half of 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%) neither agreed nor disagreed with the statement ñStaff in my 

ward/department have a shared understanding of the purpose of integrating palliative 

care into the health system,ò 25.4% agreed with the statement whilst 21.1% disagreed. 

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 (27.9%). This 

could mean that whilst there was variation in responses, most staff surveyed thought that 

other staff in their ward/department had 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 staff agreed with the statement ñI understand how providing palliative 

care impacts or affects the nature of my own workò whilst 35.8% strongly agreed. 

Responses for this statement were positively skewed (88.1%) 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%) strongly agreed with the statement ñI can see the potential value of 

providing palliative care for my workò closely followed by 45.9% who agreed. 

Responses for this statement also had an extremely positive 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%) neither agreed nor disagreed with the statement ñStaff 

at Parirenyatwa Hospital agree that palliative care should be included in the health 

system,ò 24.4% disagreed whilst 22.2% agreed with the statement. Whilst there was 

great variation in responses for this statement, there were almost similar numbers for 

staff that agreed with the statement (38.7%) compared to those that disagreed (34.1%). 

as shown in Table 5.5. 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 5.5: Responses for coherence 

N = 279 Strongly 

agree 

Agree Neither agree 

nor disagree 

Disagree Strongly 

disagree 

Not relevant 

Providing palliative care differs from my normal 

work/daily routine 

21 (7.5) 69 (24.7) 14 (5.0) 91 (32.6) 73 (26.2) 11 (3.9) 

All staff at PGH have a shared understanding of the 

purpose of integrating palliative care into the public 

health system 

23 (8.2) 50 (17.9) 68 (24.4) 94 (33.7) 38 (13.6) 6 (2.1) 

Staff in my ward have a shared understanding of the 

purpose of integrating palliative care into the public 

health system 

43 (15.4) 71 (25.4) 82 (29.4) 59 (21.1) 19 (6.8) 5 (1.8) 

I understand how providing palliative care impacts or 

affects the nature of my own work 

100 (35.8) 146 (52.3) 14 (5.0) 10 (3.6) 2 (0.7) 7 (2.5) 

I can see the potential value of providing palliative 

for my work 

135 (48.4) 128 (45.9) 8 (2.9) 1 (0.4) 2 (0.7) 5 (1.8) 

Staff at PGH agree that palliative care should be 

included in the health system 

46 (16.5) 62 (22.2) 71 (25.4) 68 (24.4) 27 (9.7) 5 (1.8) 
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5.5 Cognitive participation: who does the work? 

This section had five statements. Most staff agreed with three statements and staff could 

neither agree nor disagree on two statements regarding key people who drive providing 

palliative care forward as shown in Table 5.5. 

For the statement ñThere are key people in the hospital who drive providing palliative 

care forward and get others involvedò responses were almost evenly split between those 

who agreed (29.4%) and those who disagreed (28.7%) with the statement. This was 

similar to those who strongly agreed with the statement (15.1%) and those who strongly 

disagreed (14.3%). In total, those who had positive responses (44.5%) were slightly 

more than those who had negative responses (43%) showing that the staff surveyed 

could neither agree nor disagree that there were key people in the hospital who drove 

providing palliative care forward and could get others involved. 

Most staff surveyed (31.5%) disagreed with the statement ñThere are key people in my 

ward/department who drive providing palliative care forward and get others involvedò 

whilst 22.9% agreed. This statement had the highest number of neutral responses 

(14.3%) in the 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 wards/departments who drove providing palliative care forward.  

From the interviews, staff revealed that some people supported or could potentially 

support palliative care within the hospital hierarchy, especially palliative care trained, or 

oncology trained Nurses.  

ñYes, they are (key people who drive providing palliative care forward). I am one of 

them . . .then we have people like (names retracted) who are oncology nurses.ò Int 85 

ñYes, in our ward it's true (about key people who drive providing palliative care 

forward) because the sister-in-charge is a palliative care trained nurse.ò In 84 

The office of the Sister-in-charge (the lead Nurse in a ward at PGH) was identified as a 

potentially powerful leverage point for increasing palliative care and integrating 

palliative care into the system at PGH. The Sister-in-charge was exceptionally well 

placed to provide a wide variety of functions to all wards since every ward at PGH has 

one, and the Sister-in-charge interacted with staff daily, especially nursing staff during 
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daily morning feedback meetings. This demonstrated the interconnection and interaction 

that this office had with staff. One such important function was reminding and 

disseminating information to staff. The Sister-in-charge was also well placed because 

having both proximity to the team in the ward providing services and power to assign 

duties within the ward. They also could provide a supervisory role, which seems to have 

been missed in the integration process, since they were already supervisors. The Sister-

in-charge provided an important conduit of information by being well placed between 

frontline staff and management represented by their supervisor, the Matron. The order 

provided by interviewees showing this interconnection and relationship was ward staff 

ï Sister-in-Charge ï Matron ï Hospital leadership. This meant that the Sister-in-charge 

was an important knowledge centre that was known to staff, available, accessible, and a 

credible, recognised authority. 

ñI think maybe you should just involve our Sister-in-charge (to ensure important 

communication reaches staff). When they are doing the morning reports, they always 

remind us about palliation. . .. Every ward does have a Sister-in-charge. So, if 

information is given to the Sister-in-charge they will always disseminate the information 

to us.ò Int 80  

Staff were clear that the power of the Sister-in-charge within the hierarchy had 

limitations. For example, the Sister-in-charge needed assistance and approval from the 

Matron before conducting any training or accessing Information, Education and 

Communication (IEC) materials. The Sister-in-charge also had to follow hospital 

protocols of consulting and seeking approval. Whilst the powers of the Sister-in-charge 

were limited in a way, that position remained the best placed to effect change within the 

ward as they could provide both supervision of ward staff and feedback to patients, 

families, and ward staff in real-time. In essence, the Sister-in-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 regarding palliative care. From the interviews, the ideal 

combination of skills for this leverage point was a registered Palliative Care Nurse who 

was operating as a Sister-in-Charge.  

ñItôs limited (amount of change the Sister-in-charge can do) because you canôt just do 

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, it is (integration of palliative care is part 

of PGH policy) but you have to go via the Matron because they are seniors. Then maybe 

if they give you the go-ahead you can get what you want.ò Int 84 

ñShe (the Matron) can make sure, but the Sisters-in-charge know the information about 

palliative care and the challenges. I think she (the Sister-in-charge) will be in a better 

position to answer the questions that would be asked by the people and staff. And some 

of the Sisters (-in-charge) have done palliative care training so I think that would be 

easier because they have already tackled palliative care.ò Int 81 

About 44.4% of staff agreed with the statement ñI believe that participating in providing 

palliative care is a legitimate part of my roleò followed by 39.1% who strongly agreed. 

There were many more neutral responses (9.7%) compared to negative responses (4.7%) 

for this statement. Responses had an extremely positive 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. 

Most respondents (48.4%) agreed with the statement ñI am open to working with 

colleagues at PGH in new ways to provide palliative careò whilst 45.9% strongly agreed. 

Responses for this statement were also very skewed towards the positive (94.3%) 

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 half of respondents (52.3%) strongly agreed with the statement ñI will continue 

to support providing palliative careò whilst 41.9% agreed with the statement. There were 

many more positive responses (94.2%) compared to negative responses (1.4%) as shown 

in Table 5.6. This showed that staff were very clear that they would continue to support 

providing palliative care.  
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Table 5.6: Responses for cognitive participation 

N = 279 Strongly 

agree 

Agree Neutral Disagree Strongly 

disagree 

Not relevant 

There are key people in the hospital who drive 

providing palliative care forward and get others 

involved.  

42 (15.1) 82 (29.4) 29 (10.4) 80 (28.7) 40 (14.3) 6 (2.2) 

There are key people in my ward/department who 

drive providing palliative care integration forward 

and get others involved. 

48 (17.2) 64 (22.9) 40 (14.3) 88 (31.5) 36 (12.9) 3 (1.1) 

I believe that participating in providing palliative 

care is a legitimate part of my role 

109 (39.1) 125 (44.8) 27 (9.7) 8 (2.9) 4 (1.4) 6 (2.1) 

 I am open to working with colleagues at PGH in new 

ways to provide palliative care 

128 (45.9) 135 (48.4) 6 (2.1) 4 (1.4) 2 (0.7) 4 (1.4) 

I 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 agreed (five) and disagreed (five). Staff disagreed with all the statements 

related to the hospital management providing support for palliative care. The 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%) agreed with the statement ñI can easily integrate palliative care into 

my existing workò closely followed by 35.8% who strongly agreed with the statement. 

Responses for this statement were positively skewed (74.2%) compared to the negative 

(20.4%) showing that staff surveyed could easily integrate palliative care into their 

existing work.  

 About 41.6% of staff disagreed with the statement ñProviding palliative care disrupts 

work and other working relationshipsò whilst 32.2% strongly disagreed. Responses for 

this statement were negatively skewed (73.8%) compared to the positive (17.6%). This 

indicated that the 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 the team to 

make the necessary adjustments based on the patientôs condition. Other staff felt that  

providing routine patient care disrupted the delivery of palliative care, which implied 

that palliative care was a viewed as a separate activity not compatible with daily patient 

care.  

ñIt has improved working relations in the ward. You see we work as a team at the 

moment. We know this patient is deteriorating, we know we need to consult this one and 

we need counselling to tell the family so that they get prepared.ò Int 84 
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ñYeah, itôs a disruption because in a ward there is a lot of things to be done. . .Maybe 

you also want to do dressing to other patients, and this normally disrupts provision of 

palliative care.ò Int 83 

5.6.2 Providing palliative care. 

Most respondents (45.2%) strongly agreed with the statement ñI have confidence in my 

ability to provide palliative careò whilst 33.7% agreed. There were more positive 

responses to this statement (78.9%) compared to negative responses (8.6%). This 

showed that staff had confidence in their ability to provide palliative care.  

About 40.9% of respondents agreed with the statement ñI have confidence in other 

people's ability within my ward/department to provide palliative careò whilst 23.7% 

strongly agreed. Responses for this statement were positively skewed(64.6%) compared 

to the negative (17.6%) indicating that staff had confidence in other people's ability 

within their ward/department to provide palliative care.  

Most staff (41.9%) agreed with the statement ñI have confidence in other people's ability 

in PGH to provide palliative careò whilst 21.5% strongly agreed. Overall, there were 

63.4% positive responses compared to 17.6% negative and 17.6% neutral responses. 

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 self-assessment of competence that was based on 

their experience of providing palliative care or feedback from other staff, patients, and 

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.  

ñI did not receive any form of palliative care training but due to doing the palliative 

care in the ward, I can understand what I should do to a patient on palliative care.ò Int 

83 

ñI have so much confidence (in my ability to provide palliative care) éAt the moment I 

am very confident with them (staff in my ward) because 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 importance of palliative care.ò Int 84 

Regarding the statement ñDuties are assigned to those with skills appropriate to 

providing palliative care,ò responses were quite varied with 29.7% of respondents 

agreeing with the statement whilst 24.4% disagreed, 18.6% neither agreed nor disagreed 

closely followed by 17.9% who strongly agreed. Overall, 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 that duties were assigned to those with 

skills appropriate to providing palliative care in the 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 showing a misunderstanding of palliative care. The 

Sister-in-charge or designee did the assignment of duties daily or as the need arose.  

ñYes (duties are assigned to those with skills). The Sister-in-charge or anyone who will 

be in charge (assigns duties).ò Int 83 

5.6.3 Support for palliative care 

Most staff (35.8%) disagreed with the statement ñSufficient training is provided by the 

Hospital to enable staff to provide palliative care,ò 19% agreed with the statement 

closely followed by 16.8% who neither agreed nor disagreed, with an equal number of 

those that strongly agreed and strongly disagreed (12.9% each). More staff had negative 

responses (48.7%) than positive responses (31.9%) to the statement showing that staff 

did not think that sufficient training was provided by the Hospital to enable staff to 

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 members 

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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ñNo, I think there should be more training. . . targeting those people who would be doing 

palliative care on the patient, especially doctors, nurses, physiotherapists, dieticians 

and so on.ò Int 83 

Most staff (40.1%) disagreed with the statement ñSufficient resources are available to 

support providing palliative careò followed by 18.3% who strongly disagreed. There 

were almost equal numbers for those who agreed with the statement and those who 

neither agreed nor disagreed (14.7% vs 14.0%). Overall, there were 58.4% negative 

responses compared to 27.6% positive responses showing that staff did not think 

sufficient resources were available to support providing palliative care. 

About 38% of staff disagreed with the statement ñThe Hospital management adequately 

supports providing palliative careò, 20.4% neither agreed nor disagreed with the 

statement closely followed by 19.7% who agreed. Almost 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.  

Most staff (32.3%) disagreed with the statement ñManagement in my ward/depart. 

adequately supports providing palliative care,ò 26.9% agreed with the statement closely 

followed by 17.2% who neither agreed nor disagreed. Overall, 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 management in their ward/department 

adequately supported providing palliative care. 

There were mixed views regarding management support for providing palliative care ï 

some staff stated that PGH management supported providing palliative care whilst 

others differed. The staff interviewed stated that the hospital and ward management 

supported providing palliative care because the management provided what they could, 

when they could, to enable staff to provide services. Managementôs weakness that was 

cited was not providing material resources which may have led some staff to believe that 

management did not support providing palliative care services. Support from 

management was also said to be a result of self-interest as managementôs relatives and 

hospital staff could require palliative care. Hence management needed to support 

services so that their 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. 

ñManagement will give you other people to cover your area when you are doing a 

lecture, and you know when people are having workshops they need food. The 

management gives you that. On the materialistic things thatôs where they donôt have 

support.ò Int 84 

ñYes, they do (Support palliative care being provided). Because one way or the other 

they will be having their relatives and colleagues admitted. And we also have some 

colleagues admitted so they do understand the impact of palliative care on their lives, 

so they will approve that because itôs for the best quality of life for everyone.ò Int 81 

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. 

ñA lot of people donôt know about palliation. I think a lot needs to be done.ò Int 80 

The sentiment on management support for providing palliative care was summarised by 

an interviewee who said: 

ñWell, I think they try. To be honest, I think they try. I believe my hospital is actually 

struggling to secure resources for other areas besides palliative care. So, they may be 

willing but Iôm sure itôs the economy (economic challenges) that is letting everything 

down.ò Int 79 
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Table 5.7: Responses for collective action 

N = 279 Strongly 

agree 

Agree Neutral Disagree Strongly 

disagree 

Not relevant 

PALLIATIVE CARE AND ROUTINE WORK       

I can easily 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       

I 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%) 

I have confidence in other peopleôs ability within my 

ward/department. to provide palliative care 66 (23.7%) 114 (40.9%) 53 (19.0%) 35 (12.5%) 8 (2.9%) 3 (1.1%) 

I have confidence in other peopleôs ability 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 those with 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 staff who agreed and disagreed with the statement ñI am 

aware of written information about the impact of providing palliative careò (30.5% vs 

28% respectively). There were also similar numbers for those who strongly agreed 

(16.8%) compared to those who strongly disagreed (12.5%). Overall, there were slightly 

more respondents who had positive responses (47.3%) to the statement [i.e., agreed + 

strongly agreed] as shown in Table 5.8 compared to negative responses (40.5%). This 

showed that staff were unsure (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 independent 

source outside of the hospital.  

ñYes. We are given pamphlets with a lot of information about palliative care. From 

Island Hospice.ò Int 85  

Most staff (31.5%) agreed with the statement ñThe staff in my ward/department agree 

that providing palliative care is worthwhile,ò 22.2% strongly agreed whilst 20.8% 

disagreed with the statement. Responses were positively skewed (53.7%) compared to 

negative responses (32.3%) indicating that staff thought that other staff in their 

ward/department agreed that providing palliative care was worthwhile. 

About 29.4% of staff agreed with the statement ñStaff at PGH agreed that providing 

palliative care is worthwhile,ò closely followed by 26.5% who neither agreed nor 

disagreed; 17.6% disagreed whilst 15.8% strongly agreed with the statement. In total, 

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 of neutral 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 the hospital by preventing legal issues from arising. 

ñYes, they see the value of palliative care in the ward because it will prevent some of 

the medicolegal hazards from happening. So, they see the importance of that (providing 

palliative care).ò Int 84 

Slightly less than half of staff surveyed (49.1%) agreed with the statement ñI value the 

impact that providing palliative care has had on my workò followed by 39.8% who 

strongly agreed. Responses were skewed heavily towards positive responses (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 (52.3%) strongly agreed with the statement ñFeedback about 

providing palliative care can be used to improve it in the future,ò followed by 42.3% 

who agreed. Responses were also heavily positively skewed (94.6%) and the statement 

had the highest number of positive responses in the 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. 

ñYes, feedback is important because you know where you went wrong and where to 

change. And you know where to give more information to a colleague so yes, itôs 

important.ò Int 84 

Slightly less than half of the staff surveyed (48%) agreed with the statement ñI can 

modify how I provide palliative careò, closely followed by 44.8% who strongly agreed. 

Almost all staff surveyed (92.8%) gave a positive response to 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 5.8: Responses for reflexive monitoring 

 

N = 279 

Strongly 

agree 

Agree Neutral Disagree Strongly 

disagree 

Not relevant 

I am aware of written information about the impact 

of providing palliative care 
47 (16.8%) 85 (30.5%) 31 (11.1%) 78 (28.0%) 35 (12.5%) 3 (1.1%) 

The staff in my ward/department agree that providing 

palliative care is worthwhile 
62 (22.2%) 88 (31.5%) 36 (12.9%) 58 (20.8%) 32 (11.5%) 3 (1.1%) 

Staff at PGH agree that providing palliative care is 

worthwhile 
44 (15.8%) 82 (29.4%) 74 (26.5%) 49 (17.6%) 25 (9.0%) 5 (1.8%) 

I value the impact that providing palliative care has 

had on my work 
111 (39.8%) 137 (49.1%) 18 (6.5%) 4 (1.4%) 3 (1.1%) 6 (2.2%) 

Feedback about providing palliative care can be used 

to improve it in the future 
146 (52.3%) 118 (42.3%) 5 (1.8%) 3 (1.1%) 3 (1.1%) 4 (1.4%) 

I can modify how I 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 the process evaluation 

Almost all staff surveyed reported familiarity with the term ñpalliative careò 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 palliative care 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 work. Most staff 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 should be given to all patients. PGH 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 only to terminally 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 care and recognised that palliative care 

should be offered at all levels of care. 

Over half of the 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 

training in palliative care. Of those who had been trained, a quarter had received training 

in the last six months and a quarter in the last 2-3 years. The only statistically significant 

difference between female and male responses on general knowledge of palliative care 

was on providing palliative care as part of their job (p = 0.024): more females reported 

providing palliative care as part of their job as compared to males. Some 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 information through recent 

training at PGH which was evidence that the activities of the PCI Project had not reached 

these staff. 
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Coherence: what is the work? 

Staff surveyed disagreed that 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 also disagreed that 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. Staff could neither 

agree nor disagree that staff in their wards had a shared understanding of the purpose of 

integrating 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 ward/department had a shared understanding of the purpose of integrating 

palliative care. Staff surveyed agreed that they understood how providing palliative care 

impacted or affected the nature of their work and agreed that they could see the potential 

value of providing palliative for their work. They could neither agree nor disagree that 

staff at PGH agreed that palliative care should be included in the health system. Staff 

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 routine work, they also 

reported that services being delivered were limited due to significant challenges at PGH 

which included shortages of staff especially Nurses, and shortages of basics such as pain 

medication (especially morphine). Staff suggestions for improving palliative care 

services at PGH provided possible leverage points and showed the system complexity 

properties of interconnections and feedback loops. Staff suggested the need for more 

training through workshops or on-the-job training to increase awareness and 

understanding of palliative care among staff. Awareness 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 agreement from the staff 

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 (money, material 

resources and staff) compounded by the emotional stress associated with providing 

palliative care were identified as potential barriers that could hinder the integration 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 who 

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 Sisters-in-charge and Matrons. Higher-ranking 

staff members could provide leadership, supervision, and some level of accountability. 

The office of the Sister-in-charge was identified as a potentially powerful leverage point 

for increasing palliative care and integrating palliative care into the system at PGH. The 

Sister-in-charge was well placed due to a variety of interconnections with a variety of 

important stakeholders in the ward (patients, families, ward staff, hospital admin) 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 that participating 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 providing palliative 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 ability to provide 

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 Hospital to enable 

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 management in their 

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 staff 

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 it in the future. They 

agreed that they could modify how they provided palliative care. 

This chapter presented the descriptive statistics for the process evaluation, results of the 

normalisation 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, multi-dimensional 

framework to guide the implementation of an intervention/innovation/practice in the 

health system in a resource-limited setting such as Zimbabwe. Nested within the field of 

Health Policy and Systems Research (HPSR), the thesis argued for leveraging 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 problem-solving [14]. This again requires a fundamental knowledge of the 

complex problem at present (Hodiamont et al., 2019, p. 2). 

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

the health system at a health facility (Parirenyatwa Group of Hospitals PGH) using a 

framework based on complex systems thinking. The thesis combined and tested the 

applicability of complexity theory and three implementation theories for evaluating 

health policy implementation. Based on the evaluation framework from Haynes et al. 

(2014), the focus was on the interaction between the three domains of context, the 

personnel participating in the intervention, and the intervention of integrating palliative 

care into the system. By using complex systems thinking, and combining complexity 

theory and three implementation theories for evaluating health policy implementation, 

this study makes a significant, original contribution to knowledge about health policy 

implementation in Zimbabwe. 

The study sought to answer the main research question ñHow can complex systems 

thinking be used to understand the health system and effectively implement a health 

policy in Zimbabwe?ò.  

This chapter discusses the findings of Phases I and II presented in Chapters Four and 

Five respectively. The chapter begins by revisiting the study aim and the study research 

questions 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 and making 

recommendations for policy implementation, practice, and future research as shown in 

Figure 6.1 

 

Figure 6.1: Overview of Chapter Six 

6.1 Study aim, research questions and conceptual framework 

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

the health system at PGH using a framework based on complex systems thinking and 

answer the research question, How can complex systems thinking be used to understand 

the health system and effectively implement a health policy in Zimbabwe? The sub-

questions 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 and understand about palliative care 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 science (Proctor et al., 2009), the ABCD system model (Haines, 

1998) and the UK Medical Research Council guidance for developing and evaluating 

complex interventions (Moore et al., 2015b) that was refined using four theories: 

complexity theory (Byrne, 2005), the organisational theory of innovation 

implementation effectiveness (Klein and Sorra, 1996), the theory of organisational 

readiness for change (Weiner, 2009), and the normalisation process theory (May 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/facility (i.e., PGH) 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 (i.e., desired 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, organisation, and intervention effectiveness 

influenced, and were influenced by the external context at PGH or the larger national 

health, political and socio-economic system in Zimbabwe as shown by the arrows in the 

framework (Figure 6.2). Based on complex systems thinking, 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 mixed methods 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 domains of context, the 
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personnel participating in the intervention and the intervention of integrating palliative 

care into the system. 

CONTEXT (External)  

  

  ORGANISATION (Internal context)  
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Figure 6.2: Original study conceptual framework 

(Arrows indicate relationships and interactions between elements)6.2 Context ï 

study domain one 

In this domain of the doctoral study, the context in which palliative care was being 

integrated was described and the contextual factors that may have affected the delivery 

of the intervention were explored. This was achieved by identifying and describing 

social, economic and other environmental factors (including key stakeholders, 

leadership dynamics, and interdepartmental relationships) in the immediate setting and 

the national health system in Zimbabwe. The usual implementation science determinants 

Organisational readiness for 

implementing change 

Implementation climate 

 

 
Staff participation  

Staff response 
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for context which are organisational readiness for implementing change and 

implementation climate (Nilsen and Bernhardsson, 2019) were also investigated. 

The influence of context on implementation has evolved in the literature from being a 

determinant of implementation (Birken et al., 2017) to the recent view informed by 

complexity theory that an intervention and the context affect, and change, each other 

(Pfadenhauer, 2022). The 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 context (Pfadenhauer et al., 2015; Turner and 

Baker, 2019). In line with complex system thinking, this study sought to identify socio-

economic factors, organisation 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 

characterised 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 three (the country, the broader health systems 

and PGH) were so strong that reporting findings seemed to be a repetition since the same 

issues were present at all levels. For example, the political environment in Zimbabwe 

was characterised 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 socio-economic 

indicators (economic instability with multiple political and socio-economic 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 Zimbabwe as an effect of 

the negative political and socio-economic environment in the country also caused a 

decline in the performance of PGH. This demonstrated the strong interlinkage and 

complexity between the political and socio-economic 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 COVID-19 pandemic on the Zimbabwean health system. The 

context in which palliative care was being integrated was complex, multi-layered, 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 ensure the achievement of desired outcomes (Moore et al., 2021). 

Given the strong interlinkage of PGH and the external context, integrating palliative care 

needed to take into account this very strong influence. The PC Integration roadmap and 

the project took specific steps to ensure the inclusion of key stakeholders (PCI-TF, 2018) 

however events seem to have happened faster than anticipated, typical of complex 

adaptive systems. Not anticipating unpredictability, the strength of interdependencies 

within the system (Lanham et al., 2013) and the potential impact was a weakness built 

into the implementation design of integrating palliative (Moore et al., 2021).  

6.2.2 Organisational readiness to implement change 

Survey results and interview findings showed that PGH staff had a high organisational 

readiness to implement change, i.e., staff were psychologically and behaviourally 

prepared to implement the organisational change of implementing palliative care into 

the system. Organisational readiness focuses on members' change 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 care at PGH - staff wanted the change, 

staff were determined to implement the change and staff were motivated to implement 

the change. The interviews revealed that PGH staff had a very clear and strong patient-

centric view of their work, which may explain why they continue to work at PGH even 

under difficult conditions. The motivation for implementing the change stemmed from 

staffôs altruistic desire to provide the best quality of care for patients and ensure optimal 

patient outcomes. There was also an intrinsic desire among staff to improve their 

knowledge and practice of palliative care, which they viewed positively. However, staff 

were less confident about their ability to effect change, with the major issue being the 

lack of resources and knowledge to provide palliative care. The lack of resources for 

staff willing to implement can lead to frustration, demoralisation and eroded motivation 

(Leykum et 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 (i.e., staff want the change and believe they can bring 

about the change) + ability (i.e., staff have they need to make the change happen) = 

readiness (Weiner, 2009). However, the tools currently in use, such as the ORIC tool 

adapted and used in this study, measure 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 organisational readiness to implement change. However, findings from the 

interview show that only staff's willingness 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 measure organisational readiness with the main challenges 

being the reliability and validity of the tools (Gagnon et al., 2014, 2018; Shea et al., 

2014).  

6.2.3 Implementation climate 

Implementation climate has been identified as a factor important in improving the 

implementation of interventions such as integrating palliative care (Powell et al., 2021). 

Strong implementation climates are those that encourage the use of evidence-based 

practices (EBPs) 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 EBPs (Klein and Sorra, 1996) 

The final result from assessing the implementation climate indicated that PGH staff 

agreed to a moderate extent that policies, practices, procedures, and behaviours were 

rewarded, supported, and expected to facilitate effective evidence-based practice (EBP) 

implementation. The main driver for this result was the 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 

been because PGH is a teaching hospital that constantly trains health workers and 

actively participates in research (Parirenyatwa Group, 2018). The 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 conducive (e.g., educational 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 effectiveness, 

hence a weak climate would decrease the chances of implementation being effective 

(Klein and Sorra, 1996; Jacobs et al., 2015). 

6.2.4 Staff willing but unable to implement change 

The results of assessing the organisational readiness for implementing change and the 

implementation climate at PGH showed that despite PGH staff's willingness to adopt the 

intervention, the hospital was not ready for change and the implementation climate was 

not conducive for integrating palliative care into the system. Several barriers 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 attitude towards work; working 

conditions were very challenging for staff; and staff had developed a coping mechanism 

which could hinder uptake of anything new or different.  

During IDIs, when staff were asked directly about PGHôs readiness to integrate 

palliative care, almost all interviewees agreed that the hospital was ready, 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 were additional training 

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 resist the integration of palliative care 

as staff did not want to take on extra work. 

6.3 Personnel participation and response ï study domain two 

This domain described how PGH personnel participated and responded to the 

intervention of integrating palliative care at PGH. This was achieved by exploring PGH 

staff knowledge and understanding of palliative care, the national palliative care policy 



Page 210 of 311 

 

of Zimbabwe, and the integration of palliative care into the health system. Palliative care 

is both a philosophy and a practice (Randall, 2000). How staff responded to and 

participated in integrating palliative care depended on how well it aligned with their 

personal values (Klein and Sorra, 1996). The acceptability of the intervention, 

engagement, and change commitment of PGH staff was investigated. Finally, constraints 

related to the provision of palliative care services and possible barriers/facilitators to the 

integration of palliative care were investigated. 

The profile that emerged of the typical participant for this study (Phase 1 and II) was a 

young female Nurse with a diploma and between three to 10 years of experience who 

worked full-time at PGH. The results showed that there were twice as many female 

participants as males for both Phase I and II of this study, with participants being 

relatively young: a quarter were between 25-30 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 full-time at PGH. This meant that the PC integration 

team needed to access and train primarily 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 doctor-to-nurse and male-to-female dynamic, both groups 

needed to be trained to mitigate potential power dynamics that could hinder the 

integration of palliative care. 

6.3.1 PGH staff knowledge and understanding 

Palliative care 

Almost all staff surveyed reported familiarity with the term ñpalliative careò and 

acknowledged that providing palliative care was part of their job. However, staff had 

mistook palliative care for end-of-life care and were unclear about who should receive 

palliative care. This was consistent between the baseline assessment and the process 

evaluation conducted a year later. This demonstrated that the misunderstanding of 

palliative care was deeply rooted in the hospital. A possible explanation for associating 

palliative care with end-of-life care is that PGH staff had experience with palliative care 

being provided only to very sick patients. As 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 account ï 
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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 activities of 

the PCI Project had not reached these staff. 

The implication of the lack of knowledge on palliative care and the palliative care policy 

was that not enough capacity had been built to sustain staff training. 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 complexity and competing 

demands of the job and the system, it was likely that the training would not be sufficient 

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 staff (Grant et al., 2017). The use of 

mentors and partnerships has been shown to be effective in strengthening palliative care 

training and education in Malawi (Palumbo et al., 2023).  

Integrating palliative care into the system 

Results showed that most PGH staff were not aware of nor had ever heard of integrating 

palliative care into the system at PGH. Despite this lack of knowledge, there was 

unanimous agreement from staff that integrating palliative care at PGH was beneficial 

to both staff and patients and that staff would support integration. This 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 review in 2020 noted three 

benefits of integrating palliative care into the system: a more responsive, patient-centred 

health system; enabling and motivating staff to provide services; and a reduction in the 

number of hospital admissions potentially saving costs (Court and Olivier, 2020). PGH 

staff identified potential barriers to integrating palliative care as: 
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- Possible increase in workload 

- Shortages within the hospital (money, material resources and staff) 

- The emotional stress associated with providing palliative care  

Potential facilitators were identified as:  

- Supplying resources for providing palliative care such as basic drugs (e.g., 

morphine) and medical consumables 

- Establishing a dedicated palliative care team or ward 

- Using the office of the Sister-in-charge 

6.4 The intervention of integrating palliative care into the system ï study domain 

three 

In this domain, the intervention of integrating palliative care into the system at PGH was 

assessed to determine whether the integration occurred according to the planned 

framework and if palliative care became normalised into daily work routines within the 

hospital. This was achieved by assessing the extent to which core aspects of the palliative 

care integration project were delivered and assessing if integration changed work and 

process flow. Hospital staff perspectives on palliative care and the integration 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 

the trainer may have been the weakness. Other studies that have successfully integrated 

palliative care into the system have used a combination of training and mentoring (Grant 

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 hospital (Grant et 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 palliative care 

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 Coiera, staff may not 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 resource-limited setting such as 

Zimbabwe? 

The main reason to use complex system thinking is to ñembrace uncertainty and manage 

complexityò that are inherent in a health system especially when implementing 

interventions that may be complex as well (Khan et al., 2018). Complex systems 

thinking was used conceptually, in the design of the study and the evaluation as follows: 

1. Conceptually - To understand patterns and processes at PGH. 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 was to determine how to intervene in a 

way that could contribute to changing the system favourably (Kroelinger et al., 

2014; Rutter et al., 2017; Braithwaite, 2018; McGill et al., 2020; Carroll et al., 

2023).  

2. Study design - To select the theoretical framework and use that to develop the 

conceptual framework. To define the system boundary and evaluation scope 

focusing on process evaluation of the implementation of the policy at a health 

facility (Walton, 2014).  

3. Evaluation - Complexity theory was used to describe the context for integrating 

palliative care, identify the quality of the implementation and identify any other 

impacts such as changes in relationships and normalisation of practice. This 

meant going beyond the traditional evaluation approach of assessing whether 



Page 214 of 311 

 

implementing the policy achieved its intended outcomes and anticipating 

variation from intended outcomes due to emergence (Haynes et al., 2014; 

Skivington et al., 2021). 

Based on information detailed in Chapters Three, Four, and Five and the discussion of 

results from sections 6.2 to 6.4 above, the framework developed from complex systems 

thinking was used to collect and report results on three interacting domains of context, 

personnel and the intervention. These results describe the inner and outer context for 

integrating palliative care and show the impact of the context on the intervention of 

integrating palliative care. They also illustrate how staff involved in the integration 

participated in and responded to the integration, and how the intervention both impacted 

and was influenced by 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 

and health 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 

characteristics such as adaptation and self-organisation (Leykum et al., 2007; May, 

Johnson and Finch, 2016). Complexity, and CAS organising principles such as adaptive 

capacities, dynamic properties and novelty (Preiser et al., 2018; Carroll et al., 2023) 

cannot be avoided if any change is required in the health system.   

6.6 Study strengths and limitations 

The study yielded 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 process. All 

three phases (pilot study, baseline assessment and process evaluation) of the study were 

conducted successfully despite major disruptions to the PCI project and this study. Data 

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 

quantitative data collected.  The study managed to obtain responses from the required 

number of participants for the baseline assessment and process evaluation as per sample 

size calculations. Participants for both quantitative and qualitative data collection were 

sampled from the most appropriate departments adding to the reliability and rigour of 

the study. The socio-demographics 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 COVID-19 restrictions such as 

restricted movement in the hospitals and limited in-person meetings. Data collection 

surveys were successfully distributed to staff within the hospital despite COVID-19 

restrictions and staff rotations. In-depth interviews were conducted despite COVID-19 

restrictions regarding in-person meetings ï the study switched to IDIs via the telephone 

to obtain staff views. These adaptations ensured that adequate data was collected, which 

was analysed and synthesised to sufficiently answer the research questions posed by the 

study. The effect of the COVID-19 pandemic added an extra layer of complexity an 

already complex process of policy implementation with limited resources. It also 

provided a natural opportunity to observe the resilience of the health system and health 

workers, especially at PGH and to test the underlying thesis of this study: that when 

implementing interventions in CAS, it is essential to embrace complexity, manage 

uncertainty and minimise ambiguity (Khan et al., 2018). Researchers, especially those 

working in the field of HPSR, like implementers, need to prepare for and around 

unexpected occurrences and work proactively to prevent unplanned or unwanted 

disruptions to their research/work.  

Some assumptions made by the conceptual framework (Figure 6.2) and discussed in 

Section 6.1 were demonstrated by the study. The flow of implementation, i.e., the 

process of integrating palliative care at PGH was demonstrated through results from 

document review, and semi-structured IDIs in the study. The integration team visited 

the study site and conducted integration activities (pre-implementation 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 used 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 at PGH.  The framework was also able to demonstrate that incorporating 

the intervention into the organisation, especially the routines, 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 intervention and the context, the intervention and 

PGH staff. The research site, PGH, demonstrated characteristics of a complex adaptive 

system, especially hierarchy, resilience, embeddedness and feedback loops (Preiser et 

al., 2018; Carroll et al., 2023). Staff at PGH demonstrated complexity properties of 

learning and adaptation, sense-making, interdependencies and self-organisation 

(Braithwaite et 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 early ï the 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 

evaluation should be conducted at least a year after implementation (Haynes et al., 2014; 

Brainard and Hunter, 2016; Skivington et al., 2021). Conducting the evaluation process 

too early, while implementation was still in its nascent stages, would not adequately 

account for initial implementation challenges and might produce insufficient data to 

draw accurate conclusions. An early process evaluation might capture only the initial 

stages of personnel and system changes, potentially creating a misleading impression 

that no change had occurred when, in fact, change was beginning to take place. 

Consequently, conducting the process evaluation prematurely could have led to missing 

significant developments that were driving improvements.  
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There were disruptions to data collection due to the COVID-19 pandemic restrictions 

and regulations at PGH. The major challenge was not being able to conduct in-person 

interviews, which limited the researcherôs ability to observe and collect non-verbal 

information from interviewees. This may have constrained participantsô responses and 

hindered the researcherôs ability to probe based on non-verbal cues, ultimately reducing 

the quality of data obtained through the interviews. The limitations of virtual or 

telephonic in-depth interviews have been previously documented in the literature 

(Krouwel, Jolly and Greenfield, 2019; Tremblay et al., 2021). Another limitation 

brought about by the pandemic was that an initial component of staff observation in the 

wards could not be conducted at the hospital due to movement restrictions. The literature 

suggests that some on-site observation would be useful to provide information on the 

integration process (Haynes et al., 2014).  

The implementation process of the PCI project and this study was affected by a number 

of contextual and logistical challenges which may have affected the results obtained. 

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 I) 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 

understanding of palliative care, and the national palliative care policy. Despite these 

limitations, the study was robust enough to withstand the political, economic and social 

challenges experienced in Zimbabwe during this period. It successfully tested the 

applicability of complexity theory and process evaluation in the context of an ongoing 

government policy implementation. The use of complex systems thinking effectively 

demonstrated the complexity of implementing a policy in the Zimbabwean health 

system. 
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Another limitation of the study is that the perspectives of the policymakers within the 

MoHCC and the implementing team of the PCI were not sought or captured. 

Additionally, the views of senior management and leaders at PGH, as well as the 

recipients of palliative care, namely the patients, family members and the community, 

were not included. Incorporating the voices of the implementers and the recipients of 

the intervention would have provided a more comprehensive understanding of the 

activities and events that 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 implementing 

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 vs de-adoption.  The study did not assess 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, physical, psychological, and 

emotional. The study did not investigate opportunity cost and cost-benefit analysis from 

the provider's perspective to get an indication of the likelihood of adopting the 

intervention and providing more palliative care services. Based on the 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 consolidated framework builds on the limitations of this studyôs 

framework to provide more detail. In line with the view that the complexity of health 

systems and implementation in health systems requires greater clarity in conceptualising 

the various dimensions (Moore et al., 2015; Singer et al., 2020), the amended 

implementation framework lays out in sequence, the various aspects of implementation 

that need to be considered (Figure 6.3).  



Page 219 of 311 

 

Arrows in the framework represent the connection and dynamic interplay between 

various elements as each influences and is influenced by, the other (Moore et al., 2021; 

Pfadenhauer, 2022). From 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 explicit (May, Johnson 

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 context. The 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 outcomes (Proctor, 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 

resources (Kim et al., 2023). The inner context is the immediate setting, organisation or 

location where an intervention is implemented where an implementer needs 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 integrated into this system, five types 

of interlinked integration must occur: structural, functional, normative, interpersonal, 

and process (Singer 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 outcomes (Kim et al., 

2023). The mechanism of impact is affected by moderators and preconditions that 

operate before and after the mechanism. The preconditions and moderators, together 

with integration in the organisation, are affected by intervention fidelity, timing and 

dosage (Pfadenhauer, 2022; Kim et al., 2023).  

In addition to the consolidated implementation framework, a theoretical framework was 

developed using complex system thinking as the overarching approach to implementing 

the intervention in a health system. Complex systems thinking complemented by 

relevant theories such as implementation TMFs, organisational theories, social and 

behavioural theories, and evaluation TMFs would provide a comprehensive 

understanding, explanation and prediction of the change process. This understanding has 



Page 220 of 311 

 

been described by Singer et al. (2020) as òunderstanding the increasingly complex and 

multi-layered relationships emerging in health systemsò (Singer et al., 2020, p. 2). The 

use of these theories is depicted in Figure 6.4 and is meant to complement the 

consolidated implementation framework (Figure 6.3). Complex systems thinking is the 

chosen overarching approach as it recognises patterns, mechanisms and dynamics in a 

system and can be used to reveal underlying assumptions regarding a proposed 

intervention or strategy (Rod et 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 points (Meadows, 2008b) could be 

identified and crucially, alternative strategies to achieve intended outcomes whilst 

minimising unintended consequences can be identified (Rod 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 

implementation approach based on literature from complexity, policy, implementation 

and evaluation science. This approach provides a set of preconditions, principles, stages 

and activities of implementation that 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, 

implementers and evaluators 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 ambiguity (Khan et al., 2018). Practically, this means 

implementers 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 areas (Singer et al., 2020). Such pre-implementation 

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 and outcomes (Kim et 

al., 2023). Complexity-consistent approaches are better suited to provide understanding, 
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designing, and implementing activities that may produce desired outcomes by 

recognising patterns, mechanisms and dynamics in a system (Rod et al., 2023).
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Figure 6.3: Consolidated implementation framework 

(highlighting the zone of active implementation between the implementation strategy and the proximal outcome) 
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6.7 Contribution to Knowledge 

There are several substantive and original contributions of this study, that can be 

classified into:  knowledge contributions; conceptual and theoretical contributions; 

methodological contributions; knowledge gap contributions; and practice and policy 

contributions. 

6.7.1 Knowledge contribution 

The substantive and original contribution to knowledge of this study is in applying 

complex systems thinking to health policy implementation in a resource-limited setting. 

The study demonstrated how complex systems thinking can be used to understand and 

improve policy implementation in a resource-limited 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 available. The 

first attempt to integrate palliative care into the health system in Zimbabwe failed and 

this study offers insights into how that may have happened and how failure can be 

mitigated or prevented.  

6.7.2 Conceptual/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 resource-limited 

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 climate (Klein and Sorra, 1996) were 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 readiness and explaining 

why new practices become routine. The tools for assessing organisational readiness for 

implementing change and implementation climate focus more on human resources and 

an organisationôs cognitive potential whilst neglecting structural and behavioural 

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 science to produce the 

study conceptual framework that was tested (Figure 6.2 ) (Klein and Sorra, 1996; May 

et al., 2007; Moore et 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 framework that builds on and extends past frameworks from 

HPSR, complexity, implementation and evaluation science (Haines, 1998; Proctor et al., 

2009; Sarah A. Birken et al., 2017; Singer et al., 2020; Kim et 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, implementers, 

researchers and evaluators (Singer et al., 2020).  

This thesis also proposes the consideration of relevant theories to understand and assist 

policymakers and implementers in designing, implementing and evaluating a strategy or 

process in a health system, what Pfadenhauser (2022, p. 1572) called òmethodological 

pluralismò, based on complex systems thinking and theoretical pluralism. This 

consideration of theories and proposed areas of relevance in the implementation process 

based on complex system thinking is outlined in Figure 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/success. 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 particular the theory of Successful 

Healthcare Improvements From Translation of Evidence into practice [SHIFT-

Evidence] (Figure 6.5) and the strategic principles derived from it (Proctor, Powell and 

Mcmillen, 2013; Reed et al., 2018a; Geng et al., 2022; Kim et al., 2023). SHIFT-

Evidence states that ñto achieve successful improvements from evidence translation in 

healthcare, it is necessary to ñact scientifically and pragmaticallyô whilst óembracing the 

complexityò of the setting in which change takes place and ñengaging and empoweringò 

those responsible for and affected by the changeò (Reed et al., 2018a, p. 4). 

 

Figure 6.5: SHIFT-Evidence conceptual framework 

(Reed et al., 2018a, p. 8) 

The approach is premised on four broad areas: preconditions for implementation, 

strategic principles 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 

(Lanham et al., 2013; Hogwood and Gunn, 2014; Moore et al., 2015a, 2021; Khan et al., 2018; Reed et al., 2018a; Singer et al., 2020; 

Skivington et al., 2021; Alley et al., 2023; Kim et al., 2023)) 

PRECONDITIONS 

FOR IDEAL 

IMPLEMENTATION 

STRATEGIC 

PRINCIPLES 

STAGE OF 

IMPLEMENTATION 

ACTIVITIES/ACTIONS 

1. External 

constraints 

2. Time and 

resource 

3. Resource 

combination 

4. Theory-based 

policy 

5. Cause/effect 

relations 

6. Dependency 

relationships 

7. Agreement of 

objectives 

8. Events 

sequencing 

9. Communicatio

n/coordination 

Act scientifically and 

pragmatically 

 

Engage and empower ï 

encourage sense-

making 

 

Embrace complexity ï 

facilitate 

interdependencies 

 

Manage uncertainty 

 

 

 

Pre-Implementation 

Engage implementation actors and facilitate dialogue 

Understand the context, problems, and opportunities of the system 

Specify: the intended outcomes; implementation strategies or bundle 

of strategies; the mechanistic pathway of each implementation 

strategy (relationships between target mechanisms, preconditions, 

mediators, moderators, and related proximal outcomes) 

Design for multiple plausible futures  

Specify assumptions for the pathway from implementation strategy 

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 implementation site 

Identify systematic issues (structural, normative, functional, 

interpersonal and process) 

Test and refine leverage points 

Update implementation strategy(ies) including timing, dosage, and 

actions to be taken 

Study de-implementation/de-adoption of low-value or harmful 

beliefs and practices 

Seek political, strategic, and financial alignment 

Post-Implementation Collect data, analyse, 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 other 

studies (Ehrhart, Aarons and Farahnak, 2014; Shea et al., 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 resource-limited settings and health policy 

implementation (May et al., 2018; Smith et al., 2018; Miake-lye 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 non-native English speakers (Shona-speaking health 

professionals) in a resource-limited setting (Harare, Zimbabwe). The NoMAD tool has 

been translated and successfully used in other non-English speaking settings. There is 

limited literature on the use of complex systems thinking, ORIC tools, ICS tools and 

NoMAD instruments in health policy implementation, especially in resource-limited 

settings (Williams et al., 2023). Whilst there is some literature on the use of complex 

systems thinking in health policy (Rusoja et al., 2018; Carroll et al., 2023), this study 

contributes to using complex systems thinking, ORIC tools, ICS tools and NoMAD 

instruments in health policy implementation in resource-limited settings.    

6.7.4 Knowledge gap contribution 

The study provided insights into how complex systems thinking can be used to improve 

health policy implementation, especially in resource-limited settings. The significance 

of this study is that it advances thinking around implementation in health systems and 

the use of complexity systems thinking in healthcare. The study contributes to the 

literature by demonstrating how systems thinking and implementation science can be 

combined to better understand and implement health interventions or policies in 

complex and volatile health systems, such as in those in resource-limited settings 

(Chughtai and Blanchet, 2017; Braithwaite et 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 Geng et al. (2022, p. 2) called ñimplementation 

of failure by designò. 
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6.7.5 Practice and policy contribution  

This study contributes to policy implementation by providing an alternative approach to 

implementing policy, especially in resource-limited settings. This study highlighted 

some gaps in the current policy implementation process and demonstrated the need to 

amend how health policy is implemented in 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 system. This study was linked with 

MoHCCôs implementation of health policy and thus could contribute to how health 

policy and systems research can be embedded in real world settings in Zimbabwe 

(Haynes et al., 2014; Gilson, Orgill and Shroff, 2018). 

The significance of this research is that this study: 

i) Has demonstrated that complex systems thinking can be used to improve 

health policy implementation. 

ii)  Transforms implementation theories by showing their limitations when 

viewed from a practitioner's perspective. These theories lack consideration 

for resources ï 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 

6.8.1 For research 

This study sought the perspectives of PGH staff who were affected by the 

implementation of integrating palliative care into the health system at PGH. However, 

important perspectives from policymakers, the implementing team, senior management 

and leaders at PGH, as well as patients and their families, were not included. These key 

stakeholders should be included in future studies to 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 

frameworks. 

Testing the feasibility of the consolidated implementation framework 

This doctoral study has produced a comprehensive, multi-dimensional framework for 

implementing health policy in a resource-limited 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 settings. Future research can test 

the practicality and feasibility of pre-implementation modelling to achieve 

implementation outcomes (Ornstein et al., 2020; Alley et al., 2023). Research can also 

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 power, decision-

making and resource allocation on implementation processes and outcomes. In addition, 

as identified by this study, future research can focus on the interplay between 

organisational structures, functions, norms, personnel, and activities to determine the 

most effective and efficient method to enhance achieving desired outcomes when 

intervening in a complex system.  

Combining different ontological, epistemological and methodological traditions for 

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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6.8.2 For 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 and practitioners become familiar with and incorporate 

the principles and activities of implementation outlined in Table 6.1 when 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 

(Braithwaite et al., 2018; Leeman et al., 2021). Such a pragmatic approach will enable 

policymakers and implementers to deal with the rapidly changing and complex 

implementation environment (Sarkies et 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. Non-linearity properties of the system mean that it is difficult to 

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 consequences (Moore et al., 2021) and have specific plans for 

such before implementing changes in a health system (Skivington et 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 policy-making process, resources need to be allocated for the process to ensure 

higher chances of implementation success and sustainability (Moore 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 the shelf 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 consideration may 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 is a 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 and 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 developing 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 resource-limited 

setting by showing that consideration for the availability and quality of resources is 

critical in such settings. The research also shows the importance of recognising and 

understanding the effect of the dynamic relationship between the adoption and de-

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 



Page 236 of 311 

 

material resources. Also, employeesô willingness to normalise palliative care into work 

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 

care 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 researchers 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 capacity such 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 contributing to the literature 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 the policy demonstrated 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 the pandemic 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. In a resource-limited 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, uncontrollable influences like COVID-19 may potentially derail programmes 

being implemented. Whilst COVID-19 had a massive negative impact on even the most 

robust health systems, in Zimbabwe and other health systems with significant 

limitations, the impact of COVID-19 was immense. Given this knowledge, 

policymakers, implementers 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 changes that will inevitably occur in the health 
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system (Moore et al., 2021; Skivington et al., 2021). Combining complex system 

thinking and implementation science as demonstrated by this study can greatly assist in 

this regard, especially for resource-limited settings.  

As health systems globally recover from the COVID-19 pandemic, continue to grapple 

with current and emerging epidemics and navigate emerging technologies such as 

Artificial Intelligence (AI), using complex system thinking to improve implementation 

in health systems will be a productive avenue for research (Khalil 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 implementing activities that may produce desired outcomes. This is because such 

approaches recognise patterns, mechanisms and dynamics in a system and can be used 

to reveal underlying assumptions regarding a proposed intervention or strategy, leading 

to a greater understanding of the change process, identifying leverage points and 

determining alternative strategies to achieve the intended outcomes whilst minimising 

unintended consequences (Rod et al., 2023). The desire is that ñif 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 outcomesò (Rapport et al., 2021, p. 2). This is 

crucial for resource-limited 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 and uncertainty 

(Khan et al., 2018). Intervening in such systems and scenarios needs to be patient-

centred, adaptable and complexity-compliant. 
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APPENDICES 

Appendix 1: Health Facilities in Zimbabwe 

 (MoHCC, 2016, 2022b) 

FACILITY LEVEL  All Facilities Hospitals 

Quaternary Government Central Hospitals 6 

Tertiary Government Provincial 

Hospitals  

8 

Secondary Government District 

Hospitals 

44 

 Mission Hospitals  62 

 Private Hospitals  32 

Primary Government Rural Hospitals 62 

 Municipal Polyclinics  15 

 Private clinics  69 

 Mission Clinics 25 

 Local Authority Clinics 1122 

 Urban Council/Municipal 

Clinics/FHS  

96 

 Government Rural Health 

Centre  

307 

TOTAL   1848 
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Appendix 2: Zimbabwe COVID-19 timeline of key events 

 (Chitungo et al., 2022; GOZ, 2023a, 2023b) 

Date COVID -19 timeline Public Health Interventions 

19 March 

2020 

 Launch of Zimbabweôs preparedness and 

response plan for coronavirus aimed at 

building an integrated and coordinated 

strategy for preventing the spread of the 

virus and mitigating its effects. 

20 March 

2020 

The first case detected 

in Zimbabwe 

Contact tracing protocol initiated. 

21 March 

2020 

Second confirmed case 

in Zimbabwe 

Introduction of restriction of movement 

except for essential and critical reasons. 

Increase the supply of potable water and 

measures to decongest informal and formal 

markets. 

23 March 

2020 

 Declaration of a national state of disaster 

due to COVID with the promulgation of a 

statutory instrument (SI) 76. Introduction 

of Public Health (COVID-19 Prevention, 

Containment and Treatment) Regulations, 

2020-SI 77. 

30 March 

2020 

 Imposition of National lockdown Level 4. 

17 May 2020  Level 2 measures are declared indefinitely. 

22 July 2020 First wave New lockdown measures include curfew 

(1800 to 0600 hrs.), nonessential business 

to operate from 0800 to 1500 hrs. and 

abiding by WHO protocols relating to 

social distancing, sanitising, and masking. 

Schools remained closed and public 

gatherings banned. 

January 2021 Second wave Level 4 measures. 
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22 February 

2021 

 COVID-19 vaccination rollout targeting 

health workers and essential service 

providers. 

29 February 

2021 

 End of level 4 lockdowns and transition to 

level 2. 

21 May 2021  Localised lockdown of Kwekwe city after 

detection of delta variant; curfew imposed 

from 1900 to 0600 hrs. while business to 

operate from 0800 to 1700 hrs. Public 

gatherings banned. 

24 June 2021 Third wave Imposition of national Level 4 lockdown: 

Business operating hours are 0800 to 1530 

hrs. curfew imposed from 1830 to 0600 

hrs. Decongest offices to 40% and only 

vaccinated people were allowed to resume 

economic activity. 

08 September 

2021 

 COVID-19 lockdown from Level 4 to 

Level 2, intercity travel allowed, and 

extended time for businesses operating 

from 0800 to 1900 hrs. and curfew from 

2200 to 0500 hrs. 

01 October 

2021 

 Zimbabwe receives 943,200 COVID-19 

doses of COVID-19 vaccines from 

COVAX. 

26 November 

2021 

WHO announces the 

detection of a new 

variant of concern 

SARS-CoV-2 variant: 

B.1.1.529 (Omicron) in 

South Africa 

Increased surveillance and enforcement of 

COVID-19 protocols especially at ports of 

entry.  

Requests to the Government to open up 

travel put on hold. 

30 November 

2021 

Fourth wave Mandatory PCR testing of all returning 

residents and visitors and quarantine at 

their cost, curfew hours increased to run 

from 9 p.m. to 6 a.m. Only vaccinated 

individuals to patronise places of worship, 

restaurants, and entertainment.  
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14 December 

2021 

 All Government departments to stop face-

to-face meetings. Lockdown measures 

extended by two weeks. 

22 February 

2022 

 COVID-19 vaccination extended to the 12-

15 years age group 

29 March 

2022 

Declining new 

COVID-19 cases 

Returning residents and visitors no longer 

required to present a negative PCR 

certificate on arrival at ports of entry. Valid 

vaccination certificate required for entry. 

Negative PCR certificate is required if the 

traveller is not fully vaccinated.  

21 June 2022  COVID-19 measure relaxed: Business 

hours for hospitality extended from 0800 

to 0300hrs. Curfew from midnight to 

0530hrs lifted. 

07 October 

2022 

 Public Health (COVID-19 Prevention, 

Containment and Treatment) (National 

Lockdown) (No. 2) (Amendment) Order, 

2022 (No. 42) SI 2022-169 ï mandatory 

wearing of masks indoors at workplaces, 

public spaces and public transport. 

21 December 

2022 

 Public Health (COVID-19 Prevention, 

Containment and Treatment) (National 

Lockdown) (No. 2) (Amendment) Order, 

2022 (No. 43) SI 2022-213A ï restrictions 

on transport operators lifted.  
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Appendix 3: English Informed Consent  
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Appendix 4: Shona Informed Consent 
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Appendix 5: Participant Demographics Sheet 
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