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RESEARCH AND THEORY
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Health and social care systems across western developed nations are being challenged to meet the needs
of an increasing number of people aging with multiple complex health and social needs. Community based
primary health care (CBPHC) has been associated with more equitable access to services, better population level outcomes and lower system level costs. Itmay be well suited to the increasingly complex needs
of populations; however the implementation of CBPHC models of care faces many challenges. This paper
describes a program of research by an international, multi-university, multidisciplinary research team who
are seeking to understand how to scale up and spread models of Integrated CBPHC (ICBPHC). The key
question being addressed is “What are the steps to implementing innovative integrated community-based
primary health care models that address the health and social needs of older adults with complex care
needs?” and will be answered in three phases. In the first phase we identify and describe exemplar models
of ICBPHC and their context in relation to relevant policies and performance across the three jurisdictions
(New Zealand, Ontario and Québec, Canada). The second phase involves a series of theory-informed, mixed
methods case studies from which we shall develop a conceptual framework that captures not only the
attributes of successful innovative ICBPHC models, but also how these models are being implemented. In
the third phase, we aim to translate our research into practice by identifying emerging models of ICBPHC
in advance, and working alongside policymakers to inform the development and implementation of these
models in each jurisdiction. The final output of the program will be a comprehensive guide to the design,
implementation and scaling-up of innovative models of ICBPHC.
Keywords: protocol; implementation; integrated care; Community Based Primary Health Care; older
adults; Innovative Models of Care; chronic conditions; complexity; case study
Background
Health and social care systems across western developed
nations are being challenged to meet the needs of increasing numbers of older adults with co-existing, multiple
chronic conditions, the risks of which are exacerbated
for socially and economically vulnerable populations [1].
International trends as well as health services and policy
literature suggest that effective treatment that meets the
clinical, social and cultural needs of older people with
chronic and complex illness is best provided by integrating
care across a multi-sectoral continuum including primary
and specialized medical care and home and community
care. Providers also need to be skilled and committed to
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providing seamless transitions between services for their
clients with closer communication between services [2, 3].
Within this context, community-based primary health care
(CBPHC) providers are striving to offer innovative models
of care that meet the complex needs of this diverse population group [4, 5].
Promising approaches to chronic condition management in localised contexts are well represented in the literature. The Chronic Care Model (CCM) [6] in p
 articular, is
often used as a guide for system re-design for better p
 rimary
health care for people with chronic disease [7–9]. The
CCM is based on six essential elements that are fundamental to effective partnerships between informed, activated patients and prepared, proactive practice teams: 1)
community resources and policies; 2) health care organization; 3) self-management support; 4) delivery system
design; 5) decision support; and 6) clinical information
systems. However, the focus of chronic care management
is often centred on the management of single diseases for
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individuals rather than on the provision of populationbased, comprehensive and integrated health and social
care services for people with multiple conditions and their
families [1, 10–14]. In this study we use the CCM to understand and characterize the delivery of ICBPHC.
Ideal models of integrated CBPHC (ICBPHC) are comprehensive, person-oriented, inclusive of carers and family,
health promoting, strengths-based, and without a singular
disease focus. They also address problems of inequity in
health and risk across population sub-groups. Specific
cases of ICBPHC have been implemented internationally,
including in New Zealand [15] and in some of Canada’s
provinces [16–18] demonstrating better health outcomes,
and reductions in costly and often inappropriate h
 ospital
and residential long-term care. However the spreading and scaling up of these models of care is generally
weak and many initiatives have proved unsustainable.
Internationally, no models appear to have reached scale
that encompasses the population of a healthcare system
[19]. As a result, there is considerable inequity in accessibility of ICBPHC for individuals with multiple complex
health needs. It is therefore important to gain a better
understanding of what makes ICBPHC possible and successful in different contexts, and to develop strategies for
scaling them up to other populations or implementing
them in other jurisdictions [20–24]. The implementation
of ICBPHC requires policy, organizational, provider and
patient-oriented approaches [25].
Implementation frameworks emphasise the multiple
levels [21, 22, 26, 27] and steps in the process [28, 29]
as well as the influence of the environmental context
on how well new practices are adopted and sustained
[30–32]. This paper describes a program of research by an
international, multi-university, multidisciplinary research
team that utilizes these frameworks to examine the implementation of ICBPHC in New Zealand, and in Ontario and
Québec, Canada. The particular value of international and
cross-jurisdictional research is in exploiting the diversity

Figure 1: Phases of Research.

of approaches and outcomes achieved in the face of similar problems and issues. This approach also allows us to
make comparisons both within and across jurisdictions.
Research question
The key question being addressed is “What are the steps
to implementing innovative integrated community-based
primary health care (ICBPHC) models that address the
health and social needs of older adults with complex care
needs?”
The objectives of the programme are:
i. To characterize and describe innovative models of
ICBPHC and their contexts
ii. To develop a conceptual framework for the
implementation of ICBPHC
iii. To understand the attributes of effective, innovative
integrated models of ICBPHC
iv. To assess the degree to which such models address
the needs of older adults with complex needs and
their families/whānau (New Zealand Māori term for
extended family)
v. To assess how innovative ICBPHC delivery models
address the needs of complex patients and their
families/whānau
vi. To assess how organizational factors and interorganizational relationships affect implementation
in local contexts; and
vii. To assess how key dimensions of health policy
affect the development, implementation and
transferability of models from one context to
another.
Design and Methods
The program of research encompasses three phases (outlined in Figure 1). The research program began in 2014
and we are currently in the midst of the second phase. In
the first phase we used one year to identify and described
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specific cases of ICBPHC and their context in relation to
relevant policies and performance in each of the three
jurisdictions of Ontario, Québec and New Zealand. The
second phase is undertaken over two years and involves
a series of theory-informed, mixed methods case studies
from which we shall develop a conceptual framework that
captures not only the attributes of successful innovative
ICBPHC models, but also how these models are being
implemented. In the third phase, we aim to translate our
research into practice by identifying emerging models of
ICBPHC in advance, and working alongside policymakers
to inform the development and implementation of these
models. It is anticipated that this phase will require two
years for completion. The final output of the program will
be a systematic guide to the design, implementation and
scaling-up of innovative models of ICBPHC.
Research methods include reviews of literature, official
documents and databases and mixed methods case studies (including surveys, interviews, and analysis of administrative data). Knowledge translation and capacity building
is a foundation for the research program. We have developed this program from four perspectives: policy, organization, provider and patient and family/whānau.
Phase One: Describe models and context
Inventories of current cases

The research team developed inventories of specific cases
of ICBPHC for older adults in New Zealand, Ontario and
Québec by searching published peer reviewed and grey literature, the websites of government agencies and ICBPHC
organizations, and by consulting with decision-makers and
other health sector colleagues. A combination of literature
searches (of empirical and gray sources) and stakeholder
engagement guided the selection of cases to study, with
the latter providing the most fruitful method. We conclude
that it is possible to use personal networks and experts
exclusively. It is not clear how much value formal searching adds over and above expert advice. However in a situation where there is no existing definitive list of potential
cases, and no acknowledged “gold standard” way to create
such a list, it seems appropriate to gather cases using multiple methods and to document those methods systematically (see Kuluski et al., 2017 in this collection) [33].
Case Selection

From these inventories, three specific cases were selected
in New Zealand, three in Ontario and one model implemented in three settings in Québec for the case study
analyses of Phase Two. We refer to these cases as exemplars because they are representative of different successful approaches to implementing integrated care, not
because they are necessarily perfect or ideal examples.
Criteria for selection included the integration of primary
care and home-and community based services, diverse
populations and a patient-oriented approach to chronic
care management (excluding cases with disease-based
approaches). We also selected a range of models of care
that also represented different phases of implementation,
including early as well as more established initiatives and
that were not time-limited pilot projects.
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Details of the cases are provided by Breton et al. (2017)
[34], a brief overview is provided here. In New Zealand,
cases included 1) a Māori-led (New Zealand indigenous
people) rural/regional service that includes medical and
nursing care, home visits, shared care plans with a focus
on individuals and whānau (extended family), self-management support, telehealth monitoring, and referrals
to other social, cultural and community, and health services; 2) a rural/regional model with case-management,
holistic care of individual and family, lifestyle coach for
wider health and social/family needs, multi-disciplinary
integrated care; 3) a regional multi-disciplinary service
including hospital, primary health care and home-based
services, rehabilitation, self-management, extended medical services in community, health promotion. In Ontario,
cases included 4) an urban community health centre serving a Chinese immigrant population that focusses on a
range of services: primary care, health promotion, housing
services, legal services, coordination/referral/partnership
with other providers/agencies including home care, education, immigrant settlement, social services; 5) an urban
centre that provides for community support (home care,
transportation, meals), access to primary care (medical and
nursing), and coordination/referral to other community
support agencies (rehabilitation); 6) an urban partnership
with an interdisciplinary team inclusive of home care carecoordinators and members of a primary care practice with
coordination/referral to community supports (personal
support, meals, transportation). In Québec three Health
and Social Service Centres were selected including 7) one
network in a highly urban environment; 8) one network in
a less densely populated urban environment; and 9) one
rural network. These centres include one or more community health centres and long term care homes and either
include or link to hospital care primary healthcare clinics,
rehabilitation care, and private residential care. Each of
the Québec cases share an organizational and governance
structure, similar referral approaches, a common screening tool and intake process, and similar linkages to community services and other medical providers; the volume
and types of care provided within the lead organization
varies by geography. (see Breton et al., 2017) [34].
Comparative Policy Analysis

Phase One also included an extensive comparative policy
analysis designed to describe the institutional arrangements and policy environment for ICBPHC within Ontario,
Québec, and New Zealand. From this we are able to better understand the policy arrangements that condition
the development and implementation of ICBPHC as well
as the historical trajectory of primary health care reform
at a macro-system level. In New Zealand this includes reference to the Treaty of Waitangi. The analysis draws on
literature, official documents, legislation, websites and
publications of government agencies, professional organizations and other relevant institutions, and key informant interviews with system-level planners, policy-makers,
health organisation managers and health professionals,
and patients and family carers. Our analysis suggests that
some jurisdictions have more favourable conditions for
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development of ICBPHC than others. Two key conditions
are the organizational integration of relevant health and
social sector organizations, and the range of policy levers
available and used by governments. On both dimensions,
the New Zealand environment appears to offer the largest scope, with Ontario’s environment significantly less
conducive, and Québec situated in between. Nevertheless,
in each jurisdiction there remain important institutional
barriers to the implementation of policies that promote
ICBPHC (see Tenbensel et al., 2017) [35].
Empirical Comparison of Primary Care Performance

A third part of Phase One involved analysis of recent
surveys of general practitioners and their patients that
the research teams had undertaken in New Zealand and
Canada, as part of a multi-country study that aimed to
evaluated the quality, costs and equity of primary care in
34 countries [36]. The focus of these analyses is on how
particular features of ICBPHC (for example, co-location of
practitioners or comprehensiveness of a service) impact
on self-reported outcomes of general practitioners and
their patients. Using data from 330 primary care practices
in New Zealand and Canada, we found that as the number of non-physicians increased, so did the availability of
special sessions/clinics for patients with diabetes, hypertension, and older persons. Co-location was also associated with the provision of more disease management
programs, more specialized equipment, and more nursing
services [37].
Phase Two: Develop a Conceptual Framework
Translating innovative models of ICBPHC requires understanding the attributes and workings of each model, the
context in which it was developed, and the context into
which a successful model might be spread. To achieve this,
the second phase of the research involves multi-method
case studies of each of the selected exemplar models
encompassing macro (system), meso (organization and
provider) and micro (patient and family carer) levels.
Data collection is organised around four groups of expert
informants: policy makers and system experts, organization managers, service providers, and patients and family
carers. Data collection is now complete for this phase and
analyses are under way.
Policy level

At the policy level, we hypothesize that each of the case
study models of ICBPHC care will be shaped by the organization or network of organizations in which the model
of care is housed, a matrix of local or regional organizations that influence the operation of each model of care,
the broader (current and historical) institutional arrangements and policy subsystems within which the model of
care has developed, and the wider political, economic, and
social or cultural context.
For each case study, we are collecting supporting documents relevant to the development and/or implementation of the model of care. We also undertake a series
of 5–10 semi-structured, open-ended interviews with
decision makers who have been directly engaged in the

development and implementation of the model of care. In
addition, we interview 10–15 people who are in leadership positions (current or past) within relevant policy subsystems at the regional or national level, or who for any
other reason are considered to be interested and informed
observers of the development of these innovative models
of care. These include decision makers within government
ministries, representatives of private provider associations, consumer advocates, leaders of professional groups
and ethnic and indigenous minorities, and other key
knowledge holders. Policy level interviews are semi-structured and included questions about how organizations
became engaged in the development of ICBPHC, funding,
approval and renewal processes, influences of the wider
health system and policy initiatives including strategies,
regulations/legislation, as well as recommended changes
that would facilitate the implementation of ICBPHC.
Organizational level

Similar to the policy level, we hypothesize that each of
the case study models of ICBPHC would be shaped by the
organization or network of organizations in which the
model of care is situated. Prior research and evaluation of
integrated care tends to focus on measuring the activities
and outcomes of the intervention itself, and less emphasis
has been placed on when and specifically how contextual
factors matter. Therefore the focus of our organizational
inquiry addresses “organizational context with an intention to describe the setting in which an integrated care
intervention is implemented” [6] and to identify and
measure organizational factors that are not a direct part of
the intervention [7], such as governance structures, leadership approach, and organizational culture. To conduct
the comparative case studies, we developed a case study
guide and standardized tools for collecting comparable
data on contextual factors across care providers, settings,
and studies. (see Evans et al., 2017) [38].
Our organizational level data collection include interviews and surveys with approximately 10 organizational
leaders at each of our case studies. The organizational
interviews make use of our Context and Capabilities for
Integrating Care (CCIC) framework that includes seven
factors related to basic structures, seven related to people
and values, and four related to processes [39]. From these
18 different factors related to context and capabilities,
interviewees selected up to six factors and discussed how
these factors affected the implementation of the integrated care model and commented on why other factors
were not as important. Survey questionnaires were used
to assess the degree to which organizations demonstrate
performance on all factors in the CCIC framework.
Provider level

Provider interviews are also used to uncover the extent to
which, and the mechanisms by which, care is integrated
for patients and family carers within each case. In particular our approach evaluates the extent to which the interventions leveraged the six elements of the Chronic Care
Model. We hypothesize that effective models of care will
have strong basis in all six elements. Provider questions
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were adapted from the Assessment of Chronic Illness Care
[40, 41]. Adaptation was necessary because the ACIC was
developed for use in a team focus-group interview, whilst
we used individual interviews in our case studies. Up to
15 direct care providers including front line health professionals and other health workers were selected from those
delivering care as part of the ICBPHC model. Questions in
the provider interviews ask about the extent to which and
how the model achieved each of the six elements.
Patient and Carer level

Patient engagement was given considerable importance
in this research program. The key feature underlying all
of our case studies was a focus on integrated and personcentred care for older persons with complex health needs.
We explicitly engaged patients as part of the study team
activities, including the development of terms of reference
for undertaking selected case studies and as participants
in the team itself. Health consumers and patients participated in questionnaire development and piloting advising
on the types, language, structure and order of questions
in the patient and family carer questionnaires. They also
endorsed the inclusion of “Hua Oranga”, a research instrument that is underpinned by “Te Whare Tapu Wha” a wellestablished Māori health model (see Sheridan et al., 2017
in this collection) [42]. The New Zealand team included a
researcher consumer (with an academic appointment) and
senior consumer advocates who have senior health system
governance and indigenous academic roles A patient and
a carer also participated in the research team in Canada
(see Hanson and Hanson 2017 in this collection) [43].
Our interviews with patients and family carers are conducted separately and selection of patients and carers was
mostly not linked. (i.e., there were only a few patient-family carer dyads) Our target sample for patients and carers
respectively was 15 per case. Patients and carers are identified and approached by the clinical or administrative teams
at each site to ascertain whether they would be willing to be
approached by a study team member. A study team member then contacts the patient or carer to explain the study
and obtain consent in their preferred language (English,
Māori, Cantonese, Mandarin). For consenting patients
an in-person interview at a location of their convenience
is arranged. For most, it is in their home. Interviews with
patients include information on personal details, health
conditions, and general well-being (physical, mental, spiritual and family), then explore engagement with primary
health care providers including accessibility, the quality
of the relationship and degree of shared decision-making
using primarily structured survey questions [44], and then
type and use of social agencies, participation in cultural and
community activities and finally material standard of living.
Family carer interviews include similarly structured survey
questions including the Carer Reaction Assessment Scale
[45], Hua Oranga [46], Cultural Justification for Caregiving
Scale [47], as well as detailed questions about the type and
extent of support provided to patients in addition to questions about the carer’s goals, general wellbeing, relationships with the person being cared for and their family, and
interactions with members of the care team.
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Analysis

Our data collection results in an extensive set of up to 50
interviews per case plus policy-level interviews resulting in
up to nearly 200 interviews in each jurisdiction. Interviews
are first transcribed verbatim and entered into NVIV0 11
software [48], a data management software that supports
qualitative data management, analysis and audit. Codes
are then developed for each research perspective (policy,
organizational, provider, patient, family carer) based on
the contents of the transcripts themselves, the concepts
from the frameworks from which the interviews were
derived as well as emerging insights. The principles for
coding across jurisdictions is to set common ‘parent’ codes
for the entire project within each perspective and allow for
local case and within jurisdiction variations in ‘child’ codes.
Data definitions are common across jurisdictions.
Survey data are summarized with descriptive statistics
and compared across case studies, and variability in measures across cases will also be explored where appropriate.
Qualitative interview data and documents are analyzed
using qualitative methods including the use of inductive thematic approaches [49, 50]. Data will be integrated
following a case-oriented approach, including legitimating the data and research findings and interpreting the
mixed methods research findings [51, 52]. These analyses
will be used to address several questions that speak to the
broader overarching research question guiding this study.
Developing an integrated conceptual framework

The goal of this program is to develop a framework that
incorporates the policy and community-context, organizational and provider configurations, interactions and
adaptations that were required to enable innovative
ICBPHC models to be implemented successfully in each
jurisdiction.
Following the guidelines for integrating data in a mixed
methods approach [51, 52], the data will be combined
with the use of a data integration table. In this process
we will identify the attributes of the models and factors
that affected the implementability and list these in rows
of the table. For the columns of the table we will list target outcomes achieved by the models from a system perspective and from the patient and caregiver perspective
using attributes of population health, patient experience,
equity, and cost. The results of the analysis around specific
issues and topics will be integrated to address the questions about what factors affected the degree of integration, achievement of elements of the Chronic Care Model,
implementability and sustainability of the model and the
outcomes achieved, and by what mechanisms.
A staged process will be used to populate a data integration table [51, 52]:
1. Data reduction – The dimensionality of the data
will be reduced to meet the needs of this synthesis
through thematic analysis of the qualitative data
collected, and by applying descriptive analysis to
the quantitative data collected.
2. Data display – We will develop matrices, charts,
graphs, lists and narratives to describe the
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qualitative data, and tables/graphs to display the
quantitative data. These will be populated in the
appropriate parts of the above table. This approach
follows recommended approaches to integrate
data for a mixed methods analysis [51, 52] For
example, charts and lists to describe qualitative
data about the organizational factors that affect
program uptake will be placed in the same cell
as quantitative tables of data that relates to the
number of patients engaged in the program
over time, and the extent of cross organizational
interaction over time.
3. Data consolidation involves combining and
interpreting quantitative and qualitative data to
create new or consolidated variables and themes.
These are the variables/themes that will explain
how the implementation factors affect the
outcomes. This interpretative phase will be done in
workshops with the researchers, including patients
and consumer advocates, and key informants
from the case-study models. The outcome of the
process will be the identification and ranking of
the factors that aided/inhibited implementation of
the initiatives examined. This process will identify
the factors that need to be considered when
either scaling up the initiatives further locally,
or transferring the initiatives to other contexts,
or more generally for the scaling-up and spread
of other promising approaches and models of
integration (in phase 3).
From the data consolidation phase we will have identified
key factors that affect the implementation pathway. This
will then be used to populate the conceptual framework
– an intermediate theory that explains how to implement
successful ICBPHC models for older adults with complex
care needs. We will workshop the integrated findings of
Phase 2 with decision-makers to discuss the framework
and constituent factors identified from our analysis of the
9 cases as well as the nature of the relationships between
the factors. Given that this is a theory-building phase, this
process will be interpretative and have a number of cycles
of refinement. The outcome will be the framework itself,
and a number of testable propositions.
Phase Three: Apply the Framework in an
Evaluation of Scale and Spread
In the third phase of the research program, the conceptual framework will be used to prospectively study and
evaluate the scale and spread of a specific existing ICBPHC
model in a real-world instance of change in at least one
jurisdiction. We will work closely with individuals from
policy, organization, provider and patient and carer levels in this collaboration. Implementation of the scale and
spread will be informed by the findings of Phases 1 and 2
of our program, and propositions drawn from the conceptual framework will be evaluated in terms of the interaction between complex contexts and interventions in the
scaling up and spread of innovation with a prospective
implementation design. Case study methods will be used,

enhanced by methods such as interrupted time series
analysis of policy-relevant outcomes, including patient
and family carer perspectives and experiences, and avoidable hospitalizations. In this phase, methods will be used
as suggested by the United Kingdom’s Medical Research
Council [53], and Pawson and Tilley’s approach to realist
evaluation [54, 55], explicitly acknowledging that interventions are likely to work better when adapted to local
contexts. Administrative data will be observed over a
period of at least 2 years prior to, and up to two years
after the implementation of models in order to judge the
effects of implementation.
The Research Team
We approach this program of research with an experienced team of investigators with expertise required to
study the multiple dimensions involved in implementing
successful ICBPHC interventions. The study team members include experts representing disciplines of health
policy, organizational behavior and change management,
health economics, quality and performance measurement, epidemiology, ethics, and includes clinical expertise
in primary health care, mental health, geriatrics, nursing,
physiotherapy, home and social care, or are decision-makers with leadership roles in implementing changes in the
health system. The team is enhanced by engagement with
patient and family carers, academic consumer advocates
and indigenous advisors.
Discussion
Understanding the complex interaction between context
and model implementation is at least as important as
understanding the attributes and effectiveness of innovative models of ICBPHC for older adults with chronic conditions. The beneficial outcomes of this research program
will be the development of a comprehensive conceptual
framework to guide and evaluate the implementation and
spread of innovative ICBPHC delivery models. New knowledge will be created about the transfer of innovation from
one jurisdiction to another (inter and intra-nationally)
including a measurement system and pathway of implementation of innovative ICBPHC models.
One challenge to our program is the study of implementation with a cross-sectional design. The process and journey of implementation of each program has taken place
over years. Our approach is to explicitly ask questions in our
interviews about the history and current progress toward
implementing integrated care. We are also able to assess
differences in the depth of integration and the strength of
integrating mechanisms vis-a-vis the maturity and age of
programs.
The approaches used to analyse the rich and extensive
qualitative data will vary by specific research questions.
The unique opportunity in this program is to allow not
only for implementation of integrated care to be examined from multiple perspectives (from policy through to
patient and carers) but to integrate these perspectives
within and across cases and jurisdictions. Although initial
coding will be developed within each perspective, themes
that arise from one perspective can be examined within
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the data from other perspectives. By nature we expect the
overlap of themes to be closest between ‘neighboring’
perspectives who interact with each other most (e.g. policy and organization, patient and provider), we will look
explicitly for common themes for example regarding how
information technology is used and implemented from
the policy makers through to the carers, and how funding
and costs related to the integrated care are perceived from
each perspective. The six essential components of the
CCM will also be explored across all cases and perspectives
to evaluate the extent to which these are activated and
enabling features for implementing integrated personcentered care for older adults with complex health needs.
Managing this international network of researchers who
share common aspirations while varying in their priorities,
brings its own challenges. For example, our approaches to
equity and consumer involvement in research differed in
emphasis between our researchers and jurisdictions despite
a collective concern about enduring inequalities that affect
peoples’ lives [42]. Sharing data could also come with considerable risks. Researchers’ proprietary views of collected
data, familiarity with and preference for their disciplinary
conceptualizations and approaches to analysis, and focused
engagement in portions of a large project are all risks in
achieving the full value of this collaboration. While creating
opportunities for integration of contrasting world views,
we are challenged to leverage the disciplinary strength of
the team. We are taking a number of steps to mitigate these
risks including the development and use of an explicit
authorship policy and a common shared secure data repository in which all study data are stored. Research teams in
all of the three jurisdictions meet four times each year by
videoconference, and once every 18 months in person. In
addition, individual team members are in regular contact
with their counterparts in other jurisdictions by email
and videoconference. Regular team meetings are viewed
as essential for maintaining a common understanding of
the aims of process of the research program, for aligning
data collection and analysis processes, and for maintaining
the general quality of the research programme. These are
explicit strategies to enhance engagement and productivity
across the team. Distributed leadership, initially with crossjurisdictional representation within each perspective and
then based on leadership for manuscripts with open invitations for participation across the entire team will enable
local innovations and accelerate productivity.
Conclusion
Our program of research is based on rich disciplinary
strengths and knowledge of theory within each of the perspectives but the project outcomes will be enhanced by
interdisciplinary participation and partnership with consumers in analysing and interpreting our results. Data collected in this study for each perspective draw on the latest
theories and practices and have been used in various configurations in prior research. The depth within each perspective must be combined within a context that allows a
broad view of the program of research. Uzzi and colleagues
analysed over 17.9 million articles in the Web of Science
and found that the propensity for highly cited papers (one
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measure of impact) was sharply elevated when combinations of prior work were anchored in disciplinary theory
while mixing together multiple conventions in combinations rarely seen together [56]. We are aiming high with
the potential implications of our research program in
terms of our ability to change the way that integrated care
is thought about and implemented internationally. We will
engage directly with our partners and consumers in the dissemination of findings to local communities. The impact
for our research will be measured in the improved care and
experience of vulnerable individuals with complex health
needs, of their carers and whānau (i.e., extended family), as
well as improved provider and organizational outcomes.
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