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Key Messages  

 The numbers of older people with multiple co-morbidities, living at 

home, are set to increase and present challenges to health and social 

care delivery systems.  

 Models of long-term chronic disease management emphasise 

interprofessional working, with pan-agency collaborations that 

promote common assessment, care planning, and integrated data 

systems. There has been little attention paid to the best 

configurations in interprofessional working which meet this 

population of patients’ or service users’ defined outcomes of 

effectiveness in care and treatment  or how effectiveness is defined 

over sustained periods of time. 

 Older people and their carers define effectiveness in interprofessional 

working through the processes of care and service delivery as much 

as the ultimate agreed outcomes. Process outcomes include factors 

such as timeliness, completion of actions as promised and perceived 

expertise in tasks and also the quality of relationships. These can be 

compromised by time limited interventions. 

 Older people and their carers emphasise that it is at times of 

transition, at points of escalating ill health or crisis that their need for 

effective interprofessional working is particularly significant.  

 Three models of interprofessional working are most evident for this 

population: an integrated team model, a case manager model and a 

collaboration model.  

 We were not able to identify that one model was more effective than 

another for particular groups of older people but did demonstrate 

that the older people’s access to services were shaped by the 

networks these models worked within. 

 There were, irrespective of context, key attributes or mechanisms 

that changed the older person’s experience of interprofessional 

working. Effectiveness was perceived as closely entwined with 

processes of care that promoted:  

o Continuity of care through a recognised or named key person 

or case manager from health or social care,  

o Relationship styles of working that supported co-production 

with the older person,  

o Ongoing shared review,  
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o Functioning ties or links across a wider primary care service 

network,  

o Evidence that the system , at times of escalating problems or 

crisis, could respond. 

 Effective interprofessional working for community-dwelling older 

people with complex, multiple and ongoing needs is more likely to 

occur when three key features are present:  

 

1. A functioning link with wider primary care services,  

2. A system of communication and evaluation that allows review 

and input from the older person and family carers,  

3. The presence of a recognised and named person in a key 

worker type role. 

 

 Key issues identified in this study that require consideration by 

commissioners and managers in planning and developing services 

are:  

 Mechanisms that preserve and foster network, relationship based 

service delivery which older people identify as of high importance in 

effectiveness.  

 Systems that build on the universality and continuity provided by 

general practice, noting this is recognised as such by older people.  

 Systems for recognising key workers (by whatever name) and 

making these known to the older person and their family carers, 

particularly at points of transition, escalating ill health or crisis in 

health.  

 Evaluation of service delivery from the older person perspective that 

links process outcomes with overall outcomes over time. 

 Mechanisms for assisting professionals and service providers that 

build and maintain networks of relationships, however weak, that are 

primarily horizontal (i.e. in a geographical area across organisational 

boundaries) and reflect the perspective of the older person.  
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Executive Summary 

Background 

One of the challenges facing the National Health Service (NHS), is the 

growing number (though diminishing proportion) of older dependent people 

who have multiple health and social care problems and are perceived to be 

at high risk of unplanned hospital admission .  This is a group that rely on a 

mix of unpaid support and professionals from statutory, charitable and 

independent providers.   Models of long-term chronic disease management 

for these older people and their carers emphasise interprofessional working, 

with pan-agency collaborations that promote common assessment and care 

planning, and ideally integrated data systems.  There is an extensive 

literature on the barriers and facilitators to interprofessional working  

between different professionals and organisations.  Less well understood is 

the impact of interprofessional working at the patient or service-user level, 

and which ‘bundle of strategies’ achieve the best outcomes.  There is little 

understanding of whether some configurations of health and social care 

professionals (working with unpaid carers and independent providers) are 

better suited than others to address patient or service-user-defined 

outcomes of effectiveness.  At a time of financial austerity and changing 

commissioning frameworks for public spending, these questions increase in 

significance.  

This report presents the findings from a three year study that investigated 

the effectiveness of different approaches or models of interprofessional 

working from the perspective of the older person and their family carers. 

 

Aims 

This study examined the effectiveness of interprofessional working in 

primary and community care for older people with multiple health and 

social care needs.  It aimed to: 

 Identify appropriate measures of effectiveness from user, 

professional and organisational perspectives for interprofessional 

working for community-dwelling older people with multiple health 

and social care needs. 

 To investigate the extent to which contextual factors, such as 

geography, multiplicity of service providers, resources, presence of 

shared infrastructures, types of service commissioning (including 
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direct payments to the user) and quality scrutiny, and professional 

roles identities, influence the sustainability and effectiveness of 

interprofessional working and patient, carer and professional 

outcomes.  

 

Methods 

The three year study drew on the principles of realist evaluation and was 

organised in two phases.  Phase One comprised four interrelated elements: 

1) A review of research of the effectiveness of interprofessional working for 

older people; 2) Exploratory interviews with older people, carers, health 

and social care professionals and third sector providers; 3) A national 

survey of how interprofessional working for older people is structured, 

commissioned, financed and evaluated across England complemented by a 

review of local strategy documents for older people services; and 4) A 

consensus event with older people, their carers and service user 

representatives that reviewed Phase One findings and agreed how 

effectiveness in interprofessional working might be defined from the older 

person’s perspective.  The findings from Phase One informed the choice of 

case study sites, models of interprofessional working and selection of 

outcome measures. 

Phase Two involved case studies of three models of interprofessional 

working for community-dwelling older people that tracked the care received 

over nine months in six geographically and contextually different Local 

Authority and health care provider sites in the East and South of England.  

Analysis focused on the older person’s experience of interprofessional 

working  and comparison of the process of care, resource use and 

outcomes of the three interprofessional models studied. 

 

Results 

The systematic review, interviews and survey of providers identified that 

the mechanisms and delivery of interprofessional working for older people 

are not well documented in the research literature or clearly described at 

service delivery and receipt levels.  From a provider perspective, clarity of 

purpose was most closely linked to time-limited interprofessional working-

based interventions.  There was also evidence of ‘within’ or intra-

organisation understanding of the language and culture of interprofessional 

working and the infrastructure that influenced how professionals work 
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together.  Three main models of interprofessional working were identified 

as: an integrated team model, a case manager model and a collaboration 

model.  

Older people and their representatives were able to differentiate between 

approaches to interprofessional working and discuss its  significance of at 

key points of transition and crisis in their experiences.  The significance of 

the process of care and service delivery key points of transition, crisis or 

exacerbation featured as much as the ultimate agreed outcomes.  This 

inextricable link between the process of interprofessional working and how 

effectiveness was defined was tested further in Phase Two.  

The care, support and treatment of 62 older people living in six diverse 

Primary Care Trust areas who were in receipt of the three discrete models 

of interprofessional working was tracked for nine months.  The models of 

were:  (a) integrated team, (b) case management and (c) collaboration. 

162 interviews were completed with older people and their representatives.  

In addition, 75 interviews were conducted with 33 professionals at different 

time points exploring both the context, including the impact of 

organisational change, and also, with the person’s permission, the services 

and interprofessional working provided to individuals in the study.  

Many older people judged outcomes of interprofessional working in terms of 

both the processes e.g. timeliness, completion of actions as promised and 

perceived expertise in tasks and also the quality of relationships.   The 

study did not identify one model of interprofessional working as more 

effective than another for particular groups of older people but did 

demonstrate that the older people’s access to services were shaped by the 

networks of care the models of interprofessional working worked within.  

The collaboration and case management models were more likely to 

support networks of professionals linked to primary care, working either 

through the GP or through a named professional and recognised by the 

service-user as taking on that that role.  Integrated and case management 

models were more likely to use structured methods of communication and 

to have shared goals and objectives that provided clarity about the roles 

and purpose of different professionals.  Although time limited services and 

the presence of a case manager could reduce access to wider services. 

There were, irrespective of context, key attributes or mechanisms that 

changed the older person’s experience of interprofessional working. 

Effective interprofessional working was perceived as closely entwined with 

processes of care that promoted:  

 continuity of care through a recognised key worker or case manager 

from health or social care, 
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 relationship styles of working that supported co-production with the 

older person,  

 ongoing shared review,  

 functioning ties or links across a wider primary care service network,  

 Evidence that the system at times of crisis, could respond. 

For those whose health was unlikely to improve, an alignment between 

different professionals as to the goals of their intervention at times of 

transition or episodes of acute illness was very important. 

The degree to which professionals had a broad network of links into and 

across other organisations was seen to be important, not only to their 

ability to deliver on the key attributes of interprofessional working, but also 

to enable access for the older people and their carers to the full spectrum of 

relevant services and support.   

 

Conclusions and Implications  

Effective interprofessional working for community-dwelling older people 

with complex, multiple and ongoing needs is more likely to occur when 

three key features are present: 1) a functioning link with wider primary 

care services, 2) a system of communication and evaluation that allows 

review and input from the older person and family carers, and 3) the 

presence of a recognised key worker. 

From an older person perspective, effective services were based on 

interprofessional interventions that supported continuity of care, and 

maintained a sense of security and links to wider systems of care and 

treatment at points of crisis or transition.  The ability of individual 

professionals to be effective contributors to interprofessional working and 

enable access to all appropriate services and support was influenced by the 

networks they participated in or were structured into.  

The landscape of providing organisations is set to change in England; with 

more diversity and a greater mixed-economy of provision.  This is 

demonstrated by the emergence of new commissioning and scrutiny fora, 

Clinical Commissioning Groups, Health and Wellbeing Boards, and the 

introduction of personal budgets for purchasing social and health care with 

public monies.  The evidence from this study will have salience for 

managers, commissioners and scrutiny bodies in considering how best to 

provide services for older people with multiple and ongoing health and 
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social care needs.  Key issues identified in this study that require 

consideration are:  

 Mechanisms to preserve and foster relational based service delivery 

which older people identify as of high importance in effectiveness.  

 Systems that build on the universality and continuity provided by 

general practice, noting this is recognised as such by older people.  

 Systems for recognising key workers (by whatever name) and 

making these known to the older person and their family carers, 

particularly at points of transition or crisis in health.  

 Evaluation of service delivery from the older person perspective that 

links process outcomes with overall outcomes. 

 Mechanisms for assisting professionals and service providers that 

build and maintain networks of relationships, however weak, that are 

primarily horizontal (i.e. in a geographical area across organisational 

boundaries) and reflect the perspective of the older person.  

The most effective way to support networks of practice for this population 

that capture both horizontal and vertical (to the acute sector) relationships 

require further exploration. 
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The Report 

1 Introduction and Background 

1.1 Background 

Internationally, rising older populations are predicted with some concern, 

however older adults are not homogenous by their chronology (1, 2). Over 

50% of people with chronic conditions have more than one, and the 

prevalence of multiple conditions rises with age and level of deprivation (3, 

4). It is the intersection of age and multiple chronic conditions that present 

the greatest challenge for health and care professionals and planners to 

provide appropriate, effective and acceptable services. The challenge faced 

by health and social care services in the developed world is to create 

integrated systems that address the needs of older people who have 

multiple health and social care needs (5, 6). 

Models of long-term or chronic disease management for older people 

emphasise the need for multi-professional, pan-agency collaborative 

working that promotes common assessment and care planning, and ideally 

integrated data systems (7). At an organisational level this may be 

achieved through a range of methods, including joint funding, networks of 

care, co-location or focusing on a single problem or issue. Less is known of 

the advantages of one approach over another. Nor do we know whether at 

a service level these models - with their different configurations of health 

and social care professionals – have different impacts on outcomes that are 

seen as important to the user (8), (9).  

In England the policy imperative to support people to remain in their own 

homes and reduce unplanned and lengthy hospital admissions has 

emphasised the importance of integrated working between primary and 

social care. At organisational and service-delivery levels there have been 

changes in commissioning, the workforce and how different services are 

organised  (10, 11). Support has also been provided for the development 

and use of a range of tools that can facilitate joint working, such as single 

assessment, integrated care pathways, common protocols and shared 

electronic records (12, 13). At the same time there is greater emphasis on 

personalisation to support older adults (and other groups) to have greater 

independence and control of their support (11, 14). This approach, through 

direct payments and personal budgets, will demand new ways of working 
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between established professional groups and people directly employed by 

older people (14). 

1.2 Definitions and knowledge of interprofessional 
working  

There is no consensus on how to operationalise the term interprofessional 

working (IPW). It is often used interchangeably with terms such as multi 

disciplinary team, collaboration and partnership working. Shaw et al. (15) 

describe how policy initiatives that aimed to improve relationships between 

care professionals referred to ‘co-ordinated care’ in the 1960s, ‘inter-

agency working’ in the 1980s and since 2000, ‘interprofessional working’. 

IPW is often used in the research and theoretical literature as one way of 

describing integrated working within and across organisations at the 

Service user level of service delivery (16, 17). Primary care can be defined 

residually as all NHS services provided out with hospitals. We used a broad 

and inclusive description of adult social care, encompassing the wide range 

of care and support that is available to and used by adults; the diversity of 

services and service providers of adult social care; and care and support 

provided through informal care, self care and self-funded care. (Source 

NIHR SSCR) The boundaries between publicly funded social care and care 

paid for by users or their families provided by private or voluntary sectors 

are sometimes blurred.  In primary and social care the range of types of 

IPW include:  

a) Different types of professionals from different organisations that come 

together to achieve a specific outcome for an individual,  

b) Multi-professional teams who are established for a specific function, e.g. 

rehabilitation, 

c) Individual practitioners who oscillate between uni-professional and team 

working according to context, intensity of need, workforce availability and 

pragmatism (18), (19).  

IPW is therefore one of a range of integrative processes that concerns the 

behaviour of different professionals within and across organisations. There 

is a strong theoretical understanding of the characteristics, pre-requisites, 

facilitators and barriers for effective IPW in health and social care for older 

people, and of how these are shaped by power relationships and the wider 

policy environment (20), (21),(22), (18). These include: clarity of 

objectives, shared values and culture, transparency of roles particularly the 

team leader/co-ordinator role, explicit and frequent communication 

mechanisms between professional and service users, interaction and trust 

(23). There is also a literature on different conceptual models of IPW and 
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tools to aid its evaluation and review (e.g.  [23, 24]), and on how different 

educational initiatives can sustain it (24).  

However, despite longstanding UK evidence on the challenges presented to 

IPW outside the hospital setting,(25-30) there is relatively little work linking 

final clinical or care outcomes and actual benefits to patients or Service 

users as recipients of different types or models of IPW (31). While public 

policy has moved to emphasise mechanisms that allow adults more choice 

and control over the services and support they need(14), older people 

consistently highlight how difficult it is for them to be involved in decision-

making about the arrangements of health and social care services that best 

address their multiple needs (8, 32). Evidence from studies of the 

experiences of older people with multiple health and social care problems 

regarding the effectiveness, benefits and costs of service integration is 

mixed (33-39). Little is known about how the cumulative impact and 

effectiveness of professional behaviour and teamwork are evaluated from 

the perspective of older users and their carers (40). There also appears to 

be little evidence regarding how different models of IPW become embedded 

within organisations, and which Service user and organisational outcomes, 

if any, are sustained over time.  

 

1.3 Study Aims 

This study examines the effectiveness of interprofessional working in 

primary and community-based social care for older people with multiple 

health and social care needs. This study aimed to: 

a) identify appropriate measures of effectiveness from user, professional 

and organisational perspectives for IPW for community-dwelling older 

people with multiple health and social care needs. 

b) investigate the extent to which contextual factors, such as geography, 

multiplicity of service providers, resources, presence of shared 

infrastructures, types of service commissioning (including direct payments 

to the user) and quality scrutiny, and professional roles and identities, 

influence the sustainability and effectiveness of IPW and Service user, 

carer and professional outcomes.  

The research questions were: 

Question 1. What is the evidence of effectiveness for older people's health 

and wellbeing in different models of interprofessional and interagency 

working in primary health and social care? 

Question 2. How do community-dwelling older people with multiple needs, 

and their carers, perceive and define effective IPW across health and 
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social care services; and can this inform the development of user-defined 

outcome measures of effectiveness for IPW in primary and social care? 

Question 3. To what extent do different structural models (with attendant 

variety in supporting infrastructures) of interprofessional working, for 

community-dwelling older people with multiple conditions, impact on the 

processes, costs, staff morale and user outcomes? 

Question 4. What is the impact of different types of commissioning, 

incentives and quality scrutiny on IPW and its effectiveness for 

community-dwelling older people with multiple needs and their carers? 

The study design used a realist evaluation approach drawing on mixed 

investigative methods in two phases. This report follows that format: a 

description of the methods used is presented first; this is followed by 

chapters presenting and discussing the findings of each study phase in 

turn; the report concludes with a chapter synthesising the evidence and 

making recommendations.  

1.4 Public and patient involvement 

The involvement of the Public Involvement in Research Group (PIRG) at 

University of Hertfordshire was integral from conception of the study and 

throughout. Members of the PIRG were members of the study advisory 

group, and were influential in the development of the study tools, 

particularly for the case study phase A Project Advisory Group was 

established which also had representation from NHS and social care policy 

makers and practitioners from primary and social care. It met on a regular 

basis throughout the life of the study and offered friendly but critical advice 

on all aspects. Phase one of the study culminated in a Consensus Event in 

which service users, carers and patient representative groups were 

involved. These various elements ensured public and patient involvement in 

all significant aspects of the study content and process. 
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2 Study Design  

This chapter describes the overall design of this investigative programme, 

briefly introduces the individual studies that it comprised, and shows how 

they interlinked (Figure 1). The studies were related but distinct, and each 

had its own methodology. Therefore, for clarity, detailed descriptions of the 

methods used in each are provided in subsequent chapters.  

For the purposes of the study as a whole, interprofessional working (IPW) 

was operationalised as having one or more of the following features:  

 A shared care plan that involved joint decision making by an 

interprofessional /multi disciplinary team  

 A shared protocol or documents (e.g. care pathways) that involved 

joint input from an interprofessional /multi disciplinary team  

 Face-to-face team meetings or routine team communications about 

individuals’ care plans.  

The word ‘team’ is interpreted loosely, as a group of professionals who 

work together. The definition of IPW we used is very close to one of 

interprofessional practice subsequently published by Reeves et al. (41) as 

activities or procedures incorporated into regular practice to improve 

collaboration and the quality of care. Models of IPW tested in this 

investigation were developed iteratively through several of the studies, and 

this Chapter ends with a description of this process. 

2.1 Study Design 

The diversity of contextual influences and approaches to IPW has been 

described in chapter 1. In order to investigate this diversity, the study 

design drew on the principles of realistic evaluation and realist synthesis 

(42), (43). This is a research approach that considers multiple perspectives, 

and can make explicit the outcomes that are context-dependent and those 

that transcend a range of settings and/ or models of care.  

The study questions were investigated using mixed methods in two phases 

that included elements at multiple levels, including the individual 

experiences of Service users.  

Phase One included 3 elements: 

1. Systematic review of research on effectiveness of IPW for community-

dwelling older people (Chapter 3) 
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2. Survey of managers and local strategy reviews to establish the ways in 

which IPW for community-dwelling older people is defined, structured, 

commissioned, financed and evaluated across England (Chapter 4). 

3. Investigating the perspectives of community-dwelling older people with 

multiple health and social care needs, and of their family carers, 

regarding definitions and outcomes of effective IPW, and incorporation 

of their views into user-centred outcome measures (Chapter 5).  

A thread of work linking all three elements was the iterative development of 

the three models of IPW for older people services identified as operating 

within the NHS. These models were the focus of the case study phase and 

informed the identification of sites. They were developed through the 

systematic review, the survey, the consensus event and in discussion with 

the Advisory Group.  

Phase Two investigated, prospectively, the experiences, costs and 

perceived outcomes of community-dwelling older people of different models 

of IPW through case studies undertaken in six different sites in the South 

and East of England over nine months.  

A brief introduction to each of these studies is provided in the rest of this 

chapter, along with a description of the three models of IPW that emerged 

from the work conducted in Phase One.  
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Figure 1 TOPIC Study Design 

 

2.2 Systematic review  

The aims of the systematic review were to identify the IPW models and 

contextual settings that have the strongest evidence base for practice with 

community-dwelling older people and to explore the literature for 
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appropriate measures of effectiveness from user, professional and 

organisational perspectives. This work is described in Chapter 3. 

 

2.3 Survey and review of local strategy documents 

The systematic review underlined how even relatively specific forms of IPW 

were poorly defined in research terms. A key challenge therefore was to 

capture the heterogeneity of current provision. The advent of the 

personalisation policy agenda and policy messages about the importance of 

publicly funded service integration meant there was a further need to 

investigate whether organisations were reconsidering how they worked 

together to support older people living at home.  

Two different approaches were used to capture the contemporary range of 

approaches to IPW adopted by statutory health and social care 

organisations. The first was a survey of health and social care managers 

directly involved in providing services to older people, comprising a series 

of interviews with selected managers and leaders of IPW groups, followed 

by an internet-based questionnaire survey of managers with responsibility 

for older people's services in all English PCTs and LAs.  

After receiving a report of the interviews and work on questionnaire 

development, the Advisory Group suggested additional methods to support 

the development of the questionnaire design and to supplement the data 

collected. This included documentary analysis of local area strategies to 

complement the evidence from the questionnaire. Hence, this additional 

process of data collection and review was undertaken, focussing on local 

strategies for older people’s services published by those with statutory 

responsibilities: primary care organisations (NHS Trusts) and local 

government adult services (social services). Details of this work are 

provided in Chapter 4. 

2.4 Service user and carer perspectives 

The final element of Phase One involved a purposively selected group of 

older people, their carers, and third sector organisations. The purpose was 

to involve a broad spectrum of Service user views in the development of  

measures of effectiveness for the case study phase. Data collection was 

through one-to-one interviews and a consensus event. Chapter 5 provides 

an account of these studies. 
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2.5 Phase Two: The case studies 

The case study phase was based on the assumption that the delivery of 

effective interprofessional working (IPW) is best understood over time. A 

prospective longitudinal method allowed us to consider the impact of IPW 

on older people’s lives at times of crisis and periods of relative stability, as 

well as to monitor the impact (from their perspectives) of different patterns 

of working, relationships with key practitioners, and possible organisational 

upheaval from the reorganisation of health and social care servicesor 

similar.  

2.6 Development of the IPW models for evaluation in the 
case study phase 

Much of the literature on IPW models of care is generic, and for the case 

study phase we needed to select a range of IPW models of service delivery 

for older people living at home that reflected the range of experience and 

provision in England. We used multiple sources of evidence to capture the 

range of IPW models used to provide care for community-dwelling older 

people (chapter 4), the evidence for their effectiveness (chapter 3) and 

establish to what extent these models were recognisable by older people, 

their carers and the different professionals involved (chapter 5). Finally, we 

presented the selected IPW models to practitioners in study sites as a basis 

for recruitment and identification of  the IPW model they were working 

with. The process was conducted iteratively and the final models were used 

not only to inform Phase two, but also in the analysis of literature described 

in Chapter 3. Consequently, the development process is described here. 

2.6.1 Development Process  

Research on team working and IPW has generated a literature describing 

different theoretical and organisational models of IPW (e.g. (17, 20, 44, 

45)). These have considered the goals of care (e.g. (34, 46, 47)), the 

internal dynamics and organisation of different configurations of 

professionals (e.g. (48-50)), and the opportunities they afford for 

interprofessional education (IPE) and training (e.g.(24, 51-53)). The review 

took as its starting point the theoretical assumptions that conceptualise 

IPW as a continuum (20, 27, 54, 55). A preliminary classification of IPW 

models was based on two sources: the theoretical literature on IPW (22, 

56, 57), and interviews with health and social care professionals about their 

experiences of IPW. This informed an initial analytic framework for the 

categorisation and review of studies (Figure 3). Text in grey boxes on the 

left show how steps in the process correspond to the development process 

used and the different stages of enquiry.  
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Figure 2 Methodology of typology development for 
Interprofessional working  
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Step 1: Review of theoretical literature 
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Step 2: Interviews with service 
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Step 3: Critical synthesis by multi-
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Identification of IPW models 

Combining information obtained from the theoretical literature, the 

interviews with service managers, and the examples of IPW described in 

Trial and Systematic Review literature, we developed a seven category 

model of IPW for older people, which is summarised in Table 1. 

 
 

Table 1 Summary of IPW models for older people and their 
characteristics 

IPW model Characteristics 

Case Management 

(Coordinator / Care 

Manager / Key Worker)  

Practitioners co-ordinated by a case/care manager to 

address the needs of client. Case meetings, care planning 

and exchange of information are coordinated by case 

manager.  

Communication  

 

Practitioners share communication about clients and use 

this information to plan own care delivery. Communication 

principally electronic (could include letters) – no case 

conferences or shared documents, no team meetings: main 

goal is to minimise costs and achieve effective distribution 

of resources.  

Collaboration  

 

Grouping that accommodates different types of 

practitioners from different organisations who work 

together for a specific outcome for a particular client. 

Full integration  Established multi-professional team that has a specific 

function across all needs or outcomes, and shared goal of 

meeting the client’s need to self manage their condition 

Network  Institutionalised method of organising different 

professionals with accountability to and under authority of 

a ‘Medical Director’ (GP or Geriatrician) who supervises 

assessment and planning of care.  

Organisational Learning   

 

There is a focus on securing new competencies and 

knowledge (for maximisation of client benefits and 

outcomes) e.g. education of GP or nurses, carers in 

management of depression/falls in older people. 

Integrated Team 

Management 

An established multi-professional team of health and social 

care practitioners. Team works together to meet client 

needs with face-to-face and telephone meetings and 

conferences. The team goal is to realise specific client 

goals. 
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We categorised the research studies identified using six of the seven 

models of IPW identified in Table 1 (the communication model was 

excluded because one of the inclusion criteria for the systematic review was 

face-to-face contact between professionals). We reviewed each model’s 

comprehensiveness and validity as a representation of IPW for older 

people. This process took place within the multi-disciplinary research team 

and with the wider Study Steering Committee. Discussion focused on areas 

of overlap and models of IPW that applied across organisations and those 

that were specific to the delivery of care to older people and/or their family 

carer.  

The six-model categorisation was tested in a second independent 

assessment by members of the TOPIC team (DT, VMD, CG), by allocating 

models to the types of IPW described in trials included in the systematic 

review. There was broad agreement on the model allocations, but some 

disagreement about allocation of the network and the organisational 

learning models. Following further discussion, it was agreed that the 

network and organisational learning models were actually overarching 

principles of IPW, cutting across the organisational and service delivery 

levels described in the studies.  Hence, a revised set of three IPW models 

was adopted for the review and subsequently within the case study phase. 

The development process, though described here as linear, was iterative 

with each element of the study informing and refining the final identification 

of the IPW models of interest: Case management, Integrated team and 

Collaboration.  

1. Case management  

In this model medical and non medical professional staff are co-ordinated 

by a case manager to address the needs of a client. Case meetings and 

exchanges of information are also co-ordinated by the case manager. An 

individual care plan is often the product of case management meetings. In 

this model, professionals are linked together because of their working 

relationships with the case manager. If the case manager were not present 

there would not be a means for the professionals to work together. We 

illustrate this model in Figure 4. 
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Figure 3 Case Management Model 

  

 
 
 
 
 

 

2. Integrated team  

This is an established multi-professional team whose recognised members 

have organisational links with one another. Together they have a particular 

function that addresses a specified client group, a range of client needs and 

shared goal of helping clients to self manage and/or achieve an improved 

level of function or independence. Even without a client this group of 

professionals forms a discrete unit and has mechanisms for working 

together.  

Practitioners may be situated within such teams or work collaboratively 

alongside the team but outside the organisation. There may not be a clear 

leadership or case manager role. We illustrate this model in Figure 5.  
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Figure 4 Integrated team model  

  

3. Collaboration 

Professionals involved in providing care to clients may come from different 

organisations but they work together to achieve a specific outcome for a 

client. They only work together when they have a client in common. They 

have few or minimal patterns of association when they do not share a client 

although they have established and formalised methods of working 

together when providing client services (e.g. referral, case discussion, 

protocols of care, review processes, etc). This model is illustrated in Figure 

6.  
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Figure 5 Collaboration model 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The refinement of the IPW categorisation from seven to three models 

produced a more robust and parsimonious scheme that could be applied to 

both the systematic review and the case study phase of this study. The 

model descriptions are not markedly different from some other 

conceptualisations of organisational mechanisms (integration, coordination, 

linkage) in health and social care services (20). However, our models are 

specific to services for older people. They enabled us to organise and 

review the empirical evidence and to study, in depth over time, how IPW 

for older people living at home in England is organised. Significantly, these 

were IPW models that professionals recognised and could situate 

themselves in. This was true even when their work titles (e.g. integrated 

team, community matron, care manager) might have suggested a different 

model of IPW to the one they identified as best capturing how they worked 

with other practitioners and services. 
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3 Evidence from research: the systematic review 

3.1 Introduction 

This systematic review was conducted to support the TOPIC study by 

providing an evidence base for the effectiveness of different professional 

groups working together with older people living in the community. It was 

also designed to identify key concepts and definitions and inform the 

development of the questions that the empirical study had explored. It 

contributes to the following research questions: 

Question 1. What is the evidence of effectiveness for older people’s health 

and wellbeing in different models of interprofessional and interagency 

working in primary and community care?  

Question 2. How do community-dwelling older people with multiple needs, 

and their carers, perceive and define effective interprofessional working 

(IPW) across health and social care services, and to what extent can these 

be developed into tools for outcome measures of effectiveness for IPW in 

primary and social care? 

Question 3. To what extent do different structural models (with attendant 

variety in supporting infra structures) of IPW for community-dwelling older 

people with multiple conditions, impact on the processes, costs, staff 

morale and user outcomes?  

To date there has not been a synthesis of the evidence on how different 

models of IPW and delivery contexts, and the mix of professionals, 

agencies, roles and services, influence effectiveness in terms of 

sustainability and outcomes for older people and staff. An overview of 

international evidence has highlighted the complexities of partnership 

working and a lack of evidence linking partnership working to explicit 

Service user outcomes (31). A systematic review of coordinated and 

integrated interventions reported some evidence of benefit for frail older 

people and reduced health care utilisation. However this finding was from 

less than seven studies and did not focus specifically on IPW models (58). 

One meta-analysis of five studies (59) suggested that interprofessional 

collaboration can improve healthcare processes and outcomes, although the 

authors could not draw any conclusions about the key elements of 

interprofessional collaboration and its effectiveness. This review included 

inpatient settings and did not specifically target older people. 

For the TOPIC study, the systematic review addressed the process of IPW 

and tested its effectiveness on Service user patient and carer outcomes. It 
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aimed to identify the types of models and contextual settings that have the 

strongest evidence for practice with community-dwelling older people, and 

to explore the literature for appropriate measures of effectiveness from 

user, professional and organisational perspectives. 

Specifically, the review addressed the following questions:  
 What types of IPW interventions are described in the literature?  

 How is IPW organised?  

 What are the outcomes of different models of IPW?   

This chapter provides a summary of the methods and a synthesis of the 

findings, highlights gaps in the literature, identifies methodological 

challenges in the evaluation of IPW, and makes recommendations for 

research and practice.  

3.2 Methods 

3.2.1 Definition of IPW 

IPW was defined as having one or more of the following features:  

1. A shared care plan that involved joint decision making by the 

interprofessional /multi disciplinary team  

2. A shared protocol or documents (e.g. care pathways) that involved joint 

input from an interprofessional /multi disciplinary team  

3. Face-to-face team meetings or routine team communications about 

individuals’ care plans.  

The  definition and process of development of IPW models used in the 

review are described in Sections 2.0 and 2.6. The models informed an 

initial analytic framework for the review and categorisation of studies. 

3.2.2 Selection criteria 

Included studies were randomised controlled trials (RCTs), qualitative 

studies linked to RCTs that described IPW for community-dwelling older 

people with multiple long-term conditions, controlled studies and 

before/after studies with a prospective control.  

Excluded studies were those that involved  

 Hospital inpatients, unless the intervention was concerned with 

improving the interface between primary and secondary care for 

older people,  

 Specific physical diseases, except mental health disorders which are 

age-related (e.g. dementia).  
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 Care home residents, unless the intervention was delivered by 

primary care practitioners.  

 Hospital at Home interventions, because their diversity made 

incorporation of their data unfeasible. 

One study describing an organisational learning model was also excluded 

because interprofessional education was beyond the scope of our review. 

The typology and the categorisation of the evidence were used in the 

development of research tools for subsequent study elements. 

We selected outcome measures that were patient-relevant and self-

reported or validated and consistently given as measures of effectiveness 

across the studies reviewed. These included changes in health status (e.g. 

clinical/functional), mortality, quality of life, service utilisation (e.g. 

admissions to hospital, costs), patient satisfaction and experiences, as well 

as those related to processes of care (Evidence tables 4-6, Appendix 8). 

 

3.2.4 Search procedures 

Using these eligibility criteria, we searched the following English language 

electronic databases from 1 January 1990 - 31 March 2008: Medline 

(PubMed), CINAHL, BNI, EMBASE, PsycInfo, DH Data, King’s Fund, Web of 

Science (WoS incl. SCI, SSCI, HCI), TRIP, Cochrane Library including DARE, 

NTIS, SIGLE, NRR, Dissertation Abstracts, DH and similar websites. 

We applied a British / European / NHS / State Medicine filter to retrieve as 

many studies as possible relevant to the UK, using terms for community-

dwelling elderly people, health services and IPW (see Figure 8). Lateral 

searching’ techniques were also applied (60). Subsequently (December 

2010) we updated the searches on PubMed, Cochrane and Campbell 

Collaboration for systematic reviews published since 2008.  
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Figure 6 Search strategy for interprofessional working 

 

3.2.5 Screening for study selection 

Titles and abstracts were screened in Endnote by one author Daksha Trivedi 

(DT) with a random 10 percent of records independently screened by 

another researcher Claire Goodman (CG). Full papers were assessed jointly 

by DT, CG, Vari Drennan (VMD), with at least 10 percent independently 

screened by two members of the research team (CG, Frances Bunn (FB)). 

Relevant reviews identified from the updated search were screened 

independently by DT, CG, Steve Iliffe (SI).  

3.2.6 Data extraction and quality assessment 

Data were extracted using a piloted form which included types of 

intervention or service models, providers, participants, outcomes (used at 

longest follow up), study design and types of interprofessional teams, 

location, organisation and processes of care. Descriptive and outcome data 
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were extracted by two reviewers and checked by a third. Data on 

resource/service use and costs were extracted by Heather Gage (HG). 

Quality assessment and applicability were conducted on all RCTs by DT in 

accordance with NICE Methodology Checklists, with additional criteria 

developed to guide the overall grading of the studies (61). Independent 

data extraction on functional/clinical outcomes and quality assessment was 

further conducted in 12% of the studies. Where necessary, we sought 

further information from authors. 

3.2.7 Data synthesis 

We synthesised the evidence according to our key research questions, and 

findings are discussed according to the type of care identified within each 

model of IPW (e.g. acute, chronic, palliative and preventive care). Due to 

the heterogeneity of participants, follow up periods and outcomes, an 

overall meta-analysis was not appropriate and data are presented in 

narrative synthesis. For resource use and cost data, the data extracted 

reflected what authors reported in the papers, which varied substantially. 

Where available, resource use associated with the interventions, service 

use offsets and costs were recorded. 

It had been intended to include a synthesis of cost effectiveness data in the 

review but consideration of included papers showed that this was not 

feasible for several reasons: a general lack of information, or clarity of 

information, in the papers about the intervention, resource implications and 

costs; large heterogeneity in patient groups, settings, health care systems 

and outcome measures in the included papers, meaning that data from 

individual studies could not be combined, and models could not be 

compared; concerns about the allocation of studies to IPW models, for 

example the overlap between case management and full integration, which 

cast doubt over the validity of the comparisons between models; and the 

fact that some of the studies with economic analyses had been published 

over a decade ago, and presented rudimentary cost analyses. The findings 

of more recent and robust economic evaluations were included, but their 

findings were specific to the target patient group, and context of delivery, 

and were not necessarily generalisable.  

The Systematic Review dataset was analysed in two stages as a 

methodological strategy to manage the volume of data. Stage 1 focused on 

RCT studies, and stage 2 on the non-RCT studies. We updated the findings 

of this review using systematic reviews identified after March 2008.  

3.3 Results 

We screened 3211 citations published up to March 2008, of which 358 

papers were deemed to be potentially relevant and were retrieved. We 
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identified 37 RCTs (reported in 66 papers) and 8 non-randomised studies 

(reported in 10 papers), which described IPW according to our definition 

(section 3.2.1).  We retrieved 259 records from our updated search for 

systematic reviews, of which we obtained full papers for 14 relevant 

records (Figure 9).  

 

Figure 7 Flow chart of study selection process 



44 

© Queen’s Printer and Controller of HMSO 2012. This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

             

Project 08/1819/216 

 

3.3.1 IPW Models 

We identified three models of IPW capturing the breadth of literature 

reviewed (see Table 2). Included studies were assigned to one of three IPW 

models of care on the basis of the description in the paper of the 

intervention itself and how the delivery of care was actually organised. In 
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consequence, some studies were assigned to a different model than the one 

named by the study authors. For example, an intervention that was 

described as case management but was reliant on IPW within a set group of 

professionals with defined mechanisms for working together (e.g. joint care 

planning/reviewing) was categorised as integrated care with case 

management. (62).  
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Table 2 Organisation of interprofessional working within models 
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3.3.2 Characteristics of included studies 

Almost half the studies were from the United States (US); the rest from 
mainland Europe, Australasia, Canada, UK and Hong Kong. Tables 1-3 

(Appendix 7) show descriptive data according to the IPW model, types of 
care and interventions. Nineteen studies were categorised as  ‘integrated 
team’, 11 as ‘collaboration’ and 7 as ‘case management’ model. Even with 

the broad categorisation of IPW models used, some ‘hybrid’ studies 
combined one or more IPW models.  

Twenty five RCTs were graded as having high risk of bias (-) (low quality), 
six as medium risk (+) (medium quality) and six as low risk (++) (good 

quality). Comparison groups, study size and follow-up period and rates 
varied considerably and not all studies provided power calculations. The 

extracted data is shown in Tables 4-6 (Appendix 8). These tables also 
provide the quality gradings assigned to each paper, which are referred to 
in the various sections of the evidence synthesis reported below. Five non-

randomised studies were from the UK, two from mainland Europe and one 
from the US. Two were classed as describing the case management model, 

three the collaboration model and three the integrated team model. 

3.3.3 Evidence synthesis by IPW models 

Findings are presented according to our stated research questions. 

What types of IPW interventions are described?  

We found considerable heterogeneity in types of service models (Tables 1-
3). They ranged from acute care (aiming to shorten stay and for example 

involving rehabilitation, discharge planning and care), chronic care (for 
complex/ long-term conditions), palliative care and preventive care (e.g. 

geriatric evaluation and management (GEM) with comprehensive geriatric 
assessment and falls prevention). Most interventions included assessment, 
education and monitoring and some studies delivered more than one type 

of care (63, 64). Comparison groups were offered ‘usual care’ or 
‘uncoordinated care’ without the specified intervention. Other non-

randomised studies evaluated coordination of care, joint integrated health 
and social care teams and partnership programmes (34, 65-67). Although 
focused on primary care, IPW interventions included diverse groups and 

settings.  

How is IPW organised? 

IPW within each model was organised according to the type of care being 

delivered and not how IPW was named. This varied considerably in studies 
describing similar interventions. The organisation was often unclear, 

particularly in relation to dimensions such as leadership, responsibility, 
accountability, input by different professionals, frequency of meetings, 
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contacts, history and funding. Key organisational elements are summarised 
in Table 2 (and detailed for each study in tables 1-3, Appendix 7).  

Some studies aimed to evaluate specific intervention, e.g. discharge 

planning, whereas others evaluated co-location of health and social care 

teams with or without joint management or budgets (34, 65). The 

interprofessional team members varied in their level of input and whether 

or not physicians/GPs were involved. Often the role of case managers 

varied depending on whether they conducted a discrete activity as key 

workers with a looser association with professionals (studies in the case 

management model) or they were placed within an integrated team (e.g. 

(62, 68) (see section 3.3.1). 

What are the outcomes of different models of IPW?  

Outcome data are shown in evidence Tables 4-6 (Appendix 8). There was 

considerable heterogeneity in the outcomes reported and how they were 
measured at different follow-up periods. The results are organised 

according to outcomes and type of care within the IPW models, with a 
summary of findings in Tables 4-6 for the three models respectively. 

(Related papers are shown in the evidence tables). In this section we 
summarise the key findings according to IPW models and type of care.  

Case management model 

RCTs: There is mixed evidence on a number of outcomes from six low 

quality (-) studies and one good quality study (++) (69). Four studies 

described chronic care, one palliative care and two preventive home care. 

Four showed some improvement in health outcomes, most showed 

improved patient satisfaction, but there was mixed evidence for service 

use/costs and no effect on mortality.  

The studies targeted mostly older women (70), (71, 72), with activities in 

daily living (ADL) impairments, recently discharged from hospital or people 

within a ‘managed care’ system (Kaiser-Permanente) at high risk for poor 

outcomes (72), high Service users (73), and women from low 

socioeconomic groups (69).   

Chronic care: There were no overall group differences for chronic care, 

although one study reported less decline in mental functioning from 

before/after comparisons. It reduced hospital admissions, emergency room 

(ER) visits, and acute bed days, whilst using more community resources 

(74). 

A study based within a US health maintenance organisation (HMO) reported 

significant improvements in health and functional status in the intervention 

group (IG) at two years, but with higher service use and costs in the last 

month of life (75). It reported increased satisfaction at 12 months but not 

at 24 months (72). 
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One Geriatric Care Management (GCM) intervention reported a significant 

reduction in depression, with a trend towards reduced depression in the 

group who were offered the opportunity to purchase services, although less 

than half of the participants used this benefit (73). All groups reduced 

caregiver burden.  

The System of Integrated care for older People (SIPA) intervention 

improved access to health and social care, increased perceived quality of 

care and greater patient and caregiver satisfaction (with no supporting 

data). It reduced delays in hospital discharge with no difference in overall 

costs. It reduced hospitalisations among the most disabled and apparently 

delayed nursing home (NH) moves by lower risk patients (70, 71). 

Qualitative data from SIPA model reported better clinical responsibility over 

the span of services and agencies, information sharing, rapid and flexible 

use of resources, physician involvement in inter-disciplinary working, and to 

some extent, financial responsibilities (71). 

Palliative care: Phoenix care improved Quality of Life (QoL), with reduced 

decline in physical function and general health, with no effect on emergency 

room visits. It reported good satisfaction (76). 

Preventive care: Home based geriatric evaluation and management with 

comprehensive geriatric assessment can delay the development of disability 

and reduce nursing home admissions (77). It reduced disabilities among 

people at low risk of impairment according to one good quality study (69). 

The intervention reduced nursing home use, resulting in net savings. 

Among low risk subjects, visited by two nurses (A and B), the intervention 

had favourable effects on ADL/IADL, reduced nursing home admissions and 

resulted in net cost savings in the third year, with no effect in subjects 

visited by a further nurse (C), who identified fewer problems, suggesting 

that the home visitor’s performance may be important.   

Non-randomised studies: Two case management studies showed improved 

processes of care with little effect on patient outcomes or hospital 

admissions (67, 78) see also the related studies of (79, 80). Coordinated 

care providers reported improved continuity of care, with professionals 

experiencing more effects than non-professionals, with no effect on patient 

satisfaction. They had no power, authority or budgets to affect care (81). 

The Evercare model targeting a high risk elderly population was highly 

valued by patients and carers as it provided an additional range of services, 

although there was a mismatch between nurses’ accounts of avoided 

admissions and quantitative data. This could be attributed to better case 

finding rather than resolving unmet needs (78, 80) or simply the provision 

of extra resources. 

Collaboration model 
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RCTs: Eleven studies described collaboration. Three focused on acute care, 
four described chronic care, three preventive home-based care and one 

outpatient care. Around half reported improved health/functional outcomes; 
most detecting improved process measures and Service user satisfaction, 

with mixed evidence on service use/costs. There were no differences in 
mortality from nine studies, except one study of community hospital 
intermediate care significantly reduced mortality (82).  

Acute care: Three studies of low/medium quality were concerned with the 

delivery of acute care. They included people at risk of admissions, recently 
discharged from hospital or in need of hospital care (82-84). No effect on 
any health or functional outcomes was reported (82, 84). Discharge 

planning and follow-up home care reduced readmissions, increased the 
time between discharge and readmissions and reduced costs (84). A pre-

discharge GP visit in one (+) study showed no effect on length of stay 
(LoS) or hospital readmissions, and significantly more patients were 
recommended for support services such as home nursing (83), although 

costs implications are unknown. Intermediate care at a community hospital 
was associated with short term reductions in use of primary care services 

and hospital readmissions, but there were no long-term differences in 
either outcome (82). Discharge planning improved patient satisfaction, 
quality of care and collaboration (83). 

Chronic care: Four studies were concerned with chronic care. Of these,  

only one was of good quality, and focussed on people at high risk of 
‘institutionalization’ (85). The others were graded as low methodological 
quality. The South Australian Health Plus trial targeting diverse patient 

groups reported improved physical function in the intervention group over 
time (86, 87), whereas a network rehabilitation model showed no effect on 

function but improved subjective health (85). Two collaborative models 
improved depression (88), (89) the former reporting no effect on functional 
ability.   

The South Australian generic model reduced admissions, but with no net 

savings and high coordination costs, although it is not known if potential 

gains in survival, QoL and financial savings could be achieved in the longer 

term (86, 87). Funding reallocation reduced emphasis on secondary care 

and increased primary level support. It improved access and qualitative 

data suggested that coordination processes improved confidence, 

enablement and patient outcomes ((90)related to (86, 87)). 

A network rehabilitation programme showed no effect on outcomes, despite 

more frequent home visits by health and social care staff, although 
increases in support/social care were reported, but no cost data were 
presented. Qualitative reports showed that rehabilitation key workers 

exercised autonomous practice, but had high workloads and inadequate 
resources (91). Two collaborative models improved depression (88, 89), 

the former reporting no effect on functional ability. The UK model was 
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effective and acceptable, although patients reported difficulty engaging with 
a self-help intervention. It is unclear if the collaboration model or IPW or 

patient-level intervention or medication management contributed to 
effectiveness ((92)related to (88)). 

Non-randomised studies: Two UK studies evaluated co-located integrated 

team models in the elderly, mostly women with cognitive impairment and 

depression. Brown et al. (65) evaluated co-located integrated teams who 

retained their own management pathways, separate professional line-

management and budgeting arrangements. The model did not result in 

better outcomes, although the patients receiving care by the integrated 

teams were more likely to self refer and to be assessed more rapidly, and 

patients were generally satisfied. Davey et al. (34) compared integrated 

care teams co-located with primary are professionals and having joint 

budgets with traditional care having no co-location in two geographical 

areas with high levels of morbidity and deprivation. Tracking 

communication between the team members showed that co-location did not 

lead to closer IPW and did not have any effect on living at home, move to 

long term care or service use. Other factors affecting outcomes, such as 

cognitive impairment, intensity of home care received, whether people lived 

alone, need to be considered in assessing effects of collaborative working 

(65). One US study investigated a variant of the Program for All-inclusive 

Care of the Elderly (PACE), the Wisconsin Partnership Program (WPP). This 

integrated funding from existing Medicaid/Medicare programs into one 

program, and aimed to reduce use of long term institutions (care homes), 

cost shifting between payer sources, increase continuity of care and 

improve patient outcomes, but it had no effect on any outcomes, although 

more people under the care of the WPP required intermediate care 

compared with controls. In this model, a nurse liaised with a physician who 

may not be directly participating in team meetings. The small number of 

WPP cases per participating physician may suggest that physicians may not 

have influenced the way care was managed (66).  

Preventive care: Three home based studies were of low (-), medium (+) 

and good (++) quality respectively (93-95).  

A falls prevention programmes where similar professionals followed a 

systematic approach to assessment found no significant differences 

between the intervention and control group in costs (intervention, service 

use and informal care) and outcomes (94, 95). Frequent home assessments 

and reports to GP may have positive effects on QoL in older Australian war 

widows (93). They may increase probability of NH moves. The intensity and 

frequency of intervention appear important, although the veterans in this 

study may already have greater access to services and therefore may have 

lower baseline need for intervention. The authors suggest that effective 

collaboration can be achieved through IPW with greater confidence in 
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abilities to improve the wellbeing of users, and greater assurances that GPs 

were following recommendations and benefiting from collaborative working 

(96). 

One good quality study of older women with functional impairment showed 

that a relatively low cost intervention (outpatient assessment and 

adherence guidance) resulted in improved physical functioning and QoL, 

and a cost effectiveness ratio that compared favourably with other medical 

interventions. The intervention had no effect on falls despite good 

adherence to recommendations (97).  

Integrated team model  

RCTs: Of the 19 studies describing an integrated team model, many 

showed improved health/functional ability, reduced caregiver burden, user 

satisfaction and process measures, including quality of care. Evidence about 

service use and costs was mixed but around half the studies showed 

reduced hospital or nursing/care home use. There were no overall group 

differences in 16 studies reporting mortality, except one low quality (-) 

GEM study showing an increase in mortality (98).  

Acute care: Five studies covered acute care, of which only one was medium 

quality (99). The rest were of low quality. They included people at high risk 
of hospital admissions or recently discharged. 

Discharge planning improved IADL (64, 100), general health and ADL (99). 

Discharge care with a home intervention team (preventive care) reduced 

falls, improved self-perceived health, reduced LOS, readmissions and 

resulted in net savings (64, 101).  Melin et al. (100) showed improved 

diagnosis and function, greater outpatient care, with no significant 

differences in readmissions or cost.  

The Early Discharge and Rehabilitation Service (EDRS) showed no 

significant effect on hospital or nursing home readmissions but decreased 

hospital stay and day hospital use. Costs were not calculated (99). 

Discharge care with increased access to primary care post discharge care 

resulted in higher readmissions and longer rehospitalisation in the 

Intervention Group (IG) but no differences in Qol (102).  

A team managed home based primary care intervention, delivering both 
discharge and palliative care reported improved QoL only among people 

who were dying, with no difference in the non-terminal group (63). It 
reduced readmissions at six months (but not 12 months) only for the non-

terminal severely disabled group. Increased costs to the provider (Veterans 
Health Administration (VA) in the US) were partly offset by reduced private 
sector / non VA costs. Cost- effectiveness was not calculated (see palliative 

care) (63). Two studies reported a significant reduction in caregiver strain 
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(99), with most participants co-resident with caregivers (63). Patient 
satisfaction with discharge planning was high (63, 100, 103). 

Non-randomised studies: Two studies focused on acute care. One European 

study described case management within an integrated rehabilitation team, 

providing continuous care, systematic support, rehabilitation and 

supporting care in the home/community to older women after a delirium 

episode (68). A reduction of 19 years was achieved in the cumulative time 

spent in long-term care, although the cost implications were not given. The 

other study, from the UK, evaluated an Intermediate care service (before 

and after introduction) for older people who were being considered for 

emergency admission to hospital. The service was jointly commissioned by 

the NHS and local authority social services with a joint care manager but 

had no effect on any outcomes. Closer integration of intermediate care with 

other older people’s services was suggested (104).   

Chronic care: Two low quality studies delivered case management with 

integrated care and included participants recently discharged from hospital 

with good social support. The South Winnipeg Integrated programme 

(SWING) showed no overall improvement in ADL/EADL but improved 

mental health, increased prescriptions and no effect on caregiver strain 

(105) It reported significantly faster deployment of home services, greater 

day hospital use, reduction in hospital length of stay, and delayed long-

term care usage.  

Bernabei et al. (62) showed a significant improvement in mental health, 

and ADL and IADL, with less deterioration in the IG and a reduction in drug 

use, hospital and nursing home days and overall costs in the intervention 

group. Cost- effectiveness was not calculated. One good quality study 

showed a favourable effect on depression from a psycho-geriatric team, 

having an extra doctor for people receiving home care. Cost data were not 

collected (106), whereas the Senior Care Connection model had no overall 

effect on health (107). The model showed potential for reduced service use, 

reducing hospital admissions, readmissions and office visits, with overall 

cost savings (107). The largest number of contacts had the lowest hospital 

admissions and improved physical function. It is possible that patients with 

more contacts could be at 'higher risk' for admissions which declined 

following professional attention. Two studies reported significant patient 

satisfaction (105, 107). 

Non-randomised study: One 20 year old UK study evaluated a multi-

disciplinary resource team for older people having dementia. One area of 

Cambridge was served by the integrated team, and the other area had 

access to usual care. Early intervention did not affect admission rates in 

those who lived with supporters/carers. However, a significantly greater 

proportion of older people with moderate or severe dementia living alone 
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and receiving the intervention moved to long term care. The team worked 

together to identify needs, devising interventions and offered a wide range 

of care and support, but the researchers concluded that greater experience 

among professionals might be important in enabling older people to live at 

home longer (108). 

Palliative care: Two low quality studies targeted older people living with 

caregivers and people from low socioeconomic and black and minority 

ethnic groups respectively (63, 109). The former reported no improvement 

in physical function, although positive effects on general and mental health 

were seen in the end of life group, and a significant reduction in caregiver 

burden was reported among others.  

In one study, interdisciplinary home visits resulted in patients being less 

likely to visit the emergency department or be admitted to hospital, 

resulting in lower community, hospital and nursing home costs (109). The 

team managed home based primary care intervention reduced the number 

of readmissions only for the non-terminal group with overall higher costs, 

attributed to home care and NH costs (63). Higher costs should be weighed 

against the improved QoL, satisfaction and carer benefits. Although about 

half of the control group received private home care (mainly Medicare) they 

did not report the same satisfaction and QoL gains as the intervention 

group.  

Preventive care: Two low quality studies improved outcomes. Geriatric 

Resources for Assessment and Care for Elders (GRACE) found an 

improvement in mental and general health but not physical function (110). 

It significantly improved the quality of care and reduced acute care use 

among a high risk group. Costs data were not collected. A home 

intervention team for older people recently discharged from hospital 

reported an improvement in cognitive health and IADL, and a reduction in 

falls (101). It increased community services up-take, with lower LOS, fewer 

days in long-term care, with overall savings. It had the potential to reduce 

direct costs of in-patient care and emergency nursing home admissions 

(64).  

Eight US studies investigated GEM outpatient care but most were of low 

quality. Participants were older, high risk or vulnerable, recently discharged 

or at risk of hospitalisation (98, 111-115).  

Most studies showed no improvement in any functional or health outcomes 

at the longest follow up, although Epstein et al. (114) reported a significant 

effect at 3 months. Four studies showed no overall group effect (112, 113, 

116, 117), although one reported fewer impairments of IADL, improved 

QoL and cognitive health over time (112). Another reported significant 

effect on ADL at 12 months which was not maintained at 24 months, with a 

significant improvement in mental health (98). Boult et al. (111) reported 
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that the GEM group was less likely to lose functional ability or experience 

health-related restrictions in ADL. Cohen et al. (116) showed no overall 

effect on physical functioning but some significantly improved QoL 

measures. Others reported improved health/function (but showed no data, 

(115)), improved depression (112), diagnosis of common problems, 

reduced family strain in a study reporting family conferences (117), and a 

reduction in adverse drug reactions and in suboptimal prescribing through 

access to pharmacists ((118)related to (116)).  

The GEM studies showed mixed evidence on resource use. Eight studies 

reported on service use of which three provided some cost data. Some 

reported no overall effect on service use (111) ((113)related to (119, 

120)). Burns et al. report higher clinic visits in the usual care group but no 

effect of the intervention on hospitalisations, and present no costs data 

(112). Improved diagnosis with no effect on resource use or costs data 

(117). No difference in outcomes or hospital costs (98). Overall, they 

showed mixed evidence: on patient satisfaction with two showing no overall 

effect (114) and two reporting improved patient satisfaction ((114, 117) 

related to (121)), (111). In one study, providers screened significantly 

more and viewed the IP team favourably (113). Improved quality of care 

was reported by Epstein et al. (98) and Engelhardt et al. (114). A good 

quality study of home palliative care found that older people in the IG 

group were more likely to die at home than others (113). 

3.3.4 Training and preparation across IPW models 

 Whilst the review did not consider studies of interprofessional education 
(IPE), some studies mentioned training in delivering the interventions, a 

component of IPW that may contribute to better outcomes. In the case 
management model, Beland et al. (109) described prior training / 
competencies of professionals with continuous quality assessment. Stuck et 

al. (70, 71) reported that two nurses had a favourable effect on function, 
nursing home admissions and costs compared with a third nurse, 

suggesting that the effect could be related to the home visitor’s 
performance.  

Two studies in the collaboration model described prior training workshops 
for professionals delivering chronic care models. The South Australian 

Health Plus trial had a Co-ordinated Care Training Unit that trained and 
supervised coordinators with competency assessment and accreditation, 
reviewed annually. They worked with trained GPs and the model improved 

processes of care, whereas a shared care model involving training 
workshops improved patient outcomes (69). Professionals delivering 

frequent home based preventive care and who attended regular training 
workshops may improve quality of life, but may not be cost effective unless 
targeted to specific groups (89). In the integrated team model, various 

studies mentioned training, of which two acute care interventions improved 



56 

© Queen’s Printer and Controller of HMSO 2012. This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

             

Project 08/1819/216 

some short term health outcomes (93). The SWING model (case 
management), reported significantly faster deployment of home services 

with improved access and less long term care (63, 99). The Senior Care 
Connection model with training workshops showed potential for reduced 

service use and hospital admissions whilst maintaining health, with overall 
cost savings (105). The largest number of contacts had the lowest hospital 
admissions and improved physical function. Two preventive studies 

describing trained professionals and a senior resource team showed some 
improved outcomes (107) although the latter reported adverse effect on 

mortality.  

3.3.5 Findings from recent reviews 

Our updated search of systematic reviews since 2008 confirmed the 
sustained interest in IPW and a continuing desire to understand how the 

components and characteristics of IPW affect outcomes. Further conceptual 
frameworks of interprofessional education, practice and organisation in 

various settings and populations are emerging (98, 114), (122), (123). 
These highlight the theoretical nature of the IPW literature and the need to 
explore how different components and processes impact on practice. 

Reeves et al.’s (124) observation that IPW is too often represented as the 
outcome supports the starting premise of our review that we need to 

discriminate between the process of IPW and its effectiveness. Our review 
complements and extends their findings by focusing on the impact of IPW 
on community-dwelling older people. It provides a population-specific 

analysis of the effectiveness of different models of IPW. Whilst training may 
improve the effectiveness of multi disciplinary teams in acute care, there is 

little high quality evidence of effect on outcomes (123).  

Interprofessional collaboration has the potential to improve outcomes, 

although studies are few and flawed with methodological limitations and 
mixed results (125). Boult et al. (126) identified 15 models of 

comprehensive care from 123 studies, including meta-analysis, reviews and 
all study types. Interdisciplinary primary care was reported to reduce health 
service use, improve survival, and for heart failure patients, reduce costs. 

The model included a primary care physician with one or more other health 
professionals who ‘communicated frequently with each other’. Evidence for 

a collaborative case management model was mixed, improved quality of 
care, QoL and survival were documented. Their review did not examine 
other IPW care models for community-dwelling older people (127). The 

authors highlight the need to have statutory flexibility to reimburse costs to 
providers in the US who may not be eligible for payment by health care 

organisations.  

As in our review, teams in different contexts, with various definitions and 

compositions, were described by Johansson et al. (127). They reviewed 37 
qualitative and quantitative studies of various designs and settings, with 

less than half being RCTs. They reported benefit from team assessments 
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and interdisciplinary interventions in different contexts, highlighting that 
mutually accepted agreements, common goals and guidelines may promote 

interdisciplinary team approaches, although the impact on outcomes 
remains uncertain.  

 
Our review updates a recent review that showed some evidence of benefit 
for frail older people and reduced health care utilisation from seven RCTs of 

varying quality (identified until 2007) but did not discuss IPW models 
(128). Only two trials comparing home-based multidisciplinary 

rehabilitation with usual inpatient care found some benefit for caregivers. 
Increasing contact at home had no effect, and the cost implications of long 
periods of rehabilitation are unknown (58). Multidimensional preventive 

home visits have the potential to improve functional outcomes among older 
adults, but the reviews include studies of single and multi-professionals 

(129). One review showed that multi-factorial and some single intervention 
falls prevention programmes for community-dwelling older people may be 
effective, but it did not look at IPW, for example, home hazard assessment, 

described as a ‘single intervention’, actually involved several professionals 
(130, 131). Øvretveit (132, 133) suggests that integrated teams provide 

greater value in terms of lower costs and higher quality, although evidence 
is largely based on disease-specific programmes and not community 

focused.  

3.4 Discussion 

The review contributed to the proposal’s stated research questions (section 

3.1) by addressing the process of IPW and testing its effectiveness on 

Service user and carer outcomes. It synthesised the evidence according to 

types of IPW models and explored the literature for appropriate measures 

of effectiveness from user, professional and organisational perspectives. 

From the evidence review, the typology of IPW models was refined and 

further applied in the development of research tools for the empirical study.  

We evaluated 37 RCTs and 8 non-RCTs describing three models of IPW: 

case management, collaboration and integrated team, where practitioners 

from varied disciplines worked together differently according to the type of 

care being delivered, although the organisation of IPW varied considerably 

in studies describing similar interventions. IPW has the potential to 

positively influence outcomes and improve processes of care. Much of the 

qualitative data addressed quality of care, satisfaction and access, and 

whilst the evidence did not show explicitly how outcomes can be evaluated 

from user perspectives, the review identified dominant models and 

approaches in research.  

Differentiating between models of IPW  
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The IPW and integrated care literature highlights the multiplicity of terms 
and titles used to describe IPW. By focusing on how IPW is organised and 

delivered, we offer a different perspective to evaluating effectiveness that 
takes account of context, and the configurations and processes of IPW 

available for community-dwelling older people. By considering the process 
of care we began to investigate the impact of different types of IPW for 
older people living at home.  

For example, of the two randomised studies of discharge planning in the 

collaboration model one evaluated GP input and reported improved quality 
of care through better collaboration (134). The other study evaluating 
comprehensive discharge planning led by an advanced nurse showed little 

effect on function, but reduced hospital use (83). In the integrated model, 
most studies delivering discharge planning and home care reported some 

positive outcomes.  

For those with ongoing care needs intensive case management, through 

inter-organisational agreements, multi-professional support involving 
protocols and joint care plans may achieve longer-term benefits. However, 

the role of the case manager within some of the integrated models of care 
reviewed may have been an important element of the intervention. Other 
information about how different professionals work together within the 

different models reinforces the overall finding of the review about the need 
for more detail. For example, the systematically coordinated South 

Australian trials in the collaboration model had GPs and service 
coordinators working together empowering the patients (84). Integrated 
team models had professionals (including key workers) within a community 

GEU and GPs designing and implementing care plans (87), increased 
contacts (Senior Care Connection model,(62)), resulted in faster 

deployment of services (SWING, (107)) and had additional doctors as key 
workers with an established team-patient relationship (105). The diversity 
of participants could further affect service coordination models and capacity 

to benefit from the IPW in the models. Research could explore how the 
components and patterns of IPW affect Service user outcomes. 

The impact of different structures or contextual characteristics is difficult to 

assess, as the interventions in some US studies were delivered by all the 

professionals working to the same systems of care and having the same 

employer across care settings, for example the VA and HMO systems. 

These are different from the UK setting where referral patterns may vary 

and processes are likely to be internalised within an integrated system. In 

our review, about twenty percent of studies (case management and  

integrated team models) were in VA/HMO settings.  

Rigorous evaluations are scarce, especially of UK-based interventions, 

despite the policy emphasis on evidence and the necessity of cross-

organisational, public-private collaborations and IPW to support older 

people (14). Two Australian studies describing the collaboration model 
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(shared by much of UK primary health care) showed that effective 

collaboration can be achieved through IPW and joint working with GPs (87, 

93). Two UK models delivering chronic care were effective, but their 

effective components of IPW are unclear and costs were not estimated 

(106, 135). Co-location of health and social care teams in the UK may lead 

to rapid assessments and more self referrals (88, 106), but may not 

necessarily lead to substantially closer IPW and effectiveness of 

collaboration needs to consider the wider context of the services received 

by older people (65). There is no evidence to suggest that changing 

organisational structures will produce better outcomes, although improved 

processes of care may translate to benefits for Service users if greater 

integration can be achieved with an emphasis on the process of team 

working. The Wisconsin Partnership Programme (WPP) demonstrated that 

although it aimed to improve patient outcomes through their collaboration 

model of integrated funding, IPW and increased continuity of care, it was 

not effective. The authors highlight the need for adequate physician input 

to influence care management (65). 

Limitations of the study 

As with many reviews, some limitations derive from available evidence. 
Twenty five RCTs were graded as having high risk of bias (-) (low quality), 

six as medium risk of bias (+) (medium quality) and only six as having a 
low risk of bias (++) (good quality). The methodological quality ratings are 

based on criteria for RCTs, but the lower quality RCT studies and the non-
RCT studies provided valuable quantitative and qualitative data on the 

processes of IPW-based care. We considered it legitimate to include such 
evidence in the synthesis. 
 

Cost-effectiveness evaluations did not generally include full economic 
appraisals or comparative data, making it difficult to comment on this 

aspect. Although some studies reported modest effects on outcomes, it is 
possible the evaluations did not capture the complexity of IPW. Equally, 
because of the lack of detail on the process of care it is possible that some 

of the studies included in the review were, evaluating packages of inter-
disciplinary services rather than IPW.  

 
We categorised studies in what we judged to be the predominant IPW 
model, as defined by the theoretical and empirical literature but this may 

be overly reductive. Our search also excluded disease specific studies 
because particular features of conditions may shape regimens, resources 

and care pathways. Although we located broad range material, we may 
have excluded studies that did not provide adequate detail of IPW.  
 

Selection of papers for inclusion was judged on the processes of IPW not 
the name or descriptor given to the study. Consequently, due to the 

diversity of their interventions, different models of care may mean very 
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different processes of IPW. This was the case for the research on Hospital 
at Home interventions; as noted earlier (Section 3.2.2), to improve clarity 

these were not included in this report. Several of the papers we identified 
concerning Hospital at Home were of medium or good quality, but their 

inclusion would not have altered the overall conclusions of the review.  
 
It is possible that new knowledge has emerged since our search, and the 

complexities of different forms of integration described in the papers are 
widely recognised (66) reflecting the different terminologies of IPW (136). 

It was not possible to clearly identify the value, or effectiveness, of IPW 
which has several components in a complex intervention or system of care. 
Unpacking the nuances of complex interventions in various care and 

organisational contexts can vary according to the approach taken by each 
study. 
 

Implications of the review 
Although this review highlights the benefit of some IPW models in terms of 
improved quality of care and outcomes, there is a need to clarify what IPW 

is trying to achieve and how different models of IPW may determine 
different outcomes for different groups. Research designs that are more 

appropriate for complex interventions and examine active ingredients of 
IPW need to be developed (23). IPW models have evolved as rationally-
constructed mechanisms for achieving service or clinical objectives, which is 

why comparative evaluations of say, case management versus integrated 
team model, are difficult.  

This review raises key questions about IPW in the delivery and organisation 
of care for older people with complex needs living at home. Funders might 

consider if there is a need for greater discrimination between the effects 
and outcomes of different IPW models for older people with multiple 

conditions. 

The review demonstrates the importance of understanding the detail and 

organisation of IPW within different models of working that initially appear 
to have similar approaches and names. The literature on integrated work 

and IPW needs to acknowledge - as Glasby et al. (137) note - that 
structural solutions alone are not the answer. By considering the 
effectiveness of different models, the review has demonstrated both the 

importance of understanding more about links between outcomes and how 
professionals structure their working practices and the need for this to be 

described in greater detail in interventions that rely on IPW to support older 
people at home. 

3.5 Conclusion 

This review sought to differentiate between the effectiveness of 
interventions that relied on different models of IPW for the benefit of 
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community-based older people. The findings were drawn from both non-
randomised and randomised studies, of which  most were graded as low 

methodological quality. Overall, the proportion of studies demonstrating 
improved outcomes is similar across the three main IPW models. More than 

half reported improved health/functional/clinical, and process outcomes, 
including Service user satisfaction, with only a few studies reporting 
favourable caregiver outcomes. The evidence on service use and costs is 

mixed, which is not unusual for complex care practices and IPW. 
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4 Perspectives from the organisational 
level  

4.1 Introduction 

This chapter considers an investigation of the organisational perspective on 

how services for older people that rely on IPW are structured and delivered 

in England. Its aim was to develop an account of the range and types of 

service provision in the country, to help address research Questions 3 and 

4 of this study:  

Question 3. To what extent do different structural models (with attendant 

variety in supporting infra structures) of IPW for community-dwelling 

older people with multiple conditions, impact on the processes, costs, staff 

morale and user outcomes?  

Question 4. What is the impact of different types of commissioning, 

incentives and quality scrutiny on IPW and its effectiveness for 

community-dwelling older people with multiple needs and their carers? 

These questions were refined further to focus this element of the study on:  

 The extent of use of different IPW models for older people with 

complex needs, outcome measures used and organisational definitions 

of effectiveness,  

 The perceived influence of contextual structural and operational factors 

on definitions and measures of effectiveness,  

 The extent to which commissioning, quality scrutiny, accountability and 

shared infrastructure mechanisms contributed to effectiveness,  

 The measures of effectiveness that incorporated users’ and carers’ 

definitions. 

It was also intended that this part of the study could identify sites of 

interest for possible recruitment to the second, prospective case study 

phase.   
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4.2 Method 

4.2.1 Survey 

An online survey tool was developed for managers with responsibility for 

older people’s services in PCTs and LAs. The questionnaire’s content was 

informed by three sources of information: findings from the systematic 

review, relevant theoretical literature on IPW (e.g. (138) (139)); and 

findings from in-depth interviews with ten selected managers/team leaders 

whose work focused on older people, working in five NHS and LA adult 

services and two voluntary or third sector organisations. These combined 

sources provided an overview of the evidence of effectiveness for IPW, 

identification of a range of IPW models, and clarification of the language 

commonly used in practice across health and social care services.  

Between April and May 2009, exploratory interviews were undertaken with 

managers and practitioner members of IPW groups/teams. Interviewees 

from the PCTs/LAs included managers from NHS outreach services, adult 

social care services, intermediate and continuing care services, housing 

services and practitioners working in rehabilitation/re-enablement teams.  

The qualitative data provided a focus for the survey questions and helped 

to identify the different service configurations and patterns of working 

involved in IPW for older people. For example, they explored whether 

people met face-to-face or used shared IT and referral systems to support 

IPW. They also underlined that certain ‘models’ of IPW were fluid and 

subject to change within organisations and that roles within IPW (e.g. 

care/case manager) were interpreted broadly. When these findings were 

reported to the study Advisory Group during the questionnaire development 

period, Group members advocated additional methods to support the 

development and supplement the data collected. A documentary analysis of 

local area strategies was therefore undertaken, which would complement 

the evidence from the questionnaire findings. 

The online survey contained 17 questions (Appendix 1). These covered the 

range of services for older people that involved IPW and how IPW was 

organised. Respondents were then asked to identify the two services 

involving IPW that they knew most about and answer more detailed 

questions about these. The questions addressed organisation and 

management of IPW, professionals involved, and sought information on 

patterns of referral and communication, resources used, outcome measures 

and user involvement in service evaluation. Finally, respondents were 

asked about the impact and contribution of IPW and how it was evaluated 

in their organisation. The questionnaire was piloted with twenty health and 

social care frontline professionals and managers. Following their input, the 

survey was simplified and more questions were included that could offer 
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the option of free text replies. The survey took 15 to 20 minutes to 

complete.  

4.2.2 Sample 

The target population for the survey was managers with operational 

responsibilities for the provision of services to community-dwelling older 

people in the 152 Councils with Adult Social Services Responsibilities 

(CASSRs) and 150 NHS PCTs in England. At the time of the study PCTs 

were responsible for both the local area NHS budget (commissioned both 

primary and secondary care) and also the provision of community health 

services (free at the point of delivery) in ‘provider’ arms of their 

organisations.  

Identification and introductions to relevant managers were facilitated 

through the Association of Directors of Adult Social Services (ADASS) and 

the eight regional offices of the National Institute for Health Research 

(NIHR) Primary Care Research Network.  

The survey protocol was reviewed and approved by the University of 

Hertfordshire health and social care research ethics committee. The 

National Research Ethics Service (NRES) judged the survey to be a service 

evaluation. 

4.2.3 Analysis  

All survey responses, including incomplete responses, were collated. 

Respondents did not answer all fields, so the total number of responses for 

some questions varied. Descriptive statistics were used to summarise the 

survey results. Free text responses were analysed using content analysis.  

4.3 Local Strategy Review 

The aim of this element of the study was to investigate the range of 

structures and practice in IPW supporting for older adults living at home in 

England. The specific research objectives were to:  

 Explore the range of language used to describe IPW as utilised in local 

strategies between organisations, at service level and at professional/ 

Service user level.  

 To identify the range of approaches, objectives, mechanisms, 

commissioning, and performance measures the different organisations use 

to achieve IPW for older adults with complex and multiple needs for 

support and care.  
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4.3.1 Method  

A documentary analysis research approach (140) was used. In relation to 

the subject area, such an approach had been used in a review of Strategies 

for Black and Minority Ethnic Older People (141) and in a review of rural 

dimensions in Joint Strategic Needs Assessments (142). A process similar 

to that of a systematic review was employed (143) including: document 

retrieval, review and scrutiny by more than one researcher, information 

retrieval using a data extraction sheet, and subsequent analysis against the 

research objectives. Public domain, published and current Local Area Joint 

Older People’s Strategies, were sought using Google search engine on the 

internet across nine governmental regions. Terms such as ‘older people 

joint strategy’, ‘older people strategy’, ‘older adult strategy’, ‘joint 

commissioning for older people’, and ‘joint commissioning’ were utilised on 

the search engine to identify documents from across the country. On the 

advice of the study Advisory Group searches were subsequently made for 

strategies for older people with mental health problems and carers’ 

strategies. We aimed to obtain up to five strategies from each government 

region in England i.e. 45 documents. Additional email requests were made 

to named individuals from whom the documents could be obtained if there 

was not an electronic version available. Each document was read and 

explored to extract data which included information about:  

 The language of IPW between organisations, services and at the 

professional/Service user level.  

 The identified types and mechanisms of IPW at organisation, service and 

Service user level for older adults who require support and care from 

health and social care services or funding from these sources.  

 Performance targets and any Service user outcomes.  

 Evidence of Service user input on evaluation and performance monitoring.  

Excluded documents: Information related to services, commissioning and 

plans for healthy ageing, general wellbeing or social inclusion were 

excluded if it was not targeted at people using health and social care 

services. 

The extracted information was then recorded in two data extraction tables. 

The first table analysed the interprofessional working language used by 

health and social care professionals at the professional / Service user level, 

the service level, and between organisations. The second table recorded 

IPW at the different levels of the organisation. These were: a) the 

superstructure of the organisational level, b) the contracting and 

commissioning level, c) the service provider organisational level and d) the 

professional / front-line staff /Service user contact level. 
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Glasby (144) has suggested that there are three levels to such documents: 

structural, organisational, and individual. However from reading these 

documents it seemed more appropriate to use four levels, in order to be 

explicit about the commissioning function in NHS and LA services.  

The findings from the survey and documentary review, detailed below, are 

organised to reflect the common themes that arose from the two data 

sources. Appendix 10 provides further information on responses to specific 

survey questions and themes in the documentary review. The following 

section starts by reporting on the survey findings. 

4.4 Findings 

The online survey was circulated to health and social care 

professionals/managers in 292 organisations (142 LAs, 150 PCTs). There 

were 91 responses from these organisations, a response rate of 31%. 

Figure 10 summarises the pattern of response. 

 
 

Figure 8 Organisation survey response by regional location 

 

A total of 59 documents were identified. Of these, 50 - representing a 

diversity of geography, socio-demographic profile and topic - were 

analysed. Table 3 illustrates the geographical coverage of the survey. 
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Table 3 Regional spread of strategic documents examined 

Government Region Documents Identified 

East Midlands  5  

East England  4  

London  6  

North East  6  

North West  6  

South East  5  

South West  5  

West Midlands  9  

Yorkshire and the Humber  4  

Total  50  

 

4.4.1 Overarching structures  

One difference in the overarching structures could be discerned from the 

proportion of strategies that were not published as joint documents with 

any other organisations. Thirteen of the documents were published in the 

name of the Local Authority alone, although each stated that consultation 

had occurred with relevant other organisations, such as Primary Care 

Trusts. However, all documents reflected the central government 

requirements for strategic partnerships, local area agreements (LAA) and 

performance targets under the Comprehensive Area Agreements 

(Department of Communities and Local Government 2006).  

Some strategies explicitly referred to Health Act 2006flexibilities being used 

but primarily this occurred in reference to pooled budgets for a specific 

service e.g. Joint (LA & PCT) community equipment stores. All documents 

referred to direct payment schemes and the policy of personalisation to 

increase autonomy and choice for people using services and their carers.  

4.4.2 Macro-organisational structures/mechanisms to support 
IPW  

In most documents, joint commissioning strategies and joint commissioning 

groups were the most frequently mentioned mechanism for ‘partnership’ 

between organisations. However, a number indicated that they were still 

planning to work towards this joint activity.  
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Some areas reported joint posts as a mechanism for integration; examples 

included Directors of Public Health, some commissioning posts for both 

health and social care for older adults, and some joint service managers. 

Joint service managers were a particular feature of mental health services 

for older people.  

Health Act 2006 flexibilities were being used for joint equipment stores and 

multi disciplinary community mental health teams but other examples 

found were for the joint commission of a bathing service and a joint health 

and social care team for collaborative care. It was also the basis for lead 

commissioning agency agreements, most notably for adult health and social 

care, but also specific elements such as the nursing care element in care 

homes.  

Joint planning/provider groups were also frequently cited – often in relation 

to the task of creating joint integrated pathways or integrated service 

models to commission. The most frequently mentioned integrated pathways 

were Falls Pathways. Only one document described multiple pathways for 

the health and social care of older people. 

4.4.3 Language and Definitions of Interprofessional Working  

The term ‘interprofessional working’, although widely used in the academic 

literature, was not recognised or used in the survey responses or 

documents reviewed. There was a hierarchy of definitions of terms 

surrounding what we defined to be IPW within organisations. Key phrases 

and terms were used to differentiate between IPW at different levels. These 

were not transferable across organisations but there seemed to be an 

internal logic to how key phrases and terms were used by different 

organisations and managers.  

In strategy documents, the term used to capture IPW at an organisational 

and service level most frequently was ‘partnership working’. In contrast, 

the term used most frequently in the description of IPW at professional and 

Service user level was ‘joined up services’. This was apparent even though 

other terms could also be used such as ‘joined up working’, ‘joined up 

services’, ‘joint working’, ‘integrated working’, ‘multi-agency working’, 

‘multi-disciplinary working’ and ‘integrated health and social care’. 

This finding was echoed in the survey responses about how IPW was 

defined within organisations. There was no consensus that different phrases 

or terms referred to specific levels of IPW organisation. NHS respondents 

tended to favour the term ‘integrated working’, whilst social care 

respondents used the term ‘partnership working’. Figure 11 summarises the 

range of terms used by organisations to capture IPW for older people. 
 



 

69 

© Queen’s Printer and Controller of HMSO 2012. This work was produced by Goodman 

et el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

             

Project 08/1819/216 

Figure 9 Range of terms listed in survey to describe IPW  by 
organisation 

 

However, it was the free text responses that highlighted the differences in 

emphasis. It appeared that structural and cultural processes within an 

organisation could give rise to different terms being used to differentiate 

how IPW was understood in (but not between) organisations:  

‘Seems to be different terminology depending  [sic] on where staff are in 

the organisation - senior managers talk about integrated / aligned care, 

staff at front line talk about partnership working’ (PCT manager) 

As well as influencing how IPW was organised, legislation (section 75 

agreements under the Health and Social Care Flexibilities of the NHS Act 

2006 (originally S31 of the Health Act 1999)) was informing how different 

terms relating to IPW were being used. A manager of LA Adult Social Care 

Services identified internal consistency in how IPW was described within her 

organisation, but, in contrast to the above PCT manager quoted, made 

reference to ‘partnership’ as meaning strategic working and ‘joint working’ 

as meaning service delivery:  

‘There is more than one term used pending the circumstances. For strategic 

commissioning we tend to use ''partnership'' or collaborative’. For 
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operations the most used terms are '' joint'' or ''integrated''. Sometimes the 

legal status of the arrangement will determine the word used for example 

with section 75 agreements.’ (LA manager) 

The survey responses and internal consistency of language in the 

documents reviewed suggested there was some precision in how IPW 

services were represented for older people. This was applicable at the level 

of organisation of IPW, even if the terms used were not transferable and 

were site specific. However, as one respondent observed, language could 

be very fluid. New initiatives, such as the proposed introduction of social 

enterprises, meant that modifications in the language or terminology 

attempted to capture how this form of IPW might differ from what had gone 

before: 

‘We also use the term collaborative particularly around End of Life care 

where some multi-agencies may merge into a social enterprise’ (PCT 

manager) 

4.4.4 Range of services identified reliant on IPW and 
organisations involved 

Most of the strategies analysed reported current or planned joint or 

integrated services for the same types of function. This included the 

creation of a single point for information on health and LA services (to 

improve uptake of services) or the creation of single points of access to 

publicly funded services (excluding General Practice). Some highlighted the 

introduction of shared assessment and core electronic records. Joint or 

integrated teams existed in most areas. It was not always clear if this 

meant a variety of health professionals or included LA professionals, such 

as social workers and LA occupational therapists.  

The types of teams most frequently referenced in both the documentary 

review and the survey were: intermediate care, rapid response, 

collaborative care teams, re-enablement/ community rehabilitation teams 

and those designed to address a specific need such as falls prevention 

teams, stroke rehabilitation, early diagnosis and intervention teams for 

mental health problems, and end of life care.  

In the survey, Community Services for Older People (97%) was the service 

most frequently identified as involving NHS and LA professionals working 

together. This referred to situations when health and social care 

professionals were jointly involved in the assessment and provision of 

ongoing care and support to older people living at home. Often this would 

involve the organisation of home care support, provision of aids for living 

and equipment, and therapist and community nursing involvement. This, 

however, was not the model of IPW that managers chose to describe in 

detail and was not referred to in the strategies reviewed. Other IPW 
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services identified by more than half of the survey respondents were 

problem or disease specific. Only eight managers identified Tele-care (or 

involvement in assistive technologies) as a mechanism to support IPW.  

In the survey respondents were asked to distinguish between services that 

were reliant on IPW and those that required intermittent involvement by 

various professionals. IPW was always identified as a component of six 

discrete services for older people (Table 4). In contrast, disease-specific 

(e.g. Chronic Obstructive Pulmonary Disease and Cardiac Rehabilitation) 

services that catered mainly for older people, were reported to be the least 

likely to rely on different professionals working together.  

 
Table 4 Services identified as always reliant on IPW 

Intermediate Care  

Stroke Rehabilitation  

Continuing Care  

Community Services for Older People  

Rapid Response Service  

Re-enablement Teams  

Falls Prevention 

4.4.5 Intermediate Care 

The findings from both the review and the survey suggest that intermediate 

care is a universally recognised model of IPW that represents an embedded 

service across almost all NHS and LA organisations in England. This was the 

only model of care where certain mechanisms that supported IPW were 

consistently identified as being in place (i.e. agreed entry criteria, shared 

assessments, shared protocols, social care funding) but equally there was 

considerable variation in patterns of service delivery, location of care and 

numbers and types of professionals involved. 

4.4.6 Evaluating effectiveness 

All documents or strategies reviewed reported consultation with older 

people in their development. None mentioned any specific plans for 

evaluation of IPW services, involving older people in performance review or 

what indicators might suggest if IPW was effective.  

In the survey 42 (79%) respondents reported that their organisations 

undertook evaluations of IPW. The method most often used for evaluation 

was questionnaire based surveys (n=20; 49%). Very few respondents 
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reported built-in feedback systems (4) or organised discussions with user 

representatives (6). When asked to select between a range of indicators 

(reliability, continuity, access, no duplication, no conflict between 

professionals) there was no consensus about the best indicators of IPW.  

The survey asked respondents to rate a series of statements on a Likert 

scale (see Appendix 10)that drew on the work of Leutz (8, 20, 55) and 

allowed them to make critical assessments of IPW. Sample sizes were small 

and not all respondents completed all of the questions, so it is not possible 

to draw out any differences in rating perceptions between LA and NHS 

managers. However, it is possible to gain a sense of the importance and 

contribution of IPW. Some authors have suggested that there is a growing 

disillusionment with the rhetoric of IPW and partnership working (145). At 

service delivery level very few managers agreed with the critical statements 

that IPW creates more fragmentation or is an expensive way of supporting 

older people. Opinion was divided on the question of whether informal 

working practices were more effective than formal work structures and if 

professionals could adapt their working practices to fit in with other 

professionals. 

4.5 Discussion 

The survey and documentary review revealed support for the concepts of 

IPW across NHS and LA professionals and managers. Findings consistently 

showed: 

 IPW language as context dependent.  

 The short-term focus and funding resources of many interprofessional 

service delivery models.  

 The limited evaluation of interprofessional and integrated services or 

inclusion of the perspectives of older people and their carers.  

The term ' interprofessional working', despite its widespread use in the 

academic literature, was not used in organisational documents at strategic 

level or by managers. IPW encompasses a wide range of approaches to 

working across disciplines and agencies. Others have offered hierarchies of 

meanings and critiques of IPW that could help organisations structure and 

evaluate IPW (e.g. (20) and (146)). A key finding of was that organisations 

created, over time, their own hierarchies or taxonomies of IPW. These were 

known to their members but not necessarily to those outside the 

organisation.  

There was greatest clarity over definition when IPW was shaped by funding 

streams together with the new policies and shared understanding of words 

and phrases that were tied to legal and financial agreements. With the 
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increase in the use of personal budgets and near universal commissioning 

of third sector and commercial providers to replace LA services provided 

directly in England it is likely that the language of IPW will become even 

more imprecise, diverse and context specific. The need for precision in the 

terms used to describe IPW may not be as important as shared 

identification of user and patient outcomes that arise from IPW and what 

kind of IPW model of working achieves what kind of outcomes.  

In both the survey and the document review details about IPW for older 

people were provided covering a narrow range of time-limited, problem-

specific services, with intermediate care services the most frequently 

identified model of IPW. Least was known about the impact of IPW for 

those older people, who, once they are in receipt of services, will have 

ongoing and changing needs that may draw on more than one model of 

IPW. Services that had a more open-ended commitment to the care of 

older people and more diffuse goals did not feature as services of interest 

in the documentary review or the survey.  

The findings suggest that a commitment to providing outcomes-focused 

services for older people is seldom carried into long-term home care 

services (147) although as the survey was only sent to NHS and LAs, it did 

not seek the views of home care providers who are concentrated in the 

private sector. Furthermore, even when there are desired outcomes, the 

Audit Commission (2009) found that formal funding arrangements to 

support IPW made little or no impact on reducing the number of older 

people who experienced adverse events, or on the length of time they 

spend in hospital for some common conditions. 

There was reference to user involvement in the development and planning 

of IPW based services in the documents reviewed. However, we found no 

evidence of Service user-defined outcomes or examples of Service user 

involvement in evaluation of different IPW models of care. It was difficult to 

establish how services that did not have a single issue/disease focus were 

organised, if there were shared accountability structures or how the 

effectiveness of IPW was defined across organisations. Despite our best 

efforts, it was very difficult to identify who was best placed to describe IPW 

for older people even when taking account of the need for this to be spread 

between managers. Respondents spoke of the value of clear leadership for 

IPW, but, as not all respondents completed the survey, this could suggest 

that respondents did not have a clear framework for thinking about IPW. 

There was no consensus about mechanisms that supported IPW, indicators 

of effectiveness or the benefit of formal methods of IPW over informal 

practices that had developed over time.  
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4.5.1 Limitations 

The survey findings are limited by the response rate. The rates was 

comparable with other similar surveys (148), and in this case it may have 

been affected by the fact that many potential respondents were engaged in 

the management of substantial organisational change. Furthermore, the 

problem of partial completion of online surveys has been documented by 

others reporting on IPW /partnership working in health and social care 

(148, 149). Nevertheless, had study resources allowed it, more rigorous 

follow-up may have increase the response rate and enhanced the credibility 

of the survey's findings.   

The documentary analysis may have failed to access relevant material, 

particularly that which was not in the public domain.  There was some level 

of agreement between the findings of the documentary review and the 

survey, and this suggests that the range and scope of services that involves 

IPW for older people living at home were captured. 

4.6 Conclusion 

The survey and documentary review explored how IPW for older people was 

represented, delivered and evaluated at organisational and professional 

levels. At the point of service delivery, respondents were unable to 

comment on the detail or measures of effectiveness of IPW. This illustrates 

the complex mix of allegiances and contexts of care that influences how 

IPW is achieved at different levels of service delivery (145). At the patient 

or Service user level of IPW, questions of what effectiveness might look like 

and when it was articulated were framed by organisational preoccupations 

about resource use, rather than patient or user expectations.  

The findings suggest there is a need to understand how different models of 

service delivery for older people living at home co-exist within the health 

and social care economy. The development of outcome measures that 

measure the impact of different service models of IPW on their recipients 

would enable service providers to differentiate between their long term and 

short term benefits and the effectiveness of one model of working over 

another. It demonstrates the need to focus more on the impact of IPW over 

time on recognised user specific outcomes (e.g. access to care, continuity 

of information, improved function, levels of frailty, and so on).  
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5 Service user and carer perspectives on 
outcomes of Interprofessional Working for older 
people  

5.1 Introduction 

This chapter addresses the overarching aim of developing user-defined 

outcomes of interprofessional working (IPW) and in particular Question 2 of 

the study i.e. How do community-dwelling older people with multiple needs, 

and their carers, perceive and define effective interprofessional working 

across health and social care services, and can this inform the development 

of user-defined outcome measures of effectiveness for interprofessional 

working in primary and social care?  

The systematic review and to a lesser extent, the national survey and 

review of local strategies, identified some user-specific outcomes of IPW 

(e.g. patient satisfaction, carer wellbeing). The majority however, did not 

differentiate between the process of IPW and the chosen intervention and 

state whether this affected user-defined outcomes. Nor was the survey able 

to capture the perspective of the voluntary sector in its potential roles of 

service provider and user representative. To refine our understanding and 

develop user-defined measures of effectiveness that could be used in the 

case study phase we undertook: 

 Interviews with Service users and their carers. 

 Interviews with lead staff in voluntary sector organisations which 

represent and /or provide services for older people with long term 

and ongoing needs.  

 A consensus event of Service users and their representatives on 

what defined effective IPW. 

The data from the interviews complemented the survey, and review 

findings provided recent detailed accounts of the experience of IPW that 

were used to inform discussion at the consensus event.  
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5.2 Methods 

5.2.1 Recruitment 

Participants for the interviews with Service users and their carers were 

purposively sampled from a LA older adults’ development consultation 

group, a stroke support group, two local carers’ organisations, and older 

people from a LinKs (NHS consultation and representation) network.  

Included participants were over 65 years and had experience within the last 

six months - either as a user or as a carer - of more than one health and/or 

health and social care service. The interviews were thematically analysed. 

5.2.2 Interviews with Service users and user representative group 

members  

In semi-structured face-to-face interviews, participants were asked why 

they were receiving health and social care services, to identify the range of 

professionals and services involved, and to explain how they had first 

accessed these services. Accounts were then elicited of experiences of 

health and social care staff and services working together, and of the 

criteria and outcomes respondents used to judge whether these were 

effective. During the interview, participants were encouraged to ‘unpack’ 

which aspects of IPW were effective and which were poor (Appendix 2).  

The leads of seven third sector organisations providing services to people 

aged over sixty were also interviewed face-to-face. The organisations were 

local branches of Age UK (formerly Age Concern) and the Alzheimer’s 

Society, Better Government for Older People, carer support groups and an 

Asian elders support group. They were asked about how they understood 

interprofessional working and what criteria they used to judge its 

effectiveness for meeting the needs of older adults. Interviews explored the 

types of services they considered were likely to require IPW with health and 

social care services or to be part of an ‘integrated’ or ‘joined up’ response to 

older people’s needs. Interviews were recorded, transcribed and analysed 

thematically.  

5.2.3 Consensus event  

Group facilitation techniques that aim to synthesise and clarify opinion to 

obtain a consensus are often preferable to individual judgements because 

they are more consistent and less prone to personal biases (150). The 

consensus event (CE) used the findings of Phase One (review, survey, 

documentary review and patient and third sector interviews) to inform the 

development of user derived outcomes of IPW that were meaningful to 

older people, family carers and their representatives.  
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The Public Involvement in Research Group (PIRG) was key in the 

development and planning of the CE. The PIRG is composed of mainly 

retired people who are knowledgeable about health and social care services 

either through personal or family experience. Members hold honorary 

contracts with the University of Hertfordshire and have participated in 

training designed to equip them to be informed and confident participants 

in the research process (151). 

Prior to the CE, three planning meetings were held involving seven PIRG 

members (all retired), who were self-selected, and four members of the 

research team. These meetings established the desired profile of those to 

be invited to the CE, the format of the event, and how the PIRG members 

would facilitate group discussions on the day. The process helped to ensure 

clarity and consistency in the language used, provided an opportunity to 

distil the key messages derived from Phase One, and helped outline an 

effective presentational style.  

Four vignettes were developed from the interviews with older people about 

their experiences of IPW (see Appendix 3). Using different formats, the 

vignettes were a method to focus discussion on what benchmarks of good 

practice might look like.  

The day was organised into four discrete activities (see Appendix 4 for the 

event agenda and Appendix 5 for the visual presentation used in the 

event).  

Participants were not recruited through the NHS, and a favourable ethical 

opinion was provided by the University of Hertfordshire Research 

Committee (NMSCC/03/09/10/A). 

5.3 Findings from interviews 

5.3.1 Interviews with users and carers 

Eighteen older people were interviewed (12 women, 6 men). All were over 

the age of 65, three were the main Service users and 13 were relatives of 

someone unable to participate either because of their condition, or resident 

elsewhere (care home or hospital) or had recently died. The three Service 

users had a wide range of long term conditions including stroke, dementia, 

Parkinson’s disease, Alzheimer’s disease, cancer, rheumatoid arthritis, 

anaemia, emphysema and chronic obstructive pulmonary disease (COPD). 

Together with their family carers, they reported the use and involvement of 

a wide range of statutory and voluntary services. 
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5.3.2 IPW at points of transition  

To discuss the effectiveness of IPW, most participants focused on narratives 

of crisis and transition, e.g. hospital admission, and subsequent discharge. 

Some identified smooth referral processes as evidence of effectiveness 

(e.g. referral to a hospice made by the oncologist). Nearly half the 

participants recounted examples of what they described as poor discharges 

from hospital to describe when IPW had not been effective. They cited 

omissions in services such as not receiving meals on wheels, lack of 

necessary equipment for both independence and/or being nursed e.g. 

suitable seats, beds, and medical equipment e.g. oxygen cylinders. Some 

participants felt that these types of omissions had led to rapid deterioration 

or even premature death. One example reported was of pressure on a 

person with dementia to leave hospital with no additional planning because 

the ward staff knew there was a family carer, although this carer worked 

full time. 

5.3.3 Living at home with deteriorating conditions  

There were accounts of different services working closely with users and 

carers and with each other to respond to changing needs. In this the 

following example a carer is citing how one professional, in this case a 

social worker, helped her so that she felt: 

‘it was like having a friend hold your hand.’  

She described how her father had dementia and was finding it difficult to 

live at home. He had been assessed and moved into residential care 

specialising in the care of people with dementia. Key to her definition of 

effective IPW was that she felt she had received sufficient information, 

support and care from all the health and social care professionals involved 

in her father’s care. Similarly, a few participants were able to recount their 

sense of being involved in decision making.  

Participants valued being put in contact with local third sector 

organisations, being actively introduced and thereby linked to a network 

that provided ongoing support. One participant described a social worker 

making a referral to Crossroads for specific services; Crossroads in turn 

referred the Service user to Age Concern. Age Concern then undertook a 

benefit check, and gave information on coping with their condition and legal 

advice. Interestingly, the carer did not think that the social worker or any 

NHS professional should have reviewed her access to financial support. 

5.3.4 Role of key professionals in IPW 

Some participants pointed to difficulties with particular professional groups 

that, if they were not involved with their care, could preclude effective 
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working between services. If the GP was not involved, for example, this 

was seen as problematic and seemed more likely to happen once a long-

term condition, such as dementia, had been diagnosed. One carer regretted 

that the GP appeared to step back from participation in the care of her 

husband:  

‘She  [GP] didn’t get involved at all. She said, she actually said to me, ‘oh, 

I, you know, appreciate how difficult all of this is for you but, you know, we 

do find once people are in hospital it’s better to leave it to the hospital 

staff’. She just was not involved at all and wouldn’t get involved.’  

Vacancy levels and turnover of the workforce were important in planning 

and co-ordinating IPW. One participant described that seven social workers 

had been involved at different stages of her husband’s illness.  

5.3.5 Services delivered in the home  

When discussing IPW over time, the main area of IPW that participants 

raised concerns about was the working relationships between district nurses 

and the home care workers (in most cases home care workers were 

employed by private sector businesses). Effective working in these 

situations emerged when information was shared (preferably with 

documents kept in the home), when matters of concern were shared (e.g. 

changes in a person’s condition), when services were reliable and 

supportive, and care workers were consistent. For one older person the 

constant change in home care workers left her feeling unhappy for example 

being undressed in front of strangers everyday for a wash was 

‘undignifying’.  

Disputes between professionals about what was and was not NHS or social 

care, left older people and their carers confused and frustrated about who 

was responsible for different aspects of care:  

‘The Social Services, they say "oh well, that’s a health problem" the health 

professional says "well, the depression and the isolation is a social problem" 

and things like that, they just can’t see that one has a knock-on effect.’ 

5.3.6 Identifying Indicators or Benchmarks of IPW  

Participants could describe the process of IPW but found it difficult to say 

what would be a marker or indicator of effective IPW. Participants tended to 

focus on points of transition in someone’s life or when the need for help, 

care and /or treatment escalated. The examples participants gave were 

often service process benchmarks, e.g. continuity and consistency of 

services, timely communication and follow up between services, and 

appropriate, respectful delivery of service. If these were in place then the 

outcomes were good. 
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5.3.7 Interviews with user representative organisations 

Seven face-to-face interviews were conducted with lead staff in third sector 

organisations providing services to people aged over 60 years. Their 

organisations covered single LA areas, multiple LA areas and five counties. 

The services they provided ranged from exercise classes, adult education 

classes, drop-in luncheon clubs, social events, information/advice and case 

worker services, to befriending schemes, advocacy support for older people 

receiving direct payments and home care for older adults with mental 

health problems. All were concerned about the future for their organisations 

in the light of LA reviews of funding and potential loss of contracts and 

grant aid. 

As with the interviews with older people and their representatives, key 

points for IPW were those that supported older people at a point of 

transition or point of difficulty, e.g. supporting someone after discharge 

from hospital or providing a handyperson service so something could be 

adjusted at home to enable the person to be discharged from hospital. 

Effective IPW was defined by the strength of the relationship between 

professionals/staff in their organisations and those in health and social care 

services. 

All reported their main relationships as being with LA staff rather than staff 

from the NHS. This reflected the source of their funding grants and 

contracts. LAs were also reported as more active in engaging other 

organisations in consultations than NHS services. Apart from contractual 

relationships, participants did not describe frameworks or structures that 

could help foster or sustain relationships across health and social care. 

Some organisations were currently contracting with PCTs to provide some 

services (usually short-term services e.g. an advice worker working with GP 

surgeries), but all reported spontaneously that it was difficult to engage 

with those involved in commissioning. 

There were few suggestions as to how one would judge if IPW was effective 

or not for the older person. One suggestion was there would no longer be 

‘squabbles’ between health and social care professionals as to whether the 

care would be paid for /delivered by someone from the NHS or someone 

paid for by the LA. Third sector participants did not believe they could 

influence or shape how they worked with the statutory sector. It was not a 

narrative of reciprocal working undertaken on behalf of the older person. 

5.4 Findings from the Consensus Event 

5.4.1 IPW ‘professional time’ versus ‘user need’  

Twenty one participants and the research team were present at this event. 
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Timing of IPW was a dominant theme. Discussion throughout the day 

focused on whether certain outcomes were always important or if priorities 

changed over time (for example, knowing who was co-ordinating care) and 

how older people and their carers might judge if they were being achieved 

or not. A measure of effectiveness was how accessible services were at 

different times of the day and over the different stages of ill-health. This 

referred to whether service availability fitted with Service user definitions of 

the right time i.e. when problems occurred outside normal Monday - Friday 

working hours. Linked to this was the need to know if different 

professionals involved met together to review and plan care, preferably 

with users and carers present.  

Participants felt that the presence of a written agreement between the 

user, the carer and the professionals was evidence of ‘good’ IPW. The  

document should set out what was wanted, what was possible, the 

professionals involved and when they would visit. All agreed that it should 

be a basic requirement that all involved ‘knew the full story’ (i.e. the 

Service user’s and carer’s previous service use and related health and social 

care needs). This could be used as an indicator of effective IPW. 

For many participants the limits of professional time (short visits and lack 

of overlap) limited the effectiveness of care because continuity and 

communication between key players from voluntary sector and statutory 

sector were often restricted.  

As an overall reflection on the proposed plan for data collection in Phase 

Two, the conclusions of the event were summarised as: 

‘The consensus was that the case study phase needed to consider the 

impact of IPW at different times of the Service user’s day, the timing of 

care can be as significant as what kind of service is provided and by whom.’ 

5.4.2 Themes from the discussion of what the stories revealed 

about IPW  

The use of vignettes (Appendix 3) was a valuable device to help 

participants focus on issues that might suggest whether IPW care was 

effective or not. Participants were split into three pre-allocated groups. The 

PIRG facilitators encouraged participants to use the stories (as informed by 

their own experiences) to discuss what it was about the detail of the events 

that informed their judgements about whether the IPW described was 

effective or not. Members of the research team took notes and acted as 

scribes for the groups. A review of the flip chart notes collected from the 

afternoon session identified five interrelated themes that were common 

across all four illustrative stories: 
 Communication 

 Control and choice 
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 Coordination of care  

 Confidence in care 

 Carer engagement 

Communication: Issues of communication related to questions of whether 

all those providing care knew the full story and shared a common language 

that the user could understand. Measures of effectiveness included:  

 Do the user and their carer feel listened to? 

 Can they initiate communications with different services? 

 Do they feel informed?  

 Is there written supporting information?  

Threaded through this discussion was a recurring theme about the 

sensitivities and importance of timing within effective communication in 

IPW for the user and carer. This was identified as particularly important at 

key points of vulnerability and confusion. 

Control: Participants agreed that being able to decide which and how many 

professionals and services visited were important indicators of effective 

IPW. They observed there was often an imbalance with some services being 

more useful and effective than others but they could not always influence 

which professional visited. Interestingly, it was equally important that users 

and carers could choose to hand over control at key points (for example, 

when they were too ill or tired) to a professional they trusted.  

Coordination of care Participants were experienced users of health and 

social care services and they recognised that IPW falls apart when there is 

poor coordination. Meaningful indicators of effectiveness were: that a user 

could name their key worker, that it was clear who was linking the user and 

the carer into a wider network of care, and that this person could be their 

advocate if needed. A pragmatic observation from one group was that 

within IPW there was a need from someone who ‘Provides a ‘bridge’ 

between what the system can offer and actual user needs’. 

Confidence in care This theme linked to choice and control and the 

importance of relationships but also covered issues such as the timeliness 

of care, certainty that services would be able to respond and would have 

the flexibility to provide access to a range of skills and services that 

matched need (i.e. not a standardised service).  

Carer engagement Partly because of the group composition, the needs of 

carers and how they encounter IPW were a recurrent theme. All discussion 

groups argued that it was important to look at effectiveness of IPW 

(communication, control and choice, coordination and confidence in care) 

from the two perspectives of user and carer. 
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Within the group discussion participants were unsure how they could assess 

whether a user or their carer had the right mix of professional care. Most 

saw that it was important for professionals to review users’ needs at each 

stage of the care process. The researchers asked what would the 

consequences of effective IPW look like? Participants suggested: 
 The user is relaxed  

 The user is not depressed  

 The user is less anxious than they were prior to receiving services  

 The user gets the outcome they wanted and is part of the decision 

making process (e.g. wishing to die at home).  

 Carers are happy with their role and outcomes of care 

 Carers are acknowledged and supported by services and their needs 

are addressed 

 Carers do not have regrets about services received once their loved 

one has died 

 When there is evidence of clear leadership within IPW  

 When there is evidence of a negotiated care plan and proactive/timely 

care. 

The last hour of discussion intended for drawing together of themes was 

curtailed by a fire alarm and evacuation of the room. Despite this 

interruption, the discussion and emerging consensus suggest that for the 

participants, effectiveness was inextricably linked with the process and 

timing of care, together with their perceptions of the importance of a 

relationship with key professionals and service responsiveness.  

The following questions were developed subsequently by the research team 

as the basis of the interview guides with users and carers in Phase Two. 

These questions were circulated for comment to the participants in the 

weeks after the consensus event: 
 Were you aware of the services available to you?  

 Was provision timely?  

 Was there clarity about the limitations of the services that could be 

offered?  

 What choices were open to you?  

 Were there services you did not receive that you think could have 

improved the quality of care?  

 Was the offer realistic – or were you promised services that did not 

happen?  

 Did you have access to clear information – both written and verbal?  

 Did the service change how you felt (e.g. remove feeling of terror at 

living at home after a hip operation)?  

 Were the service providers enthusiastic?  
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5.5 Discussion 

The findings of this consultation with  Service users, carers and their 

representatives echo the findings of Freeman (152)and Parker et al.’s (153) 

subsequent synthesis and reworking of a conceptual understanding of 

continuity as applied to different patient groups. Particularly relevant is 

Parker et al.’s conclusion that very often it is the process of care that 

becomes the outcome. Participants found it challenging to disentangle the 

experience of IPW from its impact but were clear what components of the 

process led to a good or bad outcome.  

It was striking that users and carers both in individual interviews and as 

part of the consensus event, stressed the significance of when IPW was 

provided as well as how and by whom. Moments of crisis or transition could 

change what effective IPW might look like. This definition of effectiveness 

was predicated on an assumption that different professionals/services could 

be flexible, especially in situations when the user or their carer was either 

too ill or too tired to take the lead. The findings reinforced the value of 

tracking the support users and their carers receive over time and provided 

an additional impetus to consider the different configurations of IPW at key 

points or events.  

5.6 Conclusion  

The interviews and consensus event described in this chapter demonstrate 

that valued outcomes from IPW might differ for those in periods of stability 

from those at points of transition and change. The findings suggest some 

characteristics of effective IPW and that process outcomes and relationship 

behaviours might be as important as the end points. This is perhaps 

unsurprising in a population where engagement with services and individual 

practitioners is often over long periods of time.  

The findings from this element of the study fed into the case studies that 

comprised Phase Two of this investigation, which is the subject of the next 

two chapters. 
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6 Phase 2: The Case Studies  

This chapter describes the case study methodology, the sites selected, 

characteristics of study participants, service utilisation and costs, evidence 

of improvement or decline in health, and the involvement of different health 

and social care services over a nine month period. It compares the 

expectations of older people and their carers across the different IPW 

models, how this influenced their definitions of effectiveness and how the 

processes of IPW supported or inhibited continuity of care and integrated 

working across multiple organisations. The chapter ends by considering 

professionals’ accounts of what effectiveness looks like in IPW, the 

mechanisms that support it, and the relative costs of the different models. 

 

6.1 Methods  

The methodology for Phase Two drew on a nested comparative case study 

framework (154). Three pairs of case study sites (n=6) were investigated, 

with each pair selected for having one of the three models of IPW across 

health and social care that had been identified in Phase One. These were: 

1. Case Management - IPW is organised around a case manager. 

2. Integrated team - health and social care professionals form a specific 

team working with a pooled and shared budget and defined functions; 

3. Collaboration - professionals working in loose associations to support 

the older person with complex needs over time; 

Case study sites represented a diversity of geography, population, and 

levels of structural integration in health and social care economies. 

Identification and recruitment of the sites and their multi-professional 

teams were informed by the findings of the survey in Phase One, 

expressions of interest to participate in further research received during the 

survey, the opportunities for comparison and learning, and the presence of 

local implementation of policy initiatives current at the time. This work is 

described in Chapter 6. 
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6.1.1 The Recruitment Processes 

We aimed to recruit 3-5 professionals at each site, and through them to 

recruit the last 15 Service users referred to the IPW group at that site. 

From our previous research (155) we knew this would spread the 

recruitment activity and help preserve the anonymity of individual 

professionals in the analysis. Recruitment was undertaken through 

meetings with groups of health and social care professionals organised by 

their managers. Information about the study and the commitment involved 

was provided, and the professionals were invited to participate.  

To ensure that Service users and their carers did not feel coerced to 

participate by those involved in their care, we asked the professional only 

to identify eligible participants as defined by the study criteria and to 

provide them with a brief information sheet about the study. The criteria for 

inclusion were: recently joined the caseload, capacity to understand and 

consent to participate in the study, and expected to be on the caseload for 

the coming year. Individuals were not approached if, in the judgement of 

the professional, they had a mental health problem (not caused by the 

ageing process), were terminally ill or did not have capacity to consent in 

the moment (156). 

Service users interested in participating in the study were asked either to 

return a reply slip in a pre-paid envelope or to telephone or email the 

research team to indicate they were happy to discuss possible involvement 

with a member of the team. The Service user was then provided with 

Participant Information Sheet and a consent form, and given 48 hours to 

consider the information before further contact by a researcher. It was 

made clear from the start that the decision whether to take part in the 

study was entirely voluntary and would not affect their care in any way. At 

every stage verbal consent to continue was obtained and the opportunity 

offered to defer or shorten the time for involvement in the study.  

Once a Service user had decided to participate in the study, they were 

asked if they had an informal carer, e.g. family member, who could also be 

approached to take part in the study. If so, they were provided with 

information about the study and given 48 hours to consider if they want to 

participate. It was stressed to both the older person and carer that the 

involvement of the carer was not to discuss or disclose any personal 

information about the Service user, but to enable the research team to 

understand how different models of IPW are understood by carers and how 

this contribution affects them and the care they provide. 

6.1.2 Data collection  

At each site, face-to-face semi-structured interviews using topic guides 

(140) were conducted with Service users, carers, professionals working 
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with the users, and members of the IPW managerial team. Interviews were 

recorded, transcribed and analysed thematically (157). In addition, 

strategic operational and performance review documents were obtained 

and documentary review undertaken (158). 

This study used a longitudinal qualitative design to capture the Service 

user’s experience over time and at key events, identifying changes in 

narrative and interpretation of effectiveness as a recipient of IPW (159). 

This approach also enabled us to document frequency of contact with 

services, patterns of service provision, shifting priorities and the impact of 

any organisational change. Several data collection methods were used: 

including semi-structured interviews, observation, and validated 

instruments for assessing the health and social circumstances of the 

Service user. The data collection process with each type of informant is now 

described.  

Service users. Assessments were conducted three times (T1, T2, T3) at 

roughly 20-week intervals over a period of nine months. The interview topic 

guide sought to establish their health and social care status, perceived 

wellbeing and needs, the care they received, from whom, and their 

experiences and perceived outcomes of IPW. At the first assessment (T1) a 

baseline picture of the Service user’s health and social care needs was also 

established through validated measures, including quality of life (160) and 

frailty (161). In establishing the measure of frailty to be used, we reviewed 

those available and published a paper arguing that these may also be 

particularly suitable for evaluating the effectiveness of interprofessional 

working with community-dwelling older people (5). Frailty is a multi-

dimensional construct that seeks to encompass the influence of multiple 

factors on the vulnerability of the individual to adverse outcomes. In 

principle, IPW should be well-placed to address these factors in a joined-up 

way. Various measures of frailty have been developed for a variety of 

purposes, including case identification and risk assessment, but its potential 

as an outcome measure has not been explored in detail. The Edmonton 

Frailty scale was selected for this study because it addresses a range of 

health and social care issues of interest in IPW, can be applied by non-

specialists, and has been suggested as suitable to register change over 

time (161). These measures were repeated at the final assessment (T3).  

Interviews at T2 and T3 used topic guides that focused on reviewing their 

experiences over the past 20 weeks, any changes in services received, and 

perceptions of IPW outcomes. At these interviews, the Service user was 

asked to identify the health or social care professional most closely involved 

with them at that time point. With their permission, the professional team 

approached this professional to interview at T2 and T3.  
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Family carers. Interviews were conducted at baseline (T1) and 9 months 

later (T3). The topic guide focused on the types of informal/unpaid care 

provided, and the effect of IPW on their carer, their wellbeing, and their 

relationship with the person they care for.  

Health and social care professionals. Interviews were undertaken at T1 

with the professional who introduced the service user to the research team. 

The topic guide focused on a) the extent and mechanisms of IPW for that 

person to achieve their care, support or treatment objectives and b) the 

professional’s experience of IPW in their current post. This was repeated at 

T2 and T3, though in some cases this was not with the professional 

interviewed at T1 - this was particularly true for those Service users 

introduced through a time limited integrated team service. In addition to 

interviews, structured data were collected about the detail of services 

received. Two sources were used for this: the users and carers, and – with 

the user’s permission - any notes, assessments, care plans and documents 

created through IPW . 

The service-use inventory was based on the Client Service Receipt 

Inventory (162) but augmented with further detail. A comprehensive list of 

professionals and services was compiled spanning all sectors: primary and 

community (GP, practice, district and community nurse, specialist nurse, 

community matron, health care assistant, pharmacist, physiotherapist, 

therapy assistant, occupational therapist, speech and language therapist, 

dietician, intermediate care, chiropodist, dentist, optician, mental health 

consultant); hospital visits (outpatient, day hospital, A&E, inpatient); social 

care (social worker, care manager, day centre, meals on wheels, home care 

workers); and voluntary and private services. For primary and community 

services, a distinction was drawn between clinic consultations, home visits 

and telephone contact. Participants were asked to report their use of each 

item over the previous period: T1 (baseline) covered the three months prior 

to recruitment to the study; T2 and T3 covered the period since the 

previous interview. Paid social care was recorded on a one week basis, 

assuming the cycle of care would be repeated each week, and was 

calculated for the each period by multiplying by the number of weeks in the 

time period.  

In addition to the client-specific data detailed above, more general 

information was sought regarding the structural, organisational and 

infrastructure mechanisms relevant to IPW effectiveness and outcomes for 

that particular site. In some cases this information was obtained from one 

of the professionals already identified; in others, it was provided by a 

senior staff member or manager with responsibility for the IPW model that 

was being evaluated. 
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6.1.3 Analytical synthesis  

Interviews were recorded, transcribed and analysed through a thematic 

framework methodology (163) using NVivo software (QSR) an approach 

that Lewis has described using with qualitative longitudinal data (159). 

Documents were analysed through the same thematic framework (140). 

Statistical data from validated assessment tools, the Service user’s account 

of services received, and the professional records covering service activities 

were analysed using SPSS software (IBM). In addition, the individual 

Service user’s experience over time was analysed using visual plots 

generated through the Microsoft Visio software (Microsoft Office). These 

plots allow the multiple elements and variables in a complex case study to 

be illustrated, and  so can facilitate analysis by enabling identification of 

patterns and potential links between elements.  

The findings generated from the different elements were synthesised 

through two levels of analysis: 1) the model of the IPW and 2) cross-case 

comparisons investigating how the different contexts and mechanisms 

affect the outcomes for the Service user. To facilitate further comparison 

and the development of an explanatory model, analysis was then 

undertaken within and across sites. Data from the case studies were 

analysed to describe the features and impact of interprofessional and team 

working on outcomes.  

 

6.1.5 Economic Evaluation 

Consideration of the resource implications of different approaches to IPW 

was embedded in both phases of the study. Papers identified for the 

systematic review were appraised for evidence of the relative cost-

effectiveness of different models. The national survey of IPW considered 

funding, incentives and resource drivers. In phase 2, health and social care 

services delivered by team members, voluntary sector utilisation, informal 

caring and self-management were documented and costed for individual  

Service users. The skill mix and relative contribution of different 

practitioners were compared across models and sites and related to 

outcomes using a cost consequences framework (164). This incorporated 

the perspectives of the health and social care service managers, Service 

users, carers, and practitioners. 

User-level data were entered into SPSS for analysis, and service utilisation 

(number of contacts of individual items and group means) were compared 

between models at each time point and for the whole period. The range of 

services used by participants over the study period was calculated, and 

factors (patient characteristics and model of care) associated with the 

number of professionals and services accessed were explored. Costs (£, 
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2010) of services used were calculated by multiplying items of service use 

by nationally validated unit costs (Appendix 6). 

 

6.1.6 Ethics and Research Governance 

The Phase Two cases studies were approved by the Southampton & South 

West Hampshire NHS Research Ethics Committee, REC ref 09/H0502/127.  

Research governance permissions were obtained from all the research 

governance offices for the NHS service provider organisations who were 

introducing the research team to Service users. During this process, the 

guidance changed regarding provision of research passports to researchers 

not employed by the NHS. The shortest time from the NHS managers 

agreeing to participate to the research team having all the requisite 

research governance paperwork in place was five months; the longest was 

eight months.  

 

6.2 Results  

6.2.1 Case study sites 

This section provides contextual detail about the case study sites derived 

from our review of LA and PCT documents, Public Health reports and 

community health services’ quality accounts and annual reports. Following 

the survey in Phase One, nine sites in the South and East of England 

expressed interest in participating in the next phase of the study. After 

further discussions and consideration of factors, representing the greatest 

diversity in population, socio-demographic characteristics, and health 

economies, six community-based services working under the three different 

IPW models (Appendix 11) and in six different LA areas agreed to 

participate. One site was an inner city area (A5), two were urban areas (A1, 

A3), two were suburban bordering on more rural areas (A2, A4) and one 

was in a rural, shire county area (A6). The population demographics of the 

areas are given in Table 5. 

Two sites were in Unitary Authority areas. Two were in PCTs which spanned 

more than one Local Authority. Details of LA spend on adult social care 

services are provided in Table 6. Each LA site reported reduction in 

government funding following the Comprehensive Spending Review of 

October 2010 (165). The sites also varied in the size of the local health care 

economy with PCT budgets ranging from £300 million to £825 million, 

reflecting the different sizes of population and the presence of teaching and 

tertiary care hospitals in two of the sites. All sites had commissioning PCTs 
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that implemented financial efficiency savings targets throughout the period 

of the study.  
 

Table 5 Population characteristics in the case study sites* 

 

Source: 2001 census (www.ons.gov.uk/ons/guide-method/census/census-2001/index.html) 

Data has been rounded up to protect anonymity. *www.oneplace.audit-commission.gov.uk. 

*Data in bands to preserve anonymity 

 
Table 6 Local Authority budgets for adult social care  

 A1 A2 A3 A4 A5 A6 

Local Authority 
net spend on 
adult social 
care (range) 

£45 - 
£50 
million 

£45 - 
£50 
million 

£45 - 
£50 
million 

£45 - 
£50 
million 

£80 - 
£85 
million 

£145 - 
£150 
million 

Sources: Local Authority annual reports and statement of accounts for financial year 

2009/2010. Data given in bands to maintain anonymity 

All areas had produced Joint Strategic Needs Assessments (JSNA) for their 

local populations which were joint LA and PCT documents. All LAs and PCTs 

had strategic plans which outlined their plans for addressing the needs of 

older people and those with long term conditions. Their objectives reflected 

national policies and priorities, such as supporting wellbeing, enabling older 

people to remain independent at home, providing care closer to home and 

reducing unplanned hospital admissions. All had joint commissioning 

 England 
Average 

A1 

 

A2 A3 A4 A5 A6 

Local Authority 
Population (000s) 

 150-
200k 

150-
200k 

150-
200k 

150-
200k 

200-
250k 

500-
550k 

Density (number of 
people per hectare) 

3.77 40-45 40-45 40-45 40-45 75-80 25-30 

Black and minority 
ethnic group pop. (%) 

6 25-30 10-15 25-30 10-15 25-30 10-15 

Retired Persons (%)  13.54 11 11 11 11 7 9 

Pensioners owning 
their own home (%) 

68 70 74 70 70 50 61 

Age > 60 in income 
deprived households 
*(%) 

 22% 

(in 

worst 

20%) 

14% 

(av.)  

 

22% 

(in the 

worst  

20% 

16% 

(av.) 

25% 

(in 

worst 

10%) 

13% 

(av.) 
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arrangements for older people’s services and funded a broadly similar 

range of services reflecting national policies and priorities, although there 

were variations in volume, intensity and types of providers of services 

between sites. All had re-enablement teams, rapid response teams, 

community rehabilitation teams and community matrons. None had specific 

health service provision for care homes. One site used Health Act 

flexibilities to pool budgets between the LA and the PCT for older people’s 

services. Four sites had been working on integrated care pathways between 

general practice and secondary care for people with specific long term 

conditions, e.g. COPD. 

The number of general practices in the PCT area of each site ranged from 

under 35 in site A1 to over 75 in site A6. All sites had practice based 

commissioning groups and five included GP commissioning pathfinder 

consortia in their areas. Following the introduction of the NHS White Paper 

2010 (14)there were further developments of GP commissioning consortia 

in preparation for clinical commissioning groups.  

The sites also varied in their assessed performance of public services for 

older adults, with some sites achieving good performance for some 

indicators but none being in the highest performing group of LAs for all 

indicators (Table 7).  
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Table 7 Performance indicators of public services for older people 

by the Local Authority of each case study site in 2009 

 A1 A2 A3 A4 A5 A6 

Percentage of residents 

who believe older 

people receive the 

support they need to 

live independently 

26% 

(in the 

lowest 

20%) 

24% 

(in the 

lowest 

10%) 

 

26% 

(in the 

lowest 

20%)  

23% 

(in the 

lowest 

10%) 

 

20% 

(in the 

lowest 

5%) 

28% 

(in the 

lowest 

30%) 

People with a long-

term condition 

supported to be 

independent and in 

control of their 

condition 

63% 

(in the 

worst 

5%) 

79% 

(in the 

best 

25%) 

63% 

(in the 

worst 

5%) 

79% 

(in the 

best 

25%) 

 

66% 

(in the 

worst 

10%) 

79% 

(in the 

best 

25%) 

Older people receiving 

direct payments at 31 

March 2009 per 

100,000 population 

Over 150 

(average) 

Over 300 

(in the 

highest 

20%) 

 

Over 150 

(average) 

Over 300 

(in the 

highest 

20%) 

 

Over 160 

(average) 

Over 180 

(in the 

highest 

30%) 

Older people helped to 

live at home per 1000 

population aged 65 or 

over 

50-60 

(in the 

lowest 

20%) 

90-100 

(in the 

highest 

third) 

 

50-60 

(in the 

lowest 

20%) 

90-100 

(in the 

highest 

third) 

 

90-100 

(average) 

70-80 

(in the 

lowest 

25%) 

Older people aged 65 

or over admitted on a 

permanent basis in the 

year to residential or 

nursing care 

50-60 

(in the 

lowest 

20%) 

50-60 

(in the 

lowest 

10%) 

 

50-60 

(in the 

lowest 

20%) 

60-70 

(in the 

lowest 

20%) 

50-60 

(in the 

lowest 

10%) 

60-70 

(in the 

lowest 

third) 

Acceptable waiting 

times for assessment 

83% 

(in the 

lowest 

20%) 

90% 

(average) 

 

83% 

(in the 

lowest 

20%) 

77% 

(in the 

lowest 

5%) 

86% 

(average) 

84% 

(in the 

lowest 

25%) 

Source: www.oneplace.audit-commission.gov.uk 

All the sites experienced organisational and operating changes during the 

period of involvement in the study. These generally arose as a result of 

local implementation of national policy initiatives, with often consequent 

impact on interagency and interprofessional working. Five sites were 

experiencing PCT reorganisations and mergers as a result of the NHS White 

Paper 2010 signalling the demise of PCTs (14). All sites also experienced 

mergers of the community services provider organisations with either acute 
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hospital Trusts or other community provider services. Most were aiming for 

Foundation Trust status, under the Transforming Community Services 

policy(166). Consequent effects in some sites on local community health 

service teams included changes in patient population groups, changes in 

working arrangements with general practices, and relocation of staff into 

hospitals from health centres. The continued implementation of the 

personalisation of publicly funded support to older adults under the 

Transforming Adult Social Care Initiative (167) was more visible in some 

sites than others. 

6.2 Health and social care staff working in one of three 

models of IPW 

Older people were recruited to the study through introduction by health or 

social care staff working under one of three models of IPW (Appendix 11). 

Table 8 describes the type of model of IPW in each site. 

 
Table 8 Models of IPW by site (N=6) code 

Model of IPW Urban Suburban/Rural 

Case Management A1 A2 

Integrated A3 A4 

Collaborative A5 A6 

 

The A1 staff working in a case management type model were 

community matrons. They were based in a centralised office shared with 

other primary care staff, mainly from other nursing professions, and 

worked with multiple GP practices in the local area. Referrals to this service 

were mostly through GPs, some referrals were made from the acute sector 

and a small proportion from professionals of other health or social care 

disciplines. Multiple hospital admissions and complex conditions were the 

main referral criteria. Historically patients had remained on the case 

managers’ caseloads, however discharge criteria were changing due to 

pressures on the services and where appropriate, support would be 

withdrawn or moved to another service provider. During the course of the 

study this service altered by increasing the caseloads of the community 

matrons and reducing the time scale for turning round referral 

assessments. 

In contrast, the A2 staff working in a case management model were 

community-based clinical specialist nurses. These were based in health 

centres at the commencement of the study and then moved to centralised 
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offices in hospital buildings. They worked closely with hospital based 

consultant teams. Patients were referred to them through the consultant 

teams, GPs and some other health professionals. These patients came from 

a defined geographical area. Patient records were electronic but not linked 

to any other services. During the course of the study these nurses altered 

location and some were reorganised to join a new integrated team, with 

therapists. 

The A3 staff worked in an integrated team model. They were members of 

multi-disciplinary community rehabilitation team providing a 6 week time-

limited service to any age adult, for post hospital support. A3 LA funded 

one team which paid for a number of social workers. This team had access 

to LA funded care home beds (contracted with certain care homes) that 

could be used to facilitate a move from hospital to home. Their Service user 

records were paper notes, although the LA social work staff used the social 

services IT system. Most communication took place through regular team 

meetings and informal discussions between professionals. 

The A4 staff likewise worked in an integrated team model. They were 

members of a multi-disciplinary community rehabilitation team providing a 

6 week time limited service to any age adult, for post hospital discharge for 

neurological conditions. This team included different types of therapists and 

nurses but no specific social worker. Referral to the team had to be from 

hospital services and patients could live anywhere in the LA. Their patient 

records were paper and electronic but did not link to any other service. 

Therapists on the team rotated through community and hospital teams on a 

six monthly basis.  

The A5 staff worked in a collaborative model. They were members of a 

district nursing service that included community matrons and health care 

assistants. Therapists, social workers and other nursing teams were co-

located in the same building. Their patients were those registered with 

named general practices within the local area and were unable to leave 

their home for lack of mobility or appropriate assistance. The patients 

referred themselves, or this was done by GPs, by hospital staff, or by other 

health and social are professionals. The patient records maintained by this 

team were both paper and electronic but neither linked to other services. 

Towards the end of data collection the community matron members of this 

team were realigned with other services that aimed to identify people at 

risk of hospitalisation before they had an unplanned hospital admission. 

The A6 staff worked in a collaborative model. They were members of a 

community nursing service that included community matrons and aimed at 

reducing unplanned hospital admissions. Referrals were mostly received 

from GPs or the acute hospital sector, additionally referrals were accepted 

from other health and social care professionals with whom the teams 
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collaborated. Their patient records were electronic but were not linked to 

other services. During the course of the study managers changed the 

locality the team was responsible for and there were moves to prioritise 

cases to focus on admission avoidance. 

6.2.1 The older people in the study 

Across the 6 sites, the staff introduced members of the research team to 68 

older people who had expressed an interest in the study. Of these 62 older 

people agreed to participate. Recruitment to this number took six months. 

Of the 62 older people, 21 were introduced by a staff member from a case 

management model of service, 18 by a practitioner working in an 

integrated team model and 23 by a practitioner working from a 

collaborative model. Slightly more women than men agreed to participate 

and they were spread across the age deciles. The majority of participants 

(82%) were of white British ethnicity. A further 11% were ‘white other’ and 

6% were from minority groups.  

Just over half (53%) of the patient participants lived with others at time 1 

and the majority of these lived with their spouse. Forty two percent lived 

alone with 5 percent living in a care home. Nearly two-thirds (61%) of 

participants introduced by the collaborative model staff lived alone, 

compared to less than a third of those introduced via a case management 

model staff member. Only the staff of integrated model introduced 

participants living in care homes at T1. Twenty seven percent lived in 

rented accommodation, with no differences in rates between owner 

occupied or rented accommodation between the types of IPW introducing 

the older person.  

Older people introduced via the case management model and the 

collaborative model in the two suburban/rural sites reported the highest 

average number of medical diagnoses. The baseline characteristics of 

participants are compared by model in Table 9. There were significant 

differences between models in mean age, number of medical conditions and 

reporting of having a family carer. Patients recruited by the integrated 

teams were younger, and with fewer co-morbidities, than those in the other 

models. Mean health related quality of life and frailty were not significantly 

different between patients in the three models.  

 

There was large variability in the time that participants reported at baseline 

that they had been with their providers prior to recruitment to the study, 

but no significant difference in the mean time between models. Even 

though the integrated teams provided six week time limited interventions, 

12 of the 18 people recruited to that model reported a longer time with the 
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team (eight reported between 3 and 6 months; three reported 11 months, 

and one over 9 years). 

 
Table 9 Baseline characteristics of participants and comparison 

across models 

 

At baseline the older people had a range of frailty scores. Using the 

categories used by other researchers using the Edmonton Frailty score (9) 

at baseline, 10 percent had severe frailty, 18 percent moderate frailty, 33 

percent mild frailty and 26 percent an apparent vulnerability to frailty and 

13 percent scored below these thresholds. 

6.3 Participation over nine months   

Sixty two people participated in T1 interviews. By the T2 interviews, eight 

people had died, three declined to continue and four declined the interview 

but gave consent for information about themselves and their care to be 

Characteristic Case management 
(N=21) 

Collaborative 
(N=23) 

Integrated team  
(N=18) 

Total 
(N=62) 

Significant difference 
between models 

N % N % N % N % Chi Square 

Gender Male 11 52.4 6 26.1 10 55.6 27 43.5 p =.102 

Living 
situation 

Home 19 90.5 19 82.6 13 72.2 51 82.3  
p =.081 Assisted 2 9.5 4 17.4 2 11.1 8 12.9 

Institution 0  0  3 16.7 3 4.8 

Live alone Alone 6 28.6 14 60.9 6 33.3 27 41.9 p=.087 
(alone vs. 
others and 
institution) 

With others 15 71.4 9 39.1 9 50.0 32 53.2 

Institution 0  0  3 16.7 3 4.8 

Has family 
carer 

Yes  
(vs. No) 

14 66.7 6 26.1 8 44.4 28 45.2 p =.026 

Has paid 
(social) carer  

Yes  
(vs. No) 

7 33.3 15 65.2 8 44.4 30 48.4 p =.099 

Ethnicity White  
(vs. other) 

21 100 20 87.0 17 94.4 58 93.5 Ns 

  Mean 
Min 

SD 
Max 

Mean 
Min 

SD 
Max 

Mean 
Min 

SD 
Max 

Mean 
Min 

SD 
Max 

ANOVA 

Age  Years 79.14 
61 

8.84 
93 

80.83 
64 

9.86 
101 

71.33 
60 

7.43 
89 

77.50 
60 

9.61 
101 

p =.003 

Main medical 
issues 

Number 4.38 
1 

1.99 
8 

5.00 
1 

2.15 
10 

2.61 
1 

1.38 
6 

4.10 
1 

2.12 
10 

p =.001 

Prescription 
medications 

Number  
10.24 
3 

 
4.43 
18 

 
11.48 
1 

 
7.50 
29 

N=17 
8.29 
2 

 
5.24 
20 

N=61 
10.16 
1 

 
6.01 
29 

p =.257 
(not signif) 

Health-
related 
quality of life 

EQ-5D VAS 
(0 -100 
best)(168) 

 
62.86 
25 

 
18.54 
100 

N=21 
67.71 
20 

 
21.15 
100 

N=14 
67.14 
35 

 
18.58 
95 

N=56 
65.75 
20 

 
19.37 
100 

p =.69 
(not signif) 

Frailty score Edmonton 
(0-17 most 
frail)(169) 

 
8.10 
4 

 
2.23 
12 

N=22 
8.27 
3 

 
2.81 
14 

N=16 
8.28 
4 

 
2.16 
12 

N=61 
8.21 
3 

 
2.40 
14 

p =.963 
(not signif) 

Time with 
team 

Days N=19 
374.2 
3 

 
561.8 
1850 

N=21 
409.4 
0 

 
356.1 
1613 

N=18 
258.1 
27 

 
696.4 
3033 

N=57 
353.6 
3 

 
540.0 
3033 

p =.705 
(not signif) 
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shared with the researchers by the professional they considered to be their 

main contact. At T3 interviews, three further people had died and six 

declined an interview but gave us permission to contact a named 

professional for information about themselves and their care (see Table 

10). 
 

Table 10 Participation over nine months of the study (n=62) 

  number Participating in 
study 

T1 Interviewed 62 62 

T2  Interviewed 47 

51 
Consented to professional sharing information only  4 

Declined to continue 3  

Died 8 

T3 

 

Interviewed 44 

50 Consented to professional sharing information only 6 

Died  1  

 

6.4 Economic Analysis 

6.4.1 Introduction 

The economic analysis focussed on describing the range and frequency of 

health and social services used by patients recruited to the study, and 

comparing utilisation across models of IPW. A micro-costing analysis was 

conducted to capture patient–level resource implications, and explore 

differences in costs within and between models. Although there was 

variation in the timing of T2 interviews, there was no significant difference 

between IPW models in the mean number of days that participants were in 

the study (i.e. between T1 and T3) (Table 11). The analysis of service use 

and costs therefore concentrated on the 50 participants who remained in 

the study for the full nine month observation period. There was no 

significant difference between patients who completed the study and those 

dropping out on any baseline characteristics, but comparisons were limited 

by the small sample size (data not shown). 
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6.4.2 Methods 

Service use data were collected during interviews with participants. A 

comprehensive list of professionals and services was compiled spanning all 

sectors: primary and community (GP, practice / district / community 

nurses, specialist nurses, community matron, health care assistant, 

pharmacist, physiotherapist, therapy assistant, occupational therapist, 

speech and language therapist, dietician, intermediate care, chiropodist, 

dentist, optician, mental health consultant); hospital (outpatient, day 

hospital, A&E, inpatient); social care (social worker / care manager, day 

centre, meals on wheels, care workers); voluntary; private. For primary 

and community services, a distinction was drawn between clinic 

consultations, home visits and telephone contact. Participants were asked 

to recall and self report their use of each item over the previous period: T1 

(baseline), covered the three months prior to recruitment to the study; T2, 

covered the period between baseline interview and second interview; T3 

(final) covered the period between second and third interview. Since many 

recipients of social care have multiple contacts over a week, the calculation 

of total contacts over the three month recall period was considered to be 

too onerous, and participants were instead asked to report at each 

interview their utilisation of paid (social) care for a typical week during the 

reporting period. A total for the period was then calculated by multiplying 

the weekly utilisation by the number of weeks in the time period. 

Participants reporting use of social care services were asked who paid for 

these  (self pay vs. Local Authority / social services). 

Patient level data were entered into SPSS for analysis. Total primary and 

community service contacts for each patient were calculated for each 

professional, disaggregated by mode of contact (clinic visit, home visit, 

telephone), for each time period (T1, T2 and T3), and over the whole study 

period (T1+T2+T3), and frequencies examined. The number of patients 

accessing each service (vs. nil utilisation) was identified to provide an 

indication of variability between patients. Total contacts for each 

professional (clinic visit + home visit + telephone) was calculated for each 

time period and over the whole study period, and summary statistics were 

produced. Differences in utilisation between models were explored using 

Kruskal-Wallis tests.  

For each hospital, social care and voluntary sector service, total utilisation 

by patients in each model was calculated, and the number of patients 

accessing each service was identified, for each time period, and over the 

whole study period, and summary statistics were produced.  Differences in 

utilisation between models were explored using Kruskal-Wallis tests.  

The total number of different professionals or services ever contacted by 

each participant over the study period was calculated, to provide an 
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indication of the extent of IPW. Differences between models were explored 

using ANOVA, and confirmed using (non parametric) Kruskal-Wallis tests. 

Associations between patient characteristics and the total number of 

professionals and services accessed were explored using Pearson’s 

correlation and unpaired t tests, as appropriate.  

Costs of each professional and service used by each participant were 

calculated in pounds sterling, 2010, by multiplying each item of service 

used by nationally validated unit costs (Appendix 6). Costs were summed 

by category (primary (GP), community, inpatient, other hospital, paid care 

worker (social), voluntary), and overall, and compared across models using 

Kruskal-Wallis tests. 

 

Table 11 Time (days) between interviews, and comparison across 
models 

 

Intervals 
between 
interviews  

Case management 
N= 21 

Collaborative 
N= 23 

Integrated team 
N= 18 

Total 
N=62 

Signif. 
diff.  
 
ANOVA 

N Mean 
Min 

SD 
Max 

N Mean 
Min 

SD 
Max 

N Mean 
Min 

SD 
Max 

N Mean 
Min 

SD 
Max 

T1-T2 15 150.1 
125 

22.7 
190 

20 142.5 
119 

13.3 
180 

13 161.4 
130 

16.9 
185 

48 149.9 
119 

19.0 
190 

p=.015 

T2-T3 15 128.7 
74 

25.1 
182 

18 136.3 
98 

19.4 
183 

13 116.9 
77 

23.9 
165 

46 128.4 
74 

23.5 
183 

p=.074 

T1-T3 18 279.4 
251 

14.1 
310 

18 278.8 
257 

16.8 
314 

13 278.2 
253 

16.6 
319 

49 278.9 
251 

15.5 
319 

p=.978 

6.4.3 Service use – comparison between models 

Contacts with the same professional or service were summed (i.e. in clinic 

+ home visit + phone), for primary and community services, and model 

means were calculated and compared. Frequencies of service use (all items 

separately) for each time period and model are reported in Appendix 12.  

The highest frequencies of contacts were reported with nurses, community 

matrons and physiotherapists. For many services, a relatively small number 

of patients accounted for a large proportion of the reported contacts (i.e. 

many participants reported no use of the service). Consistent with the time 

limited nature of the interventions, contacts with physiotherapists, therapy 

technicians and occupational therapists decreased over the time period of 

the study (Appendix 12). 

The total number of contacts with each professional or service (separately 

for home, clinic and phone, when applicable: a total of 62 different items) 

was calculated for the 50 participants who completed the study by 

summing reported contacts across the whole study period (T1+T2+T3). 
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Totals were compared across models. Significant differences (p<.10) were 

found between models on six primary and community care items (Table 

12). There was no significant difference between models in reported use of 

hospital, social care or voluntary services.  

 
Table 12 Comparison of models in utilisation of professionals or 
services (all items separately) across whole study period, for 50 
patients providing data at each time point* 

T1+T2+T3 
 
Professional or service 

Case management  
(N=18) 

Collaborative 
(N=19) 

Integrated 
team  

(N=13) 

Significant 
difference 
between 
models 

Mean 
Max 

SD 
Min 

Mean 
Max 

SD 
Min 

Mean 
Max 

SD 
Min 

ANOVA 
 P 

Community matron 
home visits 

18.0 
65 

18.46 
0 

15.26 
57 

17.54 
0 

.69 
9 

2.50 
0 

.009 

Community matron 
phone calls 

6.39 
30 

7.91 
0 

3.79 
18 

5.84 
0 

.62 
8 

2.22 
0 

.041 

Health care assistant 
home visits 

4.89 
22 

5.79 
0 

.16 
2 

.50 
0 

.38 
4 

1.12 
0 

<.0005 

Primary / community 
physiotherapist home 
visits 

.78 
6 

1.77 
0 

1.58 
13 

3.27 
0 

13.83 
38 

13.44 
0 

<.0005 

Occupational therapist 
home visits 

.22 
1 

.43 
0 

.65 
3 

.96 
0 

10.31 
38 

12.75 <.0005 

A&E contacts 
 

1.67 
9 

2.57 
0 

.68 
5 

1.49 
0 

.15 
1 

.38 
0 

.067 

* Data not shown for items where no significant differences between models were found 
(p>.10) 

Differences in the utilisation of primary and community professionals and 

services appear to reflect the characteristics of the models and the patients 

they serve. Community matron home and phone contacts were significantly 

higher in the case management and collaborative models where community 

matrons deliver the care, whilst home visits from physiotherapists and 

occupational therapists are higher for patients in the integrated 

rehabilitation teams.  Patients in the case management and collaborative 

models are older and have more medical conditions than those treated in 

integrated teams. Those receiving case management report higher use of 

health care assistants and (marginally) of A&E than those in the other 

models (Table 12). This pattern is confirmed when clinic, home and phone 

contacts with primary and community professionals or services are summed 

across whole study period and compared between models (Table 13).  
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Table 13 Comparison of models in utilisation of primary and 
community professionals or services (with home, clinic and phone 

contacts summed) across whole study period, for 50 patients 
providing data at each time point * 

T1+T2+T3 
 
Professional or 
service 

Case management  
(N=18) 

Collaborative 
(N=19) 

Integrated team  
(N=13) 

Significant 
difference 
between 
models 

Mean 
Max 

SD 
Min 

Mean 
Max 

SD 
Min 

Mean 
Max 

SD 
Min 

ANOVA 
 P 

All community 
matron contacts 

24.78 
81 

23.77 
0 

19.32 
63 

20.30 
0 

1.30 
17 

4.72 
0 

.005 

All health care 
assistant 
contacts 

5.06 
22 

5.71 
0 

.16 
2 

.50 
0 

.38 
4 

1.12 
0 

<.0005 

All 
physiotherapist 
contacts 

.78 
6 

1.77 
0 

2.89 
19 

5.15 
0 

14.62 
38 

12.86 
0 

<.0005 

All therapy 
technician 
contacts 

0 
0 

0 
0 

.84 
10 

2.61 
0 

3.38 
18 

6.02 
0 

.029 

All occupational 
therapy contacts 

.22 
1 

.43 
0 

.58 
3 

.96 
0 

10.38 
38 

12.82 
0 

<.0005 

* Data not shown for items where no significant differences between models were found 

(p>.10) 

6.4.4 Range of professionals and services accessed  

For each participant, the number of professionals or services that they 

reported they had ever been in contact with (clinic consultation, home visit 

or phone call) during the whole study period (T1+T2+T3) was calculated. 

Included in the list of possible professionals/ services were: GP, practice / 

district / community nurse, community matron, specialist nurse, health 

care assistant, primary / community physiotherapist, therapy technician, 

occupational therapist, speech and language therapist, dietician, 

intermediate care nurse, chiropodist, mental health consultant, other 

primary/ community worker, day hospital, hospital physiotherapist, social 

worker, day centre, Crossroads / sitter service, paid (social) care worker, 

meals on wheels. Services excluded were: optician, dentist, outpatient 

appointments, A&E visits, inpatient episodes or days, private podiatry and 

private physiotherapy. There was no weighting for the number of contacts 

with any professional or service. 

The median number of different professionals and services accessed by 

patients over the whole study period was higher in the collaborative model 
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(6) than in the integrated team (5) and case management (4) models, but 

statistical tests revealed no significant difference between models (Table 

14). A higher health related quality of life score (EQ-5D) was significantly 

associated with having contact with fewer professionals / services over the 

study period (Pearson’s correlation coefficient -.30, p= .027). However, no 

significant associations were found between the number of professionals 

and services accessed and patient age, time with team, number of medical 

issues, number of prescribed medications, frailty score (Pearson’s 

correlation), living alone (vs. with others) or gender (unpaired t test). 

 
Table 14 Comparison of models in total number of different 
professionals / services that participants had contact with during 

the study period (T1+T2+T3) 

Model N Total number of professionals / services over whole study period 

1 2 3 4 5 6 7 8 9 10 11 

Case management 21 0 4 2 7 1 1 0 2 1 3 0 

Collaboration 23 1 2 3 4 1 3 4 2 1 1 1 

Integrated Team 18 0 1 2 4 3 3 4 1 0 0 0 

 
Model N Mean 

(Median) 
SD St 

Error 
95% Confidence 
Interval for Mean 

Significant difference 
between models 

Lower 
Bound 

Upper 
Bound 

ANOVA Kruskal 
Wallis* 

Case Management 21 5.14 (4) 2.83 .618 3.85 6.43  
 
.854 

 
 
.795 

Collaboration 23 5.52 (6) 2.67 .544 4.36 6.68 

Integrated Team 18 5.17 (5) 1.69 .398 4.33 6.01 

* Non parametric (for non-normal distributions) 

 

6.4.5 Costs 

Service use costs for the 50 participants who completed the study were 

summed by category (GP, community, inpatient, other hospital, social, 

voluntary, paid carer), and overall (Table 15). The largest element of cost 

in each model was paid home care (mean over study period: £5004 case 

management; £6887 integrated team; £8227 collaborative). Whilst 

approximately half of this was reported to be self paid (vs. paid by Local 

Authority / social services) by patients in the case management and 

collaborative models, all patients in the integrated team model reporting 

receiving home care stated they paid for it themselves. Primary and 

community care was the next largest cost element (mean over study 

period: £2020 integrated team; £2385 case management; £2973 
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collaborative). The model mean costs for in-hospital care were lower 

because relatively small numbers of participants reported hospital stays, 

although those that did typically incurred high costs in each model.  

Cost comparisons across models (Table 15) revealed marginally significant 

difference between the three models when primary and community care 

costs were combined (p=.082), with patients in the collaborative model 

incurring higher expenditures, but no other differences in costs between 

models were found. Across the whole sample, there was a trend for higher 

GP and community costs to be associated with living alone (p=.091). No 

other patient characteristic were found to be associated with primary and 

community care costs. 

 
Table 15 Costs ( 2010) of service use for 50 participants providing 
information over all three time periods: comparison of models  

T1+T2+T3 
 
 
Cost category 
 

Case management (N=18) Collaborative(N=19) Integrated team (N=13) Significant 
difference 
between 
models 

Median 
IQR 

Mean 
Min 

SD 
Max 

Median 
IQR 

Mean 
Min 

SD 
Max 

Median 
IQR 

Mean 
Min 

SD 
Max 

Kruskal  
Wallis 
p 

GP 156 
36 - 283 

236.44 
0 

354.40 
1548.00 

288 
120 - 600 

400.00 
0 

370.97 
1346.00 

156 
54 - 393 

244.15 
0 

264.91 
960.00 

.211 

Community 875  
433 - 2120 

2148.82 
54.00 

4200.04 
18486.00 

2038 
833 - 2815 

2572.67 
47.00 

2482.28 
8577.50 

1427 
1035 - 2791 

1776.46 
170.90 

1063.38 
3382.00 

.206 

GP plus 
community 

1125 
720 - 2228 

2385.26 
90 

4196.86 
18642.00 

2409 
1516 - 3775 

2972.67 
83.00 

2374.68 
8817.50 

1830 
1382 - 3005 

2020.61 
314.90 

1044.70 
3421.90 

.082 

Inpatient 346 
259 - 778 

576.67 
0 

605.14 
2076.00 

0 
0 - 692 

509.89 
0 

723.65 
2422.00 

346 
0 - 519 

319.38 
0 

330.11 
1038.00 

.481 

Other hospital 350 
0 - 907 

586.67 
0 

834.54 
3472.00 

194 
0- 1088 

864.47 
0 

1404.00 
4624.00 

272 
68 - 884 

579.85 
0 

708.96 
2176.00 

.966 

Social 0 
0 - 106 

105.42 
0 

274.50 
1186.50 

0 
0 - 213 

472.76 
0 

1696.66 
7455.50 

0 
0 - 106 

201.35 
0 

538.38 
1978.50 

.945 

Voluntary 0 234.73 
0 

750.44 
3018.00 

0 190.61 
0 

830.85 
3621.60 

0 0 0 .457 

Paid carer all* 0 
0 - 9128 

5004.12 
0 

8024.97 
28483.20 

1125 
0 - 15906 

8227.05 
0 

10153.95 
28792.80 

0 
0 – 143.77 

6887.11 
0 

9698.50 
28096.20 

.520 

Paid carer self 0 
0 - 4896 

2630.52 
0 

4892.22 
15131.70 

0 
0 - 3656 

3816.86 
0 

7692.50 
260.83.80 

0 
0 – 143.77 

6887.11 
0 

9698.50 
28096.20 

.531 

Paid carer LA 0 
0 - 0 

2733.60 
0 

7327.24 
28483.20 

0 4131.73 
0 

8749.86 
28792.80 

0 0 0 .204 

GRAND TOTAL  3811 
1790 – 11636 

8892.87.00 
279.80 

11907.91 
49518.20 

7484 
3997 - 18917 

12804.47 
219.00 

11525.90 
37610.30 

5308 
2950 – 17263 

10008.30 
1201.00 

9207.10 
30024.20 

.341 

*22 patients had a paid home care worker  (of which 16 self paid); 6 (4) in case 

management; 11 (7) in collaborative; 5 (5) in integrated team
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6.5 Change over time  

The older people in the study experienced one of four types of trajectory in 

their health and wellbeing over the time period of the study. These were 

that:  

 They recovered from the event or illness that had made them 

patients of the introducing service. 

 Their health and wellbeing stayed more or less the same. 

 They experienced fluctuations and exacerbations with an overall 

gradual decline. 

 Their health and wellbeing markedly deteriorated, for some resulting 

in death during the time of the study.  

Some people described marked improvement in their health recovery and 

these were events such as trauma following a road traffic accident or 

surgery for cancer. In this exemplar below the improvement in health was 

marked by the older person’s reflection on where the interview had been 

conducted: 

‘Yeah, that’s right, you came and saw me the first time I think I was in bed 

and then I, (you) saw me in the front room last time....... Yeah, I’ve been 

back to the hospital, I’ve been to the oncology department, saw  

[consultant], she was very pleased with me, she didn’t even examine me, 

she said I was okay.’ 69A5 time 3 (T3)  

For others the improvement was less marked: 

‘I go in July  [to a hospital appointment] for the arm which is slowly, very 

slowly getting somewhere, I can actually hold things in it but now I’m trying 

to build up holding weights, I can do that (raises arm).’ 49A4T3 

For many of the participants, while they reported their health and wellbeing 

as much the same over the time period, they were experiencing multiple 

health problems as in this exemplar:  

‘Well there is the kidneys, and I suppose the pacemaker type thing and all 

this......and I suffer from cramp… have you got a long piece of paper? And 

also the arthritis in my knees and ankles and stuff, shoulders, but that’s 

sort of fair wear and tear I would say. But generally speaking, apart from 

my breathing not getting better, if not tending to be a little worse, it’s the 

same as normal, as usual not normal. So I haven’t got a great deal to 

report as far as being… different.’ 22A2T3 
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There were also those with fluctuating health over the time period. There 

were multiple reasons for this but they mainly grouped under medication 

problems and infections as the causes: 

‘Just after I saw you last time, I was very low and eating anything. I fell off 

the bed and when the paramedics came my glucose level was 30 so I ended 

up in the diabetic ward for 5 days... it was a bit of a wake-up call and I’ve 

been keeping a food diary, and now I have insulin too. I’m trying to be good 

about it and do what they say about the diabetes now.’ 12A1T3 

For some people their health and wellbeing markedly deteriorated over the 

time period as in this exemplar from one at T1 and T3. 

‘Reasonably good. I have not had to go to hospital.’ 13A1T1 (in answer to 

the question ‘How is your health?’)  

‘Typical of the condition up and down, I am having a very good day today. I 

feel really good, probably as high as I can be. But I had some pretty poor 

days even just back as Saturday, I felt awful, I had an awful weekend... 

wellbeing confined to the chair, struggling to breathe, it’s depressing, it’s no 

life’. 13A1T3  

The Edmonton Frailty Scores for those who remain in the study over the 

entire period and participated in time 3 interviews (n=44) also illustrates 

the change over time through this type of grouping (see Table 16). 
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Table 16 Changes in frailty scores over 9 months of the study period 
for participants who completed interviews at Time 3 (n=44)  

Frailty score Initial score 

mild or less 

(n) 

Initial score 

moderate 

frailty (n) 

Initial score 

severe 

frailty (n) 

Total 

improved over time  7 10 5 22 (50%) 

unchanged over time  3  0 1  4 (9%) 

fluctuated but 

remained the same or 

slightly higher  

7  2 4 13 (30%) 

increased to a higher 

level  

5  0 0  5 (11%) 

 

Of the nine people who died during the course of the study their last frailty 

score had been in the moderate or severe frailty category.  

Approximately half of those people remaining in the study introduced 

through the case manager model of IPW had frailty scores that remained 

the same over the nine months. Of the remainder there were more who 

demonstrated an improved frailty score compared to those who 

demonstrated increasing frailty over the period.  

Similarly, roughly half of those introduced through the collaborative model 

of IPW, had similar frailty scores throughout; the remainder split more 

evenly between those whose frailty scores improved and those whose frailty 

increased.  

Approximately half of those introduced through an integrated team model 

had improved frailty scores over the time period, with more of the 

remainder having the same frailty score throughout than those whose frailty 

score increased over the time period.  

6.6 Service involvement over time  

The participants described very different patterns of service use and a wide 

range of health and social care professionals involved in treating or 

supporting them. These patterns broadly mirror the groupings described in 

6.5. 
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6.6.1 Time limited involvement  

There were those who described time limited involvement with services 

following a health event and then no further involvement with them. This is 

illustrated diagrammatical in Figure 12 (Service use Visio  51). In this 

example there was concentrated therapy involvement following a 

neurological event that was time limited by the service.  

The findings on the service utilisation and costs of the different models are 

as might be expected, given the professional remits and characteristics of 

patients treated by the teams in the different models. For example, the 

patients in the integrated rehabilitation teams reported significantly more 

contact with physiotherapists and occupational therapists, and patients in 

the collaborative and case management models reported more community 

matron contact. Patients in the collaborative model reported accessing a 

wider range of professionals and services over the whole study period than 

patients in the case management and collaborative models (although the 

difference was not statistically significant). There was also a tendency for 

patients in the collaborative model to incur higher primary and community 

health care costs (p=.083). These patients were older and had more co-

morbidities than the patients in the integrated team model, but had similar 

characteristics as those being case managed. This raises the question as to 

whether case management might be more effective at containing primary 

and community care costs than collaborative arrangements  

.  
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Figure 10 Service 
Use Visio  51 
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6.6.2 A stable pattern of involvement over time  

A second group described a very stable, relatively unchanging pattern of 

health and social care involvement. This is illustrated in Figure 13 (Service 

Use Visio  68) in which the person received treatment and dressings of skin 

grafts and leg ulcers over the nine months. Another example is illustrated in 

Figure 14 (Service Use Visio  77) where the person went to a day centre 

three times a week throughout the period.  
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Figure 11 Service 
Use Visio  68 
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Figure 12 Service 
Use Visio  77 

 



 

113 

© Queen’s Printer and Controller of HMSO 2012. This work was produced by Goodman et 

el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

             

Project 08/1819/216 

6.6.3 A fluctuating pattern of involvement  

A third group described involvement and contact of services that changed 

over time with times of greater intensity or hospital admission as a result of 

a change in their health, an exacerbation of a pre-existing condition or a 

new critical event in their health and wellbeing. This is illustrated by Figure 

15 Service Use Visio  12.  
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Figure 13 Service 
Use Visio  12 
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6.6.4 An intense pattern of involvement  

A fourth group was those older people who described involvement from 

many different services and professionals in their lives. These divided 

between those that described involvement not only from primary care and 

community services but also multiple hospital consultant teams and those 

that described primarily the involvement of primary care and community 

services. The former is illustrated in Figure 16 Service Use Visio  85 and the 

later in Figure 17 Service Use Visio  79. 
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Figure 14 
Service Use 

Visio  85 
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Figure 15 
Service Use 

Visio  79 
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6.7 Family and Friends  

Many of the participants described receiving a range of support and care 

from family and friends. For those with high levels of disabilities and living 

with spouses it was evident that the spouses played major roles in support 

and care as in this exemplar: 

‘You name it; she (Wife) does it! Erm, well she does everything. She cooks, 

she looks after me, she pays for me, she shops for me. As I say you name 

it, she does it. And she didn’t pay me to say that either.’ 17A2T1 

Some participants had other family members living close by who actively 

participated in supporting them:  

‘My son, when he is finished work, he comes back and gives me a dinner in 

the evening. And then he goes home, he lives in(about 2 miles away).’ 

71A5T1 

Those living on their own described neighbours or friends as being 

important in coping with everyday activities and/or at times of crisis:  

‘If I need any shopping, my neighbour does it and she comes down here 

and cooks, she comes three times a week to cook.’ 21A2T1 

There were also those who had no family or friends to provide support: 

‘I don’t have anybody in England at all. I have one sister left and she’s in 

Australia.’ 66A5T1 

6.8 Older person defined outcomes  

The older people participating in this study were asked to define the 

outcomes they hoped for over the next year in different ways.  Overall, 

there was a marked difference in the types of outcome that the participants 

introduced according to the different models of IPW they were experiencing. 

The majority of those introduced through the integrated team were 

anticipating improvement and recovery. The majority introduced through a 

case manager were anticipating maintenance of their health and wellbeing. 

The majority of those introduced through the collaborative model staff were 

focused on very short term objectives of improving or sustaining quality of 

life. 

6.8.1 Those introduced by an integrated team  

Many of those introduced by professionals from time limited integrated 

teams reported the outcomes of care they were aiming for as very specific 
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improvements, often in some aspect of their physical functioning and 

mobility: 

‘I will get stronger which means it will get better, I can go out then and plus 

I’d be able to do things like walk down the stairs on my own. Yes, I feel 

better already, so it’s upwards.’ 49A4T1 

A number of those reporting outcomes of improvement in their physical 

abilities could not envisage how these would be achieved within the time 

limited period of the integrated team involvement and were uncertain as to 

what would happen at the end of the period:  

‘I’d like to be able to walk about again, to move around my own flat. Get 

about a bit and do stuff, not just sit here – it’s a waste of time..... They told 

me they would be coming for 6 weeks but after that - I’ve got no idea.’ 

37A3T1 

A small number expressed outcomes that were captured by phrases ‘to be 

much the same’ or ‘no worse’, i.e. that their present objectives were to 

maintain their current state of health and wellbeing with no further 

deterioration.  

A small number had more specific objectives to do with changing 

accommodation so that they were closer to or were living with members of 

their family to meet their support and social contact needs: 

‘Need practical advice. I am looking to move in with my father who is in 

sheltered accommodation up north. Everything is set up for him, I could 

stay there. I am over 60. It’s all I want – the security..... At least I will have 

someone to talk to, and not be staring at four bloody walls.’ 36A3T1 

6.8.2 Those introduced by the case management staff 

More than half of the participants who were introduced through staff in case 

manager roles were hoping their health and abilities would get no worse. 

Their objective was maintenance of their health and wellbeing:  

‘Don’t want it  [my health] changing much, unless the pain - do something 

about my sciatica, they say they won’t, can’t, do anything about it, hope it 

doesn’t get any worse.’ 12A1T1 

A small number were looking for slight improvements in their health and 

wellbeing:  

‘No, I wouldn’t say changing. I hope to get a bit better in the next 12 

months. Once I get all these different things sorted, I will feel a lot better.’ 

20A2T1 
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Two had objectives that were about good quality of life in the short term 

and one of these had begun to consider aspects of his death: 

‘I don’t see much of a future at all, but I just want to maximise what I have 

got. I don’t feel as though I want to give up. I am not afraid of dying; I am 

afraid of dying slowly…...I would sooner have six months of enjoying myself 

than two years on that machine, oxygen bottles and what have you.’ 

13A1T1 

6.8.3 Those introduced by the collaborative staff  

Many of those introduced by the collaborative staff had objectives that were 

about ensuring quality of life in the short term:  

‘Well the first thing is that I keep my fingers crossed all the time, praying 

‘please God let me wake up in the morning, give me another day’. I sort of 

go on then from there. Well, it’s day to day. It will have to be day to day 

because I’m hanging together - very nicely mind you.’ 65A5T1 

Their objectives were often about not wanting a change either in their 

health or those who supported them to maintain their quality of life: 

‘I mean as long as I can go round to this church here and there’s somebody 

to push me, I will always go around there in my manual wheelchair. But it’s 

like a big heavy thing hanging over me that I might be losing the (Local 

Authority) Home Care service and as I might be having to go to an 

agency... it’s a case of having someone entirely new that I’m dreading it.’ 

66A5T1  

Many of these people had also given thought to aspects of their death:  

‘Well, every day is a bonus isn’t it! Just live for the day, if I don’t wake up 

one morning, they will have to come and get me out of here. I have left my 

instructions; I want the cheapest, biodegradable coffin they can lay their 

hands on, as they are only going to burn it.’ 62A5T1 

A few offered objectives of improved health or another form of change, but 

some of these later qualified their statements: 

‘And my aim for the next year is to get up those stairs and into my own bed 

and into my shower room because I have a wet room upstairs which means 

I can look after myself completely on my own... I try to be positive but deep 

down I’m not. I keep saying that by this time I’m going to be upstairs in my 

bed, I’m going to do this and I’ll do that but I can’t actually see it all 

happening.’ 64A5T1 



 

121 

© Queen’s Printer and Controller of HMSO 2012. This work was produced by Goodman et 

el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

             

Project 08/1819/216 

6.9 Defining effectiveness over time 

Older people in Phase Two could stay with the services throughout the 

study, be discharged from the service or be moved from one IPW model of 

care to another. As sections 6.5 and 6.6 have demonstrated, they could 

take up new services that worked with or were in parallel to existing 

provision. An understanding of how the different models achieved continuity 

of care and with what effect on patient outcomes was a useful way of 

distinguishing between the impact of the individual professional encounter 

and that of multiple professionals and organisations. 

We considered the different dimensions of continuity of care as experienced 

by older people and carers to understand how participants described 

receiving care from the different IPW models (170, 171). Interview data 

were analysed in terms of what they revealed about communication of both 

facts and judgments across team, institutional and professional boundaries, 

and between professionals and older people (management continuity), the 

timely availability of relevant information and older people’s understanding 

of their condition and treatment (informational continuity), and evidence of 

a therapeutic relationship with one or more health professionals over time 

(relationship continuity). This included access to services and older people’s 

ability to co-construct their experience of care with professionals, family and 

carers. 

6.9.1 Communication across team, institutional and professional 

boundaries, and between professionals, patients and family carers 

Across the different IPW models the majority of patients and their carers 

had some understanding of how the different professionals did (or did not) 

communicate information between themselves. Three themes were 

identified: 1) Mechanisms used to support interprofessional communication; 

2) Who took responsibility for the coordination of communication between 

professionals and organisations and the role of social care (local authority 

provided or privately arranged care); and 3) The ability of the IPW models 

to link with services that were not part of the NHS. 

1. Mechanisms to support IPW communication 

Older people and carers were aware that communication between 

professionals and organisations was organised through records kept in the 

home, meetings, communication through the older person themselves, 

protocols and occasionally with the support of telemonitoring systems. 

It was commonplace for patient files and books of support plans to be kept 

in the older person’s home. These recorded visits and sometimes details of 

care provided, but it varied as to how much this was seen as a support to 
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IPW. One older person recognised that two professionals arriving to visit at 

the same time was unplanned but at the same time believed the book of 

plans kept in her home was useful as a means of sharing communication: 

‘The community matron was here yesterday with the pharmacist, but that 

was coincidence, I think they know what each other are doing, they can pick 

it from the book which is a great idea.’ 05A1T1 

There were very few examples of where older people, family carers or paid 

care workers entered information that could be shared. For family carers 

who were not living in the same home, knowing what was happening and 

that everyone involved in providing care had the necessary information 

could be difficult. The quotation below suggests that the daughter was not 

sure that the professionals involved in her parents’ care referred to the 

book. She felt she had to be very proactive to gain information and had 

taken on, in effect, a case manager role because she did not believe that 

anyone else was co-ordinating information exchange: 

‘I don’t think they link up at all. They have a book that they write in when 

they visit, but do I get a feeling that each reads what the other is doing? 

No...Dad had a fall here, he told the carers (care workers)  [when he got 

back], that information wasn’t passed on to the physio at all…..when he left  

[the rehab bed] I said, you want to let them go home, that’s fine but I need 

a plan of what’s going to happen. I got what I wanted by kicking and 

shoving, it’s the only way to get things, by letting people know exactly what 

you want. This is me trying to manage the situation, think ahead, what is 

this going to be like when they are home? And they were quite good. 

However, when the time limit ran out, I think it was about six weeks, all the 

services disappeared…. There should be a health warning if you are going to 

face these issues, that unless you have got someone on the sidelines 

making sure things happen, I hate to think what might happen.’ 33CA3T1 

In contrast, the few patients using telemonitoring systems saw a direct 

relationship between information they entered on to the system and 

receiving a response from services. It was data that could also be accessed 

by different professionals: 

‘I am on  [telemonitoring], twice a day I answer its questions, that go down 

to the pulmonary team (in hospital). If there are any problems they will 

phone me or they will phone community matron. It is also used by the 

respiratory team at the hospital. It all meshes it all feels so comfortable, if I 

want to drop into the system I can…If the community matron is not on duty 

then one of the team will come in, I have met them all, they know my 

name.’ 13A1T1 

Whilst some professionals in the different IPW models that were using e-

records and could access GP systems (see section 6.2) older people were 
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not so aware of how communication was achieved between services, 

although they were pleased when there was evidence of shared 

communication and its consequence: 

‘If I need a new medication, they will find out if I need it, why I need it, 

explain what it is doing and take time out, and I think they have a weekly 

meeting down at the surgery now with the GPs, and the nurses.’ 13A1T3 

This was not a robust system. In the same site a family carer was key to 

her relative having her medication monitored and when necessary changed: 

‘If  [patient] has to have a warfarin test, and that varies from one week to 

three weeks back to one week, changing medication. I have to take the 

book to the surgery to be photocopied, they issue the prescription... nurse 

at surgery takes blood test otherwise they have to go to the hospital 

(possibly weekly), they had problems with someone coming in to the home 

to take blood, no one ever seemed to organise it, although they said they 

would.’ 04CA1T2 

Participants were also able to make comparisons between different models 

of IPW. This older person had received care from the integrated team IPW 

model and following discharge had been referred to a community matron 

who worked as part of a case management IPW model. His wife had noticed 

a different level of communication and coordination between the services:  

‘Community matron said that she’d been to a case meeting at the surgery 

and  [GP] had gone through all her cases and (I) was one of them, so 

they’ve got a good tie up between them, (my) wife was pleasantly surprised 

to have health services working well together.’ 04A3T3 

2. Who took responsibility for the coordination of communication 

between professionals and organisations and the role of social care 

(including privately paid care)? 

The collaboration model of IPW was often described by older people and 

carers in similar terms to the case management model. This was 

particularly true for those in A6, where two community matrons worked 

alongside other health care professionals. These community matrons were 

adamant they were not working as case managers in the sense that they 

did not always co-ordinate who visited the older person or oversee all 

referrals and so on. They did not hold an exclusive caseload. Nevertheless, 

in A6, where a community matron was involved, comments echoed the 

older person’s experience of case management, of not needing to access 

services or follow up issues because they knew their care was being 

discussed and reviewed and the community matron could cover for other 

professionals: 



 

124 

© Queen’s Printer and Controller of HMSO 2012. This work was produced by Goodman et 

el. under the terms of a commissioning contract issued by the Secretary of State for 

Health  

             

Project 08/1819/216 

‘...from what I can gather someone phoned me up, I forget who it was, one 

of the respiratory nurses phoned me up and I said about something and she 

said ‘oh damn  [community matron] was just in here a minute ago, I could 

have discussed it with her’. So I know that they do discuss it. And if they 

feel my diabetes is wrong they (community matron) get in touch with the 

diabetes nurse, or diabetes nurse will get in touch with the community 

matron.... and they also know when I am in hospital they will look it up on a 

screen...so I know that they are looking out for me all the time.’ 85A6T2 

In the following quotation, also from the A6 site, during an episode of acute 

ill health, a nurse was involved but it was the GPs who were recognised as 

leading the communication with other services, although the decision to 

keep her at home and not refer her to hospital was because her brother was 

able to be the carer: 

‘The doctors came in every day and one doctor did at night as well....Yeah, 

ooh doctors were getting in touch with this one and the other was getting in 

touch with that one and so it ran pretty well. They had wanted to take me 

in to hospital but my brother said it’s alright, I’ll look after her, I don’t want 

to go in anymore.’ 77A6T3  

Having a professional to communicate on your behalf, or validate the older 

person’s concerns was often valued as a source of comfort and confidence 

and was most likely to occur in the case management model. There were 

numerous examples of case managers (CMs) liaising on older people’s 

behalf with hospital consultants and several talked about not needing to 

contact the GP because they knew the CM would make the contact if 

needed. However, patients who had an intermediary could also feel 

powerless to influence communication between professionals: 

‘She’ll say ‘oh I’ll talk to the GP about that’ and then nothing happens. ‘Oh 

I’ll have to get advice from the GP’ and doesn’t come back to me at all. 

They don’t communicate very well with each other, not at all.’ 32A3T2 

Patients in all IPW models often identified themselves as being the ‘hub’ for 

information exchange between professionals: 

‘My matron, if I’m not well will come round and see if I need a doctor, 

(referring to the diabetes nurse) she phones her, they don’t actually work 

together but I get messages to give to the next person.’ 11A1T3 

This patient took an active role in organising communication between 

professionals based on what she viewed were her priorities of care. She was 

the expert in how her care should be organised: 

‘The professionals actually communicate through me, not with one another, 

they do it through me because in my opinion the priority must be for the 

district nurses because of my leg... and I meet everyone around them (the 
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district nurses) like the physiotherapists...they don’t know what’s going on 

with each professional, I tell them, if I didn’t tell them they wouldn’t know.’ 

64A5T2 

It was not a role that everyone wanted, and it was problematic if key 

services did not listen to the older person or their carer. Then they felt 

diminished and not valued. It was a role that was particularly difficult to 

sustain when the older person had contact with multiple services spanning 

primary and secondary care. The older person below saw it as nobody 

taking responsibility for communication about her care with the 

consequence that appointments were missed: 

‘I’m saying that everybody knows but nobody knows and there’s nobody in 

charge. The person that’s supposed to be in charge thinks all the rest are in 

charge, you give the message out to all these people, they’ve all got the 

message but who’s the one that’s going to do it?’ 65A5T2 

3. The ability of the IPW models to link with services that were not 

part of the NHS  

Communication between health and social services largely did not feature 

much in the patient and carer interviews. The focus was on how 

communication was achieved between the primary health care services 

and/or hospitals. It was only at points of crisis, or when a person needed to 

be reassessed that there were examples of active communication across 

health and social care. In this example, this woman’s husband was assessed 

as not needing continuing care and she describes how the social worker 

liaised with the GP and hospital to offer counselling support. 

‘Well it was when the social worker and somebody else came to talk about 

NHS ongoing care, but the domains they have to assess people on... you 

have to be critical or whatever and only on two of them did I approach any 

serious level, and my daughter came...and she was upset and I was 

obviously upset, and the social worker said ‘well I think that you need to go 

for some sort of counselling or therapy’; and she got in touch with my GP 

and I think he communicates with this group in  [hospital]. 50A4T2 

6.9.2 Patients’ understanding of their condition and treatment 

(Informational Continuity) 

As discussed earlier the older people in the different IPW models had 

different expectations of outcomes. 

In the integrated models of care, they were more aware of the use of 

checklists to monitor improvement and by the final interview could point to 

evidence of improvement and recovery but also the ways professionals 

delegated work or specific tasks to more junior staff (e.g. from 
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physiotherapist to physiotherapist technician). Several older people did not 

see the value of being monitored in this way. Similarly, when case 

managers reduced the frequency of visits or asked district nurses to call in 

their place, older people often saw this as a reduction in the quality of the 

service (and not a sign of improvement or good symptom control):  

‘When the physio was able to come in three days a week I was able to get 

the calliper on to get up and walk down the corridor. I did the length with 

two or three stops...but that system broke down she went off on a 

fortnight’s holiday and one of her colleagues came in once a week and it 

seemed to be at that point that my stamina started to fail. I wasn’t keeping 

up that exercise and it was more than the house carers (care home 

workers) could take on to supervise me.’ 34A3T2 

Where care was wholly managed by primary health care staff older people 

and their carers knew what their treatment was and who would be providing 

it. Similarly for those in the integrated model who did recover functional 

ability there was clarity about the purpose and efficacy of the treatment.  

In sites A2 and A4 there was a core group of patients, who in addition to 

the IPW model they received, were being treated by services from more 

than one hospital and medical specialist. There were examples of individual 

professionals trying to improve communications about treatments and 

medication prescribing between organisations but little evidence of how this 

was systematised or how any overview of the patient’s condition was being 

shared with the individual and others involved in their care: 

‘So really, I am under three sorts of system, I see  [cardiac specialist], I see  

[renal specialist] and I also see the pacemaker clinic at  [hospital].....we 

went to see  [renal specialist] three months ago, in the beginning we used 

to see her more often but just recently we see her every three months but 

where  [cardiac specialist] is concerned it’s every six months and the 

pacemaker clinic is every six months, but really where we stand at the 

moment... until I see  [renal specialist] in a few days, I don’t know where I 

am at the moment, she seems to think things are going pretty well. 22A2T2 

Apart from those older people who either were themselves able to manage 

and co-ordinate their care or had family carers who could take on this 

responsibility, none of the IPW models studied were robust enough to 

consistently maintain links and information about treatment between 

different services. The different IPW models had strong and weak links or 

ties to particular services. Thus, community matrons could work closely with 

GPs but therapists and specialist nurses in the integrated IPW model had 

more tenuous links to GPs.  
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6.9.3 Relationship with one or more professionals over time 

(Relationship Continuity) 

Over nine months people’s needs and relationships changed. What was 

important was the level of confidence that older people and carers had in 

different professionals and the extent to which their story was known 

between services. 

In the case management model there was the greatest clarity about whom 

they could contact and who had oversight of their care: 

‘I know I can call on them, they understand and the community matron 

knows who to go to, to talk to, so it’s so positive coming out of this. They 

are there but they are not in your face, they’ve got the balance right. 

Knowing that they are aware gives me a sense of calmness, sense of 

wellbeing... if I need something, or something sorting out or someone to 

talk to, they are there and they never rush me when they come in, it takes 

as long as it takes, it is all good.’ 85A6T3 

This kind of relationship was evident in the other models of IPW although 

the time limited function of the integrated model militated against it 

happening as frequently. Here referring to district nursing support, one 

person said: 

‘If something went wrong I would definitely call the district nurses, 

definitely my lifeline, the district nurses solve everything, because what 

they don’t know, they know who does.’ 64A5T2 

Relationships with individual professionals for this patient population were 

important but were often not exclusive. When asked at the end of data 

collection many of the older people said they would still contact the GP 

independently and seek referrals to other services or saw their family carer 

as the person who co-ordinated care and knew what was happening. In the 

integrated team model, the majority of carers and older people saw 

professionals as important but they did not necessarily see them as their 

main point of contact or as a key worker. From the outset the relationship 

was time limited. For many, because they were clear the integrated team 

were there to provide specific outcomes (i.e. increased function) this 

affected their decision making about seeking assistance with other health 

problems. They appeared more likely to look beyond the team for continuity 

of relationship, especially when recovery was slow or not evident and they 

felt that the team had ‘given up’ on them. This woman understood that the 

therapist input (twice a week) was to increase her mobility. However, for 

her the key professional was the Parkinson’s nurse whom she saw weekly. 

This woman expected this nurse to liaise with the rehabilitation team on her 

behalf:  
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‘She just sits like you and chats with me, she weighs me to make sure that 

I am not losing weight… and I would get in touch with her to start with, I 

feel comfortable talking to her…yes, I would call her first and then she 

would probably get in touch with the group (integrated team).’ 47A4T1 

For this population, receiving input from an integrated IPW model was often 

in addition to other long-standing primary care services. In this quotation 

below the older person lived in a care home and following a fall, was 

receiving input from member of the rehabilitation integrated team. She was 

also been seen by her GP and district nurse regularly:  

‘DN comes in regularly, she saw me 2-3 times for a leg wound and when I 

had IV antibiotics, GP comes in weekly, and can be seen as needed, private 

hairdresser and chiropodist also visit and we can pay for them if needed, 

occasional visits from the phlebotomist.’ 35A3T1 

One person commented that her case manager was the person who sorted 

out her day to day needs, but if she was really ill she would still contact the 

GP. In contrast, others would choose to go through their one professional 

and wait (even when symptoms were severe) for their input. The carer 

below described that if her husband’s symptoms were to change they would 

wait to see their case manager, who they knew would be visiting shortly. 

This meant they did not have to secure a GP appointment, indeed for this 

carer having a case manager meant she did not need/want to access other 

services: 

‘straightaway the head is going round, the fluid in the lungs, is it going to 

collect again? And then we say well  [case manager] is coming at such a 

time and he can examine. I mean the GP, we would go to the GP, and she 

would examine, but it’s making an appointment, going up and down what 

not, and we know  [case manager] is coming.’ 17A2T1 

Reduction of services  

Over the nine months, older people in the case management and integrated 

IPW models could find a transition from intense input to less frequent 

contact to be difficult. Not everyone was confident that when help was 

needed it would be forthcoming, as one person observed, with regret, 

‘maybe she (nurse) thinks we don’t need her so often’ (10A1T2). People 

appreciated professionals that kept in contact through phone calls or 

occasional (but predictable) visits, the maintenance of relationship being 

important to a sense of security. 

The importance of social care  

At the end of data collection older people were asked who knew them best 

and several identified their home care worker as the person who saw them 

most frequently and understood their needs best. For this group of staff 
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there were very few opportunities to become involved in structured 

communication with other organisations and professionals involved in the 

older person’s care. Similarly, family carers relied on good working 

relationships with GPs or case managers but there were few opportunities to 

structure this communication.  

6.9.4 Access to services and people’s personal agency in co-

constructing their experiences of care 

The three IPW models were organised around the Service user and their 

carer in different ways. This could affect who visited, referrals and access to 

wider services (secondary and tertiary services, third sector and local 

authority  providers). We were interested to know how evident this was to 

the Service user, if older people involved other services independently of 

the main IPW model and if there were perceived overlaps or gaps in service 

provision. 

In all IPW models, access, referral and liaison to and with different services 

were most apparent when primary and secondary health care services were 

involved. How well this was achieved related to the complexity of 

individuals’ situations. As already noted, links to hospital and social care 

services were less well developed than primary health care. 

Across all the IPW models where there was an escalation of needs (but 

most noticeably in the case management and collaboration models) access 

to multiple hospital and therapy services were triggered by crises, new and 

unresolved problems, and symptoms that were causing pain or distress, 

see, for example, Figure 16 Service Use Visio  85 (p127). In contrast, for 

the integrated model of IPW, an experience of ill health such as cellulitis, a 

fall or the development of a deep vein thrombosis, would mean 

rehabilitation would stop and resume later. 

From the patient perspective what was important in this situation was 

knowing that there was someone overseeing the multiple referrals and 

encounters. This older person appreciated that the community matron ‘had 

her eye on him the whole time’ especially as he recognised that his health 

was deteriorating:  

‘They are fighting a losing battle at the end of the day, we all know there is 

only one way that this will end, but they are trying to make it as 

comfortable as possible.’ 13A1T2 (comment following a hospital admission 

for respiratory arrest) 

What became increasingly important when accessing different services was 

knowing that underlying that process there were key professionals working 

with the older person and their carer at each stage of the illness trajectory. 
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Organisational demarcations became more apparent when people needed 

social care input or support from the third or voluntary sector. Although the 

case manager for this patient did make the patient or carer aware that 

there were other services that could be helpful, it was left to the older 

person or carer to make the contact, a pattern that persisted over the nine 

months: 

‘Age UK now they were good advising me, we have got a key safe on the 

outside of the house and they were very helpful and they put me in touch 

with social services, because Age UK would be able to do it for us but they 

needed a letter from social services...in fact Age UK couldn’t believe that we 

got no financial help whatsoever...they were very concerned and the lady I 

spoke to said ‘if then your savings start to go down let us know and we will 

put you in touch with the right people... the community matron told me to 

ring them and find out about it.’ 10CA1T3 

The costs of paying for social care or obtaining equipment were recurrent 

themes. Even in the integrated team that included social workers as part of 

the team, there were accounts of delays in treatment because mobility aids 

were provided by other services.  
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6.10 Older person and family carer initiated access and 
co-construction of care 

The consensus event in Phase One (section 5.3) had emphasised the 

importance of being listened to by the different services and in the case 

study phase we considered evidence of older people and carers being able 

to influence or shape their care. 

Across all three models there was evidence of older people knowing that 

their opinions were listened to (as well as examples of when they were not). 

Inevitably, in the IPW models that had open ended commitments there 

were more examples of patients negotiating their care and sometimes being 

able to influence decision making about services. This patient described how 

she was enabled to stay at home with the support of the GP and the 

community matron. It also makes explicit that the decision involved several 

professionals that were willing to support the person at home: 

‘Well between the community matron and the respiratory nurse I can’t fault 

them, really just excellent. GP came and saw me I was in bed, and I 

thought well not to worry I’ll be alright tomorrow, this is just me, and 

tomorrow came and I got worse, really, really worse. GP came and she said 

it was mild pneumonia and she said ‘I don’t suppose you want to go into 

hospital?’ and I said ‘no you are absolutely right, I don’t’ and matron did fix 

that up.’ 87A6T2 

Older people and carers however talked of having learnt that they had to be 

more proactive, to write letters, to check that professionals were aware of 

their often relatively simple priorities, for example, to walk in the garden. 

This woman was very aware of being alone but saw she had very little 

control over her life with all the different practitioners and services; 

‘No. I feel very helpless if I am honest... and I think, well I hope I am fairly 

articulate, but I’m not pushy and I think nowadays, you’ve got to be pushy.’ 

32A3T2 

Overall, there were examples of the potential for co-production that could 

build on existing trusting relationships with key professionals. We did not 

identify much evidence of older people or family carer involvement in 

planning for the future or in setting shared goals for care, although, in a few 

cases there was evidence of practitioners preparing people for a reduction 

of services. Apart from the employment of care workers to provide personal 

care there was no evidence of patients directing care, or benefitting from 

being able to use personal budgets more broadly to organise care.  
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6.11 Discussion 

This chapter has provided an overview of how IPW care was organised 

across the six sites, people’s use of services over time and their experiences 

of the different dimensions of continuity of care. Two factors emerged as 

important in their experiences of multiple health and social care services. 

These were relationships with different service providers that were 

maintained parallel to the IPW model and the patient or carer’s confidence 

that someone knew about their case and that the information was being 

actively shared.  

Older people in the integrated team model had, by definition, been referred 

from other services for this time limited intervention. Whilst referral 

pathways to this model were clear, less well developed or discussed was 

how the patient story was shared with other health and social care services 

and how links might be made with the wider network of care. Thus, when 

new symptoms or problems emerged it was the older person or carer who 

took the initiative in contacting other services. 

For the case management and collaboration models access to services could 

be mediated by a case manager or lead professional respectively. In the 

case management model there was more evidence of the case manager 

managing and (possibly) reducing demand on other health care colleagues. 

In the collaboration model there was more flexibility and greater access to 

services, simply because there were more opportunities for referral (and 

often patients had more unresolved problems). However, what was 

important to the older person and carer was that this was a co-ordinated 

and monitored process of care. 

Social services and social care and third sector providers were present in 

the systems of care but from an older person’s perspective, though valued, 

stood apart from the health care services. This was the case even when the 

professionals involved shared budgets and even when some of the 

professionals or teams were housed in the same offices (in the statutory 

sector alone).  

Patient level data was collected meticulously and the economic analysis 

provides unique micro-level information about service use and costs of 

patients with chronic conditions receiving multidisciplinary care under a 

range of different IPW arrangements. However, the analysis is limited in 

several ways. Inaccuracies could have arisen because data were collected 

by self report over a relatively long recall period (of three or four months). 

Also, the relatively small samples limit the conclusions that can be drawn, 

and mean that findings should be interpreted with caution. Resource use 

and costs presented reflect the characteristics of the patients recruited to 

the study, and should be considered illustrative case studies. Selection bias 
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may have occurred in the recruitment process and the patterns of resource 

use and costs may not be generalisable beyond this study. Further analysis 

of the costs and benefits of the different IPW models is warranted in 

particular the question as to whether case management might be more 

effective at containing primary and community care costs than collaborative 

arrangements. However, no measures of outcome were collected within the 

study, so further research is required to test this suggestion.  

  

Overall, there were many examples of when the systems worked well and to 

the satisfaction of the older person and their carer. This was more likely to 

occur where there was an established case manager or someone who 

emerged over the period of data collection as taking on that role and 

responsibility.  
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7 Patterns and professional perspectives of 
interprofessional working  

This chapter explores professional perspectives on IPW in the provision of 

treatment, care and services. It describes: 1) the patterns of IPW 

identifiable from data from the older person’s use of services; and 2) the 

perspectives of professionals about the effectiveness of IPW. During Phase 

Two of the study, 33 professionals from across all six study sites were 

interviewed. They were selected on the basis of their direct involvement in 

the care of the Service users being tracked, and/or their leadership role in 

the IPW providing that care. Practitioners providing services were 

interviewed both to obtain their accounts of the specific services provided, 

and their views on the IPW model's appropriateness and effectiveness for 

their particular clients. Group leaders were asked about their views more 

generally regarding the model of IPW operating in their site. 

7.1 Patterns of IPW 

The data from the Service user interviews, review of their notes and 

interviews with the introducing professional or professional most involved in 

their care were brought together to create a narrative about how care was 

planned, provided, reviewed and received across the different IPW models. 

These data were displayed (9) through diagrammatic timelines using 

Microsoft Visio software. Analysis by three researchers separately, then 

jointly, revealed a number of patterns in IPW. These were further explored 

against the context visible in the diagrammatic timelines and the narratives 

to suggest possible configurations of IPW context, mechanisms and 

outcomes.  

The patterns identified were  

 Compartmentalised working within a defined multi disciplinary service 

team with communication to other professionals on discharge.  

 IPW responsive to long-term conditions or disabilities.  

 Intensive IPW in response to change in the person’s situation or 

health.  

To some extent these are ‘ideal’ types: for any individual these patterns 

could change over time in response to changes in that person’s situation or 

health and wellbeing.  
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There were examples of these patterns of IPW in each of the models 

studied, and over time evidence of change in how IPW organised itself 

around the older person. However each of these patterns of IPW emerged 

as more dominant in three models studied.  

7.1.1 Compartmentalised working and IPW internal to a defined 

service team 

This first evident pattern of IPW was that of compartmentalised and IPW 

internal to a defined service team. This was most recognisable for those 

older people who were recruited through one of the integrated, time limited 

service teams. An example is given in Service Use Visio 49 (Figure 18). The 

upper timeline provides the detail of the patient contact with different 

members of the team in the early time period and then subsequent contact 

with their general practice. The lower timeline shows little reported contact 

between different services. The members of the integrated team describe 

the context for patients in this pattern of IPW in terms of an ethos of aiming 

for recovery and self management and their working practices of discussing 

patient therapy goals and progress informally in their shared offices as the 

need arrives. The practice of the team on discharge was to write to the 

person’s general practitioner detailing their input and reporting that they 

had been discharged from the service.  
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Figure 16 Service Use Visio  49 
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This ‘compartmentalised’ provision was also evident for independently 

contracted services such as dentistry or chiropody which had little direct 

communication with other services or professionals (Figure 19, Service Use 

Visio  46). It was marked also for services which were privately paid for by 

the older person. IPW was circumscribed by this framework of contractual 

relationships and referral etiquette framework. 

Another example of ‘compartmentalised’ provision and minimal external 

contact was within the social care arena when a voluntary organisation was 

commissioned to provide a specific service e.g. household maintenance 

tasks to those who met pre-defined eligibility. The voluntary organisation 

completed a form which they sent to the Local Authority budget holder on 

the older person’s behalf, with evidence of eligibility, seeking permission to 

authorise and thus pay for the service. Again, the contractual arrangements 

provided the specific mechanism of the IPW.  
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Figure 17 Service Use Visio  46 
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7.1.2 IPW responsive to long-term conditions or disabilities 

The second pattern for IPW was that which occurred sporadically and as 

required between services or professionals, over long periods of time and 

was framed by addressing ongoing, relatively stable health problems and/or 

disabilities. The pattern was most evident among situations where older 

people were introduced to service support through the collaborative model 

of provision of care and in respect of some of those who had been 

supported within case manager models. This form of IPW seemed to be 

responsive to ongoing situations in which different inputs from different 

services were needed in order to maintain the person as they are, or to try 

and improve a long term problem. Service Use Visio  68 (Figure 20) 

demonstrates the intermittent involvement and communication between a 

district nurse(s), a tissue viability nurse and a GP when treating a person 

with a chronic venous leg ulcer.  
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Figure 18 Service Use Visio  68 
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The level of IPW remains relatively steady in such a model and the 

mechanisms vary from paper or electronic communication with each other, 

to face-to-face consultation or to joint visits to the home of the person 

receiving care.  

Management of medication, including repeat prescribing, review, dosage 

alteration or monitoring of administration, was a common reason for this 

type of intermittent IPW. (Figure 21, Service Use Visio  11). This could 

involve a spectrum of individuals and services across primary, secondary 

and social care. These patterns were most evident in older people 

introduced to the study via collaborative and case management models.  
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Figure 19 Service Use Visio  11 
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7.1.3 Intensive IPW in response to change 

The pattern of intensive IPW was particularly visible in those introduced 

through the collaboration model. The intensity of the IPW was a response to 

changing circumstances including critical health events, increased disability, 

hospital admission, or a critical event affecting a family carer, often a 

spouse. At these points more professionals from different services and 

organisations became engaged. Combinations of face-to-face, telephone 

and other means of communication, planning and reviewing came to the 

fore, as did joint visits and consultations.  

Service Use Visio  82 (Figure 22) illustrates the escalating level of IPW contact in 

response to critical events and hospital admissions. It also shows the underlying 

complexity of the older person’s situation. He has caring responsibilities for his 

wife and has been judged ‘non-compliant’ by one professional (social worker). 
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Figure 20 Service Use Visio  82 
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Service Use Visio  79 (Figure 23) illustrates points of intensity (of IPW) 

which were triggered by the older person’s concerns about his wife whose 

ability to maintain activities of daily living was declining. In this pattern 

there were communications between professionals that were not mirrored 

by contact with the older person, suggesting an ongoing process of follow 

up and/or review between professionals. 
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Figure 21 Service Use Visio  79 
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7.2 Professional perspectives  

Service managers and IPW senior clinicians in all cases study sites 

highlighted the importance of local policy imperatives for integrated working 

between professionals and agencies in order to meet wider strategic 

objectives in the local health and social care economy. These objectives 

aimed to both enable older people with long term conditions and disabilities 

to live well and independently at home and also to reduce unplanned 

hospital admissions and lengths of stay in acute hospitals. They were being 

achieved through increased support, treatment, therapies and 

re-enablement in primary care and home settings.  

In this context the 33 professionals, mainly therapists and nurses but 

including two social workers, were interviewed regarding their perceptions 

of measures of outcome of effective IPW. In these interviews the 

professionals emphasised aspects of infrastructure they found valuable in 

supporting effective IPW.  

7.2.1 Measures of outcome of effective IPW  

The professionals offered a range of views. Some were Service user focused 

and others were service/professional focused. 

Patient and user focused. Common responses were of the tangible, 

although not necessarily measurable, direct patient feedback on satisfaction 

and ‘happiness’ with the service:  

‘Probably patient satisfaction has got to be the biggest clue, if the patient 

and the relatives are happy.’ A4P47 therapist in integrated team model  

Some professionals offered a more specific outcome benchmark linked to 

patient knowledge of the detail of the care, support and treatment offered 

to them by each professional and service:  

‘If the client seems to know what is going on and have a very clear vision of 

what the plan for the next month is, I think, yeah that’s it, if they know 

exactly who’s visiting when, and who does what’ A2P17 nurse in case 

management model 

One interviewee expanded on this and provided examples of agreement 

about service needs. The positive outcome in one instance was agreement 

about the planned withdrawal of some services: 

‘He was on the point of saying ‘no services’. His condition made him very 

tired and somebody was going in every day or twice, two people at different 

times in the day, popping in, you know... So I organised the case 

conference  [with the person in their home] and he and we all agreed who 
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was going to visit him when and who didn’t need to.’ A2CX16 nurse in case 

management model 

In this example and others, mechanisms of co-production of plans and 

acceptable solutions were reported in effective IPW. This was reported as 

different from a measure of satisfaction.  

The professionals also identified new or changed service, treatment or care 

as a result of their referral or intervention as an outcome of effective IPW 

i.e. a measure of access to services. However, this was more contingent on 

service and contractual factors and is discussed below.  

Shifts and changes in the extent of publicly funded provision were 

contextual aspects that impacted on the extent to which the professionals 

could judge the outcomes of IPW i.e. a constraint on both co-production in 

problem solving and also in access to services. In most instances the 

professionals reported tightening-up or raising of eligibility criteria, which 

reduced the possibility of professional to professional IPW. It was reported 

to be replaced by increased provision of information about local commercial 

services to older people and their family members:  

‘I wanted to refer to chiropody services but they are very reluctant to go out 

into the community now unless there are foot ulcers, so  [I] gave  [the 

patient] information about private chiropody, as well as private dentist and 

optician.’ A1P09 nurse in case management model 

‘The social worker didn’t want to know because they  [the older person and 

spouse] have got too much money. I know you are not supposed to 

recommend, but I did recommend this company  [private care agency] 

because I have never heard any complaints about the carers (care 

workers).’ A1P10 nurse in case management model 

Service and professional focused. There was a range of views on the 

measures of effectiveness which were linked to the service or professional 

group.  

Those who were part of a service with very specific service objectives, such 

as community matrons, cited those as measures of effective IPW: 

‘I suppose the bottom line is the  [hospital] ‘aversion’, it’s keeping people 

out of hospital I suppose. Well that’s the bottom line and that’s what we get 

judged on’. A1P05 nurse in case management model 

Other professionals offered a more intermediate measure of outcome of 

effective IPW that depended on whether their recommendations or referrals 

were accepted and acted upon by another service:  

‘So if I've done a new assessment on somebody and I generate referrals as 

a result of that, to say social services, physio, podiatry, you know, and link 
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in with the GP. I think when you go back and review; have those referrals 

been actioned? You know? Have those people you referred to communicated 

back to you as the sort of referrer?’ A2CX16 nurse in case management 

model 

Others qualified this measure by stressing the value of a more relationship-

based form of IPW: 

 ‘If you’re trying to improve the home situation, the home care situation for 

a patient, if you have that meeting or that discussion with the Social Worker 

and things change as a result of your conversation, then you will know it’s 

been successful.’ A5CX63 nurse in collaborative model 

Another example of relationship-based IPW was provided by a community 

matron describing weekly meetings with a GP to discuss ‘unwell’ patients in 

which they generated new solutions in working with individual patients and 

the GP gave positive feedback about her achievements. 

A number of professionals mirrored the older people’s views in measuring 

outcomes in terms of the timeliness of the professionals or services acting 

on their referral:  

‘What perhaps I see as a high need, others don’t....for example the patient 

that I refer to the Parkinson’s nurse specialist, I know him very well, she 

doesn’t know him from Adam and he’s just a name… He wants her to react 

now because this is important and she thinks ‘oh, it’s another patient’ and it 

may take her three weeks to get there. The sort of sensible bit of me 

understands that completely but there is always a slightly more subjective 

bit of me that thinks ‘I want this man to have all the support he can have 

and why can’t he have it now?’ ‘A4P47 therapist in integrated team 

Some professionals offered a service resource perspective in that measures 

of good IPW were of saving ‘professionals’ time’ through avoiding 

duplication of effort or allowing each to use their more specialised 

knowledge or skills.  

A counter-view to this was also offered. Some suggested that the 

delineation between which professionals, staff grades or service could do 

which ‘task’ could lead to multiple professional involvement that was both 

costly to the older person and costly to the service. Contractual and 

operational influences were evident in this perspective.  

One example further revealed the potential dangers in the division of labour 

in IPW being determined solely through contractual arrangements:  

‘I’d tried to get the GP out to see this patient as it was beyond me but the 

practice manager said the  [community matron] service was sold to them as 

able to do this and that is what they were paying for... the son tried to get a 
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GP to visit but was told that as they had a community matron they couldn’t 

have one.’ A1P08 nurse in case management model  

However, some professionals argued that sharing of roles or processes was 

a measure of effective IPW. These types of arrangements were cited as 

being one way to reduce overall time spent by professionals in processes, 

but they also allowed greater speed or efficiency in delivering a service. 

Most of the examples given were between community health services and 

Local Authority social services:  

 ‘We work very hard with Social Services, and they accept us as Trusted 

Assessors...So as long as we complete their necessary paperwork and are 

clear about what we need, they will accept our assessment for a care 

package and put the care in without them having to go and do their initial 

assessment.’ A4P47 nurse in integrated team model  

This was also reported on a more ad hoc basis in other areas:  

‘With the  [local adult social services office], I don’t know, they’ve always 

been happy to discuss people and if I’ve seen someone at home and I know 

that they need an increasing care package, they’ve always been happy to 

just say ‘yeah, right, we’ll do it’ and that’s fine. They follow up quickly with 

an assessment and at times I’ve said ‘I know you’re really busy, but I’m 

happy to fill out your assessment’ and they’ve sent me the paperwork and 

we’ve just done it, so at least they don’t have to leave the patient waiting 

while they try and find someone who can go and see them.’ A5CX19 nurse 

in collaborative model 

7.2.2 The supporting mechanisms for effective IPW 

The mechanisms and aspects of infrastructure that professionals described 

as supporting effective IPW will come as no surprise to anyone versed in the 

literature of team-working and IPW (see chapter 3). However there is value 

in briefly reporting them here as it is evident from their accounts that the 

knowledge translation into service delivery is sporadic, prone to unintended 

consequences and less than robust in the context of older adults living at 

home. This fragility is particularly pertinent in the context of a health and 

social care system in England that is undergoing further reorganisation 

against a backdrop of austerity. Two mechanisms are of particular note: 

professional relationship building and knowledge of involvement and 

activities of others in the treatment, care and support of the older person.  

Professional relationship building. Most of the professionals described 

how their ability to work effectively was enhanced through processes that 

allowed the building of trust and thus professional relationships:  

‘It tends to be conversations, informal. When you have a relationship with 

other professionals through patients or shared accommodation it is very 
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easy to refer on. If you’ve done it once and it’s been worth it then the 

professional will see the benefit of the referral for the next patient. There is 

a professional respect’. A6P77 nurse in collaboration model 

This point of view was confirmed by another professional in a different area: 

 ‘Occasionally we get poor referrals from the community matron service and 

so we tend not to trust their referrals. If we got to know each other better 

that might ease.’ A3P31 therapist in integrated team model  

While many pointed to the benefits of co-location others could describe 

relationships being built over time through specific discussions with the 

Service user, by telephone or in person. These accounts were more evident 

among those working in case management and collaboration models. These 

professionals also recounted how reorganisations fractured the development 

of relationships: 

 ‘So everything is done on personal relationships as opposed to a systems 

process so now I’m swapping roles and areas with  [another community 

matron] she knew everyone here, I knew everyone there. Now we’ve got to 

build up those relationships again and it does affect it, it does affect that 

referral process... it relies on previous working relationships it doesn’t rely 

on this is our objective as an organisation.’ A6CX80 nurse in collaborative 

model. 

Other professionals described new centralised referral pathways to services 

which effectively precluded the development of professional relationships 

and trust. Examples cited were referrals to district nurses only through an 

administrative office and centralised call centre access for contact with adult 

social services. One therapist described a weekly central allocation system 

in adult social services that meant referrals might not even be considered 

for a week and then might be allocated to a social worker who mainly 

worked in another part of the county.  

Interestingly, the accounts of relationship building tended to be between 

senior decision makers rather than those lower in single team hierarchies or 

providing direct services or care. The influence of differential status, 

presumed differential pressures on time, and hierarchies in IPW has been 

noted before. In these situations alternative mechanisms become important 

and are discussed below. Only a couple of nurses in the collaboration model 

gave accounts of sporadic direct contact with home care workers, a group 

scarcely visible in professional accounts, to establish if the division of tasks 

between the community nursing services and the home care workers were 

as planned. This nurse was one such exception: 

‘We do make a point of seeing the carers (care workers) periodically just to 

make sure everything is okay with them and because what we do in the 
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evening is we leave the evening insulin out in the fridge for the carers to 

give it and they also prompt him to take his medication, so we keep an eye 

on the medication from the blister pack. So just to say hello, everything 

okay, any problems? but it’s informal if they happen to be there, we chat 

with them. We don’t book in a day to physically meet them and we have the 

agency’s contact number in case there’s any problem.’ A5P63 nurse in 

collaboration model  

Knowledge of involvement and activities of others. Professionals 

generally develop a plan of interaction with an older person that is based on 

an understanding of which other professionals and services are already 

involved in their care. Understanding the detail of that without having to 

repeatedly ask the older person or take up other professionals’ time in 

asking them are key mechanisms for IPW both in terms, not only of 

efficiency, but also of the differential status and access to professionals in 

an older person’s network. Professional accounts underlined the importance 

of access to shared electronic records or at least records they had been 

given authorisation to view. A few nurse professionals in the collaboration 

and case management model reported they had authorisation to provide 

information to and view general practice patient records. More frequently 

reported was the recent establishment of the RiO electronic patient record 

system for community health services (172) which allowed them to 

electronically provide details of their own input, and also to view the input 

from others employed in the same organisation. Access to electronic record 

systems varied between sites and in different services within sites: some 

juggled with multiple systems and access while others managed with paper 

records:  

‘Letters from the hospital go on the EMIS  [IT system], so we could always 

check up on our screen to see what was happening. That’s for the GPs use, 

it’s a system used in all surgeries...We use the RiO system to find out about 

patients... we use Y  [name of system] to input our daily contacts, and 

that’s a system used by social services…. Y [name of system] is really useful 

because if you refer somebody to social services they immediately say ‘Oh, 

yes it’s on Y system ‘ and they can find out details, if they get involved they 

can see we are involved and vice versa.’ 69PA5T1 

In contrast to such electronic communication and record systems, low 

technology paper records and communication books were shared between 

district nursing services and home care services (sometimes funded by the 

local authority and sometimes not), and left in older people’s homes. At 

best these were a visible demonstration of the services working in harmony 

and were available to family carers; at worst they were mechanisms to log 

nothing beyond attendance in the home or medicine administration. 

However, by their very presence in the home, they were a tangible sign of 
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inclusion of the older person and family carer in the IPW process although 

the extent of processes in co-production of wellbeing might be limited. 

These are themes that will be returned to in chapter 8.  

7.3 Conclusion 

The findings relating to the patterns and organisation of IPW, and to the 

professional understanding of IPW and how it was affected by organisational 
constraints and hierarchy, complement the findings discussed in chapter 6.  

It was at points of crisis or transition that most could be learnt about IPW. 
At such times, it became apparent how responsive the different 

professionals were to the older person’s situation (including responsibilities 
for other family members), how they worked and communicated with each 

other and how constrained they were by professional and organisational 
priorities. 

Chapter 8 considers what these findings demonstrate about the networks of 

care that support and provide continuity of care to older people. 

Finally, we note the value of the Visio presentation software in illustrating 

the complexities of the Service user experience. It can aid understanding of 

the ways professional engagement varies as the personal circumstances of 

the individual (as well as organisational arrangements) change over time. 

Presentation of individual stories in this manner is particularly appropriate 

when sample sizes are insufficient to make robust statistical inferences. 

Instead, they provide a qualitatively rich account appropriate to the 

principles of realist analysis. We contend that the use of such presentational 

methods has considerable potential in illuminating and testing accounts of 

the mechanisms at work in complex interventions such as IPW.  
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8 Discussion and Conclusion 

8.1 Introduction 

Research on interprofessional working and interventions that support 

integrated working has in the main focused on how services are structured 

and organised (20), or on how interprofessional education and working can 

improve the ways services and practitioners work together (15, 16). The 

assumption (with some supporting evidence) is that better IPW and 

coordination of care, particularly in long-term disease management, will 

result in cost efficiency and improved care quality (41, 123). How the 

process of IPW translates to the patient level is less well understood, and 

little is known about which ‘bundle of strategies’ achieve the best outcomes 

(173). This study explored in detail the process of IPW within different 

models of IPW, in order to address these questions. 

This chapter draws together findings from both phases of the study and 

discusses how they address the original research questions. It identifies key 

features within and across the different models of IPW that shaped how 

continuity of care (and effectiveness) was understood. It considers the 

extent to which current initiatives to support the vertical integration of care 

are likely to address the needs and priorities of older people and carers. The 

study’s limitations are discussed, and recommendations are made for 

commissioners and practitioners and for future research.  

8.2 Evidence of effectiveness of IPW 

Phase One demonstrated the enduring and persistent challenges of defining 

IPW and its attributes. In England, IPW is delivered within a system where 

integration between health and social care and primary and secondary care 

is underdeveloped (174, 175). Phase One demonstrated that the 

organisation of IPW is not well documented in the research literature, nor is 

it clearly described at service delivery and recipient levels.  Nonetheless, 

there was some evidence of ‘within’-organisation understanding of the 

language of IPW and the infrastructure that influences how professionals 

work together. The systematic review and survey of providers showed that 

evidence of effectiveness and clarity of purpose was most easily identified in  

time-limited IPW based intervention.  

 

Older people and their representatives in the consensus events were able to 

differentiate and discuss the significance of IPW at key points of transition 
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in their experiences (e.g. episodes of ill health and disability and the wish to 

access other services). This was not reflected either in literature review or 

the survey and documentary reviews as a measure of how service 

managers evaluate the impact or effectiveness of care or service delivery.  

In Phase Two, it was evident that IPW was more explicitly organised - and 

more easily judged by both the service and the Service user - when there 

were narrowly defined, explicit goals of recovery or prevention of 

exacerbation. The rationales for time limited interventions within the 

integrated models of IPW were clear. The orientation to recovery and 

rehabilitation meant that, compared to other models of IPW, patients in this 

group were younger. There were examples of patients for whom there was 

no prospect of recovery but who had not been discharged from the 

integrated model. This was because they still derived therapeutic benefit 

from therapist involvement and there was no appropriate alternative service 

to pass them to. Decisions to keep patients on the case load were at the 

discretion of individual practitioners. Time-limited models of IPW provoked 

anxiety in some patients, whose progress was not as rapid as planned, and 

dissatisfaction in others when care was delegated to technicians or stopped. 

It was also a model that  was not flexible, it did not always suit the patient 

experience, especially when other illnesses interrupted treatment. 

Ovretveit (16), in a review of coordination of care, observed that those who 

suffer most from poor coordination of care are the poor and vulnerable. In 

this study these were the older people that had ongoing and enduring 

health and social care needs with no obvious endpoint. Many of those older 

people receiving services that maintained their health, wellbeing and ability 

to remain at home, judged outcomes of IPW in terms of both the processes 

e.g. timeliness, completion of actions as promised and perceived expertise 

in tasks and also the quality of relationships e.g. being treated with respect 

and courtesy. These older people were mainly receiving collaborative 

models of IPW. The need to recognise the place of ‘process outcomes’ as 

linked to measures of effectiveness for older people has been pointed to in 

recent reviews of social care practice(176) . 

In both phases of the study, effective IPW was closely entwined with those 

processes of care that promoted continuity of care through the presence of 

a key worker/case manager, and the supporting evidence that if they were 

sufficiently well known to the system then at times of crisis, professionals 

would respond. This finding  reinforces  earlier work on nurse led 

interventions in  chronic disease management (177).  

From the perspective of cost, patients in the collaborative model incurred 

higher primary and community health care costs. These patients had similar 

characteristics as those being case managed, raising the question as to 
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whether case management might be more effective at containing primary 

and community care costs.  

 8.3 User-defined effectiveness of IPW 

 

Various components of our study were used to address the question of 

whether it is possible to generate user-defined measures of IPW 

effectiveness. In the documentary analysis, interviews with service users 

and user-representatives, the consensus event and the case study 

interviews, we attempted to distinguish between processes of care and 

service-provision, and outcomes for the user. However, it proved very 

difficult to make this distinction. Indeed, there was a suggestion in the 

statements made by Service users that processes may be more important 

to them than outcomes. In this sense, the inability of the study to produce a 

clearly defined outcome measure may not so much represent a limitation of 

the study, as an indicator that process measures should be prioritised over 

outcomes if the intention is to give more weight to the Service user 

perspective in the planning and evaluation of services. These findings 

complement and validate the work of Freeman et al (152) and Parker et al 

(178)on continuity of care. Those processes may relate to organisational 

issues but the benchmark is the extent to which the service user is 

integrated into the organisational model rather than being seen as an 

external beneficiary of it. Some of the implications of this understanding are 

explored further in section 8.4 below. 

8.3.1 Frailty as a measure of effective IPW for older people 

 

As noted in chapter 3, measures of IPW effectiveness tend to focus on 

professionally-defined outcomes that relate to avoidance of unplanned 

admissions to hospital, resource use and measures of functional recovery. 

In preparation for Phase Two, the concept of frailty, and instruments 

available to assess frailty status (161), were considered as a more user-

centred tool. As we have argued elsewhere (5), the concept of frailty has 

much potential in the evaluation of IPW for older people. Although frailty 

measures do not address process variables, the more comprehensive 

instruments encompass a wide range of issues - medical, psycho-emotional 

and social - that may necessitate multi-professional input. Some appear 

suitable for quantifying changes over time in the status of the older person, 

and thus provide an indicator for the responsiveness of IPW for community-

dwelling older people (5, 179). 
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Tracking a sample of older people over time, we found that frailty was a 

useful indicator of increased need for support that captured, up to a point, 

the health and social care needs experienced by many of the sample. 

However, further work is required to understand more about the older 

person's social situation and networks of care. Frailty, as expressed by older 

people, was linked to their confidence in the level and reliability of support 

they were receiving, the frequency of social contacts and their own 

estimation of their ability to continue key activities important to them. 

These are aspects that other studies have identified as being important in 

understanding the user experience of frailty and vulnerability (5, 180). The 

findings of this study suggest that existing measures of frailty could be 

adapted to capture changes over time and have potential as a measure of 

effective IPW. Further research in this area, that also considers networks of 

care, could provide a basis for interprofessional review of the effectiveness 

of care and treatment, and identification of what should be strengthened or 

prioritised to improve the health and wellbeing of this older population. 

8.3.2 Evidence of co-production 

 

Health and social care policy has shifted in its emphasis over the last 30 

years to reflect values of autonomy, responsibilities and rights - and not 

just at an individual level: particularly prominent at present is the 

government’s vision of the Big Society, in which there is collective 

responsibility for health and wellbeing. The personalisation agenda and 

expert patient programmes (14, 181, 182) both promote concepts of 

individuals as partners and collaborators (and payers) in their care. 

Co-production recognises the Service user as a resource, in that value 

cannot easily be created or delivered unless the person actively contributes 

to the service (Health Foundation 2011). In a review of services for people 

with neurological conditions, Parker et al. (183) suggested that 

co-production is important as a source of patient satisfaction. Ferlie et al. 

(184) suggested that the extent of Service user co-production was a 

measure of network effectiveness.  

The consensus event in Phase One emphasised the importance of users and 

carers being listened to by the different professionals. In the case studies, 

Phase Two, considered the extent to which older people and carers felt able 

to influence or shape their care. Findings were mixed, but where there were 

one or two professionals coordinating care there was a greater likelihood 

that the older person’s ‘story’ and preferences would be known, shared and 

acted upon. Hence, for this population, co-production was an extension and 

development of being listened to. Consequently, decisions about place and 

priorities of care were jointly made, and as importantly, failures in provision 

were acknowledged and discussed (and ideally, but not always, redressed). 
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The extent to which this was achieved within the different models was 

linked to the relational continuity between the older person and the services 

received. It could, therefore, be harder to achieve in the integrated IPW 

models as there are fewer opportunities for a Service user to influence the 

services even when the goals of care were more explicit and they were 

linked to specific goals of recovery.  

 

8.4 Varieties of Structural Models and their impact 

 

8.4.1 IPW across health and social care 

 

This was a study of IPW across health and social care, although the majority 

of the data collected were concerned with how different health care services 

worked together across primary and secondary care.  

Social work and social care involvement across all the models was time 

limited and intermittent, occurring if it did, at key moments of assessment 

and crisis. We found very few accounts or opportunities for joint working on 

the patient or user behalf. There were more examples of services being 

withdrawn or not provided. As a service, social care assessment and care 

planning were time limited and did not maintain high levels or ongoing links 

with older people, carers or the care workers that supported them. This 

pattern of case management has been documented elsewhere (180). 

The case study phase documented as many examples of intra-professional 

working (i.e. therapist to therapist, nurse to nurse, GP to consultant) as 

interprofessional. Considerable effort was put into identifying the 

contribution of local authority funded social care services, social care 

provided by the independent sector and the emerging impact of 

personalisation on the organisation and delivery of IPW. However, in the 

literature, the survey, and the case studies, we found these social care 

services were often peripheral to the accounts of older people or their 

outcomes, even when social workers (as commissioners of care and initial 

assessors) were integrated or co-located with health care services. Home 

care workers were important to older people and carers but few healthcare 

professionals visiting individuals exploited this continuity of input or worked 

with the home care workers to support them or to achieve particular goals.  
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8.4.2 Networks of care 

The study has focused on three models of IPW. Their organisation and 

delivery echoed Leutz’s (20) organisational models. Each of the models 

overlapped with other services or referred older people to others in a varied 

network of services. Social network theories help illuminate the ways in 

which the different IPW models worked together and more importantly from 

a Service user perspective, as one element within a wider landscape of 

statutory and non-statutory provision. There has been limited use of 

network theory in illuminating experience and effectiveness. Ferlie et al. 

(185) explored, at an organisational level, networks as a form of 

governance. Their study identified at the meso-level that the boundaries 

around some networks, referred to as Epistemic Communities of Practice, 

could be tightly drawn, excluding others. It found that at the micro-level, 

those taking boundary-spanning roles were important and that 

co-production with Service users was poorly developed (although more 

evident in the two case studies of networks focused on older people). Joly et 

al. (186) used network theory in a study of health and social care provision 

for homeless people. This highlighted the value of ties, albeit weak, 

between services to access resources and services for this marginalised 

group. Granovetter (187) observed that the strength of ties between 

individuals in a social network resulted from a combination of four factors: 

length of time, emotional intensity, intimacy (mutual confiding), and 

reciprocal services. 

In the case study phase (Chapter 6), many of these characteristics of 

relational-based working were employed by older people to describe what 

was important to them in continuity of care. Perri 6 et al.’s (188)     review 

of the social network theoretical literature suggested four forms of social 

networks which reflect dimensions of both social regulation and social 

integration of the individual: 

 Isolate networks: in which the individuals experience strong internal 

social regulation to immediate peers but have weak social integration 

with the wider network.  

 Hierarchy networks: in which the individuals have strong internal 

social regulation and strong social integration but in defined vertical 

structures such bureaucracies.  

 Enclave networks: in which individuals have weak social regulation 

external to the network and dense internal social regulation that has 

sharply defined boundaries between the enclave and others. 

 Individualism networks: in which social regulation is weak and there 

is little social integration.  
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Perri 6 et al. (188) pointed out that multiple types of these networks could 

exist with complex social organisations and in health care could be 

differentiated further by function e.g. learning and information, coordinated 

care, procurement and managed care. The models of IPW had features 

characteristic of Perri 6 et al.’s typology of networks.   

The integrated model of IPW resembles an enclave network, set apart from 

other services and with dense social ties between key professionals and the 

specialist hospital team to which they were linked. They were characterised 

by self-sufficiency and limited engagement with primary health care. They 

were principally driven by specific goals and associated local policy 

initiatives to facilitate discharge and reduce hospital readmission. 

The collaboration and case management models demonstrated 

characteristics of isolate networks with ties to a wider system of care but 

also at times to hierarchical networks, in which particular aspects of care 

delivery were subject to the regulation and hierarchy of a bureaucracy. The 

case manager (in the case manager model) often acted as a bridge between 

services and sometimes there was more than one case manager - for 

example, when a social work care manager was also present. This bridging 

role was often taken in the collaboration model by another professional e.g. 

therapist, GP or district nurse. These case managers very occasionally had 

recognised boundary spanning functions i.e. the ability to act influentially in 

another network.  

Granovetter (187, 189) argued that weak ties to a wide network are as 

important as strong ties, if they are with a broader, wider network rather 

than relying on internal social relationships. In our study, older people and 

carers had created their own ties with different professionals. Isolate 

networks are characterised by sparse social ties. They were often present 

within the models of IPW, and evidenced by links to a key professional 

whom patients perceived as sympathetic or knowledgeable about their care. 

Although this was valuable in helping people to cope, it was an arrangement 

that was inherently vulnerable to change in personnel or limited in how 

complex problems could be addressed and resolved.  In contrast to the 

enclave network addressing time limited issues, isolate type networks 

addressed long term issues, principally those affecting health. 

The patterns of support observable in the case study phase indicated that 

effective IPW was influenced by older people’s connections to a wider 

network of care. The number of services or professionals (broadly defined) 

identified in this study was not extensive. This suggest that, within a stable 

organisation, there is considerable scope for understanding service roles 

and for developing working relationships that can provide intensive support 
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where necessary, whilst ensuring that links (or ties) between services are 

sufficient to maintain continuity of care over time.  

8.4.3 Vertical and Horizontal Integration 

 

The accounts given by the older people (in Chapter 6) and described in the 

patterns of IPW (Chapter 7) suggested that, in the main, their orientation 

was one of ‘horizontal integration’ i.e. a view that they were supported in 

their wellbeing and independence by a bringing together of family carers, 

general practice, community health services, social care support and many 

other services outwith the hospital sector. Their accounts described limited 

and fixed roles for the hospital in the totality of their daily lives and 

experiences. This perspective of horizontal integration reflects UK policy 

debates which refers to horizontal integration as one of connectivity 

between health and social care services in a geographical area (186)1. It 

contrasts with the concept of ‘vertical integration’ i.e. in health care the 

creation of an organisation that encompasses hospital care and primary 

health care.  

Recent initiatives have supported the piloting of 20 integrated care 

organisations, embracing different forms and variations of vertical and 

horizontal integration in England (190)    . A larger number of vertical 

integration reorganisations have been proposed and enacted in the 

community health services policy(166) in which over a third of home 

nursing and community therapy services have been absorbed within the 

organisation and financial model of an acute hospital Trust (191). The 

impact of this type of vertical integration warrants further investigation, in 

particular in its contrast with the older people’s accounts in this study.   

The older people’s accounts (Chapter 6) and professional accounts (Chapter 

7) offer early insights into the importance of network ties that allow 

information about a multiplicity of service providers beyond statutory 

providers. This is a service landscape that is set to change with current 

policy initiatives for mixed economies of providers of health care (191)   and  

the commitment to personal budgets in the form of direct payments for 

publicly funded social care (14, 167). As the multiplicity of providers 

increases, the existence of relational ties, weak and strong, in networks 

may take on new significance in responding to the needs of frail older 

people. Managers and commissioners of services will need to take account 

                                       
1
 It should be noted this contrasts with the US health care policy debates where the term horizontal 

integration refers to mergers of hospitals or health companies providing the same services in a 
geographical area  ) 
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of this. The case studies described in chapter 6 were set in different parts of 

the country where the documents and professional participants described 

repeated reorganisations which moved individuals from work and areas 

where they had established ties across networks to areas where they had to 

rebuild networks of ties. The impact of reorganisations in health and social 

care has been reported at an organisational level  (190)  and in care 

delivery (192). The extent to which commissioners and service managers in 

a quasi-market or even full market may privilege stability for relational gain 

across networks warrants further investigation.   

Many of the frail older people reported the importance of home care 

workers to their daily lives although, as noted previously, these rarely 

feature in accounts of IPW. Granovetter (189) argues that the strength of 

ties in social networks was also influenced by social status: weak ties did 

not result in opportunities for social cohesion when there were significant 

differences in social status. Given the recognised social striations between 

different segments of the health and social care workforce, the potential 

and effect of this group of care workers to move from isolate networks to 

those with stronger ties warrants further investigation.  

8.5 Commissioning, incentives and quality scrutiny 

We found limited evidence of the use of incentives or quality scrutiny to 

commission or evaluate the quality of IPW for community dwelling older 

people. At the macro and meso levels of analysis quality scrutiny was 

underdeveloped. There was little differentiation between service provision 

for community dwelling older people and frail older people and their carers 

who were long term users of health and social care services. There was 

most clarity about the purpose, remit and desired outcomes of time limited 

interventions.  However, the case studies demonstrated that for the older 

person this model of IPW could be problematic.  Weaknesses identified 

included the looming threat of the withdrawal of services, interrupted 

service provision caused by other events such as illness, delegation of key 

tasks to less qualified practitioners and the loss of links to primary care. 

Case study data also suggested that practitioners would circumvent 

restrictions on continuing access to services in recognition of ongoing need  

and/or absence of alternative services.        

8.6 Strengths and limitations of the research methods 
and process 

The strength of this study is its breadth of perspective. In the review, 

survey and case studies we included older people living at home who 

ranged from those with (apparently) short term needs and who were on a 
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trajectory to recovery, to those who needed ongoing long-term support and 

monitoring to maintain their health, to those who were at risk of 

hospitalisation and were, over time, increasingly frail. This proved valuable 

in two ways. It showed the heterogeneity of the older population living at 

home and demonstrated, within a realistic evaluation approach (193), what 

were the important outcomes and key features of IPW regardless of the IPW 

model/organisational context or Service user situation.  

The study’s capacity to address each of the research questions was limited 

by a number of considerations – practical, methodological and philosophical. 

Some of these have been discussed in previous chapters, but they are 

summarised here. In the systematic review, the models of IPW were 

developed iteratively and the final typology was applied post hoc to studies 

describing a wide range of organisational structures and processes. In 

keeping with the principles of realistic evaluation, we adopted an iterative 

approach to the development of the IPW models, but the process was to 

limited by the lack of a widely-accepted terminology of IPW.  The low 

response rate to the survey of health and social care managers meant that 

we may have missed examples of IPW that could have been used to test the 

models for comprehensiveness and parsimony. The review and subsequent 

studies suggested that, in many respects, individual features of IPW were 

more important than overall models in influencing outcomes. Our findings 

suggest that more important comparisons may in fact be between features 

that could be shared by all of those models. 

A related issue is that of identifying causal links between particular 

interventions – or elements of interventions – and outcomes. It is in the 

nature of complex interventions that multiple variables may interact to 

facilitate or suppress the mediators of change that produce observed 

outcomes. Inadequate descriptions of interventions, heterogeneity of 

outcome measures, and the lack of high quality RCTs among the papers 

considered in the systematic review, meant that modelling the relationships 

between variables and outcomes was problematic.  

In Phase Two, the dataset was limited in some cases by the short-term 

nature of the IPW interventions; in such cases, the eligibility criterion of 

being expected to stay on the caseload for 12 months could not be met. 

Assessments and interviews were still conducted by the research team, but 

data on service use and practitioner views on the longer-term effectiveness 

of IPW in those cases were more limited. The small numbers of Service 

users involved meant that inferences of causality based on statistical tests 

would not be robust. However, the qualitative data enabled a richer account 

of possible linkages between inputs, contexts.  

We used frailty as a user-centred, if not user-defined, construct with 

particular relevance to IPW. We used the Edmonton Frailty Scale, and found 
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it of some value, but this and other instruments require further evaluation, 

particularly of their sensitivity to change, if they are to be employed as 

outcome measures. A larger study than ours would be required for such 

evaluation. Processes rather than outcomes were key to the older person's 

evaluation of IPW. This will be a worthwhile focus of further research 

Although the study sites were chosen purposively to reflect a diversity of 

socio-demographic and other characteristics the transferability of our 

findings may be limited by the characteristics of the samples we used in the 

case studies. We depended upon practitioners to identify Service users 

potentially suitable for inclusion. Selection bias was therefore a possibility. 

In one of the sites, which served a population with substantial ethnic 

minorities, only one of the more than 20 Service users recruited was from 

an ethnic minority..  

8.7 Conclusions and Recommendations  

From an older person perspective, effective services were based on IPW 

interventions that supported continuity of care, and maintained a sense of 

security and links to wider systems of care and treatment at points of crisis 

or transition. The ability of individual professionals to both act in effective 

IPW ways and also to enable access to a breadth of services and support 

was influenced by the networks they participated in or were structured into.  

Effective IPW for community-dwelling older people with complex, multiple 

and ongoing needs are is more likely to occur when three key features are 

present. These are: 1) a functioning link (or tie) to wider primary care 

services, 2) a system of communication and evaluation that allows review 

and input from the older person and family carers, and 3) the presence of a 

recognised key worker. 

The landscape of providing organisations is set to change in England, with 

more diversity and a greater mixed-economy of provision. This is 

demonstrated by the emergence of new commissioning and scrutiny fora, 

Clinical Commissioning Groups and Health and Wellbeing Boards and the 

further extensions of publicly funded personal budgets to purchase new and 

existing forms of social and health care. The evidence from this study will 

have salience for managers, commissioners and scrutiny bodies in 

considering how best to provide services for older people with multiple and 

ongoing health and social care needs. As publicly funded social care 

withdraws from all but the frailest with low income this group and the larger 

group will require a greater focus from a publicly funded health perspective. 

Key issues identified in this study that require consideration are 

summarised below as recommendations for service delivery and further 

research: 
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Recommendations for Commissioners and Service Providers 

 Consider mechanisms to preserve and foster relational-based service 

delivery, which older people identify as of high importance in 

effectiveness.  

 Initiatives in IPW for older people, should from the outset, build on 

the universality and continuity provided by general practice, noting 

this is recognised as such by older people.  

 Across health and social care develop systems for recognising key 

workers (by whatever name) and making these known to the older 

person and their family carers, particularly at points of transition or 

crisis in health.  

 Incorporate planning and evaluation of service delivery from the older 

person’s perspective that links process outcomes with overall 

outcomes. 

 Develop mechanisms for assisting professionals and service providers 

to build and maintain networks of relationships, however weak, that 

are primarily horizontal (i.e. in a geographical area across 

organisational boundaries) and reflect the perspective of the older 

person.  

 Challenge whether it is the intention of commissioning decisions to 

foster horizontal networks or increase levels of vertical networks  

 Indentify examples of co-production within existing models of service 

delivery that can be used to develop organisational learning and 

embed its principles across services. 

 Centralisation of referral systems or reorganisation of health and 

social care staff into teams should be subject to a risk assessment of 

possible unintended consequences on existing networks of care and 

the maintenance of continuity at points of transition and crisis.  

 Scrutiny and commissioning approaches should develop local level 

evaluative measures of process that reflect on multiple services not 

single services  
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Suggestions for Further Research  

Incorporate within evaluations of service delivery effectiveness the older 

person’s perspective that links key process outcomes with overall outcomes. 

Identify the most effective ways to support networks of practice for this 

population, that capture both horizontal and vertical relationships 

Adapt and test existing frailty measures to assess their ability to    capture 

changes over time and use as a measure of effective IPW  

Compare and test the value of primary care based registers that use 

combined health and social care indicators of frailty with those that focus on 

existing problem and disease based registers (e.g. dementia, palliative 

care) 

Evaluate of the impact of Health and Wellbeing Boards on quality scrutiny 

and service provision over time for frail older people and their carers 
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Appendix 1: On-line Survey Questions 
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Appendix 2: Consensus Event Questions 
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Appendix 3: Consensus Event Vignettes 
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Case 2: IRIS ‘ Story  

 
 
Iris is 80 years old and lives alone in a warden controlled flat. She moved there 6 

years ago. Iris has had asthma for 30 years, but it has become a lot worse in the last few 
years. Iris also has heart disease and brittle bones. In 2008 she started episodes of severe 
breathlessness that she gets which she refers to as ‘asthma attacks’. One of these resulted in 
a hospital admission, where the consultant diagnosed the respiratory condition – chronic 
obstructive pulmonary disease. She was offered lung surgery to address one part of her 
problems but she has refused. Iris was discharged home quite quickly with oxygen to use 

when she is sleeping. Deliveries of oxygen are organised through the GP practice. The 
consultant gave her an information leaflet which she says she didn’t understand.  
 
Iris has been in the area for a long time, so she has a lot of friends and neighbours so she 
always sees someone every day. Her son phones her every day and organised a Careline 
button for emergencies. Her mobility is limited by her breathing difficulties; she says that 
she can get around the flat but can only go out in a wheelchair so she has to rely on 

someone to take her out. She attends the local Age Concern community centre twice a week 

for lunch and social activities.  On Fridays she uses a shopping bus organised by the council 
that goes to all the sheltered accommodation. She is fine when sitting but becomes 
breathless if she starts using her arms to do anything. She has a cleaner organised through 
Age Concern.  
 
Spring 2009 

Since the hospital admission Iris has had more episodes of severe breathing problems but 
always refuses to be admitted as she is scared of catching an infection like MRSA. Her GP 
always comes out to her and after the last severe episode of breathing problems and refusal 
to go to hospital the GP referred Iris to the community matron.  
 
The community matron visits her once a week for about an hour and also phones her 

regularly to see how she is. Iris has her mobile phone number and other contact details. She 
has also introduced herself to the warden of the flats and left her card. When she visits Iris, 
she asks about her symptoms, how her health has been and does a detailed assessment, 
examines her chest, takes her blood pressure, oxygen saturation, peak flow and encourages 
her to do deep breathing exercises when she feels breathless.  Iris knows the community 
matron checks with the GP if she thinks Iris might need a change in her medication as the 

community matron tells her that is what she is doing and always phones back.  

 
The community matron arranged for hand rails, bath rails and a door intercom to be fitted.  
 
Summer 2009 
 
Iris says that she finds the community matron very helpful and does not want to see anyone 
else for her health problems apart from her GP.   

 
 If Iris is having an ‘asthma attack’ the community matron has advised her to breathe in 
through her nose and out through her mouth, but she can’t do it when she is breathless. 
‘She says take a hard breath in, but I say don’t tell me how to breath’.  She usually tries to 
sit and calm herself down if she feels she is having an attack and opens the window to let 
some air in. Iris has now also started waking at night feeling so breathless it makes her very 

anxious and scared. Her hands have also recently started shaking. She is going to talk this 
over with the community matron next time she visits. She hasn’t told her son as she doesn’t 
want to worry him.  
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Case 3: May and Donald’s story  

 
The first major health problem  
May is 63 and has been a carer to her husband Donald who suffered a stroke in September 

2007. Donald is 69 and had been a maths teacher. The stroke left him unable to speak 
properly and with other forms of damage to his brain for example unable to do simple sums. 
He was able to walk, although he had poor coordination and needed some help with activities 
such as getting dressed.  
 
Leaving hospital  

May and Donald had very mixed experiences of help in planning for Donald to return home. 
May couldn’t recall seeing a care plan.  
The hospital social worker ‘did absolutely nothing and never answered any phone calls and 
was really not very good at all’.  
‘After he had his stroke we waited, I think it was nearly three months before he got a Speech 
Therapist or Psychologist that the hospital promised we would get to help him’.  
Once Donald was discharged, he was assigned a different social worker who they found very 

helpful, and referred them on to the Stroke Association who in turn referred them on to 

Crossroads (for the sitting service) and Age Concern. 
 
New health problems develop  
One of the effects of the stroke was that Donald often felt anxious. As time passed Donald 
became more and more anxious particular for the safety of his family members when they 
left the home or were out of his sight. As his anxiety worsened, Donald wouldn’t allow May to 

leave the house out of the house, except one evening a week when the Crossroads sitting 
service was there. Donald became more irritated by things such as noise from the TV and 
May reading a book to the point where she felt like a prisoner in her own house. When 
Donald became irritated he wouldn’t let anyone help him with things like drinks or getting 
dressed. May contacted the GP and Donald was referred to a psychiatric services in one area, 
where he attended for one session a week for six weeks before they referred him somewhere 

else. This second service saw him once and he was sent home with a yoga tape which he 
was supposed to listen to and follow in a room all by himself. May recalled that this was 
beyond his ability so he didn’t bother with that.  
 
An admission to hospital  
Donald was readmitted Christmas 2008 into the hospital he had previously been following 

the stroke. The cause this time was dehydration and a urine infection. May by this point felt 

she couldn’t cope with his difficult behaviour and demands on her.  
 ‘They wanted me to bring him home but I refused because I said I need help, I couldn’t 
cope any more. And because I actually refused to have him home from hospital then the 
Social Worker from the hospital was involved, who was very, very helpful’.  
Donald was eventually discharged home with a plan for him to attend a day centre five days 
a week. With Donald going to the local authority day centre, May was able to cope with her 
caring role over the evenings and weekends. May again wasn’t clear that there was a care 

plan although now there was a community psychiatric nurse who came to see them from 
time to time. 
However, the arrangement only lasted for a few months until Donald ‘started getting very 
awkward and refusing to go and of course nobody could force him to go’. May persuaded 
Donald to continue going to the day centre on odd days but the community psychiatric nurse 
stepped in to help and got Donald a place at a NHS Day Hospital for two days a week. This 

only lasted for a few weeks as Donald became more difficult for May to cope and she 
contacted her GP again. An emergency respite place was arranged in a hospital unit for older 
people with mental health problems through the consultant pyscho-geriatrician. Donald came 

home for a few days before May felt she was overwhelmed and couldn’t cope. Donald was 
once again admitted in to Hospital and is currently waiting for a place in a care home. May 
feels very low and guilty that she cannot cope with her husband. as she feels to be referred 
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to a nursing home. This has left May feeling down as she feels guilty for her husband’s 

situation. 
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Appendix 4: Consensus Event Agenda 
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Appendix 5: Consensus Event Presentation 
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Appendix 6: Economic Analysis Service Costs
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Appendix 7: Systematic Review Evidence Tables 1 - 3 

KEY CHARACTERISTICS OF STUDIES ACCORDING TO INTERPROFESSIONAL WORKING MODEL AND TYPE OF CARE (ACUTE, CHRONIC, PALLIATIVE, PREVENTIVE) 
 Table1: Case Management Model 
RANDOMISED CONTROLLED TRIALS 
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Appendix 8: Systematic Review Evidence Tables 4 - 6 
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Appendix 10: Summary of Survey Results 
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Appendix 11: Models of Interprofessional working 

Case Management Model 

 

Integrated Team Model 
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Collaborative Model 
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Appendix 12: Patient Interview 1: Part A 
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Appendix 13: Service by model and time period 
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