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SESSION 1 

 
Understanding new models of care in local contexts: a systematic review using frameworks to 
examine pathways of change, applicability, and generalisability of the international research 
evidence 
Susan Baxter, Andrew Booth, Duncan Chambers, Elizabeth Goyder, Maxine Johnson, Anthea Sutton 
(Sheffield University) 
 
The NHS has been challenged to adopt new, flexible models of service delivery that are tailored to 
local populations (NHS England, 2015). Evidence from the international literature is needed in order 
to support the development and implementation of these new models of care and to overcome 
reported potential issues and barriers (Ham & Murray, 2015)  
 
The presentation will outline a study that is due to commence in May 2015 and take 12 months to 
complete.  The proposed study aims to support the work of the NHS Vanguard sites in the 
development of new, flexible models of service delivery in the NHS.  The research team have been 
commissioned by the National Institute for Health Research to carry out a systematic review of 
evidence relating to new models of healthcare.   
 
The study will begin with a systematic search of the UK literature. The UK search will privilege 
relevance, and have an inclusive study design inclusion criterion.  The work will draw on methods 
developed by the team (and used in other work such as an examination of referral demand 
management) (Blank et al., 2014).  In this approach data from included studies are used to develop 
an evidence-based logic model, which will set out elements on the pathway from new models of 
care to system-wide impact. Following development of the prototype model, we will then scrutinise 
the international literature, making comparisons and contrasts between this evidence and the UK 
evidence. A second method of synthesis will use the UK and international literature, in order to 
develop a framework of factors potentially impacting on generalisability and applicability of the 
literature. This element of the work will address the need for understanding how particular models 
might work in different local contexts. The final phase of the study will use consultation with key 
stakeholder to examine the clarity and resonance of the developed logic model, and also to gain 
feedback regarding the assessment of generalisability and applicability. 
 
The study will complement ongoing evaluations of the NHS Vanguard sites through its international 
perspective and development of an overarching logic model. The findings will inform the refinement 
and further replication of successful models of care within the NHS. 
 
Acknowledgements: 
This project is funded by the National Institute for Health Research, Health Services and Delivery 
Research Programme 
 

 
Is case management of ‘at-risk’ patients in primary care effective? A systematic review and meta-
analysis 
Jonathan Stokes, Maria Panagioti, Rahul Alam, Kath Checkland, Sudeh Cheraghi-Sohi, Peter Bower 
(University of Manchester) 
 
An ageing population with multimorbidity is putting pressure on high-cost secondary care services. 
Better ‘integrated care’ co-ordinated from a primary care base is called for by policy advisors. The 
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primary focus of integrating care in the NHS and many other health systems is identification of 
patients at-risk of hospitalisation in primary care, and case management (individual care planning 
and co-ordination with regular review).  However, the effectiveness of this model has not been 
subjected to rigorous synthesis. 
 
We carried out a systematic review and meta-analysis of the effectiveness of case management for 
‘at-risk’ patients in primary care. Six bibliographic databases were initially searched using terms for 
‘case management’, ‘primary care’, and a methodology filter (Cochrane EPOC group).  Effectiveness 
compared to usual care was measured across six outcomes: total cost of health services; utilisation 
of primary care; and utilisation of secondary care; self-reported health status; mortality; and patient 
satisfaction. Effect size was reported as the standardised mean difference. Secondary subgroup 
analyses were carried out to assess whether effectiveness was moderated by variation in case 
management models, context, and study design. 
 
We screened 15,327 titles and abstracts, and included 36 unique studies. Results showed no 
significant differences for total cost, mortality, and utilisation of primary or secondary care in the 
short- (0-12 months) or long-term (13+ months). A statistically significant, but clinically trivial effect 
favouring case management was found for self-reported health status in the short-term (0.07, 95% 
CI 0.00 to 0.14). A small significant benefit of case management was found for patient satisfaction in 
the short-term (0.26, 0.16 to 0.36), and the trend continued in the long-term (0.35, 0.04 to 0.66). 
Secondary subgroup analyses suggested that the effectiveness of case management may increase 
when delivered by a multidisciplinary team, or with social worker involvement, and when case 
management was delivered in a setting rated as low in initial strength of primary health care. 
 
Results do not support case management as an effective model, especially concerning alleviation of 
cost or utilisation. The presentation will conclude by considering the reasons for the minimal impact 
of case management, and methods by which the impact might be improved. We will also consider 
the findings in relation to the expectations of integrated care models. 
 

 
Negotiating ‘place’ in the English NHS: collaborative workarounds and challenging boundaries 
Jon Hammond, Colin Lorne, Rinita Dam, Anna Coleman, Kath Checkland (University of Manchester) 
 
For many years, an ideological commitment to plurality in service provision has underpinned health 
policy in England. Competition between providers has been understood as the means by which 
service quality and responsiveness to local needs can be assured. The Health and Social Care Act 
2012 (HSCA12) enshrined this in law, making explicit the extent to which competition law applies to 
the NHS, establishing a system architecture built upon the notion of locally responsive 
commissioners using competition to leverage the best services for their population. Since its 
implementation, however, a de facto shift in policy direction has taken place towards a focus upon 
‘local’ organisations working collaboratively and, consequently, ‘place’ has assumed renewed 
significance (Monitor, 2015).  
 
Engaging with geographical perspectives that examine how ‘place’ is constructed and negotiated – 
rather than coherent or bounded (Massey, 2005 – we will discuss emerging data from an ongoing 
commissioning focussed project to explore how the ‘local’ is being enacted in the NHS following the 
HSCA12. We found actors working creatively together to make sense of the demands upon them, 
improvising and using a variety of personal and organisational resources to ‘workaround’ the 
complexities of the new system in a struggle to fulfil their responsibilities at multiple scales. These 
processes were shaped through interpretations of policy ‘rules’, historical allegiances, and pre-
existing patterns of resource distribution. Utilising a relational understanding of place, we will 
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consider the implications of current NHS policy requiring self-selecting groups of organisations to 
collaboratively ascribe the boundaries of their ‘place.’  
 

 
Evaluating the Leadership Role of Health and Wellbeing Boards 
David J Hunter (Centre for Public Policy and Health, Durham University), Shelina Visram (Durham 
University), Rachael Finn (Sheffield University), Jennifer Gosling (London School of Hygiene and 
Tropical Medicine), Lee Adams and Amanda Forrest (independent consultants)       
 
Health and Wellbeing Boards (HWBs) are statutory partnerships established under the Health and 
Social Care Act 2012 which also transferred responsibility for public health to local government. The 
Boards are the mechanism for bringing together a range of partners from across the health and 
social care landscape in order to achieve integration.    
 
This two year study, funded by the Department of Health Policy Research Programme, is an 
evaluation of how well HWBs function to achieve the following policy aims: extend democracy 
locally, facilitate collective decision-making, and promote integrated service provision to improve 
health and wellbeing and reduce health inequalities.  Given the variety of local arrangements, 
priorities and histories, a central focus of the study is to identify key political, institutional and 
organisational enablers and barriers to effective leadership and action by HWBs to realise their 
objectives. The work of HWBs is occurring against a backdrop of embedded organisational and 
professional cultures, public spending pressures and wider policy drivers that can hinder 
collaboration.   
 
To date, two interim reports have been completed and published and used to inform the field work 
in progress in six local authorities across England.  The first report reviews the evidence base on 
HWBs and similar partnership arrangements.  The second reports on two components:  a series of 
elite actor interviews to explore the development and implementation of policy around HWBs, and a 
national survey conducted to collect information on the form and function of HWBs and to identify 
their functions and powers.  The presentation will report on the emerging findings from the interim 
reports as well as from the case studies currently in progress.  HWBs are creatures of their 
respective contexts and cultures and consequently are interpreting and enacting their role very 
differently across the country.  
 
Key emerging findings include: HWBs remain ‘work in progress’ when it comes to achieving the 
intended aims of system leadership, collaborative working, integrated service provision and 
extending democracy.  Findings from the elite actor interviews suggest that policy development and 
implementation around the introduction of HWBs was fuzzy with several different, and sometimes 
conflicting, policy objectives. Also, while HWBs were generally viewed as an innovation and an 
opportunity to do things differently the case studies are demonstrating just how difficult it is for 
HWBs to establish themselves and be seen as system leaders driving change.   
 

 
New perspectives on major system change: A narrative review of the contribution of social science 
theory to the analysis of major health system change 
Lorelei Jones (University College London) and Justin Waring (Centre for Health Innovation, University 
of Nottingham) 
 
Major system change is a prominent feature of healthcare reform. Despite evidence of clinical and 
economic benefits, research also shows change can fail to meet objectives, run over time and 
budget, and have unintended consequences. Within the health services research literature major 
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system change is assumed, for the most part, to be a technical issue. The objective of this review is 
to offer complementary and additional lines of analysis found within the wider social science 
literature.  
 
A comprehensive and systematic search was undertaken of theoretically informed empirical 
research. Given the diversity of relevant theories a narrative approach was taken that allowed for 
qualitative description, interpretation and summary of the research as it related to major system 
change. The social science literature is summarised along three thematic lines: i) ‘policy formulation 
and implementation’ highlights the contested and negotiated nature of service change, including the 
selective use of evidence and rhetorical strategies; ii) ‘people and places’ addresses the importance 
of history, community and identity in the context of change; iii) ‘organisation and occupational 
dynamics’ includes the persistence of social boundaries and power differentials between actors. 
 
The narrative review offers an alternative foundation for analysing major system change. In 
particular, in brings to light the importance of culture, ideology and power as able to stimulate and 
stymie reform. These lines of enquiry are essential for those looking to introduce major system 
change. 
 

 
Three generations in the quasi-NHS: towards a new understanding 
Mark Exworthy and Martin Powell (Health Services Management Centre, University of Birmingham) 
 
As modes of governance, hierarchies, markets and networks have generated much academic inquiry 
in recent decades. Here, we identify three `generations’ of debates about these heuristic concepts. 
The first generation sees the modes of governance as alternatives, with health policy shifting 
between them in a linear fashion. This perspective has been shown to be inadequate and 
misleading. The second concerns the `mix’ of modes. Yet, it remains difficult to describe or measure 
the mix as indicators of hybridity. The third relates to configurations of modes of governance.  
However, such configurations are marked by a lack of parity, with hierarchy remaining the 
predominant mode in NHS organisations. This paper demonstrates how these modes of governance 
not only co-exist but also interact in synergistic ways. However, there remain gaps in knowledge 
about the impact of such interactions upon NHS organisations and those whom they serve.  
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SESSION 2 

 
Delivering health via Community Interest Companies: paradox and contradiction between the 
reality and narrative of health care reforms. 
Jolanta Shields (Manchester) 
 
In this paper I examine the phenomena of Community Interest Companies (CICs) by drawing 
attention to the various tensions and contradictions associated with this new model of care.  
 
CICs are a new legal form for social enterprises that seek to trade for profit and produce wider social 
and environmental impact. The model has originally emerged in the NHS as a result of the 
Department of Health's Transforming Community Services programme, which saw the transfer of 
community services from primary care trusts into newly formed organisations such as CICs. The 
involvement of CICs in the NHS has been conceived as a positive and innovative albeit necessary 
change in the state funded delivery of healthcare. Unlike the traditional public sector organisations, 
CICs have been regarded as sustainable and responsive models capable of engaging staff and 
patients in the co-production and management of health.  
 
However, despite the claims of this rhetoric, the reality is much more complex and nuanced. I situate 
the discussion within the wider discourse of public sector reforms and offer examples from my 
fieldwork to illustrate the dynamic and often conflicting relationship between policy and practice. In 
examining these tensions the paper identifies macro and micro challenges for new models of care. 
This poses an important question - to what extent the process is transformative as far as quality and 
efficiency is concerned and to what degree it is about the transfer of responsibility for national 
health services? It is in this context that I seek to operationalise the concept of delegated 
governance to better understand the role and nature of this new relationship and how it contains an 
interesting set of paradoxes that may shed light on the future policy developments and priorities. 
 

 
Healthy Living Project 
David Doyle (New Charter Group), Jane Harvey (Davaar Surgery), Melanie Bullough (New Charter 
Group) 
 
An aging population in Tameside presents persistent, severe challenges for health and social care 
commissioners and providers both now and in the future. The Index of Multiple Deprivation (IMD 
’15), Tameside Joint Strategic Needs Assessment and Hospital Episode Statistics provide evidence of 
a population of elders: 

 That is economically disadvantaged (over 25% of people in Tameside age over 60 are in receipt of 
Pension Credit (compared with 17.6% in England). Poverty in old age is strongly associated with 
poor/worse health outcomes. 

 Where rates of Healthy Life Expectancy, Limiting Long Term Illness, Cardio-Vascular Disease, 
Chronic Obstructive Pulmonary Disease and Cancers are amongst the worst in the Greater 
Manchester City Region, North-West Region and England; and, 

 Where 10% (4,365) of all callouts to North-West Ambulance Service in Tameside in 2014/15 were 
to people age over 65 who had fallen; 60% (2619) of whom were taken to Tameside Hospital; 
and, of this cohort, 28% (734) required non-elective admission. 
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The aim of the Healthy Living Project has been to co-create and evaluate a more patient centred; 
cost-effective, place based triage and intervention with people age over 75 who are/were registered 
patients at one of the 8 surgeries of the Hyde Locality Group.  

 
The objectives of this synergy between GPs and Healthy Living Key Workers was to: 

o Improve the capability of vulnerable older patients to live healthily, safely and independently 
in their own home for as long as possible 

o Improve older patients’ Quality of Life 
o Reduce social isolation/loneliness/improve emotional wellness by implementing ‘social 

prescribing’ – working in partnership with the local health and wellbeing team to create a 
wellbeing course tailored to the needs of vulnerable, older people. 

o Reduce the number of older peoples’ appointments with a GP for non-clinical reasons 
o Prevent or delay an escalation in older patients’ chronic/acute health conditions in ways that 

manage demand on downstream, acute health and care services. 
 
Intrinsic to the delivery of the Healthy Living Project has been: 

 Standard Business Intelligence metrics derived from the capture of data about referrals, patient 
characteristics and circumstances, outputs and through-flow.  

 Monetisation of health outcomes realised with patients using the Greater Manchester Combined 
Authorities (Manchester Growth Company) Cost Benefit Analysis 

 Outcomes Star/Star on-line to capture the ‘distance travelled’ by each patient during the 
intervention with them (data which can be aggregated up to cohort levels). 

 Client Career Heuristic – to capture and re-present Customers’ Journeys 
 
Participating surgeries contacted the 4119 patients over 75 registered with them to explain the aims 
of the project, giving contact details and asking them to complete a simple health screening 
questionnaire. On the basis of responses and telephone interviews, patients were triaged to receive 
additional information or more in-depth home visits (and possible pro-active interventions) into low; 
medium; or, high health vulnerability/risk groups.  
 
The Older People’s Outcomes Star was used on a 1:1 basis with patients in the high risk/ intensive 
intervention group to capture these individuals’ ‘Quality of Life’ before and after intervention. 
Across the 7 dimensions of the Outcomes Star, the percentage of this group of patients (n=215) 
showing an increase in their Quality of Life was: 
 
Staying as well as you can  42% 
Keeping in touch   42% 
Feeling positive    45% 
Being treated with dignity  14% 
Looking after yourself (and others) 24% 
Feeling safe    47% 
Managing money   27% 
 
The improvement shown by this cohort of patients is greater than that showed in other projects 
across the UK using the on-line version of the Older Persons Outcome Star. 
 
Use of the Greater Manchester Combined Authorities Cost Benefit Analysis suggests the 
improvements in patients’ physical and mental health that underpin such outcomes have a value of 
£978,916 to the health economy in Tameside. In turn this equates to a Return on Investment for the 
project of 1:2.81 – each £1 invested realising indicative benefits worth £2.81 to health services in the 
local authority area.   
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In addition, this way of working also saved 87 hours in GP time over an 11 month period; generated 
estimated savings of £15,567 from resolving medication over-ordering and associated anomalies; 
and, brought an estimated additional £453,938 per annum in income for patients from the 
previously unclaimed benefits to which they were entitled.  
 
Partners: The 8 surgeries of the Hyde Locality Group (Tameside) (Awburn, Brooke; Clarendon; 
Davaar; Donneybrook; Hattersley Group Practice; Haughton-Thornley; and, Smithy) and New Charter 
Group 
 
Commissioner/funder: Tameside and Glossop Clinical Commissioning Group 
 

 
The impact on GPs of the commissioning duties in the 2012 Health and Social Care Act 
Adele Cresswell (Nottingham Business School) 
 
There is a need for more research on the motivations and experiences of GPs across the full range of 
commissioning roles. This paper includes findings from an eighteen month study of the 
implementation of the Health and Social Care Act 2012. This was an ethnographic single site case 
study located in a concentrated urban CCG with a high level of deprivation amongst its resident and 
registered populations. The researcher had previous and current senior roles in health care and 
voluntary sector management. The research questions were designed to explore why and how GPs 
made sense (Weick, 1995) of their commissioning role within the context of new rules and networks 
(Beckert, 2010). 
 
The researcher conducted participant observation across three levels of GP involvement in 
commissioning. The operational level was where commissioning was linked to the clinical resource 
allocation processes of referrals and prescribing. The strategic collaboration level was where 
commissioning meant groups of GPs worked with managers to design and procure of healthcare 
services for the CCG wide population. The integrated strategic partnership level was where GPs 
worked with other agencies in the Health and Wellbeing Board partnerships to commission services 
where two or more public agencies had inter-linked responsibilities.  
 
One important insight is that GPs (including hybrid doctor-manager leaders) comply with rules, even 
when this compliance is not in GPs interests. GPs would react to rule change by grumbling but there 
was no evidence that this progressed to enacted resistance to rule-change. Rather grumbling 
appeared to be an antecedent to co-operation and compliance. GP leaders minimised resistance to 
rule change by equating compliant behaviour with professionalism (Evetts, 2003). The GP-leaders 
did this before they themselves had chance to fully comprehend the impact of rule changes. Part of 
the explanation for this was the perceived “conflict of interest” that derived from the role overlap of 
“provider” and “commissioner”. GPs were deemed to be “conflicted” and rather than risk being 
perceived as pursuing their own interests remained passive resulting in the loss of both income and 
time. There were multiple examples in the data to support this. This finding has important 
implications for public policy if the primary care is to be restored as an attractive employment option 
for doctors in the future. 
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Patient and public involvement in a polycentric system – ‘where is the master plan’? 
Pam Carter and Graham Martin (University of Leicester) 

 
What is known from international evidence is that there is widespread variation in how citizens, 
patients and members of the public are encouraged, entitled or expected to have a say in how 
health and care services are designed and delivered. There have been international experiments in 
participatory democracy and deliberative democracy but currently in England there appears to be 
more interest in consumerist approaches to patient involvement with Healthwatch England 
positioned as a ‘consumer champion’. We know that complex governance carries consequences for 
democratic accountability. In addition we know that there have been long standing debates 
concerning terminological confusion with involvement, engagement and consultation sometimes 
used interchangeably. 
 
In England the Health and Social Care Act 2012 places a legal duty on commissioners to consult and 
involve patients and members of the public and in this presentation we outline our current empirical 
study of patient and public involvement in two ‘challenged health economies’ where service 
transformation is taking place. We are currently in phase two of a two phase case study design that 
is funded by NIHR CLAHRC East Midlands. Our methods combine a policy ethnographic approach 
with interview data, observation data and use of documents. Analytically, we draw on work on 
institutional logics and theories of governance and governmentality. 
 
Four tests apply before transformation plans will be authorised by NHS England and one of these is a 
test of whether effective patient and public engagement has occurred. We are finding that, prior to 
formal consultation, ‘engagement work’ is taking place. This raises questions about who is being 
engaged, on what terms and with what consequences.  We will present some emergent findings to 
stimulate discussion about how local citizens respond to invitations to participate in transforming 
local health economies. ‘Where is the master plan?’ is a quote that derives from our observational 
data as NHS staff and lay people strive to make sense of a polycentric system.  
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SESSION 3 

 
The health of the UK in EU 
Eleanor Brooks (Lancaster University) 
 
As the referendum on the UK’s membership of the EU approaches, this presentation will look at the 
EU/UK relationship in health policy. It will outline the areas of cooperation in health, the kind of 
activities being undertaken by the EU and how they impact upon the UK, touching upon issues such 
as the Working Time Directive, the free movement of patients and the migration of health 
professionals, among others. It will review the outcome of the Government’s Balance of 
Competences Review in health and the prospects for further EU influence on the health system in 
the future. Finally, it will ask participants to volunteer any of their own experiences with EU policy, 
law or initiatives and encourage a discussion about the ‘pros and cons’ of NHS exposure to the forces 
of the Union.  
 

 
Journalism and the post-2012 English health service reforms: national reporting on devolved 
health and social care decision-making. 
Jane Thomas (University of West London) and Sean Tunney (University of Roehampton) 
 
This conference presentation addresses the role journalism plays in informing the public about 
complex developments in the NHS and the integration of health and social care. 
National media coverage of local policy-making is a relatively neglected, but important, issue. We 
analyse how the UK national press has covered devolved decision-making on options for the 
integration of health and social care. The presentation assess the insights of the sociologist Amitai 
Etzioni, as applied to national newspaper coverage of local decisions. It will consider whether the 
claims that Etzioni makes – that the national media either tend to ignore, or do not contextualise, 
related stories happening in a range of local areas – are borne out in this context.  
 

 
Early evaluation of the Integrated Care and Support Pioneers Programme 
Nicholas Mays (Policy Innovation Research Unit, London School of Hygiene and Tropical Medicine), 
Gerald Wistow (London School of Economics and Political Science), Lorelei Jones (University College 
London), Nick Douglas, Bob Erens, Tommaso Manacorda and Sandra Mounier-Jack (London School of 
Hygiene and Tropical Medicine) 
 
The Integrated Care and Support Pioneer programme is the latest nationally led initiative to try 
to improve the quality, effectiveness and cost-effectiveness of care for people whose needs are met 
best when the different parts of the National Health Service and local authority services (especially 
adult social care) work in an integrated way.  The 14 first wave and 11 second wave Pioneer areas 
were selected, in 2013 and 2015, respectively, on the grounds that they: had a clear vision and 
innovative approaches to integrated care and support; focused on whole system integration across a 
wide range of local interests; had the capability and expertise to deliver public service 
transformation at scale and pace; demonstrated a commitment to sharing lessons; and showed an 
approach based on evidence. 
 
This paper presents the findings from the early independent evaluation of the first wave Pioneers 
over their first 18 months (January 2014 through June 2015). The aim was to identify and describe 
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their vision, scope, objectives, plans, interventions, underlying logic and self-reported progress 
during this period. 
 
The main data collection was through in-depth interviews with the lead managers of participating 
organisations. This was supplemented with collection of relevant documents and opportunistic 
observation of meetings.  
 
We discuss the facilitators of implementation of integrated care, the barriers faced in embedding 
sustainable change and the approaches being taken to overcome these barriers.  We relate these 
findings to evaluations of other recent integration pilots (e.g. of the Partnerships for Older People 
Pilots and Integrated Care Pilots). 
 
The Pioneers can be seen as an example, at least at the outset, of relatively informal, networked 
health and social care governance based on loosely coupled local organisations planning to work 
together differently to improve user experience and efficiency.  However, we identify signs of the 
reassertion of more conventional hierarchical forms of governance in the form of emergent 
performance management by NHS England focused on goals of cost containment in a system with 
deteriorating finances (e.g. by reducing unplanned admissions).  
 

 
The policy work of piloting: A case study in the English NHS 
Simon Bailey, Kath Checkland, Damian Hodgson, Anne McBride, Rebecca Elvey, Stephen Parkin, Katy 
Rothwell (University of Manchester) 
 
Recent research on policy piloting has focussed on the role of pilots as making policy work in 
accordance with national political agendas. This relies on a linear process from policy generation to 
implementation, which assumes that national policy agendas are coherently communicated and 
acted upon by those involved in policy implementation. We present an analysis of pilots doing policy 
work situated within a non-linear understanding of policy making, which creates space for 
generative policy work at local implementation sites. Drawing on a recent study of a health pilot 
program, we explore the work of local policy entrepreneurs in shaping the emergence of particular 
agendas. Building on established theories of policy making, we examine the contribution that local 
implementation can make to national agendas, and the generative work of piloting in creating the 
effective authority for local and national governmental agencies to act within the flattened 
hierarchies of contemporary public services.  
 


