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Abstract
The uptake of evidence-based healthcare interventions is challenging with, on
average, a 17-year time gap between the generation of evidence and the
implementation of change in routine practice. One of the key challenges to successful
implementation requiring consideration is context. However, despite its noted
importance, context remains a poorly understood construct, with a lack of consensus
regarding how it should be accounted for within research. Subsequently, this research
addressed this gap by exploring the following research questions: How does context
influence the implementation of a collective leadership team intervention? Does
context contribute to variances in implementation success across settings? If so, how?

A systematic review was conducted which highlighted that inconsistencies exist when
defining, assessing, and analysing context. These findings supported the development
of an operational definition of context and the creation of a practical approach for
measuring the construct. Using a multiple case study design and a triangulation of
qualitative research methods (involving observation and interview data), this practical
method was applied to evaluate how context influences implementation within two
multidisciplinary healthcare teams.

Two overarching themes were generated from the data. The first revealed the
bidirectional influence of context and implementation, highlighting how these concepts
dynamically interact, respond, and mutually evolve. The second theme addressed the
micropolitical concepts of power, authority, and influence as essential contextual
determinants impacting implementation. This thesis contributes to the implementation
science literature by 1) developing an operational definition of context to improve the
coherency and consistency with which the term is used; 2) advancing a practical
method that captures the dynamism of the concept and creates actionable, detailed
findings; and 3) exposing the impact of team-level contextual factors on
implementation success. This valuable knowledge will help researchers negotiate the
everyday realities of healthcare, supporting the successful implementation of change
in routine practice.
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Chapter 1 Introduction
1.1 Overview
To provide optimal patient care, healthcare organisations must continuously evolve
and respond to technological advancements, changing disease patterns, new
treatment discoveries, and political reform (Nilsen et al., 2019). However, successful
intentional change is difficult to accomplish. Change projects in healthcare
organisations often fail due to the use of a one size fits all approach to implementation.
In adopting a standardised strategy, the unique characteristics of healthcare settings
are overlooked and their potential impact on implementation disregarded (Dopson and
Fitzgerald, 2005; Bauer et al., 2015; Braithwaite et al., 2018). While best practices are
intended to apply to all healthcare organisations, accounting for the everyday realities
of healthcare delivery is emerging as a necessary consideration when introducing
change in routine practice. Context represents the everyday, normal conditions of
healthcare which shape staff capacity to implement change. However, despite the
important influence of context on implementation success, the construct remains
poorly understood, with a lack of consensus regarding how it should be
operationalised and accounted for within research (Dopson and Fitzgerald, 2005;
Nilsen, 2015).

This research addresses this significant knowledge gap by developing a deeper
understanding of the contextual factors impacting the implementation of change in
healthcare practice. The research explores how context influences the implementation
of a collective leadership intervention within the Irish health service. Chapter 1
introduces the research setting and explains the key concepts underlying this work.
Firstly, this chapter describes the wider, complex health system in which this research
is situated. The chapter then details the philosophical assumptions and research
paradigm that underpin the iterative approach to inquiry adopted by this research (i.e.
the implementation science lens). Finally, the chapter introduces a collective
leadership intervention, the implementation case study examined for this research.
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1.2 Irish healthcare context
1.2.1 Health Service Executive
The Health Service Executive (HSE) is the national government agency responsible
for the management and delivery of all public health and social services in Ireland.
Following the launch of the Health Service Reform Programme (Department of Health
and Children, 2003), the HSE was established in 2004 and control of healthcare
services became centralised. The reform emphasised stronger accountability
requirements, governance structures, and quality measurement (McAuliffe, 2014).
However, this restructuring resulted in reduced autonomy for hospitals. There are
three distinct types of hospitals in the Irish health service: public hospitals, public
voluntary hospitals, and private hospitals. Prior to the establishment of the HSE, local
health boards governed public hospitals, however, under the current arrangement all
public hospitals report directly to the HSE. Despite also receiving funding from the
state, public voluntary hospitals have greater autonomy as they report to their hospital
board, while private hospitals are completely autonomous.

In 2012, Future Health: A Strategic Framework for Reform of the Health Service 20122015 was launched. This policy outlined the reorganisation of public hospitals and
public voluntary hospitals into “accountable hospital groups that harness the benefits
of increased independence and a greater control at local level” (Department of Health,
2012, p. v). This strategy acknowledged that the distinction between the voluntary and
statutory sectors had created an “uneven terrain for optimising patient outcomes”
(Department of Health, 2012, p. v). The Department of Health’s (2012) strategic
framework proposed to diminish the disparities in care relating to hospitals working in
isolation with a shift towards integration through restructuring of the governance
system, to control at a hospital group level rather than national level.

1.2.2 Hospital Groups
This new reform organised the acute hospital system in Ireland into seven hospital
networks: the Ireland East Hospital Group (IEHG), Royal College of Surgeons in
Ireland Hospital Group, Dublin Midlands Hospital Group, University of Limerick
Hospitals, South/South West Hospital Group, Saolta University Healthcare Group, and
the Children’s Hospital Group. Each group was created by combining hospitals that
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varied in model, size, and speciality (Table 1.1) to provide a comprehensive range of
services for the geographic area served by that group (Department of Health, 2013).
Each of these hospital groups has its own management structure and is affiliated with
an academic partner. These academic linkages were emphasised as fundamental in
improving patient care by enhancing the focus on research, innovation, education, and
training (Department of Health, 2013). As University College Dublin is the academic
partner of the IEHG, organisations within this hospital group are the focus of this
research. The IEHG is the largest hospital network within the Irish health service,
incorporating 11 acute hospitals (six voluntary and five statutory). The IEHG serves a
population of over 1.1 million people, traversing eight counties, employing
approximately 11,000 staff members (Ireland East Hospital Group, 2020).

Table 1.1. Hospital classification definitions (HSE et al., 2010)
Model System

Model 1

Model 2

Model 3

Model 4

Definition
Community hospitals caring for patients
with rehabilitation, respite, and/ or noncomplex palliative care needs. Patients
are managed under the care of resident
medical officers. These hospitals do not
have surgery, emergency care, acute
medicine, or critical care services.
Daytime hospitals that can provide inpatient and out-patient care for low-risk
medical patients, who are not likely to
require full resuscitation. Services
include day surgery, selected acute
medicine, local injuries, diagnostic
services,
specialist
rehabilitation
medicine, and palliative care.
Hospitals that can provide 24-hour
acute surgery, acute medicine, and
critical care.
Similar to model 3 hospitals, however,
this hospital type can provide tertiary
care, and in certain locations, supraregional care.
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1.2.3 Sláintecare
In 2016, the Irish government established the Committee on the Future of Healthcare.
The goal of this committee was to devise a cross-party agreement on a long-term
vision for Irish health services. Sláintecare1, became the latest health reform which
transpired due to severe, ongoing pressures on the Irish health service. These
pressures have resulted in hospitals operating at maximum capacity and have
contributed to inequitable healthcare for patients nationally (Committee on the Future
of Healthcare, 2017). Consequently, healthcare professionals (HCPs) are facing
challenging working conditions characterised by inadequate staffing, a crisis in staff
retention and increased workloads (Irish Medical Organisation, 2016; Health Service
Executive, 2017; Humphries, Crowe and Brugha, 2018; Irish Nurses and Midwives
Organisation, 2019). These unsatisfactory working conditions relate to the austerity
related savings introduced during the recession. Staffing levels were reduced despite
a marked increase in hospital activity which led to increased HCP emigration
(Humphries et al., 2015). The Sláintecare report was developed to build a more
sustainable workforce and establish the future of health in Ireland as “an affordable,
universal, single-tier healthcare system, in which patients are treated promptly on the
basis of need rather than ability to pay” (Committee on the Future of Healthcare, 2017,
p. 4). This new reform aims to produce a high-quality, integrated healthcare system
that will predominantly provide care within primary care settings. However, the
Sláintecare report acknowledges that the current hospital group structure fails to
geographically align with the nine community health organisations providing public
health services nationally (Committee on the Future of Healthcare, 2017). Although
this recognition has led to the announcement that hospital groups will be reorganised
into six regional health areas to ensure continuous care between hospital and
community services (Department of Health, 2019), this restructuring has yet to come
into effect.

Unlike previous reforms, the Sláintecare report not only outlines what needs to be
done to deliver an improved healthcare system but also acknowledges the need to
establish how this will be achieved by detailing an implementation strategy

1 Sláintecare: Sláinte is an Irish word meaning health. Sláintecare can be translated as healthcare.
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(Government of Ireland, 2018). The Sláintecare implementation strategy is rooted in
eight underpinning principles: engagement, patient-centred care, timely access, care
provided free at the point of delivery, emphasis on prevention and public health, a wellresourced, supported and valued workforce, public money expended in the public
interest, and accountability (Government of Ireland, 2018). From these eight
principles, the current Sláintecare implementation strategy summarises the actions to
be taken within the first three years of implementation. These steps are summarised
in Figure 1.1 (Government of Ireland, 2019). Successful implementation of the
Sláintecare programme is suggested to be dependent on five core elements; (a) senior
leadership and decision-making, (b) a dedicated reform programme office, (c) a
focused work programme, (d) deep and sustained engagement with stakeholders, and
(e) targeted and protected investment for the reform programme (Government of
Ireland, 2018). An action plan has been developed to support implementation
progress. Healthcare teams have been identified as central to this reform (Government
of Ireland, 2019). The workstream “Teams of the Future” focuses on the need for
developing the “right team” through dynamic training initiatives to support
interdisciplinary team-based working (Government of Ireland, 2019, p. 44). Currently,
within the Irish health system, HCPs are trained intraprofessionally in discipline
specific groups. Education for HCPs primarily involves training graduates to function
independently and autonomously within their discipline (Baxter and Brumfitt, 2008).
However, this approach limits a HCP’s capacity to work effectively as part of complex
multidisciplinary healthcare teams (Lapkin, Levett-Jones and Gilligan, 2013).
Additionally, the mobility of healthcare staff impacts effective team-based working. In
the Irish health system, junior doctors (e.g. interns and senior house officers) rotate
teams (and organisations) every three-months, while other grades of non-consultant
hospital doctors (e.g. registrars) rotate every six-months. This transient nature of
healthcare teams and their reliance on a uni-disciplinary approach to learning are key
challenges to developing Sláintecare’s “teams of the future”.
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Citizen and staff engagement and empowerment

Clinical and corporate governance

Population health planning

Service redesign

Infrastructure and ehealth

Sláintecare
implementation

Public and private delievery partners

Workforce planning and capacity building

Entitlement and eligibility

Accountability and value for money

Figure 1.1 Sláintecare implementation framework

1.2.4 Healthcare: a complex adaptive system
By exploring the ongoing transformation of the Irish health service, it is clear that
healthcare organisations and their teams are not static entities. To provide optimal
patient care, healthcare organisations must continuously evolve and respond to
political reform, technological advancements, changing disease patterns, and new
treatment discoveries (Daft, 2001; Bratton, 2015; Nilsen et al., 2019). A classical
perspective, such as the scientific management approach pioneered by Fredrick
Taylor in the 1800s, emphasises the importance of standardisation within
organisations, viewing them as stable, predictable, well-oiled machines (Bratton,
2015). However, developments in organisation theory have highlighted the limitations
of this approach. By acquiring a more critical perspective, organisations can be
considered as living organisms, characterised as complex social entities, made up of
people interacting with one another in highly uncertain environments (Daft, 2001). This
viewpoint suggests that the relationships between components of a system are more
important than the individual components themselves; buildings, procedures, policies,
actors (Plsek and Wilson, 2001). This perspective is particularly applicable to
6

healthcare which has been defined by Denis et al. (2001, p. 809) as a “classic
pluralistic domain”. Therefore, hospitals can be characterised as settings in which
there are numerous actors (patients, HCPs, administrators, policy makers), belonging
to multiple systems, pursuing divergent goals (individual patient care, population
health, cost control, education, research) (Denis, Lamothe and Langley, 2001; Plsek
and Greenhalgh, 2001). Due to the infinite combinations of care activities, events,
interactions, and outcomes, healthcare is considered a complex adaptive system
(Plsek and Greenhalgh, 2001; Begun, Zimmerman and Dooley, 2004; Braithwaite,
2018; Braithwaite et al., 2018).
A complex adaptive system has been defined as “a collection of individual agents with
freedom to act in ways that are not always totally predictable, and whose actions are
interconnected so that one agent's actions changes the context for other agents”
(Plsek and Greenhalgh, 2001, p. 625). This approach seeks to overcome the
limitations of reductionist thinking by exploring the dynamics of a system during
change processes (Hawe, Bond and Butler, 2009). Literature suggests that change is
feasible within pluralistic contexts such as healthcare but that this transformation
occurs idiosyncratically and locally (Sturmberg, O’Halloran and Martin, 2012;
Braithwaite, 2018). This signifies that the implementation of an initiative is impacted
by the configuration of local services and variations in the attitudes and norms of those
expected to adopt the envisioned change (Churruca et al., 2019). By viewing
healthcare as a complex adaptive system, the importance of context is recognised. In
general, successive healthcare reform programmes within the Irish system have
attempted to achieve standardisation across the system, employing a one size fits all
approach regardless of local context. Braithwaite (2018) argues standardisation such
as this often leads to failed change efforts, as meaningful improvement tends to occur
locally. Three problems have been acknowledged in relation to change within complex
adaptive systems; acceptance and adoption of a new intervention is difficult to
achieve, disseminating the benefit of an intervention across the system is challenging,
and sustainability is often poor (Braithwaite, 2018). Unlike conventional research
approaches, the implementation science lens enabled this research to explore these
challenges and attend to the dynamic nature of healthcare settings, rather than
controlling for its complexity (Greenhalgh and Papoutsi, 2018).
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1.3 Philosophical underpinning
While an implementation science lens complements the overall focus of this research,
the researcher’s philosophical assumptions also influenced the research approach
adopted. A research paradigm can be viewed as a set of basic beliefs consisting of
four elements; an ontological position (view of what constitutes reality),
epistemological assumption (perception of how knowledge is created), methodology
(strategy to acquire knowledge) and methods (techniques used to collect and analyse
data) (Guba and Lincoln, 1994; Scotland, 2012). Differing research paradigms will lead
to the use of different research approaches towards understanding the same
phenomenon (Grix, 2010). The scientific paradigm of positivism has an ontological
position of realism (Scotland, 2012). Realism in its simplest form views objects as
having an existence independent from the beliefs of the researcher. The positivist
epistemology is one of objectivism which suggests that meaning solely resides in a
phenomenon and can be assessed using quantitative data (Scotland, 2012).
Positivism attempts to reduce the complex to simple by controlling for variables and
explaining causal relationships between phenomena. Conversely, an interpretivist
paradigm has an ontological position of relativism, viewing reality as subjective and
individually

constructed

(Guba

and

Lincoln,

1994;

Scotland,

2012).

The

epistemological assumption of subjectivity perceives that knowledge is co-constructed
through an individual’s interaction with the world and the researcher’s interpretations
of their experience. It is an approach to enquiry explored through an inductive
approach, employing the use of qualitative methods (Scotland, 2012).
This researcher’s philosophical approach of post-positivism emphasises the need to
view the world holistically rather than simply facts devoid of context (Ryan, 2006). A
post-positivist paradigm recognises the complexity of humanity and acknowledges the
active role of the researcher. Crotty (1998, p. 40) outlines that “no matter how faithfully
the scientist adheres to scientific method…research outcomes are neither totally
objective, nor unquestionably certain”. Research in a post-positivist paradigm views
researchers as individuals who conduct research among other people, learning with
them rather than conducting research on them (Ryan, 2006).

8

The researcher’s epistemological position of pragmatism is derived from previous
experience as a Registered Nurse. This implies that although the researcher
understands the importance of the positivist paradigm of evidence-based practice,
they also acknowledge that patient health behaviours are often socially or culturally
created, requiring a unique approach to care. Pragmatism is not committed to any one
system of philosophy and allows for the use of different methods, assumptions, and
alternative forms of data collection and analysis to understand a research problem.
This approach supports the study of complex, evolving, unpredictable systems such
as healthcare and aligns with the implementation research lens adopted by this
research.

1.4 Implementation Research
1.4.1 The Problem: Putting it in Context
The uptake of evidence-based healthcare interventions is noted to be challenging with,
on average, a 17-year time gap identified between the generation of evidence and the
implementation of interventions into routine practice (Balas and Boren, 2000; Grant et
al., 2003; Morris et al., 2011; Bauer et al., 2015). The extant literature suggests that
two-thirds of change projects fail (Beer and Nohria, 2000; Burnes, 2004) and that only
50-60% of care in the past decade aligned with the best available evidence
(Braithwaite, 2018). The House of Oireachtas, Future of Healthcare Committee (2017,
p. 7) acknowledge that nationally “numerous reports and strategy documents are
developed, to be only partially implemented or, indeed shelved” within our health
system. Literature suggests this is due to the assumption that the implementation of a
new intervention is self-evident, disseminating automatically from the laboratory, into
an effectiveness trial, before sustained application in routine practice (Dopson and
Fitzgerald, 2005; Bauer et al., 2015; Braithwaite et al., 2018). This simplistic “pipeline
model” does not account for the complexity associated with healthcare systems (Bauer
et al., 2015, p. 2). The poor uptake of evidence into routine practice has been attributed
to a range of individual, organisational, and policy level factors within healthcare.
However these factors are often overlooked in traditional research approaches (Bauer
et al., 2015).
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1.4.2 Implementation science
Implementation science has been developed to address this challenge and help bridge
the gap between our knowledge of what works (research) and the application of this
knowledge into real world contexts (Eccles and Mittman, 2006). Implementation
science is defined as “the scientific study of methods to promote the systematic uptake
of research findings…into routine practice” (Eccles and Mittman, 2006, p. 1). The field
aims to produce generalisable knowledge regarding implementation processes,
barriers, facilitators, mechanisms and strategies to improve the quality and
effectiveness of healthcare services (Bauer et al., 2015). Unlike traditional, more linear
research methods which aim to determine what interventions are effective,
implementation science is an approach to enquiry which intends to understand why,
and how these interventions work within diverse contexts (Peters et al., 2013).

However, the majority of early implementation science literature focuses primarily on
the barriers to implementation, simply listing variables as possible determinants
(Proctor et al., 2012; Lewis et al., 2015). This has been criticised as being “an
expensive version of trial and error” due to the poor theoretical bases underpinning
these studies (Eccles et al., 2005, p. 108). Nilsen (2015) suggests that by using
relevant theories, models, or frameworks, a greater insight into the mechanisms of
implementation will be attained. Several frameworks have been developed to facilitate
this exploration and can be classified into three main groups; process models which
describe and guide the translation of evidence into healthcare, determinant
frameworks which explain what factors influence implementation outcomes and
evaluation frameworks which evaluate the implementation process (Geerligs et al.,
2018). As this research seeks to gain a greater understanding of the contextual factors
that impact implementation, a determinant framework was adopted. The most
commonly used determinant frameworks are the Promoting Action on Research
Implementation in Health Services (PARIHS), the Theoretical Domains Framework
(TDF), and the Consolidated Framework for Implementation Research (CFIR)
(Brownson, Colditz and Proctor, 2012; Nilsen, 2015). CFIR is a meta-theoretical
framework that provides an overarching typology to guide the diagnostic assessment
of implementation contexts, evaluate implementation progress and subsequently aid
in the interpretation of research findings (Damschroder et al., 2009). Given its broad
scope, this framework was chosen to underpin the methodology for this study. The
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framework as well as the rationale for its’ use in this research is further explained in
Chapter 3.

1.4.3 The implementation gap
Proctor et al. (2012) suggest that descriptive studies of barriers have dominated
implementation science literature for too long and that the field needs to focus on
questions of how and why implementation processes are effective. Context has been
cited as a key concept within implementation science literature (Proctor et al., 2012;
Peters et al., 2013; May, Johnson and Finch, 2016a; Ovretveit et al., 2018), as
accounting for context is critical in interpreting and generalising findings (Moore et al.,
2015). Yet despite the noted importance of context, it is a poorly understood and
reported construct, with a lack of consensus regarding how it should be
operationalised and accounted for within research (Dopson and Fitzgerald, 2005;
Nilsen, 2015; Meier and Dopson, 2019; Nilsen and Bernhardsson, 2019). This
insufficient understanding has destined context to play a subordinate role within
implementation science (Pfadenhauer et al., 2015). Figure 1.2 depicts the conceptual
framework which underpins the aims of this study. This research aims to address an
identified gap in the evidence base by examining the active role of context during the
implementation of a healthcare intervention. Building on the CFIR, Chapter 3 outlines
the method adopted to enable a deeper exploration into the influence of contextual
factors throughout implementation. Using a case study design and a collective
leadership intervention as an implementation case study, the ways through which
context interacts with and influences implementation are explored (see Chapter 4 and
Chapter 5).
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Figure 1.2 Conceptual framework underpinning this research

1.5 Implementation case study
1.5.1 Rationale for the collective leadership intervention
Management literature suggests that the emergence of work teams in organisations
transpired to counteract the limitations of individual mental functioning (Janis, 1982).
It is hypothesised that by combining the unique expertise and knowledge of team
members, the quality of decisions improve, heightening productivity and employee
satisfaction (Moorhead, Neck and West, 1998; Buyl, Boone and Hendriks, 2014).
Within healthcare, teams have become an integral feature of care provision that
emerged to manage the increasingly complex care needs and multimorbidity of a
growing ageing population, and to handle the rising prevalence of chronic disease
(Hartgerink et al., 2014). Gawande (2011) outlines the evolution of health systems
from care delivery by one-all-knowing physician to current practice where patients can
be cared for by an average of 15 HCPs. This observation is supported by Whitt et al.
(2007) who outline that during hospitalisation, medical and surgical patients can see
an average of 17.8 and 26.6 HCPs, respectively (Whitt et al., 2007).

Due to the complex care needs of patients, modern healthcare is delivered by
multidisciplinary teams (MDTs). MDTs include HCPs from several disciplines,
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including physicians, nurses, health and social care professionals (HSCPs) (i.e.
physiotherapists, occupational therapists, dieticians, social workers, pharmacists),
management, and support staff (i.e. health care assistants, multi-task assistants). The
complexity of what represents a ‘team’ in modern healthcare is depicted in Figure 1.3.
This diagram illustrates the interrelationships between HCPs and the health system.
Team members can work at multiple levels of the system both intraprofessionally
within their own discipline and interprofessionally with other HCPs. Healthcare staff
can also be members of multiple teams within their own organisation and increasingly,
with the introduction of hospital groups, may also be members of multidisciplinary
cross-hospital teams.

Figure 1.3 Complexity of healthcare teams

Collective working in MDTs yields benefits at organisational, team, and individual
(patient and HCPs) levels of the health system. Advantages include reduced
hospitalisation time and cost, enhanced communication between team members,
improved patient outcomes, and enhanced job satisfaction (Mickan, 2005;
Zwarenstein, Goldman and Reeves, 2009). By working together and valuing the skills
and knowledge of each discipline, creative solutions to challenging problems can be
attained which achieves holistic patient-centred care (Hall, 2005; Baker, Day and
13

Salas, 2006; Molleman et al., 2010; Engel and Prentice, 2013; Engel, Prentice and
Taplay, 2017). However, communication failures in MDTs risk compromising patient
care, can contribute to medical errors and increase staff distress (Lingard et al., 2004;
Sutcliffe, Lewton and Rosenthal, 2004; Alvarez and Coiera, 2006; Weller, Boyd and
Cumin, 2014). During his TED Talk (2012), Gawande considers the root of the problem
to be in how HCPs have been “…trained, hired, and rewarded to be cowboys, but it's
pit crews we need.” As cited earlier in this chapter, although HCPs are members of
teams, they are trained to predominantly work as soloists, independently contributing
to their area of expertise, in parallel with (though not necessarily in collaboration with)
other HCPs (Hall and Weaver, 2001). Therefore, interprofessional collaboration where
there is a meaningful exchange of expertise is challenging to achieve.

Literature suggests that each healthcare discipline has a diverse professional culture
meaning that despite sharing the same goal of improving patient health and wellbeing,
HCPs have differing priorities, roles and expectations about how care should be
delivered (Hall, 2005; Weller, Boyd and Cumin, 2014; Braithwaite et al., 2016). These
divergent perspectives often cause HCPs to work in isolation within discipline-specific
silos (i.e. nursing, medicine, allied health) (Braithwaite et al., 2016). This tribal identity
is reported to be taught and reinforced through the socialisation of HCPs during their
training (Hall and Weaver, 2001). The lack of opportunities for interdisciplinary
education has led HCPs to enter the workforce unprepared for the inevitable teamwork
in which they are required to engage (McNair, 2005; Lapkin, Levett-Jones and Gilligan,
2013). Uni-professional learning has been aligned with the development of negative
stereotypes of other disciplines, while interprofessional education has been shown to
positively influence the attitudes of HCPs, heightening their appreciation of other MDT
members (Carpenter, 1995; McNair, 2005). As cited previously in this chapter,
developing the “right team” through interdisciplinary team training initiatives is
acknowledged as a key goal of the Sláintecare action plan (Government of Ireland,
2019, p. 44). To improve interprofessional relationships and support information
sharing, and collaboration among MDT members, a collective leadership educational
intervention was developed by the UCD health systems team. As this wider research
project provided the case study settings for this PhD work, a brief description of the
rationale for the collective leadership intervention and its contents are described in the
next section.
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1.5.2 Intervention description
The Collective Leadership and Safety Cultures (Co-Lead) programme is a mixed
methods study that aims to introduce collective leadership to healthcare teams within
the IEHG to improve team performance and safety culture (McAuliffe et al., 2017).
Rather than targeting the leadership competencies of a single heroic leader using an
existing training framework, the Collective Leadership and Safety Cultures programme
aims to develop all team members’ leadership capabilities using an educational
intervention informed by the needs of HCPs. To achieve this, the research team
utilised a co-design approach to develop and prioritise content for the intervention
(Ward et al., 2018). The co-design process involved health system researchers
working collaboratively with individuals employed within the system (HCPs), and
individuals who have experience using the system (patient representatives) over sixmonthly three-hour workshops and one final full day workshop.

Through using a co-design approach, a toolkit of collective leadership interventions (a
series of one-hour team sessions) was created (Co-Lead, 2019). This toolkit is
grounded in the realities of modern healthcare as it was developed based on the
expertise, experiences, and reported needs of the co-design team members (Ward et
al., 2018). Figure 1.4 summarises the intervention components developed which
include six foundational sessions that are compulsory for each team to complete and
an additional 13 targeted interventions, which teams can select from based on their
perceived needs and team priorities (Co-Lead, 2019). Appendix 2 further outlines the
objectives of each intervention component and highlights the specific domains for
improvement associated with each session: team performance, safety culture, team
processes, patient safety, wellbeing, and sustaining improvement. While each
intervention component is informed by extant literature, three of these team sessions
are structured around established and evidence-based healthcare tools (the HSE
recommended communication tools of ISBAR and the Safety Pause, and the
TeamSTEPPS CUS tool). The remaining interventions are designed specifically to
respond to the needs of MDTs as identified during the co-design process. Each
intervention is one-hour long and is implemented on (at least) a monthly basis by
teams in their own working environment. All intervention materials are open access
via the project website (Co-Lead, 2019). The interventions have been piloted with four
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healthcare teams within the IEHG over a one-year period. Two of these MDTs were

Team performance
•Team values, vision, mission
•Team goal setting
•Role clarity

Safety Cultures
•Collective leadership for safety skills
•Risk and safety management at team level
•Monitoring and communicating safety
performance

Targeted educational
sessions

Core educational sessions

chosen as implementation case studies for this research due to their heterogeneity.

Team processes
•Building trust
•Effective team meetings
•Removing frustrations
•Structured interdisciplinary rounds

Patient safety
•Challenging unsafe behaviours
•Communicating at safety critical moments
using ISBAR
•Talking about safety: PLAYDECIDE patient
safety
•Safety pause huddle
•High reliability at team level

Wellbeing
•Developing a positive work environment
•Emotional support in teams
•Enhancing person-centred care

Sustainability
•Sustaining improvements

Figure 1.4 Components of the collective leadership intervention

1.6 Thesis aims and structure
As described in this chapter, despite emerging as a key consideration in the successful
implementation of change in healthcare practice, context remains a poorly understood
construct with a lack of consensus regarding how it should be operationalised and
accounted for within research (Nilsen, 2015; Meier and Dopson, 2019). Table 1.2
outlines how this research aims to address this gap by 1) developing an operational
definition of context through a systematic review of the literature (see Chapter 2); 2)
developing a method to study and map the influence of context on implementation
success (see Chapter 3 for methodological contribution); and 3) applying this method
to explore the active role of context when introducing change (the collective leadership
intervention) among healthcare teams (see empirical papers presented in Chapter 4
and 5). The following research questions were explored:
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•

How does context influence the implementation of a collective leadership
team intervention?

•

Does context contribute to variances in implementation success across
settings? If so, how?

By investigating the contextual factors impacting the implementation of the collective
leadership intervention, this research aims to enhance understanding of the construct
and enable change agents to more accurately account for context when introducing
change in healthcare practice. This valuable knowledge will further advance the field
of implementation science.

1.7 Summary
This chapter outlines the complexity of healthcare and the Irish health system. Health
systems are characterised by dynamic changing inter-relationships meaning that the
process for implementing change to these settings is imprecise, uncertain, and
ambiguous. Due to this complexity, an iterative approach to enquiry using an
implementation science lens was required rather than a more linear approach using
traditional research designs. In this chapter, the collective leadership intervention was
described as it is the programme of interest for this research. The role of context during
implementation was identified as a gap within the literature. This study aims to address
this knowledge gap by exploring the influence of context during the implementation of
this collective leadership intervention. However, before this can be undertaken, a
better understanding of how context is defined and measured within implementation
science literature is required. This will be achieved through a systematic search of the
literature in the next chapter.

17

Table 1.2 Research Outline
Evaluating the impact of context within implementation research
Thesis section
Chapter 2

Chapter 3

Published in BMC Health Services

Published

Research

in

BMC

Medical

Chapter 4
research

Chapter 5

Submitted to Journal of Health

Published

in

BMC

Health

Methodology

Organisation and Management

Services Research

Develop an operational definition of

Develop a method for studying and mapping

Evaluate how context influences the implementation of change in

context

context

healthcare practice

Systematic review using a narrative

Informed by CFIR and the extant literature

Adopting a multiple case study design and a triangulation of qualitative

synthesis and thematic analysis.

(including the systematic review findings).

research methods, the developed context coding framework provided a

Aims

Methods

high-level overview of implementation effect. A further in-depth thematic
analysis

using

an

inductive

coding

approach

assisted

with

understanding the ways in which context influenced implementation
success.

Chapter 2 Defining

and

assessing

context

in

healthcare

implementation studies: a systematic review
Abstract
Background: The implementation of evidence-based healthcare interventions is
challenging, with a 17-year gap identified between the generation of evidence and its
implementation in routine practice. Although contextual factors such as culture and
leadership are strong influences for successful implementation, context remains poorly
understood, with a lack of consensus regarding how it should be defined and captured
within research. This study addresses this issue by providing insight into how context
is defined and assessed within healthcare implementation science literature and
develops a definition to enable the effective measurement of context.

Methods: Medline, PsychInfo, CINAHL, and EMBASE were searched. Articles were
included if studies were empirical and evaluated context during the implementation of
a healthcare initiative. These English language articles were published in the previous
10 years and included a definition and assessment of context. Results were
synthesised using a narrative approach.

Results: 3,021 search records were obtained of which 64 met the eligibility criteria and
were included in the review. Studies used a variety of definitions in terms of the level
of detail and explanation provided. Some listed contextual factors (n=19) while others
documented sub-elements of a framework that included context (n=19). The remaining
studies provide a rich definition of general context (n=11) or aspects of context (n=15).
The Alberta Context Tool was the most frequently used quantitative measure (n=4),
while qualitative papers used a range of frameworks to evaluate context. Mixed
methods studies used diverse approaches; some used frameworks to inform the
methods chosen while others used quantitative measures to inform qualitative data
collection. Most studies (n=50) applied the chosen measure to all aspects of study
design with a majority analysing context at an individual level (n=29).
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Conclusions: This review highlighted inconsistencies in defining and measuring
context which emphasised the need to develop an operational definition. By providing
this consensus, improvements in implementation processes may result, as a common
understanding will help researchers to appropriately account for context in research.
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Rogers L., De Brún A., & McAuliffe E. (2020) Defining and assessing context in
healthcare implementation studies: a systematic review. BMC Health Services
Research 20, 591 https://doi.org/10.1186/s12913-020-05212-7.

2.1 Background
“Context is one of those words you will encounter again and again, without anyone
offering anything like a useful definition. It is something of a catch-all word usually used
to mean “all those things in {a} situation which are relevant to the meaning in some
sense, but which I haven’t identified” (Williams, 2004).

The implementation of evidence-based healthcare interventions is challenging with a
17-year gap identified between the generation of evidence and the implementation of
interventions in routine practice (Balas and Boren, 2000; Grant et al., 2003; Morris et
al., 2011; Bauer et al., 2015). It is argued that we cannot understand or explain these
findings without looking at the context in which the intervention was embedded
(Hansen, Tjørnhøj-Thomsen and Johansen, 2011; May, Johnson and Finch, 2016a;
Davidoff, 2019). However, contextual factors are often overlooked by researchers in
the field of implementation science. Despite its proclaimed influence on implementation
efforts (Tomoaia-Cotisel et al., 2013; Moore et al., 2015; Pfadenhauer et al., 2017;
Ovretveit et al., 2018), context remains poorly understood and reported (Nilsen, 2015).
This insufficient understanding has been attributed to the variability in how context is
defined and measured in various studies (Dopson and Fitzgerald, 2005; Kaplan et al.,
2010; Nilsen, 2015; Pfadenhauer et al., 2015). An example of this lack of consensus
is reflected in the terms used within implementation science frameworks. Few refer to
context explicitly (e.g. PARiHS) with a majority referring to the construct indirectly using
expressions such as “inner setting” and “outer setting” (e.g. CFIR).

Research that has begun to investigate how context is conceptualised have confirmed
the existence of inconsistencies (McCormack et al., 2002; Pfadenhauer et al., 2015;
Nilsen and Bernhardsson, 2019). McCormack et al. (2002) were the first to complete
a concept analysis of ‘context’. They reported that the lack of clarity associated with
context was related to its characterisation as an objective entity; the environment or
setting in which the intervention is implemented. Similarly, Pfadenhauer et al. (2015)
found that the construct remains unmatured but suggest that instead of a passive
phenomenon, context is dynamic, embracing not only the physical setting but also the
social environment. While writing the findings of this study, a scoping review by Nilsen
and Bernhardsson (2019) was published investigating the conceptualisation of context
within determinant frameworks. Like the aforementioned studies (McCormack et al.,
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2002; Pfadenhauer et al., 2015), Nilsen and Bernhardsson found that most studies
included a narrow description of context but they also identified common contextual
determinants across frameworks including; organisational support, financial resources,
social relations, leadership, and organisational culture and climate. Although Nilsen
and Bernhardsson’s (2019) article conceptualises context, the findings are limited to
definitions provided within the determinant frameworks of the 22 included publications.
Therefore, the question remains as to how context is defined more broadly within
implementation research and whether the determinants identified by Nilsen and
Bernhardsson are applicable to this wider literature base. This review addresses this
question and aims to improve the consistency for the use of the term ‘context’ by
developing an operational definition for this construct.

Literature suggests that to understand the dynamic relationship between context and
implementation, conceptualisations of context need to be translated into practical
methods of assessment (Murdoch, 2016; Fernandez et al., 2018). Fernandez et al.
(2018) argue that the ability to intervene upon contextual factors is dependent on an
ability to measure them. However, the subordinate role context plays within
implementation research (Pfadenhauer et al., 2015) has led to a dearth of guidance on
how to measure it. Lewis et al. (2015) identified 420 instruments relevant to
implementation science, however, it is unclear what methods exist to specifically
measure contextual domains. Additionally, it is recognised that interactions between
context and intervention implementation occurs at multiple levels of the system (Nilsen
and Bernhardsson, 2019), something that has not been thoroughly examined in
existing literature.

To address identified gaps in the evidence base, this study aims to answer the
following research question: “How is context defined and measured within healthcare
implementation science literature?” Whilst providing greater clarity regarding how
context is defined, assessed, and analysed, it is hoped this review will also enhance
the rigour of future studies exploring context within implementation research. The
development of an operational definition and the identification of methods of
assessment may better enable comparative evaluations to be conducted, enhancing
our understanding of how context influences implementation processes.
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2.2 Methods
This systematic review was conducted to explore the proposed research question. This
study was informed by the Cochrane handbook’s guidance for conducting systematic
reviews (Higgins and Green, 2011) and the Preferred Reporting Items of Systematic
Reviews and Meta-Analyses (PRISMA) (Moher et al., 2009). The review protocol was
published on the PROSPERO Database in January 2019 (CRD42019110922).

2.2.1 Search strategy
Extant literature within the field of implementation science informed the search strategy
(Appendix 3). Using keywords in conjunction with truncation and Boolean operators,
four electronic databases were searched: Medline, CINAHL, EMBASE, and
PsychINFO. Reference lists of included studies were also hand searched to identify
potentially relevant studies that were not retrieved from the database searches.
However, no additional relevant articles were retrieved.

2.2.2 Inclusion and exclusion criteria
The studies were restricted to peer-reviewed articles published in English in the
previous 10 years (January 1st, 2008 to September 25th, 2018). The eligibility criteria
were broad to ensure a balance between a specific and sensitive search of the
literature. Empirical studies were included if context was a key component or focus
during the implementation of an initiative in a healthcare setting and if a definition and
assessment of context was included.

2.2.3 Screening and selection
Covidence, an online data management system, was employed to manage the review
process (Veritas Health Innovation, 2019). Article screening and selection was
performed independently by two reviewers against the eligibility criteria. Any
disagreements over a study’s inclusion was resolved through discussion with a third
reviewer (n=2). To guide data abstraction, the reviewers developed a standardised
data extraction tool (Appendix 4). The quality of the definition outlined in each article
was assessed by identifying whether articles simply listed contextual factors relating to
the construct, outlined sub-elements of a framework that included context, or if a rich
definition of context was provided (Table 2.1). Kirk et al.’s (2016) approach was
adopted to examine the depth of application of each context assessment by
determining 1) how the method was used in the included studies (data collection,
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descriptive data analysis, or both); 2) whether the measure was used to investigate the
association between context and implementation success; and 3) examine the unit of
analysis (individual, team, organisation, system level).

Table 2.1. Description of definition quality
Definition type
Description
Example
Lists
contextual Articles list contextual “Management
support,
adequate
factors
factors relevant to the training,
physician
involvement,
implementation process
physician autonomy and doctor-patient
relationship” (Abdekhoda et al., 2015)
Lists sub-elements Articles list sub-elements “Context includes aspects of the culture,
of a framework that of a framework that leadership and evaluation at the
includes context
includes
contextual particular site” (definition based on the
factors
PARiHS framework) (Bokhour et al.,
2015).
Provides
a Articles go beyond simply “…the pre-existing conditions and
meaningful definition listing contextual factors relationships in the organisational
of general context
and provide a broad system
that
partner
with
the
definition of context
programme’s mechanisms to make
success or failure of the intervention
more or less likely” (Bradley and Griffin,
2016).
Provides
a Articles provide a rich “Organisational
climate
is
meaningful definition definition of an aspect of conceptualised as individual and group
of an element of context or provide a perceptions
of
how
the
work
context
comprehensive definition environment affects the well-being of the
of sub-elements of a organisations
members
while
framework that includes organisational culture is conceptualised
context
as how the work is done in the
organisation
based
on
worker
expectations” (Kramer et al., 2017).

2.2.4 Quality appraisal
As appropriate for the study design, sections of the Mixed Methods Appraisal Tool
(MMAT) were used to assess the quality of each included article (Hong et al., 2018).
Consistent with best practice, two reviewers independently appraised each study. Any
disagreements over the quality or risk of bias of included papers were resolved through
discussion. To enhance the transparency in reporting the appraisal process, a
summary of the quality assessment can be seen in Table 2.2.
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Table 2.2 Summary of Quality Appraisal
Quality appraisal of qualitative articles and the qualitative aspects of mixed methods studies
Author, Year

Qualitative approach
appropriate?

Qualitative data
collection methods
adequate?

Findings adequately
derived from the data?

Yes

Is the interpretation
of results sufficiently
substantiated by
data?
Yes

Coherence between
qualitative data sources,
collection, analysis and
interpretation?
Yes

Al Shemeili et al.
(2016)
Arney et al. (2018)
Bain et al. (2015)
Beidas et al. (2014)
(Mixed methods)
Belaid and Ridde
(2014)
Bergström et al.
(2012)
Bocoum et al.
(2017)
Bokhour et al.
(2015)
Bradley and Griffin
(2016)
(Mixed methods)
Burau et al. (2018)
Busetto et al.
(2017)
Cheyne et al.
(2013)
Drainoni et al.
(2016)

Yes

Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
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Eboreime et al.
(2018)
(Mixed methods)
Gadomski et al.
(2014)
Gagliardi et al.
(2014)
Georgiou and
Westbrook (2009)
Gibb (2013) (Mixed
methods)
Glidewell et al.
(2013)
Greenhalgh et al.
(2008)
(Mixed methods)
Griffin et al. (2017)
Hansen et al.
(2011)
Higgins et al.
(2015)
Kramer et al.
(2017)
(Mixed methods)
Menon et al. (2014)
(Mixed methods)
Murdoch (2016)
Naik et al. (2015)
Padwa et al. (2016)
(Mixed methods)
Presseau et al.
(2017)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes

Yes

Yes

Yes

Yes
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Rabbini et al.
(2011)
(Mixed methods)
Rotteau et al.
(2015)
Smith et al. (2018)
Spitzer-Shohat et
al. (2018)
(Mixed methods)
VanDevanter et al.
(2017)
Ware et al. (2018)
Williams et al.
(2016)
Yamada et al.
(2018)
Yip et al. (2016)
Durbin et al. (2016)
Erasmus et al.
(2017)
(Mixed methods)
Hill et al. (2017)
Iribarren et al.
(2015)
Prashanth et al.
(2014)
Rodríguez and
Peterson (2016)
Baron and
Newman (2016)
(Mixed methods)
Vanderkruik and
McPherson (2017)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Can’t tell
Can’t tell

Yes
Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Can’t tell
Can’t tell

Yes
Can’t tell

Yes

Yes

Can’t tell

Can’t tell

Can’t tell

Yes

Can’t tell

Can’t tell

Can’t tell

Can’t tell

Yes

Can’t tell

Can’t tell

Can’t tell

Can’t tell

Yes

Can’t tell

Can’t tell

Can’t tell

Can’t tell
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Quality appraisal of randomised control trials and quantitative aspects of a mixed method study
Author, Year

Randomization
appropriately performed?

Are the groups
comparable at
baseline?

Are there complete
outcome data?

Are outcome
assessors blinded to
the intervention?

Förberg et al.
(2016)

Yes

Yes

Yes

Can’t tell

Did participants
adhere to the
assigned
intervention?
Yes

Chan et al. (2011)
Baron and
Newman (2016)
(Mixed methods)

Can’t tell
No

Can’t tell
Yes

Yes
No

Can’t tell
Can’t tell

Can’t tell
Yes

Intervention
administered (or
exposure occurred) as
intended?
Yes

Quality appraisal of non-randomised control trial
Author, Year

Sample
representative?

Measurements
appropriate?

Complete outcome
data?

Confounders
accounted for?

Abdekhoda et al. (2015)

Yes

Yes

Yes

Can’t tell
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Quality appraisal of quantitative articles and the quantitative aspects of mixed methods studies
Author, Year
Beenstock et al. (2012)
Cummings et al. (2010)
Glisson et al. (2008)
Guerrero et al. (2015)
Hoffman and Rodrígrez
(2015)
Lemmens et al. (2009)
Eboreime et al. (2018)
(Mixed methods)
Abdekhoda et al. (2015)
Almblad et al. (2018)
Beidas et al. (2014)
(Mixed methods)
Bradley and Griffin
(2016) (Mixed methods)
Chiu and Ku (2015)
Ehrhart et al. (2014)
Erasmus et al. (2017)
(Mixed methods)
Huijg et al. (2014)
Fernandez et al. (2018)
Kramer et al. (2017)
(Mixed methods)
Menon et al. (2014)
(Mixed methods)
Obreacht et al. (2014)
Rabbini et al. (2011)
(Mixed methods)

Sampling strategy
relevant?
Yes
Yes
Yes
Yes
Yes

Sample
representative?
Yes
Yes
Yes
Yes
Yes

Measurements
appropriate?
Yes
Yes
Yes
Yes
Yes

Risk of nonresponse
bias low?
Yes
Yes
Yes
Yes
Yes

Statistical analysis
appropriate?
Yes
Yes
Yes
Yes
Yes

Yes
Yes

Yes
N/A

Yes
Yes

Yes
N/A

Yes
N/A

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Can’t tell
Can’t tell
Can’t tell

Yes
Yes
Yes

Yes

Yes

Yes

Can’t tell

Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Can’t tell
Can’t tell
Can’t tell

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Can’t tell

Yes
Yes
Yes

Can’t tell
Can’t tell
Yes

Yes
Yes
Yes

Yes

Yes

Yes

Can’t tell

Yes

Yes
Yes

Yes
Yes

Yes
Yes

Can’t tell
Can’t tell

Yes
Yes
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Spitzer-Shohat et al.
(2018)
(Mixed methods)
Greenhalgh et al.
(2008) (Mixed methods)
Beidas et al. (2015)
Douglas (2016)
Padwa et al. (2016)
(Mixed methods)
Yamada et al. (2017)
Gibb (2013)
(Mixed methods)

Yes

Yes

Yes

Can’t tell

Yes

Yes

Can’t tell

Yes

Yes

N/A

Yes
Yes
Yes

Yes
Can’t tell
Can’t tell

Yes
Yes
Yes

Can’t tell
No
Can’t tell

Yes
Yes
Yes

Yes
Can’t tell

Can’t tell
Can’t tell

Yes
Can’t tell

Can’t tell
Can’t tell

Yes
Can’t tell
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Quality appraisal of mixed-methods studies
Author, Year

Adequate rationale for
using a mixed
methods design?

Different
components of the
study effectively
integrated?

Divergences and
inconsistencies
between quantitative
and qualitative results
adequately
addressed?
Yes
Yes

Different components
of the study adhere to
the quality criteria of
each tradition of the
methods involved?

Yes
Yes

Outputs of the
integration of
qualitative and
quantitative
components adequately
interpreted?
Yes
Yes

Beidas et al. (2014)
Bradley and Griffin
(2016)
Kramer et al. (2017)
Rabbini et al. (2011)
Spitzer-Shohat et al.
(2018)
Eboreime et al. (2018)
Erasmus et al. (2017)
Greenhalgh et al.
(2008)
Menon et al. (2014)
Padwa et al. (2016)
Gibb (2013)
Baron and Newman
(2016)

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Yes
Yes
Yes

Can’t tell
Can’t tell
Can’t tell

Yes
Yes
Yes

Yes
Yes
Yes
Can’t tell

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Can’t tell
Can’t tell
Can’t tell
Can’t tell

Yes
Yes
Can’t tell
Can’t tell

Yes
Yes
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2.2.5 Data synthesis
Given the aim of this study and the heterogeneity of the articles included, a narrative
synthesis (Popay et al., 2006) and thematic analysis (Braun and Clarke, 2006) of the
findings was the most appropriate approach to examine the review question. This
approach enabled the extent of convergence, divergence, and contradiction among
studies on how to define, and assess context to be explored (O’Cathain and Thomas,
2006). NVivo 11 software (QSR International, 2015) was used to manage the synthesis
of the data and the results are reported in accordance with PRISMA guidelines (Moher
et al., 2009).

2.3 Results
The search returned a total of 3,021 records. Of these, 975 were duplicates and were
removed. 1,813 articles were excluded following title and abstract screening and a
further 169 were excluded during full text review as they did not meet the inclusion
criteria. Reasons for exclusion are evident on the PRISMA diagram (Figure 2.1). On
further assessment 60 of these papers had more than one reason for exclusion. In total
64 studies met the inclusion criteria and were reviewed.
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Identification

PRISMA 2009 Flow Diagram

Records identified through
database searching
(n = 3021)

Eligibility

Screening

Records after duplicates removed
(n = 2046)

Records screened
(n = 2046)

Full-text articles
assessed for eligibility
(n = 233)

Records excluded
(n =1813)

Full-text articles excluded, with
reasons
(n = 169)
100 No definition of context
39 Full text not available (i.e.
conference abstracts)
8 Not an empirical paper

Included

8 Wrong setting
Studies included in
qualitative synthesis
(n = 64)

7 No measure of context
6 Not a study of implementation
1 Duplicate

Figure 2.1. PRISMA flow diagram
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Given the extended length of the tables which summarise the studies included in this
review, they have been presented as appendices. Appendix 5 outlines the study
characteristics, while Appendix 6 summarises the quality of the definitions employed,
the depth of application for these measures, and the unit of analysis chosen by each
study.

Most of the included studies were conducted in the USA (n=21), UK (n=11), or Canada
(n=8). Primarily these studies were conducted within a primary care (n=25) or hospital
setting (n=23) with others taking place across these settings (n=4), at district level
(n=3), or at a national level within health systems (n=1). For some articles, it was
unclear in which care setting the research was conducted (n=8). Figure 2.2 illustrates
the growing research interest in context within the field of implementation science,
however, a slight decline is noted within the previous 2 years.

14
12

Number of studies

10
8
6
4
2
0
2008

2009

2010

2011

2012

2013

2014

2015

2016

2017

2018

Year

Figure 2.2 Frequency of publications by year
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Thirty-four of the included studies used a qualitative approach, 18 studies were purely
quantitative, while 12 conducted a mixed methods evaluation. Studies using a
qualitative approach commonly used interview or observational methods, while
quantitative studies predominantly employed surveys for data collection. Most
engaged in primary data collection, except four studies, which conducted a
retrospective evaluation of existing data sources (Murdoch, 2016; Rodriguez and
Peterson, 2016; Hill et al., 2017; Vanderkruik and McPherson, 2017). Table 2.2
summarises the results of the quality appraisal using the appropriate aspects of the
MMAT for the study design.

2.3.1 Narrative synthesis
Given the heterogeneity of included papers, studies were categorised by the quality of
the definition provided, the depth of application for the context assessment chosen and
the unit of analysis employed and are described in the following narrative synthesis.

2.3.1.1 Definition of context
Studies used a variety of definitions to describe context. Of the 64 articles, 60% did not
meet the classification of providing a rich definition for this construct (n=38). Instead,
much of the literature simply listed contextual factors (n=19) or sub-elements of a
framework that includes context (n=19). Of the remaining articles, 11 provided a
comprehensive definition of context generally, while 15 defined an aspect of context.
Definitions from the included papers are categorised in terms of their quality as outlined
in Table 2.1. The full definitions of context included in each paper are presented in
Appendix 5.

Listing contextual factors
Most of the available literature on context describes the construct by merely recording
associated factors. Some studies defined context by identifying a broad list of features
such as the political or economic environment (Greenhalgh et al., 2008; Rotteau et al.,
2015; Rodriguez and Peterson, 2016). One paper associated context generally with
multiple levels of the healthcare system including the “team working on the project, the
microsystem in which they function…the organisation in which they work, and the
external environment” (Eboreime et al., 2018, p. 717). Others provided specific
examples of contextual conditions that relate to these domains and system levels. To
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effectively synthesise the studies included in this subsection, definitions will be
categorised in accordance with individual, team, organisational, and external
characteristics.

Individual
Some studies highlight the perceptions and attitudes of individuals as key components
of context. Individual autonomy (Abdekhoda et al., 2015), self-efficacy (Chiu and Ku,
2015), individual knowledge, attitudes and beliefs (Yamada et al., 2017) are described
as influential contextual conditions within included papers. Additional factors identified
include the interpretations of individuals about the initiative (Higgins, O’Halloran and
Porter, 2015) with one study simply acknowledging the socioeconomic background of
participants as a contextual determinant (Bocoum et al., 2017).

Team
Other studies adopt a different perspective suggesting that the perceptions of teams
rather than individuals are important contextual features. Spitzer-Shohat et al. (2018)
propose that the team’s perceptions of the availability of resources, their capabilities in
succeeding as well as the social relationships between team members and
management are key contextual drivers. Team characteristics and teamwork (Chan et
al., 2011) as well as team stability, morale, workload and staffing (Williams, RycroftMalone and Burton, 2016) were also identified as key contextual characteristics.

Organisational
Much of the literature incorporates organisational features within definitions of context.
Whilst Chan et al. (2011) and Chiu and Ku (2015) adopt a broader perspective
referring to organisational support or facilitating factors, others specify this support in
terms of organisational resources (Chan et al., 2011; Huijg et al., 2014; Abdekhoda et
al., 2015; Higgins, O’Halloran and Porter, 2015; Hoffman and Rodriguez, 2015; Durbin
et al., 2016; Yip et al., 2016; Yamada et al., 2017; Almblad et al., 2018). While some
studies broadly outline the availability of these resources (Chan et al., 2011; Huijg et
al., 2014; Higgins, O’Halloran and Porter, 2015; Durbin et al., 2016; Yamada et al.,
2017), others specify this to include relevant expertise (Yip et al., 2016) and incorporate
the ownership of resource allocation (Hoffman and Rodriguez, 2015). Others specify
that organisational resources incorporate adequate training (Abdekhoda et al., 2015),
staffing, time, and space (Almblad et al., 2018).
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Leadership is listed as a key contextual feature for many studies included in this section
of the review (Chan et al., 2011; Durbin et al., 2016; Williams, Rycroft-Malone and
Burton, 2016; Yip et al., 2016; Yamada et al., 2017; Almblad et al., 2018). However,
Yamada et al. (2017) is the only paper to classify this characteristic as an
organisational factor. Similarly, four studies specify organisational norms as a
contextual determinant (Huijg et al., 2014; Beidas et al., 2015; Higgins, O’Halloran and
Porter, 2015; Yip et al., 2016) with two acknowledging the workload and demands of
organisations (Guerrero et al., 2015; Higgins, O’Halloran and Porter, 2015). Additional
contextual factors cited include organisational climate (Beidas et al., 2015),
organisation size, change, and structure (Higgins, O’Halloran and Porter, 2015), and
organisational capacity (Huijg et al., 2014).

External environment
Five studies include aspects of the external setting within their definition of context.
Health policy (Durbin et al., 2016), public reporting structures (Williams, RycroftMalone and Burton, 2016), the structure and dynamics of the wider health service
(Bocoum et al., 2017; Almblad et al., 2018) and the capacity of the community
(Hoffman and Rodriguez, 2015) are outlined as influential contextual conditions.

For some studies it is unclear whether the contextual driver mentioned was a micro,
meso, or macro level feature as these factors may be evident across multiple levels of
the health system. For instance, leadership was outlined as a contextual determinant
in much of the literature included (Chan et al., 2011; Durbin et al., 2016; Williams,
Rycroft-Malone and Burton, 2016; Yip et al., 2016; Almblad et al., 2018). This concept
is further described as the presence of “champions” during implementation (Yip et al.,
2016) or the support of leaders (Chan et al., 2011) or management (Abdekhoda et al.,
2015; Williams, Rycroft-Malone and Burton, 2016). Similarly, social relationships are
cited within three definitions (Bocoum et al., 2017; Almblad et al., 2018; Eboreime et
al., 2018). Additional multi-level contextual factors include culture, feedback
mechanisms (Almblad et al., 2018), support (Huijg et al., 2014), learning climate
(Durbin et al., 2016), and compatibility (Chiu and Ku, 2015), with two studies outlining
contextual drivers specific to their study (Abdekhoda et al., 2015; Guerrero et al.,
2015).
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Listing sub-elements of a framework that includes context
Most of the papers list elements of a framework that includes context. Appendix 7
summaries the frameworks used in the definitions of papers included. Seven of the
articles define context by listing elements of the PARiHS framework; culture,
leadership and evaluation (Cummings et al., 2010; Gibb, 2013; Bokhour et al., 2015;
Naik et al., 2015; Drainoni et al., 2016; Forberg et al., 2016; Hill et al., 2017). Two of
these studies provide a brief description of these determinants (Naik et al., 2015; Hill
et al., 2017), with one outlining factors of a prevailing context (Naik et al., 2015). In
contrast, Arney et al. (2018) refer to the PARiHS framework within their definition but
do not list its sub-elements, rather they provide a broad perspective of context as
simply the physical and social climate at each site. Similarly, Presseau et al. (2017)
define context as the physical location, however, refer to the TDF within this
description.

Three articles use the outer and inner setting domains of the CFIR to describe context
(Douglas, 2016; VanDevanter et al., 2017; Ware et al., 2018). While two of these
studies focus on broad factors relating to context, VanDevanter et al. (2017) list
contextual drivers specific to their study. Two papers utilise the Exploration,
Preparation, Implementation, Sustainment (EPIS) model to define context. Like
VanDevanter et al. (2017), Gadomski et al. (2014) provides a tailored definition of the
outer context that is specific to their study, while Padwa et al. (2016) provides a
description of outer and inner context that is broadly applicable.

Only one study used elements of the Model for Understanding Success in Quality
(MUSIQ) framework within their description of context (Griffin et al., 2017). Within this
definition the setting and environment are noted to be distinct features with leadership
listed as an additional factor. Georgiou and Westbrook (2009) is the only study included
to use elements of the Kaplan’s 4Cs framework to describe context, where the setting
and culture are acknowledged as key contextual drivers.

Two papers used aspects of the sociotechnical framework within their definition of
context (Menon et al., 2014; Iribarren et al., 2015). Workflow and communication are
factors listed within both studies, however, one includes costs and management as
additional contextual conditions (Iribarren et al., 2015), while the other acknowledges
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internal and external policies, culture, and monitoring systems as contextual drivers
(Menon et al., 2014). One paper (Lemmens et al., 2009) employed a bespoke
framework developed from the theoretical approaches of Cretin et al. (2004) and Lin
et al. (2005) which incorporates the organisational contextual factors of culture,
commitment to quality improvement, and climate.

Provides a meaningful definition of general context
Eleven studies provided a broad but rich definition of context. Within many of these
definitions, the influence of context on implementation success is acknowledged as
critical (Rabbani et al., 2011; Cheyne, Abhyankar and McCourt, 2013; Prashanth et al.,
2014; Belaid and Ridde, 2015; Baron, Hirani and Newman, 2016; Bradley and Griffin,
2016; Murdoch, 2016; Busetto et al., 2017; Vanderkruik and McPherson, 2017; Burau
et al., 2018). Some papers elaborate that contextual factors are the barriers and
facilitators encountered during implementation (Cheyne, Abhyankar and McCourt,
2013; Baron, Hirani and Newman, 2016; Busetto et al., 2017; Vanderkruik and
McPherson, 2017). Within the included papers context related to the pre-existing
structural and organisational factors of the setting (Bradley and Griffin, 2016), or also
included dynamic determinants that arose as implementation progressed (Baron,
Hirani and Newman, 2016). Some studies suggest that contextual factors can be
internal or external to the intervention (Hansen, Tjørnhøj-Thomsen and Johansen,
2011; Cheyne, Abhyankar and McCourt, 2013; Baron, Hirani and Newman, 2016;
Busetto et al., 2017), while others propose that these conditions have no association
with the initiative but rather with micro, meso, and macro levels of the system (Rabbani
et al., 2011; Prashanth et al., 2014; Belaid and Ridde, 2015; Murdoch, 2016;
Vanderkruik and McPherson, 2017; Burau et al., 2018). Context is categorised by
some papers as the internal (organisational level features) and external environment
(system level conditions) (Rabbani et al., 2011; Burau et al., 2018), while other studies
also incorporate individual characteristics within their definitions of context (Belaid and
Ridde, 2015; Busetto et al., 2017). Conversely, one study (Hansen, Tjørnhøj-Thomsen
and Johansen, 2011) adopts elements of a conceptual framework (Goodwin and
Duranti, 1992) to assist in defining context which encompasses the setting, the
behavioural environment, the language, and extra-situational context. Only three
studies detail the possible interactions between these system levels within their
definition of context (Hansen, Tjørnhøj-Thomsen and Johansen, 2011; Belaid and
Ridde, 2015; Vanderkruik and McPherson, 2017).
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Provides a meaningful definition of an element of context
Fifteen studies included in this review provide a rich definition of an aspect of context.
Five studies provide a comprehensive definition of contextual characteristics while the
remaining papers offer a rich definition for sub-elements of a framework that includes
context.

All five studies that define an aspect of context conceptualise organisational climate
and/or organisational culture as important constructs. Three studies employ both
concepts and use similar definitions; the norms that characterise how work is done
within the organisation (organisational culture) and the shared perceptions of how the
work environment affects the wellbeing of staff (organisational climate) (Glisson et al.,
2008; Beidas et al., 2014; Kramer et al., 2017). Whilst Ehrhart et al. (2014) focus
exclusively on organisational climate, unlike other studies, it is specified to include
molar (totality of the organisation) and focused climates (components of an
organisation). In addition to defining organisational culture, Erasmus et al. (2017)
refers to organisational trust as an important contextual determinant.

Six papers use a rich definition of an element of the TDF to describe context
(Beenstock et al., 2012; Glidewell et al., 2013; Bain et al., 2015; Al Shemeili et al.,
2016; Smith et al., 2018; Yamada et al., 2018). Five of these studies use the same
definition created by Cane et al. (2012, p. 14) to describe this concept as; “any
circumstance of a person's situation or environment that discourages or encourages
the development of skills and abilities, independence, social competence, and adaptive
behaviour”. One study adapted this definition to apply to their specific topic of study
(Beenstock et al., 2012).

Other papers describe context by offering a generic definition for the construct while
also detailing the context relevant aspects of the PARiHS framework (Bergstrom et al.,
2012; Gagliardi et al., 2014; Obrecht, Van Hulle Vincent and Ryan, 2014). Some
studies introduce context as characteristics of the environment in which the proposed
change will occur (Bergstrom et al., 2012; Obrecht, Van Hulle Vincent and Ryan,
2014), while another describes context as a multi-dimensional construct that can be
referred to as “anything that cannot be described as an intervention or its outcome”
and incorporating system level factors (Gagliardi et al., 2014, p. 2). Each study
40

proceeds to detail culture, leadership, and evaluation (sub-elements of the PARiHS
framework). Bergstrom et al. (2012) offers a detailed definition for each of these
contextual drivers, while the remaining studies simply describe characteristics of
receptive contexts; an organisational culture open to change, supportive leadership
encouraging staff engagement and facilitates change and feedback mechanisms
(Gagliardi et al., 2014; Obrecht, Van Hulle Vincent and Ryan, 2014).

Fernandez et al. (2018) employed a pre-existing definition of the inner setting domain
of CFIR to describe context. The inner setting is noted to incorporate innovation and
organisational characteristics that can influence the likelihood of adoption, ultimately
impacting implementation success.

Table 2.3-Table 2.7 present the contextual factors included across the definitions of
reviewed papers. It was not possible to extract this information for all included studies
due to the broad definitions provided. However, for the remaining articles, contextual
features are divided in terms of their relevance to micro, meso, and macro levels of the
healthcare system with some determinants recognised as applicable across multiple
domains. Fourteen contextual factors relevant to individuals or teams were identified
with individual perceptions for the implemented initiative the most cited (Table 2.3 and
Table 2.4). Seven organisational features were extracted with organisational culture
the most commonly listed (Table 2.5). While five macro level factors were identified
from the external environment, with political drivers such as policy the most commonly
recorded feature (Table 2.6). The most common contextual determinants relevant to
multiple levels of the health system were culture, leadership (Table 2.7), and resources
(Table 2.4-Table 2.7).
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Table 2.3. Individual contextual factors identified within the definitions of included papers
Article citation

Perceptions/
attitudes

Autonomy

Abdekhoda et al.
(2015)
Bocoum et al.
(2017)
Chiu & Ku (2015)
Higgins et al.
(2015)

✓

✓

Involvement

Socioeconomic
background
Lists contextual factors
✓

Self-efficacy

Experience

Commitment

✓
✓
✓

✓

Lists sub-elements of a framework that includes context
Gadomski et al.
(2014)
Padwa
et
al.
(2016)
Vandevanter et al.
(2017)

✓

Belaid and Ridde
(2015)
Cheyne et al.
(2013)
Rabbani et al.
(2011)
Total:

✓

✓
✓
Provides a meaningful definition of general context
✓

✓

✓

✓

✓

9

2

✓
1

1

2

1

1
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Table 2.4. Team based contextual factors identified within the definitions of included papers
Article
citation

Teamwork

Chan et al.
(2011)
Spitzer-Shohat
et al. (2018)
Williams et al.
(2016)

✓

Bergstrom
al. (2012)
Total

✓

Team
resources

✓

Team skills

Team
relationships
Lists contextual factors

✓

Team stability

Team morale

Team workload

✓
✓

✓

✓

1

1

Provides a meaningful definition of an element of context
et

2

1

1

1

1
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Table 2.5. Organisational contextual factors identified within the definitions of included papers
Article citation

Organisational
resources

Organisational
culture

Organisational
climate

Organisational
support

Organisational
characteristics

Organisational
leadership

Organisational
Trust

Lists contextual factors
Almblad et al.
(2018)
Beidas
et
al.
(2015)
Chan et al. (2011)
Guerrero et al.
(2015)
Higgins et al.
(2015)
Hoffman
and
Rodriguez (2015)
Huijg et al. (2014)
Yamada et al.
(2017)
Yip et al. (2016)
Arney et al. (2018)
Griffin et al. (2017)
Iribarren et al.
(2015)
Lemmens et al.
(2009)
Menon
et
al.
(2014)
Naik et al. (2015)
Padwa
et
al.
(2016)

✓
✓

✓
✓
✓

✓

✓

✓

✓
✓
✓

✓

✓
✓

✓

✓
Lists sub-elements of a framework that includes context
✓

✓

✓
✓
✓
✓

✓

✓
✓

✓
✓
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VanDevanter
al. (2017)

et

✓

Beidas
et
(2014)
Ehrhart et
(2014)
Erasmus et
(2017)
Fernandez et
(2018)
Gagliardi et
(2014)
Glisson et
(2008)
Kramer et
(2017)

al.

Provides a meaningful definition of an element of context
✓
✓

al.

✓

al.

✓

al.

✓

al.

✓

al.

✓

✓

al.

✓

✓

✓
✓

Provides a meaningful definition of general context
Belaid and Ridde
(2015)
Burau et al. (2018)
Hansen et al.
(2011)
Rabbani et al.
(2011)
Total:

✓
✓

✓
✓
✓

8

12

✓
9

4

10

2

1
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Table 2.6. External contextual factors identified within the definitions of included papers
Article citation

Economic
environment

Almblad et al. (2018)
Bocoum et al. (2017)
Durbin et al. (2016)
Hoffman
and
Rodriguez (2015)
Williams et al. (2016)

✓

Douglas (2016)
Gadomski
et
al.
(2014)
Menon et al. (2014)
Padwa et al. (2016)
VanDevanter et al.
(2017)
Ware et al. (2018)

✓

Baron and Newman
(2016)
Burau et al. (2018)
Rabbani et al. (2011)
Vanderkruik
and
McPherson (2017)
Total

✓

Health system
Political environment
characteristics
Lists contextual factors

Social environment

External incentives

✓
✓
✓
✓
Lists sub-elements of a framework that includes context
✓

✓
✓
✓

✓

✓

✓
Provides a meaningful definition of general context
✓

✓
✓

8

1

✓
✓

✓

✓
✓

✓
✓
✓

✓
✓

11

6

1
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Table 2.7. Multi-level contextual factors identified within the definitions of included papers
Article
citation

Resources

Leadership

Management
support

Culture

Evaluation

Social capital

Learning
climate

Compatibility

Implementation
setting

Lists contextual factors
Abdekhoda
al. (2015)
Almblad et
(2018)
Chan et
(2011)
Chiu and
(2015)
Durbin et
(2016)
Williams et
(2016)
Yip
et
(2016)
Bokhour et
(2015)
Cummings
al. (2010)
Douglas
(2016)
Drainoni et
(2016)
Förberg et
(2016)
Gadomski
al. (2014)

et

✓
✓

al.
al.

✓

✓

✓

✓

✓
✓

Ku
al.

✓

✓
✓

al.
al.

✓

✓

✓
✓

✓

al.

✓

et

✓

Lists sub-elements of a framework that includes context
✓
✓
✓

✓

✓

✓
al.

✓

✓

✓

al.

✓

✓

✓

et

✓
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Georgiou and
Westbrook
(2009)
Gibb (2013)
Griffin et al.
(2017)
Hill
et
al.
(2017)
Iribarren et al.
(2015)
Lemmens et
al. (2009)
Menon et al.
(2014)
Naik et al.
(2015)
Padwa et al.
(2016)
Presseau et al.
(2017)
VanDevanter
et al. (2017)
Ware et al.
(2018)

✓

✓

✓

✓
✓

✓
✓

✓

✓

✓

✓

✓

✓

✓
✓
✓
✓
✓

✓

✓

✓
✓
✓
✓

Provides a meaningful definition of an element of context
Beenstock
al. (2012)
Bergstrom
al. (2012)
Gagliardi et
(2014)
Obrecht et
(2014)

et

✓

et

✓

✓

al.

✓

✓

al.

✓

✓
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Belaid
and
Ridde (2015)
Cheyne et al.
(2013)
Hansen et al.
(2011)
Rabbani et al.
(2011)
Total

Provides a meaningful definition of general context
✓
✓
✓
✓

✓

8

16

✓
2

15

✓

✓
11

8

1

2

7
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By synthesising the definitions included in this review, the findings enable the
generation of a broad definition of context. Context is defined as:
a multi-dimensional construct encompassing micro, meso, and macro level
determinants that are pre-existing, dynamic, and emergent throughout the
implementation

process.

These

factors

are

inextricably

intertwined,

incorporating multi-level concepts such as culture, leadership, and the
availability of resources.

2.3.1.2 Application of context measures
Among the sixty-four articles included in this review, over forty approaches to assess
context were employed. Within quantitative studies, twenty-two measures of context
were identified with the Alberta Context Tool the most frequently applied (n=4).
Measures that were used in more than one study are presented in Figure 2.3. Most
qualitative studies used frameworks to guide their context assessment with the
PARiHS the most frequently applied (n=7). Among the qualitative articles, sixteen
different approaches to assessment were used and the most highly cited of these are
represented in Figure 2.3. Mixed methods studies used diverse approaches to assess
context. Some authors used frameworks to inform the qualitative and quantitative
methods chosen, while others used quantitative tools to inform qualitative data
collection.
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Figure 2.3 Categorisation and frequency of context measures

2.3.1.3 Depth of measure application
The depth of application for all context assessment methods was appraised in relation
to the application of the measure in the methods of each study and whether the
measure was used to investigate an association between context and implementation
success (Appendix 6). Fifty of the included studies used their chosen context
measure(s) to guide data collection, descriptive analysis and to investigate the
association between context and implementation success. No study used measures to
inform data collection alone while one study used their chosen assessment method for
descriptive analysis only (Bradley and Griffin, 2016). Whilst two studies used the
context measures chosen to guide data collection and descriptive analysis (Al Shemeili
et al., 2016; Bocoum et al., 2017), eleven studies used their assessment methods to
inform data collection or data analysis and to investigate the association between
context and implementation success (Greenhalgh et al., 2008; Chan et al., 2011;
Rabbani et al., 2011; Gagliardi et al., 2014; Bokhour et al., 2015; Chiu and Ku, 2015;
Hoffman and Rodriguez, 2015; Rotteau et al., 2015; Baron, Hirani and Newman, 2016;
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Murdoch, 2016; Hill et al., 2017).

2.3.1.4 Unit of analysis
Despite the majority of included studies incorporating characteristics from multiple
levels of the health system within their definition of context, the majority chose to
analyse the construct at an individual level (Appendix 6). Some articles aggregated
individual level findings to either a team (n=2) or organisational level (n=13), while three
articles measured context at multiple levels of the healthcare system: individual,
organisational and national, or regional level. Nine papers examined context
exclusively at an organisational level, three assessed context using the team as the
unit of analysis, while two papers analysed context at both a team and organisational
level. The remaining three studies examined the construct at an organisational and
regional level, or project level. Irrespective of the level of analysis, as outlined in Figure
2.4, most studies failed to provide a comprehensive definition of context and apply their
chosen measure holistically to all aspects of study design (data collection, descriptive
data analysis and exploring the association between context and implementation
success).
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Figure 2.4 Unit of analysis

2.4 Discussion
The objective of this systematic review was to explore how context is defined and
measured within implementation science literature. The findings demonstrate the
variability with which context is defined, assessed, and analysed. Studies varied in
terms of the level of detail and explanation offered within their definition of context with
only 40% of included papers meeting our classification of providing a rich definition.
Inconsistencies were also acknowledged in the approaches used in assessing context
with over forty methods identified within the sixty-four included papers. Therefore, it is
not surprising that context remains poorly understood within implementation research
(Nilsen, 2015).

Consistent with previous literature, this review found that most studies provided a
narrow conceptualisation of context and simply listed contextual determinants
associated with the construct (McCormack et al., 2002; Pfadenhauer et al., 2015;
Nilsen and Bernhardsson, 2019). Like Nilsen and Bernhardsson’s (2019) scoping
review, this systematic review examined the contextual factors cited within the
definitions of included studies. There are some similarities between the contextual
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determinants identified and those previously reported (Nilsen and Bernhardsson,
2019): social relations, leadership, organisational culture and climate. However, this
review found additional features that were common across included studies: individual
perceptions of the implementation effort, organisational characteristics, the wider
political environment, and the multi-level concepts of culture and resources. This
additional information may reflect the wider scope of this review (n=64 papers) as
Nilsen and Bernhardsson (2019) restricted their search to literature conceptualising
context within determinant frameworks (n=22 publications included).

Few papers used team characteristics to define context (Chan et al., 2011; Bergstrom
et al., 2012; Williams, Rycroft-Malone and Burton, 2016; Spitzer-Shohat et al., 2018).
Unlike studies which listed determinants from an individual, organisation, and/or
external environment, only one contextual feature at a team level (teamwork) was
shared across papers (Chan et al., 2011; Bergstrom et al., 2012). This finding suggests
that our understanding of team contextual determinants is limited as they have been
almost entirely overlooked in the classification of context. This is surprising as teams
are central to the organisational structure of healthcare, playing an integral role in care
provision. Therefore, despite the findings suggesting an emphasis on organisational
determinants, future developments within the field of implementation research requires
the assessment of context at the team level.

Regardless of whether a study simply listed determinants related to context or provided
a rich description, it is evident from the definitions included that context is a
multifaceted term incorporating multiple levels of the healthcare system. Bergstrom et
al. (2012) argue that the influence of internal context on implementation success
cannot be assessed without examining the impact of the wider health system in which
these factors are situated. Literature suggests that the relationship between system
components is of greater importance than the individual features themselves (Daft,
2001; Plsek and Wilson, 2001). This is particularly applicable when introducing an
initiative within healthcare which is characterised by an infinite combination of care
activities, events, interactions, and outcomes (Plsek and Wilson, 2001; Begun,
Zimmerman and Dooley, 2004; Braithwaite, 2018; Braithwaite et al., 2018).
Implementation researchers would benefit from employing a complexity science
perspective when designing future studies. Complexity science recognises the
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interconnections of system components, acknowledging that the health system is
made up of “messy, fuzzy, unique, and context embedded problems” (Fraser and
Greenhalgh, 2001, p. 801). This perspective aligns with the study of context
acknowledging that implementation is impacted by the configuration of local services
and the variation in the attitudes and norms of those expected to adopt the envisioned
change (Churruca et al., 2019).

Although the findings of this review support the opinion that indistinct boundaries exist
between system levels and implementation (Van Herck et al., 2010; Wells et al., 2012;
Pfadenhauer et al., 2017), intervention characteristics appear to be distinct features
rarely encompassed within conceptualisations of context. Most of the studies identified
that context incorporates determinants independent of the intervention with few
mentioning the innovation itself. This finding is consistent with previous literature that
views context as “everything else that is not the intervention” (Ovretveit et al., 2011, p.
605).

By generating a common definition of context, the findings of this review have the
potential to improve the consistency with which the term ‘context’ is used within
implementation research. By using this broad definition as outlined in the results as a
guideline, greater consistency will likely enable an enhanced understanding of the
construct and direct attention to the multi-level nature of context. However, to ensure
clarity, future research should expand this developed definition to incorporate the
specific contextual factors they are measuring in their study, whilst also specifying the
level (i.e. individual, team, organisation, system) to which these factors pertain.

There was heterogeneity observed in how context is assessed within implementation
science literature. Although the papers included highlight the benefits in using context
assessments, the lack of standardisation restricts our ability to compare the findings,
impacting our understanding of the construct. Quantitative elements of included papers
mostly used validated, context sensitive surveys to examine context or used contextual
features outlined in their definition or a context relevant framework to inform survey
development. Although the questionnaires used in these studies heightened the reach
and possible generalisability of findings, studies using a qualitative approach enabled
a greater exploration into the richness and complexity of the construct as relevant
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contextual determinants could emerge rather than those narrowly specified in some
quantitative assessments. For qualitative aspects of included studies, context
assessments were mostly used to guide data collection through the development of
topic guides and/or employed deductively during data analysis to inform the
development of coding templates.

Despite the variation in how context is measured within implementation science, most
studies applied their context assessment holistically during data collection, descriptive
analysis, and when investigating the association between context and implementation
success. While the PARiHS was the most frequently employed framework within this
review, qualitative studies that used the TDF to inform their assessment of context
provided the most detailed description of the construct. A possible explanation for this
might be the uniformity with which context was defined across papers and the
consistency of the approach (framework informed data collection and analysis).
Articles using this method recognised that it enabled a greater understanding of
implementation determinants (Glidewell et al., 2013), improved the efficiency with
which data could be coded (Bain et al., 2015), and promoted the rigour and
trustworthiness of the research (Smith et al., 2018). Development within the field would
benefit from employing a similar approach in designing future studies to ensure a
comprehensive evaluation of context is achieved.

This review illustrates inconsistencies in how context is defined and how it is
subsequently analysed. Although only 10 articles listed individual contextual factors
within their definition of context, 45% of all included papers analysed context
exclusively at an individual level. Just four papers (Chan et al., 2011; Guerrero et al.,
2015; Higgins, O’Halloran and Porter, 2015; Erasmus et al., 2017) were consistent with
their approach; explicitly listing contextual factors and the relevant system level in their
definition and analysed their data accordingly. The remaining studies either used broad
multi-level system components within their definition of context which could not be
specified to a level of analysis or included system-level contextual factors within their
definition which were not analysed at the appropriate level. For example Yamada et al.
(2017) exclusively list organisational factors within their definition of context but employ
an individual level of analysis. However, of the four papers that defined and analysed
context consistently, Erasmus et al.’s (2017) study was the only one to provide a rich
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definition of context, use their chosen context assessment holistically, and analyse the
data appropriately. Future research must ensure consistency with how context is
defined, measured, and analysed within the field of implementation science. Greater
clarity will enhance the rigour associated with studies exploring context, developing the
fields ‘true’ understanding of how context influences implementation processes.

2.4.1 Limitations
Although this study provides a broader conceptualisation of context in comparison to
previous literature, the findings are limited to definitions retrieved through the search
strategy applied. One challenge is the multitude of terms used to describe
‘implementation science’. Despite the final search yielding thousands of articles, the
endeavour to strike a balance between a sensitive and specific search strategy
increases the possibility that relevant articles may have been omitted from this review.
The inclusion of purely empirical studies increases the risk of publication bias as the
grey literature was not appraised. However, the impact of these challenges were
limited by using previous literature to inform the search strategy and scanning
reference lists of included articles to retrieve additional relevant studies.

2.5 Conclusion
This review set out to systematically investigate how context is defined, measured, and
analysed within implementation science literature. The review confirms that context is
generally not comprehensively defined and adds to the extant literature (McCormack
et al., 2002; Pfadenhauer et al., 2015; Nilsen and Bernhardsson, 2019) by developing
an operational definition to improve the consistency with which the term is used. Due
to the variability in how context is assessed, it is recommended that a standardised
approach using qualitative methods informed by a comprehensive framework is the
most suitable assessment to explore the complexity of this phenomenon. Additionally,
the need for researchers to define, assess, and analyse context coherently was
highlighted as most studies failed to use a consistent approach. Enhanced clarity and
consistency when studying context, may result in improvements in implementation
processes. A heightened understanding will help researchers appropriately account for
context in research, enhancing the rigour and learning acquired which in turn will aid
in the translation of evidence-based healthcare interventions into routine practice.
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Chapter 3 Development of an integrative coding framework for
evaluating context within implementation science
Abstract
Background: This research aims to explore an identified gap in implementation
science methodology, that is, how to assess context in implementation research.
Context is among the strongest influences on implementation success but is a
construct that is poorly understood and reported within the literature. Consequently,
there is little guidance on how to research context. This study addresses this issue by
developing a method to account for the active role of context during implementation.
Through use of a case study, this paper demonstrates the value of using our context
coding framework.

Methods: The developed context coding framework was guided by the sub-elements
of the CFIR. Employing a constructivist approach, this framework builds on the CFIR
and enables a deeper exploration of context at multiple levels of the health system.
The coding framework enables the collation of various data sources such as
organisational reports, culture audits, interview, survey, and observational data. It may
be continuously updated as new data emerge and can be adapted by researchers as
required. A pre-existing rating criterion has been integrated to the context coding
framework to highlight the influence and relative strength of each contextual factor prior
to and during implementation.

Results: It is anticipated that the context coding framework will facilitate a
standardised approach to assessing context. This will provide a deeper understanding
of how to account for the influence of context, ultimately providing guidance that should
increase the likelihood of implementation success. The coding framework enables
implementation progress to be monitored, facilitating the identification of contextual
changes and variations across settings at different levels of the healthcare system. It
is expected this framework will inform the selection of appropriate implementation
strategies and enable the monitoring of such strategies regarding their impact on local
context.
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Conclusions: This research contributes to the extant literature by advancing
methodologies for the consideration and assessment of context in implementation
research. This context coding framework may be used in any setting to provide insight
into the characteristics of particular contexts throughout implementation.
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Rogers L., De Brún A., & McAuliffe E. (2020) Development of an integrative coding
framework for evaluating context within implementation science. BMC Medical
Research Methodology, 20, 158. https://doi.org/10.1186/s12874-020-01044-5.

3.1 Background
It is widely acknowledged that the uptake of evidence-based healthcare interventions
is challenging (Balas and Boren, 2000; Bauer et al., 2015; Grant et al., 2003; Morris et
al., 2011) with it being reported that only 50-60% of care in the past decade has been
delivered in line with the best available evidence (Braithwaite, 2018). It is suggested
that this is due to a naïve assumption that the implementation of a new intervention will
be self-evident, disseminating automatically through a linear pipeline model whereby
an intervention moves from the laboratory, into an effectiveness trial before sustained
application in routine practice (Dopson and Fitzgerald, 2005; Bauer et al., 2015;
Braithwaite et al., 2018). However, this simplistic model does not account for the
complexity associated with health systems. Context has been cited as a key concept
impacting the translation of evidence into practice (Proctor et al., 2012; Peters et al.,
2013; May, Johnson and Finch, 2016b; Ovretveit et al., 2018) and accounting for it is
critical in interpreting and generalising findings (Scharfstein, 1989; Rousseau and
Fried, 2001; Moore et al., 2015). Yet despite this noted importance, context is often
overlooked by researchers within the field of implementation science which has led to
an insufficient understanding of this construct.

This poor understanding has been attributed to the variability in how context is defined
and assessed across studies (McCormack et al., 2002; Dopson and Fitzgerald, 2005;
Kaplan et al., 2010; Nilsen, 2015; Pfadenhauer et al., 2015; Nilsen and Bernhardsson,
2019; Rogers, De Brún and McAuliffe, 2020a). Rogers et al.'s (2020a) systematic
review confirms that inconsistencies exist in the extant literature when defining context.
This review also identifies commonalities across the papers included to develop a
broad operational definition for the construct. Using a complexity science lens, this
conceptualisation recognises the interconnections of system components, defining
context as
“…a multi-dimensional construct encompassing micro, meso, and macro level
determinants that are pre-existing, dynamic, and emergent throughout the
implementation

process.

These

factors

are

inextricably

intertwined,

incorporating multi-level concepts such as culture, leadership, and the
availability of resources”.
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Buttny (1998, p. 47) suggests that “we need to take context as that which can be
empirically investigated rather than some factor that is a priori assumed to be at work”.
To address this gap, a method to adequately account for context within implementation
research is necessary. This is echoed by Murdoch (2016) and Fernandez et al. (2018)
who argue that understanding the dynamics of context requires its conceptualisation
to be translated into a practical method of assessment. However, Rogers et al.’s
(2020a) systematic review observed considerable heterogeneity in the approaches
used to assess context. Over forty methods were identified within the sixty-four papers
included which led to the recommendation that a standardised approach for assessing
context is required integrating a qualitative method informed by a comprehensive
framework. This approach is considered the most suitable to ensure an in-depth
assessment of context is achieved.

To address this identified gap, a context coding framework has been developed. This
study outlines how the context coding framework was created and highlights the value
of employing this approach within implementation research, using an illustrative case
study to demonstrate its application.

3.2 Methods
3.2.1 Study background
This study is part of a wider body of research that uses a case study design to
investigate the active role of context during the implementation of a healthcare
initiative. The introduction of a collective leadership intervention was chosen as the
implementation case study and is the primary focus of this research (Appendix 2). This
intervention aims to introduce collective leadership to healthcare teams using a suite
of interventions to improve team performance and safety culture (McAuliffe et al.,
2017). The collective leadership interventions have been piloted over a one-year
period with four heterogeneous healthcare teams. The results presented in this paper
incorporate data from one of the four participating teams as an illustrative case study
to highlight the value of applying the context coding framework during the
implementation of a healthcare initiative. Characteristics of the chosen case are
summarised in Table 3.1.
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Table 3.1 Description of Case A
Hospital classification

Location
Financial Structure
Hospital size
Team size
Team Specialty

Case A
Model 3- Hospitals that can provide 24-hour
acute surgery, acute medicine, and critical
care.
Rural
Statutory hospital
Approximately 200 bed capacity
n=65
Surgical

3.2.2 Measures
As outlined in the introduction, contextual conditions are the pre-existing, dynamic, and
emergent factors of implementation that encompass multi-level determinants. To gain
a greater understanding of implementation, it is essential to monitor these contextual
conditions in research as the data generated is context dependent. Literature suggests
that theories, models and frameworks provide greater insight into the mechanisms of
implementation (Nilsen, 2015; Damschroder, 2019). The CFIR is one of the most
widely operationalised frameworks that aids in the characterisation of contextual
determinants (Brownson, Colditz and Proctor, 2012; Tabak et al., 2012, 2017;
Fernandez et al., 2018). Given the comprehensive nature of the CFIR and the vast
quantity of frameworks available within the field of implementation science (Tabak et
al., 2012), CFIR was chosen to inform the development of the context coding
framework. By synthesising overlapping constructs, the CFIR provides a repository of
implementation related concepts which are organised into five major domains;
intervention characteristics, outer setting, inner setting, individual characteristics and
the implementation process (Damschroder et al., 2009).

Using a constructivist approach, the context coding framework builds on the CFIR to
enable a deeper exploration of contextual factors independent of the intervention. By
grounding the analysis across system levels, the framework accounts for team-level
contextual factors previously overlooked in implementation science (Rogers, De Brún
and McAuliffe, 2020a) and rearranges CFIR determinants to the appropriate system
level (individual, team, organisational, and system levels) (Table 3.2). Figure 3.1
outlines the process which identified contextual factors relating to these system levels.
Firstly, all five CFIR domains were reviewed to determine the applicability of each
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construct in describing the surrounding context. For example, the relative advantage
construct within the Intervention characteristics domain can outline improvements in
the surrounding context which participants attribute to the intervention. Within the
context coding framework this CFIR construct is depicted as the individual-level
determinant individual attitudes (Table 3.2). Next, the extant literature was appraised
to collate contextual determinants not explicitly referenced by the CFIR (Pettigrew and
Whipp, 1992; Pettigrew, Woodman and Cameron, 2001; McNulty and Ferlie, 2002;
Greenhalgh et al., 2004; Fixsen et al., 2005; Damschroder et al., 2009; MacFarlane,
Greenhalgh and Humphrey, 2011; Meier and Dopson, 2019; Rogers, De Brún and
McAuliffe, 2020a). Rogers et al.’s (2020a) review identified additional constructs for
consideration, including team-level contextual determinants (Table 3.2). Finally, the
contextual determinants of CFIR were integrated with the findings from the literature to
refine the established CFIR constructs. For example, leadership engagement within
the Inner setting domain was revised to highlight the influence of leadership at multiple
system levels; team (local leadership engagement), organisational (organisational
leadership engagement), and system (political environment) (Table 3.2). Subsequently
the context coding framework provides a revised collection of contextual features that
are pertinent to implementation and maps these determinants to the micro, meso, and
macro levels of the health system (Table 3.2).
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Framework

Figure 3.1 Context Coding Framework Development
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Table 3.2 Context Coding Framework
System Level

System-Level
Determinants

Characteristic
Social
Environment

Political
Environment

Economic
Environment

Structural
characteristics

Networks and
communications
OrganisationalLevel Determinants
Culture

Definition
Example
How connected the hospital is with View that being affiliated with a hospital
external organisations/events and the group (hospitals in Ireland organised
impact of this network.
into seven hospital groups) provides
more learning opportunities for staff.
Peer Pressure
Mimetic or competitive pressure to A team member asks researchers if
implement an intervention.
other teams have “embedded it better”
and how this was achieved.
External
External incentives to spread the uptake Perceived threat following a proposed
Incentives and
of
interventions
(national
policy, system change leaving staff anxious
Influence
guidelines,
collaborations),
external about future prospects.
influence regarding decision making (e.g.
external change agents).
External economic factors within the wider health system Disparity
in
funding.
Hospitals,
which may influence the capacity and resources available to comparable in size and characteristics
the setting.
acknowledged as receiving greater
resources due to previously publicised
incidents.
Hospital classification
Participants confirm an increased
demand
on the hospital, with the number
Hospital size
of patients on trolleys exceeding the
Hospital workload
norm.
The quality of communication within the organisation and National survey data highlight strong
relationships amongst its members.
relationships among staff, however,
relationships between management and
frontline appear taut.
The norms, values, and assumptions of the organisation, the Hospital documents suggest a culture
degree of autonomy given to staff and their perceptions of characterised by openness, trust, and
change.
inclusion.
Cosmopolitanism
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Compatibility

Organisational
support
Organisational
climate
Organisational
leadership
engagement

Available
resources
Structural
characteristics
Teamwork
Team-Level
Determinants

Culture

Compatibility

Is there a tangible fit between the values and norms of the The collective leadership intervention
organisation to the intervention?
appears to align with the open culture
outlined in hospital reports.
Is organisational support evident? Are rewards offered by the Food provided by the organisation at
organisation for engagement with the intervention?
each session which is suggested to
enhance staff attendance.
Staff perceptions of and emotional responses to the One member of senior management
characteristics of their organisation including attitudes towards discusses the importance of valuing staff
learning.
by supporting their educational needs.
Are organisational leaders/managers (e.g. CEOs, executive Senior managers:
members) committed to the implementation effort?
• Encouraged engagement
• Ensured follow through with
outcomes
• Provided resources
• Organised implementation
Noted that if one team member “was left
do his job, the hospital would benefit but
it doesn’t have the resources”.
Workload: participant notes she had “no
time” to prepare for the intervention, it
“makes up 0.001% of our work”.
“Unless you approach {them} you would
get no communication throughout the
day”.
The norms, values, and assumptions of the team, the degree “Put up and shut up” mind set
of autonomy given to staff and their perceptions of change.
“…views are valued, sought out in
comparison to other multidisciplinary
teams I would have been on…like every
member is valued and their input is
welcomed”.
Does the intervention fit with existing workflows of the team?
Due to the “pressurised” nature of the
ward environment (high patient turnover
The level of resources available within the organisation to
complete the intervention including human (e.g. appropriate
staffing levels), financial, and technological resources.
Team size
Team turnover/stability
Team workload
The quality of communication within the team and relationships
amongst its members.
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Available
resources

Local leadership
engagement
Team efficacy

Self -efficacy
Individual-Level
Determinants

Individual
attitudes

and
poor
staffing
levels)
the
compatibility of intervention with the
team’s current workload is questionable.
The level of resources available to complete the intervention Inadequate staffing impeded staff
within the team including human (e.g. appropriate staffing engagement with the intervention: “we
levels), financial and technological resources.
were short staffed, just couldn’t get the
time”.
Are frontline leaders/managers (e.g. consultants, clinical nurse
managers) committed and involved in the implementation? Are
peer leaders evident?
Does the team believe in their skills and capabilities to
implement the intervention successfully?

One senior team member asks to take
intervention materials to use with junior
doctors at another education session.
The team raise concerns regarding lack
of training and skills to achieve their
developed goals.
An individual’s belief in their capabilities to implement the One team member indicates that he is
intervention and manage its outputs.
capable to contribute more to the team,
but his job role does not allow this.
Participants perceptions of the advantage and relevance of the The intervention is “a great way of
intervention. Is the intervention’s implementation considered a stopping and reflecting”.
priority or an additional burden in daily practice?
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The coding framework enables the collation of various data sources. The data utilised
in this wider body of research are presented in Table 3.3. As data are collected, the
context coding framework can be continuously updated and adapted by the
researcher. This approach aligns with Stake’s (1995) guidance on completing a case
study which advises that a chronological description of a case is reported. Given the
complexity of the construct, using multiple methods facilitates a rich and nuanced
understanding of context. However, for some researchers, staffing, funding, and time
restrictions may hinder the use of multiple methods and repeated analyses. Therefore,
researchers should consider the context and complexity of their project and adapt the
framework accordingly.

A pre-existing rating criteria developed by Damschroder and Lowery (2013) has also
been integrated to our context coding framework (Table 3.4). The ratings reflect the
influence (positive, negative, or neutral) and the strength of each contextual feature
prior to and during the implementation of the collective leadership intervention.
However, additional contextual evaluations may be included as applicable to the
research (e.g. multiple periods of data collection as part of a longitudinal evaluation of
an intervention).

Table 3.3 Data sources utilised within the context coding framework

Data Sources

Implementation data from wider collective leadership interventionpre/post survey and interview data
Observational field notes
Interview data (implementation focus)
Annual hospital reports
Culture audits
Staff satisfaction survey results
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Table 3.4 Criteria used to assign ratings to constructs: Adapted from Damschroder and
Lowery (2013)
Rating
-2

-1

0

+1

+2

Criteria
The construct is a negative influence in the organisation, and/or an
impeding influence in implementation efforts. Majority of participants
describe how the construct manifests in a negative way by describing
explicit examples.
There is a mixed effect but overall, the construct is noted to be a negative
influence in the organisation, and/or an impeding influence in
implementation efforts. Participants describe how the construct
manifests in a negative way but without concrete examples or sufficient
information are given to make an indirect inference of a negative effect.
A construct has a neutral influence if it appears to have a neutral effect
(participants contradict each other) or there is no evidence positive or
negative.
There is a mixed effect but overall, the construct is noted to be a positive
influence in the organisation, and/or a facilitating influence in
implementation efforts. Participants describe how the construct
manifests in a positive way but without concrete examples or sufficient
information is given to make an indirect inference of a positive effect.
The construct is a positive influence in the organisation, and/or a
facilitating influence in implementation efforts. Majority of participants
describe how the construct manifests in a positive way by describing
explicit examples.

(http://creativecommons.org/licenses/by/4.0/)

3.2.3 Data analysis
Comparable to the extant literature which derives analytical codes from CFIR
constructs (Damschroder and Lowery, 2013; Keith et al., 2017; Gale et al., 2019), the
context coding framework operates as a codebook during the evaluation process.
Consistent with the CFIR Guide (available at www.cfirguide.org), the context coding
framework incorporates detailed definitions and examples to ensure the consistent
interpretation of codes. However, unlike previous analysis techniques, the framework
employs a blended evaluation approach that combines aspects of rapid evaluation and
in-depth analysis. Aligned with previous rapid evaluations, the context coding
framework provides a visual display that succinctly collates multiple data sources
(Miles, Huberman and Saldana, 2014; Gale et al., 2019). This method enhances the
simplicity of applying Damschroder and Lowry’s rating process (Damschroder and
Lowery, 2013). Using an iterative approach, data collection and analysis are
concurrent rather than successive (Stake, 1995; Nieuwenhuis, 2007). Comparable to
more in-depth qualitative evaluations, rather than summarising the data from the outset
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(Gale et al., 2019), the framework formally codes each data source as a first analytic
step. Although the flexibility of the framework offers remit for an inductive, exploratory
analysis, unlike more traditional qualitative approaches, a deductive template is
predominantly used to structure the ‘real-time’ analysis of data as it is collected (Taylor
et al., 2018). Consequently, the framework prompts the assessment of potentially
influential contextual determinants from the outset. For example, by appraising the
construct team workload prior to implementation, researchers can ensure the
appropriate resources are available to strengthen the likelihood of implementation
success (e.g. need for increased staffing/ researcher support). Thus, the context
coding framework offers a structured approach to support intermediary rapid and indepth evaluations which generates actionable and detailed findings. Figure 3.2 outlines
the process of applying the context coding framework.

Step 1
Step 2

•Line-by-line thematic coding of the data
•Extraction of verbatim quotes and statistics to enter into the relevent
sections of the context coding framework
•Record data chronologically and categorise by data collection method
•Apply provisional rating of influence to each contextual determinant
based on frequency and quality of the data coded

•Summarise extracted findings (include illustrative quotes and exemplar
statistics)
•Apply final rating to indicate the relative influence of each contextual
determinant on the implementation process

Figure 3.2 Process of Application

Step 1
Each data source was analysed using line-by-line thematic coding as outlined by Braun
and Clarke (2006). As data emerged, statistics and verbatim quotes were extracted
and entered in the relevant section of the context coding framework. Data within each
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section of the framework was categorised by method of data collection (i.e.,
observations, organisational reports, interviews, survey data) and recorded
chronologically. By employing a triangulation of research methods a rich, detailed,
comprehensive understanding of the context was achieved, enhancing the credibility
of the analysis (Lincoln and Guba, 1985; Yin, 2014). To manage the large volume of
interview data, positive and negative participant quotes were categorised separately to
assist with the analysis of each framework domain. Reflecting the frequency and
quality of the coded data, the researcher gave a provisional rating of influence to each
contextual determinant within the framework. As new data emerged, this rating was
discussed and deliberated with researchers familiar with the data and the settings
(supervisors involved with data collection and analysis for the wider body of research
evaluating the effectiveness of the collective leadership intervention) and ratings were
updated as required. Although double coding of all data sources would be preferable,
this approach was not feasible due to the large volume of data collected and the limited
resources available to this study. However, 10% of observation and interview
transcripts were double-coded and compared. Regular coding discussions took place
throughout the evaluation process (Table 3.5). Additionally, the dependability of these
findings was further enhanced by maintaining an audit trail of all decisions and changes
in thought processes throughout the analysis process (Lincoln and Guba, 1985).

Step 2
Following the completion of data collection at each phase (prior to implementation and
post-implementation), the extracted findings were summarised under each section of
the context coding framework. This summary included illustrative quotes and exemplar
statistics. Reflecting this summarised narrative, a final rating was applied to indicate
the relative influence of each contextual determinant on the implementation process.
Given that this is a subjective rating based on mostly qualitative data, to achieve
actionable results while maintaining scientific rigor, Lincoln and Guba’s (1985)
trustworthiness criteria were applied to enhance the credibility and dependability of the
approach. Table 3.5 presents the techniques applied throughout the evaluation
process and identifies additional strategies that researchers may employ to further
enhance the scientific rigour associated with the framework’s application.
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Table 3.5 Techniques used to enhance the scientific rigour of the context coding
framework
Trustworthiness
Credibility

Application in case study

Additional application
strategies
Prolonged
engagement: Member
checking:
verifying
continuous data collection to findings with participants
provide sufficient understanding
of the context.
Triangulation of data: use of
multiple methods to develop a
detailed understanding of the
context.
Reflexivity: authors discussed
their biases and assumptions
throughout
the
evaluation
process.

Dependability

Deviant case analysis: data that
did
not
correspond
with
emerging coding patterns were
included
Coding
discussions
were
completed during team meetings
throughout
the
evaluation
process.

Double coding: more than one
researcher
independently
assesses all data, and the
consistency of the rating is
compared

Audit trail: decisions on rating
adjustments were recorded
throughout
the
evaluation
process

3.2.4 Ethical approval
Favourable ethical opinion for the research has been obtained from the University
College Dublin Research Ethics Committee (ref: HREC-LS-16-116397) and
participating hospital sites. All participants provided written informed consent and the
data collected was inputted into the context coding framework with all potentially
identifiable characteristics removed to maintain anonymity.

3.3 Results
When data collection and analysis were complete, data were summarised to give an
overarching narrative of the contextual conditions revealed. By employing the context
coding framework, the structure enabled innovative insights to be generated
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throughout the implementation process which facilitated a transparent account of
context to be documented and monitored over time.

3.3.1 Considering the influence of context prior to implementation
Prior to implementation, the context coding framework supported the identification of
potentially influential contextual determinants requiring consideration. Table 3.6
exemplifies one feature of the framework at an organisational and team level to
illustrate the value inherent in this approach. Although a facilitative organisational
culture was portrayed within hospital documents (e.g., annual reports), survey and
interview data obtained at a team level highlighted that a traditional hierarchical context
existed that would likely impede implementation success. Some team members felt
intimidated by colleagues while others suggested that silo working was apparent with
some senior physicians “dismissive of any other disciplines”. This context suggests
that the introduction of the collective leadership intervention was timely. However, the
need to gain and sustain senior physician support throughout the implementation
process was apparent as senior physicians appeared to be highly influential in
determining team operations and processes; “what they say goes”.

The context coding tool can also identify variations in context across settings
throughout an intervention’s implementation. As mentioned in the introduction, the
collective leadership intervention was implemented in four healthcare teams. While
Case A is documented as demonstrating a hierarchical team structure (Table 3.6),
characterised by senior physician control, silo working, and “fear”, this was not
representative of the culture within each of the four teams. By applying the context
coding framework to another case with similar structural characteristics, a very different
culture may be effectively identified. For instance, aligned with the organisation’s public
documents and reports, prior to implementation, Case B characterised its culture as
“open” with a “multidisciplinary focus” in which “every member is valued, and their input
is welcomed”. When introducing an initiative to multiple sites, the rich information
gained from applying the context coding framework helps to inform researchers of the
differing contextual forces that may exist in each setting throughout an implementation
effort. This should ultimately support the likelihood of implementation success across
sites as researchers can tailor the implementation strategies they employ.
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Table 3.6 Context coding framework pre-implementation: Culture (Case A)
System Level

OrganisationalLevel
Determinants

Team-Level
Determinants

Characteristic
Culture:
The
norms,
values,
and
assumptions
of
the organisation,
the degree of
autonomy given to
staff and their
perceptions
of
change

Culture:
The
norms,
values,
and
assumptions
of
the team, the
degree
of
autonomy given to
staff and their
perceptions
of
change.

Site Description
•

Hospital reports suggests a culture characterised by openness, trust, and
inclusion

Construct
Rating
+2
Construct has a
positive effect
that may
facilitate
implementation

•

•

•

Survey data suggests that there is a hierarchical culture within the team in which
staff sometimes feel unheard, unable to speak up and isolated. 16% also agreed
that they feel intimidated by team members behavior
Interview data also highlights a hierarchical culture:
o Control- “{senior physicians} are in charge, what they say goes, the {senior
physicians} make demands”-some noted to “push the boundaries”
o Silo working- “We’re just so individual…it is quite siloed”, “Everyone just
kind of looks after themselves”
o Staff “afraid to open your mouth” to a senior member of staff, this “fear
factor” is recognised as impacting the reporting culture within the team
o Suggested that senior physicians are “dismissive of any other disciplines”,
“never ask my opinion”
Despite the hierarchy discussed by most participants, some team members are
“satisfied” with the team and feel that “everyone is listened to”

-2
Construct has a
negative effect
and may
impede
implementation
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3.3.2 Understanding the dynamics of context
Context is made up of multidirectional forces (Dopson and Fitzgerald, 2005; Meier and
Dopson, 2019). Its constructs are “suspended in a complex web of relevance to and
relationship with other constructs” (Suddaby, 2010, p. 350). The developed context
coding framework facilitates the exploration of these relationships and the dynamism
of the concept as each construct is collectively assessed over time. For example, Table
3.7 and Table 3.8 confirm the association between the culture of Case A, and the
relationships and communication of team members within the organisation. Table 3.8
clearly identifies the effects of this hierarchical environment (Table 3.6) which is
depicted by inadequate communication and hostility across and within professional
groups. The framework also highlights once again the possible disconnect between
senior management and frontline staff. Numerous opportunities are listed for team
members to voice their frustrations at an organisational level (Table 3.7), however,
these are not operationalised to support staff within their local department (Table 3.8).
Alternatively, it may be interpreted that while the wider organisation is characterised
as a supportive environment, the participating team may be an isolated, divergent
case. Therefore, the variation in how the organisation at a meso-level and the team at
a micro-level understand and illustrate their context is clearly evident within this
framework.
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Table 3.7 Context coding framework pre- and post-implementation: Networks and Communication (Case A)
System Level

OrganisationalLevel
Determinants

Characteristic
Networks
and
communications:
The quality of
communication
within
the
organisation and
relationships
amongst
its
members.

Site Description

Construct
Rating

Pre implementation
+1
•

Hospital documents report that various forms of communication are used within
the hospital as a whole (town hall meetings, hospital newsletter, informal
meetings with the CEO) and at a local level (staff meetings, WhatsApp groups).

•

However, it is acknowledged that most staff do not have a digital identity
signifying that their ability to receive information is dependent on their relevant line
managers sharing information.

•

Hospital documents report a high level of “camaraderie” among staff which is
compared to a “family like feeling” in each department.
Post implementation
Hospital documents report that various forms of communication are used within
the wider hospital (town hall meetings, staff information sessions, communication
steering committee)

•

•

From the national survey data relationships appear to be strong within the hospital
with 80% agreeing that they receive support from colleagues

•

However, communication appears to be an issue within the hospital
o Although communication appears to be satisfactory within their team
(67%) and with their line managers (65%), frontline staff report a lack of
inclusive decision making with only 50% feeling that they have input into
decisions that affect their work
o Communication with senior management appears unsatisfactory for most
staff (42% satisfied) with only 45% content with the feedback mechanisms
within the organisation

Construct has a
mixed effect but
predominantly
positive and
may enhance
implementation

0
Construct has a
mixed, neutral
effect
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Table 3.8 Context coding framework pre-and post-implementation: Teamwork (Case A)
System
Level

Characteristic

Site Description
•

Team-Level
Determinants

Teamwork:
The quality of
communication
within the team
and
relationships
amongst
its
members.

Pre implementation
From the survey data it is evident that the team do not have a forum to meet
regularly, share information and provide feedback, with potential tension
acknowledged between disciplines with only 40% agreeing that the doctors and
nurses collaborate well.

•

From the interview data communication suggested as an issue- “something that
needs to be worked on hugely”:
o Inter-professional communication poor (“communication gets muddled up a
lot”).
o Mixed views in relation to the communication between front-line and senior
management: noted to be a lack of feedback but acknowledged that
communication has improved since the appointment of a new CEO who is
commended for “praising where praise is due”.
o The personalities of people “in senior positions” suggested as impacting
communication which leads to “a bit of clashing”

•

From the interview data regarding relationships tensions were revealed within the
team:
o Intra-professional tension: conflict in relation to the priorities of junior vs more
senior members of staff: “…they are more about paperwork than the patient”
o Inter-professional tension: between disciplines; “I’m here to nurse, you’re here
to do everything else”, “I have come across a nurse who is afraid of a doctor”
o Management and frontline tension: “Sometimes we are underappreciated by
management”, “people above me…are meeting every day of the week. I don’t
know what people do be meeting about but there are meetings every day,
every hour of the week”-which is not fed back to staff.

•

Relationships suggested to be impacted by the busyness of the ward, rotation of
staff, and “personalities” within the team (one team member described as “a bit
difficult” by some participants which impacts their ability to speak up)

Construct
Rating
-2
Construct may
be an impeding
influence on
implementation
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•

•

Few participants describe the relationships among the team positively characterising
them as “open” and encouraging “mutual respect”
Post implementation
From the observational data communication suggested as an issue but improvingo Open communication impacted by the fear culture within the team-impacting
team member’s ability to speak up
o Written and verbal communication remains poor, noted that poor
documentation is “part of the culture”
o Feedback from senior management noted to be unsatisfactory with
information not being “filtered down” to staff on the ground
o However, sense that communication is improving between team members
(e.g. doctors using the nurses’ first names)
o Improvements in communication recognised as being associated with
improved relationships- “getting to know each other better” leading to greater
ability to “voice {their} opinion quicker”

•

From the interview data communication within the team is noted to be improving but
some issues remain
o Communication is noted to be “disjointed” among some disciplines. It is
suggested that although communication is good between most team
members some senior physicians would not “value your opinion” and would
change the plan of care without consulting the wider multidisciplinary team.
o During the implementation of collective leadership intervention team members
report that communication has “opened a bit more” with participants reporting
that they feel “allowed to say {their concern/opinion} and voice it”. This is
supported by senior physicians who note that “anybody now can talk to you…
there is no limit. There’s nothing between us”, “you have a bit more ear” in
relation to listening to other disciplines within the team.

•

From the observational data regarding relationships some tensions were revealed
among the team members, but this is also improving:
o Inter-professional tension at times between team members across the
multidisciplinary team.

-1
Construct has a
mixed effect but
predominantly
negative and
may impede
implementation
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o

Noted that the team can “have banter now”, with one team member who was
previously “standoffish”, “making an effort” with staff

•

From the interview data relationships were acknowledged as improving.
o Participants suggested that there was greater “camaraderie” among team
members.
o Participants noted that the sessions enabled participants to get to know each
other on a more personal level which “brought down some barriers” and
allowed staff to see each other “in a different light”, making staff more
approachable; “you can say something”

•

Relationships were noted to be dependent on the personalities of team members, a
participant’s role within the team (e.g. HSCPs feel more “removed”) and the
continuous rotation of staff
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3.3.3 Monitoring contextual dynamics over time
The framework also enables contextual factors to be monitored longitudinally,
highlighting not only the impact of context on the intervention’s implementation but also
the intervention’s possible influence on the surrounding context. Table 3.8 documents
that while communication remains “disjointed” between some professions, there is
consensus that communication has “opened a bit more” due to improved relationships
among the team. Following the introduction of the collective leadership intervention,
informal relationships have been established, meaning staff perceive each other “in a
different light”. This has enabled team members to approach senior colleagues more
comfortably as they feel “allowed to say it {their concern/opinion} and voice it”. It also
appears to have broadened the narrow perspectives of senior members who observe
that following the implementation of the intervention “anybody now can talk to
you…there is no limit. There’s nothing between us”. Therefore, the complex interplay
between the intervention and the context in which the change is implemented is clearly
illustrated over time within the context coding framework.

3.3.4 Informing the selection of implementation strategies
By enabling the influence of context to be mapped over time, the context coding
framework also assists researchers in selecting and tailoring the appropriate
implementation strategies for their context of study. Implementation strategies are
defined as the “methods or techniques used to enhance the adoption, implementation,
and sustainability of a clinical program or practice” (Proctor, Powell and McMillen,
2013, p. 2). As outlined previously, senior physicians were identified as the dominant
leaders in Case A prior to implementation. By appraising this information, researchers
can ensure their implementation effort includes educational sessions or meetings
tailored to these individuals, so they are fully informed of the intervention’s benefits.
Given their influential role, gaining their support will likely impact the adoption of the
collective leadership intervention.

Additionally, the context coding framework can aid in clarifying the association between
contextual determinants and change strategies, as a transparent account of this
interaction can be reported. For example, senior physician engagement can be
monitored throughout the implementation of the collective leadership intervention. If
this remains poor and is observed to be impacting adoption, the researchers could
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tailor their strategy and perhaps involve the hospital executive team to provide
incentives for participation or disincentives for poor engagement. By continuously
monitoring the implementation strategies employed, the context coding framework
assists researchers in documenting the effects of these strategies on the local context,
aiding in their refinement, modification, or adoption of alternative approaches as
required.

3.4 Discussion
This paper has described the value of using the developed context coding framework
as a method to explore and understand an often-neglected area of research within the
field of implementation research, the study of context. Despite the acknowledged
influence of context on implementation processes (Tomoaia-Cotisel A. et al., 2013;
Moore et al., 2015; May, Johnson and Finch, 2016b; Pfadenhauer et al., 2017;
Ovretveit et al., 2018), it is reported that historically studies tend to be “acontextual” in
character or represent context as a stable entity or a unidirectional set of influences
(Pettigrew and Whipp, 1992, p. 6; Meier and Dopson, 2019). However, this case study
illustrates the benefit of using the context coding framework as it offers a means for
exploring the active role of context and the dynamism of the concept “in a world on the
move” (Hernes, 2014, p. 1). It also responds to previous literature (McCormack et al.,
2002; Pfadenhauer et al., 2015; Nilsen and Bernhardsson, 2019) by providing a
practical approach to improve the reporting of context during implementation.

By accounting for the complexity of context, Tsoukas (2017) suggests that the
researcher is providing a meaningful contribution, as organisational realities are
exposed rather than constrained by a simplified, limited representation. However, this
complexity, although powerful (Scharfstein, 1989; Rousseau and Fried, 2001; Moore
et al., 2015), is purported to impede the study of context (Akman and Bazzanella,
2003). Through developing a practical approach, the context coding framework assists
researchers by making the implicit aspects of context more observable. By considering
these multifaceted contextual conditions together across system levels, an
interpretable, transparent understanding of context can be elucidated, subsequently
advancing the field of implementation research.
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Although some studies recognise the multifaceted nature of context (Fitzgerald and
McDermott, 2017; Meier and Dopson, 2019; Rogers, De Brún and McAuliffe, 2020a),
this is not a universal perspective. Nielsen and Miraglia (2017) describe the distinction
between omnibus (stable characteristics of an organisation) and discrete contextual
factors (changes taking place throughout implementation). Etymologically, the term
context means to knit together or to make connections (Rousseau and Fried, 2001).
Therefore, the context coding framework challenges the simplicity and dichotomy of
presenting contextual factors as omnibus or discrete. As illustrated within this case
study, contextual factors cannot be depicted as stable, isolated entities. It is the
dynamic relationships between these complex constructs rather than their individual
forces that have a significant influence on implementation processes. Fitzgerald and
McDermott (2017) suggest that to capture these interactionist aspects of the concept,
context needs to be analysed across multiple system levels. In response to the dearth
of guidance provided within the extant literature, the context coding framework
provides a structure to enable these dynamic and multidirectional interactions to be
documented across the health system.

Fitzgerald (2019) suggests that developments are needed to progress research from
post-hoc analyses of context, toward the ability to predict between alternative
scenarios. As illustrated by this case study, the context coding framework provides
researchers with a method of weighing the possible influence, affect and effect of
differing contextual conditions prior to implementation. Using the integrated rating
criteria (Damschroder and Lowery, 2013), researchers can identify potential ‘receptive’
and ‘non-receptive’ contexts for change and select the most appropriate
implementation strategies relevant to the context(s) of study.

Determining the most appropriate implementation strategy to address an identified
contextual determinant has been cited as a fundamental challenge of implementation
science (Waltz et al., 2019). Powell et al. (2015) provide a list of 73 discrete
implementation strategies that can be utilised by researchers to enhance their
implementation effort. These strategies are context dependent signifying that the
success of a strategy in one context may fail in another. However literature suggests
that few studies tailor their implementation strategies to the context of study (Bosch et
al., 2007; Grol and Bosch, 2013; Waltz et al., 2019) or apply them to the appropriate
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system level (e.g. organisational-focused strategy used to address a contextual
determinant at the team level) (Bosch et al., 2007; Powell et al., 2017). Aligned with
Grol and Bosch’s (2013) suggestion, the context coding framework provides a
systematic and rigorous method to help clarify the association between contextual
determinants and change strategies as a transparent account of this interaction can
be reported across system levels. This builds on the work of Waltz et al. (2019), who
have developed the CFIR-Expert Recommendations for Implementation Change
(ERIC) Implementation Strategy Matching Tool. This tool supports researchers in
choosing the best implementation strategy to address CFIR-based barriers (Waltz et
al., 2019). By enabling researchers to document an accurate narrative of the context
longitudinally, the context coding framework enables the improved use of the CFIRERIC Implementation Strategy Matching Tool. By continuously monitoring these
strategies over time further refinements and modifications can be conducted
depending on their observed effects on the local context which will likely support and
enhance implementation success.

While this method is useful in understanding context prior to implementation, its value
is not limited to a solitary phase of the implementation process. The Greek philosopher
Herachitus argues that “the only thing that is constant is change”. Therefore, it is vital
to monitor the changing context of healthcare when introducing an initiative. Pettigrew
and Whipp (1992, p. 6) concluded that studies predominantly fail to “allow the change
process to reveal itself in any kind of substantially temporal or contextual manner”. The
context coding framework responds to this criticism by offering a means to monitor the
local context longitudinally. This makes it a powerful tool for documenting both the
impact of context on the implementation effort and the effect of the intervention on the
local context over time. Additionally, although the CFIR conceptualises context as a
multilevel construct, our developed framework accounts for the ongoing change that
occurs within the health system. Therefore, the context coding framework builds on the
CFIR by enabling this ongoing measurement of context and the assessment of its
influence longitudinally, across system levels.

3.4.1 Limitations
There are some important limitations to consider when using the context coding
framework. “To understand anything well we must grasp it in its context” (Scharfstein,
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1989, p. xii). However, it is difficult to grasp all features of every context in one
framework. While this method offers a means for studying the active role of contextual
determinants, researchers are cautioned against drawing a boundary around the
phenomenon by only including the contextual factors listed herein. Although the
context coding framework has been informed by the extant literature and the
comprehensive nature of the CFIR, it is also shaped by the researcher’s experience of
the case studies employed. Therefore, it is recommended that when using the
framework, researchers are open and attentive to the inclusion of additional contextual
factors that are relevant to their context of study, adapting the framework accordingly.
Research is also acknowledged to be “a product of its time” (Rousseau and Fried,
2001, p. 5). Although the context coding framework provides a transparent account of
the dynamism of context longitudinally, it is important that the timing of data collection
is considered and documented. With the passage of time the meaning of these
contextual constructs and their influence can change.

Additionally, while the framework enables the collation of multiple data sources and
offers a high-level overview of implementation influence (positive, negative, neutral),
further analysis is required to reveal the mechanisms through which context influences
implementation success. However, by using the context coding framework researchers
will obtain a comprehensive understanding of the data which will likely accelerate any
additional in-depth analyses. Applying Proctor et al.’s (2011) implementation outcomes
during the next phase of analysis is recommended to advance knowledge of the
interrelationships between implementation outcomes and contextual determinants.

A potential limitation is the resource-intensive nature of this method, given the data
required to ensure a rich understanding of the complex construct of context. Although
the cost of the framework was not formally assessed, it is worth detailing the labour
associated with the application of this approach in the wider research project. The
researcher invested 100% of her time to this project over a two-year period as part of
her doctoral studies. The researcher’s involvement in the framework’s development
and their familiarity with the data sources (involved in data collection and transcription),
likely expedited the analysis process. However, while future researchers may require
training in line-by-line coding or other forms of qualitative analysis, learning to populate
the tool requires limited guidance. Larger teams will also have greater capacity to
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distribute workload to account for any competing priorities. Therefore, before applying
this method, change agents should consider the compatibility of the approach with the
project aims, team logistics, and project deadlines. Adapted versions of the framework
may also be used if change agents are interested only in specifics dimensions of
context.

3.4.2 Recommendations for future use
Aligned with Chambers (2019), the application of shared measures of context
consistently over time in diverse settings is recommended to comprehensively
understand the complexity of the construct and its influence. This research has
addressed an identified gap in implementation science methodology by creating a
resource suitable for both researchers and non-researchers (e.g. HCPs, policy
makers) to investigate an underdeveloped area of study, our understanding of context
in implementation research. It is suggested that by using the context coding framework
as a practical tool across multiple settings, we will likely gain an enhanced knowledge
of the construct from multiple perspectives. This will offer valuable guidance to change
agents during their future implementation efforts while also providing insight into how
context is perceived from differing vantage points (e.g., researcher vs non-researcher
perspective, or between HCPs). If we do not begin to use a standardised approach
consistently, our ability to understand and capture the dynamism of context and its
multiple levels will remain severely limited.

3.5 Conclusion
This study described how the context coding framework was developed, outlining the
benefits and limitations of employing this approach. The illustrative case study
highlighted the value of using this tool as a method to (a) highlight the influence of
context prior to implementation, (b) understand the dynamics of context throughout the
implementation process, (c) monitor these contextual dynamics longitudinally, and (d)
inform the selection of the most relevant implementation strategies. This research
advances the field by providing a practical method that focuses on an overlooked area
of implementation science, the study of context. By helping to appropriately assess
and report context, the robustness and learning acquired from implementation
research will be enhanced, aiding in the translation of evidence-based healthcare
interventions into routine practice.
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Chapter 4 Context counts; a qualitative study exploring the interplay
between context and implementation success
Abstract
Background: Implementing change in healthcare is difficult to accomplish due to the
unpredictability associated with challenging the status quo. Adapting the intervention
to better fit the complex context is an important aspect of implementation success.
Despite the acknowledged influence of context, the concept continues to receive
insufficient attention at the team-level within implementation research. Using two
heterogeneous multidisciplinary healthcare teams as implementation case studies, this
study evaluates the interplay between context and implementation and highlights the
ways in which context influences the introduction of a collective leadership intervention
in routine practice.

Methods: The multiple case study design adopted, employed a triangulation of
qualitative research methods which involved observation (Case A=16 hours, Case
B=15 hours) and interview data (Case A=13 participants, Case B=12 participants).
Using an inductive approach, an in-depth thematic analysis of the data outlined the
relationship between team-level contextual factors and implementation success.

Results: Themes are presented using the headings; 1) Adapting to the everyday
realities, a key determinant for implementation success; and 2) Implementation
stimulating change in context. The findings demonstrate a dynamic relationship
between context and implementation. The challenges of engaging busy healthcare
professionals emphasised that mapping the contextual complexity of a site and
adapting implementation accordingly is essential to enhance the likelihood of
successful implementation. However, implementation also altered the surrounding
context, stimulating changes within both teams.

Conclusion: By exposing the reciprocal relationship between team-level contextual
factors and implementation, this research supports the improved design of
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implementation strategies, enhancing the likelihood of the successful translation
change into routine practice.
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4.1 Background
Healthcare is not static. Change is a “pervasive and persistent” norm for healthcare
staff who must continuously respond to technological advancements, changing
disease patterns and new treatment discoveries to provide optimal patient care
(Hammer and Champy, 1993, p. 23; Nilsen et al., 2019). However, successful
intentional change is difficult to accomplish (Burnes, 2004). The extant literature
suggests that two-thirds of change projects fail (Beer and Nohria, 2000; Burnes, 2004)
and that only 50-60% of care in the past decade aligned with the best available
evidence (Braithwaite, 2018). A ‘one size fits all’ approach to implementing change has
been associated with this failure, as the priorities of staff and the unique characteristics
of settings are overlooked (Dopson and Fitzgerald, 2005; Bauer et al., 2015;
Braithwaite et al., 2018). Therefore, while best practices are intended to apply to all
healthcare organisations, accounting for the everyday contextual realities of each
setting is necessary to enable the adaptations required to optimise the uptake of
change in routine practice (Berta and Baker, 2004).

Although researchers have previously observed context as nuisance variance to be
eliminated, context represents the normal conditions of practice that shape a
healthcare team’s capacity to implement change (May, Johnson and Finch, 2016a).
Rogers et al. (2020a) define context as “…a multi-dimensional construct
encompassing micro, meso, and macro level determinants that are pre-existing,
dynamic, and emergent throughout the implementation process”. These complex
determinants include factors such as culture and leadership which are emerging as
influential in the field of implementation science (Brownson, Colditz and Proctor, 2012).
The unpredictability of healthcare settings and the diverse values that exist among
team members means that organisations, teams, and individuals can respond
differently to an intervention (i.e. the prescribed change) and this response usually
evolves with time as implementation progresses (Gadolin and Andersson, 2017;
Pfadenhauer et al., 2017). Therefore, meaningful improvement occurs idiosyncratically
and locally (Braithwaite, 2018). Without recognising the variations between contexts
(e.g. the norms of those expected to adopt the envisioned change), an implementation
effort will likely encounter resistance and subsequently fail (Braithwaite, 2018;
Churruca et al., 2019). Implementation incorporates strategies and processes.
Implementation strategies are cited as influential for improving the uptake of change in
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routine practice (Proctor, Powell and McMillen, 2013). Mazza et al. (2013) define
implementation strategies as a “purposeful procedure to achieve clinical practice
compliance” with an intervention (e.g., incentivising the adoption of the intervention).
However, researchers often fail to consider the contextual appropriateness of their
predefined strategies and adopt a “kitchen sink” approach (i.e., deploying multiple
different strategies) or a standardised “one-size-fits-all” solution (Harvey and Kitson,
2015; Rycroft-Malone, 2015). Implementation processes are the complex, multi-level,
activities performed to improve the integration of the intervention in practice
(Pfadenhauer et al., 2017). These efforts are non-linear and involve multiple actions,
refinements, re-evaluations and expansions (e.g., engaging diverse stakeholders and
adapting the selected implementation strategy accordingly) (Damschroder et al.,
2009). While this study primarily focuses on context and implementation processes,
the learning that emerges from this research impacts the development of future
implementation strategies. Therefore, all three concepts are used throughout this
research.

While researchers recognise that intervention effectiveness is influenced by its
implementation in a specific context, the boundaries between context and
implementation are indistinct (Van Herck et al., 2010; Wells et al., 2012; Rogers, De
Brún and McAuliffe, 2020a). Despite the active influence of context on intervention
effectiveness and implementation success, researchers remain primarily concerned
with implementation (e.g. the development of implementation strategies), while context
continues

to

receive

insufficient

attention

within

implementation

research

(Pfadenhauer et al., 2017). The interplay between context and implementation
processes is unclear with a limited understanding as to how these concepts interact to
influence change (Dryden-Palmer, Parshuram and Berta, 2020). This research
responds to these findings by evaluating the interplay between context and
implementation and highlighting the ways in which context influences the introduction
of change in healthcare practice. While context is a multifaceted concept incorporating
multiple levels of the health system, this research focuses primarily on team-level
contextual factors as these features have been overlooked in previous implementation
research (Rogers, De Brún and McAuliffe, 2020a). Therefore, context in this research
refers to the existing conditions in which healthcare teams operate. However, due to
the interdependent relationship between system components, this research also
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acknowledges the influence of contextual factors at other levels of the health system
(i.e. individual, organisational, system) which interact and influence team-level
contextual determinants.

4.2 Methods
4.2.1 Study background
This study examined the active role of context during the implementation of a teambased collective leadership intervention (Appendix 2). This educational intervention
aimed to improve the collective leadership competencies of healthcare teams
(McAuliffe et al., 2017). Over a one-year period, four diverse MDTs piloted the
collective leadership intervention within the Irish health system. This intervention
comprises of eight one-hour team sessions that focus on collective leadership for team
performance and safety culture (Ward et al., 2018; Co-Lead, 2019). The intervention
comprises of six foundational components that are compulsory for each team to
complete and an additional 13 targeted interventions which teams can select based on
their perceived needs and team priorities. These one-hour team sessions explore
topics such as goal setting, role clarity, and challenging unsafe behaviours (Co-Lead,
2019). By enabling team members to meet regularly and work through structured
sessions that support individual and team learning, the intervention aims to enhance
the practice of collective leadership in teams.

4.2.2 Study design
Due to the complexity associated with the concepts of interest (i.e. context and
implementation) and the study’s aim to generate contextually detailed knowledge
relating to implementation, this research adopted a multiple case study design (Luck,
Jackson and Usher, 2006). A multiple case study describes the assessment of a
contemporary phenomenon in two or more real-world settings (Yin, 2003; Stake, 2005;
Thomas, 2016). This approach enabled the researchers to preserve the meaningful
characteristics of each team in their real-world environments, supported rich data
collection, and allowed the ways in which context and implementation influence one
another to be compared across sites (Yin, 2003; Stake, 2006; Merriam, 2009; Creswell,
2014; Harrison et al., 2017). In this research, the case study unit was defined as the
implementation of the collective leadership intervention in one MDT. Aligned with Yin’s
(2003, p. 85) interpretation of a “good case study”, the study employed a triangulation
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of qualitative research methods. Employing a variety of data sources enabled
converging and contrasting lines of inquiry to be explored which increased the
trustworthiness of the results (Lincoln and Guba, 1985; Wells, 1987; Yin, 2003).
Observation and interview data assisted with determining “what goes on” in each team,
while also eliciting insider descriptions and conceptualisations of the context (Green
and Thorogood, 2014, p. 157).

4.2.3 Study sample
To enable an in-depth analysis of context, two of the four multidisciplinary healthcare
teams

introducing

the

collective

leadership

intervention

were

chosen

as

implementation case studies (Table 4.1). These teams differed in relation to location,
size, speciality, and governance structure. By applying a context coding framework
prior to implementation distinct cultures were also observed (Rogers, De Brún and
McAuliffe, 2020b). Although one case was described by staff as a traditional
hierarchical culture characterised by senior physician control, a more inclusive,
multidisciplinary approach was apparent within the other case. Sampling during
observational data collection depended on staff availability (i.e. workload and staffing
impacted participation). The purposeful sampling strategy adopted during interviews
ensured a broad spectrum of perceptions were achieved from a diverse range of
disciplines, who had varying levels of engagement throughout the implementation
process (Table 4.2). However, the continuous rotation of junior doctors, and multi-task
attendants (duties include cleaning, portering, and catering services on a ward)
resulted in their absence from the interview sample.
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Table 4.1 Case characteristics
Hospital
classification

Location
Financial and
Governance
Structure

Hospital size
Team size

Team speciality
Team stability•
•

Case A - Willow
Case B - Brickley
Model 3: Hospitals that can Model 4: Hospitals provide
provide 24-hour acute surgery, tertiary and supra-regional care
acute medicine, and critical care. in addition to 24-hour acute
surgery, acute medicine, and
critical care.
Rural
Urban
Statutory hospital: funded and Voluntary hospital: acquires
governed by the national greater autonomy as owned by a
government agency, the HSE.
religious order and subsequently
reports to a hospital board rather
than the HSE. This hospital type
also receives funding from the
state.
Approximately 200 bed capacity Approximately 600 inpatient bed
capacity, 85-day bed capacity
n=65
n=73
Team divided across two wards
which are located on different
levels of the hospital. The nursing
staff work permanently on one of
the wards while the medical team
and the HSCPs move between
units
Surgical
Medical

Intern: 3-month rotation
Senior House Officer: 3-month
rotation
• Registrar: biannual/annual
rotation
• HSCP: biannual rotation
• Multi-task attendants: 3-month
rotation
Team culture • Hierarchical: within this team
(prior to
some participants felt
implementation) intimidated or overlooked by
their senior colleagues.
•

•
•
•
•

•

Intern: 3-month rotation
Senior House Officer: 3-month
rotation
Registrar: biannual/annual
rotation
Junior HSCPs:4-6-month
rotation
Collective: the team
characterised its culture as
open, inclusive, and
multidisciplinary. However, a
divide was acknowledged
between the two wards which
was recognised as impacting the
relationships among staff.

92

Table 4.2 Characteristics of interview participants
Case

Case A
(Willow)

Case B
(Brickley)

Participant

Gender Sessions
attended
Nurse1W
F
3
Nurse2W
F
4
Nurse3W
F
2
Nurse4W
F
0
Management1W
F
8
Management2W

F

8

Medic1W

M

5

Medic2W

M

5

Support Staff1W

M

2

HSCP1W
HSCP2W
HSCP3W
HSCP4W

F
M
F
F

2
6
3
4

Nurse1B
Nurse2B
Nurse3B
Nurse4B
Nurse5B
Nurse6B
Medic1B

F
F
F
F
M
F
F

3
1
2
7
6
4
7

Medic2B

F

4

Support Staff1B

M

1

HSCP1B
HSCP2B
HSCP3B

F
F
F

6
4
1

Sample details
Sample
included
registered nurses, and
clinical nurse managers
Sample
incorporated
senior managers of the
organisation
Sample comprised of
senior
physicians
(consultants
and
registrars)
Sample encompassed the
views
of
healthcare
assistants
(staff
who
assist with bedside care
e.g.
bathing,
feeding
patients)
Sample contained various
disciplines from the field of
allied health

Sample
included
registered
nurses,
advanced
nurse
practitioners, and clinical
nurse managers
Sample comprised of
senior
physicians
(consultants
and
registrars)
Sample encompassed the
views
of
healthcare
assistants
Sample contained various
disciplines from the field of
allied health
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4.2.4 Theoretical framework
To gain a greater understanding of implementation, it is essential to monitor contextual
factors as the data generated is context dependent. However, despite the reported link
between context, implementation, and intervention effectiveness, context remains a
poorly understood and reported construct within implementation science (Dopson and
Fitzgerald, 2005; Nilsen, 2015). CFIR is a determinant framework that aids in
classifying contextual factors that can influence implementation (Brownson, Colditz
and Proctor, 2012; Tabak et al., 2017; Fernandez et al., 2018). Determinant
frameworks “describe general types of determinants {barriers or facilitators} that are
hypothesised or have been found to influence implementation outcomes” (Nilsen,
2015). To develop CFIR, Damschroder et al. (2009) consolidated constructs found in
nineteen published implementation theories, models, and frameworks (e.g. Rogers
(1995) Diffusion of Innovation Theory, Rycroft-Malone et al.’s (2002) Promoting Action
on Research Implementation in Health Services framework) and categorised these
constructs into five overarching domains: intervention characteristics, outer setting
(system-level contextual determinants), inner setting (organisational-level contextual
features), individual characteristics (individual-level contextual factors) and the
implementation process. Although CFIR identifies thirty-nine constructs that can
influence the introduction of change in routine practice, to understand how these
determinants impact implementation success CFIR in this study is used in conjunction
with Proctor et al.’s (2011) implementation outcomes. Implementation outcomes are
distinct from intervention outcomes and include the concepts of acceptability, adoption,
appropriateness, cost, feasibility, fidelity, penetration, and sustainability (Proctor et al.,
2011). Applying this taxonomy is necessary to understand whether the failure of an
intervention is due to an ineffective intervention or whether a potentially effective
intervention was deployed incorrectly (Proctor et al., 2011). In this study the CFIR
(Damschroder et al., 2009) and Proctor et al.’s (2011) implementation outcomes
guided the design of data collection tools (see below) which assisted with identifying
the influence of contextual factors on implementation success. However, this research
extends the fields understanding of context. Building on the CFIR and Proctor et al.’s
(2011) implementation outcomes, this research enables a deeper evaluation of the
impact of team-level contextual factors on implementation success.
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4.2.5 Data collection
Observations
Between January and November 2018, thirty-one hours of non-participant
observations were completed at monthly preparation meetings and the intervention
sessions (Case A=16, Case B=15). Handwritten field notes of phrases quotations and
key words relating to participant’s conversations, interactions, and settings were taken
during each observation. Within 24-hours of each site visit, these observations were
transcribed into detailed accounts to ensure the complete recounting of observed
events. These detailed field notes were then inputted into an observation template.
This observation template was developed specifically for the needs of this research to
evaluate the influence of context on the intervention’s implementation (Appendix 8).
This customised template incorporates prompts derived from Merriam’s (1988)
observation checklist. Merriam (1988) provides guidance on the process of collecting
observational data during case study research. Due to a dearth of standardised
templates currently available for observational research, Merriam (1988) presents a
useful checklist of broad factors that likely exist in any context. Merriam’s (1988)
checklist includes questions relating to the setting (physical environment), participants
(how many, role descriptions), activities (what is going on), and subtle factors (nonverbal communication, unplanned events). Although these broad factors guided the
development of the observation template, to reflect the research aims, these questions
were refined and informed by the CFIR (Damschroder et al., 2009) and Proctor et al.’s
(2011) implementation outcomes. This approach facilitated a structured approach to
data collection. For example, question nine within the observation template (Appendix
8) asks whether participants were actively engaged in the intervention. Field notes
relating to staff engagement were inputted into this section of the observation template.
The researchers could subsequently understand whether engagement was influenced
by Proctor et al.’s implementation outcome of acceptability (i.e. did staff satisfaction
with the intervention influence their participation?) and/or the CFIR construct of
compatibility within the inner setting domain (i.e. did the perceived fit of the intervention
with staff values influence staff engagement).

Interviews
Semi-structured interviews were conducted following the implementation of the
intervention (February-March 2019). This approach assisted with identifying the
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dynamic contextual factors influencing implementation from the perspectives of those
involved. Theoretical prompts informed by CFIR (Damschroder et al., 2009) and
implementation outcomes (Proctor et al., 2011) were included in the topic guide
(Appendix 9). In addition to ensuring a consistent analytic framework, the semistructured interview approach enabled context-sensitive aspects of each case to
emerge. One pilot interview was completed which resulted in minimal changes to the
structure of the interview schedule. This pilot interview was included in the final dataset.
Twenty-five MDT members participated (n=13 Case A, n=12 Case B), and interviews
ranged in duration from 18-57 minutes (average 38 minutes). All interviews were audiorecorded and transcribed verbatim.

4.2.6 Data analysis
Thematic analysis, as outlined by Braun and Clarke (2006), provided the analysis
structure. This process involved repeatedly reading the data, generating initial codes,
and developing, refining, and naming broader themes. The observational and
interview data collected from each team were first coded independently but later
converged when developing themes to provide an overall understanding of the
interplay between context and implementation within each case of interest. Although
the CFIR domains and the implementation outcomes of Proctor et al. (2011) informed
data collection, the researcher chose not to use this as a framework for coding the
data, instead favouring an inductive approach to allow for a broader range of codes
to emerge from the data. Rather than employing rapid analysis which summarises
data into a visual display, this research adopted an in-depth approach that
incorporated line-by-line thematic coding (Gale et al., 2019). This method ensured
that the developed themes strongly reflected the data collected rather than simply
identifying similarities with established CFIR domains and implementation outcomes.
NVivo11 software (QSR International, 2015) supported the analysis process. Two
researchers double-coded 10% of the data, which generated a more complex
understanding of the results and ensured the analysis did not rely solely on one
researcher’s potential biases (Tracy, 2010). This process enhanced the credibility
and dependability of the findings as a high level of agreement was demonstrated in
the researchers’ coding patterns. Additionally, to enhance transparency a reflexive
journal was maintained to map the influence of the researcher throughout the
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evaluation process (i.e. during observation and interview data collection) (Lincoln and
Guba, 1985; Stake, 1995; Fossey et al., 2002). Reflexive writing ensured the
researcher captured what was going on in the field rather than their emotional
reaction to, or interpretation of, what occurred during data collection.

4.2.7 Ethics
Favourable ethical opinion was obtained from the University College Dublin Research
Ethics Committee (ref: HREC-LS-16-116397) and the participating hospital sites. All
participants provided written informed consent during each phase of data collection
(Appendix 10 and 11). To maintain participant anonymity, all potentially identifiable
characteristics were removed from each observation and interview transcript.
Pseudonyms have also been assigned to both cases to further preserve the anonymity
of participants when reporting the results. Willow represents Case A, while Case B is
represented by the pseudonym Brickley (Table 4.1).

4.3 Results
This study defines implementation success as the extent to which the collective
leadership intervention was completed, routinised, and integrated in daily practice.
During the eleven-month period of implementation, both teams successfully
completed the intervention, implementing the required eight intervention components.
Despite national emergencies such as the flu outbreak and extreme weather events

which obstructed routine service delivery in 2018, each team recorded adequate
attendance throughout implementation (average attendance for both cases= 12
participants). Staff utilisation of the collective leadership intervention led to the
integration of several service improvement initiatives in routine practice (Table 4.3).
and sustained behaviour change within the team (e.g. improved interpersonal
relationships). The key themes generated from the data demonstrate the nature of
the relationship between context and implementation. These themes are presented
below under the headings 1) Adapting to the everyday realities, a key determinant for
successful implementation; and 2) Implementation stimulating change in context.
Observation data is represented as Observation X, while interview data is presented
as the participant’s job title (e.g. Nurse1). The cases are distinguished using the
letters W for Willow and B for Brickley.
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Table 4.3 Implemented change initiatives from each case
Case

Willow

Team Goal
Improve the
number of
delayed
discharges
Improve
communication
Improve
workflow

Improve role
clarity

Brickley

Improve
communication
Improve patient
satisfaction

Implementation
Exemplar quotes
action
Audit and feedback “We mentioned about the doctors’ rounds, that was one huge issue…we did a study on the
of rounding times
times to see if we could improve things. So I think doctors, they’re doing their rounds more
efficiently now…which helps patient flow” (Nurse3W)
MDT
huddle “the huddle really helps…It’s more effective communication at an appropriate time when people
introduced
can actually focus and take it all on board” (HSCP4W)
Team completed a “I think things are running a bit, the ward runs smoother” (Support staff1W)
Lean 5S to organise,
clean, develop, and
sustain a productive
work environment
Development of a
poster to distinguish
staff uniforms
MDT
huddle
introduced

“{patients} might know who the nurse is from the colour of the uniform, but they wouldn’t know
who anyone else is” (Nurse4B)
“the MDT huddle is a small thing but it’s hugely helpful…just allows us to plan a little bit better
for our patients…” (Medic1B)

Development of a “a lot of patients they’re not really aware of what the {unit} is or anything so a lot of those things
patient information {the leaflet} I thought were really positive to kind of come out of it” (HSCP2B)
leaflet to improve
awareness of the
team
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4.3.1 Adapting to the everyday realities, a key determinant for successful
implementation
Despite the differing characteristics of each team (Table 4.1), the everyday realities
impacting implementation were broadly similar across cases. Everyday realities refer
to the dynamic contextual characteristics of each case. The workload of each team,
the continuous rotation of its members, varying shift patterns and inadequate staffing
were identified as key contextual factors impacting the implementation of the collective
leadership intervention in both cases.

Everyday team demands: an active challenge when implementing change
Finding the time to participate in the intervention in addition to staff’s busy workload
posed a significant challenge for implementing and sustaining the initiative within each
MDT. The persistent demands on staff (e.g. high patient turnover, inadequate staffing)
impacted the perceived appropriateness of the intervention for some team members.
Pressure was a term used by staff to describe the demands of their work and this was
exemplified in the observational data. Staff (particularly doctors and HSCPs) were
frequently contacted during each intervention session (Willow= on average 4 bleeps
per session, Brickley= on average 1 bleep per session). For staff of Willow, the
competing demands of the ward required their early departure on occasion (Willow= 6
occurrences during 9 intervention sessions).

Throughout the implementation of the intervention in Brickley, the hospital was in
escalation2 (Observation5B). In the context of this challenging workload, when
considering attending the intervention, at times some perceived this commitment as
an additional burden. One participant described their thought process when realising
an intervention session was planned for that day:
“Oh my God, don’t tell me I have that to do in the middle of the day along
with everything else…the work doesn’t get less” (Medic1B)

2

In escalation refers to an excess demand on emergency and acute services. Escalation
protocols consist of a tiered and incremental suite of actions implemented in hospitals to avoid
emergency department overcrowding. These escalation procedures seek to ensure the
provision of optimal patient care.
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The staff of Willow considered themselves as “stretched” in their efforts to provide a
quality service (Observation14W). One team member suggested that due to their
challenging workload, the implementation of the intervention may be perceived as
disrupting the workflow of the team, while others suggested that attending the
intervention can cause the “pile up of work” (Observation16W). However, in some
instances, this demanding context appeared to also enhance the acceptability of the
intervention’s implementation among teams. In both cases many staff associated their
enjoyment of the intervention to its originality; working on “something that isn’t just
clinical although it has a clinical kind of effect” (HSCP1B). However, the ability of team
members to engage with the intervention appeared dependent on the nature of their
workload. While they expressed a desire to attend, the unpredictable clinical caseload
of frontline staff often limited their presence at the intervention as it was “difficult to just
drop everything” (Nurse2B) and “easy to be dragged away” from sessions (Medic1B).
However, for those in management positions, commitment to the intervention was
suggested as “part of their role” (Nurse4W), which facilitated their continued
engagement throughout implementation.
“I suppose I’m lucky in my role, I always would have planned the sessions
or work around the sessions or put sessions around work”
(Management2W).

In both sites, inadequate staffing levels impacted the engagement of MDT members.
To ensure safe patient care, being “tight on the ground” in relation to staffing
(Management1W) implied that teams “couldn’t spare people” to attend (HSCP1B).
Team members from both sites described their frustration with the insufficiency in
staffing which was associated with increased workload, “stress” (HSCP1W), and
“burnout” (Observation13B). This persistent issue likely reduced the perceived
appropriateness of the intervention within each case, potentially impacting the
feasibility of implementing the initiative among an under-resourced workforce.
Additionally, the fluidity of each team in relation to the rotation of staff and their varying
shift patterns limited the potential for widespread understanding and acceptability of
the intervention across both MDTs. Nurses and senior physicians were considered the
“stable” members of Willow (Nurse1W). However, the participants of Brickley reported
that staff rotation was common across all professions. Both teams suggested that the
intermittent frequency of the sessions (monthly), the varying shift patterns of some
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disciplines (e.g. night duty, weekends), and the mobility of team members limited staff
engagement with the intervention. As a result, some staff were reported as “not
{having} a clue what was going on” (Medic1B). This poor understanding influenced
staff investment in the intervention with participants suggesting that some attended
simply “due to availability” (Observation12W) while others were obligated; “they had to
be there, so they were there” (Nurse4B). Therefore, the mobility of staff within
healthcare teams impacts the feasibility of sustaining the intervention, as it requires
continuous induction and promotion across the MDT.

Supporting change by adapting to local constraints
The influence of these dynamic contextual factors on the introduction of the
intervention were reduced to some extent by features of the implementation. Following
the initial implementation phase, the timing of the intervention changed to coincide with
team members’ lunch breaks. Due to the busy context of both sites, some staff
disapproved of this decision as they “just want{ed} to have {their} lunch” (HSCP3B)
and “switch off completely” (Nurse1W). However, for most participants incorporating
the intervention into their scheduled break and obtaining a complimentary lunch was
considered fundamental for encouraging people to attend. Additionally, the feasibility
of implementing the intervention was enhanced due its on-site location. Staff
recognised the accessibility of the setting as advantageous in enabling MDT members
to leave if they were required on the ward. However, this convenience also facilitated
interruptions at both sites (e.g. staff leaving to answer bleeps). Furthermore, due to the
dynamics of Brickley (Table 4.1), the location of the intervention on one ward, impeded
the engagement of nursing staff located on the other unit. Staff suggested that nurses
are more likely to attend if the initiative is “at a local level” meaning the more visible
and proximate the sessions, the more likely staff will attend (Observation14B).

4.3.2 Implementation stimulating change in context
Although the complex characteristics of each team influenced implementation success,
the implementation process also altered the context of each team. In addition to the
collective leadership intervention stimulating change, staff in both sites recognised the
process of its implementation as influential in enhancing staff camaraderie, role
appreciation and job satisfaction within the team.
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Socially mediated collaboration as a facilitating force
The process of bringing the MDT together face-to-face was considered an unusual but
beneficial aspect of the implementation process. Irrespective of the intervention
content, staff reported valuing the social aspect of implementation which enhanced the
soft skills of communication and collegiality within both MDTs. Although the everyday
realities of practice impacted the feasibility of attendance by all staff, for those that
could engage, the process of giving each discipline a voice helped to break down
“fences” between professions (Medic1W). Staff from each case implied that the unique
cross-disciplinary approach to implementation heightened familiarity among staff
which enabled the establishment of informal relationships.
“There was never the platform to {meet as a MDT} before… actually
just sitting around and having a cup of tea and a sandwich with
somebody is a nice way to actually get to know people…we’re not just
professional silos that we’re people with personalities behind it all”
(HSCP1B).
Bringing the MDT together was predominantly observed positively by participants in
both sites. However, for a minority of team members in Willow, the process provoked
discomfort. These team members felt “targeted” by other disciplines (HSCP3W) due to
the deeply ingrained hierarchy evident in this context. To respond to this issue, the
intervention was subsequently adapted to include the agreement of ground rules
among team members. These ground rules required the removal of professional titles
and the use of first names when communicating throughout the intervention’s
implementation (Observation6W).

Team reflexivity: a novel experience
Additionally, rather than “slavishly” completing their routine duties, by implementing the
intervention during daily practice, the initiative gave the team a “hiatus” to reflect on
how they work as a MDT (Medic1B). Providing a “space to stop” (Observation10W)
and strategically plan together was considered a novel experience which provided a
“bigger picture” view of team and organisational operations (Nurse2W). This broader
perspective re-orientated staff to the importance of collaboration. All participants
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acknowledged an enhanced appreciation for their colleagues as throughout the
process the importance of each role was “validate{d}” (HSCP3B). Involving multiple
professions and devoting time to understand the challenges each discipline encounters
was observed as a “very useful” process (Medic1W). These team reflections were
subsequently translated into goals to improve the efficiency of service provision (Table
4.3).
“It just sparks in everyone’s memory like why we are all here and working
together at the end of the day…what we’re all working towards”
(Nurse4B)

Psychological safety: a prerequisite for change
Participants attributed their “frank and open” (HSCP1B) discussions to the “relaxed
environment” created throughout implementation (Nurse3B). Some staff implied that
the provision of refreshments during the intervention’s implementation helped establish
an informal atmosphere which encouraged team members to “speak freely”
(Nurse2W). While several staff considered their familiarity with the location as essential
for creating a “comfortable” (Nurse2W), “safe, open” atmosphere (HSCP3B). One
participant suggested that the neutrality of the location is significant in ensuring the
opinions of all staff are respected.
“If it’s in a neutral setting, you’re not discussing a patient {where}
somebody, maybe a consultant {senior physician} is in charge, so
neutral…everybody’s opinion is completely valid” (HSCP1W)

For a minority of participants in Willow, the confidence to openly discuss their views
was dependent on the frequency of their attendance at the intervention. This
perception likely reflects the power relations of Willow which perhaps increased staff
unease with sharing their opinion during the initial phase of implementation. However,
in both cases, when a “safe” (Management2W) atmosphere was created, staff
appeared intrinsically motivated to improve practice. Team members reported feeling
“able to make a change” (Nurse1B) because “everyone got their chance to have their
say” (Support staff1W) and “everyone was treated the same” (HSCP4W). Particularly
for staff in Willow, this inclusive approach to implementation promoted the value of
each team member. Some participants associated this newly recognised worth with
enhanced job satisfaction.
103

“If you feel valued in work, if you feel listened to in work…your day is a
much nicer day and a brighter day to work…we are all a chain and no
matter how small a link … if that link is broke, it’s all broke. So, we should
all feel valued” (Nurse2W)

4.4 Discussion
Using a multiple case study design and a triangulation of qualitative research methods,
this study evaluated the relationship between context and implementation and
identified the ways in which team-level contextual factors influence change in
healthcare practice. Through investigating an underdeveloped area of study, this
research exposed the reciprocal relationship between team-level contextual factors
and implementation success, revealing how these concepts dynamically interact,
respond, and mutually evolve. For example, to successfully integrate the collective
leadership intervention into two teams characterised by numerous competing
demands, the implementation process required adaptations at a local level (e.g. timing
of sessions tailored to fit each context). However, this influence was reciprocal.
Determinants relating to implementation (i.e. delivering the intervention face-to-face,
during daily practice, in a familiar, neutral location), enhanced the surrounding context
of each team, improving interprofessional communication and relationships. For
researchers, policymakers, and HCPs the results emphasise the importance of
appreciating this bidirectional influence when introducing change to ensure the
complex relationships between determinants can be better understood. Equally
attending to implementation planning and the context will ensure the selection of
appropriate implementation strategies, improving the likelihood of successfully
implementing intentional change in routine practice.

The findings underscore the active role of context during an intervention’s
implementation (Dryden-Palmer, Parshuram and Berta, 2020). For some HCPs, the
everyday demands of their service impacted the perceived appropriateness of
implementation. Brownson et al. (2012) suggest that successful implementation
requires the integration of an initiative into a health setting. If this is not achieved, staff
often perceive the intervention’s implementation as a time limiting burden (Geerligs et
al., 2018). In this study, although attempts were made to reduce the burden of
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implementation (e.g. onsite location of the intervention), the workload and inadequate
staffing of each case hindered the collective engagement of all MDT members.
Workload and understaffing were intertwined challenges for frontline staff. The
workload of each team member and their limited time for implementation were related
to staff shortages. Aligned with the extant literature these dynamic determinants were
fundamental barriers to the intervention’s adoption (McAteer et al., 2014; Geerligs et
al., 2018). Staff frustration with their working conditions has been previously
documented in the national context of this research (Health Service Executive, 2018).
In this national survey, only 50% of HCPs reported satisfaction with their workload,
something which resulted in increased stress for MDT members (Health Service
Executive, 2018). The impact of workload and inadequate staffing on the psychological
well-being of HCPs has been previously outlined (Gelsema, 2006; Hayes et al., 2017).
The findings from this research, however, reveal the impact of these everyday realities
when implementing change in routine practice. This study reveals how the feasibility
of implementing and sustaining change is dependent on the capacity of teams in an
overstretched and under-resourced health system.

The stability in the membership of each team also influenced implementation. Similar
to previous literature, the high turnover and varying shift patterns of disciplines
obstructed the engagement of some staff (Geerligs et al., 2018). However, the
intermittent attendance of these transient team members may also be advantageous
to implementation. The mobility of participants and the knowledge they acquired from
the intervention during their rotation on Willow or Brickley may have assisted with the
intervention’s promotion to other sites across the health system. Therefore, future
research should endeavour to follow these transient staff longitudinally to explore
whether the mobility of healthcare teams can act as a facilitator to the penetration or
spread of knowledge across the wider health service.

Identifying these everyday realities, demonstrates the importance of mapping realworld contexts when introducing change in healthcare practice (Lau, Saunders and
Pate, 2016; Ellis et al., 2020). Observation remains an underused method in
implementation research (Weiner et al., 2011), however, the value of this approach is
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evident in this study. By mapping the landscapes of settings, observations enable
change agents to identify and attend to the capacity and readiness of a context when
implementing change (Ellis et al., 2020). Recently methods have been advanced to
support researchers, HCPs, and policymakers in obtaining a deeper understanding of
context (Rogers, De Brún and McAuliffe, 2020b). By elucidating this nuanced insight,
interventions and implementation strategies can be adapted to promote their
receptivity in diverse contexts. As highlighted in this study, flexibility is required to
support implementation (e.g. tailoring the time of the intervention to suit staff workload).
Historically, deviation from the research protocol was perceived as a threat to
implementation fidelity, compromising the effectiveness of the intervention (Bopp,
Saunders and Lattimore, 2013; Chambers and Norton, 2016). However, recent
literature recognises that although the underlying principles that make the intervention
effective require perfect fidelity (core functions), the tailoring of strategies which
support each intervention principle (forms) is necessary to improve context fit (Kirk et
al., 2019; Perez Jolles, Lengnick-Hall and Mittman, 2019). Although identifying these
core functions and forms strengthen local implementation, these components are
rarely specified by intervention developers (Kirk et al., 2019). Future change agents
need to disentangle intervention forms from core functions to support the adaptations
necessary to implement change in real-world contexts.

The challenges associated with day-to-day practice also enhanced staff enjoyment of
implementation. The intervention’s implementation was described as a novel
opportunity to stop and reflect as a MDT. HCPs are predominantly trained
intraprofessionally, in discipline specific groups (Baxter and Brumfitt, 2008). McHugh
et al. (2020) recently questioned whether team reflexivity is acceptable in varied
healthcare environments and requested that future studies acquire a more detailed
understanding of how this approach is advantageous in practice. The findings in this
study reveal that the unique cross-disciplinary approach heightened staff engagement
with the intervention’s implementation. Aligned with previous literature rather than
performing their routine tasks in isolation, the dedicated time together enabled both
MDTs to set priorities and develop quality improvement initiatives to optimise patient
care (Miller, Walmsley and Williams, 2007). However, this research also uncovered
that the opportunity to collectively reflect heightened camaraderie and staff
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appreciation across disciplines. Subsequently these perceived benefits enhanced staff
commitment

throughout

implementation.

Although

essential

activities

of

implementation have been previously outlined (Damschroder et al., 2009), the
originality of an implementation effort has not yet been recognised as an important
feature of implementation in the current evidence-base.

Additionally, this study may be of significance to those implementing change as the
findings emphasise the importance of socially mediated implementation processes.
Previous literature has suggested that social elements of implementation can enhance
organisational learning capacity and intervention adoption as the utility of an
intervention can be discussed, disputed, and established (Berta et al., 2015; DrydenPalmer, Parshuram and Berta, 2020). However, the positive impact of the
intervention’s face-to-face implementation took time to emerge in the context of Willow
due to the deeply ingrained hierarchy of this team. Following the adaption of the
intervention to include ground rules, the inhibiting effects of status differences between
disciplines were weakened. Subsequently, all professions appeared empowered to
speak up, began questioning current practice and collaborated in the development of
service improvement initiatives. Without this psychological safety, recommending
suggestions for change, disregarding professional status boundaries or offering
feedback would be too risky for some MDT members (Nembhard and Edmondson,
2006). As shown in this study, when a psychologically safe, inclusive environment is
created, team members feel valued by their colleagues, intrinsically motivated to make
change which enhances their job satisfaction. Therefore, psychological safety appears
to be a prerequisite for socially mediated implementation processes. When a safe
environment is established the engagement of MDT members is heightened which can
lead to improvements within the surrounding context.

While this research offers new insights, it is important to acknowledge some limitations.
To assist the reader in determining the applicability of the findings, thick descriptions
of both cases are offered. While the generalisability of the findings remains restricted
due to the use of two cases, the potential transferability of the results is increased as
the everyday pressures appear broadly similar across teams. Although the data
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collection tools employed by this research are not validated, they supported an indepth evaluation of context which was necessary to achieve the objectives of this
research. Additionally, maintaining a reflexive journal throughout the evaluation
process enhanced the trustworthiness of the findings (Lincoln and Guba, 1985; Stake,
1995; Fossey et al., 2002). Reflexive writing helped enhance the credibility and
authenticity of the findings by distinguishing participant voices from that of the
researcher (Fossey et al., 2002). Due to the transient nature of membership of
healthcare teams, the interview data did not represent the experiences of all MDT
members (specifically junior doctors and multi-task attendants were not available for
interview). However, a diverse sample of HCPs were recruited, and the triangulation
of qualitative research methods employed enabled some of these missing views to be
represented within the final data set. Additionally, participants did not engage in a
formal process of checking the accuracy of the findings. While member checking has
been recommended as a technique for heightening credibility (Lincoln and Guba,
1985), the approach can also undermine the trustworthiness of results (Sandelowski,
1993). This research emphasises the dynamic nature of context and demonstrates that
with the passage of time the meaning and influence of contextual determinants can
change. Therefore, the completed observations and interviews may reflect feelings or
opinions participants no longer have or may have forgotten. Consequently, formal
member checking could have led to the alteration or retraction of important data,
restricting the trustworthiness of the findings. Thus, formal member checking was not
employed during the evaluation process.

Despite these limitations, this study has practical implications. This study evaluates an
underdeveloped area of study and exposes the ways in which context and
implementation interact and mutually evolve. By enhancing understanding of this
dynamic interplay and emphasising the need for a flexible approach, change agents
can more appropriately plan and tailor their efforts to better harmonise the evidencebased practice, implementation process, and context. Attending equally to each aspect
with respect to the other two will likely reduce stakeholder burden relating to
implementation, aid with preparing context receptivity, and subsequently optimise the
possibility for successful change in healthcare practice.
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4.5 Conclusion
This research employed a multiple case study design and triangulated observation and
interview data to evaluate the dynamic relationship between context and
implementation and exposed the ways in which these concepts interact, respond, and
evolve. By outlining the challenges of engaging busy HCPs, the findings demonstrate
that mapping the contextual complexity of a site and adapting implementation
accordingly is essential to successful implementation. However, implementation was
also recognised as altering the surrounding context, stimulating change within both
teams. Understanding this reciprocal relationship is fundamental when designing
future implementation approaches. Accounting for and attending to these influences
will improve the likelihood of translating evidence-based healthcare interventions into
routine practice.
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Chapter 5 The micropolitics of implementation; a qualitative study
exploring the impact of power, authority, and influence when
implementing change in healthcare teams

Abstract

Background: Healthcare organisations are complex social entities, comprising of
multiple stakeholders with differing priorities, roles, and expectations about how care
should be delivered. To reach agreement among these diverse interest groups and
achieve safe, cost-effective patient care, healthcare staff must navigate the
micropolitical context of the health service. Micropolitics in this study refers to the use
of power, authority, and influence to affect team goals, vision, and decision-making
processes. Although these concepts are influential when cultivating change, there is a
dearth of literature examining the mechanisms through which micropolitics influences
implementation processes among teams. This paper addresses this gap by exploring
the role of power, authority, and influence when implementing a collective leadership
intervention in two multidisciplinary healthcare teams.

Methods: The multiple case study design adopted employed a triangulation of
qualitative research methods. Over thirty hours of observations (Case A=16, Case

B=15) and twenty-five interviews (Case A=13, Case B=12) were completed. An indepth thematic analysis of the data using an inductive coding approach was
completed to understand the mechanisms through which contextual factors
influenced implementation success. A context coding framework was also employed
throughout implementation to succinctly collate the data into a visual display and to
provide a high-level overview of implementation effect (i.e. the positive, neutral, or
negative impact of contextual determinants on implementation).
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Results: The findings emphasised that implementing change in healthcare teams is
an inherently political process influenced by prevailing power structures. Two key
themes were generated which revealed the dynamic role of these concepts throughout
implementation: 1) Exerting hierarchical influence for implementation; and 2)
Traditional power structures constraining implementation. Gaining support across
multiple levels of leadership was influential to implementation success as the influence
exercised by these individuals persuaded follower engagement. However, the

historical dynamics of each team determined how this influence was exerted and
perceived, which negatively impacted some participants’ experiences of the
implementation process.

Conclusion: To date, micropolitics has received scant attention in implementation
science literature. This study introduces the micropolitical concepts of power, authority,
and influence as essential contextual determinants and outlines the mechanisms
through which these concepts influence implementation processes.
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micropolitics of implementation; a qualitative study exploring the impact of power,
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5.1 Background
Healthcare systems are complex, inherently political structures. Although often viewed
as one large cluster, healthcare organisations are social enterprises encompassing
shifting coalitions of interest groups (Tregunno et al., 2004). Healthcare delivery has
evolved from care by one all-knowing physician to the provision of care by MDTs
(Gawande, 2011). MDTs are characterised by numerous HCPs, from several
disciplines interacting in highly unpredictable environments to optimise patient care
(Denis, Lamothe and Langley, 2001; Plsek and Greenhalgh, 2001; Hartgerink et al.,
2014). By valuing the skills and knowledge of each discipline, holistic patient-centred
care can be achieved (Engel and Prentice, 2013; Engel, Prentice and Taplay, 2017).
However, interprofessional collaboration is challenging. Each professional group has
a unique identity that corresponds to their discipline-specific training and clinical
experience (Tajfrel, 1982). This identity means that despite sharing the same goal of
improving patient outcomes, HCPs have differing priorities, roles, and expectations
about how care should be delivered (Hall, 2005; Weller, Boyd and Cumin, 2014;
Braithwaite et al., 2016). These divergent interests often cause HCPs to work within
discipline-specific silos (nursing, medicine, allied health) (Braithwaite et al., 2016).
Furthermore, hospital managers represent another stakeholder group with additional
priorities. To achieve financial and efficiency targets these individuals guide strategic
planning and regulate the resources available to HCPs (Succi, Lee and Alexander,
1998).

To reach agreement among these multiple stakeholders and achieve safe, costeffective patient care, negotiating the micropolitical context of healthcare is a common
experience for MDTs (Denis et al., 2002; Daft, Murphy and Willmott, 2010). Politics has
been defined as negative self-serving behaviours or natural organisational processes
(Daft, Murphy and Willmott, 2010). Within this study, politics refers to the use of power,
authority, and influence to affect team goals, vision, and decision-making processes
(Tushman, 1977). Pfeffer (2010) argues that power is obtained through the skilful use
of political tactics. Power is also regarded as the ability to exercise political influence
to achieve desired outcomes (Lukes, 1974; Butcher and Clarke, 1999). Thus, power
and politics are intertwined concepts which play important roles during interpersonal
interactions within organisations (Harris et al., 2015). While power has been
conceptualised as a possession (i.e. exercising power over others) (Dahl, 1957), this
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study assumes a post-modernist perspective, describing power as a relational force
existing between two or more people (McNay, 1994). By adopting this perspective,
power can be enacted by all. This perception is evident in implementation science
literature, with peers cited as an accessible and convincing influence to persuade staff
enthusiasm for change (Damschroder et al., 2009). However, traditional norms of
organisations reinforce staff identities meaning the voices of some team members are
valued more than others (Braynion, 2004).

Within healthcare, a hierarchical power structure has historically been adopted with
physicians typically assuming dominant roles (Witz, 1992; Hall, 2005; Baker et al.,
2011), while other professions encounter challenges establishing their status in patient
care decisions (Saks, 2000; Baxter and Brumfitt, 2008). It is suggested that the position
of a discipline within a team hierarchy influences how emotions such as fear are
experienced (Fineman, 2000, p. 8). Although the relationship between nurses and
doctors has evolved, nurses continue to struggle for autonomy with physicians
remaining the primary decision-makers in practice (Stein, Watts and Howell, 1990;
Price,

Doucet

and

McGillis

Hall,

2014).

Additionally,

while

HSCPs

(i.e.

physiotherapists, occupational therapists, social workers, dietitians, speech and
language therapists, pharmacists) have improved the range of services available to
patients, these professions too have traditionally assumed subordinate positions within
MDTs, often observed as “allied to medicine” (Boyce, 2006, p. 531). However, despite
dominating clinical decision making, the introduction of managerialism in healthcare
has challenged physician autonomy. Management authority in hospital decisionmaking has reduced physician capacity to ensure strategic decisions benefit their
professional interests (Succi, Lee and Alexander, 1998).

The micropolitics surrounding healthcare teams are influential mechanisms for
cultivating change (Ferris et al., 2002). The diverse values held by each profession
implies that the consequences of implementation may not be uniformly positive for all
disciplines. This threat to existing norms often triggers resistance among staff (Butcher
and Clarke, 1999; Denis et al., 2002; Nilsen et al., 2019). However, political skill
enables change agents to account for diverse professional interests and effectively
exercise their influence to mediate collective action (Mintzberg, 1985; Harris et al.,
2015; Ferris et al., 2017). Therefore, politics is a mechanism for creating order (Sheard,
113

Kakabadse and Kakabadse, 2011). Employing political influence gives meaning to a
change effort (Sheard, Kakabadse and Kakabadse, 2011) and enhances staff trust in
the new reform (Ferris et al., 2017). Consequently, political skill reduces the uncertainty
associated with change, enhancing the likelihood for successful implementation (Ferris
et al., 2017). Despite the importance of the micropolitical context, the concepts of
power, authority, and influence have received scant theoretical or empirical attention
in implementation science (Ferris et al., 2017; Kislov et al., 2019). Additionally,
although teams are central to the organisational structure of healthcare, there is a poor
understanding of team-level contextual determinants within the field (Rogers, De Brún
and McAuliffe, 2020a). This study addresses these gaps by exploring the mechanisms
through which micropolitics influences the implementation of a team-based leadership
intervention.

5.2 Methods
5.2.1 Study background
This study focuses on one facet of the analysis from a wider body of research which
examined the active role of context during the implementation of a team-based
collective leadership intervention (Appendix 2). The objective of this intervention was
to introduce collective leadership to MDTs using a suite of educational sessions to
improve team performance and safety culture (McAuliffe et al., 2017). The collective
leadership intervention was piloted with four heterogeneous healthcare teams over a
one-year period.

5.2.2 Study design
The multiple case study design adopted enabled an in-depth investigation of context
without involving explicit control of the healthcare settings of interest i.e. naturally
occurring MDTs. This design allowed researchers to preserve the meaningful
characteristics of the team and their interactions (Yin, 2003). For this research, a ‘case’
was defined as the implementation of a collective leadership intervention in one MDT.
Aligned with Yin’s (2003, p. 85) interpretation of a “good case study”, this research
used a triangulation of qualitative research methods. Observation and interview data
revealed “what goes on” in each team, while also eliciting insider descriptions of the
context (Green and Thorogood, 2014, p. 157).
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5.2.3 Study sample
Two of the four teams introducing the collective leadership intervention were chosen
as implementation case studies due to their divergent case characteristics (Table 4.1,
page 92). Since observations were completed at monthly preparation meetings and
intervention sessions, sampling relied on staff availability which varied depending on
workload, staffing levels, and shift patterns (e.g. night duty).

For interviews, a

purposeful sample of participants were recruited from a diverse range of disciplines
with varying levels of engagement throughout implementation (Table 4.2, page 93).
Due to the continuous rotation of some staff, junior doctors, and multi-task attendants
(duties include cleaning, and catering services) were absent from the sample.
However, sample adequacy was achieved as during the interview process, a sufficient
depth of information was gathered to produce no new information.

5.2.4 Data collection
To understand the effect of contextual factors on implementation success, the CFIR
(Damschroder et al., 2009) and Proctor et al.’s (2011) implementation outcomes
guided the development of the observation template (Appendix 8) and interview guide
(Appendix 9). When translating evidence into real-life contexts, it is crucial to
understand whether an intervention’s failure is due to an ineffective intervention or
whether a potentially effective intervention was deployed incorrectly (Proctor et al.,
2011). Proctor et al. (2011) provides a taxonomy that clearly differentiates
implementation outcomes from service and patient outcomes. Theories, models, and
frameworks also provide greater insight into the mechanisms of implementation
(Nilsen, 2015; Damschroder, 2019). Consequently, CFIR, a widely operationalised
meta-theoretical framework that aids in the classification of contextual determinants
(Brownson, Colditz and Proctor, 2012; Tabak et al., 2012, 2017; Fernandez et al.,
2018) was used to inform data collection.

Observations
Observation is invaluable for providing insights into everyday practice that would not
be achieved through other data collection methods (Green and Thorogood, 2014).
Throughout this study, the researcher assumed a “peripheral membership role” (Adler
and Adler, 1998, p. 85), establishing a rapport with each team but staying sufficiently
detached to maintain an “outsider” perspective (Merriam and Tisdell, 2015, p. 338).
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Thirty-one hours of observations were completed between January and November
2018. Handwritten field notes were taken during each observation, which included
phrases and quotations relating to participants’ dialogue, interactions, and physical
surroundings. These notes were transcribed into detailed accounts within 24-hours of
each site visit to ensure the thorough recounting of observed events. To evaluate the
intervention’s implementation, these field notes were then inputted into an observation
template which was developed for the purpose of this research (Appendix 8).

Interviews
Following the intervention’s implementation, semi-structured interviews were
conducted at both sites in February and March 2019. By eliciting a greater
understanding of participant experience, these data assisted in identifying contextual
factors influencing implementation from the perspectives of those involved. The
interview schedule was piloted once, resulting in minimal changes to the structure. This
pilot interview was included in the final dataset. Twenty-five participants were
interviewed once, and interviews ranged in duration from 18-57 minutes (average 38
minutes). All interviews were audio-recorded and transcribed verbatim (see Appendix
9 for topic guide).

5.2.5 Data analysis
An iterative approach to data analysis was adopted in which data collection and
analysis were concurrent rather than successive (Stake, 1995; Nieuwenhuis, 2007).
Throughout implementation a context coding framework succinctly collated the data
sources into a visual display (Table 3.2, page 65) (Rogers, De Brún and McAuliffe,
2020b). Although this approach offered a high level overview of implementation effect
(i.e. the positive, neutral or negative impact of contextual determinants on
implementation), further analysis was required to understand the mechanisms through
which context influenced implementation success (Rogers, De Brún and McAuliffe,
2020b). Thematic analysis as outlined by Braun and Clarke (2006), guided the analysis
structure. Rather than applying a prescriptive list of CFIR domains or implementation
outcomes, an inductive approach to coding was adopted to ensure themes strongly
reflected the data collected. To generate a more complex understanding of the results,
10% of data were double coded (Tracy, 2010). The process aimed to challenge
researcher assumptions and facilitate a more complex, in-depth understanding of the
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data collected (Tracy, 2010). In addition, to highlighting new insights, the process
enhanced the trustworthiness of the findings as a high level of agreement was
informally demonstrated when comparing and discussing the researchers’ coding
patterns. NVivo 11 supported the analysis process (QSR International, 2015).

5.2.6 Ethics
Favourable ethical opinion was obtained from the University College Dublin Research
Ethics Committee (ref: HREC-LS-16-116397) and the participating hospital sites. All
participants provided written informed consent during each phase of data collection
(Appendix 10 and 11) and all potentially identifiable characteristics were removed from
each transcript to maintain anonymity.

5.3 Results
Both

teams

successfully

completed

the

collective

leadership

intervention,

implementing the required eight intervention sessions and achieving consistent
attendance throughout implementation (average attendance for both cases= 12
participants). The utility of the intervention also inspired both teams to engage in
service improvement initiatives to respond to problems raised during the team
sessions. However, the reach of the intervention was only partial with some team
members failing to engage with the intervention’s implementation.

The inductive analysis revealed that implementing change in healthcare teams is an
inherently political process influenced by prevailing power structures. A traditional
hierarchical system exemplified by leaders’ downward influence on followers through
formal authority was evident in both cases. However, the influence of this hierarchy on
implementation differed across settings. Two key themes were generated from the
data; 1) Exerting hierarchical influence for implementation; and 2) Traditional power
structures

constraining

implementation.

To

maintain

participant

anonymity,

pseudonyms have been assigned to both cases. Table 4.1 (page 92) presents these
pseudonyms with additional information to assist the reader in contextualising the
findings.
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5.3.1 Exerting hierarchical influence for implementation
Senior leaders and managers from each case played a fundamental role in
implementing the collective leadership intervention. By exerting their authority, these
staff stimulated engagement and endorsed the relevance of the intervention among
team members. Sub-themes in this section are organised to explain the influence of
senior physicians, senior managers, and middle managers on implementation.

Physician rule
Willow was indicative of an explicit hierarchy, characterised by silo working,
authoritarian leadership, and fear. Within this setting staff associated fear with their
inability to speak which was often related to their interpersonal interactions with some
senior physicians within the team. Senior physicians were acknowledged as the most
powerful influence on the team, described as “next to God” (HSCP2W), “a step above”
(Management2W), and “untouchable” (HSCP3W). One participant implied that
physician power was due to organisation’s rural location and the associated challenges
of retaining staff. Others related this influence to the central role senior physicians
possess in patient care delivery, characterising them as “ultimately responsible”
(Nurse2W). Comparable to Willow, the senior physicians of Brickley appeared to
establish team culture. Brickley was noticeable for its “inclusive” (HSCP3B) approach.
Some participants suggested that this cultural difference was related to senior
physician clinical specialities. For staff within both sites, a hierarchical approach to
decision making was associated with surgical teams.
“The focus is so heavily on surgery and the surgical doctors…a kind of
God complex that is difficult to breakdown” (HSCP3B)

The power dynamics established in each case had a significant impact on the
intervention’s implementation. Reflecting their authority, senior physician support was
acknowledged as crucial for ensuring the intervention’s adoption.
“If you can convince the consultants {senior physicians} …then you will
get everybody on board” (Medic2W).
Within Brickley, senior physician support for the intervention was strong and highly
visible. One senior physician was “heavily involved” (Nurse6B) with implementation;
organising and delivering intervention sessions and “exhort{ing}” the value of
attendance (Medic1B). Given the influence of this senior physician, their commitment
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was acknowledged by others as important for enhancing engagement by establishing
the intervention’s relevance. Although another senior physician simply attended and
contributed to intervention sessions, this support was also recognised as influential to
reinforce the intervention’s legitimacy.
“They were there you know… role modelling …it’s not do as I say, it’s do
as I do” (Nurse5B).
In contrast, Willow’s senior physicians failed to engage throughout implementation with
only one of the four senior physicians attending intervention sessions. Participants
suggested workload, competing priorities, and a perceived intolerance for the “soft
stuff” (i.e. the collective leadership intervention) as potential explanations for their
inadequate engagement (Observation6W).

Senior manager authority
Willow’s senior management were “strong supporters” (Management2W) of the
intervention. Without this top-down support organising and facilitating the intervention,
participants believed the intervention would have failed. However, compared to senior
physicians, Willow’s senior managers were perceived to have less influence in
ensuring staff engagement. Attendance at the intervention appeared to vary in
accordance with senior physician support (i.e. when senior physicians were present at
the intervention, greater staff engagement was achieved). Conversely, senior
management needed to “chase people” throughout implementation to guarantee
engagement (Observation15W). As implementation progressed, the difficulties in
engaging staff became frustrating for senior management, which impacted the
feasibility of sustaining the intervention; you get “spun out trying to get people to come,
it’s like pulling teeth” (Observation 16W).

For senior staff in Brickley, organisational support promoted the importance of the
intervention, and empowered staff to recognise that “{they} were a team worth
supporting” {Medic1B). Like Willow, frontline staff (i.e. doctors, nurses, HSCPs working
on the wards) within Brickley were “volunteered” by senior management to participate
in the intervention’s implementation (Nurse6B). However, in Brickley, staff appeared to
have less familiarity with their hospital management. This distant relationship was
evidenced by frontline staff perceptions of senior management support during
implementation. Most participants equated senior managerial support simply to the
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provision of refreshments during the intervention, while others were unaware of any
senior management engagement. Most team members felt the remote support was
appropriate due to the “ward-based” nature of the intervention (Medic2B). However,
for one participant, this distant engagement was disappointing as the perceived value
of the intervention was diminished because the team were left “fend for {themselves”}
(HSCP1B).

Middle manager influence
Clinical nurse managers (CNMs) also played a significant role in implementing the
collective leadership intervention at both sites. CNMs alluded to using their typical role
as the “middle-man” (Observation11W) to transfer information about the project across
professional groups. Other important responsibilities of CNMs included directing
people to attend the intervention and leading sessions. However, throughout
implementation, the CNM of one ward in Brickley did not engage with the intervention.
This lack of support led to the poor dissemination of information about the intervention
and its outputs among nursing staff. This impacted staffs’ understanding of the
initiative, which subsequently influenced the intervention’s acceptability and adoption
among these nurses.

5.3.2 Traditional power structures constraining implementation
In addition to influencing staff engagement and the perceived credibility of the
intervention, the power of senior leaders also generated a culture of fear, silence, and
isolation within teams. The subthemes of 1) Perpetuating a culture of fear; 2) A chain
of forgotten voices; and 3) The silo effect demonstrate how perceptions of influence
can impact staff experiences of implementation.

Perpetuating a culture of fear
Throughout implementation, Willow’s staff described a “put up or shut up” culture within
the team (Observation8W). This culture was illustrated by the evocative language used
by team members. Participants revealed how “you learn the hard way not to open your
mouth” (Observation10W). Staff explained how this hierarchy results in them feeling
“guarded” (HSCP2W), “constrained” (Observation5W), and “beaten down” (Willow,
Nurse2). Yet, this behaviour appeared to be overlooked due to the “skills” senior
physicians offer the hospital (Observation10W) and the perceived threat of them
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leaving the organisation, given the challenges in recruiting, and retaining staff. Some
participants held the defeatist attitude that this hierarchical mind-set would only change
when these senior physicians retired, and a new mind-set replaced them. An observed
difference in how staff behaved towards senior physicians as compared to other team
members was noted in the use of professional titles rather than first names. To reduce
the disparity between professions, ground rules were established to remove the use of
titles in preference of first names when communicating during the intervention
(Observation6W).
Comparable to Willow, some staff in Brickley perceived a “rank” of influence within the
team (Support staff1B) which reduced staff’s perceived psychological safety. Within
this context, the ability of team members to speak-up and express their beliefs was
influenced by senior management presence at the intervention. Although attendance
by senior managers was customary at Willow, for Brickley, their presence at two
sessions inhibited the engagement of some staff. Team members suggested that
senior management attendance silenced the team. The relationships between frontline
staff and senior management may reflect the diverse organisational cultures of each
case. However, these relationships may also be attributed to the differences in
organisational size. Frontline staff within the smaller, regional hospital depicted a close
relationship with senior management which explained the acceptability of management
presence throughout implementation. However, senior management in the larger,
urban organisation were not considered part of the team, therefore, their attendance
was considered inappropriate.
“You don’t see {senior management} very often…you’re not actually
working with them day in, day out… It was nice just having your own
team” (Nurse4B).

A chain of forgotten voices
The chain of command evidenced in both cases appears to render some staff without
a professional voice. While senior physicians resided “at the top” (HSCP4W) of
Willow’s hierarchy, other HCPs considered themselves “removed” from the team
(Observation5W). Willow’s HSCPs appeared unable to exert their professional opinion
in some circumstances; “I know my place…who speaks and who listens…” (HSCP3W).
These

power

differences

between

professions

impacted

the

perceived
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appropriateness of the intervention among staff. Due to their position in the hierarchy,
Willow’s HSCPs emphasised the relevance of the intervention given its aim to promote
a more inclusive culture. HSCPs recognised the initiative as an opportunity to improve
their position and become core members of the MDT. Thus, their acceptance of and
satisfaction with the intervention was enhanced, leading to their consistent attendance
throughout implementation. Nurses from both cases, too, felt their influence on
decision making was limited and considered the intervention valuable in enabling
“them to have a voice” (Management2W) and “feel sometimes you’re listened to”
(Nurse3B).

However, the adoption of the intervention among the support staff (e.g. healthcare
assistants who assist with bedside patient care) of each case was poor. These staff
members perceived the intervention as irrelevant to their role within the team. Support
staff believed that a hierarchical “ladder” existed (Support Staff1B), suggesting that the
intervention was more advantageous for those “higher up” (Support Staff1W), listing
doctors, nurses, and management as possible beneficiaries. The poor adoption of the
intervention by support staff was likely due to the perceived irrelevance of the
intervention content.

The silo effect
Silo working was evident within both cases, with disciplines working in isolation rather
than collaboratively. Willow’s staff openly acknowledged how “everybody does their
own thing” (HSCP1W) within and across disciplines. Aligned with the team’s
established hierarchy, “a big divide” (Nurse1W) was perceived between senior
physicians and other professions, leading to communication “fences” between
disciplines (Medic1W). Although not explicitly mentioned by most, some staff of
Brickley alluded to silo working when outlining the benefits of the intervention; “took
people out of their silos and mixed us all around” (Medic1B). However, two team
members from different professions reported a clique within Brickley. This perhaps
reflects staff members’ position within the team hierarchy, where silo working is more
noticeable depending on their role. In addition to interdisciplinary segregation, a
division across the wards of Brickley was apparent; “there’s definitely a ‘we work down
here, they work up there {attitude}’” (Nurse1B).

122

The effect of this silo working on implementation was evidenced in the dissemination
of the intervention and its subsequent acceptability and adoption. Successful
dissemination appeared reliant on the support of senior team members within each
professional group. A senior physician explained that they “don’t have the remit to tell
nursing, HSCPs, or whatever else” (Medic1B), but instead can disseminate information
within the medical team. Additionally, due to the division of Brickley into two wards and
the poor engagement of one CNM, staff from one ward were dependent on a roving
manager (i.e. spread across several locations) to disseminate information as they were
passing through the unit. This inadequate exposure to the intervention led to a lack of
nursing staff engagement with the initiative from this ward. Comparable to Brickley,
although some staff within Willow reported enhanced team functioning following the
intervention’s implementation (e.g. 50% reduction in surgical discharges after 5pm),
others who did not consistently engage remained unaware of the team’s
achievements. This localised understanding of accomplishments likely impacted the
acceptability and perceived appropriateness of the intervention for all team members
subsequently influencing the intervention’s wide-spread adoption across the team.

5.4 Discussion
Using a multiple case study design and a triangulation of qualitative research methods,
this study explored the role of power, authority, and influence when implementing a
collective leadership intervention among two MDTs. The findings demonstrate that
implementing change in healthcare is an inherently political process, heavily influenced
by established power structures. This study demonstrates the need to account for the
micropolitical context when implementing change. Gaining support across multiple
levels of leadership was influential to implementation success as the influence
exercised by these individuals persuaded engagement. However, the historical context
of each team (and organisations) determined how power was perceived and
negotiated. This in turn negatively shaped experiences of the implementation,
impacting implementation outcomes. By collating the extant literature (Weiner, Shortell
and Alexander, 1997; Denis, Lamothe and Langley, 2001; Ferlie and Shortell, 2001;
Denis et al., 2002; Ferlie et al., 2005) with findings from this research, a conceptual
framework has been developed to capture how politics and power can impact
implementation success (Figure 5.1). This framework acknowledges that team
micropolitics are interdependent with other levels of the health system (i.e. individual,
123

organisational, system). Figure 5.1 defines implementation success through staffs’
perceptual (acceptability, appropriateness, feasibility) and behavioural (adoption,
penetration, sustainability) responses to a change effort. This framework emphasises
that the interplay between political constructs will either drive or impede an
implementation effort. For example, although the influence of hospital management
would likely support the adoption of change, if rigid professional boundaries exist within
a team and if an intervention contradicts staff individual values, an implementation
effort will likely fail. By summarising the multidimensional impact of power, authority,
and influence across system levels, this framework can be used to support the
development of implementation strategies when introducing change in healthcare
practice. If change agents recognise rigid professional boundaries within teams,
perhaps a cross-disciplinary approach to implementation would be beneficial to enable
MDT members to discuss, dispute and establish the utility of an intervention (Berta et
al., 2015; Dryden-Palmer, Parshuram and Berta, 2020)

Figure 5.1 Conceptual Framework of the impact of politics and power on
implementation success

From a critical perspective, leadership is described as the art of persuading people to
work towards a common goal (Goleman, 1995). The extant literature also depicts
politics as a means of resolving conflict through a process of bargaining, negotiation,
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and compromise (Daft, Murphy and Willmott, 2010; Mintzberg, 1985; Sheard,
Kakabadse and Kakabadse, 2011). These actions are often described as management
activities (Mintzberg, 1985; Daft, Murphy and Willmott, 2010; Gilson, 2016), meaning
political behaviour is an unseen, unacknowledged characteristic of effective
leadership. Consistent with the extant literature (Ferlie and Shortell, 2001; Stetler et
al., 2014; Weiner, Shortell and Alexander, 1997), this study confirms that leaders at
multiple levels of an organisation can enhance implementation (Figure 5.1). The
findings also provide a novel insight into the effect of this influence when introducing
change within healthcare teams.

The findings support the extant literature which identifies senior physician engagement
as a critical feature of implementation success (Blumenthal and Kilo, 1998; Helfrich et
al., 2007; Proctor et al., 2007; Mosadeghrad, 2013). Implementation success is
considered to be dependent on the compatibility of the initiative with physician values
and whether these physicians perceive a need for change (Proctor et al., 2007). This
study confirms that senior physician attitudes toward an impending implementation will
determine whether the team accept and adopt an innovation (Farahnak et al., 2020).
Within Willow’s hierarchical context, the collective leadership intervention which
challenges traditional power structures was ignored by most physicians. However, due
to their more collaborative approach, the physicians of Brickley were highly supportive
of this inclusive innovation. The hierarchical authority of these senior physicians
(Boyce, 2006; Price, Doucet and McGillis Hall, 2014; Braithwaite et al., 2016) enabled
them to promote their values and negotiate a response from each team that aligned
with their interests. Therefore, senior physicians function as gatekeepers to innovation,
influencing the engagement and wide-spread adoption of interventions across MDTs.

This study also confirms the important role of management throughout implementation
(Tregunno et al., 2004; Aarons, 2006; Helfrich et al., 2007; Mosadeghrad, 2013; Birken
et al., 2015). Management promote the values of the organisation which means their
support is influential to normalise a new practice among staff (Braynion, 2004). Both
cases received organisational support, however, the strength of this support and its
influence on implementation varied across settings. Within Brickley, although senior
management involvement with implementation was minimal, their distant support
enhanced the commitment of senior MDT members. Within Willow, senior
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management engagement with implementation was strong. Through leading by
example, the credibility of the intervention was heightened for most frontline staff
(Weiner, Shortell and Alexander, 1997) which enhanced engagement with the
intervention (Aarons, 2006; Mosadeghrad, 2013). However, despite active managerial
support, Willow’s senior physicians remained reluctant to participate in the
intervention’s implementation. This finding may reflect senior physician resistance to
engage in management-initiated improvement initiatives due to a perceived threat to
autonomy (Succi, Lee and Alexander, 1998; Pedrazza et al., 2016; Gadolin, 2017).
Identifying these power dynamics is pivotal in determining the level of involvement
required by each stakeholder represented in Figure 5.1 throughout implementation.

Obtaining the support of middle management (e.g. CNMs) was also considered
fundamental, with staff primarily looking to their supervisors for guidance on how to
respond to change (Priestland and Hanig, 2005; Aarons et al., 2014; Farahnak et al.,
2020). The network centrality of these managers connects the operational core of an
organisation with senior management (Gilson, 2016). Due to this unique position,
middle managers mediate the conflicting needs, demands, and priorities of
stakeholders above (senior management) and below (frontline staff) their position in
the team hierarchy (Birken et al., 2016; Oshry, 2018). However, this role also functions
as a mechanism for change. By understanding the strategic and clinical priorities of
multiple stakeholders, middle managers can gather, synthesise, and adapt information
received from senior management and disseminate it appropriately to assure its utility
across interest groups. Therefore, middle managers shape the team’s collective
understanding of the intervention, which can stimulate or discourage acceptance of
change (Birken et al., 2016; Gilson, 2016). While the role of the CNM during
implementation has previously been described as passive (Wilkinson, Nutley and
Davies, 2011), this research exemplifies that CNMs’ support for implementation is vital
to promote information about the intervention. CNMs are consistent points of
communication and dissemination for all professions (Wilson et al., 2013; Bender,
2016). This research demonstrates the boundary-spanning role of CNMs and
highlights their influence on collective sensemaking within MDTs.

Although the influence of senior leaders positively affected implementation, the
prevailing power structures also resulted in varying MDT responses to the intervention.
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The power disparities observed in both cases enhanced the commitment of some staff
to implementation as the intervention was perceived as an opportunity to improve their
position within the team. However, enthusiasm for the intervention was not universally
observed among participants. Support staff (e.g. healthcare assistants) from each site
perceived the intervention as irrelevant to their professional role. This impression likely
reflects their position within the team hierarchy. Healthcare assistants have reported
feeling undervalued in their role, viewed as the team “workhorses” (Kessler et al.,
2010). Therefore, factors such as an individual’s job responsibilities and perception of
their place in the hierarchy will influence their interpretation of workplace politics
(Gandz and Murray, 1980; Ferris et al., 2002; Harris et al., 2015). Job satisfaction,
organisational commitment, and job performance have been listed as consequences
of political perceptions (Ferris et al., 2002). However, this study provides a novel insight
into the impact of political perceptions on implementation success. As outlined in
Figure 5.1 stakeholders’ perceptual (e.g. acceptability) and behavioural (e.g. adoption)
responses to implementation depend on where staff position themselves within the
team hierarchy (i.e. the intervention’s perceived acceptability is contingent on staff’s
role within the team which promotes/limits the intervention’s perceived utility and
subsequent adoption).

The findings also reveal how silo working in MDTs can impact staff experiences of
implementation. Knowledge and power are considered as intertwined concepts
(McNay, 1994). Within healthcare, staff use discipline-specific knowledge to create
boundaries around their professional identity, strengthening their voice within the MDT
(Hall, 2005). However, the historical power dynamics between professions determines
whether professional opinions are valued by other MDT members (Hall, 2005).
Previous literature has identified professional tribalism as a barrier to effective
communication, inhibiting the delivery of optimum patient care (Hall, 2005; Weller,
Boyd and Cumin, 2014; Braithwaite et al., 2016). This study demonstrates that staff
reliance on intraprofessional communication also impedes implementation by limiting
staff understanding of the initiative, impacting adoption. Social identity theory may
explain this failure to interprofessionally share information. Social identity theory
suggests that individuals form groups based on compatible social factors such as
professional affiliation (e.g. nursing) (Tajfrel, 1982). Members of the same group are
inclined to promote the opinions of fellow group members while devaluing the views of
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those outside the group. Comparable to Ferlie et al.’s (2005) findings, this research
further reveals how ingroup cohesion and outgroup discrimination can impact the
adoption and spread of an intervention across professional boundaries. Despite the
intervention receiving consistent support from physicians and HSCPs, the poor
commitment of a CNM in one ward in Brickley, limited nurse engagement with the
intervention from this unit. Therefore, tribalism stimulated by cultural, political, and
institutional socialisation impacts how an intervention is promoted and perceived
across MDTs (see Figure 5.1).

While this article offers new insights into the mechanisms through which the
micropolitical context of MDTs impacts implementation, some limitations should be
noted. The generalisability of the findings is limited due to the use of two cases.
However, the thick descriptions presented in this study enhances the ecological validity
of the results as readers can determine whether the findings are applicable to their
setting (Stake, 1978; Gomm, Hammerslay and Foster, 2000). The Hawthorne effect,
in which participants change their behaviour as a result of being studied, may have
impacted the data collected (Roethlisberger and Dickson, 1939). However, as only the
primary researcher observed all intervention sessions, this limitation was likely
diminished as the effect of an observer is recognised to lessen over time (Clarke and
Bowling, 1990; Bowling, 2014). Additionally, although a diverse sample of HCPs were
recruited, the perceptions of some MDT members were absent due to the continual
rotation of staff. However, by using multiple sources of data (e.g., observation notes
from sessions), some of these views are accounted for within the final data set. Finally,
to mitigate potential researcher bias, a reflexive journal was maintained, and there was
regular discussion of findings among the larger research team throughout the
evaluation process.

Despite these limitations, this study has important practical and theoretical
implications. The concepts of power, authority, and influence have received scant
empirical attention in implementation science. This research highlights the
mechanisms by which these micropolitical contextual features influence successful
implementation. Due to their influence, gaining support across multiple leadership
levels is necessary to disseminate broadly and reinforce the importance of an
intervention among staff. However, the hierarchical structure of MDTs will impact how
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team members perceive the intervention. Therefore, future studies must engage each
discipline in discussions about implementation and tailor communication to assure all
interest groups understand the value and utility of the intervention relative to their role.
By advancing the understanding of these power dynamics, future researchers can
develop appropriate implementation strategies to account for the micropolitical context,
increasing staff engagement in change efforts.

The omission of micropolitics from implementation theories may explain why the
contextual determinants of power, authority, and influence are largely absent from the
extant literature. Theories within implementation science are invaluable for identifying
contextual influences, and predicting how implementation may progress (Kislov, 2019).
Although the use of theory in implementation science has increased over time,
engagement with theoretical knowledge remains a one way process (Kislov et al.,
2019). Theories mostly inform data collection and analysis, aiding researchers to
identify similarities between their empirical findings and an extant theory (Kislov et al.,
2019). However, deductive analysis using determinants within an established theory
risks prematurely excluding alternative ways of organising the data that may reveal
more novel findings (Dierckx de Casterlé et al., 2012). This research highlights the
value of using theory as a tool to be improved rather than a prescriptive checklist. This
study’s inductive approach facilitated the identification of additional contextual
variables associated with the micropolitics of healthcare not explicitly acknowledged
within the CFIR (Damschroder et al., 2009). Accounting for these concepts within the
developed conceptual framework (Figure 5.1) will support researchers when
implementing change in routine practice.

5.5 Conclusion
This study introduces the micropolitical concepts of power, authority and influence as
essential contextual determinants and outlines the mechanisms through which these
concepts impact implementation within healthcare teams. Although the importance of
these concepts has been previously recognised in organisational theory, micropolitics
has received scant attention in implementation science. By providing a novel insight
into the dynamic impact of power, authority, and influence, change agents can develop
more appropriate implementation strategies to create contexts receptive for change.
Furthermore, this research has developed a framework to capture the multi129

dimensional influence of politics and power on implementation success. This valuable
knowledge will help researchers negotiate the everyday politics of healthcare to
support the successful implementation of change in routine practice.
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Chapter 6 Discussion

6.1 Overview
As previously cited in Chapter 1 healthcare organisations are complex entities
characterised by dynamic changing inter-relationships. Responding to the difficulties
associated with introducing change in these complex settings, this research aimed to
provide greater insight into an underdeveloped area of study, that is the role of context
in implementation research. However, before this aim could be achieved, an insight
into how context has been conceptualised and accounted for within the extant literature
was required. The systematic review presented in Chapter 2 highlighted the
considerable variability with which context has been defined, assessed, and analysed
within implementation science literature. Commonalities identified across the included
papers supported the development of a broad operational definition of context. The
systematic review findings revealed that a standardised approach for mapping the
influence of this construct was needed to further advance the field. Chapter 3 described
the development of the context coding framework, a practical method which enables
change agents to map the context of interest and track the interplay between context
and implementation over time. Using a multiple case study design and a triangulation
of qualitative research methods, this context coding framework was applied to address
the following research questions (discussed in Chapters 4 and 5):
•

How does context influence the implementation of a collective leadership team
intervention?

•

Does context contribute to variances in implementation success across hospital
settings? If so, how?

Table 6.1 summarises the aims of this research, details the methods utilised by each
individual study, demonstrates the linkages between studies and outlines the
contribution of each to the field of implementation science. This integrative discussion
chapter begins by amalgamating the key findings presented from each phase of this
work to answer the research questions posed by this research. The chapter then
details the contributions of this research, its strengths, limitations, and concludes by
summarising the policy, practice, and research implications of this work.
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Table 6.1 Research outline, summary of findings and contribution
Evaluating the impact of context within implementation research
Thesis section
Chapter 2

Chapter 3

Published in BMC Health Services

Published

Research

in

BMC

Medical

Chapter 4
Research

Chapter 5

Submitted to Journal of Health

Published

in

BMC

Health

Methodology

Organisation and Management

Services Research

Develop an operational definition of

Develop a method for studying and mapping

Evaluate how context influences the implementation of change in

context

context

healthcare practice

Systematic review using a narrative

Informed by CFIR and the extant literature

Adopting a multiple case study design and a triangulation of qualitative

synthesis and thematic analysis.

(including the systematic review findings).

research methods, the developed context coding framework provided a

Aims

Methods

high-level overview of implementation effect. A further in-depth thematic
analysis

using

an

inductive

coding

approach

assisted

with

understanding the mechanisms through which context influenced
implementation success.

Contribution
•

Provides a broad operational
definition of context.

•

Develops a practical method for assessing
context.

•

Exposes the reciprocal
relationship between context

•

Introduces the micropolitical
concepts of power, authority,
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•

Identifies team-level contextual

and implementation, improving

and influence as essential

factors as an overlooked area

the design of future

contextual determinants.

within implementation science.

implementation approaches.
•

•

Helps refine implementation

Recommends the most

theories and improve their

appropriate method for studying

utility by identifying additional

the complexity of context.

contextual determinants for
consideration.
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6.2 How did context impact the implementation of a collective leadership
team intervention?
Meier and Dopson (2019) suggest that analysing context is difficult due to the
unbounded nature of the concept. Therefore, to conceptualise and empirically explore
the impact of context on the implementation of a collective leadership intervention, it
was first important to establish and specify what is meant by the term and how it has
been used in implementation science. To achieve this, a systematic review was
conducted to explore how context has been defined, assessed, and analysed in
healthcare implementation science literature.

Consistent with previous literature, the systematic review demonstrated that context is
generally not comprehensively defined (McCormack et al., 2002; Pfadenhauer et al.,
2015; Nilsen and Bernhardsson, 2019). Only 40% of included papers provided a rich
definition of the construct with the remaining studies offering narrow conceptualisations
by simply listing determinants associated with context. Although similarities were found
between the contextual factors identified in this review and those previously reported
(Nilsen and Bernhardsson, 2019) (i.e. social relations, leadership, organisational
culture and climate), the review findings revealed additional determinants common
across the studies included; individual attitudes, organisational characteristics and the
wider political environment. Regardless of the level of detail and explanation offered
within each definition, the findings clearly demonstrated the multifaceted nature of the
term which incorporates determinants from all levels of the health system. The
systematic review identified that team-level contextual factors are often overlooked
within the field of implementation science. Despite the integral role of teams in care
provision, the emphasis of the field remains on individual and organisational-level
determinants. To address this gap, the study findings recommend a greater focus on
the assessment of context at the team-level.

By providing greater clarity in relation to the characteristics underpinning context, the
systematic review offers a broad operational definition which describes context as “a
multi-dimensional

construct,

encompassing

micro,

meso,

and

macro-level

determinants that are pre-existing, dynamic, and emergent throughout the
implementation process”. This definition aligns with the unpredictable, adaptive nature
of healthcare as described by complexity science theory (Plsek and Greenhalgh, 2001;
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Begun, Zimmerman and Dooley, 2004; Braithwaite, 2018; Braithwaite et al., 2018). By
highlighting this complexity and revealing the contextual determinants pertinent to
implementation, the review findings support greater consistency for the use of the term
in future research. This enhanced clarity means that researchers can better account
for context when implementing change in routine practice. This will be important to
advance the field, as the review also outlined considerable heterogeneity in the
approaches chosen to measure and report context. Over forty approaches for
assessing context were identified in the sixty-four included papers. This variability
established the need for a standardised, practical method to assess context in
implementation science. Thus, to support efforts to thoroughly address the research
questions posed by this thesis, the next phase of the research developed the context
coding framework.

To document the implicit contextual determinants identified in the systematic review,
the context coding framework was developed as a method to enhance our
understanding of contextual factors relevant to implementation. Comparable to
established frameworks, application of the context coding framework can provide
greater insight into the mechanisms of implementation, enhancing the interpretability
of study findings (Sales et al., 2006; Tabak et al., 2012; Nilsen, 2015). Due to the vast
quantity of frameworks already available within the field of implementation science
(Tabak et al., 2012), rather than crowding the field with duplicate frameworks, this
researcher used a constructivist approach to build on an established framework for the
purpose of exploring context specifically. CFIR was chosen as it is a widely
operationalised meta-theoretical framework that aids in the classification of contextual
determinants (Brownson, Colditz and Proctor, 2012; Tabak et al., 2012, 2017;
Fernandez et al., 2018). Informed by CFIR and the systematic review findings, the
context coding framework offers an integrated multi-level set of contextual factors
pertinent to implementation. By grounding the analysis across multiple levels of the
health system, the framework accounts for factors previously overlooked in
implementation science (e.g. team-level determinants).

The development of the context coding framework involved three stages. Firstly, the
researcher reviewed all five CFIR domains to determine the applicability of each
construct in describing the surrounding context. Next, the extant literature was
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reviewed to collate contextual determinants not explicitly referenced by the CFIR (e.g.
Pettigrew, Woodman and Cameron, 2001; Greenhalgh et al., 2004; Rogers, De Brún
and McAuliffe, 2020). Finally, the contextual determinants of the CFIR were integrated
with the findings from the literature to refine the established CFIR constructs. To
generate actionable and detailed findings, the framework employs a blended
evaluation approach which combines aspects of rapid and in-depth evaluation. This
approach supports change agents in acquiring a rich understanding of context in
healthcare environments which are continuously changing. Employing the context
coding framework in the subsequent evaluation phases of this research enabled the
dynamism of context to be captured as depicted in the operational definition developed
from the systematic review. Rather than being considered a stable, background entity
(Johns, 2017), the context coding framework facilitated the documentation and
mapping of the complex, dynamic, and multifaceted nature of the construct.

After specifying what is meant by the term context and developing a structured
approach to assess its influence, the impact of context on the implementation of the
collective leadership intervention was empirically assessed and presented in two
results papers. Similar to CFIR and its underpinning theories, this research identified
leadership and management support (Greenhalgh et al., 2004; Feldstein and Glasgow,
2008; Damschroder et al., 2009), established norms (Rogers, 1995; Rycroft-Malone et
al., 2002; Damschroder et al., 2009), innovation compatibility (Rogers, 1995; Klein and
Sorra, 1996; Damschroder et al., 2009) and adaptability (Rogers, 1995; Greenhalgh et
al., 2004; Damschroder et al., 2009) as important contextual factors impacting the
implementation of the collective leadership intervention. However, rather than simply
listing these determinants, the findings presented in Chapters 4 and 5 detail the ways
in which these contextual factors influence the implementation of change in routine
practice.

Using a multiple case study design and a triangulation of qualitative research methods,
two overarching themes were generated from the data collected. The first
demonstrates that context does not have a unidirectional influence on implementation.
Context and implementation dynamically, interact, respond, and mutually evolve. The
everyday demands of each case impacted the perceived appropriateness of the
intervention for some staff. Aligned with the extant literature workload and
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understaffing were fundamental contextual barriers to the collective engagement of all
MDT members (McAteer et al., 2014; Geerligs et al., 2018). The findings reveal how
the feasibility of implementing the collective leadership intervention and sustaining
change depended on the capacity of HCPs in an overstretched and under-resourced
health system. This result further demonstrates the importance of mapping the
contextual complexity of a site when introducing change in routine practice (Lau,
Saunders and Pate, 2016; Ellis et al., 2020). The rich understanding of context
developed through this research identified the need to adapt implementation to
promote the receptivity of the intervention within each team. Historically, deviation from
the research protocol was perceived as a problem for implementation fidelity,
compromising the effectiveness of the intervention (Bopp, Saunders and Lattimore,
2013; Chambers and Norton, 2016). However, recent literature recognises that
although the underlying principles that make the intervention effective require perfect
fidelity, the tailoring of strategies which support each intervention principle is necessary
to improve context fit (Kirk et al., 2019; Perez Jolles, Lengnick-Hall and Mittman, 2019).

While the everyday demands of practice (i.e. workload and staffing determinants)
influenced the implementation of the intervention, implementation also altered the
surrounding context, stimulating change and improvement within each case. For
instance, the cross-disciplinary approach adopted to implementation improved staff
engagement. Aligned with previous literature, rather than performing their routine tasks
in isolation, the dedicated time together enabled both MDTs to set priorities and
develop quality improvement initiatives that optimised patient care (Miller, Walmsley
and Williams, 2007). Additionally, the novel opportunity to collectively reflect increased
camaraderie and staff appreciation across disciplines, which enhanced staff
commitment to implementation. The findings also emphasise the importance of socially
mediated implementation processes. Previous literature has suggested that social
elements of implementation can enhance organisational learning capacity and
intervention adoption as the utility of an intervention can be discussed, disputed and
established (Scott et al., 2008; Berta et al., 2015; Dryden-Palmer, Parshuram and
Berta, 2020). In addition, this research reveals that psychological safety is a
prerequisite

for

socially

mediated

implementation

processes.

Without

this,

recommending suggestions for change, disregarding professional status boundaries,
or offering feedback would be too risky for some MDT members (Nembhard and
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Edmondson, 2006). Therefore, when a safe, inclusive environment is created, team
members feel valued by their colleagues and are intrinsically motivated to make
changes which leads to improvements in the surrounding context. By exposing this
reciprocal relationship, future researchers can account for, and attend to, the
bidirectional influence of context and implementation which will support the improved
implementation of change in routine practice.

The second overarching theme and key finding from this research is that implementing
change in healthcare is an inherently political process influenced by prevailing power
structures. As outlined in Chapter 1, healthcare delivery has evolved from care by oneall-knowing physician to care by MDTs (Gawande, 2011). Working together and
valuing the skills and knowledge of each discipline supports the provision of holistic
patient-centred care (Engel and Prentice, 2013; Engel, Prentice and Taplay, 2017).
However, the historical power disparities between disciplines means MDT members
wield varying levels of influence in relation to patient care decision-making (Hall, 2005;
Baxter and Brumfitt, 2008; Baker et al., 2011; Braithwaite et al., 2016). Although
micropolitics has been recognised in organisational theory as influential when
cultivating change (Ferris et al., 2002; Daft, Murphy and Willmott, 2010), this research
is one of the first to appreciate the influence of power, authority, and influence in the
field of implementation science (Ferris et al., 2017; Kislov et al., 2019).

The findings emphasise the need to negotiate the micropolitics of healthcare to
improve the likelihood of implementation success. Gaining support across multiple
levels of leadership was critical to implementation, as the influence exercised by these
individuals induced staff engagement with the collective leadership intervention. The
hierarchical authority of senior physicians (Boyce, 2006; Price, Doucet and McGillis
Hall, 2014; Braithwaite et al., 2016), ensured the collective response of the MDT
aligned with senior physician values and interests. For instance, in Willow’s
hierarchical context, the collective leadership intervention challenged the traditional
power structures evident within this team. The hierarchical mindset of senior
physicians likely contributed to their disregard for the intervention which impacted the
perceived utility of the intervention and its adoption within the wider MDT. Therefore,
securing senior physician support is critical for implementation success as these team
members are the gatekeepers to innovation and can influence the wide-spread
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acceptance and adoption of an intervention (Blumenthal and Kilo, 1998; Helfrich et al.,
2007; Proctor et al., 2007; Mosadeghrad, 2013). While senior managers influenced the
engagement of many senior team members, frontline staff primarily looked to their
clinical supervisors for guidance on how to respond to the collective leadership
intervention (Edmondson, Bohmer and Pisana, 2001; Priestland and Hanig, 2005;
Aarons et al., 2014; Farahnak et al., 2020). In this study, CNMs used their boundaryspanning position as middle managers to promote the intervention’s implementation
across professional groups. Instead of assuming a more passive role during
implementation as depicted by Wilkinson, Nutley and Davies (2011), CNMs in this
research assisted with shaping the team’s collective understanding of the intervention,
which enhanced its acceptance among the MDT.

The historical context of each team also determined how power was perceived and
negotiated. For some staff, their perception of the micropolitical context negatively
shaped their experience of implementation. Staff’s perceptual (e.g. acceptability) and
behavioural (e.g. adoption) responses to the implementation of the collective
leadership intervention depended on where staff perceived their position to be within
the team hierarchy. For example, support staff (such as healthcare assistants) in this
study perceived the intervention as only relevant to those “higher up” in the team, which
may have led to the poor adoption of the intervention among this professional group.
The silo working evident in each case also influenced staff experiences of
implementation. Although professional tribalism has previously been recognised as a
barrier to effective communication, inhibiting the delivery of optimum patient care (Hall,
2005; Weller, Boyd and Cumin, 2014; Braithwaite et al., 2016), the findings
demonstrate that silo working can impede implementation by limiting staff
understanding of the initiative, ultimately impacting its adoption. Social identity theory
may help to explain this failure to share information interprofessionally. Social identity
theory contends that individuals form groups based on compatible social factors such
as professional affiliation (Tajfrel, 1982). Thus, members of the same group are more
inclined to endorse and promote the opinions of their fellow group members. In this
research, despite the intervention receiving consistent support from physicians and
HSCPs, the poor commitment of a CNM in one ward in Brickley limited nurse
engagement with the intervention from this unit. This finding may relate to nurses’
perceived position within the team hierarchy in which they are often “told what to do”
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(Cott, 1998; Scott and Pollock, 2008, p. 301). Therefore, power, influence, and
authority impact how an intervention is promoted and perceived across MDTs.

As shown in Figure 5.1, although the micropolitical context is influential, it does not
exist in isolation. Employing the context coding framework emphasised how the impact
of power, authority, and influence can vary depending on other levels of the health
system. For example, the geographical location and organisational size of each case
seemed to influence the strength of the power disparities between disciplines. The rural
location of Willow’s organisation appeared to give senior physicians a special status
within the team meaning senior management were unable to secure physician
engagement throughout implementation. Mintzberg (1979) suggests that professional
power is derived from high demands on the service. Therefore, the higher status of
physicians is likely associated with the emergency crisis in consultant recruitment and
retention in Ireland (Health Service Executive, 2017; Humphries, Crowe and Brugha,
2018).

In summary, this research underscores the active role of context during the
implementation of a collective leadership intervention among two heterogeneous
MDTs. By shaping the researcher’s understanding of context and providing
recommendations to ensure a holistic assessment of the construct, the systematic
review findings were pivotal in answering the research question: “How does context
influence the implementation of a collective leadership team intervention?”. The
context coding framework translated the dynamism of context (as depicted in the
systematic review) into a practical method of assessing its influence on implementation
success. Alongside a series of observations and semi-structured interviews, the
context coding framework assisted in revealing the bidirectional influence of context
and implementation. Although the micropolitical context and everyday realities of
practice impacted implementation which required adaptations to the process at a local
level, this influence was reciprocal. Determinants relating to implementation impacted
the surrounding context stimulating change and improvement within each healthcare
team. While the contextual determinants identified within this research were broadly
similar across cases, the next section of the thesis explores whether contextual
differences between settings contributed to variances in implementation success.
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6.3 Does context contribute to variance in implementation success across
settings? If so, how?
The complexity and dynamism of each case impacted the implementation of the
collective leadership intervention in several ways. While the influence of CNMs was
comparable across cases, senior physicians and senior managers exerted their
authority in differing ways. By employing French and Raven’s (1959) Bases for Power
Model, the variations in power exercised by senior physicians can be better
understood. Due to their specialist skills and historical dominance (Boyce, 2006; Price,
Doucet and McGillis Hall, 2014; Braithwaite et al., 2016), senior physicians exercised
expert and legitimate power in both cases and were perceived as the primary leaders
of their respective MDTs. Conforming to historical norms, frontline staff subsequently
aligned their perceptual (e.g. acceptability) and behavioural (e.g. adoption) responses
to implementation with physician interests. However, Willow’s physicians also
employed coercive power. Similar to Crowe et al.’s (2017) study, participants from
Willow described how senior physicians exert their dominance through fear and
intimidation. The punitive power employed by these senior physicians affected the
psychological safety of staff, increasing the perception of interpersonal risk associated
with speaking-up during intervention sessions (Edmondson, Bohmer and Pisana,
2001). Identifying how key stakeholders exert their influence is pivotal for determining
implementation strategies and tailoring approaches across settings. These decisions
will create contexts that are either receptive, indifferent, or resistant to change.

Previous literature suggests that organisational characteristics also influence the
adoption of interventions (Baldridge and Burnham, 1975; Pierce and Delbecq, 1977;
Edmondson, Bohmer and Pisana, 2001; Frambach and Schillewaert, 2001;
Greenhalgh et al., 2004; Grol et al., 2007; Feldstein and Glasgow, 2008). In this
research, organisational size guided what was perceived as an appropriate level of
senior management support across cases. Within Brickley, the distant relationships
between senior management and frontline staff implied that visible support from senior
management was unnecessary. Although greater investment from senior management
may have enhanced the feasibility of sustaining the initiative, the organisation’s larger
size signified that frontline leaders had the greatest influence on staff engagement
(Aarons, Sommerfeld and Walrath-Greene, 2009; Aarons et al., 2014). Literature
suggests that larger organisations have higher rates of programme change (Hage and
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Aiken, 1967; Greenhalgh et al., 2004). Therefore, Brickley’s staff were likely more
accustomed to innovation. Although the implementation of the collective leadership
intervention required active managerial support to engage Willow’s frontline staff,
senior

physicians

remained

reluctant

to

participate

in

the

intervention’s

implementation. This finding may reflect senior physician resistance to engage in
management-initiated improvement initiatives due to a perceived threat to autonomy
(Succi, Lee and Alexander, 1998; Pedrazza et al., 2016; Gadolin, 2017). This research
contributes to the extant literature by identifying the team leaders (formal and informal)
that facilitate successful implementation across diverse settings (Edmondson, Bohmer
and Pisana, 2001; Bonawitz et al., 2020). Mapping these dynamics prior to
implementation is pivotal in determining the level of involvement required by different
stakeholders throughout implementation.
Despite differences in the use of power and each team’s receptivity for change, the
contextual factors identified as influential during implementation were broadly similar
across cases (i.e. authority, influence, workload, staffing levels). The degree of
implementation success was also comparable. This research defines implementation
success as the extent to which the collective leadership intervention was completed,
routinised and integrated in daily practice. Adoption, implementation, and sustainment
are commonly listed stages of change (Simpson, 2002; Fixsen et al., 2005; Mendel et
al., 2008). In this research, each team successfully completed the intervention,
achieving consistent attendance throughout implementation (average attendance for
both cases=12 participants). Staff’s utilisation of the collective leadership programme
led to the integration of several service improvement initiatives into routine practice
(e.g. daily MDT huddles) (see Table 4.3, Chapter 4). Staff also recognised the
improvements that emerged during implementation such as enhanced communication
and improved interpersonal relationships between individuals across various
disciplines had been sustained. During post-implementation interviews, staff described
a greater ability to speak-up and share their opinion within their respective MDTs.

Assessing the long-term sustainability of the intervention is outside the scope of this
research. However, each team completed a sustainability component of the
intervention which facilitated teams to decide on the aspects of the collective
leadership intervention they planned to sustain. Both teams revealed a desire to
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continue to meet regularly and collectively reflect. Rather than one-hour team
sessions, the staff of each case suggested “short, snappy” meetings to further embed
new ways of working throughout their MDTs. This adaptation likely reflects the
everyday demands of healthcare provision which may limit the capacity of frontline
staff to continue to drive change without formal researcher support. Perhaps future
research would benefit from adopting co-design principles to enhance the collective
ownership of HCPs to an implementation effort (Bovaird and Loeffler, 2012; Ward et
al., 2018; Bonawitz et al., 2020). Rather than assuming a consultant or advisory role,
if researchers collaborated with and empowered MDTs to design their own tailored
implementation plans, the acceptability, relevance and fit of the strategies employed
will improve, enhancing the long-term sustainability of a change effort. Without this
meaningful contribution from staff, the complexity and unpredictability of healthcare
may limit an intervention’s integration in daily practice.

Although the influence of some contextual determinants differed across settings, the
impact of context on implementation success was broadly comparable within each
MDT. Each team completed the collective leadership intervention, implementing the
required eight session components (Appendix 2). Although everyday contextual factors
may impact the long-term sustainability of the intervention itself, collaborative attitudes
and practices have emerged and sustained through participation in the collective
leadership programme. In addition, staff describe a desire to integrate an adapted
version of the intervention into their daily practice. Greater stakeholder engagement in
the planning and conduct of implementation research may improve the likelihood of
sustained implementation success in future research.

6.4 Research Contributions
This research offers theoretical, methodological, and practice contributions to the field
of implementation science. These contributions are organised in this section by thesis
chapter.

Systematic review
Firstly, the systematic review revealed considerable inconsistencies in how context has
been defined, assessed, and analysed. While the extant literature had begun to
conceptualise context (McCormack et al., 2002; Pfadenhauer et al., 2015; Nilsen and
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Bernhardsson, 2019), this research adds to the evidence-base by providing a broad
operational definition of context that was previously absent from the field of
implementation science. This consensus has the potential to improve the consistency
with which the term is used, supporting an enhanced understanding of the construct.
While the systematic review defines context as a multi-dimensional concept, the
findings highlight a limited understanding of team-level contextual factors within the
field. To attend to this underdeveloped area of study, this PhD work subsequently
focused primarily on providing greater insight into the influence of team-level
contextual factors during implementation. The systematic review also identified a lack
of standardisation in the approaches used to assess context. This variability constrains
researchers’ ability to compare findings, something which restricts the field’s
understanding of the construct. Based on these findings, a qualitative approach
informed by a comprehensive framework was recommended as the most appropriate
method for studying the complexity of context. This finding informed the next phase of
the work: the development of the context coding framework, a practical method that
builds on the CFIR, providing a deeper exploration of context.

Methodological contribution
The context coding framework developed through this research facilitates a
comprehensive evaluation of context by capturing the dynamism of the concept during
implementation. By considering contextual determinants across system levels
(including the team-level, an overlooked area within the field), collating various data
sources into a visual display, and providing a high-level overview of implementation
effect (positive, neutral, or negative influence), the framework facilitates a richer
understanding of context. The accessibility of this structured, blended evaluation
approach generates actionable and detailed findings. Thus, the developed context
coding framework provides the means to improve rigour and reporting in studies
focused on context in implementation research. Consequently, future researchers and
non-researchers can better monitor implementation progress, identify contextual
changes and variations across settings, and tailor implementation strategies to fit their
setting(s) of interest.

Empirical findings
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The empirical findings strongly resonate with the definition of context developed in the
systematic review. Rather than a stable, static concept (Johns, 2017), this work
emphasises the complex, dynamic nature of context. Additionally, this research adds
to the extant literature by exposing the reciprocal nature of the relationship between
context and implementation. By enhancing the field’s understanding of this dynamic
interplay, this research may improve change agents’ awareness of the need to tailor
their

implementation

approach

to

harmonise

the

evidence-based

practice,

implementation process, and context. This research also demonstrates the importance
of team-level contextual factors during implementation. While the impact of team-level
contextual factors may seem obvious to the reader (e.g. the influence of team workload
on implementation), this research brings these overlooked, often taken for granted
concepts to the attention of implementation researchers and practitioners. By
emphasising the need to account for these concepts, this research will likely improve
the introduction of change into routine practice.

Additionally, the findings identify additional contextual factors previously omitted from
implementation science theories, models, and frameworks. This work describes the
micropolitical concepts of power, authority, and influence as essential contextual
determinants requiring consideration when introducing change in healthcare settings.
A conceptual framework has also been developed to summarise the multidimensional
impact of power and politics (Figure 5.1). By identifying additional contextual
determinants for consideration, this research helps to refine implementation theories,
improving their utility in future research. Furthermore, by enhancing the field’s
understanding of micropolitical contextual factors and their influence during
implementation, change agents can better tailor their implementation approaches to fit
their setting of interest. For example, if strong power disparities between senior
management and frontline staff are identified as impacting the perceived psychological
safety of some team members, distant senior management support would be more
appropriate to ensure frontline staff feel able to speak-up and express their opinions.

By providing a common definition of context, developing a method to appropriately
assess its influence, and offering greater insight into the influence of team-level
contextual factors, the learning acquired from this research will likely aid the translation
of research into routine practice.
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6.5 Strengths and Limitations
While this research offers new insights into the active role of context during the
implementation of change in routine practice, some limitations should be noted. Due
to the dynamic nature of context, it is difficult to empirically explore every feature of the
concept. Therefore, the vantage point of this researcher impacted how context was
perceived, studied, and interpreted (Meier and Dopson, 2019). The researcher’s
philosophical approach of post-positivism emphasises the need to view the world
holistically rather than simply facts devoid of context (Ryan, 2006). Therefore, instead
of observing context as a background issue, the researcher’s post-positivist paradigm
appreciates the salient role of context in implementation research. Additionally, the
researcher’s previous experience as a registered nurse likely impacted her
interpretation of the data collected (Appendix 12). Hierarchy was central to this
researcher’s understanding of healthcare leadership as an undergraduate student and
this perception was further confirmed in their position as a registered nurse. However,
the researcher was unfamiliar with the two cases (teams) of study, which heightens
her ability to increase analytical distance from the setting.

The transferability of findings is restricted due to the qualitative approach adopted and
the use of two cases. Although quantitative approaches can enhance the potential
generalisability of findings, the qualitative case study design adopted for this study
facilitated a greater insight into the entangled, dynamic, emergent nature of context
(Yin, 2003). Subsequently, the research generated contextually detailed knowledge
relating to the implementation of the collective leadership intervention. To provide a
more compelling interpretation of the findings, a multiple case study approach was
adopted, strengthening the credibility of this research (Miles, Huberman and Saldana,
2014). Two cases were selected for this in-depth investigation to obtain the rich
descriptions necessary to answer the research questions posed and due to the
challenges associated with case study designs (i.e. resource and time constraints)
(Baxter and Jack, 2008; Creswell, 2013; Merriam and Tisdell, 2015). Although this
decision limits the transferability of the findings, the thick descriptions presented in this
research enhances the ecological validity of the results as readers can determine
whether the findings are applicable to their setting (Stake, 1978; Gomm, Hammerslay
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and Foster, 2000). The potential transferability of the results is also increased as the
contextual factors identified in this research appeared broadly similar across two
diverse healthcare settings.

Additionally, the researcher acknowledges the strengths and limitations associated
with the chosen methods. Aligned with Yin’s (2003, p. 85) interpretation of a “good
case study”, this research employed a triangulation of qualitative research methods.
Using a variety of data sources enabled converging and contrasting lines of inquiry to
be explored which increased the trustworthiness of the results (Lincoln and Guba,
1985; Wells, 1987; Yin, 2003). Adopting this approach was a key strength in supporting
the researcher to gain a holistic perspective of context. However, the Hawthorne effect,
in which participants change their behaviour as a result of being studied, may have
impacted the data collected (Roethlisberger and Dickson, 1939). Whilst always a risk
with observations, literature suggests that the effect of an observer lessens over time
(Clarke and Bowling, 1990; Bowling, 2014). Within this study, reduced observer impact
was evidenced in how staff reacted to the researcher as time progressed. Although
each case initially attempted to include the researcher in their team sessions, over time
eye contact with the researcher lessened and staff did not seek the researcher’s
opinion during team discussions.

The extant literature identifies sampling appropriateness and adequacy as important
considerations to ensure the methodological rigour of a study (Morse and Field, 1995;
Fossey et al., 2002). For interviews, this research adopted a purposive sampling
strategy. This approach recruited a diverse sample of HCPs (Table 4.2, page 93),
which maximised the range of perspectives included and enhanced the credibility of
the interpretations generated. However, the continual rotation of junior doctors and
multi-task attendants through the health system resulted in their views being absent
from the analysis. In qualitative research, transparency is recognised as an indicator
for quality (O’Reilly and Parker, 2013). Therefore, documenting the recruitment
challenges of this research is important to enhance the trustworthiness of the findings
as the reader can decide the adequacy of the sample in answering the research
questions posed by this work. The collection of observation data also helped mitigate
this impact by ensuring that some of the views of junior doctors and multi-task
attendants were noted and accounted for within the final data set. Additionally, a
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sufficient depth of rich information was gathered to ensure sample adequacy with the
researcher identifying no new coding patterns during data analysis (Fossey et al.,
2002).

Due to the active role of the researcher in data collection and analysis, the researcher
maintained a reflexive journal to map her influence throughout the evaluation process
(Appendix 12) (Green and Thorogood, 2014). This reflexive writing helped enhance
the credibility and authenticity of the findings by distinguishing participant voices from
that of the researcher (Fossey et al., 2002). Regular feedback from the researcher’s
supervisors and the double coding of 10% of the data collected were additional
strategies adopted to mitigate researcher bias, challenge researcher assumptions and
enhance the credibility and dependability of the findings (Lincoln and Guba, 1985). The
researcher also informally completed member checking when seeking clarification and
elaboration of meaning with participants during the interview process. However,
participants did not engage in a formal process of checking the accuracy of the
findings. While member checking has been recommended as a technique for
heightening credibility (Lincoln and Guba, 1985), the approach can also undermine the
trustworthiness of results (Sandelowski, 1993). This research emphasises the dynamic
nature of context and demonstrates that with the passage of time the meaning and
influence of contextual determinants can change. Therefore, the completed
observations and interviews may reflect feelings or opinions participants no longer
have or may have forgotten. Consequently, formal member checking could have led to
the alteration or retraction of important data, restricting the trustworthiness of the
findings. Thus, formal member checking was not employed during the evaluation
process. Instead, to enhance the trustworthiness of the research, this work offers thick
descriptions of each case, employed a triangulation of qualitative methods, completed
coding checks, double coded the data, and the researcher engaged in reflexivity.

6.6 Implications of research
6.6.1 Implications for practice
By exposing the ways in which context and implementation interact and mutually
evolve, this research emphasises the importance of implementation and context
adaptability. The plasticity of an implementation effort hinders the routinisation of
change (Nilsen et al., 2020). As highlighted in Chapter 4, the everyday demands of
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each case required adaptations to the change effort to improve its integration into
routine practice. Therefore, future change agents may benefit from greater staff
participation in the design and development of implementation strategies. By providing
staff with an opportunity to influence how change is implemented in daily practice, this
‘bottom-up’ approach will attend to the negative impact of micropolitics on
implementation (e.g. staff political perceptions influencing the perceived relevance of
the intervention), improving the feasibility of implementing and sustaining a change
effort. Genuine collaboration between MDT members and researchers will enable staff
to discuss and dispute implementation processes, increasing staff awareness of the
utility of the change relative to their role. Co-production would enable the tailoring of
implementation strategies to ensure their fit with the context of interest. This approach
may also empower staff, enhancing their collective ownership and appreciation for the
implementation effort. By involving MDT members in the development of
implementation plans, staff may view the intervention as manageable and meaningful
which will likely enhance their motivation to participate and engage in change.

Additionally, a rigid environment can impede the ability of staff to participate in
implementation processes. A rigid environment in this research refers to a setting
characterised by top-down control. Therefore, gaining support from multiple different
leaders across the hierarchy (e.g. senior management, and a diverse range of frontline
leaders) is necessary to facilitate the engagement of staff and reinforce the importance
of the intervention. This approach will aid with preparing context receptivity and
subsequently optimise the possibility of successfully implementing change in
healthcare practice. However, due to the impact of power disparities on change efforts
(e.g. perceived psychological safety influencing engagement), future studies cannot
rely on top-down approaches to implementation. As cited in Chapter 1, frontline staff
are continuously exposed to changes in practice. By challenging existing norms, these
changes can function as stressors and lead to resistance among staff (Butcher and
Clarke, 1999; Denis et al., 2002; Nilsen et al., 2019). Engaging each discipline in
discussions about future implementation efforts may improve collective sensemaking
within the team. Clear communication and involvement by different interest groups
would likely reduce the uncertainty associated with change and enhance staff trust in
future reforms. By advancing the field’s understanding of these power dynamics, future
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change agents can develop more appropriate implementation strategies to account for
the micropolitical context, increasing staff engagement in change efforts.

6.6.2 Implications for policy
The findings of this research have important implications for policymakers. Historically,
governments have adopted a one size fits all approach to implementing change at a
national level. However, this approach has resulted in the development of numerous
policy strategies that have been “only partially implemented or indeed shelved” within
the health system (Committee on the Future of Healthcare, 2017, p. 7). If future policy
developers employ the context coding framework, the complex contextual realities
impacting change efforts can be better understood prior to and throughout
implementation. This knowledge will support policy developers in preparing tailored
protocols to support sustainable change.

Aligned with the findings of this research, the Irish government have recognised that
the implementation of Sláintecare will be a dynamic process requiring adaptations to
respond to evolving trends in care provision (Government of Ireland, 2018). Rather
than adopting a traditional system-wide approach to change, the government plans to
co-design services based on the population needs of six regional areas. By engaging
stakeholders in the design of this reform, the contextual challenges associated with
implementing initiatives in practice may come to the forefront, improving the
manageability of proposed changes. However, the government must appreciate that
each service (primary and acute) within the health system has diverse characteristics
and political contexts which are not uniform within each designated region. This
diversity signifies that greater tailoring of developed protocols will be necessary at a
local level. Additionally, although the Sláintecare implementation strategy lists senior
leadership as a core component for successfully introducing change, the government
must also recognise the importance of engaging support across all levels of leadership
within the health system. In this research, although senior management were influential
in directing the engagement of frontline staff, the local leaders within each team were
ultimately the real influencers of change. Therefore, the involvement of these
individuals in the design of the Sláintecare implementation strategy will be crucial to
support local adoption and sustainability.
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As cited in Chapter 1, healthcare teams have been identified as central to the
Sláintecare reform (Government of Ireland, 2019). Informed by this research, if the
government are to achieve their aim of developing “teams of the future” (Government
of Ireland, 2019, p. 44), they must account for the micropolitical context and power
disparities that exist between MDT members. Developing teams of the future will
require staff to disregard traditional professional status boundaries and appreciate the
unique skills offered by each member. As shown in Chapter 4, when staff feel valued,
they are intrinsically motivated to change practice and incorporate an interdisciplinary
approach to care provision (e.g. daily MDT huddles). By demonstrating pre-requisite
conditions for change (e.g. psychological safety), this research supports the
government in their implementation of the Sláintecare reform.

6.7 Directions for future research
In addition to practice and policy implications, this work informs future research
developments within the field of implementation science. The systematic review
findings offer greater clarity in terms of defining context and collating determinants
pertinent to implementation. However, conceptualising context within healthcare
implementation science literature restricts the transferability of this definition to other
disciplines. To assess the applicability of this conceptualisation of context in other
industries within implementation science (e.g. organisational behaviour), a follow-up
systematic review examining definitions within and across disciplines may be
beneficial. Due to the interdisciplinary nature of the field, the wider scope of this
proposed review may offer a universal definition of context which would further
enhance consistency for the use of the term in future research.

To comprehensively understand the influence of context on implementation success
this researcher recommends the shared use of the context coding framework by both
researchers and non-researchers (e.g. HCPs, policymakers). Gaining feedback from
multiple perspectives on the pragmatic qualities of the tool, such as its usability and
usefulness will help refine the context coding framework, improving its uptake within
the field. Additionally, the shared use of the approach will provide valuable insight into
how context is perceived from differing vantage points (e.g. researchers, nonresearchers, or between HCPs). This valuable knowledge would support a greater
understanding of the complexity and dynamism of the construct.
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Finally, this research is one of the first to explore the role of team-level contextual
factors on implementation success. To corroborate the findings from this research and
to identify additional determinants pertinent to implementation, further assessments of
context at a team-level are required. Although observations remain a neglected
method within the field of implementation science (Eldh et al., 2020), the value of this
approach is evident in this study. Therefore, to gain a greater understanding of teamlevel contextual factors in addition to other system-levels (i.e. individual, organisational,
system), future researchers would benefit from mapping the landscape of their
setting(s) by employing observational methods. This approach would achieve a more
holistic, complex conceptualisation of context that would enable researchers to choose
appropriate implementation strategies which would improve the fit between the
evidence-based practice and the context.

6.8 General summary and Conclusions
Rather than simplifying the everyday realities of healthcare, this research positions the
normal conditions of everyday practice to the forefront of the field’s attention. Despite
the reported influence of everyday contextual factors on the implementation of change,
context has been poorly understood due to a lack of consensus regarding how it should
be operationalised and accounted for within implementation research. This thesis
contributes to the evidence base by 1) developing an operational definition of context
through a systematic review of the literature; 2) creating a practical method to study
and map context; and 3) exposing the ways in which context impacts the
implementation of change among MDTs. In addition to providing a broad consensus
that enhances the consistency with which the term ‘context’ can be used in future
studies, the systematic review directs attention to the dynamism of the construct. The
context coding framework appreciates the multifaceted nature of context and provides
a technique to appropriately assess its influence longitudinally, across system levels.
By offering guidance of how to study context, this research will likely enhance the
robustness and learning acquired from implementation research. Applying this method,
the findings of this research demonstrate the active role of context when implementing
change in routine practice. This work introduces the micropolitical concepts of power,
authority, and influence as essential contextual determinants impacting how staff
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perceive and engage with a proposed change. However, as this research has
demonstrated, rather than a unidirectional influence, a reciprocal relationship exists
between context and implementation. This valuable knowledge is fundamental when
designing future implementation approaches. Accounting for and attending to context
and its bidirectional influence with implementation will assist researchers,
policymakers, and HCPs negotiate the everyday realities of healthcare and support the
successful implementation of change in routine practice. Reducing the time gap
between the generation of evidence and its implementation in healthcare practice will
ultimately promote the provision of safer, more effective patient care.
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Appendix 2 Summary of collective leadership intervention
The collective leadership intervention implemented is an educational initiative. This
intervention aims to introduce collective leadership to healthcare teams to improve
team performance and safety culture (McAuliffe et al., 2017). Rather than targeting the
leadership competencies of a single heroic leader using an existing training framework,
the intervention aims to develop all team members’ leadership capabilities using an
intervention driven by the needs of healthcare professionals. To achieve this, the UCD
health systems research team utilised a co-design approach to develop and prioritise
content for the intervention (Ward et al., 2018). The co-design process involved health
system researchers working collaboratively with individuals employed within the health
system (healthcare professionals), and individuals who have experience using the
system (patient representatives) over six-monthly three-hour workshops and one final
full day over a seven-month period.

Through using the co-design approach, a toolkit of collective leadership interventions
(a series of one-hour team sessions) was created (Co-Lead, 2019). This toolkit is
grounded in the realities of modern healthcare as it was developed based on the
expertise, experiences and reported needs of the co-design team members (Ward et
al., 2018). The developed interventions include six foundational components (Table
A1) that are compulsory for each team to complete and an additional 13 targeted
interventions (Table A2,) which teams can select based on their perceived needs and
team priorities. This flexibility is reflected by the teams participating in this research.
Although many of the targeted intervention sessions were comparable across cases
(e.g. implementing a structured communication tool), some team choices varied to
reflect the diverse goals of each team (e.g. improving psychological safety vs
collaboratively deciding key performance indicators). While each intervention
component is informed by the extant literature, three of these team sessions are
structured around established healthcare tools or team training programmes. The
remaining interventions are designed specifically to respond to the needs of MDTs as
identified during the co-design process. Each intervention component is one-hour long
and implemented on (at least) a monthly basis by teams in their own working
environment. All intervention materials are open-access via the project website (CoLead, 2019). Each team session has a corresponding set of instructions to support
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session delivery. These instructions enable team members to facilitate the sessions
themselves, requiring no training in advance and minimal preparation prior to each
session.
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Table A1. Foundational components of the intervention

1.
2.

3.
4.

5.

6.

Foundational
Objectives
Components
Team Values, Vision and The session supports teams in developing an understanding about the purpose and
Mission
vision of their team, and what the team is collectively working towards.
Team Goal Setting
The session enables teams to collectively develop a shared set of goals to work towards
collectively. These goals should align with the outputs from the previous session on
creating the team's Vision and Mission statements.
Role Clarity
This session enhances team members’ understanding of their roles and
responsibilities, and those of others on the team.
Collective Leadership for The session focuses on improving the leadership skills of all team members. The
Safety Skills
objective is for teams to think about their level of safety awareness, and the safety skills
that are strong in the team as well as those that need to be developed.
Risk
and
Safety The session aims to create an understanding among all team members of the nature
Management
at
the of risk and safety at the team-level and how to understand if care has been safe in the
Team-Level
past, is safe in the present and will be safe in the future.
Monitoring
and The session provides teams with a structured tool and an overarching perspective on
Communicating Safety the ways in which they can monitor safety performance.
Performance
at
the
Team-Level

Domain

Team
performance

Safety
Culture
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Table A2. Targeted components of the intervention
Targeted Components

Objectives

1.

Effective Team Meetings

2.

Building Trust

3.

Removing
Frustrations/Blockers

4.

Structured
Interdisciplinary Rounds

5.

Safety Pause Huddles

Team members gain advice and tips on how to effectively structure and plan team
meetings.
The session provides a space where team members can get to know each other better
and build trust.
By mapping team operational processes, this session helps teams identify, and find
possible solutions to barriers and frustrations commonly occurring in their working
practice.
This session introduces Structured Interdisciplinary Rounds (SIDRs) as a tool to
enhance teamwork and collaboration by strengthening communication between team
members about patient care.
The session introduces the Safety Pause, a nationally recommended tool to ensure the
highest standards of patient safety during the critical period of clinical handover. Teams
decide how they will use the Safety Pause in everyday practice and allocate individuals
to be responsible for its implementation.
This session uses complex scenarios based on real-world patient safety events to
encourage deep discussions about patient safety and build a shared understanding
within the team of the importance of error reporting in strengthening patient safety
culture.
This session provides a standardised method which can be used by all team members
to speak up about safety concerns when they arise in daily practice.
This session familiarises team members with a structured and focused tool to enhance
communication of important information during safety-critical moments (e.g. handover).

6.

Talking about Safety
using PlayDecide Patient
Safety

7.

Challenging
Unsafe
Behaviours
Communication at Safety
Critical Moments using
ISBAR

8.

Domain

Team
Processes

Patient
Safety
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9.

10.
11.

12.

13.

High Reliability at the This session aims to build collective safety awareness and high reliability among teams
Team Level
to ensure the delivery of high-quality care in a consistent manner, and with minimal
errors, despite healthcare's complex and challenging work environment.
Developing a Positive This session enables teams to discuss possible steps to create a more positive
Work Environment
environment where members feel more engaged and valued.
Enhancing
Person- This session focuses on developing awareness within healthcare teams of the
Centred Care
importance of featuring the patient as the focal point in the care that they provide and
Wellbeing
working collectively to build a person-centred environment in their workplace.
Emotional Support in This session focuses on the ways in which team members can create an environment
Teams
of support during challenging times, and introduces a tool which can be used to hold
meaningful and supportive conversations with staff after an adverse event has occurred.
Sustaining Improvements This session provides a space for reflection on what the Co-Lead intervention has
meant for each person individually, for the team, and for the organisation. Through
reflection, the team reach consensus on how to plan for, and ensure, sustainability, and Sustainability
if an existing framework will be adopted to inform strategies to sustain changes that
have arisen due to Co-Lead.
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Appendix 3 Search Strategy
Databases

A
Health*

B
A
N
D

C

Context

A
N
D

Contextual
*

D
O
R

Environment
*
OR
Setting*

Medline
EMBASE
CINAHL
PsycINFO

2285963
3,087,179
902,507
631,940

339458
418,902
102,803
317,385

30683
35,247
13,727
50,686

1292809
1,637,349
318,416
472,425

E
A
N
D

Context
NOT “in
the
context
of”

170527
262,328
10,836
255,127

F
A
N
D

Measure*
OR
Assess*
OR
Evaluation*

5391335
7,244,833
1,058,202
1,284,608

G
A
N
D

Combined
search results

Implement*
OR
Knowledge translation
OR
Translational research
OR
Quality improvement
OR
Improvement science
OR
Diffusion
of
innovation*
OR
Organi#ation change
OR
Organi#ational change
419258
556,781
160,427
182,115
Total

965
1558
125
373
3021

Summary: “A” AND “B” AND “{C OR D}” AND “E” AND “F” AND “G”
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Appendix 4 Data extraction template
Study ID:
Name of Reviewer
Date of Data Extraction:
Study Citation:
Study Aim / Objective:

Country of origin
Study Setting:
Study Design:
Implementation focus:
Definition of Context

Quality of Definition: (listing factors vs providing
an operational definition)

Measure(s) of Context

Depth of Measure Application:
•

Measure used to guide data collection,
analysis, both:

•

Investigation of outcomes (association
between measure and implementation
success):

Unit of Analysis
Individual
Team
Organisation
National system
International system
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Appendix 5 Summary of included studies
Author,
Year,
Country
Abdekhoda
et al. (2015)
Iran

Almblad et
al. (2018)
Sweden

Al Shemeili
et al. (2016)
Abu Dhabi

Aim

Setting

Study
design

Implementation
focus

Definition of context

Measure of
context

To
determine
the
organisational
contextual
factors that may affect
physicians’ acceptance of
EMR3 adoption.

Hospital

Quantitative
(conceptual
path model
(SEM))

EMR1

Management support, adequate
training, physician involvement,
physician autonomy, and doctorpatient relationship.

A
questionnaire
consisting of 30
structured
questions on the
elements outlined
in the definition.

To describe data of PEWS4
registrations and to evaluate
the implementation of PEWS2
by examining
adherence
to
clinical
guidelines
based
on
measured PEWS2, and to
relate findings to work
context.
To describe and understand
health professionals’ views
and
experiences
of
medicines management
healthcare
structures,
processes, and outcomes for
elderly, hospitalised patients.

Hospitalelective
care,
oncology,
and
emergency
departments

Quantitative
(crosssectional
survey and
data audit)

PEWS2 guideline

Context is defined in relation to subelements of the ACT5; leadership,
culture, evaluation, social capital,
formal and informal interactions,
structural and electronic resources
and organisational
resources of staffing, time, and
space.

ACT3

Hospital

Qualitative
(interviews)

Medicines
management
protocols

Circumstances of a person’s
situation or environment that
discourages or encourages the
development of skills and abilities,
independence, social competence,
and adaptive behaviour.
(Definition based on the TDF4)

TDF6
informed
interview guide and
analysis of data

3 Electronic Medical Records
4 Paediatric Early Warning Score
5 Alberta Context Tool
6 Theoretical Domains Framework
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Author,
Year,
Country
Arney et al.
(2018)
USA

Bain et al.
(2015)
Australia

Aim

Setting

To conduct a formative
evaluation to inform the
implementation of the
EPIC7 intervention.

Primary care
clinics

To
assess
health
professionals’
selfreported
use
and
knowledge of bi-national
guidelines for antenatal
magnesium sulphate for
foetal
neuroprotection
over time, and to explore
local barriers and enablers
to implementation using
theoretical
domains
related
to
behaviour
change.

Women’s and
Children’s
Hospital

Study
design

Implementation
focus

Definition of context

Measure of context

Qualitative
(interviews)

EPIC5 an evidencebased interdisciplinary
group
medical
appointment
intervention
to
improve collaborative
goal-setting in patients
with
treated
but
uncontrolled diabetes.

Physical and social climate
at each site; how EPIC5 can
be best embedded into
routine care.

Interview
questions
aligned to PARiHS8
framework.

Qualitative
(interviews)

Bi-national guidelines
for
antenatal
magnesium sulphate
for
foetal
neuroprotection.

Any circumstance of a
person’s
situation
or
environment
that
discourages or encourages
the development of skills
and abilities, independence,
social competence, and
adaptive behaviour.
(Definition based on the
TDF4)

TDF4 informed the
interview
guide
development
and
analysis

7 Empowering Patients in Chronic Care
8 Promoting Action on Research Implementation in Health Services
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Author,
Year,
Country
Baron and
Newman
(2016)
UK

Beenstock
et
al.
(2012)
UK

Aim

Setting

Study
design

Implementation
focus

Definition of context

Measure of context

To
report
a
process
evaluation for a mobile
telehealth RCT9 focusing on
recruitment, implementation,
fidelity, and context, as well as
the relationships between
these domains.

Hospitaldiabetes
clinic

Mixed
methods

Mobile
telehealth
intervention

Aspects of the larger social,
political,
and
economic
environment
that
may
influence the study.
Contextual
factors
are
barriers or facilitators to the
study that exist prior to, or that
emerge
during,
implementation. They can be
internal or external to the
intervention, and they can
interact with an intervention in
complex ways, impacting
generalisability
and
moderating study outcomes.

Data
on
contextual
factors
affecting
recruitment, intervention
delivery, and fidelity
were
taken
from
meetings or researchers’
field notes, as well as
from
e-mail
communications among
the research team

1)
To
investigate
the
perceived
implementation
difficulties
of
midwives,
working in different roles and
locations,
in
providing
smoking cessation advice to
pregnant women who smoke
2) To explore the relationship
between the self-reported
behaviour of referring women
to smoking-cessation services
and demographic
and professional variables.

Hospital
trusts in
North
East
England

Quantitative
(crosssectional
survey)

NICE guidelines on
smoking cessation for
pregnant women

Environmental context and
resources: Are resources
available for midwives to
support pregnant women who
smoke to stop? To what
extent do resources help or
hinder supporting pregnant
women who smoke to stop?

Questionnaire
was
designed to assess the
domains of the TDF4

(Definition
TDF4).

based

on

the

9 Randomised Controlled Trial
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Author,
Year,
Country
Beidas et
al. (2014)
USA

Aim

Setting

To demonstrate the use
of mixed methods to
deepen
our
understanding
of
organsational
social
context.

Community
(child-serving
agencies)

Study
design
Mixed
methods

Implementation
focus

Definition of context

Measure of context

The implementation of
EBP10: the use of
cognitive-behavioural,
family,
and
psychodynamic
techniques

Organisational culture refers
to
shared
employee
perceptions
around
“the
behavioural expectations and
norms that characterise the
way work is done in an
organisation”.

Observational data - field
notes
included
the
physical
atmosphere
(e.g.,
temperature,
building
appearance),
the
professional
atmosphere
(e.g.,
collegiality among staff),
and general impressions
about the visit as these
were a priori constructs
of interest.

Organisational climate refers
to
shared
employee
perceptions
around
“the
psychological impact of their
work environment on their
own personal wellbeing”.

OSC11
quantitative
measure also used

10 Evidence Based Practice
11 Organisational Social Context
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Author,
Year,
Country
Beidas et al.
(2015)
USA

Belaid
Ridde
(2015)
Burkina
Faso

and

Aim

Setting

Study
design

To explore the relative
contribution of clinician
and
organisational
factors on therapist
self-reported use of
cognitive-behavioural,
family,
and
psychodynamic
techniques within a
large-scale effort to
increase use of EBP8s
in an urban public
mental health system
serving youth and
families.
To
evaluate
the
disparities observed in
the
coverage
of
facility-based
deliveries
after
implementation of the
EmONC14 policy.

Community
mental
health
agencies

Quantitativ
e
(crosssectional
survey)

Primary
healthcare
centres

Qualitative
(multiple
case studyinterviews,
observation
s,
focus
groups)

Implement
ation
focus
Adoption of
cognitive
behavioural
, family, and
psychodynamic
techniques

National
policy:
EmONC12
policy

Definition of context

Measure of context

Organisational culture (i.e., shared
employee
perceptions
around
expectations
and
norms)
and
organisational
climate
(i.e.
psychological impact of the work
environment on individual well-being).

OSC9 measure

All elements at the microlevel that might
have an influence on the use of skilled
birth attendance. These factors can be
found at the individual level, such as
perceived quality of care (satisfaction,
staff behaviour) and experience of
childbirth in health facilities, and at the
organisational level (health centres,
human resources) and in the
interactions between these two levels
(relations between patients and health
workers).

Conceptual framework based on 4
factors: sociocultural factors (marital
status, ethnicity), perceived needs
and benefits (health
knowledge,
quality
of
care,
information, prenatal care), economic
accessibility (capacity to cope with
costs associated with maternal
healthcare) and physical accessibility
(transport, distance). These four
determinants guided data collection,
case descriptions and analysis.

ICS12 measure
ILS13

12 Implementation Climate Scale
13 Implementation Leadership Scale
14 Emergency Obstetric and Neonatal Care

192

Author,
Year,
Country
Bergström et
al. (2012)
Uganda

Aim

Setting

Study
design

Implementation
focus

Definition of context

Measure of
context

To
examine
the
perceived relevance of
the sub-elements of the
organisational context
cornerstone of the
PARIHS6 framework,
and whether additional
factors
in
the
organisational context
were perceived to
influence knowledge
translation in Uganda.

Hospital and
community
health
centres

Qualitative
(focus group
discussions
and
interviews)

Knowledge translation
among midwives and
managers

The environment or setting in which
the proposed change is to be
implemented and includes four subelements: receptive context, culture,
leadership, and evaluation.

The
PARiHS6
framework guided
data collection and
analysis

Culture is described as the degrees of
clarity in values and beliefs, the level
of regard for individuals, the
organisational ‘drive’ (task versus
learning), the degree of consistency in
valuing
relationships,
teamwork,
power, and authority, and the extent of
recognition or reward that is provided
or, simply put ‘the way we do things’.
Leadership summarises the nature of
human relationships in the practice
context.
Evaluation is defined as efforts aimed
at determining as systematically and
objectively
as
possible,
the
effectiveness and impact of healthrelated (and other) activities in relation
to objectives and taking into account
the resources and facilities that have
been deployed in the activities being
evaluated.
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Author,
Year,
Country
Bocoum et
al. (2017)
Burkina Faso

Bokhour et
al. (2015)
USA

Aim

Setting

Study
design

Implementation
focus

Definition of context

Measure of context

To
document
operational
implementation of a
pilot integration of a
rapid test for syphilis
screening into routine
antenatal services and
analyse the experience
in order to draw
lessons for scaling up
maternal
syphilis
screening in Burkina
Faso.
To understand barriers
and
facilitators
to
implementation of HIV
testing and examine
how
different
contextual factors and
perception of
evidence relate to the
relative success of the
implementation effort.

Primary
health care
facilities

Qualitative
(interviews
and
observations)

Rapid test for anti-natal
syphilis screening

Socioeconomic
background,
health system structure and
dynamics, and other factors.

NPT15
guided
data
collection and analysis

Primary care
clinics

Qualitative

HIV testing intervention

Context includes aspects of the
culture leadership and evaluation
at the site.

PARiHS6
framework
guided data analysis.
Each site was also rated
based on the extent to
which the interviews
revealed
a
high,
medium, or low context
for testing.

15 Normalisation Process Theory
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Author,
Year,
Country
Bradley and
Griffin
(2016)
UK

Aim

Setting

Study design

Implementation
focus

Definition of context

Measure of context

To
report
the
quantitative outcomes
from
the
Well
Organised
Working
Environment module,
to identify the contexts,
mechanisms
and
outcomes
evident
during
the
implementation
to
explain the varying
experiences of staff as
indicated
by
the
quantitative analysis,
and to explore the
implications of
these
findings
for
multiple stakeholders.

Community
healthcare
organisations

Mixed methods

Examines
the
implementation of the
first module of the
Productive
Community Services
programme
called
‘The Well Organised
Working
Environment’.

The pre-existing conditions
and relationships in the
organisational system that
partner with the programme’s
mechanisms
to
make
success or failure of the
intervention more or less
likely.

Realist evaluation principals
used to guide analysis.
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Author,
Year,
Country
Burau et
al. (2018)
Denmark

Busetto et
al. (2017)
Germany

Aim

Setting

Study
design

Implementation
focus

Definition of context

Measure of context

To
analyse
the
implementation
of
a
structural health promotion
intervention in community
mental health organisations
in different contexts in
Denmark.

Community
mental
health

Qualitative
(multiple
case study
designinterviews
and
document
analysis)

Health
promotion
intervention called
SLIPS16
which
aimed to improve
the health of users
through
activities
that
were
embedded in and
facilitated
by
changes in the
structure of provider
organisations
including strategies
to service delivery
at multiple levels
and the physical
environment.
Integrated
care
intervention

All factors that affect processes of
organisational change but are not
part of the intervention itself.

Data on external and internal
contexts came from literature
on community mental health
services, research reports,
policy
documents
and
statistics,
documents
specifically produced as part
of the intervention, and
supplementary
interviews
with the municipal/regional
managers of community
mental health services.

1)
To
describe
the
implementation
of
an
integrated geriatric care
intervention at a German
geriatric hospital.
2) To explore whether the
application
of
a
CMO17based
model
provides insights into when
and
why
beneficial
outcomes can be achieved.

Hospitalgeriatric

Qualitative
(interviews)

External contexts: the politicaladministrative
structures
of
community mental health services,
economic resources, and interorganisational relations.
Internal contexts: the formal
characteristics
of
provider
organisation, including formal
structure and size, previous
experience with health promotion,
staff
and
other
economic
resources.
Context is understood as the
setting in which the mechanisms
are brought into practice and
described by the barriers and
facilitators encountered in the
implementation process. Barriers
and
facilitators
included
innovation, individual professional,
patient,
social
context,
organisational context, health
system context and economic,
political and legal context.

Conceptual
Framework
informed interview guide,
NPT13 guided analysis
Realist evaluation principlesCMO15 model used as a
framework for data collection,
analysis, and interpretation

16 Sundere Liv iSocial psykiatrien (Healthier living in community mental health services)
17 Context-Mechanisms-Outcomes
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Author,
Year,
Country
Chan et al.
(2011)
USA

Cheyne et al.
(2013)
UK

Aim

To demonstrate that a
short instrument, the
TCT18, can provide
reliable
and
valid
contextual data for
monitoring
team
progress
within
a
quality
improvement
intervention.
To explore and explain
the ways in which the
KCND21 programme
worked or did not work
in different maternity
care settings.

Setting

Hospitalintensive
care units

National
healthcare
contextHealth
Boards with
national
stakeholders
and
consultant
midwives

Study design

Implementation
focus

Definition of context

Quantitative
(secondary
cross-sectional
and
longitudinal
analysis
of
data from a
clustered
RCT7)
Qualitative
(case
study
using multiple
qualitative
methodsinterviews,
focus
group
discussions
and
case
report audit)

Comprehensive
Unit-based Safety
Programme

Team characteristics, organisational
support,
teamwork,
leadership
support and available resources.

Measure of context

TCT16
PES-NWI19
TFS20

KCND19
programme-a
maternity
care
programme that
aimed to support
normal birth by
implementing
multi-professional
care
pathways
and
making
midwife led
care for healthy
pregnant women
the national norm.

The context may facilitate or impede
the programme because it influences
what people do and how they will act.
Context within this study includes
views about the KCND19 initiative,
programme
implementation
and
facilitation, current practice, and
culture, and enabling and constraining
factors.

Topic guides informed
by a realist framework
(CMO15)
Realist
principles
guided data analysis

18 Team Check-up Tool
19 Practice Environment Scale-Nursing Work Index
20 Team Functioning Survey
21 Keeping Childbirth Natural and Dynamic
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Author,
Year,
Country
Chiu and Ku
(2015)

Aim

Setting

Study design

Implementation
focus

Definition of context

Measure of context

To study the role of
voluntariness on the actual
use of EHR22.

Hospital

Quantitative
(Crosssectional
survey)

A
module;
AHPN23

Context is defined in 3 sub-elements;
(1) individual context (computer
anxiety,
computer
self-efficacy,
computer attitude), (2) technological
context (perceived usefulness and
perceived ease of use), and (3)
implementation
context
(social
influence,
compatibility,
and
organisational facilitating conditions).

Survey
included
questions
that
measured the levels of
voluntariness,
technology
acceptance and use,
and attitude towards
technology.

To report findings from a
pilot study assessing the
ACT3,
an
instrument
designed
to
measure
modifiable dimensions of
organisational context and
self-reported
research
utilisation.
To apply the CFIR24 to a
measurement of current
practice
patterns
of
speech and language
pathologists working in the
skilled nursing facility
environment in the state of
Michigan.

Hospitalpaediatric
units

Quantitative
(Crosssectional
survey)

Study of research
utilisation

Context is understood to be the
environment or setting in which the
proposed
change
is
to
be
implemented. Context is proposed to
have three dimensions (culture,
leadership and evaluation).

ACT3

China

Cummings et
al. (2010)
Canada

Douglas
(2016)
USA

Skilled
nursing
facility

Quantitative
(descriptive
and
nonparametric
correlational
analyses)

Evidence-based
speech,
voice,
swallowing,
language,
and
cognitivecommunicative
treatments

(Definition based on PARiHS6)
The outer setting specifically refers to
the economic, political, and social
context of an organisation and the
inner setting refers to the structural,
political and cultural contexts where
intervention
implementation
will
actually occur.

Survey
questions
mapped to CFIR22
constructs
ORCA25

(Definition based on CFIR22)

22 Electronic Health Records
23 Allied Health Progress Note
24 Consolidated Framework for Implementation Research
25 Organisational Readiness to Change Assessment
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Author,
Year,
Country
Drainoni et
al. (2016)
USA

Durbin et al.
(2016)
Canada

Aim

Setting

1)To understand the
acceptance and uptake
of the policy for nasal
naloxone distribution
2)To identify facilitators
and barriers of
success.

Hospital- ED

To
describe
the
practice changes made
to implement the health
check, and to evaluate
how
the
practice
context affected the
implementation
decisions.

Primary care

Study design

Qualitative
(interviews)

Implementation
focus
Policy-nasal
naloxone
distribution

Definition of context

Measure of context

Context
includes
culture,
leadership, and evaluation

Used PARIHS6 to inform
interview guide and guide
data analysis

(definition based
framework)

Qualitative
(interviews and
focus group)

Health check for
adults
with
intellectual
and
development
disabilities.

on

PARiHS6

Factors internal and external to an
organisation
that
influence
implementation
such
as
leadership, resources, learning
climate, health policy.

Implementation
log
completed
using
questions and prompts
based on evidence about
implementation barriers
and facilitators.
Focus
groups
were
conducted, and topics
included barriers and
facilitators encountered
during implementation.
Analysis
focused
on
assessing the influence of
context on implementation
decisions.
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Author,
Year,
Country
Eboreime et
al. (2018)
Nigeria

Ehrhart et al.
(2014)
USA

Aim

Setting

Study design

Implementation
focus

Definition of context

Measure of context

To explore the role of
actors and context in
the
implementation
and sustainability of
DIVA QI project by
comparing
experiences between
Nigerian
local
government
areas
(LGAs)
in Kaduna state.
To develop and test a
measure
of
EBP8
implementation climate
that would both capture
a broad range of issues
important for effective
EBP8 implementation
and be of practical use
to researchers and
managers seeking to
understand
and
improve
the
implementation
of
EBPs8.

Primary care

Mixed methods

DIVA
QI
model
(diagnose-interveneverify-adjust)

Contextual factors broadly relate
to the team working on the
project, the microsystem in which
they function, local QI support
and capacity, the organisation in
which they work, and the external
environment.

MUSIQ26 guided data
collection and qualitative
data analysis

Mental health
agencies

Quantitative
(scale
development
EFA, CFA)

EBP8 implementation

Organisational climate has been
defined as the shared meaning
organisational members attach to
the events, policies, practices,
and procedures they experience
and the behaviours they see
being rewarded, supported, and
expected.
Molar climates attempt to capture
the totality of the organisational
environment. Focused climate
addresses the components of the
organisational environment that
are most relevant to achieve a
specific outcome (such as
internal
organisational
processes).

ICM10
Service climate was
measured with eight
items from Schneider
and colleagues
OCM27
Perceived
Organisational Change
measure
ORCA23 subscale

26 Model for Understanding Success In Quality
27 Organisational Climate Measure
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Author,
Year,
Country
Erasmus et
al. (2017)
South
Africa

Fernandez
et
al.
(2018)

Aim

Setting

To
investigate
the
experience
of
policy
implementation and, more
specifically, the influence of
street-level
bureaucrats,
organisational culture and
organisational trust over the
implementation of the South
African UPFS28 and PRC29
policies.

Hospital

To
develop
and
test
measures of constructs of
the Inner Setting domain of
the CFIR22.

Community
clinics

USA

Study
design
Mixed
methods

Quantitativ
e (survey
developme
nt CFA)

Implementati
on focus

Definition of context

Measure of context

UPFS26 and
PRC27 policies

Organisational
culture
was
understood as artefacts, values and
assumptions that are to some extent
shared by members of an
organisation and that influence
organisational functioning; and
organisational trust refers to trust
between different people and parts
of an organisation, in this case staff
and managers

Organisational trust inventory

Dissemination
and
implementatio
n of evidencebased
approaches for
cancer
prevention and
control

Organisational (inner) context which
included both antecedents for
innovation and readiness for
innovation. Some characteristics of
organisations
(e.g.,
structure,
culture) influence the likelihood that
an innovation will be successfully
adopted and incorporated into their
usual practice. Inner Setting can be
described
as
the
clinic
or
organisational context in which the
intervention will exist
(Definition
based
on
CFIR22
construct)

Organisational
culture
survey-based
on
the
competing values framework
For
qualitative
data
researchers generated initial
analysis codes from research
objectives
and
relevant
concepts
(organisational
culture, organisational trust
and discretionary power)
Practice Adaptive Resource
Scale
ORCA23
OCM25
Community Clinical Oncology
Program survey
Implementation
Assessment

Climate

28 Uniform Patient Fee Schedule
29 Patients’ Rights Charter
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Author,
Year,
Country
Förberg et
al. (2016)
Sweden

Aim

To investigate the effects of
implementing
a
clinical
practice
guideline
for
PVCs30 in paediatric care in
the format of reminders,
integrated in the EPR31, on
PVC28-related
complications,
and
on
Registered Nurses’ selfreported adherence to the
guidelines.

Setting

Paediatric
hospital

Study
design

Implementation
focus

Definition of context

Quantitative
(cluster
randomised
design)

Clinical practice
guideline
for
PVCs28
and
computer
reminder
intervention

Context
comprises
three
dimensions: culture, leadership,
and evaluation

Measure of context

ACT3

(Definition based on PARiHS6)

An additional aim was to
study
the
relationship
between contextual factors
and the outcomes of the
intervention.

30 Peripheral Venous Catheters
31 Electronic Patient Record
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Author,
Year,
Country
Gadomski et
al. (2014)
USA

Aim

To understand what
motivated PCP’s32
participation,
what
components of Project
TEACH33 led to changes
in practice, what other
factors contributed to
implementation of these
changes and what was
the perceived impact on
clinical outcomes. The
primary goal was to
provide insight into how
to most effectively
implement this strategy
of integrating mental
health and primary care.

Setting

Primary
care

Study design

Qualitative
(interviews)

Implementation
focus

Definition of context

Measure of context

Project TEACH31, 2
programs to promote
primary care
provider-mental
health integration

Outer context: includes the
service environment
(reimbursement for MH34,
psychotropic
prescription
formularies),
interorganisational relationships
(availability of MH32 providers,
ability to refer), consumer
support (MH32 stigma or
awareness).

EPIS33 model guided data
collection and data analysis

Inner context: applies to the
PCP’s30
motivation
to
participate, attitude toward
MH32 treatment and intraorganisational
factors
(appointment times, office
practice design and patient
population served).
(Definition based
EPIS35 model)

on

the

32 Primary Care Providers
33 Training and Education for the Advancement of Children's Health
34 Mental Health
35 Exploration, Preparation, Implementation, Sustainment
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Author,
Year,
Country
Gagliardi et
al. (2014)
Canada

Georgiou
and
Westbrook
(2009)
Australia

Aim

Setting

To identify contextual
factors influencing IKT36
in different healthcare
planning or improvement
programs and, based on
the findings, generate a
conceptual framework
by which others could
plan,
promote,
strengthen or evaluate
IKT34.

Health
service
programs
for
colon
cancer
screening,
prostate
cancer
diagnosis,
and
the
treatment of
pancreatic
cancer
HospitalED36

To investigate the effects
of CPOE37 on ED38
work,
communication
practices and patient
care using
Kaplan’s 4Cs as an
orienting framework.

Study design

Qualitative
(document
analysis,
observations,
interviews)

Qualitative
(interviews)

Implementation
focus
Knowledge
translation

A
CPOE35
intervention

Definition of context

Measure of context

Anything that cannot be
described as an intervention
or its outcome.
Context is comprised of an
organisational culture
that is receptive to change,
leadership that supports the
involvement of individual
staff, and evaluation and
feedback mechanisms.

PARIHS6
sub-elements
used to analyse data.

(Definition
based
on
PARiHS6)
The background, setting and
culture that impacts on
system functioning.
(Definition was based on
Kaplans 4Cs frameworkcommunication, care, control,
context)

Kaplan's 4C's evaluation
framework
guided
interviews,
observations
and the analysis
.

36 Integrated Knowledge Translation
37 Computerised Provider Order Entry
38 Emergency Department
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Author,
Year,
Country
Gibb (2013)
Australia

Aim

Setting

Study design

Implementation
focus

Definition of context

1)
To
describe
characteristics of the
workplace that were
strengths or enablers of
cultural and practice
change and which would
potentially enhance the
team's
ability
to
implement aspects of
TeamSTEPPS
and,
furthermore, sustain the
practice change.
2) To identify cultural
obstacles
(habitual
behaviours and attitudes
in practice) that would
impede
the
accommodation
of
change, or else would
impede its sustainability.

Residential
aged care
facility

Mixed methods

TeamSTEPPS
(teamwork
training
system) intervention

Context is defined in relation
to 3 major elements: culture,
leadership, and performance
evaluation.
(Definition
PARiHS6)

based

Measure of context

on

Observational coding tool
Team diagnostic survey
Sub-elements of context
informed data analysis of
qualitative data
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Author,
Year,
Country
Glidewell et
al. (2013)
UK

Aim

Setting

1) To identify perceived
patient and professional
(nurses and healthcare
assistants) barriers to
the uptake of SHC39,
using
behavioural
theory, and to use these
data
to
identify
intervention components
to optimise care.
2) To explore whether
the TDF4 developed to
understand
the
implementation
behaviour
of
professionals could be
applied
to
patient
implementation
behaviour.

Hospitals
and
satellite centres

Study
design
Qualitative
(interviews)

Implementation
focus

Definition of context

Measure of context

SHC37
where
hospital
haemodialysis
patients
are
supported
by
dialysis staff to
become
as
involved as they
wish in their own
care.

Any circumstance of a
person’s
situation
or
environment that discourages
or
encourages
the
development of skills and
abilities,
independence,
social
competence,
and
adaptive behaviour.

TDF4 used to inform the
topic guide and data
analysis.

(Definition
TDF4)

based

on

the

39 Shared Haemodialysis Care
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Author,
Year,
Country
Glisson et al.
(2008)
USA

Greenhalgh
et al. (2008)
UK

Aim

Setting

1) Confirm the factor
validity of the measure of
OSC9 in a national sample
of mental health clinics
and clinicians.
2) Describe the variation in
clinician responses to the
OSC9
and
in
the
organisational
social
context
profiles
that
distinguish mental health
clinics nationwide.
3) Assess the relationships
that link dimensions of
mental health clinic-level
culture and climate profiles
to clinician-level work
attitudes
To explore the introduction
of a centrally stored,
shared electronic patient
record (the SCR41) in
England and draw wider
lessons
about
the
implementation of largescale
information
technology projects in
health care.

Community
health clinics

mental

Each site consisted of
a
primary care trust,
participating
general
practices, and
one or more linked
unscheduled
care
setting (such as an
ED36, walk-in centre,
out of hours service)

Study
design

Implementat
ion focus

Definition of context

Measure of context

Quantitativ
e (survey
developme
nt CFA)

Adoption of
ChildSTEPs

Organisational
culture
theory identifies culture and
climate
as
central
constructs in organisational
social context. Climate
refers to ‘‘the way people
perceive
their
work
environment’’ and culture
refers to ‘‘the way things are
done in the organisation’’

OSC9 measure

Mixed
methods

SCR39

Context defined in relation
to
shifting
political,
economic,
technological
environments.

Adapted
diffusion
of
innovation model guided
data collection

40

40 Child Systems and Treatment Enhancement Projects
41 Summary Care Record
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Author,
Year,
Country
Griffin et al.
(2017)
UK

Guerrero
al.
(2015)
USA

et

Aim

Setting

Study
design

Implementation
focus

Definition of context

Measure of context

To explore in depth the
impacts and outcomes of
visiting on a variety of
healthcare
organisations, focussing
on
the
IVVs42
undertaken in England
as part of NHS England’s
quality assurance of
medical revalidation.

Hospital-sample
of secondary care
providers

Qualitative
(interviews,
observations,
document
analysis)

Independent
verification visits

(1) the details of the setting;
(2) the environment (the
culture, the readiness and
capacity for change) and (3)
leadership
(including
effective
teamwork
and
systems at the strategic and
operational levels of the
organisation).

MUSIQ24
framework
informed data collection
(interview
guide)
and
analysis

To
identify
the
relationship
between
promising organisational
factors and the uptake of
PC-MH43 services in the
VHA44 system.

VHA42 clinics

Quantitative
(cross
sectional
survey)

Implementation
of mental health
care in primary
care
settings
(co-located
care)

(Definition based on MUSIQ 24
framework)
Clinic stress, flexibility in
decision
making,
and
participatory
decision
making.

VHA42 Clinical Practice
Organisational Survey

42 Independent Verification Visits
43 Primary Care-Mental Health
44 Veteran Health Administration
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Author,
Year,
Country
Hansen et al.
(2011)
Denmark

Aim

Setting

Study design

Implementation
focus

Definition of context

Measure of context

To draw attention to
possible
contextual
dimensions that need
to be considered when
discussing, validating,
and acting on
conclusions
from
quantitative
intervention studies.

Cancer
rehabilitation
centre

Qualitative
(observations,
interviews and
written
evaluations of
interventions)

Cancer rehabilitation
programme

Contextual
dimensions
include human interactions,
the organisation of the
intervention, the staff, the
timing,
the
physical
surroundings, or the general
atmosphere.
The
term
context comes from Latin
contexus, which means ‘to
join together’ or ‘to compose’.
Context is an act of
composition, making
connections, of
weaving
together parts of language,
behaviour, and surroundings
into meaningfulness. Context
is not to be seen as a fixed,
outer reality. Analytically,
context can be understood as
a kind of frame that becomes
created and recreated around
an event. Context involves a
fundamental juxtaposition of
two entities; the event being
analysed and a field of
actions,
actors,
and
surroundings within which
that event is embedded

Observations used to collect
data related to context
Conceptual
framework
proposed by Duranti and
Goodwin
guided
data
analysis
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Author,
Year,
Country
Higgins et al.
(2015)
UK

Hill et
(2017)
USA

al.

Aim

To
investigate
how
organisational context
facilitates or hinders
interventions intended to
manage LTSA45, in
order
to
provide
evidence for enabling
and sustaining effective
management
approaches in large
public
sector
organisations.
1) To demonstrate value
of utilising PARIHS6
retrospectively
and
prospectively.
2) To describe the
process used to assess
PARIHS6 constructs and
sub-elements.
3) To report the extent of
implementation.

Setting

Health
Social
Trusts

VA46
hospitals

and
care

Study
design

Implementation
focus

Definition of context

Measure of context

Qualitative
(interviews,
observations,
document
analysis)

Initiatives to manage
LTSA43

Organisation
size,
absence
culture, organisational change
and job demands organisational
structure,
cultural
mores,
economic capacity, and the
interpretations of the individuals
involved

Developed programme
theories
from
the
literature informed data
collection and realist
principles
guided
analysis.

Qualitative
(case study)

Study1:
implementation
MRSA guidelines

Leadership: High level, mid-level,
and front-line supervisors or team
leaders
with
direct/indirect
influence on implementation

PARiHS6 constructs and
sub-elements guided the
analysis of two previous
studies

of

Study2:
implementation of My
HealtheVet in the
Spinal Cord Injury
and Disorder System
of Care

Culture: Local values and beliefs
regarding local approaches to a
particular behaviour or clinical
practice
Measurement: Existing systems
or processes for monitoring
group
or
individual-level
performance
related
to
a
particular behaviour or clinical
practice
(Definition based on PARiHS6)

45 Long-Term Sickness Absence
46 Veteran Affairs
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Author,
Year,
Country
Hoffman and
Rodriguez
(2015)
USA

Huijg et al.
(2014)
Netherlands

Aim

To
assess
the
associations
between
FRIs47 treated in the
ED36 among older adults
in
California
and
contextual county-level
physical, social, and
economic
characteristics, and to
assess how county-level
economic conditions are
associated with FRIs45
when controlling for
other
county-level
factors.
To
develop
a
questionnaire based on
the 12-domain version of
the TDF4 and to test the
psychometric properties
of this questionnaire on a
sample of healthcare
professionals.

Setting

Study
design

Implementation
focus

Definition of context

Measure of context

HospitalED36

Quantitative
(random
effects
logistic
regression
models)

Translation of falls
prevention programs
to entire communities

Availability of resources and
ownership
of
resource
allocation, capacity of the
community, and integration
into established structures

County Health Rankings’
county level standardised
scores used to obtain
information for economic
conditions,
the
built
environment,
community
safety, access to care, and
obesity within the study.

Settings:
unclear
Sample:
participants
were physical
therapists

Quantitative
(survey
development
CFA)

Physical
activity
interventions

Social setting (e.g. norms and
support)
organisational
context (e.g. capacity and
resources).

TDF4 used to guide data
collection and analysis.

47 Fall-Related Injuries
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Author,
Year,
Country
Iribarren et
al. (2015)
Argentina

Aim

To
understand
implementation issues
encountered during pilottesting of a mHealth
intervention,
and
to
identify
system
improvements that will
inform
future
implementation in a
larger-scale trial.

Setting

Public
pulmonaryspecialised
hospital

Study design

Implementation
focus

Definition of context

Measure of context

Qualitative
(descriptive
observational)

TextTB,
an
interactive
textbased intervention
to
promote
adherence with TB
medications

Contest comprised of 3
factors: structure, process,
outcome.

The
sociotechnical
framework used to guide
data collection and analysis

Structure:
Requirements
for
sustainability:
costs,
management, and equipment
needs,
cost
of
the
intervention,
organisational/technical
support for management and
equipment,
management
(e.g., team required)
Process:
Altered practice and delivery
of service, workflow changes
and monitoring, aspects of
intervention (i.e., how it fits)
Outcome:
Global
effect:
lessons
learned, potential application
to other settings
(Definition based on the
sociotechnical framework)
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Author,
Year,
Country
Kramer et al.
(2017)
USA

Lemmens et
al.
(2009)
Netherlands

Aim

Settin
g

To
measure
the
organisational culture
and
climate
determinants
previously linked to
implementation
of
EBPs8 in behavioural
health in primary care
settings

Primar
y care
FQHC
s48

To investigate to what
extent primary care
professionals are able
to
change
their
processes
for
delivering
care
to
49
COPD patients, and
what professional
and
organisational
factors are associated
with the degree of
process
implementation.

Primar
y care

Study
design
Mixed
methods

Quantitative
(quasiexperimental
design)

Implementation
focus

Definition of context

Evidence
based
practice to treat
1) mood disorders
(screening, diagnostic
evaluation,
telepsychiatry
consultation,
care
management,
and
online peer support
and counselling)
2)
alcohol
use
disorders
(including
screening,
brief intervention, and
referral to treatment as
needed)
COPD47 management
programme

Organisational climate
is conceptualised as
individual and group
perceptions of how the
work
environment
affects the well- being
of the organisation’s
members.

Measure of context

OSC9 survey
OSC9 constructs used to develop interview guide
OSC9 sub-level constructs were used to guide
data analysis

Organisational culture
is conceptualized as
how the work is done in
the organisation based
on
worker
expectations.
Culture, organisational
commitment to quality
improvement
and
climate.
(Definition based on
the
framework
developed based on
the
theoretical
approaches by Cretin
et al. and Lin et al.)

Culture was assessed using the competing
values framework
Commitment to quality improvement was
measured by an overall average score on quality
improvement questions by the European
foundation for quality management scale
adapted for primary care
Climate was measured as
the average of four questions assessing expected
collegial responses to initiating behaviours and
performing tasks related to COPD management

48 Federally Qualified Health Centres
49 Chronic Obstructive Pulmonary Disease
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Author,
Year,
Country
Menon et al.
(2014)
USA

Murdoch
(2016)
UK

Aim

To identify contextual
factors associated with
facility-level variation in
missed test results
within the VA44 health
system.

To
describe
a
conceptual framework
for
analysing
the
relationship between
intervention
and
context of delivery at
different
levels
of
implementation.

Setting

VA44
health
facilities

Primary
care

Study design

Mixed
methods

Qualitative
(retrospective
evaluation)

Implementation
focus

Definition of context

Measure of context

Electronic Health
Record
alert
system

Organisational
policies,
procedures and culture,
workflow
and
communication,
content,
hardware and software, user
interface, measurement and
monitoring and external
rules and regulations.

Survey
and
interview
guide
informed by the eight-dimensional
sociotechnical model.

Telephone triage
programme

(Definition based on the
sociotechnical framework)
Context includes anything
external to the intervention
which
impedes
or
strengthens its effects.

Conceptual framework guided the
analysis
1. Macro: Broader discourses,
policies in play during
trial implementation, infra-structural
relations.
2. Meso: Institutional, network
relations, histories of
relationships and interaction prior to
implementing the intervention.
3. Micro non-linguistic: Types of
activity participants are engaged in
and interactional arrangements of
intervention delivery.
4. Micro linguistic and non-linguistic:
Acts (specific
actions within activities) and
utterances involved in
intervention delivery.
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Author,
Year,
Country
Naik et al.
(2015)
USA

Aim

Setting

Study
design

Implementation
focus

Definition of context

Measure of context

To present results from a
formative evaluation of
the partnership-building
process
between
research teams and nonacademic,
clinical
practice
settings,
integration
of
intervention components
into multiple primary
care clinics and training
of existing primary care
staff
to
serve
as
intervention providers of
a telehealth intervention
targeting rural patients
with
uncontrolled
diabetes
and
depression.

Primary care
team at a
large
VA44
medical
centre

Qualitative
(observations
and
document
analysis)

Telehealth
intervention
to
improve diabetes and
depression
outcomes.

The
context
element
assesses
implementation
factors within the prevailing
organisational culture; the
nature
of
relationships
between
primary
care
leadership and individual
clinicians and the current
capacity
for
monitoring
routine care processes.

PARiHS6 framework guided
data collection and analysis

(Definition
PARiHS6)

based

on
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Author,
Year,
Country
Obrecht et al.
(2014)
USA

Aim
1)
Describe
nurses’
perceptions of evidencebased practice, including
(a) the strength of the
evidence
(research
evidence,
clinical
experiences, and patient
preferences)
for
the
Wong-Baker FACES Pain
Scale and FPS-R50 before
and
after
the
implementation and
(b) the quality of the
context
(culture,
leadership,
and
evaluation) of the practice
environment.
2) As part of the EBP8
change, compare nurses’
perceptions
of
EBP8
(strength of the evidence)
and nurses’ perceptions of
barriers
to
research
utilisation before and after
implementation of FPSR48.

Setting

Hospitalpaediatric
medical
centre

Study
design
Quantitative
(crosssectional
survey)

Implementation
focus

Definition of context

Measure of context

Education program
on the introduction of
a pain assessment
instrument FPS-R48

The
quality
and
characteristics
of
the
environment
where
the
implementation of evidence
occurs.

Perceptions of EvidenceBased Practice Scale
BARRIERS scale

When the quality of the
context is high, care delivery
is patient centred, support
exists for learning and
innovation, and
decision
making
is
decentralized.

50 Faces Pain Scale-Revised
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Author,
Year,
Country
Padwa et al.
(2016)
USA

Aim

1)
To
measure
integrated behavioural
care capacity using an
evaluation tool among
a small sample of
primary care clinics,
and to observe how
measures of integrated
care capacity shift over
time
among
a
subsample of clinics for
which longitudinal data
were available.
2) To describe how
various outer and inner
contextual
factors
promote or inhibit the
development
of
integrated
care
capacity in primary
care clinics.

Setting

Primary
care

Study
design
Mixed
methods

Implementation
focus

Definition of context

Measure of context

Integrated
behavioural
health protocols

The outer contextual factors within the
conceptual model include the socio-political
context (e.g. legislation, policies, administrative
costs), funding (e.g. continuity of funding,
support tied to federal and state policies,
contracting arrangements), client advocacy
(e.g. consumer organisations, lawsuits), interorganisational networks (e.g. organisational
linkages,
professional
organisations,
information
sharing),
leadership
(e.g.
developing readiness for innovation, developing
systems with a learning orientation likely to
facilitate implementation), and intervention
developer engagement in implementation.

Outer contextual and
inner
contextual
factors
from
the
Conceptual Model of
Evidence-Based
Practice
Implementation
in
Public
Service
Sectors were used as
codes during data
analysis

The model's inner contextual factors include
organisational characteristics (e.g. absorptive
capacity, structure, knowledge/skills/expertise),
individual adopter characteristics (e.g. values,
goals, perceived need for change), leadership
(e.g. taking ownership of implementation,
championing implementation), innovationvalues fit
(e.g. how well new practices fit within the
structure and ideology of the organisation),
fidelity monitoring/support (e.g. role clarity when
implementing new practices, supportive
coaching), and staffing (e.g. staff selection
criteria, staff selection procedures).
(Definition based on EPIS33 model)
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Author,
Year,
Country
Prashanth et
al. (2014)
India

Presseau et
al. (2017)
Canada

Aim

Setting

Study
design

Implementation
focus

Definition of context

Measure of context

To
identify
contextual
factors, government reports
and program documents
related to performance of
district health services were
reviewed and interview
transcripts with participants
of the intervention, coworkers of higher levels in
the system were analysed
using realist principles.
TDF4 informed the interview
guides and data analysis

To
understand
how
capacity-building of health
managers translates into
improved performance with
respect to their planning and
supervision
in
Tumkur
district of Karnataka state in
southern India.

District
health
system

Qualitative
(document
review,
interviews,
observations)

Capacity
building
intervention

Actors or other factors that
occur in the setting where
the intervention/policy was
implemented, that occur
independent of the
intervention/policy
and
affect the implementation of
the intervention/policy.

To investigate the barriers
and enablers to physicians
prescribing and nurses
setting IDT51 to inform a
strategy to optimise the
delivery of IDT49 in multiple
haemodialysis centres that
will be randomly allocated to
the intervention arm of the
MyTEMP trial.

Haemodialy
sis centres

Qualitative
(interviews)

Individualised
temperature-reduced
haemodialysis

Physical location in which
the behaviour takes placein the dialysis centre.
(definition based on TDF4)

51 Individualised Dialysate Temperatures
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Author,
Year,
Country
Rabbani et
al. (2011)
Pakistan

Aim

Setting

To
explore
contextual
perspectives in relation to
opportunities
and
challenges
involved
in
BSC52 implementation in
one hospital in Pakistan.

Hospital units

Study
design
Mixed
methods

Implementation
focus

Definition of context

Measure of context

Balanced Score Carda management tool to
improve
team
performance

Contextual
factors
influencing efforts towards
achieving goals include
presence of a participatory
culture,
employee
commitment and
competence, technological
resources,
autonomy,
degree of harmony between
unit leader and employees,
positive attitude towards the
intervention
being
introduced, and supportive
leadership.

Pettigrew
and
Whipp's
theoretical
framework
guided data collection and
analysis (sub-elements of
framework-context, content,
process)
Validated
questionnaire
based on the competing
values framework used to
articulate cultural types
Participant
observations
used for an understanding
of contextual sensitivity.

Economic, political, and
social factors at macro
level constitute the external
context.
The internal context is
characterised
by
organisational
culture,
leadership, human and
financial resources, and
type of healthcare setting

52 Balanced Scorecard
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Author,
Year,
Country
Rodríguez
and Peterson
(2016)
Honduras

Rotteau et al.
(2015)
Canada

Smith et al.
(2018)
UK

Aim

To conduct a retrospective
review of a CHW53 program
using the generic logic
model
for
CHW51
performance and identify
the factors contributing to
the program’s success in
improving health outcomes.
To describe the hospitalbased
implementation
teams’ experiences during
the
program
implementation, and the
team’s perceptions of the
key factors that influenced
the program’s success or
failure.
To explore the barriers and
facilitators of relocating
patients from a specialised
homeless health centre to
mainstream
general
practice
from
the
perspectives of formerly
homeless patients and staff
involved in their care

Setting

Study
design

Implementation
focus

Definition of context

Measure of context

Community

Qualitative
(document
review and
interviews)

Integrated
Child
Health Program in the
Community (AIN-C)
(nutrition program).

National, political, economy,
and
community
characteristics.

A logic model for community
health worker performance
that incorporates multiple
dimensions (health system,
community factors) guided
data collection and analysis

HospitalED36

Qualitative
(interviews)

ED36
process
improvement
program to reduce
ED36 length of stay.

Four key categories of
contextual
factors
associated with successful
QI54 implementation were
identified:
structural,
political, emotional,
and cultural.

Interview guide addressed
barriers and enablers to
program implementation as
well as perceptions of
organisational
factors
related
to
achieving
improved hospital and ED36
performance

Primary care

Qualitative
(interviews)

Relocation
of
formerly
homeless
patients eligible to
transfer from SHHC55
to
mainstream
general practices.

Any circumstance of a
person’s
situation
or
environment
that
discourages or encourages
the development of skills
and abilities, independence,
social competence, and
adaptive behaviour.

TDF4 informed the interview
guide and analysis

(Definition based of the
TDF4)

53 Community Health Worker
54 Quality Improvement
55 Specialist Homeless Healthcare Centres
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Author,
Year,
Country
SpitzerShohat et al.
(2018)
Israel

Vanderkruik
and
McPherson
(2017)
USA

Aim

Setting

To better understand the
sources of variation in
relation to clinic outcomes to
identify "what works in
which circumstance and for
whom".

Primary care
clinics

To
present
work
on
designing a new contextual
factors framework that was
applied to several national
public health initiatives and
utilised as a tool for multiple
purposes, including guiding
evaluation, implementation,
and reporting.

Public health
services

Study
design
Mixed
methods

Qualitative
(retrospective
evaluation)

Implementation
focus

Definition of context

Measure of context

Programme aimed
at
reducing
disparities
in
socially
disadvantaged
groups

Contextual drivers: clinic
team
perceptions
on
possessing the necessary
resources and skills to
succeed,
as
well
as
relationships among team
members and with their
superior managerial units

Contextual characteristics
such as clinic size and SES
indicator score rating all
residential areas in Israel
from 1-low SES to 10 high
SES were obtained.

3 public health
interventions
focused on sickle
cell
disease,
breastfeeding
promotion,
and
prevention of infant
mortality.

Contextual factors can
include anything external to
the intervention (e.g., media
and/or policy relevant to
intervention topic, project
personnel)
that
might
facilitate or hinder its level of
success.

Contextual drivers outlined
in
definition
examined
during interviews.
The characteristics of the
clinics’ patient populations
(outer context) as well as
the clinics’ teams (inner
context)
were
also
examined.
The developed Contextual
Factors Framework guided
data collection and analysis
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Author,
Year,
Country
VanDevanter
et al. (2017)
Vietnam

Aim

Setting

Study
design

Implementation
focus

Definition of context

Measure of context

1) To identify factors that may
influence
guideline
implementation.
2)
To
inform
further
modifications
to
the
intervention that may be
necessary to translate a
model of care delivery from a
HIC56 to the local context of a
LMIC57.

Community
health
centres

Qualitative
(interviews)

Tobacco
use
treatment guidelines

Outer setting (e.g., perceived
need for services for tobacco
cessation in the community,
role of the Ministry of Health
policies in driving which
services were implemented in
these settings).

CFIR22
informed
interview guide and data
analysis

Inner setting (e.g., perceptions
about leadership engagement,
relative priority of tobacco use,
compatibility of the proposed
intervention,
and tobacco use treatment in
general, with current workflows
and
staffing
resources,
experiences with various health
care programs run by their
respective Community Health
Centres, and their reports of
organisational factors affecting
the implementation of past
public health programs)
(Definition
CFIR22)

based

on

the

56 High-income country
57 Low-middle income country
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Author,
Year,
Country
Yamada
et
al.
(2018)
Canada

Yip et al.
(2016)
USA

Aim

To
use
a
theory-based
approach to develop an indepth understanding of;
1) the perceived assumptions
underpinning the pathway
intervention
from
the
perspectives of the pathway
intervention developers and
2) the perceived barriers and
enablers to use of the pathway
indicated by: a) primary care
physicians’
prescribing
practices
of
controller
medications;
b)
allied
healthcare
professionals
providing asthma education to
families; and c) parents
adhering with their child’s
treatment plan
To describe the contextual
factors that encourage or
impede the implementation
processes of a research-tested
program.

Setting

Primary
care

Study
design

Implementation
focus

Definition of context

Measure of context

Qualitative
(interviews)

Paediatric
asthma
management program
(asthma
clinical
pathway and asthma
education module).

Any circumstance of a
person’s
situation
or
environment
that
discourages or encourages
the development of skills
and abilities, independence,
social competence, and
adaptive behaviour.

TDF4 informed the interview
guides and data analysis

(Definition based on the
TDF4)

Community
health
centres

Qualitative
(case
studyinterviews)

Colorectal
cancer
screening program

The availability of resources
and expertise, the presence
of
“champions”
and
leadership and the varying
organisational culture in
diverse health care settings
that shape implementation.

RE-AIM58
framework
informed
the
interview
schedule and data analysis.

58 Reach Effectiveness Adoption Implementation
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Appendix 6 Summary table: quality of definition, application of context measure, unit of analysis
Article citation

Methodology

Quality of definition

Data collection

Descriptive analysis

Investigate association
between context and
implementation success

Unit of analysis-Individual
Abdekhoda

et

al.

Quantitative

Lists contextual factors

✓

✓

✓

Provides a meaningful definition of

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

(2015)
Al Shemeili et al.

Qualitative

(2016)

an element of context

Arney et al. (2018)

Qualitative

Lists sub-elements of a framework
that includes context

Bain et al. (2015)

Qualitative

Provides a meaningful definition of
an element of context

Beenstock

et

al.

Quantitative

(2012)
Bokour et al. (2015)

Provides a meaningful definition of
an element of context

Qualitative

Lists sub-elements of a framework
that includes context

Chiu and Ku (2015)

Quantitative

Lists contextual factors

Douglas (2016)

Quantitative

Lists sub-elements of a framework
that includes context

Drainoni et al. (2016)

Qualitative

Lists sub-elements of a framework
that includes context

224

Förberg et al. (2016)

Quantitative

Lists sub-elements of a framework

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

that includes context
Gadomski

et

al.

Qualitative

(2014)

Lists sub-elements of a framework
that includes context

Gagliardi et al. (2014)

Qualitative

Provides a meaningful definition of
an element of context

Georgiou

and

Qualitative

Westbrook (2009)

Lists sub-elements of a framework
that includes context

Gibb (2013)

Mixed methods

Lists sub-elements of a framework
that includes context

Glidewell et al. (2013)

Qualitative

Provides a meaningful definition of
an element of context

Glisson et al. (2008)

Quantitative

Provides a meaningful definition of
an element of context

Huijg et al. (2014)
Lemmens

et

al.

Quantitative

Lists contextual factors

✓

✓

✓

Quantitative

Lists sub-elements of a framework

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

(2009)

that includes context

Naik et al. (2015)

Qualitative

Lists sub-elements of a framework
that includes context

Obrecht et al. (2014)

Quantitative

Provides a meaningful definition of
an element of context

Prashanth
(2014)

et

al.

Qualitative

Provides a meaningful definition of
general context
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Presseau

et

al.

Qualitative

(2017)

Lists sub-elements of a framework

✓

✓

✓

✓

✓

that includes context
Qualitative

Lists contextual factors

✓

Rotteau et al. (2015)

Qualitative

Lists contextual factors

✓

Smith et al. (2018)

Qualitative

Provides a meaningful definition of

✓

✓

✓

✓

✓

✓

✓

✓

✓

Lists contextual factors

✓

✓

✓

Provides a meaningful definition of

✓

✓

✓

✓

✓

✓

✓

✓

✓

Rodríguez

and

Peterson (2016)
✓

an element of context
VanDevanter et al.

Qualitative

(2017)

Lists sub-elements of a framework
that includes context

Ware et al. (2018)

Qualitative

Lists sub-elements of a framework
that includes context

Yamada et al. (2017)

Quantitative

Yamada et al. (2018)

Qualitative

an element of context
Unit of analysis-Individual & Team
Cummings

et

al.

Quantitative

(2010)

Lists sub-elements of a framework
that includes context

Ehrhart et al. (2014)

Quantitative

Provides a meaningful definition of
an element of context

Unit of analysis-Team
Almblad et al. (2018)

Quantitative

Lists contextual factors

✓

✓

✓

Fernandez

Quantitative

Provides a meaningful definition of

✓

✓

✓

(2018)

et

al.

an element of context
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Vanderkruik

and

Qualitative

McPherson (2017)

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Lists contextual factors

✓

✓

✓

Provides a meaningful definition of

✓

✓

✓

Lists contextual factors

✓

✓

✓

Provides a meaningful definition of

✓

Provides a meaningful definition of

✓

general context
Unit of analysis-Project

Hill et al. (2017)

Qualitative

Lists sub-elements of a framework
that includes context
Unit of analysis-Organisational

Burau et al. (2018)

Qualitative

Provides a meaningful definition of
general context

Busetto et al. (2017)

Qualitative

Provides a meaningful definition of
general context

Cheyne et al. (2013)

Qualitative

Provides a meaningful definition of
general context

Durbin et al. (2016)
Erasmus et al. (2017)

Qualitative
Mixed methods

an element of context
Guerrero et al. (2015)

Quantitative

Rabbani et al. (2011)

Mixed methods

✓

general context
Spitzer-Shohat et al.

Mixed methods

Lists contextual factors

✓

✓

✓

Qualitative

Lists contextual factors

✓

✓

✓

✓

✓

(2018)
Williams et al. (2016)

Unit of analysis-Individual and organisational
Beidas et al. (2014)

Mixed methods

Provides a meaningful definition of

✓

an element of context
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Beidas et al. (2015)
Bergstrom

et

al.

Quantitative
Qualitative

(2012)

✓

✓

✓

Provides a meaningful definition of

✓

✓

✓

✓

✓

an element of context

Bocoum et al. (2017)

Qualitative

Bradley and Griffin

Mixed methods

(2016)
Greenhalgh

Lists contextual factors

Lists contextual factors

✓

Provides a meaningful definition of
general context

et

al.

Mixed methods

Lists contextual factors

✓

✓

Lists sub-elements of a framework

✓

✓

✓

✓

✓

✓

(2008)
Griffin et al. (2017)

Qualitative

that includes context
Hansen et al. (2011)

Qualitative

Provides a meaningful definition of
general context

Higgins et al (2015)

Qualitative

Lists contextual factors

✓

✓

✓

Iribarren et al. (2015)

Qualitative

Lists sub-elements of a framework

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

that includes context
Kramer et al. (2017)

Mixed methods

Provides a meaningful definition of
an element of context

Menon et al. (2014)

Mixed methods

Lists sub-elements of a framework
that includes context

Padwa et al. (2016)

Mixed methods

Lists sub-elements of a framework
that includes context

Unit of analysis-Team and organisational
Chan et al. (2011)
Eboreime et al (2014)

Quantitative

Lists contextual factors

Mixed methods

Lists contextual factors

✓
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Unit of analysis-Individual, organisational and regional
Hoffman

and

Quantitative

Lists contextual factors

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Rodriguez (2015)
Unit of analysis-Organisational and regional
Belaid

and

Ridde

Qualitative

(2015)

Provides a meaningful definition of

✓

general context
Unit of analysis-Individual, organisational and national

Murdoch (2016)

Qualitative

Provides a meaningful definition of
general context

Yip et al. (2016)

Qualitative

✓

Lists contextual factors

Unit of analysis-Unclear
Baron and Newman
(2016)

Mixed methods

Provides a meaningful definition of
general context
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Appendix 7 Summary of frameworks employed in included
papers

Framework
PARiHS

Description
This framework proposes that successful implementation is a
function of the relation between the evidence, the context in
which the proposed change is to be implemented and the
mechanisms by which the change is facilitated.
CFIR
This framework consists of five domains (intervention
characteristics, individual characteristics, inner setting, outer
setting, implementation process) that can guide how
implementation is planned, organised, and conducted.
EPIS
This model outlines key phases (exploration, planning,
implementation, sustainment) that guide and describe the
implementation process and categorises common and unique
factors within and across levels of the outer context and inner
context across phases.
MUSIQ
This framework identifies 25 contextual factors likely to
influence the success of quality improvement initiatives.
Kaplan’s
4C’s This framework highlights the interaction between
framework
technology, people, tasks, and organisational structure and
draws attention to four key concepts; communication, care,
control, and context.
Sociotechnical
This framework includes technological and non-technological
framework
(e.g. organisational characteristics) dimensions relevant to
the study of interest.
TDF
This framework synthesised 33 theories relevant to
implementation and grouped constructs from these theories
into 14 domains.
Lemmens et al. This framework combines professional (professional
(2009)
bespoke commitment) and organisational factors (culture, climate,
framework
quality improvement commitment) relating to changes in
processes of care.
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Appendix 8 Observation Template
Observation template
Team:
Date:

Time:

Location:

Description of first impressions:
•

Physical Environment (size, shape, noise, equipment)

•

Reach (number, disciplines, first time attendees vs returning)

•

General Context (e.g. busyness of the ward, priorities to other projects)

Description of the intervention session:
1) What type of atmosphere is there, formal/informal (does this change as the intervention
progresses)?

2) How was the project/intervention introduced (by facilitator vs researcher)?

3) Did the introduction include a summary of what has been achieved so far?

4) Who was the facilitator, how did they deliver the intervention (nervous, confident)?

5) What were the key intervention events (steps)? Was this delivered as intended?

6) Were there any alterations made to the intervention (planned during preparation meeting vs
unplanned)? If so, what were they?

7) Were there any conflicts? How were they resolved (by team vs researcher support)?

8) What were the team outputs?
9) Were participants actively engaged (who contributed/didn’t contribute)?

10) Did it appear as if participants enjoyed the intervention?
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11) Did any aspect of the implementation process cause confusion (requiring researcher support)?

12) Were there any incentives to attend (e.g. hot food, CPD (Continuing Professional Development)
(how many people registered for same))?

13) Is it evident that the intervention has been prepared (handouts printed etc.)?

14) Was the intervention evaluated? If so, how many took part?

15) Was there a debriefing session or follow up session following the intervention to discuss the
outcome of the intervention?

Table A3 The association between the observation template questions and Merriam’s (1988)
checklist, Proctor et al.’s (2011) implementation outcomes and the CFIR (Damschroder et al.,
2009)
Merriam (1988) broad checklist
Setting
Participants
Activities
Subtle factors (e.g. non-verbal communication, unplanned events
Implementation
Definition
Outcomes
(Proctor et al.
2011)
Acceptability
Satisfaction with the intervention (I like the intervention, it’s
appealing, I approve, I welcome it)
Fidelity
Adherence, delivered as intended
Feasibility
Suitability of the intervention for everyday use (the interventions
implementable, doable, easy to do/use)
Adoption
Uptake, utilisation

Question
number
Preliminary
Q
Preliminary
Q
1-15
1-15
Question
Number

1, 9, 10
2,4,5,6,9
8, 13
9, 13
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Appropriateness
Cost
Penetration
Sustainability

Compatibility, relevance (the intervention’s suitable, applicable, a 4, 8, 9, 11
good fit)
Cost of the intervention, the implementation strategy used and
12
location of delivery
Reach, level of institutionalisation
Preliminary
Question
Maintenance, routinisation
CFIR Domain (Damschroder et al 2009)

Question
Number
6

Intervention Characteristics- internally vs externally developed, adaptability,
complexity, cost, strength of evidence
Outer Setting- patient’s needs, degree to which the organisation is networked to other Preliminary
organisations, competitive pressure to implement (competing organisation), external
Q
incentives (guidelines)
Inner Setting- age, maturity, size of the organisation, team stability, communication, 1, 7, 9, 10
culture, readiness for change
Individual Characteristics- knowledge and belief about the intervention, belief in own
4, 10, 12
capabilities, personal traits (motivation, values, intellectual ability, tolerance,
ambiguity)
Implementation Process- planning and executing the intervention, engaging and 2, 3, 5, 6,
involving the appropriate individuals, reflection and evaluation (debriefing)
8, 9, 11,
13, 14, 15
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Appendix 9 Interview Schedule
Aim: to understand and identify the contextual factors influencing implementation from
the perspectives of those involved.

Introduce self, explain research aims briefly, check interviewee has read the
information sheet, answer any questions, ask interviewee to sign consent form and
advise they can keep copy of information and/or consent sheets. Request permission
to record - explain processes.

Background questions
-

Can you tell me a bit about your professional background / time as a X
professional?

-

Time in current role / time in current team

-

Can you briefly tell me about your current role and responsibilities in this team
(NB the intervention team)?

Collective leadership intervention implementation
1) How did you hear about the collective leadership intervention?

2) Thinking back to before the collective leadership intervention began can you
remember what you (and/or your team) expected from the team sessions?

3) Were you involved in the team sessions in any capacity (as an
organiser/facilitator or attendee)? Probe: There were 8 sessions; can you
remember how many you attended?

4) What influenced your decision or ability to attend (or not attend) the team
session(s)?

5) Can you tell me about the typical attendance levels at the sessions?
•

Did the attendance levels change over time? Why?

•

Do you think there was appropriate attendance from all disciplines? Why/why not?
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6) What was your impression of the sessions? What worked well and what didn’t
work so well? Were the sessions relevant to you? Were the sessions enjoyable
to attend?

7) Do you think that the collective leadership intervention worked for your team?
What makes you say this? Why was this the case do you think? How did the
sessions lead to that outcome?

8) Do you think there has been any change in how the team are working or working
together as a result of the collective leadership intervention? What makes you
say that? What has changed or what has been initiated through the team’s
involvement in the collective leadership intervention? What impact have these
changes had (on staff, patients, team performance)?
9) If you’re currently working with other teams, have you spread/shared anything
you learned through the collective leadership intervention with this team and
applied it to your work with other teams or colleagues?

10) Do you think any components of the team sessions that you implemented will
be sustained and continued by the team? Why do you say this? What will the
challenges to sustaining this in the team?

Table A4. Mapping interview questions to implementation outcomes and CFIR
domains
Interview

Implementation outcome

CFIR domain

CFIR constructs

Question
1.

Inner setting

•
•
•

2.

•

Appropriateness

Intervention
characteristics

•

Networks and
communication
Leadership
engagement
Access to
information and
knowledge
Relative
advantage
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Inner setting

•

Relative priority

Inner setting

•
•

Culture
Leadership
engagement
Networks and
communication
Organisational
incentives
Champions

3.
4.

•
•

Acceptability
Feasibility

•
•
Implementation

•

process
5.

•

Penetration

6.

•
•
•

Acceptability
Appropriateness
Feasibility

•
•
•
•
•

Acceptability
Appropriateness
Adoption
Feasibility
Penetration

7.

Intervention

•

Relative
advantage

•

Relative
advantage

•

Structural
characteristics
Available
resources

characteristics

Intervention
characteristics

Inner setting

•

8.

•

Penetration

•

Relative
advantage

Inner setting

•

Structural
characteristics

Inner setting

•

Networks and
communication

Intervention
characteristics

9.

•

Penetration

10.

•

Sustainability
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Appendix 10 Participant consent form

PARTICIPANT CONSENT FORM

Project: Collective Leadership and Safety Cultures

Participant Number:

Principal Investigator: Eilish McAuliffe
Researchers: Dr Aoife De Brun / Ms Una Cunningham / Ms Marie O’Shea/ Kirsten Siig

Pallesen/ Ms Lisa Rogers/ Ms Zunneera Khurshid/ Mr Sylvester Rohan Devasahay/ Ms
Sharon Gorman
Please tick each

1. I have read the information sheet and understand that I, as a member of this healthcare
team, I will be involved in the Co-Lead research as a member of an intervention team for this
study.
2. I understand that my participation in this study is voluntary and that I am free to withdraw my
participation at any time without giving a reason.
3. I consent to take part in a survey at two time points to help the researchers understand the
impact of the intervention.
4. I consent for researchers to attend and observe team meetings and to take notes on team
interactions and team processes. I understand that notes taken by researchers during team
meetings may be used in the research and in publications and presentations arising from
this research. I am aware that these data will be anonymised and that no personal
information which could identify me personally will be used.
5. I understand that I may be invited to also take part in a 45-minute one-on-one interview with
the research team, but that this is voluntary and I can decline to take part if I wish. If I
choose to take part, I know I can withdraw at any point up to or during the interview and can
receive a copy of my transcript for my review after the interview.
6. I understand that all data collected during the study will remain confidential, and I consent to
responses and personal information being stored in a locked filing cabinet and/or on
password protected and encrypted computers located in the School of Nursing, Midwifery
and Health Systems, University College Dublin
7. I understand that if any disclosures are made that would indicate malpractice or misconduct
at any point during the study, or suggest that any individual was in danger of harm, this
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information will be disclosed to the appropriate personnel and the researcher would be
obliged to report this to the unit manager at the earliest opportunity.
8. My queries have been addressed to my satisfaction by the research team and I consent to
take part in this study.

Name of participant

Date

Signature

Name of person taking consent

Date

Signature
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Appendix 11 Participant information sheet

PARTICIPANT INFORMATION SHEET
(Team participation in research)

Study Title: Collective Leadership and Safety Cultures

Principal Investigator: Prof Eilish McAuliffe
Researchers: Dr Aoife De Brun / Ms Una Cunningham / Ms Marie O’Shea/ Ms
Kirsten Siig Pallesen/ Ms Lisa Rogers/ Ms Zunneera Khurshid/ Mr Sylvester Rohan
Devasahay/ Ms Sharon Gorman
School of Nursing, Midwifery & Health Systems, University College Dublin.

You are kindly invited to take part in this research to explore the impact of a codesigned intervention on team work, safety culture and leadership.
Before you decide whether or not to participate, we would like you to understand why
the research is being done and what it would involve for you. Please take your time
to read this information. You can ask us if there is anything that is not clear, or if you
would like further information. At the end of this information leaflet you will find details
on how to contact us if you have any questions.

Information about this study

What is this research and why is the research being done?
This work seeks to explore how a co-designed collective leadership may impact on
team work, team performance, safety culture and leadership behaviours. We have
worked with healthcare staff, patient representatives and researchers to co-design
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and co-develop an intervention that is grounded in the real-world needs of healthcare
teams. This intervention will now be tested with a number of teams to explore the
impact of this intervention on the team.
As a member of one of the teams that have been invited to take part in this research,
we are now seeking your consent as an individual on this team to take part in the
study. The research will comprise the following factors:
(i)

engaging with the implementation of the intervention over a one-year period

(ii)

completion of an anonymous survey at two time points to understand your views on
how the team is working, the team’s safety culture and leadership in the team.

(iii)

Researchers will also be present to observe/make notes during occasional team
meetings. These observations will enable the research team to better understand the
functioning and processes of your team and to collect information regarding how the
team operates. These notes will be anonymised so that individuals will not be
identifiable. No patient information or information that will identify you personally will
be collected.

In addition to this, a subset of participants from each team will be invited to take part
in a one-on-one interview with a member of the research team. This interview will
take approximately 45 minutes and will ask about your experiences of working within
the team. Interviews will be audio recorded, transcribed and anonymised so that you
will not be identifiable from any quotes in final reports or presentations. You have the
right to withdraw from participation in the interview upon and during the interview.
Furthermore, if you wish, the research team can send you a transcript of your
interview to ensure the content is accurate.

Why have I been asked to take part?
You have been given this information leaflet and invited to take part in the research
as you are a member of one of the teams that has been selected to take part in this
research.

Do I have to take part?
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Participation in this study is entirely voluntary. It is up to you to decide whether or not
you would like to take part. If you agree to take part, we will ask you to sign a consent
form. You are free to refuse to take part, or to withdraw at any point, without giving a
reason and without any adverse effects as a result.

What will happen if I agree to take part?
If you agree to take part, the research team will ask you to sign a consent form. By
opting in to the study, you are agreeing to a researcher being present at occasional
team meetings. Together, your team and the research team will co-develop a
timetable for implementation of the co-designed collective leadership intervention
over a 12-month period. You will also be asked to complete a survey at two time
points: one survey before the intervention begins and the same survey after the
intervention period has been completed. The survey will ask you about your views on
your team’s performance, safety culture and leadership. Your responses will be
combined with those of others on your team and therefore you will be not identifiable
from your responses. You are also agreeing to be contacted by the research team by
email or phone (based on your personal contact preference) about your engagement
in the research and to notify you when the survey is available for completion. You
may also be asked to take part in a brief interview about your experience of working
on this team, but this is entirely voluntary.

Will I receive any expenses or payments?
We will not provide any payments or cover any expenses for your participation in this
research.

What are the possible risks of taking part?
We do not envisage any harm to participants due to their participation in the
research. If you decide to take part in the study, you are free to withdraw any time
without question or reason. Should any information come to light during meetings
that would suggest malpractice or misconduct, or indicate that any individual was in
danger of harm, the researchers are obliged to report this to the appropriate
personnel.
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It is possible that during data collection and analysis the researchers may interpret a
situation as presenting ongoing serious safety concern in respect of service provision
and/or posing a clinic risk. In the event of such an event occurring, the researcher
will, where possible, bring this to the attention of the participant who highlighted the
issue and ask them to submit the concern or report the incident through the
appropriate channels. In addition, the researcher will include reference to the said
concern in the research findings report which will be reviewed by your unit prior to
circulation to the hospital management team. The report findings will be in aggregate
form and all respondents and data will be anonymised.
If the nature of the concern were one that could in the view of the researcher cause
serious direct and severe harm to patients, the researcher would be obliged to report
this to the unit manager at the earliest opportunity. Respondents would be
anonymised in the said report.

What are the possible benefits of taking part?
This intervention has been designed based on the available evidence to enhance
and improve team working, safety culture and to more effectively share leadership
roles and responsibilities across the team. We anticipate improvements on these
aspects as a result of your team’s participation in this research.
Your team’s involvement in the work will help the research team assess the impact of
this intervention on team performance, safety culture and leadership behaviours.
Based on the outcomes of this evaluation, we will consider if it may be appropriate to
refine the intervention further or, if it proves successful in its aims, to scale it up
across other teams across Ireland.

What will happen if I change my mind about taking part?
If you agree to take part but later decide that you no longer wish to take part, please
contact a member of study team using the contact details at the end of this leaflet. If
you withdraw your consent during the study, you will not have to continue to take part
in the intervention or in the evaluation.

Will my taking part in the study be kept confidential?
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Data collected will be anonymised and kept confidential; your name or any other
information that could potentially identify you will not appear in reports, publications or
presentations arising from the research.
In accordance with University College Dublin’s policy on data protection and storage,
the paper versions of notes will be anonymised (your name and any identifying details
will not be included), and will be kept in a locked filing cabinet in the School of Nursing,
Midwifery and Health Systems at University College Dublin. These will only be
available to members of the research team. Notes will be transcribed and securely
stored on password protected computers in the School of Nursing, Midwifery and
Health Systems at University College Dublin. The paper and electronic versions of the
data collected will be held by the University for 5 years then securely destroyed.

What will happen to the results of the study?
The results of this work will inform whether further amendment of the intervention is
required or whether spreading the intervention to other teams may be appropriate. Preand post-intervention data collected from your team will be compared to provide a rich
picture of how the team works before and after the planned intervention and what may
be impacted by the intervention.
We intend to publish the findings in reports, scientific journals and to present at national
and international conferences. Any information that could potentially identify you will
not be included in any report or publication. We will also provide feedback on results
to teams and their organisations to assist in their learning and development. This will
be done in conjunction with your team, in order to ensure the team have had an
opportunity to critically analyse the results.

Who is organising and funding the research?
The research is being conducted by staff at the School of Nursing, Midwifery and
Health Systems at University College Dublin. The study is funded by the Health
Research Board.

Who has reviewed the study?
This study has received favourable ethical opinion by the Human Research Ethics
Committee at University College Dublin.
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How will I find out what happens with this project?
If you would like to receive a summary of the findings related to this phase of the
research, you can notify the researcher that you would like to provide your contact
details to be contacted for this purpose.

What happens next?
If you are happy to proceed, we will explain the study and answer any questions you
may have.

How to contact us
If you have any concerns about the study, or would like more information, please
contact:
Dr Aoife De Brun Email: aoife.debrun@ucd.ie Phone: (01) 716 6582
or
Prof Eilish McAuliffe (Principal Investigator) Email: eilish.mcauliffe@ucd.ie
Thank you for taking the time to read this information
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Appendix 12 Reflexive journal extract
During session 2 I felt uncomfortable. I felt that one member of the team was treated
differently than others due to his position. In my previous role as a nurse in clinical
practice I have felt the frustrations this can cause. This individual’s view on the team’s
goals seemed to matter more than team consensus. I think this needs to be amended
at the next session or it may cause other members of the team to lose interest in the
project. Following the intervention, I have been made aware of staffing issues which
may impact how this individual is treated by senior management (treat them well so
they don’t leave).

However, I was inspired to see the courage of Facilitator 2. He stuck up for his
profession against a senior member of the team and was very truthful in highlighting
his current frustrations. This was praised after the session by members of the team
during the debrief, however, it would be interesting to know what other team members
thought of his bravery.
In the weeks following this session, I heard that there was “trouble” in Case A. My
supervisors asked to see my observation notes and I was unaware as to why. They
noted that “there have been some issues” since the last session. I felt worried. Have I
missed something or caused an issue? I still feel uncomfortable in my role as an
observer and I was anxious of getting someone in trouble if I had documented
something wrong.

27/02/2018 my supervisor tells me the full story. A UCD researcher had received an
email from the head of a department, informing her that 2 of her staff members felt
“attacked” during the intervention and that she did not feel this was the aim of the
intervention. The researcher wrote back apologising to the individual, reassuring them
that this was the opposite of what the collective leadership programme is about (meant
to provide a forum for team members to voice their opinions and concerns about the
team). Another colleague contacted the people involved (facilitator 2 and another
individual). Facilitator 2 informed the researcher that he was fine as he was used to
dealing with this senior team member (facilitator 2 provides an example of the senior
team members behaviour). I am shocked that this behaviour can take place and
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continues to take place in the hospital. No one should abuse their power and be treated
like royalty by management.

On the one hand, it is frustrating and deflating that this event occurred. It shows the
true tension and politics that can occur in a hospital team. One of the catalysts of this
event is the very person that needs this intervention the most, so I feel there is a need
to bring him down to everyone’s level so he is treated equally. UCD researcher has
proposed that no one or everyone uses their titles at the next meeting to try reduce this
hierarchy. On the other hand, it is good that this event happened. It allowed people to
voice their frustrations which have clearly been there for a long time. I just hope that
some positivity can come from it and that it does not affect attendance as the
interventions progress.

UCD researcher discussed how this was a case where someone felt an 'attack' on their
department and did not feel they could respond-misunderstandings/limited view about
role and not able to speak-up.
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