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Executive summary 

This evaluation took place between March and August 2018 and was commissioned by the NHS 

Leadership Academy on behalf of Kent and Medway Sustainability and Transformation Plan (STP) and 

delivered by East Kent Community Education Provider Network (EK CEPN). The programme consisted 

of  three development sessions carried out over two sites, or multi-professional teams known as hubs, 

clusters or primary care networks by an experienced facilitator using thĞ ŵŽĚĞů ͚ ĐŽŶǀĞƌƐĂƚŝŽŶƐ ŝŶǀŝƚŝŶŐ 

ĐŚĂŶŐĞ͛͘ TŚŝƐ ŵŽĚĞů ĞŵďŽĚŝĞƐ Ă ŶĂƌƌĂƚŝǀĞ ĂƉƉƌŽĂĐŚ ƚŚĂƚ ƌĞĐŽŐŶŝƐĞƐ ƚŚĞ ĚŽŵĂŝŶƐ ŝĚĞŶƚŝĨŝĞĚ ďǇ ƚŚĞ 

National Leadership Academy of individual effectiveness, relationships and connectivity, innovation 

and improvement, learning and capacity building (NHS Leadership Academy, 2017).  

 

Aim of the evaluation 

The evaluation aimed to investigate the impact of embedding the function of an educational facilitator 

within the multi-professional primary care hub. The objectives were to: 

1. Explore ƉĂƌƚŝĐŝƉĂŶƚƐ͛ perceptions of professional development as experienced through the hub 

support.  

2. EǆƉůŽƌĞ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ƚŚĞ ŵĞƚŚŽĚ ŽĨ ĨĂĐŝůŝƚĂƚŝŽŶ.  

3. Explore perceptions of how (or if) the course should be scaled-up, how it could achieve impact in 

team work and the wider system. 

 

Method 

A qualitative approach, using a combination of interviews and focus groups, was selected given the 

natural fit with formative evaluation. Both hubs were invited to take part by the course facilitator and 

those who agreed were contacted by the researcher. Each hub has 20-25 members but not all 

attended the training sessions; of those who did, eight agreed to participate from site 1 and seven 

from site 2. Interviews/focus groups were carried out between July and August 2018. The interview 

schedule was designed to ƌĞĨůĞĐƚ ƚŚĞ ĞǀĂůƵĂƚŝŽŶ͛Ɛ ŽďũĞĐƚŝǀĞƐ ĂŶĚ ƚŚĞ facilitators were also interviewed 

using an adapted version of the schedule. 

The interviews/focus groups were recorded, transcribed and anonymised to protect participant͛Ɛ 

identity. The data was analysed using FůŝĐŬ͛Ɛ ;ϭϵϵϴͿ ƉƌĞ-determined template method of content 

analysis. Once all data had been sifted, a narrative was developed within the themes using selected 

quotes to support interpretation. 

The main study limitation was the small sample size, as is common with small scale process 

evaluations. 
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Summary of findings  

These are summarised in three areas that relate to the evaluĂƚŝŽŶ͛Ɛ ĨŽĐƵƐ: 

1. Perceptions of professional development as experienced through the hub support 

Many participants talked about their learning as part of the hub which everyone viewed positively. It 

ǁĂƐ ŵŽƌĞ ĚŝĨĨŝĐƵůƚ ƚŽ ŝĚĞŶƚŝĨǇ ǁŚĂƚ ƚŚĞǇ ŚĂĚ ůĞĂƌŶƚ ƐƉĞĐŝĨŝĐĂůůǇ ĨƌŽŵ ƚŚĞ ͚ĐŽŶǀĞƌƐĂƚŝŽŶƐ ŝŶ ĐŚĂŶŐĞ͛ 

versus the hub overall͘ TŝŵĞ ƚŽ ƌĞĨůĞĐƚ ŽŶ ƚŚĞŝƌ ŽǁŶ ƌŽůĞ ǁŝƚŚŝŶ ƚŚĞ ƚĞĂŵ͕ ƚŚĞŝƌ ĐŽůůĞĂŐƵĞƐ͛ ƌŽůĞƐ ĂŶĚ 

the development of the team since its inception were the key benefits identified.  

2. PĂƌƚŝĐŝƉĂŶƚƐ͛ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ƚŚĞ ŵĞƚŚŽĚ ŽĨ ĨĂĐŝůŝƚĂƚion 

Some ƉĂƌƚŝĐŝƉĂŶƚƐ ǁĞƌĞ ƵŶĐůĞĂƌ ĂďŽƵƚ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ remit, were unclear how the suggestion of 

providing GP trainee placements fitted with the programme and did not recognise the exemplar of a 

critical friend. Even within hubs, opinions were mixed concerning the number of sessions, their timing 

and duration. Their suggestions for improvement were grounded in practicalities and included more 

preparation, clearer aims and a tighter structure for each session. Participants recognised that the 

facilitators came from an educational background and were highly skilled facilitators but found the 

terminology confusing.  

3. Views on rolling out the programme, its impact on team work and the wider system 

The main tangible outcome across both hubs was the decision to build in a regular opportunity to 

reflect as a team. No barriers were identified with regards to implementing what had been learnt and 

opinions were divided as to the value of further sessions with an external facilitator. Participants did 

not express strong views about rolling out the programme but thought that other hubs might benefit 

depending on contextual issues including how established the team was and its culture.  

4. TŚĞ ĨĂĐŝůŝƚĂƚŽƌƐ͛ ƉĞƌƐƉĞĐƚŝǀĞ  

TŚĞ ĨĂĐŝůŝƚĂƚŽƌƐ ŚĂĚ Ă ĐůĞĂƌ ǀŝĞǁ ŽĨ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ purpose set within the current policy landscape 

and higher education agenda. They intended the hubs to use the reflective space however they found 

beneficial but the hubs did so in a way that was not as envisioned, resulting in an underlying tension, 

or mismĂƚĐŚ ŽĨ ĂŐĞŶĚĂƐ͘ FƌŽŵ ƚŚĞ ĨĂĐŝůŝƚĂƚŽƌƐ͛ ƉĞƌƐƉĞĐƚŝǀĞ͕ ƚŚĞƌĞ ǁĂƐ ŝŶƐƵĨĨŝĐŝĞŶƚ ƚŝŵĞ Ăƚ ƚŚĞ ŽƵƚƐĞƚ 

ƚŽ ĞǆƉůĂŝŶ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ ƉƵƌƉŽƐĞ ĂŶĚ further sessions would have been beneficial. While sessions 

were initially facilitated by one coach, they were later facilitated by both, which was not favourably 

evaluated by participants. The facilitators acknowledged a cultural gap between their educational 

background and that of clinicians.  
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Conclusion and recommendations  

This evaluation investigated the impact of embedding the function of an educational facilitator within 

the primary care hub. Participants identified the key benefit as having the opportunity to reflect on 

their professional development, both individually and as a team. Participants did not perceive the 

relevance of policy to their daily work but this is in the context of competing priorities and perhaps 

indicates that the policy agenda may not always be tuned to the direct needs of frontline staff. To 

counter this, a systems approach would help develop strategies at the organisation level in order to 

enable grassroots change and lead to better alignment between policy, team and individual priorities. 

Co-creation is one approach that could help redress the disconnect between staff and organisational 

priorities because it has the potential to facilitate staff involvement and improve efficiency (Voorberg 

et al., 2015).  

Recommendations are as follows: 

 Prior to making any decision to roll out the programme, other options or approaches should be 

explored, taking into account evidence of feasibility, sustainability, (cost-) effectiveness and added 

value. Such approaches should embrace the concept of reflective practice and co-production/co-

creation. Sustainability is likely to be undermined by staff turnover and organisational change both 

of which need consideration. 

 In order to sustain the spirit of CIC, and embed the notion of reflective practice as an ongoing and 

dynamic process, hubs that have already participated should be offered follow-up sessions once 

or twice yearly, depending on their preference.   

 If the decision is made to roll out the approach, the practical recommendations volunteered by 

participants, particularly around preparation and implementation would ameliorate some of the 

issues identified. It would also be worth reassessing ƐŽŵĞ ĨĞĂƚƵƌĞƐ ŽĨ ƚŚĞ ƚƌĂŝŶŝŶŐ ƐƵĐŚ ĂƐ ͚ĐƌŝƚŝĐal 

ĨƌŝĞŶĚ͛ ĂŶĚ ŝŶƚĞŐƌĂƚŝŽŶ ǁŝƚŚ GP ƚƌĂŝŶŝŶŐ. 

 Co-creation of a common language that spans individuals, teams and the organisation would help 

improve understanding of priorities across the micro-, meso- and macro-level. This would help 

make policy accessible to practitioners and enable them to assess the relevance of policy changes 

to their context, reflect on potential impact and act accordingly. 

 The hubs would appreciate meaningful feedback based on data that is already collected. This 

would provide evidence of clinical outcomes and could be used to inform development.   

 

September 2018 
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1 Introduction 

CHSS were commissioned by the NHS Leadership Academy on behalf of Kent and Medway 

Sustainability and Transformation Plan (STP) to evaluate a methodological approach for Ă ͚ƉƌŽŽĨ ŽĨ 

ĐŽŶĐĞƉƚ͛ in-place leadership facilitation course which took place between March to August 2018. The 

programme was delivered by East Kent CEPN consisted of three development sessions carried out 

ŽǀĞƌ ƚǁŽ ƐŝƚĞƐ ďǇ ĂŶ ĞǆƉĞƌŝĞŶĐĞĚ ĨĂĐŝůŝƚĂƚŽƌ ǁŝƚŚ ƚŚĞ ƌŽůĞ ŽĨ ͚ĐƌŝƚŝĐĂů ĨƌŝĞŶĚ͛ ĂŶĚ ůĞĂĚĞƌ ŽĨ ůĞĂƌŶĞƌƐ͛ 

inter-professional development.  

This formative evaluation aimed to identify what worked, and how efficiently, in order to determine 

how improvements could be made (WHO 2013). ͚PƌŽŽĨ ŽĨ ĐŽŶĐĞƉƚ͛ refers to the assessment of a 

certain method or idea in order to demonstrate it is feasible, effective, and provides added value over 

existing approaches (Rabinowitz et al 2013). The advantage is that it shifts decisions for continuing 

development to early stages of development, thereby reducing the likelihood, and cost, of failures at 

a later stage (Schmidt 2006).  

1.1 Background 

In East Kent there are currently 16 hubs, or groupings, (also called primary care networks or clusters) 

of primary care practices at various stages of development with a need to deliver integrated health 

and social care closer to home more effectively and efficiently across a population of 695,000 

(EKHUFT, 2018). Each clinical unit is working towards a single Kent and Medway Sustainability and 

Transformation Plan (STP) and faces varying degrees of recruitment and retention challenge, yet all 

aspire to deliver quality care through developing the current and growing the future workforce (NHS 

Leadership Academy, 2017).  

The number of general practices (GPs) in England has dropped by more than 650 in the past four years 

and average list sizes have increased by around 900 patients (Bostock 2017). For East Kent with a 

coastal boundary on three sides the national picture is intensified, thus moving to hub working is not 

necessarily a happy marriage of organisations but one of necessity. However, this is a unique 

opportunity to align workforce training and professional development to service delivery across the 

multi-professional workforce, both at scale and across systems. 

Evidence for successful multi-professional working leading to better patient outcomes is variable but 

certain themes emerge as important for positive impact, with emphasis on particular aspects of multi-

professional education and training. Specifically this relates to how to build effective health and social 

care teams within our cultural and system norms, whilst tackling recognised barriers which often 

reflect lack of trust and values-based tensions (Raines, et al. 2014). 
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Whilst calls for place-based attention to service delivery (Ham 2015) and the case for workplace-

education (Manley et al. 2011, 2015, 2016; Manley and Titchen 2016; Manley, Titchen and Hardy 

2009; Martin and Manley 2017) are well articulated and evidenced, the UK has no mandate for the 

role of critical friend in ongoing professional development in primary care. Supportive facilitation, 

leadership activity, mentoring, coaching for example are all adjuncts, often viewed negatively or as 

unaffordable, either in time Žƌ ĨŝŶĂŶĐŝĂůůǇ͘ OƚŚĞƌ ƉƌŽĨĞƐƐŝŽŶƐ ŵĂŶĚĂƚĞ ͚ĐůŝŶŝĐĂů ƐƵƉĞƌǀŝƐŝŽŶ͛ ŝŶ ǀĂƌǇŝŶŐ 

guises but there is no embodied organisational role that embeds this remit as a matter of course 

leaving the role to chance. However, a series of development sessions guided by a coach or critical 

friend may help professionals to reflect on their own approaches and the resources that they can 

employ to manage conflict and achieve mutually beneficial solutions (Fillingham and Weir 2014).  

1.2 Conversations inviting change (CIC) 

In the context of public services (including primary care), boundaries between organisations and 

between the roles of professionals at all levels are becoming more fluid as jobs and teams that were 

once separate are merged. Professionals have to navigate increasing complexity and unpredictability 

alongside growing patient expectations, coupled with decreasing resources and capacity (Ghate et al. 

2013). Systems leadership is an approach that intends to deliver positive change across multiple and 

intersecting systems. It has been defined as ůĞĂĚĞƌƐŚŝƉ ͚ĂĐƌŽƐƐ ŽƌŐĂŶŝƐĂƚŝŽŶĂů ĂŶĚ ŐĞŽƉŽůŝƚŝĐĂů 

boundaries, beyond individual professional disciplines, within a range of organisational and 

ƐƚĂŬĞŚŽůĚĞƌ ĐƵůƚƵƌĞƐ͕ ŽĨƚĞŶ ǁŝƚŚŽƵƚ ĚŝƌĞĐƚ ŵĂŶĂŐĞƌŝĂů ĐŽŶƚƌŽů͛ ;GŚĂƚĞ Ğƚ Ăů͘ ϮϬϭϯ͕ ƉϭϯͿ͘ TŚĞ ŬĞǇ 

difference to a traditional unilateral model is the focus on participatory leadership, or the joint effort 

of professionals working together across systems and at different levels (Ghate et al. 2013). This 

requires leadership which ĨŽƐƚĞƌƐ ͚ĐŽŶŶĞĐƚŝǀŝƚǇ͕͛ Žƌ ďƵŝůĚƐ ƌĞůĂƚŝŽŶƐŚŝƉƐ ǁŝƚŚ ƉĂƌƚŶĞƌƐ ĂŶĚ 

ĐŽŵŵƵŶŝƚŝĞƐ͕ ĂŶĚ ǀĂůƵĞƐ ůĞĂƌŶŝŶŐ ĂŶĚ Ă ĐƵůƚƵƌĞ ŽĨ ͚ƚƌĂŶsƉĂƌĞŶĐǇ ĂŶĚ ƐŚĂƌŝŶŐ͛ ;NHS LĞĂdership 

Academy 2017, p3).  

Tapping into a common vision that transcends organisational attachments can facilitate the 

development of a set of common goals ͚anchored͛ in what is beneficial for the community (Fillingham 

and Weir 2014, p34), or in this case users of primary care. A collective approach has the potential to 

avoid dissonance in stakeholder and organisational values which may compromise effective multi-

professional working. However, it is inevitable that conflict will emerge, whether individual, inter-

professional or inter-organisational, and there needs to be a means of airing and resolving such 

conflict (Fillingham and Weir 2014). Roebuck (2011) also emphasises the need for clinicians to 

understand the whole system so that they appreciate how the overall process works to deliver care, 
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not just their own job, with the implication that this would support multi-professional systems based 

working.  

TŚĞ ŵŽĚĞů ĨŽƌ  ͚ĐŽŶǀĞƌƐĂƚŝŽŶƐ ŝŶǀŝƚŝŶŐ ĐŚĂŶŐĞ͛ ŚĂƐ ďĞĞŶ ĚĞǀĞůŽƉĞĚ ŽǀĞƌ ŵĂŶǇ ǇĞĂƌƐ ďǇ Dƌ JŽŚŶ LĂƵŶĞƌ 

and ŚĂƐ ďĞĞŶ ƐŚŽǁŶ ƚŽ ŝŵƉƌŽǀĞ ƉƌŽĨĞƐƐŝŽŶĂůƐ͛ ƌĞƐŝůŝĞŶĐĞ ĂŶĚ ĚĞĐƌĞĂƐĞ ŶĞŐĂƚŝǀĞ ďĞŚĂǀŝŽƵƌĂů ƉĂƚƚĞƌŶƐ 

such as bullying in NHS organisations (Launer 2018). It embodies a narrative approach that identifies 

with core personal values, and the place of the individual within complex systems. The model uses 

expert facilitation to enable individuals within a small group setting to reflect, explore and rehearse 

highly challenging conversations that invite personal change in attitudinal perspectives and 

behaviours (Launer, 2018). The approach has the potential to support emergent leaders as 

͚ĨĂĐŝůŝƚĂƚŽƌƐ͛ ĂƐ ǁĞůů ĂƐ ƚŽ ƐƵƉƉŽƌƚ Ă ǁŝĚĞƌ ƉŽŽů ŽĨ ͚ĨŽůůŽǁĞƌƐ͛͘ IŶ ƚŚŝƐ ǁĂǇ ƚŚĞ ŵĞƚŚŽĚŽůŽŐǇ ƌĞĐŽŐŶŝƐĞƐ 

the domains identified by the National Leadership Academy of individual effectiveness, relationships 

and connectivity, innovation and improvement, learning and capacity building (NHS Leadership 

Academy, 2017).  

1.3 The hub development programme 

The programme consisted of three sessions with two hubs of geographically aligned GP practices in 

East Kent and took place between March-August 2018. A further session in site 1 was carried out in 

September 2018. Sessions were initially led by one expert facilitator but later sessions were led by two 

facilitators. The initial session explored current ideas, concerns and expectations from the 

perspectives of individuals and the organisations they represented in the context of the multi-

disciplinary team and aimed to ascertain: 

i. What can you and your organisation bring to the hub? 

ii. What obstacles do you anticipate to delivering the objectives and what will be needed 

to overcome them? 

The two sites were:  

a) Site 1 as part of the Primary Care Home model of new ways of working developed by the National 

association of Primary care (NAPC). This is an approach to integrated community and acute care 

systems based around local populations of 30 to 50,000. 

b) Site 2 practices as part of the Encompass Vanguard. This is one of five Community Hub Operating 

Centres (CHOCs), now called hubs (or hubs). The aim of a hub is to provide a community based model 

of integrated service delivery, reaching across health and social care to deliver seamless care. Hubs 

represent a fully integrated multi-disciplinary health and social care team, offering services inclusive 

of primary, community and social care provision.  
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1.4 Aims of the evaluation 

The evaluation aimed to investigate the impact of embedding the function of an educational facilitator 

within the multi-professional primary care hub. The objectives were to: 

i. Explore partŝĐŝƉĂŶƚƐ͛ perceptions of professional development as experienced through the    

hub support.  

ii. EǆƉůŽƌĞ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ƚŚĞ ŵĞƚŚŽĚ ŽĨ ĨĂĐŝůŝƚĂƚŝŽŶ͘  

iii. Explore perceptions of how/if the course should be scaled-up and how it could achieve impact 

in team work and the wider system. 
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2 Method 

2.1 Study design 

A qualitative approach ǁĂƐ ƐĞůĞĐƚĞĚ ŐŝǀĞŶ ƚŚĞ ͚ŶĂƚƵƌĂů Ĩŝƚ ǁŝƚŚ ĨŽƌŵĂƚŝǀĞ ĞǀĂůƵĂƚŝŽŶ͛ ĂŶĚ ƚŚĞ Ăŝŵ ŽĨ 

identifying elements of the programme that might have hindered its effectiveness (Padgett 2012, 

p17). Qualitative research favours an inductive approach whereby observations generate theory 

which helps understand the phenomenon and (arguably) is best suited to ƵŶƉĂĐŬ ƚŚĞ ͚ďůĂĐŬ ďŽǆ͛ ŽĨ 

complex interventions (Robson 2011). The approach acknowledges multiple perspectives and that 

understanding requires appreciation of contextual issues.  

A combination of focus groups and interviews were used. Focus groups were an appropriate choice 

for a process evaluation aiming to explore ideas and gain consensus on what actions have worked, 

what have not, with what effects and why (Robson 2011). We took a pragmatic approach to the size 

of the focus group and limited the time to one hour. Those who could not attend the focus group were 

offered interviews which took no more than 30 minutes.  

A semi-structured focus group schedule was developed (appendix 1) to explore ƉĂƌƚŝĐŝƉĂŶƚƐ͛ 

perceptions of professional development as experienced through the hub support and what they had 

learnt about their own development. It was designed to elicit their views about the process and 

content of the programme; facilitators or barriers to implementing what they had learnt individually 

and as a team; and how the programme could be improved and scaled-up. The schedule was adapted 

for individual interviews (appendix 2). A separate interview schedule (appendix 3) was designed for 

the facilitators which covered the same areas but was re-phrased to suit their role. 

 

2 Sample  

Each hub has 20-25 members but not all attended the sessions and a register of attendees per session 

was not available. Both teams were invited to take part by the course facilitator and were provided 

with verbal explanation and an information sheet (appendix 4), with the researchĞƌ͛Ɛ ĐŽŶƚĂĐƚ ĚĞƚĂŝůƐ͕ 

as to the purpose of the evaluation.  

The focus group in Site 1 consisted of eight people and that in Site 2 of four. Three individual interviews 

were carried out and a fourth was terminated early, and the data discounted, when it transpired that 

the participant had not attended the sessions. Three people initially agreed to interview but were lost 

to follow-up. For both sites, there was a representative mix of health and social care professionals 

(including doctors, nurses, therapists and care co-ordinators), administrative and voluntary sector 

staff.  
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Table 1 summarises the interviewees per site: 

Table 1: Number of people interviewed per site 

 Site 1 Site 2 

Focus group 8 4 

Interviews 0 3 

Total: 8 7 

 

2.3 Data collection 

The researcher contacted the team co-ordinator and arranged a focus group for each site, carried out 

at a time and location of their choice. In site 1, the focus group was carried out at the end of the three 

sessions while for site 2, it was carried out between the second and third session for pragmatic 

reasons. Consent was taken at the start of each focus group (appendix 5). The focus groups lasted 

approximately one hour. 

For those who could not attend the focus group, or preferred individual interview, this was carried 

out either in person or by telephone and took up to 30 minutes. A separate information sheet and 

consent form were used (appendix 6-7).  

The facilitators were interviewed jointly, on two occasions. The first interview was carried out before 

the sessions had finished and the second interview after the last session had taken place. This allowed 

time to discuss the final session and issues stemming from the first interview. The individual 

information sheet and consent form were used (appendix 6-7). 

All data was collected between July and August 2018.  

 

2.4 Data analysis 

The interviews/focus groups were recorded, transcribed and anonymised to protect participant͛Ɛ 

identity. The data was analysed using FůŝĐŬ͛Ɛ (1998) pre-determined template method of content 

analysis. This entails constructing an analytical template from the interview/focus group schedule 

themes and filtering coded transcribed data into the template appropriately. We were careful not to 

force data into categories and used a blank category for information that did not fit with the 

predetermined themes. Once all data had been sifted, a narrative was developed within the themes 

using selected and coded quotes to support interpretation. 
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2.5 Ethical issues 

As the ĞǀĂůƵĂƚŝŽŶ ŝƐ ĨŽĐƵƐĞĚ ŽŶ ͚ƉƌŽŽĨ ŽĨ ĐŽŶĐĞƉƚ͛ and is focused on a small pilot with health care 

professionals, it did not need formal ethical approval. However, ethical principles of informed consent, 

ďĞŶĞĨŝĐĞŶĐĞ͕ ĐŽŶĨŝĚĞŶƚŝĂůŝƚǇ ĂŶĚ ͚ĚŽ ŶŽ ŚĂƌŵ͛ were adhered to, as were aspects relating to data 

storage and transfer. Interview/focus group transcripts were anonymised before analysis and only one 

researcher (VA) was able to link transcripts back to personal details.  

Given the small sample size, participants have not been identified by their profession as this might 

render them identifiable. However, there is the potential that the teams may be identifiable to local 

staff working in the community, Encompass and the Clinical Commissioning Group. This risk was 

explained to the professionals prior to obtaining consent. 
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3 Findings 

TŚĞ ĨŝŶĚŝŶŐƐ ĂƌĞ ƐƚƌƵĐƚƵƌĞĚ ŝŶƚŽ ƚŚƌĞĞ ƐĞĐƚŝŽŶƐ ƚŚĂƚ ĞǆƉůŽƌĞ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ǀŝĞǁƐ ƌĞůĂƚĞĚ ƚŽ ƚŚĞ ƌĞƐĞĂƌĐŚ 

questions: their experience of professional development through the programme; their views on its 

delivery; and whether or how it should be rolled out. The fourth section presents the facilitators͛ 

perspective. 

Participants are not identified by their job titles or site as this could compromise anonymity. However, 

they have been divided into three groups reflecting their profession or training. Firstly, ͚ doctors͛ ǁŚŝĐŚ 

included those ǁŝƚŚ Ă ŵĞĚŝĐĂů ďĂĐŬŐƌŽƵŶĚ͖ ƐĞĐŽŶĚůǇ͕ ͚clinicians͛ ǁŚŝĐŚ ĐŽŵƉƌŝƐĞd those with nursing 

or allied health training; and ƚŚŝƌĚůǇ͕ ͚ non-clinicians͛ Žƌ ƚŚŽƐĞ ǁŚŽ ǁŽƌŬed in the voluntary sector, were 

care co-ordinators and/or had an administrative role.  

 

 

3.1 Perceptions of professional development as experienced through the hub support 

This section summarises participants͛ perceptions about their professional development over the 

duration of the programme. Three broad questions explored their views about individual professional 

development, learning as a team and how or if this had made a difference to their practice.  

3.1.1 Individual learning 

Many participants started by talking about their learning as part of the hub and everyone viewed this 

positively. For example, one participant commented on feeling more comfortable to ask questions 

ǁŚŝůĞ ĂŶŽƚŚĞƌ ĨĞůƚ ƐŚĞ ŚĂĚ Ă ďĞƚƚĞƌ ƵŶĚĞƌƐƚĂŶĚŝŶŐ ŽĨ ŚĞƌ ĐŽůůĞĂŐƵĞƐ͛ ƌŽůĞƐ: 

I͛ǀĞ ůĞĂƌŶƚ Ă ůŽƚ I ƚŚŝŶŬ͘͘͘ ǁŚĞŶ I ĨŝƌƐƚ ƐƚĂƌƚĞĚ ŐŽŝŶŐ ƚŽ ƚŚĞ CHOCƐ I ƌĞĂůůǇ ĚŝĚŶ͛ƚ ŚĂǀĞ Ă ĐůƵĞ ĂďŽƵƚ Ă ůŽƚ ŽĨ 

ƚŚŝŶŐƐ ƚŚĂƚ ǁĞƌĞ ďĞŝŶŐ ƐƉŽŬĞŶ ĂďŽƵƚ͙ ŝĨ ǇŽƵ ĚŽŶ͛ƚ ŬŶŽǁ ƐŽŵĞƚŚŝŶŐ ǇŽƵ ĚŽŶ͛ƚ ĨĞĞů ĞŵďĂƌƌĂƐƐĞĚ ƚŽ ĂƐŬ͘͘͘ 

(administrative role) 

I have learnt quite a lot from going to the CHOC about diffĞƌĞŶƚ ƉĞŽƉůĞ͛Ɛ ƌŽůĞƐ͕ ǁŚŽ ĚŽĞƐ ǁŚĂƚ͕ ĂŶĚ 

when (clinician) 

Participants found it difficult to identify what they had learnt specifically from the ͚conversations in 

change͛ versus the overall process of hub working. None had apparently researched the approach and 

few had considered its theoretical underpinning. Two doctors were unable to identify learning specific 

to the programme, or on an individual basis, but did identify learning as part of the team:  

The outcomes I would say have been more around us developing the CHOC as a service than it has been 

ĨŽƌ ŽƵƌƐĞůǀĞƐ͙ WĞ ŚĂǀĞŶ͛ƚ ĐŽŵĞ ŽƵƚ ŽĨ ŝƚ ƚŚŝŶŬŝŶŐ ǁĞ Ăůů ŶĞĞĚ ƚŽ ĚŽ ƚŚŝƐ ƚŽ ĚĞǀĞůŽƉ ŽƵƌƐĞůǀĞƐ (doctor) 
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However, participants did appear to reflect on what they valued about each other, as this exchange 

between two respondents demonstrates: 

 Yeah͙ I look forward to seeing my colleagues͙, you know? 

 I ƚŚŝŶŬ ŝƚ͛Ɛ ŝŵƉƌŽǀĞĚ ƚŚĞ ƚƌƵƐƚ ďĞƚǁĞĞŶ ƵƐ Ăůů ŚĂƐŶ͛ƚ ŝƚ͕ ďĞĐĂƵƐĞ͙ 

 Yeah. 

 ͙ƚŚĞŶ ǁĞ ŬŶŽǁ ƚŚĂƚ ǁĞ͛ǀĞ ĂƐŬĞĚ ƐŽŵĞďŽĚǇ ƚŽ ĚŽ ŝƚ͕ ŝŶǀĂƌŝĂďůǇ ŝƚ ŐĞƚƐ ĚŽŶĞ͕ ĂŶĚ ǁĞ ĐĂŶ ƐŽƌƚ Žf rely on 

ĞĂĐŚ ŽƚŚĞƌ ƚŽ ŝĨ ǁĞ ĂƐŬĞĚ ĨŽƌ ƐŽŵĞƚŚŝŶŐ ǁĞ͛ƌĞ ŐŽŝŶŐ ƚŽ ŐĞƚ ĂŶ ĂŶƐǁĞƌ͘ 

Respondents also reflected on their own role within the team and ƚŚĞŝƌ ĐŽůůĞĂŐƵĞƐ͛ ƌŽůĞƐ, which they 

felt was positive. As one doctor commented:  

I would think that it would be good for the development of any project to reflect on the roles that people 

ŚĂǀĞ ŝŶ ƚŚĞŵ ĂŶĚ ǁŚĂƚ͛Ɛ ŐŽŝŶŐ ǁĞůů ĨŽƌ ƚŚĞŵ͘ YŽƵ ŬŶŽǁ͕ ũƵƐƚ ĂƐ ĂŶ ĂƐŝĚĞ͙ ƚŚĞ ĂĚŵŝŶŝƐƚƌĂƚŽƌƐ ĂƌĞ ŐŝǀĞŶ 

the job of working the mouse on the computer [in meetings]͙ ǁŚĞŶ ƚŚĞǇ ǁĞƌĞ ĂƐked how they felt they 

ƐĂŝĚ ƚŚĞǇ ĚŽŶ͛ƚ ůŝŬĞ ƵƐŝŶŐ ƚŚĞ ĐŽŵƉƵƚĞƌ͕ ŝƚ ŶĞǀĞƌ ǁŽƌŬƐ͙ ĂŶĚ ĚŽĐƚŽƌƐ ĂƌĞ ĂůǁĂǇƐ ƐĂǇŝŶŐ͕ ͞JƵƐƚ ŐĞƚ ŽŶ 

ǁŝƚŚ ŝƚ͘͟ “Ž͕ ǇŽƵ ŬŶŽǁ͕ ǁĞ ĨĂůů ŝŶƚŽ ŽƵƌ ƐƚĞƌĞŽƚǇƉĞƐ͙ it was useful for everyone to have a voice (doctor) 

Participants had also reflected on the experience of visitors to the team meetings which they did both 

individually and collectively, for example one of the clinicians commented: 

For me what [facilitator] made us do, made me reflect was also just stepping back, but also looking at 

how do we allow other people to come into the group, how do we present ourselves when other people 

attend͙ ďĞĐĂƵƐĞ ǁĞ͛ƌĞ ũƵƐƚ͕ ǁĞ͛ƌĞ ƐŽ ŐĞůůĞĚ͕ ǁĞ͛ƌĞ ũƵƐƚ ŬŝŶĚ ŽĨ ǁĞ͛ƌĞ ŐŽŝŶŐ ĂŚĞĂĚ 

3.1.2 Learning as part of a team 

Participants differentiated between individual reflections and reflecting as part of the team. Time to 

reflect as a team appeared to be the key benefit identified by almost everyone:  

I think we might have all done our own, kind of our own personal reflection during the meeting, or we 

asked questiŽŶƐ͙ ďƵƚ I ƚŚŝŶŬ ǁŚĂƚ ΀ĨĂĐŝůŝƚĂƚŽƌ΁ ĚŽŶĞ ǁĂƐ ŵĂĚĞ ŝƚ ŵŽƌĞ ŽĨ Ă ĐŽůůĞĐƚŝǀĞ ŐƌŽƵƉ ĂƐ Ă 

reflector, you know, as almost like a think tank as a group (clinician) 

Participants also differentiated between reflecting on patient care and reflecting on process: 

WĞ͛ƌe not just talking about the reflection about what we could have done better for the patients, that 

ǁĞ͛ƌĞ ŶŽǁ ƐŚŝĨƚŝŶŐ ƚŚĂƚ ƚŽ ǁŚĂƚ ĐŽƵůĚ ǁĞ ĚŽ ďĞƚƚĞƌ ĂƐ Ă ŐƌŽƵƉ (clinician) 

Stemming from this, the main tangible outcome across both hubs was that they decided to build in a 

regular opportunity to reflect as a group, in addition to their usual patient related meetings: 

TŚĞƌĞ͛Ɛ ŶŽ ƚŝŵĞ͕ ƐŽ ƚŚĂƚ ǁĂƐ ƌĞĂůůǇ ƵƐĞĨƵů ƚŽ ŚĂǀĞ ƚŚĂƚ ƚŝŵĞ͙ ͙ ǁĞ͛ƌĞ ŐŽŝŶŐ ƚŽ ŚĂǀĞ Ă ůŽŶŐĞƌ CHOC͕ Ă 

longer meeting once a month where we are going to talk about the process in more detail (doctor) 
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Secondly, as a result of reflecting ŽŶ ĞĂĐŚ ŽƚŚĞƌ͛Ɛ ƌŽůĞƐ, participants in site 1 took a more proactive 

approach to managing referrals which benefited their care co-ordinator:  

I think now that the onus is not just put on me, for referrals, that everybody takes a referral, and we do 

ƚƌǇ ĂŶĚ ŵĂŬĞ ƚŚĂƚ ƌĞĨĞƌƌĂů ŚĂƉƉĞŶ͙ I ĚŽ ƚŚŝŶŬ ƚŚĂƚ͛Ɛ ŵƵĐŚ ďĞƚƚĞƌ͙ ŝƚ͛Ɛ Ă ďĞƚƚĞƌ ƵŶĚĞƌƐƚĂŶĚŝŶŐ ŽĨ ƚŚĞ 

importance of the referral, and how quickly the actions need to be put in place͙ 

Thirdly, reflecting on roles encouraged clinicians to opt for joint visits with a potential benefit for 

patients: 

Initially I think [the facilitator] ĨĞůƚ ƉĞƌŚĂƉƐ ǁĞ ǁĞƌĞŶ͛ƚ ƌĞĂůůǇ ĐĞƌƚĂŝŶ ŽĨ ĞĂĐŚ ŽƚŚĞƌ͛Ɛ ƌŽůĞƐ͕ ƉĞƌŚĂƉƐ ƚŽ 

start with a bit uncomfoƌƚĂďůĞ ƚŽ ƐĂǇ ͚ŝƐ ŝƚ ĂůƌŝŐŚƚ ŝĨ ǁĞ ŐŽ ĂŶĚ ĚŽ Ă ũŽŝŶƚ ǀŝƐŝƚ͙͛ ƚŚĂƚ͛Ɛ ĂŶŽƚŚĞƌ ƚŚŝŶŐ 

ƚŚĂƚ͛Ɛ ĐŽŵĞ ŽƵƚ ŽĨ ŝƚ͕ ǁĞ͛ƌĞ ƋƵŝƚĞ ŚĂƉƉǇ ƚŽ ŐŽ ĂŶĚ ĚŽ ũŽŝŶƚ ǀŝƐŝƚƐ ĂĨƚĞƌ ƚŚĞ ŵĞĞƚŝŶŐ  

However, while clinicians in site 2 agreed that it had allowed them time to reflect on eĂĐŚ ŽƚŚĞƌ͛Ɛ 

roles, and that the process of working in a hub had broken down inter-professional barriers, they were 

still frustrated by barriers beyond the hubs and doubted the programme (at least in its current format) 

could remediate this. One clinical manager remarked: 

Iƚ͛Ɛ ŝŶ-ground into me that you work inter-ƉƌŽĨĞƐƐŝŽŶĂůůǇ͕ ǁŚĞƌĞĂƐ ƚŚĞƌĞ͛Ɛ Ɛƚŝůů ƉŽĐŬĞƚƐ ŽƵƚ ƚŚĞƌĞ ƚŚĂƚ Ɛƚŝůů 

ŚĂǀĞ ƚŚĞŵ ďĂƌƌŝĞƌƐ͙ ƐŽ I ŐĞƚ ƋƵŝƚĞ ĨƌƵƐƚƌĂƚĞĚ͙ I ƚŚŝŶŬ ƚŚĞƌĞ͛Ɛ Ɛƚŝůů ƋƵŝƚĞ Ă ůĂƌŐĞ ĐƵůƚƵƌĂů ĐŚĂŶŐĞ ƚŚĂƚ 

ŶĞĞĚƐ ƚŽ ŚĂƉƉĞŶ͙ I ĚŽŶ͛ƚ ƚhink it [the programme΁ ǁŽƵůĚ ĐŚĂŶŐĞ ƚŚĞ ǁĂǇ͙ ŝƚ͛Ɛ ĂďŽƵƚ ĞǆƉĞƌŝĞŶĐĞ ĂŶĚ 

working in these hubs  

3.1.3 Changes in confidence about service delivery 

All participants in both hubs regarded themselves as strong teams that communicated effectively and 

achieved what they needed to do. There were a couple of comments that indicated team meetings 

had the potential to improve and could on occasion stagnate but most participants thought the 

meetings worked well. As they already worked together efficiently, this limited what the programme 

could add and as one clinician pointed out: 

I ƚŚŝŶŬ ƚŚĂƚ ǁĞ͛ƌĞ ƋƵŝƚĞ Ă ĨŽƌǁĂƌĚ ƚŚŝŶŬŝŶŐ ƚĞĂŵ ĂŶǇǁĂǇ͕ ƐŽ I ƚŚŝŶŬ ƚŚĂƚ ƚŚĞ ŝĚĞĂƐ͕ ǁĞ ǁŽƵůĚ ŚĂǀĞ ŚĂĚ 

them anyway  

However, other participants stated that the programme had boosted their confidence (individually 

and as a team) and/or enabled them to try new ideas or develop their team working: 

I think he gave us confidence, because we were trying new things, and inviting different people to come 

along (clinician) 

 I think, as I said, putting iƚ ŝŶƚŽ ƐŽŵĞ ĐŽŶƚĞǆƚ ƚŽ ůŽŽŬ Ăƚ ƚŚĞ ũŽƵƌŶĞǇ ĂŶĚ ǁŚĞƌĞ ǁĞ͛Ě ĐŽŵĞ ĨƌŽŵ ĂŶĚ ǁŚǇ 

and appreciate each other and verbalise the fact that we are working in different ways, but all working 

well together. So, it is a bit of an affirmation really (doctor) 
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Comments were mixed as to whether they would have achieved the same level of function without 

the programme, albeit more slowly. Only one participant was definite that the programme made no 

difference to the team. As the focus group in site 1 noted: 

I ĚŽŶ͛ƚ ŬŶŽǁ ŝĨ ǁĞ ǁŽƵůĚ ŚĂǀĞ ŐŽƚ ƚŚĞƌĞ ƚŽ ƚŚĞ ƉŽŝŶƚ ƚŚĂƚ ǁĞ ǁŽƵůĚ ŚĂǀĞ ƐĂŝĚ͕ ƌŝŐŚƚ͕ ůĞƚ͛Ɛ ŚĂǀĞ ƉƌŽƚĞĐƚĞĚ 

time (clinician) 

I ĚŽŶ͛ƚ ŬŶŽǁ ŝĨ ƚŚĂƚ ǁŽƵůĚ ŚĂǀĞ ĞǀŽůǀĞĚ ŝŶƚŽ ǁŚĂƚ ǁĞ ĂƌĞ ŶŽǁ͕ ǁŝƚŚŽƵƚ ΀ĨĂĐŝůŝƚĂƚŽƌ΁͙ I think [facilitator] 

got us there quicker (non-clinician) 

In terms of service delivery, no one identified any barriers to implementing what had been learnt. The 

ŶĞǁ ŵŽŶƚŚůǇ ƌĞĨůĞĐƚŝǀĞ ƐƉĂĐĞ ĂƉƉĞĂƌĞĚ ƚŽ ƉƌŽŵƉƚ ĐůŝŶŝĐŝĂŶƐ ƚŽ ĚŝƐĐƵƐƐ ƉƌŽďůĞŵƐ͕ ůŝƐƚĞŶ ƚŽ ĞĂĐŚ ŽƚŚĞƌ͛Ɛ 

ideas and then make a decision and as two of the doctors commented: 

TŚŽƐĞ ŵĞĞƚŝŶŐƐ ΀ǁŝƚŚ ƚŚĞ ĨĂĐŝůŝƚĂƚŽƌ΁ ŵĂĚĞ ƵƐ ƌĞĂůŝƐĞ ƚŚĂƚ͙ ŝƚ͛Ɛ ŐŽŝŶŐ ƚŽ ďĞ ŽĨ ŐƌĞĂƚ ǀĂůƵĞ͕ ŚĂǀŝŶŐ ƚŚĂƚ 

ƚŝŵĞ ŽƵƚ ƌĂƚŚĞƌ ƚŚĂŶ ďƵŵďůŝŶŐ ĂůŽŶŐ͙ HĂǀŝŶŐ ƚŚĂƚ ƚŝŵĞ ŽƵƚ ƚŽ ƚŚŝŶŬ ĂďŽƵƚ ƚŚĞ ƉƌŽĐĞƐƐ ŝƐ ƐŽŵĞƚŚŝŶŐ 

valuable in the long run, to ensure it continues.  

We always listen to ƚŚĞ ŝĚĞĂƐ ĞǀĞƌǇďŽĚǇ ĞůƐĞ ŚĂĚ ĂƌŽƵŶĚ ƚŚĞ ƚĂďůĞ ďƵƚ ŶŽǁ ǁŝƚŚ ƚŚŝƐ ƐĞƐƐŝŽŶ ǁĞ͛ƌĞ ĚŽŝŶŐ 

ĞĂĐŚ ŵŽŶƚŚ ǁĞ͛ƌĞ ĂĐƚƵĂůůǇ ƵƐŝŶŐ ƚŚĂƚ ƚŽ ƉƌŽƉĞƌůǇ ĚŝƐĐƵƐƐ ƚŚĞŵ ĂŶĚ ůŽŽŬ Ăƚ ǁŚĞƚŚĞƌ ƚŚĞǇ͛ƌĞ ƉŽƐƐŝďůĞ Žƌ 

ŶŽƚ͕ ǁŚĞƌĞĂƐ ďĞĨŽƌĞ ǁĞ͛Ě ƐŽƌƚ ŽĨ ŵĞŶƚŝŽŶ ŝĚĞĂƐ ďƵƚ ƚŚĞŶ ƉĞƌŚĂƉƐ ĚŝĚŶ͛ƚ ĂĐƚƵĂůůǇ ŵŽǀĞ ƚŚĞŵ ĨŽƌǁĂƌĚ͙ 

this period of reflection once a month gives us more of an overview.  

In summary, the programme appears to have encouraged clinicians to reflect on their own role within 

ƚŚĞ ƚĞĂŵ͕ ƚŚĞŝƌ ĐŽůůĞĂŐƵĞƐ͛ roles and the development of the team since its inception. The key 

outcome, of putting aside time to reflect on process, has had positive outcomes in terms of providing 

the space to discuss process related issues and find ways of addressing them. 

 

3.2 P ƚŝĐŝƉĂŶƚƐ͛ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ƚŚĞ ŵĞƚŚŽĚ ŽĨ ĨĂĐŝůŝƚĂƚŝŽŶ  

TŚŝƐ ƐĞĐƚŝŽŶ ĐŽǀĞƌƐ ǀŝĞǁƐ ĂďŽƵƚ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ ĚĞůŝǀĞƌǇ ĂŶĚ ŵĞƚŚŽĚ ŽĨ ĨĂĐŝůŝƚĂƚŝŽŶ͘ MŽƐƚ ƉƌĞǀĂůĞŶƚ 

were comments concerning preparation and purpose as well as views on the delivery and contents of 

each session. 

3.2.1 Aims, expectations and preparation  

Many participants ǁĞƌĞ ƵŶĐůĞĂƌ ĂďŽƵƚ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ ƉƵƌƉŽƐĞ and some complained that they had 

received sufficient information in advance. Some participants ŚĂĚ Ă ͚ǀĂŐƵĞ͛ ŝĚĞĂ ǁŚĂƚ ƚŽ ĞǆƉĞĐƚ ĂŶĚ 

assumed that there must be some element of service improvement: 
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WĞ ǁĞƌĞ ũƵƐƚ ƚŽůĚ ƚŚĞǇ ǁĞƌĞ ŐŽŝŶŐ ƚŽ ĐŽŵĞ ĂŶĚ ƚĂůŬ ƚŽ ƵƐ ĂďŽƵƚ ƚŚĞ ƉƌŽĐĞƐƐ ĂŶĚ ǁŚĞƚŚĞƌ ƚŚĞƌĞ͛Ɛ 

ĂŶǇƚŚŝŶŐ ǁĞ ĐĂŶ ůĞĂƌŶ͙ ǁĞ ǁĞƌĞ ƚŽůĚ ƚŚĂƚ ƚŚĞǇ͛Ě ŐŽƚ Ă ďĂĐŬŐƌŽƵŶĚ ŝŶ ǁŽƌŬŝŶŐ ŝŶ ŵƵůƚŝĚŝƐĐŝƉůŝŶĂƌǇ Žƌ 

collabŽƌĂƚŝǀĞ ǁĂǇƐ ĂŶĚ ŵĂǇďĞ ƚŚĞǇ͛ůů ŚĂǀĞ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ǁŝůů ŚĞůƉ ƵƐ͘ TŚĂƚ ƐŽƌƚ ŽĨ ǀĂŐƵĞ (doctor) 

I ǁĂƐŶ͛ƚ ƋƵŝƚĞ ƐƵƌĞ ǁŚĂƚ ŝƚ ǁŽƵůĚ ŐĂŝŶ Žƌ ĂĐŚŝĞǀĞ͙  ŝƚ ǁĂƐ ƌĞĂůůǇ ũƵƐƚ ŚŽƉŝŶŐ ŝƚ ŵŝŐŚƚ ŚĞůƉ ƵƐ ŚĂǀĞ Ă ůŝƚƚůĞ 

ďŝƚ ŽĨ ƚŝŵĞ ƚŽ ƚĂŬĞ ƐƚŽĐŬ ĂŶĚ ůŽŽŬ Ăƚ ƚŚĞ ĨƵƚƵƌĞ͙ ďĞĐĂƵƐĞ ǁĞ Ăůů ũƵƐƚ ĐĂƌƌǇ ŽŶ ĚŽŝŶŐ ǁŚĂƚ ǁĞ͛ƌĞ ĚŽŝŶŐ 

ĂŶĚ ǁĞ ĚŽŶ͛ƚ ƌĞĂůůǇ ŚĂǀĞ Ă ĐŚĂŶĐĞ ƚŽ ƚŚŝŶŬ ĂďŽƵƚ ŝƚ (doctor) 

Mm, [xxx] said that he could come and help us really to put more structure into the meetings, and to 

also to try and invite others to come to the meeting (clinician) 

However a range of participants from all backgrounds came with no preconceptions or expressed 

uncertainty:  

I didn't have any expectations, I didn't really quite understand what it was all about (doctor) 

WĞ ĚŝĚŶ͛ƚ ƌĞĂůůǇ ŬŶŽǁ ǁŚĂƚ ǁĞ ǁĞƌe sort of signing ourselves up to (administrator) 

WĞ ǁĂƐ Ăůů Ă ůŝƚƚůĞ ďŝƚ ĐŽŶĨƵƐĞĚ ĂƐ ƚŽ ǁŚĂƚ͙ ǁŚĂƚ ŝƚ͛Ɛ Ăůů ĂďŽƵƚ ;clinician) 

The first session clarified the purpose for many participants, who related it to team building and 

developing the hub. However, participants in both hubs remained unclear where the idea of taking on 

trainee GPs fitted in:  

I think there was two threads, there was this kind of thread around education, but not sure what area 

of education was this, was it particularly just for GPs or was this open to any other health professional, 

ďƵƚ ƚŚĞƌĞ ǁĂƐ ƚŚŝƐ ŵĂŝŶ ĞŵƉŚĂƐŝƐ ƚŚĞƌĞ͛Ɛ ŐŽŝŶŐ ƚŽ ďĞ ĂŶ ĞůĞŵĞŶƚ ŽĨ ĞĚƵĐĂƚŝŽŶ͕ ĂŶĚ ƚŚĞƌĞ ǁĂƐ ĂůƐŽ ĂŶ 

element of kind of self-reflection and review͙ (clinical manager) 

It's difficult to know what their aim and expectations was, because then [facilitator] came back in the 

end and was saying all about medical students and want to place medical students in the CHOCs, you 

ŬŶŽǁ͕ ƚŚĂƚ ŶĞǀĞƌ ĐĂŵĞ ŽƵƚ ŝŶ ƚŚĞ ďĞŐŝŶŶŝŶŐ͙ I ƚŚŝŶŬ ƚŚĞƌĞ ǁĂƐ Ă ůŽƚ ŽĨ ĐŽŶĨƵƐŝŽŶ͕ ǁĞ ƌĞĂůůǇ ĚŝĚŶ't know 

what the aim was (doctor) 

Most participants felt clearer about the purpose after the first session but others expressed ongoing 

confusion or uncertainty about the aims of the programme which appeared unrelated to the number 

of sessions they had attended, which hub they worked with or their profession. For example, these 

clinicians commented:  

WĞ ĚŽŶ͛ƚ ǁĂŶƚ ƚŽ ĐŽŵĞ ĂĐƌŽƐƐ ĂƐ ŶĞŐĂƚŝǀĞ͕ ďƵƚ ƚŚĞƌĞ ǁĞƌĞ Ă ůŽƚ ŽĨ ƵŶĐĞƌƚĂŝŶƚŝĞƐ ƚŚƌŽƵŐŚŽƵƚ ƚŚĞ ƚŚƌĞĞ 

sessions (FG2) 

WŚĂƚ ǁĞƌĞ ƚŚĞ ĂŝŵƐ͙ ǁŚĂƚ ŽƵƌ ĞǆƉĞĐƚĂƚŝŽŶƐ ǁere regarding what we wanted to get out of the three 

sessions͙ that was made obvious at the first session  

After the first session I was very confused͙ I ĚŝĚŶ͛ƚ ŬŶŽǁ ƌĞĂůůǇ ǁŚĂƚ ƚŚĞ Ăŝŵ ǁĂƐ  
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Many participants preferred a more structured approach and commented that they preferred the 

second session because it had specific questions and set tasks: 

I ƚŚŝŶŬ ĂĨƚĞƌ ƚŚĞ ƐĞĐŽŶĚ ƐĞƐƐŝŽŶ͙ ďĞĐĂƵƐĞ ǁĞ ǁĞƌĞ ŝŶ ŽƵƌ ŐƌŽƵƉƐ ďǇ ƚŚĞŶ ĂŶĚ ǁĞ͛Ě ĐŚŽƐĞŶ ŽƵƌ ŽǁŶ 

subject areas, so I think the second session I felt I knew what we were doing by then (clinician) 

Participants commented on the facilitator observing their patient-specific team meetings and while 

some appreciated the feedback others appeared to expect recommendations, reflecting a mismatch 

in expectations: 

The good thing ǁĂƐ ƚŚĂƚ ŚĞ ĂĐƚƵĂůůǇ ĐĂŵĞ ƚŽ ƚŚĞ ŵĞĞƚŝŶŐ͙ ŚĞ ƐĂƚ ĂŶĚ ǁŝƚŶĞƐƐĞĚ ƚŚĞ ŵĞĞƚŝŶŐ͕ ĂŶĚ ƐŽ 

ŚĞ ĐŽƵůĚ ƚŚĞŶ ƚĞůů ƵƐ ǁŚĂƚ ŚĞ͛Ě ŽďƐĞƌǀĞĚ͙ 

TŚĞ ĨŝƌƐƚ ƚŝŵĞ ƚŚĞǇ ǁĞƌĞ ƐŝƚƚŝŶŐ ŝŶ ƚŚĞ ďĂĐŬŐƌŽƵŶĚ ŽŶ ƚŚĞ ĨŝƌƐƚ CHOC ƐŽ ƚŚĞǇ ůŝƐƚĞŶĞĚ͙ ĂŶĚ ƚŚĞŶ ǁĞ 

ĂůŵŽƐƚ ƉŽƵŶĐĞĚ ŽŶ ƚŚĞŵ͙ ΀ƚŽ΁ Őŝǀe us some feedback͙ ďƵƚ ƚŚĞǇ ǁĂƐŶ͛ƚ ŐŽŝŶŐ ƚŽ ŐŝǀĞ ƵƐ ĨĞĞĚďĂĐŬ͙ that 

[was] ĨƌƵƐƚƌĂƚŝŶŐ ƐƚƌĂŝŐŚƚĂǁĂǇ͕ ǇŽƵ ƐĂƚ ƚŚĞƌĞ ĨŽƌ ƚŚĞ ǁŚŽůĞ CHOC  ĂŶĚ͙ ǁĞ ƚŚŽƵŐŚƚ ŝƚ ǁĂƐ ƚŽ ŐŝǀĞ ƵƐ 

ƐŽŵĞ ĨĞĞĚďĂĐŬ͕ ďƵƚ ƌĞĂůůǇ ŝƚ ǁĂƐŶ͛ƚ͕ ŝƚ ǁĂƐ ƚŚĞŵ ƚŚĂƚ ǁe had to give the feedback [to]͙  

3.2.2 Practicalities: timing, format and approach 

There were several comments about not being given enough notice of the meeting dates in advance 

and this had prohibited some people from attending sessions. Even within hubs, opinions were mixed 

concerning the number of sessions, their timing and the duration of each session. While some 

participants wanted more regular sessions, with less time in between, others thought two sessions 

would have sufficed. This clinician remarked: 

I ĚŽŶ͛ƚ ƚŚŝŶŬ ǁĞ ŶĞĞĚ ƚŚƌĞĞ ƐĞƐƐŝŽŶƐ͙ ƚŚĞ ĨŝƌƐƚ ŽŶĞ ǁĞ ǁĞƌĞ ĨůŽƵŶĚĞƌŝŶŐ͕ I ƚŚŝŶŬ ǁĞ ĚŝĚŶ͛ƚ ŬŶŽǁ ǁŚĂƚ 

ǁĂƐ ŐŽŝŶŐ ŽŶ͙ I ǁĂƐŶ͛ƚ ƉƌŝǀǇ ƚŽ ƚŚĞ ƐĞĐŽŶĚ ŽŶĞ͙ ĂŶĚ ƚŚĞ ƚŚŝƌĚ ǁĂƐ ŬŝŶĚ ŽĨ ĂůŵŽƐƚ ƉƵůůŝŶŐ ĞǀĞƌǇƚŚŝŶŐ 

together that we did on the first one, and even though I missed the second one I don ͛ƚ ĨĞĞů I ŵŝƐƐĞĚ 

anything  

One of the doctors commented that taking time out put pressure on their colleagues and made their 

own day longer because the work still had to be completed: 

I ƌĞĂůůǇ ĨĞůƚ I ƐŚŽƵůĚ ďĞ ǁŽƌŬŝŶŐ ĂŶĚ I ƌĞĂůůǇ ĚŝĚŶ͛ƚ ŚĂǀĞ ƚŚĞ ƚŝŵĞ͘ Iƚ ĚŝĚŶ͛ƚ ĨĞĞů ůŝŬĞ ƉƌŽƚĞĐƚĞĚ ůĞĂƌŶŝŶŐ 

ƚŝŵĞ͙ ƐŽ I ũƵƐƚ ĨĞůƚ ůŝŬĞ I ƐŚŽƵůĚ ďĞ ŐĞƚƚŝŶŐ ďĂĐŬ͙ I ĨŽƵŶĚ ŝƚ Ă ďŝƚ ƐƚƌĞƐƐĨƵů ƚŚĂƚ I ǁĂƐ ďĞŝŶŐ ƚĂŬĞŶ ŽƵƚ ŽĨ 

ǁŚĂƚ I ǁŽƵůĚ ŶŽƌŵĂůůǇ ďĞ ĚŽŝŶŐ͙ I ƐĞĞ ŽŶĞ ΀ƉĂƚŝĞŶƚ΁ ĞǀĞƌǇ ƚĞŶ ŵŝŶƵƚĞƐ͕ ƐŽ Ɛŝǆ ƉĞŽƉůĞ ǁŚŽ ŚĂǀĞŶ͛ƚ ďĞĞŶ 

seen, who I ŚĂǀĞ ƚŽ ƐĞĞ͙ Ăƚ ĂŶŽƚŚĞƌ ƉĂƌƚ ŽĨ ƚŚĞ ĚĂǇ 

This pressure on time was reflected by other participants who acknowledged that the facilitator had 

to contend with truncated sessions when the prior meeting overran, different staff at each session 

and pressure to finish on time:  



21 | P a g e  
 

 BƵƚ ƚŚĞŶ ŝƚ ŵƵƐƚ ďĞ ĚŝĨĨŝĐƵůƚ ĨŽƌ Śŝŵ ďĞĐĂƵƐĞ͙ ŚĞ͛Ɛ ŐŽƚ Ă ĚŝĨĨĞƌĞŶƚ ŐƌŽƵƉ ŶŽǁ ĐŽŵƉĂƌĞĚ ƚŽ ƚŚĞ ĨŝƌƐƚ 

meeting (clinician) 

WĞ ƉƵƚ ƋƵŝƚĞ Ă ůŽƚ ŽĨ ƉƌĞƐƐƵƌĞ ŽŶ Śŝŵ͙ ĂďŽƵƚ ŚŽǁ ůŽŶŐ ǁĞ ǁĞƌĞ ŐŽŝŶŐ ƚŽ ďĞ ƚŚĞƌĞ͙ I ĨĞůƚ ƐŽƌƌǇ ĨŽƌ Śŝŵ 

because as sooŶ ĂƐ ŚĞ ǁĂƐ ŐĞƚƚŝŶŐ ƐŽŵĞǁŚĞƌĞ͙ ƉĞŽƉůĞ͙ ũƵƐƚ ǁĞŶƚ͕ ƚŚĂƚ͛Ɛ ŝƚ͕ I͛ŵ ŽĨĨ (non-clinician)  

 “ŽŵĞ ƉĞŽƉůĞ ǁŽƵůĚŶΖƚ ƐƚĂǇ ďĞĐĂƵƐĞ ŝƚ ǁĂƐ ŶŽƚ ĨƵŶĚĞĚ͕ ĂŶĚ ƚŚĂƚ ǁĂƐ Ă ƐŚĂŵĞ͙ (doctor) 

This led to comments around the style of facilitation and the amount of time spent discussing in small 

groups, for example this exchange between clinicians and non-clinicians:  

 HĞ ŚĂĚ ƵƐ ŝŶ ŐƌŽƵƉƐ͕ ƚŚĞŶ ǁŚĞŶ ǁĞ ĨŝƌƐƚ ǁĞŶƚ ŝŶ ǁĞ ǁĞƌĞ ŝŶ ŐƌŽƵƉƐ ƚĂůŬŝŶŐ ĂďŽƵƚ͕ ǇŽƵ ŬŶŽǁ͙ ďĞĂƌ ŝŶ 

mind this time is quite protected, he then had each group going around talking about it, and it just felt 

[taps table]. 

 Yeah, move it on. 

 Move it on, move it on, just, you know... and then that was the first session done. 

 Mm. 

 The thing is, what was really interesting͙ every one of us gave exactly the same answers dŝĚŶ͛ƚ ǁĞ͍ 

 YĞĂŚ͕ ďĞĐĂƵƐĞ I ƚŚŝŶŬ ǁĞ͛ƌĞ ŐĞůůĞĚ͕ ǁĞ͛ƌĞ Ă ŐĞůůĞĚ ŐƌŽƵƉ ĂƌĞŶ͛ƚ ǁĞ͍ 

 YĞĂŚ͕ ĞǀĞƌǇŽŶĞ͛Ɛ ŝĚĞĂƐ ǁĂƐ ŵŽƌĞ Žƌ ůĞƐƐ ƚŚĞ ƐĂŵĞ͕ ǁŚĞŶ ǁĞ ŚĂĚ ƚŽ ǁƌŝƚĞ ŝƚ ĚŽǁŶ͙ ƚŚĞƌĞ ǁĂƐŶ͛ƚ ƌĞĂůůǇ 

much to write͙ it was near enough the same for every person, so that was͙ interesting. 

While this overlaps with the comments above concerning professional learning, participants 

understood that they needed time to reflect but there was also a certain amount of impatience. 

Similar to the above exchange, a range of participants from the focus group at site 2 explained:   

EǀĞƌǇŽŶĞ͛Ɛ ŝĚĞĂƐ ǁĂƐ ŵŽƌĞ Žƌ ůĞƐƐ ƚŚĞ ƐĂŵĞ͙ ƚŚĞƌĞ͛Ɛ Ă ůŽƚ ŽĨ ƚŝŵĞ ǁĂƐƚŝŶŐ ĂďŽƵƚ Ă ůŽƚ ŽĨ ŶŽƚŚŝŶŐŶĞƐƐ͕ 

ǇŽƵ ŬŶŽǁ͍ ͙ ŝƚ ǁĂƐ Ă ďŝƚ ƌĞƉĞƚŝƚŝǀĞ͕ I ĂŐƌĞĞ ƚŚĂƚ Ăƚ ƚŝŵĞƐ͙ ŚĞ ĂůůŽǁĞĚ ǇŽƵ ƚŽ ƐƚŽƉ ĂŶĚ ƚŚŝŶŬ͙ ǁĞ ŶŽƚŝĐĞĚ 

that we needed that, but I do think there was some repetitiveness... 

 AŶĚ ƚŽ ďĞ ĨĂŝƌ ǇŽƵ ĐŽƵůĚ ƐĞĞ ƉĞŽƉůĞ͛Ɛ ĨƌƵƐƚƌĂƚŝŽŶ ĂƐ ǁĞůů͙ YŽƵ ĐŽƵůĚ ƐĞĞ ƉĞŽƉůĞ ŐĞƚƚŝŶŐ Ă ďŝƚ ĨŝĚŐĞƚǇ͙ 

TŚĞƌĞ͛Ɛ ŬŝŶĚ ŽĨ ƚŚŝƐ ǀĞƌǇ ŶĞďƵůŽƵƐ ƚǇƉĞ ŽĨ ĐŽŶǀĞƌƐĂƚŝŽŶ͙ 

Overall, most participants understood that the method of facilitation was intended to be non-directive 

and to encourage them to identify issues to work on for themselves. However, there did appear to be 

a certain disconnect, either because people had missed sessions or simply because they were tired 

and had not had a lunch break. These ĐůŝŶŝĐŝĂŶƐ͛ ĐŽŵŵĞŶƚƐ reflect the views of both focus groups:  

It gave us an opportunity for us to reflect͙ but͙ ďĞĐĂƵƐĞ ǁĞ ŚĂǀĞŶ͛ƚ ďĞĞŶ ĂďůĞ ƚŽ ĂƚƚĞŶĚ Ăůů ƚŚĞ ƐĞƐƐŝŽŶƐ͕ 

I think it feels a bit disconnected  

WĞ͛re not having a lunch ďƌĞĂŬ͕ ƐŽ ƚŚĂƚ͛Ɛ ƌĞĂůůǇ ƋƵŝƚĞ ŝŵƉŽƌƚĂŶƚ ͙ ďƵƚ ŝĨ ǇŽƵ ŚĂǀĞŶ͛ƚ ŐŽƚ ƚŚĞ ƚŝŵĞ ĂĨƚĞƌ 

ƚŽ ƐŽƌƚ ƐƚƵĨĨ ŽƵƚ͕ ƚŚĂƚ͛Ɛ ǁŚĞŶ ŝƚ ũƵƐƚ Ěƌags ŝƐŶ͛ƚ ŝƚ͍  
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A few participants, mainly doctors and non-clinical staff, commented on the language used. They 

recognised that the facilitators came from an educational background but found the terminology 

confusing, especially in sessions with two coaches: 

Well, they need to be much more direct, you know, we're healthcare professionals, we don't talk 

around things to patients (doctor)  

TŚĞƌĞ ǁĂƐ Ă ŚƵŐĞ ĞŵƉŚĂƐŝƐ ŽŶ ΀ǆǆǆ΁ ĂůƐŽ ĨĂĐŝůŝƚĂƚŝŶŐ ƐŽŵĞ ŽĨ ƚŚĂƚ ƐĞƐƐŝŽŶ ĂƐ ǁĞůů͕ ƚŚĞƌĞ͛Ɛ Ă ůŽƚ ŽĨ 

conversation between [the two facilitators΁͙ I ĨŽƵŶĚ ΀ƚŚĂƚ΁ ĞǀĞŶ ŵŽƌĞ ĐŽŶĨƵƐŝŶŐ  

Participants recognised that it was a non-directive apƉƌŽĂĐŚ ĂŶĚ ĐŽŵŵĞŶƚĞĚ ŽŶ ƚŚĞ ĨĂĐŝůŝƚĂƚŽƌ͛Ɛ 

skilled approach but many still found this disconcerting, as this exchange in site 2 exemplifies: 

 Iƚ͛Ɛ ŝŶƚĞƌĞƐƚŝŶŐ ƚŽ ƐĞĞ ΀ƚŚĞ ĨĂĐŝůŝƚĂƚŽƌ͛Ɛ΁ ĚŝĨĨĞƌĞŶƚ ǁĂǇ ŽĨ͙ ĚŽŝŶŐ ŝƚ͙ ŚĞ͛Ɛ ŵĂŬŝŶŐ ǇŽƵ ŐŽ ŽŶ ƚŚĞ ũŽƵƌŶĞǇ͕ 

ŚĞ͛Ɛ ŶŽƚ ĚŝƌĞĐƚŝŶŐ͕ ŚĞ͛Ɛ ŬŝŶĚ ŽĨ ĨĂĐŝůŝƚĂƚŝŶŐ͕ ŚĞ͛Ɛ ŶŽƚ ĚŝƌĞĐƚŝŶŐ ǇŽƵ͘ 

 TŚĂƚ͛Ɛ ƚƌƵĞ͕ ǇĞĂŚ͘ 

 AŶĚ ŝƚ͛Ɛ Ă ǀĞƌǇ ĚŝĨĨĞƌĞŶƚ͕ ŝƚ͛Ɛ Ă ǀĞƌǇ ĐůĞǀĞƌ ĂƉƉƌŽĂĐŚ ƚŽ ďĞ ĨĂŝƌ͘ BƵƚ ĂĐƚƵĂůůǇ ǁŚĞƌĞ ǁĞ͛ƌĞ ƐŽ ŬŝŶĚ ŽĨ 

ĐŽŶĐƌĞƚĞ ŝŶ ŵĂǇďĞ ŽƵƌ ƚŚŝŶŬŝŶŐ ĂƐ Ă ŐƌŽƵƉ͕ ŚĞ ĞǆƉŽƐĞĚ ƵƐ͙ ŚĞ ĚŝĚŶ͛ƚ Őive us a set of parameters, he 

ĚŝĚŶ͛ƚ ŐŝǀĞ ƵƐ ƌŝŐŚƚ ƚŚŝƐ ŝƐ ǁŚĂƚ ǁĞ͛ƌĞ ĚŽŝŶŐ ƚŽ ĚŽ͕ ƚŚŝƐ ŝƐ ǁŚĞƌĞ I ǁĂŶƚ ƚŽ ŐĞƚ ƚŽ͘ 

 Mm. 

 HĞ ŬŝŶĚ ŽĨ ůĞĨƚ ƵƐ ĨĞĞůŝŶŐ ĂůŵŽƐƚ ĨůŽƵŶĚĞƌŝŶŐ ƚŽ ƚŚĞ ƉŽŝŶƚ͕ ǁĞůů I ĚŽŶ͛ƚ ŬŶŽǁ ǁŚĂƚ ŚĞ ǁĂŶƚƐ͘ 

 YĞĂŚ͕ ĚŽŶ͛ƚ ŬŶŽǁ ǁŚĂƚ ŚĞ ǁĂŶƚƐ͕ ǇĞĂŚ͘ 

And similarly, site 1 could not initially see where the conversation was leading: 

 WĞ ǁĞƌĞ Ă ďŝƚ ůŝŬĞ͕ ǁŚĂƚ ŝƐ ƚŚŝƐ ĂďŽƵƚ ΀Ăůů ůĂƵŐŚ΁͙ ďĞĐĂƵƐĞ ŝƚ͛Ɛ ůŝŬĞ ŝƚ͛Ɛ ŶŽƚ ƌĞĂůůǇ ƵƐĞĨƵů͕ ŝƚ ĚŝĚŶ͛ƚ ƐĞĞŵ 

ƵƐĞĨƵů ƚŽ ƵƐ͙ ŝƚ͛Ɛ ůŝŬĞ ǁĞůů͙ ǁŚĂƚ ǁĞ ĂƌĞ ĚŽŝŶŐ ƐŝƚƚŝŶŐ ŚĞƌĞ ůŝƐƚĞning to this sort of thing. 

 YĞƐ͕ ŝƚ ǁĂƐŶ͛ƚ ŶĞǀĞƌ ƚĂŶŐŝďůĞ ǁĂƐŶ͛ƚ ŝƚ͕ ƚŚĞƌĞ ǁĂƐŶ͛ƚ͙ 

 No. 

AŶĚ ŝƚ ǁĂƐ ƌĞĂůůǇ ũƵƐƚ ůŽŽŬŝŶŐ Ăƚ ŝƚ ŶŽǁ͕ ďĞĐĂƵƐĞ ŝƚ ǁĂƐŶ͛ƚ ƵŶƚŝů ǁĞ ƚŚŽƵŐŚƚ ŽŚ ĂĐƚƵĂůůǇ ƚŚĞ ƌĞǀŝĞǁ͕ ƚŚĂƚ 

could be really useful, till we felt there was something we cŽƵůĚ ŝŵƉůĞŵĞŶƚ ƚŚĂƚ ǁĂƐ ƵƐĞĨƵů͙ 

Most participants valued written feedback after each session although some could not remember 

receiving it. Several wanted a more structured approach with tangible outcomes, for example, focus 

group 1 suggested that analysis of patient data would give them a better idea about the hub͛Ɛ ŝŵƉĂĐƚ 

on patient care: 

For me the approach was too nebulous, I would have preferred there to have more evidence of what 

ǁĞ͛ƌĞ ĚŽŝŶŐ͙ I ĚŽŶ͛ƚ ŬŶŽǁ ŝĨ ƚŚĞǇ ΀ƉĂƚŝĞŶƚƐ΁ ƐƚĂǇ ŽŶ ůŽŶŐĞƌ Žƌ ƐŚŽƌƚĞƌ͕ I have a kind of feeling but no-

one ever gives us that information  
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In summary, many participants were unclear in advance what was involved, expected clearer aims and 

wanted to know the session dates well in advance. Some found the approach too intangible, perhaps 

ŝŶ ĐŽŶƚƌĂƐƚ ƚŽ ƚŚĞŝƌ ƉĂƚŝĞŶƚ ĨŽĐƵƐĞĚ ĚŝƐĐƵƐƐŝŽŶƐ ǁŚŝĐŚ ĂƉƉĞĂƌĞĚ ƚŽ ďĞ ŵƵĐŚ ŵŽƌĞ ͚ĐŽŶĐƌĞƚĞ͛ ĂŶĚ ƚĂƐŬ 

orientated. There were also different experiences between those participants having one facilitator, 

and those having two at the sessions. However, nearly all participants valued the time to reflect and 

appreciated how skilled the facilitators were.  

3.3 Views on rolling out the programme, its impact on team work and the wider system.  

This section summarises ƉĂƌƚŝĐŝƉĂŶƚƐ͛ views concerning the added value of the programme, whether 

it should be rolled out, what support might be needed to do so and what the impact might be beyond 

an individual team.  

3.3.1 Impact on service delivery and outcomes 

Participants found it difficult to add to earlier comments on professional learning, given that the main 

ďĞŶĞĨŝƚ ŚĂĚ ďĞĞŶ ƚŚĞ ŽƉƉŽƌƚƵŶŝƚǇ ƚŽ ƌĞĨůĞĐƚ ŽŶ ƚŚĞ ƚĞĂŵ͛Ɛ ƉƌŽĐĞƐƐĞƐ ĂŶĚ ŽǀĞƌĂůů ĚĞǀĞůŽƉŵĞŶƚ͗  

Iƚ͛Ɛ ƚŚĞ ĚŝƐĐŝƉůŝŶĞ ĂƌŽƵŶĚ ŚĂǀŝŶŐ ƐŽŵĞďŽĚǇ ƚŚĞƌĞ ƚŽ ƐƵƉƉŽƌƚ ǇŽƵ ƚŽ ĂĐƚƵĂůůǇ ďĞ ƚŚĞ ĚŝĨĨĞƌĞŶƚ ƉĞƌƐƉĞĐƚŝǀĞ 

and I thinŬ ǁŝƚŚŽƵƚ ƐŽŵĞďŽĚǇ ƚŚĞƌĞ ǇŽƵ ĚŽŶ͛ƚ ĚŽ ŝƚ͕ ĞǀĞŶ ŝĨ ǇŽƵ͛ƌĞ ŐŝǀĞŶ ƚŚĞ ƚŝŵĞ I ƚŚŝŶŬ ǇŽƵ͛ǀĞ ŐŽƚ ƚŽ 

be quite disciplined to actually ask the right questions͙ ;doctor) 

I ƚŚŝŶŬ ŚĞ ũƵƐƚ ƐŽƌƚ ŽĨ ƐĂŝĚ ƌĞĨůĞĐƚŝŽŶ ŽŶ͕ ǇŽƵ ŬŶŽǁ͕ ŚĂǀĞ ǇŽƵ ĞǀĞƌ ƌĞĨůĞĐƚĞĚ ŽŶ ǁŚĂƚ ǇŽƵ͛ǀĞ ĚŽne and 

ǁŚĂƚ ǇŽƵ͛ǀĞ ĂĐŚŝĞǀĞĚ͕ ĂŶĚ ŝƚ ǁĂƐ ŬŝŶĚ ŽĨ ůŝŬĞ Ă ůŝŐŚƚďƵůď ŵŽŵĞŶƚ͕ ĂĐƚƵĂůůǇ ŶŽ͕ ǁĞ ŚĂǀĞŶ͛ƚ ŚĂĚ ƚŝŵĞ ƚŽ 

Ɛŝƚ ďĂĐŬ ĂŶĚ ƚŚŝŶŬ ǁŚĂƚ ǁĞ͛ǀĞ ĚŽŶĞ (clinician) 

Participants did not identify any direct impact for patients and/or carers, or new ways of working, 

beyond what has already been discussed. When asked about the sustainability of what they had 

learnt, opinions were limited to whether or not they would benefit from further sessions with an 

external facilitator:  

DŽ ǁĞ ĂĐƚƵĂůůǇ ŶĞĞĚ Śŝŵ͕ ŵĂǇďĞ ǇŽƵ͛Ě ŽŶůǇ Ŷeed the input of somebody like him once a year, whereas 

we will do self-reflection every two months (clinician) 

3.3.2 Perspectives on the benefits for other teams  

Participants largely reverted to talking about the benefits of hub working rather than the programme 

and found it hard to identify what support might be needed to roll out the programme and what the 

benefits might be. Contextual factors included how established other teams were, how they 

functioned and their culture, as participants in site 2 suggested:  

 Do you think it still might be beneficial for groups that͙ ĂƌĞŶ͛ƚ ĂƐ ĨŽƌŵĞĚ ĂƐ ŽƵƌƐ͕ I ĚŽ ƚŚŝŶŬ ƚŚĞƌĞ ŵŝŐŚƚ 

be a benefit. 



24 | P a g e  
 

 MĂǇďĞ͕ I ĚŽŶ͛ƚ ŬŶŽw͙ 

YĞĂŚ͕ ďĞĐĂƵƐĞ ǁĞ͛ǀĞ ďĞĞŶ ƚŚƌŽƵŐŚ Ă ůŽƚ͕ ƌŝŐŚƚ ĨƌŽŵ ƚŚĞ ďĞŐŝŶŶŝŶŐ͕ ǁĞ͛ǀĞ ďĂƐŝĐĂůůǇ ĨŽƌŵĞĚ ŝƚ ŽƵƌƐĞůǀĞƐ͕  

ĂŶĚ ƌƵŶ ŝƚ ŚŽǁ ǁĞ ǁĂŶƚ ƚŽ ƌƵŶ ŝƚ͕ ŵĂǇďĞ ŝĨ ƐŽŵĞŽŶĞ͛Ɛ ƚŚĞƌĞ Ă ďŝƚ ĞĂƌůŝĞƌ͙ 

The programme was regarded as potentially beneficial for teams that were less cohesive, as this 

exchange from site 1 demonstrates: 

I think it depends what their problems are with the way they work, I think definitely out in [xxx] where 

ƚŚĞǇ͛ƌĞ Ăůů ĐŽŶĨůŝĐƚĨƵů ĂŶĚ ƚŚĞǇ ĚŽŶ͛ƚ ĞǀĞŶ ďĞůŝĞǀĞ ƚŚĞ ǁŚŽůĞ ƚŚŝŶŐ ΀hub working] is worth doing, they 

ǁŽƵůĚ ďĞ ƌĞĂůůǇ ďĞŶĞĨŝĐŝĂů ĨƌŽŵ ŚĂǀŝŶŐ ƚŚĂƚ ŐĞŶƚůĞ͙ 

Persuasion [laughs]. 

͙ũƵƐƚ ƚƌƵƐƚ ďƵŝůĚŝŶŐ͙ 

Encouragement. 

͙ĂŶĚ ŬŝŶĚ ŽĨ ĐƵůƚƵƌĂů ĐŚĂŶŐŝŶŐ ƚǇƉĞ ĂƉƉƌŽĂĐŚ 

Finally, both focus groups briefly alluded to the wider system in which they worked. The NHS and 

wider policy context was regarded as peripheral, or even hindering their front-line work: 

IĨ I͛ŵ ŚŽŶĞƐƚ ǁŝƚŚ ƚŚŝƐ ǁŚŽůĞ CHOC ƚŚŝŶŐ I ĚŽŶ͛ƚ ĞǀĞŶ ŐĞƚ ŚĂůĨ ŽĨ ǁŚĂƚ͛Ɛ ŐŽŝŶŐ ŽŶ Ă ůŽƚ ŽĨ ƚŚĞ ƚŝŵĞ ďĞĐĂƵƐĞ 

ƚŚĞƌĞ͛Ɛ ƐŽ ŵĂŶǇ ƉĞŽƉůĞ ŝŶ ƚŚĞƌĞ ΀ƚŚĞ hub ŵĞĞƚŝŶŐ΁͙ ŵǇ ŵĂŝŶ ŽďũĞĐƚŝǀĞ͕ ĂŶĚ I ƚŚŝŶŬ ŵŽƐƚ ŽĨ ŽƵƌ 

objectives, ŝƐ ƚŚĞ ƉĂƚŝĞŶƚƐ ǁĞ͛ǀĞ ŐŽƚ ŽŶ ƚŚĞ ďŝƚ ŽĨ ƚŚĞ ƉĂƉĞƌ ĂƌĞ ƚŚĞ ŝŵƉŽƌƚĂŶƚ ƚŚŝŶŐ͙ (clinician) 

Aůů ƚŚĞƐĞ ƉŽůŝƚŝĐƐ ŽƵƚƐŝĚĞ ŝƚ͕ ĞǀĞŶ ǁŚĞŶ ǁĞ ǁĞŶƚ ƚŽ ƚŚĂƚ ďŝŐ ĐŽŶƐŽƌƚŝƵŵ͕ ƚŚĞǇ ĚŝĚŶ͛ƚ ĞǀĞŶ ŬŶŽǁ ǁŚĂƚ ƚŚĞ 

CHOC was, did they?͙ ĂŶĚ ƚŚĞǇ͛ƌĞ ƚŚĞ ƉĞŽƉůĞ ƚŚĂƚ ĂƌĞ ƵƉ ƚŚĞƌĞ͕ ƐŽ I ĚŽ ƋƵĞƐƚŝŽŶ ƐŽŵĞƚŝŵĞƐ ĞǆĂĐƚůǇ 

ǁŚĂƚ͙ ŝƐ Ăůů ƚŚŝƐ ƐƚƵĨĨ ŐŽŝŶŐ ŽŶ͕ ďĞŚŝŶĚ ƚŚĞ ƐĐĞŶĞƐ͕ I ĚŽŶ͛ƚ ŬŶŽǁ͙ (clinician) 

TŚĞ NH“ ŝƐ Ă ǀĞƌǇ ĐůƵŶŬǇ ŵĂĐŚŝŶĞ ŝƐŶ͛ƚ ŝƚ͕ ďƵƚ I ƚŚŝŶŬ ƚŚĞ ƚŚŝŶŐƐ ƚŚĂƚ ĂƌĞ ĂůǁĂǇƐ ŐŽŝŶŐ ƚŽ ŚŽůĚ ƵƐ ƵƉ ĂƌĞ 

well outside our control, because decisions are made way up about changing things without any sort of 

ŶĞŐŽƚŝĂƚŝŽŶ ǁŝƚŚ ƚŚĞ ƉĞŽƉůĞ ŽŶ ƚŚĞ ŐƌŽƵŶĚ ĨůŽŽƌ͙ ƚŚĞ NH“ ũƵƐƚ ĚŽĞƐŶ͛ƚ ŬĞĞƉ ƵƉ ǁŝƚŚ ƚŚĞ ĐŚĂŶŐĞ ŝŶ 

ƐŽĐŝĞƚǇ͙ ǇŽƵ ŬŶŽǁ͕ ŵŽƌĞ ƉĞŽƉůĞ ǁŝƚŚ ĚĞŵĞŶƚŝĂ ůŝǀŝŶŐ ĂůŽŶĞ ŝŶ ƚŚĞŝƌ ŚŽŵĞ͙ I ƚŚŝŶŬ ĂƐ ĨĂƌ ĂƐ ǁĞ͛ƌĞ 

ĐŽŶĐĞƌŶĞĚ I ƚŚŝŶŬ ǁĞ͛ƌĞ ĚŽŝŶŐ ĂƐ ŵƵĐŚ ĂƐ ǁĞ ĐĂŶ ĚŽ͕ ĂŶĚ I ĚŽŶ͛ƚ ƚŚŝŶŬ ΀ĨĂĐŝůŝƚĂƚŽƌ͛Ɛ] approach is going 

to change any of that. (clinician) 

In summary, participants thought that other hubs could benefit from the programme depending on 

ĐŽŶƚĞǆƚƵĂů ŝƐƐƵĞƐ ƐƵĐŚ ĂƐ ƚŚĞ ƚĞĂŵ͛Ɛ ĂƉƉƌŽĂĐŚ ĂŶĚ outlook. They struggled to comment on the 

logistics of upscaling the approach and what support might be required for this to succeed.  

 

3.4 TŚĞ ĨĂĐŝůŝƚĂƚŽƌƐ͛ ƉĞƌƐƉĞĐƚŝǀĞ  

TŚŝƐ ƐĞĐƚŝŽŶ ĨŽĐƵƐĞƐ ŽŶ ƚŚĞ ĨĂĐŝůŝƚĂƚŽƌƐ͛ ƉĞƌƐƉĞĐƚŝǀĞ ĐŽŶĐĞƌŶŝŶŐ ƚŚĞ ĂŝŵƐ ŽĨ ƚŚĞ ƐĞƐƐŝŽŶƐ ƵƐŝŶŐ 

͚ĐŽŶǀĞƌƐĂƚŝŽŶs in ĐŚĂŶŐĞ͕͛ ŝƚƐ ĚĞůŝǀĞƌǇ͕ ŽƵƚĐŽŵĞƐ ĂŶĚ ŽƉƉŽƌƚƵŶŝƚŝĞƐ ƚŽ ŽĨĨĞƌ ŝƚ ŵŽƌĞ ǁŝĚĞůǇ͘    
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3.4.1 Aims and expectations  

The facilitators clearly articulated the approach, their rationale for selecting it and its theoretical 

underpinning, set within the current policy agenda: 

The systems side leads us to believe that everything has to be understood within its context and the 

context with the Five Year Forward View and so on is increasingly multi-ƉƌŽĨĞƐƐŝŽŶĂů͕ ŝƚ͛Ɛ ƚŽ ĚŽ ǁŝƚŚ 

ĚŝĂůŽŐƵĞ͕ ŝƚ͛Ɛ ƚŽ ĚŽ ǁŝƚŚ ŵƵƚƵĂů ƵŶĚĞƌƐƚĂŶĚŝŶŐ ŽĨ ƉĞŽƉůĞ͛Ɛ ĐŽŶƐƚƌƵĐƚŝŽŶƐ ŽĨ ƚŚĞ ǁŽƌůĚ͕ ǁŚŝĐŚ ŽďǀŝŽƵƐůǇ 

are different between doctors and other professions. And the narrative side leads us to believe that all 

ŽĨ ƚŚŝƐ ŝƐ ĐŽŶƐƚƌƵĐƚĞĚ ĂŶĚ ĞŶĂĐƚĞĚ ƚŚƌŽƵŐŚ ƚŚĞ ĞǀŽůƵƚŝŽŶ ŽĨ ƐƚŽƌŝĞƐ ƐŽ ƚŚĂƚ ǇŽƵ͛ƌĞ ĞƐƐĞŶƚ ially working 

with people describing their realities and creating a space in which those descriptions can evolve in, as 

people have a dialogue with each other. (Facilitator 1, F1) 

As a bottom-up approach, starting with front-line clinicians at a local level, the facilitators felt it should 

be possible to make incremental changes that reach the managerial level and indirectly lead to better 

team working: 

I ǁĂƐ ǀĞƌǇ ŬĞĞŶ ƚŽ ĂĚŽƉƚ ƚŚŝƐ ĂƉƉƌŽĂĐŚ ďĞĐĂƵƐĞ I͛ǀĞ ƚŚŽƵŐŚƚ ĨŽƌ Ă ůŽŶŐ ƚŝŵĞ ƚŚĂƚ ŚĂǀŝŶŐ Ă ŵƵĐŚ ŵŽƌĞ 

bottom-up, based in reality, based in the messy world of day-to-day practice, which is orientated more 

towards that socially constructed model, was what we needed and also it was the way͙ to perhaps 

influence some of those above me. I think as time has gone on I ŚĂǀĞ ĨŽƵŶĚ ƚŚĂƚ ďĞĐĂƵƐĞ ǁĞ͛ǀĞ ŶŽǁ 

gathered a bit of traction with this type of approach, by having the same conversation in lots of different 

ĐŝƌĐůĞƐ ŝƚ͛Ɛ ƐƚĂƌƚŝŶŐ ƚŽ ĨĞĞĚ ďĂĐŬ ƵƉ ƚŚƌŽƵŐŚ ƚŚĞ ĨŽŽĚ ĐŚĂŝŶ ƚŽ ƐŽŵĞ ŽĨ ƚŚĞ ƉĞŽƉůĞ ǁŚŽ ĂƌĞ ŝŶ ƚŚŽƐĞ 

managerial positions. (F2) 

However, both facilitators were aware that the narrative element was somewhat at odds with most 

ŵĂŶĂŐĞƌƐ͛ ĚŝƐĐŽƵƌƐĞ ĂŶĚ ƚŚĂƚ ƚŚŝƐ ĐŽƵůĚ ĐĂƵƐĞ ĐŽŶĨƵƐŝŽŶ͗ 

Iƚ ĐĂŶ ďĞ ƋƵŝƚĞ ŚĂƌĚ ƚŽ ŐĞƚ ŵĂŶĂŐĞƌƐ ǁŚŽ ƵŶĚĞƌƐƚĂŶĚ ŝƚ ďĞĐĂƵƐĞ ŝƚ͛Ɛ ƐŽ ĐŽƵŶƚĞƌ-ĐƵůƚƵƌĂů͙ you get some 

ƉĞŽƉůĞ ǁŚŽ ůŽŽŬ ƉĞƌƉůĞǆĞĚ ďĞĐĂƵƐĞ ŝƚ ŝƐ ƐŽ͕ ƚŚĞ ůĂŶŐƵĂŐĞ ŝƐ ƐŽ ĂůŝĞŶ͙ (F1) 

The approach was described as taking place within a regulatory, legal, organisational and policy 

context but is not driven by these aspects and is a dynamic process that facilitates change through 

discussion: 

The philosophy of conversation inviting change is essentially that change happens incrementally from 

ŵŽŵĞŶƚ ƚŽ ŵŽŵĞŶƚ ŝŶ ĚŝĂůŽŐƵĞ ďĞƚǁĞĞŶ ƉĞŽƉůĞ͙ ƉĂƌƚ ŽĨ ƚŚĂƚ ĚŝĂůŽŐƵĞ ŝƐ ŝŶƚƌŽĚƵĐŝŶŐ ĐŽŶƚĞǆƚƐ͙ ďƵƚ ŝƚ͛Ɛ 

saying that those contexts should not drive the conversation, those contexts should be introduced and 

ĂďƐŽƌďĞĚ ŝŶƚŽ ƚŚĞ ĐŽŶǀĞƌƐĂƚŝŽŶ ƐŽ ƚŚĂƚ ƉĞŽƉůĞ ĂƌĞ ĐŽŐŶŝƐĂŶƚ ŽĨ ƚŚĞŵ͙ ďƵƚ ǁŝƚŚŝŶ ƚŚŽƐĞ ĐŽŶƐƚƌĂŝŶƚƐ Žƌ 

influences they evolve their own view of what should happen and how things should happen͙ ;FϭͿ 

The approach in itself was felt to be non-directive and neutral:  
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The core linguistic process is essentially firstly curiosity and questioning, secondly that everything 

follows on from something that has emerged from the people you are listening to͙ ;FϭͿ 

Conversely, the facilitators remarked that teams were presented with the opportunity to use the 

reflective space however they wanted, and to set their own goals, but they did not use the space as 

envisioned: 

When we went into the first meeting of each hub I basically presented it as this is an opportunity for you 

to have a reflective space͙ to set their own objectives͙ ǁŚĂƚ ǁĞ͛Ě ŶŽƚ ĨƵůůǇ ĂƌƚŝĐƵůĂƚĞĚ ŝŶ ŽƵƌ ŽǁŶ ŵŝŶĚƐ 

or to each other was that that was in retrospect a little disingenuous because [F2] was kind of thinking 

͞I ĚŽ ŚŽƉĞ ƚŚĞǇ ĐŽŵĞ ƵƉ ǁŝƚŚ Ă͕ ď ĂŶĚ Đ ĂƐ ŽďũĞĐƚŝǀĞƐ͙͟ it became apparent, especially with the first 

hub that that was simply not part of their mind-set, the first hub is very target-driven͙ (F1) 

From the facilitĂƚŽƌƐ͛ ǀŝĞǁƉŽŝŶƚƐ͕ ďoth hubƐ ƚŽŽŬ Ă ƐŽŵĞǁŚĂƚ ͚ĐŽŶĐƌĞƚĞ͛ ĂƉƉƌŽĂĐŚ ;ŽŶĞ ŵŽƌĞ ƚŚĂŶ ƚŚĞ 

other) and chose tasks with specific goals and outcomes, perhaps demonstrating the gap that the 

approach intended to address - ƚŚĞ ŶĞĞĚ ƚŽ ƌĞĨůĞĐƚ ŽŶ Ă ͚ŚŝŐŚĞƌ ĐŽŶĐĞƉƚƵĂů ůĞǀĞů͛ ;FϭͿ͘ TŚŝƐ seemed to 

be compounded by different underlying agendas: the need to increase the availability of placements 

for GP trainees in a multi-professional setting and the policy agenda around STPs:  

OŶĞ ŽĨ ƚŚĞ ƉĞƌŚĂƉƐ ƚĞŶƐŝŽŶƐ ƚŚĂƚ ǁĞ͛ǀĞ ĐŽŵĞ ĂĐross is the purity of the conversations inviting change 

ŵŽĚĞů͙ ĂŶĚ ƚŚĞ ĨĂĐƚ ƚŚĂƚ I ĂĐƚƵĂůůǇ ĐŽŵĞ ǁŝƚŚ ĐĞƌƚĂŝŶ ŐŽĂůƐ ŝŶ ŵŝŶĚ͕ ŐŽĂůƐ ƚŚĂƚ͙ are most definitely 

ŽƉĞŶ ƚŽ ƐŚĂƉŝŶŐ͙ ďƵƚ ŽďǀŝŽƵƐůǇ I Ăŵ ƚŽ ƐŽŵĞ ĚĞŐƌĞĞ ƚĂƐŬĞĚ ǁŝƚŚ͙ what other parts of the system or 

other individuals might want. (F2) 

In terms of their [the hubƐ΁ ĐŽůůĞĐƚŝǀĞ ŐŽĂů͕ ŝƚ͛Ɛ ƉƌĞƐĐƌŝďĞĚ ďǇ ĂŶ ĂŐĞŶĚĂ ƚŚĂƚ ĐŽŵĞƐ ĨƌŽŵ ƚŚĞ CCG [clinical 

commissioning groups]/STP and their focus is around the frailty agenda. So they are meeting specifically 

as an MDT to put in place local care, however you would define local care, with a specific initial focus 

on the frailty agenda. (F2) 

However, the facilitators noted that the hubs did not seem to fully comprehend these agendas which 

added to the lack of clarity aroƵŶĚ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ ƉƵƌƉŽƐĞ ĂŶĚ ƚŚĞ ĨĂĐŝůŝƚĂƚŽƌƐ͛ ƌĞŵŝƚ͗ 

They [hubs] ĚŽŶ͛ƚ ŶĞĐĞƐƐĂƌŝůǇ ƵŶĚĞƌƐƚĂŶĚ ƚŚĞ ŚŝŐŚĞƌ ƐƚƌƵĐƚƵƌĞƐ ǁŚŝĐŚ ǁĞ͛ƌĞ ĂǁĂƌĞ ŽĨ͕ ƚŚĞǇ ƵŶĚĞƌƐƚĂŶĚ 

the local structures, ͙ ƚŚĞ ƐƚĞĞƌ ƚŚĞǇ͛ƌĞ ďĞŝŶŐ ŐŝǀĞŶ ďǇ ƚŚĞ CCG ĞƚĐ͕͘ ďƵƚ ŵŽƐƚ ŽĨ ƚŚĞ ƉĞŽƉůĞ ƌŽƵŶd the 

ƚĂďůĞ ĚŽŶ͛ƚ ƵŶĚĞƌƐƚĂŶĚ ƚŚĞ ǁŝĚĞƌ ĐŽŶƚĞǆƚ ŽĨ ĨŽƌ ĞǆĂŵƉůĞ ƚŚĞ “TP Žƌ ƚŚĞ ƉŽƚĞŶƚŝĂů ŝŶǀŽůǀĞŵĞŶƚ ŽĨ HĞĂůƚŚ 

Education England͙ but also our own authority to give them a steer is quite unclear because it is guided 

by our knowledge of the general direction ŽĨ ƚƌĂǀĞů ŽĨ ĚŽĐƵŵĞŶƚƐ ůŝŬĞ ƚŚĞ FŝǀĞ YĞĂƌ FŽƌǁĂƌĚ VŝĞǁ͙ ǁĞ͛ƌĞ 

ŝŶ Ă ƉŽƐŝƚŝŽŶ ƚŽ ŝŶĨŽƌŵ ƚŚĞŵ ŽĨ ƚŚŽƐĞ ƚŚŝŶŐƐ ďƵƚ ǁĞ͛ƌĞ ŶŽƚ ŝŶ Ă ƉŽƐŝƚŝŽŶ͙ ƚŽ ĚŝƌĞĐƚ ƚŚĞŵ͙ ŶŽƌ ŝƐ ŝƚ ǀĞƌǇ 

ĐůĞĂƌ ƚŚĂƚ ǁĞ͛ǀĞ ŐŽƚ ŵĂŶǇ ŝŶĐĞŶƚŝǀĞƐ ƚŽ ŽĨĨĞƌ ƚŚĞŵ͙ we need to steer a very careful line between not 

ƚƌǇŝŶŐ ƚŽ ƉƵƐŚ ƚŚĞŵ ŝŶ Ă ĚŝƌĞĐƚŝŽŶ ƐŝŵƉůǇ ďĞĐĂƵƐĞ ǁĞ ƚŚŝŶŬ ŝƚ͛Ɛ Ă ŐŽŽĚ ŝĚĞĂ ďƵƚ ŝŶĨůƵĞŶĐŝŶŐ ƚŚĞŵ ƚŽ ƐĞĞ 

that it is in their own best interest͙ because then they will be more fit for purpose as things change. 

(F1) 
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The facilitators remarked on the level of appreciation of the wider context within the team meetings. 

One hub, which they felt appeared more medically orientated, less patient-centred and to a certain 

extent less democratic than the other, seemed to use a discourse that distanced patients, particularly 

those who were difficult to engage: 

TŚĞǇ͛ůů ƚĂůŬ ĂďŽƵƚ͕ ͞I ƚĂůŬĞĚ ƚŽ ƚŚĞ ŚƵƐďĂŶĚ͟ ͙ Iƚ͛Ɛ ǀĞƌǇ ŵĞĚŝĐĂů͕ ŝƚ͛Ɛ ǀĞƌǇ ĚŝƐƚĂŶĐŝŶŐ͙ ǁĞ ŚĞĂƌ ŶĂƌƌĂƚŝǀĞƐ 

ůŝŬĞ ͞I ǁĞŶƚ ŝŶ ĂŶĚ ƚŚĞǇ ĚŝĚŶ͛ƚ ǁĂŶƚ ŝŶƉƵƚ ĨƌŽŵ ŽƵƌ ƐĞƌǀŝĐĞ ƐŽ I ůĞĨƚ͕͟ ͙ ǀĞƌǇ ƚŚŝŶ ŶĂƌƌĂƚŝǀĞƐ͙ ͙ TŚĞƌĞ͛Ɛ 

ŶŽ ƐĞŶƐĞ ŽĨ͙ ŚŽǁ ŵƵĐŚ ŽƵŐŚƚ ǁĞ ƚŽ ĚŽ ŝŶ ƚŚŝƐ ĐŽŶƚĞǆƚ ƚŽ ŵĂŬĞ ƐƵƌĞ ƚŚŝƐ ƉĞƌƐŽŶ ǁŚŽ ĂĐƚƵĂůůǇ ŚĂƐ ƋƵŝƚĞ 

ĐŽŵƉůĞǆ ŶĞĞĚƐ ŐĞƚƐ ƚŚĞŵ ĂĚĚƌĞƐƐĞĚ ĂŶĚ ĚŽĞƐŶ͛ƚ ƚĂŬĞ Ă ŚŽƐƚŝůĞ ĂƚƚŝƚƵĚĞ ƚŽǁĂƌĚƐ ΀ĐůŝŶŝĐŝĂŶƐ΁͙ (F1) 

This hubƐ͛ ŵĞĚŝĐĂů ĚŝƐĐŽƵƌƐĞ seemed to be in contrast to the other hub which appeared more 

reflective in their approach and more receptive to the programme:  

They seemed to have a much more collegial and much more compassionate, a community-oriented view 

of what their task was. So the conversations were much softer (F1) 

FƌŽŵ ƚŚĞ ĨĂĐŝůŝƚĂƚŽƌƐ͛ ƉĞƌƐƉĞĐƚŝǀĞ͕ three sessions were perhaps over-ambitious to gain trust, develop 

understanding of the approach, set and deliver goals, and support the team in taking on an 

expert/educational role.  

3.4.2 Format and delivery  

There were not many issues raised by the facilitators around delivery but two key constraints were 

articulated, perhaps underpinning the confusion that some participant expressed. Firstly, there was 

insufficient time at the outset to explain the pƌŽŐƌĂŵŵĞ͛Ɛ ƉƵƌƉŽƐĞ ĂŶĚ ƚŚĞ ĚŝĨĨĞƌĞŶƚ ĂŐĞŶĚĂƐ͗  

OŶ ďŽƚŚ ŽĐĐĂƐŝŽŶƐ͙ we put it in very general terms͙ I ĚŽŶ͛ƚ ƚŚŝŶŬ ǁĞ ǁĞƌĞ ŶĞĂƌůǇ ƚƌĂŶƐƉĂƌĞŶƚ ĞŶŽƵŐŚ 

about that there was a list of other agenda that we had in our minds to do with the needs of STPs and 

HE and so on. (F1) 

While sessions were initially facilitated by one coach, they were later facilitated by both, which 

reflected their different remits but perhaps added to the confusion:  

I think things evolved, the assumption at the beginning was that I would facilitate the meetings and [F2] 

would be there as a resource. I think as time went on and we realised that [F2΁͛s hopes for the group 

were a very important part of the dialogue we brought [F2] in more and more but I think that was an 

appropriate thing to do͙ (F1) 

However, this put one of the facilitators in a difficult position: 

Iƚ ƐƚĂƌƚĞĚ ƚŽ ŵĂŬĞ ŵĞ ĨĞĞů ƐůŝŐŚƚůǇ ĞƚŚŝĐĂůůǇ ĐŚĂůůĞŶŐĞĚ͙ it puts me in a position of wanting to be true to 

the CIC methodology but also needing to deliver a particular output. (F2) 
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SĞĐŽŶĚůǇ͕ ƚŚĞƌĞ ǁĂƐ Ă ĐƵůƚƵƌĂů ŐĂƉ ďĞƚǁĞĞŶ ƚŚĞ ĨĂĐŝůŝƚĂƚŽƌƐ͛ ĞĚƵĐĂƚŝŽŶĂů ďĂĐŬŐƌŽƵŶĚ ĂŶĚ ƚŚĂƚ ŽĨ 

clinicians and this was apparent in the terminology both parties used: 

I think [I and F2] ŚĂǀĞ ďŽƚŚ ďĞĞŶ ŽŶ Ă ƚǇƉŝĐĂů ĞĚƵĐĂƚŝŽŶĂůŝƐƚ͛Ɛ ũŽƵƌŶĞǇ ǁŚĞƌĞ ƉŽƐƐŝďůǇ ǁĞ lose touch a bit 

ǁŝƚŚ ǁŚĂƚ ŝƚ͛Ɛ ůŝŬĞ͙ to be a clinician. (F1)  

TŚĂƚ ůĂŶŐƵĂŐĞ ďĞůŽŶŐƐ ƚŽ ƚŚĞ ǁŽƌůĚ ŽĨ ĞĚƵĐĂƚŝŽŶĂůŝƐƚƐ͙ ƚŚĞƐĞ ĂƌĞ ũŽďďŝŶŐ ĐůŝŶŝĐŝĂŶƐ ĂŶĚ ƐŽ I ƚŚŝŶŬ ǁĞ 

are learning how to translate our language into their terms. (F1) 

For the more medically oriented hub, this gap seemed particularly difficult to bridge. In addition, the 

ĨĂĐŝůŝƚĂƚŽƌƐ ĚŝĚ ŶŽƚ ŚĂǀĞ ƐƵĨĨŝĐŝĞŶƚ ŝŶĨŽƌŵĂƚŝŽŶ ŝŶ ĂĚǀĂŶĐĞ ƚŽ ŐĂƵŐĞ ƚŚĞ ƚĞĂŵ͛Ɛ ůĞǀĞů ŽĨ ŝŶƚĞƌ-

professional cohesion nor had they expected such a difference between both hubs: 

I ƉƌĞĨĞƌ ƚŽ ŐŽ ŝŶ ĨĂŝƌůǇ ĐŽůĚ ĂŶĚ ũƵƐƚ ǁŽƌŬ ǁŝƚŚ ǁŚĂƚ I ĨŝŶĚ ŝŶ ƚŚĞ ƌŽŽŵ ƐŽ I ǁŽƵůĚŶ͛ƚ ŚĂǀĞ ƌĞŐĂƌĚĞĚ ƚŚĂƚ 

ĂƐ Ă ƉĂƌƚŝĐƵůĂƌ ŽďƐƚĂĐůĞ͙ ͙  WĞ ŚĂĚ ŶŽ ŝĚĞĂ ŚŽǁ ǀĞƌǇ ĚŝĨĨĞƌĞŶƚ ƚŚĞ two cultures were - the very slick 

operational culture in [one site] ͙ [compared to] a much more sociable and mutually supportive culture 

of [the other site]͙ (F1) 

TŚŝƐ ĂůƐŽ ƚŽƵĐŚĞĚ ŽŶ ƚŚĞ ƚŝŵŝŶŐ ŽĨ ƚŚĞ ƉƌŽŐƌĂŵŵĞ ŝŶ ƚĞƌŵƐ ŽĨ ƚŚĞ ƚĞĂŵ͛Ɛ ĚĞǀĞůŽƉŵĞŶƚ. Similar to the 

hubs, the facilitators had mixed views about the most opportune time to intervene: 

IŶ ƚŚĞŽƌǇ͕ I ĐĂŶ ƐĞĞ ŵŽƌĞ ĂĚǀĂŶƚĂŐĞƐ ƚŽ ǁŽƌŬŝŶŐ ǁŝƚŚ Ă ŐƌŽƵƉ Ăƚ ǀĞƌǇ ĞĂƌůǇ ƐƚĂŐĞƐ ŽĨ ĨŽƌŵŝŶŐ͕ ƚŚĞǇ͛ƌĞ 

ůĞƐƐ ůŝŬĞůǇ ƚŽ ŚĂǀĞ ĨĂůůĞŶ ŝŶƚŽ Ă ƌŝƚƵĂůŝƐĞĚ ǁĂǇ ŽĨ ǁŽƌŬŝŶŐ͘ AŶĚ ŝĨ ǇŽƵ ĨŝŶĚ ƚŚĂƚ ƚŚĞǇ͛ƌĞ ĂůƌĞĂĚǇ ǁŽƌŬŝŶŐ ŝŶ 

Ă ǀĞƌǇ ƌŝƚƵĂůŝƐĞĚ ĨĂƐŚŝŽŶ ƚŚĞŶ ŝƚ͛Ɛ Ɛtill possible to do a different type of work with them. (F1) 

However, the facilitators understood that it was important to have an alliance with key people within 

the hub, including the chair who had the potential to promote or block progress. Both facilitators were 

aware that certain individuals were sceptical of the approach:   

AŶĚ ƚŚĞƌĞ ĂƌĞ͙ ƉĞŽƉůĞ ŚĞƌĞ ǁŚŽƐĞ ĂůůŝĂŶĐĞ ǁĞ ŶĞĞĚ͙΀X΁͕ ǁŚŽ I ƚŚŝŶŬ ǁĂƐ ƋƵŝƚĞ Ɛceptical, you know, like 

͞ǁŚŽ ĂƌĞ ƚŚĞƐĞ ƐŽƌƚ ŽĨ ǁŝƐŚǇ-washy, you know, therapy types coming to psychoaŶĂůǇƐĞ ƵƐ͍͟ ǇŽƵ ŬŶŽǁ͕ 

ƚŚĂƚ ǁĂƐ ǁŚĂƚ I ƉŝĐŬĞĚ ƵƉ ĨƌŽŵ͘͘΀X͛Ɛ΁ ďŽĚǇ ůĂŶŐƵĂŐĞ͘ BƵƚ I ƚŚŝŶŬ ΀X΁ ŚĂƐ ŐƌĂĚƵĂůůǇ ĐŽŵĞ on-board and it 

ǁĂƐ ƋƵŝƚĞ ĐůĞĂƌ ǁĞ ŶĞĞĚĞĚ͙ ƚŚĞŵ ƚŽ ďĞůŝĞǀĞ ŝŶ ǁŚĂƚ ǁĞ ǁĞƌĞ ĚŽŝŶŐ͘ 

Finally, it is worth noting that both hubs received written feedback after each session which the 

facilitators felt was positively responded to by participants: 

 After each meeting we sent them minutes of what they thought [were] the important points were to 

work at and we invited them to focus on those so they can report back to us at the next meeting what 

ƚŚĞǇ ƚŚŽƵŐŚƚ ƚŚĞǇ͛Ě ĂĐŚŝĞǀĞĚ͙ WĞ ǁĞƌĞ ƋƵŝƚĞ ƐƵƌƉƌŝƐĞĚ Ăƚ ŚŽǁ ƐĞƌŝŽƵƐůǇ ƚŚĞǇ͛Ě ƚĂŬĞŶ ƚŚĂƚ. (F1)  
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3.4.3 Outcomes and opportunities  

As identified by clinicians, the main tangible outcome was deciding to hold a reflective space in 

addition to the usual patient related meetings. This indicates that the hubs understood the 

programme intended to develop their team work with an indirect impact on patient care: 

I think we were quite clear that we wanted them to be able to work together to be the best that they 

can. (F2) 

However, the facilitators questioned how reflective the hubs would be without a coach or critical 

friend: 

What they call a reflective space may be in a far more concrete way than in a way you and I would 

prefer͙ AŶĚ ŝŶ Ă ƐĞŶƐĞ ƚŚĂƚ͛Ɛ ƚŚĞŝƌ ƉƌĞƌŽŐĂƚŝǀĞ ďƵƚ ƚŚĂƚ ĚŽĞƐŶ͛ƚ ŶĞĐĞƐƐĂƌŝůǇ ŵĞĂŶ ƚŚĂƚ ƚŚĞǇ͛ǀĞ ŐŽƚ ƚŚĞ 

ĐŽŶĐĞƉƚ ƚŚĂƚ ǇŽƵ ǁĞƌĞ ƚƌǇŝŶŐ ƚŽ ĐŽŶǀĞǇ͙ (F1) 

The second tangible outcome, if arrangements were made, was considered to be supporting the hubs 

to take on trainee GPs: 

In terms of Health Education England we need more training placements and we need those to be multi-

professional and we need education to be delivered in an interdisciplinary, inter-professional fashion. 

These are looser aspirations I suppose but tŚĂƚ͛Ɛ ǁŚĂƚ ǁĞ ǁĂŶƚ͕ ĂŶĚ ůŽĐĂůůǇ ǁĞ ĂůƐŽ ǁĂŶƚ ƚŚĞŵ ƚŽ ƚĂŬĞ 

medical students. (F2) 

However, there were other wider aspirations, including developing the role of a critical friend within 

the hub, which both facilitators did not think had been achieved: 

I wanted them to take on-board this notion of a critical friend to see what we were doing and to be able 

ƚŽ ŚĂǀĞ ƚŚĞ ŽƉƉŽƌƚƵŶŝƚǇ͙ 

I ĚŽŶ͛ƚ ƚŚŝŶŬ ǁĞ ŐŽƚ ƚŚĂƚ͘ 

AŶĚ I ĚŽŶ͛ƚ ƚŚŝŶŬ ƚŚĂƚ ĐĂŵĞ ƚŚƌŽƵŐŚ Ăƚ Ăůů͘ 

Again, this appeared to stem from lack of clarity at the outset, although this could have been 

counterproductive (in that hubs may have rejected the agenda): 

I ƚŚŝŶŬ ǁĞ ŚĞůƉĞĚ ƚŚĞŵ ĂĐŚŝĞǀĞ ƚŚĞ ŽďũĞĐƚŝǀĞƐ ƚŚĂƚ ǁĞ ŚĂĚ ĞǆƉůŝĐŝƚůǇ ƐĞƚ ĨŽƌ ƚŚĞŵ͙ ŝŶ ƚŚŽƐĞ ƚĞƌŵƐ ƚŚĞǇ 

ĂĐŚŝĞǀĞĚ ǁŚĂƚ ǁĞ͛Ě ŽĨĨĞƌĞĚ ƚŚĞŵ͘ I ƚŚŝŶŬ ǁŚĂƚ ƚŚĞǇ ĚŝĚŶ͛t do is, to put it bluntly, to guess where we 

wanted them to go. (F1) 

While the hubs only identified tangible outcomes, the facilitators could see opportunities to develop 

their role. For example, the hubs could increase their involvement with patient and public engagement 

(PPI) as well as sharing their expertise within primary care, not just with medics but across health, 

social care and the voluntary sector. 



30 | P a g e  
 

In terms of the hubs, the facilitators were keen to have further input with them and to role the 

programme out to other teams. They were clear that there is no obvious ͚ĞŶĚƉŽŝŶƚ͛ ĂŶĚ ƚŚĂƚ ƚĞĂŵƐ 

have to continually adapt and would therefore benefit from further support: 

I think a lot of leadership models are explicitly or implicitly based on the idea that you get somewhere, 

ƚŚĞƌĞ ŝƐ ĂŶ ĞŶĚ ƉŽŝŶƚ ǁŚĞŶ ƚŚŝŶŐƐ ǁŽƌŬ͘ I ĂĐƚƵĂůůǇ ĚŽŶ͛ƚ ďĞůŝĞǀĞ ƚŚĂƚ͙ ǁĞ͛ƌĞ ĚĞĂůŝŶŐ ŚĞƌĞ ǁŝƚŚ ĐŽŶƐƚĂŶƚ 

flux of resources coming, resources going, structures coming, structures going͙ ǁĞ͛ƌĞ ǁŽƌŬŝŶŐ ǁŝƚŚ Ă 

system, everything in that system and everything around that system is changing, so that the best 

favour we can do anybody is to help them move into a different way of thinking that accepts that and 

accepts there are constantly going to be buffets, constantly going to be insults to their way of working, 

ƚŚĞƌĞ͛Ɛ ŐŽŝŶŐ ƚŽ ďĞ ĐŽŶƐƚĂŶƚ ĂĚĂƉƚĂƚŝŽŶ ŶĞĞĚĞĚ͕ ƚŚĂƚ͛Ɛ ŶĞǀĞƌ ŐŽŝŶŐ ƚŽ ƐƚŽƉ (F1) 
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4 Summary of the findings  

This summary considers whether the programme was feasible, effective and provided added value to 

ƚŚĞ ŚƵďƐ͛ ƉƌŝŽƌ ĂƉƉƌŽĂĐŚ ƚŽ Ɖrofessional development. The section is structured according to the 

ĞǀĂůƵĂƚŝŽŶ͛Ɛ ŽďũĞĐƚŝǀĞƐ ĂŶĚ ĂŝŵƐ ƚŽ ƐǇŶƚŚĞƐŝƐ ƚŚĞ ƉĞƌƐƉĞĐƚŝǀĞƐ ŽĨ Ăůů ƐƚĂŬĞŚŽůĚĞƌƐ͘ 

4.1 Perceptions of professional development as experienced through the hub support  

Participants valued the opportunity to take time out from the pressure of their daily schedule to reflect 

on their professional development, both individually and as a team. There was little evidence of any 

significant changes in individual outlook, team approach or service delivery. While it might be overly 

ambitious to expect that there would be, ŐŝǀĞŶ ƚŚĞ ŝŶƚĞƌǀĞŶƚŝŽŶ͛Ɛ ƐŚŽƌƚ ĚƵƌĂƚŝŽŶ͕ facilitators appeared 

to have anticipated wider changes than participants identified.  

The main outcome was that both hubs decided to initiate a monthly space for reflecting on process, 

in addition to their regular meetings, and regarded this as a positive outcome. Both hubs presented 

as cohesive teams that worked well together and had common goals anchored in what was beneficial 

for their patŝĞŶƚƐ͘ TŚĞƌĞĨŽƌĞ͕ ĨƌŽŵ ƚŚĞŝƌ ƉĞƌƐƉĞĐƚŝǀĞ ƚŚĞƌĞ ǁĞƌĞ ůŝŵŝƚƐ ƚŽ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ ƉŽƚĞŶƚŝĂů 

added value.  

The facilitators endorsed the main outcome but envisioned a wider remit for the programme than the 

hubs. For example, they could see opportunities to take on trainee GPs; enable the hubs to share their 

ĞǆƉĞƌƚŝƐĞ͖ ĂŶĚ ĚĞǀĞůŽƉ PPI ŝŶǀŽůǀĞŵĞŶƚ͘ TŚĞ ĨĂĐŝůŝƚĂƚŽƌƐ ŚĂĚ Ă ĐůĞĂƌ ǀŝĞǁ ŽĨ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ ĂŝŵƐ 

which reflected the wider policy agenda but participants did not regard this as relevant to their daily 

working lives. The facilitators intended the hubs to use the reflective space however they wanted but 

the hubs did so in a way that was not quite as envisioned, resulting in an underlying tension, or 

mismatch of agendas. Consequently, an underlying dissonance manifested in the confusion expressed 

by some participants.  

4.2 Perceptions of the method of facilitation 

The lack of clarity around the aims permeated the interviews and focus groups. Alongside uncertainty 

of purpose, participants struggled with an educational approach (and terminology) which they found, 

to varying degrees, somewhat intangible. While facilitators regarded the sessions as an open forum 

that participants could mould to suit their needs, they also acknowledged that they had their own 

underlying agenda which the hubs had sensed. The facilitators suggested that this stemmed from 

insufficient time at the start such that they had to present the programme in general terms; further 

time would have allowed them to be more explicit. Similarly, having just three sessions was perhaps 

overly ambitious to achieve their aims.  
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While sessions were initially facilitated by one coach, they were later facilitated by both, which 

reflected their different remits and provided an exemplar of the critical friend approach but 

participants did not appreciate this. The facilitators acknowledged a cultural gap between their 

ĞĚƵĐĂƚŝŽŶĂů ďĂĐŬŐƌŽƵŶĚ ĂŶĚ ƚŚĂƚ ŽĨ ĐůŝŶŝĐŝĂŶƐ ǁŚŝĐŚ ǁĂƐ ƌĞĨůĞĐƚĞĚ ŝŶ ƚŚĞ ŚƵďƐ͛ ŵŽƌĞ ƉƌĂŐŵĂƚŝĐ 

approach.  

PĂƌƚŝĐŝƉĂŶƚƐ͛ suggestions to improve delivery focused on more preparation, clearer aims and a tighter 

structure for each session (Figure 1):  

Figure 1: Practical recommendations 

 

 

 

4.3 Perceptions of how/if the programme should be scaled-   

 

Participants did not have strong views about rolling out the programme and were tentative about the 

benefits beyond giving them time to reflect. They suggested that other hubs might benefit, depending 

on contextual issues including how established the team was and its culture. Participants struggled to 

comment on the logistics of upscaling the approach and what support might be required for this to 

succeed.  

There appeared to be two underlying tensions that underpinned this response and reflected the 

dissonance between ĨĂĐŝůŝƚĂƚŽƌƐ͛ aspirations and ƉĂƌƚŝĐŝƉĂŶƚƐ͛ response. Firstly, although participants 

were comfortable with the notion of reflective practice, the course appeared to be pitched at a level 

Preparation

ͻProvide advance explanation about the approach, purpose, format and content

ͻSet the session dates well in advance

ͻMake clear whether or not it is protected learning time

ͻDiscuss and decide the time interval between, and number of, sessions

Implement-
ation

ͻClarify overall purpose and aims for each session

ͻClarify expectations on both sides

ͻExplain educational terminolgy, keep it grounded in day-to-day patient care

ͻContextualise within the current policy and educational agenda

Outcomes

ͻProvide written feedback and actions after each session

ͻIdentify further learning needs and how best to address them

ͻReview progress within a set timeframe
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that they found hard to relate to, mostly reflected in comments around the use of language. Secondly, 

a policy agenda reflecting the needs of higher education, GP leadership and GP training appeared 

contrary to the spirit of CIC and the aim of facilitating hubs to identify their own goals. Alongside both 

these strands, participants did not recognise the notion of a critical friend, exemplared by joint 

coaching, but not explicitly so. 

In relation to the policy agenda, Roebuck (2011) emphasised that clinicians need to understand the 

whole system so that they appreciate how the overall process works to deliver care, not just their own 

job, with the implication that this would support multi-professional systems based working. However, 

participants focused on their everyday work and found the programme͛s approach to wider systemic 

issues and higher education initiatives somewhat confusing and/or irrelevant. Whether, or how much, 

these issues are pertinent to front-line staff is arguable, but the mismatch of agendas remained 

unresolved.  

Views were mixed with regards the usefulness of further sessions, how sustainable the outcomes 

might be, and whether or not other hubs would benefit. This suggests that the concept has not been 

embedded within the hubs, but given its short duration this is unsurprising. However, it is notable that 

both groups absorbed and incorporated the notion of regular reflection into the team. 

4.4 Study limitations  

The main limitation was the small sample size, as is common with small scale process evaluations. To 

ƉƌŽƚĞĐƚ ĐŽŶĨŝĚĞŶƚŝĂůŝƚǇ ƋƵŽƚĞƐ ĂƌĞ ŶŽƚ ŵĂƌƌŝĞĚ ǁŝƚŚ ƚŚĞ ƉĂƌƚŝĐŝƉĂŶƚ͛Ɛ ƉƌŽĨĞƐƐŝŽŶ͕ Žƌ ƌŽůĞ ǁŝthin the 

hub, which reduces transparency but was necessary to protect confidentiality.   

 

  



34 | P a g e  
 

5 Commentary and Conclusion  

This evaluation aimed to investigate the impact of embedding the function of an educational facilitator 

within the multi-professional primary care hub and to explore perceptions of professional 

development as experienced through hub support. Participants identified the key benefit as having 

the opportunity to take time out from the pressure of their daily schedule to reflect on their 

professional development, both individually and as a team. However, if the initial explanation had 

been more explicit, the hubs are likely to have had a better understanding of the agenda which may 

have altered their overall perceptions of the programme and enabled them to link these goals to the 

wider policy landscape.  

Participants did not perceive the relevance of policy to their daily work, particularly the need to create 

GP trainee placements in primary care. However, this is in the context of competing priorities across 

individual, team and organisational boundaries and perhaps indicates that the (continually changing) 

policy agenda may not always be tuned to the direct needs of frontline staff. To counter this, a systems 

approach would help develop strategies at the organisation level in order to enable grassroots change, 

such as negotiating protected time, and lead to better alignment between policy, team and individual 

priorities. Co-creation is one approach that could help redress the disconnect between staff and 

organisational priorities because it has the potential to facilitate staff involvement and improve overall 

efficiency (Voorberg et al., 2015). This could be supported by feedback to the hubs, using data that is 

already collected, to demonstrate evidence of outcomes which could be used to reflect on and 

contribute to ongoing development.  
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6 Recommendations 

The recommendations are as follows: 

 Prior to making any decision to roll out the programme, other options or approaches should be 

explored, taking into account evidence of feasibility, sustainability, (cost-) effectiveness and added 

value. Such approaches should embrace the concept of reflective practice and co-production/co-

creation. Sustainability is likely to be undermined by staff turnover and organisational change both 

of which need consideration. 

 In order to sustain the spirit of CIC, and embed the notion of reflective practice as an ongoing and 

dynamic process, hubs that have already participated should be offered follow-up sessions once 

or twice yearly, depending on their preference.   

 If the decision is made to roll out the approach, the practical recommendations volunteered by 

participants, particularly around preparation and implementation (Figure 1), would ameliorate 

some of the issues identified. It would also be worth reassessing some features of the training 

ƐƵĐŚ ĂƐ ͚ĐƌŝƚŝĐaů ĨƌŝĞŶĚ͛ ĂŶĚ ŝŶƚĞŐƌĂƚŝŽŶ ǁŝƚŚ GP ƚƌĂŝŶŝŶŐ. 

 Co-creation of a common language that spans individuals, teams and the organisation would help 

improve understanding of priorities across the micro-, meso- and macro-level. This would help 

make policy accessible to practitioners and enable them to assess the relevance of policy changes 

to their context, reflect on potential impact and act accordingly. 

 The hubs would appreciate meaningful feedback based on data that is already collected, for 

example readmission rates. The data would provide evidence of clinical outcomes and could be 

used to inform development.   
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Appendix 1: Focus Group Schedule  

1. To explore participants͛ perceptions of professional development as experienced through the 

hub support.  

1a) Can you tell me what you have learned about your professional development over the past few 

months. Prompts: 

 What have you learned about yourselves as professional beings? 

 Have you felt inspired to learn more about the approach? 

 Has it changed how you feel about yourself, or your role, within the team? 

 Have you changed your approach to anything as a result? 

 

1b) Can you tell me something about what you have learned as a team? For example: 

 HĂǀĞ ǇŽƵ ĚŝƐĐŽǀĞƌĞĚ ƚŚŝŶŐƐ ĂďŽƵƚ ĞĂĐŚ ŽƚŚĞƌ ƚŚĂƚ ǇŽƵ ǁĞƌĞŶ͛ƚ ĞǆƉĞĐƚŝŶŐ͍ 

 Or about how you work together? 

 Oƌ ĞĂĐŚ ŽƚŚĞƌ͛Ɛ ĂƉƉƌŽĂĐŚ͍  

 Has it helped you develop priorities as a team in how you move forward? 

 

ϭĐͿ HĂƐ ǁŚĂƚ ǇŽƵ͛ǀĞ ůĞĂƌŶƚ made a difference to your professional practice? For example: 

 Are you more effective in anyway? 

 Have relationships with your colleagues in this or other teams changed?  

 Or how you work with patients & carers? 

 HĂǀĞ ƚŚĞƌĞ ďĞĞŶ ĂŶǇ ďĂƌƌŝĞƌƐ ƚŽ ŝŵƉůĞŵĞŶƚŝŶŐ ǁŚĂƚ ǇŽƵ͛ǀĞ ůĞĂƌŶƚ͍  

 How have you addressed them? 

 Has it affected confidence about service delivery and transformation? 

 

2. TŽ ĞǆƉůŽƌĞ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ƚŚĞ method of facilitation  

2a) How did you find the course in terms of its delivery? 

 Did you feel adequately prepared?  

 Was it what were you expecting?  

 What about the practicalities, for example the timing & length of sessions? 

 Do you have any comments about the course materials? 

 Was it at the right level to meet your professional development needs? 

 Do you have any suggestions for improving how the course is delivered? 
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2b) What did you think about the course content and method of facilitation? 

 Was there anything you found particularly helpful? Or that you disliked? 

 WĂƐ ƚŚĞƌĞ ĂŶǇƚŚŝŶŐ ƚŚĂƚ ǇŽƵ ŚŽƉĞĚ ǁŽƵůĚ ďĞ ĐŽǀĞƌĞĚ ďƵƚ ǁĂƐŶ͛ƚ͍ 

 Was it challenging enough?  

 Did you get sufficient feedback? Was it helpful? 

 What suggestions do you have for improving the course 

 

3. To explore perceptions of how (or if) the course should be scaled-up, how it could achieve 

impact in team work and the wider system.  

3a) What impact do you think the course has had on your work? 

 IĨ ͚ŶŽŶĞ͕͛ ĂƐŬ ƚŽ ĞǆƉĂŶĚ ŽŶ ƚŚĞ ƌĞĂƐŽŶƐ ʹ barriers may have been covered in Qu1 

 Has it helped you create new ways of interprofessional working?  

 Has it had an impact on the quality of care for patients and/or carers? 

 For all impacts: Do you think these changes are sustainable? If not, what are the reasons? 

 Have you felt supported to use what you have learned by your managers? If not, how could 

you gain support? 

 

3b) Do you think other teams would benefit from the course? 

 What sort of benefits can you envision?  

 How would you describe the value of this course? 

 Could the learning from the course be transferred to other teams?  

 Would the transfer of benefits/learning  depend on the type of team or setting? 

 What would help support transferring benefits/learning to another team? 

 Do you think it is worth rolling out the project to other teams?   

 What would be needed to support rolling out the project? 

 

Final question: Is there anything else you would like to add? 

 

Thank you for your time     
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Appendix 2: Interview Schedule  

                                                                       

 
1. To expůŽƌĞ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ƉƌŽĨĞƐƐŝŽŶĂů ĚĞǀĞůŽƉŵĞŶƚ ĂƐ ĞǆƉĞƌŝĞŶĐĞĚ ƚŚƌŽƵŐŚ ƚŚĞ 

hub support. 

 

1a) Can you tell me what you have learned about your professional development over the past few 

months. Prompts: 

 What have you learned about yourself as professional being? 

 Have you felt inspired to learn more about the approach? 

 Has it changed how you feel about yourself, or your role, within the team? 

 Have you changed your approach to anything as a result? 

 

1b) Can you tell me something about what you have learned as part of the team? For example: 

 Have you discovered things about your colleagues ƚŚĂƚ ǇŽƵ ǁĞƌĞŶ͛ƚ ĞǆƉĞĐƚŝŶŐ͍ 

 Or about how you work together? 

 Oƌ ǇŽƵƌ ĐŽůůĞĂŐƵĞƐ͛ ĂƉƉƌŽĂĐŚ͍ 

 Has it helped you develop priorities as a team in how you move forward? 

 

1cͿ HĂƐ ǁŚĂƚ ǇŽƵ͛ǀĞ ůĞĂƌŶƚ made a difference to your professional practice? For example: 

 Are you more effective in anyway? 

 Have relationships with your colleagues in this or other teams changed?  

 Or how you work with patients & carers? 

 Have there been any baƌƌŝĞƌƐ ƚŽ ŝŵƉůĞŵĞŶƚŝŶŐ ǁŚĂƚ ǇŽƵ͛ǀĞ ůĞĂƌŶƚ͍  

 How have you addressed them? 

 Has it affected confidence about service delivery and transformation? 

 

2. TŽ ĞǆƉůŽƌĞ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ƚŚĞ method of facilitation  

 

2a) How did you find the course in terms of its delivery? 

 Did you feel adequately prepared?  

 Was it what were you expecting?  

 What about the practicalities, for example the timing & length of sessions? 

 Do you have any comments about the course materials? 
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 Was it at the right level to meet your professional development needs? 

 Do you have any suggestions for improving how the course is delivered? 

 

2b) What did you think about the course content and method of facilitation? 

 Was there anything you found particularly helpful? Or that you disliked? 

 Was therĞ ĂŶǇƚŚŝŶŐ ƚŚĂƚ ǇŽƵ ŚŽƉĞĚ ǁŽƵůĚ ďĞ ĐŽǀĞƌĞĚ ďƵƚ ǁĂƐŶ͛ƚ͍ 

 Was it challenging enough?  

 Did you get sufficient feedback? Was it helpful? 

 What suggestions do you have for improving the course 

 

3. To explore perceptions of how (or if) the course should be scaled-up, how it could achieve 

impact in team work and the wider system.  

 

3a) What impact do you think the course has had on your work? 

 IĨ ͚ŶŽŶĞ͕͛ ĂƐŬ ƚŽ ĞǆƉĂŶĚ ŽŶ ƚŚĞ ƌĞĂƐŽŶƐ ʹ barriers may have been covered in Qu1 

 Has it helped you create new ways of interprofessional working?  

 Has it had an impact on the quality of care for patients and/or carers? 

 For all impacts: Do you think these changes are sustainable? If not, what are the reasons? 

 Have you felt supported to use what you have learned by your managers? If not, how could 

you gain support? 

 

3b) Do you think other teams would benefit from the course? 

 What sort of benefits can you envision?  

 How would you describe the value of this course? 

 Could the learning from the course be transferred to other teams?  

 Would the transfer of benefits/learning  depend on the type of team or setting? 

 What would help support transferring benefits/learning to another team? 

 Do you think it is worth rolling out the project to other teams?   

 What would be needed to support rolling out the project? 

 

Final question: Is there anything else you would like to add? 

 

Thank you for your time      
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Appendix 3: Schedule for coaches 

 
1. TŽ ĞǆƉůŽƌĞ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ƉƌŽĨĞƐƐŝŽŶĂů ĚĞǀĞůŽƉŵĞŶƚ ĂƐ ĞǆƉĞƌŝĞŶĐĞĚ ƚŚƌŽƵŐŚ ƚŚĞ 

hub support.  

Facilitators questions Clinicians questions 

Can you tell me a little about the approach and 

its philosophy? Ask re conversations inviting 

change. 

What is the main purpose of the hub support?  

How does it add value to their work? 

What differentiates it from other approaches 

to coaching or mentoring?  

How is it best suited to primary care and the 

hubs/Vanguard sites? 

How does the hub support enhance 

professional development? 

How do you ensure clinicians understand: 

- the purpose 

- how it can contribute to prof dev (indiv) 

- What the process requires of them 

- The added value to their work (indiv/ 

team)  

What barriers have you encountered so far? 

;ǁŚĂƚ͛Ɛ ǁŽƌŬĞĚ ǁĞůůͿ 

1a) Can you tell me what you have learned about 

your professional development over the past few 

months.  

 What have you learned about yourselves as 

professional beings? 

 Have you felt inspired to learn more about the 

approach? 

 Has it changed how you feel about yourself, or 

your role, within the team? 

 Have you changed your approach to anything as 

a result? 

1b) Can you tell me something about what you 

have learned as a team? For example: 

 Have you discovered things about each other 

ƚŚĂƚ ǇŽƵ ǁĞƌĞŶ͛ƚ ĞǆƉĞĐƚŝŶŐ͍ 

 Or about how you work together? 

 Oƌ ĞĂĐŚ ŽƚŚĞƌ͛Ɛ ĂƉƉƌŽĂĐŚ͍  

 Has it helped you develop priorities as a team in 

how you move forward? 

ϭĐͿ HĂƐ ǁŚĂƚ ǇŽƵ͛ǀĞ ůĞĂƌŶƚ ŵĂĚĞ Ă ĚŝĨĨĞƌĞŶĐĞ ƚŽ 

your professional practice? For example: 

 Are you more effective in anyway? 

 Have relationships with your colleagues in this or 

other teams changed?  

 Or how you work with patients & carers? 

 Have there been any barriers to implementing 

ǁŚĂƚ ǇŽƵ͛ǀĞ ůĞĂƌŶƚ͍  

 How have you addressed them? 
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 Has it affected confidence about service delivery 

and transformation? 

 

2. TŽ ĞǆƉůŽƌĞ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ƚŚĞ ŵĞƚŚŽĚ ŽĨ ĨĂĐŝůŝƚĂƚŝŽŶ  

Can you tell me about implementation ʹ 

ǁŚĂƚ͛Ɛ ŝŶǀŽůǀĞĚ͕ ƚŚĞ ƚŚƌĞĞ ƐĞƐƐŝŽŶƐ͕ ǇŽƵƌ 

approach to delivery? One versus two coaches? 

Any barriers͙  

What worked/works well? 

Do you need at least one key person to drive it 

forward and/or maintain motivation? 

What about clinicians buy-in?  

Did clinicians carry out activities required of 

them in-between sessions? 

 

2a) How did you find the course in terms of its 

delivery? 

 Did you feel adequately prepared?  

 Was it what were you expecting?  

 What about the practicalities, for example the 

timing & length of sessions? 

 Do you have any comments about the course 

materials? 

 Was it at the right level to meet your professional 

development needs? 

 Do you have any suggestions for improving how 

the course is delivered? 

2b) What did you think about the course content 

and method of facilitation? 

 Was there anything you found particularly 

helpful? Or that you disliked? 

 Was there anything that you hoped would be 

ĐŽǀĞƌĞĚ ďƵƚ ǁĂƐŶ͛ƚ͍ 

 Was it challenging enough?  

 Did you get sufficient feedback? Was it helpful? 

 What suggestions do you have for improving the 

course 

 

3. To explore perceptions of how (or if) the course should be scaled-up, how it could achieve 

impact in team work and the wider system.  

 What are your thoughts about how effective 

the process has been so far? 

And how feasible?  

3a) What impact do you think the course has had 

on your work? 

 IĨ ͚ŶŽŶĞ͕͛ ĂƐŬ ƚŽ ĞǆƉĂŶĚ ŽŶ ƚŚĞ ƌĞĂƐŽŶs ʹ barriers 

may have been covered in Qu1 
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What about in terms of scaling up? 

How do you evaluate outcomes or impact, 

particularly longer-term? Prompt: 

- on team relationships 

- effective working 

- patientsͬĐĂƌĞƌƐ͛ care 

- overall service delivery 

Does it provide added value over other 

approaches? (Implication: do clinicians regard it 

as worthwhile?) 

What are your thoughts about sustainability 

and embedding the approach in practice? 

 Has it helped you create new ways of 

interprofessional working?  

 Has it had an impact on the quality of care for 

patients and/or carers? 

 For all impacts: Do you think these changes are 

sustainable? If not, what are the reasons? 

 Have you felt supported to use what you have 

learned by your managers? If not, how could you 

gain support? 

3b) Do you think other teams would benefit from 

the course? 

 What sort of benefits can you envision?  

 How would you describe the value of this course? 

 Could the learning from the course be transferred 

to other teams?  

 Would the transfer of benefits/learning depend 

on the type of team or setting? 

 What would help support transferring 

benefits/learning to another team? 

 Do you think it is worth rolling out the project to 

other teams?   

 What would be needed to support rolling out the 

project? 
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Appendix 4: Information sheet for focus group 

 

Study Title: Evaluation of a ͚ĐŽŶǀĞƌƐĂƚŝŽŶƐ ŝŶǀŝƚŝŶŐ ĐŚĂŶŐĞ͛ ĂƉƉƌŽĂĐŚ ƚŽ ƐƵƉƉŽƌƚŝŶŐ ůĞĂĚĞƌƐŚŝƉ 
development in local care hubs. 

 

Invitation to participate in the evaluation 

We are researchers at the University of Kent and are evaluating an approach to support 

leadership development in local care hubs, on behalf of Encompass. The approach, 

conversations inviting change, is designed to support the development of systems leadership 

ĂŶĚ ƚĞĂŵ ǁŽƌŬŝŶŐ ͚ŝŶ-ƉůĂĐĞ͛͘  
 

The information sheet explains the purpose of the evaluation and we are inviting you to take 

part because you have attended the programme.  

 

Purpose of the study 

The evaluation intends to find out your perceptions of the programme and how (or if) it has 

influenced your professional development. We would like to find out what you found helpful, 

what could be improved and how (or if) you think the course should be scaled-up.  

 

What will happen? 

We are seeking your permission to take part in a face-to-face focus group, with your team 

members, to explore your thoughts about the programme. The focus group will take 

approximately one hour and we would like to record it, with your permission.  

 

Do I have to take part? 

It is entirely up to you whether or not you take part in the focus group. If you prefer, you can 

opt for an individual interview, in person or by telephone, at a time that suits. If you decide 

to take part, but change your mind, you are free to do so and you can stop at any time. Taking 

part in the evaluation will have no effect on you as a member of your team.  

 

Will my taking part in this study be kept confidential? 

We would like to reassure you that any information collected about you will be strictly 

confidential and we will protect your identity. It will be coded and stored on a password 

protected network at the university and will only ever be accessed by the evaluation team.  

Once the project is finished, we will immediately destroy any personal data collected about 

you and coded data will be destroyed after five years. You will not be identifiable in any 

written reports. Things you say during the interview may be directly quoted in written reports 

and publications, but your name or anything else that could make you identifiable will be 

removed. There is a possibility your team may be identifiable to local staff, but we will make 
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every effort for this to be minimised. If you like, we can give you a draft of the report to read 

through before it is made public to make sure you are satisfied with the level of anonymity.  

 

Benefits and risks of taking part 

We will ensure that there are no risks to you by taking part in the evaluation. Any sensitive 

information regarding yourself, other professionals or service users and carers will not be 

shared with anyone. YŽƵƌ ƉĂƌƚŝĐŝƉĂƚŝŽŶ ǁŝůů ĐŽŶƚƌŝďƵƚĞ ƚŽ ŝŵƉƌŽǀŝŶŐ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ ĚĞůŝǀĞƌǇ 
and help us decide how to use it in the future.  

 

What will happen to the results of the study? 

Any information you give us will be made completely confidential and anonymous. The 

findings may be published in a journal or presented at a conference.  

 

Who can I contact if I have any further questions? 

If you have any further questions or concerns about the study, please contact: 

Vanessa Abrahamson 

Research Associate 

Centre for Health Service Studies 

Tel: 01227 826506 

Email: v.j.abrahamson@kent.ac.uk  

 

 

Who can I contact if I want to make a complaint about the study? 

If you are unhappy about any aspects of the study and wish to make a formal complaint, you 

can do this through contacting  

Professor Jenny Billings 

Phone: 01227 823052 

Email: j.r.billings@kent.ac.uk. 

 

Thank you for your time 

 

mailto:v.j.abrahamson@kent.ac.uk
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Appendix 5 Focus group consent form 

 
 

Project Title:   

 

Participant ID:                                                                               

Please initial if you agree: 

 

 I have read the attached information sheet and have been given the opportunity to ask 

questions.  

 

 I understand that my participation is voluntary and that I can stop taking part in this 

project at any time. Any information I have offered up to this point will not be included in the 

project. 

 

 I understand that I do not have to answer any question(s) that I do not feel comfortable 

with. 

 

 I understand that by participating in a focus group that I am consenting to have my 

comments recorded.  

 

 I understand that any comments I make may be reported but I will not be identifiable in 

any report. Although the team will not be named, it may be potentially identifiable.  

 

 I understand that all information gathered during the interview will be kept confidential 

and will be safely stored on a password protected network with restricted access and in the 

offices of the Centre for Health Services Studies (CHSS) at the University of Kent. 

 

 I understand that my signature below means I have given permission to participate in 

this project. 

 

NĂŵĞ ͙͙͙͙͙͙͙͙͙͙͙͙͙͙SŝŐŶĂƚƵƌĞ ͙͙͙͙͙͙͙͙͙͙͙͘͘DĂƚĞ ͙͙͙͙ 

 

 

‘ĞƐĞĂƌĐŚĞƌ͛Ɛ NĂŵĞ͙͙͙͙͙͙͙͙͘SŝŐŶĂƚƵƌĞ ͙͙͙͙͙͙͙͙͙͙͙͘͘Date ͙͙ 
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Appendix 6: Information sheet for interview 

 

Study Title: EǀĂůƵĂƚŝŽŶ ŽĨ Ă ͚ĐŽŶǀĞƌƐĂƚŝŽŶƐ ŝŶǀŝƚŝŶŐ ĐŚĂŶŐĞ͛ ĂƉƉƌŽĂĐŚ ƚŽ ƐƵƉƉŽƌƚŝŶŐ ůĞĂĚĞƌƐŚŝƉ 
development in local care hubs. 

 

Invitation to Participate in the Service Evaluation 

We are researchers at the University of Kent and are evaluating an approach to support 

leadership development in local care hubs, on behalf of Encompass. The approach, 

conversations inviting change is designed to support the development of systems leadership 

ĂŶĚ ƚĞĂŵ ǁŽƌŬŝŶŐ ͚ŝŶ-ƉůĂĐĞ͛͘  
 

The information sheet explains the purpose of the evaluation and we are inviting you to take 

part because you have attended the programme.  

 

Purpose of the study 

The evaluation intends to find out your perceptions of the programme and how (or if) it has influenced 

your professional development. We would like to find out what you found helpful, what could be 

improved and how (or if) you think the course should be scaled-up.  

 

What will happen? 

We are seeking your permission to take part in an interview, either face-to-face or by 

telephone, at a time that suits. The interview will explore your thoughts about the programme 

and take approximately forty-five minutes. We would like to record it, with your permission.  

 

Do I have to take part? 

It is entirely up to you whether you take part in the interview. If you decide to take part, but 

change your mind, you are free to do so and you can stop at any time. Taking part in the 

evaluation will have no effect on you as a member of your team.  

 

Will my taking part in this study be kept confidential? 

We would like to reassure you that any information collected about you will be strictly 

confidential and we will protect your identity. It will be coded and stored on a password 

protected network at the university and will only ever be accessed by the evaluation team.  

Once the project is finished, we will immediately destroy any personal data collected about 

you and coded data will be destroyed after five years. You will not be identifiable in any 

written reports. Things you say during the interview may be directly quoted in written reports 

and publications, but your name or anything else that could make you identifiable will be 

removed. Although we will not name the team you are working in, there is a possibility that 

it may be identifiable to local staff, but we will make every effort for this to be minimised. If 

you like, we can give you a draft of the report to read through before it is made public to 

make sure you are satisfied with the level of anonymity.  
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Benefits and risks of taking part 

We will ensure that there are no risks to you by taking part in the evaluation. Any sensitive 

information regarding yourself, other professionals or service users and carers will not be 

shared with anyone. YŽƵƌ ƉĂƌƚŝĐŝƉĂƚŝŽŶ ǁŝůů ĐŽŶƚƌŝďƵƚĞ ƚŽ ŝŵƉƌŽǀŝŶŐ ƚŚĞ ƉƌŽŐƌĂŵŵĞ͛Ɛ ĚĞůŝǀĞƌǇ 
and help us decide how to use it in the future.  

 

What will happen to the results of the study? 

Any information you give us will be made completely confidential and anonymous. The 

findings may be published in a journal or presented at a conference.  

 

Who can I contact if I have any further questions? 

If you have any further questions or concerns about the study, please contact: 

Vanessa Abrahamson 

Research Associate 

Centre for Health Service Studies 

Tel: 01227 826506 

Email: v.j.abrahamson@kent.ac.uk  

 

Who can I contact if I want to make a complaint about the study? 

If you are unhappy about any aspects of the study and wish to make a formal complaint, you 

can do this through contacting  

Professor Jenny Billings 

Phone: 01227 823052 

Email: j.r.billings@kent.ac.uk  

Thank you for your time

mailto:v.j.abrahamson@kent.ac.uk
mailto:j.r.billings@kent.ac.uk
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Appendix 7: Consent form for interview 

 

 

Project Title:   

Participant ID:                                                                                

 

Please initial if you agree: 

 

 I have read the attached information sheet and have been given the opportunity to ask 

questions. 

 

 I understand that my participation in an interview is voluntary and that I can stop taking 

part in this project at any time. Any information I have offered up to this point will not be 

included in the project. 

 

 I understand that I do not have to answer any question(s) that I do not feel comfortable 

with. 

 

 I understand that by participating in an interview that I am consenting to have my 

comments recorded. 

 

 I understand that any comments I make may be reported but I will not be identifiable in 

any report. Although the team will not be named, it may be potentially identifiable.  

     

 I understand that all information gathered during the interview will be kept confidential 

and will be safely stored on a password protected network with restricted access and in the 

offices of the Centre for Health Services Studies (CHSS) at the University of Kent. 

 

 I understand that my signature below means I have given permission to participate in 

this project. 

 

NamĞ ͙͙͙͙͙͙͙͙͙͙͙͙͙͙SŝŐŶĂƚƵƌĞ ͙͙͙͙͙͙͙͙͙͙͙͘͘DĂƚĞ ͙͙͙͙ 

 

 

 

‘ĞƐĞĂƌĐŚĞƌ͛Ɛ NĂŵĞ͙͙͙͙͙͙͙͙͘SŝŐŶĂƚƵƌĞ ͙͙͙͙͙͙͙͙͙͙͙͘͘Date ͙͙ 


