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REPORT OF WORKSHOP ON RESEARCH AND EVALUATION NEEDS 

AND PRIORITIES ARISING FROM FIVE YEAR FORWARD VIEW 

 

Summary 

Nineteen key policy-makers, service leaders, clinicians and researchers met on 27 February 2015 to 

consider the research and evaluation needs arising from the Five Year Forward View issued by NHS 

England in October 2014.   This set an ambitious agenda for the service to develop more integrated, 

patient-centred care models.   There was lively discussion of the challenges and opportunities for 

research, given the rapid pace of change in the service and diversity of emerging models.  Debate 

started with personal commentaries from those with different perspectives in the system – from 

service providers to strategists to researchers.   There was useful discussion of most promising and 

practical approaches to generate more useful and used evidence.  The group also identified 

particular topics where the NIHR Health Services & Delivery Research programme might make a 

positive contribution to the new agenda as it develops.  This includes some immediate research on 

the underpinning evidence, characteristics, purpose, mechanisms and intended effects for new care 

models. 

 

Setting the scene 

Nineteen participants from across service, policy and research took part in a small workshop to 

consider future research topics for the NIHR Health Services & Delivery Research Programme and 

opportunities for evaluation arising from Five Years Forward View.  A list of participants is included 

at Annex One.  

The workshop started with a description of the scope of the HS&DR programme, funding research 

on the organisation and quality of services with a budget of around £19m.   Recent projects included 

a range of complex service innovations, from evaluation of pay for performance schemes across a 

region; assessment of stroke configuration services in two major conurbations; evaluation of virtual 

wards and other admission avoidance schemes; assessment of the organisation of community 

hospitals; and reviewing the impact of changes in specialist cover and seven-day working.  These 

were all ambitious and complex interventions which required a range of research approaches, close 

partnership between the service and research teams and agility in responding to shifts in policy and 

service context over the lifetime of a project. 

The main drivers of the Five Year Forward View were discussed.  Health services research was well-

embedded in the plan, with references to evidence driving organisation changes (for instance, the 

Birthplace study informing maternity configurations).   There was an understanding in the document 

that future substantive innovation gains were likely to come from changes in process and delivery of 

services, rather than technological `fixes’ or developments. 

The role of research and evaluation in this new agenda needed further consideration.  There was a 

history of imperfect alignment between research and service innovation.  These ranged from 
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intensive case management to integrated care pilots.  Often, policymakers did not find research 

helpful.  Results came some time after services were already developed and often design for 

evaluations was compromised by being initiated after services were already in place.  On the other 

hand, researchers may be frustrated that decision-makers carry on investing in services after 

evaluations have shown little impact.   Participants were keen to break this negative cycle of mutual 

distrust and saw the Five year Forward View as an opportunity to think afresh about new 

approaches and ways of working. 

Four of the new service models identified in the Five Year Forward View were discussed:  

 multispecialist community providers (ie integrated out of hospital care);  

 

 primary and acute care systems (ie linking hospitals with community/primary/mental 

health/social care activity);  

 

 viable smaller hospitals (ie options for smaller district general or community hospitals); 

 

 enhanced health in care homes (ie augmented and integrated NHS and social care for 

residential and nursing homes).   

All had a focus on integration, but each care model had certain characteristics which were described 

in more detail in planning guidance. There was some discussion around whether these models were 

actually new. Many areas had seen some form of vertical integration, for instance, similar to the 

proposed model of primary and acute care systems.   However, the scale of ambition was new.  

Many of these initiatives were being led and driven by providers.  Participants noted that these were 

not a definitive list of all models and planning guidance on others was expected later this year.  

Participants also noted more recent developments, such as the devolution of health and care budget 

and planning powers to local government in the North West which had been announced that day.    

There was useful debate around the current process for applying for transformation funding as 

forerunner sites for the specified four care models.   Participants heard from service leaders putting 

in bids, commissioners and Academic Health Science Networks who were supporting bids and 

policymakers who would be assessing bids.  Participants agreed that some system changes did not fit 

neatly into one of the care models.  There was discussion about the way in which these early 

forerunner sites would be evaluated.  There were plans for all pilot sites to take part in operational 

research and evaluation programmes, but the scale of this was not yet known.  

 

Key challenges for research and evaluation 

One of the main difficulties voiced repeatedly at the workshop was the timeline for evaluation to 

make an impact.   Service leaders and policymakers needed research which was timely – one 

participant noted that a perfect piece of analysis which arrives a day after a decision has to be made 

is ‘useless.’  Public procurement, government contracts and national research funding processes 

were barriers to rapid evaluation.  Normal cycles for commissioning, contracting and publication of 

research were far longer than service timelines.   Participants noted the problem of receiving 

evaluations of a service which has then changed, so the research ceases to be relevant at the time of 

reporting.   Participants noted the differences between formative and summative evaluation and the 

benefits of sharing emerging learning with participants at an early stage. 
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Other system blockages reported by participants included difficulties in data quality and governance.   

Evaluating new integrated care projects posed particular problems of linkage and governance across 

different settings and agencies.  Fragmentation of organisations had made it more difficult to collect 

data.  The role of Caldicott guardians and equivalent was important in moving projects forward.   

Local observatory models were needed to ensure good enough data from a wide range of sources.    

At a more fundamental level, services needed to think more carefully about the kind of information 

they needed for baseline and later impact measurement.   This was an area where researchers could 

help services to understand what data were needed and how to collect them at an early stage. 

Another issue was the different expectations of service/policy and research.  Often services being 

evaluated had not articulated clear goals of service changes or intended outcomes at the outset.   

Researchers may want to specify research questions more precisely than afforded by the service 

context.   It was agreed that a valuable activity in evaluating complex services is a dialogue between 

service and researchers to frame the key questions and purposes of evaluation.  There was also 

interesting discussion around the nature of evidence.  This might extend beyond formal notions of 

peer reviewed research.  More participatory forms of planning, which might be accelerated given 

recent devolution initiatives, might privilege different kinds of evidence.  One service leader talked 

about what created value to the local community and a series of `I’ statements by the public against 

which local services could be assessed.  In measuring impact, participants noted that reduction of 

service utilisation (such as admissions to hospital) was often used as the desired outcome.  However, 

given the goal to enhance patient experience, greater focus should be given on more ambitious 

safety and quality measures. 

There was discussion of the heterogeneity of service models, making robust evaluations of more 

than one site difficult.  This was seen in HS&DR funded evaluations of virtual wards, where 

interventions called virtual wards ranged hugely from multidisciplinary teams to single community 

matrons.  A policy-maker noted the challenges of evaluation when n=1.   A service leader noted that 

his forerunner bid reflected particular ways in which integrated care had developed historically in his 

patch. 

This posed problems of generaliseability for researchers and evidence-based practice.  It was hard 

to draw wider learning from diverse and context-dependent models of care.  Participants noted the 

need to characterise and understand emerging models within and across the emerging four care 

model types. 

There were also issues of evaluation design, if models had evolved organically from existing service 

developments.  There may not be distinct start points for service change, making classic before-after 

study designs difficult.   One commentator noted that it would not be possible to identify control 

populations, given that most areas were adopting some form of integrated care.  It was noted that 

Five Year Forward View provided more detail on `what’ (in terms of desired change) than `how’.  

However, for evaluation purposes it might be important to know the preceding conditions and 

process of implementing change. 

There was also discussion of the unit of analysis and whether it was important to isolate individual 

components or `active ingredients’ of complex system changes.  It was agreed that often the 

interactions between different parts of the service change was crucial and that it was not helpful to 

try to take apart complex organisations or systems.  Some studies, such as a recent study of London  

 



 
 

4 
 

 

polyclinics retained the focus on the whole organisation, as well as particular changes within these 

such as introduction of case management approaches. 

Evaluations did not always capture the unintended consequences of system changes.   This included 

opportunity costs of investments, including impact on other services or patient groups which might 

be outside the scope of particular evaluations. 

At a more fundamental level, service participants noted the difficulty of achieving genuine system 

transformation, with radical shifts towards prevention and patient-centred care, while meeting 

exacting performance targets and pressures.  One participant likened this to changing the tyre of a 

car travelling at speed on a motorway.  There was not always alignment of incentives, metrics and 

activity.  In addition, the scale of investment in transformation measures was modest by comparison 

with the scale of service change ambitions.   

 

Key opportunities for research and evaluation 

There was talk about what would help in addressing some of these problems.   This included ways of 

working so that researchers engaged with service leaders/policy makers further upstream to help 

clarify goals of service changes, rather than carrying out post hoc evaluations.  These kind of 

participatory and co-production research models posed particular challenges to more traditional 

forms of evaluation which require critical distance and pre-determined protocols.  There were 

models of embedded research, for example ‘researcher in residence’ – which could be explored 

further.  These included examples in Canada where health services researchers are embedded in 

hospitals.  Similar examples had been developed in the UK, such as a team of operational 

researchers sited in a specialist children’s hospital. 

There was a real demand for `good enough’ evaluations and questions about the capacity to deliver 

this.   These might include more modest, pragmatic rapid response evaluations using data, audit, 

interviews to get some quick insights for the service on service initiatives. Better use could be made 

of existing secondary data for this purpose.  There were questions about who could deliver rapid 

alongside/real time evaluations and it was suggested that CLAHRCs might play an important part. 

Complex service changes needed sophisticated mixed methods approaches.  It was noted that the 

Five Year Forward View highlighted the role of clinical trials and operational research, but other 

kinds of mixed method evaluations were likely to be more appropriate for these multi-faceted 

system-wide innovations.   This was difficult but some researchers had developed elegant study 

designs to examine both the system and interlocking components.  For instance, the HS&DR funded 

evaluation of the Salford integrated care hub included an overarching assessment, as well as nested 

trials of particular components (such as motivational coaching for people with chronic conditions).       

Participants had established the heterogeneity of models (within each type) and the importance of 

context and local configurations.  This made standard before-after designs less appropriate, but 

realist evaluation approaches could be useful.  These foregrounded the importance of context and 

aimed to understand what works for whom in what context.  This kind of research could helpfully 

identify mechanisms associated with particular outcomes and likely preconditions for certain kinds 

of impact. 
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Academic Health Science Networks (AHSNs), with their mission to roll out proven innovations, had 

an important role as a system integrator.  They would be an important part of the organisational 

architecture which could be used to support the vision of the Five Year Forward View and remove 

some of the blockages in the system which might prevent integrated care models taking shape.   

These included issues of information and research governance, as well as bringing together key 

players across settings and disciplines. 

 

Topics for future research 

The NIHR Health Services & Delivery Research programme could commission new research arising 

from service changes outlined in the Five Years Forward View, in line with its core purpose of 

funding high quality research on organisational, delivery and quality of services.   This would 

complement other work funded by the Department of Health’s Policy Research Programme, 

including evaluations of forerunner pilots and other relevant initiatives such as the nine integrated 

personalised commissioning pilot sites. 

There is a need for more immediate research to inform and support the development of each of the 

new care models in terms of their underpinning evidence, characteristics, purpose, mechanisms of 

action and intended outcomes.    This would provide useful further resources for providers leading 

change and system analysts.   Each of the designated four models (multispecialty community 

providers; primary and acute care systems; viable smaller hospitals; and enhanced health in care 

homes) could benefit from: 

Evidence syntheses – clarifying what we already know from evidence for each designated 

model of care, including descriptions of similar models in other countries and healthcare 

systems.  As well as evidence relating to each of the four models, it might be helpful to 

provide an overview of main evidence relating to key common themes, such as integration. 

Logic modelling – researchers working with service providers at study sites to understand 

the intended effects and identify particular components and mechanisms within proposed 

systems to achieve this.  This might include some forms of system dynamics, to model likely 

behaviour of complex systems over time.  

Descriptive mapping – gathering and developing baseline data to characterise and 

understand the range of variants within a particular model.  

Other research needs included questions relating to changing workforce needs in new 

configurations.  This included questions of skillmix, scope of practice, training, upskilling, substitution 

and emergence of new roles, such as physician assistants (some of which had been covered by 

existing HS&DR funded research).  This was against a backdrop of an ageing workforce and problems 

of recruitment, retention and skills gap. 

There were also research gaps around networks, engagement, partnership and issues of institutions 

and infrastructures.  Some of these could be examined in studying health economies implementing 

different models as part of the transformation agenda.  There were interesting questions, for 

instance around engaging primary care (a pre-requisite of almost any system change) and the 

organisational focus for this in the current healthcare system.  Citizen engagement was another 

important theme. 



 
 

6 
 

 

Research could also understand the nature of system leadership and how this played out in different 

ways.   Engaging clinicians in service transformation was an important overarching question. 

There were issues of incentives, competition and performance across a system.  Participants noted 

that it would be important to look at organisations not involved in forerunner bids (or not successful) 

– or sectors who were not engaged in early activity, such as mental health services.  It would be 

interesting to identify who didn’t take part in early bids and why.  There were risks of reinforcing 

inequalities.   It would also be useful to consider how each system copes with failures in one part, 

such as poor quality general practice. 

Participants noted the value of using tracer patient populations (such as frail elderly with certain key 

morbidities or people with learning disabilities) or topics (such as alcohol prevention and treatment) 

to compare different models and system changes.   This could be extended to comparative work 

across the four countries of the UK, using the natural experiment of different macro-level 

healthcare systems to examine the impact of different models. 

There were some interesting questions around estates implications – how buildings and historical 

developments drive service configurations and change.  This included areas in which there may have 

been legacy PFI or LIFT arrangements which might affect the pace and shape of service development. 

When research was completed, participants argued for different approaches to sharing evidence.   

This might include use of stories and exemplar cases to spread learning and engage service providers, 

patients and commissioners in emerging evidence. 

 

Annex One 

List of Attendees HS&DR Programme Meeting 27/02/2015 

  
Matthias Beck   Queen’s University Management School, Belfast 
 
Bob Coates 
 
 
John De Pury 
 
 
Jillian Evans                 

 
Consultant in Public Health, Southampton CCG and 
Southampton City Council 
 
Assistant Director of Policy, Universities UK and Health 
Services Research Network 
 
Head of Service, Health Intelligence, NHS Grampian 

 
Ray Fitzpatrick 
 
 
Gary Ford   
 
Loraine Hawkins             
 
Stephen Lorrimer   
 
 
Martin Marshall     

 
NIHR Health Services & Delivery Research Programme 
Director 
 
Chief Executive, Oxford Academic Health Science Network 
 
Chief Analyst, NHS England 
 
Head of Analytical Services and Operational Research at 
NHS England 
 
Professor of Healthcare Improvement, University College 
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London    

Liz Mear    
 

Chief Executive, The North West Coast Academic Health 
Science Network 

    
Rachel Munton                                                    

 
Managing Director, East Midlands Academic Health 
Science Network 

   
Richard Murray     

 
Director of Policy, The King’s Fund 

 
Stephen Peckham  
   
  

 
Professor of Health Policy at Centre for Health Services 
Studies, University of Kent 

Simon Pleydell   Chief Executive, Whittington Health 
 
Sarah Purdy 

 
Professor of Primary Care, University of Bristol and Deputy 
Director NIHR CLAHRC West 

 
Alistair Rose 
 

 
Strategy Adviser, Strategy Group, Department of Health 

Jo Rycroft-Malone 
 
Valerie Shanks-Pepper   
 
 
Kieran Walshe  
 

NIHR HS&DR Deputy Board Chair 
 
Head of Improvement Development and Research NHS 
England 
 
NIHR HS&DR Associate Director 

 


