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ABSTRACT
Objectives To understand whether and how effective 
integration of health and social care might occur in 
the context of major system disruption (the COVID- 19 
pandemic), with a focus on how the initiative may 
overcome past barriers to integration.
Design Rapid, descriptive case study approach with 
deviant case sampling to gather and analyse key informant 
interviews and relevant archival documents.
Setting The innovation (‘COVID- 19 Protect’) took place in 
Norfolk and Waveney, UK, and aimed to foster integration 
across highly diverse organisations, capitalising on existing 
digital technology to proactively identify and support 
individuals most at risk of severe illness from COVID- 19.
Participants Twenty- six key informants directly involved 
with project conceptualisation and early implementation. 
Participants included clinicians, executives, digital/
information technology leads, and others. Final sample size 
was determined by theoretical saturation.
Results Four primary recurrent themes characterised the 
experiences of diverse team members in the project: (1) 
ways of working that supported rapid collaboration, (2) 
leveraging diversity and clinician input for systems change, 
(3) allowing for both central control and local adaptation 
and (4) balancing risk taking and accountability.
Conclusions This rapid case study underscores the role 
of leadership in large systems change efforts, particularly 
in times of major disruption. Project leadership overcame 
barriers to integration highlighted by prior studies, 
including engaging with aversion to clinical/safety risk, 
fostering distributed leadership and developing shared 
organisational practices for data sharing and service 
delivery. These insights offer considerations for future 
efforts to support strategic integration of health and social 
care.

INTRODUCTION
Health and social care integration is a national 
priority in the UK.1 2 However, initiatives to 
support integration (eg, sustainablity and 
transformation partnerships,3 integrated care 
pioneers4–6 and accountable care commu-
nities)7 have been highly variable, both in 
design and degrees of success.8 In 2021, a 
legislative proposal mandated integrated 
care systems (ICSs) to include National 
Health Service (NHS) organisations, local 

authorities, voluntary partners and chari-
ties.2 Evaluations of integrated care efforts 
have reported a wide range of barriers: 
misaligned governance, finance and commis-
sioning arrangements across NHS and local 
care authority social services4 9; incompatible 
information technology systems and concerns 
about data sharing4 10 and challenges working 
across professional boundaries.11 12

Prior research has not fully examined the 
role of the broader political, social and histor-
ical context in which integration efforts are 
launched7; or relational aspects of partnership 
development.11 13 While leadership has been 
identified as essential to integrated care,12 14 the 
literature is primarily theoretical rather than 
empirical in nature,15 16 and no single model 
of leadership has emerged as relevant across 
diverse contexts. Experts call for more specific 
descriptions of how multilevel16 (or distributed) 
leadership17 manifests itself in integrated care 
partnerships.18 Others suggest further research 
is needed to understand leadership approaches 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ This study provides novel insights into whether and 
how effective integration of health and social care 
might occur during a period of major systems dis-
ruption, with a focus on how the initiative may over-
come known barriers to integration.

 ⇒ This study extends prior empirical work by gen-
erating concrete, transferable insights into how 
leadership supported a major integration effort by 
fostering engagement across diverse organisations, 
mediating ambiguity in national guidance and cre-
ating space for local adaptation and balancing risk 
taking and accountability.

 ⇒ This is a single descriptive case study which may 
limit transferability, however we used extreme case 
sampling, which is ideal for identifying and charac-
terising leading- edge practices or novel responses 
to extreme circumstances.

 ⇒ Like many rapidly evolving learning health systems 
models, further evaluation of impact on clinical out-
comes is required.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

http://bmjopen.bmj.com/
http://orcid.org/0000-0002-3419-4654
http://dx.doi.org/10.1136/bmjopen-2021-054847
http://dx.doi.org/10.1136/bmjopen-2021-054847
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2021-054847&domain=pdf&date_stamp=2022-05-12
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/


2 Curry L, et al. BMJ Open 2022;12:e054847. doi:10.1136/bmjopen-2021-054847

Open access 

that are successful in diverse policy and organisational envi-
ronments,15 and the ways in which context might facilitate 
collaboration across organisational and professional bound-
aries remains a ‘black box’.19

The COVID- 19 global pandemic disrupted multiple 
systems designed to protect public health and well- being 
in the UK.20 The extraordinary response to COVID- 19 
provided a unique opportunity to observe integration 
efforts during a period of major disruption, which poten-
tially created an enabling environment for innovation.21 
Therefore, we aimed to characterise a quickly emerging 
regional effort to operationalise the national vision for 
integrated support for highly vulnerable people. We 
carried out a rapid case study in order to understand 
whether and how effective integration of health and 
social care might occur in the context of major system 
disruption, with a focus on how the initiative may over-
come past barriers to integration.

Study context
The COVID- 19 global pandemic disrupted multiple 
systems designed to protect and promote public 
health and well- being in the UK.20 As COVID- 19 hit 
the UK in February 2020, the response was urgent 
and far- reaching. The NHS generated a National 
Shielded Patient List of extremely clinically vulner-
able people that local authorities were tasked with 
contacting to offer social care and support, working 

in coordination with other relevant organisations 
in the area.22 The level of patient- focused linkages 
across health and social care envisioned in the NHS 
response was particularly ambitious. Four control 
of patient information (COPI) notices were issued 
requiring NHS Digital, NHS England and Improve-
ment, healthcare organisations, local authorities and 
general practitioners (GPs) to share patient informa-
tion for disease control purposes.23 24 Recognising 
the need for the workforce to operate flexibly and 
move between organisations, NHS England and NHS 
Improvement produced multiprofessional workforce 
deployment guidance,25 and a COVID- 19 Digital Staff 
Passport26 was developed. In local authorities, staff 
were also expected to be flexible so that organisa-
tions could make the best use of their resources and 
prioritise critical services. Finally, block payments 
for NHS providers reduced the need for local nego-
tiation and data reporting for incentive payments. 
Building on the National Shielded Patient List, the 
innovation (‘COVID- 19 Protect’) aimed to foster 
integration across highly diverse organisations (eg, 
Clinical Commissioning Group (CCG), GP practices, 
local authorities, volunteer service organisations), 
capitalising on existing digital technology to proac-
tively identify and support individuals most at risk of 
severe illness from COVID- 19 (figure 1).27 28

Figure 1 The schematic diagram of COVID- 19 Protect model. GP, general practitioner.
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METHODS
Study design
We used a rapid, descriptive case study approach29 with 
extreme case sampling30 to gather and analyse key infor-
mant interviews31 and relevant archival documents (eg, 
policies training curricula, operational communications). 
We identified the case through an executive management 
programme (led by LC and EL) designed to support 
digital transformation in the NHS and social care, in 
which participants described rapid adoption of novel 
approaches to delivering care in response to COVID- 19. 
Deviant cases exhibit outcomes which are substantially 
different to other case study candidates. We considered 
the case as ‘extreme’ based on an early review from the 
CCG Research Team found that being engaged in the 
project appeared to be associated with more favour-
able COVID- 19 outcomes, namely reduced mortality 
and hospital admissions. The work met the NHS Health 
Research Authority definition of service evaluation. The 
Consolidated criteria for Reporting Qualitative research 
checklist was used as a guide32; the completed checklist is 
included in online supplemental file 1.

Data collection
We used a purposeful sampling approach,33 working 
with a liaison closely involved in COVID- 19 Protect to 
identify key informants33 directly involved with project 
conceptualisation and early implementation, including 
a range of diverse roles, including clinicians, executives, 
digital/information technology leads and others. The 
final sample size was determined by theoretical satura-
tion,34 which was achieved after completion of 26 inter-
views (total of 31 contacted, 4 non- responders, 1 refusal). 
Trained qualitative interviewers (LC, AA, EC, SC- C) 
conducted semi- structured interviews via video confer-
encing after obtaining informed consent that included 
our goals for conducting the study. Interviews were digi-
tally recorded, professionally transcribed and reviewed 
to ensure accuracy. Interviews averaged 43 min in length 
(range 22–57 min). The semi- structured interview guide 
consisted of ‘grand tour’ questions35 to elicit study partic-
ipants’ perspectives (online supplemental file 2). We used 
probes to generate ‘thick, rich descriptions’ of partici-
pants’ experiences, as well as to elicit both positive and 
negative views.36 37 We also gathered and systematically 
catalogued extensive archival documents provided by the 
project liaison and key informants. Documents included 
tools, protocols and templates (eg, standard operating 
procedures, clinical model overview, patient question-
naire, policies and regulations). All data were collected 
between October and December 2020.

Data analysis
For the interview data, a four- person multidisciplinary 
team independently coded four transcripts, developing 
codes to classify data inductively and drafting an inte-
grated code structure.38 Analysts then broke into teams of 
two, each team coding half of the remaining transcripts, 

resolving differences in coding by negotiated consensus. 
The final code structure (online supplemental table 1) 
was reapplied to all transcripts. We identified prominent 
and unifying themes across interviews using the constant 
comparative method of data analysis.39 40 In the final 
stages of analysis, we focused on the code categories that 
were most central to our primary research question, were 
supported by robust data, and offered novel information. 
We created multiple intersection reports to examine how 
codes related to one another, generating four overar-
ching themes to capture the most prominent emergent 
insights from the dataset. We used established techniques 
(eg, highly experienced multidisciplinary researchers, 
methods to elicit both positive and negative views, profes-
sional transcription and verification, an analytic audit 
trail and participant confirmation) to ensure that data 
collection and analysis were systematic and verifiable.41 
Analyses were conducted using  ATLAS. ti V.8.

For the archival data, a member of the study team 
systematically reviewed archival documents related to six 
domains: (1) clinical model and patient questionnaire; 
(2) project governance and GP practice engagement; 
(3) patient information; (4) data access and ethical 
considerations; (5) tools, protocols and templates and 
(6) the external environment, such as policies and regu-
lations. Information from each group of documents was 
summarised to describe key points relevant to operation-
alising COVID- 19 Protect, providing the research team 
detailed background and context to inform interpreta-
tion of the interview data.

Researcher reflexivity
Our research team was diverse with regard to disciplinary 
background, training and expertise. Three of us had roles 
in the digital leadership programme used for case iden-
tification that included a delegate who was our primary 
liaison to the COVID- 19 Protect team. In order to miti-
gate potential for bias, we: (a) explicitly encouraged 
members to share discrepant views42; (b) actively engaged 
in reflexivity to explore our preconceptions throughout 
data collection, analysis and synthesis43 and (c) consid-
ered alternative conclusions from the data.44 Our motiva-
tions for conducting the research were described during 
the informed consent process.

We were guided by an ontology of critical realism (ie, 
we regard that there is a secular reality that may be largely 
captured through deep critical examination). Our episte-
mology is that it is possible to create knowledge through 
social constructionism (ie, using rigorous qualitative 
methods, we can elicit meaning from the lived expe-
rience of study participants and generate new insights 
from their shared experience). Our qualitative method-
ology is aligned with these assumptions. In terms of the 
brand of qualitative analysis, we used a reflexive thematic 
analysis approach.45 That is, we sought to understand 
the manifestation of leadership during crisis through 
finding patterns in the experiences of key informants. 
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We triangulated these analyses with systematic review of 
project documents.

Patient and public involvement
No patients or members of the general public were 
directly involved in the design or implementation of this 
study. However, patient and community members’ expe-
riences with the COVID- 19 Protect project were gathered 
from interviews with a wide range of key informants. Find-
ings were presented to the full COVID- 19 Protect team 
and disseminated through a ‘Roadmap for Adoption’ 
document describing key processes, practices and tools 
related to the project.

Findings
Characteristics of study participants are reported in 
table 1. We identified four primary recurrent themes that 
characterised the experiences of diverse team members 
in the project: (1) ways of working that supported rapid 
collaboration; (2) leveraging diversity and clinician input 
for systems change; (3) allowing for both central control 
and local adaptation and (4) balancing risk taking and 
accountability. Each of these themes and associated 
subthemes are summarised in table 2 and described below, 
with illustrative quotations. Additional and expanded 
quotations are reported in online supplemental table 2.

Ways of working that supported rapid collaboration
CCG leadership provided highly visible support 
throughout the project, fostering a common mission 
“there was a shared imperative and a very clear, shared objective 
as to what we were doing” (ID21), and reducing barriers to 
facilitate progress. At multiple junctures, members of the 
COVID- 19 Protect team “heard directly from seniority that we 
could get on with things…(we) could raise issues immediately 
and they were unblocked” (ID14). The project team also 
identified concrete, meaningful ways to engage middle 
managers and frontline workers across the system. For 
example, those with patient- facing experience gave 
substantial input into refining the patient questionnaire, 
call handlers and supervisors were valued in operational 
problem solving, and locality teams made up of clin-
ical and operational staff were tasked with developing 

standard operating procedures. In one locality, a change 
manager took the lead on alerts: “I was empowered to figure 
out how to manage alerts…and to make sure that people that 
lived within the boundaries of the area were fully supported” 
(ID3). Staff were energised by the rapid responsiveness 
to feedback. For instance, the software programming was 
viewed as ‘a heroic effort’ as suggestions were implemented 
within days:

people could see how fast their vision was being ful-
filled…it gave people a belief that they could trek 
on and actually achieve what they set out to achieve 
(ID19).

Team members described a culture of appreciation, 
in which expressions of gratitude took many forms. 
Members were given role titles (eg, representatives from 
each locality became known as ‘clinical leads’), which 
made them ‘feel really proud’ and helped support role 
clarity. Project leadership routinely celebrated successes: 
“whenever there was a good feedback…he would always bring 
it up and celebrate” (ID24). As the project closed, the full 
team received small gifts and an email from senior leader-
ship: “You should all be very proud of what you have done, and 
I shall continue to support you” (ID24).

Table 1 Study participant characteristics

Participants (n=26)

Sex

  Male 10

  Female 16

Role

  Clinician 8

  Middle management 12

  CCG leadership 3

  Social care partner 3

CCG, Clinical Commissioning Group.

Table 2 Themes and subthemes

Theme Subthemes

Ways of 
working that 
supported rapid 
collaboration

Senior leadership provided visible 
endorsement; implementation decisions 
were shaped by an empowered middle 
management and frontline; rapid 
integration of feedback promoted 
engagement and a culture of appreciation 
was manifest.

Leveraging 
diversity and 
clinician input 
for systems 
change

Diversity was leveraged through team 
composition and encouragement 
of divergent views; clinician input 
was meaningfully embedded from 
conceptualisation through implementation; 
clinician concerns waned (but did not 
entirely disappear) with peer- to- peer 
engagement and advocacy; working 
across organisations resulted in some 
duplication.

Allowing for 
both central 
control and local 
adaptation

The central project team interfaced with 
national guidance; local control and 
autonomy of GP practices were prioritised; 
governance challenges were accepted as 
intrinsic to rapid, localised collaboration.

Balancing risk 
taking and 
accountability

A sense of urgency compelled action 
ahead of national guidance; removal of 
financial and data sharing risks served 
as a major facilitator; accountability 
was cultivated through flexibility and 
pragmatism.

GP, general practitioner.
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Leveraging diversity and clinician input for systems change
The pandemic motivated an unusual degree of coopera-
tion across sectors: “in the past, you would have transforma-
tion on one side…and the clinicians on the other side” (ID29) 
and “we just didn’t have any usual siloed thinking” (ID19). 
Alignment of roles was expedited: “normally to get things 
working across systems, it would take you months or years of nego-
tiation and working out who was going to do what…that just 
melted away” (ID27).

Although the pandemic itself helped accelerate novel 
collaboration, project leadership ensured that this diver-
sity was leveraged by attending to the composition of the 
project team: “It’s good to have…different people from each 
population there representing their area because they know certain 
foibles” (ID20) and encouraging expression of divergent 
views: “they were able to create that psychological safety that 
means that everyone can contribute no matter who they are and 
feel in that safe space to also appropriately challenge people” 
(ID22). Clinicians were deeply embedded in software 
design, and clinically driven decision- making was prior-
itised throughout the project where appropriate: “The 
project…brought clinicians in right at the beginning and every 
decision was clinically driven and clinically justified…clinical 
backing was absolutely key” (ID29).

GPs expressed concerns about data sharing and addi-
tional workload “There was a lot of assurance that needed to 
be provided that…we weren’t just opening up patient records to 
everybody” (ID32), and clinician- led, transparent dialogue 
was important to build trust:

We were on a call with everybody airing all their con-
cerns, which meant there was lots of learning as we 
were going along, but in a positive way so that ques-
tions were being raised and helpfully answered by 
practices themselves… (ID17).

The investment in peer- to- peer clinician engagement 
appeared to begin to shift GP perspectives on both the 
project and broader population health approaches: “I 
think it started to open up awareness that there were some benefits 
to working in this way” (ID03). Nevertheless, some GP prac-
tices remained cautious.

A consequence of diverse organisations coming 
together in new ways meant there was some duplication, 
for instance, in closing feedback loops with local author-
ities: “We would definitely want to increase the level of coordi-
nation with local authorities…we did obviously link with them 
[but]…They were making phone calls to the same group of people” 
(ID01). Communications lagged at times, such as when 
some patients phoned in to their GP offices, some prac-
tices were unfamiliar with the programme, generating a 
degree of confusion or frustration. Nevertheless, building 
strong feedback loops between actors helped evidence 
the impact of stakeholder contributions, communicate 
programme achievements and minimise duplication.

Allowing for both central control and local adaptation
The central project team ensured a coordinated inter-
face with national guidance and made rapid, iterative 

adaptations to the programme design and software. Given 
“a lack of clarity from [national] government…with almost daily 
changes of direction…adaptability was the only way” (ID31). 
At the same time, the central team recognised the impor-
tance of allowing each locality to develop their own 
approach based on existing clinical capacity and available 
resources: “[W]e said, ‘This is how the system works…you need 
to decide how best that will happen locally for you’” (ID16). 
In addition, the central team was mindful to respect the 
autonomous nature of GP practices: they are ‘masters of 
their own destiny’, and “they are their own businesses…we didn’t 
want to enforce a standard approach across all GP practices” 
(ID07):

We very much decided early that we didn’t want to 
rely on a kind of centralised process that we potential-
ly didn’t feel would protect our vulnerable patients as 
well as we thought we could…Everyone was part of 
designing the system. (ID22)

However, developing models locally and at pace posed 
challenges which were freely discussed within the project 
and accepted as intrinsic to rapid, localised collabora-
tion. Governance of a highly flexible model was “harder 
to manage…because there wasn’t a single approach…having a 
consistent clinical pathway would’ve made life easier” (ID07). 
Even when standard policies were in place, interpretation 
was variable across organisations: “there was no consistency 
as to which pharmacies would give out which drugs to which 
volunteers. There were standards, but the interpretation of those 
were sometimes different”(ID13).

Balancing risk taking and accountability
A sense of urgency compelled the team to move quickly 
and sometimes ahead of national guidance, putting aside 
risk mitigation practices that typically slow decisions: “Our 
patients are at risk. It’s for us to look after our own patients, not 
wait for others to tell us what to do…The train is about to leave 
the station. We need to get on the train, and we need to direct it” 
(ID14).

The removal of financial risks was regarded as key: ‘what 
really helped is the CCG and NHS were able to protect revenue 
streams…which allowed people to just focus on doing what 
was important’ (ID32). Organisational and departmental 
budgets were less of a sticking point: “we’ve all been much 
less precious about who’s paying for what…people have just got 
on and done it wth much less arguing over who’s paying for it” 
(ID13).

Normally we spend a long, long time going through 
formal business cases trying to justify how we’re going 
to spend something. In this case, we said…we know 
it needs the support, so we’re going to go at financial 
risk making sure that it’s appropriately staffed. We 
actually evaluated that element of it pretty quickly. 
(ID16)

Additional risks included clinical and privacy risks to 
patients, of particular concern to GP stakeholders, who 
reflected: “We’ll be the ones who are clinically negligent if your 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-054847 on 13 M

ay 2022. D
ow

nloaded from
 

http://bmjopen.bmj.com/


6 Curry L, et al. BMJ Open 2022;12:e054847. doi:10.1136/bmjopen-2021-054847

Open access 

system doesn’t work” (ID17). Empowered clinical leads and 
operations teams brainstormed solutions, and largely 
(but not entirely) addressed such concerns by creating 
a COVID- 19 surveillance team available online 7 days/
week. The COPI notice permitted sharing patient infor-
mation. Consequently, risk managers felt empowered to 
approve requests more quickly than usual:

You don’t get a pat on the back in the health service 
for being brave. Everybody wants everything signed 
off and to reduce the risk of anything to about zero. 
Because of the COPI notice…the senior information 
risk officers actually understood what was coming so 
they signed it off really quickly… (ID19).

While risk- taking was supported, accountability was also 
cultivated through flexible and pragmatic approaches. 
Reporting processes were put in place for ‘grip and control’, 
as well as informal feedback paths: “We were able to gently 
prompt. ‘You’re a little bit behind on some of your reviews’. Then 
suddenly, magically, they would start reviewing” (ID33). Those 
responsible for monitoring quality and performance were 
committed to building in accountability, although they 
were mindful not to overload staff with reporting require-
ments (‘we pared it right down’):

We also had to make sure that we weren’t taking any 
clinical risks…It was the balance of getting the gov-
ernance in place in something that was so very, very 
fast- moving…Over a three week period, we tipped 
the see- saw to a point where, I felt, ‘Yes, we’ve got grip 
control…and the structures were in place’ (ID29).

DISCUSSION
Integration of health and social care is a national priority in 
the UK, requiring major changes to current organisational, 
financial and social structures.1 2 The COVID- 19 pandemic 
presented a rare opportunity to observe swift organisational 
change in the context of such a disruption. Using a rapid 
case study approach, we identified four themes that facili-
tated unique and substantial collaboration across sectors, 
with implications for future efforts to support strategic inte-
gration of health and social care. These themes were: (1) 
ways of working that supported rapid collaboration; (2) lever-
aging diversity and clinician input for systems change; (3) 
allowing for both central control and local adaptation and 
(4) balancing risk taking and accountability. The team’s ‘ways 
of working’ (also known as ‘culture’) were consistent with a 
‘cooperative, integrative leadership culture’.46 Managing the 
inherent tensions in systems change efforts is a core leader-
ship challenge.47 Leadership anticipated and engaged with 
tensions through explicit and deliberate ‘boundary spanners’ 
working across levels17 (eg, to achieve meaningful clinician 
buy- in) and developing ‘third- person strategies’ (structures, 
processes and systems which manifest as leadership).18

Prior literature shows that systems leadership is funda-
mental to building ICSs. However, this capacity is not well 
understood in a context that has been traditionally focused 
on leadership within single organisations.8 48 Our research 

complements and extends prior empirical work through 
generating concrete, transferable insights into how lead-
ership supported a major integration effort by fostering 
engagement across diverse organisations (inspiring a shared 
mandate49 and promoting systems thinking),50 mediating 
ambiguity in national guidance and creating space for local 
adaptation51 (consistent with open systems theories of lead-
ership)52 53 and balancing risk taking and accountability 
(consistent with the adaptive leadership principles).54 Specif-
ically, this study shows how leadership overcame barriers 
to integration highlighted by prior studies,4 5 7 11 including 
engaging with aversion to clinical/safety risk, fostering 
distributed leadership and developing shared organisational 
practices for data sharing and service delivery. Identifying 
and addressing social care needs requires linkages across 
different levels of government as well as across government 
and non- government sectors.2 4 55 56 While best practices have 
yet to be established, our findings describe concrete exam-
ples of how systems leadership can catalyse and shape future 
integration efforts.

This case study also contributes to our understanding of 
learning health systems (LHS),57 providing an in- depth look 
at an actor- oriented network characterised by alignment 
around a common goal58; standards, processes and struc-
tures to enable multiactor collaboration and mechanisms 
for creating and sharing resources and know- how. Although 
clinicians tend to have a limited understanding of LHS 
frameworks, increasing resistance and limiting adoption,57 
we describe concrete ways in which clinicians’ concerns were 
at least partly addressed through peer- to- peer advocacy and 
open forums for shared problem- solving. Our study extends 
recent taxonomies of LHS, which include clinical deci-
sion support models,59 by incorporating linkages to social 
care, and provides an empirical example of how value can 
be created by shifting from a value shop or chain towards 
a value network.60 Notably, LHS may also need to become 
forgetting health systems,61 and our case provides examples 
of how removal of longstanding policies intended to mitigate 
financial and privacy risks allowed for patient- focused and 
community- focused innovation.

Finally, our findings are consistent with and contribute 
to the literature demonstrating the role of leadership and 
ways of working (‘culture’)62 in health systems resilience 
(ie, a system’s ability to withstand shocks, adapt and trans-
form).63 Prior studies have not fully examined the role 
of legitimacy of institutions. We saw clear strategies for 
fostering legitimacy, such as boundary spanners engaging 
with sceptical GPs.64 One model of health system resil-
ience posits that leaders from across a system mobilise to 
create enabling environments for organisational adapt-
ability and integrated transformation efforts when insta-
bility arises.65 We describe such a coordinated response, 
offering support for this model.

ICSs are intended to support the broader goals of 
improving population health and addressing health 
inequities. COVID- 19 Protect laid the foundations for a 
population health management approach that can target 
hard- to- reach groups and those most in need of support. 
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The project largely overcame common challenges such 
as data integration through deep engagement with stake-
holders, particularly clinicians, to design user- friendly and 
relevant interfaces and to mitigate concerns about data 
privacy.66 Based on experiences with COVID- 19 Protect, the 
team has since expanded the scope of the project into 
Protect NoW—a broader population health management 
approach targeting, for example, supports for patients 
with diabetes and cervical cancer screening outreach.

Our findings must be interpreted in light of several 
limitations. First, this is a single descriptive case study 
which may limit transferability, however we used extreme 
case sampling,30 which is ideal for identifying and charace-
rising leading- edge practices or novel responses to extreme 
circumstances.29 67 Second, participants may have been influ-
enced by social desirability response bias.68 We interviewed a 
wide range of key informants involved in designing and early 
implementation of the project, elicited details that would be 
difficult to misrepresent and instructed participants to share 
both positive and negative experiences.36 37 Notably, partic-
ipants did express critical reflections and frustrations, and 
we sought critical and disconfirming evidence throughout 
our analysis process. We also conducted participant confir-
mation through oral presentations to the project team and 
review of findings by COVID- 19 Protect project leadership.43 
Third, like many rapidly evolving LHS models,59 further 
evaluation of impact on clinical outomes is required.28 Last, 
this study was conducted in the context of major disrup-
tion and the extent to which findings are transferrable to 
more routine integration efforts requires further evaluation. 
Nevertheless, our results are consistent with systems leader-
ship theory and recent evidence from the UK that systems 
leadership capacity can be developed over a relatively short 
period of time.69

Of note, our intention was not to evtotal of 31 contacted, 
4 non- responderaluate COVID- 19 Protect, or to examine a 
programme that had been formally evaluated as successful. 
Instead, we sought to conduct a rapid case study to under-
stand and describe in depth the practices and systems that 
need to be in place to allow cross- sectoral collaborations 
to flourish. Given the extraordinary interest in social and 
healthcare integration (and the recent national mandates), 
we expect that policymakers, executive and operational staff 
in health and social care and digital technology leads may 
find this deep description of the essential building blocks of 
cross- sectoral collaboration useful, as they have the potential 
to transcend the specifics of any one particular intervention 
or programme.
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Supplemental File #1: COREQ Checklist 

Manuscript: Leadership Capacity Building in Complex Health Systems: 

The Yale and NHS England Experience. 

Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist 

 

Developed from: 

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 

32-item checklist for interviews and focus groups. International Journal for Quality in Health 

Care. 2007. Volume 19, Number 6: pp. 349 – 357 

 

No.  Item  

 

Guide questions/description Reported on Page # 

Domain 1: Research team 

and reflexivity  
  

Personal Characteristics    

1. Interviewer/facilitator Which author/s conducted the interview 

or focus group?  

P. 5 

 

2. Credentials What were the researcher’s credentials? 

E.g. PhD, MD  

P.11 

 

 

3. Occupation What was their occupation at the time of 

the study?  

P.11-12  

4. Gender Was the researcher male or female?  All female 

5. Experience and training What experience or training did the 

researcher have?  

P. 5 

Relationship with 

participants  

  

6. Relationship established Was a relationship established prior to 

study commencement?  

P.6 (Researcher 

Reflexivity section) 

7. Participant knowledge 

of the interviewer  

What did the participants know about the 

researcher? e.g. personal goals, reasons 

for doing the research  

P. 6 (participants 

learned about this 

information during 

the consent process) 

8. Interviewer 

characteristics 

What characteristics were reported about 

the inter viewer/facilitator? e.g. Bias, 

assumptions, reasons and interests in the 

research topic  

Multidisciplinary 

team: Page 6. Space 

constraints limit 

further detail though 

we are happy to add 

if the editor prefers 

Domain 2: study design    

 

Theoretical framework    
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9. Methodological 

orientation and theory  

What methodological orientation was 

stated to underpin the study? e.g. 

grounded theory, discourse analysis, 

ethnography, phenomenology, content 

analysis  

P. 6 

Participant selection    

 

10. Sampling How were participants selected? e.g. 

purposive, convenience, consecutive, 

snowball  

Page 5 

11. Method of approach How were participants approached? e.g. 

face-to-face, telephone, mail, email  

 

P.5 (video 

conferencing) 

12. Sample size How many participants were in the study?  Pages 5 

13. Non-participation How many people refused to participate 

or dropped out? Reasons?  

Pages 5 

 

Setting   

 

14. Setting of data 

collection 

Where was the data collected? e.g. home, 

clinic, workplace  

P.5 (video 

conferencing) 

15. Presence of non-

participants 

Was anyone else present besides the 

participants and researchers?  

No 

16. Description of sample What are the important characteristics of 

the sample? e.g. demographic data, date  

Table 1 

Data collection    

 

17. Interview guide Were questions, prompts, guides 

provided by the authors? Was it pilot 

tested?  

Page 6 and 

Supplemental Table1 

 

18. Repeat interviews Were repeat inter views carried out? If 

yes, how many?  

No 

19. Audio/visual recording Did the research use audio or visual 

recording to collect the data?  

Page 5 

20. Field notes Were field notes made during and/or 
after the inter view or focus group? 

P. 6 

21. Duration What was the duration of the inter views 

or focus group?  

 P. 6  

 

22. Data saturation Was data saturation discussed?  P. 5 
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23. Transcripts returned Were transcripts returned to participants 

for comment and/or correction?  

Transcripts were 

reviewed by the 

research terms for 

accuracy; we did not 

engage in participant 

confirmation and are 

happy to provide the 

rationale if requested 

Domain 3: analysis and 

findings  
  

Data analysis   

 

 

24. Number of data coders How many data coders coded the data?  4 person team: Page 

6 

25. Description of the 

coding tree 

Did authors provide a description of the 

coding tree?  

Supplemental Table 2 

26. Derivation of themes Were themes identified in advance or 
derived from the data?  

 

P. 7 and Table 2 

27. Software What software, if applicable, was used to 

manage the data?  

P. 6 (Atlas.ti V.8) 

28. Participant checking Did participants provide feedback on the 

findings?  
No 

Reporting   

 

 

29. Quotations presented Were participant quotations presented to 

illustrate the themes/findings? Was each 
quotation identified? e.g. participant 
number  

 

Yes: Pages 7-9 and 

Supplement Table 3 

 

30. Data and findings 
consistent 

Was there consistency between the data 

presented and the findings?  
 Yes, the findings 

derive directly from 

the data in a 

constant 

comparative method 

31. Clarity of major 

themes 

Were major themes clearly presented in 

the findings?  
P. 7-9, Supplemental 

Table 3, Discussion – 

P. 10 

32. Clarity of minor 

themes 

Is there a description of diverse cases or 

discussion of minor themes?       

P. 5 
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Supplemental File 2 

NHS Digital Scale Up Interview Guide 

Thanks for agreeing to talk with me today. We want to learn how some geographies are able to make 

extraordinary progress in using digital health innovations to improve health of the population. You have 

been identified as someone involved in the implementation and scale up of COVID Protect. I am hoping 

to have your permission to record this interview so I can focus on listening to you rather than taking 

notes. We will not identify you or your organization by name. If at any point you would like me to turn off 

the recorder, please let me know and I will. I also want to remind you that your participation is 

completely voluntary. Before we start, do you have any questions? May I have permission to turn on the 

tape recorders? 

Introductory questions 

1. Please describe your role in your organization.  

 

2. How did you get involved in COVID Protect? 

 

3. Please briefly outline the COVID Protect project and it what it aims to achieve from your 

perspective. 

 

Process of implementation 

 

4. Please describe your role within the COVID Protect project. 

 

5. Please take me through the process, from implementation to scale-up, from your perspective?  

 

6. We are especially interested in the inevitable bumps in the road, and how you overcame them. 

Please describe any challenges you faced during the project? 

  

7. What helped smooth the path of scaling up this innovation, from your perspective? 

 

Reflection and sharing learning 

 

8. Is there anything you would have done differently in the process of scaling-up this intervention? 

 

9.  What advice would you give to other regions looking to implement a similar project in their 

area? (Note to interviewer: Ask this question if time permits) 

 

Concluding question 

10. Is there anything else I should have asked to help us better understand your experience in 

scaling-up this digital innovation? 
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SPECIFIC PROBES FOR ADOPTION AND SCALE-UP BY DOMAIN (NASSS Framework): 

Domain Potential Probes  

The Technology • What are the key features of the 

technology? 

• What kind of knowledge does the 

technology bring into play? 

• What knowledge and/or support is 

required to use the technology? 

The value proposition • What is the developer’s business case 

for the technology (supply-side 

value)? 

• What is its desirability, efficacy, 

safety, and cost effectiveness 

(demand-side value)? 

The adopter system • What changes in staff roles, practices, 

and identities are implied? 

• What is expected of the patient 

(and/or immediate caregiver)—and is 

this achievable by, and acceptable to, 

them? 

• What is assumed about the extended 

network of lay caregivers? 

The organization • What is the organization’s capacity to 

innovate? 

• How ready is the organization for this 

technology-supported change? 

• What changes will be needed in team 

interactions and routines? 

• What work is involved in 

implementation and who will do it? 

The wider context • What is the political, economic, 

regulatory, professional (eg, 

medicolegal), and sociocultural 

context for program rollout? 

Embedding and adaptation over time • How much scope is there for adapting 

and coevolving the technology and 

the service over time? 

 

GENERAL PROBES: 

• Can you give me an example? 

• Can you tell me more about that? 

• What did you mean when you just said “_________”? 

• Or, you just referred to “__________.” What did you mean by “___________”? 
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Supplemental Table 1 Code Structure 

 
Covid Protect Final Code Structure  

 
10 Features of the innovation (higher level design principles or properties of the innovation; 

the innovation is the full bundle including e.g., software, VCTs, local councils, call centers 

patient survey)  
10a. Adaptation (e.g., make innovation fit, refine based on user need/experience, tailor to each 

locality) 

10b. Perceived value/need for the innovation (e.g., by GPs, patients, voluntary sector) 

10c. Includes cross sectoral data integration for risk assessment (e.g., council data, NHS data 

specification) 

10d. Novelty of the idea (e.g., started from scratch, organically grown, never done anything 

like this) 

10e. Leveraging something that exists for new challenge (e.g., Eclipse +/-, TZ experience, training 

platform) 

10f. Learn as you go (e.g., piloting, PDSA/iterative cycles, starting small before scaling) 

10g. PSL company (anything related to clinical leadership, organizational culture, software 

development) 

 
20 Wider context (the larger local/regional/national ecology surrounding the project, various  

forces that might influence design and scale up) 

20a. Political/regulatory/structural (e.g., pre-COVID IG rules, risk aversion of NHS, ICS, GP 

practices’ autonomy, CCGs as strong peer network, recent merger of 5 CGGs, many 

local councils) 

20b. Socio cultural demographic geographic factors (e.g., persistent, pre-COVID, challenges in 

deprived areas, close sense of community, local pop identity, regional tensions, low literacy)  
20c. Broad forces related to the COVID-19 Pandemic (e.g., catalyst for change, sense of urgency, 

collectivism, ‘get on the train and direct it’, uncertainty of pandemic impact, remote working)  
20d. National/regional COVID response efforts (e.g., COPI, Shielding policy and lists, funding rules) 

 
30 Individual/team behaviors in COVID protect project (behaviors and attributes of 

individuals, regardless of organizational base, job title, position in the hierarchy)  
30a. Leadership (e.g., visionary, forward thinking, creativity, self-awareness, decisiveness, provide 

visible executive/senior management support, value all, inspire, turn up the 

heat/competition, individual behavior of seeking input/connecting to front line) 

30b. Boundary spanner (e.g., work at higher strategic level, speak others’ language, bridge silos, 
align interests across regional/local and NHS and local authorities) 

30c. Champions (e.g., advocate for the project, interface with GPs/skeptics, push through barriers)  
30d. Problem solving (e.g., no script, work it out, push forward pragmatic) 

30e. Commitment to the project (e.g., tenacity, perseverance, teamwork, outside comfort zone, 

motivation, individual risk tolerance) 

30f. Generosity (e.g., of spirit, volunteering time, resources, software, expertise) 

30g. Burden (e.g., stress, strain, overwhelming responsibility, long hours)  
30h. Flexibility (e.g., team’s ability to respond to broader changing org/environment, not adapting 

the project design per se (that is 10a), giving up control to advance the project) 
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30i. Background, training, skills, clinical/operational expertise of ALL roles regular and within 

COVID Protect (e.g., breadth complementarity)  
30j. Followership (e.g., support leader, endorse/oppose, manage themselves, take responsibility) 

 

40 Coordination/communication (how communication and coordination of functions was  
managed, communication for aligning interests, documents that exist and are disseminated to 

support project implementation and broader visibility) 

40a. Project governance structures to support communication (e.g., meetings, agendas, both 

senior/central team and the localities) 

40b. General communications (e.g., flow diagrams, emails, patient letters, external facing) 

40c. Gaps/failures in communications (e.g., where communications fell down) 

40d. Translate national guidance (e.g., make sense for team/others, help patients with 

shielding regs) 

 

50 Receptivity/resistance/tensions (descriptions of responses to all aspects of the project 

such as concerns about risks, burden/hassle, personal willingness to participate regardless 

of whether it is perceived as needed generally)  
50a. Of GP practices, GPs, practice managers, practice staff 

50b. Of implementing partners (e.g., virtual clinical teams, local councils, universities, medical 

students, retired GPs, volunteers, paramedics, ambulance services) 

50c. Of patients/families (e.g. skepticism re: scams, digital literacy/comfort with tech) 

50d. Strategic NHS (e.g., NHS England, NHS Midlands and East, STPs) 

 

60 COVID Protect goals and outcomes (references to project aims, views on success)  
60a. Aims (e.g., goals, protect from COVID, precise targeting of patients, setting boundaries) 

60b. Intended outcomes (e.g., metrics, impacts, evaluation plan and measuring value) 

60c. Unintended effects (e.g., uncovering and supporting response to unmet social care needs like 

food, loneliness, patient gaming system, unable to cope with/address uncovered need) 

60d. Evolution (e.g., sustainability, replicability adaptation into Protect NoW, de-implementation, 

populational health management initiatives) 

 

70 Project implementation/project delivery (detailed descriptions of any aspect of running the  
project, e.g., database merger, survey administration, training call center staff) 

70a. Infrastructure supports (e.g., software and other operational needs, remote working, call 

centers) 

70b. Data collection with patient surveys 

70c. Referrals (to GPs, local council) 

70d. Use of data (e.g., creating visuals and other reports for decisionmaking, performance 

management, targeting patients) 

70e. Human resources (e.g., training, volunteer/redeployed staff, tasks/roles, overstaffing, 

overqualified, wellbeing supports, staff overburdened, inadequate capacity, manage 

competing demands/priorities) 

70f. Collaboration among complementary/diverse organizations (and note any missing orgs) 

70g. Challenges (e.g. remote working, designing systems and procedures, manual logistics) 

70h. Creation of supporting documents (e.g., SOPs, building Excel tools to manage the systems)  
70i. Project design (e.g., nuts and bolts descriptive details of how program worked, was organized, 

central and locality teams, variation in organization between localities, project 

management/reporting generation/tracking, monitoring)  
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70j. Pace of implementation (e.g., rapid, faster than usual)  
70k. Costs (e.g., in-kind, redeploying within system, hidden, volunteer time, associated risks) 

 

80 Relational aspects of the project (ways of working, team members worked together, 

interpersonal and group dynamics, this is in the doing of COVID Protect itself)  
80a. Stakeholder engagement (e.g., GPs, patients, local councils, strategic NHS; might double code 

with communication, but more about framing/listening/aligning interests, being responsive)  
80b. Trust/buy-in (e.g., within the project team and across organizations, existing/new trust, 

relationship, history, rapport, eroded by risk of sharing data, confidentiality one 

locality refused to join) 

80c. Psychological safety (e.g., feeling free to speak up with a divergent view) 

80d. Perspective taking (e.g., actively seeking to understand another’s experience or expertise; 
distinct from empathy which is affective emotional sympathetic response) 

80e. Empowerment of team members (e.g., explicit authority given to a person to carry out certain 

decisions/actions about specific aspects of project implementation; explicit designation of 

roles)  
80f. Accountability (e.g., within the team, up to strategic NHSE, allowing risks on balance) 

80g. Shared goal (e.g., ‘single minded focus’) 
 

90 Hindsight (things the person would do differently, looking back; can double code with others 

like communications, engagement, empowerment) 

 

100 Facilitators/positive aspects or effects (double code with any other code/s that are 

described as smoothing the path, facilitating implementation, supporting efforts) 

 

200 Barriers/negative aspects or effects (double code with any other code/s that are described 

as getting in the way, constraining progress, putting up barriers) 

 

300 New ideas (any new concepts that emerge that don’t fit into other existing codes) 

 

999 Great Quotes  

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2021-054847:e054847. 12 2022;BMJ Open, et al. Curry L



 Supplemental Table 2 Additional Quotes 

  

Theme Supplemental Quotes 

  

Ways of working Endorsement and support: Very early on, our Sustainability and 

that supported Transformation Partnership leader and our chief exec made a firm 

rapid commitment to the project. That was very powerful. There were quite a 

collaboration few external commitments made, both to NHS England and to our wider 

 partners, so that we were working in collaboration with the County 

 Council and district councils…and that message was very clearly 

 portrayed externally in the communications across the STP partnership. 

 ID17 

 Endorsement and support: I didn’t have the licenses for call handlers and 

 there needed to be a payment made, they just said, “Right, we’re gonna 

 pay for that,” and so we could get on with it. That’s just one small 
 example, but I was hearing directly from seniority that I could get on with 

 things, and it was a serious priority for that to happen, so that cleared 

 the way. I didn’t have any issues at all that I might normally have. ID14 

 Endorsement and support: It had a very clear stamp of approval from 

 the executive management team… it was really useful...having those 

 people on board that said, "Look, we're absolutely behind this." It was a 

 huge bonus for us to have the involvement of the district, and borough 

 councils because we stretch across Norfolk, and Suffolk councils. Having 

 their involvement and having them take a large proportion of the work 

 that was seen to fall out of it, having that structure in place was 

 extremely useful." ID11 

 Endorsement and support: [Project lead] managed to get all of the staff 

 across the CCG involved in it, so that also sent a very clear signal to the 

 practices and the CCGs. This is something we're taking forward for the 

 whole population. [They] also managed to get a group together of GPs 

 from…all of the areas to support it. ID30 

 Endorsement and support: Support from the senior CCG executives… was 

 really quite critical here…there was a lot of courage on the part of senior 

 management and clinicians at some points in pressing forth. ID16 

 Endorsement and support: The senior authority… for this project, and 

 the lead clinicians, they were all absolutely 100 percent behind. If they 

 hadn’t been, it just wouldn’t have happened. ID14 

 Empowered middle management: It would be important for me to stress 

 that I do think leadership can happen at all levels, and certainly, many of 
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the call handlers and the supervisors, they definitely were exercising 

leadership and were working really, really hard and making things 

happen. ID14  
 

Empowered middle management: There was lots of guidance coming 

out to primary care on shielded patients, but it was also just making 

sure that the call handlers understood the links with primary care, and 

that sort of communication routes were clear. I was either writing the 

standard operation procedure for the call handling team or reviewing 

text that other people had written, so it was part of the guidance. ID07 

 

Empowered middle management: There was a clinical group… there 

were general practitioners from each of our localities on a project board 

who gave us the permission to proceed with my manager being on the 

board of that. They were meeting every day, in the early stages, to give 

us the direction. Meantime, our senior team within the CCG, the Clinical 

Commission Group, effectively gave us permission to use the staff in the 

way that I described. We had both the clinical direction and the 

managerial direction meeting frequently. That gave the authority to get 

going. It meant I was empowered to get in touch with everybody, corral 

the team, and make arrangements. ID14 

 

Rapid response to feedback: He’s a GP himself and he’s got paramedics 

in his practice, he’s quite intuitive with what somebody wants…we were 
able to use that level of functionality and also being able to change 

something quick ’cause he’s on call. You say, “This doesn’t look right. Can 
you do this? Then by two days’ time, it’s done. ID24 

 

Rapid response to feedback: One of the survey questions was creating a 

lot of noise. Just subtle changes in the wording of that question 

dramatically changed the responses coming through. We were able to 

actually audit live what was the impact of changing the wording slightly 

on question three or question four or question five. During the first few 

weeks, being someone that likes to be a data-driven individual, we 

deliberately changed the wording on all the different questions around 

subtly to see basically what different responses were from the patients. 

That enabled us to come up with a set of questions that had that a high 

level of specificity and sensitivity for patients with real need. ID33 
 

Rapid response to feedback: It was really good to be able to have really 

timely feedback from the clinical pharmacists who were involved in 

managing the alerts in order to keep the PDSA cycle going and feedback to 

the call handlers about how they might change the questions or the 

responses they gave people. Similarly, if they had concerns when they  
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 were ringing people, they would go straight to us, to the virtual clinical 

 team. It improved organically in that we just kept refining it based on our 

 local weekly meetings and feeding back any issues that we came up 

 against. ID10 

 Appreciation: Right at the end of the project, when we wound it down, 

 they did a big celebration event, and they got the GPs involved, which 

 was really important. As I say, we'd had these odd issues where the GPs 

 have gone, "No, it's a scam." To them, we had some GPs attend to give 

 case studies of how it had really made a difference, actually. They were 

 very vulnerable people who had had really good outcomes as a result of 

 the co-handlers work. I think that was really moving, and really special. 

 ID26 

  
Leveraging Encouragement of divergent views: I think the willingness of people to 

diversity and go to the meeting every evening, the fact that your comments were 

clinical input for listened to and taken onboard, and the willingness of the team to adapt 

systems change and try and make changes to improve…No, it's not working, or we can do 

 this better, so we'll change that. It was really interesting to be part of, to 

 just see how things could evolve, how quickly you could get something 

 that worked well up and running. ID20 

 Encouragement of divergent views: …what they managed to do was 

 successfully flatten the hierarchy. There are hierarchical elements in 

 terms of leadership positions and clinical grade. That worked a lot in 

 terms of people being able to speak up and say, "I think this is a great 

 idea. We should do it," or say, "Actually, I don't agree with that. I think 

 we should follow a different path in terms of that." Resilience and 

 flattenin’ hierarchy. Developing that psychological safety for a group of 

 people to be able to develop that, I think, it was really important for us 

 and would encourage other systems to do the same. ID22 

 Encouragement of divergent views: He and others were very good at 

 making sure that everybody contributed. It wasn’t a case that the loudest 

 voices were heard. It was the case that everybody would be heard. 

 Howard would always make sure when chairing these meetings that he 

 would bring in the representatives from each locality to say their piece 

 and check in with them at certain points in each meeting whether they 

 were in agreement with whatever was being discussed. There could be 

 no doubt whatsoever that we were all going in the same direction. It was 

 being checked, validated, and even wrote it down in action logs and 

 things so that it was recorded. We added that, and we had project 

 management support who were helping to get a structure to things so 

 that we had a plan, some timelines. They were quite critical. ID14 
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Encouragement of divergent views: We had to bring in the council 

’cause they were giving us the lists. That was an entrance into dialog 
with them. We’d never really talked with them ever before. I’ve been a 
clinical lead for many years as a long-term conditions lead—never really 

dealt with the council. That was a really exciting potential solution for 

these people. Then, of course, we brought the ambulance crews in, and 

suddenly, before we knew it, everyone was suggesting other people. 

There was cross-pollination ’cause all these different organizations— 

ambulances were dealing with the council. The council were dealing with 

social services and mental health issues. They were critical for us getting 

a dedicated mental health line put in ’cause they’d already got a dialog 

going. There was a huge amount of cross-pollination going on. ID33  
 

Encouragement of divergent views: It was a good example of work and 

health and social care and the borough councils and the prescribing team 

working together. ID05 
 

Clinician input: The patient questionnaire was formulated by the clinical 

people that were on a steering group, but then once we were actually 

asking the questions, and we were able to feedback, there were lots of 

changes made…we were able to feed into it and help shape how it 

went…We all felt that we were involved with that. ID12 

 

Clinician input: We engaged people. It wasn't something that was just 

forced upon them…we were very engaging in terms of the people that 
were gonna be the end users. From a clinician perspective, whether that 

be access to the record, whether that be workin’ in the VCT, or working in 
the hot hubs…I think a mixture of a really tightknit group of clinicians, 
non-clinicians, leaders, managers that absolutely bought into the vision 

and what we were going to achieve through the use of COVID Protect 

and its different forms, but also, how we engaged clinicians that were 

using it and the patients that were the recipients of that and used it to 

develop the system to make it better and more effective. ID22 

 

Clinician input: The clinical leads were very useful, and the feedback and 

the comments that they gave were pertinent and appropriate and just 

showed a grasp. I think every area is slightly different, and so they were 

able to bring us something that might be important to their population. I 

think it's good to have different areas covering a large patch, different 

people from each population there to representing their area because 

they know certain foibles. ID20 

 

Clinician input: One of the key ones for me was we were really doing this to 

help practices, to help our doctors. The project was developed with 
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 doctors involved at the higher-level, strategic level… They're involved all 
 the way through with delivering the project. ID26 

 Clinician input: The structure that we put in place for the project to have 

 a clinical operational group, which met weekly, and a project 

 management group… That had a number of GPs on it, and what was 

 able to really be the driving force that then disseminated the messages 

 down into each of the… four localities… Then also, obviously, you could 

 take feedback back into that clinical group, so actually, this is where my 

 GPs are. This is their mindset… to mitigate these concerns. That was a 

 really important group. Then the operational group would, report into 

 that group and that helped drive pace and focus and maintain a clear 

 direction of travel. ID17 

 Clinician input: The one big thing that helped this project was 

 establishing the clinical group right at the beginning and having a group 

 of very engaged clinicians all turning up for meetings en masse, regularly 

 and actively enthusing about it. In the past, you would have 

 transformation on one side, and the health service managers would be 

 trying to do something. Then you’d have the clinicians on the other side. 
 Sometimes you were trying to justify what you were trying to do as a 

 manager, and the clinicians would be arguing, and everyone would have 

 their pet view, and it’s a barrier to transformation. The one thing that 

 this project did really, really successfully is in bringing the clinicians in 

 right at the beginning and every decision being clinically driven and 

 clinically justified meant that as we rolled it out to the wider health areas 

 and the wider GP practices, it had a clinical backing. That clinical backing 

 was absolutely key to making this happen, absolutely key. ID29 

 Clinician input: We set up webinars inviting primary care network clinical 

 directors. [Name] basically talked through what he thought the product 

 was gonna be and made very pointed efforts at that point on those calls 

 to go around to each of those clinicians and ask them what they thought 

 of it and whether they supported it or not just to make sure that all the 

 voices were heard. Pretty much unanimously, actually, most of the 

 clinicians really conceptually understood it and supported it. ID16 

  
Allowing for both GP autonomy: There were different types of alerts…the practices are 

central control used a bit working autonomously, and so the CCG didn’t want to take a 

and local prescriptive approach to the model that we used to deliver the project, so 

adaptation it allowed this flexibility, which I think it worked well, and it got buy-in 

 from the practices because of the flexibility. It was sort of harder to 

 manage from a governance perspective because there wasn’t a single 
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approach. There were some localities that didn’t have virtual clinical 
teams. There were some that did, so in some localities, all the alerts went 

through to the GP practices, but in other localities, there was a virtual 

clinical team that would see them in the first instance. ID07   

Local adaptation: I linked in locally with the local operational teams in 

each of the localities. I engaged with each of those localities and 

assigned a manager as a lead for the rollout of COVID Protect in their 

areas. They then communicated locally with staff to say that this was 

coming. They demoed the system so those staff could see it before it 

came in. Or, if they’d got any questions, they could do that. Then also 
linked in with the local administrators so they could help in signing 

people up rapidly rather than almost developing a single point of failure. 

We could see that coming, so we put in local facilitators and admin at 

each site so they could get people signed up quickly. Yeah, then it got 

rolled out. Then again, we reviewed that on a regular basis, catchin’ up 
with staff, having drop-in sessions for people, virtual drop-in sessions for 

people, to just highlight any problems directing to us as the team or 

through the local links. They could do that in terms of the access to 

information. ID22 
 

Local adaptation: We had to keep coming up with how you were gonna 

do it…but [leadership allowed each group to do their own thing. Each 

area did their own thing depending on how familiar they were with [the 

system] and what their setups were like. We were then having to 

develop our local systems so that we could then take ownership… ID24 
 

Local adaptation: It was really useful for us to keep adapting and 

adapting and adapting as soon as we worked out what the need was. 

Try not to be too wed to your original idea. The fact that they allowed 

each area to develop and do their own thing was really useful. ID24 
 

Local adaptation: That was one of the key aspects of the delivery of the 

project really was just trying to work out how we were going to handle 

those alerts. That was the element that was very successful from the 

point of view of letting the localities decide how they were going to 

handle those. ID16 
 

Local adaptation: With the list of patients that we’re shielding, ’cause 

they were clinically vulnerable…it was vitally important that there was a 
way of supporting them in a number of ways. The obvious things like 

organizing food parcels for them, getting medicines to them, monitoring 

their health, and checking if their health was deteriorating, we were 

capturing them and being flagged up... possibly one of the most 

important things, is it was a point of contact. We could talk to them. It 

helped reduce the sense of isolation. It was the four things, really,  
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 supporting on food, supporting on medicines, supporting on health, and 

 being a friend. ID29 

 Local adaptation: Sometimes there’d be a clinical issue that needed to be 

 addressed if the person had symptoms of COVID…There were virtual 
 clinical teams created at each locality as a filter to deal with things 

 rather than everything going to each individual small practice. There 

 were four clinical teams who were receiving the bulk of these referrals. It 

 took them a while to get set up. Also, they had teething problems in 

 gettin’ themselves organized, so that pushed back some things back to 

 me if they didn’t understand what was being written down or what have 

 you. That was a bit of a challenge. In terms of overcoming that, we had 

 to develop what we call SOPs, standard operating procedures, just to 

 really clarify really clearly roles and responsibilities and who does what, 

 but in the early days, it was all a bit messy. We just have to get on with it 

 and learned as we went along. ID14 
  

Balancing risk Taking risks: a lot of the restrictions around funding relaxed…It enabled 

taking and those sorts of things to happen at risk, which wouldn't happen under 

accountability normal circumstances. ID16 

 Taking risks: In my role where I'm accountable, I felt real pressure 

 whether we were doing the right thing…Of course, it was fine, but at the 

 time, there was a lot of nervousness about whether it was fine. ID30 

 Taking risks: That sense of needing to help people was a real good 

 booster to just think "Ultimately, what's the worst that can happen? 

 We're trying to contact people to help them”. ID26 

 Taking risks: With the COPI order and with a common sense of objective, 

 we were able to all really focus on what we wanted, which was to 

 protect our patients…There was a common goal…On the back of that, 
 there was a real sense of teamwork, I think, in terms of pushing for the 

 same goal, which meant all this happens when normally you’d have 

 people going, “I’m not allowing my data for that” or “I’m not allowing—” 

 It did create a real sense of teamwork for trying to push the thing out. 

 We launched literally in two and three weeks what had normally taken 

 us six to eight months on the back of those different bits and pieces. ID33 

 Taking risks: I think what was unique, and I think is a consequence of the 

 emergency situation, it felt as though all our partners were actively 

 engaging. It really felt as though nobody was putting up any barriers. We 

 were working with a lot of other agencies, so particularly, say, with 

 people within the County Council. Now, normally to get things working 

 across systems like that, it would take you months or years of 
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negotiation and working out who was gonna do what and whose 

responsibility it was gonna be to do whatever. That just melted away, 

and people just did what needed to be done. I think that's been widely 

cited in many parts of the world as one of the silver linings from the 

pandemic. ID27  
 

Taking risks: We had the luxury at that time of not really thinking or 

having to produce value for money business cases upfront to say, "Well, 

this is how… we're going to justify the cost of it." It was more, "No, we're 

gonna go ahead with the project," and the cost of it is gonna be brought 

against the centralized COVID fund. I guess what I'm saying is that during 

the course of the project, we ended up doing something that the NHS 

doesn't normally do. Normally we spend a long, long time going through 

formal business cases trying to justify how we're gonna spend 

something. We never really evaluate it properly or turn it off if it doesn't 

work. In this case, we said, "Well, we're giving the green light to a project 

that we think is gonna add significant value to our patients and our 

practices." We know it needs the support, so we're going to go at 

financial risk making sure that it's appropriately staffed. ID16 

 

Taking risks: One of the successes, and the high points was actually 

getting a very diverse group of people together and agree enough to 

make something happen extraordinarily quickly. Something that would 

normally have taken months and months of meetings…Normally, you 
would spend a lot more time talking about stuff, debating stuff…People 
would normally expect it to pilot somewhere very small and evaluate it. 

They would want all the tweaks ironed out before you went for a full- on 

rollout. Whereas this was just this is it; we think it's the right thing to do. 

We're not quite sure how it's gonna work out. We're not quite sure what 

demand it's gonna create, and we're not quite sure how we're gonna 

deal with that if it does. I think there was such a momentum to get it 

done that I don't think I've ever seen anything get done so quickly. ID11 

 

Taking risks: I think we’ve also been much more willing to say, “You 

know what? That’s 90 percent good enough. Let’s go with it,” whereas 
previously, we’ve let the perfect be the enemy of the good and unless 

something’s perfect, we don’t try and implement it. We just haven’t had 
time to do that, so we’ve gone, “Well, that’s 90 percent there. Let’s go 
with it, and we’ll tweak it as we go along,” which I guess is much more 
of an agile approach in the true sense of the word. ID13 

 

Accountability: We also had to make sure that we weren’t taking any 

clinical risks…It was the balance of getting the governance in place in 
something that was so very, very fast-moving. On day one, I don’t think  
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there was a lot of governance, and there was lots going on. Over a three-

week period, we tipped the see-saw to a point where, I felt, ‘Yes, we’ve 
got grip control. We know what we’re doing. We know what we still 
need to do,’ and the structures were in place. ID16  

 

Accountability: “Then when things started to settle down a bit, it was 

then starting to put that together into a very, very simple 

implementation plan, managing the risks. Of all the various components 

within a project delivery, we basically ran a project plan, a risk log, and 

an action-decision log…we added in an element of high- level reporting 

so we could monitor what all the call handlers were doing, and we could 

do some management reporting. Also, we were able to articulate up to 

the senior management the outcomes of the project. That evolved over a 

three-week period from literally nothing. If we had sat down for two 

weeks and done a proper scoping phase, we’d have lost so much time. 
These people were vulnerable from day one. It was vital that we got the 

calls started as quickly as possible. Now, we also had to make sure that 

we weren’t taking any clinical risks, that we had clinical signoff, we had 
all of that support. Things like the action and decision log became vital in 

logging that so that we weren’t exposing anyone to risk and that we 
could defend any challenge should there be one. It was the balance of 

getting the governance in place in something that was so very, very fast-

moving ID16  
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