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Objectives: Healthcare organisations are increasingly required to undertake transformational change in re-
sponse to epidemiological and demographic changes, and rapid healthcare technological advances. How-
ever, transformational change is notoriously complex and challenging. This article presents a checklist
that identifies key components of successful transformational change for organisations planning change.
Methods: The checklist was developed after an extensive review of the literature and from the learnings
of a realist evaluation of a transformational change process in a New Zealand Healthcare organisation. The
article describes the items in the checklist and provides justification from the literature and evaluation.
Results: A theoretical framework for the evaluation provided the structure for developing the checklist
around four domains: organisational structures, resourcing, workforce, and information technology. These
components are foundational: experiences of other organisations show that if these items are not in place
or addressed, transformation will not occur.

Conclusions: The checklist provides healthcare policy-makers and organisations with a template which
can identify each of the components of a complex system. The checklist is created to adapt as organ-
isational transformation evolves so is an advancement in both the use of checklists and in successful

implementation of transformational change.
© 2019 Fellowship of Postgraduate Medicine. Published by Elsevier Ltd. All rights reserved.

Introduction

Transformational change involves a significant change in an
organisation’s ways of working, requiring changes in structure,
culture, and management. Organisational transformational change
is usually required for successful adoption and implementa-
tion of large-scale Health Information Systems (HIS) [1-3]. Well-
implemented HIS have potential to improve healthcare, safety, and
efficiency, and reduce clinical errors in healthcare organisations
[4-9]. The aim of transformation for healthcare organisations is
to provide consistently safe, high-quality care for patients through
improved organisational and clinical processes and implementa-
tion of new supportive infrastructure such as HIS. Transformational
change, however, is complex to manage and outcomes are difficult
to predict [10,11].
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This article outlines the crucial pre-requisites for successful
transformational change and provides a checklist for organisations
planning and/or implementing transformational change. The au-
thors identified the necessity for such a tool in the evaluation of
a transformational change programme in a large healthcare organ-
isation in New Zealand (abbreviated to NZHO). Part of the ongo-
ing process of evaluation required the evaluation team to identify
examples of successful large-scale HIS implementation and trans-
formational change programmes from the literature. This proved
more difficult than anticipated: there are multiple examples of
HIS implementation challenges and failure in the literature, while
identifying examples of unqualified success is much more diffi-
cult [12-14]. Moreover, successful transformational change pro-
grammes are rarely replicated in another setting and one reason
for this is because the details of programmes of change are often
poorly described, making it difficult for the programme to be re-
produced in a new context [11]. Implementing HIS is complex, ex-
pensive, has unanticipated negative consequences, and is high risk,
all of which have contributed to the relatively low implementation
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success rates [15]. Thus, the goal of this article is to identify factors
from the literature that were consistently described as crucial to
successful implementation of transformational change [16] and link
them with the results from the evaluation of the NZHO transfor-
mational change programme. This will provide evidence and spe-
cific examples for other organisations undergoing transformational
change and elucidate the inclusion of items on the checklist. It is
important to note the evaluation of this NZHO’s transformational
change focused on the planning phase and was completed prior to
any implementation. Hence, the examples from the NZHO’s trans-
formation in this article are restricted to the planning stage. The
implementation items on the checklist are justified from an exten-
sive search of the literature and the understanding that the re-
quirements for successful planning and implementation overlap,
given that the two processes are intrinsically linked and can be
viewed as a continuum rather than a dichotomy [17].

The specific details of the NZHO evaluation are outside the
scope of this article. However, in combination with the evidence
from the literature, such as that cited above and throughout this
article, the findings from the evaluation provide strong support for
the inclusion of the components of the checklist.

Below we provide an overview of the benefits of checklists and
their relevance and appropriateness for guiding transformational
change projects, before outlining the methodology for the NZHO
evaluation project. We then present the results: this is done by
detailing and grouping related checklist items and then describing
the relevant literature and findings from the evaluation which in-
fluenced our decision to include these items on the checklist. We
conclude with some reflections on the limitations, significance and
potential of the checklist.

Background

The authors developed the checklist presented in this article
as a result of their evaluation of a transformational change pro-
gramme in a New Zealand healthcare organisation. The literature
revealed that other organisations had also encountered challenges
in planning and implementation of change and focused broad
guidelines linking to research evidence were not available (to our
knowledge). Our decision to develop a checklist rather than guide-
lines or procedures for successful transformation was informed by
the checklist literature, outlined below. In this context, the check-
list strengths are in the detail a series of checklist items can con-
tain, the ability for a checklist to be adapted to circumstances, and
accountability for a team using a checklist for ensuring that the
different dimensions incorporated are discussed and responded to.
The checklist presented in this article differs from others used in
healthcare in that its focus is processes of transformation. Others,
as described below, are focused on clinical procedures, in partic-
ular surgery, although checklists have extended to areas such as
home-based healthcare [18]. Thus, our checklist fills an important
gap in the literature and has potential to contribute to improve-
ments in management of transformational changes associated with
large-scale HIS.

Checklists have practical origins and application in the airline
industry where they have been used for over 70 years [19]. While
the context for use in aviation differs from healthcare, the basic
principle is the same. For aviation, this is to facilitate a process
of ensuring that all procedures have been completed prior to com-
mencing a flight, so that safety in normal circumstances is assured.
For healthcare, especially surgery, where checklists have predomi-
nantly been developed and applied, it is to ensure that the surgical
team have ample opportunity to ensure that all factors that could
lead to error or patient harm have been considered and planned
for, so that risk is reduced. Healthcare checklists were developed
and applied much later than in aviation, in keeping with the more

recent approach to patient safety and quality improvement. Stud-
ies of checklist use in surgery have appeared only since the 2000s
[20,21].

In a general sense, a checklist has been described as “a list of
factors, properties, aspects, components, criteria, tasks or dimen-
sions, the presence or amount of which are to be separately con-
sidered, in order to perform a certain task” [22]. Checklists are use-
ful where there is complexity and unpredictability, in situations
that vary across settings and where the knowledge required ex-
ceeds that of any individual [23]. A checklist is not a prescription
or formula but provides individuals working in a complex scenario
with guidance about the basic steps [24]. It should be brief but
effective, include both communication and task checks and use
terminology that makes sense in the context where it is being
used [23].

A checklist requires testing in the real world and should have
frequent revisiting and ongoing refinement. Thus, the checklist at-
tached in Appendix 1 is intended as a starting point for organisa-
tions implementing transformational change; it needs testing and
refinement through application. There are examples of checklists
being effective in behavioural change in healthcare organisations
[25,26] but it is unclear whether the items on the checklist create
change or if it is the conversations around the checklist that cause
the improvement [27]. There are also queries about whether an
instrument from one industry (aviation, which has a long history
of checklist use) can be transferred to another (healthcare, where
usage has, to date, mostly focused on surgical services), which is
fraught with variations and unpredictability, particularly when the
instrument relies on standardised processes [28]. It is also noted
that checklists can produce a false sense of safety and that the fo-
cus can become ‘ticking the box’ rather than the multiple changing
influences in a healthcare setting [29].

The literature querying the efficacy of checklists in healthcare
settings notes the importance of addressing the complexity of
healthcare settings. It is crucial that the historical, cultural and
structural circumstances are taken into account in the develop-
ment and implementation of a checklist. In this way, checklists can
be used as a tool for developing rapport between disciplines and
a commitment to change in a complex culture [29]. However, it is
important to remember that checklists are just one component of
a programme to alter the culture of an organisation [30]: “Check-
lists, by themselves, do not improve care, but when they identify a
series of evidence based strategies, they can be employed as tools
to support practices among staff individually and collectively com-
mitted to making them work [31].”

Readers intending to use this checklist in their own organisa-
tions should carefully review each of the items and evaluate its rel-
evance in their organisation before including it in their own check-
list. The success of a checklist is in its adaptation to the context
and continual review and audit [30]. Each iteration of the checklist
should have a publication date, and identify who is responsible for
each item and when it is to be next reviewed. Using this checklist
will provide healthcare organisations undergoing transformational
change with a foundation for ensuring that they do not repeat the
mistakes of organisations that went before them.

The theoretical framework and methodology that underpinned
the evaluation is outlined below prior to the justifications for in-
cluding the checklist components, using evidence from the litera-
ture and examples from the evaluation.

Methodology

The methodology for the NZHO evaluation was derived from
realist evaluation theory which seeks to “unpack the mechanism
of how complex programmes work (or why they fail) in particu-
lar contexts and settings” [32,33]. The underlying realist evaluation
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question is “what is it about this programme that works for whom
in what circumstances?” [33] This requires evaluators to identify
and test the theories underlying the programme and investigate
the capacities and interpersonal relationships of the people insti-
gating and administering it. The evaluation research had ethical ap-
proval from the authors’ institutions. The process of the evaluation
involved reviewing and summarising the documentation from the
NZHO project (such as reports, meeting minutes, correspondence,
business cases and procurement plans) and interviewing 25 indi-
viduals who were intrinsically involved with the intended trans-
formational change and included clinicians, managers and senior
managers employed to oversee different aspects of the transfor-
mational change, information technology consultants, senior man-
agers within the NZHO and people with governance and oversee-
ing responsibilities. A focus group interview was also conducted
with nurses who had tested an information technology device as
part of the transformation. The interviews were transcribed and
thematically coded by the first two authors using Nvivo computer
technology [34]. Using a process of deductive analysis these initial
themes were refined to seven latent themes [35]. These informed
this current work and are detailed in Appendix 2.

The theoretical model that provided the foundation for this
evaluation was an adapted version of Yusof et al’s “HOT-fit” model
evaluation framework, which prioritises interactions between the
system and users [36]. This model incorporates the concept of ‘fit’,
which is perceived as complex, abstract and subjective and de-
scribes the ability of humans, technology, and the organisation to
align with each other for net benefits. From the literature, the au-
thors identified and added one crucial factor for success that is not
included in the HOT-fit model, adequate resourcing. Modifying the
model in alignment with new evidence is consistent with the real-
ist evaluation approach.

The domains of the theoretical model also provide a structure
for the checklist, which is organised into four groups identifying
the resources and the organisational, workforce, and technological
factors required for successful transformation. These factors vary
depending on the stage of transformation so the checklist is di-
vided into two sections: the first for organisations planning trans-
formation and a second for those implementing and maintaining
transformation in a healthcare organisation.

The literature review process encompassed two approaches:
a systematic search of nine general and medical databases
for transformational/complex and program/me, hospital/healthcare
and IT/IS (or technology). The focus was on large scale and trans-
formational technology implementation with the goal of identify-
ing the multiple factors involved in successful implementation of
complex HIS; and a ‘meta-narrative literature review’ replicating
the process used by Potts et al. [37], which involves an exploratory
informal searching phase followed by identification of key con-
cepts, theories and preferred methods to make sense of complex,
heterogeneous bodies of literature. The search strategies are de-
tailed in Sligo et al. [16]. The literature, evaluation results and the-
oretical perspective have all informed the checklist structure and
items.

Results

Below the relevant details from the evaluation of a transforma-
tional change programme in a NZHO are used to provide examples
to support findings from the literature to explain why these items
within the four checklist categories (Organisational Structures, Re-
sourcing, Workforce and Information Technology) are crucial for
successful transformational change. Each section includes tables
that detail the related checklist items for that section of the check-
list. The left hand column of the table contains a statement that
provides a summary description of related checklist items, which

have been grouped because they relate to each other. The num-
bers in the two right columns refer to the specific number of each
checklist item from the planning and implementation checklists (in
Appendix 1). Their presence in the checklist has been informed by
the same literature. Each table is accompanied by the overview of
the literature and examples from the NZHO evaluation, which jus-
tified the items’ inclusion in the checklist.

The first (Table 1), below, outlines the importance of under-
standing the requirements of, and communicating with, the organ-
isation and population they serve.

Organisational structures for planning, implementing and
maintaining transformational change

The organisation’s population includes all those who will be
‘end-users’ in the organisation as well as all stakeholders and the
community whose healthcare will eventually see the impact of
the intervention. Dedicated effort to foster high levels of trust and
early engagement with end users can bring about widespread ‘buy
in’ from clinicians, patients, and other stakeholders [38]. Devel-
oping stronger public involvement in the organisation and deliv-
ery of health-care is now central to health reform across Western
economies [39-42] and a systematic review of literature involving
patients in healthcare found that patient involvement contributed
to new and improved services, better clinician attitudes to the pub-
lic, and increased quality of care across a range of settings. How-
ever, there was also evidence of consultation as a source of legit-
imation of the decisions of policy-makers and administrators [43].
It is also noted that consultation can be time-consuming [44]| and
Ocloo and Matthews warn against tokenistic, narrow, and exclusive
approaches to involving the public in healthcare improvement [45].
Bearing these caveats in mind, public involvement is important for
democratic processes and can make services more responsive to
the individuals and communities that use them [42].

The NZHO project evaluation participants indicated that the
meaningful, reciprocal communication with the community was
one of the strengths of the project. Community representatives
felt that their views were heard, valued and provided valuable
knowledge about the population’s needs and expectations of care.
Information from community representatives was used to create
theoretical ‘client journeys’, which provided templates for the
transformational project staff to understand the nature of existing
problems and desired outcomes. The consultation with community
representatives was described as useful, evocative, and meaningful
by medical professionals in the organisation and it clarified and
reiterated what was required of a transformed organisation.

Research also suggests that it is often external factors that un-
dermine the success of change implementation or quality improve-
ment [46,47]. Changes in national or regional policy, and problems
within external organisations (such as IT companies) can derail
transformation. Hunter et al. note that the ultimate fate of a trans-
formational change will be at the mercy of political pressures and
contextual features [48].

The evaluation of the NZHO transformational change identi-
fied that the organisation’s understanding of the needs of the
population was foundational to the process. Information about

Table 1
Healthcare Organisation’s communication with the community.

Planning Checklist Implementation

items Checklist items
Organisational structures
Community understood/ 1,2,6,11, 14 3,4,5,7, 12,
consulted/communicated 15, 19, 26

to and with
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Table 2
Governance characteristics.

Planning Checklist Implementation
items Checklist items

Organisational structures
Stable and supportive 3,4
governance

1,23

the population and their requirements was readily available from
national and local records and the issues facing the geographic
area were well-known. It was acknowledged that the combination
of demographic changes, healthcare innovation, and public ex-
pectations within a constrained budget were the impetus for the
required large scale changes. This NZHO also acknowledged that
maintaining an understanding of the regional and national context
surrounding the NZHO at all times was critical, and maintained
frequent communication with external local and government
bodies. For this NZHO a change in national government policy had
significant impact on the potential for transformational change.
This policy required the organisation to work collaboratively with
neighbouring organisations on a proposed regional electronic
health record, which impacted the existing transformational
change plan. The NZHO was able to alter their plan before any
further investments not in alignment with the regional strategy
were made.

Thus, successful transformational change requires a clear under-
standing of every aspect of the external context of the organisa-
tion. Internal structures are also important and the importance of
stable governance is the next of the checklist organisational cate-
gories to be addressed (Table 2). “Good governance in health sys-
tems promotes effective delivery of health services” [49].

This occurs through setting priorities, monitoring progress,
holding staff to account and shaping culture [50]. However, health-
care organisations have complex organisational structures and dif-
fuse decision-making [51-53] and, internationally, healthcare gov-
ernance has undergone significant change in the last thirty years
[51,54], making governance difficult to measure and understand.
What is clear, however, is that ambiguous governance structures
are correlated with poor outcomes: unity of command, direction,
and accountability/responsibility are all key to quality governance
[55]. Implementing transformational change requires committed,
stable leadership, attention to team-building across disciplines and
leadership development at many levels [56]. Along with a clear
understanding of who leads the transformation, leadership should
also be distributed so that managers, professionals, partner organi-
zations and teams take responsibility for their aspects of the pro-
gramme [1].

The individuals in senior management positions should be
well-informed, forward-thinking and supportive of organisational
change [56-58]. Effective change leaders require the ability to cre-
ate a culture which can manage the human side of change, which
is invariably challenging [59]. Caldwell et al's evaluation of strate-
gic change in a large healthcare organisation found that leaders
were crucial to the success and recommended that leaders need to
focus on building support for changes via direct, relentless commu-
nication [60]. Leaders need to plan, implement, monitor and adapt
to changes in the environment as they occur. This requires effec-
tiveness and resilience from leaders and Collins et al. note that
“specific training can help develop a deep understanding of trans-
formational change theory and a comprehensive skill set for at-
tending to the critical components of the transformational change
process” [59].

The senior management of the NZHO were considered vision-
ary and were largely in favour of the transformation but there
were some governance board members who were described as

‘risk adverse’. This meant that many levels of accountability were
set in place, with multiple levels of scrutiny and frequent report-
ing requirements. The organisational structures were also complex,
changed during the timeframe of the transformation, and included
multiple steering groups. Clear, consistent, stable governance in-
cluding people with good institutional knowledge and memory
is vital for successful transformational change. It is also impor-
tant that ongoing monitoring and evaluating of the process is es-
tablished and maintained. Table 3 (below) identifies the checklist
items that refer to external assessment and appraisal, which is the
topic of the next section.

Using quality data for improving the quality of care is a pow-
erful tool when indicators are clear, experienced, skilled evaluators
are employed and good data collection, measurement and interpre-
tation systems are in place [61]. “Measurement systems need to be
explicitly designed into improvement activities from the start, and
they need to be adequately resourced” [G2]. Best et al. ’s review
of large scale transformation found that continual monitoring and
feedback loops are crucial to transformation success but note that
the measurement needs to be fit for purpose, and involve people
across the organisation who understand and have faith in the mea-
sures [1]. They also recommend systematic incentives for acting on
(or penalties for not) the indicators from ongoing measurement.

The evaluation of the NZHO’s programme found that ongoing
external assurance and evaluation satisfied management that pro-
cesses were rigorous and justified the risks in the planned actions.
Independent review of a competitive procurement process reas-
sured staff that the NZHO had contracted the correct party. Dif-
ferent types of assurance were called on at different times and the
authors were also brought in to provide external evaluation, all of
which was positively received. Evaluation and external assurance
need to be built into transformational change right from the plan-
ning stages throughout the implementation. Next, Table 4 identi-
fies the checklist items that relate to the importance of having a
transformational hub.

Healthcare organisations’ dual hierarchical clinical and manage-
rial structures can create challenges in the goal of transformation:
unless clinicians can see the positive benefits of change for their
practice and patients, the decisions of managers have a variable
and limited effect [63]. Research suggests that within healthcare
organisations there are disciplinary ‘sub-cultures’ which have their
own hierarchies and values, which make a cohesive approach to
transformation challenging [64]. A skilled and experienced ‘change
agent’ who leads a team capable of dealing with ambiguity and
managing setbacks and challenges is vital to successful transfor-
mation [65]. Transformational change requires engagement from

Table 3
External assessment and appraisal.

Planning Checklist Implementation
items Checklist items

Organisational structures
External assurance, 5 6
monitoring, evaluation

Table 4
Developing and maintaining a transformational hub.

Planning Checklist ~ Implementation
items Checklist items

Organisational structures

Instigation and maintenance of 7,17 8, 20
transformational hub with lead who

has transformational change

experience
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Table 5
Effective resourcing.

Table 6
Budgeting for personnel.

Planning Checklist Implementation Planning Checklist Implementation
items ChecKklist items items Checklist items
Resourcing Resourcing
Cost calculated and monitored 8, 10 9 Adequate funding for staff 9, 14, 21 10, 11, 13, 16,
training, secondment, replacement 23, 24

clinical and managerial personnel as well as administrative staff,
IT specialists, and contractors.

On reflection, several individuals involved in the NZHO trans-
formational change identified the absence of a dedicated trans-
formation multidisciplinary team as a shortcoming of the change
process. It was suggested that clinicians and managers with IT
knowledge and passion for change should be seconded out of their
usual work to form a ‘transformational change hub’ led by a ded-
icated transformational change leader. In this case it was noted
that a hub would alleviate the challenges of complex governance
structures and allow the personnel from different disciplines to
develop a shared language to work together for transformation.
These people provide leadership to develop buy-in with end-users,
and take on the role of advocate for the transformation with
their colleagues who speak their professional language. A mul-
tidisciplinary hub brings together key individuals, with shared
understanding about the processes and goals of transformation,
who are able to translate these for personnel in the rest of the
organisation.

Resourcing for planning, implementing and maintaining
transformational change

Resourcing is the second grouping of checklist items. The first
resourcing category is ensuring that the transformation cost is cal-
culated and monitored (Table 5).

Adequate resourcing is a key component in successful transfor-
mational change [52,66-68]. “Adequately resourcing change means
investment, but increases the likelihood of success, leading to
greater efficiency and better outcomes in the long term” [69]. Bud-
geting for transformational change can be challenging because re-
sources are not just financial but include personnel, project man-
agement, time, funding, and investment in infrastructure across
participating organisations, all of which need to be adequately re-
sourced across these domains [70,71]. It is also true that predict-
ing cost-benefit analysis into the future is complex [72]. How-
ever, a centralised project manager can provide a central infras-
tructure and lower the need for internal resources [70]. Definition
and maintenance of the original success criteria are optimal for
successful change but if these are forced to change, deadlines and
budgets need renegotiating [73]. This indicates the need for con-
tinual monitoring and external assurance.

The NZHO transformational change evaluated by the authors
was described as initially well-resourced and had a dedicated
team employed to run the project. However, as the project moved
from initial business case to detailed design, resourcing require-
ments increased. Additional consulting staff needed to be brought
on quickly to meet workload demands, which was challenging
as some had no prior health sector experience. Of particular
note was the lack of a full-time transformation lead to cham-
pion the transformational change, a position the NZHO sought to
appoint but were unable to find a suitably qualified candidate
in the timeframe of the project. Moreover, despite the NZHO’s
best efforts to ameliorate the risk via planning and external as-
surance, it became apparent that a system wide transformational
change programme would be more expensive than initially ex-
pected due to the age and lack of flexibility in the existing IT
infrastructure.

Budgeting for transformational change is complex and can be
difficult to contain. Along with hardware and software costs, the
cost of supporting the implementation of new systems requires
quantification of the time spent by the implementation team, man-
agement and end users in training, simulation, practice, and re-
lated activities before, during and after implementation [71], which
is the next of the resourcing items from the checklist (Table 6).

Organisational change is stressful and confronting for staff and
research shows that successful transformational change in health-
care organisations is dependent on plentiful training and support
[74-77] so that people at all levels and in all roles understand their
tasks in the changing environment. Training across the organisa-
tion requires adequate funding to cover the costs of the individ-
uals undertaking the training, their replacements and the staff to
train existing staff. There is some suggestion in the literature that
providing incentives for training also assists in positive attitudes
around organisational change [67].

The evaluation of the NZHO found that this organisation had
good commitment to funding cover for clinicians and other per-
sonnel involved in the early consultation processes. However, it
was noted that meetings were often arranged at short notice, and
whilst there was budget to provide cover for clinical staff to at-
tend such meetings, replacing clinicians was not always possible
within the timeframes required. This limited the pool of actively
involved clinicians to senior clinicians who could fit those meet-
ings into their non-clinical time, which impacted the extent those
clinicians unable to attend could buy-in to the project.

The authors identified adequate funding as a foundational fac-
tor for successful transformational change and the specific check-
list items are detailed in Table 7 (below). The research litera-
ture tends to focus on the influence of organisational and cul-
tural factors [56,60,65,76,78] although cost and adequate funding
is also acknowledged [70,79,80]. Healthcare organisation transfor-
mation inevitably requires technological advance and change, the
cost of which is one of the most commonly cited barriers to
upgrading [81].

Prior to the planned transformational change, the NZHO’s gov-
ernance team identified the cost as potentially inhibitive so were
innovative and yet careful in their approach to funding. They
investigated the funding systems used by other organisations,
which had successfully undergone transformation. The scoping
was continually reviewed and guided by the relevant bodies:
Government ministries and a national health information tech-
nology organisation provided support and shared knowledge on
best practice. The transformation working group reported to two
project sponsors whose joint role was to approve the project
plan and budget and any subsequent variations, and make de-
cisions on recommendations and issues brought forward by the
working group. The project sponsors also acted as the link be-

Table 7
Planned resourcing.

Planning Checklist Implementation
items Checklist items

Resourcing
All potential sources of funding
identified, including partnerships

10, 24
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Table 8 Table 9
Suitable workforce. Communication with workforce.
Planning Checklist Implementation Planning Checklist Implementation
items Checklist items items Checklist items
Workforce Workforce
Sufficient, knowledgeable project 12,13 11, 13, 14 Staff effectively informed, 11, 15, 16, 21 12, 15, 16, 17,
management staff employed & consulted and trained at all stages 18, 19

supported

& reluctant staff issues addressed

tween the Governance Group and the Working Group. The de-
cision was made to seek a strategic partnership with an exter-
nal company for the transformational change programme. This
arrangement is discussed further in the Information Technology
section.

Workforce for planning, implementing and maintaining
transformational change

Workforce features is the third grouping of checklist items iden-
tified as crucial for successful transformational change. The first
workforce category is ensuring that there are sufficient manage-
ment staff who have adequate institutional support.

Best et al. note that one of the five ‘simple rules’ for transfor-
mation is blending designated leadership with distributed leader-
ship [82]. Transformation requires change management through-
out the levels and branches of the organisation so that change
can occur incrementally at a local level: “Major change emerges
from aggregation of marginal gains.” [83] While committed leader-
ship is important, the literature warns of the limits of top-down
approaches in healthcare settings and the importance of bring-
ing together the views of different occupational groups at the
front lines [84]. Facilitating collaboration between levels and disci-
plines within the organisation requires effective management from
the change management team who need to understand the ex-
pectations, requirements and workflows of professionals, clinicians
and managers. This mid-level management is crucial: “middle-level
managers within an organization may, through their leadership
of groups within the organization, either enhance or undermine
the organization’s ability to implement a strategic change” [60]
(Table 8).

In the NZHO, there was some debate about whether successful
programme, project, and change managers required healthcare ex-
perience and acknowledged that managers from other sectors may
bring insight from other industries and could provide meaningful
managerial and financial services to the change process as long as
they had access to clinical expertise. However, it was also noted
that an understanding of healthcare systems and structures pro-
vided valuable background knowledge for decision-making. Some
of the external partner staff brought in to consult on the project,
were recruited on short-term contracts at short notice, and, with-
out prior healthcare experience, struggled to comprehend the cul-
ture of the organisation. The preference was for key individuals
who can span the key groups and knowledge areas and mediate
differences when foundational understandings are in place. Where
possible, these people should be found within the organisation so
that they already understand the culture of the organisation and
are aware of the nuances of different personalities and styles. The
next group of checklist items in this section is about communica-
tion and are detailed in Table 9.

Having staff who are committed to and enthusiastic about
transformational change is crucial to its success [48,85]. One of
the most consistent findings from transformation research is that
including end-users in planning and implementation of change
reduces resistance and builds trust [86]. Interdisciplinary teams
including clinicians, consumers, providers, IT staff, and managers

can use their combined knowledge to redesign structures and pro-
cesses [83]. Positive effects of strategic change are the greatest
when staff support the new direction so leaders need to focus on
building support via direct, relentless communication [60]. Com-
municating the vision and proposed changes throughout the or-
ganisation is crucial and should include opportunities for staff to
have their concerns and queries addressed [86]. Staff need to know
why the transformation is occurring and how it will improve the
organisation and the services they provide. Having a champion to
promote an innovation and support the requisite change effort was
associated with a positive impact on the implementation process
and success of various HIT projects [70,87], and not having a cham-
pion is a risk factor for lack of implementation [88].

The evaluation of the NZHO transformational change under-
taken by the authors found that communication between the
transformation management and the rest of the organisation
(clinical, managerial and administrative staff) was pivotal. Staff
described early communication as comprehensive and there was
considerable support for the transformation. However, health
organisation staff are busy and have discipline-specific ways of
communicating which provided challenges for dispersing and
accessing vital information. The objectives of the transformation
project were not always clearly understood by all the NZHO staff,
and there was confusion about whether the planned changes were
transformational or technology upgrades and innovations. There
was also a cautious approach to sharing information because of the
transformation’s sensitive commercial nature. Evaluation partici-
pants stated that the most effective communication was frequent,
personal, engaging, brief presentations by trusted colleagues who
were intrinsically involved in the transformation. Aiming the infor-
mation at the least interested and engaged by making it relevant
to their everyday working lives and encouraging those people to
be more involved in the consultation would be a useful strategy.
Clinical staff involvement is crucial and discussed below (Table 10).

It is important to include clinical staff at all stages of planning
and implementation of change: and clinical resistance to change
is detrimental to implementation of new systems [16]. Clinicians
have a high degree of autonomy (collectively and individually) and
decentralised decision making is common [52] so their attitudes
influence the acceptance and implementation of change in their
departments. Clinical leaders who have technical health IT skills
and experience can act as champions in the role of technology
in the change process and liaise in partnerships with IT profes-
sionals [89]. Including clinicians in governance can also have ben-
efits: Research has found an association between clinical involve-
ment in governance and quality of service [90-93]. However, Gauld
warns that clinical governance needs to be clearly defined and re-

Table 10
Role of clinical personnel.

Planning Checklist Implementation

items Checklist items
Workforce
Involvement of clinical staff at all 13, 14, 22 14, 16, 25, 27
stages
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Table 11
Technology requirements.

Table 12
Technology professional development.

Planning Checklist Implementation
items Checklist items

Planning Checklist Implementation
items Checklist items

Information Technology

Existing and future technology platform 18, 19, 22, 23 21, 25, 26, 27,
and interoperability requirements 28

identified & monitored. New technology is

fit for purpose.

quires robust management-clinical partnerships, a coherent organ-
isational developmental strategy and investment in training [94].

Clinical staff were consulted and remained actively engaged
in the early stages of the transformation at the NZHO. Clinicians
with IT expertise felt that their views were valued by the tech-
nical team and good collaboration occurred. However, there was
some reflection that clinicians were engaged as advisors rather
than in decision-making roles. And, as already noted, when their
consultation was required for the transformational process, clini-
cians were often invited to attend meetings at short notice and
were unable find relief for their clinical work. Whilst there were
non-practicing clinicians on every level of governance, including
five on the executive management team, some clinicians perceived
having no practicing clinical staff at the senior governance levels
of the organisation as an obstacle for transformation.

Information technology for planning, implementing and maintaining
transformational change

Technology is a crucial component of the transformation from
stretched healthcare systems with disorganised and inefficient de-
livery systems with high error rates and poor communication, to
co-ordinated management of healthcare to provide better care,
better health, and reduced costs [95,96]. Information Technology is
the final grouping of checklist items included on the checklist. The
first information technology category is the importance of knowl-
edge about existing technology and interoperability (Table 11).

Usability is a critical factor in the design and development of
healthcare IT systems. “Systems that are well designed from a us-
ability standpoint increase the utility of the system, decrease po-
tential error, enhance user acceptance, and can lead to improved
productivity” [97]. To be successful technology needs to be com-
patible with the organisation’s culture and work processes and su-
perior to the previous systems. If the new system is perceived as
difficult to use or detrimental to existing practice, staff are unlikely
to use it or use it incorrectly [98].

IT is changing rapidly. The average life cycles of medical de-
vices range from 18 to 24 months [99] and the use of informa-
tion and communication technologies in healthcare is expanding
dramatically [100]. As a result, healthcare organisations undertak-
ing transformational change need to have sound IT management in
place [78] and have a comprehensive understanding of the tech-
nology options available. Early health technology assessment is en-
couraged to evaluate technologies in development, to future-proof
investment, and maximise the societal impact of research and de-
velopment [99,101-103]. One of the key criteria in the assessment
of new and existing technology is the requirement for interoper-
ability, “the ability of different information technology systems and
software applications to communicate, exchange data, and use the
information that has been exchanged” [104]. Interoperability can
reduce costs [105,106] but organisations need to ensure that they
do not compromise the quality of their local systems for inter-
organisation interoperability [2]. It is also important that organi-
sations planning for transformation have a comprehensive under-
standing of their existing technology infrastructure and ensure that

Information Technology
Ongoing IT training is identified 21
and resourced

23,24

new technology can be integrated. Heeks found that a gap between
the requirements of a new system and the reality of existing or-
ganisational technology was a cause of health information system
integration failure [107]. This was a significant issue for the NZHO
transformation.

The NZHO undertook an assessment of the existing IT infras-
tructure as part of their programme and this knowledge proved
instrumental in determining the path forward for the implementa-
tion of transformational HIS technology. Ongoing professional de-
velopment was also intrinsic to implementing technology change
(Table 12).

The technology component of transformational change requires
training and support for staff to be successfully planned and imple-
mented. Significant time and funding should be allocated for in-
tegrating technology into quality improvement activities [75] and
a large part of this involves staff training. Gagnon et al’s system-
atic review of articles about factors that can facilitate or limit
IT implementation in clinical settings found that training was
regularly cited as contributing to successful implementation [5].
Inadequate or non-existent training was likely to impede imple-
mentation. They also noted that having good strategies for train-
ing and support are important in a context where clinicians have
very limited available time. Education and training needs to occur
throughout the process of change: overcoming issues prior to im-
plementation by including staff in design and testing, keeping ev-
eryone informed about the timing and effects of changes as well
as ensuring staff know how to use the technology [17,75,85,108].

Few of the NZHO technological innovations intended to be part
of transformational change were delivered within the timeframe
of the evaluation period. This meant that training as an IT factor
for success had not been tested in the organisation. However, the
project initiatives that were implemented following the evaluation
period included the strategies described here. It is clear from the
literature that providing and resourcing adequate, comprehensive
training and providing on-going IT support is crucial to successful
transformational change [67,109-111].

Table 13 (below) records the checklist items that relate to
the relationship between healthcare organisations and informa-
tion technology companies. Managers of organisations undertak-
ing transformational change have to decide to what extent it is
profitable for their organisations to outsource IT services and the
nature of the relationship with the IT company [112]. Outsourcing
is “a decision taken by an organisation to contract-out or sell the
organisation’s IT assets, people and/or activities to a third party
supplier, who in exchange provides and manages assets and ser-
vices for monetary returns over an agreed time period” [113].
Outsourcing may involve a strategic alliance, which entails the
sharing of risks and rewards [112]. Such partnerships are com-

Table 13
Connections with external IT providers.

Planning Checklist Implementation
items Checklist items

Information Technology
Relationships with external IT
organisations clearly defined

20, 24 22,28
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mon in healthcare organisation transformational change projects,
due to IT companies’ greater expertise in and experience of large
scale transformation. IT outsourcing literature details many risks
including the potential for internal issues like backlash from inter-
nal IT staff; problems with the vendors such as biased portrayal of
services; and issues around the relationship between the organi-
sation and the vendor such as difference in cultural fit [114]. The
key factors for successful outsourcing are contract management
and formal and informal controls throughout the process for the
success of an outsourcing endeavour [115, 116], but Lacity et al.’s
literature review notes that outsourcing experience is vital: “Any
organization that explores a new sourcing option in terms of new
suppliers, new services, or new engagement models with existing
suppliers must plan on false starts and many mistakes [114]. Al-
though outsourcing is complex, dynamic and uncertain, the litera-
ture reiterates the importance of contract management and formal
and informal controls throughout the process for the success of an
outsourcing endeavour [115,116].

The NZHO'’s process for developing a strategic partnership with
an IT company was robust: significant time was dedicated to as-
certaining the potential of such a relationship and investigating the
options. A rigorous procurement process occurred, which included
internal due diligence and external assurance. A Strategic Relation-
ship Agreement was signed and the NZHO and IT company entered
into a period of joint validation, followed by an independent eval-
uation of the partnership and recommended improvements were
adhered to. Thus, it was agreed that the process had been rigor-
ous and, as much as possible, risks had been mitigated. However,
despite this cautious and thorough approach, the strategic part-
nership suffered many of the issues commonly identified in such
arrangements: there were communication problems between the
arms of the transformation, the personnel changed over time, and
the commercial interests of the partner organisation were not al-
ways in alignment with the goals of the organisation.

Discussion

Transformational change in healthcare organisations is noto-
riously complicated and challenging but there are now enough
examples detailed in the literature to identify the factors that
impede or support successful transformation. This literature and
the evaluation of a specific transformational change project have
informed this article and assisted the authors in developing a
checklist for organisations undergoing transformation. To recap,
the purpose of a checklist is to simplify complicated processes and
identify the minimum necessary steps for complex actions [23].
The authors acknowledge that incorporating the factors related
to successful transformational change is a huge challenge for a
relatively simple checklist and reiterate Alspach’s view that a
checklist cannot be relied on to improve processes by themselves
[31]. Instead, a checklist should be thought of as a tool to keep an
organisation on track as it changes the culture around an intended
change [30,117]. The checklist which is the focus of this article is
a departure from the standard use of checklists encountered in
healthcare organisations, which are usually to improve safety in
clinical settings [23]. The checklist here relates to complex organ-
isational change. The authors argue that this is an advancement
in both the use of checklists and in successful implementation of
transformational change as long as the checklist is used as a tool
to guide the transformation of the culture in the specific context
of a healthcare organisation. It is intended as a practical tool
for managers, practitioners, healthcare professionals and those in
governance who are committed to transformational change. The
checklist can be related to the specific context and will provide
guidance and act as a prompt for users to ensure that they are
addressing the crucial implementation factors as identified in

other projects. In this way, the checklist will assist healthcare
organisations to effectively implement transformational change.

The checklist detailed in this article is organised around a the-
matic framework, which identified organisational structures, re-
sourcing, workforce, and information technology as key overrid-
ing themes containing essential components for successful trans-
formation. These will not be the only components of successful
transformation but they are foundational: experiences of other or-
ganisations show that if these items are not in place or addressed,
transformation will not occur. Within each organisation there will
also be other key items that need to be included in their check-
list. These should be identified in communication across the or-
ganisation, ensuring that clinicians, managers, professionals, tech-
nicians, and end-users of all types are able to contribute to the
transformation.

The checklist has also been divided into two sections: one for
the planning of the change and the other for the implementation.
However, both should be viewed as a starting point even when the
organisation has included their own organisation-specific items. It
is also clear from the literature that transformation is a process of
continual evolution [10] so the checklist must be reviewed, refined
and transformed in parallel.

The limitations of this work include that the evaluation was
of only one organisation’s experiences and the transformational
change in this organisation was never completed. However, this
provided particular insights, which enabled us to reflect on the
specifics of what happened. The experiences from the NZHO were
echoed in the literature, which adds validity to the items on the
checklist. Some checklist items may appear to be very high-level
and open to interpretation, for example, the checklist item “Senior
management are supportive of change and provide visionary lead-
ership”, which had specific application in the NZHO and, in this
scenario referred to the organisation’s CEO and governance com-
mittee. The checklist is written in this way so that organisations
using the checklist can adapt checklist items to fit their contexts.
It is also likely that organisations will identify different items,
which we encourage organisations to add to this checklist tem-
plate. It is also acknowledged that the checklist has not been vali-
dated but because it has been developed with the intention that it
can be adapted for specific settings, validation would be impossi-
ble. A compromise between identifying very specific characteristics
and general principles was drequired for the checklist. Users will
need to address this compromise in their own adaptations of the
checklist.

Conclusion

The value of a checklist is to identify each of the components
of a complex system that are necessary to ensure that the system
operates without error. This checklist provides a high-level start-
ing point and documentation of the change process for organi-
sations intending to initiate transformational change. The check-
list provides the foundational document for ensuring that the pre-
requisite organisational features are in place so that other health-
care organisations can avoid making the errors that the evalua-
tion of this NZHO’s attempt at transformational change identified,
which were also noted in many other transformational change im-
plementation processes across the transformational change litera-
ture. Avoiding pitfalls is not straightforward and requirements for
successful implementation across the domains of the checklist will
continue to evolve with the process: the nature of complex sys-
tems means that they will always be adapting and changing so
the checklist must also adapt. If organisations ensure that they un-
derstand and use the checklist in this way, the authors suggest it
will provide a foundational document to support transformational
change.
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