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Overview of approach to evaluation

Lƴ ǘƘŜ 9Lb¢ ǘŜǎǘ ŀƴŘ ƭŜŀǊƴ ǇƘŀǎŜΣ ƴŜǿ ǿŀȅǎ ƻŦ ǿƻǊƪƛƴƎ ŀƴŘ ŘƛŦŦŜǊŜƴǘ Ψmicrointerventions Ω ǿŜǊŜ ŀŘŘŜŘ ƻǾŜǊ ǘƛƳŜ 
through a bottom -up approach facilitated by the Head of INTs and ensuring ownership and buy -in of staff and 
managers. Due to its iterative nature, attempts to develop a theory of change were challenging, and as a result the 
ŜǾŀƭǳŀǘƛƻƴ ŦǊŀƳŜǿƻǊƪ ŀƭǎƻ ŜǾƻƭǾŜŘ ƻǾŜǊ ǘƛƳŜΦ ¦ƭǘƛƳŀǘŜƭȅ ŜǾŀƭǳŀǘƛƻƴ ŀŎǘƛǾƛǘȅ ǿŀǎ ōǳŎƪŜǘŜŘ ƛƴǘƻ ΨǿƻǊƪ ǇŀŎƪŀƎŜǎΩ ǘƻ ǘǊȅ 
to capture impact in different ways. The table below and subsequent slides present a summary of the findings ς full 
results can be found in the Appendix . 

Work package Methods High Level summary of findings

Workforce Stories
Senior Design Researcher, Head 
of INTs

Å12 semi -structures interviews to develop impact 
ǎǘƻǊƛŜǎ ŀŎǊƻǎǎ ǊƻƭŜǎΣ ŀǎƪƛƴƎ ΨǿƘŀǘ Ƙŀǎ ōŜŜƴ ǘƘŜ 
Ƴƻǎǘ ǎƛƎƴƛŦƛŎŀƴǘ ŎƘŀƴƎŜΩ

Collection of stories demonstrating the positive 
impacts staff have experienced, across a wide 
range of staff roles. 

Case Studies
Senior Design Researcher, Head 
of INTs

Å3 case studies of residents impacted by 
collaboration in EINT

Å2 'Patient theographs' were explored to visualise 
patient journeys (by PH analyst)

Highlighted the positive impact of 
multidisciplinary working for a small number of 
specific complex cases

Quantitative Signals
Public Health Analyst

ÅService performance indicators that managers 
expected to be impacted by EINT

ÅStatistical Process Control (SPC) charts to see if 
trends were significant and unique to East

There were no statistically significant changes 
seen across the quantitative metrics analysed. 

Realist Evaluation
LSHTM Public Health Registrar 

Å12 semi -structured interviews, meeting 
observation, field notes, reflexive journal, 
informal participation

ÅRealist theory driven approach

Highlights challenges to realising EINT goals; 
such as lack of staff and leadership capacity, 
infrastructure, structure/process/governance. 
Overreliance on goodwill and key personalities. 
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Workforce stories - method 

Å Senior Design Researcher (LBC) conducted 12 staff interviews  
at the end of September 2025, using a 'capture template' to 
guide and standardize data collection. Each interview lasted 
approximately 30 minutes, conducted in person at the East INT 
or over MS Teams

Å Semi -structured discussion guide was framed using principles 
from 'most significant change' a participatory monitoring 
evaluation method which elicits narrative accounts of 
meaningful change as experienced by programme 
stakeholders

Å Narratives were documented in the first person by the 
researcher, then shared with participants for validation to 
ensure accuracy, authenticity and ethical representation of 
their experiences and perceptions of resident experiences

Å The resulting stories shared here have been selected to 
demonstrate nuanced examples of workforce impact
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Capture template used in interviews with 
staff
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Workforce stories - summary
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Å The example story to the right highlights how 
a GP was able to approach the Duty Desk for 
support in arranging a mobility scooter for 
the patient. They were able to get a quick 
response, which otherwise might have taken 
weeks to resolve due to being unsure who to 
approach, saving significant time and energy, 
and more quickly getting the right support in 
place for the patient.

Å See Appendix 1 for a range of other stories 
captured from other professionals

Å Collectively, the stories highlight the benefits 
of relational ways of working, 
understanding referral pathways, appropriate 
support in other parts of the system, or being 
able to discuss cases with other professionals 
more quickly and in a more accessible way.
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Staff Survey - Summary
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Results from a staff survey ran with staff participating in the East integrated neighbourhood  team in November 2024 
and November 2025 have been compared. The survey covered workplace experience, collaboration, understanding, 
care quality, and elicited open feedback.

Å There were no statistically significant changes. This is in part due to the small sample size in each survey (not 
enough people responded for us to draw confident conclusions).

Å However, there are early indications of positive change on several items (large effect size and, though not 
significant, close to the threshold for significance: 0.05 -0.06). These included: satisfaction that patients/service users 
are receiving care from the system they need, perception that patients have a 'joined up' experience across 
different services, feeling part of a multi -disciplinary team in supporting and caring for local residents , sense of trust 
in other professional/disciplines staff work with. 

Å In 9 of the 13 items, more people 'agreed' or 'strongly agreed' in the second year than in the first. This shows that 
overall, respondents reported feeling more positive about the integrated neighbourhood  team this year than 
last. These changes are based on percentage differences, not statistical significance, so they should be interpreted 
as early indicators rather than confirmed improvements.

Å Free text responses highlight practical enablers and barriers to integration τ praising co -location, quick access to 
colleagues, and improved information sharing, while calling for clearer pathways, housing engagement, 
dedicated collaboration time, and better induction.

Å In future, to improve the reliability of results, surveys should use a non -identifying unique code ( e.g. a self -
generated identification code, SGIC) so that individual responses can be tracked over time. We should also aim for 
at least 30 respondents to increase statistical confidence.
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Staff Survey - Methods

Sampling Design

Å Two surveys with 13 multiple choice questions
Å One survey conducted pre -intervention, and one survey 1 -year post -intervention
Å Small sample sizes: Year 1 (n=17), Year 2 (n=18)
Å bƻǘ ŀ ƳŀǘŎƘŜŘ ǎŀƳǇƭŜΥ ǿŜ ŎŀƴΩǘ ǘǊŀŎƪ ƛƴŘƛǾƛŘǳŀƭ ŎƘŀƴƎŜǎ ōŜǘǿŜŜƴ ȅŜŀǊǎ

Analysis

Å Statistical test:
Å Unpaired Mann ςWhitney U (M -W) test: for each question, compares overall patterns of answers between Year 

1 and Year 2
Å Common Language Effect Size (CLES): shows the chance that someone from Year 2 scores higher than 

someone from Year 1
Å 9ΦƎΦ /[9{ Ґ тл҈ Ҧ ά¢ƘŜǊŜΩǎ ŀ тл҈ ŎƘŀƴŎŜ ŀ ¸ŜŀǊ н ǊŜǎǇƻƴŘŜƴǘ ƎŀǾŜ ŀ ƘƛƎƘŜǊ ǎŎƻǊŜ ǘƘŀƴ ŀ ¸ŜŀǊ м 
ǊŜǎǇƻƴŘŜƴǘΦέ

Å Adjusted p -values using Benjamini ςHochberg (B -H) correction to account for multiple comparisons (13 items).

Å Descriptive change:
Å Calculated percentage point change in proportion of respondents giving a positive response ( agree/strongly 

agree ) between years.
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Staff Survey - Results
No changes were statistically significant. Four items show early signs of improvement  with 
moderate effect sizes (CLES > 0.7) and p -values near the significance threshold (p < 0.05).

Item
Effect 

size (CLES)

Adjusted p -value (Benjamini -

Hochberg correction)*

I am satisfied that patients/service users are receiving care from the system that they need 0.77 0.0503

Patients have a joined up experience of support across different services 0.78 0.0503

I feel part of a multidisciplinary team in supporting and caring for local residents 0.75 0.0547

I have trust in the other professionals/disciplines who I work with 0.73 0.0596

I am using my knowledge and skills to support colleagues from other professional disciplines 0.66 0.2755

How would you rate your level of understanding of NHS and Council services and resources that are 

available locally
0.62 0.5110

How often do you work with colleagues from other services or organisations to plan and deliver care? 0.59 0.7900

I feel valued by the colleagues I work with locally 0.54 0.9175

I feel supported and empowered at work 0.46 0.9578

I have access to the information from other services that I need to address the needs of residents I 

support
0.46 0.9578

How would you rate your level of understanding of the broader offer of support available through 

voluntary and community sector accessible to residents locally.
0.47 0.9578

I feel connected to the community I serve 0.51 0.9578

I feel motivated and happy at work 0.47 1.0000

*In this analysis, a result would be considered statistically significant if the adjusted p-value < 0.05
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Cases Studies - summary
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The Senior Design Researcher collated three summaries of patients whose care was improved because of 
ƳǳƭǘƛŘƛǎŎƛǇƭƛƴŀǊȅ ǿƻǊƪƛƴƎ ƛƴ 9ŀǎǘ Lb¢ ŦƻǊǳƳǎΦ ¢ƘŜ ǘƘǊŜŜ ŎŀǎŜǎ ό!ǇǇŜƴŘƛȄ нύ ŀǊŜ ΨaƛǊƛŀƳΩ ŀ ǇŀǘƛŜƴǘ ǿƛǘƘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ƴŜŜŘǎ 
ǿƘƻ ǿŀǎ ƴƻǘ ǊŜƎƛǎǘŜǊŜŘ ǿƛǘƘ ŀ Dt ŀƴŘ ƴƻǘ ǊŜŎŜƛǾƛƴƎ ǘƘŜ ŎŀǊŜ ǎƘŜ ƴŜŜŘǎΣ ΨWŀǎƻƴΩ ŀ ƘƻƳŜƭŜǎǎ ƛƴŘƛǾƛŘǳŀƭ ǿƛǘƘ ƘƛǎǘƻǊȅ ƻŦ 
ƳŜƴǘŀƭ ƛƭƭƴŜǎǎΣ ŀƴŘ Ψ!ŘŜΩ ŀ ǎǳōǎǘŀƴŎŜ ǳǎŜǊ ǿƘƻ ƘŀŘ ŘƛǎŜƴƎŀƎŜŘ ǿƛǘƘ ǎǳǇǇƻǊǘΦ !ƭƭ ǘƘǊŜŜ ŎŀǎŜǎ ǿŜǊŜ ŘƛǎŎǳǎǎŜŘ ƛƴ ǘƘŜ 
Ψ²ƻǊƪƛƴƎ ¢ƻƎŜǘƘŜǊΩ ǎŜǎǎƛƻƴǎ ǿƘƛŎƘ ǇǊƻǾƛŘŜǎ ŀ ŦƻǊǳƳ ŦƻǊ ǎǘŀŦŦ ƳŜƳōŜǊǎ ǘƻ ōǊƛƴƎ ŎŀǎŜǎ ǿƘŜǊŜ ǘƘŜȅ ŦŜŜƭ ΨǎǘǳŎƪΩΣ ōŜƴŜŦƛǘǘƛƴƎ 
on the expertise of a multi -disciplinary group of professionals who can advise next steps for addressing the needs of each 
case. In each case, the advice from the session allowed the case to be better supported in the right part of the system. See 
Appendix 2 for the full details of each case. 

Theographs: 

Patient theographs were explored as an 
ŀǇǇǊƻŀŎƘ ǘƻ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ŀ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜ ǳǎŜ 
across services, including fragmented use of 
care. Two examples were explored independent 
of the cases above (see appendix). In one case 
showing a patient with high levels of A&E and 
inpatient admissions (right) and a separate case 
demonstrating more coordinated care in the 
community. Note these were two separate 
ǇŀǘƛŜƴǘǎ ŀƴŘ ǎƻ ŘƛŘ ƴƻǘ ŘŜƳƻƴǎǘǊŀǘŜ ŀ ΨŎƘŀƴƎŜΩ 
in care within the same patient. Nonetheless 
this was viewed as a powerful way of visualising 
ŀ ǇŀǘƛŜƴǘΩǎ ƧƻǳǊƴŜȅΦ 



Quantitative signals

System Flow

Å Number of contacts staff have 
with patients

Å Referrals into service by source

Å Referrals from service by 
destination

Å Type of Datix incidents

Å Average caseload of staff

Å New clients receiving long -term 
care

Å Clients receiving small packages 
of care

Workforce (indicators of system 
efficiency)

Å Non -access visits

Å Inappropriate discharge

Å Inappropriate referral

Å Reablement rate

Å Review outturns completed

Workforce (indicators of culture)

Å Staff sickness

Å Staff turnover

Resident Experience

Å Compliments and complaints

Å Family and Friends results

Safety

Å Datix incidents

Å Safeguarding alerts

There was a desire from system leaders to include quantitative indicators in the evaluation . Initially , system and 
population health outcomes were considered. However, without a clear theory of change linking EINT activities to 
these outcomes, and the long timescales to realise these outcomes, signal indicators were explored which were more 
likely to be tangibly affected by new EINT ways of working. The indicators below were selected following engagement 
with service managers on key metrics they would hope to be influenced by the EINT. 
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Quantitative signals - summary
Analysis: Statistical process control (SPC) chart were used to see if signal changes were significant, beyond normal 
variation that would be expected (grey area in charts below). Data trends for the East (left) were compared to trends 
for the other neighbourhoods (right) to see if any shifting trends are unique to the East or also seen in other 
neighbourhoods. 

Results (see Appendix 3): Across all indicators analysed there were no significant trends in signals (beyond what we 
would expect to see due to normal variation), that were unique to the East neighbourhood. For some indicators, a 
pattern was seen in all neighbourhoods, and therefore was unlikely to be associated with the EINT intervention. The 
lack of clear signal trends could be due to numerous reasons, for example: the timescales, the indicator selection or 
the scale of the micro -interventions relative to broader service delivery.

 



Population Health Management (PHM) ς Approach

A PHM approach was planned that avoided a top -down, data -only model. Instead, the aim was to co -develop, iteratively, 
cohorts and interventions with frontline staff, ensuring ownership, feasibility, and alignment with local assets.

1. Camden -wide introductory workshop

Å Built shared understanding of the aims of the neighbourhood programme

Å Presented initial neighbourhood data to stimulate discussion about population needs beyond services

Å Created connections between staff who may not routinely discuss rarely more strategic working

2. East INT selected as pilot area (due to being the most developed neighbourhood) and a series of workshops planned

Due to system changes in neighbourhood delivery, the second and third East INT workshops did not take place. 
However, substantial preparatory work and feedback were gathered from Workshop 1.
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Workshop 1

Å Reviewed INT progress to date

Å Explored whether high -level data 

aligned with staff experience

Å Identified priority issues, 

populations, and potential 

cohorts

Å Introduced the collaborative 

cohort -development process

Workshop 2 (intended)

Å Present refined analysis for 

shortlisted cohorts

Å Discuss feasibility, assets, and 

intervention options

Å Select final cohort for intervention 

design

Workshop 3 (intended)

Å Co-design logic model

Å Map pathways and operational 

processes

Å Refine data to support 

intervention elements



Population Health Management (PHM) ς Learning

Å Data pack as conversation starter: Staff found high -level data useful for initiating discussion but felt it would 
have benefitted from more linked, multi -agency datasets to better reflect the diversity of INT services and 
demonstrate the value of integration. This also created challenges to deeper data analysis of cohorts.

Å Strong engagement enabled meaningful dialogue: High levels of participation reflected the strong relational 
groundwork already established in the East INT. This accelerated progress and enabled more nuanced, locally 
meaningful cohort ideas that focused on what could be gained from integration.

Å Value placed on data when it connects to lived experience: Staff were eager to interrogate data τespecially 
when it either confirmed or challenged their frontline understanding. This reinforced the importance of co -
produced analytical insight.

Å Suitability of methods: Although the process did not progress to logic modelling or pathway redesign, staff saw 
clear value in these tools for structuring integrated care interventions.

13

Feedback from Workshop 1

ά¢Ƙŀǘ ǿŀǎ ǘƘŜ Ƴƻǎǘ ƛƴǎǇƛǊŀǘƛƻƴŀƭ ǘƘƛƴƎ LϥǾŜ ŘƻƴŜ ƛƴ ŀ ƭƻƴƎ ǘƛƳŜΦ L ǿŀǎƴϥǘ ŜȄǇŜŎǘƛƴƎ ǘƻ ƭŜŀǾŜ ŦŜŜƭƛƴƎ ƭƛƪŜ L ǿŀǎ ŀ 
member of a new team." - Consultant, University College London NHS 

"(This quote) resonates with me and came to mind when in the workshop yesterday: 'There comes a point where we 
need to just stop just pulling people out the river. We need to go upstream and find out why they're falling in.'" - 
Social Prescriber, Caversham GP

"I thought it was brilliant."  - Manager, Mental Health Core Teams  
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Realist Evaluation
An independent external evaluation of the EINT was conducted by Cassie Moore, Public Health Registrar based at the 
London School of Hygiene & Tropical Medicine, for her Masters degree dissertation. 
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The Approach

wŀǘƘŜǊ ǘƘŀƴ ŀǎƪƛƴƎ άƛǎ ǘƘƛǎ ǎǳŎŎŜǎǎŦǳƭέΣ ǊŜŀƭƛǎǘ ŜǾŀƭǳŀǘƛƻƴ ŀǎƪǎΣ 
what works, for whom, in what circumstances, and why?

It does this by looking at the relationship between three 
things:

Å Context: The conditions/setting e.g. leadership, local 
culture, resources

Å Mechanism: The underlying processes or responses that 
occur in particular contexts  that generate (or not) an 
outcome, e.g. psychological safety, saving time, trust

Å Outcome: What actually happens  as a result of  the 
context + outcome, e.g. better relationships, more 
appropriate referrals

Key steps (following RAMESES II reporting standards)

1. Develop initial programme  theory ŦǊƻƳ /ŀƳŘŜƴΩǎ 

interim theory of change and other evaluations of INTs

2. Test and refine: Triangulation of data (interviews, 

observations, field notes, literature) to test and contest 

assumptions about how the programme  works, and build 

ŀ ǇƛŎǘǳǊŜ ƻŦ ǿƘŀǘ ǿƻǊƪǎ όƻǊ ŘƻŜǎƴΩǘύΣ ŦƻǊ ǿƘƻƳΣ ƛƴ ǊŜŀƭ ƭƛŦŜ

3. Refine programme  theory about how an intervention 

actually works ; construction of context -mechanism -

outcome configurations (CMOCs)

Adopted a realist approach of using multiple data sources over a three -month period. These included: 
non -participant observation of 13 EINT meetings , 12 semi -structured realist interviews, field notes, a 
reflexive journal and informal participation  (See Appendix 4 for full details). This approach supported 
ŀƴ ŀŎŎƻǳƴǘ ƻŦ ΨǿƘŀǘ ƎƻŜǎ ƻƴΩΣ ŀǎ ǿŜƭƭ ŀǎ Ƙƻǿ ǎǘŀŦŦ ŘŜǎŎǊƛōŜ ŀƴŘ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜǎŜ ǇǊƻŎŜǎǎŜǎΦ 9ƳŜǊƎƛƴƎ 
context -mechanism -outcome theories were brought into interviews for discussion, testing and 
refinement. 

DATA
COLLECTION
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Initial Programme Theory



Realist Evaluation - Summary Themes
CƻƭƭƻǿƛƴƎ ŀ ǊŜŀƭƛǎǘ ŀǇǇǊƻŀŎƘΣ ŦƻǳǊ ƻǾŜǊŀǊŎƘƛƴƎ /ah/ǎ ǿŜǊŜ ŘŜǾŜƭƻǇŜŘΣ ŜŀŎƘ ŎƻǊǊŜǎǇƻƴŘƛƴƎ ǘƻ ƻƴŜ ƻŦ ǘƘŜ ǎǘǳŘȅΩǎ 
themes. These capture the central mechanisms at play within each thematic area and how they interacted with 
context to generate outcomes, offering an interpretive synthesis of the findings.

16

Theme Context Mechanism Outcome

Strategy 
& Vision

Vision for integration articulated at a high 
level, but without clear short -term aims, 
outcome metrics, or accountability 
structures to anchor it in daily 
practice

Staff engage in meetings, pilots, and 
relational initiatives, but participation is 
uneven and the absence of visible 
learning makes these feel optional or 
symbolic

Integration is perceived as aspirational 
but intangible, with staff struggling to 
connect the vision to tangible change 
in daily work. There is limited 
sustainability beyond co -location and 
early relational efforts, that are 
dependent on individual presence and 
effort.

Leadership

Lack of investment in leadership capacity 
at INT, organisational, and system levels 
with no cross -organisation authority

Leadership roles are stretched between 
.!¦ ŀƴŘ άƛƴǾƛǎƛōƭŜέ ƛƴǘŜƎǊŀǘƛƻƴ ǿƻǊƪΣ 
leaving little time or authority to sustain or 
develop integration

Integration stalls at the level of co -location; 
staff continue siloed working 
within the same office space.

Infrastructure

No shared digital systems and limited 
investment in the INT estate: IT inoperable 
across organisations, insufficient clinical 
and meeting space, and basic 
facilities missing

The absence of fit -for -purpose 
infrastructure made it difficult for staff to 
see how integration could work in 
practice, shaping whether and how they 
engaged with the INT

Integration was widely experienced as 
constrained by infrastructure: some 
staff disengaged or worked elsewhere, 
others participated despite the 
shortcomings, but all saw 
infrastructure as a barrier to the INT 
model

Institutional 
maintenance

Despite policy rhetoric and co -location 
strategies, organisations retain distinct 
priorities, professional identities, and 
service thresholds, with no overarching 
mandate for joint working

Staff anchor themselves in organisational 
silos and frame cross -agency collaboration 
as discretionary or dependent on personal 
goodwill. Occasional disruptions (e.g. 
facilitated meetings, duty desk) 
temporarily suspend these patterns

Integration struggles to become 
institutionalised, experienced by staff 
as rhetorical rather than real, enacted 
through exceptions rather than 
embedded change
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Realist Evaluation - updated programme theory

17

IPT Outcome Mechanism(s) Outcome in practice Enabling Contexts Constraining Contexts

Building 
Relationships

Visibility of colleagues created 
opportunities for informal 
interaction

Facilitated meetings enabled 
respectful, curious dialogue across 
services

Practical interventions (Duty Desk) 
legitimised interactions

Some new cross -agency 
relationships

Trust and relationship 
building fragile and 
dependent on individuals

Co-location (for some staff)

Facilitated meetings and events

Relational culture set by Head of 
INT and Design Researcher

Operational, work -based (not just 
relational) interventions 
legitimised staff contact

Staff turnover

Inconsistent attendance at 
meetings due to staff capacity 
and buy -in

Gaps in cross -cutting 
leadership presence

Sharing 
information

Duty Desk provided visibility and 
immediacy, legitimising quick 
referral discussion

Occasional ad -hoc exchanges

Some timelier information 
sharing in co -located teams

More appropriate, timely 
referrals into some services

Relational and structural 
foundations (co -location, 
relationships, leadership)

Duty Desk

IT and data governance barriers

No shared INT 
messaging/comms platform

Understanding 
services

Lunch and Learns and other cross -
agency fora provided structured 
learning opportunities

Duty Desk interactions clarified 
service provision and criteria

Informal exchanges revealed how 
ƻǘƘŜǊ ǎŜǊǾƛŎŜǎ άǿƻǊƪέ

Some timelier referral 
discussion and appropriate 
referrals

Improved understanding of 
services and pathways

Relational and structural 
foundations (co -location, 
relationships, leadership)

Structured learning and 
networking meetings and events

Duty Desk

Capacity pressures limiting 
attendance

Knowledge gains limited to 
meeting attendees

Numerous meeting and service 
forums creating competing 
demands

Collaborative 
working

Duty desk enabled informal cross -
agency collaboration

{ƻƳŜ ǎǘŀŦŦ ǿŜƴǘ άŀōƻǾŜ ŀƴŘ 
ōŜȅƻƴŘέ ǊŜƳƛǘǎ

Facilitated meetings reduced 
psychosocial and knowledge 
barriers

Collaboration patchy, 
framed as favours

Dependent on personalities 
and capacity

Silos largely persisted

Emerging trust and relationships 
from earlier stages

/ŀǇŀŎƛǘȅ ŀƴŘ ŘŜǎƛǊŜ ǘƻ άƎƻ ŀōƻǾŜ 
ŀƴŘ ōŜȅƻƴŘέ

Facilitation to bring people 
together and encourage 
relational working

No shared mandate or 
accountability

Persisting cultural/professional 
boundaries 

Reliance on goodwill 

Reliance on Head of INT and 
Design Researcher facilitation
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Recommendations from Realist Evaluation

1) Set a clear vision that translates into tangible objectives : A shared ethos is not enough; staff need 
clarity about how being in the INT should change everyday practice. Without this the INT risks being 
experienced as a concept rather than a reality. 

2) .ŀƭŀƴŎŜ άǎƻŦǘέ ŀƴŘ άƘŀǊŘέ ŀǇǇǊƻŀŎƘŜǎ: Relationship -building, trust and culture change are all vital, 
but must be matched by structures, processes and resources.

3) Resource and embed leadership : Visible, boundary -spanning leaders with cross -organisational  
ƳŀƴŘŀǘŜǎ ŀǊŜ ƴŜŜŘŜŘ ǘƻ ǎǳǎǘŀƛƴ ƳƻƳŜƴǘǳƳΤ ǊŜƭƛŀƴŎŜ ƻƴ άƘŜǊƻέ ƭŜŀŘŜǊǎ ƛǎ ŦǊŀƎƛƭŜ ŀƴŘ ǳƴǎǳǎǘŀƛƴŀōƭŜΦ

4) Institutional commitment : Policy, funding and workforce capacity must be aligned with INT goals; 
without earnest organisational  buy -in staff engagement will remain fragile.

5) Shared governance : Create cross -agency accountability and shared risk frameworks are required to 
move beyond business as usual.

6) Evaluate culture as well as outcomes : Evaluation should capture cultural and relational outcomes 
alongside service indicators.
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Appendix 1: Workforce

/ŀƳŘŜƴΩǎ ŎƻƳƳǳƴƛǘȅ-based health and care workforce benefit from 

a collaborative and empowered team culture, embedded within the 

community they serve.
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Workforce stories 
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Workforce stories
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Workforce stories 
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Workforce stories 
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Staff Survey ς Comments 
How has being part of the East INT 

ƳŀŘŜ ŀ ŘƛŦŦŜǊŜƴŎŜΚ

Knowing colleagues from different disciplines and having access for discussion have been very helpful.  Working together session s, housing and hoarding clinics have been helpful.

We have definitively found that working in an integrated way has significantly improved our professional relationships with o the r agencies. This collaborative approach has given us 

a better understanding of the working methods of other professionals and enhanced our engagement with various multi -agency partn ers. Furthermore, we have observed notable 

benefits for service users resulting from this joint effort. By working together, all professionals involved have been able to r espond to and address raised concerns much more quickly 

and ŜŦŦŜŎǘƛǾŜƭȅΦ

Being able to meet other colleagues in person

I have enjoyed the approach of working closely with NHS and DN. It makes it easier to be able to chat with someone directly r ath er then going back and fourth on email chains. It 

reduces ǘƘŜ ŀƳƻǳƴǘ ƻŦ ŀŘƳƛƴ ǘƛƳŜΦ  

IŀǾƛƴƎ ŦŀŎŜ ǘƻ ŦŀŎŜ ŀŎŎŜǎǎ ǘƻ ǘƘŜ /ƻƳƳǳƴƛǘȅ ¢ŜŀƳ Ƙŀǎ ƳŜŀƴǘ ŜŀǎƛŜǊ ŎƻƴǾŜǊǎŀǘƛƻƴǎ ŀƴŘ ŜŀǎŜ ƻŦ ǳǇŘŀǘŜǎ

Its nice to get to know colleagues from other parts of the NHS and social care helping my patients. It helps me help patients th ŀǘ L ƘŀǾŜ ƳƻǊŜ ƻŦ ŀ ǊŜƭŀǘƛƻƴǎƘƛǇ ǿƛǘƘ ǘƘŜǎŜ ŎƻƭƭŜŀƎǳŜǎ

!ōƭŜ ǘƻ ǘŀƭƪ ŦŀŎŜ ǘƻ ŦŀŎŜ ǘƻ ǘƘŜ ǘŜŀƳ ƛǎ ōǊƛƭƭƛŀƴǘ Φ 

It has been so useful having them in the same building. We can pop upstairs to discuss difficult cases. They come to our meet ing s. We have faced instead of names and it 

makes working together for our patients so much easier and more productive

Resources available easily and with the ability to have a quick 'MDT' about complex patients when required just by walking upsta irs, without complex forward planning and 

diary rearrangement. Helpful to put faces to names and get instant answers so issues can be solved straight away rather than wai ting for an email reply.

It seems as this site is very progressive with the intentions to integrate multiple teams and makes you feel like it is a good e xample for patient centred care

/ƻƳƳǳƴƛǘȅ ǊŜƭŀǘƛƻƴǎ ƘŀǾŜ ƛƳǇǊƻǾŜŘΦ

I really value being able to discuss things face to face or, at least,  put a face to a name when I email queries since EAST INT  have moved into the same building. So much of the work 

we do as GPs is related to the patients home situation and being able to discuss this with OTs, DNs and S/ Ws that know them really helps. Or just being very helpfully signposted 

after discussing cases..

I like being able to find colleagues to speak with them in person about complex cases. Building these relationships makes the  wo rk more rewarding and seems to improve 

outcomes for ǇŀǘƛŜƴǘǎΦ

It is very much simpler to acess ŎŀǊŜ ŀƴŘ ŎƻƻǊŘƛƴŀǘŜ ŎŀǊŜ ŦƻǊ Ƴȅ ǇŀǘƛŜƴǘǎΦ !ƭǎƻ ǘƻ ƎŜǘ ŀŘǾƛŎŜ

It has made much easier the way we can give care to our services user. The access to other teams has made easier to get the i nfo rmation needed very quick, without waiting days 

or weeks for a reply about our questions. Making easy to solve problems and doubts in regards patients care. Also, this has been  seen in improving a "soon and quick" input to 

service ǳǎŜǊǎ ǎƻƳŜƘƻǿ ŀǾƻƛŘƛƴƎ ǘƘŜƛǊ ŘŜǘŜǊƛƻǊŀǘƛƻƴ ŀǎ ǇƘȅǎƛŎŀƭΣ ƳŜƴǘŀƭΣ ŀƴŘκ ƻǊ ŜƳƻǘƛƻƴŀƭ ƭŜǾŜƭǎΦ

It has brought a more 'can do approach' to the way we work. A focus on working with partners to find solutions, prevent crise s. Better staff collaboration, shared learning and 

resources
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Staff Survey ς Comments 
What could improve your 

collaboration with other colleagues 
ƛƴ ƭƻŎŀƭ ǎŜǊǾƛŎŜǎΚ

More information in written and verbal presentation about each services - Ŏŀƴ ōŜ ŘƻƴŜ ǘƘǊƻǳƎƘ ƳƻƴǘƘƭȅ ǿƘƻƭŜ ǎŜǊǾƛŎŜ ƳŜŜǘƛƴƎΦ

Ability to discuss cases and share ideas with INT colleagues.

I think it would be very helpful for us to agree on standardised assessments across the board so all services have the same info rmation. data sharing agreement 

between all concerned professionals to remove delays, fewer gaps in communication for quicker responses. Joint training would be  helpful and enhance 

communication,  improve working relationship based on ŎƻƳƳƻƴ ǳƴŘŜǊǎǘŀƴŘƛƴƎΦ

nothing specific

Working more closely with Housing and mental health. It would be great to be able to work on the same office as our housing c oll eagues as I believe this is the 

hardest service to engage with. It would also be good to have mental health colleagues more present in the office space, to talk  out referral in order to service the 

ǇŜǊǎƻƴ ƳƻǊŜ ŀǇǇǊƻǇǊƛŀǘŜƭȅΦ

A central database of up to date ƛƴŦƻǊƳŀǘƛƻƴ κ ŎƻƴǘŀŎǘ ŘŜǘŀƛƭǎ ǿƻǳƭŘ ōŜ ōŜƴŜŦƛŎƛŀƭ

IŀǾƛƴƎ ƳƻǊŜ ŦǳƴŘŜŘ ǘƛƳŜ ǘƻ ǿƻǊƪ ǿƛǘƘ ǘƘŜƳ ŀƴŘ ƴƻǘ ƘŀǾƛƴƎ ǘƻ ƳŜŜǘ ǘƘŜƳ ƛƴ Ƴȅ ƭǳƴŎƘ ƘƻǳǊ

ǎƻŎƛŀƭ ǎŜǎǎƛƻƴǎ ŀǊŜ ŀƭǿŀȅǎ ƴƛŎŜ

More face to face interaction options - or direct phone lines for duty teams so we can have real time discussions.

more social group meetings to build communication and lunch time shared lunch meet ups perhaps

9ǾŜƴǘǎ ǿƛǘƘ ƭƻŎŀƭ ǎŜǊǾƛŎŜǎ ǇǊƻƳƻǘƛƴƎ ǿƘŀǘ ǘƘŜȅ ƻŦŦŜǊΦ

I think we as GPs need to be reminded of services in the community, especially voluntary services, which often change. Would be good to have another shared 

meeting where we get to know more about everyones ǊƻƭŜǎ

Dedicated time to better understand the scope of each service, perhaps through discussion about how specific patients with compl ex medical and social 

situations interact with each ǎŜǊǾƛŎŜ ŀƴŘ ǊŜŦƭŜŎǘƛƻƴ ƻƴ Ƙƻǿ ǘƘƛǎ ŎƻǳƭŘ ƛƳǇǊƻǾŜΦ

Some access to their system and service user information can help. As nowadays we have them in the office and the access to t he information safe us time. 

However, if they aren't here the information you will get is null or ƴŜŀǊƭȅ ŀƴȅΦ

ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ ƭŜŀǊƴƛƴƎ ŀƴŘ ƛƴƴƻǾŀǘƛƻƴ
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Staff Survey ς Comments 
What's been the most successful 

element of our East 
neighbourhood team so far and 

ǿƘȅΚ
Sharing the same office makes it easier to have MDT discussion.

service users have better care and thier mood has improved additionally some service users mobility has improved.

meeting colleagues from other teams

The reduction in communication barriers overall. I have been able to build relationships with NHS staff that I would not have  ot herwise know the role of or how 

we can collaborate ǘƻƎŜǘƘŜǊ

Getting to know the community team has been ǾŜǊȅ ōŜƴŜŦƛŎƛŀƭ

getting to know colleagues from the wider neighbourhood health and social care services

ŎƻƭƻŎŀǘƛƻƴ

²ƻǊƪƛƴƎ ǘƻƎŜǘƘŜǊ ŀƴŘ ƪƴƻǿƛƴƎ ǘƘŜ ǇŜƻǇƭŜ ƛƴǾƻƭǾŜŘ

!ŎŎŜǎǎƛōƛƭƛǘȅΣ ǎǇŜŜŘ ƻŦ ǊŜǎǇƻƴǎŜ

The integration of teams as this is a great example of what the MDMs have been experiencing with multiple teams working well tog ŜǘƘŜǊ

.ŜƛƴƎ ŀōƭŜ ǘƻ ƭƛŀƛǎŜ ŦŀŎŜ ǘƻ ŦŀŎŜ ǿƛǘƘ ƻǳǊ ŎƻƭƭŜŀƎǳŜǎΦ

Opportunity to network, and run upstairs to ask questions/discuss patients.  The Adult Social Care referral form - is an easier way to refer and seems to generate 

ǇǊƻƳǇǘ ǊŜǎǇƻƴǎŜǎ

Being able to speak face to face - ǇǊƻȄƛƳƛǘȅ

.ŜƛƴƎ ǾŜǊȅ ŀǾŀƛƭŀōƭŜ

We getting together, knowing each other, and having our "Working together sessions". As in the sessions people have been able  to  get different perspectives 

and able to identify different teams which can support. Neighbourhood has really been helping our service users in very positive ways receiving care in a more 

ǇƻǎƛǘƛǾŜ ŀƴŘ ǉǳƛŎƪŜǊ ǿŀȅΦ

! ǇƭŀŎŜŘ ōŀǎŜŘ ƳƻŘŜƭ ǊŜŦƭŜŎǘƛƴƎ /ŀƳŘŜƴϥǎ ǾŀƭǳŜǎ


