HEALTH SERVICES AND DELIVERY RESEARCH

VOLUME 6 ISSUE 25 JUNE 2018
ISSN 2050-4349

\ '.) Check for updates ‘

The international knowledge base for new care
models relevant to primary care-led integrated
models: a realist synthesis

Alison Turner, Abeda Mulla, Andrew Booth, Shiona Aldridge,
Sharon Stevens, Mahmoda Begum and Anam Malik

= ==
= = \\\

National Institute for
DOI 10.3310/hsdr06250 Health Research






The international knowledge base for new
care models relevant to primary care-led
integrated models: a realist synthesis

The Strategy Unit, NHS Midlands and Lancashire Commissioning Support Unit,
West Bromwich, UK

2School of Health and Related Research (SCHARR), University of Sheffield,
Sheffield, UK

*Corresponding author

Declared competing interests of authors: Alison Turner reports membership of the National Institute
for Health Research (NIHR) Dissemination Centre Advisory Group. The Strategy Unit (NHS Midlands

and Lancashire Commissioning Support Unit) was commissioned to support the Dudley Multispecialty
Community Provider (MCP) vanguard, and Alison Turner has been involved in providing evidence analysis
in support of the local evaluation of the vanguard. Abeda Mulla reports membership of the NIHR

Health Services and Delivery Research (HSDR) Prioritisation Panel (researcher led); The Strategy Unit was
commissioned by the Dudley Clinical Commissioning Group (CCG) to deliver a primary care development
programme, and Abeda Mulla is involved in providing general practices with service improvement and
change support, and evaluating the programme workstreams. The Strategy Unit was also commissioned by
NHS England to conduct a rapid research study in the context of General Practitioner (GP) Access, and
Abeda Mulla was the technical lead for the project, overseeing all aspects of the analysis and writing the
report. Andrew Booth reports being a principal investigator on a NIHR HSDR Evidence Synthesis Centre
contract and membership of the NIHR Complex Reviews Research Support Unit Funding Board. Shiona
Aldridge works for The Strategy Unit, which was commissioned by NHS England to conduct a rapid
research study in the context of GP Access, and she was involved in undertaking the qualitative analysis;
she was also involved in providing evidence analysis in support of the local evaluation of the Dudley MCP
vanguard. Sharon Stevens reports being involved in providing evidence analysis in support of the local
evaluation of the Dudley MCP vanguard and undertaking the evidence review for the NHS England-funded
review of managing access in English general practice. Mahmoda Begum reports that, in relation to The
Strategy Unit being commissioned by the Dudley CCG to deliver a primary care development programme,
she is involved in providing general practices with service improvement and change support, and
evaluating the programme workstreams; she was also involved in undertaking the qualitative interviewing
and analysis for the NHS England-funded review of managing access in English general practice.

Anam Malik reports that, in relation to The Strategy Unit being commissioned by the Dudley CCG to
deliver a primary care development programme, she is involved in providing general practices with service
improvement and change support, and evaluating the programme workstreams; she was also involved in
undertaking the qualitative interviewing and analysis for the NHS England-funded review of managing
access in English general practice.

Published June 2018
DOI: 10.3310/hsdr06250






This report should be referenced as follows:

Turner A, Mulla A, Booth A, Aldridge S, Stevens S, Begum M, Malik A. The international
knowledge base for new care models relevant to primary care-led integrated models: a realist
synthesis. Health Serv Deliv Res 2018;6(25).






Health Services and Delivery Research

ISSN 2050-4349 (Print)

ISSN 2050-4357 (Online)

This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE) (www.publicationethics.org/).
Editorial contact: journals.library@nihr.ac.uk

The full HS&DR archive is freely available to view online at www.journalslibrary.nihr.ac.uk/hsdr. Print-on-demand copies can be purchased from
the report pages of the NIHR Journals Library website: www. journalslibrary.nihr.ac.uk

Criteria for inclusion in the Health Services and Delivery Research journal

Reports are published in Health Services and Delivery Research (HS&DR) if (1) they have resulted from work for the HS&DR programme
or programmes which preceded the HS&DR programme, and (2) they are of a sufficiently high scientific quality as assessed by the
reviewers and editors.

HS&DR programme

The Health Services and Delivery Research (HS&DR) programme, part of the National Institute for Health Research (NIHR), was established to
fund a broad range of research. It combines the strengths and contributions of two previous NIHR research programmes: the Health Services
Research (HSR) programme and the Service Delivery and Organisation (SDO) programme, which were merged in January 2012.

The HS&DR programme aims to produce rigorous and relevant evidence on the quality, access and organisation of health services including
costs and outcomes, as well as research on implementation. The programme will enhance the strategic focus on research that matters to the
NHS and is keen to support ambitious evaluative research to improve health services.

For more information about the HS&DR programme please visit the website: http://www.nets.nihr.ac.uk/programmes/hsdr

This report

The research reported in this issue of the journal was funded by the HS&DR programme or one of its preceding programmes as project
number 15/77/15. The contractual start date was in June 2016. The final report began editorial review in June 2017 and was accepted for
publication in December 2017. The authors have been wholly responsible for all data collection, analysis and interpretation, and for writing up
their work. The HS&DR editors and production house have tried to ensure the accuracy of the authors’ report and would like to thank the
reviewers for their constructive comments on the final report document. However, they do not accept liability for damages or losses arising
from material published in this report.

This report presents independent research funded by the National Institute for Health Research (NIHR). The views and opinions expressed

by authors in this publication are those of the authors and do not necessarily reflect those of the NHS, the NIHR, NETSCC, the HS&DR
programme or the Department of Health and Social Care. If there are verbatim quotations included in this publication the views and opinions
expressed by the interviewees are those of the interviewees and do not necessarily reflect those of the authors, those of the NHS, the NIHR,
NETSCC, the HS&DR programme or the Department of Health and Social Care.

© Queen'’s Printer and Controller of HMSO 2018. This work was produced by Turner et al. under the terms of a commissioning
contract issued by the Secretary of State for Health and Social Care. This issue may be freely reproduced for the purposes of
private research and study and extracts (or indeed, the full report) may be included in professional journals provided that
suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for
commercial reproduction should be addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation,
Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.

Published by the NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Prepress Projects Ltd, Perth, Scotland
(www.prepress-projects.co.uk).



NIHR Journals Library Editor-in-Chief

Professor Tom Walley Director, NIHR Evaluation, Trials and Studies and Director of the EME Programme, UK

NIHR Journals Library Editors

Professor Ken Stein Chair of HTA and EME Editorial Board and Professor of Public Health,
University of Exeter Medical School, UK

Professor Andrée Le May Chair of NIHR Journals Library Editorial Group (HS&DR, PGfAR, PHR journals)
Dr Martin Ashton-Key Consultant in Public Health Medicine/Consultant Advisor, NETSCC, UK

Professor Matthias Beck Professor of Management, Cork University Business School, Department of Management
and Marketing, University College Cork, Ireland

Dr Tessa Crilly Director, Crystal Blue Consulting Ltd, UK

Dr Eugenia Cronin Senior Scientific Advisor, Wessex Institute, UK

Dr Peter Davidson Director of the NIHR Dissemination Centre, University of Southampton, UK
Ms Tara Lamont Scientific Advisor, NETSCC, UK

Dr Catriona McDaid Senior Research Fellow, York Trials Unit, Department of Health Sciences,
University of York, UK

Professor William McGuire Professor of Child Health, Hull York Medical School, University of York, UK
Professor Geoffrey Meads Professor of Wellbeing Research, University of Winchester, UK

Professor John Norrie Chair in Medical Statistics, University of Edinburgh, UK

Professor John Powell Consultant Clinical Adviser, National Institute for Health and Care Excellence (NICE), UK

Professor James Raftery Professor of Health Technology Assessment, Wessex Institute, Faculty of Medicine,
University of Southampton, UK

Dr Rob Riemsma Reviews Manager, Kleijnen Systematic Reviews Ltd, UK
Professor Helen Roberts Professor of Child Health Research, UCL Great Ormond Street Institute of Child Health, UK
Professor Jonathan Ross Professor of Sexual Health and HIV, University Hospital Birmingham, UK

Professor Helen Snooks Professor of Health Services Research, Institute of Life Science, College of Medicine,
Swansea University, UK

Professor Jim Thornton Professor of Obstetrics and Gynaecology, Faculty of Medicine and Health Sciences,
University of Nottingham, UK

Professor Martin Underwood Director, Warwick Clinical Trials Unit, Warwick Medical School,
University of Warwick, UK

Please visit the website for a list of editors: www.journalslibrary.nihr.ac.uk/about/editors

Editorial contact: journals.library@nihr.ac.uk

NIHR Journals Library www. journalslibrary.nihr.ac.uk



DOI: 10.3310/hsdr06250 HEALTH SERVICES AND DELIVERY RESEARCH 2018 VOL. 6 NO. 25

Abstract

The international knowledge base for new care models
relevant to primary care-led integrated models:
a realist synthesis

Alison Turner,'* Abeda Mulla,’ Andrew Booth,2 Shiona Aldridge,’
Sharon Stevens,’ Mahmoda Begum' and Anam Malik’

"The Strategy Unit, NHS Midlands and Lancashire Commissioning Support Unit, West
Bromwich, UK
2School of Health and Related Research (ScCHARR), University of Sheffield, Sheffield, UK

*Corresponding author alison.turner14@nhs.net

Background: The Multispecialty Community Provider (MCP) model was introduced to the NHS as a
primary care-led, community-based integrated care model to provide better quality, experience and value
for local populations.

Objectives: The three main objectives were to (1) articulate the underlying programme theories for

the MCP model of care; (2) identify sources of theoretical, empirical and practice evidence to test the
programme theories; and (3) explain how mechanisms used in different contexts contribute to outcomes
and process variables.

Design: There were three main phases: (1) identification of programme theories from logic models of
MCP vanguards, prioritising key theories for investigation; (2) appraisal, extraction and analysis of evidence
against a best-fit framework; and (3) realist reviews of prioritised theory components and maps of
remaining theory components.

Main outcome measures: The quadruple aim outcomes addressed population health, cost-effectiveness,
patient experience and staff experience.

Data sources: Searches of electronic databases with forward- and backward-citation tracking, identifying
research-based evidence and practice-derived evidence.

Review methods: A realist synthesis was used to identify, test and refine the following programme theory
components: (1) community-based, co-ordinated care is more accessible; (2) place-based contracting and
payment systems incentivise shared accountability; and (3) fostering relational behaviours builds resilience
within communities.

Results: Delivery of a MCP model requires professional and service user engagement, which is dependent on
building trust and empowerment. These are generated if values and incentives for new ways of working are
aligned and there are opportunities for training and development. Together, these can facilitate accountability
at the individual, community and system levels. The evidence base relating to these theory components was,
for the most part, limited by initiatives that are relatively new or not formally evaluated. Support for the
programme theory components varies, with moderate support for enhanced primary care and community
involvement in care, and relatively weak support for new contracting models.

Strengths and limitations: The project benefited from a close relationship with national and local MCP
leads, reflecting the value of the proximity of the research team to decision-makers. Our use of logic
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models to identify theories of change could present a relatively static position for what is a dynamic
programme of change.

Conclusions: Multispecialty Community Providers can be described as complex adaptive systems (CASs)
and, as such, connectivity, feedback loops, system learning and adaptation of CASs play a critical role in
their design. Implementation can be further reinforced by paying attention to contextual factors that
influence behaviour change, in order to support more integrated working.

Future work: A set of evidence-derived 'key ingredients’ has been compiled to inform the design and delivery
of future iterations of population health-based models of care. Suggested priorities for future research include
the impact of enhanced primary care on the workforce, the effects of longer-term contracts on sustainability
and capacity, the conditions needed for successful continuous improvement and learning, the role of carers in
patient empowerment and how community participation might contribute to community resilience.

Study registration: This study is registered as PROSPERO CRD42016039552.

Funding: The National Institute for Health Research Health Services and Delivery Research programme.
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Glossary

Access A subjective concept, incorporating different aspects of care, including the availability of services
(e.g. opening hours), accessibility (e.g. sensitivity to cultural needs) and convenience (e.g. location).

Accountable care organisation An organisational form in which a group of providers agree to take
responsibility for providing all care for a given population for a defined period of time under a contractual
arrangement with a commissioner. Providers are held accountable for achieving a set of pre-agreed quality
outcomes within a given budget or expenditure target.

Advanced nurse practitioner A registered nurse who has acquired the expert knowledge base, complex
decision-making skills and clinical competencies for expanded practice, the characteristics of which are
shaped by the context and/or country in which s/he is credentialled to practice. A master’s degree is usually
part of the criteria for entry-level advanced nurse practitioner roles.

Alliance contracting An agreement between a set of providers and a commissioner to deliver services.
All providers share the risk and responsibility for delivery and, unlike the lead provider model, are not
co-ordinated by a prime contractor. As a result, there is a greater emphasis on internal governance.

Allied health profession Health-care professions that are distinct from nursing, medicine and pharmacy.
These include arts therapists, chiropodists/podiatrists, dietitians, occupational therapists, orthoptists,
orthotists, paramedics, physiotherapists, prosthetists, radiographers, and speech and language therapists.

Capitation Paying a provider or a group of providers to cover the majority (or all) of the care provided to
a specified population across different care settings. The regular payments are calculated as a lump sum
per patient.

Care planning An approach to provide people with long-term conditions with an integrated and
personalised care plan within a wider context of condition management that promotes risk stratification,
targeted care and self-management.

Case management Planning, co-ordinating, managing and reviewing an individual’s care. This involves
a case manager/team assessing a patient’s needs, developing a care plan, organising the required care,
monitoring the quality of care and maintaining contact with the patient and carer.

Clinical Commissioning Group An organisation responsible for implementing the commissioning roles
as set out in the Health and Social Care Act 2012 (Great Britain. Health and Social Care Act 2012. London:
The Stationery Office; 2012). It does this by planning and designing local health services in England, then
‘commissioning’ or buying health and care services, including planned hospital care and urgent and
emergency care.

Community A group of people who have common characteristics or interests. Communities can be
defined by: geographical location, race, ethnicity, age, occupation, a shared interest or affinity (such as
religion and faith) or other common bonds, such as a health need or disadvantage.

Community anchors Independent community-led organisations with multipurpose functions, which
provide a focal point for local communities and community organisations, and for community services.
They often own and manage community assets, and support small community organisations to reach out
across the community.
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Community engagement A range of approaches to maximise the involvement of local communities in
local initiatives to improve their health and well-being and reduce health inequalities. This includes needs
assessment, community development, planning, design, development, delivery and evaluation.

Community resilience A quality or state that produces good outcomes for individuals and communities,
despite serious threats to their adaptation or development; these threats may arise both from shocks or
emergencies and ongoing daily conditions of life.

Complex adaptive systems A collection of individual agents with the freedom to act in ways that are
not always totally predictable, and whose actions are interconnected, so that one agent’s actions change
the context for other agents.

Co-ordinated care Care organised around ‘natural communities’ or ‘hubs’ and delivered by
multidisciplinary teams comprising generalists and specialists from the NHS, independent practice, social
care, community services and third-sector services.

eHealth Health-care practices supported by electronic processes and communication.

Enhanced primary care An enhanced level of clinical and social support to enable individuals to receive
a high level of clinical support while remaining in a community setting. This combines general practitioners,
practice staff and community and specialist health staff working together, and includes primary care,
community and district nursing, community, mental health services, community therapies, care navigation,
social care, third-sector services and voluntary services.

EuroQol-5 Dimensions A standardised instrument for measuring health outcomes.
Feedback loops Feeding back the output of a process, as an input, into the same system.

General Practitioner Access Fund (previously the Prime Minister's Challenge Fund) A development
fund helping to improve access to general practice and to stimulate innovative ways of providing primary
care services. Schemes are chosen based on testing innovative ways of increasing access and delivering
wider transformational change in general practice.

General practitioner with a special interest An ‘extended clinical role’ largely based on traditional
specialty-based areas, such as dermatology or minor surgery. This role was introduced following the NHS
plan (Department of Health and Social Care. The NHS Plan: A Plan for Investment, a Plan for Reform.
London: Department of Health and Social Care; 2000) to improve patient access to specialist care, and
reduce waiting times and referrals.

Information governance Management of information through standardised structures, policies,
processes and controls.

Informational continuity Information relevant to the patient is made available to the patient and the
health-care provider, at the right place and at the right time, to support continuity of care.

Integrated care An approach to an individual’s care that aims to address fragmentation in patient
services and enable better co-ordinated care and continuity of care to improve patient experience and

achieve greater efficiency of health delivery systems.

Integrated care pathways Collaboration between health-care professionals that streamlines patient
management with standardised treatment.

NIHR Journals Library



VOL. 6 NO. 25

Integration This relates to the methods and models at various levels (e.g. clinical, organisational,
cross-sector) that aim to align services to improve outcomes. Integration involves collaborative working
across services, organisations and sectors.

Lead provider model (also known as prime provider model) One provider is given the responsibility,
through a contract for subcontracting to other providers for the various aspects of care, to both deliver
care and to ensure that all various aspects of care are fully integrated, bringing together the previously
episodic providers of care into a single pathway.

Logic models An outline of the inputs, processes, outputs and outcomes of a programme, presented in
an accessible diagrammatic form, typically with accompanying notation and/or explanatory text.

Macro-level integration (also known as system integration) \When providers, either together or with
commissioners, seek to deliver integrated care to the populations that they serve.

Meso-level integration (also known as professional and organisational integration) When
providers, either together or with commissioners, seek to deliver integrated care for a particular care
group or populations with the same disease or conditions, through the redesign of care pathways and
other approaches.

Micro-level integration (also known as clinical integration) \When providers, either together or with
commissioners, seek to deliver integrated care for individual service users and their carers through care
co-ordination, care planning, the use of technology and other approaches.

Multispecialty community provider A model of care developed as part of NHS England’s Five Year
Forward View (NHS England. Five Year Forward View. London: NHS England; 2014) and that is primary
care-led and aims to provide more enhanced care, such as diagnostic services and outpatient clinics,

in @ community setting. Some also incorporate mental health services and social care.

Mutualisation Ownership and accountability that passes from central government to the direct
stakeholders of public services — those who work in them and those who benefit from them. There are
two ways to do this. The first approach is to convert public services into non-profit enterprises, and the
second approach is simply to get the public back into public services.

NHS vanguard site Individual organisations and health and social care partnerships that were chosen by
NHS England in 2015 to develop models to support the improvement and integration of services, with the
aim of transforming how care is delivered locally.

Outcome-based commissioning Designed to shift the focus from activities to results, and from how
a programme operates to the good it accomplishes. The funding is to be given, not in terms of outputs
achieved or processes to be followed, but in terms of what outcomes might be expected.

Pay for performance A provider payment model that explicitly seeks to align payment incentives with
health system objectives related to quality, care co-ordination, health improvement and efficiency by
rewarding the achievement of targeted performance measures.

Physician associate The physician associate is a new type of health professional, who works with the
clinical team to provide quality health care across the NHS. Physician associates carry out defined duties
under supervision to support, but not replace, doctors.

Practice-based commissioning Front-line primary care service delivery (general practitioners, nurses
and other health-care professionals) that holds the commissioning power to ‘buy’ health services for its
population.
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Predictive analytics The use of data to make predictions about unknown events.

Primary and acute care system A collaborative approach to improving patient care by creating new
partnerships under a variety of frameworks to join up general practitioner, hospital, community and mental
health services and provide new models of care delivery.

Programme theory Describes the theory built into every programme, being expressed as 'if we provide
these people with these resources it may change their behaviour’ (Pawson R. Nothing as practical as a
good theory. Evaluation 2003;9:471- 90).

Quadruple aim Sometimes referenced as the triple aim plus one, this derives from the triple aim, an
approach developed in the USA, to describe the ambition to drive improvement across three dimensions of
health care: population health, patient experience and cost-effectiveness. The quadruple aim refers to the
extension of this approach to incorporate staff/provider experience.

Realist synthesis A theory-driven approach to summarising the literature that seeks to unearth ‘the
unseen elements of a programme (the mechanisms) that leads to its success or failure’ [Rycroft-Malone J,
Burton CR, Williams L, Edwards S, Fisher D, Hall B, et al. Improving skills and care standards in the support
workforce for older people: a realist synthesis of workforce development interventions. Health Serv Deliv
Res 2016;4(12)).

Real-time analytics The ability to use data for the purposes of analysis, as soon as these are available to
the system.

Risk- and gain-sharing A management method of sharing risks and rewards between members of a
group by distributing gains and losses on a predetermined basis.

Telecommunication Communication involving voice, data and video transmission, using information-
transmitting technologies, such as the telephone and the internet.

Teleconsultations A consultation involving a network or video link between the doctor and the patient.
Teledermatology Telemedicine applied specifically for the subspecialty of dermatology.
Teledermoscopy Telemedicine applied specifically for the subspecialty of dermoscopy.

Telemedicine The use of telecommunications technology for remote diagnosis and treatment.
Telemonitoring The ongoing assessment of a patient with a condition, using data collected remotely.
Telepsychiatry Telemedicine applied specifically for the subspecialty of psychiatry.

Value propositions Long-term ambitions in relation to achieving some form of the triple aim of better
health, better care and better value.

Virtual clinics Direct contact with a health-care professional by e-mail, telephone or video.

Virtual health-related community Direct contact with other patients over the internet.
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Plain English summary

Fifty health-care economies in England have received funding and support to provide better ways of
joining up or ‘integrating’ health-care services. These new models of care aim to provide better quality,
experience and value for patients and staff in the health-care ‘system’. Collectively, the models of care are
called vanguards. Although these are new, the underlying efforts to deliver a more integrated model of
care are not. Our project focused on the fourteen multispecialty community provider (MCP) vanguards,
designed to provide comprehensive integrated care outside a hospital setting.

The aim of this project was to support the people making decisions in MCPs, by combining or ‘synthesising’
lessons from similar models that had reported findings. As the knowledge base was vast, we worked with
MCP leads and public representatives to prioritise three aspects of the MCP model: (1) patient access to
integrated care in the community, (2) pooled investment and clearer accountability and (3) a collaborative
approach to address issues, such as inequality and growing demand. For each, we used an established
approach that asks ‘What works, for whom, in what respects, to what extent, in what contexts and how?’

We found that integrated care models that work well are tailored to local needs and constantly evolving.
They are also dependent on good connections between local people, communities and health-care staff,
especially those that allow learning from one another. In a MCP, there should be:

1. opportunities for all the different staff and service users to be involved

2. ashared view of the benefits of working together, with trust for one another and the organisations
that they represent

3. training to support integrated working.

Our findings suggest that, when these three aspects come together, staff and service users can change
their behaviours to benefit both themselves and the system.
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Scientific summary

Background

The New Care Models programme was introduced to the NHS in 2014 and fifty ‘vanguard’ sites were selected
across five different submodels. One of these submodels was a multispecialty community provider (MCP),

and fourteen sites were chosen to pilot these primary care-led, community-based integrated care models.
Although the model description is new, there is a legacy of integrated care models that the NHS has already
experimented with. Furthermore, the MCP model was also a means of applying the international accountable
care organisations (ACOs) model, most notably from the USA, which began its own Pioneer programme

in 2012.

NHS England is replicating the Pioneer ACO approach of rapid-cycle evaluation and learning and diffusion
for evidence-based best practices for a number of reasons, including increasing the speed of adoption and
improving the timeliness of knowledge mobilisation, and has advocated shared learning throughout the
vanguard models. As part of this, MCP vanguards were required to set out their long-term ambitions in logic
models, articulating them in some form of the triple aim of better health, better care and better value. This
triple aim has since expanded to form the quadruple aim, to incorporate staff and provider experience.

In keeping with this need for learning, our evidence synthesis aimed to clarify the underpinning evidence
base for MCP-like models, both in the UK and abroad. By using a realist synthesis approach, we wanted to
explain which of the mechanisms of action in other models might work in the context of a MCP, and how
these relate to quadruple aim outcomes.

Objectives

The aim of this synthesis is to provide decision-makers in health and social care with an ‘actionable’
evidence base for the MCP model of care. As described in our study protocol [Turner A, Mulla A, Booth A,
Aldridge S, Stevens S, Battye F, Spilsbury P. An evidence synthesis of the international knowledge base for
new care models to inform and mobilise knowledge for multispecialty community providers (MCPs). Syst
Rev 2016;5:167], we believe that this synthesis can serve as a ‘blueprint’ with ‘active ingredients’ to inform
the design and delivery of current and future iterations of the MCP model. Specifically, the objectives of
the synthesis were to articulate the underlying programme theories behind the MCP model of care, by
mapping the logic models of the 14 MCP demonstrator sites, prioritising key theories for investigation to:

identify sources of theoretical, empirical and practice evidence to test the programme theories
appraise, extract and analyse evidence, reconciling confirmatory and contradictory evidence
develop the synthesis, producing a ‘blueprint’ to explain how the mechanisms used in different
contexts contribute to outcomes and process variables

consult with key MCP stakeholders to validate findings and test applicability to different contexts
finalise the synthesis, incorporating stakeholder feedback

disseminate the findings, preparing a series of practical tools to support knowledge mobilisation.

Methods

We employed an iterative process through which we integrated data from the preliminary logic models
with insights from stakeholders (an advisory group consisting of MCP leads and service users) and broader
findings from the literature to provide a realist understanding of the MCP model of care. We first identified
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MCP programme theories, using the logic models generated by vanguards through generating ‘if-then’
statements from each of the MCPs. These statements were assigned to one of the quadruple aim
outcomes (i.e. population health, cost-effectiveness, patient experience or staff experience) and one of the
domains across the meta best-fit framework. This framework was developed from previous integrated care
programme lessons and policy guidance for MCPs. This process generated a number of themes that
allowed for flow diagram illustration in a logic model fashion.

These flow diagrams and their narratives were shared with the project advisory group and, following
a series of discussions, eight programme theory components were agreed upon. These were:

R1 — community-based, co-ordinated care is more accessible

R2 — place-based contracting and payment systems incentivise shared accountability

R3 — fostering relational behaviour builds resilience within communities

M1 — collective responsibility improves quality and safety outcomes

M2 — multidisciplinary teams provide continuity for patients with long-term conditions/complex needs
M3 — engaged and trained staff expedite cultural change

M4 — system learning embeds and sustains transformational change

M5 — proactive population health is dependent on shared and linked data.

The three ‘R’ theory components were prioritised by the advisory group for realist review, and the five ‘M’
theory components were developed as maps. The next stage of our realist reviews involved searching for
empirical evidence in order to test and refine our programme theories within a vast and diffuse evidence
base with the literature. Each item of evidence extracted was used to test the individual programme theory
component and the degree to which studies supported, nuanced or challenged that theory. For each of
the five mapping reviews, we started with a core set of documents, followed by ‘pearl-growing’ and
‘citation-chasing’ strategies to follow up citations and references. We then purposively identified reviews
from the broader literature. The finalised programme theory components and emerging findings were
tested and validated with a wider MCP stakeholder group.

The MCP programme theory components that emerged from extracting ‘if-then’ statements from MCP
logic models and their thematic mapping to a metaframework (best-fit framework) encompassed an
intricate set of overlapping activities and assumptions, highlighting the inherent interdependencies within
such a complex service transformation. The components relate to interventions, such as new contracts,
as well as behaviours, such as community involvement. These theory components were notable in their
coverage of both interventions (what MCPs will do) and ways of working (how MCPs will design and
deliver services). The permutation of activities is shaped by contextual factors that differed across the

14 MCP vanguards, including programme design or a legacy of integrated working. There was recognition
within the MCP logic models and associated documentation of enablers of, and barriers to, change, but
little explicit reference (with limited exceptions) to what might be referred to, in realist methodology,

as mechanisms.

The evidence base that pertains to these theory components was, for the most part, limited by initiatives
that are relatively new or not formally evaluated (such as enhanced primary care teams, or contracts
based on outcomes), particularly in UK settings. A realist methodology therefore allowed for the inclusion
of commentaries that, for instance, implicitly referred to mechanisms. The evidence base included limited
empirical evidence; there is a limited number of small-scale evaluations comprising uncontrolled before-
and-after studies or single-case studies. There are a number of commentaries drawing on experiential
evidence. Support for the programme theory components varies, with moderate support for enhanced
primary care and community involvement in care and relatively weak support for new contracting models.
The limitations of the evidence base related to the long-term impacts of enhanced primary care teams
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delivering care closer to home; the heterogeneity of contracting models and variable reporting; and the
use of before-and-after methods prone to bias, resulting in a moderate level of uncertainty around
the conclusions.

The extraction of data by either realist or mapping approaches allowed for the following summaries.

To deliver new and expanded roles in primary care as part of the provision of specialist care in the
community requires trust between professionals, as well as appropriate training and practical tools to
trigger professional willingness to adopt new ways of working, such as task-shifting for community-based
care. Subsequent embedding of the effective new ways of working has the potential to achieve the
outcomes of better management of chronic conditions and a reduction in the number of secondary care
referrals. Cost-savings in this context are possible only following sustained implementation and stabilisation
of increased demand, and if the costs of training and additional community services provision are included.

The opportunity for clinicians and patients to engage with providers and commissioners for accountable
place-based contracting and payment systems requires the alignment of personal, professional and
organisational values and incentives. Moreover, sufficient time needs to be allocated to learning and
development, agreeing outcome frameworks, and sharing access to robust high-quality information
that includes cost and quality data. This will allow the building of trust, collaboration and shared
decision-making for accountability across quadruple aim outcomes. Furthermore, through service users
and a diverse group of professionals having the confidence to hold providers and commissioners to
account, MCP leaders will be spurred to make informed (re)investments based on clear measures of
value and appropriate management of financial risk.

The development of mutually beneficial relationships in community settings for co-production purposes
requires opportunities for equal and reciprocal engagement for all relevant health-care professionals and
the local population. Ongoing training, guidance, feedback and practical support for community-based
working needs to be provided, and roles, responsibilities and expectations have to be clearly defined.
Together, they can empower individuals with the confidence to contribute to decision-making, or the
sharing of experience and knowledge, to inform system priorities, especially for the longer-term aims of
preventative and holistic care. Shared community ownership of health can result in improved health
behaviours and increased social participation, and engender community resilience.

The maps further demonstrate the interdependencies between individual theory components at the individual,
organisational and system levels. Professional autonomy and empowerment is critical for driving cultural change
that is associated with trust and collaboration, particularly for structural development of multidisciplinary teams
and integrated pathways. Cultural change needs to be stimulated through organisational development and
system leadership behaviours that promote collaborative, population-based approaches to health care and
aligned processes that support delivery. Shared data, in particular, offer the opportunity to improve the
co-ordination and continuity of care at the individual and organisational levels, whereas MCP-wide learning

can be accomplished through training and feedback loops, built into audit and formative evaluation, to support
system learning and improvement.

It is clear that the delivery of a MCP requires inter- and intra-professional and service user engagement
from an early stage. Much of this engagement is dependent on the notions of trust and empowerment,

at both an individual level and a group level, that is, generated following activities to align values and
incentives for an integrated model of care. If successful, this engagement with parallel opportunities for
training and development can result in shared decision-making for accountable service users who take
responsibility for their own health; accountable communities that manage demand at the most appropriate
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setting with high-quality integrated care; and accountable care systems that invest and manage financial
risk through agreed contracting and payment arrangements, and embed learning at individual (micro),
organisational (meso) and system (macro) levels. Based on our overall findings, we have developed a
conceptual model for MCPs that merges the logic model elements with realist mechanisms.

Strengths and limitations

Conducting a review against a backdrop of continual change in a complex system is challenging; we
sought to minimise this by (1) exploring transferable lessons from international comparisons and UK legacy
models; (2) seeking to identify generic lessons that may be used to explore future care models that seek
to achieve large-scale transformational change within complex adaptive systems (CASs); and (3) utilising
the embedded status afforded by being a NHS-based team, and maintaining continuous MCP stakeholder
engagement, including telephone interviews with key informants throughout the lifetime of the project
(and beyond, for mobilising the knowledge gained).

Although the overall review draws on a broad evidence base, it predominantly derives from within the
health sector; there may still be valuable learning elsewhere, for example, from other public services

or the private sector, in relation to large-scale public-funded procurements. The iterative approach and
stakeholder engagement have focused the search on the identification of key sources, but this does not
eliminate the risk of confirmation bias.

Conclusions

The overall findings are situated within a framework of CASs theory, providing an emphasis on different
levels of connectivity: the micro level (agents, both professional and service users), the meso level (provider
and commissioning organisations) and the macro level (the MCP vanguards). The necessary operation

at the edge of chaos (e.g. dynamic nature and learning from mistakes) is likely to facilitate innovation;

the feedback loops will support system learning and adaptation. For the purposes of theory-driven
implementation and knowledge mobilisation, the ‘capability’, ‘opportunity’, ‘motivation’ and ‘behaviour’
(COM-B) model has been used to describe key findings, alongside a set of ‘active ingredients’, to inform
decision-making and practice within future integrated care systems.

New care models are built on the premise of changing behaviours at the individual (i.e. clinicians, support
staff, service users, carers, system leaders), community and wider system levels. Using the best-fit framework
as a structure and informed by the COM-B model, the ‘active ingredients’ describe the conditions and
activities that may help to support the development of population health-based models of care.

Study registration

This study is registered as PROSPERO CRD42016039552.
Funding

Funding for this study was provided by the National Institute for Health Research Health Services and
Delivery Research programme.
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Chapter 1 Introduction

Multispecialty community providers as new care models

The publication of the Five Year Forward View (FYFV)' formally introduced the NHS England (NHSE)
strategy for delivering new integrated models of care: "the NHS will take decisive steps to break down

the barriers in how care is provided between family doctors and hospitals, between physical and mental
health, between health and social care’’ (contains public sector information licensed under the Open
Government Licence v3.0). At the time of publication, the NHS was facing significant financial pressures; in
2013-14 there was a £90.6M deficit across acute trusts and Clinical Commissioning Group (CCGs),? and
this increased financial burden was exacerbated with a 6.4% fall in public spending in adult social care
between 2009-10 and 2015-16. During this period, the population aged > 65 years grew by 15.6%? and
the health-care costs of managing long-term conditions was forecasted to increase by £5B between 2011
and 2018.1

These cost pressures served to add urgency to the migration of English health and social care economies
towards integrated care delivery.® The FYFV outlined five pioneering new models of integrated care, to be
delivered through a systematic approach of large-scale transformation, with the ambition of providing
better quality and experience of health care. These models differed in their involvement of different health
and care agencies, but shared one main aim: to reduce the high level of avoidable hospital admissions
(20% in 2013),° while offering improved health-care quality, outcomes and patient satisfaction, which
were all becoming increasingly challenging to deliver.”"°

This evidence synthesis concerns itself with the 14 multispecialty, community-based provider vanguards,
that is, the multispecialty community provider (MCP) model of care. The MCP focus was a result of the
local health economy context; two MCPs requested support from The Strategy Unit (where all but one
of the study authors were based), and MCP programme leads (national and local) expressed interest in
participating as advisors for the synthesis to ensure relevance to their needs. We follow NHSE’s definition
of MCPs:

It is a new type of integrated provider . .. combines the delivery of primary care and community-based
health and care services — not just planning and budgets. It also incorporates a much wider range of
services and specialists wherever that is the best thing to do.

NHSE. Contains public sector information licensed under the Open Government Licence v3.0'

The model was intended to provide accessible, co-ordinated services for patients through professional
integration in community settings: ‘one new option to permit groups of general practitioners (GPs) to
combine with nurses, other community health services, hospital specialists and perhaps mental health and
social care to create integrated out-of-hospital care’ (contains public sector information licensed under the
Open Government Licence v3.0).

The distinction between the primary and acute care systems (PACSs) and MCP new models of care

can be characterised by the role of the acute sector; inherent within MCPs was the emphasis on primary
care focus and leadership, whereas PACSs, by definition, required acute and primary care collaboration.
As such, the MCP vanguards chosen had the necessary focus on general practice, with primary care
development being the priority for local health economies to drive the shift towards transformation of
primary care services. This transformation included extended primary care services; innovative care delivery;
application of digital technologies; new skills and roles; greater community involvement and collaboration
with the voluntary sector; and greater convenience for patients. Through becoming ‘the focus of a far
wider range of care needed by their registered patients’,’ the expectation was that MCPs would eventually
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become the providers of out-of-hospital care delivering a patient-focused model'? within an integrated
system that has aligned commissioning and provider incentives.'

As the vanguard MCPs started their journey, standard principles for operation were provided with the flexibility
to adapt for the local context." The emerging care model and contract framework for MCPs™ described the
core features of MCPs and ways of contractually supporting a MCP. This included stipulations to:

® serve the whole population, not just a specific subset (e.g. those aged > 65 years)
operate at four different tiers: (1) whole population, (2) people with self-limiting conditions, (3) people
with ongoing care needs and (4) patients deemed to be at risk of unscheduled care or high utilisation

® deliver the MCP through community ‘care hubs’, with each hub serving a community of around
30,000-50,000 people

® demonstrate financial integration, potentially through a single, multiyear whole-population budget for
all MCP services

® deploy the MCP budget flexibly to reshape the local care delivery system, including incentives and
risk-/gain-share agreements.

As a model of care, the emphasis is on system-wide improvement across multiple dimensions of health care,
often expressed as the triple aim (improving population health, patient experience and cost-effectiveness)

or as the quadruple aim'"” (which also incorporates staff or provider experience). Reflecting the association
between staff experience and quality of care,'® we use the term quadruple aim in this review.

Legacy integrated care models

National policy in England has for some time advocated a stronger role and increased accountability for
primary care in delivering integrated care. Most notably, Lord Darzi's High Quality Care For All. NHS Next
Stage Review Final Report' gave rise to integrated care pilots, community-based polyclinics with a primary
care function and a renewed focus on practice-based commissioning. The subsequent integrated care and
support pioneers were a result of a national partnership, through which an integration plan set out how
local structures, such as health and well-being boards, could facilitate health and care agencies to make
further steps towards integration.?® Within this, primary care was said to have:

... a key role to play in supporting the local delivery of integrated care, by providing continuity across
primary, community and secondary settings, focusing on preventative care and facilitating access to
social care, including for carers, through effective coordination of care planning and management and
risk stratification.

National Collaboration for Integrated Care and Support®®

In parallel to the selection of the integrated care and support pioneers, the Better Care Fund programme
was launched, providing the means by which pooled budgets could be used to deliver agreed NHS and
local government integration plans. Over time, the integrated care and support programme was absorbed
by NHSE and is now simply known as NHSE Pioneers.

At the time of the introduction of the new care models, the evidence base on health-system integration
was variable, characterised by a lack of consensus on what constitutes integrated care,?*? with no single
model or approach to integrated care that was feasible for universal application.?*** However, although a
universal model may not exist, the evidence base of legacy integrated care models offers the prospect of
important lessons for what might be considered the ‘active ingredients’ for MCP models of care.?*° The
‘critical ingredients’ for integrated care had already been identified as relationship management, staff
development and staff retention.?® There is also a recognition that understanding integrated care requires
a framework of the micro (e.g. clinical integration), meso (e.g. professional and organisational integration)
and macro (e.g. system integration).*
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Several of the current MCPs began their integrated care journey as pilots, pioneers or GP Access Funds®'
(previously known as the Prime Minister’s Challenge Fund) recipients. Although the integrated care
pilots/pioneers specifically followed an integrated care agenda, the GP Access Fund®' schemes took a more
indirect route to integration, as the focus was ‘to help improve access to general practice and stimulate
innovative ways of providing primary care services’ (contains public sector information licensed under

the Open Government Licence v3.0). In parallel, in some localities, a more bottom-up approach to community
integration developed, such as ‘Healthy Villages’ in Birmingham,® where community partnerships were established
with the NHS and the local authority, again as a result of the combined pressures of demographic and financial
challenges.® Lack of formal evaluation, compared with the vanguards, means that the learnings and outcomes are
difficult to access.

The evaluation of the UK Integrated Care Pioneers found some convergence of activities towards a similar
set of specific interventions, including primary care-centred features of multidisciplinary teams (MDTs) and
care navigation.®® It was also noted that these pioneers became less ambitious and more pragmatic in their
efforts to achieve horizontal local integration as delivery progressed.®

Table 1 provides some examples of what might be considered to be the main legacy models of MCPs,
such as integrated care approaches, either in England or internationally. The models we have listed in
Table 1, and described below, were identified to be of interest to MCP vanguards. These models were
mentioned in the ‘value propositions’ that each vanguard was requested to submit with their programme
logic models (to request funding from the NHS Transformation Fund in 2016/17).#? These legacy or
international models were mentioned because they resonated with MCP vanguards in their design or
aspirations. The Strategy Unit had access to these materials, as we supported the development of the
vanguard logic models, and the new care models team gave permission to further use the materials for
the purpose of this synthesis. As such, the international models discussed here are not intended to be an
exhaustive assessment by the review authors, but rather a reflection of models that were known to, and
thus likely to influence, MCP vanguards.

TABLE 1 The MCP legacy: predecessors and influential models

Predecessors to the MCP

Integrated Care Pilots England 2008-10 RAND Europe, and Ernst and Young
LLP (2012)*®

Integrated Care Pioneers  England First wave: 2014 Erens et al. (2016)*

Second wave: 2015

GP Access Funds England First wave: 2014 SQW and Mott MacDonald (2016)*

Second wave: 2015
Other models of care that have influenced MCPs

ACO USA Pioneers: 2012-16 L&M Policy Research (2016)*

Next generation: 2018

Alzira Spain First 15-year contract in 1999 de Rosa Torner (2012)*

Second 15-year contract in 2003

Buurtzorg The Netherlands ~ Founded in 2006 Gray et al. (2015)*
Gesundes Kinzigtal Germany Founded in 2006 Hildebrandt et al. (2010)*
Nuka USA — Alaska Founded in 1999 Southcentral Foundation (2016)*

ACO, accountable care organisation
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Of the international models, arguably the key influencer of the new care models was the US accountable
care organisation (ACO) approach. ACOs were introduced in 2012, following new legislature for health-
care reform in the USA, which directed the Centers for Medicare and Medicaid Services (CMS) Innovation
Centre to develop and test new payment and service delivery models through the Patient Protection and
Affordable Care Act.* ACOs are described as a group of providers that are contractually responsible to a
commissioner to provide all of the care for a given population over a defined period of time, and to
uphold pre-agreed quality outcomes within a given ‘capitated’ budget or ‘fee-for-service’ agreements.*
The programme theory for ACOs is that if providers have an opportunity to share in financial rewards

(or face penalties), then ACOs will reduce fragmentation and duplication in medical care. It is suggested
that the improved communication and co-ordination across providers, physicians and patients will improve
the quality of services and reduce spending.*® The Pioneer ACO programme started in 2012, with 32 pioneer
sites chosen by the CMS to participate, and ended in 2016 with eight organisations.* Forty-four
next-generation ACOs have been selected by the CMS and will begin the programme in 2018.%

Gesundes Kinzigtal (meaning ‘healthy Kinzigtal’ — the town in south-west Germany where the model was
introduced) is an accountable network of physicians, partnering with a health-care management company,
driven by the needs of multimorbid patients requiring co-ordinated care.*® Long-term contracts were put
into place in 2006 with two German non-profit sickness funds to integrate health and care services for their
insured populations. The integrated system covers a population of 60,000, of which Gesundes Kinzigtal

is in charge of the health-care budget of 31,000 ‘assureds’.*° It has a responsibility to deliver regionally
integrated health and care services, covering all age groups and care settings, with the explicit triple aims
of improving the health of the population, enhancing the patient care experience and reducing the per
capita costs of care. To date, improved population health outcomes,* potential cost-effectiveness,*” more
appropriate access (decline in overuse, underuse and misuse of health care) and an increase in health-care
quality have been reported. In early 2017, the lessons from Gesundes Kinzigtal were applied to the launch
of a new integrated care model in a city in northern Germany, which was designed to improve access

to health services in two of Hamburg's disadvantaged suburbs: Billstedt and Horn. We discuss the
underpinning evidence around access in integrated systems in Chapter 4.

The Spanish ‘Alzira” model (named after the town where the model was first implemented) is akin to the
financially led model of the US ACOs. However, it has a unique feature of private and public contracting,
such that the private sector finances the construction and operation of the health-care infrastructure and
delivers clinical services through a capitation fee. This reduces the public sector partner role to that of
commissioner of health care.® The regional government entered into a long-term contract in 1999 for
15 years, and cost-effectiveness benefits were widely reported.®® Acerete et al.,* however, dispute some
of the claims, stating that ‘the precise level of cost savings achieved has never been subject to public
scrutiny and remains controversial, with a true like-for-like comparison impossible’.* The financial
innovations of both the ACO and the Alzira models have influenced the vanguards’ contracting and
budgeting mechanisms, and we explore this further in Chapter 5.

The Nuka System of Care® is built on the premise that the relationship between the primary care team
and the patient/customer-owner is the single most important tool in managing chronic disease, controlling
health-care costs and improving the overall wellness of a population. It was developed in the late 1990s by
the Southcentral Foundation, a non-profit health-care organisation serving a population of around 60,000
Alaska Native and American Indian people in Southcentral Alaska.*’ The accountability for improved health
outcomes in Nuka lies with the partnership of providers and people in the Native Alaskan community, who
changed from being the ‘recipients of services’ to the ‘owners’ of their health system, so that they could
co-design services and oversee implementation. The Southcentral Foundation’s annual progress report
documents outcomes that include increased patient satisfaction and significant reductions in the use of
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specialist and hospital-based treatment.>” The key to the success of this model of integrated care is
suggested to be the transfer of the partnership ‘power’ to the recipients of services.> We explore
partnerships for integrated care further in Chapter 6.

Buurtzorg

The Dutch Buurtzorg (neighbourhood care) not-for-profit model was born out of a desire to improve the
staff experience of community nurses delivering integrated home care. It aimed to provide an accountable
partnership with social innovation, ‘humanity over bureaucracy’, at its core,>? by attempting to shift the care
delivery mindset from managerial protocols and administration to clinical autonomy and accountability.>
Buurtzorg Nederland was founded in 2006, with a small team of professional nurses, and following 10 years
of operation, the model has extended to encompass 10,000 nurses in 850 teams in towns and villages all
over the Netherlands, and has spread to a further 24 countries.>*** In response to criticisms of ‘cherry-
picking’ of patients in its reporting of cost-effectiveness, the Dutch Ministry of Health, Welfare and Sport
commissioned the consulting firm Klynveld Peat Marwick Goerdeler (KPMG; Amstelveen, the Netherlands)
to compare Buurtzorg with other home-care providers. This evaluation showed that, even after controlling
for differences in patient characteristics, Buurtzorg remained a low-cost provider of home-care services; the
addition of patients’ total costs (nursing home, physician and hospital costs) resulted in Buurtzorg’s total
per-patient costs being around average for the Netherlands.>® Moreover, the quality of care was deemed
efficient, as demonstrated by patient satisfaction®® and a high level of staff experience, as shown by
Buurtzorg being named the best national employer in 2010-12.3° Chapters 4-6 provide further support for
the inclusion of staff experience as a health-care aim.

Multispecialty community provider progress

As a result of reductions in agency/locum staffing at trusts and commissioner underspends, the Next
Steps on the NHS Five Year Forward View”’ reported a context of ‘improved financial grip’ in 2017
compared with 2014. A further contributor was the deployment of funding to manage local emergency
activity pressures. Here, the MCP and PACS were highlighted as having lower growth in emergency
hospital admissions and emergency inpatient bed-days than the rest of England, in the period of
January-December 2016, compared with the October 2014-September 2015 vanguard baseline. Of the
MCP vanguards, Principia Partners in Health reported absolute reductions in emergency admissions

per capita.”’

The Next Steps on the NHS Five Year Forward View®” notes that sample sizes and the duration of
implementation may limit the applicability of the results. The same document suggests that vanguards, in
particular, are expected to ‘earn their passage’ and take clearer financial accountability for reducing emergency
hospitalisation growth in their area, in order to be deemed a success and earn accountable care system (ACS)
status.” Thus, the definition of vanguard ‘success’, and a more general pressure to report a positive impact,
through the measurement of emergency hospital admission growth in the short term, was noted by some
commentators to signal a change from a model that is ‘coherent, patient-centric and focused on prevention’,
which takes time towards delivering a more tangible measure of success, to one which has to justify central
investment.*® The scaling-down of ambition — “the original Forward View vision of PACS and MCPs, as embodied
by the vanguards, is still relevant but its collision with reality has produced a more modest set of ambitions and
a less all-encompassing definition of success™® — resonates with the previous assessments of integrated

care pioneers.®

However, this might not be the case for all vanguards; those that are more established and moving from
being experimental to business as usual — ‘A few areas (particularly some of the MCP and PACS vanguards)
in England are on the road to establishing an ACO, but this takes several years™’ (contains public sector
information licensed under the Open Government Licence v3.0) — may become more ambitious, with the
formation of ACSs initiating ‘the biggest national move to integrated care of any major western country’.”’
The first eight candidates for ACSs were announced in June 2017,>° with the remit to retain existing health
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INTRODUCTION

and social care structures (this is different from ACOs), to deliver integrated care with increased financial
accountability, negating the need for burdensome annual transactional negotiations.>”¢°

Aim and objectives

The aim of this synthesis was to provide decision-makers in health and social care with an ‘actionable’
evidence base for the MCP model of care. We believe that this synthesis, based on realist principles, can
serve as a ‘blueprint’ with ‘active ingredients’ to inform the design and delivery of current and future
iterations of the MCP model.®’

Specifically, the objectives of the synthesis were to:®'

® articulate the underlying programme theories of the MCP model of care, by mapping the logic models
of the 14 MCP vanguards, selecting and prioritising significant theories for investigation
identify sources of theoretical, empirical and practice evidence to test selected programme theories
appraise, extract and analyse evidence, reconciling confirmatory and contradictory evidence

® develop the synthesis, explaining how the mechanisms used in different contexts contribute to
outcomes and process variables
consult with key stakeholders to validate the findings and to test their applicability to different contexts

e finalise the synthesis, incorporating stakeholder feedback

e disseminate the findings, preparing a series of practical tools to support knowledge.
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Chapter 2 Review methodology: stakeholder
engagement, programme theory elicitation and
analysis of the literature

O n initiation, the review team registered a review protocol with the PROSPERO database and published
an expanded version within a peer-reviewed journal.®' This chapter first describes how we analysed
existing logic models to identify programme theories and then engaged with stakeholders in order to verify
and elucidate these potential programme theories. Subsequently, we conducted a systematic search of the
relevant literature, supplemented by further purposive explorations for evidence, underpinning each programme
theory component. Key to the review strategy was our realisation that we needed to prioritise programme
theory that could most inform the current development of MCPs. A two-level approach was used to
populate, first, full programme theory reviews (R1-3), and then, second, a larger range of programme theory
maps (M4-7), which seek to identify the key evidence underpinning additional important programme

theory components prioritised by the stakeholders. Just as an intervention may have multiple intervention
components, each triggering one or more mechanisms, so too a programme theory can be seen to have
multiple theory components, each engaging with one or more mid-range theories. In actuality, when a
programme is delivering against the intended outcomes, all of the programme theory components operate
synergistically and interactively. However, for evaluation purposes, theory components are best dissected as
separate entities and explored, in this report, via either programme theory reviews or programme theory
maps. By programme theory component, we therefore refer to the most meaningful level of granularity for
the overarching programme theory to be examined, by mapping and assembling the literature.

This chapter seeks to follow the reporting standards advocated by the National Institute for Health Research
(NIHR)-funded Realist And Meta-narrative Evidence Syntheses: Evolving Standards (RAMESES) project.5?

We describe how we carried out our review, following the steps outlined in comparable projects.®®* We have
found it helpful to follow Pawson’s®* time and task template for a realist synthesis. Specifically, with regard
to searching for evidence, we have broadly followed the six principal elements identified in a forthcoming
chapter on the ‘realist search’.%®

As stated in the previous chapter, the aim of our realist synthesis was to provide decision-makers in health
and social care with a practical evidence base relating to the MCP model of care.

Justification for the choice of a realist/best-fit framework synthesis

Best-fit framework synthesis

We took the innovative approach of using a best-fit framework synthesis as a means of organising and
mapping data, as a prequel to a formal realist synthesis. A best-fit framework synthesis offers a rapid tool by
which to facilitate data extraction and analysis, and thus maximise the value of the interpretive synthesis in a
way that is amenable to the production of practical recommendations.®® Framework synthesis is considered
‘especially suitable in addressing urgent policy questions where the need for a more fully developed synthesis
is balanced by the need for a quick answer’.®” A best-fit framework synthesis offers a pragmatic variant of
framework synthesis. Instead of spending a disproportionate amount of time in developing a definitive
conceptual framework with stakeholders, a best-fit framework synthesis uses the best-available conceptual
or instrumental frameworks as a starting point for extracting and analysing the data. In doing so, it harnesses
“the recognised strengths of both framework and thematic synthesis’.%8 Furthermore, in this project, we
specifically sought frameworks with ‘practitioner credibility” with those working within a rapidly developing
area of models of care. Framework synthesis was thus selected as a vehicle for the future dissemination of
findings. A best-fit framework synthesis was subsequently combined with a synthesis following realist
principles, which is particularly suited to exploring what works, when, for whom and in what circumstances.
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The realist principles used in this project derive from the need to use methods that acknowledge the
inherent complexity within programmes of change and their evaluation.®® Although the initial development
of the realist methodology focused on realist evaluation, using purposely collected and readily available
primary data, Pawson® subsequently identified the need for, and documented, a corresponding process
within the emerging science of reviews. The realist synthesis approach has been consolidated and explored
more fully, as demonstrated by Rycroft-Malone et al.”® in 2012. Particularly influential is the trend to
combine elements of realist evaluation and synthesis in order to optimise relevance and transferability.

The realist approach acknowledges that interventions do not necessarily transfer easily from one setting to
another, and offers deeper insights into the contextual factors involved in change. Realist approaches have
been demonstrated as having particular utility within the NIHR’s Health Services and Delivery Research
(HSDR) programme-funded projects.®7"7?

Programme theory development and refinement requires undertaking a series of activities. These activities
do not necessarily take place sequentially, and are typically iterative. However, we present them serially for
transparency and ease of understanding. We undertook the following activities, reinterpreted from
Pawson® and others in a forthcoming book chapter (due for publication in June 2018):%

formulating specific questions as lines of inquiry”

exploring a proposed area of research to identify previously published research and, if necessary,
refining the research question (the background search)®

identifying theories as hypothetical explanatory accounts (initial programme theories) of how an
intervention works (the search for programme theories)*

identifying empirical evidence to test and refine the initial programme theory (the search for empirical
evidence)®

responding to new information needs that emerge during testing and refining the initial programme
theory (the final search to refine programme theories)®*

documenting the search process in an explicit and transparent manner.®%74

A realist synthesis is theory driven and seeks to unearth ‘the unseen elements of a programme (the
mechanisms) that lead to its success or failure’.”? Configurations of contexts, mechanisms and outcomes
are mapped to show how particular contexts or conditions trigger mechanisms to generate outcomes.
Multiple mechanisms may be activated within each intervention, each representing a ‘pathway from
resource to reasoning and response’.”> The reasoning and response may derive from the perspectives of
the receivers, the organisers or those delivering the programmes.”®

Programme theory ‘describes the theory built into every programme’,5? being expressed as ‘if we provide
these people with these resources it may change their behaviour’.”” A strength of realist synthesis is its
facility to accommodate diverse sources of evidence when ‘reconstructing’ programme theories. It draws
from a systematic process that includes stakeholder engagement, an overview of relevant extant theory®
and close examination of primary research.®* Such an approach faces three challenges: (1) many
commentaries may not articulate a programme theory, or at least may not make a particular programme
theory explicit; (2) programme theories may be expressed in a variety of forms and formats, making
translation and comparison problematic; and (3) the non-standardisation of format makes it difficult to
prioritise theories for further exploration.

However, important adaptations from the classic realist approach acknowledge our ready access to an
explicit source of programme theory (i.e. the logic models produced by the local MCP teams). Although
programmes of change (i.e. New Care Models programmes) may be considered to be ‘theories incarnate’;*
these theories truly ‘take on flesh’ when realised within the structure of logic models. In this review,

we developed a theory by analysing the definitive published logic models, along with their associated
narratives, as a source of articulated theories about ‘what works’ in MCP models and the conditions that
might result in the achievement of programme success.
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For the purposes of this review, a MCP was considered to be ‘a new type of integrated provider’ that
‘combines the delivery of primary care and community-based health and care services’ with the result

that ‘services previously based in hospitals’ (e.g. outpatient clinics, diagnostic, day surgery, etc.) may be
delivered in the community. It may also involve the integration of ‘mental and physical health services and,
potentially, social care provision, together with NHS provision’ [adapted from NHSE (2016);"" contains
public sector information licensed under the Open Government Licence v3.0].

As this definition implies, successful implementation and transformational change are contingent on
diverse factors that must be acknowledged within a review approach that accommodates complexity and
contingency. As a consequence, we selected a theory-driven approach to evidence synthesis, underpinned
by the realist philosophy of science and causality.”®

Review questions
Our original review questions were as follows:®'

What are the foremost theories of change inherent within the MCP model of care?
What seem to be the ‘active ingredients’ that should inform the design of MCP models of care?
What are the social and cultural conditions that influence (enabling and blocking) change within MCP
models of care, and how do these mechanisms operate in different contexts?

® What are the key knowledge gaps and uncertainties in relation to the design, implementation and
evaluation of MCP models of care?

Changes to the review process

No major changes to the review process were made subsequent to the publication of the review
protocol.®’ However, to maximise the utility of the realist synthesis for project stakeholders, and to enhance
its value for NIHR, we decided to complement our approach to full realist reviews of key programme
theory components with a broadly analogous process of ‘mapping’ for other components identified during
the identification of a programme theory.

This mapping approach combines elements of the realist review process,® rapid realist review approaches’
and features utilised in systematic mapping.® Specifically, rapid realist methodology seeks to incorporate
the theory specification of a realist review,** with the boundary clarification aim of a scoping review.?! In
contrast to a systematic review, systematic mapping does not aim to answer a specific question. Instead,

it ‘collates, describes and catalogues available evidence (e.g. primary, secondary, quantitative or qualitative)
relating to a topic of interest’ 8% Included studies are used to develop a greater understanding of concepts
and to identify knowledge gaps and knowledge clusters. Systematic mapping aims to share the same
characteristics of being systematic, explicit and reproducible that are possessed by systematic reviews, but
can be used to address open-framed questions on broad topics. Systematic mapping is particularly valuable
for broad, multifaceted questions, as revealed by our identification of programme theory components,
whereby a topic of interest is not considered suitable for systematic review.

Identification of programme theories

A ‘classic’ realist synthesis begins with the identification of opinions and commentaries as a source of
programme theories for which evidence is later sought.

Multispecialty community providers as new care models represent complex social programmes, involving
multiple stakeholders or actors, structures and organisations. We were able to harness a ready source of
programme theory, in the form of logic models developed by 12 of the 14 MCPs. These logic models were
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submitted to NHSE as part of its programme documentation in the first year of new care model funding.
Although falling short of a standardised format, all were informed by the conventions of logic model
presentation.® Logic models ‘outline the inputs, processes, outputs and outcomes of a programme’®* in
an accessible diagrammatic form, typically with accompanying notation and/or explanatory text. The logic
models developed by the vanguards typically follow the model recommended in The Magenta Book:
Guidance for Evaluation,® which lends itself to the CIMO (context, intervention, mechanisms, outcomes)”
framework within which we planned the search strategy.

An initial rapid desk-based analysis of the MCP vanguard applications identified that multiple interventions
and mechanisms are being developed at the micro, meso and macro levels [e.g. extensivist primary care,
multidisciplinary community teams, social prescribing (interventions), community assets and social capital
(mechanisms)]. Resources can be ‘material, cognitive, social or emotional’.”” Resources identified within
NHSE's MCP Framework: Working Document® include design, evaluation, integrated commissioning,
patient and community empowerment, technology, workforce, leadership and engagement.

Formulating specific lines of inquiry

In many realist reviews, the research team needs to ‘surface’ programme theories from interviews with
stakeholders, and from the published literature and more ephemeral contributions, such as blogs and
newspapers. Our access to the formal logic model submissions submitted by vanguards as a requirement for
applications for funding allowed us to explore a full spread of interventions, as identified by the vanguards,
against a backdrop of different contextual characteristics. The selection of vanguard sites holds an inherent
advantage in offering a form of ‘intensity sampling’. However, from a methodological point of view, the
concept of a ‘vanguard’ holds an inherent risk of selection bias (i.e. the likelihood that sites have been selected
according to their readiness for new care models). So, although we sought to explore the implementation of
new care models across a diverse sample of care providers, the total sample itself had been preselected. Such
caution is particularly important when looking to apply review findings to roll out and sustainability for ‘failed’
vanguard applications and for those sites that could not aspire to a vanguard application. Nevertheless, existing
MCP vanguards represent significant diversity of both contexts and target populations, as acknowledged in our
choice of an approach that emphasises ‘what works for whom under what circumstances’,®® and offer the
potential to identify context-specific issues and constraints at a particular level, even where a general pattern of
successful implementation appears to prevail. Under these conditions, it becomes particularly important to
implement a series of validation checks and balances within the strategy for data synthesis.

Strategy for programme theory identification

The extraction and articulation of programme theories offers a foundation for the entire realist synthesis
project. We analysed all available MCP logic models (12 of the 14 sites), supplemented by related
documentation available in the public domain (via vanguard websites and the NHSE website). We worked
systematically through all of the available logic models, extracting causal links in the form of ‘if-then’
statements.#” We then grouped these if-then statements thematically within a spreadsheet (Table 2) and
sought to reconstruct the causal pathways into an aggregated logic model that represented the integrated
programme theory from across multiple sites (see Chapter 3).

When causal links were incomplete, an attempt was made to verify these links from the logic model of
an alternative source. When this was not possible, these orphan links were ‘parked’ for later review and
rationalisation. Logic models are sometimes criticised for being ‘rigid" and for not making explicit the
causal pathways through which change occurs.® Closer examination of our data source confirmed these
complexities — sometimes nodes or links between logic model components were imperfectly articulated,;
in other instances, intermittent links were omitted, resulting in incomplete causal pathways.

An investigation of the full set of available logic models was intended to reveal the diversity of the different
programme theories underlying MCPs, while also uncovering fundamental local differences in approach or
emphasis. The resultant set of programme theories was compiled for discussion with the advisory group.
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TABLE 2 lllustrative if-then statements

Commissioners fund new community facilities Community services will increase capacity

Commissioners fund new community facilities Acute services will discharge patients to community
facilities (step-down)

Commissioners fund