N I H R National Institute for Journals Library
Health and Care Research

‘ '.) Check for updates

Health and Social Care Delivery Research
Volume 11 e Issue 6 o June 2023

ISSN 2755-0060

Towards achieving interorganisational
collaboration between health-care
providers: a realist evidence synthesis

Ross Millar, Justin Avery Aunger, Anne Marie Rafferty, Joanne Greenhalgh, Russell Mannion,
Hugh McLeod and Deborah Faulks

DOI 10.3310/KPLT1423



https://crossmark.crossref.org/dialog/?doi=10.3310/KPLT1423&domain=pdf




Towards achieving interorganisational
collaboration between health-care providers: a
realist evidence synthesis

Ross Millare,!” Justin Avery Aungere,?
Anne Marie Raffertye,? Joanne Greenhalghe,?
Russell Mannione,! Hugh MclLeode* and Deborah Faulkse?

'Health Services Management Centre, School of Social Policy, University of
Birmingham, Birmingham, UK

Florence Nightingale Faculty of Nursing, Midwifery and Palliative Care, King's College
London, London, UK

3School of Sociology and Social Policy, University of Leeds, Leeds, UK

“Population Health Sciences, Bristol Medical School, University of Bristol, Bristol, UK
>Engaging Communities Solutions, Walsall, UK

"‘Corresponding author

Disclosure of interests of authors: None

Published June 2023
DOI: 10.3310/KPLT1423

This report should be referenced as follows:

Millar R, Avery Aunger J, Rafferty AM, Greenhalgh J, Mannion R, McLeod H, Faulks D. Towards
achieving interorganisational collaboration between health-care providers: a realist evidence
synthesis. Health Soc Care Deliv Res 2023;11(6). https://doi.org/10.3310/KPLT1423


https://doi.org/10.3310/KPLT1423
https://orcid.org/0000-0001-5790-7947
https://orcid.org/0000-0001-6975-4570
https://orcid.org/0000-0003-1010-6581
https://orcid.org/0000-0003-2189-8879
https://orcid.org/0000-0002-0680-8049
https://orcid.org/0000-0002-2266-7303
https://orcid.org/0000-0002-2825-7268




Health and Social Care Delivery Research

ISSN 2755-0060 (Print)
ISSN 2755-0079 (Online)

Health and Social Care Delivery Research (HSDR) was launched in 2013 and is indexed by Europe PMC, DOAJ, INAHTA,
Ulrichsweb™ (ProQuest LLC, Ann Arbor, MI, USA) and NCBI Bookshelf.

This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE)
(www.publicationethics.org/).

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

This journal was previously published as Health Services and Delivery Research (Volumes 1-9); ISSN 2050-4349 (print), ISSN
2050-4357 (online)

The full HSDR archive is freely available to view online at www.journalslibrary.nihr.ac.uk/hsdr.

Criteria for inclusion in the Health and Social Care Delivery Research journal

Reports are published in Health and Social Care Delivery Research (HSDR) if (1) they have resulted from work for the HSDR
programme, and (2) they are of a sufficiently high scientific quality as assessed by the reviewers and editors.

HSDR programme
The HSDR programme funds research to produce evidence to impact on the quality, accessibility and organisation of health and
social care services. This includes evaluations of how the NHS and social care might improve delivery of services.

For more information about the HSDR programme please visit the website at https:/www.nihr.ac.uk/explore-nihr/funding-
programmes/ health-and-social-care-delivery-research.htm.

This report

The research reported in this issue of the journal was funded by the HSDR programme or one of its preceding programmes as
project number NIHR127430. The contractual start date was in October 2019. The final report began editorial review in October
2021 and was accepted for publication in June 2022. The authors have been wholly responsible for all data collection, analysis
and interpretation, and for writing up their work. The HSDR editors and production house have tried to ensure the accuracy of
the authors’ report and would like to thank the reviewers for their constructive comments on the final report document. However,
they do not accept liability for damages or losses arising from material published in this report.

This report presents independent research funded by the National Institute for Health and Care Research (NIHR). The views
and opinions expressed by authors in this publication are those of the authors and do not necessarily reflect those of the NHS,
the NIHR, the HSDR programme or the Department of Health and Social Care. If there are verbatim quotations included in this
publication the views and opinions expressed by the interviewees are those of the interviewees and do not necessarily reflect
those of the authors, those of the NHS, the NIHR, the HSDR programme or the Department of Health and Social Care.

Copyright © 2023 Millar et al. This work was produced by Millar 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.

Published by the NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Newgen Digitalworks Pvt Ltd, Chennai, India
(www.newgen.co).



NIHR Journals Library Editor-in-Chief

Dr Cat Chatfield Director of Health Services Research UK

NIHR Journals Library Editors

Professor John Powell Consultant Clinical Adviser, National Institute for Health and Care Excellence (NICE),
UK, and Professor of Digital Health Care, Nuffield Department of Primary Care Health Sciences, University of
Oxford, UK

Professor Andrée Le May Chair of NIHR Journals Library Editorial Group (HSDR, PGfAR, PHR journals) and Editor-
in-Chief of HSDR, PGfAR, PHR journals

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

Dr Tessa Crilly Director, Crystal Blue Consulting Ltd, UK
Dr Eugenia Cronin Consultant in Public Health, Delta Public Health Consulting Ltd, UK

Dr Peter Davidson Interim Chair of HTA and EME Editorial Board. Consultant Advisor, School of Healthcare
Enterprise and Innovation, University of Southampton, UK

Ms Tara Lamont Senior Adviser, School of Healthcare Enterprise and Innovation, University of Southampton, UK
Dr Catriona McDaid Reader in Trials, Department of Health Sciences, University of York, UK

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

Professor James Raftery Professor of Health Technology Assessment, School of Healthcare Enterprise and
Innovation, University of Southampton, UK

Dr Rob Riemsma Consultant Advisor, School of Healthcare Enterprise and Innovation, University of
Southampton, UK

Professor Helen Roberts Professor of Child Health Research, Child and Adolescent Mental Health, Palliative Care
and Paediatrics Unit, Population Policy and Practice Programme, UCL Great Ormond Street Institute of Child Health,
London, UK

Professor Jonathan Ross Professor of Sexual Health and HIV, University Hospital Birmingham, UK

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

Professor Ken Stein Professor of Public Health, University of Exeter Medical School, UK

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

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

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

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



DOI: 10.3310/KPLT1423 Health and Social Care Delivery Research 2023 Vol. 11 No. 6

Abstract

Towards achieving interorganisational collaboration between
health-care providers: a realist evidence synthesis
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Joanne Greenhalgh®,® Russell Mannion®,! Hugh MclLeod®*
and Deborah Faulks®?
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4Population Health Sciences, Bristol Medical School, University of Bristol, Bristol, UK
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‘Corresponding author r.millar@bham.ac.uk

Background: Interorganisational collaboration is currently being promoted to improve the performance
of NHS providers. However, up to now, there has, to the best of our knowledge, been no systematic
attempt to assess the effect of different approaches to collaboration or to understand the mechanisms
through which interorganisational collaborations can work in particular contexts.

Objectives: Our objectives were to (1) explore the main strands of the literature about
interorganisational collaboration and to identify the main theoretical and conceptual frameworks, (2)
assess the empirical evidence with regard to how different interorganisational collaborations may (or
may not) lead to improved performance and outcomes, (3) understand and learn from NHS evidence
users and other stakeholders about how and where interorganisational collaborations can best be used
to support turnaround processes, (4) develop a typology of interorganisational collaboration that
considers different types and scales of collaboration appropriate to NHS provider contexts and (5)
generate evidence-informed practical guidance for NHS providers, policy-makers and others with
responsibility for implementing and assessing interorganisational collaboration arrangements.

Design: A realist synthesis was carried out to develop, test and refine theories about how
interorganisational collaborations work, for whom and in what circumstances.

Data sources: Data sources were gathered from peer-reviewed and grey literature, realist interviews
with 34 stakeholders and a focus group with patient and public representatives.

Review methods: Initial theories and ideas were gathered from scoping reviews that were gleaned and
refined through a realist review of the literature. A range of stakeholder interviews and a focus group
sought to further refine understandings of what works, for whom and in what circumstances with regard
to high-performing interorganisational collaborations.

Results: A realist review and synthesis identified key mechanisms, such as trust, faith, confidence and
risk tolerance, within the functioning of effective interorganisational collaborations. A stakeholder
analysis refined this understanding and, in addition, developed a new programme theory of collaborative
performance, with mechanisms related to cultural efficacy, organisational efficiency and technological
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ABSTRACT

effectiveness. A series of translatable tools, including a diagnostic survey and a collaboration maturity
index, were also developed.

Limitations: The breadth of interorganisational collaboration arrangements included made it difficult to
make specific recommendations for individual interorganisational collaboration types. The stakeholder
analysis focused exclusively on England, UK, where the COVID-19 pandemic posed challenges for
fieldwork.

Conclusions: Implementing successful interorganisational collaborations is a difficult, complex task that
requires significant time, resource and energy to achieve the collaborative functioning that generates
performance improvements. A delicate balance of building trust, instilling faith and maintaining
confidence is required for high-performing interorganisational collaborations to flourish.

Future work: Future research should further refine our theory by incorporating other workforce and
user perspectives. Research into digital platforms for interorganisational collaborations and outcome
measurement are advocated, along with place-based and cross-sectoral partnerships, as well as
regulatory models for overseeing interorganisational collaborations.

Study registration: The study is registered as PROSPERO CRD42019149009.

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. 11, No. 6. See the NIHR Journals Library website for further project information.
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Plain language summary

What was the question?
How can the collaboration between health-care providers be improved?
What did we do?

There are continuing concerns about poor patient care across the NHS. One of the ways in which
governments have tried to solve these issues is by getting services to work together, rather than
separately, to solve any problems. The aim of our review is to learn about how, why and when different
approaches to working together - which we call interorganisational collaboration - can be used to
improve the performance of NHS providers. We reviewed published evidence and carried out interviews
with NHS staff. We also carried out interviews and a focus group with patient and public
representatives.

What did we find?

Our review finds that interorganisational collaborations can work well when a series of elements are in
place, which includes the need to build trust between everyone involved. Having a belief in the
collaboration is also needed to help inspire others to get involved. To try and reduce possible problems,
setting priorities and having clear methods to show how improvements can be achieved are important,
as well as having an agreed contract in place to ensure that any conflicts are resolved.

If done well, collaboration can improve resource allocation, coordination, communication and shared
learning about best practice.

What does this mean?

Our review provides valuable evidence of how different approaches to interorganisational collaboration
can be used by NHS providers to work together to improve services in different situations. Our review
provides different options for organisations to reflect on how well they are collaborating, which includes
the involvement of key stakeholders, such as patients, the public and communities.
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Scientific summary

Background

Improving the collaboration and integration of services has become a mantra for health-care systems.
Interorganisational collaborations (IOCs), such as alliances, groups, associations, networks and mergers,
have been closely linked to policy contexts where governments have promoted collaboration as a
solution for meeting the innovation, coordination, efficiency and quality challenges currently being
faced. A variety of factors have been attributed to achieving success within such initiatives, including the
importance of organisational capacity, having a shared vision, building trust and collaborative leadership.
However, realising the advantages of collaboration is far from straightforward, with notable barriers
including the influence of historical events, competitive behaviour, the regulatory environment and a
lack of organisational resources.

Despite the burgeoning evidence base and increased policy emphasis on collaborative working, notable
gaps in knowledge persist. As a result, our understanding of the mechanisms and processes for
spreading and sustaining evidence about how I0C relationships work in practice is limited. Many
guestions remain about how interorganisational arrangements work, for whom and in what
circumstances. Given the complexities of collaborative arrangements, contributions identify how
‘theories of change’ approaches provide a way to assess how collaboration synergies are shaped by
contexts, behaviours and structures. Realist approaches to the study of IOCs are advocated; however,
applications within health-care settings have, hitherto, remained an underdeveloped area.

Objectives

The research has the following inter-related objectives:

e To explore the main strands of the literature about IOC and to identify the main theoretical and
conceptual frameworks that can be used to shed light on the conditions and antecedents for
effective partnering across sectors and stakeholders

e To assess the empirical evidence with regard to how different interorganisational practices may (or
may not) lead to improved performance and outcomes

e To understand and learn from NHS evidence users and other stakeholders about how and where
IOC can best be used as a mechanism to support turnaround processes

e To develop a typology of IOC that considers different types and scales of collaborative ventures
that are appropriate for particular NHS provider contexts

e To generate evidence-informed practical guidance for NHS providers, policy-makers and others
with responsibility for implementing and assessing IOC arrangements in the NHS.

Methods

A realist methodology is employed to provide useful intelligence regarding how, why and in what
circumstances different approaches to IOC can improve the performance of NHS provider organisations.

Data sources

Given the large, multifaceted and complex nature of I0Cs, an ‘initial rough theory’ was developed by
combining a review of grey and narrative literature, along with systematic reviews of evidence, to
capture key definitions, typologies, ingredients and outcomes. Subsequent systematic searches were
conducted to gather evidence about how IOC works and the contextual factors shaping a range of
entities, such as alliances, buddying, mergers, acquisitions and hospital groups. Searches were run
between 7 October 2020 and 4 March 2021 on databases, including the Healthcare Management
Information Consortium, MEDLINE, Social Policy and Practice and PsycINFO, and on Google Scholar
(Google Inc., Mountain View, CA, USA). Reference-scanning and citation-tracking were also employed.
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SCIENTIFIC SUMMARY

We conducted a realist evaluation to further test our refined programme theory by exploring the
experiences of a range of stakeholders, comprising the leaders or architects of IOCs, regulators, policy-
makers, professional bodies, front-line staff and patient representatives.

Inclusion criteria

The realist review used the following inclusion criteria for the title and abstract stage: ‘the paper clearly
relates to collaborations between one or more public sector organisations on either a structural or
individual level’ and ‘the paper is a case study, evaluation, opinion, or review’. Full-text screening also
included ‘propositions about the success or failure of collaboration in the public sector, mechanisms
underlying how collaboration works or include information about “entry points” (i.e. drivers of
collaboration)’. For the refinement stage, we included papers that (1) were case studies or evaluations
(defined as reporting results of arrangements using descriptive methods), (2) report on an IOC between
health care-providing organisations and (3) were in English (because of resource limitations of the study).

A purposive sampling strategy identified participants through contacts via our Study Advisory Group and
from direct contact with potential individuals and organisations identified through scoping work.
Participants were chosen based on their likelihood of being able to provide rich information about
various aspects of IOCs from being engaged in formulating, influencing, implementing or experiencing
such arrangements. The final sample comprised 37 interviews and one focus group with 8 patient and
public representatives.

Data extraction

Selected studies were subject to rigour and relevance checks in accordance with realist synthesis
methodology. The screening for rigour was ongoing and primarily involved including context-
mechanism-outcome configurations (CMOCs) only when supported by (1) clear data in included studies
and (2) multiple sources. For theoretical sources of evidence, only theories that had seen significant use
in the literature since publication were used in the building of our middle-range theory (MRT) and
CMOCs. No studies or extracts were excluded on the basis of trustworthiness. Analysis of the realist
evaluation interview data was performed in NVivo 12 software (QSR International, Warrington, UK) by
one coder (JAA), with the coding logic independently verified by a second coder (RM). Coding was
performed retroductively, combining inductive and deductive logic.

Data synthesis

Theory gleaning synthesised document evidence according to whether or not the evidence shed light on
entry points into collaboration, contextual factors, mechanisms or other elements relating to
collaborations that helped elucidate the underlying ideas and assumptions regarding how collaboration
was intended to work. Theory refinement aimed to test the identified CMOCs against case studies, and
improve our programme theory. The realist interviews and focus group provided further refinement to
the CMOC:s relating to collaborative functioning, as well as to glean novel CMOC:s relating to
collaborative performance. Interview data were retroductively analysed in NVivo 12.

Results

The realist synthesis incorporated reviews, MRTs, case studies and organisational evaluation literature. A
total of 86 papers produced a refined realist theory that surfaced the inter-related roles of trust and risk
tolerance, faith, task complexity, interpersonal communication, cultural integration, perception of
progress, etc., and how these roles causally interact to drive collaborative behaviour. The results
demonstrate that in mandated or highly integrative collaborations the locus may be shifted from trust
towards contractual obligation and a sense of confidence that the partner will act collaboratively. These
chains of CMOCs were situated within a ‘causal web’ to depict how distant contextual items and their
mechanisms work to affect the outcomes underpinning organisational performance.

Stakeholder interviews supported the CMOC:s identified within the review. In doing so, stakeholders
further articulated how building and sustaining trust was connected to the leadership skills and
behaviours of authenticity, empathy, visibility and generosity. A commitment to place-based approaches
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also featured, along with the importance of stakeholder engagement, data analysis and project
management. The findings also show how a delicate balance is required for building faith, where
energising leadership is tempered by the stark capacity issues facing current NHS contexts. The
importance of priority-setting and data analytics features in building faith; however, increasing task
complexity can reduce faith, particularly when working across boundaries. Interviews also stress the
need for confidence and memoranda of understanding in particular types of IOC.

The results present the first comprehensive realist evaluation of how well-functioning IOCs can drive
performance improvements. Drawing on the domains of collaborative performance, the interviews and
focus group identify how cultural efficacy mechanisms prove to be particularly important in driving
improved communication, better coordination, shared improvement strategies and reputation
management. Organisational efficiency mechanisms highlight the causal links between collaboration and
improving financial and workforce resource allocation, as well as better coordination to increase
responsiveness and reduce duplication. Technological effectiveness sheds light on the benefits
collaboration can bring for research and development and working across clinical pathways.

Conclusions

Through analysis of theoretical, empirical and stakeholder evidence, the research presents a synthesis of
MRTs and CMOCs to better understand how, why and in what circumstances IOCs are effective for NHS
providers. Our study finds that the core mechanisms of collaborative functioning comprise the
development of trust, faith and confidence. The extent to which task success or failure is achieved is
mediated by supporting mechanisms related to capacity, legitimacy, complexity, conflict and risk
tolerance. Performance improvement from collaboration can be achieved when mechanisms underlying
organisational efficiency (e.g. reduced duplication of effort), cultural efficacy (e.g. enhanced coordination
in local health system) and technological effectiveness (e.g. sharing clinical expertise) are activated. The
findings conclude that performance improvements occur in a context of collaborative functioning,
which, in turn, drive improvements in long-term outcomes, including care quality, safety, efficiency and
experience.

The findings provide a range of practical steps that organisations can take in the development of IOCs,
including the development of diagnostic surveys for assessing collaboration to help organisations assess
their readiness for collaboration, as well as for diagnosing collaborations that are already progressing. A
pilot of a survey with a mental health provider collaborative shows promising signs for its utility in
providing a valuable means for stimulating discussion with regard to the perceived readiness for
collaboration. A maturity index for collaboration was also presented to assess levels of collaboration and
encourage critical discussion and reflection.

A range of theoretical, empirical and policy implications arise from this research. Specific issues that
warrant further consideration and investigation are as follows:

e Where much of the analysis of IOCs has captured the experiences, processes and outcomes from
the perspective of those leading programmes and initiatives, further research is needed to gather
workforce perspectives regarding how new processes are understood and operationalised, and how
IOCs shape patient and user interactions.

e Research is required to better grasp how IOCs can engage and improve population health by further
involving patients and communities through drawing on principles of co-design and co-production.

e The COVID-19 pandemic has been a driver for activity using digital platforms for
communication, yet further research is needed to better understand and nurture ‘interpersonal
communication’ across digital platforms and to better understand the role of digital technology in
facilitating collaboration.

e  Further research is needed to investigate the applicability and adaptability of a number of the
elements raised by this project, such as the roles of faith, trust and other mechanisms within the
formation and maintenance of place-based partnerships. Learning from other national contexts
could facilitate such efforts, with further comparative studies of IOCs from across the United
Kingdom and beyond.
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e Areview of regulatory models and perspectives for overseeing collaborative ventures is required,
learning from other sectors and health-care contexts, where appropriate.

e Building on our realist theory of collaborative performance, further research is needed to
disentangle the motivators and drivers from the ‘outcomes’ associated with IOCs. Such analysis can
support the current policy landscape, placing greater emphasis on measuring the outcomes and
social value generated from collaborative working.

e Further research is required to articulate the cross-sectoral relationships within the current
I0C policy agenda. The place and positioning of social care and third sector requires further
development. Furthermore, greater attention to the role of public/private partnerships, and the
private sector more specifically, within collaboration and integration agendas is needed.

Study registration: The study is registered as PROSPERO CRD420191490089.

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. 11, No. 6. See the NIHR Journals Library website for further project information.
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Chapter 1 Introduction

mproving the collaboration and integration of services has become a mantra for health-care systems

around the globe. The need to work across organisational boundaries is promoted as a solution for
achieving the necessary innovation, coordination, efficiency and relationships to meet the financial,
demographic, workforce and quality challenges currently being faced.! The COVID-19 pandemic has
sharpened the policy focus on interorganisational collaborations (IOCs) and partnership working as a
response to the pressures brought on by the pandemic.?

Interorganisational collaboration includes the formation of alliances, groups, associations, networks and
mergers.>7 Such arrangements have been closely linked to policy contexts where governments have
mandated collaboration or have sought to create conditions for ‘co-opetition’ between providers to
expand the market position of high-performing organisations.!

A variety of factors have been attributed to achieving success within such initiatives, including the
importance of organisational capacity, having a shared vision with realistic aims, building trust, the availability
of robust governance structures and collaborative leadership.8-1* However, realising the advantages of
collaboration is far from straightforward.'* Notable barriers to IOCs are include the geographical distance
between partners, the influence of historical events, competitive behaviour, the regulatory environment,

a lack of organisational resources and coordination, power imbalances, and incompatible organisational
structures and cultures.81>-%7

Historical developments

England, UK, has seen no shortage of attempts to promote IOC. The apparent need for improved
partnership working can be traced back at least as far as the introduction of ‘national planning
systems’ in the 1960s. Subsequent policy developments include the 1974 NHS reorganisation and

the National Health Service and Community Care Act 1990.3% Both policy developments encouraged
improved collaboration between the NHS and local authorities.’® The New Labour government, during
its early years of government, espoused a shift away from competition to collaboration with a raft of
policy initiatives, including joint commissioning arrangements, pooled budgets, health improvement
programmes, health action zones and a duty of partnership for NHS bodies and local authorities.®%2°
Nevertheless, these initiatives struggled to achieve their desired goals and outcomes,*??! with the
ambiguity surrounding collaborative arrangements, such as joint commissioning, posing further practical
and technical challenges to attributing any performance improvements being made.?? The challenging
policy logics of hierarchical control and market competition that characterised New Labour’s term of
office are also noted as challenges for developing collaboration across NHS providers.?324

The Five Year Forward View

Although the Health and Social Care Act 20123% promoted competition, the Five Year Forward View?®
gave emphasis to developing and piloting new care models to encourage interorganisational and
cross-sectoral partnership working.?>%¢ In response to significant variations in quality across the NHS
provider sector, the Care Quality Commission (CQC)?” also promoted a range of partnership options
for ‘challenged’ organisations and organisations assessed as requiring ‘special measures’.® The options
included options for mandated support, with the appointment of one or more partner (or ‘buddy’)
organisations to provide support, with-longer term options including merger and acquisition. To improve
coordination and standardisation of services across the provider sector, the 2014 Dalton review*
outlined a menu of collaborative approaches, including the voluntary pooling of resources by multiple
organisations (e.g. joint ventures and federations) and consolidation arrangements (e.g. integrated care
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organisations and mergers), as well as buddying arrangements between lower- and better-performing
organisations to facilitate the sharing of best practices.

A stream of research has sought to evaluate the collaborative approaches introduced by the Five Year
Forward View.1%122528 Studies provide evidence of how new care models have helped to stimulate
organisational innovation and promote system-wide collaboration.?® Billings et al.*® note a set of
facilitative factors, including the development of relationships and alliances, effective local and national
leadership, the availability of expert knowledge and skills, and additional tranches of funding. Challenges
have also been highlighted with regard to overly ambitious policy expectations and the collection

and use of performance information, as well as difficulties in developing ongoing relationships with
regulators. Furthermore, questions remain about whether or not the agenda has had sufficient time and
support to develop approaches responsive to population need.? In addition, questions remain about the
limited effect of the vanguard programme on reducing hospital activity.?’

Mergers and acquisitions between under- and well-performing providers have received much attention,
with concerns raised regarding the time, cost and complexity for stakeholders involved, and the variable
financial and clinical quality improvements being achieved.*® The impact of ‘buddy’ hospitals providing
support to struggling organisations or those in special measures appears to have aided organisational
improvement and turnaround, as measured by the CQC performance ratings.®%! Despite the Health and
Social Care Act 20123%! promoting competition, Allen et al.*? note how commissioners chose mainly to
use collaborative strategies to affect major service reconfigurations, and this was also endorsed as a
suitable approach by providers.

The NHS Long Term Plan and beyond

The policy focus on collaboration continued with the publication of the NHS Long Term Plan.?33* Building
on Sustainability and Transformation Partnerships (STPs), integrated care systems (ICSs) have been
introduced, which bring together mental health, social and acute care, specialist services, primary care
and local government, with the aim of promoting greater regional coordination and more of a population
health focus.®*%> Primary care networks (PCNs) hold shared budgets, with the aim of developing

new services to enhance integration, improve sustainability, secure additional funding and improve
economies of scale.3%” NHS provider collaboratives also contribute towards the ICS agenda with the
development of specialist mental health-care pathways.%8

Within the current context of the pandemic,** new Health and Care Bill aims to accelerate the shift
towards greater collaboration with the accompanying legislation to accomplish much of what was put
forward in the NHS Long Term Plan.*® Proposals include a duty for the NHS and local authorities to
collaborate with ICSs, which are now statutory bodies, comprising ICS Health and Care Partnerships
(bringing systems together to support integration) and an ICS NHS body (responsible for day-to-day
running of the ICS), and include commissioning functions. The arrangements will allow NHS providers
and Clinical Commissioning Groups (now ICS NHS bodies) to make joint decisions via joint committees
and committees-in-common arrangements, as well as bring in other partners. Competition law [through
the Competition and Markets Authority (London, UK)] and regulatory functions promoting competition
are removed, along with the need for competitive tendering if not providing value. The introduction

of provider collaboration reviews by the CQC to encourage learning about health and social care
collaboration provides a further statement of intent with regard to how regulation can facilitate
collaboration and partnership working in the delivery of services.*

The formation of a mandated ICS agenda raises questions about the potential of ICSs to undermine
existing collaborative relationships and their susceptibility to enacting hierarchy-based governance
and behaviours, rather than ‘place-based collaboration’*? Emerging findings from ICS so far point to
challenges ahead in developing the relationships, trust, accountability and authority for successful joint
working.*® A similar picture is painted with regard to PCNs, with limited progress being reported.®”
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Concerns have also been raised about the regulatory implications of the policy proposals. For example,
with the current inspection regime focused on individual organisations,* it is not at all clear how ICSs
will be scrutinised and performance rated.* Sanderson et al.*¢ note that, although the intention of STPs
was to create conditions for common pool resources at a ‘system’ level, local actors often struggle to
agree local rules, citing conflicts with the continued regulatory focus on the financial sustainability of
individual organisations.

Research rationale

Despite the burgeoning evidence base and increased policy emphasis on collaborative working, notable
gaps in knowledge persist.?”#748 Criticisms have been lodged at the limited number of actionable insights
generated from integrated care policies,* and the failure to demonstrate successful outcomes for staff,
users, financial sponsors or other stakeholders.?! Collaboration often falls short of expectations, so much
so that its continued appeal to policy-makers has been likened to ‘an expression of faith’, rather than
driven by tangible evidence.*°

The ambiguities and uncertainties surrounding the nature and effect of collaboration mean that
achieving ex ante objectives is unlikely, given that ‘the act of collaborating with others often results in
the interactive adaptation of perceptions and performance goals’ over time.>* The term collaboration
is also deemed problematic in the way it potentially glosses over the diverse array of mechanisms that
can be used to describe how organisations work together and the relative appropriateness of these
mechanisms for different tasks and contexts.>?

As a result, our understanding of the mechanisms and processes for spreading and sustaining evidence
about successful relationships is limited. Many questions remain about how interorganisational
arrangements, such as mergers, alliances, joint ventures and buddying collaborations, work, for

whom and in what circumstances. Indeed, appeals have been made to further identify the elements

of successful collaboration, particularly the assessment of effectiveness for horizontal collaborations
between health-care providers.! There is also a need for further empirical research to better understand
the interplay of barriers and their context dependence, as well as their underlying causes and

visible symptoms.t®

The literature in this area calls for more robust theoretical frameworks and more sustained empirical
research to explore which types of partnership approaches work (or not) in particular circumstances,
why and for whom.*3 Although general theories of how IOCs work have been proposed, establishing the
causal links between issues such as culture, leadership and governance in strengthening or weakening
collaborations requires further development. Auschra,* for example, calls for greater understanding of
the barriers to the integration of care in interorganisational settings, with the need for more attention
devoted to using existing organisation and network theories that address such barriers. Auschra®®

notes that ‘while reviewing existing literature, it became clear that the notion of “barriers” lacks
theoretical underpinning’*®

Given the complexities of collaborative arrangements, Guarneros-Meza et al.>® advocate ‘theories of
change’ approaches to assess how collaboration synergies and coordination are shaped by contexts,
behaviours and structures, and this is achieved by asking ‘how’ and ‘why’ partnership practices are
carried out in different contexts. Applications of realist methodology in relation to partnership working
are also advocated as an approach well suited for studying multiple interventions implemented

in diverse contexts with a range of stakeholders.>* However, applications of realist approaches to
understanding I0Cs within health-care settings has hitherto remained an underdeveloped area.

Research aims and objectives
The aim of our research is to provide useful intelligence regarding how, why and in what circumstances
different approaches to IOC are effective in improving the performance of NHS provider organisations.
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To do this, a realist synthesis of evidence was carried out with the following inter-related
supporting objectives:

e To explore the main strands of the literature about IOC and identify the main theoretical and
conceptual frameworks that can be used to shed light on the conditions and antecedents for
effective partnering across sectors and stakeholders.

e To assess the empirical evidence with regard to how different interorganisational practices may (or
may not) lead to improved performance and outcomes.

e To understand and learn from NHS evidence users and other stakeholders about how and where
IOC can best be used as a mechanism to support turnaround processes.

e To develop a typology of IOC that considers different types and scales of collaborative ventures
that are appropriate for particular NHS provider contexts.

e To generate evidence-informed practical guidance for NHS providers, policy-makers and others
with responsibility for implementing and assessing |OC arrangements in the NHS.

Our research provides practical guidance and learning to support NHS leaders with assessments of
the different candidate partnering approaches available. Our research has important implications and
learning, regarding the principles and methods that are required if collaborative approaches are to
work successfully across boundaries and to engage the workforce and wider population within these
collaborative efforts, for those engaged in leadership.

Chapter outline

This report is structured into eight chapters and arranged as follows. Chapter 2 provides the context
for this work, with a review of typologies, drivers and dynamics associated with the life cycle of
collaboration. Chapter 3 presents the methodology employed, providing an overview of the realist
synthesis approach and our stakeholder analysis. Chapter 4 presents the results of the realist synthesis,
drawing on 86 items of literature and analysing how, why and for whom do 10Cs in health-care work
in particular circumstances. Chapter 5 refines understanding of collaborative functioning with the
presentation of findings based on primary data collected from a range of stakeholders, including policy-
makers, practitioners and patient representatives. Chapter 6 presents findings from the stakeholder
interviews and develops a novel theory of collaborative performance that aims to further explicate

the mechanisms underlying collaboration that drive performance improvement. Chapter 7 assesses
the implication of the findings, with an outline of the final version of our realist theory of how and

why IOC works. Chapter 7 also presents options for the translation of our research into practice, with
the development and piloting of tools designed to assess the readiness for collaboration. The report
concludes (see Chapter 8) with a summary of how the project has fulfilled its objectives and with
recommendations for developing future research, policy and practice in this important area of policy
and practice.
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Chapter 2 Background

he purpose of this chapter is to start the process of gaining a better understanding of I0Cs. Given

the large, multifaceted and complex nature of IOCs, the aim here is to provide an essential first step
of theory-building in articulating ‘what the programme is’, ‘who is the supposed target’ and ‘what is the
supposed outcome’>>>¢ To this end, we combine a review of grey literature (e.g. policy and organisational
strategy documents within the NHS) and narrative and systematic reviews of evidence to capture key
definitions, typologies, ingredients and outcomes associated with I0OCs (see Appendix 1 for methods).
Excerpts of this chapter have been reproduced with permission from Aunger et al.¢* 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.

Definitions and terminology

A variety of terms have been used to describe joint working, including integration, collaboration,
partnering and partnership working. Partnership working is a widely used to describe the joint
development of organisational structures or working across boundaries by the sharing of resources,
authority and accountability. The following definitions capture these arrangements:

... amutually beneficial process by which stakeholders or organizations work together towards a
common goal.’

... a negotiation between people from different organisations with a commitment to working
together over more than the short term to secure improvements which could not have been
achieved by acting alone.”

... aseries of events in the history of a system, leading to the evolution of new structures of
interaction and new shared meanings.’*

‘Partnering’ is another term that is commonly used in the literature. Miller and Millar'® suggest that
partnering is useful term for understanding various joint working arrangements. Crowley and Karim>8
define partnering as:

... a cooperative strategy [that an organization implements] by modifying and supplementing the
traditional boundaries that separate organizations in a competitive climate. In this way, partnering can be
used to create a cohesive atmosphere [in which] all project team members openly interact and perform.>®

Interorganisational collaboration is a similar term and has been defined as follows:

... interorganizational collaboration is the set of communicative processes in which individuals
representing multiple organizations or stakeholders engage when working interdependently to
address problems outside the spheres of individuals or organizations working in isolation. The
outcomes of these processes have the potential to benefit or harm the parties to the collaboration,
as well as others.>?

[Interorganizational collaboration] the belief that more valuable knowledge can be created than if
each organization were to work alone as complementary resources and competencies from partners
can create interorganizational synergies.®°
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Although defined differently by different authors, common to many definitions of partnership working,
partnering and collaborating is the notion of working together to achieve benefits that would otherwise
not be attainable by working alone. The core notion of ‘working together’ is a commonality across these
terms. We will primarily be using the term 10C in this report, but the terms partnership working and
partnering may also be used in particular instances of joint working.

Types of partnering

A range of scales and types of partnership working can be identified, and these different types of
partnering have been presented as existing along a continuum by various authors.241¢2 Glasby et al.,2 for
example, distinguish between ‘depth and breadth’ of partnership arrangements. Similarly, Sullivan and
Skelcher¢? categorise several different collaborative relationships, ranging from networks (i.e. informal ad
hoc relationships) through to formal partnerships, federations and mergers (see Table 1).

TABLE 1 Forms of collaboration and rules of governance

Form of collaboration Loose network Merger into single organisation
Rules of governance Self-government Hierarchy and overarching constitution
Organisational and policy terminology Network Integration

Adapted from Skelcher and Sullivan.¢®

With a particular focus on NHS providers, Miller and Millar'® identify a variety of partnering practices
linking NHS providers, ranging from structural partnering, such as organisational mergers and
acquisitions, through to individual partnering arrangements, such as buddying between executives and
clinicians across provider organisations to provide mentoring support and guidance.'® Miller and Millar*?
also suggest that partnering can sit along a continuum, from a voluntary intrinsic act to work together
through to partnerships that are mandated by government regulators (see Figure 1).

The 2014 Dalton review* outlined a range of provider models of care. The Dalton review distinguished
between different interorganisational forms, including collaborative arrangements (i.e. a voluntary
pooling of resources, which involves two parties creating a third to provide a particular service to both

Individual
4_ _>

Structural

FIGURE 1 Depiction of axes of collaboration by Miller and Millar.*3
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initiators), contractual arrangements (i.e. more formalised agreements) and consolidatory arrangements
(i.e. a change of ownership, encompassing mergers and acquisitions)* (see Figure 2).

The NHS England publication ‘No Hospital is an Island’®* built on the Dalton review typology by
developing a framework for acute care collaboration models. The NHS England publication* depicted
organisational forms by their degree of organisational integration, as well as by the scope of services
they intend to deliver (see Figure 3).

Single/ Multiservice
multisite chains
trusts (Foundation Group)

ICO

Consolidation

Service-level | | Management
chain contract

Contractural

[ Federation] [ Joint ]
venture

Collaboration

The potential for efficiency gains

Strategic/
Buddying/ clinical

informal

networks

partnering

Degree of organisational change

FIGURE 2 Typology of provider collaborative models proposed by the Dalton review.*
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Scope of services

Service-
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Clinical
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Degree of organisational integration

Collaboration Contractual Consolidated

FIGURE 3 A framework of acute care collaboration models, depicting organisational forms by their degree of
organisational integration, as well as the scope of services they intend to deliver (contains public sector information
licensed under the Open Government Licence v3.0).%
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Another example comes from the Northern Ireland Audit Office (Belfast, UK).¢> The Northern Ireland
Audit Office arranges different partnering arrangements by their degree of integration, from networks
characterised by low commitment at the bottom of the spectrum, through cooperation, coordination and
collaboration, to fully fledged partnerships, which require formal agreements and detailed joint planning
(see Figure 4).6>

Across these various typologies, the key characteristics at play are the degrees of integration, whether a
collaboration is mandated or voluntary, and whether the collaboration is cross-sector or within specific
services. Although the terminologies used to describe such arrangements (i.e. alliances vs. hospital
groups) can be fluid and are not universally agreed on,*! the typologies use a range of partnering types
(see Table 2).

What are collaborations intending to achieve?

Despite emphasis being placed on collaboration and integration across health-care systems, questions
continue to be raised about the lack of robust evidence regarding whether or not such relationships lead
to desired outcomes.*® This has largely been explained by the ‘wicked problems’ collaboration is often
looking to solve and the resulting challenges and dilemmas regarding how to measure collaborative
effectiveness and success.>*¢® Guarneros-Meza et al.>® review a range of measures and frameworks to
demonstrate how collaborative performance can include several measures, comprising the quantity and
quality of service outputs, consumer satisfaction, service objectives, expenditure data, equity in the
allocation of resources and service outcomes.®” The measures and frameworks can encompass common
models of assessing performance, relating to goal attainment (outcomes), performance targets (outputs)
and cultural efficacy-measuring factors, such as changes in rhetoric, emotions and symbols.*® Silvia,>!
drawing on Mandell and Keast,*® shows how effectiveness can be measured at three inter-related levels
of network operations:

1. The operating level: the extent to which participants have developed a better understanding of
each other, and whether or not they have developed a shared language and culture, new ways of
communication and the ability to find common ground.

2. The organisational level: activating, framing, mobilising and synthesising activities, as measured by
the creation of a shared vision, the establishment of member commitment to the network’s mission
and the inclusion of all network members in the collaborative process.

3. The environmental level: the ability to successfully meet the needs of external stakeholders and
constituencies (e.g. citizen awareness and the outcome proxies).

Sustaining relationships
Formal agreements

More formal Shared vision/goals
No risk understanding Interdependence
Dialogue Longer-term relationship Detailed joint planning
Low commitment Planning effort Role clarification
Less . L . . More
integration 4---| Network |[---] Cooperation |---| Coordination |---|Collaboration|---| Partnership |---» integration
Low risk Durable relationship
Low investment New structures and
Low commitment processes
No change required Comprehensive planning

Committed effort and
resources
Pooled resources

FIGURE 4 Depiction of typology by Northern Ireland Audit Office.
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TABLE 2 Range of partnering/collaboration types used in health care in England

Type Definition

Informal Voluntary arrangements characterised by flexible small-scale collaborations focused on
partnering sharing organisational learning
Buddying A form of mandated collaboration to encourage organisational turnaround. Buddying often

involves organisations with more experience being asked to mentor, advise or train other
organisations of lesser performance

Federation A relatively informal agreement whereby several organisations collaborate on delivery of a
service or administrative provision. Legal agreement is not required but a memorandum of
understanding is required

Clinical A network that intends to reduce unwarranted variation in particular subtypes of care by
network fostering collaboration to optimise these particular care pathways
Joint venture Creation of a new legal entity by multiple other entities that serves to deliver a service for,

and on behalf of, the multiple originator entities

Provider Partnerships of providers with new responsibilities for pathway and budget management for
collaborative specialised services (e.g. mental health)
PCN General practices and community, mental health, social care and pharmacy services collabo-

rating to deliver primary care

Service-level A provider that is contracted to provide services for another

chain

Multiservice A separate ‘group’ that sets governance, standards, protocols and procedures, often with
chain, group procurement and back office functions. Each site has delegated decision-making within the
or alliance parameters set by the designated board

Management When control of a set of operations is handed to another organisation to manage for an
contract agreed duration

ICS Multiple organisations from primary, community, acute, mental and public health, and social

care get brought together to manage patients across defined care pathways
Merger The combination of two organisations to form a new organisation

Acquisition The subsumption of one organisation by another

A review of partnering outcomes by Aunger et al.* found that evidence from NHS policy documents,
such as the Dalton review* and NHS Five Year Forward View,® advocates different collaborative
arrangements to provide a range of potential benefits to population health by improving care, quality
and efficiency. A review of NHS provider mergers by NHS Improvement (2017b) claims that merged
organisations have the potential to help the local health economy by standardising care and quality,
increasing market share in clinical services, improving financial sustainability, avoiding market share
erosion and improving reputation to aid in staff recruitment (see also Aldwych Partners®°). Aunger’s
et al’s review of strategic plans from 26 NHS providers demonstrated how intended outcomes can
be arranged into the four broad categories of ‘delivering consistent high quality care’, ‘developing our
people’, ‘leveraging scarce resources’ and ‘embracing innovation'¢’ Within these larger categories,
long-term and multiple medium-term objectives can also be identified. For example, within delivering
consistent high-quality care, an objective is to ‘provide members (i.e. clinicians) with access to world-
leading specialists from within the Healthcare Alliance’, by ‘enabling clinician-to-clinician relationships,
facilitating knowledge share and access to specialist opinion’¢?

Drivers for interorganisational collaboration
Alongside outcomes, a range of perspectives and empirical research has been put forward to understand
the stated and unstated drivers for IOCs. Table 3 summarises the results of the systematic search, which
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TABLE 3 Drivers for IOC

Domain

Expansion

Consolidation

Participation

Learning

Sustenance

Mimicry

Coercion

Driver for IOCs

Seeking competitive
advantage

Efficiencies and econo-
mies of scale

Increasing responsiveness
and alignment to needs

Enhancing position
through superior
knowledge

Fulfil resource needs and
manage scarce resources

Obtain legitimacy or
conformance to prevailing
social norms

Mandated pressures to
conform

Underlying theories of organisation

Strategic choice: organisations pursue I0Cs to increase
competitiveness or market power

Agency: individuals pursue |IOCs to benefit primarily
themselves rather than organisations

Transaction cost economics: organisations should organ-
ise boundary-spanning activities to minimise production
and transaction costs

Stakeholder: organisations require greater alignment with
stakeholder groups who can affect or are affected by the
achievement of objectives

Absorptive capacity: IOCs are driven by value, assimila-
tion and application of new knowledge

Normative isomorphism: I0Cs are driven by professions
and interorganisational network pressures regarding best
practice

Resource dependency: organisations must engage in
exchanges with their environment to obtain resources to
survive or prosper

Common pool resource: IOCs are driven by self-manage-
ment of limited resources in a way that benefits all

Mimetic isomorphism: IOCs are driven by intentionally
and unintentionally copying to prove legitimacy

Coercive isomorphism: IOCs pursue activities in agree-
ment with prevailing government rules, requirements and
norms

identified the following domains and organisation theories associated with the formation of IOCs in
health care.

These dynamics can be summarised as follows.

Expansion

Drivers for IOC draw attention to the organisational expansion within market environments where
collaboration is sought for competitive advantage and strategic position.”® Forming an |OC for market
expansion can be linked with strategic choice theory, which proposes that an organisation will enter into
a collaboration if the benefits exceed the costs and if the collaboration will increase the ability of the
firm to deliver superior products, improve service efficiency or increase market power.”*

The perspective of expansion is captured by Postma and Roos,”® who draw attention to how the
formation of health-care mergers can represent a strategic attempt by organisations to gain market
power by merging with a competitor.”>7> Angeli and Maarse’¢ investigate the evolution of mergers

and acquisitions across Western European health-care providers. Angeli and Maarse”® chart the rise of
financial service organisations acting as acquirers in mergers and acquisitions, which have been driven
by the introduction of market elements in health-care financing and provision, the broadening of private
practice and for-profit medicine, the retrenchment of public financing arrangements and the closure of
public hospitals or the conversion of public hospitals into more private-like entities. Expansion of market
power can also be attributed to the self-interests and personal ambition of managers as a potential
motive for collaboration.”””8 Such a perspective resonates with agency theory, which suggests that
managers act as utility maximisers,”” where the architects of IOCs may seek to have their organisations
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partner with others to increase their reputation in the marketplace or to increase their benefits by
managing a larger organisation.”®

Consolidation

The formation of IOCs is driven by the need to consolidate services within a market environment.
Connections are made here with transaction cost economics and theories of interfirm collaboration,°8!
which focus on how organisations organise their boundary-spanning activities to minimise production
and transaction costs.

Various collaborative efforts®”7° highlight the economic drivers for overall and unit cost savings through
improved economies of scale. Much of the coverage related to transaction cost economics underpins
the rationale for mergers.”¢#283 A literature review and secondary data analysis by Gaynor et al.8*

traced the hospital ‘merger mania’ in England between 1997 and 2006. The review?®* highlights how
the drivers for these mergers included facilitating hospital or service closures to release capacity in the
short term, secure financial viability of smaller organisations and enlarge the hospital to provide better
services for the buyers of services. Fulop et al.2>8 outline similar economic drivers for trust mergers as
an opportunity to take advantage of economies of scale and scope (especially regarding management
costs) to rationalise the provision of services by reducing excess capacity to treat patients. Resulting
efficiencies can lead to improved clinical quality, as usage of specialised unit increases, quality of medical
training increases, and staff recruitment and staff retention become more effective.

Participation

Drivers for IOC draw attention to how such forms can increase participation of stakeholders to reduce
environmental uncertainty. Such assumptions connect with a stakeholder theory of organisations at the
centre of an independent web of stakeholders with a responsibility to consider their needs with making
decisions/transactions.®”88 In a health-care context, these stakeholders are typically patients, members
of the public, staff, board members and government.”88%:%0

Increased participation is aligned to multi-hospital arrangements that are better able to improve

quality by ensuring community needs are identified, assessed and assigned priority for service, with
comprehensive services reaching those most in need.”® Greater alignment with patients and public
interests is connected to the ethos of integrated care in ‘meeting the needs of people with chronic
diseases”! and the drivers for joint commissioning as a way to overcome fragmentation by achieving ‘a
seamless service’ where ‘assessment of need is unhindered by organisational boundaries’.3°? Reflecting
on partnership working in mental health, Glasby and Lester?? and others have identified the importance
of a service with a single point of contact as beneficial for service users and their carers who can often
experience fragmented services, a lack of continuity and conflicting information in situations where local
agencies fail to collaborate effectively.???% Smith et al.*” document how improvements to patient care
and service provision featured as reasons to form collaborations in primary care. Collaborating between
practices can help fill gaps in service provision where single practices are not able to provide all services,
where patients need better coordinated care and where improved planning and provision of services

at a population level is needed. Hunter and Perkins’ study®*?> of local strategic partnerships and local
area agreements found that providing a coordinated approach to tackling public health issues was a
prerequisite of effectively resolving such issues.

Learning

Drivers for IOCs often arise from a desire for greater organisational learning and to improve the ability of
organisations to absorb knowledge from partners.”®°” Absorptive capacity is central to such an approach,
with a firm'’s ability to recognise the value of new knowledge, assimilate it and apply it in a business
setting.?® A rationale for IOC formation is that firms form partnerships to capitalise on opportunities to
learn or enhance their competitive position through superior knowledge.”
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Within IOCs, such conditions for learning have the potential to increase capability and innovation
through education and skills development.”’® Studies of mergers of health-care providers identified
organisational learning and shared practice as stated drivers for merging.®¢ Sharing of knowledge fosters
coordination of care, as best practices become shared between organisations,” including learning from
different perspectives.’??47>100 Van Raak et al.,’® in their study of integrated care in the Netherlands,
finds motivations to collaborate based on opportunities for learning about other providers whom they
had never encountered before, and generating new concepts for care delivery to improve performance.
Westra et al.1°* examine how health-care organisations balance competition and cooperation in a
situation of ‘coopetition’, where knowledge-sharing and interorganisational learning are considered

the primary motives to cooperate with competitors. Leach et al.1°? present a case study of a buddying
agreement to help teams undertake change and develop a medical pathway where ‘improved learning’
underpins the aim to promote close working partnerships, compassionate leadership and improve
quality and safety.

Sustenance

Drivers for IOC resonate with the desire for sustainability and the need to fill a perceived resource need
or to exert power or control over organisations that possess scarce resources. The sustainability of IOCs
draws attention to systems and how organisations must engage in exchanges with their environment to
obtain resources. Resource dependence theory posits that organisations require resources from their
environment and, therefore, cooperative interorganisational relationships will be formed as a managerial
response to the need for critical resources controlled by others in the environment.?0103104

In their review of multi-hospital systems in the USA, Provan!®® documents drivers to establish such
forms as the need to access critical resources, with Markham and Thomas noting the development of
‘lateral’ or ‘service alliances’, in which similar types of organisations with similar needs and dependences
come together to achieve benefits, such as economies of scale, enhanced access to scarce resources and
increased collectives.” Van Raak et al.?® also capture how access to resources was an important reason
for becoming involved, where participants benefited from cooperation to exert power over organisations
that possessed desired means. Smith et al.” note how issues of sustainability, both in terms of finances
and the primary care workforce, emerged as significant across their evaluation of PCNs, and were
identified as key reasons to enter into collaborations in primary care.

Mimicry

Drivers for IOCs in health care draw attention to the institutional environments shaping how
organisations collaborate to obtain legitimacy or to succumb to isomorphic pressures by mimicking

or copying others. Such a viewpoint aligns with institutional theory, which posits that environments
impose pressures on organisations to appear legitimate and to conform to prevailing social norms.”+105
Legitimacy can gain access to critical resources and expertise, as well as enhance reputation and

gain visibility.

Dickinson and Glasby?” note that, through interorganisational partnerships, smaller organisations can
gain legitimacy by increasing their recognisability, image and standing. Collaborations can also be
perceived as socially desirable because of the positive outlook that partnership working inspires. Field
and Peck” outline how ‘the modus operandi of the perceived market leaders is likely to be copied

by other organisations in the belief that this is the most effective way of operating’, with merger
motives connected to examples of ‘mimicking’ (i.e. uncritically copying business practices from the
private sector).”® In their study of joint commissioning, Dickinson and Glasby??> document how joint
commissioning can be understood as producing efficiencies, empowerment and productivity, but also
with other potential meanings as inherently a ‘good thing’. Connections to institutional theory can also
be found in Dickinson and Glasby’s'” analysis of a mental health partnership. Dickinson and Glasby'”
found that a large number of staff members found it hard to identify what their partnership had been set
up to achieve. Although some previous internal policy documents set out process-based aspirations (e.g.
a single point of access for service users), these process-based aspirations were often very unspecific
and often focused on processes and outputs, rather than on outcomes.
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Coercion

Contributions draw attention to the interlinkages between mimetic pressures to conform and wider
institutional and systemic pressures mandating collaboration.”88¢%° What Works Scotland??® notes that
many partnerships that claim to operate through collective governance are, in reality, also shaped by
mandates from central government. The presence of such hierarchical mechanisms leads to less powerful
partners feeling disenfranchised and lost within the partnership'® and, in turn, less likely to engage.%”

Fulop et al.8¢ note that the unstated drivers for mergers include facilitating hospital or service closures
and securing financial viability of smaller organisations.'® In the research by Fulop et al.,®¢ common to all
mergers was the need to maintain quality and level of service in the context of external policy drivers,
with reconfigurations informed by pressures for improvements to services and closer cooperation with
local government and partnership agencies. Dickinson and Glasby'” also find that, although staff often
claim that mental health partnerships provide better services for users, the majority of the potential
benefits cited by staff are to do with responding to national and local politics to make more efficient use
of scarce organisational resources. Central government produced coercive isomorphism by both explicit
techniques (e.g. a legal duty for health and social care agencies to work together) and more subtle
techniques (e.g. making partnership a necessary feature for some sources of funding).

Although the stated goals of PCNs in the United Kingdom (UK) are to improve population health, share
staff and improve personalisation of care,®” Smith et al.*” also found that the reasons to enter PCNs
appear to be more tightly focused on policy and financial incentives, with practices obligated to form
PCNs and accept the financial incentives associated with networks for fear that they would be ‘left
behind’?” In their study of STPs, Sanderson et al.* argue that, although the intention of STPs was to
create conditions at a ‘system’ level for purchasers and providers to act as a self-governed common pool,
local actors were not able to agree local rules, citing the conflict with the continued regulatory focus on
the financial sustainability of individual organisations.

These various drivers draw attention to the often paradoxical and multifaceted nature of a collaborative
endeavour (see Figure 5). The drivers also show how individual theories and perspectives are in
themselves insufficient for capturing the complexities, norms and traditions involved in relationship
formation.¢37!

Initial ‘ingredients’ for success

A range of ingredients for success have been outlined to determine the key shaping factors affecting
collaboration. In an exploratory empirical study of mergers, buddying and contracting across NHS
providers, Miller and Millar® identified the ‘ingredients’ for successful partnering, which included
effective senior and clinical leadership, the importance of trust between partners, acquiring meaningful
data, and regulatory approaches that combine both quality improvement and assurance approaches. In

Consolidat'on Participation

Towards market competition Towards hierarchical control

FIGURE 5 Depicting the drivers for IOC.
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addition, Hudson and Hardy!'° depict how the determinants of a successful partnership include having
an existing local history of partnership working, effective monitoring and reviewing of organisational
learning, having a shared vision, and development and maintenance of trust through behaviours and
attitudes, such as ‘fairness’, openness and honesty, sacrifice and accountability.

Likewise, a recent systematic review of reviews'? sought to determine ‘shaping factors’ of how cross-
sector health-care collaborations work, and identified resources and capabilities (e.g. organisational
capacity), motivation and purpose (e.g. shared vision, unrealistic aims, competing aims, national policies,
commitment), relationships and cultures (e.g. trust, historic relationships, communication), governance
and leadership (e.g. decision-making, accountability, leadership support) and external factors (e.g.
geography, social/economic context) as key ‘shaping factors’

In addition, Aunger et al.** developed a typology of shaping factors for successful collaboration that
incorporated a typology by the Advancing Quality Alliance!*! (see Figure 6) and was supplemented with
other emerging evidence from the review.17:¢5112-114

Aunger et al.%! argue that the examination of organisational perspectives and theories surrounding the
integration of these elements leads to the understanding that different partnering types are likely to
interact with some elements more than others (see Table 4). For example, a partnership synergy theory
suggests that certain characteristics are intrinsic to partnerships, namely leadership, administration
and management, governance and efficiency.!*> As such, one could argue that partnering interventions
largely exert their forces of change through changes to service and care model design, leadership,
governance, and financial and contractual mechanisms, and that subsequent changes to information
technology (IT) systems, culture and workforce occur as knock-on effects.

Service and

Sale model Workforce
design

® Role design
o Skills
e Capacity

Leadership

Information and
IT

Integration to improve:
o Safety

e Experience

o Effectiveness

e Population health

e Use of resources Financial and
contractual

mechanisms

Service user
and carer
engagement

Culture Governance

FIGURE 6 Depiction of domains key to integrative efforts by the Advancing Quality Alliance.*!

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



DOI: 10.3310/KPLT1423

Health and Social Care Delivery Research 2023 Vol. 11 No. 6

TABLE 4 An IRT of partnering domains with emerging evidence of how these work in practice

Domain

Definition

Emerging evidence regarding factors affecting partnering success

Culture The values and Organisations have cultures that provide staff with a sense of autonomy
common behaviours Mutual agreement to work together
of the workforce A proper cultural integration plan is put into place in cases where high
integration is required
Leadership The senior Leadership style, which involves all levels of workforce in partnership
management at the arrangements
organisation(s) Building networks and shared vision
Leaders with charismatic and inspirational leadership styles
Approaching the partnership with a strong belief in partnership
Performance of due diligence (i.e. robust cultural integration plans, team-
building across sites, role modelling, realistic expectations and plans, and
utilising employee input)
Governance The systems and Ability to align internal and external resources, activities and demands
processes concerned The ability to share power between partners
with ensuring the Proper establishment of shared accountability between partners
direction, effective-
ness, supervision and
accountability of the
organisation(s)
IT systems The IT infrastructure Enablement of information-sharing across partners
in place to support The degree to which resources are dedicated to this aspect of integration
the organisation(s) Understanding of data requirements across partners
Workforce The collective staff How well workforce practices and procedures are aligned

Service user

that work at each
organisation

Involving stakehold-

Coordination to reduce variation in quality of care

Having performed appropriate due diligence in the lead up to any workforce
changes

Engagement of staff at all levels of the organisation in the partnership
process

Understanding of workforce capability and capacity

Group accountability and shared values

Engagement and involvement of a range of perspectives with those affected

engagement ers in the partnership by changes to services
process Feedback mechanisms throughout partnering process
Patients and users have ability and power to influence the partnership
process in a manner that improves outcomes for them
Service and The way in which Mutual agreement between partners on the new care model, arising from
care model health care is partnership
design delivered Agreement between partners on desired outcomes of partnership

Financial and
contractual
mechanisms

How organisation(s)
are supported by
finances and a legal
framework

Performance of appropriate due diligence and cost-benefit analyses to
determine ideal partnership type for organisations involved (e.g. in strategic
outline cases)

Agreement on shared outcomes and joint performance measures

Stages of the collaboration life cycle

A variety of contributions have sought to capture how organisations may go through multiple
collaborative arrangements throughout their lifetime. We conducted a systematic review and ‘best-fit’
framework synthesis'!¢ to identify key literature regarding the life cycle of collaborations in a health-care
setting, and this resulted in the formation of several key stages, including contemplating, connecting,
planning, implementation and maintenance or dissolution (see Figure 7). The full methodology can be
seen in Appendix 2.

The contemplation aspect of collaborating incorporates behaviours analogous to ‘thinking about’
collaborating before it actually begins.'”11® For example, the paper by Hudson et al.}*? puts forward
behaviours such as ‘recognizing the need to collaborate’ and ‘identification of a legitimate basis for
collaboration’. These behaviours and others have been integrated into the model as ‘defining the
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problem’, ‘identifying resources’, ‘identifying stakeholders’ and ‘considering solutions to problemes, i.e.
collaborative forms’.*?

The connecting phase revolves around behaviours that establish the initial processes of relationship-building
between actors. For example, Lowndes and Skelcher?®’ put forward ‘informality, trust and cooperation,
willingness to work together’ as key features of connecting. Likewise, ourpartnership.org.uk*?* establish that,
in this stage, ‘partners get to know each other and plan future activities’ and undergo ‘realistic self-appraisal
and appraisal of partners’87120.121

The planning phase includes behaviours such as ‘setting targets, establishing management teams’,*??
‘fostering partnership working values and engagement’'?® and ‘developing basic agreement’.*?°

The implementation phase includes behaviours such as ‘managing inevitable conflict between
partners’'?! ‘experience of difficulties in new relationship’?° and ‘evaluating and refining action plan’,'
and is characterised by the beginning and middle phases of putting the collaboration into action,
undergoing problem-solving as conflicts arise.

The maintenance phase refers to ‘building mechanisms to overcome barriers'*?° and ‘sustaining trust
between members’1?4125 |n this phase, the ultimate outcomes of partnerships are most likely to be
achieved, as the focus moves from the functioning of the partnership to the achievement of goals.

Dissolution-type behaviours, such as ‘letting partnership die, or keeping certain aspects but not
others’®? and ‘ending one or more partners’ involvements’*?! can also feature at this phase due to either
irreconcilable conflicts or the aims of the collaboration being achieved.

Figure 7 depicts the full life cycle model, which includes the behaviours and processes identified that are
intrinsic to various stages of a collaborative life cycle.

The aim of this chapter has been to provide insights into the principles, characteristics and outcomes
associated with health-care I0Cs. Given the complex and multifaceted nature of IOCs, the next stage
is to develop these findings with a methodological approach able to grasp these underlying contexts,
dynamics and outcomes over time. In the next chapter, we outline how a realist synthesis approach is
employed to better understand how I0Cs work, why and for whom do they benefit.
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Chapter 3 Methodology

his chapter will present the design and methods for the realist review and evaluation aspects of

the project. Excerpts of the chapter have been reproduced from Aunger et al.**”1%8 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.

Taking a realist perspective

A variety of theoretical contributions have sought to improve understanding of IOCs in health

care, 1448110126127 These guthors have generated valuable insights as to ‘what’ leads to successful
partnering, but less so to how and why particular features enable collaborations to be successful. In this
sense, |IOCs can be seen as interventions that frequently fall into the trap of what Dixon-Woods and
Martin'?® term ‘magical thinking’, that is, the assumption that ‘doing X’ will lead to outcome Y without
any articulation of how and why this change will occur, and this means that, often, the assumptions
underlying how collaboration is intended to work are left implicit.

Any collaborative effort is likely to have a long and complex process of implementation, from initial
discussions between stakeholders to the realisation of the intended benefits and/or failure. However,
until now, few have used a realist lens to shed light on this phenomenon. Using a realist methodology to
identify when, how and in what circumstances the causal links during implementation break or hold, as
well as why collaboration may lead to better performance. A realist methodology also enables synthesis
of all literature types in acknowledging the complexity of the interventions that constitute an area such
as 10C.

Realist methods are built on the epistemological approach of critical realism, which is based on the
concept of generative causation, where mechanisms generate outcomes that are context sensitive.12%130
In realist terms, contexts refer to the situations into which interventions are introduced that affect the
operation of the intervention mechanisms.'?? An intervention may work through one mechanism in one
set of contextual features, but work through a different mechanism, producing a different outcome,

in another. As a result, context and mechanism are keenly interlinked and cannot be separated.'®
Mechanisms, in realist terms, are the interactions between programme resources and the changes in
reasoning by programme actors that occur as a result.**! Mostly, these mechanisms are not directly
observable but, nonetheless, can be explanations of why particular outcomes come to be.*?

Those who have used a realist perspective to understand IOCs have focused on particular subtypes and
contexts of collaboration.1?7:132133 However, to the best of our knowledge, none have yet attempted to
address the wider topic of IOCs between health-care providers. In this project, we have drawn on realist
methodology in both synthesis and evaluation types to test and refine a robust theory of how IOCs in
health-care work, to what extent, why and in what circumstances.

A starting point of realist evaluation is identifying the ideas and assumptions underlying how
programmes or interventions work, known as programme theories. Realists also work with the premise
that programmes are never universally successful, rather how they work (i.e. their mechanisms) to
produce outcomes is shaped by contextual features. The goal of realist evaluation is to explain how
contextual features shape the mechanisms through which a programme works, and this is achieved
through testing and refining programme theories, expressed as context-mechanism-outcome
configurations (CMQOCs). Initially, CMOC:s are tentative ideas, and as the project progresses these
ideas are brought into conversation with evidence (i.e. tested in relation to the evidence) and are then
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refined to produce a more detailed explanation of how context shapes mechanisms.*??1% A refined

theory can support the process of adapting the intervention to local circumstances. The aim of this
project is to produce a fully refined and actionable theory for practitioners and those implementing
such arrangements.

Methods: realist synthesis

Details of search strategies

Theory gleaning

Searching processes in realist reviews tend to be evolutionary in nature, and that was the case here.'**
Initially, systematic searches were conducted to gather evidence about how IOC works and the
contextual factors that shape across a range of entities, such as alliances, buddying, mergers, acquisitions
and hospital groups. Searches were run between 20 February 2020 and 4 March 2020 on databases
including the Healthcare Management Information Consortium (HMIC), MEDLINE, Social Policy and
Practice and PsycINFO (see Appendix 3 for search strategies). The HMIC commentary search (see
Appendix 3) was run on 12 January 2021. The searches were limited to 1990 onwards to provide the most
up-to-date literature. In addition, a Google Scholar (Google Inc., Mountain View, CA, USA) search was
conducted on 11 March 2020 to identify any grey literature or papers missed. The Google Scholar search
used the terms ‘theory organisational collaboration’ to identify theoretical papers and ‘interorganisational
collaboration healthcare’. Reference-scanning and citation-tracking was also employed to ensure as many
papers were identified as possible (see Appendix 3 for the full systematic search strategy).

After data synthesis, we realised that we lacked elucidation on some of the mechanisms underlying how
leadership, among other elements, may be key to understanding the process of collaboration. Therefore,
a non-systematic purposive search was used to identify middle-range theories (MRTs), which would
allow us to gain further insight into mechanisms uncovered through our analysis of papers identified

in our initial searches. MRTs were identified using terms and combinations of terms such as ‘inter-
organisational conflict’, ‘inter-organisational communication’, ‘inter-organizational trust ‘organisational
capacity’, ‘collaborative leadership’, ‘organizational flexibility and effectiveness’, ‘collaborative
accountability and governance’ and ‘collaborative regulatory environment’. The searches were conducted
in Google Scholar in May 2020. Finally, we conducted an additional Google Scholar search in December
2020 using the terms ‘confidence’ and ‘trust’, ‘formalisation’, ‘contract’ and ‘contractualization’, combined
with ‘inter-organisational collaboration’ or ‘partnership’ or ‘network’, for further MRT papers.

Theory refinement

Literature for this refinement stage of our realist synthesis was identified through a combination
of existing literature from prior stages (systematically searched), novel (to this stage) systematic
searches intended to locate case study literature explicitly and grey literature sources (for
identifying organisational reports and evaluations), as is typical of a realist synthesis.’** Case
studies from the existing search were included here, with these case studies being brought over
into this refinement stage of the synthesis. In addition, a novel systematic search was conducted
on 10 June 2020 on the Social Policy and Practice database to identify additional case studies.
Further searches for grey literature were conducted on 7 October 2020 and 8 October 2020 on
UK-specific websites for evaluations of collaboration types, including The King’s Fund (London,
UK), the National Institute for Health and Care Excellence (NICE) (London, UK), the Nuffield
Trust (London, UK), The Health Foundation (London, UK) and NHS Employers (London, UK). The
searches were on the publication sections of each website, with a focus on identifying evaluative
reports. The searches used the terms ‘collaboration’, ‘partnership’ and ‘integration’ and were
limited to 2012 onwards to maximise relevance to contemporary developments in collaborative
arrangements. Figure 8 depicts the full methodology of this realist project.

Inclusion criteria

Theory gleaning

Selection of documents was performed on the basis of relevance to the realist synthesis, as is typical of
a realist review.'® The systematic review used the following inclusion criteria for the title and abstract
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stage: ‘the paper clearly relates to collaborations between one or more public sector organisations on
either a structural or individual level’ and ‘the paper is a case study, evaluation, opinion, or review'. In
the full-text screening, as well as that for relevance, the paper had to include ‘propositions about the
success or failure of collaboration in the public sector, mechanisms underlying how collaboration works,
or include information about “entry points” (i.e. drivers of collaboration)’. Exclusion criteria for all stages
included papers that ‘relate to collaborations or partnerships between staff and patients rather than
between organisations’. Titles and abstracts were screened by Justin Avery Aunger, with a subset of 10%
screened by Ross Millar in accordance with other systematic reviews.*? Agreement was reached for all
selected papers.

Theory refinement

For the refinement stage, we included only papers that (1) were case studies or evaluations (defined

as reporting results of arrangements using descriptive methods), (2) report on an I0C between health
care-providing organisations and (3) were in English (because of resource limitations of the study). Some
papers had both literature review and case study portions, and these papers were also included, but data
extraction was performed on the case study parts only. Selected studies were then subject to rigour and
relevance checks in line with realist synthesis methodology.

Rigour and relevance screening

In line with guidance from Wong,'3¢ the screening for rigour was ongoing during the analysis process

and aimed primarily to increase the trustworthiness of the findings. This process involved including

a CMOC only when supported by (1) clear data in included studies and (2) multiple sources.*3¢ For
theoretical sources of evidence, only theories that had seen significant use in the literature since
publication were used in the building of our MRTs and CMOC:s. If documents were excluded on the basis
of trustworthiness, then the reasons for doing so were to be recorded; however, no studies or extracts
were excluded on this basis.
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Data extraction

Data extraction was carried out by one reviewer (JAA), which involved combing the included papers
for information relating to mechanisms underlying collaboration, programme theories and contextual
factors (often termed ‘success factors’ or barriers). As is typical of a realist review,'** identified passages
in the documents were highlighted for relevance, before being extracted into separate documents
according to realist logic and how they aided in understanding the intervention. This was performed
using custom data extraction forms (available on request).

For the refinement stage, another custom data extraction form was created, which recorded the study,
collaboration type, primary driver (as best deduced from the study), CMOCs that fit into prior theory
and novel CMOCs (which could be novel in context, mechanism or outcome) that did not fit wholesale
into the prior theory. This type of custom form is typical in a realist synthesis and is available in Report
Supplementary Material 1. In addition, we attempted to extract information on whether studies were
reporting on externally mandated forms of partnering or voluntary forms, but it was not always possible
to determine this information, unfortunately, because of inconsistent reporting by authors.

Realist synthesis methods

Theory gleaning

The highlighted passages from the included documents were coded according to whether the passage
sheds light on entry points into collaboration, contextual factors, mechanisms or other elements
relating to collaborations that helped elucidate the underlying ideas and assumptions regarding how
collaboration was intended to work and the sorts of contextual features that might shape the different
mechanisms underpinning these. Most successful factors and barriers were typically identified to be
the inverse of one another, and so these factors/barriers were amalgamated into becoming contextual
factors at a later stage of the synthesis. As more papers were extracted, categories that were found

to be thematically similar were merged to result in the final categories seen in this review. Contextual
factors, mechanisms, outcomes and entry points into collaboration were coded separately, but
contextual factors had their posited underlying mechanisms recorded alongside them, as well as any
potential outcomes. The sources that supported the existence of these contextual factors were also
recorded. Synthesis results were regularly discussed by Justin Avery Aunger and Ross Millar to maintain
validity and consistency.

In some cases, mechanisms were explicit in papers identified in the systematic review and in other
cases the evidence was missing. Therefore, in cases where analysis was completed and mechanisms
were missing, a purposive search was used to locate MRTs that could elucidate mechanisms that

were triggered by these contextual features inherent to collaborations. Contextual factors were then
clustered according to their underlying mechanisms and the case study and review literature, and MRT
evidence synthesised. The theoretical clarity of mechanisms and the evidence underpinning them were
discussed by two authors (JAA and RM), and CMOCs were then formed. Included documents then
underwent a second pass, using specific search terms relating to mechanisms, and identified contextual
factors to ensure all sources of relevant information were included.

Theory refinement

Using the existing realist programme theories from step 2 of this realist synthesis process as a base, we
aimed to test our existing CMOCs against case studies and improve our understanding of how CMOCs
are situated temporally and causally to improve our theory of collaboration in health care, and this
constituted phase 3 of our overall analysis (see Figure 9). Literature was identified through systematic
searches of databases and searches of organisational websites. The literature was then categorised by
collaboration type, as well as whether the collaboration was a mandated or voluntary arrangement (as
could best be identified), and the literature was then rigorously searched to identify CMOCs. Testing of
existing CMOCs then occurred against the newly identified literature from this stage’s searches, and this
comprised identifying whether CMOCs were identical to the existing CMOCs from the theory gleaning
phase, or could be considered novel in terms of context, mechanism or outcome content or novel in
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terms of the relationship of one CMOC to another. Although we did not intend for the focus here to be
on theory gleaning, novel CMOCs were still included when identified with sufficient evidence to support
them. Both CMOCs from the existing theory that had support as well as novel CMOCs not present

in the existing theory were recorded. Any conflicting information about the configuration of existing
CMOCs was also recorded.

The process resulted in significantly more overall CMOCs than were present in our prior realist phase,
and this allowed us to gain a greater understanding of how the outcomes of certain CMOCs can
become a context for another further down the chain. To identify these relationships, these CMOCs
were deductively coded in NVivo 12 into categories according to their mechanism to better investigate
the literature for presence of demiregularities, which, in realist terms, are patterns of how outcomes
generally come to occur.’® The data were then used to refine the MRT and programme theories to
provide a better understanding of the links between these elements. This chapter was written according
to the RAMESES (Realist And Meta-narrative Evidence Syntheses: Evolving Standards) Il reporting
standards.'®* All data requests can be submitted to the corresponding author for consideration.

Methods: realist evaluation

Objectives

We conducted a realist evaluation to further test our refined programme theory by exploring the
experiences of a range of stakeholders across several examples of IOCs in England. Our primary
objective was to test the mechanisms of collaborative functioning and CMOC derived from literature
against the stakeholders’ views to explore whether previously identified mechanisms and CMQOCs,
and causal links between them, were affirmed, refuted or revised, and to refine our understanding of
how IOCs work, in which circumstances and why. In addition, we sought to elucidate the part of the
causal chain that links collaborative behaviour to collaborative performance to identify how and why
performance benefits may arise from the process of collaborating. We intended to produce a refined
realist programme theory rooted in both literature and practice, with a view towards practical use in
the future.

In the realist evaluation, for collaborative functioning, our prior programme theory!® was adopted as a
MRT, against which interview data were ‘tested’, based on the realist synthesis, and this means that we
explored if and how interview findings affirmed prior CMOCs, proposed refinements to existing CMOCs
or, and to what degree, identified CMOCs that were novel. This theory, which we adopted as the MRT,
will be outlined in the following realist synthesis chapter.
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For understanding collaborative performance, Dickinson and Sullivan’s*® framework (adapted from
McKenzie?'¢) was adopted as a MRT to inform our analysis. Dickinson and Sullivan’s*® framework was
selected as a MRT for three main reasons: (1) the framework focuses on performance rather than

the functioning aspect of the causal chain; (2) the framework provides three criteria against which
realist mechanisms can be categorised and (3) the framework captures cultural efficacy, which neatly
complements the concept of programme mechanisms as changes in participant reasoning within realist
theory. Thereby, we assume that frameworks relying purely on the ‘techno-bureaucratic’ aspects

of performance would likely neglect key social components of the causal chain. Enabling a greater
understanding of collaborative performance forms an essential part of the overall programme theory.

Therefore, the final aim of our realist evaluation was to produce a refined MRT, seeking to answer ‘what
works in IOCs, for whom, under what circumstances, why and how?’, as well as ‘how do performance
improvements in IOCs in health care arise, why, and what underpins them?’. This chapter was written in
accordance with the RAMESES Il reporting standards for realist evaluations.**?

Details on programmes evaluated

The ‘programmes’ evaluated comprised a range of I0Cs, as outlined in our initial realist theory paper.5*
The programmes included arrangements of relatively low integration (i.e. buddying) through to highly
integrative types, such as mergers. Our interviewees had direct experience of four different types of IOC
and comprised five examples of hospital groups, two alliances, three ICSs and two mergers. The IOCs
reflect a range of drivers and contextual differences. Although mergers result in formation of a singular
organisation, we consider mergers to be collaborative entities during the merger process until the fully
merged organisation begins operating® (see Table 2 for full details on the types of IOCs and regulatory
organisations included in this evaluation).

Data collection methods

The realist evaluation drew on interviews conducted with an ‘issue network’'#° of stakeholders,
comprising the leaders or architects of collaborative programmes, regulators, policy-makers, professional
bodies, front-line staff and patient representatives. We defined these stakeholders as ‘a broad

collection of individuals possessing knowledge about the issue in question with some influence on
policy outcomes’.

Recruitment process and sampling strategy

Participants were identified through contacts via our Study Advisory Group and from direct contact

with potential individual and organisations identified through scoping work. Phase 1 interviews were
conducted, which had a particular focus on ‘theory gleaning’ and explored current programme theories
being used to develop partnering approaches across NHS providers. Recruitment to phase 1 used a
purposive sampling approach, with further snowball sampling employed to identify relevant stakeholders
within this ‘issue network’. Phase 2 participants were also recruited, drawing on a selection of key
informants from NHS provider organisations currently engaged in a range of partnering activities. Here,
particular attention was paid to testing and refining programme theories identified in from the literature
and the theory gleaning interviews to produce refined theory.

Participants were chosen based on their likelihood of being able to provide rich information about
various aspects of the programme theory, from being engaged in implementing such arrangements
themselves to delivering the policy and regulatory agendas.

Participants were approached to participate via e-mail. Patient representatives were recruited from

patient representative bodies and were intended to be greater experts on outcomes rather than
‘mechanisms’.*4!
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Sample

The final sample comprised 37 interviews with 34 participants and one focus group with 8 patient
representatives. The interviews and focus group were conducted across England between January 2020
and May 2021. Table 5 outlines the characteristics of the participants.

Interviews and setting

Semistructured interviews were conducted by experienced qualitative interviewers (JAA, RM, AMR

and DF). The interviews drew on realist interview methodology, with the focus on gleaning and refining
theory.’ Questions were posed that would both directly and indirectly work towards these aims. Earlier

TABLE 5 Overview of stakeholder interviews

Case studies of IOC programmes Role (interview code)

Hospital group 1 (South)
Hospital group 2 (South)
Hospital group 3 (South)
Hospital group 4 (South)

Alliance 1 (North)

Alliance 2 (North)

ICS 1 (North)

ICS 2 (South)

ICS 3 (South)

Integrated care provider (North)
Merger (South)

Wider stakeholder perspectives

Director (2) x 2
Director (3) x 2
CEO (18)

Lead (29)
Director of improvement (35)

Executive nurse (10)
Former CEO (12)
Director (20)

CEO (22)

Medical director (23)
Workforce director (26)

CEO (17)
Director (19)

CEO (13)

Lead (14)

Lead (25)

Manager (16)

Director (21)

Academic and non-executive (1)
Provider policy lead (4)

Provider policy inspectorate lead (5)
NHS provider association [6 (x 2) and 11]
Professional regulator (7)

Regional inspectorate lead (8)

Policy transformation lead (9)

Patient representative lead (15)

Third sector representative (24)

Local government representative (28)

Private sector representative (27)

Patient representatives (30-34; focus group)

CEO, chief executive officer.
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phase 1 interviews were more focused on theory gleaning and were conducted alongside construction
of the programme theory in our earlier realist review.'*® Later phase 2 interviews incorporated direct
questions, in which the programme theory was explained to the participant and the participant was
asked about particular elements, with the intention of refining and consolidating theory directly

in a manner in line with the teacher-leaner cycle.*! This strategy was used particularly with the
participants with whom we were able to conduct follow-up interviews. The interview guide was refined
and developed as our interviews progressed. Owing to the emergence of the COVID-19 pandemic
shortly after the start of the research, interviews were conducted virtually over Zoom (Zoom Video
Communications, San Jose, CA, USA) or Microsoft Teams (Microsoft Corporation, Redmond, WA, USA)
and recorded on an external dedicated encrypted audio-recorder. Interviews lasted between 30 and
90 minutes, but were typically closer to 60 minutes in length. Files were sent for verbatim transcription
at a third-party transcription service.

Data analysis

Analysis was performed in NVivo 12 software by one coder (JAA). Coding logic was independently
verified by a second coder (RM). Coding was performed retroductively.'#? Retroduction uses both
inductive and deductive logic.** Retroduction involves thinking through what causal powers might
be at work in producing observed patterns or changes in patterns. Retroduction is underpinned by a
belief that an understanding of causation cannot be achieved using only observable evidence. Use of
retroduction meant that analysis was carried out in a deductive manner for features relating to our
existing realist theory; however, for better sorting and understanding of themes, codes within higher-
order codes were created inductively where commonalities were identified.**

For the collaborative performance analysis, the framework of cultural efficacy, technological
effectiveness and organisational efficiency was used as broad codes in the interpretation of the results
and the mechanisms identified. Therefore, higher-order codes for excerpts relating to cultural efficacy,
technological effectiveness and organisational efficiency were created prior to the start of coding.
However, within these higher-order categories, we inductively created subcodes for excerpts that
supported various concepts, such as ‘communication’ and ‘improved reputation’, as demiregularities

(or semi-predictable CMOC patterns) were identified in the transcripts. Within the codes for these
concepts, we then analysed the excerpts for identifiable connections and outcomes to formulate the
explicit CMOCs. Transcripts themselves were not anonymised, as the coders were also the interviewers,
rather any information that would identify participants was withheld from this final report.
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Chapter 4 How do interorganisational
collaborations in health care work, why and
whom do they benefit?

Arealist synthesis

The purpose of this chapter is to present findings from the second and third stage of this realist
synthesis (see Figure 1). Drawing on reviews, MRTs and case studies and organisational evaluation
literature, we aim to glean initial CMOCs and test these CMOCs against case study literature. In doing
so, the chapter seeks to better understand how CMOC configurations of IOC are chained together
causally and how differences between contexts affect their implementation. The chapter will present a
refined programme theory, explaining how, why and for whom IOCs in health care work.

Excerpts of the chapter have been reproduced with permission from two sources. First, Aunger et

al.**> 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. Second, Aunger et al.**® 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.

Paper selection

Theory gleaning searches

From the systematic search, a total of 2769 titles and abstracts were screened, which were filtered
down to 117 full texts. The Google Scholar searches conducted on 11 March 2020 produced 426,000
results on this specific day, and the first 40 pages of results were screened, resulting in four further
papers. At this stage, 52 papers were included (see Figure 10). The 52 papers were then screened for
relevance (i.e. whether the papers included sufficient descriptive depth regarding contextual factors,
mechanisms and outcomes underlying |OC), which resulted in 35 included papers. Reference-scanning
and citation-tracking resulted in a further four papers, giving a total of 39 papers included in the theory
gleaning analysis (see Figure 10).

Agreement between independent reviewers was 100%. Fourteen purposively identified papers were
also drawn on, which outlined the MRTs used to elucidate the workings of mechanisms, bringing the
total number of papers included in the gleaning phase to 53.

Theory refinement searches

For the new systematic search, the Social Policy and Practice database search identified 2144 papers.
After deduplication against our existing literature library for this project (please see additional file 1

for the full details of this search strategy) there were 1092 papers. Abstracts were then screened for
relevance and 104 papers remained. At this point, papers were most frequently excluded because of not
being related to IOCs or for not being case studies. After full-text screening, 48 papers were considered
eligible for the review; however, after screening for relevance and rigour, only 13 papers were included.
Papers were removed for being insufficiently descriptive (i.e. lacking relevance). The searches on the
websites of The King’s Fund, the NICE, the Nuffield Trust, The Health Foundation and NHS Employers
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resulted in an additional 15 papers. Thirteen of these papers were included, but two were removed for
lack of relevance. Two further studies were identified through citation-tracking and a final paper was
identified in a department newsletter after the search was completed. Four other papers were also
brought over on rescreening of studies from the gleaning phase. As a result, 33 total unique papers were
included in this theory refinement portion of this realist synthesis.

Literature characteristics
There was a total of 86 studies when n the theory gleaning and refinement stages were
combined (see Figure 10). Papers in the literature covered a wide range of IOC types (see

Table 6), including 55 case studies, evaluative reports or case-control studies, 16 reviews and 1
brieﬁng 15,17,21,22,32,37,44,47,60,84,85,94,100,102,113,119,145-200

In addition, 14 theoretical papers were included. The 14 papers comprised one paper on partnership
synergy,'’> one paper on trust,* two papers on conflict,2°12°2 one paper on power,?°® one paper on
coordination,?®> one paper on leadership,?° two papers on organisational flexibility,2°32%> one paper
on task complexity,?° two papers on confidence and formalisation?°72%¢ and two papers on proximity
theory.209210

Theory gleaning

Partnership synergy as a middle range theory

Frequently mentioned in seven of the systematically reviewed studies!>47:60:113158167.168.175 \y 35 the
concept of partnership synergy, which was first coined by Lasker et al.}*> as a means for explaining
how partnerships achieve advantage over independent, competitive working. Therefore, this
theory was adopted as a MRT, which explains how there are ‘partnership functioning’ (hereby
collaborative functioning) mechanisms essential to explaining the processes of working together,
as well as ‘partnership performance’ (hereby collaborative performance) mechanisms that underpin
the improvements that collaborating seek to attain. Lasker et al.'*> put forward partnership synergy
as an intermediate outcome that comes after the functioning of the partnership, but precedes the
effectiveness of it (see Figure 11).1*> This means that, when working well together, a combination of
resources and skills of the partners is what enables achievement above and beyond what would have
been possible individually.

Partnership synergy can be considered a mechanism whereby a context of high collaborative functioning
leads to greater collaborative synergy and, therefore, improved collaborative performance. Improved
collaborative performance is likely to be an outcome in itself, which results from mechanisms involved
with an improved ability to achieve health care-related outcomes, such as reduced duplication of effort,
economies of scale and competitive advantage.'*> However, these performance-related mechanisms

will depend on the aims and structure of each individual collaboration. We also add to the MRT the
concept of collaborative inertia, which was put forward by Huxham,*'3 one of the systematically
identified studies.

Collaborative inertia occurs when organisations and actors get ‘bogged down’ in the day-to-day
functioning of the partnership.'*®* While trying to optimise the daily functioning, achievement of the
actual aims of the collaboration fall by the wayside, as significant resource and time is devoted to
collaborative functioning rather than accomplishment of outcomes. It is possible that a collaboration
will engage in a period of inertia in its earlier stages of formation, before synergy is later achieved. This
concept of inertia was also put forward by a number of the included studiesé®113119.158.184 3nd is defined
as when ‘the output from collaborative arrangements often appears to be negligible or the rate of
output to be extremely slow’,*® and this is also depicted in Figure 12.

This MRT theory, taken together, proposes that the mechanisms comprising ‘partnership functioning’
need to have their context configured very favourably before ‘synergy’ and, therefore, enhanced
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METHODOLOGY

TABLE 6 Characteristics of included literature (not including theoretical papers)

Phase
Partnership Methods and sample (where of use in
Country type Sector applicable) synthesis
Adedoyin et al.*4 USA Merger Social work Journaling to report personal Gleaning
programmes  experiences and retrospective and

descriptions of the merger process  refinement

Auschra®® N/A Partnerships Health care Review Gleaning
(mixed)

Allen et al.?? England Joint commis-  Health care Case study with 42 interviews and Refinement
sioning documentary analysis

Ball et al.*” Scotland Community Health and More than 30 interviews with Gleaning
health social care professionals, public and voluntary  and
partnership/ sector. Use of the partnership refinement
integrated assessment tool?'!
care

Billings and De England Contracting Health and Review Gleaning

Weger4¢ social care

Cameron et al.'4¢ England Joint working ~ Health and Review Gleaning

social care

Casey®° Mixed Partnerships Health and Review Gleaning
(mixed) social care

cQcws England STP/account-  Health and Evaluation, based on inspection Refinement
able care social care reports based on visits to 25
organisation independent-sector adult social

care providers and a 4-day visit to
the organisation

Cereste et al.*¥ UK Merger Hospitals Focus group, and questionnaire Refinement
and mental answered by 457 trusts (mostly
health/ chief executives, finance directors,
community etc.)
trusts
Community England Provider Health and Summary report from a wider Refinement
Network?!>? alliance/ social care project - case studies (methods
Integrated unknown)
care
Community England Provider Health and Summary report from a wider Refinement
Network?!>* alliance/ social care project - case studies (methods
Integrated unknown)
care
Community England Provider Health and Summary report from a wider Refinement
Network!5? alliance/ social care project - case studies (methods
Integrated unknown)
care
Community England Provider Health and Summary report from a wider Refinement
Network?!>° alliance/ social care project - case studies (methods
Integrated unknown)
care
Community England Provider Health and Summary report from a wider Refinement
Network?!>? alliance/ social care project - case studies (methods
Integrated unknown)
care
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TABLE 6 Characteristics of included literature (not including theoretical papers) (continued)

Phase
Partnership Methods and sample (where of use in
type Sector applicable) synthesis
Cortvriend?®®> England Primary care Acute care, Focus groups, with 31 participants Refinement
trust primary care  taking part across five such groups,

each containing four to eight
participants

Crump and England Provider Acute care Interviews (non-NHS, n = 11; NHS,  Refinement
Edwards'>¢ chains n=25)

Das-Thompson et England Integrated Health and Briefing Gleaning
al.»s7 care social care

Dickinson and England Partnerships Health and Review Gleaning
Glasby?” (mixed) social care

Dickinson and England Integrated Health and Five case study sites, using Refinement
Glasby?? care social care documentary analysis, interviews

and focus groups

Dickinson et al.**® England Merger Health and Case study, 23 semistructured Gleaning
social care interviews with range of people and
(from service users to CEOs) refinement
Douglas®®? England Alliances Health and Review Gleaning
social care
Dowling et al.?* England Partnerships Health and Review Gleaning
(mixed) social care
Erens et al.1¢° England Integrated Health and Case studies of 25 integrated care Refinement
care social care pioneers, involving documentary
analysis, qualitative interviews and
surveys
Evans and Kiloran'*  England Partnerships Health and Case study, a realist evalua- Gleaning
(mixed) social care tion, including semistructured

interviews with key stakeholders
(unknown quantity)

Ferrier and USA Mergers Acute care Case control study of hospital Gleaning

Valdmanis?é? mergers

Findlay et al.¢® Scotland Health boards  Health and Literature, documentary analysis, Refinement
social care non-participant observation and

semistructured interviews with 44
participants

Forbes et al.*¢* England Integrated Health and Four case studies, two in England Refinement
and care social care and two in Scotland; semistruc-
Scotland tured interviews (n = 16) were
used
Foundation Trust England Buddying Acute care Twelve trusts as case studies, Refinement
Network?6> involved in buddying; using

surveys, desk research, structured
interviews and documentary

analysis
Fowler Davis et England NHS Health and Service evaluation with embed- Refinement
al.xe¢ vanguards social care ded team; qualitative in-depth
interviews
Fulop et al.® England Merger Health and Nine trusts (cross-sectional) and Gleaning
social care four trusts (case studies), using in- and
depth interviews and documentary  refinement
analysis

continued
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METHODOLOGY

TABLE 6 Characteristics of included literature (not including theoretical papers) (continued)

Country

Partnership
type

Sector

Methods and sample (where
applicable)

Phase
of use in
synthesis

Gannon-Leary et
al.167

Gaynor et al.#

Glasby and
Dickinson¢®

Gulliver's?

Gulliver et al.7°

Hearld et al.**

Henderson et al.'”?

Hudson et al.**?

Hunter and
Perkins?*

Huxham?1*3

Idel et al.17?

Jones74

Kendall et al.*7>

Kershaw et al.'7¢

England

England
England

England

England

USA

USA

Mixed

England

Mixed

Israel

England

England

England

Partnerships
(mixed)

Mergers

Partnerships
(mixed)

Joint com-
missioning,
mental health
Joint com-

missioning,
mental health

Alliances

PCN

Partnerships
(mixed)

Partnerships
(mixed)

Partnerships
(mixed)

Merger

PCN

Community
health
partnerships

STP

Health
and social
care and
voluntary
sector

Acute care

Health and
social care

Health and

social care

Health and
social care

Health and
social care

Health and
social care

Public sector

Public health

Public sector

Acute care

Primary care

Community
health

Health and
social care

Evaluation and literature
review; narrative ‘experiential’
methodology

Case-control study

Review

Evaluation; narrative ‘experiential’
methodology

Evaluation of a mental health
service; utilising interviews with
service users and staff, postal
surveys, focus groups, observa-
tions and documentary analyses

Case study of 16 alliances;
quantitative data from surveys and
qualitative interviews

Evaluations of six primary care
clinics and community-based
organisations; qualitative methods
comprising 54 interviews and 10
focus groups, with a review of 80
documents

Review

Case study; 3-year study of public
health partnerships (2007-10)

in nine localities across England,
involving semistructured inter-
views at strategic and operational
levels

Theoretical review

Prospective study with
quantitative methods; using
a questionnaire (n = 128
participants)

Report of experiences; narrative
‘experiential’ methodology

Review

Case study of five STPs in London;
phase 1 (small scale interviews
with leaders), phase 2 (26
semistructured interviews with
leaders and stakeholders) and
groups discussions

Gleaning
and
refinement

Gleaning

Gleaning

Refinement

Refinement

Gleaning
and
refinement

Refinement

Gleaning

Gleaning

Gleaning

Gleaning
and
refinement

Refinement

Gleaning

Gleaning
and
refinement
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TABLE 6 Characteristics of included literature (not including theoretical papers) (continued)

Phase
Partnership Methods and sample (where of use in
type Sector applicable) synthesis
Lalani et al.t”” England Quality Acute care Evaluation with researcher-in-res- Refinement
improvement idence model, based on two sites
collaborative and comprising 15 semistructured
interviews
Leach et al.**? England Buddying Health and Evaluation, using quantitative Gleaning
social care performance data and a mixed- and
methods staff survey refinement
Lewis'”® Australia Primary care Primary care  Case study of two PCPs; using a Refinement
partnership network research methodology

including both surveys and
interviews with 37 people

Lim®7? UK Merger Health and Quantitative analysis of merger Gleaning
social care data from nine hospitals relatingto  and
staff job satisfaction refinement
Mandell and Mixed Partnerships Public sector  Review Gleaning
Steelman?®® (mixed)
Maniatopoulos et UK Vanguards Health and Comparative case studies, includ- Refinement
al.x8t (11 different social care ing 66 semistructured qualitative
cases) interviews across nine vanguards,
as well as documentary analysis of
included
Mervyn et al.18? England Network Health and Exploratory case study, employing Refinement
social care 12 initial semistructured inter-

views, a literature review and then
an additional 21 interviews with
another sample

Murray et al.1®® USA Accountable Health and Longitudinal case studies from Gleaning
care social care 2012 to 2017 with two account- and
organisation able care organisations, including refinement

115 semistructured interviews and
observational data based on seven

site visits
Naylor et al.*83 England Integrated Health and Five case study sites with acute Refinement
care social care hospital providers that have

moved towards integrated care,
utilising 39 in-depth interviews
and site visits

NHS Employers* England Vanguards Health and In-depth case studies on three Refinement
social care vanguards, including semistruc-
tured interviews (n = 13), focus
groups (n = 3) and documentary

evidence
NHS England Partnerships Health and Review Gleaning
Professionals!® (mixed) social care
NHS Providers'® England Integrated Health and A briefing by a policy organisation Refinement
care social care that uses interviews (unknown
number)
NHS Providers'& England Integrated Health and Case studies from three health Refinement
care social care and social care partnerships in

England, in the format of a series
of organisational reports

continued
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TABLE 6 Characteristics of included literature (not including theoretical papers) (continued)

Phase
Partnership Methods and sample (where of use in
Country type Sector applicable) synthesis
NHS Providers England Joint commis-  Health and Policy report drawing on a Refinement
and NHS Clinical sioning social care literature review and in-depth
Commissioners'®’ semistructured interviews with

clinical commissioning (n = 9),
national thought (n = 5) and
provider leaders (n = 10)

Peck et al.188 England Joint commis-  Health and Case study of a combined trust, Gleaning
sioning social care using annual semistructured and
interviews with managers, postal refinement

surveys with (n = 169 in 1999 and
n = 143 in 2000) and exploratory

workgroups
Pickup*®’ England Integrated Adult Case study in the format of an Refinement
care/joint services ‘experiential report’
commission-
ing, mental
health
Round et al.*° England Integrated Primary, Programme evaluation design, Gleaning
care acute, using documentary analysis, and
community, 31 stakeholder semistructured refinement
mental interviews, focus groups and
health and observational data
social care
Shaw! England Mergers Health and Case study of merger of two trusts, Gleaning
social care, using qualitative methods and and
integrated semistructured interviews with 42 refinement
trust people. Documentary analysis was
also used
Smith et al.®” England PCNs Primary care  Qualitative cross-comparative case  Refinement
study across four sites, using rapid
evidence assessment, a workshop
with academics and policy experts,
interviews with stakeholders,
observations, survey and docu-
mentary analysis
Southby and England Integrated Primary care  Case study design comprising Refinement
Gamsu'?? care, PCNs and volun- four cases, each with a GP and
tary and voluntary and community sector
community organisation, using 18 semis-
sectors tructured interviews with GPs,
practice managers, practice nurses
and senior managers, and a focus
group of 14 participants
Southwark and England Integrated Health and Report regarding organisational Refinement
Lambeth Integrated care social care experience of an integrated care
Carel? programme, using evaluative as
well as anecdotal evidence
Starling and England Vanguards Health and Case studies, interviewing 45 Gleaning
The Health social care middle-to-senior clinical and and
Foundation?* non-clinical leaders and evaluators  refinement
across eight vanguard sites
Steininger et al.1?® Austria Hospital Acute care Qualitative case study of the Refinement
merger merge of IT systems, involving

interviews with 40 stakeholders

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



DOI: 10.3310/KPLT1423 Health and Social Care Delivery Research 2023 Vol. 11 No. 6

TABLE 6 Characteristics of included literature (not including theoretical papers) (continued)

Phase

Partnership Methods and sample (where of use in

type Sector applicable) synthesis
The King's Fund'?¢ England Joint commis-  Community Report as part of an evaluation. Gleaning

sioning care Observations and interviews were and

used (unclear quantities) refinement

Timmins®” England Integrated Health and Analysis of leaders’ experiences Refinement

care social care with integrated care and collabora-

tion in a report format. Based on
interviews with 16 chairs and leads

What Works UK Public Public sector  Review Gleaning

Scotland®?® services

Wildridge et al.*?? UK Partnerships Public sector  Review Gleaning
(mixed)

Zuckerman et al.2® USA Alliances Health care Review Gleaning

CEOQ, chief executive officer; GP, general practitioner; N/A, not available.
Adapted from both Aunger et al.*3>2!3

This table has been adapted with permission from two sources. First, Aunger et al.**® 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 table includes minor additions and formatting changes
to the original text. Second, Aunger et al.**® 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 table includes minor additions and formatting changes to the original text.

Inertia Performance
d |
| »

Ent Collaborative Collaborative Collaborative
iy functioning behaviour effectiveness

High trust and faith

Low trust and faith

CMOlevel 1 Trust between partners Confidence in contract Faith in collaboration
Willingness to take risks

)

CMO level 2 For example, interpersonal For example, degree of For example, task complexity,
communication, formalisation perception of progress
conflicts

FIGURE 11 Simplified depiction of our MRT and the essential roles of trust, confidence and faith. This figure has been
adapted with permission from two sources. First, Aunger et al.**® 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 figure includes minor additions and formatting changes to the original text. Second, Lasker et al.**>
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performance can be achieved. However, we have reframed the concept of partnership synergy

as ‘collaborative behaviour’ to make it a more well-defined and testable concept. As partnership
functioning relies on many other contextual factors and the mechanisms that enable collaboration, these
will be explored in the following section as elements that enable synergy (or collaborative behaviour)
and, therefore, partnership effectiveness and accomplishment of its aims.

Gleaning initial context-mechanism-outcome configurations

Our gleaning phase identified that several mechanisms are essential to how collaborations function.
The mechanisms included trust, risk tolerance, faith, confidence, conflict, power, interpersonal
communication, leadership, cultural integration, perception of progress and perception of task
complexity. Our MRT incorporated the trust-building loop by Vangen and Huxham?* and its focus
on risk-taking as a driver of collaborative, rather than competitive, attitudes and behaviours. Within
the trust-building loop, trust acts as an enabler for organisations to enhance their risk tolerance.
Furthermore, we identified a role for ‘faith’,**® where, both individually and collectively, actors have
belief that the collaborative endeavour (i.e. the intervention) is a virtuous and beneficial undertaking,
thereby worthy of working on. Faith is, therefore, likely to drive actors to dedicate time and effort to
engaging in collaborative behaviour, but will change over time in response to other mechanisms and
contextual factors.

Therefore, we posited that trust and faith serve as dual drivers for actors to begin behaving
collaboratively. In addition, trust and faith also serve as mechanisms in realist terms. In our theory, at the
gleaning phase, building trust and faith were key processes that constitute the ‘collaborative functioning’
stage of collaborations. Achievement of a high level of trust and faith across the organisation

allows for a synergistic state in which partners achieve maximal collaborative behaviour. Our prior

work also indicated that in more integrative types of collaboration (e.g. a merger) or collaborations

that are mandated, trust may be progressively replaced by ‘confidence’ in contractual mechanisms

as a means for driving collaborative behaviour.**® This is because much of the risk of engaging in
collaborative behaviour is enshrined in contractual obligation rather than the building of trusting, robust
interpersonal relationships.

Our theory identified that, at least initially, collaboration requires daily efforts to maintain interpersonal
ties and build relationships for ‘collaborative functioning’ to occur. Mechanisms found to be key to
collaborative functioning identified in the review were trust and faith, with conflict, interpersonal
communication, leadership and cultural integration being within different CMOCs (see Figure 11).1% As
is evident in this applied example, these CMOCs operate through one another, forming chains that are
situated in temporal stages as the collaboration develops over time (see Figure 12). Our theory posited
that once trust and faith reach a certain threshold, then a novel state is entered, termed ‘collaborative
synergy’, in which the benefits of collaboration can be attained. Since our refined version of the theory,
this has been reframed as ‘collaborative behaviour’ to make ‘synergy’ a more tangible concept.**® Driven
by the integration of skills, knowledge and resources of partners, performance benefits may include
innovations brought about by sharing of expertise, cost savings from better bargaining power and
reduced duplication of effort across health systems.

For this section of the chapter, we adopt our theory from the gleaning phase as the MRT for
understanding in this refinement phase. A full description of the CMOCs identified in this literature can
be viewed in Box 1. These CMOCs were taken as a foundation for the refinement phase of the realist
synthesis and the refined theory will be explored in more detail in the following section. Further details
of the theory gleaning stage can be found in Aunger et al.**8
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BOX 1 Initial CMOCs identified in the theory gleaning phase of this synthesis.

Partnership performance
Synergy and collaborative inertia

High partnership functioning characterised by high trust and faith (context) will enable collaborative behaviour to occur
(mechanism), leading to greater task achievement (outcome).

Low partnership functioning characterised by low trust and faith (context) will lead to collaborative inertia (mechanism) and
reduced task achievement (outcome).

High confidence and faith (context) will lead to collaborative behaviour (mechanism), which will lead to greater task
achievement (outcome).

Perception of progress and performance

A high degree of intraorganisational conflict (context) will lead to a lessened perception of progress (mechanism), causing
reduced faith (outcome).

Having unambitious aims for the collaboration (context) will lead to a lessened perception of progress (mechanism), causing
reduced faith (outcome).

Having absent key actors (context) will lead to a lessened perception of progress (mechanism), causing reduced faith (outcome).

Having workforce instability (context) will lead to a lessened perception of progress (mechanism), causing reduced faith
(outcome).

Greater organisational flexibility (context) will lead to an enhanced perception of progress (mechanism), causing increased faith
(outcome).

Continuous evaluation (context) will lead to an enhanced perception of progress (mechanism), causing increased faith
(outcome).

Having clarity of roles (context) will lead to an enhanced perception of progress (mechanism), causing increased faith (outcome).

Partnership functioning
Conflict

Having appropriate accountability arrangements (context) can reduce conflict (mechanism), improving trust (outcome).
Having greater cultural compatibility (context) can reduce conflict (mechanism), improving trust (outcome).

Having a vision shared between partners (context) can reduce conflict (mechanism), improving trust (outcome).

A slow pace of development (context) can increase conflict (mechanism), reducing trust (outcome).

Failing to achieve a collaborative task (context) can increase conflict (mechanism), reducing trust (outcome).

Stopping a collaboration inappropriately (context) can increase conflict (mechanism), reducing trust (outcome).
Trust

A destructive conflict resolution strategy (context) can reduce trust (mechanism) leading to reduced perception of progress and
faith (outcome)

A constructive conflict resolution strategy (context) can improve trust (mechanism), leading to improved perception of progress
and faith (outcome).

Having existing successful collaborations (context) can improve initial trust (mechanism), causing improved aims and objectives
and greater collaborative behaviour (outcomes).

Having appropriate legal agreements in place that do not take away the perception of altruism (context) can improve trust
(mechanism), leading to greater collaborative behaviour (outcome).

Overambition in the aims of the collaboration (context) can reduce perception of progress (mechanism), leading to reduced
trust and faith (outcome).

Significant conflict (context) can reduce trust (mechanism), reducing collaborative behaviour (outcome).

(Continued)
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BOX 1 Initial CMOCs identified in the theory gleaning phase of this synthesis. (Continued)

Confidence

Greater formalisation in a mandated or more integrative collaboration type (context) can increase confidence (mechanism),
leading to greater collaborative behaviour (outcome).

Power

Larger-size discrepancies of involved organisations (context) can lead to domination by a single partner and a significant power
imbalance (mechanism), thereby reducing trust (outcome).

Unequal resource distribution in the collaboration (context) can lead to domination by a single partner and a significant power
imbalance (mechanism), thereby reducing trust (outcome).

Mandated collaboration where one organisation is usually told to collaborate with a ‘better-performing’ one (context) can lead
to domination by a single partner and a significant power imbalance (mechanism), thereby reducing trust (outcome).

Faith

Involvement of stakeholders in planning the collaboration (context) can improve the perceived authenticity of the collaboration
(mechanism), thereby improving faith (outcome).

An inauthentic partnership in which no one respects or believes that it can achieve its stated aims (context) leads to reduced
faith in the partnership (mechanism), which can lead to reduced collaborative behaviour (outcome).

When perception of progress stalls (context) then the faith can be significantly reduced (mechanism), leading to partnership
dissolution (outcome).

Interpersonal communication/coordination

Incompatible organisational cultures (context) combined with a high level of communication (mechanism) can lead to conflict
(outcome).

Greater geographical proximity of partners (context) can lead to increased interpersonal communication (mechanism), which
can increase or decrease trust, depending on whether or not conflict is occurring (outcome).

Leadership (context)

A collaborative leadership style (context) can improve trust (mechanism), which increases collaborative behaviour (outcome).

Mandated collaboration with low initial trust (context) enables leaders to push out those with a conflicting vision (mechanism),
which can improve how shared the vision for the collaboration is (outcome).

A voluntary collaboration (context) combined with a combative leadership approach (mechanism) can lead to an imbalance in
power (outcome).

Cultural integration

Having an inclusive leadership style (context) can lead to better cultural integration (mechanism) and, therefore, greater trust
(outcome).

Perception of task complexity

Having interoperable IT systems (context) can lead to a reduction in perceived task complexity (mechanism), which enhances
faith (outcome).

A larger organisation size (context) leads to a greater perceived task complexity (mechanism), thereby reducing faith and
increasing initial trust requirements (outcomes).

Having simpler aims for the collaboration (context) leads to a reduced perception of task complexity (mechanism), which can
lower initial faith requirements (outcome).

A favourable regulatory environment for collaboration (context) can lower perception of complexity (mechanism) and thereby
improve initial faith (outcome).
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Theory refinement

Refining the context-mechanism-outcome configurations of collaborative functioning

This refinement of our realist synthesis gave greater insight into how CMOC:s are situated in the
timeline of development of collaborations, which is how we have structured this section of the chapter.
In addition, refinement of our realist synthesis has given further insight into atemporal mechanisms

(i.e. mechanisms that can activate at any time) and how these affect the process of collaborating. This
section will explain the various mechanisms of the refined theory, when they activate and in response to
which contextual factors.

Context-mechanism-outcome configuration coding and establishment of context-mechanism-
outcome configuration chains: refinement of mechanisms

Extraction of CMOCs from included studies resulted in 338 CMOCs being identified, many of which
were functionally identical and analogous to demiregularities. The majority of the CMOCs were explored
in the prior section.'® As previously mentioned, coding of CMOCs was performed according to which
mechanism a context activates. The below ‘initial mechanisms’ were used as preliminary deductive
codes; however, these were updated as CMOCs when other mechanisms were identified in the
literature (see Table 7). By the end of the process, novel CMOCs were not being identified, as they were
all analogous to demiregularities that had been already found. In terms of frequency, the CMOCs most
identified were CMOCs with trust or confidence as the mechanism, then ‘perception of progress’, faith,
interpersonal communication and information-sharing, task complexity, cultural assimilation, conflict,
and clarity and sharedness of vision. For the sake of brevity and because of the complexity of IOC, every
CMOC and their contextual factors will not be explored here; however, further details of the CMOCs
are provided in Report Supplementary Material 1, along with the full table of CMOCs identified in each
respective paper. In the refinement stage, some mechanisms from the gleaning phase were redesignated
as parts of the contextual environment, including leadership and power, which now form aspects of the
contextual environment, rather than being mechanisms in themselves.

Mechanisms specific to early stages of collaboration

Our initial CMOCs'® identified that essential to establishing ‘initial faith’ (i.e. whether or not engaging
in collaboration is feasible and worth the risk and effort) are factors such as financial constraints, the
regulatory environment and its favourability to collaboration and organisational size (which may affect
the perceived difficulty of the task). A further contextual factor identified in this refinement stage was
the reputation of the specific form of collaboration being considered. For example, some papers’®
referred to negative perceptions due to collaborations being associated with privatisation of the NHS,
and this lowered actors’ desire to engage with this form of collaboration in the first place (i.e. their
initial faith in the endeavour). Also tied into faith as a precursor mechanism is the perceived legitimacy
of collaboration, which often affects a collaboration from the outset. Impacting this mechanism is
stakeholder involvement, which can serve to increase its legitimacy in the eyes of staff, whether or not a
partnership is voluntary and whether or not staff perceive the collaboration as a threat professionally.?”3

Related to the level of initial faith is that of initial trust. Initial trust was put forward during the

theory gleaning phase of our realist synthesis as likely to come into play in the ‘connecting’ phase of
collaboration, during which organisations seek partners and establish initial relationships.?*® Contextual
elements identified as essential to determining this initial level of trust are the history of collaborating
or competing between the organisations,?”176181191 grganisational reputations* and, at a later stage,

the strength of legal agreements.'8 These factors have been found to enhance or undermine trust.

For example, legal agreements can act as an initial reassurance when relying on a partner, but can also
undermine collaborations if the legal agreements do not allow for attribution of collaborative behaviours
to altruistic intent.?24* Furthermore, this refinement stage also identified that a context of historical
health system failures can lower initial trust,'®” as evidenced by NHS Providers, which put forward

that ‘a legacy of challenges, can lead to a break-down in trust and dialogue and an entrenchment of
organisational ‘fortress mentalities’'®” As trust and risk are intricately linked, then this level of initial trust
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TABLE 7 Refined mechanisms, an explanation of these mechanisms and which outcome these
mechanisms typically produce

Most frequent
Refined mechanism and its type Explanation outcome
Effectiveness through collaboration, enabling The ‘ultimate outcomes’ that usually N/A

underlie actual improvements
to key metrics of organisational
performance

innovation, reduced duplication of effort, sharing
of best practices, increased access to resource,

reduced gaps in services and increased influence
over others (i.e. changes to resources, behaviours

and mental processes)
Changes towards collaborative behaviour from

competitive behaviour (behaviour)

Risk threshold (cognitive process)

Faith (cognitive process)

A move from competitive organisa-
tional behaviours to collaborative
ones

How much risk an organisation
is willing to take on with a
collaborator

A belief in the collaborative

Collaborative
effectiveness

Collaborative
behaviour

Collaborative

endeavour as a positive force and, behaviour
therefore, a motivation to work on
its goals
Perception of progress (cognitive process) Whether or not actors perceive Faith
advancement towards the goals of
the collaboration
Conflict (cognitive process) The perception by organisational Trust
actors that they are in opposition to
collaborators in some way
Approach to conflict resolution and account- Processes and attitudes in place Conflict
ability (cognitive processes) that lessen the severity of conflict
Trust (cognitive process) A psychological state comprising the Risk threshold
intention to accept vulnerability based
upon positive expectations of the
intentions or behaviour of another?'?
Confidence (cognitive process) A belief that a collaborator will Risk threshold
behave collaboratively because of
contractual or other obligations
Initial trust (cognitive process) Trust that manifests as a result of Trust
pre-existing contextual factors
Cultural assimilation (cognitive process) How well actors between organisa- Trust
tions are aligning in terms of
attitudes and behaviours
Interpersonal communication and information- The behaviour of communicating Trust
sharing (behaviour) and sharing information
Perception of task complexity/initial faith How complex actors perceive the Faith
(cognitive process) collaborative endeavour to be
Clarity and sharedness of vision (cognitive How well defined and to what Trust
process) extent the vision between partners
is agreed on
Perceived legitimacy of collaboration (cognitive How actors perceive the collabora- Initial faith

process)

tion in terms of its authenticity

N/A, not available.

Adapted with permission from Aunger et al.**® 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 table includes minor additions and formatting changes to the original text.
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is essential to setting the degree of risk an organisation is willing to take on with its partner, which can
affect the aims and outcomes a partnership seeks to accomplish.#41%

Middle stage of collaboration

During the ‘mid-life’ of a collaboration, a multitude of factors come into play that can help rapidly
increase the level of trust, buffering against potential conflicts that may occur. Chief among these
factors are ‘quick wins’ with a partner, which also help to increase faith.*4¢¢ These small successes serve
to rapidly bolster trust and can be increased further through factors such as seconding staff'#8? and
having open, honest, stable and empathetic leadership.'¢”1%” Alongside these quick wins are longer-term
battles, such as the need to ensure effective interpersonal communication between key organisational
actors, managing conflict190163167.18 gnd either creating a new culture or helping build bridges between
existing ones.37:145:153

With respect to ensuring appropriate communication between collaborators, a number of contextual
elements are key. Geographical proximity is one element that is difficult to mitigate, as a greater
geographical distance between collaborators increases time spent building relationships significantly
by allowing for ease of arranging meetings and enabling informal interaction.'®> Greater geographical
proximity was most often cited as improving communication, but can also be unhelpful if conflict is
already occurring.'’2%%2 |n addition, having a larger size and/or quantity of organisations involved can
make communicating more difficult because of the increased number of involved actors and moving
parts.®> Compatibility of IT systems,?”1¢° joint staff appointments®®® and having regular collaboration-
wide meetings can also work to increase trust as an outcome through the mechanism of interpersonal
communication.'21%8 When cultures are mismatched or not mutually understood, conflict can occur,
which thereby reduces trust.*®® Improving cultural assimilation by configuring the context is also
possible, which can also go on to enhance trust. A mutual cultural understanding can be fostered

by ensuring that a shared vision of the collaboration is in place*® by having a cross-organisational
‘inspirational leader’ who also engages in role-modelling behaviours!>® and by supporting staff through
the transition.?”® It mutual cultural understanding also be improved by having joint teams of staff to
work on shared goals, which can improve a sense of collegiality.?>>%54 It was evident in the literature
that certain passive elements, such as the pre-existing degree of cultural distance and whether or

not the collaboration is perceived as forced on staff, can also significantly change the difficulty of
cultural assimilation.*?”

Atemporal elements impacting collaboration

Conflicts between organisations can occur as a result of deteriorations in trust, as a result of

‘acute events’, such as failures on specific tasks, or from accumulating tensions caused by cultural
distance.'®138 Conflicts directly cause a loss of faith in the collaboration and trust between partners.'%®
Therefore, there is a reciprocal relationship between conflict and trust, and conflict and faith (see
Figure 2), and this is supported by excerpts such as ‘Conflict, for example due to competition between
partners, increases the difficulty in predicting the partner’s behaviour and increases the uncertainty in
the decision to trust’** Reductions in faith can also lead to intraorganisational conflict.**® We also found
that conflict can be modulated when it occurs by the approach to conflict resolution. Conflict resolution
is now a mechanism in itself in this refined theory, which can dampen the impact of conflict on trust

or faith.18®

This refinement stage further identifies that use of external, impartial deal brokers and committees can
lessen the impact of conflict on trust by moving the locus of that trust to the third party rather than the
partner,'¢’” along with having robust governance structures that are not imbalanced in either direction in
terms of power.'8® Likewise, conflict itself can be mitigated by leaders bringing a constructive approach
to conflicts, by proactively attempting to reduce power imbalances and by avoiding or managing any
senses of takeovers in the case of mergers or other more integrative collaboration types.* Although
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conflict interacts with both trust and faith, so too does the degree to which the collaborative vision

is shared and its clarity. The clarity of vision is more keenly interlinked with faith, which is supported

by quotes such as ‘most sources concur that a clear vision and/or mission statement should include
attainable goals and that lack of clarity about vision can be a serious barrier to engagement’.*¢” Here,
engagement can be considered similar to our concept of faith. However, the sharedness of the vision
works through the mechanism of trust, as sharedness relates directly to the interorganisational
perception of each organisation. The clarity and sharedness of vision are affected by patient and public
engagement, which helps keep the focus on improving care quality (rather than secondary objectives),
having inclusive decision-making processes and stable leadership. In many cases, significant leadership
turnover meant starting over with trust-building exercises due to large changes in vision occurring.1>17?

As a final look into the role of faith, a key mechanism that links into faith as an outcome is ‘the
perception of progress’. The perception of progress is interwoven with faith, but is not entirely

the same concept (as one can have faith without much perception of progress). The perception of
progress is essential for ensuring that momentum is maintained and that there is no stall into what is
termed ‘collaborative inertia’, a situation in which there is insufficient faith to maximise work on the
collaboration.'*® Having an increased perception of progress increases faith and a lesser perception of
forward momentum reduces it, and this is supported by quotes from health-care leaders, such as:

So it is harder and less dynamic at the start, until you get a drumbeat going. Then it becomes easier
because the peer group start doing it for you.*?”

Affecting this perception of progress are contextual factors, such as appropriate degrees of ambition

(as overambition can lead to disappointment),*?>1?3 implementation of ‘quick wins, having effective
planning (which ensures that staff are working on the most appropriate projects at the right time'*¢) and,
importantly, having effective evaluation and dissemination processes (which ensure that staff are aware
of the progress being made?>1%3).

These various review findings suggest a web of contextual elements, operating through many
mechanisms to produce many outcomes and forming causal chains (see Figure 13). Some of these
elements can be altered to be more beneficial to implementers (e.g. keeping ambitions realistic) and
some cannot (e.g. geographical proximity). Although these elements discussed are those that underlie
the functioning of the partnership, the review also identifies mechanisms that underlie material
improvements to organisational performance.

Refining context-mechanism-outcome configurations driving partnership

performance

As trust and faith are maximised, work on managing conflicts, building collaborative structures and
establishing relationships decreases. As a result, time and effort are freed up to create the conditions
for collaborative ‘synergy’, which in our refined theory refers to a willingness to engage in collaborative,
rather than competitive, behaviour (see Figure 3). Once risk tolerance and faith are maximised, then
partners can strike out to work on risky innovations together, share best practices, pool resources, bid
for contracts together, increase influence in the local health economy, reduce duplication of effort and
better focus on inequalities in the health system, and these may be the mechanisms through which
‘ultimate outcomes’ of collaboration (i.e. performance improvements) are realised, occurring because of
an accumulation of skill, knowledge and resources being brought to bear against problems encountered
by the partnership. However, these benefits seldom come to fruition because of the sheer amount of
work and goodwill that is required to rise above the quagmire of the daily functioning of the partnership,
explaining why many collaborations are not successful. Studies capture contexts where ‘too much was
being expected too soon . .. as they were still working out how to function operationally before they
could accomplish goals such as decreasing workload and improving care’¥”
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SYNERGY - collaborative behaviour 7. High trust enables
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FIGURE 13 Example of how contextual elements and mechanisms may operate over time to drive a voluntary-type
partnership into collaborative synergy. The lines represent how levels of trust and faith may change independently over
time in response to the various numbered events. Adapted with permission from Aunger et al.® 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 figure includes minor additions and formatting changes to the
original text.

Achievement of this synergistic state is extremely difficult, as many collaborative endeavours are

‘set up for failure’ because of initial contextual conditions being configured in such an unfavourable
manner that it becomes insurmountably difficult to build the relationships required.?** These difficult
contextual conditions can include a regulatory environment that still revolves around competition
rather than collaboration,'®3 mandated partnerships and integrated care initiatives that do not allow for
building of relationships, brought into place in conditions of pre-existing histories of competition and
‘bad blood'*®” and a lack of financial support or consideration provided for collaborative endeavours
to be implemented properly.'”¢ As outlined by our theory, these common contextual factors serve to
undermine initial trust in partners and initial faith in the process and increase task complexity to a
degree that makes them very difficult to overcome. One quote from an included study of buddying
arrangements in the UK reflected this clearly:

Interviewees repeatedly said how difficult it would have been if their buddying arrangement had
been imposed, and indeed those arrangements seen to be imposed by regulatory bodies appear to
be have been the least successful.1¢>

This information provides implications for cross-sector initiatives, such as ICS or accountable

care organisations taking place in the UK, as it demonstrates that context can be configured very
unfavourably in these mandated arrangements, making it difficult to build trust and faith. In addition

to many of these arrangements being mandated, cross-sector working brings additional challenges

by requiring working between workforces of differing professional backgrounds. These professional
differences manifest in a greater degree of cultural divide (a barrier that was referenced by many of the
included case studies*+'%), Likewise, in cross-sector arrangements, the number of partners and size of
the involved organisations is likely to be greater, which further increases the difficulty of communicating
effectively and clearly, and results in much higher task complexity. These are all concerns that require
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great tact to mitigate. Collaborative performance will be explored further in a later chapter by drawing
on our empirical findings.

Refinements by collaboration type and collaborative functioning

Our initial rough realist theory suggested that partnerships can be characterised along a spectrum of
integration, from full integration (i.e. mergers) to more informal endeavours involving fewer people

(i.e. buddying, clinical networks).! Such differences between collaborative types (e.g. buddying vs.
alliances) are also reflected in our findings as changes to contextual elements (i.e. whether or not they
are mandated), and these changes can affect the task complexity, perceived legitimacy, faith and initial
trust. Our review identifies how it is possible to trace how these changes affect implementation. For
example, a voluntary buddying arrangement is likely to be relatively simple to implement, as it is unlikely
to be perceived as threatening by staff, does not involve many organisations and, although perhaps not
supported by formal legal agreements, is likely to involve partner self-selection. This arrangement is
likely to start with a high degree of initial trust between partners and initial faith in the process. On the
other hand, ICSs, which are now mandated to come into force in 2021, involve a significant number of
large organisations coming together in a cross-sector manner, including local councils, primary and social
care, and acute care,*® and this drastically increases task complexity by being cross-sector and having
many involved organisations. Additional challenges include that it is likely such a move may be perceived
as a threat by staff, reducing faith by reducing its legitimacy in their eyes. An ICS is also likely to increase
difficulty of effective communication by having both great breadth and depth of organisations involved,
making trust building more difficult, and there may be reduced initial trust from outset by being set in a
local context of pre-existing competitive attitudes. In addition to that, being given a rapid timeline while
having to overcome prior differences and conflicts poses an additional challenge, which requires a strict
patient-centred focus shared across the system to overcome.

Our programme theory suggests that formalisation through contracts may be one means of enabling
collaborative behaviour in such a situation where initial trust is likely to be low or complexity very
high. The following section explores further how trust and its relationship to risk threshold may be
replaced by confidence as a primary driver for collaborative behaviour in mandated or integrative
collaboration types.

Trust versus confidence in integrative and mandated partnership types

In the gleaning phase of our realist synthesis, we identified a common CMOC that suggested that the
formalisation of an arrangement through contracting facilitated trust relationships by having potential
to act as a buffer where trust may otherwise be lacking.'3® Inversely, trust may also be undermined

if too much collaborative behaviour is mandated through contract, as organisations assume that the
partner will act collaboratively as a result of contractual obligation. We also found evidence that, with
either mandated or otherwise more integrative types of partnerships (e.g. mergers), trust may not be the
primary determinant of collaborative behaviour, as that role would instead shift to confidence.3®

Our updated review sought to further understand the relationship between confidence, formalisation,
risk tolerance and trust. Although it was difficult to identify relevant information, our included literature
identifies an inherent mistrust taking place in organisations involved in mandated partnerships, with
perceptions of ‘taken over’, atmospheres of ‘them and us’ and domination of powerful partners resulting
in a lack of trust and partnership strength.** Next to this lack of trust in mandated collaborations,
formalisation was seen by sources as a means for risk management. Use of controls and contracts ‘to
minimise uncertainties of behaviour by partners’ had value in instances where trust was low.* Another
source put forward the notion that formalisation through contract is ‘primarily about managing risk,
trying to situate the risk with the organisation/s most able to mitigate it, and giving them the power

to do s0''®” Therefore, we have added the concept of confidence, built through formalisation, to our
programme theory diagram as a determinant of risk tolerance (see Figure 12). Greater confidence
(context) will thereby increase risk tolerance (mechanism) for engaging in collaborative behaviour
(outcome) (see Figures 12 and 14).
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However, while some sources were espousing formalisation as a means for improving trust,
it was evident that other sources were warning that overformalisation could undermine the
trust-building process:

[The] contribution [of contracts] is less in subsequent phases once trust grows, not least because early
contracts cannot anticipate every eventuality.**

This sentiment is echoed by the following quote from Dickinson and Glasby:??

... although a lot of the joint commissioning processes described to us were formalised and structural,
people often recognised that joint working is essentially relational (based on informal conversations
and interactions).?

These findings indicate that voluntary collaborations should be careful not to overly rely on structural
means of obligating collaborative behaviour where they should be focused on building relationships.
Memoranda of understanding, although generally non-binding, increase trust between collaborators
and thereby reduce perception of the risk taken on when engaging in collaborative behaviour.}’® We
hypothesise that these non-binding contracts, such as memoranda of understanding, may be most
appropriate as a tool to increase risk tolerance for less integrative or voluntary arrangements, where
there is a risk of misattribution to obligation rather than genuine collaboration with the use of binding
contracts, as Casey puts forward ‘there is a need for a balance between power-sharing and control,
between processes and results, between continuity and change and between interpersonal trust and
formalized procedures’.®

A novel means of depicting context-mechanism-outcome configuration chains:

‘causal webs’

Our review findings suggest that CMOCs formed chains of generative causality as a result of the
outcome of one CMOC becoming the context for another. For example, a larger organisational size
(context) leads to greater task complexity (mechanism), which affects people’s faith in the process
(outcome).’® However, further down the chain, faith is a context in which collaborative behaviour
(mechanism) occurs, leading to improved synergy (outcome) and, therefore, the ‘chains of causality’
emerged naturally from the linkages between CMOCs. As there is no common diagrammatical

standard for how to depict CMOC chains in realist syntheses, we found that it was appropriate to
depict our findings in the ‘causal web’ shown in Figure 14. In Figure 14, it should be simple to follow the
aforementioned example of CMOC chain in the figure from organisational size (context 1) through to
collaborative behaviour (outcome 2). This mode of representation draws similarities with the concept of
a ‘context map’ put forward by Renger et al.?*> for use with realistic evaluations; however, our approach
expands a context map by including both mechanism and outcome in the web with their own means of
representation. Yet, it is important to note that the diagram does not depict how specific contexts alter
the mechanisms, only which mechanisms are attached to which contextual factors, and which outcomes
are attached to which mechanisms.?*> For specific dynamics, Figure 12, updated from our version in the
theory gleaning phase based on the present refinements, depicts the key mechanisms and dynamics
underlying the how of the workings of the CMOCs we identified.

Conclusion

Although many existing theories have delved into what underlies the process of IOCs in health care,
this chapter builds on our knowledge of not only what but also how and why these elements work,

and this was achieved by gleaning and refining CMOCs based on 86 papers to produce a refined realist
theory. The theory has surfaced the inter-related roles of trust and risk tolerance, faith, task complexity,
interpersonal communication, cultural integration and perception of progress, and how these elements
drive collaborative behaviour. Likewise, the theory demonstrates that, in mandated or highly integrative
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collaborations, the locus may be shifted from trust towards contractual obligation and a sense of
confidence that the partner will act collaboratively. The theory also builds on similar existing findings

in the literature from other authors by linking contexts, mechanisms and outcomes together into a

long causal chain, as this allows an understanding of how initial environmental and interorganisational
conditions set levels of trust, faith and task complexity, and how these mechanisms can be managed
later in the process of collaborating. These chains of CMOCs were situated within a ‘web of causality,
which allowed us to depict how distant contextual items and their mechanisms work to affect more
long-term outcomes, including collaborative behaviour. This version of our programme theory will be
tested further in the following chapter, which is based on findings from the empirical side of the project.
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Chapter 5 How do stakeholders understand
the ‘functioning’ of interorganisational
collaboration?

he purpose of this chapter is to present the findings from interviews undertaken with a range of

policy, practitioner and patient representative perspectives regarding how they understand and
experience the mechanisms of collaborative functioning. The chapter organises these findings around
the mechanisms central in the realist review (i.e. trust, faith, risk tolerance and confidence). Other
supporting mechanisms are also captured along with the contexts influencing these interactions.

Building and sustaining trust in collaboration

Interviews provided a range of insights into how building trust was deemed essential to maintaining
and building collaborative efforts. To nurture trusting relationships, leaders described the need

for experience, with a demonstrable track record of involvement in collaboration and delivery

in improvement. Authenticity was also connected to leaders’ understanding and visibility within
local systems:

I think clinical leaders don’t move around as much as career managers, so | think that also means it is
personal and because | know, you know, | know all of the GPs [general practitioners] . . . I've come across
an awful lot of people and when you can just pick up the phone to people it’s a different conversation than
if you've got to carefully craft a three page email isn’t it?

14; leader; ICS 2

If you have been around for as long as | have, you can draw on that work because the work | was doing in
world-class commissioning 15 years ago was about how do you reduce health and equality as a managed
care variation and use your resources to deliver the best outcomes that you can? . .. And, then | could
point to the vanguards following the publication of the NHS plan, which was about the same sort of stuff.
So, by harnessing all of that work, what | did straightaway was deposit this as a continuation of existing
work, and what we really were about was by working together, how do we add value to that landscape?
And, really setting out some firm principles which are the founding stones of what we do every day, really.

13

Recognition that collaborative leadership differed from ‘traditional NHS leadership learned behaviour’
was depicted as an approach that transcended boundaries, with a focus on people and place.
Interviewees described the approaches used to build trust, with empathetic leadership characterised by
enabling people to be supported to enter into a collaborative mindset. Alliance 2, for example, reflected
on the challenges associated with the configuration of vascular services from three sites to two. A
lengthy process of engaging with clinicians ‘to give it up’ without being forced to was depicted. Other
examples also featured within interview accounts:

I think it’s to do with the strength of relationships, but also the skill of the facilitation and the use of
the data and the evidence, and the involvement of all of the clinicians, who ultimately see the value
for patients in adopting that approach. And that’s what came out. So | think if you take those sorts

of approaches, you usually do get to the right outcome. The ones where you don’t do that, and I've
experienced this before, is the ones where you've got just a very strong kind of political agenda running
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with one or two high profile leaders that just want your railroad stuff through, and it’s bad news when
you're in those situations.

17; chief executive officer; alliance 2

The importance of leadership in setting the tone and culture translated into demonstrating authenticity,
visibility, empathy and openness:

| did become much more visible, spending time, with the rest of the executive team, visiting wards and
departments, working alongside people, not just visiting and say hello, but actually acting in the role,
whether that was as a porter or a nursing assistant or working in pathology, or whatever it might have
been, and understanding, in a very small way, you know, what it was like to look through their lens.

12; former chief executive officer; alliance 1

Project management and boundary-spanning governance arrangements provided an important role
in ensuring collaborations made progress and promoted consensus through understanding different
organisational viewpoints, and this facilitated trusting relationships:

... alot of what | do is understanding what each of the different organisations are thinking and what the
people in it are thinking or what their concerns and worries are, and trying to sort of unpick those and
find that consensus, find that area where everybody can agree and sort of . . . A lot of it is a bit of shuttle
diplomacy in a way; you sort of go between people persuading these people to move this way and them
to move a bit that way so you get them all into a place where they're close enough together that they can
work together.

19; director; alliance 2

Interpersonal communication

The ability to listen attentively and engage people in identifying areas for improvement was connected
to building trust. In setting up alliance 2, interviewees described responding to cynicism to the proposed
collaboration through getting a better understanding and appreciation of different perspectives. The
power of informal interactions to build relationships was deemed a key mechanism for improving

trust relationships:

[It] came from not waking up one morning and saying, ‘We've got to have an association and all get
together’; it came from just going out for dinner and getting to know each other better, because there’s a
group of colleagues that actually, | wanted to get to know, and they were really important to us.

17; chief executive officer; alliance 2

Creating conditions where people felt open to talk about their experiences was important for creating
an environment to facilitate trust-building:

Alongside that are the issues about openness and transparency, where | think you can’t just say
something; people have to see it and feel it, and they have to know that you're interested in the good, the
bad, the indifferent, and that you will report it, that you're creating a culture whereby you want people to
talk about the things that they struggle with as well as the things that they do exceptionally well.

12; former chief executive officer; alliance 1
The challenge of communicating across larger-scale groups required greater attention being paid to

governance. Focused programmes of work were required within such contexts to bring people together
to share common issues and develop common approaches:
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... we're running about 9 or 10 programmes of work across different parts of hospital and hospital
services. We bring together all the different functional directors groups, so the finance directors meet, the
medical directors, the nurses, the estates people; so, they all meet to sort of . . . they sort of share common
issues and try and come up with common approaches to things.

19; director; alliance 2

Cultural integration

A range of interview responses stressed the importance of cultural integration in building trust and

faith in collaboration. Developing cultures of improvement was seen as essential, particularly in the
translation of learning from higher-performing organisations to more challenging contexts. Underlying

a culture of improvement was recognition of ‘toxic’ cultures exemplified by bullying and imposing
management. Organisations finding themselves in positions of ‘learned helplessness’ unable to reflect on
progress and generate improvements also featured, along with silo thinking of organisations fixing their
‘own problems’ rather than proactively seeking help from partners:

| do think that there is a kind of mindset issue about institutions . . . [that] becomes a barrier to
collaboration because actually people like to think they can fix their own problems, can’t they? Or seeking
help for whatever reason is not done proactively.

20; director; alliance 1

Cultures of ‘telling and doing to’ needed to be replaced with empowering, listening and enabling
cultures. To do so, an honest and reflexive approach to problem-solving and progression was called for,
where successful cultures of improvement were those able to reflect and understand achievements but
also be open about difficulties:

So I think that, you know, that there is the risk that you can come at it in a sort of nicey, nicey way, and
pretending everything’s okay, when actually you don't either don’t believe or don't trust or don’t agree
with what someone else is saying. And | think having a safe environment where you've got relationships to
a stage where you can challenge and be upfront about that, you know, and speak truth about it. But then
move on, and, you know, and carry on doing the work together.

26; head of workforce; alliance 1

Challenges were met when trying to work across different professional backgrounds and ways of
working. Cultural divides were encountered with those working in hospitals, across systems, and those
in primary care. Difficulties were encountered with the associated power dynamics of organisations
leading innovative models being associated with the ‘the big players’ at the expense of innovations being
done in smaller scale providers:

It’s kind of, ‘size matters’, isn't it? We get to this thing of actually, ‘How big is my organisation?’ So, it
becomes inquisitory doesn’t it? Sometimes it perhaps gets in the way of collaboration so, ‘How do we
view success?’ . .. we set up these kinds of quasi-groups that are a bit self-serving in some ways that are
about themselves and their own importance. And, yeabh, if you go to some smaller organisations and think,
‘Actually I'm doing some really brilliant stuff in my population’. . . it’s kind of punching above its weight,
really punching above its weight, and | think that’s amazing. So, it has nothing to do with size. It won’t
ever sit in the [local] group. It certainly will never feature as a big integrated care system.

20; director; alliance 1

Challenges of generating a cultural of collaboration was raised in relation to ICSs. To support such
efforts, having an awareness of local issues and ‘the geography of place’ was needed with regard to
interacting with local area issues. Regulators also had a potential role in supporting cultural integration,
Copyright © 2023 Millar et al. This work was produced by Millar et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social
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with the ability of CQC to work across boundaries and feedback to organisations and the public about
what worked well and what needed to be different was mentioned in this regard:

... how decisions get made as the ICS becomes a statutory body. All of that will have to change how we
work. And it might need all providers to rethink what it is they’re doing and how they’re doing it, to make
sure that ultimately, we're doing the right thing for patients across [locale].

26; head of workforce; alliance 1

The limits of trust and risk tolerance
Building trust was synonymous with the risk tolerance required to support collaborative behaviour:

... let’s take the risk, let’s work on it together, and let’s share the risk . . . It's about sharing it, and not
letting it come down to the money, because if you put money into everything, it either goes really political,
or you just don’t get anywhere.

24; director of care quality; range

An NHS context historically poor at exchanging information was raised as a barrier to such dynamics,
with a lack of openness about failure and limited risk-taking being raised. Reluctance to share people
and expertise across boundaries was also connected to a workforce institutionally focused in ‘wearing
the organisation’s badge’. Such risk intolerance meant that the NHS often turned to management
consultants to fill the information gaps:

We bring in management consultants who try and deliver something, they’re not really bought into it,
they don’t have any prior experience in the NHS normally, it’s a weird thing to do. If they do have other
experience in the NHS they then use that jack up the prices, which is absolutely preposterous, and we
never have that round conversation.

29; leader; hospital group 4

Risk tolerance was also connected to the importance of organisational sovereignty and striking a balance
that ensured workforce had some security and autonomy preserved:

... the way things are run within [the group], we attempt to give autonomy to each of the care
organisations that constitute our group. Yeah, that has a standard oversight framework if matters are not
being delivered to the appropriate standard or where there may be some concern about performance or
trajectories . . . Yet generally the preference being each of the places to an autonomy yet working to the
principles of big group.

23; medical director; alliance 1

Well-documented challenges of integrating professional groups with different risk appetites featured within
the interviews. The context of COVID-19 was cited as ‘instrumental’ in galvanising clinical engagement

in collaboration, but there was work to be done to engage clinicians outside ‘the COVID-19 agenda’. The
context of COVID-19 was also attributed with creating conditions of diminished trust where there was

less ability to have face-to-face connections and build genuine relationships. Working virtually across
boundaries was fragmenting communication, although others did raise the equalising qualities:

... since the COVID-19 interruption, no, | think there is less ability to have that connection with people
and that authenticity of what the reason you’re making the changes are.

21; director of clinical service; merger
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Risk tolerance was connected to patient interactions and local service provision. Although those leading
IOCs expressed receiving patient support for proposed changes in recognition that increased travel
times would be accepted for higher-quality care, concerns about meeting the needs of communities
within designated systems was also raised.

Building and sustaining faith in collaboration

Leaders of collaborations provided a range of insights into their approaches for instilling faith in
collaboration. To work through any complexities and challenges required a delicate balancing act to
ensure that the collaboration was feasible and realistic. Overpromising and overambition had the
potential to reduce faith. Therefore, strategies to enhance faith needed to be focused on deliverables
to maintain engagement and momentum. To generate focus and priorities, strategies included the
use of diagnostics to assess whether or not to progress with an idea. In addition, due diligence

work was carried out by consultancies to look at the benefits of collaboration in terms of reducing
unwarranted variation, increasing quality and increasing efficiency to identify particular projects to bring
services closer together. The following quote outlines the importance of building and keeping faith in
the collaboration:

... you've got to pick some bits within [the collaboration] that you can actually deliver on because that’s
the sort of thing which is too big, too contentious, is going to take you too long, and you're going to be 5 or
6 years into this not really feeling like it’s actually delivered anything and that’s when people are going to
go, ‘Why are we . . .? We've not seen any outcome from this so what are we doing?..

19; director; alliance 2

Consistency of approach in leadership improved faith where stability, consistency of message, priorities
and approach were attributed with success. For example, to break down the complexity of ICSs,
hospital group 3 described the need to carry out a “True North' exercise, focusing on breakthrough
objectives and corporate projects that could be shared across organisations. Increasing faith was also
characterised by the leadership behaviours of visibility, communication of benefits, and listening and
reacting appropriately:

[It’s] leadership that listens because very often what you see is the kind of knight in shining armour
vision of leadership which is one organisation is swooping in to help the other and everything’s going to
be fantastic afterwards, well, if that person who's coming in doesn't listen to what’s good in the other
organisation as well as what needs to be put right . . . that’s not going to work because people will
resent it.

07; professional body

To build faith, leaders described how developing collaborative endeavours required going ‘where the
energy is’ to establish momentum. Focused efforts with engaged stakeholders had the potential to
reduce anxieties about task complexity as well as build trust:

Myron’s Maxims? . . . you start where the energy is and build out from that, that you have to do real work
to make these things happen, talking about theoretical things doesn’t really work, you have to actually
identify some real things because real change happens in real work.

19

Involving appropriate stakeholders within the collaborative process was supported. For example, if the
goal of the collaboration was population health, then the governance and messaging needed to reflect
this by involving councils, public health, police, fire services, the third sector and the NHS. Embedding

such approaches needed to engage a mixture of provider and commissioner leaders to facilitate efforts
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in extolling the benefits of system working. The role of an ICS was cited as a case in point, with leaders
needing to frame the ICS agenda landscape as being part of the organisational fabric as opposed to ‘an
administrative construct or bureaucratic burden’:

| do think we have to continue to push those boundaries about, ‘What is it in our hospital institutions?’

- because that’s really what we're talking about . . . | think that the more that we can really think about
what can we shift out of the hospital institutions and place as care in our localities that for me is where we
need to put our efforts and attention. And | include in that some of the big diagnostic pieces . . . Shift it out
and put it as an interface between the hospital institutions and primary care.

20; director; alliance 1

The perils of maintaining faith in collaboration were raised where the energy needed for collaboration
and the requirement of leaders to ‘go the extra mile’ created conditions of fatigue and burnout:

... We have tried to protect the organisation from the transaction as best we can, and just keep running
great services for our populations, while we've dealt with burning the midnight oil on trying to get the
business case and the transaction going as fast as possible.

10; executive nurse; alliance 1

Wider questions about the rhetoric and reality of system working also needed to be addressed. Well-
publicised examples of system-wide collaboration approaches that had not achieved the demonstrable
impact it aspired to at the outset were mentioned:

| already arrive at the table with a degree of cynicism, 30 years, ‘God, I've been here before, and, ‘We’ll
play this game; we can play this game, it’s easy, we know the rules’. So, | don’t think people have a lot of
faith actually at a big system level that it can work. I'm trying to think of at a really big STP level what .
.. So, there are examples, aren’t there? We shifted the dial in X on some things around some population
health metrics, which was kind of the core purpose of the 5-year plan. Actually did we do as much as we
should’ve done and we could’ve done? | think that’s a different question. And actually did that happen
because we collaborated at a system level or was it because actually everybody in their local bit was just
doing a bit and when you add it all up it looks good? | don’t know.

20; director; alliance 1

Capacity constraints

Faith in the collaboration was connected to the capacity available to support collaboration. Maintaining
motivation and commitment for collaboration required the navigation of resource constraints and
limited finances that could potentially weaken the resilience and energy to change. Chronic issues in
parts of the country required structural responses rather than partnerships to generate improvement in
recognition of the problems facing some of the worst-performing organisations:

... they will improve by just being given special treatment rather than partnering with another
organisation because nothing’s going to overcome that, they actually just need more injection of cash to
help them because it's more expensive to run their services. And | think that policy, central policy is slightly
allergic to making special cases even though special cases need to be made.

11; policy executive
Similar points were raised about workforce shortages where the skill mix required for vertical integration

and specialist care interdependences was not currently available. Organisational development
teams, identified as crucial in collaboration efforts, were described as ‘bursting at the seams’ with
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demand in supporting existing change processes. The functions, such as analytical capability and
project management capability, needed to maintain and improve services had been ‘stripped out’. The
‘partnership bandwidth’ for organisations to sustain multiple types of partnerships on different fronts
simultaneously was brought into question:

| remember talking to someone from [trust], actually, so that | think they’re, you know, seen as an ICS,
that has made particularly good progress. But they spent 18 months building relationships and didn’t do
anything other than spend time together, talking about the challenges their organisations face, getting to
know each other. And they spent 18 months doing that before they even tried to change anything about
how they were running as an ICS. And that investment in time in building relationships, building trust, is
hugely important. | think the challenge the NHS has got at the moment is it hasn’t got that luxury. So, you
know, they’re going to have to do it, like as a mid-air refuel.

26; head of workforce; alliance 1

Within current capacity constraints, the development of ICS relationships was raised both as a challenge
but also as an opportunity to have system-wide discussions about priority-setting and sustainability:

... through COVID, | think what we found is, a lot of providers have realised that it’s just not worth the
risk of trying to pretend that you can deliver certain services, if you can’t. And actually saying, ‘Look, it’s
fine. You do, you know, you deliver that because you'’ve got the skills and ability to mobilise it now, we
haven’t. Whether they would have done that otherwise, when contracts are at stake . . . | don’t know”

02; director; hospital group 1

Limits to faith and capacity were encapsulated in hospital group 4’s experience of the vanguard
initiative. Hospital group 4 developed three clinical programmes across an alliance as ‘fully funded,
focused and structured’. Yet, following the completion of the vanguard, hospital group 4’s funding,
energy and passion to go develop and co-fund initiatives was lost, as the clarity and impetus needed for
sustainability was removed:

We kind of had a lot of momentum coming out but | think we didn’t recognise the difficulty that would
happen when we no longer had that. And it’s not just the money, it’s also the focus that comes with it, it’s
the political cover. When you don’t have that suddenly people are a lot more cautious, also they’re a lot
less focused on it and they think about other things.

29; leader; hospital group 4

Task complexity

Our interviews identified how instilling faith in collaboration was connected to the perception of task
complexity. The scale of the collaboration was raised, where increasing the number of organisations
involved increased participants’ perception of task complexity. Challenges were singled out in relation
to vertical integration of functions along a care continuum, where collaborations involving the
relinquishment of specialist services were susceptible to being a ‘battleground for money or kudos':

I sometimes wonder if some of the kind of vertical integration and cross sector integration has been a bit
more challenged because the challenges aren’t always the same or the incentives aren’t always the same
and the finance works differently, the contracts are different and I think, you know, where trusts can kind
of come together in a slightly more streamlined kind of way sometimes so reflecting on that workforce
piece | think there’s quite a range of different initiatives that we covered but a lot of them are trust

to trust.

6b; provider association
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Horizontal collaboration was facilitated when collaborations were located within coterminous
boundaries (16). Such contexts proved problematic for alliance 1, where challenges were raised in
connection with working across multiple local government and political constituency boundaries:

... the politics locally have been incredibly difficult, incredibly difficult, because the local politicians
were adamant that X was to go into X, and not X. And that’s why it's become so complex, that we're
disaggregating, we're not just acquiring an organisation, we're disaggregating it whilst acquiring it.

10; exec nurse; alliance 1

Integrated care system success was attributed to their maturity in terms of how far such contexts had
progressed with vertical integration. Where alliance 1 cited continuing conflicts working within the ICS
landscape where those with ‘the greatest powerbase’ continued to prevail (10), power dynamics were
also connected to the formation of ICSs where the depleted resources of primary care, local government
and social care meant that a greater need for acute sector experience was required:

So a lot of the capability to make the change happen to make the ICS successful, | think, sits in the acutes
because they're very good at mobilising things. Very good at making savings in efficiencies and have those
hierarchies in infrastructure in that they can almost just ignore some elements, because it will happen by
default, and should be putting energy into other things.

02; director; hospital group 1

Getting the ‘right geographical footprint’ to meet the population size featured as an enduring issue
across the interviews. Collaborations considered over a larger footprint were both supported in
gaining a more strategic focus in relation to population health; however, these collaboration were also
limited in the ability to build faith and trust in collaborative endeavours. The nature of local population
characteristics would also influence efforts, where having a smaller population or a more affluent and
well-educated sociodemographic could lower task complexity in terms of issues the collaboration
needed to tackle. Conversely, having a larger geographical distance between providers had the
potential to increase complexity and make it harder to build trust because of difficulties in forming
personal relationships.

Legitimacy

Connections between faith and the legitimacy of collaboration were made by a number of interviewees.
The perceived legitimacy of a collaboration was connected to different types of partnership working.
The drive for a ‘system-wide’ agenda underpinned by ICSs was supported in recognition that
collaboration required a more strategic focus to improve population health and sustainable services. The
ICS agenda provided a vehicle for achieving such endeavours:

... we've had quite a bit of feedback around the kind of helpful role that an ICS could play in facilitating or
convening partners rather than kind of seeking to be a unit of delivery.

6; provider association
Although still emerging across health economies, concerns were also raised about the legitimacy of the
ICS agenda in draining energy and momentum out of other collaborative activities. The mandating of ICS

structures had the potential to stifle existing efforts:

... you spend so much time developing something and then halfway through ICSs come in and you’re kind
of cut off at the knees.

29; leader; hospital group 4
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... it’s almost like the bit about working in a system that we need to do but we don’t want to squash
those that have gone first . . . we just want to help them along that way and get them to sort of get to
local agreement.

09; policy transformation lead

Other risks were raised in relation to ICSs ‘recreating a SHA [Strategic Health Authority] provider
structure’ in resorting to a centralised, hierarchical approach rather than acting as a ‘servant of the
organisations in the system’. Provider collaboratives were raised in a similar vein as having potential as
a facilitator for instilling collaboration, but potentially problematic in being defined by organisational
structure rather than relationships:

As soon as you create an organisation which has responsibilities and accountabilities and holds
budgets and people work for that particular organisation behaviours and things . . . there’s a risk that
behaviours and things change understandably because of those responsibilities and accountabilities
and things, and we’ve got to try and find a way of taking the good bits - that will bring some benefits
that new organisation for us - but not losing the sense of being a real partnership and not recreating a
sort of SHA [Strategic Health Authority] provider structure.

19; director; alliance 2

Group models were deemed attractive for the running and delivery of secondary care based on their
ability to provide a mix of options to accommodate different needs and interests. For example, alliance
2 described how such an approach was preferable based on its ability to retain identity and sovereignty
as an organisation, as opposed to being ‘thrown into merger’. Group models had the advantage of being
able to demonstrate benefits without having to spend ‘2 years on a disruptive merger process’ (17).
Alliance and group ways of working were, therefore, conducive to building faith and trust, as, often,
organisational sovereignty for money, buildings and infrastructure or workforce would be retained:

Group models seem like an attractive model for the running and delivery of secondary care certainly
services and | think that’s partly because it does have a reasonable mix but it’s reasonably loosely defined
by me . .. so it probably means different things to different people but it also allows within it because of
the sort of hierarchy it actually is making some of those decisions.

04; provider policy leader; range

Buddying, also referred to as a ‘management support agreement’ or ‘mutual aid’, was associated with

a recognition that lighter-touch, time-limited collaborations to improve poor-performing organisations
had benefits in sharing expertise and learning. However, in contrast with the mandated nature of special
measures buddying arrangements, care was needed in having an appropriate cultural and organisational
fit to create the conditions for collaboration. Financial support for the mentor within the buddy
arrangements was also connected to facilitating collaboration:

So and | think it ended up being actually a relatively successful arrangement in terms of impact at [trust].
And | think from [trust’s] perspective it was pretty successful in terms of delivering a significant amount
of cash into their organisation . . . but it was always viewed as a kind of time limited kind of fairly focused
collaboration of doing some things which | think it did.

03; director of improvement; hospital group 2

Mergers were deemed a legitimate option in contexts that required building economies of scale and
reducing the number of providers and consolidation as far as possible. Yet, such forms of mergers
required being treated with caution in taking ‘people’s eye off the main ball’, as valuable time and
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energy was lost to merger processes rather than focus on the improvement of workforce, structures
and governance. To overcome issues, pre-merger activities were encouraged, with integration efforts
focusing on clinical pathways and back office consolidation to start delivering benefits early.

Stakeholder involvement was identified as serving to increase legitimacy. Leaders often found it helpful
to have service users involved to keep the focus of the collaboration on outcomes. Local system reviews
led by CQC in 2017 were highlighted as an attempt to look at local systems ‘through the lens of a

local citizen’ to encourage better joint working (7, 5). The reputation of specific forms of collaboration
also influenced the willingness to engage in forms of collaboration. Fears were expressed by public
representatives that greater collaboration would lead to privatisation, which undermined the legitimacy
of collaboration. The label of privatisation was also present elsewhere, with leaders being driven to
collaborate in ways that could manage public anxieties about privatisation:

... the public really feared privatisation I've got to say, and they really just wanted integrated services. The
alliance with providers, our local providers, and their preferred option would be an alliance approach as
well as a step towards.

16; senior commissioning manager; merger 1

Demonstrating progress

Our interviews provided a number of insights into how the perception of progress was important for
ensuring that momentum was maintained. Evidence that progress was being made increased faith by
serving as a motivator to continue with the collaboration. Getting feedback and ‘positive reinforcement’
was deemed important to ensure buy-in. To do so, focusing on practical ‘quick wins’ to expose
organisations to the goal of the collaboration and ensure staff remain engaged was suggested:

| think part of the problems sometimes mergers in particular suffer from it’s almost they’re sort of too
big and theoretical to achieve anything, whereas, get a couple of teams working together on a specific
problem, like, ‘how do you redesign this service?’ and suddenly everyone sees the point of collaboration
and what it really means. So | guess focusing on the practical and sort of some quick wins, probably the
same sorts of things that are important for projects more generally.

04; provider policy leader

That said, the promotion of quick wins was also susceptible to problems when tangible progress did not
materialise in the longer term, which reduced faith and momentum:

| think that people are getting fatigued and wanting to see more outputs for it and if they don’t see

that, if people don't see things getting any different then it just becomes a talking shop and people start
drifting away and | think that’s what we saw in some of the earlier integrated care models that people just
thought we've just wasted a whole load of money like the Integrated Care Fund . .. 150 initiatives that all
sound great but didn’t deliver very much and then it’s, well, should we put so much money into it next year
or not because we can do a lot of the stuff ourselves.

02; director; hospital group 1
A perception of peer pressure was also connected to driving progress where organisations or teams
want to avoid the perception of ‘falling behind’ or looking bad in front of others. The use of assessment
and accreditation systems was cited as an example of being open and transparent in showing good, bad

or indifferent progress was being made:

... S0 we took the [assessment and accreditation system] over and showed it to them and said, ‘We really
want to deploy this, but we want to deploy it in a way that you're with us on it’. . . so we brought them
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all together and we showed them the outcomes . . . so they recognised for themselves the fact that they'd
normalised such poor standards, and that if they continued to do that, patients would suffer, and their
reputation would suffer. And so they very quickly got on board with the improvement journey.

10; executive nurse; alliance 1

Clarity of vision

Clarity of vision served to increase faith by reducing the possibility for miscommunication. Being able
to articulate and construct a leadership narrative about the aims, goals and solutions that collaboration
would achieve and the problems it would solve was connected to increased workforce engagement.
Communicating a narrative of how the collaboration will be beneficial to staff through better alignment
and ‘bringing parts together’ could also mitigate the potential exposure of collaboration being met with
feelings of loss or being imposed on:

So it’s almost from a point of view of a member of staff is kind of what’s in it for me? Well, what’s in it for
me as a member of staff, you know, what’s worked out? We've been able to make things better for patients
but actually we’ve been able to grow our staff as well. And | think as a set of organisations in the NHS

I think we're for telling that story. And if we force ourselves to tell that story I think it would force us to
change the reality of that in a more meaningful way as well . . .

03; director of improvement; hospital group 2

To generate a clear sense of purpose, key actors used a methodology embedded within organisations

to work through problems. As with the nurturing of interpersonal communication, leaders describe
customising quality improvement approaches. Inspired by Virginia Mason, hospital group 3 described ‘a
eureka moment’ in translating the Virginia Mason approach into a local improvement programme to lead,
manage and set objectives to support staff:

... they’re all versions, you know, of basic improvement methodology, if you stripe them back, you will see
that they share common components to them . . . | think the most important thing is that you select the
one that feels right for you, and you stick to that methodology and it becomes the discipline, it becomes
the rhythm, you know, the beating heart of the organisation, and that people get familiar with it, they get
trained in it, you know, it is the only method that they then use, and it’s applied in all sorts of situations,
and then just becomes the way of doing things.

12; chief executive officer; alliance 1

Being ‘deliberate and visible’ about opportunities for partnership working was also connected to the
need for inclusion of stakeholders. Involving patients and the public to help shape pathways and ‘cut
out things not adding value’ was encouraged. To facilitate inclusion, having a communications strategy
highlighting key issues and celebrating success was important. Dedicated programme leads also played a
role in communicating the progress being through face-to-face relationships and meetings:

Having a communications strategy aligning with that vision to be delivered and supported by those
leaders that is constant, reflected upon and respond to the different ways that people want to and need to
hear those messages and that responds to their different concerns not to spoon feed because, you know;
we're all adults and we should be kind of empowered and enabled to operate as adults but in a way that
actually relieves them of the anxiety that they might have about the situation that they are in.

07; professional body; range

Environmental influences on faith

Interviews supported our review findings that establishing ‘initial faith’ (i.e. if engaging in collaboration

is feasible or, indeed, worth the risk and effort) was primarily shaped by factors related to the regulatory
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and policy environment. Owing to the timing of the fieldwork, it also identified the role of COVID-19 in
shaping the perceived difficulty of the collaborative tasks at hand.

A shift in thinking was observed over recent years in the motivation and effort attributed to
collaboration. The recent policy agenda in England emphasising collaboration was brought into

view, where interviewees described a ‘movement’ from 2012 onwards as a reaction to the limits of
competition within the Lansley reforms as a means to driving performance improvement. Mindsets
around competition and ‘carving out a particular niche’ had increasingly changed, which had been driven
by the Five Year Forward View® agenda in incentivising people ‘to pay more interest in other parts of

the system’:

... the realisation that you can’t necessarily specify and procure for healthcare became quite obvious

so | think Simon Stevens came in he realised that and having come from a background of accountable
care organisations internationally he'd got this view, the kind of blurring the edges a little bit about who
was actually responsible for which bit of activity . . . But also thinking about quality at more macro level
and also obviously some of the most powerful parts of the system with the ability to destabilise the NHS
are the very large providers, so how do we rebalance that and bring those providers to the table with an
incentive to population health long term?

02; director; hospital group 1

The vanguard programme was cited as providing investment and energy to develop leadership ideas and
initiatives, as well as enabling opportunities to learn from organisations elsewhere. The learning from
new care models was also connected to current thinking regarding ‘systems transformation’ and the NHS
Long Term Plan’s* objectives for ICSs:

... the vanguard programme was the first way that we came together and started collaborating and |
think that was great that there was a bit of investment to do that and there was real energy for trying to
drive on with that.

21; director of clinical service; merger

The COVID-19 pandemic was significant at the time of doing fieldwork, and was identified as being
important in driving shared purpose and the spirit of collaboration. The COVID-19 pandemic had
facilitated collaboration where established ‘bureaucratic burdens’ and ‘discussions about money and
capital’ had been removed from the agenda. The COVID-19 pandemic had brokered discussions that
‘dispelled myths’ about other stakeholders and enabled people ‘to get on and do other things and think
longer term’. Patient representatives also documented the COVID-19 pandemic as driving a significant
increase in collaboration between their providers (34, focus group):

... [during COVID-19] so many people have just been in favour of the removal of bureaucracy so
removing a ton of barriers to partnership working and to relationships has just been so helpful so whether
that’s DTOC [delayed transfer of care] fines or continuing health care. | haven’t heard anybody sort of
raise any concern or any anxiety about all of those bureaucratic burdens which were lifted and seem to
have really accelerated kind of partnership working.

06; provider association
The COVID-19 experience was attributed with driving the formalisation of the ICS agenda in ‘facilitating

or convening partners’ with provider collaborative models interpreted as a way to deliver on the
priorities of ICSs:
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... with wave one COVID-19, we saw a lot of people saying, ‘We’ll work together to do something’. And
then it didn’t quite get bad enough in our area to compel that. So things went very quickly back to the way
they were. The second wave of COVID-19, things were much more extreme where we were. So we did
manage to change the models of care. And then the legislation is trying to, | think, put walls around some
of those things. They wouldn’t necessarily had been there in normal time. So there’ll be some difficulties in
trying to mainstream that.

02; director; hospital group 1

The formalisation of ICS structures created a recognition that contexts for collaboration were arguably
now ‘stronger than ever. However, the conversion of motivation and interest towards collaboration was
by no means straightforward, with ongoing conflict with local partners stifling momentum. The move
towards collaborative behaviour and away from competitive behaviour could be a turbulent one. Local
competition ‘to be the best’ remained a challenge, as was the importance of organisational sovereignty
and acknowledging existing boundaries. The power of professional status also featured where
encroachment on professional standing could lead to resistance towards collaborative efforts:

... actually there is still very much that people want to hold onto their professional status, their standing,
and where they’re at, and that it isn’t easy to maintain that vision of why you're doing something because
we've all got our own personal motivations for why we're in work.

21; director of clinical service; merger

The present regulatory regimes promoting competition also featured, with documented challenges
associated with working with regulators to support collaboration. Distrust of regulators built on
experiences of broken promises about financial investment. The lasting effects and experiences of trying
to collaborate within competitive environments was also raised, with the role of the Competition and
Markets Authority ‘fresh in our minds’ as a detrimental impact on collaboration:

... the reward element, | believed then, and I still do now, could be, or could have been a sufficient
element to reignite interest amongst organisations and to send the, you know, a huge signal that
improvement is what the centre of the NHS attach importance to, and those organisations who step
forward with competence and credibility would be rewarded to take on organisations that were in
difficulty. That was the proposal that | put forward, and, in the end, we weren’t supported financially in
the way that | was led to believe we were going to be . . .

12; former chief executive officer; alliance 1

Concerns were raised that as the COVID-19 pandemic recedes, the regulatory barriers that were
previously lifted would be put back in place, stifling momentum:

... so the worry | suppose post COVID-19 is some of that coming back and those barriers going up
again really.

06; NHS Providers; range

Regulatory perspectives reflected on the role inspections had in helping organisations ‘keep focused’
and to provide a benchmark for progress in the turnaround of organisational performance. However, it
remained unclear what the CQC role would be within the ICS landscape in holding organisations and
systems to account for performance. Although moving to ‘system by default’ was being encouraged by
the centre, concerns were raised about whether or not CQC had the systems and processes in place to
oversee the agenda:

Copyright © 2023 Millar et al. This work was produced by Millar 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.

61



62

HOW DO STAKEHOLDERS UNDERSTAND THE ‘FUNCTIONING’ OF INTERORGANISATIONAL COLLABORATION?

| think that’s an area where we would encourage regulators to kind of take a slightly different view of, you
know, ‘what is performance in a system and how do you measure that?’ And then, there’s a wider question
of, you know, ‘does CQC have their remit to performance manage a system, regulate a system?’ Not

really, and does NHSEI [NHS England and NHS Improvement] have a framework in place to performance
manage a system? Maybe not quite yet, so | think there’s quite a lot of work still to be done there.

06b; provider association

One of the challenges for us is to be able to get enough information of good quality data upfront to try
and make a targeted assessment. If we're looking at a risk based assessment. you need good-quality data.
At the moment the systems are not designed so that we can access that in a sort of real-time manner.

8; regional inspectorate lead
Improved collaboration between CQC and NHS England/NHS Improvement was called for:

I think COVID-19 has shown that actually lots of communities have benefitted from the systems that are
in place and the mutual aid that’s happened. The provider collaborations that have actually sprung up
from COVID-19 in particular have been legion and really interesting actually but at the moment there is a
massive mismatch and | think, | think there has been a lack of desire from NHS England mainly and NHS
Improvement and others to have a real conversation about what we want, they’ve just wanted to push
through an approach and basically without, you know, we've got real incremental policy change without
understanding the cumulative impact of all of these changes.

11; policy executive

That said, positives regarding collaboration were mentioned within the trajectories for performance
improvement. The removal of contracting mechanisms across NHS contracts could lead to more
innovative models of care, with an increased focus on social value, as could the moves to global
budgeting. Recent changes to performance risk ratings, with a move away from waiting time
performance standards to prioritising equal needs, also presented opportunities for more creative
solutions to engage the workforce across boundaries.

The presence of conflict
Conflict had the potential to reduce trust and faith by sapping the energy and momentum needed
for collaboration:

... everybody sits around a table in partnership, you don’t recognise the conflict in the room if you're not
familiar with the players in the room. But the conflict then gets played outside of the room, in corridor
conversations and email conversations, etc.

10; executive nurse; alliance 1

The formation of ICSs and its enforced changes to existing ways of working were predicted to lead to
conflict. Although early formations of ICSs were locally generated, the latest ICS incarnations moving
to greater formalisation raised concerns as a centralised approach. Conflicts in the potential for ICS
structures to be NHS hospital provider focused at the expense of other providers also featured:

I think providers are kind of getting themselves in . . . | guess, aligned, to various degrees, to kind of deliver

on these agendas, even in some of the most difficult places . . . | think in terms of the more fragmented
providers - mental health, primary care, that’s going to be a more difficult journey in terms of jockeying
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for position and influence, because the table is still not big enough for everybody. That’s where the
tensions arise.

27; private sector representative

Conflicts were raised in response to the demands placed on providers as a result of COVID-19. The role
of the private sector was described as being helpful during the initial COVID-19 response, yet different
interests and motivations between the public and private sector continued to be played out:

You have to work with the private sector in a completely different kind of financial system, and there’s no
question that it would . . . | mean, why would it come in with the NHS on that? It can help the NHS kind
of, | guess, deal with some of its backlog, but only through using our resource, what | would call NHS staff
to do those procedures.

27; private sector representative; range

Building confidence

Formalisation and the fostering of collaborative behaviour through contracts and regulatory
requirements was highlighted. Interviewees were largely sceptical of the notion of mandated
collaboration. To avoid bureaucratic burden and to also maintain assurance processes, an alliance
approach that encouraged compact ways of working with organising principles and supporting contracts
was being encouraged. Memoranda of understanding were typically used to operationalise group and
alliances as a means to support collaborative working. Memoranda of understanding set out decisions,
approved business cases and created committees in common, where required, as an option to build in
governance and give confidence that structures were in place for different eventualities:

... the way the MOU [memorandum of understanding] set it out is the decisions are still the preserve

of the trust boards but | suppose what the committee in common does is it allows us to get to the point
where you've got the chairs and chief executives all recommending the same course of action or the same
decision to the [partnership] boards, and so in practice unless we make a real hash of it the committee in
common recommends something then it tends to get agreed, so they sort of do make some decisions.

19; director; alliance 2

The formalisation and mandated nature of the current ICS agenda raised a number of implications
regarding the confidence surrounding collaboration. At one level, the ICS agenda was seen as
driving leader behaviours to ‘get real collaboration’ going. However, limits to the mandated nature of
collaboration were also raised:

... we're only really starting to see some of that changing now system regulation so the leaders probably
weren'’t strong enough to get real collaboration going until fairly recently | think and even in some cases
people are doing that because they kind of have to and not necessarily because they want to . . .

02; director; hospital group 1

Lack of clarity regarding the accountabilities associated with the ICS framework was creating ‘quite

a bit of anxiety’ regarding what the eventual landscape would look like. Although the emphasis and
energy was in place to promote collaboration and system working, the arrangements had no statutory
underpinning, which lowered confidence between partners:
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... We are asking organisations to works in systems, we've set the systems up and we've got ICSs and STPs
across the country, they have no statutory underpinning whatsoever, they have office holders who have
no formal role in law, they carry no liabilities.

11; policy executive; range

Concluding summary

Our interviews provide a range of insights into how the stakeholders understand the functioning
of IOC between NHS providers. To build and sustain trust was connected to the leadership skills
and behaviours of authenticity, empathy, visibility and generosity. A commitment to place-based
approaches also features, along with the importance of stakeholder engagement, data analysis and
project management.

Our findings show how a delicate balance is required for building faith in any IOC. The presence of
energising leadership that engages receptive groups and inspires and builds momentum is tempered

by an awareness of the stark capacity issues facing current NHS contexts. To navigate challenging
contexts, and a potentially overwhelming agenda, the findings draw attention to the importance of
priority-setting, where perceptions of progress characterised by quick wins or the use of visual data

can build faith; however, increasing task complexity is likely to reduce faith when multiple professional,
financial, local government and political constituency boundaries are affected. The findings raise
important implications for ICSs where place-based approaches to population health are supported but
increasing formalisation has the potential to reduce faith, as energy and momentum is taken out of other
collaborative activities and placed into potentially hierarchical performance management structures.
Finally, our findings also show how a delicate balance is needed in relation conflicts arising within
collaborations. In support of our review, interviews also stress the need for confidence, particularly
measures that encourage compact ways of working and memoranda of understanding raising important
implications about the mandated requirements of ICS arrangements.
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Chapter 6 How do interorganisational
collaborations drive performance
improvements?

he purpose of this chapter is to generate new insights into the nature of collaborative performance.

Few contributions, to date, have delved deeply into how the benefits of collaboration are realised.
To do so, the chapter analyses stakeholder interview and focus group data to better understand
collaborative performance mechanisms as they occur, and their outcomes. A theory gleaning approach
is employed where the collaborative performance framework put forward by Dickinson and Sullivan“® is
combined with a realist methodology. The chapter concludes by arguing that, through the analysis and
application of collaborative performance, a series of interlinked, testable mechanisms can be identified,
with the potential for further refinement by future research.

Background

The literature on collaboration and networks highlights notable ambiguities and uncertainties

about what collaborative arrangements achieve. Guarneros-Meza et al.,>® for example, note how
interpretations of what constitutes a desirable public service outcome, and the dimensions that make up
its performance, is likely to be shaped by pragmatic, political and social factors that can differ between
contexts and among actors. The performance of collaboration can involve contextual, functional and
behavioural variables, including:

e afocus on management styles and their relationship with outputs and process outcomes

e afocus on how structure and context encompass resource opportunities and constraints
[i.e. the external environment (climate and turbulence) and previous legacies of hierarchical
governmental arrangements]

e the role of cultural efficacy within the external environment and context, defined as the overarching
discourses and rituals.

Given the multifactorial nature of any collaborative endeavour, Salignac et al.¢® note that caution is,
therefore, needed in making claims about performance improvement. The development standards and
goals ‘may not reflect what the collaborative ultimately intends to or actually does achieve’>* A more
realistic view of collaboration is required that better depicts ‘the interactive adaptation of perceptions
and performance goals’ over time.>!

This chapter argues that through adopting a realist understanding of collaborative performance we

may help to address some of these challenges. A realist understanding of mechanisms helps us to break
down the various elements that generate improved performance. By mechanisms, we mean changes to
people’s attitudes and behaviours, and/or changes to availability or allocation of resources introduced by
collaboration, that can drive benefits to more long-term outcomes, such as improvements in care quality,
safety, productivity and experience.'3!

Up to now, our approach has been to incorporate partnership synergy theory as a high-level MRT to
help us understand how collaborative behaviour (or ‘synergy’) links in to the ‘black box’ of collaborative
performance. To further understand and generate a greater depth of understanding in relation to
collaborative performance, the chapter will draw on a framework by Dickinson and Sullivan*® to act as
a MRT to better understand the dimensions of collaborative performance mechanisms. Dickinson and
Sullivan*® argue that much of how we understand collaborative performance in health and social care
has been couched in ‘techno-bureaucratic’ understandings of collaboration, where a focus on efficiency
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and effectiveness arising from collaboration has been at the expense of analysing the performative and
sociocultural dimensions that guide collaborative efforts.

Dickinson and Sullivan*® adapt McKenzie's?*¢ dimensions of performance into the domains of
organisational efficiency, technological effectiveness and cultural efficacy (see Table 8), which are
defined in the following ways:

e Cultural efficacy refers to ‘an expression of staged or ritualized representations or enactments of
particular social and cultural traditions’.

e Technological effectiveness relates to how ‘technological advancements can enhance the
performance of everyday objects’.

e Organisational efficiency focuses on common understandings of organisational performance,
‘achieving more for less by employing tools of performance improvement’.

The following sections will present how the domains of cultural efficacy, technological effectiveness and
organisational efficiency were reflected in the accounts of the stakeholders involved in our research.
Although Dickinson and Sullivan“® outline several areas within their framework (see Table 9), our
particular interest here is in those characteristics that could most suitably align with mechanisms that
are realist in nature. In our reframing, cultural efficacy becomes ‘an understanding of how actors’ cultural
efficacy (i.e. behaviours, attitudes, symbols, practices, identity and emotions) may change in a manner
that could feasibly drive improvements in safety and quality of care further down the causal chain.
Cultural efficacy also refers to changes in ‘values, ideas, and practices that may become challenged

by collaboration’, as well as signposting that ‘how [actors] feel about collaboration in general, or
collaboration with different institutions, has implications for what we do in practice and how we might
go about this’.

Our understanding of organisational efficiency draws particularly on the question ‘If collaboration

does improve services and outcomes, which features of these collaborations produce these impacts?.
For technological effectiveness, we add to the concept by Dickinson and Sullivan*® by drawing on the
definition of technology by the Oxford Dictionary as ‘the application of scientific knowledge for practical
purposes’. This expands the notion of technology from machines and IT to include aspects, such as the
sharing of knowledge, experience, evidence or expertise, that were previously unbeknownst from one
organisation to another, and this relates directly to knowledge mobilisation across boundaries attained
from research and development efforts.?7218

TABLE 8 Domains of collaborative performance

Technological

Organisational efficiency effectiveness Cultural efficacy

What different forms of collaboration exist What types of technol- What discourses of collaboration are
and how do their features differ from one ogy are being used? present and what performative work
another? To what degree do do discourses do?

Does collaboration lead to improved services? technologies manage to How is the performance of collabora-
What measures demonstrate this? execute their prescribed tion designed/structured?

If collaboration does improve services and tasks? How do actors perform a collaborative
outcomes, which features of these collabora- What negotiations and self?

tions produce these impacts? compromises are made What are the affective dimensions of
Is collaboration cost-effective compared with between possible tech- discourses and performances?

other forms of arrangements? nology performances? What kinds of metaphors and symbols

are present?

Reproduced from Dickinson and Sullivan.*®
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TABLE 9 Description of mechanisms identified within each category of collaborative performance

in IOCs in health care

Domain of
collaborative
performance

Cultural
efficacy

Technological
effectiveness

Organisational
efficiency

Mechanism identified

Improved communication

Enhanced awareness in local system

Learning and implementing improve-

ment strategies

Improved organisational culture

Improving reputation in local system

Sharing of clinical techniques

Ability to implement cross-organisa-
tional clinical pathways

Ability to access novel clinical
technologies and expertise
Improved economies of scale
Improved resource access

Improved influence in local health
economy

Improved coordination

Reduced duplication of effort

Improved resource distribution

Consolidation of services to most
clinically appropriate provider

Improved coverage of patients

Loss of geographical proximity

Performance improvement identified

Greater communication occurring between organisations in
local health system

As a consequence of increased communication, actors have
greater awareness of issues and what areas require work in
the local system

To what extent an improvement strategy is being implemented
as a core component of the intervention (to collaborate)

A move from a less-productive set of attitudes and behaviours
to a more-productive set

An improved organisational reputation in the health system
allows for access to novel resource and feeds into influence in
the health system

Sharing of knowledge that can improve care quality or
attitudes and behaviours, which can improve culture

Ability to work better with other organisations allows for
improvements to clinical pathways for patients

Ability to access greater resource, which can enable innovation

Enablement of greater purchasing power and attainment of
better pricing and recruitment to the workforce

Ability to access greater resource

Ability to affect the local and wider health economy, and
increase patient volume and a more skilled workforce

Building on an enhanced awareness of the local system,
improved coordination enables collaborators to work together
on various endeavours

Greater awareness of system and coordination allows
duplicated efforts to be prevented

Greater coordination allows for resources within a health
system to be reallocated towards areas of greater need

Allows those in the collaboration to stop delivering certain
services and for those services to be delivered where they are
delivered at highest quality

Collaboration enables coordination to identify and serve previ-
ously missed patients

An unintended mechanism of collaboration and consolidation,
whereby patient access to services can be reduced because of
geographical distance

Analysing intermediate performance mechanisms and outcomes
Cultural efficacy

The mechanisms identified within the collaborative performance domain of cultural efficacy included
improved communication, improved coordination, the translation of improvement strategies, the
improvement of organisational reputation and the ability to work across sectors.
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Enhanced communication channels within local systems were identified in focus group discussions.
Patient representatives captured how improved communication had the ability to improve patient flow
and enable sharing of knowledge between organisations:

On one occasion my X-ray results were not available at [provider] because the communication between
where | had the scan done and the main hospital didn’t exist. So, it is about communication and that’s the
nub | think of partnerships.

31, focus group

Those leading collaborations described how improved communication enabled the translation

and diffusion of improvement approaches between collaborative partners. Some key benefits of
collaboration were based on ability to create the conditions to learn from other organisations and
professions about how to improve services. Collaboration created conditions ‘to get to know each
other and work together’, with the sharing of results and learning from each other creating conditions
conducive to ‘quality improvement for everyone’:

... collaboration as opposed to like shaming everybody into improving . . . has been about if you all sit
down and look at what you're doing with patients of certain conditions on a regular basis you'll level up,
because you'll start to learn from each other.

02; director; hospital group 1

Collaborating across boundaries made it possible to leverage new connections to drive greater delivery
of services. For example, collaboration in response to COVID-19 was attributed with facilitating the
vaccine rollout within localities:

... we have been hugely successful in getting to the marginalised communities. It's been because of

the relationships that we've had with those social value organisations, you know, CVS as the umbrella
organisation, we've been able to vaccinate people who, you know, who many other localities have found it
really, really difficult.

22; chief executive officer; alliance 1

The knowledge translation underpinning approaches to the turnaround of challenged organisations
was also raised. Interviews reflected on the ability of collaboration to support the translation of
best practice:

... [if it was possible] to codify what the good organisations were able to achieve, then it ought to be
possible to move that into an organisation that was struggling and show them the sort of ingredients that
could be mixed to make things better.

12; chief executive officer; alliance 1
Established methods and learning from academia were connected to having a wide range of benefits
in relation to better care and financial sustainability, and improvements in staff well-being, morale
and engagement. Leaders described the improvement strategy that they were sharing through their

collaboration as rooted in organisational development:

So, we use in our trust the Athena team journey approach of Professor Michael West . . . one of the things
that he’s promoted was these Athena team journeys . . . which is basically understanding the basics of
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what are people’s roles, what'’s the vision of the team, how do you work together, how do you debate
together, and how do you continue changing, and establishing a team within a team.

21; director of clinical service; merger 2

Other leaders turned to different sources for their improvement strategy. Therefore, private sector
consultancies also featured in shaping the leadership approaches being undertaken to achieve
organisational turnaround:

And it was about a £2.5M investment with [consultancy firm] and that launched what we call our patient
first improvement programme and that’s been our absolute . . . our navigation tool since then and it’ has
changed the way that we lead, manage, set our objectives.

18; chief executive officer; hospital group 3

A faith in quality improvement methodologies was highlighted as a case in point, where established tools
and techniques could demonstrate and communicate improvements being made to different audiences,
exemplifying how a change in cultural efficacy could take place through collaboration:

... wetook...the breakthrough series model for improvement out into that organisation, and it is
thriving, . . . And what we were saying was, ‘Tell us how you'd like to do this’, and then showing them the
outcomes from that. So PDSAs [Plan-Do-Study-Act], tests of change, it’s just their language now, it’s just
the way they do things.

10; executive nurse; alliance 1

Alongside the communication and translation of methods and information, interviewees connected
collaborative performance with the competitive advantages for organisations involved. There were both
reputational and financial advances for engaging with collaboration:

... two organisations . . . You know, they recognised that there was something in it for them as it were. So
[provider] were, ‘Well, if we pull this off it's good reputationally and we get a load of cash . ..

03; director of improvement; hospital group 2

Collaboration brought competitive advantages, with measures of esteem associated with the visibility
and recognition gained from the wider health system, and this was particularly the case for mergers,
where the increase organisational size could enhance the organisation’s status as measured by
league tables:

... because I think we do have a particular view about, ‘What’s the size of your organisation? Are you in
the top 10 or the top 15? Where are you ranking in this?’ We rank everything, don’t we? There’s a league
table for everything.

20; director; merger 2

Increases in organisational size enabled improved reputations and the potential to increase influence
over the local health economy, and this was particularly reflected by interviewees from larger types
of collaboration:

So, in the NHS we've got groups and they are big and a bit like us, and now we've developed an
association of groups because actually, ‘we’re big and important and we want to influence..

20; director; merger 2
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This mechanism of improved reputation had the potential to drive workforce improvements by attracting
better staff. The reputation attached to being a poor-performing organisation was also considered as
important in driving the need to collaborate within contexts of organisational turnaround:

... So they [the partner] recognised for themselves the fact that they'd normalised such poor standards,
and that if they continued to do that, patients would suffer, and their reputation would suffer. And so they
very quickly got on board with the improvement journey.

10; executive nurse; alliance 1

Demonstrable improvements in CQC ratings had a reputational impact on those leading collaboration in
providing reassurances regarding their approach to performance improvement:

So you know, it’s . . . it just feels good to me that . . . by the time | left the organisation, for whatever you
might judge the CQC for, it was able to report that services were now ‘Good’ across X. And you know, for
me that was just a reassurance that we had done the right thing.

12; chief executive officer; alliance 1

Collaborative performance also had symbolic qualities in delivering assurances that health and
social care systems were working as intended. Seeking out IOCs provided a means of avoiding
other forms of enforced collaboration that could undermine continuation of services from the
organisation’s perspective:

... the consultation document says it’s going to be loads better for patients and staff that may or may not
have been true or it may not be delivered. But, actually, the real outcome was to improve confidence in
the child protection system in this struggling trust. And to carry on as a champion for children by making
sure we don’t get merged in the specialist trust.

01; non-executive director; range

Organisational efficiency

Organisational efficiency was captured in a range of accounts recounting cost savings and resource
constraints driving collaborative behaviour. Stabilising financial performance enabled cost savings and
workforce changes, and were deemed to improve outcomes by concentrating services in different
places. Achieving economies of scale across a geographical area, as well as standardisation occurring
across boundaries to a specification and scale, with respect to human resources, clinical pathways and
corporate functions, also featured as performance improvements.

Collaboration brought opportunities to improve workforce coordination and configuration of services
through reducing duplication of effort and reallocating resources more appropriately:

... [it's] much easier where we have a shared critical care service that gives opportunities for colleagues to
work in different places and gives us the opportunity to use our assets differently.

23; chief executive officer; alliance 2
... collaborating together makes it more possible for your patients to access that service at the
specification it needs to be delivered even if it's not necessarily in your unit, you know, down the road or
whatever. And then that will open up obviously access to more specialised or better facilities for patients

but also kind of help to sustain the quality at a higher level.

02; director; hospital group 1
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The ability to move staff around more easily when collaborating was also noted as enabling access to
additional workforce capacity. Examples of ‘redirecting resources’ enabled by greater coordination were
widely noted by those leadings IOCs:

... when we were trying to seek solutions to some of the thorny issues, so, workforce being one, we took

a paper to boards across [local area] and said, ‘We can seed some medical leadership from [trust 1] for
example into the emergency department at [trust 2] but we need others to work with us on actually where
we can across the system get workforce support’, because the gap was too big for one organisation to
suddenly dip in its back pocket and, hey presto, fill some of those gaps.

20; director; merger 2

The reduction in duplication of effort was extended to reduced costs, as centralisation and process
redesign efforts were connected to demonstrable savings. Achieving economies of scale across a
geographical area, as well as standardisation occurring across boundaries with respect to human
resources, clinical pathways and corporate functions, all featured in driving collaborative performance:

We have one recruitment team. We have one medical staffing team . . . when the two trusts came
together, a number of those functions were centralised, which does give you some economies of scale. So
from a cost point of view, it has some benefits.

26; head of workforce; alliance 2

... the procurement work stream saves the trusts | presume £1M and £2M a year based on the joint
procurements that they do that reduce the costs of things, which broadly pays for the cost of running
[the collaboration].

19; director; hospital group 4

Wider perspectives regarding improved economies of scale were noted in relation to talent management
of the workforce:

... we believe that the NHS in particular in this country is suffering from fragmentation that leads to a
reduction in the opportunity to grab economies of scale. So, whether that’s the traditional economies of
scale, you know, that would be procurement, but just as importantly, it’s really about talent, it’s clinical
talent as well as technical talent, and being able to grab as much of that as possible.

22; chief executive officer; alliance 2

This ability for organisations in a collaboration to pool resources also enabled spending on projects that
were not previously possible when operating alone, as a director of an alliance stated:

... we've brought in about £35M of capital funding through collaborative proposals for radiology systems,
single laboratory information management system in pathology which will underpin all the pathology
services working together.

19; director; alliance 2

The pooled resources that enabled purchasing of more expensive equipment or contracts had the ability
to further enhance care quality. Collaborating enabled services to be contracted out to partners who
were able to deliver those services better. Likewise, interviewees reported that working cross-sector in
their collaboration enabled resources to be redirected to enable improved service coverage for patients:
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And that is the partnering if you like, because we have got the third sector which allows us to reach people
who find it difficult to engage with services. And that means we might actually make things better.

13; chief executive officer; ICS 1

However, although collaboration enabled expanding outwards, collaboration also allowed for
consolidating services to a smaller number of providers where patients could be more easily referred
within the collaboration. Service consolidation was connected with improved sustainability of
service delivery:

... it's a big town, had a district general hospital that at one stage provided the full range of treatments
as you'd expect from something in the 1970s, 1980s. Yet now has been repurposed specifically around
acute medicine.

23; medical director; alliance 2

However, in contrast, the interviews with patients also identified that consolidation of services had, in
some cases, led to them having to travel further, which could have potential to reduce access for some.
A patient representative recounted their experience as follows:

... instead of sending people to [hospital 1] to have their scan and then having them transferred to
[hospital 2], it was better to actually take them straight to [hospital 2] which is another 15-minute drive in
an ambulance.

Patient
Those involved in implementing collaborations also reflected such experiences:

Over time, it could mean that patients potentially have to go further for their treatment, rather than
getting it locally. And, you know, sometimes regardless of how well their local hospital is rated, people
want to go to their local hospital.

26; head of workforce; alliance 2

However, it was also apparent that caution was needed when considering the potential of organisational
efficiency to simultaneously improve care and save money. Some scenarios were recalled of integration
increasing costs as community services ran alongside acute services, and this may be the case when
collaborative functioning is not optimised and also for particularly complex collaborations:

Most projects have struggled to do both, to improve care and to save money . . . the classic example was
[trust] that seemed to be doing quite a good job early on at keeping people - more people in the community
and then reducing admissions to hospital. But we never got to the stage of actually closing the beds that
were we were previously admitting people to. We just filled them with somebody else . . . So, the people that
were paying for care were paying for all this community service over here and they were still paying for the
previous acute beds that are now just filled with other people.

01; non-executive director; range
Technological effectiveness

Technological effectiveness featured in interview accounts where the learning had been accumulated
across organisations about how to re-design care pathways:

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



DOI: 10.3310/KPLT1423 Health and Social Care Delivery Research 2023 Vol. 11 No. 6

... we frequently will have visits from other hospitals and we will share where we are with our stroke
service and share anything . . . why reinvent stuff that someone has already done?

21; director of clinical service; merger 2

Connections with organisational efficiencies were also made, with technological effectiveness also
connected to reduced duplication of effort:

... the big programmes like the radiology, which was obviously very, very successful in terms of having
joint reporting and having some joint policies, joint guidance, to us doing some joint clinical leadership
training. And that’s all been really, again, that’s successful that we could do that.

35; director of improvement; hospital group 4

Within these arrangements, the enhanced communication fostered by collaboration allowed for

the delivery of more integrated cross-organisational clinical pathways by enhancing data-sharing.
Implementation of such pathways was found to give patients a more seamless experience when moving
between providers both within and between sectors:

... So can we try and take out some of that cost and improve patient experience by joining some of that
up? And that doesn’t necessarily mean a sort of integrated provider but it certainly does mean that all
those different parts need to be working much more closely and effectively together.

04; provider policy leader; range

Technological effectiveness also encompassed enhancing access to technology, with the sharing of
clinical innovations that organisations previously could not use:

... you know, if you look at [provider 1] and [provider 2] for example, you know, they’ve got robotic
surgery in [provider 1] that [provider 2] patients can access more easily now.

15; chief of patient rep. body; range
The overall expansion of research and development was also enabled by enhanced access to resources:

... since we've become a group, research has exploded because we now have a footprint of 1.2 million
patients and the electronic patient record in [locale] moving forward with a pace and purpose to get that
in our North West sector care organisations.

23; medical director; alliance 1

Enhanced research and development could, in the longer term, further improve the kind of clinical
quality that could be delivered in the providers involved in the collaboration.

Depicting the relationships between collaborative performance mechanisms

Figure 15 depicts how, within each of the collaborative performance domains, a range of mechanisms
can be identified with associated performance improvements. Figure 15 shows that cultural efficacy can
encompass mechanisms that underlie improvements to efficiency. For example, an enhanced awareness
of the local system brought about by cultural efficacy can enable improved coordination, which thereby
enables several other improvements, including redirection of resources and consolidation of services

to more efficient or effective providers. Figure 15 also shows how increasing communication between
providers within the local health system can enable many other mechanisms further down the causal
chain, including the sharing of clinical practices in the technological effectiveness category.
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We have also connected the performance mechanisms to what we define as ‘long-term outcomes),
denoting the outer areas affected by collaborative activity. Some of these long-term outcomes will be
explored in the following section. However, it is important to note that these links between mechanisms
and outcomes require further research, and, accordingly, provide an important basis for further inquiry
rather than definitive evidence. Table 9 outlines the intermediate mechanisms identified and how the
mechanisms relate to performance improvements.

Long-term outcomes

Connections were made by the interviewees between the mechanisms underlying collaborative
performance and the end points of improvements sought from collaborations. Outcomes arising from
collaboration were particularly important:

... so for me the outcomes that are important are patient related outcomes, staff related outcomes, and
what | would call efficiency related outcomes.

03; director of improvement; hospital group 2

A focus on improving population health as a desired outcome was particularly pronounced within
accounts regarding the drivers of current collaborative activity. A range of contributions set out
visions and goals to ‘bring together partners with a focus on health inequalities, deprivation, economic
improvement and promote health and wellbeing as a shared purpose . ..’ (17; chief executive officer;
alliance 2). The focus on population health and reducing health inequalities was connected to the
current ICS agenda as a driver for collaborative performance:

... If you look at what dffects people’s health, it is have they got somewhere to live, have they got something
to do, have they got someone to love? And, the economic recovery plans are going to be driven by city regions,
getting to the heart of some of that issue, so who is going to have jobs, which sector has got jobs? We have,
the care sector. Who is going to have jobs? We are. What about our supply chain? Well, the fact we can’t

get PPE [personal protective equipment] reliably means we should make it ourselves locally . . . So, let’s put
that together. And, then at the innovative end of the scale, this city region has 22% health-maintained jobs
anyway, which has gone through a digital revolution. We have got the conditions locally to make that a reality,
so let’s make it a reality. So, there is a really - and, then the other bit for us is the green agenda.

13; chief executive officer; ICS 1

The leadership challenge was framed as one of enabling collaboration towards a greater recognition

of social outcomes and social value. The challenge translated into identifying the most vulnerable
communities using broader measures (e.g. educational attainment of children, the uptake of free school
meals or employment levels). Collaborating with the third sector and faith groups was also identified
within such efforts:

... so we've been doing hypertension clinics in the mosque so working with the faith sectors, starting
conversations about going and doing things at the foodbanks.

14; leader; ICS 2

Leaders attributed economic benefits to the place-based approaches already under way. One ICS leader
illustrated the high level of cost savings they had achieved from collaborating:

Copyright © 2023 Millar et al. This work was produced by Millar 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.

75



76

HOW DO INTERORGANISATIONAL COLLABORATIONS DRIVE PERFORMANCE IMPROVEMENTS?

So in 4 years, we had a £400M deficit gap in 2016. We're breakeven now as a system. We had four
organisations in requires improvement or special measures, now they’re all good or outstanding. We had
the lowest investment profile into primary care 4 years ago in the country, we're now in the in the in the
mid-range. We've still got further work to do.

25; leader; ICS 3

The focus from ICS-based interviewees was on how they were able to do more to engage with
communities, run employment programmes and employ a large number of staff from that, including
some of the most deprived communities:

The last 2 years, you know, we've moved £20M-worth of procurement out of national procurement into
local SMEs [small and medium-sized enterprises], local companies within [local area] alone, that’s where
we've tried it first, and we've got some good success in [locale]. So that’s an ambition of recruiting 1000
people every year into pre-employment programmes, with an expectation that 85% of them will lead to

permanent, good-quality jobs in health and care, and that we're targeting those wards that are the most
deprived or have the most challenges.

22; chief executive officer; alliance 1

To achieve the population health agenda required further development in creating a shift in
understanding regarding provider collaboration. It was evident from the interviews that different
systems were at different stages of development towards the ICS agenda:

... people might be at very different points in their journey so it’s not certain that you're all terrible or
you're all good, it’s just about really trying to help them so that the outcomes we want around improving
population health get there.

09; regulator

Wider challenges regarding outcomes were connected to ‘fundamental issues’ associated with the
historical separation of health and social care systems ‘where integrated services have not been

in policy-makers thinking’. Collaboration also surfaced contractual issues surrounding workforce
development. Deeper considerations were needed regarding existing salary structures and
funding arrangements:

... social care has come right up the agenda especially since COVID-19 and the integration across health
and social care but we still have a different funding system which causes huge problems for people that
want to collaborate across the two and so there is a sort of environmental point that I'd obviously apply
across the country but there’ll be some that just apply locally as well.

04; provider policy leader; range

Patient perspectives on outcomes

Patient representatives were also able to shed light on outcomes they had seen from collaborative
efforts in their local areas. Overall, these reflections presented diverse reactions to collaboration. Patient
representatives raised concerns regarding the translation of collaborative intentions into practice.
Scepticism was associated of the aspirations for implementing large-scale change:

... it seems generally that across the STPs in the three areas that there’s still lots of planning but nothing
concrete is happening in terms of improvements or changes for patients and the public.
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... one of my ex-colleagues who was a chief exec[utive] in an acute trust said, trying to get a trust to
change is like trying to get dinosaurs to dance.

However, with respect to PCNs, patient representatives had seen improvements, with experiences of
joined-up care:

They've rolled [PCNs] all out now so we're in the final stages of it really and it has been successful. If you
can't get treatment in one of the GP [general practitioner] surgeries, as long as it’s within the cluster,
they'll refer you to another. Patient transport had been an issue but they’ve done a lot of consultation
around that too.

Joined-up care had a positive impact on outcomes, with one patient representative highlighting the
improvement to ‘technological effectiveness’ they had enjoyed:

... our local primary care network pharmacist contacted me and through that discussion with her she
changed my medication. That was brilliant, that really worked. Because prior to that our [local general
practice] did not have a resident pharmacist.

Several longer-term outcomes had also been noted, with one notable example in the
staff-related outcomes:

[NHS trust] were having massive problems with recruitment of radiologists and consultant medical staff
at [trust]. Since they’ve become part of a large university hospitals teaching trust they have succeeded in
recruiting to the areas that [they’ve] had problems with.

Focus group

Another patient representative also had very positive experiences in their local system after a large
merger took place:

I had to go in and have a little op[eration] and you couldn't fault it, | got there at 7 o’clock in the morning,
they gave me a side room to myself, | had it all day until | went home at 5 o’clock, it was brilliant and I'm
excited for [the hospital] for the developments that they’re going to have.Conclusion

This chapter presents the first comprehensive realist evaluation of how well-functioning IOCs can drive
performance improvements. The chapter finds that cultural efficacy mechanisms prove to be particularly
important for driving performance improvements from collaboration in other areas through improved
communication, better coordination, shared improvement strategies and the enhancement of reputation.
Organisational efficiency mechanisms are also identified, with the causal links between collaboration
and improving financial and workforce resource allocation, and an increasing responsiveness and
reduced duplication in service delivery. Technological effectiveness also connects with such areas and
sheds light on the benefits collaboration can bring for research and development and working across
clinical pathways. The full CMOC configurations identified in this chapter are depicted in Box 2.

BOX 2 Initial CMOCs gleaned from the analysis.

Cultural efficacy

Collaborative behaviour (context) drives improved communication in the local health system (mechanism), which enables actors
to have an improved understanding of that health system (outcome).

An improved understanding of the local health system (context) leads to an improved ability to coordinate (mechanism), which
can lead to improved coverage of patients and better population health (outcome).
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BOX 2 Initial CMOCs gleaned from the analysis. (Continued)

Collaborative behaviour (context) can lead to the ability to learn and implement improvement strategies obtained from partners
(mechanism), which can lead to a more productive organisational culture (outcome).

Collaborative behaviour (context) enables organisations to have a larger reach and impact in their local health system
(mechanism), leading to a greater reputation (outcome).

Greater reputation (context) can lead to more skilled staff wanting to work in the local health system (mechanism), driving
improved recruitment (outcome).

Working across organisational boundaries/collaborative behaviour (context) can lead to a better understanding of other
organisational cultures (mechanism) and, thereby, an enhanced ability to work across sectors (outcome).

Organisational efficiency

Collaborative behaviour (context) can lead to cost savings in procurement (mechanism) and improved economies of scale
(outcome).

Collaborative behaviour (context) can lead to improved economies of scale (mechanism) and an enhanced ability to acquire
workforce talent (outcome).

Collaborative behaviour (context) can lead to improved influence in the local health system (mechanism), which can enable
enhanced resource access and better attraction of patients (outcome).

Improved coordination (context) can enable consolidation of services to the most performant provider in the health system
(mechanism) and, therefore, better quality of care (outcome).

Consolidation of services (context) can lead to a greater distance for patients to travel for the service they previously enjoyed
(mechanism), which could reduce patient coverage (outcome).

Improved coordination (context) can also enable improved coverage of patients (mechanism), which can improve population
health (outcome).

Improved coordination (context) enables reduced duplication of effort (mechanism) and, therefore, cost savings (outcome).
Technological effectiveness

Improved communication (context) can lead to learning and implementation of novel clinical techniques from collaborators
(mechanism) and, therefore, improved care quality and safety (outcome).

Improved communication (context) can lead to improved data-sharing (mechanism), which can enable improved ability to
implement cross-organisational clinical pathways (outcome).

Improved coordination (context) can lead to the ability to implement cross-organisational clinical pathways (mechanism) and,
therefore, improved care quality and safety (outcome).

Collaborative behaviour (context) can enable access to novel clinically useful equipment (mechanism), which can drive
improved care quality and safety (outcome).
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Chapter 7 Discussion and implications for
translating realist theory into practice

his chapter draws together the key contributions made by the research. The chapter begins with

an overview of our final refined theory and goes on to assess the theoretical, methodological and
empirical implications of the study. The final section extends the discussion into the assessment of
the different ways in which the research can support current policy and practice. The review findings
are translated into actionable insights and practical tools to support those implementing health-care
collaborations. In this regard, the chapter presents the results of a pilot of a practice-based diagnostic
survey and a maturity matrix. Finally, we acknowledge the limitations of the study.

Developing a refined realist theory of interorganisational collaboration

Through analysis of theoretical, empirical and stakeholder evidence, this study has synthesised several
MRTs and CMOCs to better understand how, why and in what circumstances IOCs are effective for NHS
providers (see Figure 16).

This research provides important insights into how the contexts and mechanisms of collaborative
functioning may lead to successful collaborative behaviour. The research finds that the core mechanisms
at play within collaborative functioning relate to the development of interorganisational relations linked
to trust, faith and confidence. Crucially, the extent to which task success and task failure is achieved
appear to be mediated by supporting mechanisms related to capacity, legitimacy, complexity, conflict
and risk tolerance. The research breaks new ground in understanding the extent to which collaborative
behaviours lead to performance improvement. The research finds that performance improvement can
be achieved when the mechanisms of organisational efficiency, cultural efficacy and technological
effectiveness are triggered, which, in turn, can drive improvements across a range of dimensions,
including care quality, safety, efficiency and experience.

These findings have important implications regarding realist understandings of IOC. Our refined theory
extends existing realist contributions to understanding collaborative synergy,*? with the development of
CMOC:s surrounding health-care 10Cs.'3> The further articulation of partnership functioning mechanisms
as essential precursors to collaborative behaviour and the accomplishment of collaborative performance
is able to provide new insights into the potential of IOCs in driving ‘purposeful collective action’'?”

Theoretical implications

Our findings add to the small but growing evidence base regarding what works in relation to I0Cs. The
mechanisms identified by this research lends support to those identified in previous studies regarding
the ‘shaping factors’ for IOCs and cross-sectoral collaborations. The factors include organisational
factors, such as capacity, creating a shared vision, unrealistic aims, trust, communication, governance
and leadership.1?13

In addition, through its use of realist methods our contribution is also able to articulate how, where
and why such factors resonate and for whom. For instance, our synthesis of theoretical, empirical

and stakeholder evidence highlights how building trust and faith, particularly in the early phases of
IOCs, helps to buffer against potential conflicts, particularly during the later stages of implementation.
Our findings support other research that suggests that trust is closely linked with the concept of
collaborative synergy (framed here as ‘collaborative behaviour’) and mutual successes.** The findings
introduce new insights regarding the relationship between trust and risk tolerance to explain how trust
is a necessary factor for engaging in collaborative behaviour. The concept of faith, although relatively
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intuitive, has often been under-represented in existing theories of IOC.* Our findings, therefore, provide
new insights into how the ‘motivation to engage’ in the collaborative process.*?”

Where realist evaluations have focused predominantly on collaborative functioning within the dynamics
of 10Cs,>#127219.220 gyr extension of understanding collaborative performance*® provides an additional
insight to realist contributions. Studies of IOC note the role of performance, highlighting the importance
of alignment or ‘things coming together’ across involved organisations in the potential for generating
synergy.'?” Our review findings explain why benefits are attained and also how they are achieved, with
the articulation of casual links identified between collaborative functioning and performance.

Our research provides important insights into whom some of these changes benefit. For example,
although consolidation of services may benefit patients with more mobility and transport access,
stakeholder accounts also draw attention to how changes might also disadvantage patients who already
struggle to access services. Those leading collaborations provide rich accounts of the challenges,
conflict and energy required for joint working to function. The benefits and drivers for doing so were
reflected in their desire to support population health, generate efficiencies and economies of scale, and
promote shared learning and knowledge transfer, and also in furthering reputations and generating
competitive advantage.

As this analysis is qualitative and realist in nature, it is not possible to identify to what degree
performance improvements were realised within the case study examples. However, the research
provides further valuable contribution in emphasising the importance of non-traditional outcomes
outside conventional measures of efficiency and effectiveness, when evaluating collaborative
relationships.*¥22! The articulation of the mechanisms of collaborative performance highlighted in this
study lays the foundations for future development of a realist framework for assessing relationships
between high-functioning IOCs and their performance against long-term outcomes.

Empirical implications

Our research has synthesised a range of evidence and, in doing so, provides a valuable contribution
to the ongoing study of collaboration and integration of health services. Against the background of
the current ICS policy agenda, the empirical findings of our research raise important implications

for the prospects of a shift towards place-based collaboration. Defined as ‘the geographical level
below an ICS at which most of the work to join up budgets, planning and service delivery for routine
health and care services (particularly community-based services) will happen’,??? the implementation
of place-based collaborations are likely to be essential for the overall functioning of ICSs. The King's
Fund have provided several principles to guide these efforts, including starting with a shared local
vision, building a new relationship with communities, investing in multiagency partnerships, building
up from what already exists locally, embedding effective place-based leadership and nurturing
joined-up resource management.??? There is potential for the theory arising from this project to feed
into current discussions around place-based relationship-building and the role of anchor institutions.
The role of faith, trust and other mechanisms signpost what is required in the development of
place-based partnerships.

The issue of organisational failure and turnaround is central to both function and performance of IOCs.
Failure and turnaround in health-care organisations has been the subject of a number of evidence
reviews,??3-225 put significant knowledge gaps have remained in relation to identifying the effective
methods for turning around and achieving performance improvement in NHS provider organisations.
Our findings assemble a range of insights into the mechanisms and outcomes of turnaround approaches.
In doing so, the findings disentangle what Jas and Skelcher?? refer to as the ‘excellence theory’
underpinning the features associated with high-performing organisations.

The findings in relation to collaborative performance and cultural efficacy supports the suggestion that
‘absorptive capacity’ theory can provide useful insights into the causes and facilitators of organisational
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failure and turnaround.??#?%” The implications of our research suggest that the success of |IOC can be
explained, in part, by organisational learning and the extent to which internal knowledge processes are
realigned with changing external environmental conditions.

Our empirical contributions also provide insights into alternative perspectives for understanding 10C,
including the role of reputation and impression management in the establishment of collaborative
functioning (i.e. building trust) and performance measurement (i.e. cultural efficiency). The contributions
also identify how quality improvement and organisational development approaches give focus and method
to collaborative functioning and shape the long-term outcomes of improved quality, safety and experience.
The implications further capture how ‘techno bureaucratic’ approaches to collaborative performance loom
large over the proceedings, with efficiency savings and economies of scale being sought after, and the role
of consultancy and other third-party evidence informing such decision-making processes.

Policy implications

A central theme running throughout the empirical and stakeholder evidence identified by our review is
the care needed when introducing mandated forms of collaboration. Mandated forms of collaboration
are typically used with ICSs, provider collaboratives and PCNs now operating across England.® Yet,
mandated collaboration is open to criticism regarding the extent to which this approach is able to foster
the collaborative mechanisms required for performance improvement,!2228-230

Our evidence, therefore, raises important concerns regarding the potential for the newly mandated
ICS arrangements to impact negatively on existing collaborations that have already been built in
well-established ICSs.?%! Our findings suggest that mandating collaboration is likely to make some

of the central mechanisms, such as building trust and faith, more difficult, particularly within severe
resource-constrained contexts and limited workforce capacity. However, these findings also draw
attention to how the current agenda has the potential to kick start collaboration in many local systems
where there previously was little relationship-building. A range of practical implications arise from the
findings to support the translation of policy proposals, including the importance of focused activities,
the implementation of improvement methodologies, the need for shared purpose and having clarity of
vision. Attending to these mechanisms provide a crucial platform for any IOC and require consideration
when embarking on or sustaining any collaborative venture.

These findings also raise important implications for policy regarding the types of regulation required
to support collaborative working. The balance between individual and system accountability remains
a contentious issue, and our findings suggest that accountabilities weighted towards the former are

likely to limit the risk tolerance for collaborative behaviour to occur. The development of regulatory

approaches to performance ratings and accountability is required to ensure that collaborative rather
than competitive motivations prevail.

Translating context-mechanism-outcome configurations into practice

Figure 15 shows that to achieve a flourishing IOC requires attention to be paid to the connections
between collaborative functioning and performance. For those wishing to develop an IOC, Table 10
sets out a range of practical steps that organisations and those in leadership positions can take in the
development of I0Cs.*?” Building on other contributions that have sought to translate realist reviews
into practical guidance, Table 10 presents a series of ‘if . . . then ... because’ action statements that can
act as a guide for those tasked with developing IOCs that can facilitate performance improvement.232233

A consideration of ‘if . . . then ... because’ action statements can provide valuable support and guidance
for anyone wishing to understand and develop an IOC.

Diagnosing the readiness and progress of a collaboration: a developmental survey

Based on the development of our action statements, our findings have enabled the creation of a survey
to help organisations assess their readiness for collaboration or assess the progress being made by a
particular collaboration.
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TABLE 10 Action statements to maximise collaborative functioning and performance

10C task If (context) . . . then (outcome) . . . because (mechanism) ‘action’ statement

Leadership behav- If positive leadership traits and behaviours, including empathetic leadership, visibility, showing
jours and attributes vulnerability, espousing local benefit, learning from others, persuasiveness, demonstrating
commitment, generosity, consistency of approach and fostering a positive culture, are in place,
then these can increase collaborative behaviour by enhancing trust and faith
If negative leadership traits and behaviours, such as being ‘missing in action’, not being held
accountable and being overly resistant to change, are in place, then these can significantly
decrease faith and willingness to collaborate
If a ‘culture of improvement’ for organisations is fostered through performing cultural due
diligence and this can promote engagement in collaboration by improving faith
If the collaboration works towards sharing improvement programmes and strategies across
organisations, then this can drive organisational performance improvements by improving
collaborative behaviour

Enhancing trust and If organisations work on understanding the impact of negative prior experiences in collabora-
interpersonal ties tions, then they can improve initial trust which can reduce conflict
If organisations can foster a mutual understanding by formulating and instilling a shared vision,
then they can reduce conflict through generating a cooperative atmosphere
If the collaboration can deliver ‘quick wins’ at the beginning of the life cycle, then they can
improve trust and faith because they avoid inertia and maintain momentum and ‘energy’
If collaborations can understand and mitigate the impact of the regulatory environment, then
they can improve faith because it lowers the workforce’s perception of complexity
If the collaboration can prioritise interpersonal communication between organisational actors,
via face to face where possible, then they can improve trust because this helps to build interper-
sonal relationships
If there is significant geographical distance between partners, then this can act as a barrier to
trust formation because it can undermine the ability to have informal interactions
If flexibility and a degree of autonomy within the IOC can occur, then it helps build trust because
it avoids feelings of a loss of organisational autonomy (conflict)

Risk tolerance If the collaboration implements an appropriate degree of formalisation, then it can enable the
appropriate environment in which collaborative behaviour can occur, which improves trust and/
or confidence

Faith and initial faith If organisations include service users and front-line staff in its design, then this will improve faith
because this helps keep the vision clearly focused on key outcomes
If a clear vision is maintained from the outset, with clear outcomes and a logical path for achieve-
ment, then this improves trust because it helps to avoid conflict
If the collaborations keep an appropriate level of ambition, then it improves faith because
ambition prevents feelings of failure when ambitious goals are not achieved
If collaborations involve very large organisations, or many partners, then this can reduce faith
because it causes an increase in the perception of complexity
If organisations can ensure that there is a perception of progress (i.e. forward momentum), then
this will contribute to faith being maintained because there is ongoing evaluation and implemen-
tation of milestones
If organisations implement ‘champions’ in the IOC, then this can help to spread the faith in the
collaboration because ‘champions’ help share the vision within the workforce
If collaborations can prevent a high degree of staff turnover, then they can prevent a loss of faith
because every staff member that leaves needs to re-learn the vision of the collaboration
If organisations can understand the reputation that the chosen I0C form has in the public (e.g.
privatisation), then they can improve faith because they may be able to better understand the
impact on the workforce

Managing mandated If those involved can acknowledge that mandated I0Cs usually manifest in unequal power
collaborations structures, then they can reduce the negative impact of this on trust because they pre-emptively
understand that additional conflicts may arise
If mandated collaborations understand that building relationships and a truly cooperative
environment cannot be forced, then this may aid collaborative behaviour in leveraging contrac-
tual and ‘confidence’ mechanisms to reduce perceptions of risk
If the collaboration is mandated, then efforts should still be undertaken to build working
interpersonal relationships because this improves trust and, thereby, collaborative behaviour

(continued)
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TABLE 10 Action statements to maximise collaborative functioning and performance (continued)

10C task If (context) . . . then (outcome) . . . because (mechanism) ‘action’ statement
Confidence and If organisations can ensure an appropriate level of formalisation of contract is in place, then
formalisation they can increase collaborative behaviour because, for more complex, integrative or mandated

collaborations, greater formalisation mitigates risk between partners when engaging in col-
laborative partners

If collaborators can perform due diligence around potential areas of disagreement, and enshrin-
ing accountability mechanisms in contract, then this can improve trust because it can help to
amicably resolve conflicts later on

Managing and If shared and clear accountability is in place, then IOC conflict can be avoided because of these
resolving conflict improved conflict resolution mechanisms
If the I0OC has clear dispute mechanisms in place, with adjudication by an unbiased third party,
then trust can be improved because conflicts are more easily resolved
If there is a clear and shared vision in place, then this improves trust because it helps to avoid
conflicts occurring

Ensuring capacity for  If organisations recognise that implementing a collaboration requires significant time, effort and
implementing the financial input, then they will have improved faith because their perception of progress will not
collaboration be negatively affected
If I0Cs understand that initial performance drops may occur while resources are redirected
towards the implementation of the collaboration, then collaborative behaviour will be enhanced
because losses of faith will not take place
If organisations begin a collaboration without first ensuring there is adequate capacity, then this
can undermine faith and trust between partners because their perception of progress will be
negatively affected. In addition, if funding to implement collaborations is sourced externally and
it is not forthcoming, then faith and trust can be critically affected because capacity is no longer
in place

Cultural integration If a shared culture can be fostered between organisations, then trust can be improved because it
helps to avoid cultural conflicts
If the IOC is cross-sector or cross-service, then it may have a greater cultural divide because of
differing professional backgrounds, which makes cultural integration more difficult
If IOCs perform cultural due diligence prior to implementing the collaboration and implement a
plan for cultural integration, then they can improve trust because it avoids unforeseen conflicts
occurring later in the process

The readiness for collaboration survey has been piloted with a mental health provider collaborative (see
Appendix 4), with a subsequent workshop to discuss the findings taking place on 13 September 2021.
For the 21 respondents who completed the survey, the results raised concerns about the time and
resource capacity for implementing the collaboration, as well as a challenging landscape associated with
significant history of competition with their partners (see Figure 17). That said, the respondents agreed
that there was a shared vision for collaboration with their partners.

Feedback from piloting of the survey indicated that the survey provided a valuable means for stimulating
discussion regarding the perceived readiness for collaboration. However, feedback also suggested that
refinements were required to enhance the clarity of specific question items. Given the potential range

of organisations and individuals involved in the collaboration, a larger sample may be needed from each
organisation to be able to compare answers from different perspectives or stratified sampling to gain
more in-depth insights into particular groups.

Designing a maturity index for collaboration

Alongside an understanding of collaborative readiness and progression through a survey, our findings
can also provide a range of insights into the ‘maturity’ of an IOC. Building on the notable contribution of
Westrum?3 in understanding maturity is the idea of creating a climate that provides ‘good information
flow’ that is able to ‘support and encourage other kinds of cooperative and mission enhancing behaviour,
such as problem solving, innovation, and interdepartmental bridging’.?3* Westrum?** characterises
different levels of maturity by different types of culture:
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FIGURE 17 Example question response.

e A pathological culture characterised by low cooperation, shirking of responsibilities and not open
to change.

e A bureaucratic culture characterised by modest cooperation and focused responsibilities.

e A generative culture characterised by high degrees of cooperation and sharing of risks.

Westrum’s®** development of a maturity matrix aims to translate such ideas into reflective tools for
discussion and reflection. Table 11 outlines our translation of Westrum?3* into a maturity matrix that
depicts different cultures of collaboration. Further testing is needed to ensure applicability to different
collaborative types. Nonetheless, the matrix presents a good starting point for adaptation by other
practitioners and researchers alike.

Limitations of the project

Literature component

Although every effort was made to be as exhaustive as possible in our search of the literature, including
multiple waves of systematic searching, as well as searching the grey literature sources, it is possible we
inadvertently omitted literature that would have been informative to the present review. A particular
challenge was covering all the partnership types because of the myriad of overlapping terms used to
refer to collaborations. In addition, although some included papers did document cases of collaborations
that in dissolution (e.g. Murray et al.'®°), these papers were under-represented. This is perhaps due

to the biased under-reporting of failed collaborations arising from publication bias. Inclusion of more
examples of unsuccessful collaborations would have provided further evidence to supplement our
review. The study was predominantly focused on the UK; however, we did include several studies

from abroad (e.g. Austria'?> and the USA'"?) and we did not purposely remove any papers based on
country-specific metrics. Indeed, additional information from other regulatory contexts would have been
more informative. Nonetheless, owing to the scope of our project, it is likely that we missed important
literature emanating from the experience of other countries and health systems.

Empirical component

Our sample was exclusively drawn from the English health system and it is not clear whether or not
our findings would apply to other contexts. Our interview sample included senior staff members

and executives. Such purposive sampling was driven by the need to gain a breadth of different
arrangements we did not have the resource to identify a wide range of opinions and perspectives. Time
and resource limitations were further hampered by the difficulties of carrying out fieldwork during the
COVID-19 pandemic.
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DISCUSSION AND IMPLICATIONS FOR TRANSLATING REALIST THEORY INTO PRACTICE

TABLE 11 Maturity matrix for collaboration

Level of maturity

Bureaucratic for collaboration

Generative for collaboration

Key element

Trust (i.e. ‘a psy-
chological state
comprising the
intention to
accept vulner-
ability based
upon positive
expectations of
the intentions
or behaviour of
another’)

Faith (i.e. a
motivation
or ‘energy’ to
work on the
collaboration)

Confidence [i.e.
the belief that
your partner(s)
will behave
collaboratively
because they
are obligated
to]

Ease of cultural
integration

Pathological for collaboration

There is a low level of
perceived trust between
partners, and this may be due
to a history of competition
with the partner, poor history
of collaboration or conflicts.
There may be an unequal sense
of power structure where one
partner may receive more
benefits of the collaboration
than the other

There is a low level of
perceived faith in the col-
laboration, and this is likely
because members of the
workforce perceive it to be not
worth working on or otherwise
extremely difficult to achieve
properly. This is because
collaboration could be far too
ambitious and overly complex.
Likewise, there is a perception
that there is not enough
resource to implement the col-
laboration properly. There may
also be little sense of progress
towards achieving the aims of
the collaboration. Leadership
may also not be sufficiently
supportive in a manner that
enables implementing the
collaboration

Your collaboration is mandated
or is very integrative (i.e. a
merger), but does not have
appropriate legal frameworks
in place to enable collab-
orative behaviour. Or, it is a
voluntary or non-integrative
type of partnership (i.e. an
informal arrangement), but

has an overabundance of legal
frameworks in place that are
undermining the ability to build
trust. Both partners feel that

it is too risky to engage in any
kind of altruistic behaviour

You perceive your chances of
being able to culturally inte-
grate with the partner(s) as low,
or otherwise there is currently
no perceived progress towards
neither an integrated culture
nor a mutual understanding of
cultures

There is a medium level of
perceived trust between
partners. There may be a
history of competition, but
the reputation of the partner
is strong, few conflicts have
occurred and the conflicts
have been resolved amicably.
There may be an unequal
perception of power structure,
but the partner seems unlikely
to take advantage of it

There is a medium level of
perceived faith in the col-
laboration. The workforce may
perceive the collaboration

as tentatively worth working
on, but progress overall may
be slow. Workers may feel
that the collaboration will be
difficult to achieve, but not
entirely impossible. Workers
feel that there is adequate
resource available to imple-
ment the collaboration, but
that it will be an uphill battle.
Leadership is on board with
the collaboration, but may
not be properly focused on
implementing it

There are mutually agreed-on
legal frameworks in place,
which enables both partner(s)
to feel confident that they can
behave altruistically without
negative consequences.
However, the existence of
these contractual obligations
are making it difficult to build
trust outside of the contract

You perceive there being
some chance of being able to
culturally integrate with the
partner(s), but it is/will be an
uphill battle

There is a high level of per-
ceived trust between partners.
Conflicts, when they seldom
occur, are solved amicably.
Any history of competition is
forgotten. There is no percep-
tion of any risk when it comes
to relying on the collaborator
to act altruistically. Any issues
with the power structure

in the collaboration do not
present any barrier and are not
perceived to be likely to be
taken advantage of

There is a high level of faith
in your organisation. The
workforce is enthusiastic to
work on the collaboration
and morale is high. Sense of
progression towards the aims
and objectives of the collabo-
ration is strong

The legal frameworks are
perfectly suitable for the type
of collaboration that is in
place. Neither partner feels
that there is a risk to engaging
in collaborative behaviour, and
that the legal frameworks in
place also do not undermine
the ability to engage in
altruistic behaviour to build
trust

The organisations already have
very similar cultures, or there
is significant progress towards
either having an integrated
culture or mutual understand-
ing and way of working
between cultures
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TABLE 11 Maturity matrix for collaboration (continued)

Key element

Perceived
legitimacy

(i.e. whether

or not the
collaboration

is perceived

as being a
legitimate
means to the
advertised end)

Interpersonal
communication

Clarity of vision
(i.e. how clear
the aims and
objectives of
the collabora-
tion are, as well
as how to get
there)

Sharedness

of vision (i.e.
the degree to
which the aims,
objectives and
plan for the
collaboration is
shared across
partners)

Risk tolerance
(i.e. to what
extent an
organisation

is willing to
engage in
behaviour a
partner could
take advantage
of)

Level of maturity

Pathological for collaboration

The collaboration is not
perceived as a legitimate effort,
and this may be due to it being
undermined by mandated
forms of collaboration or due
to a lack of stakeholder and
workforce involvement in the
arrangement

There is little communication
ongoing between partners.
When communication does
take place, there is a sense of
uncomfortableness. There is an
unwillingness to share informa-
tion across organisations

What the collaboration is
hoping to achieve is unclear.
Everyone you ask has a
different concept of what it is
hoping to achieve, and the road
to achieving those outcomes

is equally unclear. Even senior
management seems to be
lacking agreement on what is
hoping to be achieved

Neither your organisation nor
the partners in the collabora-
tion have agreement on what is
hoping to be achieved. When
discussed, there is active
disagreement on even what
you are hoping to accomplish

Your organisation is not

willing to engage in altruistic
behaviour, as you feel that your
partner might not reciprocate
or may even take advantage of
the situation in a competitive
manner to your organisation’s
disadvantage

Bureaucratic for collaboration

The collaboration is perceived
somewhat as a legitimate
effort. The collaboration

may be mandated, but it
involves stakeholders and

the workforce in the planning
and implementation of the
arrangement

There is some communication
between partners and some-
times it can be uncomfortable.
Your organisation is opening
up to the idea of sharing
information with the partner(s)

Many members of the
organisation are largely in
agreement on what the
collaboration is seeking to
achieve, particularly in senior
management and those who
are architects of the col-
laboration. Some members at
a lower level of the workforce
are still lacking agreement,
however. There is some
clarity on how collaboration is
seeking to deliver performance
improvements

Partners agree on the ultimate
outcomes for the collabora-
tion, but perhaps not on the
best route for how to get
there. There are occasionally
disagreements, but these are
resolved amicably for the most
part

Your organisation is willing to
engage in altruistic behaviour
in some areas, but not in
others, as your level of trust
and confidence in your partner
is not high enough and you
have concerns that your
partner will not behave in a
competitive manner in certain
areas

Generative for collaboration

The collaboration is largely
perceived as a legitimate
undertaking. There is strong
ownership among the
workforce and patients and
the public are involved

You feel no reservations about
communicating and sharing
information with your partners.
There is frequent communica-
tion between partners and it
feels second nature to do so.
Both partners are receptive
and communicative in a way
that facilitates the building of
positive interpersonal relation-
ships. Information required for
delivering patient care is also
moving smoothly between
organisations where required

Most people you talk to agree
on what the collaboration

is seeking to achieve, and

this even is the case across
partners. There is a clear

logic with respect to how the
collaboration is going to lead
to the desired performance
improvements. There is a clear
timeline of milestones along
the way

There is total agreement on
the aims and objectives of

the collaboration and how to
get there. Both partners have
formally signed off on a plan
for how to reach the desired
outcomes of the collaboration,
and this agreement extends to
the way people interact, with
few or no conflicts on even
small details of the plan

There are no barriers to engag-
ing in behaviour that your
partner could take advantage
of if they wanted to. The
concern that this may happen
no longer exists and there is
sufficient trust and confidence
to allow you to work on the
aims of the collaboration with
the partner. You experience
the partner behaving altruisti-
cally to your organisation’s
benefit, and vice versa

Rate for each element according to which type of culture you perceive your organisation to have.
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In addition, patient representatives were drawn from well-informed local Healthwatch volunteers, board
members or employees, which meant the representatives could have had different perspectives from
the general patient population. Furthermore, use of our prior theory in constructing the retroductive
coding framework could have biased the analysis in favour of identifying excerpts that would support
our theory. However, we attempted to mitigate this by being actively aware of this possibility

during analysis.

Although the present research sought to generate insights into what is considered a collaborative
‘outcome’ in both a realist and pragmatic sense (i.e. what outcomes do stakeholders desire from
collaborating), it was, nonetheless, difficult to draw out causal connections between what was
happening in local health systems and national system long-term effects on patient safety, quality, etc.
This is perhaps due to the inherent complexity present in health systems and the significant length of
the causal chain.?®> There is also significant overlap, which is difficult to overcome, in terms of what
people expect from partnerships (i.e. drivers and motivators) and what actually results from them (i.e.
outcomes), and it is not always clear to which patients or the literature are referring. We have attempted
to mitigate this by analysing the mechanisms within ‘collaborative these often overlap, they are not
necessarily the same.

Theoretical limitations

Finally, depending on the level of analysis, it is possible to criticise the theory for not providing
sufficient in-depth analysis. As previously mentioned, the analysis required a relatively elevated level

of abstraction to embrace multiple types of IOC. This level of abstraction was required to keep the
analysis process manageable and in many cases we did not have evidence for the range of collaborative
types at this level of depth. Although novel in its contribution, our development of a realist theory for
collaborative performance also requires development with further application. Nonetheless, we have
signposted what and where future research on this topic is needed. Furthermore, our refinement of
existing realist theory in relation to I0Cs provides researchers with further opportunities to interrogate
different types of collaboration across different contexts.
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Chapter 8 Conclusion and recommendations

his chapter concludes the report with an overview of how the project has accomplished its
objectives. This chapter also sets out recommendations for future research to support the
development of IOCs between health-care providers.

Achieving the research objectives

Objective 1: to explore the main strands of the literature about interorganisational collabora-
tion and to identify the main theoretical and conceptual frameworks that can be used to shed
light on the conditions and antecedents for effective partnering across sectors and stakehold-
ers

This project has incorporated key conceptual frameworks and theoretical perspectives that can be

used to structure understanding and empirical investigation of IOC. Partnership synergy theory!*>

and collaborative performance*® informed the development of the MRTs used in the realist synthesis

of evidence. The development of the initial rough theory identified a range of theoretical frameworks
for understanding the formation and dynamics of IOCs over time, as detailed in Chapter 2. Our realist
review and refined theory has gathered some of the foremost literature on IOCs in shedding light on the
barriers, facilitators and other contextual elements affecting the process of collaboration.

Objective 2: to assess the empirical evidence with regard to how different
interorganisational collaboration practices may (or may not) lead to improved

performance and outcomes

Taken together, the review of the literature and empirical work in this area has helped to answer this
question by providing valuable insights into the ‘black box’ of health-care IOCs. Through an iterative
process of gleaning and refining the causal chain IOCs, we have been able to generate novel insights
into how day-to-day operations translate into more causal elements, which, in turn, influence how
performance improvements area realised. These insights included the core mechanisms driving
collaborative behaviour, such as trust and confidence, and their link to risk tolerance, as well as faith,
and the contextual factors and occurrences that can undermine success. Likewise, our analysis of the
collaborative behaviour to collaborative performance component of the causal chain gives rise to new
insights into how performance benefits are achieved.

Objective 3: to understand and learn from NHS evidence users and other

stakeholders about how and where interorganisational collaboration can best be

used as a mechanism to support turnaround processes

Our stakeholder analysis incorporated a variety of perspectives, from those with responsibility for
leading I0Cs, patient representatives, policy-makers, regulators and professional bodies, about how and
where I0Cs can best be used as a mechanism to support performance improvement. The important
role performed by our Advisory Group should also be noted in terms of contributing valuable insights
throughout the project, including ‘sense-checking’ the results and ensuring that the theory was
understandable to end users.

These contributions have further refined our understanding of what works, for whom and in what
circumstances in relation to IOC. The contributions draw attention to the various leadership qualities
required, the capacity constraints and challenges being faced by NHS providers, the role of improvement
methodologies and the importance of legitimacy and task complexity, as well as the significance of
building confidence through contractual and compact ways of working.
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Objective 4: develop a typology of interorganisational collaboration that

considers different types and scales of collaborative ventures that are

appropriate for particular NHS provider contexts

Our research identified how typologies of collaboration, and the extent to which the conditions

and antecedents for effective partnering are influenced, can be shaped by the degree of integration
associated with the collaborative endeavour. Other factors were equally important in terms of
whether the IOC entered into was voluntary or mandated. These key characteristics informed the
rest of our theoretical development and the key mechanisms we identified, such as the conception
of the confidence versus trust spectrum, the degree of integration associated with different types of
collaboration and whether or not the collaboration is mandated.

Given the shifting policy agenda during the lifetime of the project, as well as the onset of COVID-19, our
stakeholder analysis made sense of these different types and scales of collaboration within the context
of the ICS landscape and the role of IOCs in improving population health.

Objective 5: to develop evidence-informed practical guidance for NHS providers,
policy-makers and others with responsibility for implementing and assessing
interorganisational collaboration arrangements in the NHS

Our review has sought to translate our findings into practical guidance. This included the development
of ‘if ... then ... because’ statements, the development of a collaboration maturity matrix and a
diagnostic survey to understand collaboration readiness and progression. These tools translate our
review findings into applications in practice. The initial pilot of our collaboration diagnostic survey with
a mental health provider collaborative provided valuable results and is informing how this collaborative
is being developed. Further testing and refining of the survey are needed to ensure applicability across a
variety of interorganisational collaborative settings and to improve internal validity.

Future research directions
A range of theoretical, empirical and policy implications arise from this research. Specific issues that
warrant further consideration and investigation include the following:

e  We call for a more inclusive sampling strategy to further refine our theory and better articulate
what is working ‘for whom' in relation to IOCs. Where much of the analysis of IOCs has captured
the experiences, processes and outcomes from the perspective of those leading programmes
and initiatives, further research is needed to gather workforce perspectives regarding how new
processes are understood and operationalised, and how IOCs shape patient and user interactions.

e  Ourresearch breaks new ground with the inclusion of patient representatives. Yet, further research
is required to better grasp how IOCs can engage and improve population health, drawing on
principles of co-design and co-production.

e The COVID-19 pandemic raises a number of implications for the future of IOCs. Our research
identifies how the pandemic has been a driver for activity where a central feature has been the
use of digital platforms for communication. These digital communication methods have proved
invaluable, yet clear limits to ‘interpersonal communication’ can be identified. Learning from our
review suggested that contexts are likely to have a negative affect on the ability to build trust and
generate the informal relationships and, therefore, further research is needed into digital platforms
and their role in facilitating collaboration.

e Further research is needed to investigate the applicability and adaptability of several elements
raised by this project, such as the roles of faith, trust and other mechanisms in the formation and
maintenance of place-based partnerships. Learning from other national contexts could facilitate
such efforts, with further comparative studies of IOCs from across the UK and beyond.

e Building on our realist theory of collaborative performance, further research is needed to
disentangle the motivators and drivers from the ‘outcomes’ associated with IOCs. Such research
resonates with a policy landscape placing greater emphasis on measuring the outcomes and social
value generated from collaborative working.
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e  Where our review has focused on the perspectives and implications of IOCs for NHS providers in
England, further research is needed to critically engage with alternative partnership activities taking
place within current policy agendas. Greater attention to the role of public/private partnerships is
called for, and more analysis of the role of the private sector more specifically, within collaboration
and integration initiatives. The place and positioning of social care within the IOC agenda also
require further development, as does the role of the third sector and how these organisations
intersect within the IOC landscape.

e The role of regulation is crucial to developing different types and scales of IOCs. Yet, our
understanding of regulatory functions and levers is relatively underdeveloped. A review
of regulatory models and perspectives is, therefore, needed for overseeing and promoting
collaborative ventures. Learning from other sectors and health-care contexts can provide a valuable
contribution to supporting the I0C agenda.

These issues, along with many others, represent key lines of inquiry for any future research in this
area. Given the significance and importance of IOCs to policy-makers, practitioners, patients and
communities, our review has the potential to support the development of knowledge, skills and
behaviours across a range of stakeholder groups. Following the recent government announcement of
a leadership review to ‘improve processes and strengthen the leadership of health and social care in
England’, our research can provide valuable insights into the leadership actions and behaviours that
enable high-performing collaboration and integration across organisational boundaries.?3¢
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Appendix 1 Initial rough theory methodology

realist synthesis involves identifying and then testing and refining theories that explain how context
hapes the mechanisms through which partnering interventions work to produce outcomes.

Mechanisms are defined as the ‘underlying entities, processes, or [social] structures which operate in
particular contexts to generate outcomes of interest’.**° Dalkin et al.®! go further in disaggregating the
concept of a mechanism into its constituent parts, that is, as either a resource that the intervention
introduces to the environment or the resulting reasoning that this incurs in the actors of the
intervention. Contexts are defined as ‘relatively enduring and are what social programs aim to transform
(rather than reproduce) by activating various structural, cultural, agential and relational mechanisms
to produce various outcomes’,*?? and outcomes are the outputs that the interventions or programmes
are intended to generate. At the end of a realist synthesis, it is best practice to have produced a set
of refined CMOCs that provide an explanation of how contexts shape mechanisms through which
the intervention leads to particular outcomes, and why this is the case.'® It is key to understand
how interventions work, and why interventions do or do not work given the presence of different
contextual factors.

Shearn et al.?®” propose that it is necessary to form an IRT to ‘become the object of the inquiry and

the structure and framework for examining and synthesizing diverse evidence’. Therefore, the IRT that

is being formulated here constitutes our initial groundwork for a fully encompassing theory that will
explain ‘what is supposed to happen’, as well as ‘why it is supposed to work’. A rough initial theory ‘may
or may not be constructed in realist terms’'% In the case of partnerships, the intervention can take

many forms, have multiple entry points and can operate through hundreds or thousands of actors within
organisations, encompassing individual and group behavioural dynamics. Therefore, with messy, complex
interventions, such as ‘partnering’, the means through which the intervention is expected to work are
often ambiguous or too heterogeneous to easily characterise.>*

In this case, to construct our IRT, policy and organisational documents were reviewed, as well as

various ‘tacit theories’ present in similar topics in the literature.?®” A review of grey literature (i.e. policy
and organisational strategy documents within the NHS) and academic literature was carried out from
November 2019 to January 2020 to gain an understanding of existing typologies of partnering, the
expected outcomes of partnering and the ‘active ingredients’ at work therein. This review utilised
searching of Google, Google Scholar and NHS websites in an unstructured but purposive manner that
was typical of a narrative literature review.?*® For searches of review papers around partnering, papers
were included when they were clearly related to I0OCs in the public sector. For organisational documents,
Google searches were conducted using terms such as ‘NHS Foundation partnership strategic document’
and for other specific partnership types such as ‘alliance’ (see Tables 12-14), and the results trawled for
strategic organisational documents. These strategic organisational documents involving partnerships
were scoured for intended outcomes and the outcomes were extracted into a table. Once the included
papers were reviewed and an appropriate categorisation was identified, thematic analysis was then
performed in a deductive manner to identify appropriate classifications for these outcomes.

Policy documents were identified in a similar fashion, with keywords such as ‘NHS England’, ‘Partnership),
‘Collaboration’, etc., with multiple policy-maker organisations (e.g. NHS Providers, NHS Improvement)
searched for. NHS Foundation, NHS England, NHS Providers and other organisational sites were also
trawled for such documents. Once an initial draft of this paper and theory was developed, it was then
presented to and deliberated by a panel of 11 experts from a range of organisations with an interest

in partnering policies, including NHS Improvement, the Good Governance Institute (London, UK), The
Health Foundation and NHS Providers, for review and refinement of its theoretical content, during the
course of a 2-hour workshop.
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TABLE 12 Search terms utilised for reviews and frameworks (combination of elements across rows)

Category of search term Terms

Types of partnership Associate member, buddying, clinical network, contractual joint venture, merger,
acquisition, service-level chain, joint management, co-ordinating, consolidation,
integrated care system, accountable care system, organisational franchises, hospital
chains, management contract, federation, mutual, joint working, partnership working,

alliance

Field Healthcare, hospitals, acute care, primary care, community, general practice, public
sector

Document type Review, guide, model, framework

TABLE 13 Search terms utilised for organisational documents (to gather data on outcomes)

Category of search term Terms
Types of organisation NHS foundation, trust, provider, hospital, healthcare
Collaboration type Partnership, alliance, collaboration, coordination, franchise, joint working, federation,

network, joint venture, buddying, merger, acquisition

Document type Strategic case, strategy, evaluation, proposed, agreement, memorandum of under-
standing, contract

TABLE 14 Search terms used for policy documents

Category of search term Terms

Types of organisation NHS England, NHS Improvement, The King’s Fund, UK Parliament, NHS Digital, NHS
Employers

Collaboration type Partnership, alliance, collaboration, coordination, franchise, joint working, federation,

network, joint venture, buddying, mergers, acquisitions

Document type Review, recommendations, lessons, success, failure, factors, guide
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Appendix 2 Life cycle methodology

‘Best fit’ framework synthesis methodology

This ‘best fit’ framework synthesis methodology was chosen for this study.''¢ Frequently used in
improvement studies in health care,?®?24° the ‘best fit’ framework synthesis method was chosen for its
flexible and rigorous approach to synthesising existing frameworks (in this case, process models) with
novel data, enabling key gaps in existing understanding to be covered with the formation of a new
‘meta-framework’ (termed here as a ‘composite model’). This new composite model would be purpose-
built from many sources of evidence for the public sector.'* The ‘best fit’ method for framework
synthesis for improvement science!t¢241.242 inyolves seven systematic steps. However, as the best fit
methodology is not completely rigid and has a number of permutations for various intended objectives,
we selected the ‘meta-framework’ strategy proposed by Booth and Carroll,**¢ which uses an a priori
framework as a base, against which stages and behaviours from other frameworks/models are coded to
build a novel framework/model.

Given this approach, our method was as follows: (1) conduct a systematic search to identify models

in the literature, (2) extract models and key behaviours from identified studies, (3) select an a priori
framework from stages of included models using thematic analysis and separating key behaviours
from stages of models, (4) code stages from other models against the a priori framework, (5) create
new themes for any stages that cannot be coded against the a priori framework, (6) code previously
separated behaviours against the new framework, adding stages if required, and (7) draw on additional
evidence to add relationships between stages in the model. This method differs from a traditional
systematic review by adding a method for synthesising theories and frameworks, rather than focusing
on efficacy or findings of the included studies.

Systematic search

Search

Systematic searches were conducted around the areas of collaboration in a health-care setting,
encompassing a wide range of partnership types, such as alliances, buddying, mergers, acquisitions and
hospital groups. Google Scholar searches, citation-tracking and reference-scanning were used to identify
wider public sector literature.

Search strategy

Searches were run between 20 February 2020 and 4 March 2020 on databases, including HMIC,
MEDLINE, Social Policy and Practice and PsycINFO. The databases were chosen for their relevance to
the health-care sector. In addition, a more informal Google Scholar search was conducted on 11 March
2020 to identify any grey literature or elements missed, as well as reference-scanning and citation-
tracking. This search combined terms including ‘public sector’, ‘inter-organisational collaboration’, ‘life
cycle’ and ‘model’ or ‘framework’.

Study selection

Inclusion criteria were the paper had to (1) clearly relate to collaborations between one or more
organisations on either a structural or individual level and (2) be a case study, evaluation, opinion or
review. Therefore, papers outlining public-private partnerships would be included at this stage. To reach
the final stage of inclusion, the paper had to be relevant to the procedural aspects of partnership by
either (1) presenting a model developed for, or explicitly applied to, collaborations in the public sector
or (2) relating to behaviours required for planning or implementing partnerships in the public sector.
Exclusion criteria for all stages included papers that relate to collaborations or partnerships between
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staff and patients rather than between organisations. Titles and abstracts were screened by one main
reviewer, with a subset of 10% of the total titles and abstracts screened by an independent party.

Data extraction

Data extraction was carried out by one reviewer, which involved combing the included papers for
models of the stages that partnerships go through and the behaviours key to these stages. This
information was then extracted into separate documents before being categorised and tabulated for
relevance to the review.
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Appendix 3 Search strategy

ext in this appendix has been reproduced with permission from Aunger et al.** 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.

Theory gleaning

Healthcare Management Information Consortium: commentary
Date of search:

Date range searched:

Search strategy

buddying.mp.

(clinical adj1 network).mp. [mp = title, other title, abstract, heading words]

merger.mp.

acquisition.mp.

(joint adj1 management).mp. [mp = title, other title, abstract, heading words]
consolidation.mp.

(coordinating or co-ordinating or coordination or co-ordination).mp. [mp = title, other title, abstract,
heading words]

(hospital adj1 chain$).mp. [mp = title, other title, abstract, heading words]

9. federation.mp.

10. (joint adj1 working).mp. [mp = title, other title, abstract, heading words]

11. (partnership adj1 working).mp. [mp = title, other title, abstract, heading words]

12. alliance.mp.

13. (joint adj1 commissioning).mp. [mp = title, other title, abstract, heading words]

14. vanguard.mp.

15. exp Integration/

16. 1or2or3ord4or5or6or70or8or?orl10orl1lorl12or13or14or15

17. health care/or acute care/or medical care/or primary care/or public sector/

18. 16 and 17
19. opinion*.ti.

20. (view or views).ti.
21. editorial.mp.

22. note.mp.

23. comment.mp.
24, letter.mp.

25. or/19-24

26. 18 and 25

27. limit 26 to yr = “1990"

Nounh~owoNR

©

Healthcare Management Information Consortium: review, framework, theory,
evaluation
Date of search:
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Date range searched:

Search strategy

©

10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.

NouhsowbdbR

buddying.mp.

(clinical adj1 network).mp. [mp = title, other title, abstract, heading words]
merger.mp.

acquisition.mp.

(joint adj1 management).mp. [mp = title, other title, abstract, heading words]
consolidation.mp.

(coordinating or co-ordinating or coordination or co-ordination).mp. [mp = title, other title, abstract,
heading words]

(hospital adj1 chain$).mp. [mp = title, other title, abstract, heading words]
federation.mp.

(joint adj1 working).mp. [mp = title, other title, abstract, heading words]
(partnership adj1 working).mp. [mp = title, other title, abstract, heading words]
alliance.mp.

(joint adj1 commissioning).mp. [mp = title, other title, abstract, heading words]
vanguard.mp.

exp Integration/

health care/or acute care/or medical care/or primary care/

administration/or organisational structure/or organisational theory/or organisations/
15o0r16o0r17

70or10

18 and 19

lor2or3or4or5oré6or8or9orllorl12ori13or14or20

evaluat$.mp.

interven$.mp. [mp = title, other title, abstract, heading words]

assess$.mp. [mp = title, other title, abstract, heading words]

trial.mp. [mp = title, other title, abstract, heading words]

model.mp. [mp = title, other title, abstract, heading words]

review.mp. [mp = title, other title, abstract, heading words]

(case adjl study).mp. [mp = title, other title, abstract, heading words]
theory.mp. [mp = title, other title, abstract, heading words]

22 or 23 or 24 or 25 or 26 or 27 or 28 or 29

21 and 30

limit 31 to yr = “1990 -Current”

OVID: MEDLINE and PsycINFO
Date of search:

Date range searched:

Search strategy

PO

buddying.mp.

(clinical adj1 network).mp.
merger.ti.

acquisition.ti.
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16.
17.
18.
19.
20.

(joint adj1 management).mp.

consolidation.ti.

(coordinating or co-ordinating or coordination or co-ordination).ti.
(hospital adj1 chain$).ti.

federation.ti.

. (joint adj1 working).ti.

. (partnership adj1 working).mp.

. alliance.ti.

. (joint adj1 commissioning).ti.

. vanguard.mp.

. systems integration/or “health care facilities, manpower, and services”/or “health care economics

and organizations”/or health services administration/or “health care quality, access, and evaluation”/
partnership.mp.

partnering.mp.

lor2or3ord4or5oré6or7or8or9orl10orl1lorl12or13orld4orléori7

15 and 18

limit 19 to yr = “1990 -Current”

Social Policy and Practice database
Date of search:

Date range searched:

Search strategy

Vo N AN

[ERN
=

11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.

partnering.mp. [mp = abstract, title, publication type, heading word, accession number]
partnership.mp. [mp = abstract, title, publication type, heading word, accession number]

“joint working”.mp. [mp = abstract, title, publication type, heading word, accession number]
merger.mp. [mp = abstract, title, publication type, heading word, accession number]
acquisition.mp. [mp = abstract, title, publication type, heading word, accession number]
alliance?.mp. [mp = abstract, title, publication type, heading word, accession number]

“partnership working”.mp. [mp = abstract, title, publication type, heading word, accession number]
buddying.mp. [mp = abstract, title, publication type, heading word, accession number]

(clinical adj1 network).mp. [mp = abstract, title, publication type, heading word, accession number]
(coordinating or co-ordinating or coordination or co-ordination).mp. [mp = abstract, title, publication
type, heading word, accession number]

(joint adj1 commissioning).mp. [mp = abstract, title, publication type, heading word, accession number]
vanguard.mp. [mp = abstract, title, publication type, heading word, accession number]
integration.mp. [mp = abstract, title, publication type, heading word, accession number]
healthcare.mp. [mp = abstract, title, publication type, heading word, accession number]
hospital?.mp. [mp = abstract, title, publication type, heading word, accession number]
evaluat*.mp. [mp = abstract, title, publication type, heading word, accession number]
intervention.mp. [mp = abstract, title, publication type, heading word, accession number]
model.mp. [mp = abstract, title, publication type, heading word, accession number]

review.mp. [mp = abstract, title, publication type, heading word, accession number]

(case adj1 study).mp. [mp = abstract, title, publication type, heading word, accession number]
theory.mp. [mp = abstract, title, publication type, heading word, accession number]
lor2or3or4or5or6or7or8or9orl10orllorl12or13

14 or 15

16or170r180r1%9or200r21

22 and 23 and 24
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Theory refining
Social Policy and Practice database
Date of search: 10 June 2020.

Results: 2144.

Results after deduplication: 1092.

Search strategy

1.

WoOoN>U MWW

=
o

19.
20.
21.
22.
23.

partnering.mp. [mp = abstract, title, publication type, heading word, accession number]
partnership.mp. [mp = abstract, title, publication type, heading word, accession number]

“joint working”.mp. [mp = abstract, title, publication type, heading word, accession number]
merger.mp. [mp = abstract, title, publication type, heading word, accession number]
acquisition.mp. [mp = abstract, title, publication type, heading word, accession number]
alliance?.mp. [mp = abstract, title, publication type, heading word, accession number]

“partnership working”.mp. [mp = abstract, title, publication type, heading word, accession number]
buddying.mp. [mp = abstract, title, publication type, heading word, accession number]

(clinical adj1 network).mp. [mp = abstract, title, publication type, heading word, accession number]
(coordinating or co-ordinating or coordination or co-ordination).mp. [mp = abstract, title, publication
type, heading word, accession number]

. “joint commissioning”.mp. [mp = abstract, title, publication type, heading word, accession number]
12.
13.
14.
15.
16.
17.
18.

vanguard.mp. [mp = abstract, title, publication type, heading word, accession number]
healthcare.mp. [mp = abstract, title, publication type, heading word, accession number]
hospital?.mp. [mp = abstract, title, publication type, heading word, accession number]
public health.mp. [mp = abstract, title, publication type, heading word, accession number]
mental health.mp. [mp = abstract, title, publication type, heading word, accession number]
primary care.mp. [mp = abstract, title, publication type, heading word, accession number]
(case adj1 (study or studies)).mp. [mp = abstract, title, publication type, heading word, accession
number]

lor2or3or4or50oré6or7or8or9or10ori1lori2

13or14or150ril16orl17

evaluation.mp. [mp = abstract, title, publication type, heading word, accession number]

18 or 21

19 and 20 and 22
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Appendix 4 Readiness for collaboration survey

Assessing your climate for collaboration
Background to our survey

Much is made about the pressing need to collaborate and work better together across organisational
boundaries. This survey is based on research funded by the National Institute for Health Research
(NIHR) to better understand how and why inter-organisational collaborations in healthcare can work
to improve services. This is drawing on findings from both literature review and interview-based
studies.

The findings from our research identified some 'key ingredients' for collaboration that included the
importance of building trust, having faith, and instilling confidence in any collaborative endeavour.
The findings also identified notable contextual factors which are likely to affect these ingredients.
This survey seeks to translate these findings into the formulation of questions which you can use to
establish how and why collaboration may or may not be conducive to your organisation. The survey
will ask you a series of questions that will gauge your opinion about where you feel you organisation
is against the key ingredients we have identified.

Who is the survey designed for?

This survey is intended for all those involved in implementing a collaboration between organisations
in a health and social care context. It is designed to be taken after you have identified which partner(s)
you will be working with and are about begin the process of collaborating.

What is it trying to achieve?

This survey is intended to inform you on where it might be important to focus your efforts to improve
your chances of success prior to beginning your collaboration. It is not intended to act as a
performance or benchmarking tool for comparing healthcare organsitions.

Why should I take this survey?

Based on your results, you will receive feedback to support any learning and improvements needed
for further successful collaboration. This is intended to provoke discussion and reflection within your
team and organisation rather than for allowing comparisons between organisations. Although it may
give scores for individual mechanisms such as trust and faith, this is to allow you to understand where
to direct efforts rather than as a definitive answer to where your organisation is genuinely at.
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This section will ask you questions about your role in your organisation and collaboration, before
moving on to the assessment questions in the next section.

Q1 Are you a member of the leadership team or a key architect of the collaboration, or otherwise a
member of the wider workforce?

Leader/key architect (1)

Workforce (2)

Q2 Are you a member of clinical or managerial staff, or both?

Clinical (1)

Managerial (2)

Both (3)

Q3 Which organisation are you from? (Optional)
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Q4 How long have you been working at your organisation?

Less than one month (1)

1-3 months (2)

3 months to a year (3)

More than a year (4)

Q5 How long have you been aware of/working on the collaboration?

Less than one month (1)

1-3 months (2)

3 months to a year (3)

More than a year (4)
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Q6 There are legal agreements in place that either mandate a certain level of collaborative behaviour
(mandated or highly integrative collaborations) or allow for altruistic collaborative behaviour to
naturally emerge (non-mandated collaborations)

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)

Q7 There are problems with the way your collaborator(s) are perceived in your organisation

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)
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Q8 Do you have a positive or negative history of collaboration with your partner(s), or no history?

Extremely negative (1)

Negative (2)

Neither positive nor negative or no history (3)

Positive (4)

Extremely positive (5)

Q9 There is a history of competition with your partner(s)

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)
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Q10 There a history of high-profile failures to meet standards in the local health system

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)

Q11 | perceive the balance of power in the collaboration to be balanced

Strongly disagree (1)

Somewhat disagree (2)

Neither agree nor disagree (3)

Somewhat agree (4)

Strongly agree (5)

Q12 Our organisations are geographically close together (i.e., <30 mins. drive)

Yes (1)

No (2)
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Q13 Is the collaboration mandated or voluntary?

Mandated (1)

Voluntary (2)

Q14 Patient or public representatives are involved in the planning of the collaboration

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)

Q15 My organisation is large compared to other organisations in my health system

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)
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Q16 There is a large number of organisations involved in our partnership

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)

Q17 | feel there is sufficient financial resource for the effective implementation of the collaboration

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)
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Q18 | feel there is sufficient workforce and time available for the effective implementation of the
collaboration

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)

Q19 Is the financial resource to implement the collaboration being sourced from a third-party
organisation (e.g. regulator)?

Yes, fully (1)

Partially (2)
No (3)
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Q20 Would you describe the overall regulatory environment as favourable (enabling, presenting few
barriers) or unfavourable (presenting many barriers) to collaboration?

Very favourable (1)

Favourable (2)

Neither favourable nor unfavourable (3)

Unfavourable (4)

Very unfavourable (5)

Q21 Legislative requirements for the type of collaboration we are implmenting make it difficult to do
properly

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)
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Q22 My organisation has a strong sense of identity and is likely to be resistant to change

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)

Q23 The collaboration involves organisations from multiple sectors (e.g., both acute and social care)
or within the same sector (e.g., only acute care).

Many sectors (1)

Within sector (2)

Q24 Cultural due diligence has been performed to gain an understanding of where and how the
collaborating organisations differ

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)
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Q25 Staff turnover in our organisation is typically high

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)

Q26 Robust independent conflict resolution mechanisms are in place

Strongly disagree (1)

Disagree (2)

Neither agree nor disagree (3)

Agree (4)

Strongly agree (5)
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Q27 | feel that the planned aims and objectives of the collaboration are clear

Strongly disagree (1)

Somewhat disagree (2)

Neither agree nor disagree (3)

Somewhat agree (4)

Strongly agree (5)

Q28 | feel that there is a clear path towards achieving the improvements sought by the planned
collaboration

Strongly disagree (1)

Somewhat disagree (2)

Neither agree nor disagree (3)

Somewhat agree (4)

Strongly agree (5)
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Q29 My organisation and the potential partner(s) agree on the aims and objectives of the
collaboration

Strongly disagree (1)

Somewhat disagree (2)

Neither agree nor disagree (3)

Somewhat agree (4)

Strongly agree (5)

Q30 My organisation and the potential partner(s) agree on how to achieve the aims and objectives of
the collaboration

Strongly disagree (1)

Somewhat disagree (2)

Neither agree nor disagree (3)

Somewhat agree (4)

Strongly agree (5)
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