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Synergies between discussion points from the WEAHSN CCG 
Leadership Series (in bold) and the NIHR workshop on research and 
evaluation needs and priorities arising from the five year forward view. 

 

1. Design evaluations that are rigorous enough to stand up to critique (and fit 
 with measurement of QIPP targets / plans) and be of use when presenting 
 investment / change options to a board or finance director. 

 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. 

 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. 

 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.   See the CCG Leadership scenario headlines. 

 

2. Find new solutions, methods of working and providing different approaches to 

 service delivery – based on evidence and evaluation.  

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

configurations.  This was against a backdrop of an ageing workforce and problems of 

recruitment, retention and skills gap. 

 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.   

 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. 
 

3. Focus on work in areas where the evidence is clear, as well as using 

 innovation. Wrapping up our innovations with an evaluation that demonstrates 

 evidence that the service is working is crucial.  

 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.    

 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.   
 

4. Disinvest to reinvest – The need to provide sound evidence to support 

 financial decisions.  

 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.   

5. Win hearts and minds – Creating Incentives and drivers in primary care. 
 

 There was not always alignment of incentives, metrics and activity. There were issues of 

incentives, competition and performance across a system. At a more fundamental level, 
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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.   
 

6. Create a balance between short term efficiencies (i.e. reducing hospital 

 admissions) versus long term public health initiatives.  

 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.  

  

7. Design evaluations in a complex system with different factors – 

 demonstrating cause and effect.  

 Complex service changes needed sophisticated mixed methods 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. 
 

8. Test innovations at pace - Quick return on investment vs test, adapt and 

 deliver at scale. Finding time to evaluate.  

 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. 

 Academic Health Science Networks (AHSNs), with their mission to roll out proven 

innovations, had an important role as a system integrator.   
 

9. Evaluate user defined outcomes and addressing equitable care. Using 

 qualitative data – the importance of patient stories and the patient 

 experience.  

 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. 

 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.  

 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.   

 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.   

 

On our plans to address the CCG prioritisation process at the next CCG leadership 

meeting on the 26th May... 

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.  


