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So what’s new in the Pioneers?

• DH on behalf of a consortium of national 
bodies called for the “most ambitious and 
visionary” local areas to become integration 
Pioneers to drive change “at scale and pace, 
from which the rest of the country can 
benefit” (DH, May 2013)

• Scale?

• ‘I-statements’?
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Pioneers to focus on realising the National 
Voices ‘I statements’ 

• I tell my story only once

• I am listened to about what works for me, in my life

• I am always kept informed about what the next steps 
will be

• The professionals involved with my care talk to each 
other. We all work as a team

• I always know who is coordinating my care

• I have one first point of contact. They understand 
both me and my condition(s). I can go to them with 
questions any time
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Objectives of the early evaluation, Jan 2014-
June 2015

• Describe & understand vision, scope, plans, 
priorities of 14 first wave Pioneers

• Identify mechanisms – ‘intervention logic(s)’

• Describe financial incentives, contractual forms, 
budgetary arrangements

• Identify barriers & enablers to integration

• Analyse contribution of BCF to implementation

• Qualitatively analyse progress

• Set basis for long term evaluation



Methods

• In-depth semi-structured interviews with key staff 
in Pioneers (mostly face-to-face)

– LAs, CCGs, HWBs, CHS, acute & MH trusts, voluntary 
sector

• Analysis of Pioneer proposals, plans, BCF plans & 
other documents

• Attendance at local & national meetings where 
possible



First wave integrated care Pioneer Number of 
individuals 
interviewed, 
Apr 14-Nov 14

Number of 
individuals 
interviewed, 
Mar 15-Jun 15

Barnsley 11 3

Cheshire 18 7

Cornwall 7 3

Greenwich 5 4

Islington 4 3

Kent 10 7

Leeds 15 6

NW London 13 8

South Devon and Torbay 16 2

South Tyneside 5 2

Southend 9 2

Staffordshire and Stoke 6 3

Waltham Forest, East London & City (WELC) 12 5

Worcestershire 9 2

Total 140 57



Reporting
• Indicators for measuring quality of integrated 

care – published April 2014
• Interim report on early evaluation – published 

March 2015
• Final draft report on early evaluation – submitted 

to DH, 4 October 2015, under revision following 
peer review
– update of interim findings 
– early progress through spring 2015
– continuing barriers one year on
– main learning points in first year
– logic models for each Pioneer
– aggregate analysis of Pioneers’ BCF plans



What is a Pioneer?

• A badge

• An enabler

• A governance arrangement

• Discrete work streams

• Specific initiatives, services

• An ethos

• As a result, it can be difficult to identify which 
activities are/are not to be included



What are they doing and aspiring to?

• Primary prevention and alternatives to statutory 
services, e.g. developing community assets and 
fostering self-care

• Getting professionals to work together 
differently, e.g. MDTs, often based around GPs

• Improving patient experience, e.g. single point of 
contact, care navigators

• Moving from reactive to proactive care, e.g. risk 
stratifying patients at risk of admission and 
providing a care plan

• Moving provision from acute sector to primary 
care and community services, reducing avoidable 
hospital admissions



Target groups

• Older people in nearly all Pioneers

• People with mental health problems/learning 
disabilities

• Long-term conditions, end of life care

• Carers, children, cancer

• Whole community



Logic model example (Cornwall)

Context Input Output Outcomes Impact
Issue  and its setting Resources and activities Products of activities including 

service types and targets

Changes in participants’ 

behaviour, skills, level of 

functioning

Changes in organisations, 

communities or systems (intended 

and unintended)

National issues:

>Services not experienced as ‘joined up’, tailored to 

individual needs

>Care models reactive, institution focused, costly 

and disempowering

>Organisational response shaped by silo structures 

of services, systems and professions 

>Growth of demand and limits on resources mean 

current care models and service infrastructures are 

unsustainable

>Initiatives to integrate care delivery and planning 

have had very limited success

National policy:

> ‘I statements’ to structure more personalised and 

holistic assessments

>Proactive care programme targeting 2% most at 

risk of admission 

>Information sharing via NHS number

>BCF plans to focus on avoidable admissions and 

realistic savings 

>Telehealth/telecare enable people to be supported 

at home

>National support programme for Pioneers and 

commitment to remove barriers 

Local context:

>Current focus of health care relies too heavily on 

reducing risks and makes people too dependent on 

services

>Currently, there is a gap of £31m between health & 

care services available and what is needed 

>Many living on low incomes (e.g. in absence of 

mains gas in over half of homes, it can be too costly 

to stay warm and eat healthily)

>Higher than average 65+ and 85+ population, with 

34,000+ older people living alone (many in isolated 

rural areas)

>Newquay Pathfinder successfully tested Living Well 

approach 

>Extensive community and voluntary networks can 

be used to provide more support

>Early intervention service implemented

>Participated in Whole Systems Demonstrator 

project

>Collective leadership of the LW programme with new governance 

arrangements

>All partners (CCG, LA, hospitals, community & ambulance services, 

voluntary organisations, patient groups) agree common vision, values and 

shared framework 

>Staff training to develop and maintain skilled workforce which is flexible 

and integrated

>Engage frontline staff and local population (including local Healthwatch) 

in re-design of services

>Implement information governance solutions that support information 

sharing

>CCG & LA to jointly commission services and pool budgets

>New contract to facilitate collaboration between providers

>Co-located MDTs to include health, social care and voluntary sector 

workers, based around GP practices

>Provision of time to build MDT and nurture team ethos 

>Training of voluntary sector coordinators and volunteers to help people 

identify goals and build local support network

>Creation of a ‘community map’ of local resources/ voluntary groups

>Role/responsibilities and shared toolkits (e.g. MDT guidance) developed 

within local teams, with accountable lead professionals

>Identification of people who have 2 or more long-term conditions or a 

social care package, and enrol them in Living Well programme (e.g. using 

risk stratification or those in receipt of social care)

>Identification of conditions most receptive to Living Well approach of 

supporting behaviour changes and integrated care pathways

>Enrolled patients have ‘guided conversation’ with matched volunteer, 

case management plans drawn up and shared among local MDT, and key 

worker allocated

>Local MDT provides support to patients and carers

>Patients provided with rapid assessment in acute care to reduce time in 

hospital

>Patients with specific short-term conditions provided with telehealth

>Patients provided with discharge support 

>Virtual ward model provides support to prevent admissions

>Shared outcomes and measures for performance monitoring

>Increased number of people 

providing community/peer 

support

>Improved quality of life for 

enrolled patients (20% 

improvement as measured by 

Short Warwick-Edinburgh 

Wellbeing scale)

>Reduced duplication (e.g. 

shared patient information 

collection and reduction in 

referral forms)

>Reduced emergency 

admissions (11%) and A&E 

attendances

>Reduced number/cost of 

social care packages

>Reduced length of stay and 

readmissions

>Cost savings in acute, 

community, mental health 

services  

>Improved patient/ service 

user health and wellbeing 

(physical, mental, social) 

>Improved lifestyle choices

>Improved experience of care 

and support (patients and 

carers)

>Greater involvement of 

voluntary/ community sector in 

supporting frail/ vulnerable 

people

>Increased independence for 

people with LTCs 

>Improved staff morale/ 

experience

>Resources moved from 

spending on treatment to 

prevention 

>Care is experienced as personal, 

joined up and enabling independent 

living

>Improved individual health and 

wellbeing 

>More cost effective service models, 

improved value for money 

>Local communities more ‘self-

sufficient’/resilient

>Lower per person health and social 

care costs 

>More sustainable fit between need 

and resources



The BCF and the Pioneers
• Average planned spend per capita 65+ was 7% higher in 

Pioneer than non-Pioneer areas (£613 vs £569)

• This differential was predominantly due to the larger 
amounts pooled by local authorities in the Pioneer areas

• Pioneers were less likely than non-Pioneers to plan 
support for acute (1% and 4%) or mental health services 
(1% and 7%) 

• Generally, the BCF was aligned locally with the Pioneer 
programme

• However, some viewed it as a distraction from the 
Pioneer programme, felt it was too modest to impact on 
local health economy and was administratively 
burdensome



Implementation to June 2015 (1)

• Initial EOIs were sought from ‘most ambitious 
and visionary areas’ able to drive change ‘at 
scale and pace’ from which all could learn

• In practice, limited evidence of service change 
at level of users and families but some 
Pioneers more advanced than others

• Cautious of drawing firm conclusions but 
some emergent themes



Implementation to June 2015 (2)

• Pioneer bids often included visions of whole system change 
including working upstream on determinants of health

• Signs of initial ambitions being scaled back and activities 
becoming focused around primary care-led model of 
integrated care

• Now tending to converge on interventions for older people 
with substantial needs such as MDTs organised around 
primary care, care navigators and coordinators, risk 
stratification, care planning and single points of access 

• Signs of more ‘top-down’ management of the programme, 
perhaps driven by increasing budgetary pressures, perhaps 
leading to less innovation & risk-taking in future



2013

Person-centred co-
ordinated care
‘I-statements’

LA/H&WB
Bottom up

2015

Top down

NHS England

Reducing emergency 
admissions/

hospital spending
BCF targets
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Towards a typology of the Pioneers?

• Heterogeneous in population, numbers/complexity of 
organisations involved, geography, health system 
context

• Homogeneous (or at least increasingly similar) in type, 
breadth, degree & process of integration; i.e. similar 
initiatives and service developments

• Convergence around initiatives may reflect more 
established CCG role; influence of  BCF conditions, 
Vanguard model, stretched capacities of local 
authorities & visiting international experts

• Links/not to devolution initiatives and 5YFV New Care 
Models may differentiate between Pioneers in future 



Assumptions underlying Pioneer/BCF initiatives?

Person-centred 
co-ordinated care

Reduce spending

Providing care 
in community 
settings

Person-centred 
co-ordinated care
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Implementation to June 2015 (3)

• National offer included opportunities for shared 
learning, access to experts and policy makers and 
removal of of national barriers

• Most sites reported patchy experiences but 
national support programme re-designed in 2015  

• Continuing impact of barriers which require 
national resolution as well as local capacity

• Examples include: information sharing; funding 
and payment systems; procurement regime; FT 
pipeline requirements; provider viability; 
workforce development 



The ‘integration paradox’

• Growing demand and declining budgets strengthen 
rationale and increase urgency for IC

• However, the same pressures could make integration 
more difficult if organisations: 
– become more protective of their budgets/staff
– become less open to change
– find their staff stretched too thinly covering internal 

agendas

• Twin pressures likely to continue throughout longer-
term evaluation

• If anything the balance between barriers and 
facilitators appears to be becoming more difficult to 
manage



Some implications for evaluations of 
Pioneers and Vanguards

1. Estimating lead time of service change

2. Defining what a Pioneer or ‘new care model’ 
comprises

3. Describing accurately what is/has changed

4. Attributing any observed changes to Pioneers/ NCMs

5. Local actors’ commitment to cooperation with 
‘national’ evaluation

6. Geographic overlap between Vanguards & Pioneers

7. Scope to align the two evaluations given similarities, 
especially between Pioneers, MCPs & PACSs



Main elements of longer-term evaluation of 
Pioneer programme

Three work packages (WPs):

• WP1: Pioneer level process evaluation and (limited) impact 
evaluation

• WP2: Scheme/initiative level impact and cost-effectiveness 
evaluations

• WP3: Working with Pioneers, national policy makers and 
partners, patient/user organisations and experts to derive and 
spread learning





WP1: Pioneer level process (and impact) 
evaluation – aims and methods

• Understand service changes and experiences, identify facilitators and 
barriers and how they are overcome, focus on model of care delivery 
and extent of integration, whether Pioneers think their goals have been 
met:

• Panel of staff from all Pioneers, surveyed by phone and web 

• Analyse key indicators of integrated care and its consequences, 
comparing Pioneers with matched areas

• Look at further development of typology of  25 Pioneers 

• Identify Pioneer approaches that are similar to the 5YFV and how they 
perform - will  complement other evaluations (e.g., of Vanguards)

• Identify specific initiatives/schemes for WP2



WP2: Scheme level impact and cost-effectiveness 
(C-E) evaluation – aims and methods

• Assess C-E of important integration initiatives across different 
Pioneer contexts  - if impacts differ, identify how and why.

• Agree with DH, Pioneers et al the choice and design of C-E 
evaluations

• Undertake C-E evaluations, including qualitative research 
designed to understand mechanisms of initiatives, facilitators 
and barriers



WP3: Reflective and shared learning 

• Aim: Ensure Pioneers can shape the research approach & 
gain early insight into emerging findings

• Bring people together twice a year, in workshops (London 
and Birmingham)

• Pioneer colleagues, researchers, policy makers, patient/user 
representatives and national/international experts will come 
together (Judith Smith –facilitator)

• Focus will be on sharing experience, planning and discussing 
the next phase of research, discussing latest findings from 
survey and other research work, exploring specific themes



WP3: Reflective and shared learning (2)

• Desire to check out and synthesise learning from the 
Pioneers to feed back into the research process

• Overall focus will firmly be on deriving practical insights 
for Pioneers and the NHS and care more widely, to 
enable better integrated care

• We will also want to draw in learning from local 
evaluations – could focus one or more workshop on this

• Reflective and shared nature of this strand means that 
we will want to work with Pioneers and policy colleagues 
to shape and refine the approach, to ensure that remains 
relevant, supportive and yet challenging 



Outputs

• Late spring 2016: scoping report including potential initiatives 
for first set of C-E evaluations, early WP1 findings and 
feedback from initial WP3 workshops

• Spring 2017: similar scoping report with next set of potential 
C-E initiatives

• Each summer: interim reports including findings from WP1 
and WP3, and WP2, as they become available

• Summer 2020: final report on all 3 WPs

• Presentations, workshop summaries, blogs, items in Relay, 
journal articles, etc. throughout



Timetable

• Year 1 (July 2015-June 2016): NHS R&D governance; recruit 
panel for WP1 with 2 waves of surveys; identify potential 
initiatives for WP2 and negotiate C-E evaluation with 
Pioneers; 4 WP3 workshops (2x2 time points)

• Year 2 (July 2016-June 2017): begin WP2 C-E evaluations; 
identify next set of potential initiatives for WP2 and negotiate 
with Pioneers; survey WP1 Pioneer panel; 4 WP3 workshops

• Year 3 (July 2017-June 2018): begin next set of WP2 C-E 
evaluations; continue with first set of C-E evaluations; survey 
WP1 Pioneer panel; 2 WP3 workshops

• Years 4 and 5 (July 2018-June 2020): the evaluation continues, 
exact details to be determined


