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Background

Within the National Health Service (NHS), acute hospitals do not usually run general (medical) practices. 
General practitioners (GPs) are contracted by the NHS to provide primary care medical services to the 
patients registered with them. GPs also act as ‘gatekeepers’, referring patients to other, specialist, NHS 
services, including those provided by acute hospitals. The large majority of GPs are not employees of the 
NHS but instead are either contractors to the NHS or are salaried employees of contractor organisations 
(e.g. partnerships of GPs who hold a contract with the NHS or private companies that do so). Acute 
trusts are providers of hospital-based, emergency and/or elective specialist health care as well as, in 
some instances, providers of community health services. In England, acute hospitals are run by publicly 
owned organisations that are either NHS foundation trusts or NHS trusts, hereafter referred to 
collectively as trusts.

Some acute trusts in England now run general practices, which is a form of vertical integration. This is a 
relatively new phenomenon in the NHS, occurring since 2015. This kind of integration is distinct from 
horizontal integration, whereby organisations at similar stages along the patient pathway integrate or 
even formally merge with one another, such as when one acute hospital trust integrates or merges with 
another or when one practice integrates or merges with another. Nevertheless, each vertically integrated 
organisation that includes more than one practice does also include a degree of horizontal integration 
between the practices that are owned by the same trust.

Objectives

This report presents the second phase of a two-phase rapid evaluation of when NHS organisations 
operating acute hospitals have additionally taken over running general practices in locations in the NHS 
in England. In 2019–20, the phase 1 rapid evaluation investigated the implementation of acute hospitals 
managing general practices in England and Wales and addressed questions relevant to scaling-up this 
model of integration in an NHS setting. That qualitative evaluation focused on understanding the 
rationale for, and the implementation and early impact of, vertical integration.

Phase 2 of the study of vertical integration aims to understand the extent of vertical integration that has 
already taken place throughout the NHS in England, to assess the impact on outcomes from use of the 
secondary care service, how service delivery has changed or is expected to change, and the patient 
experience of vertical integration with a particular focus on whether patients with multiple long-term 
conditions are affected differently from other patients.

To meet these aims, the phase 2 rapid evaluation addresses the following research questions:

1:	 How many general practices have already vertically integrated with NHS organisations running 
acute hospitals in England; when did that happen, and what are the characteristics of those practic-
es where vertical integration has taken place?

2:	 What impact is vertical integration having the use of on secondary care? Does this impact differ for 
people with multiple long-term conditions compared with other patients without long-term condi-
tions or living with a single condition?

3:	 What impact is vertical integration having on the patient journey with regard to access to and over-
all experience of care? How does the experience differ for people with multiple long-term condi-
tions compared with those living with no or one long-term condition?
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Addressing these questions informs the refinement and validation of a theory of change for vertical 
integration between acute hospitals and general practices, developed in the phase 1 evaluation, 
describing the desired outcomes and the mechanisms by which these are expected to be achieved.

Methods

Our overall approach was a mixed-methods rapid evaluation comprising four work packages (WPs).

Work package 1: understanding the current scale of vertical integration 
in England

Work package (WP) 1 details the extent of vertical integration in England through desk-based analysis of 
secondary care statutory financial reporting, primary care GP workforce data and GP contracting data. 
There is triangulation of practices where vertical integration has been identified. The following statistics 
describing the characteristics of the vertically integrated practices are presented: number of acute 
hospital trusts (including those providing community health services) managing general practices; the 
number of general practices managed by the acute hospital trust; practice sizes in terms of patient 
population, patient demographics and workforce descriptors.

Work package 2: development of a statistical analysis plan

As part of WP2, the study team identified appropriate counterfactual or control sites and an appropriate 
approach to coding multiple long-term conditions as part of the detailed plan of analysis. In addition, this 
WP addresses several methodological questions, including how to deal analytically with general 
practices that have merged during the study time frame and how to consider and incorporate the impact 
of COVID-19 on our analyses of the use of secondary care.

Work package 3: quantitative analysis of the impact of vertical 
integration on secondary care utilisation

As part of WP3, we assessed the impact of vertical integration on a sample of practices for the use of 
secondary care service both overall and more specifically for people with multiple long-term conditions. 
We examined the following outcomes at different intervals over a 4-year period: outpatient attendances, 
accident and emergency department (A&E) attendances, all inpatient admissions, emergency inpatient 
admissions, inpatient admissions for ambulatory care sensitive conditions (ACSC), bed days, readmission 
within 30 days of discharge; for the identified practices and their controls before and after the identified 
practices were vertically integrated. We also report the financial implications in terms of an overall 
change in the cost per use of secondary care for vertically integrated practices.

Additionally in this WP, we analysed data from 10 years of national General Practitioner Patient Survey 
returns to compare trends in patient experience of care at general practices that vertically integrated 
with patients at practices undergoing other organisational changes and with practices remaining stable 
organisationally throughout the relevant period.
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Work package 4: staff and patient experiences of care delivery and 
provision across three purposively selected case study sites

We completed focus groups and interviews across three case study sites with key service managers and 
clinicians from the acute hospital, community care and general practices, and primary qualitative 
research via interviews, capturing the views of patients from integrated general practices, to understand 
their experiences of accessing services in areas where vertical integration is present.

Study team members met with the BRACE patient and public involvement (PPI) panel and discussed the 
‘what’ questions (what is important to find out/know about) and the ‘how’ questions (how best to gather 
this information). Members of the PPI panel took part in two workshops (May and November 2022). To 
aid the process of analysing and interpreting data, the research team held bimonthly meetings during 
the project and also held three data analysis workshops between September and November 2022 to 
develop interpretation of findings and refine the overall theory of change.

Results

The scale of vertical integration in the National Health Service in England
As of March 2021, we identified 26 trusts in vertically integrated organisations, running a total of 85 
general practices (i.e. with unique practice codes) across a total of 116 general practice sites (as some 
practices work from multiple locations).

The mean number of practices run by each trust was 3.3 (range 1–12) with community trusts running 
slightly fewer practices than acute trusts: means of 3.0 and 3.5 respectively. However, the median 
number of practices is higher per community trust than per acute trust (medians are 3.0 practices per 
community trust and 2.0 practices per acute trust).

Vertically integrated general practices are smaller than other practices on average, with a median list size 
of 6794 patients (mean 8902) at vertically integrated practices against a median list size of 8028 
patients (mean 9245) at other practices. There is not much difference in size between practices 
integrated with acute trusts and those integrated with community trusts, although the latter are slightly 
larger in terms of median patient list sizes as of March 2021. Vertically integrated practices are very 
slightly more likely to be in the most deprived decile when compared with non-vertically integrated 
practices (16–15%, respectively). Vertically integrated practices are considerably more likely to be on 
alternative provider medical services (APMS) contracts than are other practices: only 2% of other 
practices have APMS contracts but 14% vertically integrated practices do.

Three-quarters (75%) of practices that are not vertically integrated achieved a Quality and Outcomes 
Framework (QOF) score within 25% of the total quality points achievable. The performance of vertically 
integrated practices, as measured by QOF scores, was weaker: only 59% of the vertically integrated 
practices achieved QOF scores of at least 75% of the possible maximum.

Vertically integrated practices also employ fewer GPs, in line with their smaller patient list sizes: a 
median of 3.6 full-time equivalent GPs compared with 4.3 in other practices (in England, the number of 
patients per doctor (trainee and fully qualified) at general practices was 1700 in October 2022). The 
numbers for acute and community trusts’ practices are very similar.

Impact on use of secondary care services
We find that vertical integration is associated with statistically significant, modest reductions in rates of 
A&E attendances: a 2% reduction [incidence rate ratio 0.98, 95% confidence interval (CI) 0.96 to 0.99; 
p < 0.0001]; outpatient attendances: a 1% reduction (incidence rate ratio 0.99, 95% CI 0.99 to 1.00; 
p = 0.0061), emergency admissions and emergency readmissions: a 3% reduction in the rate of 
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emergency inpatient admissions (incidence rate ratio 0.97, 95% CI 0.95 to 0.99; p = 0.0062) and a 5% 
reduction in the rate of emergency readmissions (incidence rate ratio 0.95, 95% CI 0.91 to 1.00; 
p = 0.039), with no impact on length of stay, overall inpatient admissions or inpatient admissions for 
ACSC over a 4-year period. The falls in A&E and outpatient attendance rates are temporary, as these 
rates resume growing at faster rates than for practices that did not vertically integrate and held general 
medical services contracts throughout the study period.

We found little difference between the impact of vertical integration of general practices with acute 
hospital trusts and vertical integration with community trusts; except that in the 2 years following 
vertical integration, outpatient attendances increase faster in practices that have merged with an acute 
hospital trust than in practices merging with a community trust. We found no evidence that the impact 
of vertical integration is different for people living with multiple long-term health conditions compared 
with people with a single or no long-term health conditions. For the 39 vertically integrated practices 
included in our financial implications analysis, the total estimated annualised hospital cost saving 
amounts to £1.9–6.7 million.

Staff and patient experiences of care delivery and provision
Through quantitative analysis of national General Practitioner Patient Survey (GPPS) data over 10 years, 
we found that after practices become vertically integrated, continuity (ability to make an appointment 
with a preferred GP) becomes differentially poorer by 6.6% points (p = 0.0001). Analysis of GPPS data 
also shows that horizontal mergers between practices have minimal impact on patient experience, while 
practices switching to an APMS contract reveal slightly worsening patient experience for continuity, 
access and satisfaction.

Analysis of focus groups and interviews with staff (N = 22) and interviews with patients (N = 14) showed 
that vertical integration remains one model of integrated care that can help general practices remain 
open. Vertical integration between acute trusts and general practices is supported by the introduction of 
novel ways of clinically integrating care across primary, community and secondary care to meet the 
needs of all patients locally, but specifically those at risk, have complex and/or multiple long-term 
conditions. Health service improvements driven by local acute trusts in collaboration with clinicians in 
general practice may use vertically integrated practices to test services before encouraging wider local 
roll out to non-vertically integrated practices. Notably, health service improvements are introduced 
following a significant period of cultural interchange; that is, colleagues from acute and primary care 
understanding each other’s ways of working, challenges to delivering provision and aligning back-office 
functions. Second, health service improvements were not only between primary and acute care but also 
between primary and community care, with clinicians from community and acute care becoming more 
embedded in providing services in general practice. Finally, patients with multiple long-term conditions 
encounter significant ‘navigation work’ choosing and accessing health provision, with diminishing 
continuity of care with the onset and scaling up of multidisciplinary team working. However, this holds 
true for both vertically integrated and non-vertically integrated general practices.

Conclusions

Vertical integration can benefit particular general practices and trusts, but our analysis does not indicate 
a case for its widespread roll-out.

There are implications for policy and practice. For vertical integration to be successful, there is a need 
for an initial period of trust and relationship building as part of the cultural transformation for both 
primary and secondary care. Practitioners and managers in vertically integrated arrangements should 
consider how changes in the provision of care can help to reduce the extent of ‘navigation’ and ‘illness 
work’ that patients have to undertake, which are greatest for those living with multiple long-term 
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conditions. The effects of vertical integration take time to build up and initial impacts may not last; 
hence, patience is needed to allow vertical integration to develop where it is attempted.

There are also implications for future research. We have not yet evaluated whether vertical integration 
improves recruitment and retention of primary care staff; nor the extent (if any) of economies of scale in 
provision of back-office functions. Our quantitative analysis of hospital utilisation data showed that 
initial reductions in A&E and outpatient attendances following vertical integration of a general practice 
with a trust did not appear to last; although reductions did persist for emergency inpatient admissions 
and readmissions. We followed up for 2 years after vertical integration, but even for that modest a 
follow-up period our sample of practices that could be analysed was merely 39. Further quantitative 
follow-up in future would not only permit investigation of the longer-term impact of vertical integration 
on hospital usage but would also enable more certain and precise estimation of the magnitudes of any 
effects. More extensive interviewing of patients and their carers would provide better evidence about 
patient experiences of navigating care as part of vertically integrated models of care compared with care 
outside vertical integration models, including patients with multiple long-term conditions. Finally, further 
qualitative research with primary and secondary care clinicians, service managers and other staff, could 
improve understanding of the rationale and drivers for service level improvements, the indicators that 
would represent effective integration between primary, community and secondary care and how 
agendas to meet local needs can best be agreed and addressed.
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further project information.



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.

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), NCBI Bookshelf and MEDLINE.

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.

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 here is the product of an HSDR Rapid Service Evaluation Team, contracted to undertake real time evaluations 
of innovations and development in health and care services, which will generate evidence of national relevance. Other evaluations by 
the HSDR Rapid Service Evaluation Teams are available in the HSDR journal.

The research reported in this issue of the journal was funded by the HSDR programme or one of its preceding programmes as project 
number NIHR135618. The contractual start date was in May 2022. The final report began editorial review in March 2023 and was 
accepted for publication in June 2023. 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 Sidhu et al. This work was produced by Sidhu et al. under the terms of a commissioning contract issued by the  
Secretary of State for Health and Social Care. This is an Open Access publication distributed under the terms of the Creative 
Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction and adaptation 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 NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Newgen Digitalworks Pvt Ltd, Chennai, India 
(www.newgen.co).

BRACE: The Birmingham, RAND and Cambridge Rapid Evaluation Centre	
The BRACE Rapid Evaluation Centre (National Institute for Health and Care Research Birmingham, RAND and Cambridge 
Evaluation Centre) is a collaboration between the Health Services Management Centre at the University of Birmingham, the 
independent research organisation RAND Europe, the Department of Public Health and Primary Care at the University of 
Cambridge, and National Voices. BRACE carries out rapid evaluations of innovations in the organisation and delivery of health 
and care services. Its work is guided by three overarching principles:

1. �Responsiveness. Ready to scope, design, undertake and disseminate evaluation research in a manner that is timely and appropriately 
rapid, pushing at the boundaries of typical research timescales and approaches, and enabling innovation in evaluative practice.

2. �Relevance. Working closely with patients, managers, clinicians and health care professionals, and others from health and care, in 
the identification, prioritisation, design, delivery and dissemination of evaluation research in a co-produced and iterative manner.

3. �Rigour. All evaluation undertaken by the team is theoretically and methodologically sound, producing highly credible and timely 
evidence to support planning, action and practice.



NIHR Journals Library Editor-in-Chief

Dr Cat Chatfield Director of Health Services Research UK

NIHR Journals Library Editors

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

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

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

Dr Tessa Crilly Director, Crystal Blue Consulting Ltd, UK

Dr Eugenia Cronin Consultant in Public Health, Delta Public Health Consulting Ltd, 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

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

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


