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Background: In this research we explored the role of the VCFSE sector within the Lancashire and South Cumbria ICS 
area. We considered the nature and extent of joint-working between the VCFSE sector, statutory partners, and the 
emerging ICS (currently non-statutory) and identified some of the underlying factors affecting and informing this. The 
research was conducted in the context of the recent development of a VCFSE Alliance (2019-2020), a formal structure 
for VCFSE engagement across the different levels of the Lancashire and South Cumbria ICS (including VCFSE 
representation on strategic and operational boards) (see appendix 1), as well as the ongoing response to the COVID-
19 pandemic. Whilst this research was not explicitly concerned with the pandemic, inevitably the pandemic has affected 
the development of the VCFSE Alliance in Lancashire and South Cumbria, as well as joint-working between the VCFSE 
sector, ICS, and statutory partners, more broadly. 
  
  
Methods: Between October and December 2020 semi-structured interviews (n=15) were conducted with: strategic 
level representatives from the VCFSE sector who are also members of the VCFSE Alliance (primarily leaders of local 
infrastructure organisations) (n=7); representatives of the ICS and statutory organisations (n=4); and strategic level 
representatives of organisations working closely with both VCFSE and statutory organisations (n=2). In addition, case 
study interviews were conducted with the Chief Officers of VCFSE organisations involved in the ‘on-the-ground’ 
response to the COVID-19 pandemic (n=2). 
  
Results: Through this research we unpicked the complexities of joint-working between the VCFSE sector, statutory 
partners, and the ICS, in the context of the VCFSE Alliance structure, and more broadly. We provided insight into the 
realities of joint-working beyond the ambitions for meaningful and consistent approaches to engagement described in 
strategy documents (Healthier and Lancashire & South Cumbria, 2020). In the first instance, our research highlights 
some of the ways in which productive relationships are emerging as a consequence of the creation of the Alliance and 
following the onset of the COVID-19 pandemic. Our research suggests, however, that these relationships are not 
emerging consistently across the ICS area, and the nature and extent of relationships is affected and informed by local 
history and personalities. Additionally, it is worth noting that in many cases relationships exist independent to the 
Alliance structure. Our research also provides insight into the importance of funding and capacity for the development 
of productive relationships between the VCFSE sector, statutory partners, and the ICS; with these affecting how the 
sector and representatives on boards (as part of the Alliance) are perceived, and the extent to which representatives 
are able to contribute. 
 
Implications: The findings of this research have implications for the development of both the Lancashire and South 
Cumbria ICS specifically, and ICSs more generally (NHS, 2021). Moreover, in light of the increasing health inequalities 
(which the VCFSE sector is particularly well placed to help address) and the inevitability of further stretched public 
finances, the pandemic has likely increased the importance of the VCFSE sector in the coming years, and in turn the 
need to ensure that joint-working between the sector, statutory partners, and ICSs, is well-developed (NHS Confed, 
2020). Findings from this research are informing the development of proposals for research exploring differences in 
VCFSE engagement within and between ICS areas. 
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Background: Reviews and evaluations of EDs with co-located primary care services have suggested that they 
influence an additional demand for non-urgent care (provider-induced demand). Patients’ use of emergency 
departments for unscheduled urgent care has been described as an ‘input factor’ that can contribute to demand and 
overcrowding. Other influences have been described as local system factors ( a lack of capacity or referral pathways 
to unscheduled urgent care elsewhere in the local healthcare care system); . wider system factors (policy, strategic 
and operational delivery of regional services, such as the four hour-wait target and access to full diagnostic 
investigations and treatments in the ED) that could incentivise patients to attend an ED.  In a rapid realist review of the 
literature on the effects of primary care services in EDs we proposed a theory that when primary care services are 
distinct at an ED they may encourage additional primary care demand and when primary care clinicians are working 
indistinctly in the ED there is no additional demand. In this study we aimed to explore evidence for this theory and 
explain contexts, mechanisms and outcomes that influence a demand for urgent care at an ED.  

 Methods: We used a realist evaluation methodology and carried out observations of key processes (patients 
presenting to reception and being streamed to primary care). We interviewed 23 patients, 21 ED clinical directors and 
ED clinicians and GPs at 13 EDs (purposively selected in  England & Wales). We included EDs with different models 
of primary care service, 5 services had distinctly separate primary care services (2 with direct access to primary care), 
5 had services were GPs were working indistinctly in the ED and 3 had no GPs. Field notes and audio-recorded 
interviews were transcribed and were analysed by creating context, mechanism and outcome configurations to refine 
and develop theories relating to provider induced demand. We used an economic theory of supply and demand to help 
guide our realist analysis. 

Results: EDs with distinct primary care services were perceived more likely to attract demand for primary care than 
EDs where GPs worked indistinctly because the primary care service was visible, widely known about, enabled direct 
access, and received 111 referrals. Other influences on demand were patients’ experiences of accessing primary care, 
the capacity for urgent care in the community, location of ED, service design and developments (new buildings, 
renovations), media publicity about a new service and population characteristics (unfamiliarity with local healthcare 
services, not registered with a GP or different cultural perceptions of seeking health care).  

Implications: Our findings provide some indication for specific ways that provider-induced demand can be managed 
at both local and wider system levels. More capacity is needed in community primary care services to make them more 
accessible to patients that have urgent primary care needs and pathways and capacity need to be established to safely 
redirect patients from the ED to other hospital and community-based services.  The 111 services and other services 
referring patients to the ED need to consider capacity at the ED and other primary and urgent care services in the 
community and the potential implications of directing patients to services further away from their homes. Media publicity 
about new services and service improvements need to ensure that patients are informed about which services are 
most appropriate for urgent care needs. Education and information are needed for some population groups that typically 
do not register or are less familiar with community primary care services to inform them about when and how to access 
primary, urgent and emergency care.  
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Background: Primary care networks were introduced in England in July 2019, bringing together groups of general 
practices to use new funding to develop integrated services for patients, and improve sustainability in primary care. 
The networks have instigated new services such as social prescribing, enhanced support for care homes and practice-
based pharmacy and have played an integral role in responding to COVID-19. 

We conducted one of the first empirical studies of primary care networks, funded by NIHR (16/138/31) through our 
BRACE Rapid Evaluation Centre exploring the first year of operation of the networks, reporting our findings in 
November 2020.1 Since then, we have shared our research with policy makers, care providers and academics, 
exploring the implications for primary care, particularly in light of potential Integrated Care System structural changes 
within the NHS,2 the ongoing COVID-19 pandemic, and adoption of service innovations sparked by the pandemic. In 
this presentation we will discuss our evaluation findings, focusing on the implications for policymakers, providers and 
those involved in network management for how primary care networks can be supported to help strengthen primary 
care for the future. 

Method: We conducted a qualitative study to gather evidence on the implementation and early impact of primary care 
networks, including motivations to join networks, barriers to and facilitators of effective collaboration, and the role prior 
GP collaborations. 

Following an initial literature review and stakeholder workshop, four case study sites were purposively sampled to 
include a mix of urban and rural networks. We undertook documentary analysis, an online survey, non-participant 
observation at nine meetings, and 25 semi-structured interviews with GPs and others involved in network management. 
Data collection took place between April 2019 and April 2020, with a further 4 follow-up interviews to explore the 
networks’ role responding to COVID-19. 

Results: Primary care network implementation was swift, and effective in bringing together practices to develop new 
services in the direct enhanced service contract. The networks demonstrated potential to improve the sustainability of 
primary care, for example by reducing costs through shared back office functions between practices. They have also 
been an important in responding to COVID-19, particularly through ‘hot hubs’ and national vaccination efforts. 

Primary care networks face a number of challenges which may curtail their future potential. Leadership and 
management capacity and capability within networks is mixed, and overly dependent on over-stretched clinical 
directors. There are tensions in balancing and addressing the dual goals of primary care networks, trying to both 
improve integrated care and ensure financial sustainability of primary care. Further, primary care networks are expected 
to address local health needs while also fulfilling a set of national priorities defined by NHS England and Improvement. 

Implications: It will be important to ensure that there is sufficient stability, flexibility and responsiveness in national 
policy to allow primary care networks to meet both national and local priorities for integrated care. To thrive, primary 
care networks will also need sufficient and distributed management and leadership support, increased buy-in and 
agreement around goals, and clarity in terms of how networks fit into integrated care systems and the wider NHS. 
Further, networks will need to consider which pandemic-era services are retained longer-term, and how this will impact 
patients. Moving forward, it will be important to support these new collaborations to ensure that they reach their fullest 
potential. 
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Background: There is an emphasis in the English NHS on the development of network approaches to secure the 
planning and delivery of integrated, effective and efficient health and social care services to populations. Integrated 
Care Systems (ICSs) are vehicles through which commissioners and providers both within and outside the NHS are 
encouraged to take collective responsibility for resources and population health for a local population. It is expected 
that, through network co-ordination, ICSs will be able to achieve financial balance in the NHS across a local area, drive 
forward key NHS priorities set out in The Long Term Plan (NHS England, 2019), and, working alongside statutory 
organisations, oversee the delivery of operational targets (NHS England and NHS Improvement, 2020e).  

As all systems become ICSs from April 2021, and discussion about how ICSs could be embedded in legislation is 
taking place, it is important and timely to consider the capacity of these new forms of collaboration to achieve their 
goals. This presentation reports emergent findings from the first phase of research conducted by PRUComm (the NIHR 
Policy Research Unit in Health and Social Care Systems and Commissioning) that considers the ‘weightbearing’ nature 
of ICSs alongside their status as voluntary partnerships with no formal powers or accountabilities, in which decision 
making is consensual. 

Method: The presentation is based on 28 interviewees in three case study sites with Director level staff and/or senior 
managers responsible for representing their organisation at system level, observation of system meetings, and analysis 
of relevant local policy documentation. 

Results: We find that systems are refining governance arrangements to create structures which are sensitive to local 
contexts, and establish constructive relationships and clear working arrangements between system members. While 
the collective nature of network collaboration is welcomed, network governance arrangements may be burdensome, 
duplicative and unclear. Systems are exploring ways to balance tensions such as: the attainment of both representation 
and inclusivity, and effective decision making; the accommodation of both cross cutting pieces of work and issues 
specific to certain groups of organisations; and upholding subsidiarity while attaining system oversight. The question 
of how systems are accountable, to whom and for what is also far from settled, with an increase in the number of actors 
with accountability relationships, emerging horizontal accountabilities between system members, and a shift in the 
management of vertical accountabilities as systems mature.  

System governance may resemble vertical governance structures as systems seek to achieve oversight of activities. 
Reliance on ‘soft’ power in system leadership is being supplemented by the incorporation of existing governance 
architecture into system structures, including the incorporation of statutory decision making forums into system 
governance, and the recruitment of system leaders who hold positions of authority in statutory bodies within the system.  

Implications: Our findings suggest that the systems are a challenging environment in which to make binding decisions, 
particularly those of a contentious nature, and members may be inclined to prioritise their individual roles, 
accountabilities and statutory responsibilities over their role in the system. Action to achieve long term financial 
sustainability may be difficult to both agree and implement.  
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Background: Fostering greater integration between primary and secondary care, sustaining primary care in the face 
of workforce shortages, and managing patient flows to acute hospitals, are recurring themes in UK health care policy. 
One approach which might address such challenges is acute hospitals taking over the running of general practices, a 
form of ‘vertical integration’ in health care. In this approach, the acute hospital or health board is contractually 
responsible for the delivery of core general medical services to patients in the practices concerned. 

Internationally, examples of vertical integration models have been identified in the United States (Kaiser Permanente 
Community Health Initiative, Schwartz et al. 2018), Spain (the Alzira model, Comendeiro-Maaløe et al. 2019), and in 
Denmark (Blom & von Bülow 2013). Little is known about the patient experience of vertical integration, effectiveness 
of vertical integration in terms of impact on secondary care service utilisation (accident and emergency attendances, 
emergency admissions and length of stay) and patient access (GP and practice nurse appointments) to primary care. 

Method: We undertook a rapid evaluation using a qualitative approach to understand the implementation of vertical 
integration in three case study sites in England and Wales from June 2019 to June 2020. In particular, we analysed 
and developed overall (as well as site specific) theories of change related to: the rationale for acute hospitals taking 
over the management of general practices; the governance arrangements they adopted; the challenges experienced 
during implementation; consequent changes in health care delivery; and impacts upon primary and secondary 
workforces. 

We propose to complete a mixed methods follow on rapid impact evaluation to investigate how far national and local 
instances of vertical integration are proving to be sustained and would test and develop the case-specific and overall 
theories of change created in the initial evaluation. We intend to examine outcomes and impacts, including patient and 
carer experience, associated with hospitals managing GP services, and to explore the impact of vertical integration on 
local health care systems in total, including the impact of secondary care utilisation and costs. Within that, investigating 
how well vertical integration has adapted to the health care needs of people with multiple long-term morbidities, for 
whom access and well-integrated care are particularly important and in respect of whom the impact of vertical 
integration on the health care system might be most prominent. 

Results: We propose to return to one or more of the original case study sites and potentially to include other vertical 
integration sites from the UK, to address the following evaluation questions. Quantitative analysis based on 
administrative data (primary care and secondary care) will be included alongside further qualitative research: 

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

• To what extent has there been service redesign as a result of the vertical integration arrangement, as distinct 
from being a result of horizontal integration via Primary Care Networks?  

• What are the views of patients in relation to their experience of accessing primary care services?  

• Are these views different for patients with multiple morbidities?  

• What impact is vertical integration having on secondary care service utilisation and patient access to primary 
care?  

• Is this impact different for patients with multiple morbidities?  

• Are there economies of scale in provision of back-office functions?  

 Implications: Further evaluation of vertical integration necessarily takes place in the context of the great changes to 
primary care practice that the Covid-19 pandemic has brought about. Thus, a second evaluation could provide an early 
indication of whether those changes have affected the desirability or otherwise of vertical integration in different types 
of local health economy. 



 


