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Abstract

Vertical integration of GP practices with acute hospitals in
England and Wales: rapid evaluation

Manbinder Sidhu ,1 Jack Pollard 2 and Jon Sussex 3*

1Health Services Management Centre, University of Birmingham, Birmingham, UK
2Health Economics Research Centre, Nuffield Department of Population Health, University of Oxford,
Oxford, UK

3RAND Europe, Cambridge, UK

*Corresponding author: jsussex@randeurope.org

Background: Vertical integration refers to merging organisations that operate at different stages along
the patient pathway. An organisation running an acute hospital and also operating primary care
medical practices (i.e. general medical practitioner practices, also known as ‘general practices’) is an
example of vertical integration. Evidence is limited concerning the advantages and disadvantages of
different arrangements for implementing vertical integration, their rationale and their impact.

Objectives: Our aim was to (1) understand the rationale for, and early impact of, vertical integration in
the NHS in England and Wales and (2) develop a theory of change for vertical integration.

Design: We carried out a rapid qualitative cross-comparative case study evaluation at three sites in
England (n = 2) and Wales (n = 1), which comprised three work packages: (1) a rapid review of literature,
telephone scoping interviews and a stakeholder workshop; (2) interviews with stakeholders across case
study sites, alongside observations of strategic meetings and analysis of key documents from the sites;
and (3) development of a theory of change for each site and for vertical integration overall.

Results: We interviewed 52 stakeholders across the three case study sites; however, gaining access to
and arranging and completing non-participant observations proved difficult. The single most important
driver of vertical integration proved to be the maintenance of primary care local to where patients live.
Vertical integration of general practices with organisations running acute hospitals has been adopted in
some locations in England and Wales to address the staffing, workload and financial difficulties faced by
some general practices. The opportunities created by vertical integration’s successful continuation of
primary care, namely to develop patient services in primary care settings and better integrate them
with secondary care, were exploited to differing degrees across the three sites. There were notable
differences between the sites in organisational and clinical integration. Closer organisational integration
was attributed to previous good relationships between primary and secondary care locally, and to
historical planning and preparation towards integrated working across the local health economy. The net
impact of vertical integration on health system costs is argued by local stakeholders to be beneficial.

Limitations: Across all three case study sites, the study team was unable to complete the desired
number of non-participant observations. The pace of data collection during early interviews and
documentary analysis varied. Owing to the circumstances of the COVID-19 pandemic during project
write-up, the team was unable to undertake site-specific workshops during data analysis and an overall
workshop with policy experts.
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Conclusions: The main impact of vertical integration was to sustain primary medical care delivery to
local populations in the face of difficulties with recruiting and retaining staff, and in the context of
rising demand for care. This was reported to enable continued patient access to local primary care and
associated improvements in the management of patient demand.

Future work: The patient experience of vertical integration, effectiveness of vertical integration in
terms of impact on secondary care service utilisation (e.g. accident and emergency attendances,
emergency admissions and length of stay) and patient access (e.g. general practitioner and practice
nurse appointments) to primary care requires further evaluation.

Funding: This project was funded by the National Institute for Health and Care Research (NIHR)
Health and Social Care Delivery Research programme and will be published in full in Health and
Social Care Delivery Research; Vol. 10, No. 17. See the NIHR Journals Library website for further
project information.
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Plain English summary

General practices are usually run separately from hospitals. In some places in England and Wales,
the NHS organisations responsible for managing hospitals are now also running local general

practices. It is difficult in some areas for practices, which are small organisations, to recruit general
practitioners and keep going. It is also desirable to co-ordinate general practice services with hospital
care. For these reasons, it may help if the organisations managing hospitals also run general practices.

We have investigated (1) what specifically has led to hospitals and general practices being run by
the same organisation (i.e. vertical integration); (2) how vertical integration is carried out; (3) the
expectations of the general practitioners and NHS managers who make vertical integration happen;
(4) whether or not those expectations are being fulfilled; and (5) whether or not there are any other
consequences of vertical integration. To do this, we have interviewed general practitioners, NHS
managers and other staff (52 people in total) at two locations in England and one location in Wales.
We have also observed management meetings and reviewed documents referred to by interviewees.
We intend to follow up with a further evaluation that will look more deeply into the consequences, for
staff and patients, of hospitals taking over the running of general practices.

We have found that the dominant reason for hospitals to run general practices was to enable some
practices that would otherwise have closed to keep going. This vertical integration has so far been
successful, as these practices are increasingly able to offer patients the opportunity to consult a range
of health-care professionals at the local practice – not just general practitioners, but also staff with
special training to provide specific types of health care (e.g. for diabetes or for problems with joint
pain). Various legal arrangements were developed in different places to enable hospitals to run general
practices, including setting up an NHS-owned company and making the practices part of an existing
NHS organisation.
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Scientific summary

Background

In the NHS in England and Wales, acute hospitals do not usually run primary care services. However, the
desirability of better integrating patient care across primary and secondary care settings has become
established as an NHS policy objective. At the same time, in the face of growing patient demand combined
with general practitioner (GP) workforce constraints, the long-term sustainability of primary care in the UK
has become an increasing focus of concern.

Usually, general practices have contracts (to provide primary care services) with NHS England
(in England) or their Local Health Board (LHB) (in Wales). This study provides an evaluation of
instances where organisations running acute hospitals have taken on the responsibility for fulfilling
those general practice contracts. This change of responsibility has been happening in several locations
in England and Wales since 2015, but is not yet widespread practice. It is now timely to evaluate
such arrangements.

An acute hospital taking responsibility for running general practices is an example of ‘vertical
integration’, that is, integration between organisations operating at different stages along the patient
pathway. Vertical integration between acute hospitals and general practices in the NHS often entails
some horizontal integration (i.e. hospitals are running more than one general practice and, therefore,
those practices are effectively integrated horizontally with one another, as well as vertically with
the hospital).

A hospital integrating with general practices – from which patients are referred to the hospital – may
facilitate demand management and enable cost savings by sharing back office administrative functions.
Less positively, vertical integration may mean that patients find themselves less able to exercise choice
between alternative providers of hospital care because their GP is inclined to refer patients to the
hospital that employs them.

Objectives

This rapid evaluation had two distinct aims.

Aim 1
Our first aim was to understand the early impacts of vertical integration, namely the objectives of
vertical integration, how vertical integration is being implemented, if and how vertical integration can
underpin and drive the redesigning of care pathways, if and how services offered in primary care
settings change as a result of vertical integration, and the impact of vertical integration on the general
practice and hospital workforces.

Aim 2
Our second aim was to develop a theory of change for vertical integration, which means identifying
what outcomes this model of vertical integration is expected to achieve in the short, medium and long
terms, and under what circumstances.
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In line with these overall aims, our evaluation was grounded in the following six research questions to
help understand the experience of implementing vertical integration and to establish early learning to
inform a potential follow-up evaluation:

1. What are the drivers of and rationale for acute hospitals taking over the management and governance
of general practices? What does this type of vertical integration aim to achieve?

2. What models/arrangements exist for acute hospital organisations to manage general practices
(including different contractual/legal/organisational arrangements across primary, secondary and
community health services)?

3. What is the experience of implementing this model of vertical integration, including barriers to
vertical integration and enablers of vertical integration, as well as the lessons learnt?

4. In what ways, if any, has this model of vertical integration influenced the extent and type of health
service provision delivered in primary care?

5. What are the views of the primary and secondary care workforces about working together in this
way across the care interface?

6. In what ways, if any, has this model of vertical integration had an impact so far? What are the
expected longer-term impacts? How is progress being measured?

Addressing these questions informs the development of a theory of change for vertical integration
between acute hospitals and general practices, describing its desired outcomes and the mechanisms by
which these are expected to be achieved.

Methods

Our overall approach was a cross-comparative case study qualitative evaluation, comprising three work
packages (WPs).

Work package 1: rapid review of the literature, telephone scoping interviews and a
stakeholder workshop
Work package 1 comprised three parts. First, to inform the development of propositions to be tested
through comparative case studies, we carried out a scoping review of published evidence (n = 27) on
vertical integration of secondary and primary care services in both an international and UK context in
the past 30 years. Second, to gather their initial insights and perspectives on why vertical integration
was introduced and seek views on which research questions a rapid evaluation should prioritise, we
carried out telephone interviews and face-to-face meetings with academics, policy analysts and NHS
staff (n = 13) involved with the implementation of vertical integration across different sites in the UK.
Third, to consider the scope of an evaluation of vertical integration between acute hospitals and
general practices to refine research questions, we organised a stakeholder project design workshop.

Work package 2: comparative case studies of three vertical integration sites
Work package 2 was a comparative qualitative study that involved (1) interviews (n = 52) with key
staff participating in the conceptual design, implementation and analysis of this model of vertical
integration at the respective case study sites across primary and secondary care, (2) analysis of key
documentation (both internal and publicly shared) that related to patient experience, (3) non-participant
observation of strategic meetings (n = 4), and (4) interpretation of information being collected by, and
any analyses undertaken at, the case study sites. Fieldwork was completed in parallel across all three
case study sites (August–December 2019) by three members of the research team with experience of
undertaking interviews and qualitative data analysis. Data were analysed using an adapted framework
analysis approach for qualitative health research.
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Work package 3: development of theory of change
A theory of change provides a framework that encourages stakeholders to develop comprehensive
descriptions and illustrations of how and why a desired change is expected to happen in a particular context.
The process of creating a theory of change is outcomes based and helps to clearly define long-term
goals and then map backwards to identify the necessary preconditions that are required for success. In
WP3, we developed a theory of change for each case study site and then an overall theory of change for
vertical integration between acute hospitals and general practices. The development of these theories of
change was undertaken in a series of research team meetings. In addition, we had a workshop meeting
with the full research team, including senior qualitative researchers from University of Birmingham
(Birmingham, UK) and RAND Europe (Cambridge, UK) who were not otherwise involved in the evaluation.

Between November 2019 and April 2020, the insights gained through interviews, documents and non-
participant observations were analysed for each case study site. We took a content analysis approach
to documentary reviews and observations and, therefore, an iterative process of reading appropriate
vertical integration literature and engaging in interpretation. To aid the process of analysing and
interpreting data, the research team held weekly telephone meetings for the duration of the project
and undertook three face-to-face half-day workshops from November 2019 to March 2020 (in addition
to the theory of change workshop with methodological experts).

The original project design also included a stakeholder workshop at each case study site and a further
workshop with stakeholders from the Department of Health and Social Care (London, UK) and NHS
England (London, UK) and peer policy analysts active in the field of care integration. The workshops
were intended to refine the theories of change and to contribute to the dissemination of the
evaluation findings. However, as a result of the COVID-19 pandemic and associated restrictions from
March 2020, the study team omitted the workshops so as not to delay reporting for an indefinite, but
probably protracted, period.

Results

Examples of vertical integration between acute hospitals and primary care were identified from both
international literature (from, for instance, USA, Spain and Denmark) and literature from the UK, along
with a typology of types of integration, ranging from organisational integration through clinical integration
to cultural integration. Overall, the rationale for vertical integration between acute hospitals and primary
care that we found to be most commonly cited in the literature was concerned with expectations of
providing better-quality care delivered at the same or lower cost to the health-care system. There is a lack
of robust evidence on the outcomes and effectiveness of vertical integration in health care, particularly
with respect to patient outcomes.

We identified five major themes that provided a framework for the evaluation of all three case studies
alike. In the following paragraphs, we summarise learning from our scoping work (i.e. the evidence
review and stakeholder interviews) and cross-case study findings within each theme, in turn. At the end
of this section, we have included a logic model for vertical integration, which is based on our three case
study sites. In Conclusions, we reflect on how far the evaluation findings answer our research questions.

Understanding the need for, and purpose of, acute hospital integration with primary care
in a world of primary care networks (in England) and primary care clusters (in Wales)
Our initial evaluation of three case studies [at two sites in England (one urban location and one rural
location) and one (rural/coastal) site in Wales] implies that vertical integration may, indeed, have a role
as a route to better integration of patient care, at least in some areas. However, the single most
important driver of vertical integration proved not to be integration of patient care, but, rather,
maintenance of primary medical care local to where patients live. Vertical integration has, in these
places, provided a more stable financial platform for primary care than the model based on individual
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practices run as separate businesses. At the case study sites, the financial and other business risks
associated with running a general practice have been removed from the GPs, who no longer risk
personal financial loss when the practice suffers from high costs (e.g. due to employing locums), as
these risks have been absorbed by the organisation running acute hospitals in the area. Owing to their
much greater size, compared with individual general practices, and their much broader portfolio of
activities, an NHS trust (England) or LHB (Wales) is better able to cope with the risks. At the same
time, the trust- or LHB-backed general practices can offer staff training and career development
opportunities, as well as job security, which increases their chances of recruiting and retaining primary
care staff.

We listened to the expectations of interviewees at the two case study sites in England (Urbanville and
Greenvale) about the likely future interaction of vertical integration with horizontally integrated primary
care networks (PCNs).We also asked interviewees about the interaction of vertical integration with
primary care clusters at the case study site in Wales (Seaview). At Urbanville, all but one of the vertically
integrated general practices together formed a single large PCN.The one other vertically integrated
practice was part of a PCN that was largely formed by non-vertical integration practices. Therefore, with
this one exception, the PCN was coterminous with the vertical integration organisation. The interviewees
at Greenvale who offered views on the future interaction of the vertical integration company with the
local PCNs took the view that the two forms of integration could co-exist. However, the emphasis
interviewees at Seaview placed on stabilising general practices to return them, if possible, to independent
operation implies that vertical integration is, at Seaview, seen as a temporary state. To the extent that
horizontal clusters of general practices are expected to continue by default, they may be seen as the
intended way forward in that location.

Progress with developing a model of integration and implementation strategy
Closer organisational integration could be attributed to previous good relationships between primary
and secondary care locally, and to historical planning and preparation towards integrated working
across the local health economy. Vertical integration at Greenvale was facilitated, at least in part, by
the primary and acute care systems vanguard model of care that had been operating since 2015, which
focused on better managing care across primary and secondary care settings for patients with complex
and multiple morbidities.

The structural divide in the NHS between general practices delivering primary care services and trusts
or LHBs running hospitals has not been fully overcome. Many local general practices choose to remain
outside the vertical integration arrangement, even though they would be free to join it. Clearly, vertical
integration is not sought by all GPs, even in areas where recruitment of GP colleagues and/or other
practice staff may be difficult. We did, however, hear about a possible increase in mutual understanding
between staff in primary care settings, on the one hand, and staff in hospitals, on the other, as a result
of vertical integration.

Making the change: from General Medical Services contract to subcontracted providers of
primary care
An unintended consequence of the transition to vertical integration may have been that some
individual GPs left their practices sooner than they might otherwise have done because the vertical
integration meant that they could exit without financial cost to themselves. The transition from being
GP partners to salaried doctors within a vertical integration organisation was understood as a
temporary state by some of the GP partners viewing a salaried employee position. These GP partners
remained for only a short period of time after vertical integration and then left general practice.

Practice staff who moved into vertically integrated organisations had their terms and conditions or
employment protected. This resulted in more job security, but also entailed greater scrutiny with
regard to job specifications and whether or not staff fulfilled them. The move to vertical integration
imposed a significant requirement on acute trust and LHB staff, who were primarily used to operating
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in large organisations focused on secondary care, to learn about and understand the practicalities and
the culture of running primary care.

Changes to patient care
Although changing patient care was not the prime motive for vertical integration, the platform it
created by stabilising primary care provided an opportunity to progress with some changes to patient
care. It is hard to tell the extent to which the changes, such as specialist musculoskeletal or diabetic
services being provided at some general practices in the vertical integration arrangements, might have
occurred anyway in the absence of vertical integration; however, without financially stable and fully
staffed primary care practices, they would have been harder to introduce. Other innovations
introduced included sharing information in real time across primary and secondary care (Urbanville)
and targeting high-risk patients with multiple morbidities who are most likely to access emergency
secondary care, but could be better managed in the community (Greenvale).

Impact on practice staffing
All three sites had some success in recruiting salaried GPs to work within vertical integration practices.
The reduction in personal financial risk for GP partners that is consequent on the trust or LHB taking
responsibility for the GP contracts seems to have helped significantly. Combined with increased
training for all types of practice staff and opportunities for GPs to develop specialist interests, the
opportunity for GPs to focus on clinical work and leave ‘running the business’ to others makes vertical
integration practices more attractive to some potential GP recruits. Nevertheless, recruitment of GPs is
not easy, even for vertical integration organisations, and all sites continued to encounter high costs
associated with continued employment of locums. The vertical integration sites were able to increase
the use of multidisciplinary teams (MDTs) in primary care. There were increased training opportunities
for non-clinical staff in primary care to upskill and ‘move up’ within a larger organisation, which may
have improved their recruitment and retention within the vertical integration model.

Conclusions

The early implementation of vertical integration has focused more on achieving functional integration
than clinical integration. Based on the initial evaluation, our answers to the six research questions can
be summarised as follows.

The main driver of and rationale for vertical integration is to sustain primary care provision locally by
avoiding closure of general practices, as this not only enables patients to continue to have local access to
primary care, but also helps with managing demands on secondary (especially emergency) care. The stable
platform provided by vertical integration creates the opportunity for patient care improvements in future.

Governance and contractual arrangements to achieve vertical integration differed between the case
studies. At Seaview, the contracts for GP services are run directly by the LHB. At Urbanville, the
practices are part of the NHS trust organisation. At Greenvale, a separate company has been created
to run GP services, but it is wholly owned by the NHS trust. Details of legal aspects and resolving such
matters as access to the NHS pension scheme and clarification of the application of value-added tax
(VAT) rules took considerable time and effort to set up.

Vertical integration has developed further where there were good pre-existing relationships between
primary and secondary care, and where key individuals were active in providing leadership, energy and
focus for the integration. Recruitment and retention of GPs and practice staff has been difficult, but
positive progress has been made. Reliance on locums has been reduced, but remains a considerable
cost burden.
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Without vertical integration, at least some general practices would have closed, which would have
increased the pressure on remaining practices and forced patients to travel further to receive care.
Development of MDTs has taken place, and some increase in providing specialist outreach from
hospitals to primary care locations, but similar changes can also be seen among non-vertically
integrated practices. Improving care pathways, and the efficiency of the local health economy, for
patients who are high users of emergency secondary care and/or living with complex or multiple
morbidities was a particular focus at two of the three sites (Urbanville and Greenvale).

The different operational practicalities and cultures of primary care and secondary care have required
effort to bridge. The main impact on ways of working has been in primary care. The views of the
primary and secondary care workforces about working together across the care interface in vertically
integrated arrangements is a subject we intend to return to in a future evaluation.

The net impact of vertical integration on health system costs appears to be either neutral or beneficial.
The main benefit of vertical integration to efficiency is the scope for better management of emergency
patient flows to acute hospitals. Centralisation of back office functions may also offer modest savings.
We were not able to determine the impact of vertical integration on patient experiences or outcomes,
or to quantify the effect on the ability to recruit and retain primary care staff, due, in part, to the
novelty of these arrangements. We plan to return to the questions of costs and savings and of patient
experiences and outcomes in a future evaluation of vertical integration.

Overall, we have been able to develop a theory of change for each of the case study sites. In addition,
there has been sufficient commonality between sites to derive an initial overall theory of change for
vertical integration. We intend to test and develop these theories of change in a follow-on phase 2
study of vertical integration.

Therefore, vertical integration is a valuable option to consider when general practices look likely to fail;
however, it is not an option that should be imposed from the top down. Many GPs evidently do not
wish to join such arrangements. Vertical integration may be a route to better integration of patient
care, at least in some areas, but it is not the only route.

We propose a number of questions to be the focus of further research, some of which we hope to
address in a second phase of the evaluation that is reported here.

Funding

This project was funded by the National Institute for Health and Care Research (NIHR) Health and
Social Care Delivery Research programme and will be published in full in Health and Social Care Delivery
Research; Vol. 10, No. 17. See the NIHR Journals Library website for further project information.
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Chapter 1 Background, context and objectives

Parts of this report have been reproduced with permission from Sidhu et al.1 This is an Open Access
article distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0)

license, which permits others to distribute, remix, adapt and build upon this work, for commercial use,
provided the original work is properly cited. See: https://creativecommons.org/licenses/by/4.0/.
The text below includes minor additions and formatting changes to the original text.

Summary of key points

l The evaluation reported here is of instances where organisations running NHS acute hospitals have
taken on the responsibility of also running some general practices.

l This change in practice has been happening in several locations in England and Wales, with the first
instances commencing in 2016, but it is not yet widespread practice.

l An acute hospital taking responsibility for running general practices is an example of ‘vertical integration’,
that is, integration between organisations operating at different stages along the patient pathway.

l Vertical integration can occur in any area of the economy and can be seen as a way of attempting
to reduce transaction costs and to reduce risks for the integrating entities. Vertical integration can
make decision-making, monitoring and information-sharing more efficient. In health care, this might
translate as better mutual understanding between general practitioners (GPs) and hospital
specialists, better communication and flows of patient information between GPs and hospital
specialists, and reduction of risks through better demand management.

l The NHS across England and Wales is working towards systems of care that offer better
co-ordination across the primary and secondary care interface. One innovative approach to
achieving stronger integration of care is via vertically integrating primary care organisations with
secondary care organisations (i.e. co-ordination within a single management entity of staff,
infrastructure, functions and activities that contribute to different levels of patient care).

l There has also been growing interest in extending the range of health-care services that are
delivered in primary care settings. However, at the same time, in the face of growing patient
demand combined with GP workforce constraints, the long-term sustainability of primary care has
become an increasing focus of concern.

Background

This report presents a rapid evaluation of arrangements whereby NHS organisations operating acute
hospitals have additionally taken over the running of general practices at scale in a few locations
in the NHS in England and Wales (i.e. a new form of vertical integration). There is little systematic
information on the rationale for, or desired impact of, such vertical integration in a UK NHS setting,
or on why it is developing in some places despite not being an explicit part of current NHS policy in
England or Wales. There is, correspondingly, limited understanding about how to implement vertical
integration in a UK NHS setting (e.g. contractual/governance and commissioning issues) and the
enablers of and barriers to its implementation. The number of examples of vertical integration is,
nevertheless, growing and so it is timely to evaluate their implications.

The initial impetus for the evaluation of vertical integration was a desire to understand the logic of
this form of integration in the provision of health care across primary and secondary care settings.
However, as the study progressed, it became clear that a major driver of vertical integration is a
response to difficulties with sustaining general practices and, therefore, local access for patients to
primary health care.

DOI: 10.3310/TLLA3317 Health and Social Care Delivery Research 2022 Vol. 10 No. 17

Copyright © 2022 Sidhu et al. This work was produced by Sidhu et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social
Care. This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution,
reproduction and adaption in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the
title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

1

https://creativecommons.org/licenses/by/4.0/


In this chapter, we first describe the institutional context. We then locate the form of vertical
integration that is the focus of this evaluation within the landscape of types of health-care integration,
before going on to describe the current and recent past policy context relevant to such vertical
integration. We finish the chapter by stating the aims of the evaluation reported here and outlining the
structure of the rest of the report.

Institutional context

Within the NHS, acute hospitals do not usually run primary care services. Indeed, at the founding of the
NHS in 1948, although hospital services were nationalised, GPs remained as independent practitioners.
GPs were, and usually still are, contracted by the NHS to provide primary care medical services to the
patients who register with them. GPs also have the responsibility of acting as ‘gatekeepers’ to other
NHS services, including acute hospitals; however, GPs are not employees of the NHS.2 This separation
between primary and secondary care has been maintained through numerous NHS reforms, including
the major reorganisations in 1974 and 1990.3 Indeed, the 1990 reforms arguably deepened the divide
by casting GPs in the role of fundholders and, therefore, ‘purchasers’ from secondary care providers
(i.e. NHS trusts). In the past 20 years, the role of GPs as purchasers or commissioners of care for their
patients from other NHS organisations, as individual practices, has reduced. However, as members of
Clinical Commissioning Groups (CCGs) and primary care networks (PCNs) in England, GPs’ involvement
in purchasing hospital care remains strong. At the same time, the desirability of better integration of
patient care across primary and secondary care settings has become firmly established as a policy
objective, as described later in Policy-drivers for integration.

Acute hospitals are providers of hospital-based emergency and/or elective specialist health care. In
England, acute hospitals are run by a publicly owned organisation known as an ‘NHS foundation trust’
or an ‘NHS trust’ (hereafter referred to collectively as trusts). There are 152 acute hospital trusts in
England.4 The institutional set-up of the NHS in Wales is different from that of the NHS in England.
In Wales, NHS acute hospitals are run by seven territorially defined Local Health Boards (LHBs). The
services of acute hospitals are contracted for by both national and local NHS ‘commissioners’ of care.
In England, the commissioning organisations are NHS England (London, UK) (nationally) and CCGs
(locally). In Wales, the commissioners are NHS Wales (Cardiff, UK) (nationally) and LHBs (locally).

Until the last few years, hospital trusts in England had no role in running general practices. Although it
remains most often the case that hospital trusts do not run general practices, in recent years, a small
number of departures from this have occurred (i.e. a few hospital trusts in England have started to run
general practices). In Wales, the LHBs directly run hospitals and community health services. LHBs also
contract with independent general practices, but LHBs do not usually operate general practices
directly. However, in recent years, this has started to change in a few locations in Wales. It is these
recent changes in England and Wales that provide the initial stimulus for the evaluation reported here.
Our focus is on those cases where organisations running acute hospitals have taken on general practices
at scale (i.e. more than just one or two practices). Such vertical integration at scale is a relatively new
phenomenon in the NHS – occurring over the period since 2015 – and the number of examples is
currently small and scattered geographically. Nevertheless, interest in vertical integration is growing and
during the study we became aware of new examples starting up.

The arrangements for general practices are essentially the same in both England and Wales; they
provide primary medical care to their registered populations, which are effectively the total national
population in aggregate. General practices are staffed by GPs and, increasingly, other health-care
professionals (e.g. nurses and pharmacists). In England, as of September 2019, there were around
7000 general practices with 34,586 GPs (headcount), of whom there were 26,958 full-time equivalent
qualified permanent GPs (i.e. excluding locums and trainees).5 In Wales, as of September 2018, there
were 421 general practices6 with 1964 GPs (headcount).7
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There are, in both England and Wales, three types of contract by which the NHS buys the services of
GPs: (1) General Medical Services (GMS), (2) Personal Medical Services (PMS) and (3) Alternative
Provider Medical Services (APMS) (Box 1). GMS contracts are the most common and are between
GP-owned practices and NHS England (in England) or their LHB (in Wales); PMS and APMS contracts,
which resulted from primary care reforms in 1997,8 are less common. However, the traditional GMS
contract, where GP partners own the practice, has been declining in popularity. The UK Government’s
2019 GP Partnership Review9 stated that ‘The numbers of GP partners are falling as a proportion of the
general practice workforce’ (contains public sector information licensed under the Open Government
Licence v3.0) (although the report did not provide any relevant data).

In both England and Wales, there are many areas where recruitment and retention of GPs is a
challenge. The number of GPs per 100,000 population has fallen in England since 2009 (from 66 then
to 58 in 2018) and in Wales since 2013 (from 64 then to 63 in 2018) in a context, in both countries,
of increasing demand from the population for health care, including primary care.10

The evaluation reported here is of those instances where acute hospitals have taken on the responsibility
for fulfilling GP contracts. This change in practice has been happening in several locations in England and
Wales, with the first instances commencing in 2016; however, it is not yet widespread practice and so it is
now timely to evaluate such arrangements.

Vertical integration

An acute hospital taking responsibility for these GP contracts and, therefore, for running general practices,
is an example of ‘vertical integration’, that is, integration between organisations operating at different
stages along the patient pathway. This kind of integration is distinct from ‘horizontal integration’, whereby
organisations at similar stages along the patient pathway merge, such as when one acute hospital trust
merges with another, or when one general practice merges with another or joins a network of general
practices.11,12 Vertical integration between acute hospitals and general practices in the NHS often entails

BOX 1 Types of GP contract

General Medical Services

The GMS contract is agreed nationally. This type of contract provides the contracting general practice with

an income stream to pay for the staff, premises and other costs of providing a menu of compulsory ‘essential’

services. Under the GMS contract, a practice may also voluntarily provide, and be paid for, ‘additional

services’ and ‘enhanced services’. Around 55% of general practices have GMS contracts.

Personal Medical Services

PMS contracts are negotiated locally (with the local CCG in England or LHB in Wales). The GPs are paid to

provide a defined service as agreed locally. Around 40% of general practices have PMS contracts.

Alternative Provider Medical Services

APMS contracts can be let to private-sector – both commercial and voluntary – organisations, as well as to

traditional general practices. This type of contract tends to be used in areas where it is difficult to recruit

and retain GPs. Around 5% of GP services are provided via APMS contracts.

Source: Healthcare Financial Management Association 2016, pp. 40–1.
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an element of horizontal integration.When hospitals merge with more than one general practice, those
practices are effectively integrated horizontally with one another, as well as vertically with the hospital.
Our focus is on the vertical aspect of the integration. There are many other types of horizontal integration
between general practices (Smith J and Sidhu M, University of Birmingham, 2020; Parkinson S and
Harshfield A, RAND Europe, 2020; personal communication), but horizontal integration is not the focus of
the evaluation reported here.

The concept and term ‘vertical integration’ has a long history in the economics literature13 and is seen
as having three main aspects: (1) market power, (2) risk management and (3) transactions costs. Some
associated perspectives on vertical integration have emerged in the context of competitive product
markets; these perspectives are likely to be of limited relevance in an NHS context. For example, no
UK NHS acute hospital has ever set up new general practices, as they might, in principle, were they in
a competitive market where they were keen to channel patients to themselves rather than to rival
hospitals. Nonetheless, the economic perspective does offer the following additional insights of
potential relevance to the case of acute hospitals running general practices.

Vertical integration can be seen as a way of attempting to reduce transaction costs, as it can make
decision-making, monitoring and information-sharing more efficient.14 In the context of our evaluation,
this might translate as better mutual understanding between GPs and hospital specialists, and better
communication and flows of patient information between GPs and hospital specialists. A vertically
integrated organisation can use more informal and less time-consuming procedures to resolve conflicts
internally than would independent agents from separate organisations.13

Vertical integration could also be a strategy to reduce risk. If risk grows over time, then the
attractiveness of this strategy may increase correspondingly. In a competitive market, this may involve
securing a segment of potential customers who might otherwise purchase from a rival, but it is also
relevant in an NHS context, where the risk to be reduced may be that of demand growing faster than
the capacity of the hospital and its sources of NHS funds to meet that demand. A hospital integrating
with general practices from which patients are referred to it may offer the prospect of greater demand
management. Less positively, vertical integration may mean that patients find themselves less able to
exercise choice between alternative providers of hospital care because their GP is inclined to default
to referring them to the hospital that employs them.

Laugesen and France15 reviewed the applicability of economic theories of integration to the health-care
sector, with specific reference to the UK and the USA. Laugesen and France15 were particularly interested
in the scope for risk management and transactions cost reduction via vertical integration. The study15

does not mention a specific example from primary care but vertical integration in the UK is such an
example. Here, risk management might mean not only the risks to a hospital of insufficient or excessive
demand, but also the financial risks faced by the owners of individual general practices that are facing
difficulties in recruiting and retaining new partner GPs. In the US context, Laugesen and France15

highlighted Kaiser Permanente (Oakland, CA, USA) as a well-developed vertically integrated health-care
organisation. Kaiser Permanente and other international examples of vertical integration in health care
are briefly described in Chapter 2.

In the health-care context, vertical integration has been defined by Ramsay et al.16 as being of six types:
organisational integration (organisations merge into one or bind themselves together contractually),
functional integration (non-clinical activities for multiple organisations are combined), service integration
(clinical services are integrated within the same organisation), clinical integration (where patient care
becomes a single integrated process both within professions and across them, e.g. by using shared
guidelines), normative integration (the sharing of values in collaborating to deliver health care) and
systemic integration (making rules and policies coherent across all organisational levels).
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Conrad and Dowling17 have argued that vertical integration requires (1) the clinical integration of the
processes involved in delivering patient care and (2) administrative (functional) integration at both
inter- and intraorganisational levels. Therefore, strong administrative integration (e.g. management
support, governance and strategy formation) is required to support clinical integration whereby patient
care is improved over time. Subsequently, to achieve near-complete vertical integration of care across
primary, community and secondary sectors, health care for patients should cut across health promotion
and disease prevention all the way through to treating short-term episodic acute illness. Shortell et al.18

identified a number of limiting factors that need to be considered prior to commencing vertical integration.
These factors include (but are not limited to) the need to establish trust among clinicians and institutions,
well-integrated information systems and non-clinical support services (i.e. back office functions) and
consensus on practice and care delivery guidelines. Robinson and Casalino19 go further, suggesting that
vertical integration needs to go beyond a physician’s desire for professional autonomy and a hospital’s
desire for organisational co-ordination to show how services in primary care can be delivered through
greater horizontal integration, achieving ‘integrated delivery systems’ (known as PCNs and primary care
clusters in England and Wales, respectively). Theoretically, vertical integration between acute hospitals
and integrated delivery systems can lead to efficient use of services across the care pathway (particularly
post-acute care) and avoid duplication of administrative tasks; but, more importantly, vertical integration
should lead to a single hierarchy of authority with shared goals and strategies.

Policy-drivers for integration

Despite the historical institutional separation between general practices and hospitals, integration
between the multiple levels and providers of health and social care has increasingly been seen, in both
England and Wales, as important for the effectiveness and efficiency of the NHS in the long term and to
improving the care provided to patients. The NHS across England and Wales is working towards systems
of care that offer better co-ordination across the primary and secondary care interface. One innovative
approach to achieving stronger integration of care is vertically integrating primary care organisations
with secondary care organisations (i.e. providing co-ordination within a single management entity of
staff, infrastructure, functions and activities that contribute to different levels of patient care).12,16,17

Such organisational integration can range from virtual integration that entails the formation of relatively
flexible alliance arrangements to a fully integrated organisational model in which a single body holds
contracts to deliver both secondary and primary care services.20 In this evaluation, we are interested
in the fully integrated model of vertical integration, specifically NHS acute hospitals taking over the
management of general practices.

In England, the NHS Five Year Forward View21 described, among other options for stronger integration
between primary and secondary care, what it termed primary and acute care systems (PACS), which
would combine general practice and hospital services ‘for the first time’21 (contains public sector
information licensed under the Open Government Licence v3.0),21 although not yet within single
vertically integrated organisations. There were nine PACS ‘vanguards’ at a variety of locations scattered
across England.22 In 2018, a report from The King’s Fund recommended that acute hospitals should
play a greater role in primary care provision:

. . . acute hospitals will need to play a fundamentally different role within local health economies. This will
involve: . . . working more closely with local partners, including primary care . . . developing integrated
service models that span organisational boundaries . . .

Naylor et al.23

Evaluations of the PACS ‘vanguards’ have found evidence of considerable change activity, but have not yet
yielded clear conclusions on the outcomes achieved as a result. The National Audit Office (London, UK) has
found early signs that PACS and other new models of care focused on integration are having a beneficial
effect on emergency admissions to hospitals,22 and there have been ‘significant amounts of innovation in
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terms of both front-line services and wider structures supporting system-wide collaboration’.20 However,
data and findings are limited across the vanguard sites, with questions about the reliability of outcomes data
and, consequently, uncertainty about the impact of PACS on key dimensions of health service delivery.24,25

Five years on from the NHS Five Year Forward View,21 the 2019 NHS Long Term Plan26 announced the
intention that all general practices in England should combine into PCNs covering populations of
30,000–50,000.26 Since July 2019, all but a small number of practices have become horizontally integrated
in that way with other practices, although remaining separate legal entities with separate contracts.
Findings from a recent BRACE (Birmingham, RAND and Cambridge Evaluation Centre) rapid evaluation
(Smith J, Parkinson S, Harshfield A, Sidhu M, personal communication) of PCNs show that there have been
a number of facilitators of and challenges to horizontal integration achieving sustainable primary care,
addressing growing workload issues and improving the availability and co-ordination of local primary care
services. The evaluation (Smith J, Parkinson S, Harshfield A, Sidhu M, personal communication) revealed a
tension between the desire for local autonomy and influence over PCNs, and the top-down nature of PCN
policy (i.e. the need for effective leadership). Notably, rural case study sites from the evaluation felt that
PCN policy had been developed with urban practices and collaborations in mind, and did not adequately
account for the experience of primary care in rural areas. Vertical integration was not specifically
mentioned in the NHS Long Term Plan,26 but is, nevertheless, happening in a few locations.

In 2015, theWelsh government published a plan for primary care services in Wales over the following
3 years. The plan set out a specific aim for the 64 ‘primary care clusters’ (i.e. collaborations between
general practices) that had recently been set up in Wales, each covering a population of 30,000–50,000,
to ‘play a significant role in planning the transfer of services and resources out of hospitals and into their
local communities for the benefit of their local populations’ (© National Assembly for Wales Commission
Copyright 2017. Inquiry into Primary Care: Clusters).27 Reviewing progress with primary care clusters, the
National Assembly for Wales Health, Social Care and Sport Committee reinforced the desirability of that
form of integration.27 The subsequent Strategic Programme for Primary Care in 2019 built further on
these initiatives through an enhanced community-based model of primary care.28 This model arose, in part,
from the national Pacesetter Programme, in which LHBs received funding to support innovations within
primary care. Research by University of Birmingham (Birmingham, UK) found that, although the Pacesetter
Programme had enabled some positive developments, overall, it was hampered by a lack of clarity about
its objectives, insufficient evaluation capacity and underdeveloped opportunities to share learning.28

Similarly to the situation in England, vertical integration between acute hospitals and general practices is
not currently being specifically advocated by NHS policy-makers in Wales, but it is happening spontaneously
in a small number of places.

Alongside the push for better integrated care, there has been growing interest in extending the range
of health-care services that are delivered in primary care settings.21 However, at the same time, the
long-term sustainability of primary care has become an increasing focus of concern in the face of
growing patient demand combined with GP workforce constraints.29,30

With this background of pressure to better integrate secondary and primary care services and to increase
the range of services available in primary care settings, combined with concerns about the sustainability of
general practices, there are a number of potential pragmatic reasons that might drive vertical integration
between acute hospitals and general practices. Vertical integration brings the opportunity to redesign
services; address problems with governance, funding, differing objectives and drivers; reduce transactions
costs; enhance the ability to involve both primary care and secondary care clinicians in the design of
effective and efficient clinical pathways; and, for patients, improve continuity of care and foster more
seamless transitions between teams and services. Organisational vertical integration between hospitals and
general practices might help to overcome co-ordination challenges that result from the discrete financial
‘silos’ in which primary care and secondary care otherwise find themselves (e.g. where investment in one
sector yields cost savings in the other). Vertical integration, which entails practice staff becoming salaried
employees of an acute hospital NHS trust (England) or LHB (Wales), may particularly suit younger GPs,
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many of whom are showing reluctance to buy into the traditional ‘partner model’ of general practice and
are showing a preference to be sessional or salaried.16,31

There are also potential downsides to the implementation of acute hospital and general practice
vertical integration, including fears among some GPs of reduced GP autonomy and, therefore, damage
to what they see as the entrepreneurialism and innovation of general practice;16,32 mistrust from local
primary care stakeholders;33 and doubts over how much inappropriate health service utilisation can be
reduced through vertical integration, especially compared with other models of integration.34
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Chapter 2 Scoping the evaluation

Summary of key points

l The study team took a narrative-based descriptive thematic approach to synthesising findings
drawn from a rapid scoping review guided by existing theory on vertical integration.

l The reasons most commonly cited in the literature for integrating acute hospitals and primary care
services (i.e. vertical integration) were concerned with expectations of providing better-quality, more
effective health care, with better patient experiences of care being delivered at lower, or at least no
higher, costs to the health-care system as a whole.

l Vertical integration can be undertaken by recourse to different types of contractual and governance
arrangements, but evidence as to which are more effective, and in which circumstances, is not
yet available.

l Core characteristics and enablers of vertical integration include establishing continuity of care;
the management of finance, human resources (HR), information technology (IT) and planning being
closely co-ordinated across the units being integrated; and building relationships with doctors who
actively participate in management and are economically linked to their organisation.

l Barriers to the successful implementation of vertical integration include professional silos, unlinked
and differing information systems, difficulties sharing patient records between organisations and
organisations’ different approaches to case management.

l There is a lack of robust evidence on the impact and effectiveness of vertical integration in health
care, particularly with respect to patient outcomes.

The first stage of the evaluation comprised a pragmatic rapid scoping review of the literature, supported
by interviews with key informants, discussion with the members of the BRACE Steering Group (which
includes experienced health services evaluators, commissioners and health-care practitioners) and a
project design workshop with policy-makers and external researchers. This was a key stage in the
evaluation to understand the existing evidence, develop research questions and identify potential case
study sites.We obtained an overview of the evidence already reported on vertical integration of acute
hospitals with general practices and identified knowledge gaps to be filled and propositions to be tested
later through comparative case studies, following principles outlined by Munn et al.35 In this chapter, we
present our findings from the scoping of the literature and key learning from interviews with informants,
and the research questions that subsequently emerged.

To scope the evaluation, we reviewed published literature, including grey literature (i.e. literature that
is not formally published in sources such as books or journal articles such as NHS trust reports and/or
working papers from policy groups or committees). We used a selective but systematic approach to
searching and provided a descriptive summary of our findings.

The study team took a narrative-based descriptive thematic approach to synthesising findings drawn
from the rapid scoping review, guided by existing theory on vertical integration.17 We thematically
categorised literature according to differing models of vertical integration to aid the identification of core
characteristics that act as enablers of successful implementation. We then sought to draw connections
between core characteristics and desired outcomes for vertical integration within a UK NHS context.
A more detailed description of our literature review method is provided in Appendix 1, along with our
search terms (see Appendix 1, Box 2) and a PRISMA (Preferred Reporting Items for Systematic Reviews
and Meta-Analyses) flow chart with regard to screening results (see Appendix 1, Figure 8).
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Discussions with key experts

In parallel with the scoping review, members of the study team completed telephone interviews
(using a structured topic guide informed by the literature; see Report Supplementary Material 1) and
face-to-face meetings with academics, policy analysts and NHS staff involved in the implementation
of vertical integration across different sites in the UK (total n = 13). The study team sought (1) their
initial insights and perspectives on why vertical integration was introduced and (2) their views on
which research questions should be prioritised in a rapid evaluation. The team also sought to better
understand the current climate of primary and acute care working more closely together and what the
possible advantages and disadvantages of vertical integration would be for acute trusts and general
practices. Telephone interviews with NHS staff helped the research team to identify potential case
study sites across the UK that would be eligible to partake in a rapid evaluation.

Following the review of the literature and the scoping interviews, the research team held a stakeholder
project design workshop to consider the scope of an evaluation of vertical integration between acute
hospitals and general practices, and to refine the research questions.36 The workshop took place in
Birmingham in March 2019. In addition to research team members, participants included an independent
researcher expert in the field of integration in the NHS and employees of the Department of Health and
Social Care (England) and NHS England.

Findings from the literature

Several examples of vertical integration between organisations involved at various stages of the care
pathway were identified in the UK, some of which are examples of an NHS acute hospital taking
responsibility for the delivery of GP services.

South Somerset’s Symphony Project (2016 to present)

l The South Somerset’s Symphony Project involved integration between Yeovil District Hospital NHS
Foundation Trust (Yeovil, UK) and local primary care providers through stronger partnerships,
supporting practices and improving joint work between GPs and hospital services.37

Southwark and Lambeth Integrated Care (2012–16)

l Southwark and Lambeth Integrated Care was a 4-year integrated care programme across two
adjacent south London boroughs, which attempted to integrate care across primary, acute,
community, mental health and social care.33

The Royal Wolverhampton NHS Trust primary care vertical integration (2016 to present)

l Primary care vertical integration at the Royal Wolverhampton NHS Trust (Wolverhampton, UK)
involved nine practices in the West Midlands being run by the Royal Wolverhampton NHS Trust.38

Closer to Home (2006–7)

l The Closer to Home project involved the moving of selected specialist services for less complex
conditions from hospital into a community setting in five different sites across six specialties in each.39

Northumbria Primary Care (2015 to present)

l Six practices in Northumbria were run by the Northumbria Healthcare NHS Foundation Trust
(Newcastle-upon-Tyne, UK).40
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The Willow Group (April 2017 to present)

l The Willow Group comprised four practices in Gosport (Hampshire, UK) being run by the Southern
Health NHS Foundation Trust (Southampton, UK).41

Some international examples of specific relevance were also identified:

The Alzira model (1999–2018)

l The Alzira model involved a single health-care provider receiving a fixed annual sum per inhabitant
to supply free universal access to a range of primary, acute and specialist hospital services in
Valencia, Spain.42,43 It is worth noting that, in 2018, the contract with the private provider was
terminated after nearly 20 years by Valencia’s health authority and the services then reverted to
public ownership. According to Comendeiro-Maaløe et al.,44 the termination was for a combination
of reasons relating to ‘Financial concerns, governance failures and politics’.

The Kaiser Permanente Community Health Initiative (2003 to present)

l The Kaiser Permanente Community Health Initiative is an integrated health-care delivery system
that provides care for more than 12 million members in the USA.45

Odense University Hospital co-operation model between the hospital and general practitioners,
including co-location of primary and secondary services (2013–16)

l The Odense University Hospital co-operation model involved an on-call GP facility located alongside
the accident and emergency (A&E) department at a hospital in Odense, Denmark.46

The remainder of this section draws on information from the literature on acute hospital/general
practice vertical integration. The following themes emerged from the scoping of the literature and are
used to organise the scoping results that are presented in the remainder of the chapter:

l the rationale behind vertical integration schemes
l contractual and governance arrangements
l the core characteristics and enablers of vertical integration
l concerns about and barriers to such programmes
l the outcomes identified.

Rationale
As noted in Chapter 1, it is possible to hypothesise several reasons for integration between acute
hospitals and general practices. It might bring the opportunity to redesign services; address problems
with governance, funding, differing objectives and drivers; reduce transactions costs; enhance the
involvement of both primary care and secondary care clinicians in the design of effective and efficient
clinical pathways; and, for patients, improve continuity of care and foster more seamless transitions
between teams and services.

Primary and acute care systems were a new model of care that was introduced in the hope that they
would deliver on the ‘triple aim’ of the new care models programme as a whole (i.e. better patient
experience, better population health and more efficient use of resources).20 It is hoped that these aims
will be met through better decision-making and a more sustainable use of resources, with a stronger
focus on prevention and integrated community-based care and less reliance on hospital care.21

The rationale for/drivers of integration in some UK examples from the literature are outlined in Table 1.
The first of these – Southwark and Lambeth Integrated Care – is an example of where vertical integration
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stops short of the acute trusts concerned taking ownership of general practices. The Royal Wolverhampton
NHS Trust has taken over a number of the general practices in its local area. Northumbria Primary Care
is a not-for-profit company wholly owned by Northumbria Healthcare NHS Foundation Trust and is an
example of where an organisation running acute hospitals (i.e. the trust) has taken over responsibility for
running some general practices.

With respect to the international examples, the institutional contexts in the respective health-care systems
differ from England and Wales. However, the examples are interesting indications that the option of acute
hospitals operating primary care practices has attracted interest beyond the UK.The rationales highlighted
in the literature vary across the different vertical integration examples, but, in all cases, are potentially
highly relevant in a UK context. The Alzira model was introduced with the expectation of efficiency
improvements, leading to cost savings and, at the same time, providing services of a higher quality.42,43

The Kaiser Permanente Community Health Initiative integrated health care at all levels to tackle local
public health issues, such as reducing obesity in low-income communities.45 In Denmark, the Odense
scheme focused on improving co-ordination between hospital A&E services and GP services.46

Overall, the rationales we found to be most commonly cited for integrating acute hospitals and primary
care services were concerned with expectations, or hopes, of providing better quality and more
effective health care, with better patient experiences of care being delivered at lower, or at least no
higher, costs to the health-care system as a whole.

Contractual and governance arrangements
Vertical integration can be undertaken by recourse to different types of contractual and governance
arrangements, but evidence as to the advantages and disadvantages of different approaches is
not available.

With respect to PACS, three contracting models are possible.47

TABLE 1 Rationale for/drivers of hospital/general practice integration in UK case study examples

Case study example Description Rationale/drivers

Southwark and
Lambeth Integrated
Care

Socioeconomically relatively
deprived areas, with
multiethnic populations,
high burden of disease and
fragmented health and social
care services

l Reducing the number of emergency beds used per day
and the number of residential care home placements in
the area, and improving service integration

l Early identification and addressing of care needs, the
joining up of care across providers and the provisioning of
care in the most appropriate setting33

l Enable integration across primary, acute, community,
mental health and social care

The Royal
Wolverhampton
NHS Trust

Socioeconomically relatively
deprived areas, with
multiethnic populations,
high burden of disease and
fragmented health and social
care services

l Vertical integration with local general practices to
redesign services

l Remove issues surrounding the separate organisations’
different scopes of responsibility, different funding and
differing objectives and drivers, and enable clinicians to
design effective and quality clinical pathways that are
expected to improve access and patient outcomes38

l Remove inefficient processes, increase the sharing of
knowledge and skills between primary and secondary care
and, ultimately, provide better value for money for the
taxpayer and improved experience of care for patients

Northumbria
Primary Care

Socioeconomically relatively
deprived areas, with an
elderly white British
population, high burden of
disease and fragmented health
and social care services

l Help GPs to be able to share their expertise, knowledge
and best practice

l Improve the quality of patient care and patients’
experience of care; make more appointment slots
available and ensure that care can be provided from a
broader clinical team40
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Virtual primary and acute care systems
Virtual PACS are when providers in different parts of the health-care system, including acute hospitals
and general practices, are bound by an alliance agreement (i.e. where two or more independent entities
agree to work together, without forming a jointly owned entity, to deliver care for the local population).
PACS are not a new contractual model, but, instead, overlay an alliance agreement on top of the existing
system of contracts by which acute hospital and primary care services are governed in the NHS (as described
in Chapter 1). An alliance agreement could establish a shared vision and ways of working, and the role for
each provider in the PACS.

Partially integrated primary and acute care systems
Partially integrated PACS go further than virtual PACS and require most providers, but excluding
primary care practices, to have a single contract with the commissioner of health-care services,
implying, in turn, that those other providers must have a contractual relationship with one another,
but general practices are explicitly outside this. The single contract holder would be required to
integrate directly with primary medical services delivered under GMS, PMS and APMS contracts
(see Box 1).

Fully integrated primary and acute care systems
The PACS hold a single, whole-population budget for the full range of services in scope, including
primary medical services. No fully integrated PACS yet exist.

Vertical integration between acute trusts and general practices would imply either partially integrated
or fully integrated PACS. The Royal Wolverhampton NHS Trust and south Somerset’s Symphony Project
have taken partially integrated PACS approaches.37,38 Elsewhere, the evaluation of the Southwark and
Lambeth Integrated Care programme, which adopted a ‘virtual’ approach rather than formal contracting,
highlighted the importance of shared ownership and leadership among the stakeholders.33

The health-care system in Spain is, like that in the UK, tax funded and largely provided by publicly
owned organisations. With respect to the Alzira model, payment to the providers of the integrated
services was made through a capitation system, whereby a budget is assigned according to population
size and range of service provision. Furthermore, hospital doctors and many GPs were employed
directly by the private organisation providing the integrated services.43 Therefore, the Alzira model was
equivalent to a fully integrated PACS approach.

Relatively little information was present about the governance of existing vertical integration
programmes referred to in the literature. However, details were provided for the Southwark and
Lambeth Integrated Care programme. The Southwark and Lambeth Integrated Care programme
was set up as a partnership across local general practices, three NHS foundation hospital trusts, two
CCGs, one mental health foundation trust and two local government authorities.33 The Southwark and
Lambeth Integrated Care programme was run by four main boards: (1) a sponsor board for strategic
direction and high-level decision-making, (2) a provider group for turning strategy into action, which
also acted as a programme board, (3) an operations board, which oversaw delivery, and (4) a citizens’
board, which gathered input from patients and local citizens. Importantly, citizens and primary care
were also represented on the other three boards.

The Royal Wolverhampton NHS Trust employs a public health consultant and registrar to ensure that
the general practices are up to date on ways to improve health in the area and reduce unnecessary
demand for health-care services. Moreover, there is a ‘command centre’ that handles calls to all
practices, which also employs social services staff. General practices run by the Royal Wolverhampton
NHS Trust also have access to a live data set showing their patients’ contacts with acute, primary and
community services, and the practices can book patients directly into hospital beds at the Royal
Wolverhampton NHS Trust.38
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Core characteristics and enablers of vertical integration
The information found on core characteristics and enablers of vertical integration is drawn from the
international literature, in particular relating to the USA, but many of the observations are relevant to
a UK setting. Sheaff et al.31 identified seven core characteristics of successful vertically integrated
health-care organisations in the USA:

1. hierarchical governance or long-term relationships between organisations that vertically integrate
2. continuity of care and provision by teams, enabling less costly models of care
3. capitation payment, creating incentives for preventative care
4. competing with other providers on quality rather than price
5. good management and information systems, with ‘functional integration’ (i.e. support functions, such

as the management of finance, HR, IT and planning, being closely co-ordinated across the units
being integrated)

6. sufficiently large organisation and population served to ensure long-term stability of the
organisation and enable the development of care pathways for common diseases

7. doctors who actively participate in management and are economically linked to their organisation.

Furthermore, Sheaff et al.31 identified two strong enablers of vertical integration: (1) a ‘front-door’ triage
of patients coming into hospital as emergencies and (2) an integrated electronic patient record system
accessible by both hospital and primary care professionals.31 Despite the major differences between the
US health-care system and the systems in England and Wales, the characteristics and enablers of vertical
integration identified by Sheaff et al.31 are all relevant to the case of acute hospitals running general
practices in the UK.

The Alzira model established a unified information system, becoming the first public hospital in Spain
with a fully integrated computerised medical history system.43 Moreover, the Alzira model introduced
medical links between secondary and primary care, with a secondary care consultant physician
associated with each primary care health centre and working with the same patients as the GP;
integrated primary care centres with an increased scope of services provided (e.g. X-ray imaging); and
integrated medical care pathways, from prevention through to palliative care, to enable the integration
of primary and secondary care.

Concerns about, and barriers to, vertical integration
There is rather more evidence available on concerns about vertical integration and barriers to its
success, particularly with respect to acute hospital integration with general practices. In their analysis,
Sheaff et al.31 found that obstacles to care co-ordination can remain within integrated organisations
for reasons such as professional silos (with rivalries and self-imposed isolation of occupational groups
from one another), discrepant IT systems for different divisions or care groups within one organisation,
difficulties sharing patient records between organisations and organisations’ different approaches to case
management.31 All of these potential obstacles are familiar within the UK context too.

The impact of cultural barriers to integration across organisations and professions can be significant.
Differences in practices, cultures and values may exist between different general practices being combined
within a vertical integration arrangement, or between primary care staff and hospital staff; if so, such
differences are likely to influence the extent and quality of joint working. (See Mannion et al.48 for an
example and a helpful summary of the meaning and use of organisational culture in health care.)

In their review of the evidence base for vertical integration for health care, Ramsay et al.16 identified
three major concerns:

1. integration that focuses mainly on bringing organisations together is unlikely to create
improvements in care for patients
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2. integrating providers in certain geographical areas may create a monopoly and, therefore, may
restrict patient choice

3. top-down attempts to integrate (e.g. that impose mergers of service providers) often have less
happy outcomes than those that are motivated from the bottom up.

The issues appear to be directly relevant to acute trust and general practice vertical integration because
of the geographical proximity of the organisations, the natural focus it has on bringing different organisations
together and the risk that it might be driven by top-down integration (i.e. instigated by the acute trust
and, therefore, seen by general practices as being done ‘to’ them rather than ‘with’ them).

International literature on vertical integration schemes also points to various concerns and barriers.
When considering the Alzira model in the context of the UK NHS, concerns raised by the NHS
Confederation were that:43

l commissioners of health services would have less control over how health care is provided, as more
of the care process would be internal to an organisation and that organisation would be more
powerful than individual unintegrated organisations would be

l commissioners might even be subject to ‘regulatory capture’, meaning that the vertically integrated
provider might control the local health economy to such an extent that independent oversight by
the commissioner would cease to be effective

l the vertically integrated model could squeeze out all other providers, such as social enterprises,
charitable providers and other niche services, creating a local monopoly.

To some extent, these concerns stem from the involvement of a private sector organisation running
the vertically integrated services for the publicly funded health-care system in that region of Spain.
However, these concerns might, in principle, also apply to any vertically integrated group of health-care
providers. The concept of regulatory capture of, and loss of control by, commissioners of/payers for
health care appears not to have been a subject of much research in the NHS and comparable publicly
run health-care systems.

With respect to the Odense University Hospital vertical integration in Denmark, the different incentives
in primary care and secondary care around professional approach, culture and reimbursement made
integration there challenging.46 Such differences between primary and secondary care exist in the UK
too. These difficulties are not necessarily removed by employing both primary care and secondary care
staff in the same organisation.

Outcomes
There is a lack of robust evidence on the outcomes and effectiveness of vertical integration in health
care, particularly with respect to patient outcomes. In the scoping review, all the evidence we found
on the outcomes achieved by acute hospital integration with general practices was anecdotal. Caution
is needed when interpreting the transferability and robustness of the data we collected, because
(1) very little high-quality published evidence was available on the outcomes and impact of vertical
integration and (2) in the evidence that was available, many of the findings demonstrated inconclusive
or mixed results.

Ramsay et al.16 concluded the following when considering the impact of vertical integration between
different organisations on a care pathway:

l Some evidence of strengthened partnerships [between the integrating organisations] . . .
l Some reports of improved capacity, for example personnel, and improved focus on governance and

adherence to guidelines
l Little evidence of impact on health outcomes
l Limited evidence of impact on cost.16
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The Southwark and Lambeth Integrated Care programme did not achieve the radical reductions in
hospital and nursing home utilisation that were initially expected.33 Although a reduction in admissions
to nursing homes was observed and there was no increase in the rate of emergency admissions to
hospital, this fell some way short of targets set at initiation.34 Despite this lack of impact on health-care
utilisation, other benefits did emerge. Effective efforts at integration took place between partners
across health and social care, there was greater citizen engagement and co-production, and there was
a reported shift in investment away from acute care towards community and primary care.34

Similarly, the Closer to Home project saw a general improvement in patient-reported waiting times,
quality of care, overall satisfaction and improved access compared with existing services. However, in
this case, care co-ordination did not improve and neither did interpersonal quality of care.39

Information on the outcomes of acute hospital vertical integration with general practices is largely
limited at present, being drawn from providers’ own websites and/or online articles. However, the
Royal Wolverhampton NHS Trust has conducted its own evaluation of the impact of vertical
integration on A&E attendances, emergency admissions and emergency readmissions. This evaluation
was published just as the current report was about to be submitted for publication. Yu et al. report a
statistically significant 11% reduction in emergency admissions and a 2% reduction in emergency
readmissions for patients of vertically integrated general practices compared with patients of
equivalent non-vertically integrated practices in the same area.49

According to the Northumbria Primary Care website, its vertical integration programme has seen the
following results for its general practices: all of its practices had achieved > 98% in the Quality and
Outcomes Framework for 2016/17, patient satisfaction was high (with more than 88% of patients
likely or extremely likely to recommend their service to friends and family) and the Care Quality
Commission (CQC) had rated all of its practices as ‘good’.40

The Willow Group website41 states that its acute trust and general practice vertical integration
programme has yielded positive outcomes in terms of improved access to care and the range of care
provided, and has improved the integrated organisations’ resilience to respond to capacity challenges;
however, no supporting data are provided.

With respect to the international examples, Caballer-Tarazona et al.50 found that the Alzira model
performed better than average, compared with the rest of the national health service in Spain, in terms
of costs and efficiencies between 2009 and 2010, but was outperformed by some public provision
models. López-Casasnovas and Del Llano51 found no difference in clinical or economic indicators
when comparing the Alzira model with other public provision models from 2012 to 2015. Moreover,
Comendeiro-Maaløe et al.42 found that, generally, the Alzira model did not outperform other (public
provision) models in respect of 15 out of 26 performance indicators (e.g. low-value care, potentially
avoidable hospitalisation, hospital case fatalities and technical efficiency and expenditure), although
in some areas of care its developments were outstanding (e.g. lower mortality after percutaneous
coronary intervention).

Summary of findings from the literature
The evidence on vertical integration of health services from the literature found by the scoping review
is relatively sparse and highlights the need for many questions to be addressed empirically. The reasons
offered for vertical integration between acute hospitals and general practices are wide-ranging, from
the desire to share expertise and knowledge, to the expectation of improved health outcomes.
However, evidence on the advantages and disadvantages of different contractual and governance
arrangements for implementing vertical integration was not apparent. Concerns about some effects of
vertical integration are evident, as well as expectations of beneficial outcomes. However, evidence to
either support or refute the stated rationale for vertical integration is largely lacking. There are reports
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that vertical integration can lead to stronger partnerships and greater collaboration across a wider
range of stakeholders, but robust evidence on the impact on quality of care and patient experience is
so far absent. We concluded, therefore, that evaluation of vertical integration of hospital care with
primary care was necessary to fill an identified evidence gap.

Findings from discussions with key experts

Policy experts and academics expressed their concerns about the rationale given for vertical
integration, as it appeared to be driven more by structural/organisational integration than better
co-ordination of care delivery. Policy experts and academics perceived a paucity of evidence for vertical
integration between acute hospitals and general practices, noting that some of the impetus was from
international examples, which may not be transferable to UK settings, and they were keen to hear more
about primary care-related outcomes and patient views, as distinct from the hospital perspective. In
addition, NHS staff were concerned about the impact that vertical integration might have on general
practices working in the same area but outside the vertically integrated arrangement and, therefore,
having to compete with acute hospital-managed practices, which would have a greater pool of resources
(e.g. finance, clinical staff and administrative capacity) to rely on. All stakeholders raised a number of
questions with regard to the impact of vertical integration on the wider health economy, specifically
how the delivery of community care services might change as a direct result of integration.

During scoping interviews, NHS staff and policy experts recognised benefits of vertical integration,
especially for younger GPs, as younger GPs could be given greater opportunities to acquire specialist
training across the primary and secondary interface and would be more likely to have a set/defined
workload and greater back office support (e.g. legal, indemnity, procurement), creating more time for
clinical contribution. This relates strongly to the current shift in primary care working among GPs,
where almost half of GPs in the NHS in England are employed on a salaried or sessional basis (as
opposed to having equity ownership of the practice) and a majority are women (many of whom work
part-time and/or wish to have portfolio careers, as do some of their male colleagues).52 However, a
number of academics were cautious that there would be a marked difference of leadership styles
between salaried GPs and GPs as partners. The closer integration of primary and secondary care might
also lead to increased data-sharing aligned with improved management in primary care of high-risk
patients who are more likely to access emergency secondary care. Policy experts also expressed a
desire to understand how the ‘success’ of vertical integration would be measured. Would success be
measured by general practice sustainability, by understanding the ‘right’ professional mix of multidisciplinary
teams (MDTs) in primary care or by improved financial and outcomes-based performance by the acute
trust? As a result, one academic interviewee felt that it would be appropriate for the study team to develop
individual programme theories for each vertically integrated organisation so as to better understand the
rationale for, and consequences of, vertical integration in a variety of approaches.

The project design workshop was an opportunity to consider, as a whole, the material gathered from
the scoping interviews and literature review, and to identify and prioritise, in discussion with policy and
academic stakeholders in the area, which questions to pursue for evaluation of vertical integration
between acute hospitals and general practices. These discussions led the team to identify the following
six research questions for an initial evaluation:

1. What are the drivers of and rationale for acute hospitals taking over the management and governance
of general practices? What does this type of vertical integration aim to achieve?

2. What models/arrangements exist for acute hospital organisations to manage general practices
(including different contractual/legal/organisational arrangements across primary, secondary and
community health services)?

3. What is the experience of implementing this model of vertical integration, including barriers to and
enablers of vertical integration, as well as the lessons learnt?
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4. In what ways, if any, has this model of vertical integration influenced the extent and type of health
service provision delivered in primary care?

5. What are the views of the primary and secondary care workforces about working together in this
way across the care interface?

6. In what ways, if any, has this model of vertical integration had impact so far? What are the expected
longer-term impacts? How is progress being measured?

Addressing these questions informs the development of a theory of change for vertical integration
between acute hospitals and general practices, describing its desired outcomes and the mechanisms by
which these are expected to be achieved.

A conclusion of the discussion at the workshop was that a rapid evaluation could not address all of the
main knowledge gaps and that it would be better to adopt a phased approach. This phased approach
would comprise an initial evaluation (which is the subject of the present paper) followed by a second
phase evaluation somewhat later. The second phase would start from the theory of change and then
more fully assess the impact of vertical integration, in particular on patients and on the efficiency and
effectiveness of the health-care system.

The method adopted for the initial rapid evaluation is described in the next chapter.
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Chapter 3 Methods

Summary of key points

l This rapid evaluation had two distinct aims.

¢ Aim 1: to understand the early impact of vertical integration, including its objectives, how it is
being implemented, if and how vertical integration can underpin and drive the redesigning of
care pathways, if and how services offered in primary care settings change as a result, and the
impact on the general practice and hospital workforces.

¢ Aim 2: to develop a theory of change for vertical integration, including identifying what
outcomes this model of vertical integration is expected to achieve in the short, medium and long
terms, and under what circumstances.

l We completed a qualitative cross-comparative case study evaluation that comprised three work
packages (WPs).

¢ WP1: rapid review of the literature, telephone scoping interviews and a stakeholder workshop.
¢ WP2: comparative case studies of three vertical integration sites with interviews with key staff

involved in the conceptual design, implementation and analysis of this model of vertical
integration; analysis of key documentation (both internal and publicly shared and that related to
patient experience); and non-participant observation of strategic meetings.

¢ WP3: development of a theory of change for each case study site and an overall theory of change
for vertical integration.

l We undertook a purposive sampling to select three case study sites, based on identifying
appropriate sites where vertical integration was happening at scale.

l A content analysis approach to documentary reviews and observations was undertaken. Data
analysis for interviews was informed by a framework method for the analysis of qualitative data in
multidisciplinary health research. Our analysis was guided by theoretical literature on vertical
integration between acute trusts and general practices.

General approach

This rapid evaluation had two distinct aims.

Aim 1
To understand the early impact of vertical integration, including its objectives, how it is being
implemented, if and how vertical integration can underpin and drive the redesigning of care pathways,
if and how services offered in primary care settings change as a result, and the impact on the general
practice and hospital workforces.

Aim 2
To develop a theory of change for vertical integration, including identifying what outcomes this model
of vertical integration is expected to achieve in the short, medium and long terms, and under what
circumstances.

As a result of the scoping work, we identified six research questions by which to address these aims
(see Chapter 2, Findings from discussions with key experts).
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Our general approach to meeting the aims and answering the research questions was a cross-comparative
case study qualitative evaluation, comprising threeWPs: (1) a rapid review of the literature, telephone
scoping interviews and a stakeholder workshop, (2) interviews with key stakeholders across three case study
sites, alongside observations of strategic meetings and analysis of key documents, and (3) development of a
theory of change for each case study site, as well as an overall theory of change for this model of vertical
integration (Table 2).5

The original project design additionally included a stakeholder workshop at each case study site and a
further workshop with stakeholders from the Department of Health and Social Care and NHS England
plus peer policy analysts active in the field of care integration. The workshops were intended to refine
the theories of change and to contribute to the dissemination of evaluation findings. However, as a
result of the COVID-19 pandemic and associated research-related restrictions from March 2020, the
study team followed National Institute for Health and Care Research guidance on suspending research
activity with NHS staff and temporarily omitted the workshops prior to report submission so as not to
delay reporting for an indefinite, and likely protracted, period. Workshops were subsequently completed
in August and September 2020.

Protocol sign-off
The study topic was identified and prioritised for rapid evaluation through BRACE’s approach of
identifying innovations through horizon scanning. An initial topic specification (first-stage protocol)
was prepared (February 2019) and, once approved, was used as the basis for writing the full research
protocol (May 2019), which drew on the findings of the initial scoping review and workshop (WP1).

Ethics approval
An application for ethics review to the University of Birmingham’s Research Ethics Committee was made
by the project team and approval was gained in July 2019 (reference ERN_13-1085AP35). The project
team received confirmation from the Health Research Authority (London, UK) that this study was to
be categorised as a service evaluation and, therefore, approval by the Health Research Authority or an
NHS Research Ethics Committee was not required. At each case study site, we approached relevant local
research and development offices to register our service evaluation and received confirmation that all
were content for the evaluation to proceed in their local area.

The method and findings from WP1 are presented in the preceding chapter (see Chapter 2). The second
and third WPs are described in the following paragraphs.

TABLE 2 Summary of WPs

WP Description

WP1: rapid review of the literature, telephone
scoping interviews and a stakeholder workshop

An overview of the evidence already reported on vertical
integration of secondary and primary care services to inform the
development of propositions to be tested through comparative
case studies

WP2: comparative case studies of three vertical
integration sites

Interviews with those involved in the conceptual design,
implementation and analysis of this model of vertical integration at
their respective sites; analysis of key documentation (both internal
and publicly shared and that related to patient experience); non-
participant observation of strategic meetings; and interpretation of
existing metrics and cost information being collected by, and any
quantitative analyses undertaken at, the case study sites

WP3: development of theory of change A workshop meeting of the full research team plus other senior
qualitative researchers from University of Birmingham and
RAND Europe to develop a theory of change for each case study
site, as well as an overall theory of change for this model of
vertical integration
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Comparative case studies of three vertical integration sites

In January 2019, through grey literature searching (of Pulse, the Health Service Journal and GPonline),
during the scoping of the evaluation, the research team identified five sites (Table 3) across England
and Wales where vertical integration between an acute hospital and general practices was already
being delivered at scale (i.e. four practices or more integrated with the local trust/LHB). Members of
the study team sent e-mail correspondence to vertical integration organisational strategic and/or
clinical leads (or their equivalent) on behalf of the principal investigator (JS).

The selection of case study sites was purposive, with the aim of seeking variation across three sites in terms
of (1) their rationale for implementing vertical integration and intentions for growth (i.e. management of
more general practices operating under this model in future), (2) their geographical location and population
served (i.e. a mix of rural and urban locations), (3) their legal and governance working frameworks and
(4) the amount of time that has elapsed since vertical integration was introduced. One site declined to
participate as it was already taking part in another research study, whereas another site was addressing
pertinent local challenges to health-care delivery. Three sites were selected and approached to seek their
agreement to participate in the study through face-to-face meetings at each respective site. All three sites
agreed by sending formal confirmation of participation letters/e-mails.

Stakeholder interviews
The aim of completing interviews with stakeholders was to understand the rationale for, drivers of and
challenges involved in the conceptualisation and implementation of vertical integration and interpret the
experiences of primary and secondary care staff working together across the interface. The evaluation
team planned to complete 15–20 interviews across each case study site or until data saturation (i.e. once
data were triangulated, no new information was being discovered during data analysis, with the data
confirming only existing themes and conclusions). The point of saturation was agreed by all members of the
study team. Fieldwork was completed in parallel across all three case study sites (August–December 2019)
by three members of the research team with experience of undertaking interviews and qualitative data
analysis (led by MS). Manbinder Sidhu was responsible for all communication and data collection at two
sites, and Jon Sussex and Jack Pollard were responsible for communication and data collection at the third
site. A small number of interviews (n = 3) were conducted with both Jon Sussex and Jack Pollard present,
at a single site, as the principal investigator wished to embed himself appropriately within the data
collection process to better inform data analysis.

TABLE 3 Selection of case study sites

Case
study site Rationale Location Legal framework

Date of
commencement

Number of
general practices

1 Better management
of secondary demand

England Subcontracting GMS
contract

June 2016 10

2 Primary care stability
and sustainability

Wales Health board control over
primary and secondary care

March 2016 22a

3 Primary care
sustainability

England Creation of a subsidiary
limited company managed
by local trust

April 2016 13

4 Primary care stability England Subcontracting GMS
contract

April 2017 4

5 Primary care
sustainability

England Creation of non-profit
limited company

April 2015 6

a Health board received 22 general practice resignations.
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Participants for interview were purposively sampled and were approached through each case study site’s
contact person/gatekeeper.53 A gatekeeper was defined as a person based at our case study sites who
could act as an intermediary between a researcher and potential participants, with the authority to
deny or grant permission for access to potential research participants.54 The gatekeeper facilitated the
identification of key individuals (informants) involved in the design, implementation, governance and
analysis of the model of vertical integration at the levels of strategic decision-making and delivering
patient care. Informants included LHB and acute hospital chief executives, directors (clinical and non-
clinical) and other NHS managerial-level staff (related to integration and strategy, delivery of health care
services, as well as financial and governance-related management); staff and board members (from
CCGs); GPs/general practice cluster leads and primary care staff who had, and some who had not,
implemented the vertical integration model in each area; and members of patient participation groups.

The study team followed Johl and Renganathan’s55 phased framework for responsible engagement with
organisations and gatekeepers to build their trust and support for the project, starting with formal e-mail
requests for invitation, including a participant information sheet (see Project management information).
Individuals participated in a semistructured interview with either one or two members of the study team,
completed at their place of employment, at any other suitable location convenient to the interviewee
or via telephone. Each participant was provided with the participant information sheet at least 48 hours
in advance to enable them to make an informed decision regarding whether or not to participate.
Interviewees had the opportunity to ask questions about the study and/or wider BRACE-related work.
Participants signed a consent form (see Project management information) prior to participating in the
interview. This included giving consent or not to the recording of the interview. Participants were
informed that they were entitled to withdraw from the study at any time and were given information
about how to find out more about the study and how to raise any concerns about its conduct. In total,
the study team approached 67 potential participants to complete an interview across all three sites, with
52 participants agreeing to take part. Salient characteristics of stakeholders interviewed across our three
case study sites are given in Table 4.

A topic guide was developed and used by researchers as an aide-memoire during the interviews (see
Report Supplementary Material 2). The main themes the topic guide covered were understanding the
rationale behind the implementation of vertical integration, the clinical/legal/governance arrangements
to facilitate this model, understanding the experiences of primary care and secondary care staff
involved with the implementation of this model, and the outcomes the vertical integration model is
expected to deliver in the short, medium and long term.

Interviews were audio-recorded (subject to consent being given), transcribed verbatim by a
professional transcription service, anonymised and kept in compliance with the General Data
Protection Regulation 201856 and the Data Protection Act 2018.57

Non-participant observation of meetings
We observed meetings (at an executive and managerial level at the acute trust and at the general
practice level among senior staff) between key stakeholders at case study sites to develop a better
understanding of how decisions regarding implementation and delivery of vertical integration are made
at local and executive board level. Non-participant observation provided the opportunity to gather data
with regard to the ongoing challenges of sustaining the vertical integration model across a number of
general practices, with input from stakeholders ranging from those who were more concerned with
strategic decision-making to GPs and other practice staff who were familiar with the everyday effects
of vertical integration on their work.

A participant information sheet and consent form (see Project management information) were circulated
to all invited attendees 1 week in advance of the meeting that was to be observed. At the start of each
meeting, prior to observations commencing, a member of the study team provided a verbal explanation of
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the project and its aims, and gave everyone present the opportunity to ask questions. Individuals who did
not consent were omitted from recorded observation notes. During meetings, team members were seated
appropriately to record observations but remain non-obtrusive to the discussion. Interactions were
recorded on an observation template (see Report Supplementary Material 3) based on the agenda for the
meeting, as well as by using sociograms (i.e. visual representations of relationships between individuals in
a given setting) to map the nature of interactions.58

Throughout the evaluation, arranging to attend meetings proved difficult across all three case study
sites. Organisations at the case study sites were selective with regard to the nature of the meetings
that study team members were permitted to attend. For example, it was difficult to gain access to
meetings where individual practices were likely to divulge information that may have compromised
their anonymity. This had a significant impact on the number of observations that were carried out.

Document review
Members of the study team gathered documents containing and describing data on the aims, drivers
and challenges associated with the implementation of vertical integration across the case study sites.
Documents were acquired either directly from gatekeepers across the case study sites or by searching
the relevant NHS organisations’ websites for publicly available information. The types of data and
documents the project team gathered included minutes from meetings where the implementation of
vertical integration had been discussed and presentations describing the progression of vertical
integration at each site. Information was extracted from source documents using a structured
Microsoft Excel® (Microsoft Corporation, Redmond, WA, USA) extraction template (see Report
Supplementary Material 4).

TABLE 4 Salient characteristics of stakeholders interviewed across our three case study sites

Area of
specialism Generic description of role Number of participants (participant identifiers)

Primary care Clinical 12 (A03, A12, A15, B12, B13, B17, C04, C07, C09, C15,
C16, C17)

Organisational management 9 (A17, A18, B01, B05, B08, B09, B10, B11, C08)

Professional representation 2 (B02, B04)

Clinical and managerial 1 (B03)

Patient participation group 2 (A08, B16)

Primary and
secondary
care

Clinical 1 (A07)

Clinical and managerial 1 (B06)

Organisational management 3 (B14, C03, C11)

Primary care
commissioning

Organisational management 1 (B15)

Secondary
care

Clinical 2 (A16, C10)

Organisational management 15 (A01, A02, A06, A09, A10, A11, A13, A14, B07, C01, C02,
C05, C06, C12, C14)

Senior management 3 (A04, A05, C13)

Total 52
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Modes of analysis/interpretation

Development of a theory of change

What is a theory of change?
According to Weiss,59 a theory of change provides a framework that encourages stakeholders to
develop comprehensive descriptions and illustrations of how and why a desired change is expected to
happen in a particular context. The process is outcomes based and helps to clearly define long-term
goals and then map backwards to identify the necessary preconditions that are required for success.
It is worth noting the difference between logic models and theory of change: logic models connect
programme activities and outputs to stakeholder outcomes, whereas theory of change attempts to
identify how to create a range of conditions that helps programmes deliver on the desired outcomes.60

For Weiss,59 conducting evaluations on programme theories serves four main purposes:

1. It concentrates evaluation attention and resources on key aspects of the programme.
2. It facilitates aggregation of evaluation results into a broader base of theoretical and

programme knowledge.
3. It asks programme practitioners to make their assumptions explicit and to reach consensus with

their colleagues about what they are trying to do and why.
4. Evaluations that address the theoretical assumptions embedded in programmes may have more

influence on both policy and popular opinion.

The development of theory of change often incorporates a form of diagrammatic representation and
accompanying narrative (i.e. causal chains, assumptions and the contextual conditions that influence how
a programme works captured in a single diagram). However, vertical integration, and its implementation
within the UK, can be difficult and challenging to evaluate. Vertical integration is a complex programme,
comprising multiple services across a number of health sectors made up of multiple processes, causal
chains and outcomes.61 In addition, across our three case study sites, vertical integration has been in
place for a number of years, and, therefore, it might be difficult for stakeholders to clearly remember the
nature of steps taken to reach a desired outcome. All of these factors make it difficult for researchers to
uncover all aspects of a programme that may have led to change. However, applying theory of change
methodology can be valuable to understanding how each of our three case study sites interprets how
vertical integration is making a difference to the local health economy.

For Vogel,60 developing a theory of change is not a one-off exercise, but rather an ongoing discussion
between different stakeholders groups and researchers to detail the assumptions of how change has
come about, which may affect whether or not the activities and outputs are appropriate for influencing
the desired changes in a given context. Vogel60 suggests that the process of developing a theory of
change involves (in order):

l defining the context for the programme, including social, political and environmental conditions,
detailing the dilemma the programme is seeking to influence and identifying stakeholders who are
able to influence change

l presenting the long-term outcomes that the programme seeks to support and for whose
ultimate benefit

l establishing the broad sequence of activities anticipated (or required) to lead to the desired
long-term outcome

l presenting assumptions about how these changes might happen, and about contextual drivers that
may affect whether or not the activities and outputs are appropriate for influencing the desired
changes in a given context

l displaying a diagram and narrative summary that represents the sequence and captures the discussion.
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As a result, the study team attempted to follow the above steps as closely as possible to develop
theories of change and a narrative summary for each case study site. The process of how these steps
were applied throughout the rapid evaluation is provided below.

Application of theory of change within this rapid evaluation
We have developed a working theory of change and accompanying narratives for vertical integration
specific to each case study site, as well as a generic model for cross-case comparison. Throughout our
findings, we have focused on mapping out or ‘filling in’ what has been described as the ‘missing middle’
between what a programme or change initiative does and how this leads to desired goals being achieved.62

We recognise, given our qualitative data collection methods, that theories of change will be grounded
in the assumptions of stakeholders with regard to how vertical integration is meant to work and may
overestimate the nature of its impact with respect to local contexts. In addition, participants will be
providing retrospective accounts of the implementation of vertical integration, which has evolved over
the past 2–4 years. In addition, we recognise that stakeholders may vary in their accounts when
distinguishing between the expected and aspirational outcomes that vertical integration is expected to
achieve. Therefore, we have produced not final theories of change but, rather, theories of change and
summaries that are in development, which can be tested and can then be refined in a follow-up impact
evaluation (see Chapter 9, Conclusions, for more information about a phase 2 evaluation).

In February 2020, the project team held a workshop to develop and refine theories of change and
accompanying narratives for each case study site, with input from those with expertise in theory of
change and theory-based evaluation within the BRACE partner organisations. As part of the workshop,
participants first identified from the case study material the long-term goals of the site as presented by
stakeholders, and then worked backwards to identify all the conditions (outcomes) that must be in place
(and how these related to one another causally) for the goals to occur.62 In addition, we attempted to
map longer-term goals that go beyond the identification of programme outputs.62 Therefore, the theory
of change workshop supported the identification of outcomes that vertical integration is expected to
achieve. The team’s intention had been to validate emerging theories of change with each respective
case study site; however, the team was able to deliver workshops and receive feedback from only two
case study sites. These workshops were designed to ascertain whether or not the study team correctly
understood the context within which vertical integration was being implemented, differentiate between
the aspirational and expected long-term outcomes and how they were expected to be achieved, and
comprehend any further changes, relevant to our research questions, since data collection. Note that the
development of theories of change was not an iterative process with a number of feedback sessions with
each site, but was delivered once data collection and analysis was complete.

Data analysis
Between November 2019 and April 2020, the insights gained through interviews, documents and
non-participant observations were analysed for each case study site.

We took a content analysis approach to documentary reviews and observations and, therefore, an
iterative process of reading appropriate vertical integration literature and engaging in interpretation.
To aid the process of analysing and interpreting data, the team (MS, JP and JS) held weekly 1-hour
telephone meetings for the duration of the project (June 2019 to June 2020) to discuss project
progress and emerging findings. Furthermore, the team undertook three face-to-face half-day
workshops from November 2019 to March 2020 (in addition to the theory of change workshop with
methodological experts) to discuss data in the context of findings from the scoping review, identify any
unexplored gaps in data that could be addressed in further interviews and develop theories of change.
Manbinder Sidhu and Jon Sussex continued to have regular weekly video calls (March–June 2020)
to discuss the write-up of findings (JP had left the project by April 2020). These meetings took
place online, as the evaluation team was working from home as per government guidance for the
COVID-19 pandemic.
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Our interview analysis was informed by the Gale et al.63 framework method for the analysis of qualitative
data in multidisciplinary health research. This method of analysis is a systematic method of categorising
and organising data, while continuing to make analytical and interpretive choices transparent and
auditable. Specifically, the framework facilitated constant comparison across the three case studies.
There are seven stages to the analysis:

1. transcription of interviews
2. familiarisation with the interview/observation/documentary material
3. coding
4. developing a working analytical framework
5. applying the analytical framework
6. charting data in a framework matrix
7. interpreting the data.

Stage 1: transcription
All interviews across three case study sites were transcribed verbatim by a professional outsourced
transcribing company. A single organisation, specialising in transcribing health-related qualitative
interviews, was used for all interviews. The quality of transcriptions was checked against recordings
by one of member of the project team (MS) on two transcripts, which also supported early immersion
and familiarity with the data.

Stage 2: familiarisation with the material
The members of the project team established familiarity with the data by each reading two transcripts
from each case study site and holding an early data analysis meeting, while data collection was still
ongoing (November 2019). During the meeting, team members were able to reflectively discuss and
share preliminary thoughts and impressions of early findings. These thoughts and impressions were fed
back into the conduct of how members of the team completed further interviews/observations.

Stages 3 and 4: coding and developing a working analytical framework
Stages 3 and 4 of the analysis took place in tandem. The study team applied a deductive approach, having
developed predefined codes focusing on specific areas of interest identified from our scoping review.
These codes were reviewed, refined and added to. Two interview transcripts were independently coded
by all three project team members (MS, JP and JS) to ensure that no important aspects of the data
were missed. NVivo 12 (QSR International,Warrington, UK) was used to undertake coding. After the
completion of the data analysis meeting (November 2019), and the independent coding of two transcripts,
an analytical coding framework was agreed with all project team members (see Appendix 2). The codes
were categorised under the following broad themes: rationale/drivers for integration; description of the
current model of integration; contracts, governance and legal arrangements; implementation of vertical
integration; financial implications; outcomes of vertical integration; changes in health service provision;
alignment of vertical integration with other existing models of primary care; impact on staff; uptake of
vertical integration in other areas; and future steps. The analytical coding framework was reviewed at
subsequent data analysis meetings of the research team in January and February 2020 (as and when
more interviews/observations were completed and were simultaneously being coded).

Stage 5: applying the analytical framework
The working analytical framework was then applied by indexing by all three project team members
across all interview transcripts [i.e. the systematic application of codes (n = 61) from the agreed
analytical framework to the whole data set and subsequent transcripts using the existing categories
and codes]. The same codes were applied to notes from non-participant observations and to extracting
data from the documentary review.

METHODS

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

26



Stage 6: charting codes
The project team took a novel, rapid approach to charting codes by developing a matrix based on
summaries of each code (once the analytical framework had been applied to all transcripts). This process
was led by a single researcher (MS) within the project team, with input from the other team members.
The matrix was structured according to research questions and how best to develop integrative themes.
As a result, summarised codes were merged to support the development of themes.

Stage 7: interpreting the data
The project team held a final data analysis workshop in March 2020 to finalise case-specific theories of
change and the development of themes. Key to this meeting was to understand the characteristics of
vertical integration across the three case study sites and differences across the data, interrogating
theoretical concepts relational to our research questions and mapping connections across our themes.
Once all members of the project team agreed on the final themes, writing up of the findings commenced.
In June 2020 the project team circulated a summary of findings (a digital slide deck) to each case study
site, providing an opportunity to give comments (i.e. member validation).

In summary, we followed a framework analysis model adapted for rapid evaluation, including repeated
discussion across the whole project team and calling on additional evaluation experts, in the development
of our findings. Our approach supported engagement with the data in a timely fashion, while retaining
wider context discussed within interviews and other sources. The approach was flexible enough to be
applied to interview, non-participant observation and documentary data, and to incorporate perspectives
of multiple stakeholders.We include a COREQ (consolidated criteria for reporting qualitative research)
checklist (see Report Supplementary Material 5) to add rigour to our reporting.
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Chapter 4 Overview of case study sites

Summary of key points

l This chapter provides a brief overview and context for each of the three case study sites, along with
their core characteristics.

l Urbanville comprises an acute hospital trust that is one of the largest acute and community
providers of health services in a socioeconomically disadvantaged, ethnically diverse urban area of
England. Integration with primary care practices was initiated in 2016, when three general practices
approached the acute trust. As of March 2020, the acute trust had integrated 10 general practices,
treating approximately one-third of the local primary care population.

l The acute trust–general practice vertical integration model in the Greenvale case study serves a
dispersed rural population, a relatively high proportion of whom are elderly compared with the
national average in England. The vertical integration model takes the form of the acute hospital
trust 100% owning a limited company, which by late 2019 was running GP services for a group of
13 practices covering a total registered population of approximately 80,000.

l Seaview comprises a LHB in Wales that provides a full range of primary, community, mental health
and acute hospital services for a population of around 700,000 people across a largely rural and
coastal area. As of March 2020, the LHB had received resignations from 22 GMS contract-holding
practices, which were, consequently, being directly managed by the LHB.

In this chapter, a brief overview is given of the background and context to each of the three case study
sites, along with their core characteristics. Particular attention has been paid to the context into which
vertical integration has been introduced. The way in which these sites were selected for study is set
out in Chapter 3. Taken together, the three case studies offer a mix of very urban and very rural
geographies, and a variety of organisational arrangements to vertical integration. In that way, we are
able to examine a range of vertical integration experience, providing relevant learning for much of the
NHS in England and Wales and, indeed, in the rest of the UK and, to some extent, internationally.

The site-specific information on each location has been derived from local, public domain documentation,
including published reports and minutes, plus supporting papers from trust board meetings. Interviewees
corroborated much of the information during the conversations we had with them.

Urbanville

The Urbanville acute hospital trust is one of the largest acute and community providers of health
services in a socioeconomically disadvantaged and ethnically diverse urban area of England. There is a
significant gap between healthy life expectancy and life expectancy, which is reflected in a high demand
on health and social care services in the area. This is coupled with a large ageing population living with a
range of long-term health conditions, and often with multiple conditions. The trust delivers care across
three acute sites and more than 20 community settings working with third-sector organisations and the
local authority. The acute trust is the largest employer in the local area, with nearly 10,000 staff.

Integration with primary care practices was initiated in 2016, when three general practices approached
the acute trust. Vertical integration offered the opportunity to redesign patient services and clinical
pathways across primary and secondary care in a better co-ordinated way to improve (appropriate)
access and positively impact on patient outcomes. As of March 2020, the acute trust had integrated
10 general practices, treating approximately one-third of the local primary care population.
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As part of the integration, the acute trust has established a governance team, comprising both primary
care clinicians and secondary care managerial staff, to oversee the merger. A diagram of Urbanville’s
vertical integration organisational structure is provided in Figure 1.

Greenvale

The acute trust–general practice vertical integration model in the Greenvale case study serves a
dispersed rural population, a relatively high proportion of whom are elderly compared with the
national average in England. There is a small acute hospital in a market town. There is also rural
deprivation and a limited transport infrastructure, with substantial journey times between villages and
the market town. Some general practices increasingly struggle to recruit and retain GPs and have to
rely heavily on the use of locums.

In 2015, prior to the official formation of the acute trust–general practice vertical integration model,
the local health economy became a vanguard for a PACS new model of integrated primary and
secondary care. The main focus of the vanguard was on:

l complex care teams focusing on patients with complex and multiple conditions who are heavy users
of health-care resources (analysis showed that 50% of resources in the local health economy were
being used for just 4% of patients)

l enhanced primary care to offer greater local practice-based support for people with long-term
conditions [enhancements included a wider range of health-care professionals (e.g. musculoskeletal
practitioners, mental health workers, pharmacists), use of health coaches to support patients and
free up GP time, and providing GPs with easier access to advice from secondary care specialists].

As a result of the vanguard programme, strong relationships were developed between primary care
and secondary care in the area.

The vertical integration model began in 2016, after three general practices experiencing difficulties
approached the acute trust. The vertical integration model takes the form of the acute hospital
trust 100% owning a limited company, which by late 2019 was running GP services for a group of
13 practices (together holding nine GP contracts, following mergers between some practices), covering
a total registered population of approximately 80,000. The NHS trust-owned primary care company

CCG
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acute trust

Trust board

GP primary
care services

Governance team

Practice managers group

10 general practices

Division 2 Division 3 Division 4 Division 5 Division 6

Local
authority

Mental
health

FIGURE 1 Urbanville vertical integration organogram.
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reports directly to the hospital board. A diagram of Greenvale’s vertical integration organisational
structure is provided in Figure 2.

Seaview

Seaview comprises a LHB in Wales that provides a full range of primary, community, mental health and
acute hospital services for a largely rural and coastal area. The area serves a large elderly population,
many of whom live with long-term health conditions, as well as a transient population of holidaymakers
during the summer months.

There are three main hospitals, along with a network of community hospitals, health centres, clinics,
mental health units and community team bases. The LHB also co-ordinates the work of more than
100 general practices and NHS services provided by dentists, opticians and pharmacists. The LHB was,
at the time of the study, in the second half of 2019, under ‘special measures’ by the CQC.

Since 2015, the LHB has been directly managing general practices as a result of GP resignations. There
was no strategic intention for the LHB to directly manage general practices. As of March 2020, the LHB
had received resignations from 22 GMS contract-holding practices, which were consequently being
directly managed by the LHB. Some of these 22 practices have been merged or their patients have been
dispersed to other LHB-managed practices.

The LHB has created a governance team of staff from the LHB and managed practices, and also GPs
from non-managed practices in the area. In addition, regional teams have been developed (east, central
and west) to oversee general practices. Managed practices continue to work with regional primary
care clusters comprising both managed and non-managed practices. A diagram of Seaview’s vertical
integration organisational structure is provided in Figure 3.

Greenvale limited company

Greenvale acute hospital trust board

Practice managers group

Finance and performance
committee 

Remuneration
committee

13 general practices

Patient safety and clinical
quality committee

Clinical leads
group

Management team

Finance and
resilience

committee

FIGURE 2 Greenvale vertical integration organogram.
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Chapter 5 Results: Urbanville

Summary of key findings

l The rationale for vertical integration for Urbanville was to better manage demand in the local
health economy through (1) improving patient access to primary care services, (2) increasing quality
of care and (3) increasing opportunities for innovation.

l GP contracts have been directly taken on by the acute hospital trust.
l The vertical integration strategy was built on shared values between primary care and acute trust

colleagues about how best to deliver care to patients and the ability to adapt pathways so that
more patients could be treated in the community rather than in acute hospital settings.

l Urbanville was able to develop a primary care-specific division within the acute trust to support the
restructuring of back office functions to serve the vertical integration organisation. Despite this,
many in primary care felt that back office tasks now took longer to complete than they did
before integration.

l Primary care leads have taken up prominent positions within the acute trust to oversee and govern
the process of integration, alongside secondary care managerial colleagues.

l Initial investment from the acute trust prioritised the recruitment of salaried GPs and locums,
alongside upskilling the primary care workforce.

The study team carried out 18 interviews with stakeholders and a single observation of a strategic
planning event hosted by the acute hospital with primary and secondary care practitioners in
attendance. Further observations were scheduled in March 2020; however, because of the COVID-19
pandemic, the research team was advised not to attend meetings in clinical settings. The acute hospital
shared documents that were discussed in the meetings.

Theme 1: understanding the need for and purpose of acute hospital
integration with primary care

For a number of years, the traditional partner model of primary care was considered unsustainable in
the face of such challenges as a limited primary care workforce, fewer GPs and the increasing number
of patients living with complex multimorbidities. Furthermore, greater integration of primary care with
secondary and community health provision was understood to be one remedy to alleviate pressures
elsewhere in the health economy. For example, poor access to primary care often meant patients
accessing A&E departments in secondary care. Therefore, it was imperative to break this cycle:

I mean, the rationale that was given to me, and I think it was the rationale that was out there just in the
landscape, was . . . firstly, primary care isn’t sustainable as it is . . . we were already talking about an ICA
[Integrated Care Alliance] anyway.

A14, secondary care, organisational management

. . . so, basically they wanted to integrate primary and secondary care and try to break that divide
between purchaser/provider, that was their main thing.

A03, primary care, clinical

. . . and I came to the conclusion the only way I can manage demand in secondary care is from
primary care.

A04, secondary care, senior management
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A key premise for Urbanville was that vertical integration would allow practitioners in primary and
secondary care to create a shared vision of how best to design health services and manage back office
functions (e.g. payroll, HR, estates and legal planning) to improve population health and manage
resources effectively. Therefore, a key driver of vertical integration was how to make the most of
resources through collaborative working and the development of a formal legal arrangement between
general practices and the local acute trust, which would reduce primary care workload:

. . . there was that shared vision of ‘How is this going to work? What is it going to look like?’ We got that
shared vision that primary care was . . . sinking. We were doing our best, but we just could not get on top
of the amount of work we were being asked to do.

A09, secondary care, organisational management

Many participants, both in primary care and in the acute trust, considered that, by moving GPs from
being partners to salaried positions as employees of the trust, the maximisation of personal/practice
income was no longer an incentive to improve delivery of services to the local population:

. . . so the whole idea that you merge with the hospital and you become salaried – so the money, you take
the money out of the equation.

A09, secondary care, organisational management

The GPs like the idea of having a regular salary because they’re all employees of the trust, they liked the
idea of having a regular salary.

A02, secondary care, organisational management

However, the nature and introduction of vertical integration did give rise to concerns as to whether or
not a shared vision could be reached between general practices and the acute trust. It is not uncommon
for there to be a cultural divide and mutual mistrust and lack of understanding between those working
in primary care and those working in secondary care. For this reason, many GPs whom we interviewed
felt that they had much to lose by entering into a legal arrangement that might lead to a loss of autonomy:

I think there’s always been a concern about the big monster, which is the trust, so it’s about being
engulfed into an organisation and losing to some degree your autonomy. So the one advantage of being a
partner and being a GP is it’s your business; you’re autonomous.

A15, primary care, clinical

It was a new project; we were three practices, and of course, secondary care don’t know anything about
primary care. We find them an anomaly; they find us an anomaly.

A02, secondary care, organisational management

Although former GP partners shared their genuine concerns about the sustainability and future of
primary care in the area, they also noted that vertical integration is one way of addressing this and
that there were few, if any, alternative options to consider. In addition, GPs may have recognised that
there was limited gain for the acute trust too:

If you can’t get any partners and your estates are falling apart and you can’t do anything about it and
you’ve got no way of expanding, it might be the right thing for you. It really is down to individual practices.

A12, primary care, clinical

Other GPs in the patch, obviously, became very nervous. Where a big organisation starts to throw their
weight around primary care, you know, it’s kind of worrying for their business model. But our counter
view to that is, ‘Actually, we’re trying to provide better care. We know there’s no money in primary care,
so we’re not doing it for the money’.

A05, secondary care, senior management
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Theme 2: developing an integration model and implementation strategy

The implementation of the vertical integration model was instigated by three general practices
collectively approaching the acute hospital to discuss how best to deliver primary care services and
improve patient management in the local area. Although these practices were, relatively speaking,
financially stable, they were encountering other challenges:

. . . the practices that had joined seemed to be those that have had difficulty recruiting staff and,
therefore, were struggling generally; they’ve had problems with their estates maybe and felt that the
hospital could help them with that, and that seems to have been the main driver for people moving. The
practices that are quite stable, are happy running their own businesses, seem to be making money, having
no staff problems, don’t seem to be that interested.

A12, primary care, clinical

Very early stages of the integration were characterised by due diligence meetings, whereby a team
from the acute trust would visit an interested practice to understand more about its financial and
legal viability:

It’s looking at their income and expenditure, it’s looking at salaries, anything to do with finance, so it
would be looking at, you know, all of their bills, you know, things like leases and things like that, just
to get an overall picture of financial viability and, actually, almost mapping that against, for example,
another similar practice of similar size to see what that looks like and what the financial envelope would
look like.

A14, secondary care, organisational management

The due diligence process enabled both parties to understand, and develop an offer of, how best to
integrate, and establish whether or not becoming salaried employees would be financially viable for
the general practice partners. According to senior managers at the acute trust, integration was not
restricted to financially better-performing practices, but was extended to those that had the ethos and
infrastructure in place to support redesigned primary care. The acute trust recognised (and accepted)
that there would be significant financial impact when integrating practices. Furthermore, the process of
integration often highlighted other concerns too:

. . . why has that person been off sick for that amount of time? Is there a problem here . . . are they ill,
is there another thing going on? . . . I think there’s also something about understanding clinically their
current way of working with the way of working that we aspire to, and how far away are they? What is
the shift or change we need to make and what’s that going to mean for us in terms of resource, whether
it’s time or bodies or money? Because that’s what we actually find. When they come to us, there’s a huge
amount of work and could we have known that, could we have planned for that work better? Or, actually,
some of it you just don’t find out until you’ve got them.

A11, secondary care, organisational management

Depending on the nature and complications associated with a practice, due diligence and integration
took between 3 and 6 months.

The expansion and sustainability of vertical integration has faced challenges with respect to NHS
England and NHS Improvement’s (NHSE&I’s) introduction of PCNs. All but one of the practices aligned
with the acute trust to form a single PCN to discuss service delivery and quality improvement, whereby
financial resources that would otherwise go directly to general practices instead go to the acute trust.
The PCN model, more contextually, has strengthened the position of non-integrated practices in the
local area that felt uneasy about the potential influence the acute hospital would have by having
greater control in primary care through their managed practices model. Conversely, GPs working
within the acute hospital felt that PCNs were supporting the work of the vertical integration model.
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For example, the PCN model may support the introduction of a single contract (rather than GPs
individually subcontracting their contracts) that covers all practices, and it may offer better
employment prospects for new types of staff joining general practice:

. . . they’re looking at the PCN holding the GMS [contract] for all of our practices, so they’re looking at one
GMS contract for the PCN, which is all the vertical integration practices.

A17, primary care, organisational management

The recruitment of staff has been an interesting one . . . one new person working in a PCN in a new type
of role is really vulnerable to getting them to stay. You’ve got to be a particular type of person who can
work in a new role, change work and be on your own within a PCN, and I think that’s one of the failings
of it. I think the – and this is what we argue – as [a] PCN, we can recruit six of those types . . . they have
the care and support of each other.

A11, secondary care, organisational management

To support the implementation and integration of general practices, the acute trust restructured staff
and resources to specifically manage back office functions (March 2018). This will be explored further
in the next theme.

Theme 3: making the change – from General Medical Services to subcontracted
providers of primary care

Throughout this theme, we provide further details of how practices transitioned from being GMS
contract-holding providers of primary care to providers within a subcontracting model with the
acute trust.

Changes to contract holding
The acute trust sought the advice of NHS England with appropriate legal counsel prior to integrating
general practices. The acute trust was unable to directly hold GMS contracts and, therefore, a
subcontracting arrangement was developed to pursue integration:

. . . we’ve got a subcontracting arrangement, essentially the practices have subcontracted the delivery of
the contract to [the acute trust], but they are actually still accountable for the contract, which makes it
slightly difficult sometimes when, you know, if we want to do certain things or we want to have certain
conversations, it’s that we’re still almost having a provider/commissioner kind of conversation between us
and the practices, whereas it should really just be us and the CCG at the moment.

A14, secondary care, organisational management

This contractual arrangement brought about an unusual set of circumstances of GPs being named
contract holders, but not, ultimately, being responsible for delivering the contract:

. . . so there’s this slightly bizarre situation that we’re the contract holders, we’ve subcontracted the
contract, and [the acute trust] have re-employed us to deliver that contract, and if we’re not delivering on
that contract, who holds us to account? Because it isn’t the trust, it’s the CCG holding us to account.

A09, secondary care, organisational management

Contractual arrangements allow for practices, where former partners have taken up salaried positions,
to return to GMS contract providers. To date (June 2020), only one practice has left the vertical
integration arrangement, although reasons as to why the practice left were not divulged to the
research team because of confidentiality restrictions.
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Estates management
As part of the contract, the acute trust effectively becomes the new landlord of general practice
premises (in cases where buildings were previously owned by the practice, not leased):

So from the estates perspective, as part of our subcontracting arrangement, we have a licence to occupy.
So, basically, we become the landlord for the practice, and that’s the arrangement that we have, so [the
acute trust] cannot claim notional rent, which is what the GP practices get. So what they have is because
it’s their building, so to speak, because it’s a GP practice and they are supplying health care, they then get
their rent reimbursed and they get things like council tax, water rates, things like that are reimbursed as
well; so actually, they keep all of that.

A14, secondary care, organisational management

From the acute trust’s perspective, the growing concern with regard to the complexity of this
arrangement was how best to individually manage the increased number of buildings. For instance,
according to CQC guidelines for secondary care provision, some general practice premises were unfit
to treat patients. This led to high costs falling on the trust to meet standards:

. . . things like the quality of the clinic facilities, infection prevention control, so some of the practices,
for example, had carpeted areas and wouldn’t meet quality standards of the CQC.

A01, secondary care, organisational management

Where premises were in significant disrepair, the acute trust converted existing, available hospital
spaces in and around the vicinity of practices. Therefore, the management of a growing number of
buildings via vertical integration was increasing the work placed on the acute trust’s estates staff.

Reorganising back office functions
As part of the trust’s process of integrating general practices, a separate department was created to
manage back office functions (e.g. HR and recruitment, finance, payroll, legal and indemnity, estates
management and quality improvement). Many interviewees felt that structural integration of back
office functions would free up more time for primary care clinical and non-clinical staff to focus on
how best to deliver front-line services:

Clearly, we [general practice] don’t do any payroll or anything like that. Well, we don’t employ an
accountant anymore, because don’t need to. We don’t have any HR; all the HR is dealt with through
[the acute trust], so you’re not worried about staff causing a problem, you know, and suing you, and you
end up being taken to an industrial tribunal – none of that’s an issue anymore.

A09, secondary care, organisational management

However, many of the staff working across primary care felt that, although additional back office
support was provided, it was often slower and more bureaucratic in comparison with pre-integration,
and it created considerably more reporting back to the acute trust with regard to quality improvement:

As part of a vertical integration practice, obviously, there’s a lot of reporting that we do, which feeds back.
A18, primary care, organisational management

Biggest frustration I think is probably the HR processes, without doubt. Everyone on the primary care
side of things is hugely frustrated at how long they think it takes us to recruit anybody, and they are
very vocal.

A11, secondary care, organisational management

You know, with GPs you’re quite slick and quick and everything happens quickly, you know. We’re running
out of rubber gloves, that’s absolutely fine: ‘Can you order 50 boxes of rubber gloves?’ ‘They’ll be here
tomorrow [and] we get 20% discount.’ Couldn’t do that with the trust, so they’ve got a procurement process.
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You want rubber gloves? You’ve got to have a procurement thing and they’ll be here a week on Thursday.
But we’ve run out today. So we started having to borrow disposable scissors and stuff like that.

A09, secondary care, organisational management

The nature of implementation has resulted in a number of new roles and committees being created to
oversee the management and the progression of vertical integration. Some GPs have moved into more
managerial/clinical oversight roles based at the acute trust, whereas some GPs feel that time could be
better spent elsewhere, possibly back in primary care:

So if you are employing people who were doing clinical before vertical integration, now coming to vertical
integration doing just management, it’s a loss, you know.

A03, primary care, clinical

In addition, a number of committees and meetings were arranged between the trust and primary care
providers to discuss accountability and governance, attended by senior GPs and senior colleagues of
the acute trust. To prepare for these, general practice leads continued to meet once a month to ensure
that they had opportunities to share their concerns from a GP perspective before reporting back to
formal meetings with the acute trust.

Cross-cultural misunderstandings and tensions
A common thread during interviews with primary care stakeholders was misunderstanding by colleagues
working in secondary care of how primary care is delivered. Many staff in primary care felt that the
acute trust was, initially, poorly prepared to manage general practices and lacked understanding of how
everyday decisions were made in a timely manner in an environment that was poorly resourced:

They didn’t really understand primary care . . . they’re jumping to something, but they didn’t really know
how to run it.

A03, primary care, clinical

A fundamental challenge for the acute trust was establishing and building relationships with
stakeholders across primary care, mainly GPs and practice managers. These stakeholders were
accustomed to making their own decisions with regard to how to run and manage their general
practice, with significant independence and autonomy. However, integration with the acute trust, with
the implication of having standardised working practices across all general practices within the vertical
integration organisation, brings tensions between primary care and acute trust colleagues:

. . . lots of personality clashes, but it’s about managing those personalities and, actually, how you use the
strengths of all of the people, actually, within the group to make sure that you get the best out of them, so
definitely culture, personality clashes and just a willingness to change and understanding that. You know,
saying that you want to change and actually making that change are two different things.

A14, secondary care, organisational management

Collectively, there was a perception that the acute trust was trying to bridge a divide that has long
existed within the English health-care system, and that being able to address tensions and mistrust while
implementing a standardised approach to manage practices across a cultural chasm was proving difficult:

. . . the culture gaps between primary, community and acute are vast, you know, and the differences and
the mindsets are completely different. So what I was hearing was we’re all on the same path and we’re all
on the same journey, and there was a little bit of me that thought ‘Hmm, well that’s great, but that would
be, you know, that’s almost unheard of’.

A11, secondary care, organisational management
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Nevertheless, primary care colleagues, overall, understood the reasoning for a more standardised
approach to managing practices across 10 surgeries that had integrated with the trust. Yet, it was still
taking time for primary care colleagues to become accustomed to their now more limited capacity with
regard to decision-making:

I think looking at it as an outsider, I think a lot of the changes that have been implemented are for
the better, because [before] you would have surgeries just doing what they wanted. There was no
standardisation, no structure. So in one respect, I think it’s a good thing, but also, some practice managers
feel like they’ve lost a bit of control.

A18, primary care, organisational management

Theme 4: impact on patient management – changes to primary care and
secondary care delivery

The nature of clinical integration between primary and secondary care at Urbanville was driven by the
acute trust, with the aim of treating a larger number of patients in the community and reducing
utilisation of secondary care services. However, it had taken considerable time to set up back office
support functions, with the consequence that attention had only recently been directed to service
redesign. This centred on primary care services. The following example highlights possible savings that
could be made by moving community services into primary care:

So phlebotomy at the moment is delivered through the community contract, community services, which is
actually very expensive. If you start to train up your primary care nurses and, actually, you’re delivering
through extended access or extended hours or putting on specific specialised clinics, actually, you start to
pool your resource. Those nurses then that are in community that were doing phlebotomy . . . you’re
freeing them up then.

A14, secondary care, organisational management

In addition, the acute hospital being integrated with general practices allowed the development and
application of innovative methods for managing highly complex patients who are likely to be frequent
users of secondary emergency care. The vertically integrated organisation was able to develop its own
database to identify and track high-risk patients across primary and secondary care, sharing real-time
information with practitioners across the care interface:

It’s like a dashboard, so it tells us what patients have been admitted overnight, what procedures they’ve
had done, and we get a copy of that each day and the GPs look at it and think, ‘Oh, Mrs so-and-so was in
there last night; I might give her a call and see if she’s OK’. So it links the care up better.

A02, secondary care, organisational management

Although new roles were being introduced in primary care, the acute trust was still struggling to
rectify GP shortages. Many of the GP partners in the practices that were integrated had either moved
to being salaried or had left primary care prior to or shortly after integration. This led to locums being
used as a short-term measure across managed practices until suitable salaried GPs could be recruited.
For some in primary care, the use of locums was a source of tension:

. . . salaried partners, they worked as hard as us and contributed to the teamwork in exactly the same
fashion, which is different than locums when you have to use them.

A07, primary and secondary care, clinical

Many of the non-clinical staff working across practices felt that both locums and salaried GPs had a
different approach to managing and delivering general practice services compared with GP partners. In
general, non-clinical staff felt that former partners of their practice (which was now part of the vertical
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integration organisation) had been much more involved in, and focused on, the everyday challenges of
delivering primary care, whereas locum and salaried GPs focused only on delivering care to patients.
This was seen as leading to a lack of cohesiveness among primary care teams:

I mean, none of the GPs here have been a partner before but they behave like partners, if you like. So,
like, with holiday, we all say: ‘Unwritten rule: no one has time off at Christmas, because it’s not fair for
one or the other’. They do what they like and they book time off, which upsets everybody else, which
upsets the girls, because I’m saying, ‘You can’t have time off’. They’re, like, ‘Well, they’re salaried like I’m
salaried, so why do they get it and not me?’.

A17, primary care, organisational management

However, salaried GPs could focus more on patient care, which might be a good thing for both the GPs
and the patients:

I think from a clinician’s perspective, especially the GP’s, they’re actually able to concentrate on their
clinical work because all of that admin side of things, that has been taken away; so they’re actually able
to be GPs and see patients and provide that clinical care.

A14, secondary care, organisational management

One fundamental and very significant opportunity that vertical integration created was for training and
career development, for both clinical and non-clinical staff in primary care. Some staff from primary
care had already moved into positions at the acute trust (e.g. to manage and provide quality assurance
for the running of managed practices):

When you get to the top of the band, there might be an opportunity to change, you know, to a higher
band. You know, it’s just a bit more organised, I guess, and fair. But, yeah, there’s loads of opportunities
within the hospital.

A17, primary care, organisational management

Primary care itself, there’s no career prospects; basically, it’s a dead-end job. You start off as a receptionist,
and if you want to be a practice manager, it’s dead man’s shoes. But within this [vertical integration],
you’ve got the opportunity to move into the trust, perhaps on the same grading, and develop your career,
and you’ve also got more education and training. A couple of the staff have been supported through
NVQs [National Vocational Qualifications]. There’s two people in my team who have come from primary
care; they’re doing their degrees, and the trust is financing that for them. Things they would never have
been able to do before.

A02, secondary care, organisational management

Therefore, vertical integration opened a number of opportunities for those working in primary care,
especially those currently in non-clinical positions. Notably, perhaps as a result of our sampling frame,
there were very few references within the participants’ accounts of staff from secondary care finding
opportunities to work with, or in, primary care. However, we heard, anecdotally, a view that some
younger medical students at the acute trust were becoming more interested in working in primary care
as a result of the vertical integration model. The following quotation is from a GP working as part of
the vertical integration model, relating being approached by a medical student:

‘I came to your talk, I was there, but now I think I want to come and talk to you about what it’s like to be
a GP and what other roles could I have’. So it’s almost putting those seed thoughts in place, isn’t it, about
what this is going to look like for the future? So I think it’s playing to the strengths of being part of a
much bigger organisation.

A09, secondary care, organisational management
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Theme 5: measuring success and identifying any areas of unintended impact

Given the stage that the acute trust had reached with vertical integration at the time of our evaluation,
much of the described impact focused on non-clinical outcomes. Financially, the acute trust was
carrying a significant burden, which was a result of having to use locums to cover former GP partners
who had left and difficulties in recruiting salaried GPs. In addition, the trust encountered high staff
costs, with the majority of primary care staff being ‘TUPE-ed’ [i.e. Transfer of Undertakings Protection
of Employment (TUPE)] over onto Agenda for Change (AfC) NHS contracts, resulting in increased
salary levels for some and increased National Insurance contributions:

So employer’s National Insurance is more expensive than self-employed. That’s the first obstacle. Then
you’re taking a lot of risk. So if a partner leaves or becomes ill or a salaried GP leaves or becomes ill, the
risk is then on us to fill that with locums, agency, which can be very expensive. To recruit we may need to
pay more than has been paid in the past because of the increasing shortage of GPs.

A13, secondary care, organisational management

Meanwhile, the stakeholders interviewed from the acute trust felt that it had taken time for the trust’s
finance managers to understand how best to maximise primary care income and ensure primary care
activity was recorded accurately owing to the rather different ways in which acute hospitals and GPs
are funded:

I think there’s something around, actually, in terms of how primary care funding also works. It’s been a
real learning curve for the finance department within [the acute trust], because from an acute perspective,
this is how much you’re getting. That’s a block contract, so you’ve only got that much to spend. There’s a
little bit of variation here or there but, actually, that’s the envelope that you have to work with, and that’s
the constant money that you know that you’re going to get. Whereas in primary care, you’ve got your
GMS contract money, which more or less stays the same but, actually, if you then don’t do any in-house
services, direct enhanced services, public health initiatives . . .

A14, secondary care, organisational management

In an attempt to maximise income for its primary care activity, the acute trust established a back office
function that was focused on ensuring complete, accurately coded recording of activity. Some of the
vertical integration general practices had been continuing to record some of the details of their activity
as ‘free text’ within patient records, rather than fully coding that activity. As a result, there was a
significant amount of lost revenue, for example through failing to ensure that eligible patients were
invited for consultations:

. . . patients with mental health or patients that were reaching the end of the age eligibility so that they
could call them in and not miss that point of care. By inviting those patients in, [the practice] would get a
set amount for an invitation. So our reporting structure highlights if a patient has actually had a health
check but hasn’t had an invitation coded.

A16, secondary care, clinical

For the acute trust, the main outcome that vertical integration intended to achieve was a reduction in
secondary care emergency admissions, while, at the same, reducing the number of ‘did not attends’ and
increasing the number of appointments available in primary care. Comments on early data collected
from the trust had indicated a reduction in referrals to A&E following vertical integration, as well as
fewer patients being readmitted to hospital within 30 days of discharge. However, the trust was
unwilling to share these data with the research team until their analysis was complete and ready for
wider dissemination.
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Nevertheless, there have been some notable successes with regard to other outcomes, specifically
recruitment. As a larger organisation with greater availability of resources, the trust has been able to
fill GP vacancies more quickly; however, this came at a significant financial cost:

So there was one practice that lost quite a lot just because they could never fill the vacancy, because
there were three GPs required. They could never recruit anybody. Cost us a fortune. I think we may have
recruited now.

A13, secondary care, organisational management

Notably, since the commencement of vertical integration, only one practice had left the collaboration
(mutually agreed by both parties). There is engagement across practices. Back office functions have
been established and contribute to a more cohesive and collective approach to improved service
provision across the area, and this has led to lower staff turnover and to some staff reporting of higher
levels of job satisfaction. For those in primary care, the greatest success of vertical integration is that
the acute trust ultimately provides additional financial resources:

I think success otherwise for me is how engaged are the practices when we get them all together to talk
about what does the future look like and things like that. You know that is big; we moved away from
some basic level conversation to, actually, we’re now talking about doing something quite different, and
we’ve gone up a level . . .

A11, secondary care, organisational management

So, personally, primary care has probably been underfunded. If we had to put in a certain amount of
money into a practice, lose a bit of money on the practice, but it makes it a better practice that supports
people that are frail, that diverts patients from A&E, all those good things, if we spend a bit of money on
that, that’s great. So that probably is value for money.

A13, secondary care, organisational management

Theory of change

A theory of change illustration for this case study site is presented in Figure 4. The central rationale for
integration between the acute trust and primary care practices was to better manage demand in the
local health economy through (1) improving patient access to primary care services, (2) increasing
quality of care and (3) increasing opportunities for innovation. Collectively, this would, it was hoped,
lower the whole-system cost of treating patients. The acute trust was feeling the impact of poorly
resourced general practices on secondary care, with many patients accessing emergency care at the
trust because GPs were experiencing increasing workloads with fewer full-time clinical staff.

Integration required stakeholders from primary and secondary care to establish a strategy, built on
shared values, on how best to deliver care to patients and have the ability to adapt pathways so that
more patients could be treated in the community rather than in acute hospital settings. This was achieved,
in part, by sharing real-time data from secondary care with primary care practitioners to manage
high-risk patients (i.e. those most likely to require emergency secondary care). This strategy was further
strengthened with ties built by the trust with the local CCG and Sustainability and Transformation
Partnership, by establishing a vertical integration-specific PCN and by working with NHSE&I, which
advised the trust on how this model of integration could legally occur. Therefore, significant time was
spent establishing a clear line of communication between primary and secondary care.

Initial investment from the acute trust prioritised the recruitment of salaried GP and locums, as well as
the introduction of non-GP clinical staff who would be better suited to address the needs of patients
living with long-term complex health conditions. This coincided with skilling up the primary care
workforce. Positively, integration created a number of opportunities for clinical and non-clinical staff to
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Wider contextual factors 

• Cultural brokerage: a recent history, relevant to vertical integration, establishing and building relationships between CCG, STP, CQC, NHE&I, PPG, integrated and non-integrated
    practices
• Resource: acute trust in a strong f inancial position; high retention of staff
• Transitioning and managing integration: close relationship with NHSE&I when determining how best to proceed with vertical integration and implementing a subsequent PCN model  

Rationale 

• Integration
    between the
    acute trust and
    primary care
    practices to
    manage
    population
    health-care
    demand in the
    local health
    economy 

Priorities 

• Increasing
    resource in
    primary care
    to address
    growing
    workload and
   demand on
   secondary care
   emergency
   services 

Inputs 

• Financial
    investment to
    recruit GPs/
    locums
• Financial
    investment
    in estates
    management
• Back of f ice
    functions
    reorganised
• Manager and
    GP time to
    establish
    vertical
    integration- 
    specif ic PCN
• Training for
    primary care
    staff

Processes

• Development
    of centralised
    department for
    back of f ice
    functions
• Integrating
    former GPs into
    acute trust
    management
    teams
• TUPE existing
    primary care
    staff to AfC 

Outcomes 

• Better-managed
    secondary care
    demand
• Better
    recruitment and
    retention of
    GPs/locums
• Linking patient
    data between
    primary and
    secondary care
• Guidance manual
    on how to
    implement
    vertical
    integration 

Impact 

• Lower whole-
    system cost
    per patient
• Better patient
    access to
    primary care
• Identify
    opportunities
    for innovative
    care   

Assumptions

• Strategy: developing a shared vision and values across the acute trust and general practice of how care should be delivered to patients
• Workforce: f lexibility within the current workforce to adapt to a vertically integrated care model
• Clinical: ability to monitor patient pathways across primary, secondary and community care  

FIGURE 4 Urbanville vertical integration theory of change. PPG, patient participation group; STP, Sustainability and Transformation Partnership.
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further their careers in a larger organisation that could afford to fund time away from their main roles.
Such opportunities were welcomed by staff, alongside the transition to AfC contracts. In addition,
there was substantial investment in managing estates-related costs where buildings were owned and
not leased.

Urbanville prioritised, early in the implementation of its vertically integrated model, functional integration
and developed a primary care-specific division within the acute trust to support the restructuring of back
office functions, with a mixture of new and existing staff to support financial management, procurement
and estates. This shared ethos was largely achieved by certain primary care leads taking up prominent
positions within the acute trust to oversee and govern the process of integration alongside secondary care
managerial colleagues. This was largely received as a positive step to having balanced representation and
ensuring that the interests of primary care remained at the foreground of vertical integration decision-
making, with effective communication with the acute trust board. However, despite large-scale
restructuring, many in primary care felt that back office tasks now took longer to complete when
compared with pre-integration. This was despite the acute trust appointing a number of senior primary
care clinical staff to oversee the management and governance of integration.

As a result, the acute trust achieved a number of short-, medium- and long-term outcomes with regard
to implementation (see Figure 4), but some areas still required further exploration to comprehend their
effectiveness. The trust continues to bridge the cultural divide between primary and secondary care,
establishing shared values among its managed practices to make the most out the resources available in
the local health economy. Yet, in the long term, it remains to be seen whether or not the high cost of
locums can be sustained and whether or not linking patient data across the interface leads to a reduction
in secondary care demand.

RESULTS: URBANVILLE

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

44



Chapter 6 Results: Greenvale

Summary of key findings

l The main rationale for vertical integration at Greenvale was to enable general practices to continue
to operate in the face of recruitment and financial difficulties, and in the context of rising demand
for care.

l Vertical integration was implemented by setting up a limited company to run the GP services, with
the company 100% owned by the acute hospital trust.

l The financial backing of the acute hospital trust, centralised back office functions within the primary
care company and the creation of a central management team for the primary care company have
contributed to the viability of primary care at Greenvale.

l Vertical integration benefited from active and supportive leadership, both at the acute trust and in
the local primary care community. Relationships had developed and strengthened during a prior
PACS vanguard in the area.

l Recruitment and retention of GPs, now all salaried, has been supported by the vertical integration
arrangement, and no practices have had to close.

l Primary care practices have more MDTs than previously, share staff across practices and have
access to some specialist services via outreach from the acute hospital.

The study team completed 17 interviews with stakeholders and two non-participant observations of
meetings. The two meetings observed were of the management team of the primary care company
owned by the acute trust and of the practice managers from the practices within the company.

Theme 1: understanding the need for and purpose of acute hospital
integration with primary care

It was a clear theme across all of the interviews at Greenvale that the principal driver of vertical
integration was the risk of general practices closing and the scope for vertical integration to prevent that
happening. Therefore, the main purpose of vertical integration at Greenvale was to sustain primary care
in the area; subsequently, it would be possible to continue to develop better integrated care, not least
to carry on the changes commenced by the PACS vanguard, with its focus on better managing care for
people with complex needs and multiple long-term conditions.

The acute trust-owned company that was to operate a number of general practices in its catchment
area was set up in April 2016. According to our interviewees, it was clear by that time, and has
become clearer in the years since, that the traditional model of general practice was unattractive to
some GPs:

GPs going in just don’t want that responsibility any more. They don’t want to run a business and have a
mortgage and manage people. They just don’t want it.

B08, primary care, organisational management

Not only do potential GP recruits not want to take on the responsibilities and personal financial risks
of co-owning a small business (i.e. a general practice co-owned by partner GPs, which is the traditional
model of general practices in England and Wales), but some existing GP partners would like to
relinquish them. This was particularly the case for practices where, owing to a recent departure, only
one GP partner remained or where the remaining partner(s) were approaching retirement age and
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becoming increasingly concerned about how they might sell on their practice. The consequence was
that some practices in the area were on the verge of handing back their contract to the CCG:

. . . it was quite apparent there was several practices that would fold, because – well, as you’ve heard a
million times before – so elderly GPs having to retire, no one to take over the practice, or no desire to
move it forward. Expensive locums to fill people, long-term vacancies.

B14, primary and secondary care, organisational management

. . . certainly our local experience, it’s been largely a response to crisis, although there have been some very
good practices where the partners have simply said, you know, ‘We trained to be doctors, we don’t want
to be partners, we don’t want to own the business, we don’t want to employ all these staff, we’d just like
someone to come and do that, and we’ll stay on and serve our patients’ and that’s fine, but I think the
majority of practices that both [name of another vertical integration organisation] and [name of case
study B organisation] have taken on have been, you know, in a bit of a pickle, really.

B15, primary care commissioning, organisational management

The formation of the acute trust–general practice vertical integration, in April 2016, and its subsequent
enlargement were in direct response to this pressure. In 2015, the acute trust was approached
by a group of three general practices with a proposal to integrate. Links between practices in the
area and the acute hospital were already good, in part because of the work around the PACS
vanguard model. In addition, the acute trust’s chief executive had been active in integrating health
and social care in his previous post in another part of the country and was known to be supportive
of integration:

So, basically, they applied for the vanguard, got all this research done about new models of care, and,
at that point, as they started to work with primary care and were looking at the benefits of sustaining
primary care, some practices came forward to the hospital . . .

B09, primary care, organisational management

. . . because of the vanguard work, the relationships between primary care and the acute trust were very
strong, and I think that is a very, quite an important point.

B01, primary care, organisational management

[Name of individual] was very much around sustaining primary care when he was chief executive
in the hospital. And he was approached by the [name of general practice] surgery, and then also
[name of another general practice], who owned [names of two health centres], about formally taking
that step further to support primary care within [area]. And that’s when they integrated as part of
[acute hospital] . . .

B11, primary care, organisational management

Alongside the strong pre-existing relationships between primary care and secondary care in the area,
one interviewee said that the vertical integration model was formed partly because of the appetite of
the acute trust to take on the challenge:

The management at the time, and this continues today, have a probably higher appetite for risk-taking
and transforming at pace than perhaps elsewhere . . . So there was an appetite amongst the leadership to
take this on, which perhaps doesn’t exist everywhere.

B14, primary and secondary care, organisational management

By sustaining practices that were in particular difficulty, the vertical integration arrangement not only
helped the practices that were integrated with the acute hospital, but also avoided the imposition of a
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burden on the general practices that remained (i.e. practices that would otherwise have had to take on
patients from the failed practices):

Yeah, the whole premise was around sustaining primary care. And, obviously, not just about sustaining
those practices, but, obviously, taking the pressure off the other practices in [name of county], because if
you disperse lists, that then has pressure on the other practices because they’ve then got to take a cohort
of patients . . .

B11, primary care, organisational management

Vertical integration of general practices with the acute hospital trust was, from the outset, clearly seen
to be beneficial to the trust, as well as to the GPs concerned:

. . . there was a clear and sort of symbiotic relationship, I guess, between primary care and the acute trust.
So if primary care starts to get into difficulty, then that has significant impacts across the health and care
system. So if practices start to hand back contracts and start to dissolve, then that has a big impact on
the hospital, because those patients end up going somewhere else. And for a lot of them on their, sort of,
urgent, on-the-day demand, that would come here if there wasn’t access to primary care. So that was the
first reason.

B07, secondary care, organisational management

They’d looked at lots of other options but were at the point of handing back their lists to the CCG, and
if they did that, we know within the hospital the impact would have been most greatly felt within the
hospital. And if those patients aren’t being cared for appropriately in primary care, where will they go?
They’ll rock up to A&E.

B08, primary care, organisational management

Therefore, in addition to safeguarding the survival of some general practices that were in difficulties,
another major purpose of vertical integration at Greenvale was to manage demand for acute care in
the local health economy:

. . . where practices are understandably focusing on their cost base, actually, what they haven’t
traditionally done is focused on their impact on the wider health and care system. And so . . . if you can
start to standardise and you can start to make some resource decisions that are different, then you can
start to affect the way that cost is attributed across the healthcare system in quite a dramatic way. That
was kind of part of the logic.

B07, secondary care, organisational management

. . . the acute trust wanted strong primary care, and they wanted to make sure that the people that came
into the hospital were the right people that came into hospital, and when they came in, that they were
there for the minimum amount of time, and we got them home, living independently in the community,
supported by their GPs and the community staff.

B01, primary care, organisational management

This joint rationale of sustaining primary care and thereby enabling better responding to, and
management of, patient demand has remained unchanged so far.

Theme 2: developing a model of integration and an implementation strategy

Various models of integration were considered for the local health economy, particularly before and
during the PACS vanguard, which commenced in 2015. When the acute trust was approached by
three general practices in difficulty and wanting to integrate, various specific models for achieving
that were considered, drawing on the research that was undertaken during the vanguard programme.
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The decision was made to establish an organisation to run the general practices that was at arm’s length
from the acute trust to lessen the likelihood that it would be perceived as a secondary care takeover of
primary care:

. . . it was very strongly felt by all those that primary care needed to be an arm’s-length body from the
hospital, so that it had, it was still very clear that it was a primary care organisation.

B08, primary care, organisational management

So the advantage of having a limited company, which was arm’s length from the hospital, is it meant that
the focus would be kept on primary care by a team of people that would be running that organisation at
arm’s length, as opposed to the practices being swallowed up by the hospital and then the focus becomes
all about secondary care, not primary care.

B09, primary care, organisational management

The arm’s-length relationship with the acute hospital was reported by some in primary care to have
achieved that aim:

If you’re on the ground . . . you don’t even particularly think about [the acute trust] owning you.
B05, primary care, organisational management

We heard no reports from interviewees about the general public being concerned about who was
running their local GP services, and it seems unlikely that clinicians at the hospital were concerned
about whether or not any particular patient was a patient of a hospital-owned practice. Indeed, these
seemed to be non-issues:

So I think as soon as you start discussing that relationship between the hospital, [the vertical integration
company] and the practice – I’m not being uncharitable – I think it goes over people’s heads or, quite
frankly, they’re not interested. It’s the ‘So what? Can I get an appointment tomorrow?’ that I’m
interested in.

B16, primary care, patient participation group

I suspect a lot of the secondary care teams don’t know who are in [the vertical integration company] and
who aren’t when it comes to the practices.

B13, primary care, clinical

The arm’s-length limited company that managed the general practices had its own board, which was
chaired by a non-executive director from the acute trust’s board, but had more primary care than
secondary care representatives. The company board reported directly to the acute trust board. Voting
power on the company board was effectively split 50/50 between primary care and the acute trust.
The organisation had a central management team and staff, as well as the staff in each of the
constituent practices, all of whom focus on the running of primary care, while drawing on the
resources of the acute trust where appropriate:

. . . if you have a subsidiary of the hospital which is at arm’s length, has its own management team, it can
focus solely on the day-to-day running of the primary care, which has its different constraints, different
contracts. But being under the same hood, it can borrow resources.

B14, primary and secondary care, organisational management

Another feature of the implementation of the vertical integration model at Greenvale was the concern
to ensure that the GP contracts taken over by the primary care company owned by the acute trust
could be reversed, that is, the GPs of the practice can take back the contract (i.e. leave the company)
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if they wish to at some future date, including, for example, if the vertical integration company decided
it no longer wished to run the practice or wanted to sell it to a non-NHS-owned company:

As with any new initiative, there were concerns that it would not work out. Practices have retained their
contracts to alleviate this concern, i.e. reversibility.

B04, primary care, professional representation

. . . what was put in was that if at any point [the vertical integration company] decided to stop doing what
it does and potentially sell up to a private provider, within the contract, the partners that were there
before have first opportunity to take it back.

B08, primary care, organisational management

However, concerns were raised when the acute trust–general practice vertical integration model was
designed and established. Some primary care stakeholders in the region worried that secondary care
was taking over primary care, leaving the traditional partnership model under threat:

I think there’s still a lot of negative sentiment and a belief that [the vertical integration company] was set
up as a trojan horse to kind of take over general practice as part of the overall kind of conspiracy against
the partnership model.

B15, primary care commissioning, organisational management

There was also a concern that if the acute hospital trust was looking to take over primary care in the
area, then this would create a single monopoly provider of primary care to the local population:

I mean, obviously, patients still need to have choice where they go, so in terms of GP practices, you
wouldn’t want [the acute trust] . . . to take all of the practices in [the area].

B11, primary care, organisational management

There were still concerns that, even if a single monopoly provider of primary care did not materialise,
general practices in the area that were not part of the integrated organisation would suffer. As a
result, the central management team of the trust-owned primary care company sought to reassure
other general practices in the area that this would not be the case. Furthermore, of the three GP
positions on the vertical integration company board, one position was specifically for a local GP who
was not part of the vertical integration arrangement.

By taking over general practices in difficulty, the acute trust was thereby taking over the financial
losses those practices were incurring. Nevertheless, senior trust managers considered this to be
ultimately beneficial to the trust, and to the local health economy overall, because it ensured that the
continuance of primary care would support better demand management and more efficiency in care
provision to the local population. Analysis undertaken by the trust indicated that the cost to the wider
system (i.e. through increased secondary care utilisation as a result of failing primary care) would be
much greater without vertical integration:

. . . there’s a question whether you ever can get [the general practices] financially stable, but the cost to
the system would be so much greater [without integration], and that’s where the argument, you know,
goes back and forth.

B08, primary care, organisational management

With respect to the implementation of the vertical integration model at Greenvale, each practice was
still responsible for running itself, while drawing on the support of the central team within the primary
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care company. This central team provided back office support functions, such as HR, payroll and
accounts, to all integrated practices:

. . . practices still very much run themselves, with support from a central team; it is different to how it first
started out, as the central management team is much smaller now.

B04, primary care, professional representation

. . . we are a central team, and we brought in, like, our [the acute trust’s] HR and our finance and
corporate governance and, like, management policy procedures, which is now managed centrally.

B11, primary care, organisational management

Within each general practice, there was an operational manager who was responsible for running the
practice on a day-to-day basis, supported by a clinical lead and, often, a nurse. The clinical leads of each
general practice were supported by a MDT of other health-care professionals:

. . . we’ve got a mixture of not just GPs, but we’ve got advance nurse practitioners, nurse practitioners, practice
nurses, highly skilled HCAs [health-care assistants] and apprentice HCAs.We’ve got MSK [musculoskeletal]
practitioners, and we’re piloting mental health workers. And we have health coaches, which is, obviously,
which came from the vanguard programme. So we really do work as a multidisciplinary team.

B11, primary care, organisational management

Practices within the vertical integration organisation also collaborated with one another, as they would
in a horizontally integrated network. Staff worked across different sites where necessary (e.g. if there
was a shortage of staff in one practice):

. . . one of the things that can happen is to phone another [vertical integration company] practice and say,
‘Have you got a bit of slack on the system today? Have you got a GP that’s got an admin[istration] morning
that might sacrifice that to do a couple of hours for us?’ I mean, I use ‘GP’ as an example. It can be any of
the clinical staff, where the pressure is on in one place. Now I think that it’s beginning to operate in an
informal way, and without treating all the clinicians as a pool, because I don’t think that’s helpful, but to
have a protocol or, if you like, contingency plans, where the sharing of resources at times of pressure
becomes the norm rather than something that kicks in at the last minute.

B16, primary care, patient participation group

After the first three general practices approached the acute trust, which led to the formation of the
vertical integration model, several others joined, so that by late 2019 the primary care company had
13 general practices (i.e. 13 sites), which were covered by nine contracts with NHS England. The acute
trust and the primary care company it owns had not actively sought to recruit additional practices. All
of the new additions had approached the trust/company. A due diligence process had been developed
around the decision as to whether or not additional general practices were suitable for integration.
There were three core perspectives considered in the current due diligence process: (1) quality
regulation, (2) finances and (3) workforce.

Interviewees acknowledged that, initially, the due diligence process was not stringent enough, leading
to unexpected issues arising after some practices had been integrated. However, the process had since
been tightened up:

. . . one of the initial risks was around due diligence and our due diligence process – the risk being that our
due diligence process wasn’t robust enough to pick up some of the issues. And so then you, kind of, you
think you’re doing one thing and you’re actually, once you get in there, you find there’s a whole heap of
other things that you should have found out about that before.

B07, secondary care, organisational management
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Since the NHS Long Term Plan’s21 formalisation of PCNs and their near-100% coverage across
England since July 2019, the vertical integration model has operated within a new landscape of
horizontal networks of general practices. At Greenvale, approximately half of the vertical integration
practices together formed a single PCN that was made up solely of those vertical integration practices.
The other vertical integration practices were spread thinly across other PCNs that also incorporated
non-integrated practices. These latter vertical integration practices had been allowed the freedom
to support their PCN in whatever way necessary, with one interviewee even suggesting practices
should look towards their PCN, rather than the vertical integration company, to provide some
collaborative services:

. . . we’ve given our practices that aren’t in the main PCN, if you like, permission to just go and support
their PCN to do whatever it needs to do and not worry about the fact that they’re a [vertical integration
company] practice.

B03, primary care, clinical and managerial

It makes much more sense for our practices to be looking at their PCN as the way to then provide
services collaboratively, rather than look at [the vertical integration company].

B03, primary care, clinical and managerial

However, the view was expressed that an arrangement such as the vertical integration company model
would continue to be important because, unlike with PCNs, the acute trust that owns the vertical
integration company is able, in effect, to underwrite general practices in financial difficulties:

. . . when you get to a point where you’re trying to support practices that get into big financial difficulties,
the PCN isn’t the risk-holding entity. So the question then is: who holds the financial liability for that
practice? So I think the PCN will change the nature of the relationship with [the vertical integration
company], and it will almost put a step in place before you get to an entity like [the vertical integration
company], that scale provider of local practices trying to support a practice that is in difficulty and kind
of keep it stable. But there’s likely to still be a requirement for an at-scale provider like [the vertical
integration company], who can then come in.

B07, secondary care, organisational management

Theme 3: making the change – from General Medical Services to
subcontracted providers of primary care

Changes to contract holding
The specifics of the arrangements for holding GP contracts required lengthy prior discussions with
NHS England and substantial legal fees. This process was particularly difficult for the acute trust, as it
had no prior experience of GP contracts. Getting through all this represented a significant up-front
learning, negotiation and legal advice cost to establishing the vertical integration model:

The way it [the new contractual arrangement] was actually created was a bit kind of Byzantine . . .
B15, primary care commissioning, organisational management

The arrangement that was agreed by the acute trust with NHS England and the local practices was
that PMS contracts would now be held by the vertical integration company and GMS contracts (there
were no APMS contracts in the area) would now each be held by two nominee GPs (the medical
director of the vertical integration organisation and a nominated GP in each practice). These two
individual GPs then subcontracted to the vertical integration company (of which they are employees)
to provide the GP services and staff. The two GPs were, therefore, in theory, still responsible for the
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contract, but the liability and indemnity had been moved to sit with the acute trust so that the
individual GPs were no longer liable:

. . . for the GMS have a nominee GP structure of which [name] is our main GP on all of our contracts as
medical director, and, in theory, it then needs to be someone else that is from the practice – it doesn’t
have to be a GP, but we tend to have got then a GP from the practice – to be the other name on the
GMS contract . . .

B08, primary care, organisational management

The existing general practice staff had been allowed, after more than a year of negotiation with the
Department of Health and Social Care, to be retained on the NHS pension scheme. More generally,
staff in the practices that became part of the vertical integration company had the option to move,
following TUPE, across to the company on their existing terms and conditions or to move to the
company’s terms and conditions. Therefore, the staff were all no worse off as a result, and some were
better off than when they had been when working in individual general practices:

We had access to the NHS pension scheme on a limited basis, but now we have direct access because,
you know, it’s now deemed that we [the vertical integration company] are a provider of NHS services,
which indeed we are.

B01, primary care, organisational management

Former GP partners who were now receiving a salary had a large amount of financial risk removed and
no longer had the worry of finding new GP recruits to replace them when they wanted to move on or
retire. The acute trust adds the financial deficits of the general practices within the company it owns to
its own financial deficit; however, as already described, the trust board so far accepts the view that,
overall, the trust’s deficit is smaller than it would have been had general practices been allowed to fail
and, as a result, patient demand had not been so appropriately and effectively managed and met.

Estates management
The vertical integration organisation does not actively seek to take on ownership of property – not
seeing itself as being in the business of property management – but it has done so as a short-term fix
before selling property on to dedicated property managers. This contributes to further risk reduction
for GPs, but without the vertical integration company having to become property managers:

We [the vertical integration company] take over the lease . . . that’s a big reason why GPs want to
integrate as well, because of that responsibility of having a mortgage; so we do take that on. We do have
one property that is fully owned by us, but otherwise we take on the lease. [The GPs in the practices that
join the vertical integration company] will sell, if they’ve got the building, to another property provider and
get the money from that, and we then, then we hold the lease after that so they have nothing to do with
the property then.

B08, primary care, organisational management

You know, they can continue to own the property if they want to, but what we tend to find is that when
they join, they want to get rid of all of their risks in one go and just move on.

B10, primary care, organisational management

Reorganising back office functions
At Greenvale, back office functions were provided to the constituent general practices centrally by the
primary care company owned by the acute trust. This approach was taken, rather than utilising the
acute hospital’s resources, because the acute trust’s staff were unfamiliar with the requirements of
supporting general practices and to ensure that sufficient priority was accorded to those requirements.
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Therefore, the vertical integration company provided HR, finance, IT and data management, and
publicity services to all of its general practices, as well as practice management:

So finance and HR, payroll, legal, to the extent that we need it, all of those are provided, and there’s a lot
of data integration, analysis-type work as well, so that’s all done from here. We’ve got a team of, I think,
it’s about 15 whole-time equivalent people in the central office that do all of that, plus the kind of
management, the ongoing management of the practices.

B10, primary care, organisational management

I think a lot of the things like processes and protocol, decisions around immunisation, vaccination, a lot of
clinical and non-clinical things are an issue for multiple practices at the same time, and where they can be
decided centrally, they are decided centrally. It saves each practice having to reinvent the wheel.

B17, primary care, clinical

The vertical integration company was, at the time of our interviews, also piloting with four of its
general practices a ‘workflow hub’ to make paperwork more efficient:

So ‘workflow’, it will have an administrative team, have a protocol, and, basically, look at documents coming in,
and they can be all sorts of things, like A&E reports, consultant letters, to incoming mail. They have a protocol
for sorting out how urgent they are, whether a GP needs to see them. There’s a protocol for filing some that
don’t need clinical oversight. The ones that do, they will be allocated to the appropriate surgery, but that is
centralised. And they come in centrally and they’re dealt with promptly. So individual practice teams on site
don’t have the first hit of dealing with that aspect of the workflows. So there’s a reduced workload . . .

B17, primary care, clinical

Four practices were piloting a ‘prescribing hub’, which, if successful, would be spread across all of the
vertical integration practices:

Prescription requests go in centrally, so whether they’re electronic requests or telephone requests. And we have
a team of prescription clerks supported by a pharmacist who would deal not just with issuing prescriptions,
but also things like medication reviews for people who need to be reviewed, and prescription queries. They
tackle clinical queries like medication as well. Again, if you imagine, because that’s centralised, that takes the
pressure off not just doctors on four surgery sites, but also off the other members of the team.

B17, primary care, clinical

The vertical integration company not only had the size to achieve cost savings in provision of back
office functions, it could also employ appropriately specialised staff, which would be difficult for an
individual general practice to do. For example, the vertical integration organisation achieved economies
of scale in responding to quality regulation and inspections by the CQC:

A good example was when we had CQC inspections, which came up roughly at the same time for all the practices,
and we have one particularly experienced person who’s been a practice manager for a long, long time, many CQC
inspections, who’s involved in supporting multiple practices in getting all the documentation together . . .

B17, primary care, clinical

. . . ultimately, I’ve got that support that is the organisation, so a good example of that, I think, is CQC,
right? So I’ve been through a CQC inspection as a GP partner, I’ve been through several, actually, because
of the length of time I was partner, and that is absolutely you’re there on your own sorting out a fire
policy at 9 o’clock on a Sunday night. You know, it’s depressing! And [now, with the vertical integration
company] my role in our CQC inspection was honestly clinical. It was ‘What’s your opinion on this? How
are you running this?’ It was all about the clinical side patient safety.

B06, primary care, clinical and managerial
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Cross-cultural misunderstandings and tensions
As already noted, the trust had sought to put in place measures to mitigate concerns that vertical
integration was, in effect, a secondary care takeover of primary care. The vertical integration company
owned by the trust was seen to be primary care led, that is, the contracts were reversible so that GPs who
become dissatisfied were not forced to remain within the vertical integration company, and a non-vertical
integration GP sat on the company board so as to provide a channel for the wider GP community voice to
be represented. Perhaps as a consequence, we heard of few examples of cross-cultural misunderstandings
either between primary care and secondary care (e.g. secondary care colleagues failing to recognise the
urgency of recruitment needs in primary care) or across primary care. The corollary of this, however, is that
the interviewees did not describe a picture where secondary care and primary care had become much
more integrated with one another, although with some exceptions, as described in Theme 4: impact on
patient management – changes to primary care and secondary care delivery. The research team’s observations
of a meeting of practice managers within the vertical integration arrangement and of a separate meeting of
managers from the vertical integration company were consistent with this.We found that the meeting
agendas and discussions focused almost exclusively on primary care operational issues, with hardly any
reference to interaction between primary care and the acute hospital.

Theme 4: impact on patient management – changes to primary care and
secondary care delivery

In spring 2020, at the time of writing, the vertical integration company had been in operation for 4 years.
We have described how the main purpose of the vertically integrated model at Greenvale had been to
sustain primary care in the face of severe staffing and financial difficulties being experienced by some
practices in the area. Changing the way that health care was provided to patients had evidently not been
the number one preoccupation. Changes were happening, but it was unclear to what extent these were
due to the vertical integration arrangement rather than a result of the PACS vanguard and county-wide
initiatives that were also affecting non-vertical integration general practices in the area, or if these were
purely in line with more general trends in the rest of the NHS in England and Wales.

For example, in primary care, the health-care teams at the vertical integration company’s general
practices had become more multidisciplinary, but this was a widespread trend:

I think we’ve really focused on the multidisciplinary team, so how we probably differ from most traditional
practices is we’ve got a much smaller ratio of doctors to patients . . . So we’ve got more of multi-disciplinary
team members and less GPs . . .

B08, primary care, organisational management

. . . what we’ve done in [vertical integration company] is to, firstly, create a much flatter multidisciplinary
team structure, where the GP effectively sits in the middle of it rather than the top of it and acts partly as a
consultant to the other members of the team to support them, but also focuses on complex patients, with
the idea that most of the other work that GPs historically provided is done by other members of the team.

B03, primary care, clinical and managerial

By contrast, two interviewees who were not part of the vertical integration organisation stated that,
as far as they knew, there had been:

. . . no changes to health service provision due to [the vertical integration company].
B04, primary care, professional representation

No, I think . . . it feels like a – I won’t say a missed opportunity – it feels like an opportunity we haven’t
yet grasped.

B15, primary care commissioning, organisational management
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We heard from several interviewees about health coaches working at general practices and a complex
care team focused on people with complex and/or multiple conditions. However, these coaches and
teams had been introduced before vertical integration, as part of the PACS vanguard.

We also heard about initiatives to bring some specialist care out of the acute hospital and into general
practices, which were being introduced with the vertical integration practices:

We have got some links with the hospital, so we have got a couple of the specialist nurses coming and helping
us with doing chronic disease clinics, for example, in our practices and supporting our practice nurses who run
these clinics to provide slightly more complex care for who are the most difficult patients to manage.

B03, primary care, clinical and managerial

. . . a good example of that is we’ve got a respiratory specialist nurse, OK? So she’s based at the hospital,
she was doing her job completely at the hospital, right? So she now comes out into [vertical integration
company] practices to see the complex patients . . .

B06, primary and secondary care, clinical and managerial

We also heard from one interviewee a view that primary care staff in the vertical integration model
had been given more scope than before to develop special interests/skills for the benefit of patients:

I think there’s been more creativity and imagination about special provisions . . . when I say special
provisions, let’s think in terms of diabetic clinics, provision for the elderly, special needs and so on. That a
great deal of attention has been given to what needs need special, particular attention and can we provide
clinics for that . . . And this may be . . . that some of the existing staff are given special responsibilities, are
trained, which is attractive to them. If they have – I’ll give the example of diabetes – they’re particularly
interested in diabetic care, one of those practitioners will be trained or focused on that.

B16, primary care, patient participation group

None of the interviewees we spoke to felt that the vertical integration model had, as yet, had any
impact on service delivery in secondary care.

Theme 5: measuring success and identifying unintended impacts

We asked interviewees how the success of the vertical integration model, or the opposite, was being,
or could be, measured. We also discussed unexpected or unintended impacts. Measures of success
related to the maintenance of patient access to local general practices, the net financial impact on the
local health economy and recruitment and retention of primary care staff. The last of these three
categories (i.e. recruitment and retention of primary care staff) was where unintended and undesired
consequences were noted.

The vertical integration model had, so far, been successful in sustaining primary care in the short term,
apparently saving at-risk general practices from closing and recruiting new staff there. No practices
taken on by the vertical integration company had closed, despite several of them having been in
severe staffing and financial difficulty when they were taken on by the acute trust-owned primary care
company. Keeping local practices open is essential to maintaining patient access to primary care in
rural areas with poor transport links, that is, areas such as Greenvale:

. . . if [the vertical integration company] didn’t exist now and I looked at our practices, I think three of
them definitely would not be in the NHS.

B03, primary care, clinical and managerial
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I know that morale in our team is good. People feel listened to. We’ve had, the practice I’ve had, hasn’t
been [vertical integration company] for a huge amount of time, but going from being a practice that was
really struggling to getting very positive patient feedback now is very nice. And to have people happy
where they’re working, feel that they can actually make a difference, can develop things themselves,
I think that’s a sign of success.

B17, primary care, clinical

Taken together, the vertical integration general practices are not yet breaking even, with a total deficit
(expenditure in excess of income) of nearly £1M expected for financial year 2019/20, despite savings on
the cost of back office functions. This reflects, in part, continuing high costs of employing locum GPs.

Offsetting that, there appears to be preliminary evidence (from Greenvale summary reports identified from
documentary analysis) that the vertical integration model is supporting a reduction in growth of attendance
and admittance to secondary care among patients of integrated practices. The creation of the vertical
integration model took place on the basis that, although expenditure on general practice is much less than on
acute hospital care, how general practice works can have a large impact on the finances of acute hospitals:

If you just measure primary care on their contract value, which actually in comparison to how much it
would cost to run an acute trust is miniscule, you know, is a fraction of the cost, but if you look at their
impact and influence on spend in the system, i.e. how many referrals they make, how many they signpost,
how many they recommend someone to go to residential nursing care, how many they refer, you know,
into other services, to how much they try, you know, how much testing they do, their costs are something
like seven times what their contract value is.

B01, primary care, organisational management

I know that things like admission rates and readmission rates and all the classic kind of markers of
control had improved because of what [the vertical integration company] were doing.

B02, primary care, professional representation

Senior managers at the acute trust argued that the vertical integration model had saved them money as a
result of lower secondary care utilisation, achieved by stopping patients inappropriately entering secondary
care (often as emergencies), as a result of better primary care provision. This also saves the local health
economy overall, as the primary care provided is less costly than the secondary care it obviates:

[The financial impact on the acute trust] has been positive in the sense that we’ve avoided all of those
emergency costs.

B15, primary care commissioning, organisational management

I firmly believe that if [the vertical integration company] wasn’t here, the cost to the system and the cost
to the commissioner would be far greater, because a number of these practices would have handed back
contracts and they would have been subject to transition funding and dispersal costs and all the rest of it
. . . The counterfactual case is that we think the [vertical integration company] has saved the system between
£6M and £8M each year. So there’s a £1M hit sitting on the [acute trust’s] books because that’s kind of where
it sits, but the counterfactual deficit to the system could have been up to £6–8M, so £5–7M more than that.

B07, secondary care, organisational management

There were indications that the vertical integration model was having a net positive effect on
recruitment and retention of GPs to the area, as the vertical integration arrangement enables more
attractive career options for GPs and other staff, which aids recruitment and retention:

We can offer that the career is working partly in the hospital, partly in primary care, which a lot of GPs
seem to want. We can offer portfolio careers, where you’re not just working in one practice. You can be
moving around the practices, which, again, some people that might appeal to . . .

B10, primary care, organisational management
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Although recruitment of new GPs by the vertical integration company had proved quite successful, GPs
remained the main staffing problem and it had proven impossible to recruit GPs to work full time:

GPs are the key issue, definitely. We are able to recruit. We do, unlike a lot of partnerships, the traditional
practices, we have been able to recruit. We’ve recruited quite a lot of GPs over time . . .

B10, primary care, organisational management

We’ve recruited something approaching 40 GPs in the last two and a half years, but not one single one of
them is full time.

B03, primary care, clinical and managerial

The recruitment of non-GP staff seems to have been little affected either positively or negatively by
the vertical integration model:

In terms of other clinicians, so nurse practitioners, practice nurses, again, it really varies in our practices –
overall there’s probably been a balanced exodus and recruitment – but we have some practices where at
the moment we’re really struggling to provide chronic disease management, for example, because we don’t
have enough practice nurses. But there are others that are completely fully staffed.

B03, primary care, clinical and managerial

So, yeah, I don’t think on the non-clinical, I don’t think that’s any different than any other practice. People
do come and go; that’s the way of life.

B05, primary care, organisational management

One negative unintended effect of the vertical integration company taking over some practices, which
was remarked on by several interviewees, was that the remaining GP(s) at practices joining the vertical
integration company had, on occasion, taken the opportunity to then retire or move to become locums
soon afterwards. Likewise, GPs had been more inclined to take sick leave (for which they get paid
when they are salaried) once the practice ‘business’ had been taken off their hands. Consequently, it is
possible that, in the short term, the need to recruit new GPs had been increased in a few practices:

When we took on that practice, we knew they were in trouble because they’d tried to recruit for 4 years
and they hadn’t been able to. There were three partners there and a salaried GP, and, at the time, we had
assurances from everyone, including the CCG, that those partners would stay if [the vertical integration
company] took them on and helped stabilise the practice. Within . . . a week of taking them on, the
salaried GP retired, and then one of the partners resigned, and then subsequently the other two partners
both went off sick.

B09, primary care, organisational management

I think integration is a big shock, and we do seem to lose GPs sometimes at integration. I think they’re
not used to not being their own boss maybe. And usually I think they have plans to leave that we don’t
necessarily know about.

B05, primary care, organisational management

Theory of change

The research team’s analysis of the findings from Greenvale is summarised in a theory of change map,
which is presented in Figure 5. The predominant rationale for vertical integration between the acute
hospital and several general practices in its catchment area was to enable those practices to continue
in the face of recruitment and financial difficulties, where the traditional partnership model was no
longer sustainable as a result. The preceding PACS vanguard in the area, which was focused on
improving care for people with multiple conditions or other complex health needs, had reinforced and
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Wider contextual factors 

• Key brokers of integration: trust CEO has previous experience leading cross-setting integration; signif icant clinical leadership across primary and secondary care
• Rural location
• Trust and communication between primary and secondary care bosted by recent PACS vanguard   

Rationale 

• Sustain primary
    care and aid the
    local health
    system
    f inancial
    balance 

Priorities 

• Enable primary
    care to recruit
    and retain staff
• Maintain patient
    access to local
    primary care
• Address growing
    workload
• Complex,
    multimorbid
    patients require
    better service
    management

Inputs 

• Financial
    investment to
    recruit GPs/
    locums and
    strengthen
    MDTs
• Back of f ice and
    data-sharing
    functions
    reorganised
• Trust absorbs
    practices’
    f inancial risk
• Training for
    primary care
    staff

Processes

• Development
    of common
    back of f ice
    functions,
    including data
    system
• Company
    management,
    including board;
    formal structure
    of collective
    decision-making
• TUPE existing
     primary care
     staff 

Outcomes 

• Better
    recruitment
    and retention
    of GPs/ locums
    and other
    practice staff
• Flexible and
    upskilled
    primary care
    workforce
• Linking patient
    data between
    primary and
    secondary care
    to manage
    demand
• Horizontal
    integration
    between general
    practices 

Impact 

• Lower whole-
    system cost per
    patient
• Sustained
    patient access
    to primary care
• Identify
    opportunities
    for innovative
    care  

Assumptions

• Strategy: developing a shared vision and values across the trust and general practices for how care should be delivered to patients
• Process: all staff willing to work in a hospital trust-owned company; competitive GP remuneration package
• Structural: hospital trust large enough to absorb primary care f inancial risk
• Clinical: investment of resources to improve patient care

FIGURE 5 Greenvale vertical integration theory of change. CEO, chief executive officer.
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strengthened relationships, thereby providing fertile ground for the vertical integration idea, which also
benefited from active and supportive leadership, both at the acute trust and in the primary care
community locally.

Implementing the local vertical integration solution – which entails a limited company running the GP
services, with the company 100% owned by the acute hospital trust – required a substantial up-front
investment of time and effort by senior management at the trust and leading GPs. The trust’s then
chief executive and one of the leading GPs were singled out in several of the interviews as having
provided strong and active leadership. Creating the novel legal and governance structure preferred at
Greenvale required detailed discussions with NHSE&I and the Department of Health and Social Care,
as well as expert legal and VAT-related advice. The provision of centralised back office functions,
drawing on those of the acute trust, to achieve both functional and systemic integration, along with
the creation of a central management team for the vertical integration company’s constituent general
practices, appears to have been successful and may have contributed to the viability of primary care
financially, but it is still operating at a loss.

Recruitment and retention of GPs, now all salaried, had been supported by the vertical integration
arrangement and no practices had to close. This is important for the maintenance of patient access to
primary care in this rural area with poor transport links. Recruitment and retention of non-medical
staff at primary care practices had been maintained.

The success in sustaining primary care and stabilising recruitment had enabled the continuation of the PACS
model’s innovations for people with multiple morbidities and the gradual introduction of other changes in
patient care. Primary care practices had more MDTs than previously and they had access to some specialist
services via specially trained practice staff and some limited outreach from the acute hospital.

Finally, the acute trust and its board were strongly of the view, based on their own analyses (not in the
public domain), that, despite the financial deficit for both their own trust and the vertical integration
primary care company (with the latter contributing to the former), the trust’s financial position was
considerably stronger than it would have been without implementation of vertical integration. Comparing
vertical integration practices with patient flows from non-vertical integration practices in the county, the
acute trust sees apparent reductions in the volumes of both emergency and elective work they are called
on to deliver to the vertically integrated practices, which imply net savings to the local health economy to
the tune of a few millions of pounds per year relative to the position that would be expected without
vertical integration.
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Chapter 7 Results: Seaview

Summary of key findings

l The rationale for implementing vertical integration at Seaview was to address the potential problem
of a large number of general practices closing by integrating them within the LHB, as there were no
other viable alternatives.

l There was a shift in strategy from a desire to return practices to GMS contract-holding providers,
to holding onto practices and applying a MDT model of working.

l The LHB was able to set up a governance team specifically to address the management of
integrated practices, comprising primary care and secondary care stakeholders in the region.

l Attracting GPs to a rural/coastal area remains difficult, especially in remoter locations, and locums
remain costly and scarce.

l In the vertical integration arrangement, the LHB was able to create attractive portfolio-based
career opportunities for salaried GPs, and practice managers were given opportunities for
greater responsibility.

l Little is known so far about the impact on demand for secondary care.

The study team carried out 17 interviews with stakeholders and a single observation of a governance
meeting hosted by the LHB, which had primary and secondary care practitioners in attendance. Further
observations had been scheduled in February and March 2020; however, because of the COVID-19
pandemic, the LHB advised the research team not to attend meetings in its clinical settings to prevent
the unnecessary risk of spreading the virus.

Theme 1: understanding the need for and purpose of acute hospital
integration with primary care

Integrating with, and managing, primary care practices was a predicament that was placed on the LHB, with
a considerable number of general practices handing back their contracts over a sustained period of time.
Initially, the LHB was unprepared to manage a large number of practices more centrally. As a result, there
was no initial model for integrating the practices with the health board, rather the strategy developed
as the number of managed practices grew. The key goal for the LHB was to return practices to
independent contractors:

In the last four years, we’ve received – I can get the number for you – so we’ve got 16 managed practices,
we’ve probably received around 20 – over 20 resignations from contract. So for some of them I’ve
managed in the central area, two of them that didn’t become managed were very small, single-handed
practices, that had been ticking over for years – the GP has just retired, and they’re so small you wouldn’t
do anything else but disperse them [their patients].

C02, secondary care, organisational management

There were a number of reasons why the LHB was being asked to manage practices. The main reason
was the inability of some independent providers to recruit and retain GPs. Often, these practices were
led by GPs who were nearing retirement and who were unable to find suitable successors to take over
their practice, whereas, for a significant number of other GPs, the pressures of running a practice,
increasing workloads and tensions arising with their partners were all contributory factors:

. . . there’s sometimes things going on behind the scenes that we don’t know about, in terms of partnership
fall-outs and things like that – but I think the main reason is burn-out. It’s: ‘Don’t want to be responsible
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for the whole business anymore, had enough, but I’m quite happy to continue as a GP, seeing my patients,
but I don’t want to run a, you know, work 12-hour days and run a practice’. Can’t recruit GPs; the age
profile of GPs in [Seaview] is going up. You know, they’re getting older and older. And we’re not – I don’t
think we’re replacing as quickly as they’re retiring . . .

C02, secondary care, organisational management

However, according to accounts from LHB employees, GPs and primary care staff, not all the practices
had been performing poorly:

. . . it was a very good practice and certainly not a practice you would have expected to have resigned.
C06, secondary care, organisational management

Notably, as the number of general practices being managed by the LHB increased, in parallel with
being unable to find suitable independent primary care providers to take over practices, the LHB
changed its rationale and its understanding of how to make best use of the opportunity of having
direct involvement in the delivery of primary care services:

. . . there was always the feeling this is the way the health board wants to go, so there was an awful lot of
discussion about that: ‘Is this now the health board strategy? How hard have they tried to find GMS
providers?’ And I think certainly early on, it was ‘No this is about us; don’t want anymore, please,
no more!’.

C03, primary and secondary care, organisational management

Yet, given this new opportunity, there were still a number of challenges that persisted, primarily how
to achieve standardisation across managed practices over a very dispersed and varied geographical
landscape, where local knowledge of service provision was required to treat a complex patient
population. Therefore, the immediate challenge was to address the nature of horizontal integration,
before attempting to make gains through vertical integration between the LHB and general practices:

. . . if we have them all in one area, in one geographical area, and it’s much easier to make that horizontal
integration than it is separately, so it’s working out, I think, going forward, how we do that horizontal
integration. The vertical integration, we’ve just scratched the surface of, and that would be my next bit,
I suppose, primary, community, but we keep saying, ‘Actually, the vertical integration is where we’ve got
the greatest gains potential, because of clinical pathways being changed’.

C03, primary and secondary care, organisational management

Theme 2: developing a model of integration and an implementation strategy

The strategy and processes of taking over a practice at Seaview became more refined over time. The
first step for the LHB was to speak with a practice to understand more about the specific challenges
that it was facing at the time and to try to encourage the partners not to return their contract to
the LHB:

I mean, with any practice, when they first resign, if we didn’t know they were going to resign, in the
situation we’re in at the moment with this latest one, the first thing we would do is meet with the GPs,
first of all to try and see if there’s any way that possibly they might not wish to change their minds, to try
and understand why they’ve done it, and for us to get a better feel of what the problems are and also to
understand whether they themselves, as GPs, are interested in continuing in any shape or form.

C06, secondary care, organisational management
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In most cases, when a practice returned its GMS contract to the LHB there was a three-pronged approach,
among which integration was considered the third and final option. (However, in a small number of cases,
a decision to directly manage a practice following conversations with primary care clusters was taken
immediately.) First, the LHB would attempt to readvertise the practice to see whether or not there were
GPs in the local cluster, the UK or internationally who would be interested in working in the area. Up to
autumn 2019, this option had yielded only one former GP from the local area, who agreed to acquire
and manage three practices in a staggered sequence. Second, if there were no interested parties, then the
LHB would decide whether or not the practice patient list could be dispersed to neighbouring practices.
Third, the LHB would decide whether to integrate the practice as it is or to merge the practice with
another geographically local practice that had already integrated with the LHB:

. . . the process was fairly established, so for single-handers, you obviously only have 3 months to sort it
out, for group practices 6 months. So the single-handers – it had to be moved quite quickly. So it went out
to the cluster GPs to see what their feeling was about what should happen next, and the options on the
table of course at any time you get a resignation are: dispersing, taking over, re-advertising or possibly
combining two lists, so if there was a willing nearby practice.

C03, primary and secondary care, organisational management

A fundamental action soon after integration was to invest in the workforce to address the shortage of
GPs. This led to the development of greater and more widespread use of models of MDTs working
across the LHB area. As a result, in one area within the LHB, a model was developed to encourage
interdisciplinary working, supporting patients living with complex multimorbid conditions and reducing
medicine prescribing. The model was brought about following the quick resignation and return of GMS
contracts of five general practices in a small geographical area covering a population of approximately
20,000 patients. Clinical teams were established within this model to treat groups of 5000–6000
patients, using a range of primary care staff:

So within one of the normal teams, there’s – depending on the hours that they work – sort of perhaps one
and a half full-time equivalent GPs. We have nurse practitioners, possibly some ANPs’ [advanced nurse
practitioners’] involvement, there’s an occupational therapist linked to that, a pharmacist and then we also
have a team co-ordinator, who tries to manage the team’s work and direct it according to where’s best to
be dealt with for the patient.

C09, primary care, clinical

There have been early attempts, using this model, to integrate into primary care settings some specialised
services that are usually delivered in secondary care settings. However, there were certain caveats:

. . . secondary care diabetic care and doing it much more holistically in the community, it’s a piece of work,
but it is not . . . it’s very difficult to realise the potential of doing that in other subjects without a lead who’s
previously worked in secondary care, coming out to primary care and going ‘Woo!’ So the separate
management structures, I think, between the hospital specialties and the centralisation of them limits it . . .

C03, primary and secondary care, organisational management

A number of primary and secondary care colleagues were critical of this MDT primary care model.
First, many interviewees felt that the nature of the additional funding the first area received could not
be replicated widely across the LHB. Second, recruitment of staff is difficult in rural and/or coastal
areas farther away from the English border. Third, many interviewees questioned the effectiveness of
the MDT model:

I mean, the idea when [subsite within Seaview] was set up was that it was going to offer a different type of
service, there’s mixed messages about how that’s worked, you know, the idea, I know everybody talks about it,
but there are some, sort of . . . sometimes you do get a bit of feedback that, actually, there are problems with it.

C06, secondary care, organisational management
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Last, although practices have been integrated with the LHB, they continue to maintain a reasonably
integral role in local primary care, working via local clusters. Managed practices’ involvement in cluster
working has been a cause of tension with non-managed practices, which feel disadvantaged because
managed practices continue to have access to cluster funding and also receive additional resources
from the LHB:

This is going to sound crude, but because the GP clusters have – because they are still GP clusters – but
they are going to have to change – and some of them are much more mature than others – but they have
funds, and of course you’ll have the GMS practices who, some of them, tend to think, ‘Well, why are the
managed practices getting cluster funds?’.

C06, secondary care, organisational management

Theme 3: making the change – from General Medical Services to
subcontracted providers of primary care

Changes to contract holding
The nature of transitioning at Seaview differs from that at the other two case study sites. At Seaview,
there is no subcontracting model with the LHB, as the LHB manages service provision in both primary
care and secondary care.

Prior to addressing contracting and other practical issues, as well as completing the due diligence
process, the LHB will communicate with a number of stakeholders to discuss the wider impact of
taking over the management of a general practice:

So we’ll be agreeing a letter with the practice that can go out. We’ll be communicating with everybody
else from [national] government to social services to local councillors, obviously the patients. And meeting
with people. The other night, we met with the local councillors for the practice that’s just resigned.

C06, secondary care, organisational management

Unusually, there is no formal/legal contractual arrangement between the LHB and a general practice
once it has been integrated into the LHB. There is an informal contractual arrangement, overseen by
the national government, which states that the LHB will continue to deliver services in line with GMS
contract guidance:

So we have no GMS contract. So, again, it’s very different to – so, obviously, we have GMS contracts,
under [Seaview] regulation with the independent practices. There’s been no diktat from [national]
government, because we’ve got other health boards with managed practices, in terms of you must have
an internal contract, GMS contract arrangement. Having said that, it’s always been taken as read that we,
in the main, you continue to deliver services under those specifications within GMS contracts.

C02, secondary care, organisational management

Many interviewees felt that having a relatively loose legal arrangement between general practices and
the LHB led to some practices too easily giving up their GMS contract without seeking alternative
arrangements to remain independent providers of care. Therefore, as part of the LHB’s due diligence,
the health board continues to support practices to first identify alternatives to direct management.

Estates management
Senior staff across the LHB felt that there were significant challenges associated with managing GP
premises. The LHB was reluctant to take over GPs’ leases for their premises. Given the larger number
of practices that were becoming integrated with the LHB, they felt that they were coming to terms
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with primary care estates management and how best to minimise the nature of the risk this involves.
Nevertheless, this process was time-consuming and resource-intensive:

We don’t make an assumption that we take the lease . . . It’s something we’re getting better at because
we’re having to learn as we go along, really, and it’s very complicated sometimes, because all the leases
are different; there’s nothing straightforward about any of these leases. I mean, what’s supposed to
happen is the GPs, there’s a survey done for dilapidations and then we have a look at and negotiate with
the GPs about what they should be paying for and what – before we take it over – and that can be a
sticking point as well.

C06, secondary care, organisational management

There were a number of other challenges with taking greater responsibility for premises.Where premises
were shared with non-managed practices, the LHB often found itself taking greater responsibility for the
costs of managing the building.Where existing building leases were taken over, the LHB often found that
buildings were in disrepair and/or did not meet the standards required to safely deliver health-care
services. Finally, buildings may have limited space, which can affect the LHB’s aim of introducing MDT
working across managed practices:

For example, health and safety, I know that provided a lot of challenges. A lot of the estate is not up to
scratch. Now the health board’s taken liability for that and not the GMS partners.

C03, primary and secondary care, organisational management

Reorganising back office functions
In general, the management, setting up and alignment of back office functions within the LHB were
being absorbed into staff’s current roles and responsibilities. Therefore, there was no development
of specific departments. However, there were new roles created across the LHB to manage the
responsibilities of managed practices. Back office staff were more accustomed to addressing issues
with secondary care employment concerns and, therefore, there was a steep learning curve for them
when it came to addressing challenges in primary care:

. . . there’s no recognition from the health board as a whole that managed practices are part of what we
do now, you know. We’ve got 17 or something, so that’s what we do. So it’s never really been built into
other departments, so procurement, payroll, estates, HR, there’s not been, say, it’s not part of their day
work and it needs to be, because when we come along, say, to procurement, and say, ‘Oh, we’re trying to
sort this out’, and they can be as helpful as they can, but half the time, they don’t understand it because
they don’t understand primary care . . .

C06, secondary care, organisational management

Practice managers were playing a crucial role as providers of real-time information to ensure correct
recording of service delivery and, especially, payroll. The following quotation highlights the pressures
placed on practice managers, including pressures that were formerly within the remit of senior
partners of the practice or pressures from increased bureaucracy within the vertically integrated
organisation relative to when their practice was independent:

I think within the [LHB] managed practices, for me certainly, it’s the bureaucracy. And tick boxes
constantly. I feel that we have a lot more to do. I certainly have a lot more to do as practice manager in
terms of form filling.

C08, primary care, organisational management

Similar to our other case study sites, there were significant issues at Seaview with regard to
recruitment of staff into existing and new roles. We heard that recruitment processes were taking
significantly longer inside the vertically integrated organisation than with the previous situation.
This was simultaneously coupled with existing staff being ‘TUPE-ed’ across to their new employment
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contracts with the LHB, which was creating additional work for LHB staff on top of maintaining
other responsibilities:

. . . we interviewed and got a health-care assistant post – this was ages after the person had left in that
post – so it was advertising a vacant post, somebody was appointed but then they [dropped out], so we
had to go back all the way through the whole process again, so it just meant that you were without the
HCA [health-care assistant] for months and months and months, which impacts, you know, when you’re
already running quite bare bones, you know, we haven’t got a lot of people, there was a lot of people, but
considering the workflow and the patient numbers . . . so that’s just really disheartening.

C09, primary care, clinical

. . . there’s so much restrictions on recruitment at the moment. But somebody could pop their notice in from
there, then you have to do an establishment control, and from there it goes on to the advert, then you have
to go out to our venue interview, your shortlist you interview, then the actual recruitment process. Where it
could take you a month in GMS-land, it could take you now up to 6 months to recruit someone.

C05, secondary care, organisational management

To address some of the aforementioned challenges, the LHB established a new management structure
across its three constituent regional areas, consisting of medical, area and assistant area director roles,
with practice managers reporting to them to communicate day-to-day challenges. In addition, area
and assistant area directors were responsible for engaging with practice managers. The LHB had
established quarterly governance meetings with colleagues from the LHB, as well as GPs and practice
managers from both managed and non-managed practices.

Cross-cultural misunderstandings and tensions
The most fundamental tension was between those working in primary care who felt that the LHB had
struggled to get to grips with the challenges of managing general practices and those at the LHB who
were trying to manage practices according to how they were running secondary care services:

So I think the health board have sort of got to look at how we run alongside the secondary care, because
when you think of [the LHB], it is very secondary care orientated, isn’t it? Or you think of the general
hospitals, you don’t actually think of managed practices or . . . But I don’t think there’s any benefits in
being a managed practice.

C08, primary care, organisational management

I think the balance in secondary care – very management heavy. General practice – very clinical leadership
heavy. And the realignment of that, I think, is a real challenge.

C03, primary and secondary care, organisational management

However, others felt differently. A number of stakeholders we interviewed across primary and secondary
care were very understanding of the predicament that the LHB was initially in (i.e. being asked to take
over the management of general practices). Many stakeholders felt that certain tensions had pertained
well before the integration with the LHB, whereby primary care practitioners felt burdened because they
believed that secondary care delivered via acute hospitals risked them being seen as doing an inadequate
job of managing complex patients. Yet, going forward, newer challenges centred on the difficulty of
managed practices to learn, adapt and accommodate more innovative ways of delivering services as
salaried GPs:

We still have some GPs – going to choose my words carefully – who work in a very traditional model of
practice, where it all comes to them. But most of them are now very on board and are referring to us
regularly. And that was about making some allies, making some of those initial contacts, and then once
other people started to see, actually see, that’s the OT [occupational therapist], something might change.

C04, primary care, clinical
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Theme 4: impact on patient management – changes to primary and
secondary care delivery

A significant challenge faced by the LHB was how to best treat an ageing population living with complex
multimorbidities who were dispersed across a large geographically rural/coastal area, along with more
transient tourists who access health services during seasonal peak times throughout the year. In response
to this challenge, there was a strong focus on developing services that support patient self-management,
with the hope that this would bring about a subsequent reduction in health service demand:

We work with people with chronic long-term conditions, so looking at self-management. So things like
COPD [chronic obstructive pulmonary disease], pain – pain is a big one – and looking at trying to reduce
the impact of those conditions on people’s lives. So, essentially, increase their function in the community
and reduce demand on health services . . .

C04, primary care, clinical

The mechanism, as stated in Theme 2: developing a model of integration and an implementation strategy,
was the introduction of distinct clinical and non-clinical allied health professionals, using a model of
MDT working within managed practices. The majority of primary care staff welcomed the introduction
of additional resource to manage patient demand. However, this introduction of new staff contradicted
patients’ perceptions of how care should be delivered, with many patients still continually requesting to
be seen by GPs:

I think surgeries are trying to get away from, in some parts, of always seeing the same patients, because you’re
not, actually – at one time you used to be registered with a particular GP – and some patients still think you
are, so they want to see that GP. So we’re obviously trying to move away from that and get patients to see
other clinicians, so signpost them. They don’t always have to see a doctor, but some people have got it in their
head they’ve got a problem, they need to see a doctor. So it’s educating, trying to educate the patients as well.

C08, primary care, organisational management

And so we have had, probably the biggest difference would be, having the occupational therapists that
have particularly linked with the community and a lot of things like social prescribing have raised the
profile of that, I think, within the practice.

C09, primary care clinical

However, although patients might be seen more readily, the new system does not necessarily preclude
the patient being seen by their preferred choice of health professional:

So, I think, for me, availability of appointments is always what everyone talks about in practice, but
actually getting the person to the right practitioner is something that perhaps patients didn’t appreciate
right at the beginning, whereas now they probably do. So I think over time probably patient opinions have
changed. And there’s a lot of noise initially; if you get a lot of noise in the system that ‘That’s a managed
practice, so you won’t be able to get an appointment’, it ends up becoming the truth, even though,
actually, you’re getting an appointment with the appropriate person.

C03, primary and secondary care, organisational management

Overall, there remained a dichotomous relationship between primary and secondary care, whereby
there remained some lack of communication and a lack of data/IT integration across the interface.
There were instances where secondary care specialists were becoming more involved in delivering
primary care-based services; however, such instances remained rare:

Just small little pockets of, so, for example, one orthopaedic consultant is coming to work at one of the
managed practices alongside. But, again, really difficult to get the processes, just things, like, because
it’s a GP practice, you can’t get notes delivered to it and they work on clinical notes system, you know.
The barriers sometimes between historically very different organisations are difficult.

C03, primary and secondary care, organisational management
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I think we need more connection with the secondary care physicians as well. I think, you know – and
I recognise it’s really difficult because there are vast differences and secondary care’s under a lot of
pressure as well, so I do recognise that – but that would be helpful that we’re actually working together.

C09, primary care, clinical

With regard to staffing, the main concern for the LHB was how to attract health professionals to the
area and get them to remain for a sustained period of time. The greatest challenge was the employment
of locums, which was creating competition across the three regional areas. Therefore, the LHB tried to
develop attractive packages to entice GPs, while, at the same time, co-ordinating across its whole area
so that practices were not competing against one another within the LHB area for the limited pool of
potential recruits:

One of the main things we sorted out early, one of the initial things we sorted out as a group, was terms
of conditions of locums – because we’re all fishing in the same pond for the locums – and making sure
they don’t play us off on each other, and we’re all paying the same rate and setting expectations . . .

C02, secondary care, organisational management

I described the training offer, support with training, special-interest development. Obviously, they get the
terms and conditions that are better. We try and put support in, so they are there doing what they want
to do, . . . the running of the practice isn’t their problem anymore, if that’s what they want. We offer, yeah,
all sorts of different things, anything, really, just to incentivise them!

C02, secondary care, organisational management

Non-clinical staff faced challenges working with locum GPs compared with permanently employed GPs.
Some staff commented on locums who were working to rule, placing greater pressure on the remaining staff:

So I feel bad for some of them because some of them, they get away with not – they’re like, ‘Oh, I’m a
locum; I won’t do that kind of thing’. And then there’s other ones that are long-term locums and I forget
that they’re long-term locums but they’re not a salaried GP, because they act almost like a salaried GP,
and then they’re, like, ‘Oh, we’ll be around now for a few months’, and it’s, like, [sighs]

C07, primary care, clinical

And just the admin[istration], like looking at letters and things, relying on salaried GPs when you’ve only
got, like, one salaried GP and they only work 2 or 3 days a week, it’s just . . . you just rely on the regular
locums, and when they all go to go off in the holidays and stuff, sometimes it’s just not safe because you
don’t have the consistency and . . . they can just be, like, ‘Yeah, I’m not coming in for the next few weeks;
good luck’ kind of thing, and we don’t have anyone. And then you feel bad for the . . . because if there’s
just one locum that’s on and they end up leaving because they’re, like, ‘Well, I’m a locum, like, this is more
salaried GP job’ kind of thing.

C07, primary care, clinical

The greatest tension for existing staff was the transition to AfC contracts and the recruitment of new
employees in primary care being paid more, as a consequence of that, than those who have been
working for longer as part of independent practices:

Well, it’s a mess, basically. There’s an understandable want from the staff in the practices when they’re
transferring to us [the LHB] that, obviously, they transfer on their own terms and conditions, and then the
problem always comes in when we recruit new staff who are on Agenda for Change and then you’ve got
one member of staff who’s been there 20 years on this much money and then you bring in a new kid of
about 16 and they’re on more money and you think, ‘Well, I can understand why you don’t like that, but
it’s because of AfC’.

C06, secondary care, organisational management
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. . . we’ve got some existent staff whose morale is very low. For me, I would love them all on Agenda for Change,
but it’s a higher decision than me, and we are working towards getting them all over there. So, for example, we
have one of our practices has three members of staff. They’re the eldest, the longest-serving members of staff, on
their own terms and conditions. And we have a junior who’s just started on an AfC getting better paid, better
terms and conditions, and they’ve never known the role before; they’re new to the role.

C05, secondary care, organisational management

Theme 5: measuring success and identifying unintended impacts

The revenue generated from primary care practices was considered an important marker of success.
However, of greatest importance was the amount the LHB was currently spending to bring practices into a
sustainable model. Therefore, a fundamental marker for measuring success was to control the expenditure
being made to manage and redesign health service delivery across managed general practices:

. . . we’ve got a, sort of, a set budget based on what we would generate as a GMS practice. They’re all
overspent . . . But they’re overspent for a plethora of reasons. One of the obvious ones is reliance on
locums, so – for [subsite within Seaview], we’re not too bad now, so that overspend has come right down.
So their overspend has come down. Reliance on locums.

C02, secondary care, organisational management

. . . there’s always that because we have restrictions within the health board, so we can’t always spend the
money as freely as GMS practices. For instance, if we wanted a new phone system, GMS can just go out
and purchase whatever. We have to actually go through the procurement process . . . , so we have a lot
more restrictions.

C05, secondary care, organisational management

Monitoring financial expenditure was important to show potential interested parties that the general
practices that were being managed by the LHB were both financially stable and a viable business
opportunity if someone was willing to take them over:

So you’d want to see the accounts, effectively, wouldn’t you, of a new business? So I think although, you
know, I’ve heard people say, ‘Well, what’s the point in doing the enhanced services, because the health
board are paying themselves?’ but I think it’s also important to have that service still running because
then at least there is – and for the health board as well – to see how much that the practice are worth
and that it is a viable option having a practice within the health board.

C08, primary care, organisational management

One of the opportunities the LHB envisaged when taking over general practices was the ability to train
staff to undertake a larger number of responsibilities and also to identify candidates who were already
skilled enough to progress their careers across the LHB:

I think in terms of development for staff, that’s clinical and administrative, I think there’s a lot more
opportunities. I think within an independent practice you’re very restricted, because, for example, if you’re a
practice nurse, unless the practice, depending on its size and, sort of, financially, whether they’d be able to
encourage them to work towards an advanced nurse practitioner role, or if you were a nurse practitioner,
where do you go after that?

C08, primary care, organisational management

There were some notable drawbacks. One drawback was a lack of leadership at practice level, seen as
a result of the shift within the GP workforce from partnered GPs to part-time salaried GPs or locums.
In addition, there was a perceived sense of competitiveness and tension across staff in certain areas
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within the LHB, who found themselves, unintentionally, competing with one another for the same small
pool of resources:

And one of the huge differences is the onus on the GPs working within the practice to take on clinical leadership,
such as they would do were they partners, and not just turn up and see the patients, as they would do under
a salaried GP contract. So I think the big – for me, one of the huge – differences is that establishing clinical
leadership within the practices. There are huge differences of course: as a partner, you’re running the business,
so there’s no timesheets or whatever, so you expand the work – no, you expand your time to fit the work –
whereas one of the big differences, I think, in directly managed practices is people are on salaried contracts,
so they’ve got no responsibility to stay when the work is not done. And so the shift of leadership towards
management, I think, is one of the biggest challenges that if you’d had more time you could have planned.

C03, primary and secondary care, organisational management

I think it’s a very ‘us and them’ kind of scenario . . . Central on one table, East on another table, West on
another table.

C07, primary care, clinical

Yet there were some widespread successes from the integration. Although many of our stakeholders
recognised that there was still plenty to do to improve the nature of functional integration with the
LHB, many felt that noteworthy changes had been made to health service delivery and, having the
opportunity to deliver beyond the GMS contract (known locally as ‘GMS plus’), better communication
across the care interface had been established (mostly between primary and secondary care, rather
than primary and community care), ratings with the CQC had improved and patient satisfaction had
improved (i.e. fewer complaints had been received):

I think communication has improved. Referrals are quicker. The access to information is there.
Unfortunately, IT systems aren’t as cohesive as they could be.

C01, secondary care, organisational management

And from a CQC perspective, we know that all of our practices have got higher ratings since they’ve been
with us.

C01, secondary care, organisational management

. . . we also try to do a lot of engagement with patients about satisfaction and things, so we’ve got some of
that information.

C02, secondary care, organisational management

More recently, the LHB has been committed to understanding more about the changes that the
integration of practices with the LHB had achieved. This played a role in allowing access to the
research team to speak with stakeholders:

. . . we know from [subsite within Seaview], although I haven’t looked at it for the last 12 months, is
medicines, pharmacy spend has come right down, prescribing spend. And in terms of the cluster, they are
within the lowest users of the ED [emergency department], that practice population.

C02, secondary care, organisational management

Theory of change

A theory of change map for this case study site is presented in Figure 6. The rationale for Seaview was
to address the immediate crisis of a large number of general practices closing and, consequently,
integrate them within the LHB because there were no other viable alternatives. The reasons for
closure were an ageing profile of existing GPs, being unable to attract new GPs within a traditional
partner model and increasing GP workload.
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Wider contextual factors 

• Key brokers of integration: health board has established and continues to maintain relationships with national and local government, LMC, BMA, and non-managed practices
    within the area
• Remote coastal location
• Integrated practices working within a primary care cluster model

Rationale Priorities 

• Increase
    resource in
    primary care
    to address
    growing
    workload and
    recruitment
    challenges with
    ageing GP
    cohort 

Inputs 

• Financial
    investment to
    recruit locums
    and improve
    estates
    management
• Creation 
    of a new
    management
    board
• Development
    of a MDT
    clinical model
    of health-care
    delivery
• Local
    leadership
• Evolving
    integration
    strategy  

Processes

• Partial
    centralisation
    of back of f ice
    functions
    among staff in
    secondary care
• Creation of
    regional
    management
    teams
• TUPE existing
    primary care
    staff to AfC
• Development of
    training
    opportunities
    for primary care
    staff     

Outcomes 

• Better
    recruitment and
    retention of
    clinicians and
    allied health
    professionals
• Moving some
    practices to
    better buildings
• Some horizontal
    integration
    among general
    practices
• Survival of general
    practices;
    limited support
    for non-integrated
    practices
• Shared learning
    within clusters

Impact 

• Maintained
    patient access
    to primary care
• Improving
    patient
    management
    and care
    through MDT
    model

Assumptions

• Strategy: inability to develop shared vision and values across care settings with regard to patient care delivery
• Process: regional variations in relation to the success of integration
• Structural: some f lexibility within the current workforce to adapt to a vertically integrated model   

• Improve the
    sustainability
    of primary
    care 

FIGURE 6 Seaview vertical integration theory of change. BMA, British Medical Association; LMC, local medical committee.
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Different from our other case study sites, the desired impact of integrating and managing general
practices at Seaview was to eventually be able to return general practices to GMS contract-holding
providers. However, owing to the ever-increasing number of general practices returning their contracts
to the LHB, the strategy for managed practices has now shifted. Therefore, although general practices
remained integrated with the LHB, the rationale was to improve patient care through the regional
application of a MDT model. There was little or no reference within interviews and observations of
achieving clinical integration across primary and secondary care in the immediate term.

This came with a number of caveats. There remained significant variation in the management of
integrated practices across the LHB’s area. A ‘one size fits all’ approach to MDT care was considered
difficult by both primary and secondary care stakeholders. Nevertheless, many staff recognised that
having integrated practices made it easier to make changes to clinical pathways for patients, especially
between primary and community care (more so than between primary and hospital care because of
geographical constraints faced by patients attending distant acute hospitals). In particular, stakeholders
found it difficult to comprehend how a MDT model should be implemented if the rationale was based
on ultimately returning practices to GMS contract-holding providers. Therefore, a clear long-term
strategy for the sustainability of primary care was desired.

There was a substantial cost associated with integrating practices, especially for a LHB in special measures,
as was the case at Seaview. Attracting GPs to a rural/coastal area remained difficult, especially in remote
locations, and locums remained an expensive and scarce resource. There were also significant estates-
related costs, with a number of managed practices being moved to new premises that were fit for purpose
and could accommodate a MDT model.

Nevertheless, integration had a number of advantages. The LHB was able to create attractive portfolio-
based career opportunities for salaried GPs and practice managers were given opportunities for
greater responsibility. Nearly all staff would eventually receive improved contractual terms on AfC,
which brought perceived greater employment security. In addition, the LHB was able to set up a
governance team specifically to address the management of integrated practices, with primary and
secondary stakeholders, both within and outside the model.

As a result, Seaview had achieved some sustainability with regard to the number of general practice
closures, but little is known so far about the effect on secondary care demand or the financial cost
of integration.

RESULTS: SEAVIEW
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Chapter 8 Discussion

Summary of key themes

l The main rationale for the introduction of a vertically integrated model, evident in all three case
studies, was to sustain primary care by supporting local general practices that are in financial and
recruitment difficulties and, at the same time, manage demand effectively and efficiently across
primary, secondary and community care.

l Our overall theory of change shows that the early implementation of vertical integration is focused
more on achieving functional than clinical integration.

l Closer integration was attributed to previous good relationships between primary and secondary care
locally, and to historical planning and preparation for integrated working across the local health economy.

l Our initial evaluation of three case studies, two in England and one in Wales, implies that vertical
integration may, indeed, have a role to play as a route to better integration of patient care, at least
in some geographical areas. Although there have been innovations in patient care, these do not
appear to be specifically attributed to the vertically integrated model.

l The inevitable corollary of salaried doctors replacing independent GP contractors is a degree of loss
of autonomy for GPs.

l Making the shift to vertical integration imposes a significant short-term challenge on acute trust/
LHB staff (who are used to operating in large organisations focused on secondary care) to learn
about and understand the practicalities and culture of running primary care.

l Improving care pathways, and the efficiency of the local health economy, for patients who are
high users of emergency secondary care and/or living with complex or multiple morbidities was a
particular focus at two of our three case study sites. We will explore impact and effectiveness in
greater depth in our phase 2 evaluation.

Chapters 5–7 demonstrate overlapping, but not completely congruent, findings from the three case
study sites. Our study design deliberately selected three sites that, although similar in the core feature
that general practices were effectively being run by local acute hospital services, had clear differences
in the ways that they were set up. At Urbanville, in England, the acute trust ran the integrated general
practices as a division of the trust, and employed the GPs and other primary care staff of those
practices just as it employed the medical and other staff at its hospitals. At Greenvale, in England, the
acute trust set up a wholly owned subsidiary company to run the integrated GP services and employ
the primary care staff. At Seaview, in Wales, the LHB, which had previously been focused mainly on
managing secondary care, took over the direct management of GP services in practices that otherwise
would have handed back their contracts, alongside the management of hospital services.

A strong theme at all three sites was that the rationale for vertical integration was to enable the continued
existence of general practices in difficulty and thereby support a local health-care system in which patient
demand would be better managed and patient pathways more appropriate than if general practices were
allowed to fail. At all three sites, the establishment of vertical integration created opportunities for better
integration of patient care across secondary and primary care settings and for rationalisation of common
functions, such as back office functions. However, the extent to which these opportunities were being
exploited differed across sites.

In the following section, we present and discuss an overall theory of change for vertical integration
between acute hospitals and general practices, before going on to consider similarities and differences
across the case studies, referring to the same themes as in the individual case study chapters. The
chapter concludes with reflections on the strengths and weaknesses of the evaluation, and highlights
issues that are candidates to be the focus of a second evaluation of vertical integration.
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An overall theory of change for vertical integration

Overview
With reference to Weiss’59 four main purposes when conducting evaluations on programme theories
(as detailed in Chapter 3), we have spoken to a range of stakeholders across sites to make their assumptions
of vertical integration explicit. In developing our overall theory of change and accompanying illustration,
following Vogel’s60 criteria, we have provided a detailed description of the wider context of vertical
integration in the light of wider primary care policy in both England andWales, and provide the long-term
outcomes that vertical integration aims to achieve, detailing as many assumptions of how these outcomes
are perceived to be achieved. An overall theory of change map is presented in Figure 7, drawing out the
common features of the individual theories of change for the three case study sites. Although no single
theory of change can do full justice to the specific aspects of all cases of vertical integration, there are
some core aspects, and this overall theory of change map provides a framework to understand how, at a
high level, the implications of vertical integration between primary and acute care in the UK can vary
considerably across sites with regard to local feasibility (e.g. setting, context and resources). In addition, our
theory of change illustrations remain in development and reflect that different sites are at different stages
(i.e. from conception to achieving clinical integration).

As the theory of change map illustrates (see Figure 7), the main rationale for the introduction of a
vertically integrated model, a rationale that was evident across all three case study sites, was to sustain
primary care by supporting local general practices that are in financial and recruitment difficulties and, at
the same time, manage demand effectively and efficiently across primary, secondary and community care.
This focus differs, to some extent, from international examples (e.g. Kaiser Permanente and the Alzira
model)42,45,64 where rationale and implementation were focused principally on closer integration of
primary and secondary care to improve quality of care and increase efficiency, with no explicit reference
to sustaining primary care in the face of growing recruitment/retention and workload pressures.

In our case studies, the introduction of vertical integration across sites led to increased interdependencies
among individual general practices and the acute trust or LHB with regard to controlling costs, responding
to patient needs and developing legitimacy throughout the local health economy. Similar to their
international predecessors, UK examples of vertical integration are challenged with initial costs and
barriers, and with limited co-ordination of care across settings. However, despite these challenges of
implementation, the desire to integrate both clinically and functionally across primary and secondary care
has persisted.

The theory of change shows that the early implementation of vertical integration is primarily centred
on achieving functional integration as opposed to clinical integration.65 As Lasker et al.66 further
emphasise, key to achieving vertical integration is integration of information systems and financial
arrangements. Therefore, functional integration can be synergistic with clinical integration. At all three
case study sites, stakeholders sought to achieve greater ‘closeness of working’ to achieve functional
integration,67 whereby organisational arrangements and designated staff to oversee the introduction of
vertical integration led to more cohesive working, both among general practices and between them
and the acute trust/LHB.

Description of overall theory of change map
Our explanation of the theory of change map for the implementation of vertical integration between
acute hospitals/health boards and primary care general practices begins with intended impact.
Although the rationale for implementation is centred on sustaining primary care, each site varied in
terms of intended impact (i.e. eventually returning practices to GMS contract-holding providers was
the aim at Seaview, whereas managing secondary care demand and achieving financial and clinical
efficiencies across the health-care system were emphasised more at both Greenvale and Urbanville).
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Rationale 

• To sustain
     primary care by
     supporting
     local practices
• Thereby to
    protect patient
    access and
    better manage
    patient demand 

Priorities Inputs Processes

• Development
    of common
    back of f ice
    functions
• Integrated
    governance
• TUPE existing
    primary care
    staff
• Development
    of training
    opportunities

Outcomes 

• Better
    recruitment
    and retention
    of primary care
    staff
• Flexible,
    upskilled
    primary care
    workforce
• General
    practices
    remain open  

Impact 

• Sustained
    patient access
    to primary care
    and managing
    demand in
    secondary care
• Improving
    patient
    management
    and care
    through MDT
    model
• Increased
    opportunities
    for innovative
    care   

• Improve
    recruitment
    and retention
    in primary care
    and address
    growing
    workload
• Existing GP
    partner model
    is unsustainable 

• Financial
    investment to
    recruit locums
    and improve
    estates
    management
• Reorganisation
    of back of f ice
    and data-
    sharing
    functions
• Development
    of MDT models 

FIGURE 7 Overall vertical integration theory of change.
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Across the three case study sites, we found that there were, in practice, four key inputs with regard to
the investment required to achieve a vertically integrated model at any site. The inputs were economic in
nature. There appeared to be much less emphasis on other inputs, such as steps to align values, cultures
and ways of working, among the primary care practices in the vertical integration arrangements and
between those practices and the acute hospitals.

Foremost among the inputs we heard about was the significant financial investment required to attract,
recruit and retain salaried and locum GPs. The attraction of salaried posts for existing partners was in
receiving an appropriate salary while no longer having to bear the financial risks of running the practice
as a business they themselves owned. The attraction of salaried positions for new GPs was having posts
that offered less financial risk, the opportunity for portfolio careers and career development paths
across primary, community and secondary care. Nevertheless, although many vacancies were filled in
two sites (Urbanville and Greenvale), questions remained about the ratio of salaried to locum GPs and
about the higher cost due to continued reliance on locums.

At all three sites, the vertically integrated organisation also had to absorb significant estates costs
related to managing additional buildings, carrying out repairs, dealing with landlords and, in some
cases, moving practices to buildings owned by the acute trust or LHB.

In addition, there was major restructuring of back office functions, which were centralised in all three
case studies, either at the acute trust/LHB or in a trust-owned primary care company.

The final input was to achieve a model of health-care delivery in primary care that relied much more
than previously on MDTs. This can be seen as a response to the difficulties and costs of recruiting and
retaining GPs, but also as a more strategic response to remodelling primary care on a sustainable basis
while providing appropriate care locally.

A number of processes have taken place to achieve vertical integration. At a very practical and day-to-day
working level, back office functions were centralised at all three sites. Therefore, rather than relying on
within-practice resources for HR, payroll, accounts, dealing with CQC regulation, etc., the vertically
integrated practices were served by a single central team.This appears to lead to economies of scale,
although the magnitude of any savings is unknown. However, when back office functions are provided by
hospital trust or LHB departments, it may also have led to some increased ‘bureaucracy’ with administrative
processes and, consequently, lengthening of the timescales to make and implement decisions.

Significant to enabling and implementing functional and clinical integration was the setting up and
creation of governance teams/meetings for the vertically integrated practices. All sites developed
management teams comprising primary and secondary care staff. In addition, GPs from practices
outside the vertically integrated arrangement were included in governance arrangements, in an
attempt to ensure fair treatment of both ‘managed’ and ‘non-managed’ practices.

For staff, especially those in primary care, and particularly the non-clinical staff there, vertical integration
brought new opportunities for further training, with the prospect of developing their careers within the
acute trust or LHB. The process of moving the employment of existing primary care staff to the hospital
trust or LHB, or to a new primary care company owned by the hospital trust, entailed significant up-front
efforts to negotiate with national bodies and legal costs to establish arrangements, such as continued
access to the NHS pension scheme. Some of the staff being transferred received slight pay increases or
improved terms and conditions as a result, implying some increase in costs.

With regard to the outcomes of vertical integration, the main beneficial impact evident was that
general practices remained open that otherwise would very likely have closed (i.e. ‘handed back their
contracts’). Therefore, the consequence that was avoided was the patients of closed practices being
dispersed to other practices’ lists, with increased pressure on the remaining practices (in the face of
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continuing recruitment difficulties) and leaving patients with greater distances to travel to access
primary care. In this initial evaluation, we have not determined the magnitude of the impact of vertical
integration on patient flows, including patient demand for secondary care, but evidence at Urbanville
and Greenvale suggests that integration has supported smaller growth in patient flows to secondary
care than from non-vertically integrated practices in the same areas.

Recruitment of salaried GPs and locums to the vertically integrated practices has evidently been possible.
The spread of MDTs and opportunities for staff to upskill, and to see improved career prospects and
security of employment, can be expected to have led to better staff recruitment and better staff retention.
This may also lead to opportunities to improve clinical continuity of care across primary and secondary
care. For one site in particular, Urbanville, substantial strides were made to improve continuity of care
through data-sharing between general practices and secondary care (i.e. being able to monitor high-risk
patients living with multimorbidities entering emergency secondary care and following them up in
the community).

Synthesis of case study findings

As part of the analysis, we identified five major themes, as well as four subthemes, that provided a
framework for evaluation of all three case studies. In the following section, we reflect on the cross-case
study implications within each theme.

Understanding the need for, and purpose of, acute hospital integration with primary care,
in a context of primary care networks and clusters
In spring 2019, at the outset of the study, the trend of health-care policy in the UK had, for many
years, favoured greater integration of care. Such integration had, and has, many dimensions. Vertical
integration of general practices with organisations running acute hospital services had been discussed,
along with a small number of international examples, but had been accorded less policy attention than
horizontal integration, including across primary care. In England, the NHS Long Term Plan,26 published in
January 2019, emphasised the creation of (horizontal) PCNs of general practices covering registered
populations of 30,000–50,000 patients, but made no mention of vertical integration. Nevertheless, we
anticipated at the outset of the evaluation that we would hear about increased integration of patient
care across secondary and primary care settings.

Our initial evaluation of three case studies, two in England and one in Wales, implies that vertical
integration may, indeed, have a role as a route to better integration of patient care, at least in some
areas. However, it was clear that the single most important driver of vertical integration was not
integration of care, but rather maintenance of primary care local to where patients live. In all three
areas we studied, vertical integration has been used to address the difficulty faced in maintaining the
traditional model of GP partnership-based primary medical care. Vertical integration in these places
has provided a more stable financial platform for primary care than the model based on individual
practices run as separate businesses. At the case study sites, GPs no longer risk personal financial
loss when the practice suffers from high costs (e.g. due to employing locums). At the same time, the
acute trust- or LHB-backed general practices are able to offer staff training and career development
opportunities, as well as job security, which increases their chances of recruiting and retaining primary
care staff.

The inevitable corollary of salaried doctors replacing independent GP contractors is a loss of autonomy
for GPs. A frequent eventuality that followed vertical integration was that GPs in the integrated
practices not only sought that trade-off, but took it one step further once the integration was in place
by leaving their practices, either to become locums or to cease practising as GPs.
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The importance, from a system perspective, of sustaining primary care was not only to maintain
local access for patients, but, at the same time, to manage demand effectively and efficiently across
primary, secondary and community care. If primary care practices had closed, local acute hospitals
feared a consequent increase in emergency demand on their services (demand that could have been
appropriately managed locally in a primary care setting were that still an option).

Although the official endorsement in the NHS Long Term Plan26 of horizontal integration of general
practices in PCNs, which together covered the whole of England from 1 July, at least in name, had not
been in place long at the time of our study, many places had various forms of interpractice networking
before then. Therefore, we were able to seek informed expectations from our case study interviewees
at Urbanville and Greenvale about the likely future interaction of vertical integration with horizontally
integrated PCNs (in England). We also asked about the interaction of vertical integration with primary
care clusters at Seaview (in Wales). Expectations evidently differ. At Urbanville, all but one of the
vertically integrated general practices together formed a single large PCN. The one other vertically
integrated practice was part of a PCN with a majority of non-vertical integration practices. Therefore,
with the exception of this last practice, the PCN was coterminous with the vertical integration
organisation and could be run as one and the same organisation, without any consequent disturbance
to existing arrangements. Hence, the nature of PCNs being coterminous with vertical integration
relates closely to Robinson and Casalino’s19 concept of developing integrated delivery systems through
increased horizontal integration among general practices. However, it was nationally mandated primary
care policy driving the changes to clinical care provision and management structures in general practice,
rather than being solely led by strategy developed by the acute trusts.

At Greenvale, the vertical integration practices were split across several PCNs. One PCN comprised
vertical integration practices alone, but several other PCNs had one vertical integration practice plus a
handful of non-vertical integration practices. In the latter case, the vertical integration practices have
two potential ‘homes’ for sharing services, supporting each other with staffing, co-ordinating more
specialised practice-based services, etc. The interviewees we spoke to at Greenvale who offered views
on the future interaction of the vertical integration company with the local PCNs took the view that
the two forms of integration could co-exist. The vertical integration company and its practices were
able to co-operate with all of the PCNs with which they had links and there was no need, yet, for any
practice to decide to plump for one organisation rather than another. It was also too early to tell
whether or not PCNs would take advantage of, for example, the centralised back office functions
offered by the vertical integration company.

In 2019, in Wales, there was no new initiative promoting horizontal integration between general practices,
but, as in England, there had, for many years, been development of such ‘primary care clusters’.27 The
emphasis at Seaview on stabilising general practices to return them, if possible, to independent operation
implies that vertical integration was seen as a temporary state of affairs. To the extent that horizontal
clusters of general practices are expected to continue by default, they may be seen as the intended
way forward in that location. However, the number of general practices within the vertical integration
arrangement with the LHB were growing and practices had not yet returned to independent operation,
and so there is the prospect of vertical integration becoming at least semi-permanent, despite
original hopes to the contrary. Nevertheless, the motivation for primary care clusters seems not to
depend on whether or not any members of a cluster are operated by the LHB or operating as
independent contractors.

Progress with developing an integration model and implementation strategy
There were notable differences across the three case study sites in the changes visible so far, despite
implementation of vertical integration occurring for a relatively similar duration of time. Seaview did not
intend any one general practice to remain LHB-run indefinitely and so definite moves to perpetuate that
arrangement should not be expected. The other two case study sites had achieved a greater scale of
organisational and functional integration, as well as some clinical integration, between the acute
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hospital and the integrated general practices because of a longer-term rationale and (at Urbanville
at least) more of a protocol-based implementation of how integration was to occur with primary
care practices.

Achievement of closer organisational integration was helped by previously established good relationships
between primary and secondary care locally, and by historical planning and preparation towards integrated
working across the local health economy. Therefore, the basis for vertical integration at Greenvale was
partly laid by the PACS vanguard model of care that had been operating since 2015, which was focused on
better managing care across primary and secondary care settings for patients with complex and multiple
morbidities. The vanguard had, arguably, been made possible by committed leadership and some strong
pre-existing relationships between primary care and secondary care providers locally. However, the
vanguard also reinforced those relationships. The result was a platform that enabled the subsequent
vertical integration to seem a natural solution both to general practices facing difficulties and to the local
acute hospital trust whom they approached to take over their GP contracts. Similar strong relationships
had already existed at Urbanville, although without reinforcement from a PACS vanguard.

At all three sites, the historical division between primary and secondary care represents a non-negligible
challenge to vertical integration. Vertical integration with an acute hospital is evidently not attractive
to every GP. Many local practices had chosen to remain outside the vertical integration arrangement,
even though they would be free to join it (subject to due diligence investigation by the acute trust or
LHB). Clearly, vertical integration with an acute hospital is not sought by all GPs, even in areas where
recruitment of GP colleagues and/or other practice staff may be difficult. The majority of interviewees
in each case study were part of the vertical integration arrangement, and it was noticeable that the
non-vertical integration interviewees were more equivocal in their descriptions of the vertical
integration arrangement in place. We do not want to overinterpret what was a matter of stress and
tone rather than opposing viewpoints, not least because, particularly at Seaview, but at the other sites
too, the rationale and strategy for vertical integration was being developed as and when integration was
occurring, and in all three sites vertical integration had only been in existence for 3 or 4 years. It could
be difficult, therefore, to develop shared values and an ethos towards integration when the greatest
priority was to simply prevent the closure of general practices that appeared about to fail.

Making the change: from General Medical Services to subcontracted providers of primary care
The scoping work for the evaluation had prepared us to expect to hear more mention of lost GP
autonomy than was the case. This is no doubt, in part, owing to the majority of interviewees being part
of the vertical integration arrangement at the case study site. GPs who wished to remain autonomous
were still autonomous and at none of the three case study sites did the acute trust or LHB seek to
take over general practices, rather they took on practices they were approached by.

An unintended consequence of the transition to vertical integration may have been that some GPs
gave up practising sooner than they might otherwise have done (because vertical integration meant
that they could do so without financial cost to themselves). The transition from GP partner to salaried
GP was, therefore, characterised by many of the GP partners apparently viewing being a salaried
employee at the practice they had formerly (co-)owned as only a temporary state. Some GP partners
remained for only a short period of time post-vertical integration and then left general practice,
despite one site (Greenvale) providing a financial incentive for GPs to stay on as salaried GPs for at
least 2 years (note that this financial incentive has since been removed and replaced with a more
balanced performance-related remuneration package).

However, learning from a BRACE evaluation (Smith J, Parkinson S, Harshfield A, Sidhu M, personal
communication) suggests that PCNs in England can better support GPs with regard to workload,
provide greater local autonomy over commissioning (with respect to the local CCG) and provide
additional funding that is channelled directly to general practice, all of which may encourage GPs to
remain in general practice for longer (Smith J, Parkinson S, Harshfield A, Sidhu M, personal communication).
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Yet, the GP role continues to change across England and Wales in a context of GP shortages in deprived
and rural/coastal areas, whereby GPs are expected to deliver a larger number of services within the
community, working as part of MDTs. In addition, NHSE&I has re-stated its commitment to the GP
partnership model, with the introduction of a one-off £20,000 payment to GPs or other staff who enter
into a practice partnership, and new GPs and nurses will be offered a new 2-year fellowship to support
their first steps in a primary care career.68 Experienced GPs will also be reimbursed for mentoring their
newly qualified colleagues.

Perhaps unsurprisingly, the legal and administrative practicalities of moving staff from independent general
practices to employment directly by an NHS trust or LHB entailed considerable efforts. The three case
studies had rather different legal and governance arrangements. In Seaview, where the stated intention
was for general practices to be returned to independent operation as soon as the practice staff were able
and willing, the GP contracts had, in effect, simply been taken up by the LHB, which then employed the
salaried staff and locums. In Urbanville, the practices had been absorbed into the management structure of
the NHS trust, of which they formed a division. In Greenvale, the practices were run by a purpose-created
limited company, which was, in turn, owned by the NHS trust. Acute trust managers and leading GPs at
Greenvale and Urbanville, over time, built up working relationships with NHSE&I and with the Department
of Health and Social Care. There was no already-cleared path to follow for transitioning general practices
to vertical integration with trusts, either as a part of a trust (Urbanville) or as a wholly owned subsidiary
company (Greenvale). Legal arrangements had to be found to transfer responsibility for GMS contracts.
For example, in Seaview, the LHB continued to manage general practices according to GMS contract
income and expenditure and attempted to pool resources and make efficiencies based on an overall
available expenditure across all managed practices, therefore moving resources where they were most
required. Hence, this contractual responsibility led to opportunities for economies of scale and, in some
instances, following investment, made some practices more attractive to those willing to take them over as
independent providers of care.

Yet, the transfer of responsibility for GMS contracts from GPs to the acute trust in England can also lead
to difficulty in leaving the vertical integration model. As stated in the Urbanville findings, practices were
able to leave the arrangement (where former partners remain as salaried GPs); however, this can be
time-consuming and expensive because of legal due diligence. To date, only one practice had left vertical
integration arrangements across our three sites. Nevertheless, despite LHB and acute trusts taking over
GMS contracts, many GPs still decided to leave general practice altogether rather than remain as
salaried GPs. Inevitably, the absence of former partners led to an absence of strong clinical leadership
within managed practices, particularly in practices where the use of locums was common practice.

NHS pension scheme rules had to be adapted to avoid transferred staff losing future access to that
highly valued scheme and its benefits. VAT arrangements had to be clarified. Practice staff generally
had their terms and conditions of employment protected, and sometimes enhanced, with more job
security and improved pay and conditions for some. However, the transition also meant greater
scrutiny with regard to job specifications and whether or not individual members of staff fulfilled them.

Now that different sites have pioneered this transition, the precedents have been created for others
to follow. At Urbanville, guidance to others interested in implementing vertical integration had been
formalised in written form, and both Urbanville and Greenvale interviewees reported a steady trickle
of approaches to them by organisations in other parts of the NHS contemplating the option of vertical
integration.

Transitioning to vertical integration also evidently imposed a significant requirement on acute trust/LHB
staff who are used to operating in large organisations focused on secondary care to learn about and
understand the practicalities and the culture of running primary care. The distance between front-line
staff and decision-makers about day-to-day management, equipment purchases, minor adjustments to
practice, etc., is much shorter in a general practice than in a hospital. Consequently, we heard some
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frustrations from primary care staff about much slower and more bureaucratic decision-making. At the
same time, however, the centralisation of back office functions was often welcomed as taking an
unwanted and tedious burden off the backs of health-care professionals who would prefer to be seeing
patients and not staying late to sort out the paperwork.

The primary and secondary care staff (i.e. clinicians and managers) we interviewed at the three case study
sites did not venture many views about how vertical integration was affecting working relationships across
the primary–secondary care interface. The impression given by staff was still largely of separate primary
care and secondary care, albeit with some increase in outreach of specialist services (which is also evident
in non-vertically integrated areas). There was an absence of normative integration across all three sites
with respect to developing shared values and securing collaboration in delivering health care.We hope to
return in a future further evaluation to focus more on questions around working across the primary/
secondary care interface.

Changes to patient care
Although changing patient care was not stated as the prime motivation for vertical integration in any of
the three case studies, the platform it created by stabilising primary care provided an opportunity to
progress with some changes to patient care. It is hard to tell the extent to which the changes, such as
specialist musculoskeletal or diabetic services being provided at general practices, might have occurred in
the absence of vertical integration; however, without financially stable, fully staffed primary care practices,
changes would have been much harder to introduce. The nature of innovation in care provision to address
local needs varied across our case study sites. At Urbanville and Greenvale, opportunities for innovation
centred on more MDTworking in primary care based on local population needs. Increased use of MDTs
was also apparent in Seaview. Other innovations included sharing information in real time across primary
and secondary care (Urbanville) and targeting high-risk patients who are most likely to access emergency
secondary care, but could be better managed in the community (Greenvale). Therefore, despite having
strong administrative integration (e.g. management support, governance and strategy formation), at
intraorganisational levels, as described by Conrad and Dowling,17 all our sites had limited clinical
integration with secondary care health services. The maintenance of primary care practices was a
necessary condition for there to be innovations of these kinds in delivering care to patients. However,
similar innovations had been occurring in non-vertically integrated primary care. Therefore, vertical
integration per se does not appear to have been the driver of innovations in care.We hope to return, in a
second stage of evaluation, to investigate further the extent of any causal linkages between vertical
integration and changes to patient care.

Impact of vertical integration
To the best of our knowledge, the net impact of vertical integration on the costs of patient care in the
local health economies has not been comprehensively analysed. The acute trusts and the LHB at the
three case study sites had to invest significant financial resources with regard to recruiting clinical staff
to rectify GP shortages and operating primary care practices in difficult circumstances. Urbanville and
Greenvale had undertaken local exercises to assess the impact of vertical integration on total health
system costs. At Urbanville, a quantitative impact evaluation had been commissioned from independent
researchers to assess if, and to what extent, vertical integration had resulted in changes in the demand
for unplanned hospital care. At Greenvale, we were told about a similar analysis (which we have not
been able to see) that was presented by management of the vertical integration company to the trust
board, which showed net savings in annual operating costs in the local health economy of a few million
pounds per year, mainly resulting from reduced emergency admissions to hospital as a result of patient
care being better managed in primary care in the vertical integration practices.

All three sites had some success in recruiting salaried GPs to work within vertical integration practices.
The financial de-risking consequent on the acute trust or LHB taking responsibility for the GP contracts
is itself a benefit. Combined with increased training and special interest development opportunities, the
opportunity to focus on clinical work and leave running the ‘business’ aspects to others makes vertical
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integration practices more attractive to some potential GP recruits. However, recruitment of GPs is
not easy, even for vertical integration organisations, and all sites continued to encounter high costs
associated with continued employment of locums. In addition, increased training opportunities for non-
clinical staff in primary care to upskill and ‘move up’ within a larger organisation prompted many staff to
stay and work within a vertically integrated model.

As a result either of due diligences processes prior to integrating practices or of experience post-integration,
the acute trusts/LHB identified the need for a number of expenditures associated with either improving the
standard of current primary care buildings and/or transitioning practices to buildings suited to safer and
more comprehensive health service delivery (e.g. having enough consultation rooms to maximise delivery of
direct enhanced services). The result may be better care for patients or, at least, a better experience of care
than would otherwise have pertained.

From our initial evaluation, it remains unclear to what extent patients will have experienced changes as
a result of vertical integration, whether for the better or the worse. Patients are likely to have been
introduced to new GPs and to new, but still local, buildings/facilities, which may be better than
previous buildings/facilities. Patients are also more likely to have encountered health-care professionals
other than GPs in primary care settings, as part of the spread of MDTs that had taken place within the
vertical integration sites.

Improving care pathways, and the efficiency of the local health economy, for patients who were high users
of emergency secondary care and/or living with complex or multiple morbidities was a particular focus at
Urbanville and Greenvale; however, in the latter case, this appears to have been a consequence of the
PACS new model of care that was established the year before the commencement of vertical integration,
which applied to the local non-vertical integration practices as well as to the vertical integration practices.

Perhaps the main benefit to patients, and the most important measure of success, is the continued
existence of fully functioning primary care in their local practice, rather than its demise, where that can
be expected to have been the counterfactual. Therefore, potentially the greatest benefit to patients is
one that they may well not have perceived (i.e. the absence of a worsening in access to primary care
near where they live).

Feedback workshops with case study sites

In July 2020, the study team approached all three case study sites to feed back results from the rapid
evaluation and learn how the vertical integration arrangements fared during the COVID-19 pandemic.
Workshops were delivered with two sites (Greenvale and Seaview) in August and September 2020,
sharing and discussing overall and site-specific findings and theory of change illustrations. The study
team made a number of attempts to arrange a workshop with Urbanville, but was unable to arrange
and deliver a brief session with key stakeholders prior to submitting this report.

At Greenvale, the workshop was attended by six colleagues, including medical, HR, operations
directors, business and finance managers and a GP, all of whom were from within the primary care
company. Attendees, in general, agreed with the findings presented, but stressed the development of
forthcoming changes to patient care and the collaborative innovation happening across the limited
company and general practice. However, the attendees recognised that it was difficult to distinguish
innovation as a direct result of vertical integration rather than stemming from working as part of PCN.
In addition, attendees felt that the governance and managerial framework that had been established
was vital to sharing services across primary care and would create opportunities to do more with
secondary care in the future.
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In relation to the COVID-19 pandemic, general practices within the vertical integration arrangement
felt that the were able to have a ‘greater voice with commissioners’ than might otherwise have been
the case and, therefore, were able to help shape the local response to the pandemic better as part of
the vertical integration limited company. Furthermore, the GP in attendance felt that the centralised
governance team was crucial with regard to working collaboratively with neighbouring PCNs (as
opposed to working more closely with the local acute hospital). GPs employed by the limited company
were happy to move across practices to provide greater clinical oversight and care during early stages
of the pandemic. A novel finding from the workshop was that the limited company had experienced a
significant surge in the number of GPs recruited on permanent contracts since 1 April 2020. In total,
18 GPs, the majority of whom were working as locums within managed practices, had been recruited
on, predominantly, permanent but part-time contracts. Anecdotal evidence suggests that GPs may have
been seeking greater job security as the pandemic continues.

At Seaview, the workshop was attended by three heads of managed services for east, west and central
areas, and two assistant directors of primary care and community services. Between the time data
collection was completed (February 2020) and the time of the workshop (September 2020), a number
of new practices were being managed, whereas other practices had returned to independent providers
of primary care. As a result, as of September 2020, five practices in the eastern area, four in the
central area and five in the western area were being managed. In addition, there had been greater
integration with community services, such as district nursing and medicines management, but less
so with mental health services, for all general practices under the remit of the LHB, but still no
integration with acute hospitals.

Attendees welcomed the presentation and were surprised to learn that their experiences of managed
practices had such strong similarities with English sites. The attendees were generally in consensus
with the study team with regard to ‘overall’ findings. One attendee expressed challenges with working
on the basis of GMS contracts and the need to stay within global sum payments, which can vary widely
between practices, even on a per registered patient basis, and, therefore, suggested a need to move
away from working towards this contractual model. Another attendee felt that the LHB was still able
to deliver services beyond the contract model, but that provision of additional services comes at a
greater cost for the LHB. Notably, the two attendees felt that the process of managing practices was
a challenging learning experience, whereby ‘rolling up your sleeves and running primary care is quite
different from commissioning it’.

During the COVID-19 pandemic, the scale and spread of technology in primary care had been very
rapid and encouraged by Welsh government, with far greater use of telephone triage. Although
appointments using such technology can be much longer because of patient unfamiliarity with using
technologically grounded services, in managed practices, the LHB was able to redeploy staff to areas
of most need to create ‘upstream prevention’ to a greater extent than was possible in non-managed
practices. However, there remains a patient backlog to work through across managed practices
(e.g. annual reviews for those living with long-term conditions), which will be challenging with respect
to treating COVID-19, as well as managing seasonal flu vaccinations and cases.

Reflections on the robustness of the results

The study team completed a qualitative mixed-method comparative evaluation, following established
methodology and guided by previous evidence of implementation, 69–71 while iteratively engaging with
published literature. The robustness of our findings has been shown in a number of ways throughout the
evaluation. The use of triangulation (i.e. collecting data through interviews, non-participant observation
and documentary analysis)72 enabled the team to develop a comprehensive understanding of the rationale
and the process of implementation demonstrated by our theory of change maps.We completed a large
number (n = 52) of interviews with a range of stakeholders across primary and acute care settings
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(however, we had fewer interviews with clinical staff working in acute settings and those working within
the community). Given the extent of our data collection (despite recruitment of interviewees guided by
local gatekeepers and fewer completed interviews of secondary care professionals at one site) and the
scope of the evaluation, we are confident that data saturation was achieved.73

Member validation occurred throughout data analysis among study team members,74 senior members
of the BRACE executive team and external colleagues with expertise in theory development and in
undertaking evaluations. In addition, theories of change were developed with significant input from
evaluation experts (however, these have not been confirmed/checked by case study sites) and
consolidated with numerous analysis workshops.

The team encountered a number of challenges that resulted in a longer than anticipated period to
complete the evaluation (i.e. 18 months between the identification of sites to the submission of the
report). Notably, the team encountered difficulties in obtaining documents for analysis due to data-
sharing governance issues between an acute trust and the University of Birmingham, which led to the
team relying on publicly available information. Therefore, the team was often subject to meeting the
criteria for studies categorised as research when dealing with NHS trusts and university governance
teams, with standards and processes for service evaluation remaining unclear. As a result, processes for
ethics, data-sharing and appropriate governance remains difficult to complete for rapid evaluations
within 12 months in NHS settings. With respect to project management, a small three-person team
with a clear hierarchy, roles and responsibilities (i.e. principal investigator, project manager and
researcher) consistent throughout the project was a significant positive, alongside weekly
communication to facilitate rapid working.

Finally, there was significant cross-learning with another BRACE project75 that is specifically exploring
the early implementation of PCN working across England. This cross-learning supported nuanced
interpretation of how vertical integration was being implemented in tandem with wholesale primary
care policy changes involving horizontal integration.

Limitations

There were a number of limitations when completing our rapid evaluation. The team found it challenging,
when deciding the scope of this qualitative rapid evaluation and the nature of exploration, to determine
what could (1) be completed in a relatively short timescale and (2) be responsive to NHS health care
policy. Following the project design workshop, research questions were identified and, alongside
discussions with senior members of the BRACE centre, it was deemed appropriate to split our research
questions into two separate evaluations (i.e. implementation and impact). In comparison with the wider
BRACE programme, this rapid evaluation has informed early learning on best practice with regard to
engagement with stakeholders in relation to design, patient and public involvement (PPI) and data
collection, as well as resources required. Across all three sites, fewer than intended non-participant
observations were completed because of meetings being rescheduled/cancelled at short notice as a
result of the onset of the COVID-19 pandemic. Access to such data would have further strengthened
the robustness of our findings, as well as potentially giving the study team increased access to a wider
number of stakeholders to approach for interview, rather than being reliant solely on our gatekeepers.

The success of our interviewing approach was largely dependent on the relationships members of
the study team established with gatekeepers over a relatively short period of time. In addition, the
success of our recruitment approach also depended on the strength of the relationship between the
gatekeeper and the interviewee. This may explain why the study team had limited success in recruiting
NHS colleagues working outside vertical integration, which would have counteracted potential bias
in our sample of interviewees and further strengthened our critique. In addition, the study team
recognises that the balance of interviewees from primary and secondary care varied between sites.
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Despite concerted efforts by researchers, poor recruitment of secondary care practitioners could be
explained by their limited contribution to the vertical integration model thus far, as well as gatekeepers
potentially highlighting participants who they implicitly felt were more involved with the implementation
of vertical integration. This is despite the study team completing a stakeholder mapping exercise with
gatekeepers to identify a range of stakeholders. Notwithstanding contacting a range of stakeholders at
each site, a small number of stakeholders did not respond to initial e-mail invitations. On reflection, the
team does not believe that this imbalance across primary and secondary participants influenced the
overall data set, but rather focused our interpretation on the most pertinent purpose for vertical
integration (i.e. creating stability and sustainability in primary care). However, exploration of the impact
on secondary care will be a key area in any possible impact evaluation (phase 2) and we remain cautious
over the conclusions drawn with regard to this. Yet, given the nature of the relationships established
with gatekeepers and senior colleagues across all three sites, all three sites remain interested in taking
part in a further evaluation on the effectiveness of vertical integration.

Another methodological limitation was the varied pace of data collection across case study sites. The
study team experienced a ‘stop-start’ approach to early data collection, which made it difficult to share
learning simultaneously; specifically, the study team experienced considerable delay in collecting data
from one site. We encountered significant difficulty with regard to signing a data-sharing agreement
between one case study site and the University of Birmingham (study sponsor) because of differing
interpretations of how best to share relevant documentation that may contain sensitive and/or
personally identifiable information. Last, owing to the onset of the COVID-19 pandemic during project
write-up, the team was unable to undertake a site-specific and an overall face-to-face workshop with
policy experts.

We recognise that there are a number of advantages and drawbacks of using theory of change
methodology and developing accompanying diagrammatic illustrations as part of this evaluation. The
approach provides a rigorous systematic method of determining how, why and if a programme works.
Given that acute hospitals managing general practices is a recent phenomenon and with limited literature,
there was a clear need to determine the rationale, inputs, processes and desired outcome as to what
vertical integration is expected to achieve in a UK-wide setting. Furthermore, the study team has outlined
all contextual factors drawn from documentary analysis and interviews, although there may be other
political, social and economic factors at play and having an impact on vertical integration at each site.
In addition, theory of change is able to bridge process (phase 1) and effectiveness (phase 2) evaluations.

We also recognise that our understanding of theories of change is based on post hoc rationalisation
by stakeholders who we were able to interview at the time of data collection, and may not be wholly
representative of vertical integration as it happened. However, we were able to obtain feedback from
two sites with regard to our illustrations and narrative.

Reflections on the experience of conducting a rapid evaluation

We have summarised our experiences of conducting a National Institute for Health and Care Research-
funded rapid evaluation, as defined by following three overarching principles (see also Chapter 2).

Responsiveness
The team completed a rapid scoping review as opposed to a formal systematic literature review, which
saved considerable time and resources; however, there was limited evidence available on the topic of
vertical integration in health-care systems relevant to the NHS. The onset of the COVID-19 pandemic
has been detrimental to real-time feedback to case study sites, especially with those sites seeking to
learn from our findings to inform their vertical integration implementation strategy. The evaluation has
taken longer to complete than stated in the original protocol because of delay in gathering data through
document-sharing and non-participant observation, exacerbated by recent changes to General Data
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Protection Regulation.56 However, the study team anticipates potentially easier access to sensitive
meetings in the future to complete ‘remote observations’ if appropriate [i.e. joining meetings via Zoom
(Zoom Video Communications, San Jose, CA, USA), Skype™ (Microsoft Corporation, Redmond,WA, USA)
or Microsoft Teams (Microsoft Corporation, Redmond,WA, USA)]. This consideration will be shared with
colleagues across the BRACE centre with regard to future rapid evaluations.

Relevance
There has been continued and close collaboration with the BRACE Health and Care Panel (which
includes members of the BRACE PPI group) to discuss the priority of our evaluation, comment on our
participant-facing material (e.g. information sheets) and listen to our emerging findings. The involvement
of key stakeholders and policy experts in the project design ensured that the team answered the most
appropriate research questions with regard to current health policy changes. However, collaboration
from stakeholders has been largely in the form of consultation rather than co-production.

Rigour
The team iteratively engaged with theoretical- and policy-relevant literature throughout the design, data
collection and analysis/interpretation stages of the evaluation. A key learning from undertaking this rapid
evaluation was the value of validation with appropriate methodological experts. For example, holding
workshops with theory of change experts increased the rigour of findings and of presenting our findings
appropriately within this report. Our theories of change remain a work in progress and we plan to develop
them further in a future evaluation. Having validated theories of change would consolidate and improve
understanding of how inputs and processes are intended to achieve desired outcomes. As a result, we have
proceeded cautiously when synthesising our findings.

DISCUSSION
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Chapter 9 Conclusions

Summary of key points

l Vertical integration is enabling locally accessible primary care to continue to be provided for
patients in areas in which general practices have faced particular difficulties.

l Vertical integration appears to provide an opportunity to further develop and integrate care for
general practice patients.

l Vertical integration developed further where there were good pre-existing relationships between
primary and secondary care, and where key individuals were active in providing leadership, energy
and focus for the integration.

l The vertical integration sites have acted as pioneers, and we have heard that they are being
approached by others in the NHS who wish to learn about such models of care organisation.

l The net impact of vertical integration on health system costs is argued by local stakeholders to
be beneficial.

l We propose a follow-up evaluation, quantitative as well as qualitative, returning to one or more of
our original case study sites and potentially including other vertical integration sites in the UK to
address the following questions.

¢ Is vertical integration improving recruitment and retention of primary care staff, including, but
not limited to, GPs?

¢ To what extent has there been service redesign as a result of the vertical integration
arrangement, as distinct from horizontal integration via PCNs?

¢ What are the views of patients in relation to their experience of accessing primary care services?
¢ Are these views different among patients with multiple morbidities?
¢ What impact is vertical integration having on secondary care service utilisation (e.g. A&E

admissions, readmissions, length of stay in bed-days) and patient access (e.g. GP and practice
nurse appointments) to primary care?

¢ Is this impact different for patients with multiple morbidities?
¢ Are there economies of scale in provision of back office functions?

Aims

This rapid evaluation had two distinct aims:

1. To understand the early impact of vertical integration, namely its objectives, how it is being
implemented, if and how vertical integration can underpin and drive the redesigning of care
pathways, if and how services offered in primary care settings change as a result, and the impact on
the general practice and hospital workforces.

2. To develop a theory of change for vertical integration, identifying what outcomes this model of
vertical integration is expected to achieve in the short, medium and long terms, and under
what circumstances.

In addressing these aims we have attempted to answer six research questions suggested to us by our
initial scoping work. We return to these questions, and how far we have found answers to them, in the
following paragraphs and, in addition, we identify where further research would be desirable.
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Research question 1: what are the drivers of and rationale for acute hospitals taking over
the management and governance of general practices? What does this type of vertical
integration aim to achieve?
Our initial evaluation of vertical integration of general practices with organisations focused on running
secondary care has identified that the main driver of and rationale for such vertical integration at all
three case study sites was the need to sustain primary care provision locally by avoiding closure of
general practices. Sustaining primary care would not only enable patients to continue to have local
access to primary care, but would also serve the end of managing demands on secondary (especially
emergency) care. The stable platform provided by vertical integration would then create the opportunity
for patient care development in future.

Research question 2: what models/arrangements exist for acute hospital organisations to
manage general practices (including different contractual/legal/organisational arrangements
across primary, secondary and community health services)?
At Seaview, the contracts for GP services were run directly by the LHB. At Urbanville, the practices
were part of the NHS trust organisation. At Greenvale, a separate company was created to run
GP services, but it is wholly owned by the NHS trust. Therefore, the specific arrangements for
implementing vertical integration differ across the three case study sites. The inevitable details of these
new arrangements, in particular the legal aspects and resolving such matters as access to the NHS
pension scheme and clarification of the application of VAT rules, took considerable time and effort to
resolve, in discussion with NHSE&I and the Department of Health and Social Care in the case of the
English sites, for example. The vertical integration sites have, therefore, acted as pioneers, and we have
heard that they are being approached by others in the NHS who wish to learn about such models.

Research question 3: what is the experience of implementing this model of vertical integration,
including barriers to and enablers of vertical integration, as well as the lessons learnt?
The opportunity created by vertical integration’s successful continuation of primary care (i.e. to develop
patient services in primary care settings and integrate them better with secondary care) was exploited to
differing degrees across the three sites. It was a substantial focus at Urbanville, rather more opportunistic
at Greenvale and not much evident at Seaview (which was largely focusing on developing patient services
in primary care and community settings). Vertical integration developed further where there were good
pre-existing relationships between primary and secondary care, and where key individuals were active
in providing leadership, energy and focus for the integration. Recruitment and retention of GPs and
practice staff was difficult, but positive progress was made at all three case study sites. Reliance on
locums had been reduced, but remains a considerable cost burden, especially in Seaview. The approach
to increasing the number of general practices included in the vertically integrated arrangement is
different across the three sites. In Seaview, new candidate practices continue to present themselves,
although the LHB expresses no wish to manage them in the long term. In Greenvale, the door remains
open to new practices, but it is not being actively courted. In Urbanville, no additional practices are
expected to be taken on.

Research question 4: in what ways, if any, has this model of vertical integration influenced
the extent and type of health service provision delivered in primary care?
It seems clear that, in all three case study locations, without vertical integration of general practices with
organisations running acute hospitals, at least some general practices would have closed and their patients
dispersed, which would have increased the pressure on remaining general practices and forced patients to
travel further to receive care. However, it is less clear to what extent vertical integration has otherwise
influenced the extent and type of primary care provision. The development and use of MDTs has certainly
taken place and there has been some increase in providing specialist outreach from hospitals to primary
care locations. Yet, similar changes can be seen among non-vertically integrated practices.
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Research question 5: what are the views of the primary and secondary care workforces
about working together in this way across the care interface?
The different operational practicalities and cultures of primary care and secondary care have required
effort to bridge. We have found signs that clinical and non-clinical staff in primary care and secondary
care have gained a greater understanding of each other’s work and perspectives as a result of vertical
integration. The main impact we found on ways of working has been in primary care hitherto. We
detected little change to patient care in secondary care settings as a result of vertical integration.
This is a question we intend to return to in our proposed second-stage evaluation.

Research question 6: in what ways, if any, has this model of vertical integration had an impact
so far? What are the expected longer-term impacts? How is progress being measured?
The net impact of vertical integration on health system costs appears either to be neutral or is argued
by local stakeholders (in Greenvale and Urbanville) to be beneficial. The main benefit to efficiency is
the scope for better management of emergency patient flows to acute hospitals. Centralisation of back
office functions may also offer modest savings as a result of economies of scale. We plan to return to
the question of costs and savings in a further phase 2 evaluation of vertical integration.

As in the pre-existing literature16–19 on vertical integration, we were not able to determine the impact of
vertical integration on patient experiences or outcomes, or to quantify the effect on the ability to recruit
and retain primary care staff. The relative novelty of vertical integration arrangements in the NHS suggests
that the presence or absence of impacts and effects may be easier to detect in future. As described below,
we intend to return to these issues in a second phase of evaluation of vertical integration.

Overall assessment and implications for decision-makers

In this rapid evaluation we have been able to develop a theory of change for each of the case study
sites. In addition, there has proven to be sufficient commonality between sites for it to be possible to
derive an initial overall theory of change for vertical integration (see Figure 7). We intend to test and
develop these theories of change in a follow-on phase 2 study of vertical integration.

Although vertical integration is being implemented in a number of locations in England and Wales,
some urban, some rural, it is not evident that it is a generally desired way forward for health-care
provision. Even where it has been introduced, many general practices choose to remain outside the
vertical integration arrangement. The spread of (horizontally integrated) PCNs and primary care
clusters may, if successful, enable sustainable primary care without vertical integration as well.

The implication is that, based on the rapid evaluation reported here, vertical integration is a valuable
option to consider when general practices look likely to fail. However, it is not an option that should be
imposed from the top down. Many GPs evidently do not wish to join such arrangements, as they have
not taken that option even when available to them locally. By contrast, there are clearly some GPs who
prefer to give up the autonomy and responsibility of owning and running a business (as necessitated
by the partnership model) to retire or take up other opportunities. Some GPs and other practice staff
are clearly content to be salaried employees. Primary and secondary care workforces are divided by
decades of separate working and bringing them together is easier to achieve when strong and positive
relationships already exist or can be built up between primary and secondary care leaders. Even then,
we have not seen much evidence of greater clinical integration in providing care to patients.

A variety of specific forms of legal and governance arrangements for vertical integration is evident.
All three varieties we have studied are viable and all entailed a good deal of detailed work to design
and agree the specifics of arrangements, including staff terms and conditions, to enable previously
independent practices to be integrated with NHS trusts and LHBs.
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It remains to be seen whether the major changes that have occurred in primary care practice as a
result of the COVID-19 pandemic, with patients communicating with primary care professionals by
telephone and online, rather than face to face, affect the case for or against vertical integration. If GP
workloads and lifestyles were to become more manageable as a result, the pressure from failing
practices would abate; however, the need and opportunities for better integration of primary care with
secondary care would likely remain.

Whatever the future, vertical integration can claim some successes so far in having maintained patient
access to primary care in some locations at a higher level than would have otherwise happened.
Improvements to patient care, including better integration of that care, would not be possible in the
absence of such foundations. Therefore, although vertical integration has not been highlighted in
current NHS policy in England and Wales, it appears to have an important role to play in some
locations in enabling the continuation and development of locally accessible patient care.

Recommendations for future research

Our rapid qualitative evaluation based on three case studies has found much of interest, but important
questions remain. Vertical integration shows promise, particularly in areas where GP retention and
recruitment is particularly problematic. It may well remain a feature of the NHS in England and Wales,
and may spread, given expectations that pressures on the GP workforce are set to increase over the
coming years. It is unclear how vertical integration might develop in a primary care world where PCNs
(England) and primary care clusters (Wales) are general, but our a priori expectation is that vertical
integration will continue. After all, vertical integration has developed in an NHS where alliances,
federations, networks, clusters, etc., of general practices have been very common, if not quite universal.
Therefore, vertical integration has come about simultaneously with horizontal integration, rather than
in advance of it.

There remain questions about vertical integration and its impacts and we intend to address some of
them in a follow-up phase 2 quantitative and qualitative evaluation. This evaluation would investigate
how far the current local instances of vertical integration are proving to be sustained and would test
and develop the case-specific and overall theories of change created in the initial evaluation.

In a future mixed-methods follow-up evaluation, we intend to test and develop further the theories of
change set out in this report. In particular, we intend to examine outcomes and impacts, including patient
and carer experience, associated with hospitals managing GP services, and to explore the impact of
vertical integration on local health-care systems in total. Within that, we will investigate how well
vertical integration is adapted to the health-care needs of people with multiple long-term morbidities,
for whom local access and well-integrated care are particularly important and in respect of whom the
impact of vertical integration on the health-care system might be expected to be most prominent.

We propose to return, if possible, to one or more of the original case study sites and potentially to include
other vertical integration sites in the UK to address some, or all, of the following evaluation questions:

l Is vertical integration improving recruitment and retention of primary care staff, including, but not
limited to, GPs?

l To what extent has there been service redesign as a result of the vertical integration arrangement,
as distinct from being a result of horizontal integration via PCNs?

l What are the views of patients in relation to their experience of accessing primary care services?
l Are these views different among patients with multiple morbidities?
l What impact is vertical integration having on secondary care service utilisation (e.g. A&E attendances,

emergency admissions and readmissions, length of stay in bed-days) and patient access (e.g. GP and
practice nurse appointments) to primary care?
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l Is this impact different for patients with multiple morbidities?
l Are there economies of scale in provision of back office functions?

Where possible, quantitative analysis based on administrative (primary care and secondary care) data
will be included, alongside further qualitative research.

Any future evaluation of vertical integration would necessarily take place in the context of the great
changes to primary care practice that have come about as a result of the COVID-19 pandemic.
Therefore, a second evaluation could provide an early indication of whether or not those changes have
affected the desirability or otherwise of vertical integration in different types of local health economy.

A longer-term assessment of the impact of vertical integration in a world where telephone and digital
consultations in primary care have become more common than face-to-face consultations could
represent an important body of work for the wider research community in future. Other knowledge
gaps that could also be targeted in a future research agenda for the wider research community include
the following:

l the role of changing organisational culture, both as an enabler and a consequence of vertical integration
l the impact of vertical integration on innovation in health services
l the impacts of other types of vertical integration than that between acute hospitals and

general practices.

Many interesting questions remain about the scope for integration across primary and community care,
and between community and hospital care, whether for physical or mental health services, respectively.

The potential future research agenda around vertical integration is large, but we hope that the initial
rapid evaluation presented in this report represents an informative first step.
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Appendix 1 Literature review method

We completed a scoping review to undertake a preliminary assessment of the potential size and
scope of available UK and international research literature on vertical integration and to

identify the nature and extent of research evidence on this topic.

The scope of the initial review of literature, undertaken on 14 December 2018, was completed in
two stages. First, the study team completed a search of published peer-reviewed literature (including
reviews) restricted to key search terms in the title and abstract. Searches were undertaken in Ovid
MEDLINE (Health Management Information Consortium), Web of Science, Scopus (restricted to the
following subject areas: medicine, social sciences, nursing, multidisciplinary and health professions),
Social Policy & Practice and Applied Social Sciences Index and Abstracts (ASSIA). Publications were
eligible for inclusion if they were in the English language and were published between 2008 and 2018.
This period was selected to achieve a broad sweep, but with a focus on recent evidence and thinking
on vertical integration. Search terms were refined in collaboration with an experienced health services
research librarian [Emma Green, Health Services Management Centre (HSMC) Knowledge and Evidence
Service, University of Birmingham]. Our search terms and strategy are presented in Box 2.

Second, to allow for a possible paucity of peer-reviewed literature relevant to vertical integration of
general practices with acute hospitals, an internet search was additionally undertaken to identify further
relevant material. Specifically, the term ‘vertical integration general practice’ was searched in Google
(Google Inc., Mountain View, CA, USA) (first three pages) and the results were sifted through. Snowballing
from references found in the literature and from relevant websites was also undertaken to identify further
sources. Records were managed within an EndNote library (version X6; Clarivate Analytics).

Titles and abstracts were screened by two study team members (MS and JP), independently and in
duplicate, for relevance to the integration of general practices with acute hospitals. The full text of all
‘included’ papers was then obtained for further full-text screening and manual searching of references
for further relevant literature.

We identified 12 peer-reviewed primary research studies and reviews, seven UK government policy
reports, seven relevant websites detailing examples of acute hospitals integrating into general practice
and a single online news article, bringing the total number of included publications in this scoping review
to 27. We present these numbers using an adapted version of the PRISMA flow diagram (Figure 8).

BOX 2 Search terms and strategy for scoping review

“vertical” OR “structural”

AND

“integration” OR “integrate” OR “integrat*” OR “integrated care” OR “model of care” OR “models of care”

AND

“general practice” OR “gp” OR “primary care” OR “acute primary”

AND

“acute trust*” OR “NHS trust*” OR “NHS hospital trust*” OR “hospital trust*” OR “hospital” OR “secondary

care” OR “admissions” OR “cost*”
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FIGURE 8 A PRISMA flow diagram of screening decisions (2008–18 inclusive). ASSIA, Applied Social Sciences Index
and Abstracts.
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Appendix 2 Coding framework

Integrative theme Subcode Description of subcode
Research
question

Understanding the need
and purpose of integration
with primary care

Change in rationale Has the rationale changed since the model was
first implemented?

1

Concerns What concerns were raised? By whom? 1

Initiation Who initiated this model of vertical integration? 1

Other models Were any other models considered? Which ones? 1

Rationale What was the rationale from the perspective of
the acute trust/health board and/or general
practices?

1

Scale up Do you think vertical integration is an attractive
(or viable) model for the NHS in the UK, and does
it have potential for ‘scale up’?

1

Developing an integration
model and implementation
strategy for general
practices

Alignment of vertical
integration 1

How does the introduction of vertical integration
align with the delivery of primary and secondary
care services within your area? (Integrated care
systems, PCNs?)

2

PCN future The future of the current vertical integration
model in the context of developing PCN working/
collaboration arrangements in England

2

Contextual
information

Background and wider contextual information
with regard to landscape of where the vertical
integration model has been implemented

2

Current model and
maturity

Please describe the current model of the acute
trust/health board taking over and directly
managing general practice services. When did it
first take place?

2

Current stakeholders Who are the current stakeholders involved? Are
these stakeholders different from those involved
in the implementation?

2

Number of practices How many practices are involved? Has this
increased/decreased since implementation?

2

Selection process How are practices selected to join the model?
Against what criteria are they measured?

2

Transitioning: from GMS
to a subcontracted
provider of primary care

Contracts Who is holding the APMS/GMS contract? 3

GP property Who now owns/leases general practice properties? 3

Impact among GPs How has the vertical integration model affected
governance, contractual and legal arrangements
among general practices?

3

Impact between acute
trust or health board
and GPs

How has the vertical integration model affected
governance, contractual and legal arrangements
between acute trust/health board and the general
practices?

3

Indemnity What changes have occurred (if any) with regard
to indemnity?

3

Limited company Was there creation of a limited company? 3

Regulation New governance and management teams
providing oversight to integration. The nature of
governance and oversight provided of the vertical
integration model (e.g. CQC)

3
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Integrative theme Subcode Description of subcode
Research
question

Risk management What about risk management both on behalf of
the acute trust/health board and general practices
themselves?

3

Culture The lack of understanding of the working of
primary care compared with secondary care

3

Back office Is there sharing of ‘back office’ functions? 3

Implementing vertical
integration

Could you please describe the process of
implementing vertical integration in your area?
How has the process evolved?

3

New management
board

Has there been an introduction of a new board
overseeing management/performance of
integration? Who is involved? Frequency of
meetings?

3

Tensions Have there been issues of tension among
stakeholders?

3

Impact on patient
management: changes to
primary and secondary
care delivery

Differential impact Does the impact differ for patients from vertical
integration practices from those registered with
non-vertical integration practices? Are patients
experiencing something new/different?

4 and 5

Health service
provision

How has the delivery of services changed in given
settings (e.g. primary and secondary care, and
wider community services)?

4 and 5

Pathways and
processes

What changes have there been with regard to
referral pathways/processes? (If not now, will it
change in the future?)

4 and 5

Patient access What has been the impact on patients accessing
services across the care interface?

4 and 5

Patient management Has integration led to changes to how certain
groups of patients are managed?

4 and 5

Career progression Has the introduction of vertical integration had
an impact on career progression (e.g. early
career GPs)?

4 and 5

Challenges What have been some of the key changes that
staff have noticed in their everyday working
practices?

4 and 5

Impact on
recruitment and
retention

What has been the impact of the recruitment and
retention across both primary and secondary care?

4 and 5

Job satisfaction Has working within a vertical integration model
had any impact on job satisfaction among staff?

4 and 5

New personnel Has there been an introduction of new personnel
(e.g. new types of staff/roles, additional staff
numbers)?

4 and 5

Measuring success and
identifying the unintended
impact of integration

Leavers and joiners Why have some practices decided to leave or join? 6

Drawbacks Are there any financial drawbacks of this model? 6

Financial implications Financial implications of this model? 6

General practices What has been the financial performance of
general practices?

6

Incentives What are the financial incentives? 6

One-off costs What have been the one-off cost implications
for trusts/boards?

6
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Integrative theme Subcode Description of subcode
Research
question

Ongoing costs What have been the ongoing cost implications
for trusts/boards?

6

Next steps How are you planning to further develop
the vertical integration model (what are the
next steps)?

6

Intended outcomes What are the intended outcomes (clinical and
non-clinical)?

6

Short and long term How is progress and impact being tracked
(using what data) for the short and long term?

6

Success How is ‘success’ being determined and/or
measured? What process measures are
being considered?

6

Unintended outcomes Have any unintended outcomes occurred?
What are they?

6

Advice What advice would you give such prospective
areas if they were thinking about adopting this
model of vertical integration?

6

Expression of interest Have any other trusts/health boards expressed
interest in adopting a similar vertical integration
model?

6

Miscellaneous Further comments Is there anything else you wanted to tell us
about that has not already been covered in
the interview?

Gold dust Great quotation to use in the final report

Site, participant
and date

Which site is the interview relevant to? Who is
being interviewed? Date of interview?

Participant role and
stakeholder type

What is your job title? Please describe your
current role and key responsibilities? How long
have you been in your role? Stakeholder category?
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