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Background To achieve better patient centred care, greater efficiency, and improved outcomes, the findings of reviews of successful integrated care systems (Williams and Sullivan, 2010; Ham and Curry, 2011; and the Five Year Forward View (NHS England, 2014; GovUK, 2015) recommended greater partnership working and new integrated models of care. EICTs [Enhanced Integrated Care Teams] aim to give GPs and other healthcare professionals access to a team of experts to identify those at risks and develop a care plan that include making or supporting referrals to EICTs and other health and social care services before tracking progress of patients and keeping GPs informed in order to try and reduce attendance to A&E and unplanned admissions.
Aims and objectives The team evaluation sought to understand the experience of the staff involved in developing and delivering the implementation of the EICTs in the Fleet locality (overseen by Salus Medical Services), including their views about enablers and barriers to embedding EICTs in daily routine practice in a long term sustainable way.
Methods The conceptual framework was mixed methods (Plowright, 2015) informed by Normalisation Process Theory (May and Finch 2009), Force Field Analysis (Lewin, 1949; 1951) and Alexander (1985) team effectiveness. Data collection was by way of: non-participant observation of a regular multi-disciplinary team meeting [MDT] (n=10); a structured focus group directly following the MDT (n=9), and an anonymous survey (n=10) using a scale of 1 to 10 [not at all agree to completely agree]. Data were analysed using numerical analysis, NPT (May and Finch, 2009) and thematic analysis (Braun and Clarke, 2006).
Results The two top barrier categories with 29.6% of votes each were ‘IT and phones’ and ‘GP input/attitude’ followed by ‘competing demands on staff’ with 22.2%. The two top driver categories were ‘patient outcomes’ and ‘team/MDT’ and ‘worthwhileness’ each with 37.0 % of the votes followed by ‘winning over GPs’ with 14.8% of the votes.
Team members agreed that they felt valued as team members [7.5] and that EICT had achieved its team goals [7.7]. The highest overall score for NPT questions was for key individuals drive EICTs forward and get others involved [cognitive engagement] [8.4] followed by team members can see potential value of EICT for their work [coherence] [8.3] and team members continue to support EICTs [cognitive engagement] [8.2]. The lowest overall score was for sufficient resources are available to support EICT [collective action] [5.6] and NHS/ Vanguard programme management team adequately supports EICT [collective action] [5.9] followed by team members can access information about and are aware of the effects of EICT [reflexive monitoring] [6.8]. The overall average for all four NPT domains and hence for all NPT/NoMAD questions was 7.5. Of the NPT four domains cognitive engagement [8.1] and coherence [7.7] had the highest overall score. This shows well aligned expectations and a good level of buy-in [cognitive engagement] due to key people driving things forward and in particular effective leadership from the clinical lead and the business manager. Reflexive monitoring [7.3] and collective action [7.0] were doing comparatively less well, mainly because of responses to questions about sufficient resources and support from NHS more senior management [collective action] which received scores of under 6 and accessing information about EICT and are aware of the effects of EICT [reflexive monitoring] with a score under 7.
Conclusion This pragmatic evaluation in real life setting undertaken with limited resources found that EICT NCM in Fleet is doing well in respect of team effectiveness and all NPT domains. Team members in EICT Fleet have a strong belief a belief in the value and benefit of EICTs and feel empowered to have been able to work without traditional boundaries for the benefit of patients. They feel that they are on their way to a culture shift. On the basis of available evidence, the EICT NCM in Fleet has led enable a move from “fragmentation” to “integration” and has in all likelihood embedded the implementation of EICT in routine practice. Team members are planning to undertake more proactive reviews and are planning for the team to be more fully integrated in future, including convincing GPs of the benefit of the EICT NCM and for GPs to attend the MDT.
Recommendations 
Team members recommended ensuring spider telephones worked, improving IT and IT support to achieve integration across networks and patients’ records management systems because this would facilitate team work and help optimise patient outcomes. Although team members know the impact of what they do insofar as they can monitor the progress of patients via the ‘tracker’, more widely accessible information about what EICTs do and the impact of what they do should be made available to the team and to others. This would help those external to EICTs to become more fully aware of the effectiveness and worthwhileness of EICTs. The team should be encouraged to continue to work to develop a more pro-active approach and wider organisational integration including the involvement of GPs.
Executive summary
Key findings

Context 
The team evaluation sought to understand the experience of the staff involved in developing and delivering the implementation of the EICT in Fleet (overseen by Salus Medical Services), including their views of enablers and barriers to embedding EICT in daily routine practice in a long term sustainable way. Data collection was by way of:  non-participant observation of a regular multi-disciplinary team meeting [MDT] (n=14); a structured focus group directly following the MDT involving a brainstorming and ranking exercise (n=8) and an anonymous survey (n=12).
Key barriers and drivers 
The two top barrier categories with 29.6% of votes each were ‘IT and phones’ and ‘GP input/attitude’ followed by ‘competing demands on staff’ with 22.2%. The two top driver categories were ‘patient outcomes’ and ‘team/MDT’ and ‘worthwhileness’ each with 37.0 % of the votes followed by ‘winning over GPs’ with 14.8% of the votes.
Team effectiveness and goals 
Team members agreed that they felt valued as team members [7.5] and that EICT had achieved its team goals [7.7], including: increased the number of intensive early interventions with care plans entailing referrals to other services (e.g. social prescribing/voluntary sector) [8.4]; identifying individuals at risks and developing a holistic single care plan with each of them [7.8]; achieved shared learning by working with partner agencies [7.5]; and achieved a cultural shift in organisational integration [6.9]. Although the team agreed that they achieved shared learning by working with partner agencies and they were on the journey to break down barriers on and on their way towards a culture shift for the benefit of the care of patients, they pointed out that they wanted to win over GPs and to achieve wider organisational integration as a long-term aim.
NPT questions 
The highest overall scores were for key individuals drive EICT forward and get others involved [cognitive engagement] [8.4], team members can see potential value of EICT for their work [coherence] [8.3] and continue to support EICT [cognitive engagement] [8.2]. The lowest average scores were for sufficient resources available to support EICTs [collective action] [5.6], the NHS/Vanguard programme adequately supports EICT [collective action] [5.9] and team members can access information about and are aware of the effects of EICT [reflexive monitoring] [6.8].

NPT domains

The overall average for all four NPT domains and hence for all NPT/NoMAD questions was 7.5. Of the NPT four domains cognitive engagement [8.1] and coherence [7.7] had the highest overall score. This shows well aligned expectations and a good level of buy-in [cognitive engagement] due to key people driving things forward and in particular effective leadership from the clinical lead and the business manager. Reflexive monitoring [7.3] and collective action [7.0] were doing comparatively less well, mainly because of responses to questions about sufficient resources and support from NHS more senior management [collective action] which received scores of under 6 and accessing information about EICT and are aware of the effects of EICT [reflexive monitoring] with a score under 7.
Conclusion 
This pragmatic evaluation in real life setting undertaken, with limited resources but with an overall sample that was relatively small but captured almost all EICT team members, found that EICT NCM in Fleet is doing well in respect of team effectiveness and all NPT domains. Team members in EICT Fleet have a strong belief a belief in the value and benefit of EICTs and feel empowered to have been able to work without traditional boundaries for the benefit of patients. 

They felt that they were on their way to a culture shift. On the basis of available evidence, the EICT NCM in Fleet has led enable a move from “fragmentation” to “integration” and has in all likelihood embedded the implementation of EICT in routine practice. Team members are planning to undertake more proactive reviews and are planning for the team to be more fully integrated in future, including convincing GPs of the benefit of the EICT NCM and for GPs to attend the MDT.

A main benefit was a mixed methods approach with a validated conceptual framework [NPT, Force Field analysis, team effectiveness and extent of meeting team goals] and three different data collection methods: non-participant observation, survey and structured focus group, including brainstorming and ranking exercise of drivers and barriers to the embedding of a successful implementation that could be sustained in the long term. 

Recommendations
Team members recommended ensuring spider telephones worked, improving IT and IT support to achieve integration across networks and patients’ records management systems because this would facilitate team work and help optimise patient outcomes.
Although team members know the impact of what they do insofar as they can monitor the progress of patients via the ‘tracker’, more widely accessible information about what EICTs do and the impact of what they do should be made available to the team and to others. This would help those external to EICTs to become more fully aware of the effectiveness and worthwhileness of EICTs.

The team should be encouraged to continue to work to develop a more pro-active approach and wider organisational integration including the involvement of GPs.
1. Introduction

1.1. Background

Who is organising and funding the study

North-East Hampshire and Farnham CCG are funding the overall independent evaluation of Happy, Healthy at Home [HHH]. The Centre for Implementation Science at the University of Southampton are undertaking the independent evaluation of the Farnborough, Aldershot and Fleet Enhanced Integrated Care Teams [EICTs] as part of the overall evaluation of HHH by Wessex AHSN.

Happy Healthy at Home [HHH]
HHH is an Integrated Primary and Acute Care Systems vanguard site [PACS]. HHH was one of the 29 original ‘vanguard’ programmes announced by NHS England in March 2015. Vanguard sites are tasked with improving the health of local people by piloting New Care Models (NCMs] that involve working with partners to see how care can be provided in a better and more sustainable way in the future (HHH, 2017). 

Integrated Care Systems
There have been a number of international and national drivers that have established that the current model of care is unsustainable and argued that more integrated services such as the Integrated Care Teams [ICTs] should be introduced (Cameron and Lart; 2003; Banks, 2004) This led to new patient centred models of integrated primary and community care have being piloted in England (Ham and Curry, 2011). These NCMs have been designed to be in line with the findings of successive reviews of successful national and international integrated care systems which recommended more collaborative approach and greater partnership working to provide person centred care, greater efficiency, improved health and well-being outcomes and quality of life for all (Cameron and Lart, 2003; Banks, 2004; Williams and Sullivan, 2010; Ham and Curry, 2011; Clark, 2012; Rand Europe and Ernst and Young, 2012; Robertson et al, 2014).
In line with the Five Year Forward View (NHS England, 2014; GovUK, 2015), ICTs are a new care model of integrated care that aims to pro-actively manage the health and social care of the population and provide intensive multi-disciplinary community support. The main aim of ICTs is to enable a seamless provision of care, improved health and well-being outcomes and better quality of life for all. EICTs are based on Health Care Professionals [HCPs] and GPs proactively managing the health and social care of the population. GPs and HCPs identify individuals at risk as early as possible, help them jointly develop a holistic single care plan. This entails referrals to other services (social prescribing/voluntary sector) to empower patients and improve their health and well-being resulting in hospital admission avoidance, reduced ambulatory care, reduced delayed transfers of care and reduced length of stay and earlier discharge. The ICTs review patients and their care plans during weekly multi-disciplinary team meetings [MDTs] (NHS England 2014; GovUK, 2015; Baker and Mawby, 2016).
Enhanced Integrated Care Teams [EICTs] in Fleet
The EICT new care model [NCM] is in line with NHS England Five Year Forward View (NHS England, 2014; GovUK, 2015). EICT Fleet is overseen by Salus Medical Services [SMS], a federation of 23 GP practices established in 2016 to respond to local and national pressures on both Primary Care and the wider NHS (SMS 2017a). These pressures are the consequence a rising population with diverse health needs and multiple long-term conditions in the context of higher patients’ expectations and greater demand for care, funding pressures and difficulties recruiting and retaining primary care staff, compounded by the artificial barriers within and between primary, community, mental health, social, and secondary care (SMS 2017a).

The main aim of SMS is to help the federation GP practices work better together and with other healthcare providers to improve patients' experiences as well as efficiency and effectiveness in order to reduce wastage. The three key objectives are: deliver primary care services on a larger scale; help GP practices to collaborate and gain economies of scale; and provide a single voice for primary care in North-East Hampshire (SMS, 2017a).

In the EICT NCM health and social care professionals are working together in multi-disciplinary teams to arrange the right support and care for patients. The EICT NCM is dedicated to improving out of hospital care and address issues affecting providers and users of health and social care (SMS, 2017b).

The main focus of activity is facilitating care in patients’ own homes to prevent hospital admission and to allow earlier hospital discharge as well co-ordinating the care of patients. Long term anticipated impacts included more efficient use of out-of-hospital resources and improved GP access.
The EICT NCM is conceptualised as helping reduce the risk of hospital admission and speeding up the safe discharge of those in hospital when they are ready to return home.This is achieved by:
1. Giving GPs and other medical professionals access to a team of experts when making complex care decisions

2. Making or supporting referrals, thus reducing the time spent by professionals on setting these up

3. Tracking progress and following up on patients referred to the ICTs
4. Keeping the patients’ GP informed of progress, outcomes and when the patient is no longer under active ICT care (SMS, 2017b).
EICT Farnborough team members include: clinical lead; clinical team leader; business manager; administrator; occupational therapists and physiotherapists; community matron; community nurses; specialist nurses; clinical pharmacist; community mental health practitioners; adult social services; paramedic practitioners and other community care professionals as well as support agencies like Making Connections and palliative care charities like Phyllis Tuckwell; and GPs. 

Paramedic practitioners were a recent addition to EICTs. They visit patients at home to free up community nurses and GPs. The EICTs administrator for the locality keeps a record of their calls, who they visited and the outcomes of the visit, in particular how many hospital admissions had been avoided because the paramedic practitioners had found a better solution. (SMS, 2017c)

Staff involved in EICT Farnborough attend a weekly Multi-Disciplinary Team [MDT] meeting in which patients are discussed, feedback is received and given on how patients are doing. The EICT administrator updates a ‘tracker’ with the history of patients on the EICT case load. The tracker is circulated to representatives from all the services who might need to be involved (SMS, 2017c).
The Fleet locality includes 4 GP practices and an active caseload of around 20 patients (plus ‘dormant’ caseload of around 115). Output activities monitored on a monthly basis are the number on active and dormant caseload and the percentage of population identified using risk stratification. EICT Fleet also collects local healthcare data on a monthly basis to monitor progress (SMS, 2017c). Team members can see for themselves the extent to which their work has made life better for the patients (i.e. the care management plans and other work that EICT Fleet has contributed to.
EICT staff have had the opportunity to participate in an Operational Development [OD] programme provided by Practive Consultancy focussing on general OD associated with integration.
1.2. Purpose of the evaluation

The team evaluation sought to use the NPT framework as key conceptual framework to gain insights into the experience staff members involved in EICTs in relation to drivers and barriers to implementation in order to ascertain the extent to which the team was able to embed the implementation of EICTs in daily routine practice in a long term sustainable way. 
The objectives selected to achieve this aim were: 

1. To consider the extent to which team members made sense of and constructed potential value for EICTs [NPT - May and Finch 2009; Finch et al, 2013, 2015]

2. To explore how team members engaged with EICTs [NPT - May and Finch 2009; Finch et al, 2013, 2015]

3. To gain a better understanding of how team members enacted the EICTs in particular how the activities of team members were enabled and constrained or drivers and barriers to implementation  [NPT - May and Finch 2009; Finch et al, 2013, 2015; Lewin 1943, 1951]
4. To investigate the extent of reflexive monitoring i.e. extent to which team members had access to information about the impact of the EICT and the extent to which they believed EICTs is worthwhile [NPT – May and Finch 2009; Finch et al, 2013, 2015]
5. To determine the extent to which team members thought that their EICTs team was effective and their contribution valued [Alexander 1985]

6. To assess the extent to which the team goals of EICTs were felt to have been met

2. Methods

2.1. Conceptual framework
The main element of the conceptual framework is the Normalisation Process Theory (NPT) (May and Finch, 2009). This is a validated instrument that has been widely used to evaluate quality improvement interventions in health care. The focus is on factors (beliefs and behaviours) that promote or inhibit (enablers and barriers) the implementation of an intervention, in this case the EICT in the Farnborough locality.
The four key components of the NPT framework are: coherence, cognitive participation, collective action and reflexive monitoring (May and Finch, 2009, p539):

i. Coherence or sense making:  the mobilisation of a practice – how it is conceptualised and held together in action

ii. Cognitive engagement: participation in a practice – how members decide to engage and actually engage

iii. Collective action: enacting a practice – how the work is organised and activities structured and constrained

iv. Reflexive monitoring: the appraisal of a practice – how it is appraised and the effects of appraisal, i.e how it is ‘understood’ and what changes the team make in response to appraisal and feedback

The starting point of NPT is to understand the embedding of a practice i.e. what people actually do and how they work together. NPT provides an explanatory framework to better understand the routine embedding of healthcare interventions in their social contexts and why some processes seem to lead to a practice becoming sustained over a long term while others do not (May and Finch, 2009, p539). 
Because of its predictive potential in respect of the extent to which a quality improvement intervention is likely to become routinely embedded, NPT is ideally suited as a framework to evaluate an intervention a few months after the start of its implementation as the ‘diagnostic’ dimension of NPT can provide an effective way to identify enablers and barriers so as to enable taking steps to overcome potential barriers or optimise the intervention. Although May and Finch (2009) make no claim of absolute predictive power for NPT, they suggest that within certain limits, the extent of sustainable long term embedding can be projected which can enable actions to be taken to adjust an implementation if it does not appear to be on the trajectory of becoming embedded in daily routine practice.
The NPT derived NoMAD instrument [20 questions, between 4 and 7 for each of the 4 domains] (Finch et al, 2013, 2015) was selected because it can be used before (potential for routine embedding), during (routine embedding) and after an intervention (sustained routine embedding). Because of its predictive potential in respect of the extent to which a quality improvement intervention is likely to become routinely embedded in daily practice, NPT was highly suitable to evaluate an intervention a few months after its implementation. 
The conceptual framework was also informed by Force Field Analysis (Lewin, 1949; 1951) the focus of which is on enabling and restraining forces (drivers and barriers); Alexander (1985) team effectiveness questionnaire as well as the relevant EICTs aims and expected outcomes. These were derived from available information and from the relevant EICTs Logic Model/s and focussed on better integrated working and shared learning between all health and social care EICTs partner and the extent to which there had been a cultural shift in organisational integration with partners supporting each other in designing and implementing patient care plans.
2.2. Scope and design
To help make findings more robust and claims from the findings more warrantable (Gorard, 2001, 2003; Plowright, 2015), the design involved mixed methods by way of two primarily qualitative data collection methods (non-participant observation and structured focus group) and a primarily quantitative data collection method (survey). 

Qualitative data collection methods such as observation, focus groups and interviews can provide insights into underlying complex social processes (Lincoln, 1995; Denzin and Lincoln, 2005). Surveys collecting quantitative data can examine patterns and trends in respect to one or more variables (Gillham 2000; Bell 2002).

In the order in which they took place, the data collections instruments of the evaluation were:

1) a non-participant observation of a regular multidisciplinary team meeting [MDT] 

2) a structured focus group (which includes an anonymous paper based survey and a brainstorming and ranking exercise) directly following the weekly MDTs i.e. that will also take place in each of the three localities
3) as a final opportunity to participate for those who cannot attend the focus group, an anonymous electronic survey the link for which will be circulated after the focus groups have taken place (the same as the paper based survey completed during the focus group which will take approximately 10 mins to complete) 
On its own or alongside other data collection methods, non-participant observation often reveals characteristics of groups that would have been difficult to discover by other means (Bell, 2002). 
On its own or alongside other data collection methods, focus groups enable cost-effectiveness and speed in obtaining insights that would be difficult and time consuming to elicit by other means (Morgan and Krueger 1998) and concentrated richness of data on the thoughts and feelings to provide a quick overview of differences, range of ideas and so on (Smithson, 2000).
Structured focus groups can involve one or several types of collective activities which include brainstorming, ranking exercises or surveys (Morgan and Krueger 1998; Bloor et al 2002). Using an activity based structured focus group by way of survey and brainstorming and ranking exercise would enable the collection of both qualitative and quantitative data, which will help provide both depth and detail on the questions of interest (Smithson 2007; Hammersley, 2013). Brainstorming and ranking exercises that start individually and are completed collectively can be used to quickly and efficiently draw out implicit knowledge and assumptions before the participants are influenced by group dynamics. Such exercises also serve as warm up for the discussion (Matheson and Matheson, 2009). 

To further increase the validity of the study and the warrantability of claims derived from the findings (Gorard, 2001, 2003), team members who could not attend the MDT and/or focus group were given the opportunity to complete the same survey as that undertaken by those who attended the structured focus group.

2.3. Data collection and sampling
Initial contact with focus group participants was be made via the gate keeper from Salus Medical Services who emailed potential participants [See appendix 1: introductory email and invitation to participate], attaching participant information sheet [See appendix 2: information sheet] and the consent form [See appendix 3: consent form] to their introductory emails.

The data collection started on 20 December 2017 on 13 December 2017 1pm-3pm Conference Room, Fleet community hospital, Church Road, Fleet GU51 4LZ when the non-participant observation of MDT and structured focus group took place and ended on 12 January 2017 when the electronic survey for those unable to attend MDT and/or focus group (circulated after 20 December 2017) was closed down.
A total of 10 team members were observed as part of the non-participant observation of a MDT. One researcher (author of the report) took notes of the MDT using the NPT framework [See appendix 4]. The author of the report who is also the lead researcher facilitated the focus group, which was also audio-recorded.
At the beginning of the focus group participants undertook an anonymous paper based survey using the 20 NPT NoMAD questions, 5 team evaluation questions and 4 questions about the extent to which the aims of EICTs were achieved. [See appendix 6]. Participants were asked to rate each question on a scale of 1-10 where 1=not at all agree and 10=completely agree. Negative scores start at 5.4 since 5.5 is the mid-point. Average scores between 5.5 and 6.9 are slightly positive and require attention. Average scores between 7 and 8.9 are positive. Average scores above 9 are highly positive. 
Participants then undertook a brainstorming and ranking exercise seeking to identify enabling (drivers) and restricting forces (barriers) in relation to their experience of the implementation of the EICT NCM. The items for drivers and barriers were written on ‘post-its’ and then stuck on a flip chart and categorised by the researcher before being collectively ranked with each participant distributing 3 votes on whatever category of drivers/barriers they felt were most important for them. This warm-up exercise based on Lewin (1943, 1951) Force Field Analysis seeks to activate implicit and tacit knowledge (Matheson and Matheson, 2009). [See appendix 5]. The focus group lasted between 35 and 45 minutes and was recorded on a digital audio device in all three localities.
As a final opportunity to participate for those who could not attend either or both MDT and structured focus group, after the focus group took place, the business manager circulated the same anonymous survey as completed during the focus group the rest of the team to be completed via SurveyMonkey. One team member completed the survey. 
The samples for the three data collection methods include both HCPs and non-clinical staff. The profile of the samples is outlined in tables 1a and 1b.
Table 1a: Overview of MDT, focus group and survey sample 
	MDT in person
	MDT by phone
	Focus Group

(+ ranking exercise)
	Survey

	8 HCPs
2 non-clinical
	0
	7 HCPs

2 non-clinical
	9 HCPs

2 non-clinical

	10
	0
	9
	10


Table 1b: Profile of samples: MDT, focus group and survey
	MDT 
	Focus Group 

(+ ranking exercise)
	Survey

	Non-clinical

Business manager

Director of development 
	Non-clinical

Business manager

Director of development 
	Non-clinical

Business manager

Director of development

	HCPs

Clinical lead

Community matron

Adult and social care services Paramedic practitioner 

Physiotherapist 

Community dementia specialist nurse x2
Paramedic practitioner
	HCPs

Clinical lead

Community matron

Adult and social care services Paramedic practitioner 

Physiotherapist 

Community dementia specialist nurse 

Paramedic practitioner
	HCPs

Clinical lead

Community matron

Adult and social care services Paramedic practitioner 

Physiotherapist 

Community dementia specialist nurse 

Paramedic practitioner 

Mental health practitioner


2.4. Data analysis

Quantitative data were analysed numerically and trends analysed using SPSS 24. Key themes within qualitative data were identified using NPT (May and Finch, 2009) and thematic analysis (Braun and Clarke, 2006).
2.5. Ethical issues
The study obtained ethics approval from the University of Southampton UoS Ethics: 30446. Informed consent, data management, data protection, confidentiality and anonymity are aligned with UoS policy. As this is a service evaluation of the EICTs on behalf of NEHF CCG, the latter arranged with the EICTs that the evaluation team can use the usual meeting rooms in which the weekly operational meetings take place to conduct the non-participant observations of a MDT and structured focus groups. Hence, there was no need for R&D approval to be sought and obtained. The research team was independent and had no prior relationship with the participants. 
3. Results
3.2. Multi-disciplinary team meetings
The MDT was chaired by the clinical lead [an advanced nurse practitioner] supported by the administrator and business manager. All MDT members were given an up to date copy of the ‘tracker’ provided by the administrator. The MDT was based on discussing patients on the EICT caseload or who could be added to the case load. The clinical lead, administrator, business manager had laptops that could access information about patients. All MDT members have access to GP records, either Systm1 or EMIS. 
Only the business managers/ administrator and clinical lead and paramedic practitioners have access to RIO, the community services records. Mental health and adult services/social work have also access to their own respective systems in RIO to which others don’t have access. A number of team members had laptops and could update the MDT about the latest information within their separate services.
All referrals to the EICT come through the business manager and administrator. The referrals are then signposted to a relevant clinician. Some patients are referred to external health and social care services by the business manager and/or administrator. The discussion was based on providing updates about approximately 15-20 patients i.e. what was known and who had done what and what the next steps were going to be. 
All members took part in the discussion and asked relevant fact finding questions to clarify matters. All made suggestions in relation to potential next steps. Many patients have long term conditions such as dementia, frailty issues, diabetes and heart disease. They often suffer from recurring infections, falls, respiratory problems and problems with mobility. They also often need help with mental health issues such as anxiety and depression. They can be at home or in a nursing home or still in hospital often about to be discharged. 
3.3. Coherence
Table 2 summarises the survey results for the area of ‘coherence’ i.e. sense-making or how a practice is conceptualised and held together in action. All scores were positive, ranging from 7.4 for q1 to 8.3 for q4 with an average overall score of 7.7. The difference between the highest and lowest individual scores was relatively large (4-5pts) averaging 4.5pts, which shows that the responses were somewhat polarised with some very high and some much lower individual scores.

Team members had a shared understanding of the purpose of EICTs and of specific responsibilities required [7.7] and understood how EICT affected the nature of their work [7.5]. The highest score was for team members can see potential value of EICT for their work [8.3]. The lowest score was for EICT is distinct from previous ways of working [7.1]. The positive scores particularly for seeing potential value of EICT for their work suggest that the NCM is likely to be easily embedded into daily routine practice. 

Table 2: Results for coherence 

	Coherence/sense making (n=10)
	Average score
	Diff

-/+

	1. E/ICTs work is distinct from previous ways of working
	7.1
	4pts

	2. Team members have a shared understanding of the purpose of E/ICTs and of specific responsibilities required
	7.7
	5pts

	3. Team members understand how E/ICTs affects the nature of their work
	7.5
	5pts

	4. Team members can see potential value of E/ICTs for their work 
	8.3
	4pts

	Overall averages
	7.7
	4.5pts


Team members said that the MDT was well run and there was clarity about team members' roles and who has responsibility for what although new members may take time to adjust. Those who have worked with ICT for some time are fully aware of the roles but new members take time to fully understand [Clinical lead]
It was underlined that the EICT had developed and grown to such an extent that it this could create confusion in the short term. As the ICT expands, roles are added and it is sometimes difficult to understand where we fit within the existing structure [Paramedic practitioner]. 
Although team members agreed that EICT was different from previous ways of working, someone said that the new way of working had in fact been done in the past some 20 years previously and it was now being adapted to the modern and different context [Physiotherapist]

3.4. Cognitive engagement 

Table 3 summarises the survey results for the area of ‘cognitive engagement’ or participation i.e. how team members decide to engage and actually engage. All scores were positive ranging from 7.5 for q7 to 8.2 for q8 with an overall average score of 8.1. The difference between the highest and lowest individual scores was smaller than for coherence (3-5pts instead of 3-6pts) averaging 4.3pts instead of 4.5pts, which shows that the patterns of individual responses was similar but slightly less polarised than for coherence.
Team members agreed that and that they were open and willing to work in new ways [8.2] and continued to support EICT [8.2]. The lowest score, but still a positive score, was for team members believe that contributing to EICTs is a legitimate part of their work [7.5]. The highest average score was for key individuals drove EICT forward and got others involved [8.4]. This was the highest average score out of the 20 NPT/NoMAD questions.
Table 3: Results for cognitive engagement 
	Cognitive engagement (n=10)
	Average score all
	Diff

-/+

	5. Key individuals drive EICTs forward and get others involved 
	8.4
	4pts

	6. Team members are open and willing to work in new ways 
	8.2
	3pts

	7. Team members believe that contributing to EICTs is a legitimate part of their work 
	7.5
	5pts

	8. Team members continue to support EICTs
	8.2
	5pts

	Overall averages
	8.1
	4.3pts


The responses to the survey with the highest socre for key individuals drive the EICT forward and get others involved suggest a good level of buy-in and effective leadership which was mirrored in the non-participant observation of the MDT and focus group discussions. There is buy in from EICT team in relation to its purpose [Director of Development, Salus]

The buy in level and enthusiasm was seen as the consequence willingness to work in new ways breaking the more traditional barriers and of effective leadership. The clinical lead and the business manager drove the EICT forward and enabled the MDT to operate smoothly and efficiently. All team members participated actively in the MDT and supported each other.
3.5. Collective action 
Table 4 summarises the responses for collective action or how the work is organised and activities structured and constrained. All average scores were positive, although some were only slightly positive. Average scores for collective action were overall less positive than for coherence [7.7] and especially for cognitive engagement [8.3]. They ranged from 5.6 for q12 to 8.1 for q10 with an average of 7.0. The difference between the highest and lowest individual scores was 4-5pts, averaging 4.4pts, demonstrating that responses were relatively polarised.
The lowest average scores were for sufficiency of available resources to support EICT [5.6] and NHS/Vanguard programme management team adequately supports EICTS [5.9]. Team members agreed that they could easily perform the required tasks [7.8] and that they maintained their trust in EICT and in each other [8.1]. The highest score was for EICT work is seen as appropriately allocated to staff with required skills [8.5]. This indicates that the NCM has the potential to be be easily integrated in daily routine practice.
Table 4: Results for collective action for all three localities
	Collective action (n=10)
	Average scores
	Diff

-/+

	9. Team members can easily perform the required tasks
	7.1
	4pts

	10. EICTs work is seen as appropriately allocated to staff with required skills
	8.1
	4pts

	11. Sufficient EICTs training is provided 
	7.0
	5pts

	12. Sufficient resources are available to support EICTs
	5.6
	5pts

	13. NHS/ Vanguard programme team adequately supports EICTs
	5.9
	4pts

	14. EICTs does not disrupt working relationships
	7.2
	5pts

	15. Team members trust EICTs and trust each other
	8.0
	4pts

	Overall average
	7.0
	4.4pts


The brainstorming exercise enabled key barriers and drivers to be identified quickly that would complement the results of the survey and prompt the discussion. See appendices 8-10 for specific details. After the brainstorming exercise, the participants were asked to categorise the drivers and barriers and select the most important category of barriers and drivers which were then ranked in descending order. See table 5 and appendix 8 for more details on results.
Table 5 summarises the key barrier and driver categories, the number of votes and the percentage of the total number of votes that they represent. Fig 2 represents the interplay of key barriers and drivers and the percentage of allocated votes for the top four or five categories. See appendix 7 for details of all items. Four categories of barriers and four categories of drivers were identified. The votes were more evenly split for the barrier categories than for the driver categories.
Table 7: Barrier and driver categories 
	Barrier categories EICTs3 (n=9)
	Number of votes
	% of votes 
	Driver categories EICTs3

(n=9)
	Number of votes
	% of votes

	IT and phones
	8
	29.6
	Patient outcomes
	10
	37.0

	GP input/attitude
	8
	29.6
	MDT/team/learning from MDT
	10
	37.0

	Shortage of staff/competing demands on staff
	6
	22.2
	Winning over GPs
	4
	14.8

	Unclear to outsiders
	5
	18.5
	Access to MH practitioners
	3
	11.1

	
	
	
	
	
	

	Total
	27
	1000
	Total
	27
	100


	[image: image4.png]Fleet (n=9) 27 votes

Barriers

IT (+/G)/phones: 29.6%

|

GP input/attitude: 29.6%

|

Shortage of staff/competing
demands: 22.2%

i

Unclear to outsiders: 18.5%

'

Restricting forces

Drivers

Patient outcomes: 37%
_—
Team/MDT/learning from MDT:

37%
———
Winning over GPs: 14.8%

= S—
Access to MH practitioners:

11.1%
—

Enabling forces





	Fig 2 Drivers and barriers EICT Fleet


The top barrier categories were’ IT (+IG)/phones and ‘GP input/attitude’. The top driver categories were ‘patient outcomes’ and ‘team/MDT/learning from MDT’. See table 7 and appendix 7.
Restricting factors or barriers

IT (+IG) and phones [8 votes out of 27 or 29.6% and 7 items out of 23 or 30.4%]. 
A total of 7 team members (out of 9 or 78%) identified IT issues as barriers. A concern was that telephones did not work well in the locality. Difficulties with IT and phones in the Fleet area hamper efficient working [Clinical lead]
IT communication systems were not yet ‘talking’ to each other. Access to IT systems remain an issue [Director of Development]. Direct access to patients’ notes was limited, but a lot of information was transmitted verbally during the MDT and summarised updates were shared in the weekly tracker reports sent to all team members.
Some IT problems had been linked to IG problems and resolved themselves when IG problems had been sorted out. However, when IG problems have been resolved, we still have the more day to day IT problems [Occupational therapist]. A frustration was that simple IT problems that had been escalated took a long time to be resolved. The problem often is that we need someone from another department to switch on something. It is as simple as this, but it can take weeks for this to happen. [Business manager, Salus]

GP input/attitude [8 votes out of 27 or 29.6 % and 9 items out of 23 or 31.9%]. 
Lack of GP input and lack of engagement and involvement by GPs was an issue particular to the Fleet locality due to historical reasons with the result that GPs who had not bought into the EICT NCM and, unlike in the other two localities overseen by Salus, were not taking part in the MDT. 
Key members missing are GPs [Clinical lead] 
There is no method to engage them because their attitude as well as engagement is an issue. [Community matron
The GP practices in the Fleet locality do not engage with the EICTs a great deal. We are directly linked to GPs but sometimes we are pulled in 3 directions: GP agenda; patients' needs and EICTs agenda and they are not all singing from the same song sheet [Paramedic practitioner] 
Mentioning EICTs is something we have learned not to do [Paramedic practitioner] 

Shortage of staff/competing demands on staff [6 votes out of 27 or 22.2% and 4 items out of 23 or 17.4%].
Team members have to balance their personal workload in their ‘day job’ with their EICTs workload in a context of national and local shortages of medical and healthcare practitioners such as GPs, occupational therapists and physiotherapists.
Workloads impact the working relationships around the teams [Paramedic practitioner]
Some team members do not attend and do not see the value and benefit of EICTs in action [Community matron] 

Unclear to outsiders [5 votes out of 27 or 18.5% and 3 items out of 23 or 13
External stakeholders were perceived to have had a limited knowledge of the purpose of EICTs and how they operated and might be unaware of the parameters for inclusion on the EICT caseload. Often they may not understand the value and benefit of EICT NCM. 

Enabling factors or drivers

The team was committed to high standards of care and had found rewarding to have been able to have made a genuine difference to patient welfare and recovery, which had led to more timely patient outcomes. Knowing that patients’ problems have been addressed and that they have the right care in place is rewarding [Community matron]. 
The team believed that EICT work would provide evidence for the STPs [Sustainability and Transformation Plans] coming into effect in just over a year. STPs will have an integrated work stream and we will be able to give them the evidence they need [Clinical lead].
MDT/team/learning from MDT [10 votes out of 27 or 37% and 20 items out of 27 or 70.3%]. 
Team members looked forward to the weekly MDT working in collaboration and learning from colleagues from different health and social care backgrounds. They appreciated getting to know other HCPs person to person in the weekly MDT. An example of learning was becoming acquainted with different referral pathways. 

Team members felt they worked in a compassionate and yet expanding team where members were equal and with team members listening to each other’s views. The team had not only a good balance of skills and abilities but a good mix of extroverts and introverts and understood of where each team member could be effective
Lots of camaraderie amongst team members and trust [Director of Development, Salus]
We can manage the caseload, because it is not huge and not unmanageable. If it was, it would have a knock on effect. [Physiotherapist] 

The team is inclusive and collaborative and works creatively [Community matron]

Team members had a high level of buy-in for the work of the EICTs [Director of Development, Salus]

Despite the shortage of staff and competing demands on ICT staff, we get it all done [Business manager, Salus]
Team members appreciated getting to know other HCPs through meeting them person to person by way of the weekly MDT, thus sharing knowledge and learning from them. An example of learning was becoming acquainted with different referral pathways
Winning over GPs [4 votes out of 27 or 14.8% and 1 item out of 27 or 3.7%]
Progress was being made in relation to this, but was slow. The team had learnt to manage the work without the input of GPs. However, the team would be delighted to have GPs more engaged and taking part in the MDT. We are developing compassionate services in spite of them. [Director of Development, Salus]

Discussion focussed on the fact that a lot more work in primary care entailed HCPs taking over some of the work previously done by GPs. Because patients have difficulty accessing GPs who often don’t work full-time, GP practices as businesses were not always viable and GPs were leaving, leading to other healthcare practitioners being brought into GP practices to undertake some of the work previously done by GPs e.g paramedic practitioners who did home visits instead of GPs and district nurses and other healthcare practitioners e.g. advanced physiotherapists who would come into the GP practice for one or two half days a week to deal see patients with musculoskeletal problems. This has been very beneficial for patients, because the advanced physiotherapists are better prepared to handle musculoskeletal problems [Physiotherapist] 

Access to Mental Health practitioner [3 votes out of 27 or 11.1% and 1 item out of 27 or 3.7%]
This category was only mentioned once in the brainstorming exercise, but received three votes.
3.6. Reflexive monitoring 

Table 6 summarises the results for reflexive monitoring: the appraisal of a practice – how it is appraised and the effects of appraisal, i.e how it is ‘understood’ and what changes the team make in response to appraisal and feedback.

Table 6: Results for reflexive monitoring 
	Reflexive monitoring (n=10)
	Average score all 
	Diff

-/+

	16. Team members can access information about EICTs and are aware of the effects of EICTs
	6.8
	4pts

	17. Team members agree that EICTs is worthwhile
	7.5
	4pts

	18. Team members value the effect of EICTs on their work
	7.7
	4pts

	19. Feedback about EICTs can be used to improve it in future
	7.4
	5pts

	20. Team members have the opportunity to modify how they work with EICTs
	7.0
	4pts

	Overall average
	7.3
	4.2pts


All average scores were positive and ranged from 6.8 for q16 to 7.7 for q18 with an average overall score of 7.3. The difference between the highest and lowest individual scores was approximately the same than for all three other NPT domains [4-5pts] averaging 4.2pts, showing that the responses were somewhat polarised.
Team members agreed that EICT was worthwhile [7.5] and that feedback about EICTs could be used to improve it in future [7.4]. The greatest extent of agreement was for team members value the effect of EICT on their work [7.7]. The least agreement was for team members can access information about EICT and are aware of the effects of EICTs [6.8] and have the opportunity to modify how they work with EICT [7.0]
Team members acknowledged being able to follow patients’ progress and receiving regular updates and agreed that feedback about EICT could be used to improve it in future, yet the question with the lowest average score for reflexive monitoring was about team members accessing information about EICT and being aware of its effects [6.8]. Team members were willing to act upon feedback, but would have benefitted from more information about the overall impact of their work i.e. more reports about the overall progress of EICT Fleet.
3.7. Team effectiveness 

Table 7 summarises the results for team effectiveness. The scores for team effectiveness were positive and ranged from 7.0 for q1 to 7.6 for q3 with an overall average of 7.4. The difference between the highest and lowest individual scores was 2-5pts averaging 3.7, hence showing the most united and least polarised responses out of all 20 NPT/NoMAD, 5 team based questions and 4 team goals questions).
Table 7: Results for team effectiveness 

	Non-NPT questions: team effectiveness (n=10)
	Average score 
	Diff

-/+

	1. I feel valued as a core/extended member of EICTs
	7.5
	4pts

	2. EICTs can work through and resolve issues
	7.0
	2pts

	3. EICTs communicate effectively with other providers
	7.6
	5pts

	Overall averages
	7.4
8.6

7.4


	3.7pts


Team members agreed that they felt valued as a core/extended member of EICT [7.5], could work through and resolve issues [7.0] and communicated effectively with other providers [7.6]. The discussion in the focus group reflected these positive scores. Team members underlined that they valued each other’s roles.
3.8. EICTs seen by those external to them
Table 8 summarises the results for EICT Fleet seen by others. One score [5.8] was more positive than the other [6.9]. The difference between the highest and lowest individual scores was 4pts, showing that the responses are the second less polarised out of all 20 NPT/NoMAD questions, the 5 team based questions and 4 team goals questions.
Team members somewhat agreed that those external to them valued their work [6.9]. However, team members agreed to a far less extent that those external to EICTs were aware of the range of services offered by EICTs [5.8] which generated a barely positive response.
Table 8: How EICT feel that it is seen by external services and agencies
	Non NPT questions: how team members feel they are perceived by those external to EICT (n=10)
	Average score all
	Diff

-/+

	1. Those external to it value the work of EICT
	6.9
	4pts

	2. Those external to it are aware of the range of services offered by EICT
	5.8
	4pts

	Overall average
	7.3
7.3

6.4


	4.0pts


There was a general agreement that both awareness of and valuing of EICTs were dependent on the locality as some were more supportive than others [Director of Development, Salus]. In relation to EICT being valued by external services and agencies, it was pointed out that this depended on the group of professionals. Not all value the EICT work, it depends which group of professionals you are discussing [Clinical lead]. However, team members believed the EICT NCM was getting better known and when external services and agencies had interacted with EICT they were more likely to value their work. 
3.8  EICTs goals
Table 8 summarises the extent to which goals were felt to be achieved. Scores ranged from 6.9 for q2 to 8.4 for q4 with an overall average of 7.7. The difference between the highest and lowest individual scores was 3-6 pts averaging 3pts, showing that responses were more polarised than for team effectiveness but similarly polarised than for the NPT questions.
Team members agreed that EICT had achieved its team goals [7.7] which included identifying individuals at risks and developing a holistic single care plan with each of them [7.8] and achieving shared learning by working with partner agencies [7.5]. The highest score was for increasing the number of intensive early interventions with care plans entailing referrals to other services (e.g. social prescribing/voluntary sector) [8.4] and the lowest score for achieving a cultural shift in organisational integration [6.9]
Table 12: Results for achieving EICT team goals
	Non NPT questions [EICT team goals] (n=10)
	Average score all
	Diff

-/+

	1. Identifying individuals at risks and developing a holistic single care plan with each of them
	7.8
	4pts

	2. Increasing number of intensive early interventions with care plans entailing referrals to other services (e.g. social prescribing/voluntary sector)
	8.4
	3pts

	3. EICTs have achieved shared learning by working with partner agencies
	7.5
	5pts

	4. EICTs have achieved a cultural shift in organisational integration
	6.9
	6pts

	Overall average
	7.7
	4.5pts


The discussion echoed the results of the survey. Team members talked about making great progress in implementing integrated working, learning from each other and breaking down barriers and being on the road to a cultural shift in organisational integration. On the journey to break down barriers and making huge progress. A good working model to showcase others in the systems [Director of Development]. However, the team believed that there was more progress to be made and that wider organisational integration would be the ultimate aim.
4. Conclusion
4.1 Summary of findings

Key drivers and barriers 

The two top barrier categories with 29.6% of votes each were ‘IT and phones’ and ‘GP input/attitude’ followed by ‘competing demands on staff’ with 22.2%. The two top driver categories were ‘patient outcomes’ and ‘team/MDT’ and ‘worthwhileness’ each with 37.0 % of the votes followed by ‘winning over GPs’ with 14.8% of the votes.
Team effectiveness and goals

Team members agreed that they felt valued as team members [7.5] and that EICT had achieved its team goals [7.7]. Although the team agreed that they achieved shared learning by working with partner agencies and they were on the journey to break down barriers on and on their way towards a culture shift for the benefit of the care of patients, they pointed out that they wanted to win over GPs and to achieve wider organisational integration as a long-term aim.
NPT questions and NPT domains

The highest overall scores were for key individuals drive EICT forward and get others involved [cognitive engagement] [8.4], team members can see potential value of EICT for their work [coherence] [8.3] and continue to support EICT [cognitive engagement] [8.2]. The lowest average scores were for sufficient resources available to support EICTs [collective action] [5.6], the NHS/Vanguard programme adequately supports EICT [collective action] [5.9] and team members can access information about and are aware of the effects of EICT [reflexive monitoring] [6.8].
The overall average for all four NPT domains and hence for all NPT/NoMAD questions was 7.5. Of the NPT four domains cognitive engagement [8.1] and coherence [7.7] had the highest overall score. This shows well aligned expectations and a good level of buy-in [cognitive engagement] due to key people driving things forward and in particular effective leadership from the clinical lead and the business manager. Reflexive monitoring [7.3] and collective action [7.0] were doing comparatively less well, mainly because of responses to questions about sufficient resources and support from NHS more senior management [collective action] which received scores of under 6 and accessing information about EICT and are aware of the effects of EICT [reflexive monitoring] with a score under 7.
Table 13: Overview of NPT four domains

	NPT domain
	Overall average scores

	Coherence
	7.7

	Cognitive engagement
	8.1

	Collective action 
	7.0

	Reflexive monitoring
	7.3

	Overall average
	7.5


Figure 2 shows a visual overview of all four NPT domains. The responses are away from the centre and suggest that things are on track and that EICTs have become embedded in daily routine practice in all likelihood in a long term sustainable way.
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	Figure 8: Overview of the 4 NPT domains EICT Fleet


Key message 
This pragmatic evaluation in real life setting undertaken with limited resources found that EICT NCM in Fleet is doing well in respect of team effectiveness and all NPT domains. Team members in EICT Fleet have a strong belief a belief in the value and benefit of EICTs and feel empowered to have been able to work without traditional boundaries for the benefit of patients. They felt that they were on their way to a culture shift. On the basis of available evidence, the EICT NCM in Fleet has led enable a move from “fragmentation” to “integration” and has in all likelihood embedded the implementation of EICT in routine practice. Team members are planning to undertake more proactive reviews and are planning for the team to be more fully integrated in future, including convincing GPs of the benefit of the EICT NCM and for GPs to attend the MDT.
4.2. Benefits and limitations of the evaluation

A main benefit was a mixed methods approach with a validated conceptual framework [NPT, Force Field analysis, team effectiveness and extent of meeting team goals] and three different data collection methods: non-participant observation, survey and structured focus group, including brainstorming and ranking exercise of drivers and barriers to the embedding of a successful implementation that could be sustained in the long term. 

This evaluation of the pilot implementation of a NCM in a real life setting was undertaken with limited resources including no control group of GP practices with a similar demographic and burden of illness profiles. The overall sample was relatively small but captured almost all EICT team members. A total of 10 attended the MDTs and 9 the focus group and 10 completed the survey. Only 8 that had attended the MDT could stay for the focus group and one team member only attended only the focus group. The MDT, focus group and survey captured approximately three quarters of the total number of team members [12-13]. Although not a core team member of the EICT, the Director of Development for Salus Medical Services attended the MDTs in which non-participant observation was undertaken and the focus groups, which may have impacted on results. 
5. Recommendations
Team members recommended ensuring spider telephones worked, improving IT and IT support to achieve integration across networks and patients’ records management systems because this would facilitate team work and help optimise patient outcomes.
Although team members know the impact of what they do insofar as they can monitor the progress of patients via the ‘tracker’, more widely accessible information about what EICTs do and the impact of what they do should be made available to the team and to others. This would help those external to EICTs to become more fully aware of the effectiveness and worthwhileness of EICTs.

The team should be encouraged to continue to work to develop a more pro-active approach and wider organisational integration including the involvement of GPs.
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Appendices
Appendix 1
Copy of introductory email and invitation to participate from gate keeper

UoS Ethics number: 30446
Dear 

The Centre for Implementation Science at the University of Southampton is undertaking an evaluation of EICTs [Farnborough, Aldershot and Fleet sites] as part of the overall independent evaluation of Happy, Healthy, at Home EICT by Wessex Academic Health Science Network [Wessex AHSN.) The evaluation is funded by NEHF CCG. 
You have been identified as a potential participant because of your involvement as a team member of the EICTs [Farnborough, Aldershot and Fleet sites] to you to share your views and experience.
The aims of the evaluation are to ascertain the experience of the EICTs [Farnborough, Aldershot and Fleet] re enablers and barriers to implementation in order to derive key learning points to optimise embedding in daily routine practice in a long-term sustainable way.

The evaluation consists of: 
1) A non-participant observation of a regular MDT 

2) A focus group directly following the weekly MDT, which includes an anonymous paper based survey

3) As final opportunity to participate for those who cannot attend the focus group there is an anonymous electronic survey (the same as the paper based survey completed during the focus group) which will take approximately 10 mins to complete). The link for the electronic survey will be sent after the focus group.

Please read the attached information sheet for more information on the study. The non-participant observations and focus groups will take place 
· on 28 November 2017 1pm – 3pm, to be followed by focus group 3-4pm Meeting Room 5, Fourth Floor, Aldershot Centre for Health, Hospital Hill, Aldershot, GU11 1AY
· on 30 November 2017-1pm-3pm The Fire Station, 8 Lynchford Road, Farnborough GU14 6BF
· on 13 December 2017 1pm-3pm Conference Room, Fleet community hospital, Church Road, Fleet GU51 4LZ
You are expected to attend the non-participant observations and focus groups linked to the team in which you work i.e. Farnborough, Aldershot or Fleet.

Thanking you in advance for your participation. Please contact c.b.matheson@soton.ac.uk (as indicated in the attached information sheet) if you have any questions about the evaluation.

Kind regards

Jackie Stevens, Director of Development. Salus Medical Services, Aldershot Centre for Health, Hospital Hill, Aldershot, Hampshire, GU11 1AY. Mobile: 07557191693. Email: jackie.stevens3@nhs.net
Appendix 2
Participant Information Sheet

UoS Ethics: 30446
What is the study about?

To ascertain enablers and barriers to embedding EICTs in a long term sustainable way, we want to undertake 1) a non-participant observation of a multidisciplinary operational/clinical team meeting 2) structured focus group with survey as activity 3) a survey for those unable to attend the focus group. 
Who is organising and funding the study?

The Centre for Implementation Science at the University of Southampton is undertaking the study as part of the overall independent evaluation of Happy, Healthy, at Home . The evaluation is funded by NEHF CCG

Who has reviewed this study?

The University of Southampton Research Ethics Committee of the Faculty of Health Sciences has reviewed and approved this study. This study does not require NHS approval.

Why have I been chosen?

You have been invited to participate because you are a core or extended team member of the EICTs (GP co-ordinator, manager, community matron, specialist nurse, occupational therapist, physiotherapist, rehab support worker, or other healthcare professional or healthcare assistant). If you would like more information or have questions, please feel free to get in touch. See overleaf for details.

What will happen to me if I agree to take part?

If you decide to take part you can contribute to 

1) The non-participant observation of a MDT and/or

2) The structured focus group (which includes a paper based anonymous survey) that will take place directly following the team meeting 

3) An electronic anonymous survey as a final opportunity to participate if you cannot attend the focus group. 

The non-participant observation of the MDT and structured focus group will last approximately one hour each. The focus group will immediately follow the non-participant observation. Both will take place on the following dates:

· on 28 November 2017 1pm – 3pm, to be followed by focus group 3-4pm Meeting Room 5, Fourth Floor, Aldershot Centre for Health, Hospital Hill, Aldershot, GU11 1AY
· on 30 November 2017-1pm-3pm The Fire Station, 8 Lynchford Road, Farnborough GU14 6BF

· on 13 December 2017 1pm-3pm Conference Room, Fleet community hospital, Church Road, Fleet GU51 4LZ
You are expected to attend the non-participant observations and focus groups linked to the team in which you work i.e. Farnborough, Aldershot or Fleet.

Notes will be taken during the non-participation observation and the focus group. A digital audio-recorder will be used to capture what you say in the focus group. If you agree to take part in either or both the non-participant observation of the MDT  and focus group, you will need to initial each box and sign the consent form (sent to you with the information about the study) to indicate that you agree to take part and bring the consent form to the team meeting and/or focus group. 

If you cannot attend the focus group you may want to take part in the electronic anonymous survey that will be circulated after the focus group has taken place. This is the same survey as completed during the focus group by those who attend the focus group. The survey will take about 10 minutes to complete. You will be able to complete the survey by clicking on the electronic link that will be sent to you by email. Completing the survey will equate to having consented to participate. The gatekeeper will not be tracking who has responded to the survey.

Are there any risks involved in my taking part?

It is not expected that the study involves any specific risks. No money will be paid for participation or to reimburse travel and other expenses.

What will happen to the data and will my participation be kept confidential and anonymous?

What you disclose during the focus group is confidential within the limits of the law and the limits set by the appropriate healthcare or medical regulatory authorities such as the General Medical Council [GMC] or Nursing and Midwifery Council [NMC] or Health Professions Council [HPC]. If you disclose concerns about practice, these may be reported in accordance with the rules of the appropriate regulatory body. We undertake to comply with the Data Protection Act 1998 and the University Policy. 

We will:
a) restrict access to the raw data and any data which identifies you to the members of the study team (within the limits of the law)

b) keep all material securely on encrypted files on secure University servers only accessible through password protected computers 

c) store the consent forms in a locked filing cabinet 

d) give access to the raw data of focus group and notes of the MDT only to the research team who will be anonymise and code the data before analysis
Things that you say during the data collection process which are relevant to the evaluation may be referred to anonymously and paraphrased or quoted in presentations and publications, academic or otherwise. You will not be personally identified in any published material, but that what you say may be linked to your role as an EICTs member, although, if applicable (i.e. you are the only person in such a role), every effort will be made to make you less easily identifiable. In order to maximise anonymity, we will make sure that SurveyMonkey will be set so IP addresses are not recorded. In line with UoS policy data will be kept for a minimum of 10 years.
What happens if I change my mind?
You can withdraw from the study at any time, even after you have been interviewed. If you withdraw from the study, your data will not be used.

Where can I get more information?

If you want more information, you can contact c.b.matheson@soton.ac.uk (07469 884267)
What happens if I have any concerns?

	If you have a concern about any aspect of this study, you should contact:
	If you remain unhappy and wish to complain formally, you should contact:

	Dr Catherine Matheson-Monnet (PI)

Senior Research Fellow

Centre for Implementation Science

Faculty of Health Sciences

University of Southampton

Southampton SO17 1BJ, UK

C.B.Matheson@soton.ac.uk
	Research Integrity and Governance Manager

Research and Innovation

University of Southampton

Southampton SO17 1BJ
rgoinfo@soton.ac.uk).

(023 8059 5058)



Appendix 3

Participant Consent Form 

Version 1 - 14/09/2017

Evaluation title: Using the NPT framework to evaluate the North East Hampshire and Farnham Clinical Commissioning Group [NEHF CCG] Happy, Health at Home [HHH] Enhanced Integrated Care Teams [EICTs][Farnborough, Aldershot and Fleet sites]

UoS Ethics: 30446
	Please initial the box(es) if you agree with the statement(s):

	Initials

	I have read the information sheet about this evaluation (version _ date __/__/____)
	

	I have received enough information about this evaluation 
	

	I have had an opportunity to ask questions and discuss this evaluation
	

	I consent to notes being taken during the EICTs MDT for the purpose of conducting non-participant observation using the NPT framework
	

	I consent to the focus group being recorded using a digital audio-recorder
	

	I understand that information collected about me during my participation in this evaluation will be stored on a password protected computer and that this information will only be used for the purpose of this evaluation. All files containing any personal data will be made anonymous
	

	I understand that I will not be personally identified in any published material, but that what I say may be linked to my role as an EICTs team member
	

	I agree to take part in this evaluation and agree for my data to be used for the purpose of this evaluation
	

	I understand that my participation is voluntary and I may withdraw (at any time) without my rights being affected
	

	Name of participant (print name) 
……………………………………………………………………………..

Signature of participant 
…………………………………………………………………………….
Date……………………………………………
	Name of researcher (print name) 
………………………………………………………….

Signature of researcher 
………………………………………………………….

Date……………………………………………


The participant will sign the form in the presence of the researcher
Appendix 4
Non-participant observation schedule 

UoS Ethics: 30446

Study title: Using the NPT framework to evaluate the North East Hampshire and Farnham Clinical Commissioning Group [NEHF CCG] Happy, Health at Home [HHH] Enhanced Integrated Care Teams [EICTs][Farnborough, Aldershot and Fleet sites]

Non-participant observation is based on May and Finch (2009) and will start with a short briefing, providing an overview of its purpose, making it clear that anyone wishing to withdraw from the study, can do so at any point. 

1. To consider the extent to which EICT is conceptualised and held together in action [NPT]

a) Team members distinguish EICT from current ways of working 
b) Team members collectively agree about the purpose of EICT [aims and objectives EICT]

c) Team members individually understand what EICT requires of them + make sense of the work, specific tasks and responsibilities of EICT

d) Team members construct potential value of EICT for their work + easily grasp the potential value, benefits and importance of EICT

2. To explore how team members engage with EICT [NPT]

a) Key individuals drive EICT forward + key individuals are able and willing to get others involved in EICT

b) Team members agree that EICT should be part of their work + participants believe it is right for them to be involved, and that they can make a contribution to EICT

c) Team members buy in to EICT 
d) Team members continue to support EICT 
3. To gain a better understanding of how team members enact EICT model i.e. how the activities of team members are structured and constrained  [NPT]

a) Team members perform the tasks required by EICT. Whether people are able to enact EICT and operationalise its components in practice [easily integrated into existing work] 
b) EICT Team members maintain their trust in each other’s work and expertise. 

c) The work of EICT is appropriately allocated to team members. 

d) EICT is adequately supported by the NHS/Learning and Development provider.

4. To investigate the extent to which team members appraise EICT and the impact of this appraisal  [NPT]

a) Team members access information about the effects of EICT+ can determine how effective and useful EICT is

b) Team members collectively assess EICT as worthwhile 
c) Team members individually assess EICT as worthwhile 

d) Team members can modify their work in response to individual and collective appraisal of EICT 
Appendix 5 
Focus group schedule 

UoS Ethics: 30446
Introduction
We expect respectful participation in a context in which what is discussed is confidential within the limits of the law and the limits set by the appropriate healthcare or medical regulatory authorities (as indicated in the participant information sheet). The focus group will start with an overview of its purpose, making it clear that anyone wishing to withdraw from the evaluation can do so at any point.

Individual activity

1. Complete survey [i.e. NPT (Finch et al, 2013, 2015 which are based on May and Finch, 2009), Alexander (1985) and extent to which goals of EICT were met]

Individual then collective activity 

2. Force Field Analysis [Lewin 1943, 1951) exercise [4 drivers and 4 barriers identified and ranked]

a) Identity up to four enablers to the implementation of EICT – write a few words re each enabler on up to four post-its (one post-it by enabler)

b) Categorise the post-its, then distribute 3 votes on most important categories i.e 1 for up to 3 categories or all votes on one category etc. to establish a ranking order.

c) Identity up to four barriers re the implementation of EICT – write a few words re each enabler on up to four post-its (one post-it by enabler)

d) Categorise the post-its, then distribute 3 votes on most important categories i.e 1 for up to 3 categories or all votes on one category etc. to establish a ranking order.
Discussion

The objectives selected to achieve these aims are: 

1. To identify and rank the enablers and drivers of implementing the EICT [Force Field Analysis - Lewin 1943, 1951] 

2. To consider the extent to which team members make sense of and have a shared understanding of EICTs [NPT - May and Finch 2009; Finch et al, 2013, 2015]

3. To explore how team members engage with EICTs and become members of a community of practice[NPT - May and Finch 2009; Finch et al, 2013, 2015]

4. To gain a better understanding of how team members enact the EICTs l i.e. how the activities of team members are structured and constrained [NPT - May and Finch 2009; Finch et al, 2013, 2015]

5. To investigate the extent of reflexive monitoring i.e. extent to which team members have access to information about the impact of the EICTs and the extent to which they think EICTs are worthwhile [NPT – May and Finch 2009; Finch et al, 2013, 2015]

6. To identify the extent of which members of the EICTs feel that the team is effective and productive and that their own contribution is valued [Team effectiveness – Alexander 1985]

7. To assess the extent to which the team goals of EICTs have been met
Appendix 6
Survey

UoS Ethics: 30446
What is your role in EICTs? e.g GP, community matron, specialist nurse, nurse, rehab support work, occupational therapist, physiotherapist, manager, etc. …………………………………………………………………….
Item 1 - NPT NoMAd
 questionnaire (Finch et al, 2013 based on May and Finch, 2009)

To what extent do you agree with the following statements?

	Not at all

1                2                 3                4                5
	Completely

6                7                8                9               10


Coherence 

1. EICT is distinct from previous ways of working 1  2  3  4  5  6  7  8  9  10

2. Team members have shared understanding/collectively agree re the purpose of EICT and of specific responsibilities required –roles clearly defined 1  2  3  4  5  6  7  8  9  10

3. Team members understand how EICT affects the nature of their work 1  2  3  4  5  6  7  8  9  10

4. Team members can see/construct potential value for EICT in respect of their work 1  2  3  4  5  6  7  8  9  10

Coherence free text box 

	


Cognitive participation 

1. Key individuals drive EICT forward and get others involved 1  2  3  4  5  6  7  8  9  10

2. Team members are open and willing to work in new ways 1 2  3  4  5  6  7  8  9 10

3. Team members believe that contributing to EICTis a legitimate part of their work 1  2  3  4  5  6  7  8  9  10

4. Team members continue to support EICT 1  2  3  4  5  6  7  8  9  10

Cognitive participation free text 

	


Collective action


1. Team members can easily perform the required tasks 1  2  3  4  5  6  7  8  9  10

2. Work is seen as appropriately allocated to staff who have the required skills 1  2  3  4  5  6  7  8  9  10 

3. Sufficient training is provided to staff 1  2  3  4  5  6  7  8  9  10

4.  Sufficient resources are available to support EICT 1  2  3  4  5  6  7  8  9  10 

5. NHS/ Vanguard programme team adequately support EICT  1  2  3  4  5  6  7  8  9  10

6. EICT does NOT disrupt working relationships 1  2  3  4  5  6  7  8  9  10

7. Team members trust EICT and trust each other
Collective action free text 

	


Reflexive monitoring

1. Team members can access information about EICT and are aware of its effects 1  2  3  4  5  6  7  8  9  10

2. Team members agree that EICT is worthwhile 1  2  3  4  5  6  7  8  9  10

3. Team members value the effect of EICT on their work 1  2  3  4  5  6  7  8  9  10

4. Feedback about the intervention can be used to improve it in future 1  2  3  4  5  6  7  8  9  10

5. Team members have the opportunity to modify how they work with the intervention 1  2  3  4  5  6  7  8  9  10

Reflexive monitoring free text 

	


Item 2: Team Effectiveness questions (Based on Alexander, 1985)

Extent of agreement with the following statements? Strongly agree=5, agree=4, not sure=3, disagree=2, strongly disagree=1 completely 
1. I feel valued as core/extended [cross out as required] member of EICT 1  2  3  4  5  6  7  8  9  10
2. EICTs can work through and resolve issues 1  2  3  4  5  6  7  8  9  10

3. EICT communicates effectively with other providers 1  2  3  4  5  6  7  8  9  10

4. Those external of EICTs value the work of EICTs 1  2 3  4  5  6 7 8 9 10
5. Members external to EICTs are aware of the range of services offered by EICTs 1  2  3  4  5  6  7  8  9  10

Team effectiveness free text box 
	


Item 3: Goals of EICT 

Extent of meeting each goal - Not at all =1, to a small extent=2, not sure=3, to a great extent=4 and completely=5
1. Identifying individuals at risks and developing a holistic single care plan with each of them 1  2  3  4  5  6  7  8  9  10
2. Increased number of intensive early interventions with care plans entailing referrals to other services (e.g. social prescribing/voluntary sector)   1  2  3  4  5  6  7  8  9  10
3. EICT has achieved shared learning by working with partner agencies 1  2  3  4  5  6  7  8  9  10
4. EICT has achieved a cultural shift in organisational integration 1  2  3  4  5  6  7  8  9  10
Goals of EICT free text box

	


Appendix 7
EICT Fleet brainstorming exercise about barriers and drivers

	Barriers EICTs3 (n=9)
	Number of items
[% of total items]
	Drivers EICTs3 (n=9)
	Number of items
[% of total items]

	GP input/attitude
	
	MDT/team
	19 [70.3]

	Individual/characters/professions ‘GPs not buying in’
	9 [39.1]
	Sharing knowledge from ICT through to our respective teams/colleagues
	

	Other clinical engagement i.e GP but this does not hinder quality conversations
	
	Weekly ICT meetings, working in collaboration. 
	

	GP attitude specific to Fleet
	
	Extended team members attending
	

	GP engagement 
	
	Getting to know other HCPs and referral pathways
	

	GP involvement x2
	
	Having support and good referral pathways
	

	Lack of GP involvement 
	
	Exchange of knowledge between disciplines
	

	GP engagement 
	
	Ability to know people from other organisations person to person
	

	Lack of GP input
	
	Compassionate team
	

	IT and phones
	7 [30.4]
	Collaborative working
	

	IT – tools for the job
	
	Team working x2
	

	Poor IT and phone
	
	Equal members. Listen to one another’s views
	

	ITx2
	
	Good balance of skills and abilities
	

	IT sharing issues
	
	Good mix of extroverts and introverts
	

	Systems not talking to each other and IT
	
	Growing number of team members
	

	Phone and communication
	
	Great sense of camaraderie
	

	Shortage of staff/competing demands on staff
	4 [17.4]
	Location – heart of CCT
	

	Core members full time involvement in other services
	
	Regular collaboration and integrating knowledge 
	

	Resources physios and OTs
	
	Understanding of where each team member can be effective
	

	Workload
	
	Patient outcomes
	6 [22.2]

	Personal workload in ‘day job’
	
	Good patient outcomes x2
	

	EICTs unclear for others
	3 [13.0]
	Making a difference to patients
	

	External stakeholders having limited knowledge of the ICTs
	
	Commitment to our standards of care
	

	Unknown roles or parameters re individuals
	
	Improved/more timely patient outcomes
	

	Lack of understanding over core members’ roles
	
	Making a genuine difference to patient welfare and recovery
	

	
	
	Winning GPs over
	1 [3.7]

	
	
	Winning GPs over ‘love sport’
	

	
	
	Learning from MDT work
	1 [3.7]

	
	
	Personal and professional learning and development
	

	Total
	23
	Total 
	27


Appendix 8
NPT questions in descending order for EICT Fleet 
	NPT questions
	EICTs3 

Average score all (n=9)

	Key individuals drive EICTs forward and get others involved [cognitive engagement] q5
	8.4

	Team members can see potential value of EICTs for their work [coherence] q4
	8.3

	Team members continue to support EICTs [cognitive engagement] q8
	8.2

	Team members are open and willing to work in new ways [cognitive engagement] q6
	8.2

	EICTs work is seen as appropriately allocated to staff with required skills [collective action] q10
	8.1

	Team members maintain their trust EICTs and trust each other [collective action] q15
	8.0

	Team members have a shared understanding of the purpose of EICTs and of specific responsibilities required [coherence] q2
	7.7

	Team members value the effect of EICTs on their work [reflexive monitoring] q18
	7.7

	Team members understand how EICTS  affects the nature of their work [coherence] q3
	7.5

	Team members believe that contributing to EICTS is a legitimate part of their work [cognitive engagement]vq7
	7.5

	Team members agree that EICTs is worthwhile [reflexive monitoring] q17
	7.5

	Feedback about EICTs can be used to improve it in future [reflexive monitoring] q19
	7.4

	EICTs does not disrupt working relationships [collective action] q14
	7.2

	EICTs are distinct from previous ways of working [coherence] q1
	7.1

	Team members can easily perform the required tasks [collective action] q9
	7.1

	Team members have the opportunity to modify how they work with EICTs [reflexive monitoring] q20
	7.0

	Sufficient EICTs training is provided [collective action] q11
	7.0

	Team members can access information about EICTS and are aware of the effects of EICTs [reflexive monitoring] q16
	6.8

	NHS/ Vanguard programme management team adequately supports EICTs [collective action] q13
	5.9

	Sufficient resources are available to support EICTs [collective action] q12
	5.6


� NoMAD: Implementation measure/measurement instruments/questions based on Normalization Process Theory.
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