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Integrated Care & Support Programme Longer Term Evaluation
Summary of Pioneer Evaluation Workshop 2
Background

The longer term evaluation of the Integration Care and Support Pioneers programme is being undertaken by an evaluation team led Professor Nicholas Mays of the Policy Innovation Research Unit (PIRU) at the London School of Hygiene and Tropical Medicine (see http://www.piru.ac.uk/projects/current-projects/integrated-care-pioneers-evaluation.html .  The evaluation, which is funded by the Department of Health’s Policy Research Programme has been designed with a strong interactive and reflective component, which includes six-monthly workshops with the Pioneers and related stakeholders. These workshops are led by Professor Judith Smith and Dr Robin Miller from the Health Services Management Centre at the University of Birmingham and are intended to: 
· test the emerging findings of the research against the experiences and views of the Pioneers;
· gain Pioneers’ perspectives on key issues to be explored in later elements of the evaluation;
· distil the practical lessons and implications of the evaluation findings for the Pioneers, and for wider health and social care policy; and
· provide an opportunity for informal discussions between Pioneers and the national evaluation team.
The second evaluation workshop was held at the London School of Tropical Medicine & Hygiene on the 15th September 2016 and was attended by 45 participants drawn from 13 Pioneer sites, NHS England and the national evaluation team. Pioneer representatives included those working in local authorities, clinical commissioning groups, NHS providers, patient and public involvement representatives and local evaluators. 
Focus of Workshop 2

At Workshop 1 held in March 2016 (http://www.piru.ac.uk/projects/current-projects/integrated-care-pioneers-evaluation.html#pane6) a key topic of interest highlighted by Pioneers was how best to undertake local evaluations of their work and this was therefore selected as the focus for the second evaluation workshop. Prior to the day the Pioneers were contacted by HSMC to gather details of what local evaluation activity had been completed or was under way, and to find out the issues that participants would find most helpful during the workshop.



Content of Workshop

Evaluating Integrated Care: learning from international experience

Professor Bert Vrijhoef of the National University Singapore and Maastricht University Medical Center in the Netherlands drew on his extensive research work in Europe and Singapore to present an overview of the key challenges in evaluating integrated care. His key messages were:

1. it is common for there to be a mismatch between why we believe integrated care is the right thing to do and how we then pursue it as well as what we do in practice and 

2. this suggests that researchers should step up this challenge by providing evidence that will support informed decision making about how to develop, test, evaluate and implement integrated care. Bert believes that this will mean that using mixed methods within evaluation studies (e.g. a combination of surveys, interviews, analysis of cost and activity data, providing regular formative feedback to sites) will generally be the most productive and that these should be clearly linked to the ‘context’, ‘mechanisms’ and ‘outcomes’ of an integrated care initiative (see http://www.birmingham.ac.uk/schools/social-policy/departments/health-services-management-centre/news/viewpoint/2016/10/integrated-care-unlocking-the-mysteries.aspx for a blog by Bert Vrijhoef expanding on these points).

Bert Vrijhoef’s presentation is available here:

 

Longer term evaluation of the Pioneer programme

Bob Erens, Eilis Keeble and Dr Mary Alison Durand provided an update on recent progress with the longer term evaluation of the integrated care Pioneers. 
Mary Alison confirmed that the initial focus of Work Package 2 (Economic Evaluation) will be community-based integrated health and social care multi-disciplinary teams (MDTs). The evaluation will seek to estimate and explain long-term care experience and health outcomes, service use and costs of MDTs in comparison with alternative service strategies (including ‘usual care’). Patients accessing MDTs in three Pioneer sites will be investigated and compared with patients within the same Pioneer site who do not receive community-based MDT care (see presentation below). Recruitment of the three MDT evaluation sites is being undertaken at present and interested Pioneers are encouraged to contact Mary Alison (Mary-Alison.Durand@lshtm.ac.uk).
Mary Alison’s presentation is available here: 



As part of Work Package 1 (process and limited impact evaluation) the evaluation will be looking for high level changes over time across the whole system of each Pioneer. In order to do this the Nuffield Trust (one of the evaluation team partners) is building sets of indicators that draw on routinely available data for successive years. Eilis Keeble explained to workshop participants they way in which an initial set of high level indicators relevant to integrated care has been identified, and organised into site-specific spreadsheets that allow Pioneers to look at change for their own area, select regional or national comparators, and examine summary changes (see http://www.piru.ac.uk/projects/current-projects/integrated-care-pioneers-evaluation.html#pane5  )
Bob Erens shared an early analysis of the recent ‘panel’ survey of stakeholders within each Pioneer site.  The aim of this survey is to collect regular data that capture the development of each Pioneer, and enable a longitudinal picture to be painted of each site (and the wider Pioneer programme) over the five years of the study. Pioneers were encouraged to contact Bob if they had suggestions about who should be involved in future panel surveys (Bob.Erens@lshtm.ac.uk).
Local evaluation approaches
In the afternoon, three Pioneer sites presented their local approaches to evaluation – South Somerset, Waltham Forest and East London, and Kent.
South Somerset
Debbie Neal outlined that in South Somerset the focus has been on developing two new care models – a complex care hub and enhanced primary care, which are now evolving into a continuum single new model of care. Other emerging work streams include a redesign of day case surgical services. A ‘logic model’ has been developed that connects the planned activities of the care models with the outputs, outcomes and impact, together with a common data set produced across health and care organisations regarding people with multiple long-term conditions. Various evaluations of specific elements of the programme have been undertaken, including keyworker training and role, and the complex care hub. The area is also involved in a NHS England funded evaluation of its Vanguard project (http://www.symphonyhealthcare.co.uk.gridhosted.co.uk/about-symphony/ ) and an EU funded Horizon 2020 project exploring integrated care models (see http://www.selfie2020.eu/ ). Debbie Neal reported that what had proved particularly helpful with their evaluation process were the shared data set, a clear vision, agreed outcomes framework and common metrics. Evaluation challenges have related to differing timescales and agenda within the various evaluation streams and the funding and procurement of evaluation partner.
Debbie Neal’s presentation is available here:


Waltham Forest and East London
Professor Martin Marshall from UCL began by introducing the concept of the ‘in-residence research model’ and talked through examples of how this is being used by UCL Partners to undertake formative research in various healthcare settings. The Waltham Forest and East London Pioneer have had a social scientist and policy analyst-in-residence to evaluate their Pioneer project. This was felt to reflect the expectation of the Pioneers that there would be an embedded and process-orientated evaluation that focused ‘less on if the programme ‘works’ and more on how to use research evidence to optimise effectiveness’ of the programme. This local evaluation will run over three years and has already involved interviews, observations and documentary analysis.  The learning to date is that the model seems attractive to many commissioners and providers and also to many academics and in particular early career researchers. There are a number of key issues that have to addressed including ensuring that both the organisational and academic interests are resolved, gaining ethical approval, and deciding how to share (or not) sensitive information collected as part of the study. The skill-set of the participatory researcher needs to include a high level of emotional intelligence in addition to the more traditional ones based around research methods and practice.   

Martin Marshall’s presentation is available here:


Kent
Esther de Weger talked about the evaluation of the Kent Pioneer being led by Professor Jenny Billings of the Centre of Health Services Studies (CHSS) at the University of Kent. CHSS are taking a pragmatic approach to this evaluation that involves developing realistic outcomes, a menu of indicators for specific projects, a co-designed roll out with the stakeholders, and participatory methods with speedy results. There have also been ‘light touch’ evaluations of local projects which support continuous improvement and develop in-house evaluation skills. These include monitoring frameworks based on best-practice evidence and including validated questionnaires. CHSS are also part of the EU Horizon 2020 funded SUSTAIN project which is researching integrated care for older people living at home with multiple needs (see https://www.kent.ac.uk/chss/research/docs/current/2015_07_08_sustain.html ).
Esther de Weger’s presentation is available here:



Themes emerging from workshop discussions

During the day there were regular opportunities for participants to reflect on presentations and related issues. They were also asked to share their views through completing a written feedback form at the end of the day.
Local evaluation
Participants appreciated the opportunity to explore the realities of evaluating integrated care, and were reassured to learn that even experienced national and international researchers and well-funded projects can find it difficult to address issues such as attribution of cause and effect and what would have happened without the project being introduced (also known as the ‘counterfactual’). 
The challenges of sharing data across health and care organisations and systems were raised on numerous occasions, including those related to information governance. Other issues highlighted included the diverse and changing nature of local initiatives, and the tendency for the context of programmes to be lost due to changes in key players. 
Whilst ideally participants would have liked to leave the day with answers to all (as opposed to some) of many questions regarding how best to complete an evaluation, they valued highly the opportunity to spend time learning about the approaches being taken by others. Table discussions provided a good opportunity to use peers and the longer term evaluation team to test out ideas for local studies and monitoring of Pioneer progress, and understand the complexity of carrying out research in this area of health and care.
Longer term evaluation
Participants who completed the feedback described themselves as very clear regarding the aims and approach of the longer term evaluation. Some sites expressed an interest in being part of the MDT economic evaluation, and others were keen for the methods and results to be shared to enable local replication outside the main study. 
Most people saw engaging with the longer term evaluation as important to their Pioneers. Key benefits included benchmarking with other organisations and areas, providing supporting information to help sustain local integration activities, and getting fresh ideas and other good practices. It was noted that it would be helpful for the national evaluation team to be clearer about what, if any, other opportunities there will be for Pioneers to engage beyond attending the six monthly workshops and participating in the data gathering exercises. This will be discussed by the evaluation team with further engagement opportunities being communicated to Pioneers.
Future evaluation workshops
Participants provided a number of suggestions regarding the focus of future evaluation workshops which are summarised below. They were keen also that the workshops include opportunities to talk openly and honestly with peers about what is working or not within and across Pioneers, and that there are in-depth presentations and exploration of local Pioneer experience as well as input from ‘experts’ – something that was very much appreciated at this second workshop.  Topics suggested for future consideration included:  
· Replicability and sustainability of pilots and programmes
· Developing common outcome frameworks across partner organisations 
· Data sharing across organisations and sectors
· Analysis of mixed data sets and then how to present accessibly
· Different models within Pioneers of MDTs, care plans and other approaches.
Robin Miller and Judith Smith
Birmingham, 19th October 2016
The third workshop of the longer term evaluation will take place on Wednesday 29th March 2017 at the Health Services Management Centre at the University of Birmingham. This workshop will include a focus on information governance across organisations and sectors.
For any queries regarding the evaluation please contact:
Mary Alison Durand (study co-ordinator) – Mary-Alison.Durand@lshtm.ac.uk
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Take home messages 


 


• A mismatch exists between why people believe integrated care is the 


right thing to do and how they pursue it as well as what they do. 


 


• Researchers should step up to support informed decision making 


about how to develop, test, evaluate and implement integrated care 


to ultimately generate benefits for the health and health care of 


people.  
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Suter et al. (in: Healthcare Q 2009) 
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Oelke et al. (in: Systematic Reviews 2015) 
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Foglino et al. (in: Health Policy 2016) 


 How is integration defined and measured? 


“The definitions of integrated care found in the selected studies were highly 


variable and often not specific.” “… we organized the aspects of integrated 


care into three approaches: individual care provider; team care providers; 


mixed approach.” 
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Foglino et al. (in: Health Policy 2016) 


 What is known about the relationship between the integration of 


cancer care services and patient experience? What dimensions of 


patient experience are sensitive to integration and how do the impact 


the patient’s experience? 


“Studies varied substantially in how they conceptualized and measured 


patient experience.” “… few studies have explored patients’ needs or 


critically examined the effectiveness of different integration healthcare 


system approaches, from the patient perspective. Where assessed, patient 


experience is related to integrated care in terms of important dimensions of 


performance including patient satisfaction, quality of life, psychological and 


physical outcomes, continuity of care, empowerment.”  
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Foglino et al. (in: Health Policy 2016) 


• In conclusion: 


“Despite the somewhat unclear evidence, it seems that key aspects that 


come through the literature as important include a key role for patient 


engagement as the first step to plan, deliver and evaluate health 


services. This engagement should be supported by further research on how 


to best include patient experience assessments into the entire trajectory of 


care.” 
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Busetto et al. (in: J Eval Clin Pract 2015) 
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Busetto et al. (in: J Eval Clin Pract 2015) 
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Take home messages 


 


• A mismatch exists between why people believe integrated care is the 


right thing to do and how they pursue it as well as what they do. 


 


• Researchers should step up to support informed decision making 


about how to develop, test, evaluate and implement integrated care 


to ultimately generate benefits for the health and health care of 


people.  
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Evaluation of Integrated Care (WHO 2016) 
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Evaluation of Integrated Care (WHO 2016) 


Strategy Evaluation (as part of strategy) 


#1: Empowering and engaging people and 
communities  


- 


#2: Strengthening governance and 
accountability  


patient satisfaction surveys; patient 
reported outcomes and balanced 
scorecard 


#3: Reorienting the model of care  health technology assessment; 
surveillance, research and control of risks  
and threats to public health 
 


#4: Coordinating services within and 
across sectors  


- 


#5: Creating an enabling environment  systems research; CQI 
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Evaluation of Integrated Care (’09-’11) 
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Evaluation of Integrated Care (Nolte et al. 2014) 
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Evaluation of Integrated Care 
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Fletcher et al. (in Evaluation 2016); MRC (2008) 


• Current trials (does it work?) tend to ignore the complexity of multi-component, 


and particularly multi-level, approaches to health improvement and also the 


importance of considering context 


• Evaluators of complex interventions (MRC) should use realist evaluation methods 


across all phases of intervention science (what works, for whom, under what 


circumstances?)  
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Fletcher et al. (in Evaluation 2016) 
Phase RE methods Why? 


Development Mixed-methods evidence synthesis; 
formative mixed- method, multi-case-
study research; and, pragmatic 
formative process evaluation  


To focus not only on the pathways from (1) inputs 
to (2) outcomes but also the (3) contextual 
dimensions that activate or mitigate causal 
processes (e.g. 3-D logic models) 


Feasibility testing/ 
piloting 


Purposive sampling criteria; collect 
qualitative data; multi-arm pilot RCT’s 


To examine barriers and facilitators to 
implementation in a range of settings; to explore 
the views of those involved and to refine and 
optimise the intervention design, logic model and 
trial methods prior to realist RCTs  


Evaluation The combination of realist RCT 
methods with detailed process 
evaluation to understand mechanisms 
and context 


To maximise internal validity in estimating effects 
within the trial (and how these are moderated by 
contextual factors) as well as maximising external 
validity by developing evidence-based theories 
about the factors which will promote or limit the 
effectiveness of the intervention in other settings 
and with other populations 


Implementation Examine long-term benefits and 
harms and how these vary by context; 
these studies can occur over a wider 
range of settings, populations and 
time periods 


To understand how context shapes outcomes 







26 







27 


Busetto et al. (2016) 
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Busetto et al. (2016) 
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Evaluation of Integrated Care (ongoing) 
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Summary 


Integrated Care 


Why? To redesign health systems to provide 
universal, equitable, high-quality and financially 
sustainable care.  


How? Five interdependent strategies: (1) 
empowering and engaging people and 
communities; (2) strengthening governance and 
accountability; (3) reorienting the model of care; 
(4) coordinating services within and across sectors; 
and (5) creating an enabling environment.  


What? To manage and deliver health services so 
that people receive a continuum of health 
promotion, disease prevention, diagnosis, 
treatment, disease-management, rehabilitation 
and palliative care services, coordinated across the 
different levels and sites of care within and beyond 
the health sector, and according to their needs 
throughout the life course.  
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Summary 


Integrated Care Evaluation of integrated Care 


Why? To redesign health systems to provide 
universal, equitable, high-quality and financially 
sustainable care.  


Why? To support informed decision making by 
patients, healthcare providers, policymakers, and 
co-researchers about the development, testing, 
evaluation and implementation of integrated care. 


How? Five interdependent strategies: (1) 
empowering and engaging people and 
communities; (2) strengthening governance and 
accountability; (3) reorienting the model of care; 
(4) coordinating services within and across sectors; 
and (5) creating an enabling environment.  


How? Realist evaluation during all phases of 
process from development to upscaling of complex 
intervention (what works, for whom, under what 
circumstances?) 


What? To manage and deliver health services so 
that people receive a continuum of health 
promotion, disease prevention, diagnosis, 
treatment, disease-management, rehabilitation 
and palliative care services, coordinated across the 
different levels and sites of care within and beyond 
the health sector, and according to their needs 
throughout the life course.  


What? The generation of a strong theoretical, 
methodological and evidence base which provides 
greater confidence that outcomes observed during 
trials can be replicated in real-world settings, and 
which supports the ongoing cycle of developing 
and evaluation integrated care. 
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Take home messages 


 


• A mismatch exists between why people believe integrated care is the 


right thing to do and how they pursue it as well as what they do. 


 


• Researchers should step up to support informed decision making 


about how to develop, test, evaluate and implement integrated care 


to ultimately generate benefits for the health and health care of 


people.  
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b.vrijhoef@mumc.nl   


BertVrijhoef 
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Funding acknowledgement and disclaimer 


• This presentation summarises independent research commissioned 
and funded by the Department of Health Policy Research Programme 
(Policy Research Unit in Policy Innovation Research, 102/0001).  The 
views expressed are those of the authors and not necessarily those of 
the Department of Health. 


 


 







Main strands of the longer-term evaluation 


Three work packages (WPs): 


 


• WP1: Pioneer level process evaluation and (limited) impact evaluation 


• WP2: Scheme/initiative level impact and economic evaluation 


• WP3: Working with Pioneers, national policy makers and other 
partners, patient/user organisations and experts to derive and spread 
learning 


 







WP1: Pioneer level process (and impact) evaluation  


• Aim 1: Explore how Pioneers are pursuing/progressing towards 
integration-related service changes. 
• Progress:  


• Interviews with Leads and other key stakeholders at 24 Pioneers   
• First annual panel survey has been conducted  


 


• Aim 2: Analyse key indicators of integrated care and its 
consequences, comparing Pioneers with non-Pioneer 
areas/populations. 
• Progress:  


• 12 indicators selected so far – interactive dashboard designed and data being collected  
 







WP3: Reflective and shared learning through workshops 


• Aims include:  


• Working with Pioneers  to shape and refine our research approach to ensure that it 
remains relevant, supportive, yet challenging, while providing Pioneers with 
opportunities to gain early insight into emerging findings. 


 


• Methods:  


• 6-monthly interactive workshops facilitated by team members Judith Smith and Robin Miller, Health Services 
Management Centre, Birmingham 


 


• Progress: 


• Workshop 1 held in March in Birmingham. Representatives of 12/25 Pioneers attended. 


 


 


 







WP2: Scheme level impact and economic evaluation 


• Aim:  
• Undertake economic evaluations of systemically important integration initiatives undertaken by 


Pioneers by relating the resources used to the benefits for patients/users in terms of user 
experience, and health and/or social care-related quality of life (using a range of designs 
depending on circumstances) and;   


 


• Understand how and why these initiatives’ impacts differ depending on different contexts and 
different modes of implementation employing an integral qualitative component designed to 
identify the facilitators and barriers encountered compared with the experience of similar 
initiatives provided by other Pioneers in different contexts. 


 







WP2: Economic evaluation 1 - integrated health and social care 
community based MDTs  


 


• Why community based, integrated MDTs? 


 


• Policy makers in Pioneers and other areas in England increasingly fund or support those teams/initiatives: 


• Erens et al., 2016: one of the most common approaches to health and social care service integration 


• That intervention — which promotes inter-organisational and inter-professional coordination — 
improved services use, health outcomes and care experience in some past studies (Nolte and 
Pitchforth, 2014) 


 


• But evidence is still uncertain: no conclusions can be made that implementation of these teams leads to 
improvements over time and in specific situations. 


 


 
 


 


 


 


 
 







 Research questions include: 


 
• What are the relative effects and costs of community-based MDTs on experiences and outcomes for 


patients/service users, informal carers and staff?  


 


• What are the ‘active ingredients’ within MDTs that produce the health and social care experiences and 
outcomes observed? 


 


• What factors — within the local health and care system and the wider context — facilitate or impede the 
delivery of integrated health and social care? 


 


• How do the MDTs impact upon the experiences of staff providing integrated health and social care? 


 


• How do the MDTs impact upon the wider local health and social care system in which they are located - both 
within and across Pioneer sites? 


  


 







Aims 


 
• To evaluate community based, integrated MDTs seeking to co-ordinate and improve the delivery of 


services to adults with health and social care needs.  


 


• To estimate and explain long-term care experience and health outcomes, service use and costs of MDTs 
compared to alternative service strategies – including ‘usual care’.  


 


• Interested in patients’ /service users’ views and experiences, those of staff delivering care through 
MDTs and other stakeholders in local health and care economy.    


 


• Use a range of quantitative and qualitative methods to gather data on outcomes, experiences and costs. 


 


 







How will we do it?  


• Quasi-experimental, prospective, matched-pair comparison of patients receiving MDT care in 
three Pioneers with patients who receive their care in another part of the same Pioneer and who 
would qualify for but do not receive community based MDT care.  


 
• Matching based on observed characteristics predicting service use and outcomes  


 
• Population of interest  - frail elderly 


 
• Collection of data on cases and controls for 18 months after their recruitment into the study: health 


and social care service use, quality of life and care experience 
 


• Difference-in-difference multivariate analysis  
 


• Results - explanation through qualitative methods (interviews patients, informal carers, staff and other 
stakeholders, team meeting observations and interviews with stakeholders) 
 


 


 







Where we are at now and what are our next steps?  


 
• Scoping report submitted to and approved by DH (August 2016) 


 


• Site visits and selection 


 
• Development of data collection instruments  


 
• Application for ethical approval 


 







Suitable sites 


• There is a community-based MDT — i.e., an MDT initiative located in the community; includes personnel from both health 
and social care sectors; aims to improve coordination/delivery of services for adults with care and support needs. 


 


• We can collect data on relevant outcomes  (e.g., care experience, health outcomes, service use and costs). 


 


• Sufficient numbers of patients/service users are being cared for by the MDT. 


 


• We can recruit matched ‘controls’, i.e. patients/service users who are broadly similar but who are not receiving MDT care 
(perhaps because they live outside the MDT’s catchment area or are not referred to the MDT for some reason). 


 


• We can get an overview of other interventions in the local health and care system so that we can understand and account 
for them in our analysis. 


 


• System leaders support the evaluation and can commit staff time to facilitate access to key stakeholders and data. 


 







The team  


• LSHTM 
• Nicholas Mays, Mary Alison Durand, Bob Erens, Nick Douglas, Richard Grieve, Ties Hoomans 


Tommaso Manacorda, Sandra Mounier-Jack 


• PSSRU, LSE 
• Gerald Wistow 


• Nuffield Trust  
• Martin Bardsley Eilis Keeble  


• HSMC, University of Birmingham 
• Judith Smith, Robin Miller 


 
• Contact: 
• E:  Mary-Alison.Durand@lshtm.ac.uk   
     T:  02079272964 
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Evaluation 


The South Somerset experience 







South Somerset 
• Brief overview of Symphony 


• Outline the different approaches and different 
evaluations South Somerset has been involved 
with – formal and informal  


• What has been helpful (and what less so )  


• Plans for the future 







Proportion of the Somerset population  
aged 65+ by LSOA - 2003 







Proportion of the population  
aged 65+ by LSOA - 2013 







Proportion of the population  
aged 65+ by LSOA - 2023 







Proportion of the population  
aged 65+ by LSOA - 2033 







The Data Set 
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The Data Set 







Regression 
variables 


Age  Number of  
conditions 


Age, Number 
of conditions 


Variation 
explained 


3.36% 18.76% 19.30% 


The Data Set 







The Data Set 







The Data Set 







The Data Set 







The Data Set 


How the data shaped the project 


 Adults with multiple long term 
conditions – not frail elderly 


 Multi-morbidity model, not 
disease pathways 


 Identification of high cost, defined 
cohort 


 Identification of commissioning 
budget 


 Ability to track changes to activity 
and cost 


Initial Cohort: 


People with 3 or more conditions* 


£ 
Primary Care 1,012,520 


Primary Care Prescribing 917,361 


Acute IP/DC 5,490,741 


Acute OP 818,975 


Acute AE 170,747 


Mental Health 705,741 


Community Hospital IP 983,730 


Community Hospital OP 1,965 


Community Hospital MIU 1,512 


Community Services 782,709 


Social Services 2,580,688 


Continuing Health Care 987,178 


Total Cost 14,453,867 


Number of patients 1,458 


*Conditions included: 
Diabetes  


Cardiac Disease  


COPD / Occupational Lung Disease  


CKD / Renal failure  


Depression / Anxiety  


Dementia  


Stroke  


Cancer 







Population segments Cost breakdown Care models 


Complex patients with 
many conditions 
High Cost (over £7k/yr) 


Patient-centred, holistic 
coordinated care 


→ Complex Care Hubs 


Less complex patients 
with fewer conditions 
Moderate cost (£1-7k/yr) 


Proactive chronic 
condition management 


→ Enhanced Primary 
Care 


Mainly healthy patients 
Low cost (under £1k/yr) 


Efficient primary care, 
proactive health and well-
being services 


Population cost pyramid, South Somerset 


78% 
~90k 


18% 
~20k 


4% 
~5k 


~15% 
~£20m 


~35% 
~£55m 


~50% 
~£75m 


Currently 85% of resources are used by ~20% of the population, the 
challenge therefore is to develop new care models that deliver high 


quality, effective, cost efficient care for all of the population 


Source: South Somerset Symphony project data 12/13, Oliver Wyman analysis 


Note: 1 Community service activity (e.g. district nursing) data not allocated to individual patients, therefore not included here  


~£150m total cost; Primary, secondary, community1, mental health and social care 


The top 4% of population drive 50% of the cost; the top 22% drive 85% of the cost 















 
‘Leading innovation and integration for a 
healthier, more independent population.’ 


Objectives: 


Informed people, empowered to take 
responsibility for their health and wellbeing. 


An ambitious and adaptive workforce, 
working creatively to deliver exceptional 


care. 


A seamless, integrated and responsive 
network of care services, working together 


to do the right thing for patients.  


   


Vision: 







Outcomes 
 


18 


Focus Me and my carer(s), taking account of all my conditions and our physical, mental, 
social and emotional needs 


Outcom
e 


I am helped to manage my conditions and live in the way I want to the best of my 
ability 


Feature
s 


ACTIVE 
INVOLVEMENT 


 
I am listened to 
and involved in 
planning and 


making choices 
about my care in 
a way that suits 


me. 


 


POSITIVE 
RELATIONSHIPS 


 
I have one key 


person who takes 
ownership for 


coordinating all 
aspects of my care.  


They make me 
aware of all the 


options and keep me 
informed about 


what’s happening.  
They understand me 


and I trust them.   


EASY 
ACCESS 


 
I can contact my care 


coordinator when I need 
to.  I am given access to 
information, education, 
advice and expertise to 


help manage my condition.  
Support and services are 
available as close to my 
home as possible and I 
know there is a 24/ 7 


response available if I need 
it.     


SEAMLESS 
COORDINATION 


 
I receive seamless 


timely, coordinated care 
with easy, efficient 


transitions from one 
service to another. 


Professionals across all 
services have access to 
an up-to-date shared 


record of my condition, 
needs history and 


services and treatments 
I am receiving.  


Enablers • Caring, compassionate, competent and knowledgeable staff work in multi-disciplinary teams 
across organisational boundaries with up-to-date, shared records, facilitated and supported by 
organisations and systems. 


• Patients and carers are asked for feedback on services and see improvements happen as a 
result.  







Extensivist/ Complex Care Enhanced Primary Care Systematised surgery 


Holistic care system providing 
coordinated, comprehensive 
care to the most needy and 
frail patients 


•Highest need patients at risk 
of imminent crisis or 
significant decline 


•Current uncoordinated care 
and inadequate access leads 
to unnecessary admissions 
and poor management 


 


Outpatient centres delivering 
high efficiency care in a 
convenient setting 


•Delivers significant 
improvements for patients  


•Focus on achieving scale in 
specific specialties 


•Provides opportunities for 
specialisation for surgeons 


•Improves efficiency of 
delivery 


 


Team based care that 
provides comprehensive and 
convenient medical care to 
patients 


•Condition severity ranges 
from independent and low 
acuity (e.g. diabetes) to 
systemic and complex (e.g. 
liver disease) 


•Require support to manage 
their disease day-to-day and 
proactive care during flare-ups 


 


Extensivist Care Coordinator


Complex, Poly-
chronic Patients


Carer


Keyworker


Hub Team


 
 


We have focused on three new care models we think could  
have most impact for the population of South Somerset  


 


Patient with 
Chronic Condition 


Health 
Coach 


GP 







Complex care logic model 







EPC logic model 







Overarching logic model 







Evaluations 


Evaluation focus Funded by Evaluation partner Timescale 


Keyworker training 
& role 


NHS SW education EDIF-ERA April – Oct 2016 


Complex care hub Somerset CCG Plymouth 
University & SW 
AHSN 


April 2015 – March 
2016, extended to 
March 2017 


New models of care NHS England / 
Vanguard 


York University & 
SW CSU 


Aug 2016 -? 


SELFIE study EU-funded Horizon 
2020 project  


Manchester 
University 


Aug 2016 - ? 


PAM learning set 







Evaluation 


What has been helpful 


 


• The Symphony data set 


• Clear vision and 
outcomes framework 


• Logic model 


• Commonality of 
outcome metrics across 
evaluations 


What has been challenging 


 


• Differing timescales and 
agendas for different 
evaluation processes 


• Funding issues and 
procurement of 
evaluation partners 











Plans for the future 


• Continue to respond to changing evaluation 
landscape whilst holding firm to vision and 
ideals. 


• Continue to ensure evaluation framework is fit 
for purpose with the evolving model of care 
and context 
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Negotiating evidence; the Researcher-in-
Residence model 


  
 


Martin Marshall, Professor of Healthcare Improvement, UCL 


 
PIRU workshop 15th September 2016 


 


 







Increasing the impact of evaluation 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adapted from Canadian Health Services Research Foundation, 2003 


 







The challenge 
 


There is a significant gap between the 


articulation of a process for 


knowledge mobilisation (models, 


theories and frameworks) and the 


translation of these accounts into 


workable, practicable and properly 


resourced strategies’  


Davies et al., 2015 


 







Origins of the in-residence model 
 


 
Barnsley FC 
Poet-in-residence 
 
 
All England Tennis Club 
Artist-in-residence 
 
 
 
British Library 
Innovator-in-residence 
 


 







Defining features of the in-residence model 
 


1. The researcher is a core member of 


an operational team 


 


2. They are explicit about their expert 


contribution to the team: 


• the evidence base 


• theories of change 


• evaluation, both formal and 


informal 


• use of data 


 


3. There is a strong emphasis on 


influencing through negotiation and 


compromise 


 







 Examples of the model being used by UCLPartners 
 


Anthropologist-in-residence at UCLH 


developing a clinical leadership strategy 


Social Scientist in-Residence in Essex 


care homes 


helping to reduce safety incidents in care 


homes using improvement science 


methods 







Examples of the model being used by UCLPartners 


Operational researcher-in-residence at Great 


Ormond Street Hospital 


improving flow through operating theatres 


Political scientist- in- residence in Newham 


general practice 


supporting the development of new network 


models of general practice 







Examples of the model being used by UCLPartners 


Health Services Researcher-in-Residence at 


Whittington Health 


advising on the development of a quality 


improvement programme 


Health Services Researcher-in-Residence in 


Islington community services 


helping to redesign sexual health services in 


North London 







Social Scientist and Policy Analyst-in-


Residence in the Waltham Forest and East 


London (WEL) Integrated Care Pioneer 


Programme 







 
 


 
  


 


 


 


Evaluating the WEL IC programme: expectations and 


expertise 


Stakeholder expectations 


• “…the executive group want a more 


embedded and process oriented 


evaluation…focuses less on 


whether the programme ‘works’ 


and more on how to use research 


evidence to optimise effectiveness 


of the programme…” 


 


Researcher expertise 


• Social scientist with expertise in 


interpretive policy analysis, linguistics 


and critical discourse analysis 







Researcher-in-Residence activities 


1. Mobilise established knowledge 


 
• HSR literature describing effectiveness of 


integrated care programmes and 


barriers/facilitators to implementation 


• Other literature as required e.g. care plans, 


MDTs etc. 


 







Evaluation activities 


2. Collaboratively design 


 and carry out a 


 qualitative, participative 


 and formative evaluation 


 of the WEL IC 


 programme 







 
 


 
 


Research design 


 


 


 


 


• 3 year evaluation (Sep ‘14 – Sep ‘17) 


• Qualitative, formative and process oriented 


evaluation using the Researcher-in-Residence 


model 


• Multiple embedded case study design 


• Iterative and evolving evaluation 







Data generation  


(Feb ’15 – June ‘16) 


• Interviews 


– Phase 1 (stocktake) n = 75  


– Phase 2 (GPs / social care) n = 55 


– Phase 3 (strategic / mngt) n = 20 


• Participant observations (240 hours) 


• Documentary analysis 


 







Analysis and dissemination 


• Thematic analysis + concepts from Critical 


Discourse Analysis 


• Interpretive discussion sessions with 


stakeholders after initial analysis 


• Further analysis + recommendations 


• Sharing, presenting and discussing findings 


and recommendations at key forums and 


events 







Research findings: key themes 


• Disconnect between strategy and delivery – the realities of operational 


and relational issues often overlooked at strategic level   


• Greater focus on governance and structures than operational delivery 


• Poor continuity of leadership 


• Inadequate patient and public involvement 


• Crowded policy context makes implementation difficult 


 







• Letting go of control (power?) can be very difficult 


for a researcher! 


 
“The training of researchers makes it hard for them to relinquish 


control and embrace community diagnosis and local 


knowledge……They are taught to consider themselves and the 


knowledge they have learnt as superior….Training instils in 


researchers notions of ‘objectivity’ and of the ‘purity’ of science which 


numbs them to the political realities of life in the real world” 


 


Cornwall and Jewkes, 1995 


 


• Not everyone wants to be engaged: 


 
‘local people may be highly sceptical as to whether it is worth 


investing their time and energy in the project, particularly if it seems 


to offer little in terms of direct benefit.’ 


 
Cornwall and Jewkes, 1995 


What we are learning (1) 
 


 
 


 
 







What we are learning (2) 
 


 
 


 
 


• The model seems attractive to many 


commissioners and providers 


• Some academics like the idea – particularly early 


career researchers - but many have concerns 


• There is tension between being useful and 


academic success 


• The current service environment is a challenging 


one in which to build relationships – takes time 


• Balancing engagement and objectivity is hard – 


risk of capture 


• There are ethical challenges – handling sensitive 


conversations, gaining ethics approval 


• Beware scale, agree boundaries 


• Not easy to make the business model work in the 


university sector 


• The required skill-set of participatory researchers is 


becoming clear – requires a high level of emotional 


intelligence 







Brent and Dent, 2010 


Cialdini, 2014 


Kopalman, 2014 


Self 
awareness 


Empathy 


Facilitation 
Comfort 


with conflict 


Patience 
INFLUENCING 


 
The power to sway or 


affect emotions, opinions 
or behaviours by 


informing, persuading or 
negotiating 
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Introduction 


 


1. Our approach to evaluation: 


• Purpose and approach 


• Methodology: Implementation Science & the Evidence Integration Triangle 


2. The “Kent Evaluation Framework”:  


• Outcome dimensions 


• Measures 


3. Applying the framework in local Kent evaluation projects 


• South Kent Coast CCG: “light touch evaluations” of South Kent Coast CCG 


projects 


• Thanet CCG: staged roll out of Thanet CCG project 


4. Applying Framework internationally with “SUSTAIN” 


5. Conclusion: challenges and possible solutions 
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Our approach to evaluation 


Aims to answer the question: ‘What works for who, how, in what 


setting and with what outcomes?’ by: 


 


• Developing realistic person-centred and service-level 


outcomes 


• Creating and sourcing a menu of appropriate indicators for 


the evaluation and monitoring of specific projects and 


interventions 


• Co-designing a staged roll out of those projects with local 


CCGs and providers 


• Using evaluation methods that are participatory and focus on 


speedy results of processes and outcomes 
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Our approach to evaluation: Implementation science and 


the Evidence Integration Triangle (Glasgow 2013) 


Intervention  


Improvements to 


integrated care 


services 


Practical Measures 


Qualitative and quantitative 


indicators, process evaluation 


Participatory 


Implementation Process 


Stakeholder engagement; 


cyclical evaluation 


Multi-Level Context  


(Macro, Meso, Micro) 


 Interpersonal / patient 


centeredness 


 Organisational 


 Social / Environment 


 


 Policy 


 Community 


Evidence 


Stakeholders 


Feedback 
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The Kent Evaluation Framework:  


Outcomes dimension one: “Citizen-centred care” 


To what extent have we facilitated citizen-centred care? 


Community Level 


Outcomes 


• Prevention of avoidable harm, 


deterioration, injury 


 


• Increase in social inclusion / 


reduction in loneliness 


 


• Increase in active citizenship 


Individual Level 


Outcomes 


• Enhanced quality of life 


• Positive experience of 


seamless care 


• Improved self-management & 


independence at home 


• Improved access to resources 


• Improved experience of care at 


the end of life 


• Improved carer experience 
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Kent Evaluation Framework:  


Outcomes dimension two:   “Care coordination” 


How successful have we been in implementing improved care 


coordination? 


Outcomes 


• Improved continuity of care 


 


• Improved information sharing 


 


• Positive workforce change 


 


• Better use of money 
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Measuring the outcomes 


Some examples of measures in the framework 


 
Evaluation tools (Qualitative 


indicators) 


• Quality of life: OPQoL-35 


• Self activation measure PAM-


33 


• De Jong-Gierveld Loneliness 


scale 


• P3CEQ 


• ‘Interprofessional collaboration 


scale 


• Qualitative perceptions 


Quantitative indicators 


(monitoring metrics) 


• Number of people with a single 


point of access 


• Number of people still at home 


91 days after hospital 


discharge to rehab or 


reablement 


• Number of patients supported 


to live independently 
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Measuring the outcomes 


Reason behind inclusion or exclusion of indicators 


Out 


• Difficult to access or (in the case 


of quantitative indicators) not 


available 


• Costly licensing restrictions 


• Poor attribution: e.g. area specific 


quantitative metrics when 


intervention sample widely 


dispersed or small 


• Duplicated 


• Not sensitive to our interventions 


(e.g. quality of life measure) 


 


In 


• Strong relevance with main aims 


and objectives of projects 


• Validated and had face validity 


• Sensitive to change regarding 


length of interventions 


• Tested on our population group 


(mainly 65+) 
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Applying the framework: “Light touch evaluations” of 


South Kent Coast CCG projects 


“Light touch” evaluations: 


 
 


 
Co-designing evidence-based KPI & monitoring frameworks for specific 


integrated initiatives to enable CCG and providers to internally evaluate 


outcomes 


 


• An important aim of “light touch” evaluations is to help the CCG and providers develop 


in-house evaluation skills and to enable the continuous improvement of initiatives 


(e.g. Integrated Intermediate Care pathway, End-of-Life strategy) 


 


• Monitoring frameworks are based on best-practice evidence and include validated 


questionnaires (sourced from Kent Evaluation Framework) and existing indicators 


(e.g. national outcomes frameworks, local data/KPIs) 
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Applying the framework:  


Thanet CCG evaluation 


Enabling implementation and evaluation of  


GP practice pre-frailty intervention 


 


Evaluating intervention targeting younger & more socio-economically deprived 


pre-frailty practice population  


 


• Aim of this 3-year long intervention is to help CCG and GP practice develop and 


implement an evidence-based & tailored-made intervention to identify and support 


cohort of younger patients (50+) with pre-frailty due to effects of  deprivation 


 


• Currently co-designing pre-frailty risk screening tool (e.g. through evidence scans 


and reviewing availability of appropriate indicators) 


 


• Aiming to conduct baseline evaluation in Feb/March 2017 
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Applying the framework internationally with “SUSTAIN”  


1. The intervention: tailored set of improvements to be 


implemented at the existing integrated care initiatives over 


an 18-month period 


2. A participatory implementation process: collaboration of 


SUSTAIN partners with local key stakeholders attached to 


the sites to design and implement tailored sets of 


improvements 


 3. The set of practical measures 


 will consist of a core set of 


 indicators alongside a site-


 specific set of qualitative and 


 quantitative indicators 







Centre for Health Services Studies      www.kent.ac.uk/chss ‹#› 


Applying the framework internationally with “SUSTAIN” 


Using a multiple embedded case study design 


Discussion with steering group:  
Assessment and planning 


EIT: Evidence Feedback to steering group:  
Assessment and planning 


Timeline 


Data 
Sources 


Qualitative & 
Quantitative 


Indicators 


Focus 
groups 


User and 
carer 


interviews 
Document analysis 


EIT: Evidence Feedback for 
final assessment and future planning 


Data 
Sources 


Manager 
interviews 


Data 
Sources 


Data 
Sources 


Qualitative & Quantitative 
Indicators 


User and carer 
interviews 


Document analysis 


0-6 months 


6 months 


6-12 months 


12 months 


Qualitative and Quantitative indicators 


12 – 18  months 


18  months 
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Conclusion: challenges and possible solutions 


Challenge 
 


 
Local evaluations: 


a) Financial pressures facing CCGs & 


providers and having to work towards 


tight funding deadlines 


b) Providers and other organisations 


(e.g. local authorities, CCGs)  are 


finding it difficult to provide & share 


meaningful level of data 


 


SUSTAIN:  


a) Difficult obtaining wide enough range 


of indicators that are core to all EU 


partners 


b) Finding indicators that are sensitive 


enough to capture shifts during 


clients’ short service exposure 


 


 


Possible solution 


Local evaluations: 


a) Piloting initiatives first to support 


CCGs when developing business 


cases 


b) Help develop data collection 


spreadsheets and help draft 


evidence-based data sharing 


agreements 


 


SUSTAIN:  


a) Currently piloting our core selection 


of indicators 


b) Consulting with authors of validated 


qualitative indicators & piloting 


indicators 
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Centre for Health Services Studies 


Centre for Health Services Studies 
www.kent.ac.uk/chss  


SUSTAIN  
www.sustain-eu.org  



http://www.kent.ac.uk/chss

http://www.sustain-eu.org/

http://www.sustain-eu.org/

http://www.sustain-eu.org/
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