
This article is published in a peer reviewed section of the International Journal of Integrated Care� 1

Volume 12, 24 July 2012
Publisher: Igitur publishing
URL:http://www.ijic.org
URN:NBN:NL:UI:10-1-113730 / ijic2012-129
Copyright: 
Submitted: 16 March 2012, revised 01 June 2012, accepted 11 June 2012

Research and Theory

Barriers and facilitators to integrating care: experiences  
from the English Integrated Care Pilots

Tom Ling, PhD, Director, RAND Europe, Westbrook Centre, Milton Road, Cambridge, CB4 1YG, UK and Currently Head of 
Impact, Innovation and Evidence, Save the Children, 1 St John’s Lane, London, EC1M 4AR, UK

Laura Brereton, Analyst, RAND Europe, Westbrook Centre, Milton Road, Cambridge, CB4 1YG, UK

Annalijn Conklin, Analyst, RAND Europe, Westbrook Centre, Milton Road, Cambridge, CB4 1YG, UK

Jennifer Newbould, PhD, Senior Analyst, RAND Europe, Westbrook Centre, Milton Road, Cambridge, CB4 1YG, UK

Martin Roland, DM, Professor of Health Services Research, Cambridge Centre for Health Services Research, Institute of 
Public Health, University of Cambridge, Forvie Site, Robinson Way, Cambridge, CB2 0SR, UK

Correspondence to: Professor Martin Roland, Cambridge Centre for Health Services Research, Institute of Public Health, 
University of Cambridge, Forvie Site, Robinson Way, Cambridge, CB2 0SR, UK, Phone: +44 (0)1223 763830, Fax: +44 
(0)1223 762515, E-mail: mr108@cam.ac.uk

Abstract
Background: In 2008, the English Department of Health appointed 16 ‘Integrated Care Pilots’ which used a range of approaches to pro-
vide better integrated care. We report qualitative analyses from a three-year multi-method evaluation to identify barriers and facilitators 
to successful integration of care.

Theory and methods: Data were analysed from transcripts of 213 in-depth staff interviews, and from semi-structured questionnaires 
(the ‘Living Document’) completed by staff in pilot sites at six points over a two-year period. Emerging findings were therefore built 
from ‘bottom up’ and grounded in the data. However, we were then interested in how these findings compared and contrasted with more 
generic analyses. Therefore after our analyses were complete we then systematically compared and contrasted the findings with the analy-
sis of barriers and facilitators to quality improvement identified in a systematic review by Kaplan et al. (2010) and the analysis of more 
micro-level shapers of behaviour found in Normalisation Process Theory (May et al. 2007). Neither of these approaches claims to be full 
blown theories but both claim to provide mid-range theoretical arguments which may be used to structure existing data and which can be 
undercut or reinforced by new data.

Results and discussion: Many barriers and facilitators to integrating care are those of any large-scale organisational change. These 
include issues relating to leadership, organisational culture, information technology, physician involvement, and availability of resources. 
However, activities which appear particularly important for delivering integrated care include personal relationships between leaders in 
different organisations, the scale of planned activities, governance and finance arrangements, support for staff in new roles, and organisa-
tional and staff stability. We illustrate our analyses with a ‘routemap’ which identifies questions that providers may wish to consider when 
planning interventions to improve the integration of care.

Keywords

integrated care, facilitators, barriers, England

� 1

http://www.ijic.org
http://creativecommons.org/licenses/by/3.0/
mailto:mr108@cam.ac.uk


This article is published in a peer reviewed section of the International Journal of Integrated Care� 2

International Journal of Integrated Care – Volume 12, 24 July  – URN:NBN:NL:UI:10-1-113730 / ijic2012-129 – http://www.ijic.org/

Introduction

Healthcare has improved greatly over the past 20 years 
partly due to an increased focus on evidence-based 
medicine (EBM) and increased specialist input focused 
on single diseases. This can lead to fragmentation of 
patient care, especially for the growing number of peo-
ple with multiple chronic conditions [1]. Fragmentation 
can occur both within and between care sectors, for 
example, through structural and financial barriers divid-
ing providers at the interfaces of primary and second-
ary care, or between health and social care [2]. This 
fragmentation creates wider system-level inefficien-
cies, and a policy focus in many countries has changed 
in recent years to providing whole-patient care through 
more integrated approaches [3, 4]. It is suggested that 
better-integrated delivery will both improve the qual-
ity and reduce the cost of health care, and ultimately 
improve health outcomes [5].

In response to the perceived need to provide better 
integrated care, the Department of Health in England 
held a national competition in 2008 to appoint ‘Inte-
grated Care Pilots’ [6, 7]. There was no blueprint for 
proposals: rather the government was seeking ‘bot-
tom-up’ innovative approaches to providing better inte-
grated care. Sixteen sites were appointed across the 
country which targeted a range of client groups, most 
commonly elderly people with multiple co-morbidities. 
Other sites focused on people with diabetes, cardio-
vascular disease and substance abuse. Interventions 
included variations of case management, multidis-
ciplinary team working, and the development of new 
organisational structures to support integration. The 
focus of the sites reported in this paper is predominantly 
on closer integration between primary care, community 
care and social care, in contrast to integration between 
primary and secondary care, which has been the focus 
of integration in other countries [8]. The interventions 
introduced by the sixteen sites are described in more 
detail elsewhere [9]. The research reported here is part 
of the national evaluation of all sixteen Integrated Care 
Pilots [10].

Reviews of other integrated care initiatives show that 
their effectiveness, and the factors that facilitate or 
impede success, depend substantially on the context 
in which the intervention takes place [11]. Attempts to 
integrate care cannot therefore be seen separately 
from their clinical, geographic, financial and policy con-
texts. In this paper we review the barriers and facili-
tators to delivering integrated services as perceived 
by staff members involved with the English Integrated 
Care Pilots and relate these to two current theories of 
organisational change. In conclusion, we suggest a 
‘routemap’ that summarises the issues which need to 

be considered by decision-makers in delivering better 
integrated care.

Method

Data collection

An overall account of the mixed methods evaluation of 
the Integrated Care Pilots has been published previ-
ously in this journal [12]. Key elements of the qualita-
tive data collection and analysis are outlined here.

First, a common template (the ‘Living Document’) was 
developed for semi-structured data collection from all 
sixteen pilot sites and completed on six occasions at 
approximately six monthly intervals during the course 
of the project, including one just before and one after 
the end of the formal two-year pilot period. A lead staff 
member at each site, most often the project manager, 
collated and entered information from a wide range of 
staff involved in the pilot. The template was organised 
around a series of broad questions, which allowed staff 
to contribute views on what had facilitated or prevented 
progress to date.

Second, 213 semi-structured interviews were con-
ducted with staff in a smaller number of pilots selected 
for in-depth case study analysis at the start (six sites) 
and one year into the pilot period (four sites). These 
interviews included both clinicians and managers of 
various levels of seniority, and focussed on staff experi-
ence of delivering care, the apparent impacts on patient 
care, interactions with other professional groups and 
organisations, and perceived implications for the wider 
care system. Each interview lasted approximately one 
hour and was audio-recorded, transcribed and coded 
using NVivo. In addition, data were included from a 
number of staff meetings, with field notes made by 
researchers who acted as non-participant observers.

Analysis

Coding of interview data was carried out by AC, JN, LB 
and two other members of RAND Europe staff who first 
coded a sample of data, met to review the results and 
then recoded with a revised codebook. This process 
was then repeated to produce a codebook for final 
coding. Throughout the analysis, additional queries 
about coding were discussed by the group to resolve 
any uncertainties or differences in approach and addi-
tional codes added where agreed. Living Documents 
from all 16 sites were reviewed by the same research-
ers with a focus on the barriers and facilitators to pilot 
success as reported by staff. The themes we identified 
in the analysis of the interview and Living Document 
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described the benefit of having management concen-
trated around ‘a small central team’ with the ability and 
authority to come to quick decisions and drive the proj-
ect forward. In contrast, where multiple interventions 
were attempted and many partners were involved, sites 
reported that the complexity of proposed work made it 
difficult to communicate the details of the intervention 
to all parties and identify the role of each participant 
group. These results do not imply that large-scale com-
plex activities should be avoided, rather they suggest 
that substantial time and resources need be available 
to ensure that mutual understanding extends beyond 
the core project team and to ensure clear allocation of 
tasks. This was especially important where the aims 
were more ambitious, aiming to transform the way care 
was delivered.

Multi-partner pilots, for example those spanning pri-
mary, secondary and social care services, also took 
longer than anticipated to implement change. Indeed, 
in some cases, change was only reported towards the 
end of the two-year pilot period. Sites reported chal-
lenges in securing support from stakeholders, each of 
whom often had their own internal processes and sign-
offs needed for key decisions. It is important to note 
that as part of the national programme, the selection 
process favoured applications which appeared to have 
strong project management, and all sixteen Integrated 
Care Pilots received specific project management sup-
port from a firm of management consultants and took 
part in regular evaluation learning events. So we antici-
pate that other initiatives might face greater barriers in 
establishing effective management processes.

Information technology
Different IT systems in partner organisations caused 
difficulties in data-sharing and communicating, espe-
cially across health and social care teams. On occa-
sions, these difficulties were not caused by the IT 
itself but by how their introduction was managed. For 
example, instead of reducing duplication of effort, poor 
implementation might increase it:

So that’s a big issue with [nurses] at the moment, because 
we are having to triplicate our work really. We’re having 
to put it on [name of IT system], we’re having to write it in 
the patients’ notes and then we’re having to go to the GP. 
Healthcare professional 1, site 04, Interview

Additionally, and again not a problem inherent to the IT, 
some partner organisations (most often GP practices) 
had privacy concerns and were reluctant to share 
patient data

We have developed a data sharing agreement which we’re 
about to test, but it’s just really cumbersome because they 
want to have it in place for everything. There’s no blanket 
approval that they can give, so every time you want to 

data were allowed to emerge from the data rather than 
being based on predetermined categories.

Due to the short time scale of the pilot programme, 
analysis of the data sources focussed on understand-
ing staff opinions on what had helped or hindered them 
in establishing their pilot programme, as opposed to 
how barriers and facilitators changed during the course 
of the pilot period. Data synthesis built on a narrative 
approach [13] used thematic analysis for categorising 
data. In analysing findings from both the living docu-
ments and interviews, we categorised the data accord-
ing to themes common to organisational change: 
namely, the nature of the intervention, professional fac-
tors, social factors, organisational factors and financial 
factors.

Based on our results, we then compared our findings 
to those presented by Kaplan et al. [14] in a compre-
hensive systematic review of barriers and facilitators 
to quality improvement activities; and also related our 
results to May et al.’s Normalisation Process Model 
[15, 16]. We aimed to understand the barriers and 
facilitators identified in terms of those likely to be par-
ticularly relevant to the development of integrated care 
and those likely to be generic to organisational change 
more broadly.

Results

Barriers and facilitators were often two sides of the 
same coin (e.g., good management/poor manage-
ment) and so the issues identified are presented here 
by theme rather than attempting to identify barriers and 
facilitators separately.

Structure and characteristics of 
organisations and interventions

Size and complexity of the intervention
For most sites, the size and complexity of the interven-
tion was important in determining how much progress 
was achieved during the pilot period. This picture was 
further complicated by lead organisations not always 
being in control of the full range of planned activity. 
How well the lead organisations supplemented direct 
control with indirect methods of producing change 
often shaped how the implementation proceeded.

Pilots whose interventions included multiple compo-
nents (some had up to ten separate workstreams) 
reported greater challenges of managing change, and 
they were often greater than they had anticipated. In 
contrast, sites introducing simple, single-faceted inter-
ventions made more rapid progress. For example, a 
site running a highly focused falls prevention service 
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share data you’ve got to fill the data sharing agreement 
in and get it approved, and there’s 16 practices to do that 
with every time. Manager 1, Site 04, interview

For one pilot, barriers to data-sharing proved critical. 
Their original ambition had been to create a shared 
record which would include data from multiple provid-
ers. Despite apparent engagement and high level com-
mitment from the two government departments, the 
necessary agreement to share data between health 
and social care was never forthcoming. This site also 
attempted to develop a SharePoint intranet accessible 
to all partners, but then discovered that Microsoft’s 
licensing policy would not allow access to the intranet 
site, unless an ‘inter-connector’ licence was purchased 
for which no resources had been allocated. At the end 
of the pilot period, the site was still attempting to work 
around these unanticipated problems.

Relationships and communication

Staff often attributed success to good existing relation-
ships between individuals and/or organisations. Where 
this was absent, we found that pilots reported substan-
tial challenges in engaging individuals from large num-
bers of professional groups within a relatively short 
timeframe. Overcoming these challenges involved 
clear communication about the contributions required 
from different participants and the rules governing how 
the partnership should work. Building relationships was 
more difficult to obtain in sites where there was dis-
agreement over the benefits of the proposed interven-
tion. By contrast, widespread agreement and shared 
values among participating staff promoted engage-
ment and motivation. Finally, success was more often 
reported in pilots where individuals were confident that 
senior management or team leaders were strongly 
committed to implementing lasting change.

However, even where there were good pre-existing 
relationships, almost all sites stressed the importance 
of ongoing, planned communication between senior 
executives in the partner organisations.

Co-location was also important in developing relation-
ships. Sites aiming to create a new integrated team 
found that working together face-to-face in the same 
building improved the quality and frequency of commu-
nication, and expedited problem-solving by allowing 
quicker access to colleagues’ professional knowledge.

Professional engagement and 
leadership, credibility, and shared 
values

Several sites underestimated the difficulty of securing 
professional engagement across their whole pilot area, 

and this presented a barrier to implementation. Some-
times a particular professional group felt sidelined, or 
uninvolved with planning from the beginning.

So what they did do across the county? They started a 
model of integrated teams, which only means …… OTs, 
physios, nurses, operating in a more integrated way. 
Where is social care in that? So what is integration? Social 
care manager, site 01, interview

And in terms of that, if I was being overly critical, not about 
[the Pilot] but the model, I don’t think it’s embracing social 
care particularly because it’s about a ‘ward’, and people 
initially think of clinicians. Social care professional, site 04, 
interview

In other cases, staff felt de-motivated when there was 
an absence of clear and consistent communication 
from leaders within organisations about what work was 
required and contribution needed from participants. 
Some staff described feeling thrown into the pilots with-
out having enough preparation on what it would entail 
and who in management was involved. Staff were also 
reluctant to engage when there was uncertainty about 
what individuals were allowed to do:

Some core team members have been hesitant .... prob-
ably the biggest factor we have experienced is the ‘Do we 
really have permission to do this?’ factor. With this being a 
multi-organisational project where the work that people do 
is so visible not only to professionals from their own organ-
isation but to others also, some team members appear to 
be rather cautious …. so service leads and senior man-
agement have been asked to spread the message that 
the teams have full permission to implement changing 
practices and are encouraged and supported in doing so. 
Living Document, site 01

Where GPs as a group were reluctant to engage, this 
was described as a major, if not the strongest barrier, 
to progress. The importance of GP engagement may 
be particularly evident in the sixteen sites we studied 
as many were specifically designed from the outset 
to be GP-led. Commitment from individual GPs was 
necessary for the credibility of many pilots and where 
this was lacking, this could be an insurmountable bar-
rier to progress. One site described, ‘ongoing inertia 
and cynicism’ which resulted in much time devoted to 
convincing clinicians of the potential benefits of a new 
integrated service.

Where staff (including GPs) felt the change was being 
forced upon them, they were less likely to support the 
new activity. Creating shared beliefs about the benefits 
of change was described by staff as critical to progress. 
In successful sites, staff expressed strong support for, 
and belief in, the pilot’s work, although we cannot be 
sure whether this was cause or effect. Where a sense 
of vision was not widespread, progress was noticeably 
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slower, and the barriers cited by staff were greater. 
One site explained in a Living Document update:

The former Chief Executive of the Trust engaged his 
workforce with a very easy to understand vision. He then 
enabled the people on the frontline to feel involved in 
changing the services to ensure that they were most effec-
tive. This autonomy and motivation really helped translate 
a vision into relevant changes and service redesign. Living 
Document, site 06

Both senior and team leadership were viewed as criti-
cal success factors by staff: ‘good’ leadership was 
commonly identified as facilitating success and ‘poor’ 
leadership blamed for lack of progress. A few staff 
members identified a ‘champion’ within teams; some-
one who reminded colleagues of the project’s benefits 
and provided sustained motivation. Sometimes this 
role was held by the project manager or a senior clini-
cal manager, but clinical leadership appeared critical to 
success in many sites. This was mainly because of the 
ability of clinicians to engage with and motivate their 
professional peer group.

Some interventions required clinicians to adopt new 
responsibilities that were outside their existing roles 
(e.g., transferring responsibility for initial assessment 
away from social workers and towards a generic com-
munity care worker) or to abandon old ones. The cre-
ation of new generic roles sometimes led to an erosion 
of professional identity. Some staff found that, in creat-
ing a team that carried out new types of assessment, 
their previously ‘owned’ roles and even favourite tasks 
were lost.

It is a bit mixed, some people really don’t want to take 
on generic skills and say they’ve gone into this position 
because they were doing ‘x, y and z’ and weren’t expected 
to do the other things that have now come on board. 
Healthcare professional 2, site 01, interview

Perhaps it’s the old values of certain members of staff who 
don’t like... they see it as... they’ve got their own little role, 
and they don’t like to see it spreading out to other people, 
if that makes sense. You know, that’s their job and that’s it, 
type thing, and they’re a little bit precious about it, rather 
than divulging it out to other people. Healthcare profes-
sional 1, site 04, interview

The provision of training specific to the service change 
was important, particularly when the work involved 
required new or changed roles of participants. Cor-
respondingly, a lack of training sometimes led to staff 
being unclear whether they were permitted to take on 
particular tasks or feeling unprepared to take on new 
roles:

I think it could have been better planned. There could 
have been a bit more training in place... Our manager and 
social workers have supported us, you know, but I think 
higher up the scale there perhaps could have been a bit 

more thoughts on training. Social care professional, site 
01, interview

Professionals therefore need to be engaged, provide 
leadership and develop new skills. In this professionally- 
led set of processes there is a further tension to man-
age: the difference between professional and patient 
perspectives. For example, one Pilot aimed to increase 
the number of people dying in their place of choice, 
which was presumed to be at home. However, what 
had not been anticipated was that the ‘place of choice’ 
for many patients was hospital rather than home. In an 
accompanying paper [17], we report quantitative data 
which shows a mixture of positive and unexpected 
negative findings that suggest that professional and 
patient views were not always fully aligned in the new 
models of care being introduced in the pilots.

Contextual factors

Staff discussed a number of practical barriers to inte-
grating care which related to the organisational and 
policy contexts within which the interventions were 
implemented. These included elements of NHS bureau-
cracy, regulations governing budgets and employment 
in different care sectors, external reforms, concurrent 
internal reorganisation, staff turn-over, and organisa-
tional culture.

Public service bureaucracy
A common frustration expressed by sites was the 
perception of unnecessary delays when getting new 
activities started. Some of the practicalities of health 
service bureaucracy—chains of managerial approval 
among multiple organisations and slow decisions about 
resource distribution—were perceived as cumbersome 
and a barrier to innovation.

I do think there are some occasions where things take an 
inordinate amount of effort to get done, much more than I 
expected, to be honest. Manager 1, Site 04, Interview

In addition, there were difficulties when planned 
changes in the delivery of care encountered human 
resources or legal issues within partner organisations. 
Several sites faced problems in pooling budgets that 
historically had been used for either health or social 
care, and found money was often tied up within that 
organisation’s spending plans or that use of resources 
was constrained by the organisation’s own regulations. 
Some sites commented that NHS financial regulations 
prevented partners from establishing a ‘whole system 
of care’ (e.g., by merging budgets). Substantial delays 
also occurred where changes to staff employment 
were involved. In one case, the national Co-operation 
and Competition Panel had to rule on the legality of 
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changes proposed in the pilot, and this prevented prog-
ress of the originally intended activity.

Resources allocated to the pilot
Issues surrounding financial resources allocated to 
Pilots were a substantial issue. Funding was important 
and was in theory provided in order to backfill staff sec-
onded to work in the pilot. However, staff often found 
that they had to complete activities relating to the pilot 
on top of their existing workload. The personal cost to 
staff of having to take on more work for potential patient 
benefit at some time in the future created a difficulty in 
developing motivation.

Yes, it’s the investment of time as well, not necessarily the 
money, but just having an open mind to try something dif-
ferent and being prepared to perhaps have to put in a bit of 
effort at the front end to reap the benefits at the end. And 
I think that’s difficult for staff at the moment when they’re 
struggling to keep on top of their existing workload... a 
leap of faith. Manager 1, Site 04, interview

Another site commented through a Living Document:

Things only progress when the key people involved in the 
project push things forward and these key people are doing 
other jobs as well. The need to use internal resources who 
are already committed to full-time jobs is a key inhibiting 
factor for delivering any change in the NHS. Living Docu-
ment, site 11

Staff in some of the sites spoke of working overtime in 
order to keep pilot activity going and raised questions 
about the sustainability of such activity in the longer 
term.

In addition to financial resources, pilot sites were pro-
vided with the services of a firm of management consul-
tants as part of the national programme to support Pilot 
implementation. This included a structured approach to 
the identification of risks which might compromise the 
Pilots progress. Despite this risk assessment exercise, 
sites found it difficult to respond to factors which com-
promised progress of the pilot when they occurred.

Delivery of planned changes to care was also seri-
ously affected by financial pressures on the NHS which 
developed during the course of the Integrated Care 
Pilot evaluation. For example, one site lost four key 
staff posts (six community matrons reduced to three 
and three community service advisers reduced to one) 
which they believed were critical to running community 
wards. In other cases, local authority budgets were cut 
and fewer social workers than anticipated were avail-
able for the ICP. The development of additional finan-
cial constraints during the course of the pilots led to 
a change in attitude, with staff increasingly viewing 
pilots as successful if they reduced costs, rather than 
meeting the original objectives which were more often 
focused on clinical outcomes. However, wider financial 

constraints were also sometimes seen as supporting 
the proposed changes by raising the importance of 
integration and the need to change working practices. 
This was sometimes referred to by the Pilots as the 
‘burning platform’ providing a spur to action.

It is the only way forward in managing and providing ser-
vices if we wish to reduce waste and patient frustration. 
Living Document, Site 09

External policy reform
Other national-level changes had a mixed effect on 
progress of the pilots. For example, a national strategy 
designed to integrate health and community services, 
known as Transforming Community Services [18] was 
introduced during the evaluation period. This was per-
ceived as actively helpful in implementing some pilot 
activity by clarifying relationships with community ser-
vices. However, for other pilots, the same national 
policy inhibited change, as the policy required a clear 
separation between commissioning and providing 
functions—in at least one Pilot the aim was to achieve 
closer integration between these two functions.

Organisational culture
Delivery of the pilots’ objectives relied on their ability 
to modify existing systems and practices and to create 
new ones. This was especially dependent on organisa-
tional culture which included local perceptions of pro-
fessional boundaries. New management structures of 
integrated teams felt foreign to some staff members 
who were accustomed to more ‘silo-type working’, e.g., 
where physiotherapists always manage the physio-
therapists; district nurses are led by a nurse, etc.

In addition to needing to renegotiate professional 
boundaries, staff often found activities were hampered 
by a lack of openness which was part of a wider NHS 
‘blame culture’:

The time required to build relationships and trust, to enable 
frank open and constructive discussions to take place with-
out feelings of blame and attribution…. as a newcomer to 
the NHS the blame culture seems to be strong, particularly 
across organisational boundaries. Living Document, site 
11

In contrast, two sites specifically commented that their 
pilot had enabled people to move away from such a 
‘blame culture’ and thus make a new culture possible:

I personally would say that the partnership has achieved 
considerable success in its short existence especially 
around increased knowledge of whole-system challenges 
and opportunities, promoting a no-blame culture and 
developing a ‘we are all in it together’ mantra. Living Docu-
ment, site 03

We have created a group called Transforming Integrated 
Care which holds monthly meetings and has representa-
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tives of managers from all four organisations. This is again 
unique and allows mature conversations to be held in a 
constructive manner, moving away from the silo/blame 
culture that sometimes impedes such discussions. Living 
Document, site 06

One site reported that an external facilitation had 
been very helpful in getting two organisations to work 
together. It is worth reiterating that these approaches 
to improving joint working and organisational culture 
are well rehearsed in the wider literature on managing 
change.

Discussion

The nature of the planned interventions varied across 
the sixteen sites, including some large-scale infrastruc-
ture changes along with more modest adaptations to 
ways of working. Broadly, the larger and more complex 
the intervention, the more difficult it was to implement 
the desired changes. This is unsurprising but was not 
always taken sufficiently into account in establishing 
the capacity for delivery and management. Values 
and professional attitudes were important facilitators, 
with shared values, collectively shared and well com-
municated vision, and clinician-led efforts to achieve 
widespread staff engagement cited as particularly 
important. Where the participation of key staff groups 
was assumed rather than actively pursued (e.g., GPs), 
it was difficult to make progress. It was much easier to 
make progress where staff could see clear benefits that 
would result from the changes proposed and where 
they felt actively involved. Changing roles presented 
particular challenges for staff, especially where indi-
vidual staff roles or professional identities were threat-
ened. This was often seen to be a barrier to change. It 
was also apparent that education and training specific 
to the new role increased the chance of successful 
engagement by staff, though we do not know if this 
was because of the technical skills acquired through 
training or as a result of more normative adaptations to 
the new role. Policies and practices relating to IT use 
were often cited as barriers to communication and data 
exchange. Other barriers identified included changes to 
national policies and current financial and employment 
structures of health and social care in England. Having 
arrived at these conclusions, we then examined how 
these results compared with other studies of change 
in health care and whether our findings supported or 
undercut previous analyses. This was not intended to 
be a reinterpretation of our data but to provide a way 
of interpreting our data in the light of a wider evidence 
base.

First, we found that our findings are consistent with 
previous studies which stress the importance of clear 

goals, effective leadership, integrated data systems, 
common assessment procedures and joint training 
when planning integrated care [19, 20] and studies 
which identify the importance of shared values, shared 
understanding of roles, shared education and good 
communication for effective multi-disciplinary team 
functioning [21, 22]. Furthermore, the results are also 
consistent with studies looking at barriers and facilita-
tors of improvement in healthcare more generally, for 
example a recent systematic review of quality improve-
ment by Kaplan et al. [14], which categorises elements 
essential to success as listed in Table 1. We compared 
our findings with those of Kaplan et al. The results are 
summarised in Table 1 which maps each category 
identified by Kaplan and colleagues against the barri-
ers and facilitators reported by staff in our evaluation. 
As can be seen in Table 1, our findings add depth to 
the generic conclusions of Kaplan et al. but broadly 
reinforce their findings.

Kaplan et al. [14] conclude that mixed success among 
quality improvement initiatives is most likely due to dif-
ferences in contextual factors surrounding these initia-
tives, a conclusion which is also compatible with our 
own findings.

Our findings therefore contribute to analyses of the 
organisational facilitators and barriers to change. In 
addition, because delivering more integrated care may 
also require significant change in how staff and service 
users work with each other, we also interpreted our 
findings in the context of research on how new work-
ing practices might become normalised—specifically, 
why and how people change what they actually do 
in response to an innovation or project, such as inte-
grated care. In Normalisation Process Theory, May 
and colleagues [15, 16] seek to explain how complex 
interventions become routinised in health care prac-
tice. They also recognise that normalisation is not an 
inevitable outcome of collective action; intended val-
ues and behaviours may not always become norma-
lised. The authors present four major activity themes 
necessary for a planned change to become embedded 
in every day activity, and these are shown in Table 2. 
As in Table 1, we present the evidence from the Pilots 
alongside barriers and facilitators suggested by Nor-
malisation Process Theory.

Neither Kaplan nor May claim to offer a complete 
and overarching theory of delivering change in health 
care systems, but each offers a set of mid-range 
conceptualisations and observations, and each can 
be assessed against its ability to explain known evi-
dence. We have also drawn on May et al. to consider 
how new forms of working become normalised with 
attention to the micro-level, although this would be 
shaped by many of the meso-level organisational 
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Table 1. Factors found to be associated with success in quality improvement and integrated care initiatives

Kaplan et al. [14] This evaluation
(+)=Facilitator
(–)=Barrier

Leadership from top management (+) �Clear, consistent communication and efforts to engage all participants, particularly in 
terms of the overall vision of the pilot, and regular updates on progress

Supportive organisational culture (i.e., 
open to change; values in line with those of 
proposed initiative)

(+) Shared values
(+) Staff feeling permitted to take risks
(–) Perceived ‘professional boundaries’
(–) Changes in professional roles
(–) Public service bureaucracy

Data infrastructure and information systems (+) Effective data linkage or alternative ways to exchange information
(–) �Systems which conflict between partner organisations, or where data sharing not 

possible
Previous involvement in quality improvement (+) �Previous existing relationships or formal partnerships between participating 

organisations (although ‘newness’ helped generate enthusiasm for some initiatives)
Physician involvement (+) ‘Clinical leadership’

(–) GPs’ reluctance to engage
Micro-system motivation to change (+) �Individual staff members feel personal benefit in changing work patterns (altruism or 

professional gain)
(+) Share understanding of integrated care as a concept
(+) Common belief in the value of the initiative

Resources (+) Training for new roles or skills
(–) Staff cuts
(–) Reduced budgets
(–) Short time scales; only a two-year period for development and implementation

Team leadership (+) �‘Champions’—staff members who support and communicate benefits of the initiative 
at team level

Additional barriers affecting the success of the Integrated Care Pilots
(–) Multiple target populations
(–) Wide scope of intervention
(–) Concurrent organisational change within partners
(–) �Unexpected external influences, such as national reforms to health service structure 

or policy
(–) �NHS and local authority financial and employment legislation, including NHS 

competition regulations

factors considered by Kaplan and colleagues. For 
example, both would consider the relevance of lead-
ership and communication but for NPT this is viewed 
more from the perspective of employees engag-
ing in and understanding the project and changing 
their behaviour (or not). The interventions developed 
across these sixteen pilots almost exclusively oper-
ated at the meso-level (i.e., organisational level), but 
many of the barriers and facilitators we found related 
to the micro (i.e., individual) level.

Kaplan and May’s approaches are oriented towards 
different dimensions of change. Kaplan’s framework 
allows us to consider impacts of contextual factors, 
such as leadership, infrastructure and prior relation-
ships, while May and colleagues point to the factors 
associated with individual motivation and change. 
Clearly, issues such as effective communication 
overlap, but when taken together, these two frame-
works reveal a developing set of factors that can 
be used both to explain relative success and failure 
of change efforts in health care, and also provide a 

‘checklist’ for issues to be attended to by those seek-
ing to deliver such changes. Together, the elements 
of quality improvement presented by Kaplan et al. 
[14] and the Normalisation Process Theory devel-
oped by May et al. [15, 16] provide a helpful way 
to think about and communicate our findings. They 
also provide some issues to be further explored in 
future work. In summary, these findings highlight the 
importance of senior leadership; team leadership; a 
facilitating organisational culture; data infrastructure 
and information; previous staff involvement in qual-
ity improvement initiatives; physician involvement; 
adequate resources; and the local circumstances 
shaping context.

Although facilitators and barriers to success of the 
pilots studied varied across the different sites, the 
recurrent themes discussed here—many similar to 
those of wider quality improvement initiatives—may 
be useful to policymakers and organisations looking 
to integrate health and/or social care services. Deliv-
ering integrated care requires multiple preparatory 
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Table 2. Four categories described in Normalisation Process Theory followed by examples of facilitators and barriers from the Integrated Care Pilot 
evaluation.

Barriers/facilitators suggested by Normalisation Process 
Theory

Evidence from pilots

Coherence: Understanding how new practices and processes 
differ from those used previously; understanding how individuals’ 
specific tasks and responsibilities will change; agreeing on aims 
and objectives; and developing a shared understanding of the value 
benefits and importance of the change.

(+) �Clear and consistent communication from central project 
leadership, about what the work required and what 
contributions were expected

(–) �Staff showed the most reluctance to engage with a given 
pilot when there was uncertainty surrounding the potential 
benefit of the intervention

Cognitive participation: The relational work necessary to build 
and sustain a community of practice around an intervention, 
including: identifying key participants; securing engagement; 
ensuring all participants believe it is right for them to be involved; 
and defining the actions and procedures needed to sustain practice.

(+) �Participants needed to feel they were involved from the 
beginning—that the new initiative was not imposed from 
above

(+) �Provision of training or development specific to the service 
change

(–) �Rigid perceptions of professional boundaries (e.g., nurses’ 
work vs. social care work)

Collective action: The operational work to enact a new set of 
practices, involving: resolving any issues around staff interaction 
with new practice; communication to build accountability and 
maintain confidence; reviewing task allocation and division of 
labour; and finally, managing resources, and developing related 
protocols and policies.

(+) Frequent, planned contact between individuals involved
(+) �Shared data systems or other information technology that 

aided communication and knowledge transfer
(+) Adequate funding for backfill of staff seconded the pilot

Reflexive monitoring: This final component involves appraisal 
of the new practice(s) to assess and understand the ways it 
impacts staff and the wider organisation. It involves systematic 
data collection (formal and informal); collaborative appraisal; 
individual appraisal (of self and impacts on self); and, if necessary, 
modification of processes.

(+) �Development of a supportive, transparent organisational 
culture

(–) �Over-emphasis on the preferences and assumed knowledge 
of clinicians, as opposed to those of patients/service users, 
may have been prevented by self-monitoring focused more 
on the project objectives

activities, perhaps most importantly, clear, effective 
communication across different organisations, ser-
vice users, staff groups and professions. Participat-
ing staff not only want to understand their role in the 
new arrangement but how this role will fit with their 
current professional identities and their own personal 
development. This understanding underpins the need 
for routine embedding of an intervention in everyday 
practice, i.e., ‘normalisation’ [15]. The findings of this 
study reinforce those of Ham et al. [23] but don’t nec-
essarily support their conclusion that ‘dogged atten-
tion to project and change management’ is required. 
Because of a policy imperative to produce results, 
these sites were provided with extensive project man-
agement support from an external management con-
sultant but this did not seem to prevent the barriers 
that others have encountered. One possibility is that 
too much was expected of the sites in the two-year 
pilot period. A recent report on an experiment to inte-
grate care found that “two years of initial development 
followed by one year of live working” was required to 
show significant change [24].

Taken together we can see that delivering integrated 
care requires a balance of activities which attend to 
motivational and cultural as well as organisational 
and infrastructural factors. We suspect, but did not 
test here, that sustained progress towards more inte-
grated forms of delivery requires a judicious balance 

across all of these dimensions over time, although it 
also seems likely that in the short run progress can 
be made by driving forward on just one front. If cor-
rect, this is important for decision makers because this 
suggests that what is required to make early ‘quick 
wins’ may need to be modified to produce more sus-
tained change. Conversely, approaches which appear 
to make limited progress in terms of measurable out-
comes in the short term might be putting in place a 
balanced platform for future delivery. Drawing on the 
detailed lessons from the pilots, as reinforced by more 
generic literature, we identified a set of activities which 
need to be considered by those planning to provide 
better integrated care. These are presented in the form 
of a routemap (Figure 1). This is not a guide to provid-
ing integrated care, rather a guide to the key questions 
which need to be considered as part of the change 
process.

Conclusion

In conclusion, we have described the facilitators and 
barriers associated with delivering the Integrated Care 
Pilots, based on the perceptions and experiences 
of those most closely involved. We have seen that 
these conclusions are compatible with previous find-
ings. Many barriers and facilitators to integrating care 
are those of any large-scale organisational change 
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including issues relating to leadership, organisational 
culture, information technology, physician involvement, 
and availability of resources. However, activities which 
appear particularly important for delivering integrated 
care include personal relationships between leaders 
in different organisations, the scale of planned activi-
ties, governance and finance arrangements, support 
for staff in new roles, and organisational and staff 
stability. We illustrate our analyses with a ‘routemap’ 
which identifies questions that providers may wish to 
consider when planning interventions to improve the 
integration of care.
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