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ABSTRACT

INTRODUCTION: Auckland District Health Board was one of four District Health Boards to trial the 
Breakthrough Series (BTS) methodology to improve the management of long-term conditions in New 
Zealand, with support from the Ministry of Health.

AIM: To improve clinical outcomes, facilitate planned care and promote quality improvement within 
participating practices in Auckland. 

METHODS: Implementation of the Collaborative followed the improvement model / Institute for 
Healthcare Improvement methodology. Three topic areas were selected: system redesign, cardiovascular 
disease/diabetes, and self-management support. An expert advisory group and the Improvement 
Foundation Australia helped guide project development and implementation. Primary Health Organisa-
tion facilitators were trained in the methodology and 15 practice teams participated in the three learning 
workshops and action periods over 12 months. An independent evaluation study using both quantitative 
and qualitative methods was conducted.

RESULTS: Improvements were recorded in cardiovascular disease risk assessment, practice-level sys-
tems of care, self-management systems and follow-up and coordination for patients. Qualitative research 
found improvements in coordination and teamwork, knowledge of practice populations and understand-
ing of managing long-term conditions. 

CONCLUSION: The Collaborative process delivered some real improvements in the systems of care for 
people with long-term conditions and a change in culture among participating practices. The findings 
suggest that by strengthening facilitation processes, improving access to comprehensive population audit 
tools and lengthening the time frame, the process has the potential to make significant improvements 
in practice. Other organisations should consider this approach when investigating quality improvement 
programmes. 
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Introduction

Over the last 50 years, high-income countries 
experienced a dramatic epidemiological shift 
away from acute infections and injuries towards 
a predominance of chronic or long-term health 
conditions.1,2 Common contributing risk factors 

include ageing populations, changes in people’s 
lifestyle and developments in medicine.3

Within New Zealand, long-term conditions now 
account for 70–86% of all deaths and 70–78% 
of all health care spending.4 The 2006 National 
Health Survey5 confirmed two out of three adults 
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WHAT GAP THIS FILLS

What we already know: The Institute for Healthcare Improvement 
Breakthrough Series (BTS) Collaborative is an evidence-based approach for 
quality improvement used widely in both primary care and hospital settings 
internationally. 

What this study adds: This paper describes the first formal BTS Collabo-
rative to be reported in New Zealand and provides insights on adaptation and 
learning for the New Zealand context. 

and over one in three children have (or had) a 
long-term health condition expected to last six 
months or more. Multiple comorbidities are now 
commonplace among both higher needs and older 
populations.

Historically health systems were designed to pro-
vide acute episodic care.6,7 This approach works 
less well for patients with long-term conditions 
who report poor coordination, lack of continuity, 
repeated investigations, miscommunication and 
inadequate follow-up in both general practice and 
hospital-based settings.8 

Numerous studies and reports demonstrate the 
following: 

1.	 the quality gap between evidence-based care 
and usual care9,10 

2.	 the benefit of a strong primary care system for 
improving population-wide health outcomes11 

3.	 chronic care models and quality improvement 
approaches for optimising chronic care,12,13,14 
and 

4.	 escalating costs if radical improvements are 
not achieved within the near future.15 

International and local experts have called for 
system-wide change;16,17 however, such change 
has proved difficult to implement given the 
strongly political, cultural, social and fiscal na-
ture of complex health systems. 

In 2007, ADHB developed a Long-Term Condi-
tions Framework and identified the Institute for 
Healthcare Improvement (IHI) Collaborative18 as 
a potential approach for supporting change. The 
approach is designed to help health care organi-
sations make ‘breakthrough’ improvements in 
quality, closing the gap between best and usual 
care. A BTS (Breakthrough Series) Collabora-
tive uses short, action learning cycles to achieve 
incremental, rapid and locally relevant improve-
ments across a broad range of clinical and practice 
business issues. Collaboratives range in size from 
12 to 160 teams at a time, and have been used 
extensively across the world.19,20,21,22

The Collaborative methodology incorporates the 
selection of key topic areas, an expert advisory 
panel, facilitators and a series of learning work-

shops with action periods over 12 to 18 months 
duration. The process utilises the improvement 
model, first described by Langley et al.23 The 
improvement model consists of two equally 
important parts: 

•	 the thinking part with three fundamental 
questions, and 

•	 the doing part that is made up of plan, do, 
study, act (PDSA) cycles. 

Support during action periods is provided to 
participating teams by both the facilitators and 
project team.18 

The basic premise of the Collaborative approach is: 

1.	 a substantial gap exists between knowledge 
and practice in health care 

2.	 broad variation in practice is pervasive 
3.	 examples of improved practice and outcomes 

exist but they need to be described and 
disseminated to other organisations 

4.	 collaboration of professionals working towards 
clear aims enables improvement

5.	 health care outcomes are the result of 
processes, and

6.	 understanding the science of rapid cycle 
improvement can accelerate demonstrable 
improvement.24

In 2008, a cooperative relationship was forged 
with the Improvement Foundation Australia 
(IFA) due to their experience with primary care 
Collaboratives. Representatives from IFA worked 
alongside the Auckland team. The Auckland Dis-
trict Health Board (ADHB) EQUIPPED proposal 
was one of four initiatives supported by Ministry 
of Health funding to explore quality improve-
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ment approaches. The objective in Auckland was 
to apply the BTS methodology to encourage and 
support general practice teams to make improve-
ments in long-term condition care, and to trial the 
Collaborative methodology in the New Zealand 
setting. From the outset it was decided that the 
structured Collaborative framework would be fol-
lowed closely as it was this approach that had been 
shown to deliver significant improvements inter-
nationally.25,26 Lessons were also available from the 
research to aid the planning of the Collaborative.27

Methods

Fifteen practices within the ADHB area were 
recruited via their Primary Health Organisations 
(PHOs). Five PHO-based facilitators (one for each 
PHO) provided support to the practices. Three 
learning workshops were held over nine months. 
To promote a shift from reactive, acute and 
episodic care to proactive, planned, systematic 
care, topic areas were chosen to support changes 
in both delivery systems and clinical activity and 
outcomes. 

These topics were: 
•	 system redesign (access and care redesign)
•	 optimising clinical management of 

cardiovascular disease and diabetes
•	 self-management support.

Measurement and benchmarking are key parts of 
the process; measures relevant to the topic areas 
and national performance indicators were chosen 
by the expert advisory panel (Table 1).

Participating teams set aside protected time to 
review the measures, do improvement work, 
assess if the previous month’s changes had made 
an improvement and plan their next month’s 
PDSA cycles. 

Electronic population health audit tools were used 
in 13 of the practices enabling them to report 
practice-based information on their improvement 
measures (two of the practices’ management sys-
tems were not compatible with any available elec-
tronic audit tools). A web-based management tool 
developed by one of the authors (MG) was used to 
submit data to a central repository. All practices 
were provided with feedback on their measures on 
a monthly basis to track their progress. This also 
allowed aggregation of cohort results and the abil-
ity to compare performance with other practices 
anonymously. A workbook was developed and 
information for practices was supplemented by a 
website and regular newsletters. 

The evaluation included the following: 

1.	 the analysis of measures documented in 
Table 2 for the 15 practices involved 

2.	 the analysis of pre- and post-intervention 
assessments of chronic illness care as reflected 
by PACIC (Patient Assessment of Chronic 
Illness Care) and ACIC (Assessment of 
Chronic Illness Care) questionnaires before 
and after the Collaborative 

3.	 a mid-point online survey of participating 
practices in December 2009, and 

4.	 qualitative interviews with practice 
representatives. 

The PACIC and ACIC questionnaires were chosen 
as they are based on the chronic care model that 
also underpins the BTS Collaborative method

Table 1. Measures used to document improvement

Topic area Measures

System redesign •	 Number of patients who could not get an appointment each 
day (unmet demand)

•	 Number of patients who do not attend a scheduled 
appointment

•	 Number of invitations issued to attend planned visit with 
either nurse or doctor for people with cardiovascular 
disease (CVD) and/or diabetes each month

CVD/diabetes •	 Number of enrolled population with known CVD

•	 Percent of enrolled population with CVD prescribed statin 
and antiplatelet

•	 Percent of people with CVD with BP ≤130/80 mm Hg

•	 Percent of enrolled eligible population who have had CVD 
assessment recorded (within last 5 years)

•	 Number of enrolled population with diabetes

•	 Percent of people with diabetes with BP ≤130/80 mm Hg

•	 Percent of enrolled population with diabetes whose last 
recorded HbA1c (%) is:

	 ≤7
	 >7 but ≤8 
	 >8 but ≤9 
	 >9 

Self-management 
support

Percent of people with CVD or diabetes who have 
documented care (wellness) plan reviewed within last  
12 months

MIXED METHOD RESEARCH

ORIGINAL SCIENTIFIC PAPERS



VOLUME 4 • NUMBER 4 • DECEMBER 2012  J OURNAL OF PRIMARY HEALTH CARE	 331

ology.28,29 Practices completed the ACIC with 
their practice teams and the PACIC was given to 
patients with long-term conditions attending the 
practices. To be able to accurately measure any 
changes during the course of the EQUIPPED 
programme, only the ACIC and PACIC data from 
practices that reported at both the beginning and 
end of the programme were used. 

For the midpoint survey, responses were received 
from 55 people—a 43% response rate. In the 
qualitative interviews, a total of 30 people partic-
ipated, comprising 20 members of nine practices, 
together with four PHO facilitators, four ADHB 
staff and two from the IFA.

The questions were divided into thematic sec-
tions as per the standard ACIC and PACIC 
groupings and the average score for each section 
was used. The individual responses from within 
each practice were combined to give a dataset en-
compassing all of the before and after ACIC and 
PACIC data. An unpaired two-tailed t-test was 
used to determine statistical significance, where 
p<0.05 was considered moderately significant, 
and p<0.01 was significant.

A series of qualitative telephone and face-to-face 
interviews was undertaken. Focus groups were 
held with the PHO facilitators and ADHB staff 
and many practice interviews were held with two 
or more members of the practice team. Interviews 
followed a semi-structured schedule and were 
a mixture of individual and team-based discus-
sions. Interviews were analysed thematically to 
add insight to the quantitative analysis.

Results

The 15 practices that participated had a higher-
needs population than the ADHB average, 
although the age group was similar (Table 2). 

There was a 100% retention rate with all 15 
practices remaining actively involved. For those 
practices that had no electronic audit tool, 
alternative ways were used to identify measures 
that could guide improvement. Practices became 
more engaged when they understood more about 
the process and its objectives. Improvements 
were identified in the number of people recorded 

with CVD or diabetes on practice registers and 
the number of cardiovascular risk assessments 
undertaken. The number of people with diabetes 
and CVD on practice registers increased by 26.4% 
(from 3700 to 4675 patients) for diabetes and 
23.3% for CVD (from 1812 to 2234 patients) over 
the period of the Collaborative.

There was also an increase in enrolled patients 
with an HbA1c >9 from 14.5% to 18.1%. This was 
thought to reflect improvements in diabetes cod-
ing and the addition of a large group of diabetes 
patients who enrolled during the Collaborative 
period. 

There were increases in the percentage of patients 
having cardiovascular risk assessments among 
those practices taking part in the Collaborative. 
The gradient of change was greater among Col-
laborative practices than other practices within 
the same ADHB. At the start of the process 
(April 2009), the gap between Collaborative and 
other practices was 18% and, one year later, the 
gap had increased to 26%. Among Collabora-
tive practices, the percentage of patients with 
CVD risk assessments was 25% in April 2009, 
increasing to 39% by April 2010. We compared 
this result with the corresponding change for all 
other practices in the ADHB (i.e. all practices 
excluding Collaborative participants. The results 
for non-Collaborative practices were 7.5% in 2009 
and 13% in 2010 (Figure 1).

Data was only available from the ACIC and 
PACIC both pre- and post-Collaborative from 

Table 2. Comparison of Collaborative and ADHB practices 

 
Collaborative 
practices %

All Auckland 
practices %

Ethnicity Maori 10.9 5.7

Pacific 25.9 14.1

Asian 25.5 22.3

Other 37.7 57.9

Socioeconomic 
deprivation

NZDep 5 24 15

NZDep 1 27 35

Age group 0–4 years 7 7

5–14 years 13 12

15–64 years 71 70

>64 years 8 11
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improvement (p<0.05) in self-management (the 
systems in place to support self-management) and 
community linkages (between health delivery and 
local community resources) was also apparent.

Although for the domains of ‘integration of CCM’ 
(the extent to which elements of the Chronic Care 
Model are incorporated in the practice), ‘clinical 
systems information’ (timely and useful informa-
tion about patients and populations), and ‘decision 
support’ (access to evidence-based information to 
support patients) appeared to show improvements, 
these were not statistically significant. Overall, 
however, a general trend can be seen of improve-
ment across participating practices.

From a patient perspective, the main improve-
ment was in the ‘follow-up and coordination’ 
domain, where a statistically significant improve-
ment was recorded. Although a trend is evident 
of improvement across all other domains, none 
were statistically significant (Figure 3).

Qualitative and survey research indicated that 
the Collaborative was an important catalyst for 
better coordination and multidisciplinary team-
work in the participating practices. Practice teams 
reported improvements in team functioning as a 
result of participation in the Collaborative. Ex-
amples included increased involvement of nurses 
in patient care and a shift in some practices from 
monthly operational/administrative meetings to 
more frequent clinical meetings across teams. 
One practice described how previously they ‘just 
had monthly team meetings, whereas now we get 
together more frequently to discuss progress’.

Participation in the Collaborative required a disci-
plined process of learning, data gathering, reflec-
tion and change through systematic processes to 
foster quality improvement. Many respondents 
saw the PDSA cycles as important drivers of 
quality improvement by providing timely feed-
back to support change. For one participant, it 
brought the realisation that ‘I’m not just a GP, I 
can make a difference’. Another commented on 
the systematic approach of ‘little changes makes a 
big difference’.

Participants all rated the learning workshops and 
networking sessions very highly for the ideas and 

Figure 1. Percentage of Collaborative and other ADHB practice patients with CVD risk 
assessments

NOTE: 

NS signifies non-significant 

*	 p<0.01

†	 p<0.05

Figure 2. Assessment of chronic illness care data, pre- and post-Collaborative 2009–10

four practices. The ACIC data analysis (Figure 2), 
indicates that the main effect of the EQUIPPED 
programme was changing how these practices de-
livered care. The ACIC data showed a significant 
(p<0.01) improvement in Delivery System Design 
(which covers the organisation of practice that 
impacts provision of care) before and after the 
EQUIPPED programme. A moderately significant 
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learnings generated and for the ability to talk of 
experiences and activities with a range of practi-
tioners. As an indication of successful buy-in to 
EQUIPPED Long-Term Conditions Collaborative 
at ADHB, nine of 10 participants who were asked 
said they would recommend the initiative to 
others. One participant said, ‘the fact that people 
stayed on board despite H1N1, Labtests and the 
measles outbreak shows its value’.

A key difficulty for all practices was the com-
plexity in getting population health data from 
practice systems. Despite familiarity with their 
own systems, few practices had the means to ex-
tract and analyse data at a population level as and 
when they wanted. This made an essential part 
of the Collaborative—providing information on 
outcome measures and changes in measurement 
in a timely fashion—very difficult. The func-
tionality of available tools was limited and not 
all practices had used such a tool. In reference to 
this, one said, ‘There’s no way any doctor could 
do this without a clinical audit tool.’

Taking the time out to dedicate to this process 
was also a challenge for practice teams. The work-
shops were held over one-and-a-half days and 
some teams were unable to send the same people 
each time.

Although their contribution was largely endorsed 
in the online survey, more mixed views of the 
PHO facilitators was expressed in the qualita-
tive interviews. Feedback from practices on the 
facilitators ranged from a ‘fabulous [person] but 
too busy and spread across too many practices’ to 
‘other than saying we had to provide data, there 
was basically no support’. There seemed to be a 
lack of support and inadequate time given to fa-
cilitators by most PHOs, and this, combined with 
a lack of understanding among some of quality 
improvement processes, limited their impact. 

Discussion

Despite the challenges, the Collaborative made 
small, but clinically significant improvements. 
Due to unforeseen circumstances the Collabora-
tive was undertaken at a time when practices 
were extremely busy. Major disruption was 
occurring due to the H1N1 epidemic and many 

practices were already dedicating time to achiev-
ing practice accreditation in addition to the 
workload of a normal winter. 

Practices made gradual improvements in the 
quality outcomes over a short period of time. 
The qualitative data identified clear positives 
from the Collaborative, including the stimulation 
of discussion, practice teamwork, and practices 
learning from each other. The approach of having 
dedicated time to discuss quality improvement 
was appreciated by the practices. Few practices 
had previously taken time as a team to consider 
the practice systems and quality improvements 
they could make together. 

Real changes took some time to start and seemed 
to occur once practices had been provided timely 
data that showed them the progress they were 
making. The data was a revelation for some, with 
one practice discovering they had 600 patients 
with diabetes; they knew the numbers were high, 
but did not realise how high. Practices were also 
able to see how they were doing compared to 
other Collaborative practices (the data was, how-

Figure 3. Patient Assessment of Chronic Illness Care, pre- and post-Collaborative, 2009–10

NOTE: 

NS signifies non-significant 

*	 p<0.01
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ever, anonymised so they did not know specific 
practices’ results). Many practices were not aware 
of variation that occurred between practices and 
recognising that was in itself a motivator for 
change. 

All PHOs were given funding to pay for practices 
to have an electronic audit tool. At first this 
proved controversial as some PHOs were sup-
porting tools that the practices did not neces-
sarily like. However, over time, the benefits of 
these tools and the value of benchmarking (using 
aggregated anonymous data) for health outcome 
monitoring and sustainable planning purposes 
became clearer. In New Zealand there are many 
systems utilised across the country, but few have 
the flexibility and comprehensiveness to act as a 
generic population management tool. A validation 
process is needed to ensure that all tools meet a 
minimum standard of operation. 

ment work was frequently cited as a key enabler 
for the Collaborative’s quality improvement pro-
cesses. The Collaborative provided an important 
opportunity for participants to learn and engage 
in quality improvement and offered a forum for a 
useful exchange of ideas and practice that spread 
innovation. Maintaining these learning and 
networking opportunities will be an important 
enabler for embedding quality improvement.

Delivery of quality improvement programmes by 
funding agencies is problematic. Although the 
DHB project team provided significant support, 
analysis and encouragement to practice teams, 
their historical role of contract monitoring and 
compliance responsibilities created a degree of 
suspicion among some groups. Initially the DHB 
favoured employment of one full-time facilita-
tor to support all practices. PHOs, however, 
wished to take on responsibility for this given 
their existing relationships with their practices—
hence, funding was divided between five PHOs 
with five facilitators who all prioritised the 
Collaborative activity differently. Consequently 
most facilitators had little time for supporting 
Collaborative activity. Feedback from participants 
confirmed this approach was not ideal. Other 
Collaboratives employ dedicated individuals/
teams, well trained in quality improvement ap-
proaches, to work directly with practices to sup-
port and sustain quality improvement. Such an 
approach may have improved the efficiency and 
effectiveness of the programme.30

The budget for the Collaborative of $20,000 per 
participating practice appears high, but in fact 
was low in comparison to others that have taken 
place around the world. This included many set-
up costs that would not be recurring if the same 
resources were used again or additional practices 
participated. Additional practices could have been 
added at minimal extra cost. 

Strengths of this study included the percentage 
of high-needs practices that participated and the 
retention of all practices throughout the Collabo-
rative period. In addition, all five ADHB-based 
PHOs (at that time) were involved, plus support 
and guidance was available from an international 
and widely experienced quality improvement 
organisation (IFA). The commitment of practices 

The data was a revelation for some, with one 

practice discovering they had 600 patients 

with diabetes; they knew the numbers were 

high, but did not realise how high.

Leaders within practices and across programmes 
were important drivers of change. The practices 
that embraced the Collaborative process the 
most tended to have a motivated and respected 
advocate or champion for change from within the 
practice; this person was able to turn data report-
ing into reflections on quality improvement. The 
Collaborative process stimulated development of 
some leaders who were not always apparent at the 
beginning. Collaboratives in Australia that have 
worked well have engaged a clinical leader who is 
respected by his or her peers, and is able to take a 
leadership role in learning workshops and can be 
seen to be driving quality improvement in their 
own practices. Participating practices included 
clinical leaders from all PHOs and some of these 
leaders are now working with their PHOs to 
extend the use of the Collaborative approach. 

Protected time for clinical team meetings, and 
undertaking PDSAs and other quality improve-
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was also strong through what was an unexpected-
ly busy period, and there was a stable team at the 
ADHB providing leadership and support. Local 
experts were willing to give up time to talk at the 
learning sessions, as were members of the team 
from IFA who came over for them. Limitations 
included the low response rate for completion 
of pre- and post-ACIC and PACIC scores, which 
meant that the amalgamated score could be biased 
towards the most interested practices, in turn 
making extrapolation less realistic. There were 
also delays obtaining equivalent datasets from 
all practices leading to a shortened study period. 
Finally, those practices involved were volunteers 
and not randomly selected,

Conclusions

Both the Australian and UK experience indi-
cate that implementing a Collaborative requires 
significant resources as well as specific skills and 
knowledge. This was true of our Collaborative. 
The fact that the process was led by the DHB 
made it harder initially to get engagement with 
practices; however, over time inter-organisational 
trust and collaboration developed. Taking a 
national approach would allow greater efficiencies 
to be achieved rather than duplicating tasks across 
multiple DHBs. It would also build the requisite 
competencies in performance improvement and 
change management across the sector. 

Few practices have the tools and skills to analyse 
the health of their population for key outcomes 
whenever and however they want. The Collabo-
rative highlighted this gap as a significant factor, 
reducing the ability of primary care practices to 
deliver on population health outcomes. Prac-
tices need access to an electronic audit tool that 
allows them to continually assess the quality of 
care they provide for their population, as well 
as to receive feedback for their own practice and 
its performance relative to others. The Royal 
Australian College of General Practitioners sup-
ported the introduction of a comprehensive tool 
some years ago, and this was a significant enabler 
for optimal functioning of the Collaboratives 
(personal communication, IFA). The benefits of 
these tools used at the grassroots level to identify 
issues, guide improvement work and make real 
changes is clear.31

Additional incentives for primary care practices 
to undertake quality improvement are needed. 
This Collaborative showed the benefit that can 
occur when practice teams both undertake qual-
ity improvement programmes and meet with 
other practices to share ideas and experiences. 
Protected time for this activity seems to be an 
essential ingredient. 

The results of the Collaborative included im-
provements in performance, greater understand-
ing of practice populations, spread of innovative 
ideas and greater interdisciplinary working which 
are important steps in improving outcomes.32 The 
importance of collecting data, timely perfor-
mance feedback, clinical champions and protected 
time to focus on quality improvement were high-
lighted. The challenge now is to build on these 
lessons and overcome the barriers to making such 
initiatives a routine part of primary care practice.

References

1.	 World Health Organization. Innovative care for chronic condi-
tions. Geneva: World Health Organization; 2002.

2.	 World Health Organization. Global status report on noncom-
municable diseases 2010. Description of the global burden 
of NCDs, their risk factors and determinants. Geneva: World 
Health Organization. Available from: www.who.int/nmh/pub-
lications/ncd_report2010/en/

3.	 McLeroy K, Crump CE. Health promotion and disease preven-
tion: a historical perspective. Preventative Healthcare and 
Health Promotion for Older Adults. 1994 Spring:9–17.

4.	 National Health Committee. Meeting the needs of people with 
chronic conditions. Wellington: National Health Committee; 
February 2007.

5.	 Ministry of Health. A portrait of health: New Zealand National 
Health Survey—2006. Wellington, New Zealand: Ministry of 
Health; 2008.

6.	 Morgan G, Simmons G. Health cheque—the truth we should 
all know about New Zealand’s Health System. New Zealand: 
Public Interest Publishing; 2009.

7.	 Ministry of Health and University of Otago. Decades of 
Disparity III: Ethnic and socioeconomic inequalities in mortal-
ity, New Zealand 1981–1999. Wellington: Ministry of Health; 
2006.

8.	 Jansen P, Bacal K, Crengle S. He Ritenga Whakaaro: Maori ex-
periences of health services. Auckland: Mauri Ora Associates; 
2008.

9.	 Committee on Quality of Health Care in America. Crossing 
the quality chasm: a new health system for the 21st century. 
Washington, DC: Institute of Medicine National Academy 
Press; 2001.

10.	 Harris MF, Zwar NA. Care of patients with chronic disease: the 
challenge for general practice. MJA. 2011 July 16;87(2):104–7.

11.	 Starfield B, Shi L, Macinko J. Contribution of primary care 
to health systems and health. Milbank Q. 2005 Septem-
ber;83(3):457–502.

12.	 Coleman K, Austin BT, Brach C, Wagner EH. Evidence on the 
chronic care model. In: The New Millenium. Health Affair. 
2009;28:175–85.

MIXED METHOD RESEARCH

ORIGINAL SCIENTIFIC PAPERS



336	 VOLUME 4 • NUMBER 4 • DECEMBER 2012  J OURNAL OF PRIMARY HEALTH CARE

13.	 Bodenheimer T, Wagner EH, Grumbach K. Improving primary 
care for patients with chronic illness: the chronic care model, 
Part 2. JAMA. 2002;288(15):1909–14.

14.	 Singh D, Surrey and Sussex Primary Care Trust Alliance. 
2005. Transforming chronic care: a systematic review of the 
evidence. Evid Based Cardiovasc Med. 2005;9(2):91–4.

15.	 Manson JE, et al. The escalating pandemics of obesity and 
sedentary lifestyle. A call to action for clinicians. Arch Intern 
Med. 2004;164:249–58.

16.	 Ham C. The ten characteristics of the high-performing chronic 
care system. HEPL. 2010;5:71–90.

17.	 McDonald J, Cumming J, Harris M, Powell Davies H, Burns P. 
Systematic review of system-wide models of comprehensive 
primary health care. Sydney: Research Centre for Primary 
Health Care and Equity, School of Public Health and Com-
munity Medicine, University of New South Wales; 2006.

18.	 The breakthrough series: IHI’s collaborative model for achiev-
ing breakthrough improvement. IHI Innovation Series White 
Paper. Boston: Institute for Healthcare Improvement; 2003.

19.	 Boushon B, Provost L, Gagnon J, Carver P. Using a virtual 
breakthrough series collaborative to improve access in primary 
care. Jt Comm J Qual Patient Saf. 2006;32(10):573–84.

20.	Burdick MJ. US organ donation breakthrough col-
laborative increases organ donation. Crit Care Nurs Q. 
2008;31(3):190–210.

21.	 Miller OA, Ward KJ. Emerging strategies for reducing racial 
disproportionality and disparate outcomes in child welfare: 
the results of national breakthrough series collaborative. Child 
Welfare. 2008;87(2):211–40.

22.	Knight A. Learning from four years of collaborative access 
work in Australia. Qual Prim Care. 2009;17:71–4.

23.	Langley GL, Nolan KM, Nolan TW, Norman CL, Provost LP. 
The improvement guide: a practical approach to enhancing or-
ganisational performance. 2nd ed. San Francisco: Jossey-Bass 
Publishers; 2009.

24.	 Kilo CM. A framework for collaborative improvement: lessons 
from the Institute for Healthcare Improvements Breakthrough 
Series. Qual Manag Health Care. 1998;6(4):1–13.

25.	Daniel DM, Norman J, Davis C, et al. Case studies from two 
collaboratives on diabetes in Washington State. J Comm J Qual 
Patient Saf. 2004;30(2):103–8. Available from: http://www.
rwjf.org/pr/product.jsp?id=21359

26.	Meredith LS, Mendel P, Pearson M et al. Implementation and 
maintenance of quality improvement for treating depression in 
primary care. Psychiatr Serv. 2006;57(1):48–55.

27.	 Nembhard IM. Learning and improving in quality improvement 
collaboratives: which collaborative features do participants 
value most? Health Serv Res. 2009;44(2 Pt 1):359–78. Epub 
2008 Nov 28. 

28.	Bonomi AE, Wagner EH, Glasgow RE, VonKorff M. 
Assessment of Chronic Illness Care (ACIC): a practical 
tool to measure quality improvement. Health Serv Res. 
2002;37(3):791–820.

29.	 Glasgow RE, Wagner EH, Schaefer J, et al. Development and 
validation of the Patient Assessment of Chronic Illness Care 
(PACIC). Med Care. 2005;43(5):436–44.

30.	Brandrud AS, Schreiner A, Hjortdahl P, Helljesen GS, Nyen B, 
Nelson EC. Three success factors for continual improvement 
in healthcare: an analysis of the reports of improvement team 
members. BMJ Qual Saf. 2011;20(3):251–9.

31.	 Alshamsan R, Millett C, Majeed A, Khunti K. Has pay for 
performance improved the management of diabetes in the 
diabetes in the United Kingdom. Prim Care Diabetes. 2010 
Jul;4(2):73–8.

32.	 Smith J, McDonald J, Cumming J. Developing and imple-
menting high impact changes for primary health care in New 
Zealand. Wellington, NZ: Health Services Research Centre, 
Victoria University of Wellington; 2008.

ACKNOWLEDGEMENTS
We would like to thank 
and acknowledge the 
dedication and hard 
work contributed by 
all the participating 
practice teams. Without 
their willingness to try 
something new, this study 
would not have been 
possible. We would like 
to thank Linden Dale-
Gandar and Kim Arcus 
who, whilst they did 
not fulfill all criteria for 
authorship, did contribute 
substantially to the 
evaluation that informed 
the paper. We would 
also like to acknowledge 
Gayl Humphrey and 
the advisory group 
members who contributed 
considerable time and 
advice to the practical 
implementation of 
the Collaborative.

FUNDING
The total funding available 
for the Collaborative 
was $300,000 with 
funding costs shared 
between the DHB and 
the Ministry of Health. 
Costs included project 
management, facilitation, 
practice payments, 
population audit tools, 
learning workshops and 
materials development.

COMPETING INTERESTS
None declared.

MIXED METHOD RESEARCH

ORIGINAL SCIENTIFIC PAPERS

Thank you to our reviewers

Peer reviewers are fundamental to improving 

scholarship and enhancing the quality of our jour-

nal. Many thanks to the following people who have 

served voluntarily as peer reviewers for the Journal 

of Primary Health Care for the past year: 

Sally Abel; Toni Ashton; Bruce Arroll; Adam Blake; 

Roger Booth; Rhiannon Braund; Stephen Buetow; 

Paul Callister; David Cameron-Smith; Jenny Car-

ryer; Jill Clendon; David Codyre; Lynley Cook; 

Carolyn Coulter; Peter Crampton; Rowena Cullen; 

Barbara Daly; Mary Daly; Simon Denny; Tony 

Dowell; Ofa Dewes; Richard Egan; Raina Elley; 

Brian Ensor; Daniel Exeter; Janet Fanslow; John 

Fink; Rosemary Frey; Natalie Gauld; Veronique 

Gibbons; Jean Gilmour ; Cameron Grant; Ben 

Gray; Andrew Grey; Helen Hamer; Jeff Harrison; 

Marcus Henning; Alec Holt; Margaret Horsbough; 

Ben Hudson; Peter Huggard; Rod Jackson; Santosh 

Jatrana; Lance Jennings; Emmanuel Jo ; Tim Kene-

aly; John Kennelly; Mathijs Lucassen; Ross Lawren-

son; Bev Lawton; Steve Lillis; Rod MacLeod; Carol 

McAllum; Lynn McBain; Judith McCool; Ross Mc-

Cormick; Anne-Thea McGill; Eileen McKinlay ; Bob 

Marshall; Dawn Miller; Barry Milne; Jane Morgan; 

Helen Moriarty; Caroline Morris; Pat Neuwelt; 

Pauline Norris; Vili Nosa; Karyn O’Keeffe; Asmita 

Patel; Ron Paterson; Chris Paton; Charlotte Paul; 

Kathy Peri; Helen Petousis-Harris; Suzanne Pitama; 

Sue Pullon; Antony Raymont; Ian Reid; Jim Reid; 

Shane Reti; Gill Robb; Tom Robinson; Jim Ross; 

Perrin Rowland; Andrea Thompson; Peter Sandi-

ford; Shane Scahill; Jo Scott-Jones; T Leigh Signal; 

Emma Skellern; Nicolette Sheridan; Helen Snell; 

Faafetai Sopoaga; Richard Stubbs; Maria Stubbe; 

John Sullivan; Tony Townsend; Jocelyn Tracey; 

Nikki Turner; Christine Van Dalen; Jim Vause; 

Claire Wall; Jim Warren; Susan Waterworth; Andy 

Wearn; Amanda Wheeler; Jennifer Weller; Stewart 

Wells; Michelle Wise; Alistair Woodward. Thanks 

also to the Journal of Primary Health Care Editorial 

Board; typesetter Robyn Atwood. 


