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Abstract 

Background:  Despite incremental gains in the Aotearoa New Zealand health sector, Māori and Pacific peoples still 
experience poorer health outcomes than non-Māori and non-Pacific. Access to the latest research and innovation is 
critical to improving and addressing health outcomes and health inequities in particular. However, there are numer‑
ous challenges to translating research into practice including that there is currently no known a specific infrastruc‑
ture in Aotearoa New Zealand to facilitate this process. The aim of the project is to develop a network of community 
providers, researchers and health systems representatives that can help facilitate the implementation of novel and 
innovative programmes and products that help to meet the health needs of Māori and Pacific communities.

Methods:  This project has three stages, one of which has been completed. In Stage 1, we engaged with key leaders 
of organisations from various components in the health system through a co-design process to identify parameters 
and infrastructure of the network. In Stage 2, we propose to construct the network involving approximately 20–30 
community providers (and other affiliated researchers and health system representatives) and refine its parameters 
through an additional co-design process. Additionally, we will use a mixed methods research design using survey and 
interviews to identify perceived implementation needs, facilitators and barriers to help inform the work in the third 
stage. In Stage 3, we will support the active implementation of evidence-based programmes with a smaller number 
of providers (approximately four to eight community providers depending on the complexity of the implementation). 
Mixed methods research will be conducted to understand facilitators and barriers to implementation processes and 
outcomes.

Discussion:  The proposed network infrastructure is an equity-oriented strategy focused on building capacity 
through a strength-based approach that can help address inequities over time. Our “proof-of-concept” study will not 
be able to change inequities in that time period given its relatively small scale and time period, but it should set the 
foundation for continued equity-oriented work.
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Contributions to the literature

1.	This study describes a network that focuses on the 
translation of research into practice and seeks to 
help  address health inequities for Māori and Pacific 
communities in Aotearoa New Zealand; there is 
no  known infrastructure currently to address these 
issues.

2.	 The study illustrates how a co-design or collabora-
tive implementation process works to address health 
inequities for Indigenous communities by includ-
ing community health providers as implementation 
partners rather than just sites of implementation.

3.	 The study includes research to identify implementa-
tion barriers, facilitators and outcomes, which are 
understudied in Indigenous contexts.

Background
Health inequities experienced by Māori (Indigenous 
peoples) and Pacific peoples in Aotearoa New Zealand 
within the context of colonisation are well documented 
[1, 2]. Despite incremental gains in the New Zealand 
health sector, Māori and Pacific peoples still experi-
ence poorer health outcomes when compared with non-
Māori/non-Pacific population groups, ultimately living 
shorter lives and dying earlier from preventable diseases 
[1, 2]. Life expectancy for Māori is 7 years less than for 
other Aotearoa  New Zealanders with major causes of 
death (e.g. cardiovascular disease, cancer, type 2 diabe-
tes) being preventable and treatable [3]. Life expectancy 
for Pacific people is approximately five years less than 
other Aotearoa New Zealanders also with higher rates of 
premature death caused by cardiovascular disease, dia-
betes and cancer [3]. Some of the key determinants for 
these health outcomes include differential exposure to 
determinants of health such as level of deprivation and 
socioeconomic differences, inequitable access to health 
and social systems, colonial history, not following the 
principles of Te Tiriti o Waitangi (Treaty of Waitangi; 
Treaty that founded Aotearoa New Zealand and guaran-
teed Māori rights) and racism [3–5].

It is widely understood that having access to the latest 
research and innovation is critical to improving adverse 
health outcomes and addressing health inequities in par-
ticular [6, 7]. However, there are numerous challenges 
that exist including the fact it takes many years before 
scientific discoveries are translated into real-world prac-
tices, and only a very small number (roughly 15%) ever 
reach that point [8–10]. A further challenge that con-
tributes to health inequities in Aotearoa New Zealand is 

that best clinical practices and health programmes (used 
instead of interventions) are not equally translated to 
Māori and Pacific communities [1, 3] and/or are trans-
lated in a way that is timely, cultural appropriate and 
acknowledges self-determination [11].

Scholars suggest that to address these inequities there 
is a need to develop infrastructure that provides transla-
tional pathways for making research accessible, useable 
and relevant for those organisations to help implement 
new knowledge and practices within communities 
[12–14]. An example of one such structure is a network 
or learning collaborative that develops partnerships 
amongst communities, community providers/practices, 
researchers, and representatives from various points in 
the health system. For example, practice-based research 
networks (PBRNs) are networks of primary care prac-
tices that collaborate, often with research institutes, to 
undertake research activities and quality improvement 
activities aimed at better understanding and improv-
ing primary care services and patient outcomes [15, 16]. 
Another structure example is the US National Institute 
for Health’s National Center for Advancing Translational 
Research’s Clinical and Translational Science Awards 
(CTSA). The CTSA program was started in 2006 to 
expedite the translation of science from basic discover-
ies to real-world solutions. In 2022, the CTSA Consor-
tium recommended several goals necessary to achieve 
diversity, equity, and inclusion in clinical and transla-
tional research, including funding health equity and 
community-oriented research at parity with biomedical 
research [17].

A third type of infrastructure, and the focus in the cur-
rent study, is the learning collaborative (LC). A LC is a 
network of participants (individuals, organisation, sys-
tems) that share information, build capacity to address 
a common health issue(s), and conduct work or imple-
ment programmes on the health issue(s) [18–20]. LCs 
have been frequently used with some positive outcomes 
demonstrated in recent research including developed 
research capacity and patient/community outcomes [18, 
19]. LCs are flexible structures which benefit implemen-
tation in a particular context, but also can be a chal-
lenge in identifying the core structures. To address this 
issue, Nix and colleagues developed a taxonomy of four 
primary elements: innovation, social systems, commu-
nication and time [20]. Innovation refers to the novel 
components that are being implemented. Social system 
refers to the collaborative environment and structure 
including both elements of the network infrastructure 
and the larger health system. Communication covers 
how information is shared amongst network members 
and also how the common vision and goals are identi-
fied. Time relates to the development and duration of the 
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LC. Further research suggests additional structures: (a) a 
focus on systems; (b) engagement of local and interdisci-
plinary teams to assume ownership of the implementa-
tion project; (c) centralised infrastructure to support the 
implementation work; (d) encouraging local adaptation 
of the programme; and (e) create of a participatory/col-
laborative culture within the LC and larger system [15, 
16, 21, 22].

While the infrastructure is an important element for 
facilitating the implementation of novel programmes, 
it is necessary to understand the needs, facilitators and 
barriers of implementation projects. The Consolidated 
Framework for Implementation Research (CFIR) inte-
grates 19 different models of implementation science 
and thus provides a comprehensive and inclusive frame-
work that has been frequently utilised in implementation 
contexts [23, 24]. CFIR includes five elements: interven-
tion, the individuals involved, inner setting, outer set-
ting, and process [23]. Intervention incorporates aspects 
of the intervention itself such as novelty, compatibility, 
relative advantage, and supporting evidence; and whether 
the intervention has been adapted to local contexts [24]. 
Individuals are the intervention implementers, including 
their skills and characteristics including cultural values, 
experience, and affiliations. The inner setting refers to the 
organisation implementing the intervention and the level 
of managerial support. The outer setting encompasses 
larger economic, health, social, and political contexts in 
which the organisation operates. Process comprises the 
implementation methods and means [23].

A couple of studies provide a foundation for under-
standing implementation facilitators and barriers in 
Aotearoa  New Zealand. The first study examined the 
facilitators and barriers of implementing a novel health 
programme developed by another organisation (creator) 
[25]. The programme was evidence-based and devel-
oped in partnership with a Māori community provider. 
The study included 17 interviews with health and social 
service providers with experience working with Māori 
communities and implementing health programmes. 
The findings illustrated three key facilitators: a) com-
munity engagement (the need to build relationships 
with community members and not just the providers); 
b) programme structure and creator’s experience (have 
a guiding framework and the experiences of the creators 
help facilitate use of the programme); and c) programme 
adaptability (being able to adapt the programme to fit the 
local cultural context). The barriers related to the need 
for funding, funding constraints (limiting innovation), 
and organisational constraints (research capacity and 
staffing).

The second study described the co-design and 
implementation processes utilised in translating an 

evidenced-based peer-education programme for 
older Māori to new communities [26]. The original 
research involved a peer-education programme for 
kaumātua (elders) working through later-stage life 
transitions that were co-developed by a Māori com-
munity provider and a group of university research-
ers [27, 28]. The study used a co-design process with 
five additional Māori community providers to adapt 
and implement the programme with their respective 
kaumātua [29]. Data were collected from research doc-
umentation, community meeting and briefing notes, 
and interviews with community researchers. Key les-
sons learnt include the following: (a) Have structure 
with flexibility—Māori community providers liked 
having a structured programme to start, but one that 
allows flexibility in implementation process and pro-
gramme features to fit their local context; (b) Use a 
participatory community engagement or co-design 
approach—community providers know their com-
munities and can thus enhance the adaptation of the 
programme. They also need to engage with their com-
munity members directly to ensure interest and ben-
efit; (c) Provide financial and/or human resources to 
support implementation—to adequately participate 
in the co-design and implementation process, com-
munity providers need financial and human support 
resources during the implementation process; and (d) 
Integrate key knowledge and end users through advi-
sory boards—advisory board members provide strong 
feedback about the project, but also are well placed to 
support additional implementation, dissemination and 
advocacy.

Aims
The expected outcomes of this study include a network 
that centres and connects Māori and Pacific community 
providers and includes researchers and key partners from 
within various components of the health system. The 
network should add value for all participants by provid-
ing an infrastructure that facilitates research translation 
into practice to help address health inequities within 
these communities through a participatory or co-design 
approach. The research outcomes are to provide an 
assessment of the value of the network and also share key 
lessons learnt from implementation processes and out-
comes. With this grounding, there are two specific aims 
for this project work:

a)	 To develop a provider-based implementation research 
network to facilitate research translation into prac-
tice to help address inequities in health for Māori and 
Pacific communities.
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b)	 To identify implementation needs, experiences, pro-
cesses and outcomes of network members, particu-
larly Māori and Pacific community providers who are 
either contemplating or actively trialling the imple-
mentation of novel health programmes.

Research design
This study relates to Stage Two and Three in the devel-
opment of a learning collaborative network called the 
Healthier Lives Implementation Research Network (with 
opportunity for re-naming during a later co-design pro-
cess). Stage One included some preliminary research and 
involved a co-design process in defining the parameters 
and structures of the network with kaupapa partners 
(i.e., stakeholders). Stage Two refers to the construc-
tion of the network and research to assess implementa-
tion needs. Stage Three refers to active implementation 
of programmes with network members and research 
about processes and outcomes of this implementation. 
The overall research design during this stage is concur-
rent mixed methods using interviews, focus groups, and 
surveys (and potentially other data as determined dur-
ing the co-design process). Both Stage Two and Three 
along with specific research methods will be co-designed 
with network members following the He Pikinga Waiora 
(Enhancing Wellbeing; HPW) framework and research 
on learning collaboratives [30, 31]. HPW is grounded in 
Indigenous knowledge, participatory approaches and sys-
tems thinking.

Stage One: feasibility and co‑design with kaupapa 
partners
Given the needs to address health inequities in Aotearoa 
New Zealand from a strengths-based perspective, the 
learning collaborative network appeared to be a poten-
tial infrastructure to help translate research into practice 
in order to enhance health outcomes and advance health 
equity. We completed some research a study to explore 
the feasibility of constructing this network [32]. We 
conducted 24 interviews with participants from various 
regions in Aotearoa New Zealand  (Auckland, Waikato, 
Bay of Plenty/Lakes, Wellington and Otago). Partici-
pants included CEOs, General Managers, General Prac-
titioners, Nurses, Practice Mangers from practices or 
community providers with a patient population at least 
50% Māori or Pacific attendees. There were also three 
researchers who worked with Māori or Pacific patients or 
community members.

We found overwhelming support for the establish-
ment of the network. Participants indicated that the 
network offered an opportunity for shared learning and 

collaboration, translation of research into practice, and 
a safe space to innovate. They also acknowledged con-
straints that included inadequate resourcing and staffing, 
limited time, and negative experience with prior research 
efforts. They suggested that the network would help 
address some of these challenges through strong commu-
nity engagement and through a participatory approach, 
a commitment to capacity building and adding value to 
the providers, linking/aligning with other organisations 
to support impact and sustainability, and a focus on 
addressing holistic community outcomes for Māori and 
Pacific communities.

With the feasibility of the network established, we 
engaged with kaupapa partners about identifying the 
parameters of the network. The primary engagement 
was a co-design hui/fono (meeting). We also had initial 
scoping conversations with some who also attended the 
co-design hui/fono and a few who could not attend dur-
ing the specified times. Furthermore, we had debriefing 
conversations to reflect on learnings with some partners. 
The co-design hui/fono was a virtual 2-day event over 4 h 
(2 h each day). Overall, we asked participants to consider 
three key questions: (a) What are key challenges and how 
can the network be successful? (b) What should the net-
work look like? (c) What are the structures for the imple-
mentation research network?

The kaupapa partners were leaders in a variety of 
organisations that might directly participate in the net-
work or key links into the health system (e.g., CEOs/
General Managers Māori and Pacific community provid-
ers, directors of Māori and Pacific Health from District 
Health Boards and Primary Health Organisations, Min-
istry of Health, Māori Health Authority, leaders from the 
health-oriented National Science Challenges). This broad 
scope helped to identify key challenges and opportunities 
of factors in the system that may be facilitators or barri-
ers to an effective network. We had a total of 25 unique 
people participate in the co-design hui/fono, 16 partici-
pate in initial scoping conversations, and five participate 
in debriefing conversations.

Overall, we concluded that there was support for 
the network. Several key themes achieved consensus 
during the conversations: (a) the need to have a clear 
focus for the network and to co-design this focus with 
the community providers; (b) having a strong infra-
structure to support the community providers involved 
including a strong communication component for shar-
ing the vision and building relationships; (c) identify 
expectations of participants and ensure there is value 
added for participants; (d) having touchpoints/link-
ages with key organisations in the health system and 
to maintain flexibility given the vast restructure to the 
health system in Aotearoa New Zealand; (e) having an 
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action-oriented focus on implementing programmes 
although with some screening of the evidence support-
ing specific programmes; and (f ) a need to think about 
sustaining the network beyond the initial funding 
period. Two points did not achieve consensus during 
the hui/fono: (a) whether it should be a single network 
or separate Māori and Pacific provider networks; and 
(b) the size and scope of the network (whether national 
or regional focus). We identified a focus, framework/
principles, and infrastructure that reflects the points of 
consensus and also provides a middle ground that we 
think integrates the different perspectives on two areas 
not achieving consensus. These elements have been 
shared with the original invitees for review and valida-
tion and Supplemental file 1 includes the final version. 
Only minor changes were suggested in the validation 
process.

The central structure includes four co-directors. One 
director (JO) will oversee the relationships with research-
ers and health system participants, establish an advisory 
board, lead a communication team and seek additional 
funding for sustainability. The other three directors will 
be responsible for liaising with Māori (DPH) and Pacific 
community providers (DSP, AH); we will have separate 
branches to support the unique cultural communities 
and yet have a central infrastructure to avoid duplica-
tion. These branches are supported with a community 
researcher each.

Stage Two: constructing the network
The second stage is developing the network based on 
these parameters and structures. It will take place over 
roughly nine months to ensure the focus is clear and the 
network will meet the needs of the members, particularly 
the community providers. It also needs to be responsive 
to the changes in the current health system. The primary 
work will be constructing the network, co-designing the 
network, research to assess implementation needs and 
sharing implementation opportunities.

Constructing the network
Invitations to participate in the network will be led by 
the co-directors with the support of the community 
researchers. Initial contact will be made to gauge inter-
est in participating as part of the network. Contact will 
be made through the leadership team networks, the 
networks of Healthier Lives National Science Challenge 
researchers and other National Science Challenges with 
a health focus). Participants will include community 
providers, researchers, and key touchpoints within the 
health system. We had nearly 40 participants who were 
interested in participating in the co-design hui/fono 
and being involved in the network; these include 10 

community providers along with another 20 providers 
from our preliminary research work showing interest in 
participating in the network signalling the foundation for 
a sufficient network size.

We will also invite six to eight members to the advi-
sory board. The participants from the co-design hui/
fono are logical choices to be a part of this group given 
their expertise and interest. We will select these mem-
bers during this construction stage to meet the needs of 
the network as they evolve as well as be responsive to the 
changes in the health system in Aotearoa New Zealand. 
As a result of a comprehensive review of the health sys-
tem, major changes to the structure and focus of the sys-
tem have been undertaken [33]. In brief, in recent years, 
the Ministry of Health stewards the health system which 
included 20 District Health Boards (DHBs). Māori and 
Pacific community providers offer a variety of health ser-
vices guided by Māori and Pacific worldviews focusing 
on holistic well-being and receive their contracts from 
the DHBs. In the new system, the Ministry of Health 
will continue to steward the health system although with 
a much stronger focus on health equity, prevention and 
determinants of health. There will be two arms that com-
mission and manage health services: Health New Zealand 
and the Māori Health Authority (MHA). Māori commu-
nity providers will likely receive their contracts from the 
MHA and possibly Health New Zealand; Pacific commu-
nity providers from Health New Zealand. These changes 
were implemented on 1 July 2022 although are still evolv-
ing. There will also be a locality approach emphasising 
public health prevention for every geographic area with 
roll out over the coming years.

Co‑designing the network
During the invitation process, we will explain to the pro-
viders of the interest in co-designing the network with 
participants. We want to build trusting relationships with 
the members and help them meet the needs of their com-
munities. This participatory process will begin by review-
ing the outcomes and proposed structure of the first stage 
and revising and developing the focus, framework/princi-
ples and infrastructure. This process will be guided by our 
initial framework and principles and include conversa-
tions with network members and an additional co-design 
hui/fono to formally review these elements and identify 
research needs. We will apply procedures similar to those 
outlined in the first stage given the successful outcome of 
that process. We will refine the network structure, com-
munication methods, principles and focus as a result.

Assessing implementation needs
We will use a concurrent mixed-methods research 
design [34] to identify implementation needs, 
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facilitators and barriers of network members. Overall, 
the research focus and processes will be co-constructed 
with network members and particularly the community 
providers. We also hope to identify research gaps and 
then put those gaps out to the researchers in the net-
work (i.e., providers identify a need and no programmes 
exist). The proposed research methods are a starting 
point for conversations and can be revised during the 
co-design process.

Participants  Participants will be network members 
including representatives from community providers, 
researchers, and people within the health system. We 
will have two types of participants: (a) those who are 
loosely involved in the network or considering par-
ticipating; and (b) those who are closely connected 
network members. We aim to have approximately 50 
participants who are loosely involved and 30 who are 
closely involved complete a survey to explore general 
perceived patterns in needs, facilitators and barriers of 
implementation. The proposal sample size was deter-
mined by a balance of resources and power to deter-
mine the optimal design and confirmed with NCSS-
PASS software [35]. This sample size is sufficient to 
detect a medium effect size (r=.3, power=.80, p=.05) 
in associations with perceived outcomes. Participants 
who are closely involved will also participate in an in-
depth interview to explore specific needs related to 
their communities (n=15).

Measures  For the survey, we will include measures that 
reflect the CFIR and HPW frameworks on key compo-
nents about implementation process. We will use meas-
ures that we have employed in an Aotearoa New Zealand 
sample [36] based on an international review of imple-
mentation measures [37]. These include measures of the 
innovation, the inner setting/organisation, outer setting/
system, individuals, and process as facilitators and barri-
ers to implementation effectiveness. Surveys will be lim-
ited to approximately 30–40 items to reduce burden for 
the participants.

For the interviews, we have developed interview/focus 
group protocols around key HPW processes that will be 
utilised for this study [38]. We will also include questions 
that assess implementation needs for providers around 
capacity, funding, and health issues. Finally, we will also 
assess readiness to implement around health equity [38, 
39] adapted to this context. For all measures and proto-
cols, network members will identify whether the tools 
should be translated into te reo Māori or specific Pacific 
languages as well. If so, we will use and translation and 
back translation process.

Procedures  Participants who are closely involved will 
participate in semi-structured, in-depth interviews con-
ducted by the community researchers. The interview 
will take place either via zoom or ideally face-to-face in a 
location chosen by the participant. A focus group may be 
used if there are multiple participants in a single organi-
sation. All interviews/focus groups will be recorded and 
transcribed with the permission of the participants. The 
survey will be created and administered via Qualtrics. 
Participants can request that the community researcher 
read the questions to them or complete it on their own 
time. Participants will receive a $50 koha, meaalofa, 
mea’ofa (gift) for participating in either the survey or 
interview/focus group.

Data analysis  We will analyse the qualitative data using 
thematic analysis [40]. Each analysis will be undertaken 
by two research team members, with at least one Māori 
and one Pacific team member for those respective analy-
ses [41, 42]. We will also explore including network mem-
bers in this phase of analysis. At the very least, themes 
will be shared with network members as a validity check 
with revisions to the analysis and interpretation resulting 
from this sharing.

Quantitative data analysis will include several steps. 
First, prior to conducting the primary data analysis, 
we will establish the psychometric properties of spe-
cific scales within the project. Factorial validity will be 
assessed with confirmatory factor analysis (using a copy 
method to gain sufficient sample size) and reliability 
established with Cronbach’s alpha. Second, statistical 
assumptions including patterns of missing data will be 
assessed. Third, descriptive statistics including means, 
standard deviations, and confidence intervals for con-
tinuous data and frequencies for categorical data will 
be provided. Finally, the data will be analysed through 
correlational analysis and multivariate regression mod-
els, using mixed models if we have multiple respondents 
within organisations. Analysis will be undertaken with 
SPSS and AMOS 28 [43, 44].

Cultural safety and research ethics  The research team 
has been granted ethics approval through the Univer-
sity of Waikato’s Human Research Ethics Commit-
tee (Health2022#45). We are mindful that the projects 
involve sensitive topics, and we will utilise our prior 
experience and that of the wider team to protect partici-
pants’ confidentiality and honour their status. We will 
use culturally appropriate approaches for data collec-
tion developed in earlier projects that our team members 
have used previously (adapting based on network mem-
ber feedback) [42, 45–47].
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Sharing implementation opportunities
The final component in the Stage Two is to identify 
potential programmes or products for implementa-
tion and share these opportunities with providers. 
We will solicit these programmes and provide a two-
page research brief that identify the evidence and brief 
description, and resources available and needed for 
implementation. We will determine if these briefs are the 
best way to communicate the opportunities with com-
munity providers or whether there are other preferences 
(e.g., short videos, longer reports, workshops/webinars). 
We will also seek out additional opportunities from 
researchers associated with the national science chal-
lenges and other researchers with other funding sources. 
The opportunities will be reviewed by the advisory board 
to determine if they should be shared with the network.

As part of the sharing process and preparing for the third 
stage, we envision holding workshops and webinars that 
share implementation programmes and also help network 
members prepare for implementation. These workshops 
might focus on understanding particular programmes, help 
develop research capacity for network members interested 
in implementation research (for community providers and 
researchers with limited experience in implementation), 
and grant and research opportunities. As part of these 
workshops and through the research assessing imple-
mentation needs, we may identify needs without known 
programmes; these workshops might enable a provider to 
connect with researchers and develop a programme that is 
community driven rather than researcher driven.

Stage Three: active implementation
The final stage involves community providers actively 
adapting and trialling programmes. We are open to adap-
tation of the programmes within functional equivalence 
to enhance acceptance and ownership. Thus, like the 
other stages, the active implementation will be completed 
through a participatory approach. There are three com-
ponents to this stage: implementation support, imple-
mentation research and sustainability.

Implementation support
The first step in this process will be identifying com-
munity providers that are ready, have identified a pro-
gramme that matches their need, and have the capacity 
(with support) to implement the programme. Funding 
will be provided to implement the programme as a pilot 
trial (i.e. small-scale implementation relative to need and 
capacity). The number of pilot trials will be dependent 
on funding available, costs of implementation, number 
of interested providers and our capacity to support the 
implementation.

After identifying the providers and programme, the 
community researchers and leadership team will help 
the providers work through the process of adapting the 
programme if needed. After the adaptation process, 
the community researchers will support the imple-
mentation process with the providers (training, sup-
porting administration, etc.). We will also invite the 
original creators to participate in the co-design and 
implementation process as network members—this is 
one of our expectations of researchers participating in 
the network.

Implementation research
We will research the implementation process and out-
comes of the projects using a concurrent triangula-
tion mixed-methods approach [34]. The primary design 
within this overall approach will be pre-test/post-test 
only for a single group. We are not employing more rigor-
ous hybrid effectiveness designs due to financial and time 
constraints as well as the fact that these programmes 
already have an evidence base to support their use. The 
goal of this research is to understand facilitators and 
barriers to effective implementation processes and out-
comes. Similar to the previous stage, the research focus 
and processes will be co-constructed with network mem-
bers and particularly the community providers. Again, 
we offer preliminary research methods as a starting point 
for conversations and to provide reviewers with the foun-
dation of the research.

Participants  There will be two types of participants 
for the implementation trial: those participating in the 
implementation process and community members 
receiving the programme. We anticipate to be working 
with four to eight total providers in the implementation 
trials each with several participants engaged in the adap-
tion and implementation of the programme (depending 
on the complexity of each implementation). We antici-
pate small-scale trials of roughly 20–30 participants each. 
Given that these programmes have evidence of effective-
ness, we anticipate medium to large effects; thus, this 
sample size is sufficient to detect these effects with a pre-
test/post-test design [35].

Measures  For those participating in the adaptation and 
implementation of the programme, we will use the inter-
view/focus group protocols around key HPW processes 
to explore the implementation process and satisfaction 
with the process [38]. We will also include questions 
about details as to the exact adaptations made; these 
adaptations will also be identified through meeting min-
utes and changes to guidelines [26, 48, 49].
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For the patients, we will include outcome measures 
related to the specific programmes. As these will not be 
selected until Stage Three, we cannot provide specific 
measures; however, they may include weight, body-mass 
index, HbA1c, health-related quality of life and other 
outcomes. We will also include survey measures of par-
ticipation in the programme (attendance, use of the 
product, satisfaction). For all measures and protocols, we 
will identify from network members whether the tools 
should be translated into te reo Māori or specific Pacific 
languages. If so, we will use a translation and back trans-
lation process.

Procedures  Participants who are involved in the imple-
mentation process will participate in semi-structured, 
in-depth interviews similar to the procedures identified 
in the second stage. Participants in the programme will 
complete surveys similar to the procedures in the sec-
ond stage. Any clinical outcomes will be collected during 
regular visits with a nurse or doctor. Individual surveys 
will be conducted by the community researchers or lead-
ership team. Participants will receive a $50 koha (gift) for 
participating in the data collection. Cultural safety and 
research ethics procedures identified in Stage Two will 
also apply to this stage.

Data analysis  We will analyse the qualitative data using 
thematic analysis following procedures in the second 
stage. Quantitative data analysis will follow similar pro-
cedures as well except that the final analysis will be based 
on paired sample t-tests to identify differences before and 
after participation.

Sustainability
The proposed funding will support the network until 
June 2024. However, if the network is well received and 
effective, we will aim to sustain the network for a longer-
time period. To support sustainability and consistent 
with the HPW framework (i.e., integrated knowledge 
translation), we have included kaupapa partners and end 
users early in the development of the network (i.e. Stage 
One). These partners can see the value of the network 
and have offered to support it. For example, the Ministry 
of Health Long-term Conditions provided financial sup-
port for this project in addition to the primary funding by 
the Healthier Lives National Science Challenge. We also 
have identified the need to seek additional funding and 
one of our directors (JO) will be the lead in writing grants 
to support the long-term sustainability of the network.

During this final stage and in support of the effective-
ness of the network, we will also ask all network members 

to complete a survey about the perceptions about the 
value of the network. The survey will include perceptions 
about the value, benefits and costs associated with being 
part of the network. This survey will be based on simi-
lar evaluations of implementation learning collaboratives 
[18, 19, 50]. Administration and data analysis procedures 
will follow those identified in the second stage.

Discussion
This study protocol outlines the procedures for develop-
ing a network infrastructure/learning collaborative to 
facilitate the translation of research into practice. The 
overall goal of this infrastructure is to support Māori 
and Pacific community providers to help enhance health 
in their communities and thus help to address health 
inequities in Aotearoa [1, 3]. This infrastructure is an 
equity-oriented strategy with a focus on building capac-
ity to help address inequities over time. Our 21-month 
“proof-of-concept” study will not be able to change 
inequities in that time period given its relatively small 
scale, but it should set the foundation for continued 
equity-oriented work.

Further, the focus on inequities in research reflects 
public discourses of a deficit model for Māori and Pacific 
peoples underpinned by limitations, weakness, and 
dependency [51]. Such thinking often directs focus to 
the communities and individuals as the problems need-
ing to be fixed. We view the central discourse as needing 
to change, instead acknowledging that Māori and Pacific 
communities and community providers often hold the 
insights, knowledge and answers to address the inequities 
faced [29]. We have adopted a strengths-based approach 
highlighting the strengths of Māori and Pacific com-
munity providers and their respective communities for 
addressing the inequities from a whānau ora (extended 
family health and well-being) perspective. At the same 
time, the inequitable distribution of resources also indi-
cates a need to build partnerships with various elements 
in the health and research systems, and have access to 
resources within these systems [31, 52].

There are several key elements to our approach. First, 
as guided by the HPW framework [31], we emphasise 
systems thinking and integrated knowledge transla-
tion. Systems thinking recognises the multiple factors 
and levels that shape health issues and takes a holistic 
perspective to address the complexity of local con-
texts [53]. Integrated knowledge translation focuses 
on co-production with end users in the implementa-
tion process to enhance sustainability, community 
benefit, and effectiveness [54]. We reflect these in the 
fact that the network will actively engage key members 
within the revised health system, particularly with the 
localities approach. We intend to link with the localities 
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approach and other key organisations to support pro-
viders and reflect the larger changes and emphasis 
within the health system.

Second, further supporting the HPW framework, the 
construction of the network and administration of the 
implementation research procedures will be done in 
a strong community-engagement approach [55]. Our 
engagement process is reflective of Māori and Pacific 
worldviews and methodological approaches, and mod-
els of health and wellbeing, in that we centre provider 
experiences and knowledge and use a collaborative, 
participatory process for the implementation research 
and trials. The approach is this study reflects the Wait-
angi Tribunal 2575 principles of (a) the guarantee of 
tino rangatiratanga (self-determination); (b) the prin-
ciple of partnership; (c) the principle of active protec-
tion; (d) the principle of equity; and (e) the principle 
of options. While these principles are treaty specific 
and geared toward Māori communities, our engage-
ment with Pacific providers revealed that these prin-
ciples also reflect their interests and those of their 
communities.

The study and infrastructure do have some limita-
tions. Our population and geographical reach are mod-
est as this is more of a “proof-of-concept” project than 
a direct reach and impact project per our specific aims 
and funding constraints. If the implementation network 
is successful on this scale, we can then look to expand 
and sustain it. We anticipate having 20-30 providers in 
the network with only 4–8 actually implementing trials 
so while we have the sufficient sample size to demon-
strate effectiveness, we will not have the scope to have 
a large-scale impact. This is why we frame the study 
and an equity-oriented strategy. We do have sufficient 
evaluation efforts on implementation processes and 
outcomes, as well as evaluation research on the percep-
tions of members of the network.

In conclusion, this protocol outlines the develop-
ment of a network that can support health equity 
efforts and the translations of research into practice 
in Aotearoa  New Zealand. The participatory and cul-
turally-centred approaches provide an opportunity 
to engage Māori and Pacific community providers 
in a collaborative manner. Including researchers and 
key members in the health system provides a robust 
infrastructure that has the potential for helping to 
the creative positive impact of research efforts rather 
than relying on individual research teams to develop-
ment implementation plans and efforts in a piecemeal 
manner. A developed infrastructure may help a small 
country such as Aotearoa New Zealand create an effi-
cient and effect manner to support its publicly funded 
health system.
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