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Wednesday 1 July  - Strands 11:35-12:50   
Self Care 
 
The THYME project – a pilot study of self-management group therapy for Mild Cognitive Impairment (MCI) and 
dementia risk-factor reduction David Pearce, Devon Partnership NHS Trust 
 
Background MCI is common and patients have a high risk of developing dementia.  Fischer et al  found that 29% of 
patients converted to a dementia over 30 months.  We know, but many patients don’t, that the risk factors for 
developing dementia include modifiable lifestyle factors such as physical inactivity. In spite of this there is no well-
validated treatment widely available. 
 
Methods Following the granting of a SHINE award from the Health Foundation, patients who have been diagnosed 
with MCI have been offered a newly developed group therapy course designed to promote behavioural and cognitive 
activation, health awareness and increased confidence in the self-management of their condition. This is designed to 
be delivered by non-specialists, such as Health Coaches from the Third Sector. 
 
Results Group attendees increased their knowledge of dementia risk-factors and successfully attained their goals as 
measured by Goal Attainment Scaling.  There has also been a statistically significant increase in their average Patient 
Activation Measure score, a well-validated tool for measuring a patient’s knowledge, skills and confidence to self-
manage their own conditions. 
 
Implications This project has shown that self-management techniques can be successful at helping high risk patients 
to understand and address their risk factors for subsequently developing dementia.  As it can be delivered by non-
specialists it has the potential to provide a cost-effective therapy for this neglected group of patients. 
 
Testing the effect of ‘design rehabilitation’ an innovative approach to developing self-management skills in 
spinal injuries Daniel Wolstenholme, NIHR CLAHRC Yorkshire and Humber 
 
Background Advances in surgical and medical management have significantly reduced the length of time individuals 
with spinal cord injury (SCI) have to stay in hospital, but this has left them with less time to psychologically adjust to 
what is often a devastating loss of function.  In the field of SCI, there is no recognised intervention that attempts to 
promote cognitive reasoning skills using design thinking.  
 
Methods Design Rehabilitation Workshops were delivered to patients as part of their Occupational Therapy. Of 33 
eligible patients 20 completed the full 4 sessions.  The sessions were delivered by Design Researchers working in the 
spinal cord Injury unit.  The participants completed a range of validated psychological measures pre, and post 
workshops. Traditional metrics such as Length of Stay and emergency readmission rate were collected. Qualitative 
interviews were undertaken at the time and 6 months post intervention. 
 
Results Run charts showed no effect on Length of Stay or readmission rate.  EQ-5D and PAM (patient activation 
Measure) were both statistically higher post intervention (P=0.007 and 0.001 respectively).  Spinal injury measures 
both improved post intervention but not statistically. The qualitative data generated from semi-structured interviews 
described the positive impact of being involved in the sessions, from new ways of thinking about patients’ own 
rehabilitation, to a description of the benefits of a form or rehabilitation distinct from physical therapy. 
 
Implications This is the first documented use of design thinking in patient rehabilitation and as a feasibility study it 
was very promising and well received by the spinal injury population.  There is considerable interest in methods, tools 
and intervention in different clinical settings. 
 
A qualitative enquiry to investigate which outcomes of self-management matter to patients, family/carers, 
health professionals and commissioners Sara Demain, University of Southampton 
 
Background Self-management (SM) is considered an effective approach for managing long-term conditions (LTCs). 
In a climate where the number of people with LTCs is rising (from 15million in the UK alone), SM is an important 
political and social issue. However, little is known about stakeholder perspectives of how SM is conceptualised nor the 
preferred outcomes of SM support.  
 
Methods Interview techniques (semi-structured interviews and focus groups) were used to explore SM 
conceptualisations and outcomes prioritised by different stakeholders (patients, family/carer, healthcare professionals 
and commissioners). Three exemplar conditions were selected: colorectal cancer, diabetes and stroke. Use of a 
purposive sample, with different experiences across these conditions, and from three locations (Southampton/ 
London/ Leeds) maximised diversity. Audio-recorded interview/focus group data sets were collected (14 patient; 7 
family/carer; 18 HCP and 22 commissioner) and analysed using a framework approach. 
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Results All stakeholders valued improvements in health and longevity but with differing emphases and priorities. 
Patients and family members focussed on flexible SM which enabled them to feel well and participate fully in everyday 
life; health professionals and commissioners emphasised biomedical outcomes and consequential reductions in 
service demands.   
 
Implications This research is unique in bringing together all stakeholder conceptualisations of SM and the outcomes 
they consider important, especially with regard to commissioners, whose voice has previously been absent. It is vital 
that all stakeholder opinions are understood if SM support is to be relevant to and meet the needs of health services, 
patients and families.   
 
Practical systematic Review of Self-Management Support for long-term conditions (PRISMS), Stephanie Taylor, 
Queen Mary University of London 
 
Background The best way to support self-management is under researched in many long term conditions (LTCs). We 
undertook a rapid systematic overview of the evidence on self-management support for LTCs to inform healthcare 
commissioners and providers about what works, for whom, in what contexts. 
 
Methods We convened an expert workshop and identified 14 diverse exemplar LTCs,  (stroke, asthma, type 2 
diabetes (T2DM), depression, chronic obstructive pulmonary disease, chronic kidney disease, dementia, epilepsy, 
hypertension, inflammatory arthropathies, irritable bowel syndrome, low back pain, progressive neurological disorders 
and T1DM).  For each LTC we conducted: systematic overviews of systematic reviews (SRs) of randomised controlled 
trials of self-management support interventions and systematic overviews of SRs of qualitative studies of patients’ 
experiences relating to self-management. We synthesised all our data considering the different characteristics of 
LTCs. 
 
Results We included 30 qualitative SRs, including 515 unique studies and  102 quantitative SRs, including 969 RCTs. 
Effective self-management support interventions are multifaceted, should be tailored to the individual, their culture, 
beliefs, specific LTC and position on the disease trajectory and underpinned by a collaborative/communicative 
relationship between the patient and healthcare professional (HCP). No single component stood out as most 
important. Core components included: provision of education, psychological strategies to support adjustment; 
strategies to support adherence to treatments; practical support tailored to the specific LTC, and social support.  
 
Implications Supporting self-management is inseparable from  high quality care for LTCs. Commissioners and 
healthcare providers should promote a culture of actively supporting self-management as a normal, expected and 
monitored aspect of care. 

 
Developing Interventions 
 
Including Patient Voice in Researching Avoidable Emergency Admissions of Older People: A New 
Methodological Approach, Rachel Thwaites, Health Services Management Centre, University of Birmingham 
 
With an ageing population, a challenging financial context and major structural upheavals throughout the English 
health service, the challenges facing the NHS and the debates surrounding the best use of its services are 
critical.  With two million unplanned admissions for over 65s every year, ‘avoidable’ admissions for older people are 
one particular challenge to the service, especially when patients may be able to be cared for well elsewhere in the 
community.  With this in mind, our wider project seeks to investigate emergency admissions for older people and 
what, if anything could have been done to prevent them.  This issue may not be new, but our approach to the problem 
is methodologically challenging and seeks to find more holistic answers to the issue of emergency admission by 
interviewing professionals, but also patients, carers, and family members: an approach rarely mentioned in the 
literature.  Often it is only the older person and their family who have a longitudinal overview of their contact with 
services and might be best placed to identify potential preventative measures – if only we more systematically sought 
to tap into such expertise and lived experience.  In this paper we will provide a review of the current literature on 
emergency admissions for older people and the methodological limitations of these studies, while outlining our new 
approach, the gap it fills, and the benefits it will bring to research, policy, and practice in this area. 
 
Patients’ Experiences of Cancer Diagnosis through Emergency Presentation: A Qualitative Study 
Georgia Black, Department of Applied Health Research, UCL, London 
 
Background Delays in diagnosis may contribute to poor UK one-year survival for common cancers compared to other 
similar nations. One particular cause for concern is thatIn the UK, 25% of patients are diagnosed through an 
emergency presentation, i.e. after visiting an Emergency Department or an emergency admission to hospital. Short-
term survival in these patients is poor compared with other routes to diagnosis even when age and case mix are taken 
into account. We aimed to find out more about cancer patients’ experiences of a diagnosis through emergency routes, 
in terms of personal factors, healthcare presentations and subsequent care. 
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Methods Eligible patients identified in a service evaluation of emergency presentations were invited to participate. 
Interviews, using an open-ended biographical structure, captured 26 participants' experiences before and after cancer 
diagnosis. We used Walter’s model of pathways to treatment as an organising construct in our thematic analysis.  
 
Results Cancer pathways through emergency routes were diverse but often involved many healthcare episodes 
before diagnosis. We present four typologies to describe how patients are diagnosed as emergencies that challenge 
the discrete stages presented in the Walter’s model. Participants often ascribed their emergency visit to factors 
outside their control, such as GP referral, or symptom crises. Emergency presentation was also a strategy for taking 
control or overcoming barriers in primary care. Our findings also identified avoidable breakdowns in diagnostic 
pathways.  
 
Implications Our findings point to several potential areas of clinical improvement; in particular, a stronger emphasis is 
needed on diagnostic uncertainty in discussions between patients and doctors in primary and secondary care. To 
improve appropriate access to rapid investigations, systems are needed for primary care to communicate directly with 
secondary care at referral. 
 
Realist review to inform intervention development: Methodological illustration and conceptual platform for 
collaborative care in offender mental health, Mark Pearson, Plymouth University Peninsula Schools of Medicine & 
Dentistry 
 
Background The importance of offenders gaining support for their mental health is recognised internationally. There 
is also consensus about the need for practitioners across the health service, the criminal justice system and the third 
sector to work together, but the literature does not provide coherent analyses of how these ambitions can be 
achieved.  
 
Methods We report our novel application and development of realist review to inform intervention development, 
providing significant methodological detail. We explain how diverse sources (academic, practitioner, people with lived 
experience) were identified and how explanatory accounts were expressed in a form that enabled synthesis. We also 
specify, step-by-step, how these explanatory accounts were documented, consolidated and built into a conceptual 
platform. This addresses an important methodological gap for social scientists and intervention developers regarding 
how to develop and articulate the theory underpinning complex interventions. 
 
Results We report our findings in the form of a conceptual platform, showing how an integrated, person-centred 
system is proposed to improve collaborative mental health care for offenders. We developed 75 consolidated 
explanatory accounts, from which the organisational, social, and cultural contexts of practitioners and offenders, and 
the interactions between them, were specified. This enables us to specify essential components that propose to 
explain how this integrated, person-centred system should work - at a level which potentially enables application in 
related systems of health and social care. 
 
Implications As part of the broader programme of work of which this review was a part, the conceptual platform 
makes an important contribution to the specification of theoretically-informed interventions to improve health. 
 
Delivering quality across the system of Sexual and Reproductive Health, Sue Mann, Institute for Women’s 
Health, UCL 
 
Background Sexual and Reproductive Health (SRH) services hold unique features.  They serve largely to maintain 
health and wellbeing and operate in a context where issues such as gender and stigma define how services are 
delivered and perceived.  Traditional frameworks that define healthcare quality in terms of effectiveness, safety and 
patient experience may therefore be less relevant and this study seeks to modify or redefine them through 
participatory methods with stakeholders and users.   
 
Methods A model of SRH system quality was developed on the basis of an initial literature review and analysis of 
SRH policy.  Semi-structured interviews were then conducted 24 purposively selected stakeholders representing 
policy makers, commissioners, managers and service providers.   The interviews were loosely structured using 
themes applied to the model, but remained flexible so that emergent themes could be identified. A refined theory of 
quality was developed after reflecting the emerging themes iteratively throughout analysis of the transcripts. 
 
Results Current theories of quality do not adequately capture the unique requirements of a system of health that sits 
on a fulcrum between prevention and therapeutic services.  Effectiveness measures must capture the preventive and 
health maintaining role of SRH services including social effectiveness, population coverage and early identification 
and intervention, as well as traditional measures of sexual and reproductive ill health.  System level approaches to 
SRH care with common aims both horizontally between different services and vertically across the different levels of 
care are most likely to deliver quality.  
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Implications Once the model has been tested through user interviews and participatory methods with both 
stakeholders and users, a tool will be developed that can support systems to assess their current gaps and 
development needs. 
 

Patient Experience 
 
Agenda setting in Diabetes consultations: Preaching to the converted? Julia Frost, University of Exeter Medical 
School 
 
Background: The question of whether a simple agenda form could facilitate more effective diabetes consultations 
was generated by a person with diabetes and a Diabetes Specialist Nurse from a research prioritisation exercise. This 
was undertaken by the National Institute for Health Research (NIHR) Collaboration for Leadership in Applied Health 
Research and Care in the South West Peninsula (PenCLAHRC) with active involvement from the Peninsula Patient 
and Public Involvement Group (PenPIG). 
 
Methods: Seventy-one patients, scheduled for a follow-up appointment to see their Diabetologist, were randomised to 
complete a ‘pre-consultation’ intervention, or to usual care. Healthcare assistants helped intervention patients 
complete a web-based intervention aimed at producing ‘an agenda’ to identify their own topics for discussion in the 
consultation. Twenty-six consultations were audio-recorded, twelve patients took part in an in-depth interview, and the 
qualitative data was thematically analysed.  
 
Results: Where people with diabetes and their Diabetologist share the same orientation to person centred care, the 
agenda form augments existing relationships and mutual information sharing styles. However, where consultative 
relationships are weaker and there is dissonance in information exchange, the agenda form amplifies existing 
tensions. Even with an agenda form some people with diabetes are unable to discuss their ongoing concerns because 
their ability to self-manage is hindered by their material and social circumstances.  
 
Implications: The production of an agenda has utility for some people with diabetes. However more needs to be done 
to translate patient empowerment in the consultation setting into self-efficacy for those who are marginalised. 
 
How do White British and Pakistani people rate communication within simulated GP-patient consultations? A 
national experimental vignette study, Jenni Burt, University of Cambridge 
 
We aimed to examine whether Pakistani people rate simulated GP consultations differently than White British people. 
If these groups rate consultations the same when viewing identical videos, this would increase the likelihood that low 
scores observed among minority ethnic groups in real surveys reflect real differences in quality of care.  
 
Methods We conducted an experimental vignette study, in which we showed video-recordings of simulated GP-
patient consultations to members of the public. Trained fieldworkers recruited 1,128 adults (564 White British and 564 
Pakistani) using an in-home face to face approach.  Participants rated three consultations (randomly selected from a 
pool of 16) using five validated GP-patient communication items. From these a 0-100 communication score was 
derived. Mean differences in communication score between White British and South Asian patients were estimated 
from linear regression.  
 
Results Pakistani participants, on average, scored consultations 9.8 points higher than White British participants 
(95%CI 8.0, 11.7, p<0.001). When adjusted for age, gender, deprivation, self-rated health, and video, the difference 
increased to 11.0 points (95%CI 8.5, 13.6, p<0.001). The effect of ethnicity was moderated by age (p<0.001) and 
whether the video was scripted as “good” or “poor” for communication (p<0.001); the largest differences were seen 
among older participants (>55) and where communication was scripted to be poor. 
 
Implications If we take these findings at face value, the results suggest that Pakistani patients rate the same care 
higher than white British counterparts. We conclude that the lower scores that Pakistani patients report in national 
surveys represent genuinely worse care.  
 
Empathy in Practice; an ethnographic study of practice, Fiona Marshall, University of Nottingham Business 
School 
 
Background Following the Francis report, cultural practices of care giving have received prominence in UK health 
and social care policy. Within the NHS, initiatives such as the 6Cs include compassion as a focus towards improved 
patient care. In practice empathy can be a nebulous concept with variable meanings amongst professionals and 
patients. This timely study examined the working concept of empathy and how organsational and everyday practice 
impacted upon sustained empathy in acute hospital settings.  
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Methods Ethnographic data in the form of observations and semi-structured interviews were collected from October 
2013- May 2014. Observations of multi-disciplinary team meetings and care episodes were undertaken and 40 semi-
structured interviews of NHS staff to explore empathy in practice. Post-discharge, 10 patients and their family carers 
were interviewed about their concept and experiences of empathy whilst in the stroke units.  
 
Results A thematic approach to the analysis of data showed that participants held individual and collective 
perceptions of what empathy looks like in practice. Staff expressed their individual values of empathy were 
compromised to meet organsational demands. Triggers which compromised empathy giving included communication 
difficulties with colleagues and patients, characteristics of patients and family members, organsational system 
disruptions, limited autonomy and feeling generally unsupported. Staff were frustrated at having to “downplay” 
patients’ emotional needs because of other priorities. Patients stated their emotional needs were largely unmet and 
waited for family members or voluntary staff to support them. Patients did not expect staff to understand what they 
were experiencing and valued genuine kindness as key to feeling safe. Patients expressed their emotional 
experiences as frightening, disruptive, confusing and labile.  
 
Implications This evidence suggests that the current policy focus on individual practitioner change to sustain 
empathetic care giving is limited in the absence of systematic organsational priorities to support teams in acute 
settings. Concepts of empathy giving were varied which may suggest using terms such as genuine kindness may be 
more beneficial for patients and staff.  
 
Comorbidity and Dementia: improving health care for people with dementia (CoDem), Frances Bunn, University 
of Hertfordshire 
 
Background Comorbidity among people with dementia is high but little is known about the organisation and delivery 
of healthcare for this population. The study aimed to explore the impact of dementia on access to non-dementia 
services (specifically diabetes, stroke and visual impairment) and identify ways of improving integration for this 
population.  
 
Methods We conducted interviews with older people diagnosed with dementia and comorbidities and their family 
carers (n=61), to explore experiences of non-dementia services. Healthcare professionals specialising in the three 
tracer conditions were recruited for focus groups and interviews (n=57), to discuss the organisation and delivery of 
healthcare to patients with dementia. Thematic analysis using Nvivo to explore recurrent themes will be completed in 
April 2015. The analysis is guided by a framework of continuity and access to care. 
 
Results Continuity of care is important to people with dementia and their family carers but poor transfer of information 
and communication between services can reduce continuity and impact on access to care. Carers play a crucial role 
in managing their relative’s conditions, often with inadequate support and may feel excluded from decision making. 
We found little evidence of system-based approaches to organising care for people with dementia and comorbidity. 
Healthcare professionals lack guidance and policy regarding the treatment of patients with dementia and this can 
impact on clinical decisions regarding treatment. 
 
Implications Current pathways for conditions such as stroke and diabetes are not appropriate for people with 
dementia. There is a need for approaches which consider the needs of people with dementia and comorbidity. 

 
Improvement Science 
 
A Movement for Improvement? A qualitative study on the use of social movement strategies in the 
implementation of a quality improvement intervention Justin Waring, University of Nottingham  
 
Background:  The implementation of quality improvement interventions is often complicated by a lack of congruence 
with the practices, cultures and power structures of clinical communities. Social movements offer an alternative 
approach to transformative change based upon the emergent and shared desire for change as expressed through 
self-organising groups. This study investigated how social movement strategies were used in the implementation of a 
‘Stop the Line’ quality improvement intervention. 
 
Methods The study involved an in-depth organisational case study. Data collection involved ethnographic (non-
participant) observations of decision-making processes, communication events and work settings; documentary 
analysis of strategies, policies and promotional materials; semi-structured interviews with 28 leaders and 
stakeholders; and 4 focus groups with representative staff groups. Data was analysed following an inductive 
interpretative approach. 
 
Results Three overarching themes were developed through data analysis: (1) the rationale of following a social 
movement approach; (2) the processes of creating a social movement, including the framing of a collective problem, 
the articulation of a collective solution, communication and engagement activities, the formation of a change 
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movement, and celebrating change; and (3) the implications of the movement, in terms of implementation and wider 
cultural change. 
 
Implications The study suggests a social movement approach might be effective in supporting the implementation of 
quality improvement interventions based primarily on novel approaches to clinical communication and engagement. It 
is less clear whether, in the form studied, it brings about radical transformation in local cultures or power structures.  
The use of a social movement approach to overcome, rather than to engender resistance, suggests that social 
movement thinking has been appropriated by service leaders as a strategy of top-down change. 
 
Which factors most influence demand for ambulance services in South West England? Daniel Chalk, NIHR 
CLAHRC for the South West Peninsula 
 
Background Demand for ambulance services in South West England has seen a rolling growth in activity of around 
5% over the last six years, but the reasons for this escalating demand are poorly understood. 
 
Methods Using data provided by South West Ambulance NHS Foundation Trust (SWASFT) and the Office for 
National Statistics (ONS), we developed a System Dynamics model of the direct and indirect factors that lead to a call 
for an ambulance being made.  By removing each factor from the model in turn, and comparing the resultant level of 
ambulance demand after a simulated 12 months to the base case scenario, we were able to assess those factors that 
are estimated to most influence demand for ambulance services in South West England. 
 
Results Our model estimates that the prevalence of regular falls amongst the elderly population is by far the most 
influential driver of demand for ambulance services in South West England, and is predicted to be over three times 
more influential than the high referral rates of the 111 Service.  The model also estimates that the number of users of 
adult mental health services significantly contributes to demand for ambulance services, because of an increased 
predisposition to use ambulance services amongst this sub-population. 
 
Implications Local commissioners are now using this evidence to prioritise falls prevention strategies in South West 
England, along with approaches to reduce the increased propensity of those with mental health conditions to use 
ambulance services. 
 
Is case management of ‘at-risk’ patients in primary care effective? A systematic review and meta-analysis, 
Jonathan Stokes, NIHR Greater Manchester Primary Care Patient Safety Translational Research Centre, Manchester 
Academic Health Science Centre, University of Manchester 
 
Background An expanding and ageing population with multimorbidity is putting pressure on high-cost secondary care 
services. A popular method of managing this pressure is identification of patients ‘at-risk’ of hospitalisation in primary 
care, and case management through multidisciplinary teams.  However, the effectiveness of this model has not been 
subjected to rigorous synthesis. 
  
Methods A systematic review and meta-analysis of the effectiveness of case management for ‘at-risk’ patients in 
primary care was carried out. Six bibliographic databases were initially searched using terms for ‘case management’, 
‘primary care’, and a methodology filter (Cochrane EPOC group).  Effectiveness compared to usual care was 
measured across six outcomes: total cost of health services; utilisation of primary and non-specialist care; and 
utilisation of secondary care; mortality; patient satisfaction; and self-reported health status.  
  
Results A total of 15,327 titles and abstracts were screened, and 36 unique studies were included. Results showed 
no significant differences for total cost, mortality, utilisation of primary or secondary care in the short- (0-12 months) or 
long-term (13+ months). A very small significant effect favouring case management was found for self-reported health 
status in the short-term (0.07, 95% CI 0.00 to 0.14). A small significant effect favouring case management was found 
for patient satisfaction in the short-term (0.26, 0.16 to 0.36), and the trend continued in the long-term (0.35, 0.04 to 
0.66). 
  
Implications Results do not support case management as an effective model, especially concerning alleviation of 
health system pressures on cost or secondary care use. The relevance of conventional review methodology to 
complex care models must be considered. 
 
Evaluating the implementation of an internet self-management programme for Type 2 Diabetes within the NHS 
Jamie Ross, UCL 
 
Background The internet is increasingly utilised to deliver healthcare however, implementation has proved 
inconsistent.  With an increasing number of interventions being developed, understanding the process of successful 
implementation is ever more important in order for their full potential to be realised. The implementation of a web-
based self-management programme for type 2 diabetes (HeLP-Diabetes) into routine NHS practice is evaluated.  
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Methods A longitudinal mixed methods study.  A two stage implementation process is taken whereby GP practices 
are offered use of HeLP-Diabetes and subsequently asked to participate in evaluating the implementation. Data is 
collected to describe the number and type of services and patients who adopt HeLP-Diabetes. Semi-structured 
interviews are conducted with patients and health professionals to explore the implementation and use. 
 
Results The following early findings will be presented: Data on uptake of HeLP-Diabetes by NHS services and 
patients and the strategies which are successful in facilitating implementation and promoting patient adoption; data 
from qualitative interviews with key NHS stakeholders which explore the barriers and facilitators to, and the resources 
needed for, successful implementation; and data from patient interviews which address HeLP-Diabetes adoption and 
use.  
 
Implications This study provides data on what happens when an internet intervention is made available to health 
services and patients in the ‘real world’. Implementation studies are essential for commissioners of healthcare, 
researchers and developers as they provide valuable data on what happens to interventions in routine practice, and 
what actions and resources are needed for successful implementation and realisation of potential benefits. 

 
Wednesday 1 July - Sessions 13:50- 16:45 
 
Session one: The implications of recent research for managing and avoiding emergency admissions 
Chair and Speaker: Alicia O'Cathain; Additional speakers: Amy Blakemore, Jonathan Pinkney, Richard Byng, Emma 
Knowles, Alyson Huntley, Susanna Rance, Andy Wilson, Cheryl Hunter, Diana Frost, Martin Bardsley.  
 
This session will present overarching themes from recent research on emergency admissions and generate debate 
about their implications There will be six recently completed projects/programmes focusing wholly or in part on 
emergency admissions:  
 

1. CHOICE Choosing Options in Chronic Care Emergency. Led by Professor Else Guthrie at University of 
Manchester. Cohort studies, systematic reviews and qualitative research about the role of depression and 
anxiety in emergency care use in people with long term conditions. NIHR Programme. Reports 2015 

2. Reducing unplanned admissions in those aged 85+: results from a mixed methods study. Led by Professor 
Andy Wilson, University of Leicester.  NIHR HS&DR project due to be published 2015.   

3. Explaining variation in emergency admissions: a mixed methods study of emergency and urgent care 
systems. Led by Professor Alicia O’Cathain and Dr Emma Knowles. NIHR HS&DR project published Dec 
2014.  

4. How can frontline expertise and new models of care best contribute to safely reducing avoidable acute 
admissions? Led by Professors Richard Byng and Jonathan Pinkney, University of Plymouth. NIHR HS&DR 
project, due to be published 2015.   

5. What is effective at reducing emergency admissions? A series of systematic reviews led by Professor Sarah 
Purdy and Dr Alyson Huntley at the University of Bristol.  

6. Evaluations of integrated care and analyses of routine data on emergency admissions. Led by Dr Martin 
Bardsley of the Nuffield Trust. 
 

The symposium will draw on all these projects to address some cross cutting themes in four talks.  
 
Session two: Systems Modelling to Improve Health and Social Care 
 
This session will show how systems modelling and simulation can, and has, been used to improve the delivery of 
health and social care. It will explore the potential for further development in the use of these tools.  It will articulate the 
conditions necessary for greater implementation and realisation of benefit from systems modelling in health. 
 
Content: 

 Design based service improvement in healthcare – Alex Komashie and Warren Kerley (Engineering Design 
Centre, University of Cambridge) 

 Making an impact in service re-design using Modelling and Simulation: Martin Pitt and Dan Chalk 
(PenCHORD - Peninsula Collaboration for Health Operational Research and Development, University of 
Exeter : Medical School) 

 Interactive Panel Session : Martin Pitt (Chair), Sonya Crowe, Alex Komashie, Warren Kerley, Dan Chalk 
 
Suggested format including timings 
Session will be two presentations followed by panel led discussion. 
 
Following the session there will be a meeting for those involved in CLAHRCs to discuss the future planning of the 
InterCLAHRC network in Modelling and Simulation for Health and Social care 
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Session three: Multidisciplinary teamwork and stroke rehabilitation in the hospital and community context 
The session chair will be Dr Rebecca Fisher, the other speakers will be Dr Brian Crosbie, Dr David Clarke, Marion 
Walker and Dr Niki Chouliara. Additional authors:  Professor Marion Walker, Professor Anne Forster, Dr Rebecca 
Hawkins, Dr Josie Dickerson, Dr Jennifer Yates, Dr Meghan Thurston. 
 
Overarching aims of session: 
 

• The prime aim of the session is to draw attention to the importance of research into multidisciplinary 
teamwork, with a focus on the delivery of stroke care and rehabilitation  

• Bring together current research in MDT working in stroke care and rehabilitation from across academic 
institutions to explore the dynamics of teamwork.  

• To examine the ways in which the research presented challenges some of the assumptions related to 
multidisciplinary team working in stroke care. 

• To attract clinicians working in the MDT context, particularly stroke specialist, with the objective of sharing 
research findings and to hear clinicians’ experience of MDT working. 

 
The session will highlight how MDTs operate, while disclosing some of the challenges surrounding interprofessional 
negotiation, task allocation and team cohesion in both hospitals and community settings. The session will also cover 
the importance of context in shaping the task of interdisciplinary work.  
 
A pilot multidisciplinary team effectiveness programme: improving community stroke care across the East Midlands 
The HIEC research (Fisher, Crosbie and Thurston,) takes an educational approach to developing MDT working in the 
community setting. Using a team effectiveness model the educational programme was developed with community 
stroke MDTs. The presentation will illuminate the importance of improving team effectiveness as a mediator for health 
care professionals’ delivery of evidence based practice in the community.   
 
Not all multidisciplinary stroke teams are the same: influence of team type on implementation of a structured caregiver 
training intervention. The TRACS research (Clarke, Dickerson, Hawkins and Forster) draws on a study examining how 
a multicomponent caregiver training intervention was delivered by multidisciplinary teams in 18 stroke units. The 
research suggested multidisciplinary team working in stroke units may have important limitations in terms of delivering 
complex interventions which rely upon collective action and collaborative working. Differences in team types and how 
they may influence implementation of research interventions or practice change will be explored.  
 
The function of the multidisciplinary team working in delivering evidence based stroke rehabilitation: a protocol 
The REVIHR study, (Walker, Chouliara and Fisher) will present their implementation protocol.  Their paper recognises 
that delivering organisational change in stroke will require significant input from the stroke MDT on the ward. 
Therefore, if quality improvements are to be successful then implementation research has to engage with the 
dynamics of MDT composition. The presentation will highlight that as well as organisational capacity, clinicians need 
to be mindful of their interdisciplinary capabilities as an organising feature of MDT work.  
 
Abstract in session: Not all multidisciplinary stroke teams are the same: influence of team type on 
implementation of a structured caregiver training intervention.  
 
Introduction: A key component of effective stroke unit care is treatment provided by a coordinated multidisciplinary 
team (MDT). The Training Caregivers After Stroke (TRACS) trial implemented a complex, multicomponent caregiver 
training intervention in 18 stroke units. The intervention was to be implemented and delivered by MDT members within 
usual care. The results of TRACS reported variability in compliance with the intervention, half of the units had a 
compliance rate of >60% and half <45% (range 0% to 93%.). Parallel process evaluation undertaken in 6 intervention 
centres identified differences in how intervention unit teams organised and managed their work, this included teams 
working in interdisciplinary ways, and those with strong and weak multidisciplinary affiliations.  
 
Methods:  Secondary analysis of caregiver training records from 18 stroke units in England. Observational and 
interview data from the process evaluation undertaken in 6 stroke units were compared with compliance data from the 
TRACS trial to see if team type and functioning impacted upon compliance with implementation and delivery of the 
intervention. 
 
Results: Teams displaying  interdisciplinary characteristics were more commonly associated with increased 
intervention compliance and were observed to display collaborative working patterns which increased team members’ 
involvement in and delivery of the caregiver training intervention.  
 
Conclusions: Multidisciplinary team working in stroke units may have important limitations in terms of delivering 
complex interventions which rely upon collective action and collaborative working. The observed variability in 



9 
 

intervention compliance rates can  be partly explained with reference to the team working types evident in different 
stroke units. 
 
Abstract in session: An educational programme to facilitate multidisciplinary team effectiveness in 
community stroke care across the East Midlands, Authors: Brian Crosbie, Rebecca Fisher, Marion Walker, 
Meghan Thurston, University of Nottingham 
 
Background Health workforce research indicates that care is increasingly delivered by multidisciplinary teams (MDT). 
The benefits of effective MDT care delivery in community stroke rehabilitation are also recognised. This paper 
presents qualitative findings from an education programme for community based stroke MDTs using the ‘Knowledge 
to Action’ (KTA) approach to enhancing team effectiveness. 
 
Methods The programme included five focus groups with community stroke and early supported discharge teams in 
Nottinghamshire. To aid discussions West and Borrill’s model of team effectiveness was adapted to explore 
effectiveness across three domains of teamworking: Inputs, processes, and outputs. Using the KTA model, a follow-up 
workshop with participating teams used the knowledge derived from the focus groups to deliver teamworking 
strategies that would help enhance team's service delivery. The focus group data was analysed thematic. 
 
Results Teams agreed inputs such as commitment to a team task, and MDT composition enhanced effectiveness in 
service delivery; discussion on team location showed hospital based community teams were effective in providing 
better transition from hospital to community for patients. On processes, teams viewed formal and informal 
communication strategies as key to delivering services across the community. Teams also indicated that decision-
making, team mindfulness and interdisciplinary negotiation aided team cohesion. Agreed outputs such as service 
innovation and robust recording of patient outcome measures demonstrated team effectiveness. 
 
Implications MDTs should be assisted to improve their effectiveness. A KTA approach is an effective way of raising 
awareness of strategies for better teamworking. The East Midlands Academic Health Science Network educational 
has adopted the programme and will be delivered to further community stroke teams in the region. 
 
Abstract in session: The challenges for implementation research in hospital stroke rehabilitation service 
improvement: a protocol, Marion Walker, Niki Chouliara, Rebecca Fisher, Brian Crosbie, The University of 
Nottingham 
 
Background As part of three year study investigating the delivery of stroke care we  developed an implementation 
protocol to seek quality improvements in evidence based practice in 4 stroke units in the east Midlands. In stroke care 
MDT working has shown to improve rehabilitation. However it is recognised that delivering quality improvements 
requires significant input from the teams delivering care. If quality improvements are to be successful then 
implementation has to engage with the dynamics of MDT composition. The presentation highlights that along with 
organisational capabilities and context, implementation research should be mindful of emotional capabilities (so called 
soft skills) as an organising feature of MDTs receptiveness to innovation and change. 
 
Methods Our intention is to use a ‘Knowledge to Action’ framework. Using findings from the data gathering phase the 
study will develop a multi-modal approach to delivering improvement strategies to stroke teams. We will build into the 
KTA framework strategies to enhance the effectiveness of MDT working. This will ensure the delivery of quality 
improvements. Among the techniques for knowledge translation we intend to work with individual clinicians as 
knowledge brokers. These individuals, chosen for their enthusiasm for service improvement will bridge the gap 
between academic research and clinical practice. 
 
Results During the data gathering phases of the study we will be in a position to describe some of the challenges that 
will be faced during the implementation phase. We intend to present those challenges in MDT working and describe 
how the implementation protocol was adapted to overcome difficulties in translating research into practice.  
 
Implications Understanding the challenges of implementation and the impact that MDT composition has on service 
innovation will help us develop practical tools for quality improvement. Our intention is to roll out the tools to other 
stroke units through the East Midlands Academic Health Science Network. 

 
 
Session four: Positive deviants for quality and safety: Identifying healthcare teams/services that are 
performing exceptionally well 
Chair and Speaker: Rebecca Lawton, Additional speakers Katja Grasic, Robbie Foy, Ruth Baxter 
 
The aim of this session is to explore whether it is possible to use routinely collected quality and safety data to identify 
teams or services within a region which perform exceptionally well. In this session we will report findings on three 
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different approaches to using routinely collected data. This research is being undertaken within CLAHRC Yorkshire 
and Humber ‘Evidence Based Transformation with the NHS’ theme. 
 
The first presentation by Dr Katja Grasic (Centre for Health Economics, University of York), will focus on using 
Hospital Episode Statistics (HES) data to identify acute hospital services that demonstrate positive deviance for 
safety. The presentation will discuss the criteria used to choose a set of indicators for quality and safety and describe 
the indicators that were chosen for three pathways: hip and knee replacement, pneumonia and stroke. Data will be 
presented showing positive deviants on these indicators within Yorkshire and Humber and nationally The second 
presentation by Ruth Baxter (PhD student, University of Leeds and Bradford Institute for Health Research), will 
describe the process of using two methods to identify positively deviant elderly medical wards from publicly available 
patient safety thermometer data, and will report whether ratings of patients and staff on these wards were similarly 
positive. The final presentation by Professor Robbie Foy (Institute of Health Sciences, University of Leeds), will 
describe the use of routinely recorded data to identify those general practices that perform exceptionally well across a 
range of different indicators of quality.   
 
Abstract one in session: Selection of indicators for identification of positive deviants among hospital 
providers Katja Grasic, Centre for Health Economics, University of York 
 
Background ‘Positive deviants’ are defined as those clinical units that consistently demonstrate exceptional 
performance. It might be possible to improve patient care and clinical outcomes by sharing good practice exemplified 
by these high performing clinical units. This involves first selecting appropriate indicators of patient care and clinical 
outcomes and then identifying positive deviants in relation to these indicators.  
 
Methods We evaluated the appropriateness of more than 60 different indicators according to predefined criteria, 
relating to the number of events, statistical power, stability over time, and attribution to the clinical unit of interest. 
Indicators were derived from various sources: Organisation for Economic Co-operation and Development (OECD) 
health indicators, Agency for Healthcare Research and Quality (AHRQ) Quality Indicators, Quality and Outcomes 
Framework, the Effectiveness Matters report, Hospital Episode Statistics (HES) and the NHS Safety Thermometer. 
We compared performance of clinical units nationally and within Yorkshire & Humber using funnel plots. 
 
Results A subset of indicators satisfied our criteria as being appropriate for use in identifying positive deviants. These 
include readmission rates for stroke, hip and knee replacements and hip fracture, Patient Reported Outcome 
Measures (PROMs) for hip and knee replacement, falls and pressure ulcers.  
 
Implications The second phase of the study will involve qualitative work in those clinical units that we have identified 
as positive deviants. 
 
Abstract two in session: Identifying positive deviants using a range of indicators: challenges and 
considerations, Robbie Foy, University of Leeds and Bradford Institute for Health Research 
 
Background Positive deviants have most commonly been identified within acute hospital settings using discreet 
outcomes and processes or single sources of data (e.g. outcomes of hip replacement or NHS Safety Thermometer 
data). We assessed the feasibility of identifying positively deviant general practices using a range of different 
indicators.   
 
Methods We used a random sample of 89 general practices within West Yorkshire. We developed eight ‘high impact’ 
quality indicators from clinical guideline recommendations and remotely extracted routinely recorded data on a range 
of clinical processes (e.g. prescribing) and outcomes (e.g. blood pressure control). The majority of indicators 
comprised composite (combined) measures. We used latent class analysis to identify a class of general practices 
which appeared to demonstrate excellent performance across all eight indicators. We controlled for key patient and 
surgery level characteristics. 
 
Results Results presented will highlight some key methodological challenges faced when identifying positive deviants 
in this way. Discussion will focus on a) whether positive deviants can be identified across a range of indicators when 
applying the approach to boarder issues of quality and safety and b) what level of performance a comparison group of 
general practices should be identified at. 
 
Implications This research addresses the question of whether some general practices can perform well across a 
range of quality indicators, thereby suggesting that cultural or system level features of these organisations can support 
good performance. We will also highlight some of the important methodological factors that must be considered when 
identifying positive deviants using routinely recorded data.     
 
Abstract three in session: Can we validly identify positively deviant elderly medical wards using the NHS 
Safety Thermometer data? Ruth Baxter, School of Psychology, University of Leeds and Bradford Institute for Health 
Research, Bradford Teaching Hospitals Foundation Trust 
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Background Traditional patient safety approaches are deficit based focusing on errors and their prevention. This 
study attempts to identify hospital wards who are performing exceptionally well on safety outcomes despite facing 
similar constraints to others. This alternative approach, known as positive deviance, has not yet been applied to a 
broad issue such as patient safety. The NHS Safety Thermometer is a routinely collected measure of patient safety 
available at ward level. We investigate whether this data can be used to validly identify positively deviant elderly 
medical wards.  
 
Methods Safety Thermometer data from 37 elderly medical wards in northern England was analysed in two ways - 
longitudinally and in comparison to trust level data. This resulted in a purposive sample of positively deviant and 
matched comparisons wards. Staff and patients on each ward completed patient safety surveys. Safety Thermometer 
data was triangulated with staff and patient perceptions of safety to confirm whether wards identified as positively 
deviant from routinely collected data also demonstrate positive safety performance based on staff and patient 
perceptions. 
 
Results 5 positively deviant and 5 comparison wards were identified through analysis of the Safety Thermometer 
data. Discussion centres around the strengths and weakness of the approaches used. The triangulation of Safety 
Thermometer data with patient and staff perceptions of safety will also be presented which feeds directly into the 
workshops overarching discussion.  
 
Implications Little guidance exists about how to identify positive deviants. This study provides methodological 
guidance for those adopting positive deviance as an approach to safety improvement.  
 

Wednesday 1 July - Strands 15:30 – 16:45 
 
Workforce 
 
Scoping the cancer-specific learning and development needs of the healthcare workforce in primary, 
community and palliative care in Manchester, John Humphreys, NIHR CLAHRC Greater Manchester 
 
Background Cancer care is provided by a range of clinical/non-clinical staff in different service environments as 
members of multi-professional teams. Patient experience surveys revealed a wide variation in the knowledge and 
standards of support received in terms of early recognition, early referral and support offered during and following 
cancer treatment. 
 
Methods Over five months, various methods of data collection and analysis were used, including: 

• Mapping of primary, palliative and community care services delivering cancer care 
• Telephone interviews with a purposive sample of 11 organisational managers/leads 
• A focus group with four people affected by cancer (PABC) 
• Review of existing evidence to identify minimum outcomes for cancer knowledge and care for each 

workforce group 
• Development of a Cancer-specific Learning Needs Analysis Questionnaire; distributed to primary, 

palliative and community services 
• Review of education/training opportunities.  

 
Results 410 survey responses were received (n=40 service leads, n=370 individual workforce members). Only 28% 
of the primary, community and palliative care workforce had undertaken any cancer specific education in the previous 
two years. A gap analysis identified limitations in knowledge and confidence in caring for (PABC) across the spectrum 
of cancer care and each workforce group. Recommendations to Macmillan Cancer Improvement Partnership (MCIP), 
who commissioned the project, included the development of a minimum standard for cancer-specific education to 
improve knowledge and care of PABC by the workforce and identification of potential education/training initiatives. 
 
Implications Tailored packages of education/training are being developed and commissioned by MCIP to meet the 
minimum standard of knowledge recommended by the project team. 
 
 
How front-line staff make sense of patient and family complaints about the quality of care in acute and 
community services, Mary Adams, National Nursing Research Unit, Florence Nightingale Faculty of Nursing and 
Midwifery, King’s College, London  
 
Background:  Improving systems for managing hospital patient complaints - including board-level reporting - have 
been identified as a potential way to increase the quality of patient care. However, little is known about how front-line 
staff make sense of patient complaints relating to their own behaviour and/or practice and the management processes 
that may ensue.   
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Methods:  We conducted secondary analysis of an existing qualitative data set (73 one-to-one staff interviews, 120 
hours ethnographic observation) collected in 8 purposefully sampled NHS clinical microsystems (4 community, 4 
acute) that had been selected for relatively high or low staff wellbeing or patient experiences. Thematic analysis 
proceeded from general to focused readings to identify emergent categories and open codes with in-case and cross-
case analysis, including identification of exemplary case examples. 
 
Results: 40% of staff independently described complaints and complaints management as a source of stress. 26 
recent complaint events were discussed by interviewees. Discussions indicated the socio-cultural complexity of such 
events and management. Complaint events and their management were most often interpreted as signs of intractable 
care dilemmas (‘unrealistic’ family expectations; patient anxiety; dysfunctional services or management relationships) 
and rarely interpreted as legitimate arguments for changing practice. In acute services staff concerns about 
complaints and complaints management focused on numbers rather than the content of patient and family complaint. 
 
Implications: Results examine the ways that staff make sense of complaints about the quality of the care they 
provide. This sense making process often prevents complaints from becoming a useful resource for systemic quality 
improvement.  
 
‘The jam in the sandwich, down here in A&E’: Staff perspectives on handover delays between ambulances 
and the emergency department, Alison Porter, Swansea University 
 
Background Delays to the handover of patients from ambulances to the emergency department (ED) cause 
operational challenges for hospitals and the ambulance service, and have attracted considerable public and policy 
concern. As part of a wider study of handover delays, we sought to understand the perspective of health service staff 
on their impact and causes, in the ED of a large teaching hospital.  
 
Methods We conducted semi-structured interviews with a stratified sample of key staff from the hospital and the 
ambulance service, including doctors (n=5); nurses (n=7); hospital based support staff (n=2); paramedics and 
ambulance technicians (n=12); and other ambulance service staff (n=8). All interviews were recorded and transcribed 
in full, then analysed using the framework approach.  
 
Results All staff groups expressed concerns about the impact of crowding and handover delays on the quality of 
patient care, with a minority of respondents identifying clinical risk to patients. Handover delays were associated with 
high levels of stress for all staff groups, and in particular frustration for ambulance clinicians tied up waiting with 
patients outside the hospital. Delays were felt to have an impact on the relationship between professional groups. The 
negative impact on ambulance service performance measures was felt to be substantial. 
 
There was a high level of consensus that problems of crowding in the ED were complex, with issues right through the 
system. Almost all respondents identified lack of capacity elsewhere in the hospital as an immediate cause, and 
reflected positively on the impact of recent initiatives to improve patient flow.  Batched arrival of ambulances, 
associated in part with shift patterns, was reported as causing knock-on delays from which it was hard to recover.  
 
Implications Handover delays at the ED have a negative impact on patients, staff and health service organisations. 
System-wide impacts suggest that system-wide approaches to resolving delays are required.  
 
Using patient-reported outcomes for comparing the outcomes of consultants: a multilevel analysis of routine 
data Andrew Hutchings, London School of Hygiene & Tropical Medicine 
 
Background: Patient-reported outcome measures (PROMs) might be better for comparing consultant surgeons’ 
outcomes than mortality. The objectives were to describe variation in outcomes between consultants, compare the 
number of outlying consultants according to different measures, and explore the effect that the hospital in which a 
consultant works has on their outcomes.  
 
Methods: Data on patient-reported outcomes for consultants performing hip replacement (n=948 consultants), knee 
replacement (1130) and hernia repair (974) in National Health Service hospitals in England in 2009–2012 were 
analysed. Fixed-effects and multilevel models were used to assess case-mix adjusted consultant outcomes using 
disease-specific and generic PROMs and complications for the different procedures. The influence of patient factors 
and hospital factors on consultant outcomes was assessed. 
 
Results: Fixed-effects models showed that most consultants are ‘as or better than expected’. However, unlike with 
mortality, some consultants are more than three SDs ‘worse than expected’ according to disease-specific PROMs 
(2.4% for hip and 1.2% for knee replacement), generic PROMs (1.2% and 1.0%) and incidence of complications (1.8% 
and 0.8%). The proportion of consultants worse than expected is less with random-effects models. Controlling for 
hospital factors reduced the proportion further. After controlling for known patient characteristics, consultants and 
hospitals contribute little towards variation in patient outcomes. 
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Implications: PROMs offer a more appropriate and sensitive method for comparing consultants’ outcomes. The 
influence of hospitals must be considered to ensure comparisons are meaningful.  
 

Integrated Care 
 
Commissioning Integrated Care: Early Lessons, Lynsey Warwick-Giles, University of Manchester 
 
Background As demand increases and money remains tight, whole system change and integrated care have become 
an important focus for policy in the NHS. This study is exploring large system transformation in the North of England, 
focusing on an Integrated Care Programme for older people. The programme affects multiple organisations and care 
providers. This section of the research is investigating the organisational dynamics of the transformation.  
 
Methods Qualitative interviews with senior managers and clinicians (from all four of the stakeholder organisations) 
involved with the Integrated Care Programme were conducted to try and understand the programme; their 
involvement in its development; how it fits with their overall strategy; and issues relating to sustainability. In addition, 
non-participant observations of programme meetings took place to try and understand the wider context of programme 
and to see how the stakeholder organisations were working together. Interview transcriptions and comprehensive 
observation field notes were analysed using NVIVO software.  
 
Results Early findings suggest that the influence of history, financial stability, stable leadership and trust have enabled 
the Integrated Care Programme to be developed by the four key stakeholder organisations. Within the programme it is 
difficult to fully unpack the commissioner / provider relationship; early findings suggest that ways of working are much 
more partnership based rather than following a traditional commissioning cycle approach.   
 
Implications Integration is touted as a possible solution to the current crisis in the NHS. This research provides 
crucial early evidence about the factors affecting the implementation of integrated care.  
 
Early evaluation of the Integrated Care and Support Pioneers Programme Lorelei Jones, Policy Innovation 
Research Unit, London School of Hygiene and Tropical Medicine 
 
Background In 2013, fourteen areas were selected to be ‘Pioneers’ in using innovative approaches to integrating 
health, social care and other services to deliver ‘person-centred, co-ordinated care’. The Pioneers are being supported 
by a number of national partners and other experts. We present the findings from an evaluation of the first 15 months 
of the Pioneers (January 2014 through March 2015). The aim was to identify and describe their vision, scope, 
objectives, plans, interventions and progress during this period. 
 
Methods The main focus of data collection was in-depth interviews with the lead officers of participating organisations 
in the fourteen Pioneer sites (> 130 interviews to date). This was supplemented with collection of relevant documents 
and opportunistic observation of meetings. 
 
Results We discuss the key facilitators of implementation of integrated care, the barriers faced by local health 
systems in embedding sustainable change and the approaches being taken to overcome these barriers. Pioneers are 
making headway in laying foundations for their interventions, however it takes time to implement plans and perhaps 
several years before there are demonstrable impacts on patient outcomes. This is a particular challenge in the context 
of growing need and declining budgets. However, Pioneers have found it very helpful to be part of a programme that 
enables sharing learning with other sites and having access to decision-makers and experts. 
 
Implications We present the implications of the findings for the different proposals for health and social care 
integration being debated by think tanks and politicians. 
 
Lessons from the design and early progress of the North West London (NWL) Integrated Care Pioneer: A 
mixed-method formative evaluation, Matthew Gaskins, Nuffield Trust 
 
Background The national Integrated Care Pioneer programme in England, announced by the Department of Health in 
May 2013, aims to facilitate services that are better joined up across health, social care and voluntary sectors. This 
mixed-method formative evaluation examines the largest and best resourced of the pioneers, in North West London, 
focusing on four case study sites. 
 
Methods Documentary analysis, observations, semi-structured interviews, and surveys of local health and social care 
staff were undertaken between February 2014 and March 2015 to examine the design and early progress of four pilot 
schemes within the wider NWL programme. Interviewees included managers and professional staff from: the acute 
sector; clinical commissioning groups; community and mental health services; and local authorities, as well as lay 
partners and front-line staff. 
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Results The NWL Pioneer is strongly commissioner-led, with the NHS playing a more active role than local 
authorities. The main challenges to its implementation have included: variable provider engagement; embedding pilot 
schemes in local health and care systems; data sharing; and the development of capitated  budgets. Facilitators of 
progress have included: the pooling of commissioning resources to fund a cross-NWL programme management 
infrastructure; lay partner involvement; and a co-design process to identify evidence-based approaches to common 
barriers to integration. 
 
Implications The NWL Integrated Care Pioneer represents an initiative of national significance, given its scale, 
ambition and funding. Lessons about its design and early progress shed light on what health and social care leaders 
can realistically achieve when seeking large-scale service change in a complex financial, policy and service setting. 
 
The challenge of deflection: Analysing the complexities of shifting capacity from secondary to primary care, 
Simon Bailey, University of Manchester 
 
Background The seemingly insatiable demand on acute services, particularly A&E, is now a familiar narrative in 
policy and media. In 2013 NHS England funded six pilot schemes attempting to shift demand from acute services by 
improving access and integration in primary care. This paper illuminates several of the challenges encountered 
through these attempts. 
 
Methods The paper is drawn from a mixed-methods process and outcome evaluation of six pilot schemes in North 
West England. For the process evaluation, qualitative semi-structured interviews were conducted between December 
2013 and October 2014 with 92 individuals from CCGs, general practice, acute and community services, social care 
and the third sector. 
 
Results Social and historical relations of care, combined with relatively new institutional arrangements between 
primary and secondary care created barriers to the quick wins desired by the pilots, and taken together challenge the 
logic that supports the resource-led conception of ‘capacity shifting’. Examples of barriers include; mismatches in 
scale and ambition between organisations, differing governance and requirements and IT capabilities, and 
professionalised routines which resist attempts to ‘deflect’ patients from A&E. Isolated examples of success offer 
some encouragement for future attempts to influence demand.  
 
Implications The challenges encountered by these pilots offer an important set of learning points for future attempts 
to shift capacity from secondary to primary care, and underline the importance of local organisational and social 
conditions. However, with the exception of isolated examples of success, the underlying logic on which these attempts 
stands is as yet largely untested, and requires further interrogation.  
 

Quality 
 
Relationship between the Hospital Standardised Mortality Ratio and measures of safety, Paul Aylin, Imperial 
College London 
 
Background/objectives: A recent paper looked for a relationship between preventable deaths determined through 
case note reviews and other quality measures including a standardised measure of in-hospital mortality (Hogan H, et 
al. 2014). However, its power was very limited due to the small numbers of hospitals (and deaths). In addition, there is 
evidence of some biases inherent in preventable death studies. The aim of our study was to explore associations 
between hospital standardised mortality ratio (HSMR) and hospital safety indicators. 
 
Methods: Simple monotonic correlations between the HSMR and seven previously defined trust-level safety 
measures for all 147 acute non-specialised NHS trusts in England were examined using Pearson’s correlation 
coefficient. The safety measures were the same as those in the recent paper, which chose them from publicly 
available measures to look at safety from multiple perspectives and to focus on entire hospitals rather than specific 
departments.  
 
Results: Three associations were found statistically significant: positive correlations of HSMR with staff hand hygiene 
(r=0.179, P=0.031) and staff sickness absence rate (r=0.326, P<0.001), and a negative correlation with MRSA 
bacteraemia rate (r=−0.213, P=0.011). There was no significant association of HSMR with the other four measures 
(readmission rate [P=0.187], incident report rate [P=0.994], hospital cleanliness [P=0.778] and staff indicating that 
adverse events were not reported [P=0.698]). 
 
Implications: We found clear links between HSMR and other a priori measures of quality. The negative correlation 
with MRSA bacteraemia raises interesting questions over how this self-reported indicator is derived and interpreted. 
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Risk-adjusted survival for adults following in-hospital cardiac arrest by day of week and time of day, Sarah 
Power, Intensive Care National Audit & Research Centre (ICNARC) 
 
Background The ability to deliver consistent health services, 24/7, within the NHS is a very high priority. We 
evaluated whether risk-adjusted outcomes (return of spontaneous circulation—ROSC—greater than 20 minutes and 
survival to hospital discharge) following in-hospital cardiac arrest (IHCA) at night/weekend days are significantly worse 
than on weekdays  
 
Methods Data were extracted from the UK National Cardiac Arrest Audit (NCAA) database (1 April 2011 - 30 
September 2013). Night was defined as 20:00-07:59; weekend days as Saturday-Sunday 08:00-19:59 and weekdays 
as Monday-Friday 08:00-19:59. Outcomes were compared in multilevel logistic regression models both before and 
after risk adjustment, the latter using validated risk models. The effect of day/time was compared overall and across 
subgroups of age, location of arrest and presenting/first documented rhythm. 
 
Results 27,700 patients with an IHCA in 146 hospitals were included; 10,113 (36.5%) on weekdays, 3829 (13.8%) on 
weekend days and 13,758 (49.7%) at night. Crude outcomes were significantly worse at night/weekend days 
(ROSC>20 min 39.1%/46.7%; hospital survival 13.8%/18.5%) compared with weekdays (51.8%; 25.5%). Results 
remained significant following risk adjustment both for ROSC>20 min (adjusted OR night 0.72, 95% CI 0.68-0.76; 
weekend days 0.88, 0.81-0.95) and for hospital survival (night 0.58, 0.54-0.76; weekend-days 0.72, 0.64-0.80). The 
effect was stronger for non-shockable than for shockable rhythms (P<0.001). 
 
Implications Our findings raise questions about the organisation and delivery of resuscitative care available in NHS 
hospitals at night and weekend-days. 
 
The relation between unplanned returns to theatre and revisions for elective hip and knee replacement: 
observational study of national data in England, Alex Bottle, Imperial College London 
 
Background We previously presented unplanned returns to theatre (RTT) as an indicator of surgical quality for 
elective orthopaedics using administrative data. How it relates to the commonly used revision rate is not known. 
 
Objective To investigate the relation between RTT and revision for elective hip and knee replacements. 
 
Methods Analysis of Hospital Episodes Statistics, with index procedures for 2005/6-2010/11 and a three-year follow-
up. Revision rates within 1, 2 and 3 years of the index procedure were compared with RTTs within 90 days of the 
index. Rates were derived by surgeon and compared using correlation and funnel plots. 
 
Results 338,330 primary hip replacements and resurfacing procedures and 405,031 primary knee replacements had 
90-day RTT rates of 1.9% and 1.5% respectively and 3-year revision rates of 2.1% and 2.5% respectively. Revisions 
were much more common following an RTT: for hips, the 3-year rate was 20% and for knees 12%. RTTs that were 
themselves revisions had a slightly lower subsequent revision rate (17%) than other RTTs for hips but a much higher 
subsequent revision rate (29%) than other RTTs for knees. 
At surgeon level, the correlation between rates for RTT and revision was +0.50 for hips and +0.26 for knees (both 
p<0.0001). For hips, of the 67 3SD funnel plot outliers for either indicator, 6 were outliers for both. For knees, the 
proportion was 5/89. 
 
Implications Patients with an RTT are at greatly increased risk of a later revision. Correlation between the two 
indicators is moderate. Both have a role in quality improvement. 
 
What are the costs and benefits to the NHS of providing comprehensive seven day hospital services? 
Rachel Meacock, University of Manchester 
 
Background/objectives In response to higher mortality amongst patients admitted to hospital outside normal working 
hours, comprehensive seven day hospital services are being implemented across England. However, providing the 
same level of services every day of the week may not be the most cost-effective way to distribute limited hospital 
resources. We discuss the evidence being used to support the case, and estimate the potential costs and benefits of 
introducing such service extensions across England. 
 
Methods We apply the published estimates of elevated mortality used to support seven day services to patient-level 
data from Hospital Episode Statistics linked to Office for National Statistics death records (01/04/2010 – 31/03/2011) 
to estimate the potential loss in quality-adjusted life years (QALYs) associated with the observed weekend effect. This 
is compared to the estimated costs of providing comprehensive seven day hospital services, evaluated at the £20,000 
per QALY threshold used by NICE when assessing cost-effectiveness. 
 
Results An excess death rate of 0.35 percentage points is observed at the weekend. This translates to 4,355 – 5,353 
excess deaths annually. We estimate a potential health gain of 29,727 – 36,539 QALYs if all excess deaths were 
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averted. Seven day services are estimated to cost £1.07bn - £1.43bn. Using the NICE threshold, the NHS should 
spend a maximum of £595m - £731m to achieve the estimated health gain.  
 
Implications There is as yet no clear evidence that seven day services will, in isolation, reduce the weekend death 
rate; that lower weekend mortality rates can be achieved without increasing weekday death rates; or that such 
reorganisation is cost-effective. 
 

Improvement Science  
 
Linear, relational and systems approaches to Improvement Science – insights from three case studies in the 
NIHR CLAHRC for the South West Peninsula, Iain Lang, University of Exeter Medical School 
 
Background Approaches to improvement science differ in relation to factors including intervention complexity, the 
knowledge producer/user relationship, and context. Using case studies of improvement work within the NIHR 
CLAHRC for the South West Peninsula (PenCLAHRC) we assessed three approaches: linear, relational, and 
systems-based. 
 
Methods We purposefully selected three improvement case studies to achieve maximum variation in relation to these 
approaches. The cases related to use of tranexamic acid (TXA) by paramedics for severe trauma; patient-initiated 
clinics (PICs) for the management of rheumatoid arthritis; and improvement of time-to-needle in post-stroke 
thrombolysis. We identified the extent to which the approach taken to each case could be described as linear, 
relational, or systems-based. 
 
Results The three cases broadly fit the three conceptual approaches. The TXA case was a drug-based intervention in 
an organisation with clear management structures. With PICs, linkage and exchange between stakeholders enabled a 
complex problem to be addressed through local system change. The stroke project used collaborative operational 
research to identify the solution and to secure and enable stakeholder engagement. 
 
Implications Appropriate improvement strategies can be developed if the characteristics of knowledge, and the 
context in which it is to be used, can be specified – this can be informed by conceptualising improvement based on a 
linear, relational or systems approach. The approaches described indicate how knowledge may be implemented in 
different settings but factors such as leadership and generalizability are also important. Research to test these claims 
and improve researchers’, practitioners’, and managers’ use of improvement science frameworks would be useful. 
 
Formative evaluation of initiatives to improve access to primary care, Jane Guinery, Nottingham University 
Business School - Centre of Healthcare Innovation, Leadership and Learning (CHILL) 
 
Background This research consists of a formative evaluation of initiatives introduced under the Prime Minister 
Challenge Fund (PMCF) to improve primary care access. It examines initiatives, the concepts behind them, 
implementation processes and contextual factors that influence their effectiveness and sustainability.  
 
Methods The evaluation is qualitative and utilises a two phase approach taking an implementation science 
perspective: (i) profiling initiatives - to establish the mechanisms, context and rationale behind them; (ii) undertaking 
in-depth case studies – to examine representative initiatives in relation to ‘proof of concept’, recognising that there are 
intended and unanticipated outcomes and different implementation journeys, and relating these to contextual factors 
that impinge on their effectiveness, sustainability and suitability for future roll out.  
 
Results The profiling exercise has already identified a broad range of initiatives implemented as part of the PMCF 
programme with different rationales and ‘logics’. These range from extensions to existing service delivery to more 
complex and interrelated changes. There is a diversity of interpretations of improved access and how this can be 
achieved and measured. This has resulted in a variety of approaches that include significant changes in provider 
accountabilities and interactions, patient journeys, and use of technologies. Significant contextual factors have 
emerged as influencing the initiatives ‘fitness for purpose’ as well as ability to implement effectively. 
 
Implications This research highlights the benefits of using an approach that examines different stages of 
implementation to identify what works in specific contexts. From a practitioner’s perspective, findings will inform on 
preferred forms of initiative and implementation. 
 
Developing a reflective tool for long term success in quality improvement projects, Laura Lennox, Imperial 
College London and CLAHRC North West London 
 
Background: From 2008-2013 teams at CLAHRC Northwest London used the NHS III Sustainability Model (SM).  
Although the SM was useful in measuring teams’ views on sustainability, securing engagement with the model was a 
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challenge. This work aimed to develop a practical, user-friendly approach for teams to reflect upon sustainability and 
promote long term success of their projects. 
 
Methods: A literature review was conducted to identify sustainability strategies and common factors influencing 
sustainability. Facilitated group discussions allowed stakeholders to share their thoughts on clarity and relevance of 
the factors identified in the literature as well as to identify any missing factors. Interviews were conducted to gather 
information on value and design of an updated approach (n=12).  The tool was piloted with stakeholders (n=84) and 
overall perceptions and opinions were gathered. 
 
Results: The long term success tool has been designed based on current literature, past experience and continual 
stakeholder input and testing.  The tool emphasises the importance of continuous cycles of planning, reflection and 
taking action. Throughout development the value of checking-in and receiving ongoing feedback from those who will 
use the tool cannot be underestimated.  Stakeholders identified many issues with language, length, and practicality 
that have resulted in a tool with greater practical application and value.   
 
Implications: This work provides valuable information on the process of developing a tool that works for those in 
practice and will provide much needed insight into how such tools can be developed and adapted in order to maximise 
engagement and use. 
 
Determining Which System Model to Use to Improve Emergency Department Performance, Warren Kerley, 
Engineering Design Centre, University of Cambridge and NIHR CLAHRC East of England 
 
Background Emergency departments are becoming increasingly crowded because of increased input, patient 
complexity and reduced hospital and social care bed capacity. This is a serious safety concern and many hospitals 
have recently declared major incidents. Understanding of the causes, and hence solutions, is often unclear and 
reactive. Radical system changes are needed to manage demand, improve outflow and increase the "processing 
power" of ED resources available. 
 
Methods System modelling is a powerful technique for: analysing existing healthcare processes and systems; and 
designing and evaluating proposed improvements before implementation, thereby reducing the risks associated with 
large-scale change. However it requires skill and knowledge to choose appropriate models to use, as well as time and 
effort to do the modelling itself. University of Cambridge researchers worked with the CUHFT Emergency Department 
to investigate how to apply systems modelling to the problem of improving ED performance. 
 
Results Given limited time and money, an initial scoping exercise (June-October 2014) led to a three-month time-
boxed project (January-March 2015) to: 

 Prototype a clustering engine to identify important correlations between multivariate time series from patient, 
staff and resource data sources. 

 Prototype a supervised learning system, modelled using a neural network, to predict performance “tipping 
points” and suggest optimum operating conditions. 

 Propose a classification schema for CUHFT’s datasets as a foundation for a future system model. 
 
Implications This project demonstrated that a data-driven decomposition method to identify key schemata across 
unstructured data sources is an important precondition to the identification of an appropriate ED system model to 
employ. 

 
Thursday 2 July Breakfast sessions 08:00-09:00 
 
Session 1: Saving A&E through Better Access to Primary Care? Searching for the (missing) link 
Damian Hodgson, University of Manchester 
 
This year has seen a continuation and acceleration of an established trend of increasing demands on Accident and 
Emergency (A&E) departments. In parallel, the ongoing financial pressures facing the NHS have led to concerted 
policy attention on acute hospitals, and a public debate increasingly focused on what is frequently described as an 
NHS ‘in crisis’. One of the governmental responses to the crisis has been to invest money in local attempts to improve 
access to primary care, such as the Prime Minister’s Challenge Fund (PMCF), where the ‘challenge’ for successful 
applicants is to demonstrate potential resource savings by shifting demand away from acute hospitals. 
 
The basic assumption of these initiatives is that increasing access to primary care services will result in decreased 
demand on secondary care, in particular A&E. This assumption implies that a significant proportion of patients 
attending A&E have a health need that could be dealt with in primary care, and that a lack of access contributed to 
their decision to attend A&E. In this scenario, ‘access’ is frequently conceived as a problem of timely response, 
resulting from the unavailability of appointments with GPs; hence the solution lies in more, or more accessible, GP 
appointments, and acute departments who can ‘deflect’ back to primary care those patients deemed ‘inappropriate’. 
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This session seeks to explore some of the complexities underlying such assumptions in the organisational and 
institutional relations of care, and the relationship between primary and secondary health services. This session 
presents research findings from three separate and substantial research projects, each exploring different aspects of 
the relationship between access to general practice and demand on A&E. The papers present both qualitative and 
quantitative findings which identify some of the social and organisational conditions which enable or constrain 
attempts to shift demand from secondary to primary care, with important implications for future attempts to effect such 
a shift. The session will be arranged around these presentations: 
 

1. The challenge of deflection: Analysing the complexities of shifting capacity from secondary to primary 
health care Bailey, S., Hodgson, D.E., Elvey, R., Parkin, S., Rothwell, K., McBride, A. and Checkland, K. 

2. Does access to primary care really affect Emergency Department use? A qualitative case study 
MacKichan, F., Brangan, E., Wye, L., Checkland, K., Huntley, A., Lasserson, D., Morris, R., Salisbury, C., 
and Purdy, S. 

3. Access to general practice and the route of emergency admission to hospital: retrospective analysis of 
national hospital administrative data – Cowling, T.E. 

 
Abstract one in session: The challenge of deflection: Analysing the complexities of shifting capacity from 
secondary to primary care, Simon Bailey 
 
Background: The seemingly insatiable demand on acute services, particularly A&E, is now a familiar narrative in 
policy and media. In 2013 NHS England funded six pilot schemes attempting to shift demand from acute services by 
improving access and integration in primary care. This paper illuminates several of the challenges encountered 
through these attempts. 
 
Methods: The paper is drawn from a mixed-methods process and outcome evaluation of six pilot schemes in North 
West England. For the process evaluation, qualitative semi-structured interviews were conducted between December 
2013 and October 2014 with 92 individuals from CCGs, general practice, acute and community services, social care 
and the third sector. 
 
Results: Social and historical relations of care, combined with relatively new institutional arrangements between 
primary and secondary care created barriers to the quick wins desired by the pilots, and taken together challengethe 
logic that supports the resource-led conception of ‘capacity shifting’. Examples of barriers include; mismatches in 
scale and ambition between organisations, differing governance and requirements and IT capabilities, and 
professionalised routines which resist attempts to ‘deflect’ patients from A&E. Isolated examples of success offer 
some encouragement for future attempts to influence demand.  
 
Implications: The challenges encountered by these pilots offer an important set of learning points for future attempts 
to shift capacity from secondary to primary care, and underline the importance of local organisational and social 
conditions. However, with the exception of isolated examples of success, the underlying logic on which these attempts 
stands is as yet largely untested, and requires further interrogation.  
 
Abstract two in session: Does access to primary care really effect Emergency Department use? A qualitative 
case study MacKichan, F 
 
Background: Tackling the rise in Emergency Department (ED) attendance is a priority for the NHS and requires a 
whole system approach. Using a qualitative case study approach, we explored how characteristics of primary care 
related to access might influence ED attendance. 
 
Methods: Ethnographic observation, informal and formal interviews with staff and patients, and documentary analysis 
at six general practice case studies across three Clinical Commissioning Groups in England. Cases were selected to 
provide diversity, e.g., proximity to ED, area deprivation. Reception and waiting room areas were observed (69 hours). 
Nineteen practice staff and 29 patients with a recent ED attendance took part in formal interviews.  
 
Results: A range of strategies are employed to manage increasing demand for ‘as soon as possible’ appointments. 
These vary depending on local need, and each has advantages and disadvantages. Systems can be ambiguous and 
inflexible, making it hard for patients and staff to negotiate appointment booking, potentially leading to inequitable 
access.  Patients didn’t specify access to primary care as a direct influence on ED attendance, but their wider views 
and experiences of access contributed to a sense that primary care, including 111/Out Of Hours, is not always an 
effective place to seek prompt help.   
 
Implications: Simply increasing practice hours is unlikely to impact ED attendance. Patients need to feel that primary 
care is an accessible and appropriate source of prompt care. To achieve this, better system flexibility and training and 
support for reception staff, on whom the burden of facilitating access largely falls, is needed.  
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Abstract three in session: Access to general practice and the route of emergency admission to hospital: 
retrospective analysis of national hospital administrative data, Thomas Cowling, Imperial College London  
 
Background: Ahead of the UK general election, the main political parties have pledged to increase access to general 
practice. They expect that access frequently influences where urgent care is obtained. The research question was: 
Are patients registered to more accessible general practices more likely to be admitted via a general practitioner (GP) 
versus via an accident and emergency (A&E) department? 
 
Methods: Retrospective analysis of administrative data from all non-specialist acute hospitals in England, for 2011-12. 
Adults admitted in an emergency for ≥1 night via a GP or an A&E department formed the study population. The 
outcome variable was the route of admission. The measure of access—the percentage of patients able to obtain a 
general practice appointment—was derived from the GP Patient Survey. We estimated the adjusted association 
between these variables using multivariable logistic regression. 
 
Results: The analysis included 2,322,112 emergency admissions (81.9% via A&E). The adjusted odds of GP 
admission for a patient registered to a general practice in the highest category of access (≥95% of appointment 
attempts were successful) was estimated to be 45% larger (odds ratio: 1.45, 95% confidence interval: 1.41 to 1.48) 
than the odds for a patient registered to a practice in the lowest category (<80% of appointment attempts were 
successful). Similar associations were estimated in subgroup analyses of chronic obstructive pulmonary disease, 
pneumonia, and urinary tract infections. 
 
Implications: The results provide the first evidence, internationally, that access to primary care is associated with the 
setting in which urgent care is obtained before admission. 
 
Session 2: Keeping it credible: The importance of public oversight in long term cohort studies, lessons from 
the Community Ageing Research (CARE) study, NIHR CLAHRC Yorkshire and Humber (Academic Unit of Elderly 
Care Research, Bradford Institute for Health Research)  
 
This session will evidence the need for strong public oversight in the use of cohort multiple randomised controlled trial 
(cmRCT) methodology; describe the model of public engagement developed in the Community Ageing Research 
(CARE) study and provide examples of the role and impact of public oversight in this study. The interactive workshop 
will be delivered by the CARE study team including lay members of the Frailty Oversight Group. 
 
Session 3: 'Fellows’ and ‘Brokers', identifying the challenges and supporting the needs of knowledge 
mobilisers 
Cathy Howe, NIHR CLAHRC North West London 
 
Building on last year’s discussions, the aims of the session are: 

 to identify common challenges shared across roles/activities  

 to explore support mechanisms and propose developments 

 to make connections and networks  

 to inform and influence the research and practice of knowledge mobilisation  
 
A formative and peer focused workshop session, seeking to explore the overlooked question of the support needs of 
those in knowledge mobiliser/brokerage roles - what are their needs and how can these be addressed? In a context 
where the number and variety of knowledge mobilisers is increasing, new policy initiatives are being introduced and 
research is advancing, this workshop is designed to build on inputs from the HSRN symposium 2014. 
 
The session will comprise three short trigger inputs (related to research, practice and support ‘solutions’), followed by 
facilitated discussion groups. Through a spiral discussion process, the participants will use each trigger input to build 
on their exploration of common challenges and support mechanisms. The session will end with a summation of take 
away messages. 
 

 
Thursday 2 July - Sessions 09:50-11:05 
 
Session 1: PRUCOMM SHOWCASE. Now that the dust has settled: examining the post-reform healthcare 
system landscape 
 
The Health and Social Care Act 2012 has been described as the biggest and most far reaching reorganisation of the 
NHS since its inception. As clinicians and managers start to adapt and settle into new roles in new organisational 
structures we can begin to examine and understand the nature and some of the consequences and opportunities of 
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the reforms.  The government’s justification for change rested on a number of premises: firstly the notion that 
clinicians are best placed to make decisions about the planning, design and purchasing of services for their patients 
and that managers should play a supportive and less prominent role in this process. Secondly, that the home of Public 
Health should be in local government rather than in the NHS; and that councils should provide forums to bring 
together local strategic thinking across health and social care.  Thirdly, that there is continued commitment to the 
principle of the purchaser/provider split in the NHS which is believed to increase efficiency through competition and 
enable patient choice within the system. 

The Policy Research Unit in Commissioning and the Healthcare System (PRUComm) has been investigating a range 
of broad health systems issues focussing on commissioning and understanding organisations and decision making 
processes. This session will showcase some of our work highlighting three of our current projects.  A rationale for the 
creation of Clinical Commissioning Groups (CCGs) is that GPs are on the ‘frontline’ of patient care and are thus best 
placed to understand the needs and requirements of their patients. Imelda McDermott examines this claim in a report 
on our ongoing work with CCGs which explores the ‘added value’ that GPs bring to commissioning. In our second 
presentation, Erica Gadsby presents early findings from our PHOENIX project which has been seeking to understand 
the effects of the move of Public Health back into Councils at a time of austerity and extreme Council budget cuts.  
Lastly Christina Petsoulas reflects on the outsourcing of commissioning support services into Commissioning Support 
Units (CSUs) that has taken place since the inception of CCGs.  

At the end of the session an external discussant will be asked to spend a few minutes highlighting the common 
threads and issues which arise from the presentations, setting the scene for a more general discussion of the findings 
in the light of results of the May general election.  

Presentation abstracts 
1. GPs’ ‘added value’ in commissioning: what works and why? Dr Imelda McDermott 
2. Implications of system reforms for public health practice: significant change, or more of the same? Dr Erica 

Gadsby 
3. Outsourcing commissioning support functions: the story so far. Dr Christina Petsoulas 

 
Abstract one in session: GPs’ ‘added value’ in commissioning: what works and why? 
Imelda McDermott, University of Manchester 
 
Background The Government envisaged that the defining feature of the new commissioning system would be the 
added value that clinicians bring based on their skills, knowledge and standing in local communities (NHS 
Commissioning Board, 2012). However it is unclear how this ‘works’ in practice.  
 
Methods Using a Realist Evaluation framework (Pawson & Tilley, 1998), we developed programme theories from 
interviews with clinicians and managers about how they see GPs adding value to commissioning process. We then 
tested these theories against our observational data to unpack the mechanisms by which these claims ‘work’ in 
practice and identify the ‘conditions’ which enable these mechanisms. These are then used to refine the programme 
theories. 
 
Results We observed a wide variety of meetings to identify what is the work of Clinical Commissioning Groups 
(CCGs) and the role of GPs as commissioners and identified the different typology of meetings to define what is it that 
CCGs do? We quickly realised that different CCGs do different things in meetings. There is a lack of uniformity in 
terms of structures, operations or processes. We also attempted to identify the different ‘roles’ that GPs have but this 
proved to be impossible as there are many different ‘roles’ as there are CCGs. 
 
Implications The complexity of CCGs’ structures and processes make it difficult to talk about a CCG simply as we 
could previously a PCT. Equally as complex is ‘the role’ of GPs in CCGs.  
 
Abstract two in session: Implications of system reforms for public health practice: significant change, or 
more of the same? Erica Gadsby, University of Kent 

Background The substantial reorganisation of the public health (PH) system in England has enormous implications 
for how PH is approached, organised and delivered.  We examine the impact of these structural changes on the 
functioning of the PH system, and on the approaches taken to improving the public’s health.   

Methods Data presented here come from the PHOENIX project - a 33-month study that commenced in April 2013.  It 
incorporates multiple methods which so far include a scoping review, national surveys of local authority Directors of 
Public Health and Elected Members responsible for health, and emerging data from 5 in-depth geographical case 
studies, where data has been analysed from interviews, meeting observations, and local documents. 

Results The PH system is now more fragmented.  Functioning at a local level is dependent on contextual issues 
including local government structure and politics, financial context, and organisational ‘attitudes’ to PH.  PH 
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professionals must now work in new ways, using different skills and adapting roles.  Whilst the reforms have opened 
up opportunities to approach PH issues in different ways, they have also brought about tensions.  Issues include cuts 
to local authority funding; the imminent end of the ring-fenced budget; and the change of role and influence of PH 
professionals.  

Implications The achievement of policy aims will depend on the willingness of councils to ‘invest’ in PH as an 
organisational goal, and to ‘protect’ it as a function. Structural changes have both facilitated and hindered potential 
success. 

Abstract three in session: Outsourcing commissioning support functions: the story so far. 
Christina Petsoulas, London School of Hygiene and Tropical Medicine 
 
Background One of the key themes of the 2012 healthcare reform is the freedom it gives commissioners to either 
outsource or keep in-house provision of commissioning support (CS) functions. The policy plan is that from 2016 
Commissioning Support Units will become ‘autonomous’ and compete with other non-NHS providers. 
 
Methods We draw on evidence from three projects conducted as part of PRUCOMM (two on the development of 
CCGs and one on NHS contracting). All three projects used comparative case studies and qualitative methods e.g. in-
depth face-to-face interviews with managers and clinicians and observation of a great variety of relevant meetings. We 
also analysed a number of national (e.g. guidance for CCGs, operating frameworks) and local documents (e.g. Board 
papers, commissioning intentions).  
 
Results  

 At present there is nationally a mixed picture regarding models of commissioning support provision.  

 Some CCGs have kept all CS functions in-house others have outsourced all of them and others kept in-house 
what they consider ‘core’ functions and outsourced the more transactional ones. 

 A number of CCGs which have outsourced CS are not satisfied with the services they receive. Some of them 
have brought some key functions (e.g. negotiating and monitoring contracts) in-house. 

 There is evidence of duplication of work and therefore waste of resources. 
 
Implications There is a tension between giving CCGs the ‘freedom’ to choose the model of CS provision and at the 
same time requiring them to procure CS functions in order to comply with EU law. 
 
 
Session two: Patterns of Health System Response to Austerity – Outcomes, Challenges, Questions 
 
This session will present response patterns to austerity from different health system levels within the Irish context with 
the aim of exploring the consequences of those responses for health system reform – in practical terms, and with 
reference to the international context. 
 
Content of Session: 

1. Introduction: The Irish Health System in a context of austerity and reform – Thomas, S (Trinity College 
Dublin) 

2. How resilient are we? – a macro view of the Irish health system response to economic crisis – Thomas 
S, Barry S, Burke S. (Trinity College Dublin) 

3. Small copayments for prescription medicines – cents-ible policies? – Sinnott SJ
1
, Byrne S

1
, Woods N

1
, 

Normand C
2
, Whelton H

3
 (1. University College Cork/currently Economic and Social Research Institute, 2. 

Trinity College Dublin, 3. University of Leeds/formerly UCC) 
4. A mixed method study of health professional emigration from Ireland – Humphries N.

1
, McAleese S.

1
 

Matthews A.
2
 Brugha R.

1
 (1. Royal College of Surgeons in Ireland, 2. Dublin City University). 

5. Developing the reconfiguration plans for integrated urgent and emergency care systems [EUCSs]: 
examining the consultation process and the sustainability of implementation decisions - Droog E*, 
Healy O, Buckley C, Boyce M, McHugh S, Foley C, Browne JP (University College Cork). (Abstract attached) 

6. Plenary: Austerity and Reform – impossible bedfellows? Facilitated by: Barry S (Trinity College Dublin) 
 
Abstract 2 in session: How resilient are we? – a macro view of the Irish health system response to economic 
crisis, Steve Thomas, Centre for Health Policy and Management, Trinity College Dublin, Ireland 
 
Background: The financial crisis that hit the global economy in 2007 was unprecedented in the post war era. The 
Irish economy was particularly badly affected. The purpose of this presentation is to assess the resilience of the Irish 
health system during recession where resilience can be understood as the capacity of a system to absorb change but 
continue to perform effectively.  
 
Methods: Indicators of performance are presented to test resilience and measure system performance. Both 
quantitative and qualitative methods were used. Quantitative data were collected from government documents and 
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sources to understand the depth of the recession and the dimensions of the response. Semi-structured interviews 
were conducted with key decision makers to understand the reasons for decisions. 
 
Results: There is mixed evidence on resilience. Health funding was initially protected but there were subsequent 
deep cuts as the crisis deepened and the government pushed back the cost of accessing care on to the sick and the 
old. The health system showed efficiency gains for the early years of recession but eventually resorted to cutting 
entitlements and services. The prospects for developing new universal care policies are unsure. While the direction of 
reform is clear it is not certain whether it will remain manageable given continued austerity and capacity limitations. 
 
Implications: Austerity can yield gains in the short run but these can be undone by prolonged recession. Resilience is 
a useful concept for assessing health system performance and there is need for similar research in other country 
contexts. 
 
Abstract 3 in session: Small copayments for prescription medicines – cents-ible policies? Sinnott* SJ, 

Department of Epidemiology and Public Health, University College Cork 

 

Background: Copayments for prescription medicines are associated with decreased use of medicines with resulting 
increases in morbidity/mortality. Small copayments may present a less draconian policy option. We assessed the 
impact of the introduction of a 50c copayment and the subsequent increase to €1.50 on adherence to medicines in a 
publicly insured population. 
 
Methods: A pre-post longitudinal repeated measures design was used. We included new users of one of eight 
medication groups, defined as essential or less-essential, on the main public health insurance programme in Ireland. 
The outcome was monthly adherence to medications. We used segmented regression with generalised estimating 
equations to allow for repeated measurements.  
 
Results: The 50c copayment was associated with reductions of -2.1%[95% CI, -2.8 to -1.5] (thyroid hormone) to -
8.3%[95% CI, -8.7 to -7.9] (anti-depressants) for essential medicines and reductions of -2%[95% CI, -2.3 to -1.7] 
(anxiolytics/hypnotics) to -9.5% [95% CI, -9.8 to -9.1] (PPIs/H2) for less-essential medicines. The €1.50 copayment 
generally resulted in smaller reductions in adherence to essential medicines. Adherence to antidepressant 
medications was the exception with a decrease of -10.0% [95% CI, -10.4 to -9.6]. Adherence to less-essential 
medicines dropped more after the €1.50 copayment; the largest reduction was seen for PPIs/H2 at -13.5% [95% CI, -
13.9 to -13.2].  
 
Implications: The small copayments in this study had a smaller impact on adherence to essential medicines than 
less-essential medicines suggesting a policy benefit. The major exception was for anti-depressant medicines.  Further 
research is required to explore clinical outcomes in addition to heterogeneity of effects across different socio-
economic strata.  
 
Abstract 4 in session: A mixed method study of health professional emigration from Ireland, Niamh 
Humphries, Division of Population Health Sciences, Royal College of Surgeons in Ireland 
 
Background: A sustainable health workforce must train and retain sufficient staff to deliver health services. The Irish 
health workforce is characterised by a high emigration of Irish-trained staff and a heavy reliance on internationally-
trained staff. This paper presents findings from a novel study of emigrant Irish doctors, nurses and midwives 
conducted in 2014. 
  
Methods: The use of Facebook elicited 372 completed responses to an exploratory mixed-method online survey 
delivered in July 2014. Respondents provided rich responses to two open-ended questions, one on health worker 
return (N=343) and another on health worker emigration (N=209).  
 
Results: Respondents emigrated because of poor working conditions in the Irish health system (long working hours, 
poor career progression), which compared poorly with conditions abroad.  
1 in 3 doctors (33%, n=91) and 1 in 5 nursing/midwifery respondents (22%, n=17) did not intend to return to Ireland in 
the future. For those interested in return, it was contingent upon significant health system reform. 

‘It’s not about the money, it’s about respect . . . we love working in medicine, but we love our families and health 
more’ (R283). 
 

Implications: Difficult working conditions and uncertain career pathways are major drivers of health professional 
emigration from Ireland. These relate to long standing deficiencies in the Irish health system.  This paper 
demonstrates a connection between working conditions and health professional emigration. The prospect that 
health system reform might encourage health professional retention and emigrant return provides a strong impetus 
for reform. 
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Abstract 5 in session: Developing reconfiguration plans for integrated urgent and emergency care systems 
[EUCSs]: examining the consultation process and sustainability of implementation decisions Droog E, 
Department of Epidemiology and Public Health, University College Cork, Ireland 
 
Background: The Health Service Executive (HSE) has embarked on a reconfiguration programme to radically change 
the organisation of urgent and emergency care delivery, at a time when budgets and staff levels have been 
substantially reduced and there is growing awareness of problems with quality and safety. Our aim was to analyse the 
process by which reconfiguration plans were developed, focusing on use of evidence and roles of different 
stakeholders.  
 
Methods: Two qualitative methods were employed. A documentary analysis was conducted of current national and 
regional policy documents. Also 200 semi-structured interviews were conducted with internal and external 
stakeholders in eight different regions covering the whole of the country. A synthesis of information from the 
documentary analysis and the interviews is ongoing and will be presented at the conference. Yin’s multiple case study 
methodology will be used to collate information at a regional level. Findings from all eight regions will be compared 
and contrasted. 
 
Results: Preliminary findings suggest that there are numerous policy initiatives developing in parallel. These are 
generally well aligned in principle but there is a substantial implementation gap with respect to resources. Many 
external stakeholders expressed dissatisfaction with the consultation process underlying reconfiguration and a desire 
for a more open discussion about trade-offs between policy drivers. Stakeholders also questioned how realistic the 
objectives and timetable for reconfiguration were, given the lack of resources for implementation.  
 
Implications: The results will inform national and regional healthcare system planning for the development of an 
implementation infrastructure across the urgent & emergency care organisation. 
 
 
Session three: The reality of navigating and negotiating change 
Speakers: Ganesh Sathyamoorthy and Julie Reed (NIHR CLAHRC NWL) 
 
Aims: This session aims to increase awareness of the reality of leading change to translate evidence into practice and 
deliver improvements in quality. It will consider the value that academic engagement can bring in understanding 
complexity and using theories to make sense of change narratives.  There will be interaction with a novel exercise to 
immerse participants in qualitative research findings. 
 
This interactive session will use a case study constructive from research findings drawn from exploration of quality 
improvement projects based in 3 international hospital sites (Scotland, Australia, America).  The case study will be 
used to allow participants to actively engage in an improvement project and better understand the reality of introducing 
changes into healthcare systems.  
 
The session will invite audience to take on the role of the researcher in piecing different aspects of change narrative 
together. This will support participants to better understand the complexity of introducing change and the different 
perspectives of staff members involved.  
 
Learning objectives will include appreciation of the technical and social components of change including the need to:   

 ensure interventions fit for purpose in local setting  

 influence related processes 

 engage staff groups and understand the emotional drivers of change 

 address any influencing organisational or context factors 
 
Participants will be invited to consider the different roles academics can play and the contribution of different theories 
to support the navigation and negotiation of change. Communities of Practice and Model for Understanding Success 
in Improving Quality (MUSIQ) will be used as exemplars.  

 
 
Session four: The Researcher-in-Residence model: moving improvement research closer to practice 
 
Aims: Models of embedded research attempt to both increase the impact of established research evidence on 
practice, and generate new knowledge through the application of participative inquiry. In response to the widely 
recognised challenge that established approaches to getting health services research into practice are not radically 
changing the extent to which management decisions are influenced by scientific evidence, the Researcher-in-
Residence model embraces the concept of ‘co-creating’ knowledge between embedded researchers and practitioners.  
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In this session we will consider the potential of the Researcher-in-Residence model (Marshall et al., 2014) to impact 
positively on the improvement of health care in a variety of contexts. In line with a collaborative approach we will take 
into account the perspectives of both researchers and practitioners in this session. 
 
Content: Professor Martin Marshall will provide a brief introduction to the model, outlining its origins and key features. 
Three researchers-in-residence will then speak about the application of the model in their own specific contexts:  
- Dr. Laura Eyre is a critical policy analyst working with the Waltham Forest, East London and City (WELC) 

integrated care pioneer programme; 
- Dr. Cecilia Vindrola is an anthropologist in an multidisciplinary embedded research team  aligned to the North 

Thames CLAHRC and based at UCLH NHS Foundation Trust;  
- Dr. Helen Baxter is a mixed methods researcher specialising in urgent care, working with the Bristol Clinical 

Commissioning Group. 
 
Each researcher will briefly describe the setting in which they are utilising the model, their positioning within that 
setting; and the methodological expertise which they bring to the model. They will then consider three common 
challenges to the successful application of the model and explore strategies for overcoming these challenges. The 
challenges that the researchers will address are: (1) getting embedded and engaging with key stakeholders; (2a) 
defining the scope of the research: working with limited capacity, time, and resources; (2b) defining the scope of the 
research: agreeing priorities and areas of focus; and (3) demonstrating impact. 
 
Following these presentations an expert panel will then critique the model and consider its practical utility.  The panel 
discussion will be followed by an opportunity for the attendees to comment, question and discuss the issues raised. 
 
Chair – Professor Martin Marshall 
Presenters – Dr. Laura Eyre, Dr. Cecilia Vindrola, Dr. Helen Baxter 
Panel – Nigel Edwards, Ruth Thorlby, Dr. Jonathan Fielden 

 

Thursday 2 July - Strands 13:30-14:45 
 
Knowledge 
 
‘Leading Health Care Innovation Networks: Challenges and opportunities for AHSNs in England' 
Jean Ledger, Department of Management, King's College London 
 
Background There is a lack of research on senior leadership in the NHS; especially the role leaders (both clinical and 
managerial) play in supporting the systematic adoption and spread of innovations across regional health care 
systems. To investigate further, we examine the dynamics of leadership, networking strategies and knowledge sharing 
within and across Academic Health Science Networks in England. AHSNs are relatively new architectural forms to the 
English NHS. These structures are intended to facilitate the systematic adoption of health care innovations and to 
promote population health improvement and wealth creation at regional level. 
 
Methods This presentation draws upon our NIHR-funded study on the early development of Academic Health Science 
Networks in England. The project is active (due for completion in February 2016) therefore we present early findings 
from our qualitative and quantitative data sets to stimulate an interactive discussion at the HRSN Symposium. 
Evidence is derived from two main sources: 1) a structured review of the academic literature (leadership, networks); 2) 
empirical data collected using qualitative and quantitative research methods. 
 
Results Whilst it is too early to assert conclusive results from our current study, we report on some top-level findings 
that we have uncovered that have relevance for leaders of AHSNs and leaders of other networked healthcare 
initiatives. We discuss how professional knowledge-sharing networks might play a key role in supporting the formal 
network architecture of innovation adoption and leadership in the NHS by promoting stronger engagement across 
institutions and organisations. 
 
Implications A clearer understanding of leadership and knowledge-sharing dynamics within healthcare innovation 
networks is likely to be of interest to individuals directly involved in AHSN management, as well as policymakers, 
researchers and practitioners seeking to develop public sector innovation capacity. 
 
 
Evidence-based policy-making and the ‘art of commissioning’ – how English healthcare commissioners 
access, use and transform information and academic research in ‘real life’ decision-making: An empirical 
qualitative study, Lesley Wye, University of Bristol 
 

http://qualitysafety.bmj.com/content/early/2014/06/03/bmjqs-2013-002779.full
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Background Commissioners are encouraged to adopt evidence-based policy-making, with evidence often defined as 
academic research. To learn how academic research can contribute, researchers need to know more about 
commissioning, the ways that commissioners access and use information, and the role of research in decision-
making. 
 
Methods This study focused on knowledge exchange between commissioners and those that supply commissioners 
with information (i.e. private management consultancies, public health, commissioning support units). Using eight case 
studies, we thematically coded, summarised and compared data, including 92 interviews, observations of 24 training 
events and meetings, and documentation (e.g. meeting minutes). 
 
Results The ‘art of commissioning’ entails juggling competing priorities, power relationships, and personal inclinations 
to build a persuasive, cohesive case. Commissioners pragmatically sought information from many sources to identify 
options, navigate a way through, justify decisions and convince others. Local evaluations were more useful than 
academic research. Negative research findings did not inform disinvestment plans. Information was exchanged 
through conversations and stories, which were fast and flexible.  
 
Knowledge acquisition and its transformation were interwoven. The five main conduits through which knowledge 
flowed were: 

 interpersonal relationships 

 people placement (i.e. embedded staff) 

 governance 

 ‘copy, adapt, paste’  

 product deployment (e.g. software tools).  
 
Commissioners used the processes of local contextualisation and engagement to refine the knowledge and ensure 
the right people were on board. 
 
Implications To make a useful contribution to commissioners’ decision-making, researchers should develop 
relationships of mutual benefit with commissioners by using commissioners’ preferred mode of verbal communication 
and offering researchers’ input into co-produced local evaluations. 
 
External support to NHS Commissioners (or how to sell pre-packed washed lettuce to people who have  
kitchen gardens), Catherine Pope, University of Southampton   
 
Background A core component of successive NHS reforms has been the separation of provision from the 
commissioning or contracting of services. This paper examines the new ‘external’ commercial, not-for-profit and public 
sector agencies that now play a significant role supporting health service commissioning in the NHS.  
 
Methods Ethnographic case study, including 92 interviews with external providers of CCG support, their clients and 
stakeholders, observation of 25 events/meetings and scrutiny of documents. The case comprised 3 external providers 
and 4 associated commissioning organisations in England. Data were analysed using established qualitative 
techniques, moving inductively and deductively through coding, comparison and thematic analysis.  
 
Results External providers were contracted for skills and expertise in in areas relating to healthcare commissioning, 
such as project management, forecasting, analytics and software tool development. Their contributions were 
perceived variably and decision-makers often struggled to make use of this support. There was hostility to some 
support providers and a sense that tools and analytics sometimes offered ‘solutions looking for a problem’.  
 
Implications Our detailed study of the use of external support for commissioning suggests that these agencies may 
not have delivered the positive step change in commissioning envisaged.  We highlight important power imbalances, 
how de-contextualised information was unwelcome, misleading or unusable, and the increasing dependence of 
commissioners on commercial providers. While external providers appear to offer what the service seems to lack, 
packaged in ways that seem attractive, like pre-packed, washed lettuce, perhaps this has costs that we cannot afford 
to ignore.   
 
Knowledge into Action to Support Person Centred Health and Care, Michelle Kirkwood, NHS Greater Glasgow 
and Clyde 
 
Background NHS Greater Glasgow and Clyde (NHSGGC) Knowledge Services Team have been working with three 
of the Person-Centred Health and Care (PCHC) Collaborative Clinical Improvement Teams in NHSGGC since April 
2014 as a demonstrator project for the national Knowledge into Action strategy.    
 
Methods The PCHC programme team listen to patients, relatives and carers to gather and develop care experience 
feedback from them in “real-time” at their point of care. Feedback gathered from these conversations is then used as 
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the basis to support and underpin improvement in the care experience at an individual clinical team level. The 
Knowledge Services Team joined these monthly improvement meetings with the three clinical teams. Working in close 
partnership with the clinical improvement team they select and tailor knowledge management methods to support 
PCHC.  
 
Results Of all the interventions available Search and Synthesis was the most used, although a methodology had to 
be developed (narrative synthesis) to allow for the results to be presented in a way and in a timescale to benefit 
decision making for improvement.  Actionable knowledge; social use of knowledge; and creating capacity 
methodologies were also used.  The latter was especially used to ensure the spread of support to other frontline 
teams. 
 
Implications A clear signal that the role of the librarian as a knowledge broker can have benefit for patient care, 
however planning, role transition, setting priorities for knowledge services , and the relationship with improvement 
teams are key. 
 

Methods 
 
Developing a measure of specialist intensity, Cassie Aldridge, University Hospitals Birmingham NHS Foundation 
Trust  
 
Background The High intensity Specialist Led Acute Care (HiSLAC) project aims to determine whether surplus 
mortality of weekend hospital admissions is attributable to suboptimal specialist staffing.  In the absence of a standard 
method for measuring specialist intensity, we developed two novel approaches. 
 
Methods A moderated multiprofessional nominal group developed methods for measuring specialist intensity using 
plenary and remote discussion followed by piloting. Two instruments were prioritised: (i) A web based Point 
Prevalence Survey (PPS) of all consultants and associate specialists to determine their involvement in Direct Clinical 
Care (DCC) of emergency admissions on a given Sunday and a Wednesday; and (ii) a Directorate-Level 
Questionnaire (DLQ) inviting service leads to provide aggregated data on specialist DCC hours and working patterns 
limited to 4 acute care areas: ED, AMU, ICU and acute general medical wards.   
 
Results For the PPS; specialists from 115 Trusts contributed 14,533 evaluable responses from a possible 33,349 
respondents (44%). Sunday intensity varied between Trusts from 0 to 9.69 specialists per 10 emergency admissions. 
Weekend: weekday differences were least for acute care specialities. 78 Trusts returned data for the DLQ, with a 
reasonable correlation (r=0.46) to the acute speciality PPS metrics.  
 
Implications This is the largest survey of specialist provision conducted across an entire health system.  Specialist 
involvement in emergency admissions varies widely between Trusts in England.  At weekends no hospital achieves 
even 50% of weekday specialist staffing. The PPS provides a clinically relevant measure of specialist intensity to track 
service delivery changes and assess their impact on patient outcomes. 
 
 
Continuous analysis of emergency admissions of older care home residents to hospital as means for 
monitoring quality of care, Chris Sherlaw-Johnson, The Nuffield Trust 
 
Background The quality of care provided by individual care homes for older people is highly variable yet there is 
limited routinely collected information that can be used to evaluate it. The frequency of emergency hospital admission 
is widely used as a marker of relative access to preventive care and it may be feasible to use this as a measure to 
identify atypical care homes. However, its use needs to be appropriate to an environment where data are limited. 
 
Methods We obtained data on emergency hospital admissions from Hospital Episode Statistics (HES) and linked 
these to care homes using the post code of residence. We then applied the Cumulative Sum (CUSUM) technique to 
continuously monitor the data over time. The effectiveness of the CUSUM was evaluated by calculating true and false 
alarm rates. 
 
Results Post code matching appears to be viable for homes with 20 or more beds. Designing the CUSUM so that the 
annual false alarm rate is 0.1% per year, 74 of 2,541 nursing homes signalled for high admission rates over 2011/12 
compared to 77 of 3,386 residential homes not providing nursing care. The CUSUM applied to emergency admissions 
compares favourably with other applications in its effectiveness for detecting higher risks.  
 
Implications It is feasible to use the CUSUM method to monitor admissions of older care home residents to hospital 
but, due to data limitations, users need to be careful about how they interpret triggers and thus ensure follow-up is 
appropriate. Some of the problems caused by using routine national data can be overcome if care homes used their 
own information for local monitoring. 
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A framework for monitoring NHS equity performance - analysis of administrative data from 2003/4 to 2011/12, 
Richard Cookson, University of York, Centre for Health Economics 
 
Background The Health and Social Care Act 2012 gave NHS decision makers a duty to consider reducing 
inequalities in health care access and outcomes.  This study develops the first systematic approach to monitoring 
NHS progress in reducing socioeconomic inequalities of this kind at national and local levels. 
 
Methods Ten annual indicators of inequality in health care and health are constructed using national administrative 
data (e.g. GMS, QOF, HES, ONS) from 2003/4 to 2011/12.  Indicators cover inequalities in access and outcomes at 
multiple stages of the patient pathway, and are adjusted as appropriate for age, sex, co-morbidity and case mix.  
Indicator selection is informed by a public consultation exercise. The Index of Multiple Deprivation 2010 is used to 
rank English small areas by deprivation and compute a range of national and local inequality measures.  National and 
local NHS equity dashboards are developed to communicate inequality results in a concise, accessible form that 
decision makers can use. 
 
Results Socioeconomic inequality in whole time equivalent GPs per need-weighted population fell between 2006 and 
2010, as GP supply rose in the most deprived fifth of English neighbourhoods while falling in the least deprived two-
fifths.  We will also present results for indicators currently under construction including primary care quality (based on 
QOF), hospital waiting time, excess hospital stays, avoidable emergency hospitalisation, post-hospital mortality, 
avoidable mortality, mortality, morbidity and multi-morbidity. 
 
Implications By making creative use of national administrative data, it is possible to monitor and benchmark NHS 
progress in reducing socioeconomic inequalities of access and outcome. 
 
The Yorkshire Health Study; An innovative recruitment and research facility, Ellie Holding, University of Sheffield 
 
Background Recruiting to time and to target is a challenge for health research. The Yorkshire Health Study was 
created to provide an economical and rapid research facility to recruit participants to studies (including randomised 
trials); the facility is embedded with a large longitudinal observational cohort study  
 
Methods The study uses the innovative ‘cohort multiple RCT’ design. The first wave (2010-2012) recruited a cohort of 
adults aged 16-85, via 43 GP surgeries in South Yorkshire. Data were collected on a wide range of topics, including 
long-term health conditions, health services usage, weight and weight management and quality of life. The second 
wave of recruitment (ongoing) uses a citizen recruitment strategy involving a media campaign and small-scale projects 
tailored at specific sub-populations.  
 
Results 27,806 completed questionnaires were returned (15.2% response rate). The majority gave consent to be 
contacted again (81.7%) and NHS data linkage (79.7%). To date 22 UK (NIHR/CLAHRC) and EU funded studies have 
used the research facility to recruit participants to a wide range of studies, including weight management/ obesity, type 
2 diabetes, depression, bereavement, ageing, physical inactivity, statins, breastfeeding, Attention Deficit Hyperactivity 
Disorder and outcome measure validation. The large anonymised data sets are used by Local Authorities, and NHS 
organisations to inform their health-related decision making; and for secondary data analysis by academics. 
 
Implications This innovative study provides a quick and efficient method for recruiting participants to studies as well 
as providing up to date health and healthcare resource use information on the regional population. 

 
Organisations 
 
‘The future is federated’: exploring new organisational forms in primary care, Simon Bailey, University of 
Manchester 
 
Background GP-led provider organisations, or federations, are emerging in increasing numbers in an attempt to 
deliver more effective and efficient health care, and protect general practice from perceived threats of takeover by ‘big 
business’. However relatively little is presently known about these new organisational forms, including their 
establishment, management and experienced benefits.   
 
Methods This paper reports on an evaluation of demonstrator pilots commissioned by NHS England Greater 
Manchester, which awarded six proposals aiming to improve access and integration in primary care. For the process 
evaluation, 92 qualitative semi-structured interviews were conducted between December 2013 and October 2014 with 
representatives of local CCGs, general practice and acute and community health services, social care and third 
sector.  
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Results The newly-established federations in three out of the six areas were conceived as an important enabling 
factor in the successful bidding for demonstrator funds and in the delivery of piloted services. Supporters of 
federations highlight benefits such as improved relationships and trust between GPs, and tangible benefits such as 
improved record sharing between practices, and the promise of financial savings produced by sharing back office 
functions. Nevertheless, resistance also exists due to perceived loss of practice identity, and the possibilities, as yet 
unknown of what federations might represent for the future of primary care.  
 
Implications If ‘the future is federated’, then these early experiences provide an important source of practical insight 
into the challenges and benefits of collective membership in general practice, while also providing the means to look 
prospectively, and critically, at the future they might offer.  

 
New models of general practice: a mixed-methods examination of emerging organisations, Natasha Curry, The 
Nuffield Trust 
 
Background/Objectives: Emerging ‘at-scale’ general practice organisations have attracted significant attention from 
the wider NHS but their impact on outcomes (for patients, populations and staff) relative to ‘traditional’ general practice 
remains unexamined. This two-year study examines the benefits and challenges of ‘at scale’ general practice and 
their roles within primary care and the NHS. 
 
Methods: A mixed-method approach was used to examine the evolution of 12 established large-scale general 
practice organisations, including four in-depth case studies. Document analysis, semi-structured interviews and 
observations were undertaken to understand organisations’ aims and structures, motivations for forming, and factors 
effecting development. Time trends in nationally available practice-level quality indicators were compared between 
and within organisations, and to national benchmarks.  
 
Results: Principal motivations for organisations’ formation included improving care, ensuring capacity and 
sustainability, and bidding for large service contracts. Multiple organisational forms were adopted, influenced by the 
context within which they evolved. Early results identified challenges in implementing ‘at-scale’ general practice (e.g. 
retaining member engagement) and benefits (e.g. greater sustainability and ability to develop extended services in the 
community). Initial quantitative analyses at organisational level reflected national trends. Attributing changes in quality 
to organisational form requires additional analysis. 
 
Implications: Lessons identified in the organisations’ formation are of significant importance given the national drive 
to implement new models of general practice. It may be too early to identify changes in quality of care, but the in-depth 
case studies will enable examination of more specific quality metrics and determine whether new models provide 
benefits relative to ‘traditional practice’. 
 
A Comparison of Public (NHS) and Social Enterprise Organizational Cultures in Relation to the Promotion of 
Equity, Ashok Patnaik, University of Huddersfield (Department of Public Health and Wellbeing) 
 
Background The public health sector in England has been increasingly subjected to private market principles such as 
competition. To promote competitive markets, governments have encouraged a plurality of providers and 
organizational forms, for example, by supporting parts of the English National Health Service to break away to form 
independent, competing providers called ‘social enterprises’.  Critics have expressed concerns that competitive 
markets may lead to the erosion of equity in the provision of services. This paper tests this contention by comparing 
organizational cultures in the NHS and social enterprises around promoting equity.  
 
Methods This study employs a mixed methods approach. The quantitative strand uses an online survey to compare 
cultures in the NHS and social enterprises in terms of their support for equity. Hierarchical regression modelling is 
used to analyse the survey data and identify variations at both the individual and the organizational level. The 
qualitative strand uses semi-structured interviews (thematic analysis) to examine cultural changes in social enterprises 
and their impact on equity in service provision. 
 
Results The study is currently under way. So far, 112 survey responses have been obtained (NHS – 60, social 
enterprise – 52). 17 interviews have been completed with social enterprise staff. Data collection is expected to be 
completed by the end of February and the analysis of survey responses and interviews by the end of May.  
 
Implications The findings from this study are expected to yield a clearer understanding of how organizational factors 
such as an organization’s form (NHS or social enterprise) might affect its culture around promoting equity.  
 
Effective boards and governing bodies in healthcare: a synthesis of the evidence, Naomi Chambers, University 
of Manchester 
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Background There is a need to reduce the variation in organisation performance in healthcare for which boards hold 
ultimate responsibility. There are knowledge gaps about the composition and characteristics of effective boards in 
healthcare, their impact and about the range of tools and techniques available for developing effective boards.  
 
Methods The study adopted a realist approach to an evidence synthesis of a diffuse literature. We tested and refined 
the research questions and emerging findings with an expert advisory and stakeholder group. We followed four main 
steps: (1) clarifying the scope and developing testable propositions (2) searching for evidence (3) extracting the data 
and appraising the evidence, and (4) synthesising the evidence and drawing conclusions. 670 texts including journal 
articles, books and reports were selected for full review. 
 
Results We found important distinguishing characteristics in the healthcare sector. These include: 

• Social performance (public value)  as well as financial performance is a core purpose 
• Non profit board members are more predisposed to ‘managerial work’  
• Public boards may suffer from ‘institutional isomorphism’ 
• Accountabilities on public boards may be blurred  
• Existence of hybridised corporate and philanthropic models of governance  
• Little involvement in the setting of strategy as opposed to endorsement of strategy 

 
There is evidence that gender balance affects organisation performance and positive empirical support for having 
physicians on the board.  
 
Implications The study lends support for a triadic proposition about the dynamics of an effective board involving high 
challenge, high trust and high engagement, modified by understanding the linkages between different contexts, 
governance mechanisms and desired outcomes.   
 

Improvement Science 
 
Implementing asthma self-management in routine practice: a systematic review of implementation studies, 
Hilary Pinnock, University of Edinburgh 
 
Background Asthma self-management is widely recommended by guidelines but poorly implemented. We aimed to 
synthesise the evidence from implementation studies of self-management support interventions for people with 
asthma in order to inform delivery in routine clinical practice.  
 
Methods We systematically searched seven databases, performed snowball/manual searches and screened for 
eligibility. We quality assessed all eligible papers, extracted and synthesised data. We classified outcomes as 
‘process’ (e.g. number of action plans issued) or ‘clinical’ (measures of asthma control or unscheduled healthcare).   
Our narrative synthesis used the whole systems approach as a framework  
 
Results The 18 included studies used diverse methodologies: 6 randomised trials, 2 quasi-experimental studies, 8 
with historical controls, 3 with retrospective comparators. The studies involved ≈800,000 people from 6 countries. 
Targeting professionals (n=2) improved process but had minimal impact on clinical outcomes.  Targeting patients 
(n=6) significantly improved some process outcomes and had inconsistent impact on clinical outcomes. Targeting the 
organisation (n=3 studies) improved process, but had little or no effect on clinical outcomes.  Interventions that 
explicitly addressed patient, professional and organisational factors (n=7) showed the most consistent improvement in 
both process and clinical outcomes.   Authors highlighted the importance of a health system committed to supporting 
self-management, skills training for professionals, and patient education programmes supported by regular reviews. 
 
Implications Effective interventions were multi-faceted and multidisciplinary; actively engaging patients, and training 
and motivating professionals within the context of an organisation which prioritised and actively supported self-
management.   
 
Frequent Attenders in A&E – a BHRUT (Barking, Havering and Redbridge University Hospitals NHS Trust) 
experience during 2013-2014, Das Kingshuk, Barking, Havering and Redbridge University Hospitals NHS Trust 
 
Background This project is the initial part of a bigger project aiming at reducing the A&E re-attendance rates of 
patients in BHRUT Emergency Department. The current project includes data analysis and interpretation of the 
frequently attending individuals (patients attending A&E 10 or more number of times in a calendar year) in the A&E 
department of BHRUT hospitals over a period of two years (2013-2014). 
 
Methods Data was collected retrospectively from the trust A&E software system(Ascribe Symphony), and all the 
patients who have attended BHRUT A&E 10 or more number of times in a calendar year were identified.  464 patients 
have attended A&E 10 or more times in 2013 resulting in a total of 7382 attendances; and in 2014, 463 patients have 
fulfilled the criterion for ‘frequent attender’ resulting in a total of 7859 attendances. 



30 
 

 
Results Detailed analysis of all the above patients – including age and sex-wise distribution, ethnicity, residence and 
number of re-attendances were carried out. Along with this, an in-depth analysis of all the 7382 attendances in 2013 
and 7859 attendances were done focussing on source of referral, mode of transport, presenting complaints, 
hospital/A&E attended and attendance outcome. A borough-wise break-up of the patients was also done. 
 
Implications This initial data would be the main source of information for subsequent interventions aiming at reducing 
the number of (inappropriate) attendances in BHRUT A&E, along with helping the patients to get the right treatment at 
the right place at the right time. 
 
An Integrated Model of Patient and Staff Satisfaction Using Queuing Theory, Alexander Komashie, Cambridge 
Engineering Design Centre, University of Cambridge  
 
Background The ideal of shaping healthcare provision around patients’ needs and preferences must recognise the 
demand this places on staff resources and the risk to quality when staff are stressed. In practice however, this is not 
easy to achieve. This paper investigates an approach to achieving this challenge in an A&E setting.  
 
Methods The paper uses a variety of models to enable improvement against experiential and operational health 
service goals. The method focuses on the concept of satisfaction. Patient satisfaction levels are estimated using a 
model based on waiting (waiting times). Staff satisfaction levels are estimated using a model based on the time spent 
with patients (service time). An integrated model of patient and staff satisfaction, the Effective Satisfaction Level (ESL) 
model, is then proposed (using queuing theory). 
 
Results Connections were developed between patient satisfaction, waiting time, staff satisfaction, and service time, 
leading to a more holistic approach proposed for designing and managing health services. The results show that when 
the disparity between expectations on the patient side of care and that on the staff side of care is significant, it leads to 
an unhealthy relationship between the satisfaction of patient and that of staff. The model helps identify where the 
Effective Satisfaction Level (ESL) may occur for a given system and therefore it’s Effective Operating Point (EOP). 
 
Implications The proposed model could enable healthcare systems analysts to objectively relate elements of service 
quality to capacity. If employed jointly by commissioners and providers, it may have prospects for better resource 
allocation. 
 
What improves primary care for patients with COPD? Insights from an evaluation of a quality improvement 
programme across 189 practices, Jessica Sheringham, UCL 
 
Background The ‘Year in the Life’ Programme (YiL) used educational activities underpinned by professional 
engagement and benchmarking to increase adherence to NICE Chronic Obstructive Pulmonary Disease (COPD) 
guidance and reduce emergency hospital admissions (EHA). It exemplifies several features of ‘real-life’ improvement 
interventions (differential participation, evolving delivery, lack of comparators) that challenge our capacity to robustly 
evaluate impact. 
 
Methods In a mixed-methods evaluation, we linked all COPD patient records with EHA data in Programme boroughs 
(2009-2014). We examined monthly probabilities of NICE-recommended primary care processes and EHA before, 
during and after implementation, adjusting for sociodemographic factors, smoking, comorbidities, disease severity and 
borough. We compared costs of GP/nurse consultations, prescribing and EHA, before and after implementation. To 
consider whether YiL might explain observed changes, we: 

1. compared standardized borough-level EHA between YiL boroughs and the rest of England;  
2. identified contextual factors influencing COPD care by analysing documents generated throughout YiL 

(n>300), interviews with practice staff (n=14) and a workshop with clinicians, commissioners and patient 
representatives from the wider health economy (n=40).  

 
Results Some primary care processes improved, with greatest changes in outcomes aligned with existing levers 
(particularly QOF). EHA did not change over time or compared with England. COPD management costs fell after YiL 
due to fewer nurse consultations. Interviews, discussions and documentary analyses suggest these savings were not 
driven by quality improvements but by contextual factors, particularly reduced nurse capacity. 
 
Implications This evaluation illustrates how mixed methods can provide insights into reasons for observed changes 
when no comparators are available.  
 
 
 
 
 
 




