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What can a participatory approach to evaluation contribute to the field of 

integrated care? 

 

ABSTRACT 

Better integration of care within the health sector and between health and social care is seen in 

many countries  as an essential way of addressing the enduring problems of dwindling resources, 

changing demographics and unacceptable variation in quality of care. Current research evidence 

about the effectiveness of integration efforts supports neither the enthusiasm of those promoting 

and designing integrated care programmes nor the growing efforts of practitioners attempting to 

integrate care on the ground. In this paper we present a methodological approach, based on the 

principles of participatory research, that attempts to address this challenge. Participatory 

approaches are characterised by a desire to use social science methods to solve practical problems 

and a commitment on the part of researchers to substantive and sustained collaboration with 

relevant stakeholders. We describe how we applied an emerging practical model of participatory 

research, the Researcher-in-Residence model, to evaluate a large scale integrated care programme 

in the UK. We propose that the approach added value to the programme in a number of ways: by 

engaging stakeholders in using established evidence and with the benefits of rigorously evaluating 

their work; by providing insights for local stakeholders that they were either not familiar with or that 

they had not fully considered in relation to the development and implementation of the programme; 

and by challenging established mind sets and norms. Whilst there is still much to learn about the 

benefits and challenges of applying participatory approaches in the health sector, we demonstrate 

how using such approaches have the potential to both help practitioners integrate care more 

effectively in their daily practice and helps to progress the academic study of integrated care.   
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INTRODUCTION 

The promotion of a more integrated approach to care delivery is a major priority in many countries. 

Poorly integrated care wastes resources, frustrates patients and those who deliver care, can 

endanger patient safety and is not sustainable given the demographic changes and financial 

constraints experienced by most health systems.  

 

But the challenges of integration are easier to talk about than to act upon and the research evidence 

in the field does not appear to have had great impact on practice.[1–3] Researchers have tended to 

focus on whether interventions to improve care integration ‘work’ and the findings are often not 

convincing.[4] In attempting to answer the seductive ‘does it work’ question there is a risk that 

researchers end up presenting simple answers to complex questions and producing generalised 

knowledge that is difficult to localise and therefore not useful. Where research has recognised the 

complexity of promoting integrated care, for example emphasising the importance of rigorous 

implementation and of understanding context, there has been insufficient focus on solutions that 

are actionable by practitioners.[5–8] As a consequence, research findings often have little utility for 

practitioners and so a non-evidence informed approach to integration persists. 

 

In this paper we describe how we utilised a methodological approach that attempts to address this 

challenge. The approach is based on the principles of participatory research [9] using a practical 

approach to participatory evaluation [10] called the Researcher-in-Residence model.[11,12] We start 

by summarising the established evidence base in the field of integrated care and then describe the 

participatory approach that we utilised. We then present a case study to illustrate our approach and 

discuss where and how we think that what we did adds value to the field of integrated care. 
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WHAT THE ESTABLISHED EVIDENCE TELLS US ABOUT INTEGRATED CARE 

 

There is a growing consensus that integrated care is desirable but difficult to do in practice.[1,8,13–

19] Positive outcomes can be achieved but they are usually small in scale, inconsistent and highly 

dependent on local context.[1–3,20,21]  For example, Powell and colleagues carried out a systematic 

review of the literature relating to care coordination to assess the effectiveness of a variety of 

different strategies from a primary care perspective.[4] The authors found that only about half of the 

included studies reported better patient outcomes, about one third reported improved patient 

experience and less than one in five of the small number of studies that examined economic 

outcomes demonstrated any useful cost savings. A growing number of studies have examined the 

processes underpinning care integration [7,8,22] and the associated facilitators and barriers.[5,6] 

Successful integration is highly dependent on local contextual factors and the literature highlights 

that there are ‘no universal solutions or approaches that will work everywhere’.[23] 

 

Given the funding and hope that is being invested in integrated care, this evidence does not provide 

much reassurance that health services are going to be transformed by current approaches to 

integrating care. 

 

 

AN OVERVIEW OF PARTICIPATORY RESEARCH 

 

By bridging the gap between research and practice, participatory approaches have the potential to 

address some of the challenges evident in the current evidence base for integrated care.[6,8,23–30] 

Participatory research is characterised by a desire on the part of stakeholders to solve practical 

problems and a commitment from researchers to substantive and sustained collaboration with 

practitioners.[9] The focus is on initiating change through reflection, the promotion of greater 
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understanding, and shared learning. Most importantly, participatory research embraces a 

commitment to promoting agency and establishing consensus through negotiation.[12] 

 

A common way of achieving an effective partnership is to embed researchers with the people or 

organisations that in traditional models of research would have been the ‘objects’ of the 

study.[31,32] A recent narrative review of the role of embedded research in quality improvement 

[32]  identified four characteristic features of embedded research; the researcher is usually affiliated 

to an academic institution as well as an organisation outside of academia and works between the 

two; within the affiliated organisation the researcher develops relationships with staff and is seen as 

part of the team; research is conducted in collaboration with their affiliated organisation and 

knowledge is coproduced; and the researcher builds internal research capacity within the host 

organisation.  

 

These characteristics lend themselves to the field of integrated care, where organisations are 

struggling to implement programmes in a way that will improve patient outcomes and experience 

and help to control costs. By mobilising established knowledge and creating new understanding 

which is both locally relevant and potentially transferable, participatory approaches provide an 

opportunity to bridge the gap between evidence and practice. 

 

 

AN ILLUSTRATIVE CASE STUDY 

 

Box 1 summarises a case study illustrating how we used a participatory approach to improve the 

effectiveness of an integrated care programme.  The Waltham Forest and East London (WEL) 

integrated care programme is a five year initiative which started in 2012 and involves health and 

social care organisations located across three localities in East London, UK. 
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Box 1. WEL Integrated Care Programme 

 
The Waltham Forest and East London (WEL) integrated care programme began in 2012 and was 

one of 14 ‘pioneers’ charged with leading the development of integrated care to inform national 

policy and create useful learning for other integrated care initiatives across England.[38] The 

collaborative brought together commissioners, providers and local authorities covering the area 

served by Barts Health NHS Trust, an acute trust with three main hospital sites serving a 

population of almost a million people. The geography covered the East London local government 

boroughs of Waltham Forest, Tower Hamlets and Newham. 

 
The partners came together to build a model of integration that looked at the whole person – 

their physical health, mental health and social care needs. The vision was for people to live well 

for longer; leading more socially active and independent lives, reducing admissions to hospital, 

and enabling access to treatment more quickly. The focus was on empowering individuals by 

providing responsive, coordinated and proactive care, and ensuring consistency and efficiency 

across physical and mental health and social care. Interventions included population 

segmentation and the identification of high risk groups, the use of care plans and patient 

navigators, the promotion of multi-disciplinary team working and the integration of information 

systems.  

 
The programme focused on the top 20 percent of patients who were considered to be most at 

risk of an admission to hospital in the following 12 months. The cohort was targeted in a phased 

approach, beginning with those at very high risk of hospital admission and working downwards to 

cover the full 20 percent over a five year period. 
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OUR APPROACH 

 

Starting in September 2014, we carried out a 24 month qualitative and formative participatory 

evaluation in partnership with the WEL integrated care programme stakeholders, who included 

providers and commissioners (payers) of care, clinical staff and health and social care managers. The 

agreed aim was to help the stakeholders to better deliver the aims and objectives of the integrated 

care programme. The evaluation protocol is published elsewhere.[33]  

 

The participative evaluation used the ‘Researcher-in-Residence’ (RiR) model [11,12] which has three 

defining characteristics. First, the researcher(s) spends a significant proportion of their time 

embedded in operational or programme teams and a relatively small amount of time in their 

academic institution. As a core member of the team, they share responsibility for delivering the 

team’s objectives, working alongside managers, clinicians and service users. Second, the 

researcher(s) bring new skills and expertise to that team, including an understanding of the empirical 

evidence relevant to the tasks in which they are involved, an ability to use theory to guide change, 

and the skills to evaluate interventions using a range of data sources and types of data. The role 

therefore involves both mobilising established knowledge and creating new evidence for local use 

and for wider dissemination. The balance between these two functions may vary by project and may 

alter as the project progresses. Third, and most importantly, the researcher(s) are both willing and 

able to negotiate their expertise, integrating and where necessary negotiating knowledge created 

using the scientific method with the expertise and knowledge used by practitioners. 

 

Data were generated iteratively using ethnographic methods including 225 hours of formal 

participant observations of meetings and events, informal participant observations of usual working 
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practices, conversations and interactions, documentary analysis and a total of 124 semi-structured 

interviews carried out in three phases during the two year evaluation.  

 

Analysis and interpretation of the data was ongoing and iterative throughout the evaluation using a 

framework analytical approach [34] comprising three clear stages: data management (reviewing, 

sorting, coding and synthesising the data); descriptive accounts (identifying key themes, mapping 

the range of themes and developing classifications; and explanatory accounts (building theories and 

explanatory accounts from the patterns and themes emerging from the data). Findings were 

triangulated between different data sources.  Concepts from critical discourse analysis were also 

drawn on to inform the iterative processes of data generation and analysis.[35] 

 

Knowledge and learning were interpreted and negotiated jointly between the research team and the 

programme stakeholders using formal and informal approaches including one-to-one conversations, 

presentations at meetings and events, sharing written reports, emails, telephone calls, and regular 

interactive workshops.  

 

 

WHERE DOES A PARTICIPATORY APPROACH ADD VALUE? 

 

The following section describes how the participatory approach that we adopted added value to the 

WEL integrated care programme in four ways, each of which are likely to be transferable to other 

similar initiatives: 

 

The approach engaged stakeholders with the use of evidence and the benefits of evaluation 

Many practitioners do not have a detailed understanding of relevant research evidence, rarely have 

an opportunity to interact with researchers and are sometimes sceptical about whether academics 
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can be practically useful.[36] However, in this initiative most stakeholders were receptive of the 

researcher and good levels of engagement were maintained throughout the evaluation. The 

researcher enjoyed full access to stakeholder organisations and relevant meetings, was added to all 

relevant distribution lists and was provided with access to appropriate documentation as and when 

necessary. Formal and informal meetings to discuss and jointly interpret exisiting evidence and 

emerging findings were popular and well received. 

 

The benefits of this high level of access were acknowledged by the participants, though some 

recognised that moving from having new insights to taking different actions remained a challenge: 

 

“[We] have found the RiR and her evaluation an important and integral part of the 

development of [integrated care] … The qualitative information secured through wide 

reaching and deep stakeholder engagement has significantly helped with our understanding 

of how the programme is perceived, its strengths and weaknesses and has directly shaped 

the development of integrated care moving forward.” (Middle manager, commissioner 

organisation) 

 

“I think it's [working with the researcher] been incredibly useful, it's given us insights that we 

simply wouldn't have been able to access in any other way, particularly as it relates to a 

really detailed and nuanced understanding….... The challenge, which I don't think we've 

properly risen to, is using the insights intelligently to drive further transformation.” (Senior 

manager, provider organisation) 

 

The researcher held several meetings throughout the evaluation with practitioners who sought 

advice and guidance relating more broadly to the methods and benefits of evaluation. These 
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interactions provided valuable opportunities to build interest and capacity in evaluation amongst 

local stakeholders. 

 

 

The approach encouraged new insights that stakeholders had not previously appreciated 

The evaluation generated a number of new insights relevant to the implementation of integrated 

care  which may not been appreciated and certainly had not been discussed by stakeholders prior to 

the evaluation.  

 

For instance, despite a unified belief that integrated care was ‘the right thing to do’, the evaluation 

exposed a disconnect between the high level management and leadership of the programme and 

the operational delivery of integrated care: 

 

“…we haven’t paid enough attention to what’s going on on the ground. We pay a lot of 

attention to the strategic level, i.e. capitation, contracting and reimbursement, 

communications, etc. but we’re not paying as much attention to the delivery of IC on the 

ground.” (Operational manager, provider organisation) 

 

The evaluation participants, supported by the embedded researcher, identified and explored 

possible reasons for this. First, the WEL programme was designed originally by senior managers and 

external consultants with a ‘top down’ approach and relatively little input from front line staff. 

Second, in the implementation phase there was inadequate engagement and communication with 

clinicians. Third, the motivation of senior leaders and managers and front line staff to engage with 

the initiative seemed to be different, with front line staff primarily motivated by opportunities to 

improve patient experience, quality of care and develop better working relationships with colleagues 

whilst senior leaders were primarily motivated by the imperative to make financial savings and to 
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reduce hospital admissions. Fourth, there was an inadequate focus on the ‘organisational 

development’ aspects of change – in particular developing trusting relationships and facilitating 

changes in staff culture – an issue that will be returned to in the next section. 

 

Additionally the large number of different and sometimes contradictory policy initiatives at play in 

the context of the integrated care programme was distracting and created confusion and ‘system 

inertia’ amongst staff responsible for the delivery of the programme.  

 

“We've had quite a lot of new policy [with] quite sizeable funding attached to it with a view 

to mobilising change. But certainly what I feel like it's created is system-wide inertia. Because 

everyone's just so busy trying to figure out who's doing what, how this fits with something 

else, are we duplicating or are we not and who's best placed to lead on this that actually 

nobody does anything, or that instead of doing something people are spending much longer 

figuring out the practicalities of how things link up. So it delays development and 

innovation.”  (Middle manager, commissioner organisation) 

 

With so much going on, staff had little capacity to engage with new intiatives and the easiest 

reaction to new ideas was simply to ignore them.  

 

The approach stimulated insights that stakeholders were familiar with but had not worked 

through 

In addition to these new insights the evaluation generated a number of insights which were familiar 

to stakeholders but which benefited from having a mirror held up to them. First, it became 

increasingly clear that the programme leaders were focusing on the tangible elements of integrated 

care, particularly establishing new structures and governance arrangements, at the expense of 

organisational, professional and cultural development. This resulted, to a large extent, in the 
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building blocks of integrated care being in place but very little in the way of transformational change 

being achieved.  

 

“There seems to be more... I don't really want to use the word 'tick box' but it's just sort of 

like, 'This is what we have to deliver.  We've delivered it' and not really looking at, 'Well what 

difference does it make?  What's the point?'  It's just sort of like, 'We've done this'.  A great 

example of this is, 'We have done twelve thousand care plans'.  OK, so what?  You know?  

Rapid Response don't use them. GPs don't use them.  If you ask any of the patients, they 

wouldn't know anything about them.  In the MDTs I haven't heard anything about people 

using the care plans. It's more around activity and volumes and it's that gloss isn't it, 'We've 

done all this', but...” (Middle manager, commissioner organisation) 

 

The programme did not focus enough on the people at the heart of integration processes, 

specifically the development of trusting relationships, working practices and, ultimately, shared 

responsibility for the commissioning, management and delivery of integrated care.  

 

Second, pockets of good practice were evident across WEL in relation to integrated working 

between health and social care professionals at the level of service delivery. There was however a 

lack of consistency around the form, function and organisation of integrated working. Localities had 

little success in scaling up small scale examples of good practice.  

 

It's a very hard to get a sense of  whether or not, from an operational perspective, services 

are really performing as well as they could be and whether integration is actually happening.  

And I think the sense that I get is that it happens in pockets, but it's not consistent.  It's based 

on personalities rather than a standardised process or system being in place.  And I think that 
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that makes it very vulnerable to falling apart or not being sustainable. (Senior manager, 

commissioner organisation) 

 

Third, the relationships between the health professionals expected to deliver more integrated care 

were often suboptimal. These problems were exacerbated by a number of factors, including a lack of 

continuity in personnel with a high turnover of clinical and especially managerial staff, inadequate 

capacity to engage with new ways of thinking or new activities, a lack of understanding of the roles 

and responsibilities of colleagues in different parts of the health and social care system leading to 

unrealistic expectations of one another, and technical difficulties such as contractual constraints to 

partnership working and problems with information exchange. 

 

Finally, despite being clearly founded on the principles of person centred care, there was inadequate 

engagement with and involvement of people and communities who used services in the 

development and implementation of the programme.  

 

The approach challenged established mind sets and norms 

The position of the researcher as someone embedded yet able to operate at a critical distance was 

judged by the participants to be useful. Whilst achieving a balance in the ‘insider/outsider’ role was 

challenging, the ability of the researcher to build and maintain relationships allowed her to make a 

unique and practical influence on the programme: 

 

 “Your input at the [X] Board was really helpful today – I’m really keen that the issues raised are 

dealt with operationally through [X] and more strategically through the [X] work streams as 

appropriate.” (Senior manager, provider organisation) 
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 “Just wanted to say it’s a really helpful report with loads of helpful insights … I am picking up the 

findings with [name] and [name] so we can take forward …” (Middle manger, commissioner 

organisation) 

 

On one occasion the in-residence researcher experienced some difficulty when discussing emerging 

findings which were not wholly positive and were not what one senior stakeholder new to the 

programme wanted to hear. One particular intervention which challenged the individual concerned 

was labelled dismissively as ‘not useful’. Over the next few weeks outside formal meetings the 

researcher worked hard to build a working relationship with the individual concerned and at a 

subsequent team meeting the senior manager lauded the insight provided by the researcher.  

 

 

DISCUSSION 

 

The importance of integrating care for patients is well recognised but the challenges of doing so are 

significant. Integrated care is a good example of a policy initiative characterised by enthusiastic 

system leaders, frustrated practitioners and largely unhelpful research evidence. This study explored 

the potential of a participatory evaluation to move both the practice and study of integrated care 

into a more positive place.  

 

The evaluation demonstrated how using a participatory approach can add value to an integrated 

care programme in four ways: first, by engaging stakeholders in using established evidence and 

helping them to understand the benefits of rigorously evaluating their work; second, by encouraging 

new insights that stakeholders had not previously appreciated, such as a preoccupation with 

structures and the lack of attention paid to developing effective working relationships; third, by 

holding up a mirror to issues that were familiar to stakeholders but which they had not addressed, 
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such as the impact of manager turnover on the commitment to the initiative of front line staff; and 

fourth, by challenging established mind sets and norms of the programme leaders and front line 

staff.  

 

Some of these findings are local and practical in their orientation and our view is that participatory 

approaches to evaluation add great value to clinical and managerial practice. However, in developing 

a deeper understanding of working processes and context they also help to unblock an academic 

field which has become increasingly frustrated and frustrating, a field where the evidence that 

exisits is partial, insufficiently sophisticated and, even where useful, is often ignored.  

 

Participatory research is commonly used in the fields of education and community development but 

with a few exceptions it has received a luke-warm reception in the health sector, where the more 

positivist concepts of  objectivity and external validity trump more interpretivist approaches to the 

creation of new knowledge.[37] Participatory models of evaluation should never replace established 

methodologies and there are a number of challenges that have been described elsewhere [6-8], 

including the risks of researchers being ‘captured’ by their practitioner colleagues, ethical issues and 

how best to develop a model supporting the professional development and advancement and 

researchers. These challenges will need to be addressed before mainstream research funders 

embrace participatory evaluation as a legitimate area for significant investment. 

 

Despite these challenges, this study demonstrates how a participatory approach can add value to 

both academic study and to practice. We believe that the learning from this study in the field of 

integrated care is transferable to other fields where research evidence is insufficiently developed 

and poorly mobilised. This is particularly the case in an environment in which policy makers and 

research funders expect research to have a significant and rapid impact on practice and in which 

universities are exploring ways of rising to this challenge.  
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Researchers have far greater potential to be useful to practitioners than they sometimes realise and 

practitioners have far more to contribute to and to learn from research than they appreciate. 

Participatory evaluation is a model that has the potential to realise this potential for both groups 

and for the benefit of those who use health services.  

 

2738 words 

 

ACKNOWLEDGEMENTS 

The authors are grateful to the staff involved in the Waltham Forest and East London integrated care 

pioneer programme for their collaboration in developing the methodology presented here and 

participating fully in the evaluation. 

 

FUNDING 

This paper presents research funded and commissioned by the Waltham Forest and East London 

integrated care pioneer programme.  

 

REFERENCES 

 

1  Roland M, Lewis R, Steventon A, et al. Case management for at-risk elderly patients in the 

English integrated care pilots: observational study of staff and patient experience and 

secondary care utilisation. Int J Integr Care 

2012;12:e130.http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=3601529&tool=p

mcentrez&rendertype=abstract 

2  Bardsley M, Smith J, Car J. Evaluation of the first year of the Inner North West London 

Integrated Care Pilot. 2013.  



 16 

3  Curry N, Harris M, Gunn L, et al. Integrated care pilot in north west London: a mixed methods 

evaluation. Int. J. Integr. Care. 

2013;13.http://www.ijic.org/index.php/ijic/article/view/URN%3ANBN%3ANL%3AUI%3A10-1-

114735/2018. 

4  Powell Davies G, Williams AM, Larsen K, et al. Coordinating primary health care: an analysis of 

the outcomes of a systematic review. Med J Aust 2008;188. 

5  Cameron A, Lart R. Factors promoting and obstacles hindering joint working: a systematic 

review of the research evidence. J Integr Care 2003;11:9–17. 

6  Cameron A, Lart R, Bostock L, et al. Factors that promote and hinder joint and integrated 

working between health and social care services: A review of research literature. Heal Soc 

Care Community 2013;22:225–33. doi:10.1111/hsc.12057 

7  Knight M. Developing integration of health and social care in England. In: Farnsworth K, Irving 

Z, Fenger M, eds. Social policy review 26: analysis and debate in social policy. Bristol: Policy 

Press 2014. 279–94. 

8  Nolte E, McKee M. Integration and chronic care: a review. In: Nolte E, McKee M, eds. Caring 

for people with chronic conditions: a health systems perspective. Maidenhead: Open 

University Press 2008. 64–91. 

9  Cornwall A, Jewkes R. What is participatory research? Soc Sci Med 1995;41:1667–

76.http://www.ncbi.nlm.nih.gov/pubmed/8746866. 

10  Cousins JB, Whitmore E. Framing participatory evaluation. New Dir Eval 1998;1998:5–23. 

doi:10.1002/ev.1114 

11  Marshall M, Pagel C, French C, et al. Moving improvement research closer to practice: the 

Researcher-in-Residence model. BMJ Qual Saf 2014;23:801–5. doi:10.1136/bmjqs-2013-

002779 

12  Marshall M, Eyre L, Lalani M, et al. Increasing the impact of health services research on 

service improvement: the researcher-in-residence model. J R Soc Med 2016;0:1–6. 



 17 

doi:10.1177/0141076816634318 

13  Bardsley M, Steventon A, Smith J, et al. Evaluating integrated and community based care. 

London: The Nuffield Trust 2013.  

14  Curry N, Ham C. Clinical and service integration The route to improved outcomes. London: 

The Kings Fund 2010: 1–64. 

15  Evans JM, Baker GR, Whitney B, et al. The Evolution of Integrated Health Care Strategies. Adv 

Health Care Manag 2013;15:125–62. doi:10.1108/S1474-8231(2013)0000015011 

16  Humphries R, Curry N. Integrating health and social care: where next? The Kings Fund 2011.  

17  Lewis R, Rosen R, Goodwin N, et al. Where next for integrated care organisations in the 

English NHS? London: The Nuffield Trust 2010. 

http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/where_next_for_integrated_

care_organisations_in_the_english_nhs_230310.pdf 

18  Ling T, Brereton L, Conklin A, et al. Barriers and facilitators to integrating care: experiences 

from the English Integrated Care Pilots. Int J Integr Care 

2012;12:e129.http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=3601528&tool=p

mcentrez&rendertype=abstract 

19  Erens B, Wistow G, Mounier-Jack S, et al. Early evaluation of the Integrated Care and Support 

Pioneers Programme: Final Report. London: Policy and Innovation Research Unit 2015.  

20  Goodwin N. Co-ordinated care for people with complex chronic conditions: Key lessons and 

markers for success. London: The Kings Fund 2013. 

http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/co-ordinated-care-for-

people-with-complex-chronic-conditions-kingsfund-oct13.pdf 

21  Mason A, Goddard M, Weatherly H, et al. Integrating funds for health and social care: an 

evidence review. J Health Serv Res Policy 2015;20:1355819614566832. 

doi:10.1177/1355819614566832 

22  Wistow G. Integration and the NHS reforms. J Integr Care 2011;19:5–13. 



 18 

doi:10.1108/14769011111164241 

23  Ham C, Walsh N. Lessons from experience: Making integrated care happen at scale and pace. 

London: 2013. www.kingsfund.org.uk 

24  Nutley S, Walter I, Davies HTO. Promoting Evidence-based Practice: Models and Mechanisms 

From Cross-Sector Review. Res Soc Work Pract 2009;19:552–9. 

doi:10.1177/1049731509335496 

25  Ferlie E, Crilly T, Jashapara A, et al. Knowledge mobilisation in healthcare: A critical review of 

health sector and generic management literature. Soc Sci Med 2012;74:1297–304. 

doi:10.1016/j.socscimed.2011.11.042 

26  Rowley E, Morriss R, Currie G, et al. Research into practice: Collaboration for Leadership in 

Applied Health Research and Care (CLAHRC) for Nottinghamshire, Derbyshire, Lincolnshire 

(NDL). Implement Sci 2012;7:40. doi:10.1186/1748-5908-7-40 

27  Bannister J, Hardill I. Knowledge mobilisation and the social sciences: dancing with new 

partners in an age of austerity. Contemp Soc Sci 2013;8:167–75. 

doi:10.1080/21582041.2013.770910 

28  Thomson L, Schneider J, Wright N. Developing communities of practice to support the 

implementation of research into clinical practice. Leadersh Heal Serv 2013;26:20–33. 

doi:10.1108/17511871311291705 

29  Walshe K, Davies HTO. Health research, development and innovation in England from 1988 to 

2013: from research production to knowledge mobilization. J Health Serv Res Policy 

2013;18:1–12. doi:10.1177/1355819613502011 

30  Kreindler SA. What if implementation is not the problem? Exploring the missing links 

between knowledge and action. Int J Health Plann Manage 2016;31:208–26. 

doi:10.1002/hpm.2277 

31  Lewis S, Russell A. Being embedded: A way forward for ethnographic research. Ethnography 

2011;12:398–416. doi:10.1177/1466138110393786 



 19 

32  Vindrola-Padros C, Pape T, Utley M, et al. The role of embedded research in quality 

improvement: a narrative review. BMJ Qual Saf 2016;:1–11. doi:10.1136/bmjqs-2015-004877 

33  Eyre L, George B, Marshall M. Protocol for a process-oriented qualitative evaluation of the 

Waltham Forest and East London Collaborative (WELC) integrated care pioneer programme 

using the Researcher-in-Residence model. BMJ Open 2015;5:e009567. doi:10.1136/bmjopen-

2015-009567 

34  Ritchie J, Lewis J, McNaughton Nicholls C, et al., editors. Qualitative Research Practice: A 

guide for social science students and researchers. 2nd ed. London: Sage 2014.  

35  Fairclough N. Critical Discourse Analysis: the critical study of language. 2nd ed. Edinburgh: 

Pearson Education Limited 2010.  

36  Marshall MN. Bridging the ivory towers and the swampy lowlands; increasing the impact of 

health services research on quality improvement. Int J Qual Heal care 2014;26:1–5. 

doi:10.1093/intqhc/mzt076 

37  Holmes BJ, Best A, Davies H, et al. Mobilising knowledge in complex health systems: a call to 

action. Evid Policy A J Res Debate Pract Published Online First: 

2016.http://dx.doi.org/10.1332/174426416X14712553750311 

38  National Collaboration for Integrated Care and Support. Integrated Care and Support: Our 

Shared Commitment. 2013:46. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/198748/DE

FINITIVE_FINAL_VERSION_Integrated_Care_and_Support_-

_Our_Shared_Commitment_2013-05-13.pdf 

 


