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1. Executive summary
1.1 Background, aims and research questions
Improving child health depends on a rounded understanding of what constitutes good child health.
Improving child health is not simply a matter of responding to clinical needs, but must involve the
psychosocial dimension of care, and the ability to ensure not only that ill-health is treated, but that good
health is maintained which includes attention to prevention. Delivering this holistic care depends on
effective collaborative practices between hospital-based and community-based settings which have personcentred care as the driving force behind service design. Integration of child health services should offer an
efficient approach which is better designed to improve child health, and a crucial aspect of this is effective
communication between general practitioners and paediatricians. The Programme for Integrated Child
Health (PICH) has been developed in anticipation of a continuing move towards integrating high quality
holistic paediatric care and with the aim of preparing paediatric and general practice trainees for new ways
of working in the delivery of child health in the community.
The aim of this evaluation was firstly to provide a synthesis of current research and perspectives about
integrated care through a rapid review of the literature review. Then, subsequently to evaluate participants’
and mentors’ experiences of being involved in the PICH programme, to explore the following research
questions:
1. How do course participants evaluate the PICH programme, in particular?
a) What are the participants’ views about the structure of the programme?
b) What did the participants learn from the programme?
2. What are participants’ views about integrated care and its impact on healthcare, in particular?
a) How do participants understand the concept of integrated care, its aims, and its importance?
b) What do participants say are the structural issues relevant to delivering integrated care?
3. How does the intraprofessional nature of the programme influence the participants?

1.2 Methodology
A rapid review of the literature was followed by a mixed methods empirical study in which 1:1 interviews
and ethnographic observations were used to explore the experiences and perceptions of mentors, GPs and
paediatric trainees involved in the programme.

1.2.1 Participant sampling framework and recruitment
The study population comprised trainees and mentors from Cohorts 1 and 2 of the PICH programme, which
corresponded to the first and second years that the programme had run. All participants volunteered to
take part in the study. The induction session from Cohort 3 was observed further research with that cohort
was outside of the scope of this evaluation.
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1.2.2 Data gathering
Three PICH programme sessions were observed and 23 one-to-one participant interviews took place. A
semi-structured interview schedule guided all interviews and they were audio-recorded and subsequently
transcribed verbatim by a professional stenographer.

1.2.3 Data analysis
Observation data and interview transcripts were subjected to thematic analysis. QSR NVivo 11© software
was used to assist in the analysis and ensure inter-coder reliability. Data was analysed inductively from
themes arising from the data but also deductively in response to the research questions.

1.2.4 Ethics
Ethical approval was granted by UCL Research ethics committee (Ref: 8949/001). Participants gave their
consent verbally at the start of the interviews.

1.3 Results
1.3.1 Participants
Four teaching sessions were observed, three from cohort 2 and the induction session from cohort 3. Oneto-one interviews were conducted with 23 participants.

1.3.2 Main findings
1.3.2.1 Programme evaluation
The PICH programme was perceived to be well run, worthwhile, and provided the desired benefits in terms
of education and learning about how integrated care can be delivered. The observations and interviews
both revealed the enthusiasm of participants, mentors and programme leads and this undoubtedly
contributed to the supportive yet ‘buzzing’ atmosphere described by many of the course participants.
The induction session, the project website, the mentoring scheme, and the monthly seminars were all
largely evaluated positively. There were some complications, for example, it was difficult for all trainees to
attend all seminars due to busy work schedules. The induction was felt to be rather long and presentations,
whilst of immense high quality, were perceived to be ‘too good’ and somewhat intimidating. Mentorship
and support was appreciated by many of the trainees, both peers and mentors provided sources of
influential advice. Some trainees felt that the mentoring was too open-ended and those who were unable
to finalise their projects at the end of the year missed out on guidance. One critical component of the
programme was the project. It caused both frustration and pleasure. Where barriers and delays were
encountered, which derailed participants from submitting in a timely fashion, they often felt
disappointment. However, many reflected later on the generic learning and the importance of the process.
The projects gave participants a deep understanding of how using real data could influence traditional
systems: an authentic problem-based approach. It also provided a sense of autonomy, enabling them to
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craft something of personal and professional relevance, to innovate and shape their own clinical
environment.
There was a widespread and positive perception of the style of learning delivered by the PICH programme.
The aims of the project were clearly and spontaneously articulated in the interviews, demonstrating the
success in delivering the PICH programme. Whilst participants did talk about learning clinical knowledge and
skills in a speciality to which they would not necessarily have exposure, the vast majority of their talk was
directed towards their own personal development: gaining confidence, independence, forming networks,
tools for individual reflection and application. An important finding from the interviews, with both trainees
and mentors, was that the course appeared to be successful in delivering tools for leadership too.
Participants acquired skills to take forward integrated care initiatives; ready to enact change as ‘leaders’ of
integrated care for the future.

1.3.2.2 Integrated care
Trainees and mentors on the PICH programme were all integrated care enthusiasts, having been involved in
other educational initiatives, in particular the ‘Learning Together’ clinics or having prior interest in the area.
The rationale for integrating care was well understood and articulated by participants. All participants
perceived a drive towards integration as rational, since they specified the patient must always be at the
centre of care and it is in the patient’s interest that care is seamless, which integrated care enables.
Moreover, there was a widespread feeling that integrated care is an idea whose time has come, not only
because of the growing prominence of ‘patient-centred care’ as an ideal, but also given the need to increase
efficiency in view of increasing economic pressures on healthcare. Participants were hopeful that integrated
care was a driver for positive health systems change and believed that more integration was inevitable.
However, they were mindful of significant barriers to implementation, including financial and territorial
issues. Integrated care was reported to impact on patient care positively. Specific examples of overcoming
current voids in the system were smoother referral processes and getting timely specialist advice.
Integrated care was also felt to improve efficiency by preventing work from being duplicated. Integration
was seen as an important concept centralizing the patient in systems-based re-organisation of health care
which was likely to have tangible positive impacts for children and their families.

1.3.2.3 Integrated professions
One of the most influential aspects of the programme was the creation of a shared spare for participants to
talk about providing care by sharing stories. These narratives became fuller and more nuanced as the
diversity of the participants increased. There were frequent stories about how responsibilities are shared
within child health care and this provided the impetus for them to start thinking critically about how
professional boundaries interlock and / or cross over between paediatrics and general practice. They talked
about the vital role of effective communication in both the intra as well as interprofessional context,
although the vast majority of the dialogue related to the latter. Communication was seen as a means of
establishing effective relationships and reciprocally, building relationships resulted in improved
communication and improved sharing of information. During the PICH programme participants’ learnt
about seeing the other side of things, others working environment, the burden of paediatric clinical work,
5

service pressures and affiliated health care networks which supported or undermined clinical practice. It
was clear that their close perceived professional alignment – paediatricians and GP – was a natural one.
However, alignment was not reported as universal. Certain specialities were not seen to align as similarly,
which may be problematic for implementing future integrated care pathways. Participants gained a deeper
understanding of the differences and similarities in each other’s clinical roles and how, crucially, they would
now alter their own professional practice to take these into account. They became a more ‘blended
professional’; one who adapts their own practice mindful of the others. This emergence of a blended
professional raises the concept of professional identity, how they thought about themselves in their clinical
capacity and how stepping out of traditional identities and thus roles aided the development of them as
integrated professionals.

1.4 Conclusions
The PICH programme was highly evaluated by participants and mentors. The overall feeling was that of a
generally well-run course, which was populated by enthusiastic mentors and trainees, and which led to
significant learning for everyone involved. Fundamental to its success were two key ingredients. Firstly, the
learning environment established at the seminars provided both support and challenge from peers and
senior colleagues and secondly, the project which allowed participants to engage with data, work with
authentic problems and innovate. Whilst there were logistic issues with attendance and some frustration
about project completion participant’s reported developing clinical, professional and transferable skills
including leadership.
Participants were all enthusiastic adopters of the concept of integrated care. However, they were aware of
the practical realities of implementation, often significant structural barriers, but considered integrated care
to be an effective patient-centred model for health service development.
Alongside organisational systems participants learnt, through the PICH programme, the importance of the
interpersonal. They articulated the value of understanding and adapting roles and identities to change
professional behaviours and how to work as ‘integrated professionals’.
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2. Introduction
2.1 About the programme
The Programme for Integrated Child Health (PICH) was launched in 2014 with the aim of preparing
paediatric and general practice trainees for new ways of working in the delivery of child health in the
community. The educational strategy consists of acquisitive and participative approaches to supporting
learning: alongside formally taught sessions on integrated health care, trainees are encouraged to
contribute to new ways of working through the conception and implementation of integrated care projects
in their own clinical setting. Running through both of these approaches is an overt recognition of the value
of peer-supported learning, as trainees work together to construct their understanding of both integrated
care and their own identity as professionals within this context. Mentor is drawn from paediatrics and
general practice also supported trainees. Whilst the concept of integration promoted within the PICH
website is holistic, and is contrasted with mere integration ‘between layers within the system’ (PICH, 2017),
it is important to state that this is a pilot project. The aim of which is to form ‘strong links between
paediatrics and primary care’ (PICH, 2017), in order to develop better ways of caring by taking a patientcentric view of service design and delivery.

2.2 Learning objectives
As set out on the programme website, the learning objectives for the formally taught component are as
follows:
By the end of the programme, participants will:
Understand the concept of integrated care
Have worked in an integrated care setting
Be able to assess health care data sources
Understand how to use data for service development and evaluation
Understand the importance of patient experience
Understand how to use patient experience and co-production to improve services
Be able to work and learn across boundaries
Be able to use reflection for personal development

2.3 Course structure and content
The year-long course runs alongside clinical attachments, and comprises three main components:
1. Launch event
2. Monthly evening seminars
3. Workplace-based service improvement project
Participants are expected to take a self-directed approach to their learning - alongside the formally taught
components, trainees are responsible for identifying a senior clinician or manager to act as PICH Local
Champion, meeting their mentor at least three times over the course of the programme, and completing a
structured reflective portfolio. The learning is intended to be largely project-based, and trainees are
expected to follow course guidance in order to complete relevant workplace-based projects.
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The course content is organised according to five themes:
1. What is integrated care?
2. Patient experience and involvement
3. Data influencing change
4. Working clinically in an integrated way
5. Leadership of the development of integrated services
Each theme comprises several learning objectives, along with suggestions as to how trainees might address
these through relevant project work and reflection.
Course sign-off requires the submission of a structured portfolio which encompasses project work, written
reflections and records of mentoring meetings. Participants also attend a sign-off meeting with course
directors.

2.4 About the report
The report has a standalone, executive summary already detailed in chapter one and a brief details of the
PICH programme are included in chapter two in order to orientate readers that are unfamiliar with the PICH
programme.
This section details the structure and overview of content in the remainder of the report. The report of the
PICH programme evaluation comprises of a review of the literature to contextualise the research. We then
briefly outline the methodological approach, which is interpretative and qualitative, and the methods
namely observations of the PICH seminars and one-to-one interviews with participants on the programme.
This chapter also includes the limitations inherent in the design and ethical permissions. This chapter is then
followed by the results chapter where we present the findings of the seminar observations and interviews
with participants who included trainees, mentors and programme leads. The final chapter summarises the
findings and makes concluding remarks before listing some recommendations for programme development
that the programme leads may wish to consider.
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3. Literature review
3.1 What is integrated care?
The Nuffield Trust (2011) defines Integrated Care as follows:
‘Integrated care’ is a term that reflects a concern to improve patient experience
and achieve greater efficiency and value from health delivery systems. The aim is
to address fragmentation in patient services, and enable better coordinated and
more continuous care, frequently for an ageing population which has increasing
incidence of chronic disease.

The Trust (ibid) goes on to describe the need to integrate care effectively as ‘a pressing policy concern’. The
Monitor report ‘Enablers and Barriers to Integrated Care’ (2012) cites the inherent complexity of individual
care needs, and the ineffectiveness of current arrangements to deal with such complexity, as a reason why
the policies which govern how care is provided are in need of radical reconfiguration.
The justification for integrated care is simultaneously practical and theoretical. It is practical to the extent
that resources are scarce, and there are inefficiencies in the system which, if removed, would improve
provision by harmonising systems at the macro, meso, and micro levels of care delivery, and reducing those
inefficiencies by so doing (Ham & Curry, 2011). It is theoretical insofar as the improvement of care is taken
to be an ethical goal which ought to be pursued. Indeed, Goodwin et al writing for the King’s Fund in 2012
made repeated claims that integrated care should be implemented, arguing that the harm caused by
complex health problems underwrites the justification for a system that is sufficiently well designed that it
can meet them.
The political, economic, and moral dimensions of this rationale are thus embedded in integrated care policy,
design, and implementation, and enshrined in the rationale of the Health and Social Care Act (2012). The
overarching goal of the Act is to make seamless the disjunction between the various clinical and non-clinical
functions of healthcare, as doing so ‘can reduce confusion, repetition, delay, duplication and gaps in service
delivery, people getting lost in the system’1, and these are taken to be in need of reform for the practical
and theoretical reasons given.
Although Integrated Care Pathways (ICPs) for specific conditions are not new and have been successful in
certain cases (Cunningham et al, 2008; Allen et al, 2009), the need for a fully integrated care system has
been largely inferred from failings and shortcomings of the prevailing arrangements, rather than from a
wealth of pre-existing positive evidence. The May 2012 report by Monitor states that ‘the existing literature
surveys provide some evidence for benefits in terms of patient experience, limited evidence in terms of
clinical quality and very little information on cost impacts’. If these findings are reliable, further research is
needed.
Nevertheless, as Goodwin et al (2011) report for The King’s Fund, the need to develop integrated care
systems has grown in recent decades in response to the challenges of an ageing population, and the
1
https://www.gov.uk/guidance/enabling-integrated-care-in-the-nhs
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concomitant increase in pressure on healthcare resources. There is a growing need to prevent hospital
admission as far as possible, both to ensure that people can live healthy lives for longer (Kodner &
Spreeuwenberg, 2002), and also to reduce clinical expenditure (Ham et al, 2011). Consequently, a
reconfiguration of healthcare is required to connect – or ‘integrate’ – the clinical and social components of
healthcare in a system within which these functions have been separated and discrete (Lloyd & Wait, 2005).
The challenge, therefore, is how healthcare can be made seamless across these previously distinct domains
(Grone & Garcia-Barbero, 2001).
Both general practice and paediatrics sit at the frontline of the need for integrated systems of care, since
GPs are typically individuals’ first and primary point of contact with healthcare services, and a parent’s first
point of call when their child becomes unwell. These are, therefore, both important foci for integrated care,
as they are points at which medical and social care connect, and are the points at which care is managed
after any acute phase has passed. As Ham & Walsh (2013) report for the King’s Fund:
The evidence of the benefits, in particular to the experience of service users and
their families, seen when organisations and services work together, make a
compelling case for care to be co-ordinated around the needs of people and
populations. Developing integrated care means overcoming barriers between
primary and secondary care, physical and mental health, and health and social
care to provide the right care at the right time in the right place.

Despite this, however, little research has been done to evaluate integrated care in either general practice or
paediatrics. Systems evaluation first requires systems to be in place, and since large scale integrated care
models (as distinguished from narrower and more local integrated care pathways for specific conditions)
have only been introduced relatively recently in the UK, the potential evidence base is limited at present
(Billings & de Weger, 2015). Consequently, those results that do exist are more equivocal with respect to
the effectiveness of integrated care, despite the policy rhetoric (Mangan & Ward, 2015).
There is evidence from beyond the UK context relating to the effectiveness of integrated care. For example,
studies of paediatric integrated care have been carried out in Brazil (Victora et al, 2011), Malawi (Chan et al,
2010), and Canada (O’Brien et al, 2013). These studies indicate that such systems can be effective. However,
further investigation is needed within the UK to generate an evidence base for what does and does not
work, and the circumstances in which the quality of integrated care can be maximised.
Bevan & Janus (2011) note this trend, reporting that integrated care has been relatively slow to embed in
the UK and the United States, despite some recognition that it is an increasingly influential concept. Indeed,
the concept is not new, since the Journal of Integrated Care is now in its 21st year. By contrast, there is
evidence that in other European nations, for example Sweden (Ovretveit et al, 2010; Ahgren & Axelsson,
2011), Denmark (Rudkjobing, 2012), and Norway (Romoren et al, 2011) have been relatively successful in
developing whole-systems integrated care strategies since the turn of the millennium. Nevertheless, there
has been recognition for the past two decades in the UK that integrated care strategies will be and are
required in order to maximise the health and guarantee the safety of patients, given the attendant
pressures on NHS resources. Initially conceived as ‘pathways’, by 1998 there were around 45 such
integrated care systems for the management of a range of conditions across their acute, chronic, and
rehabilitative phases (Campbell et al, 1998).
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In this respect, although it has taken longer to develop in the UK, the concept of and rationale for integrated
care has been well understood for some time. A review of integrated care within the UK since 2010 yields a
range of policies and guidelines, interventions, and evaluations – although limited in number.

3.2 Rationale for integrated care
Godlee (2012), in an editorial for the British Medical Journal has pithily described systems of integrated care
as ‘what we all want’, summarising the rationale behind such systems as follows:
Integrated care is one of those concepts that’s hard to argue against. Who among
us would not want hospital staff to work closely with primary, community, and
social care services, so that, when we turn up in the emergency department with a
serious exacerbation of our chronic condition, the team there knows all about us?
Better still, wouldn’t we all want the various teams to liaise closely so we don’t
have to go to hospital at all? If, by integrated care, we mean seamless, high quality
care, it’s obviously desirable.

The apparent self-evidence of a justification for integrated care, given the nature and scale of the pressures
on UK healthcare resources is echoed in reports produced by the King’s Fund (2011):
Without integration, all aspects of care can suffer. Patients can get lost in the
system, needed services fail to be delivered or are delayed or duplicated, the
quality of the care experience declines, and the potential for cost-effectiveness
diminishes (Kodner and Spreeuwenberg 2002). The challenge facing today’s health
and social care system in England is its ability to offer high-value care in the face of
a difficult financial and organisational environment. The task is especially daunting
in the context of a population in which the burden of disease is growing and
medical advances offer increasing opportunities to treat disease, but at a cost. The
result, if nothing changes, will be significant unmet need and threats to the quality
of care.

The UK consortium for integrated care, the National Collaboration for Integrated Care and Support (NCICS),
mounts a similarly unambiguous argument for the importance of a realignment of healthcare resources
along these lines:
…progress brings challenges. Our system of health and care is under more pressure
than ever before. People may be living for longer, but often they are living with
several complex conditions that need constant care and attention, conditions like
diabetes, asthma or heart disease. And this is not only about older people –
children born with complex conditions are now living to adulthood, while those
with learning disabilities and other groups have lifelong needs. All these people
need continuous care and support, and the right systems and resource to enable
that.
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These examples convey the prevailing tone in which the case for integrated care is made at the level of
health policy, and it is arguments such as these which have driven the development of practice guidelines
and pilot schemes for delivering it within different parts of the healthcare infrastructure. There is, however,
a final and more profound reason for needing integrated which care can be inferred from changes in the
structure of society that are reflected in changes within the health infrastructure.
It is arguable that earlier, even archaic, healthcare systems may be construed as having been ‘well
integrated’. Anthropological work, such as that of Young (1976), Worsley (1982), Bakx (1991) and others
into 'folk', traditional, pre-western, and pre-scientific healthcare is instructive here. The role of the
indigenous ‘healer', or smaller group thereof (Foster, 1976; Kleinman & Sung, 1979; Fabrega, 1997), is the
reverse case of modern attempts at integrated care, since the responsibility for whole person care is unified
in one ‘provider’. This is, of course, commensurate with a lack of biomedical knowledge, and for this reason
care may be ineffective in certain important respects. Nevertheless, at a threshold of simplicity that it can
be delivered by a single individual, it is possible to view such care as taking an integrated form.
This simplicity, however, is commensurate with the simplicity of the societies being served. Societies such as
the UK are extremely complex. Biomedical understanding abounds, and is divided into specialisms,
practised by experts in those fields (Blaxter, 1978; Young, 1983). Medical technology is also complicated,
and in understanding ever more specifically the causes of diseases, generates an increasingly complex range
of treatment possibilities. Not only this, but the population is highly diverse in all respects, with needs that
differ dramatically. Providing care analogous to that of 'the healer' but with enhanced medical effectiveness
is thus a considerable challenge. The cause of this challenge is increasing complexity across not only the
healthcare system but also the social context in which it exists. Under this lens, the drive towards integrated
care may be seen as an attempt to mitigate the negative anti-cohesive effects of these, perhaps ineluctable,
socio-economic drivers.

3.3 Approaches to integrated care
Integrated Care Pathways (ICPs) for specific conditions are not new (Middleton et al, 2001), and both in the
UK and beyond stretch back to around the mid-1990s (O’Brien et al, 2013; Morgan, 2011; Pettie et al, 2011;
Morrow et al, 2009; Cunningham et al, 2008; Allen et al, 2009; Zander, 2002; Selwood, 2000; Kitchiner,
1996; Kitchiner & Bundred, 1996). ICPs may be summarised as ‘structured multidisciplinary care plans which
detail essential steps in the care of patients with a specific clinical problem’ (Campbell et al, 1998, p. 133). In
a worldwide analysis of ICPs, Zander et al (2002, p. 101) write that they have ‘truly swept the world’ in
response to four primary forces:
1) changes in national health care economics requiring more efficient use of the resources
of time, manpower, and diagnostic and treatment methods
2) initiatives and regulations for quality improvement and best practice from the
expanding body of evidence
3) the desire for automation of the health record
4) the search for better ways to involve patients and families as partners.

As the precursors to full-system integrated care, ICPs for individual conditions are necessarily diverse and
developed in a more or less organic way. The 2012 Monitor report states that the library of integrated care
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pilot studies that have been sprung up in recent years is now relatively well known, listing successes
including the Bolton Diabetes Network, Wales Chronic Care, the South East London Cancer Network, and
others, as evidence for how integrated care can work. These have been employed in support of an
argument for whole system integrated care, and these pilots may thus be viewed as antecedents of such
larger scale delivery.
Moreover, Shaw et al (2011, p. 4) writing for the Nuffield Trust identify a growing recognition over the past
thirty years that effective care is a complex system both vertically (i.e. in the sense of clinical hierarchies)
and horizontally (i.e. in terms of different agencies or specialties responsible for different aspects of
treatment), comprised of antecedent strands which have given rise to the eventual concept of ‘integrated
care’. These include coordinated working and care programmes in the 1980s, through inter-agency working
and shared protocols in the 1990s, to patient-centred care and whole systems working in the 2000s.
As the authors suggests, therefore, larger and more ambitious integrated care systems developed at the
level of entire Trusts or regions, with a view to using integration as a more general means of service
delivery, are a more recent phenomenon. Deliberate whole-system integrated care in the UK began with 29
‘vanguard’ sites (Lacobucci, 2015), acting as a large, multi-site pilot study.
Some integrated schemes have been established within the third sector and driven by organisations therein.
Community Integrated Care2, for example, is a charity, which delivers support across the UK towards
integrating health and social care functions. Other schemes have been driven by national government
agencies at a local level. An example of a successful scheme is North West London Whole Systems
Integrated Care3, which operates across the eight boroughs of North West London by integrating the
functions of the Trusts, local authorities, and Clinical Commissioning Groups across this area4. Although
evaluations of integrated care schemes in the UK are few in number (not least because such schemes are
relatively new and limited in number), this scheme has been the subject of evaluation (Steeden, 2011)
which provides some evidence of its success.
A similar scheme, Southwark and Lambeth Integrated Care5, has been established in south London and uses
a similar approach in order to:
…design services that are joined up and easier for local people to navigate. To
provide integrated care we will work as one system across health and social care,
with one integrated budget…Whilst helping people lead healthier and happier
lives, our purpose is also to stop the rising costs across the health and social care
system.

Elsewhere in the UK, bodies such as the Health and Social Care Board of Northern Ireland (HSCNI) have been
established as collaborations between devolved national and local government, Healthcare Trusts and the
voluntary sector to integrate care in these regions as well.

2
3
4
5

http://www.c-i-c.co.uk/about-us
http://integration.healthiernorthwestlondon.nhs.uk/
http://integration.healthiernorthwestlondon.nhs.uk/about-us/our-partners
http://slicare.org/who-is-slic
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Moving onto reviewing methods for how to teach integrated care approaches, however, the literature is
more limited. Only six research papers report on the methods used to translate the theory of integrated
care into an educational curriculum. Four of the papers report on integrated care training programmes in or
across specific medical domains. Half of these were programmes which integrated primary care with
secondary care for psychological rather than physical problems (Zoberi et al, 2008; Cubic, 2012; Hall et al,
2015). The other three report on less less domain-specific programmes, focusing on integrated approaches
to teaching medical ethics (Browne et al, 1995); complementary and alternative medicine (Owen and
Lewith, 2004); and interprofessional education generally in training for doctors (Tresolini et al, 1995).
Although the teaching methods used in these programmes are not novel, the originality of the programmes
consist in the principles of integrated care which underpin the design and content of the curriculum and
teaching. Methods of teaching integrated care in these studies include: training by internal experts, training
via sending trainees to external institutions with the relevant expertise, or developing in-house postqualification training programmes (Hall et al, 2015); training via 'clerkship' where primary care trainees
undergo an intensive integrated care education placement with a consultant psychologist (Zoberi et al,
2008); and in reverse via placement of psychologists in training with primary care doctors (Cubic et al,
2012); by medical students receiving lectures, presentations, and seminars with experts in healthcare ethics
(Browne et al, 1995); complementary and alternative medicine (Owen and Lewith, 2004); and the medical
curriculum in general (Tresolini et al, 1995).
What is significant, however, is not the teaching methods – none of these are untried, or unique to
integrated care training. Rather, each of the programmes reported here is guided by the same set of key
principles which underpin the integrated care approach, namely: the need to ensure that medical trainees
receive a well-rounded and balanced education involving programmes where doctors from different
specialisms and allied health professionals are learning together, and in which they are taught by doctors
from different specialisms and allied health professionals so that each can understand each other's
perspective and line of reasoning about the case. These studies advance a view that a full understanding of
a patient's needs can only be achieved through adopting a holistic approach, formed by sharing the views
of not only the patient's view, but also those of all the various specialist physicians whose input is relevant
to determining the appropriate treatment or course of action.
Zoberi et al (2008) offer the most straightforward summary of this principle; namely, that integrated care
education, whatever the methods by which it is delivered, embodies the adoption of a biopsychosocial
approach towards treatment. This incorporates not only physical health issues but also the psychological
difficulties, socially-orientated problems, spiritual beliefs, and so on, that come to bear on a patient's
overall condition. As such, the findings here suggest that standard teaching methods are adequate for
delivering integrated care, but to be effective they must be designed according to and embody the holistic
principle which underpins the approach.

3.4 The role of interprofessional education
Effective interprofessional education (IPE) in care is becoming more challenging, and the need for it is
becoming more acute. This is because healthcare needs are becoming more diverse and the healthcare
system is becoming commensurately more complex for the reasons already outlined. Since, as Brock et al
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(2013) report, medical errors and poor patient outcomes are associated with communication failures within
the care setting, the need for effective IPE is increasingly important against this background of growing
complexity.
In an analysis of the disciplines relevant to enabling IPE, Barr (2013) finds a diversity of theoretical
perspectives to be implicated, including complexity theory; activity theory; organisational theory; the
sociology of the professions; general systems theory; situated learning; practice theory; psychodynamic
theory; identity theory; contact theory; and adult learning. Consistent with this diverse range,
Thistlethwaite (2012, p. 59) reports on the Lancet Commission’s findings of an earlier initiative to devise a
shared vision for IPE, stating that:
The Commission refers to ‘a slow burning crisis’ caused by the ‘mismatch of
professional competencies to patient and population priorities because of
fragmentary, outdated and static curricula producing ill equipped graduates’ and
uses the term ‘professional silos’, a metaphor frequently found in the
interprofessional literature.

Given this pressing need, a growing literature – from both the UK and elsewhere – now exists of analyses
and evaluations of IPE within healthcare systems. Indeed, it has at least two dedicated journals6; there is an
international voluntary body for the promotion of interprofessional education7; the World Health
Organisation has produced guidelines and recommendations for interprofessional education in healthcare8;
and a literature search yields a significant body of research in healthcare evaluation.
IPE has been the subject of systematic review (Reeves et al, 2010; Thistlethwaite, 2012; Olson &
Bialocerkowski, 2014; Cochrane Database, 2013), and the research identified so far may suggest strong
evidence for the effectiveness of IPE. Surprisingly, however, the most recent Cochrane review (2013) of
relevant research suggests that evidence for the effectiveness of IPE is equivocal. Indeed, Thannhauser et al
(2010) write that much research into developing approaches that can reliably deliver effective IPE are
theoretically under-developed. Similarly, Reeves et al (2010) find that although useful progress has been
made in strengthening the evidence base for IPE, there is still more to do. Finally, the conventional
separation of medical specialisms constituting ‘chains of care’ (Ahgren, 2010) can, as the author notes, lead
to antagonism resulting from mutual misunderstanding or mistrust between the specialist silos involved.
Given the current lack of reliable evidence for what works, and why, there is therefore a need for further
research in this area in order to gather more information about a) the effectiveness of IPE; and b) what
aspects of IPE are effective, and what makes them effective in terms of the context in which it is delivered.
In order to advance the field of IPE research, we therefore propose a new theoretical perspective for
framing relevant studies, employing a critical realist approach to the design and evaluation of IPE
programmes.

6 http://www.tandfonline.com/toc/ijic20/current / http://www.journals.elsevier.com/journal-ofinterprofessional-education-and-practice/
7http://caipe.org.uk/
8http://apps.who.int/iris/bitstream/10665/70185/1/WHO_HRH_HPN_10.3_eng.pdf?ua=1
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4. Methodology
4.1 Our approach to the study
Our methodological approach was qualitative. Qualitative research permitted the exploration of issues
central to the PICH evaluation and interpreting participants’ experiences and views about the programme,
integrated care and the professional attributes and behaviours needed to support the development of
integrated care in practice. We used observations and interviews to understand how and what individuals
learned from the programme, from and about each other, and how they understood professional roles in
light of the delivery of integrated care.

4.2 Research Questions
The research was aimed at answering the following main research questions:
1. How do course participants evaluate the PICH programme, in particular?
a) What are the participants’ views about the structure of the programme?
b) What did the participants’ learn from the programme?
2. What are participants’ views about integrated care and its impact on healthcare, in particular?
a) How do participants understand the concept of integrated care, its aims, and its importance?
b) What do participants say are the structural issues relevant to delivering integrated care?
3. How does the intraprofessional nature of the programme influence the participants?

In the following sections we outline the research methods used and give an account of the advantages and
limitations of the study.

4.3 Research design
The study was a small scale London-based qualitative evaluation, which aimed to investigate the PICH
programme and its impact in delivering the tools necessary for integrating child healthcare between
paediatrics and general practice.

4.4 Research methods
To gain a rich and detailed insight into the PICH programme and the numerous perspectives thereon, we
used two qualitative methods: observations and one-to-one interviews. Both of the methods were piloted
in the early part of the study and adapted accordingly for the remainder of the study.

4.4.1 Observations
Observation of the formally taught PICH programme allowed researchers to gain an insight into the ways in
which the PICH team attempted to support trainees’ learning about integrated care. The observations were
used to collect data according to the following categories:
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Demographics, i.e. the time, time, place and people present at the learning seminar; the
composition of the group present, as not all trainees and mentors attended each seminar;
The topic for the session;
The project(s) presented by trainees for discussion by the group;
If present, any guest speaker and the purpose and content of their presentation;
Interactions between trainees, and between trainees and mentors;
The delivery of integrated care teaching and aspects of learning highlighted therein.
The observations also provided a means of recruiting participants for interview.

4.4.2 Interviews
Semi-structured interview schedules (see Annex 1) allowed the research team to explore the lines of the
enquiry and the concepts deemed important to the study whilst allowing sufficient flexibility to allow
respondents to contribute flexibly about their experience of the PICH programme.

4.4.3 The study population
The study population comprised of trainees and mentors from Cohorts 1 and 2 of the PICH programme,
which corresponded to the first and second years that the programme had run. The induction session from
Cohort 3 was observed but it was outside of the scope of this evaluation to conduct further research with
them. Cohorts 1 and 2 differed with respect to the trainee group. In its first year the PICH programme was
run solely with paediatricians and was expanded to include GP trainees in the second year. However,
mentors for both cohorts were drawn from paediatrics and general practice. The timing of the research,
which was commissioned between the first and second cohorts, meant that whilst interviews could be
conducted with participants from both cohorts, observations could only be conducted with the second
cohort (and the induction from Cohort 3).

4.4.4 Recruitment of participants
An email was sent to all mentors and trainees from Cohorts 1 and 2, via the PICH programme administrative
team. This email explained the study and provided a participant information sheet, and asked respondents
to opt out by a specific date if they did not wish to take part in the study. Once this date had passed, contact
details of the trainees and mentors were passed to UCL by the PICH programme administrative team. We
aimed to recruit an even breakdown of trainees and mentors from both paediatrics and general practice,
and of trainees from Cohorts 1 and 2. We sent two reminder invitations to those who had not responded to
the initial request to take part in interviews.
Course participants who had consented to participate took part in one-to-one semi-structured interviews.
Interviews were conducted in this manner for privacy and to encourage the sharing of unique experiences
(Byrne, 2012) but equally so they could be timed to best suit participant’s availability. Interviews were
conducted either in person or by telephone, according to the interviewee’s preferences. Interviews were
audio recorded for accuracy and transcribed professionally.

4.5 Data analysis
Observation data and interview transcripts were subjected to thematic analysis.
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4.5.2 Analysing observation data
After the initial data collection, a secondary analysis was carried out wherein the data was organised
according to common and recurring themes so that any patterns could be identified and compared against
each other.

4.5.1 Analysing interview data
A coding scheme was developed inductively - with meaning flowing from the data - as well as deductively to answer the questions posed by the research (Miles and Huberman, 2002). The orientating concepts of
Whitchurch’s (2009) blended professionals and the principles of critical realist analysis guided the data
analysis. An iterative approach, sensitised by theory, informed the categorisation and coding of the
interview transcripts.
The interviews were independently coded by four team members (AG, CC, AA & AM) using QSR NVIVO 11©.
An initial coding scheme was developed based on analysing five transcripts. Each of the four team members
coded the same five transcripts, and the comparison and discussion about these was used to devise the first
iteration of the coding framework. Thereafter, the remaining 14 transcripts were distributed between three
of the team members for coding. Once this second round of coding had been done, we re-convened to
compare our analyses and carry out inter-coder reliability tests. These were used to devise the final
iteration of the coding framework, during which time some codes were re-named, some were merged, and
some were deleted. Any remaining discrepancies were discussed until a resolution was agreed to arrive at a
final version that we used as the basis for producing our results.

4.6 Limitations
The potential limitations of the methodological approaches taken in this evaluation include concerns
typically raised about qualitative research, which typically centre on the subjective nature of the enquiry.
This evaluation mitigated against these concerns in a number of ways:
It used a well-defined methodology and conceptualisation to shape the study design, data
gathering, and data analysis.
Two qualitative methods were used and triangulated with relevant background theory.
Throughout the analysis stage the research team met repeatedly and worked closely in ensuring
the development of a shared understanding of the meaning of the data.
A qualitative data analysis software package (NVivo 11) was used and inter-rater reliability of
the initial thematic analysis was found to be 90% or above.

4.7 Ethics
The project was presented to the UCL Joint Research Office 8949/001 (Appendix 2) and given ethics
clearance by Chair's Action. All participants were given the opportunity to opt out of the study prior to
interview. Participants volunteered to take part and actively consented, it was made clear that if they chose
not to participate, it would involve no penalty or loss of benefits to which they were otherwise entitled. All
materials were anonymised and are held confidentially in compliance with the Data Protection Act 1998.
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5. Results
In this section we present the main findings from the observations and the thematic analysis of interviews
with trainees and mentors. As a reminder here are the research questions this study addressed:
1. How do course participants evaluate the PICH programme, in particular?
a) What are the participants’ views about the structure of the programme?
b) What did the participants’ learn from the programme?
2. What are participants’ views about integrated care and its impact on healthcare, in particular?
a) How do participants understand the concept of integrated care, its aims, and its importance?
b) What do participants say are the structural issues relevant to delivering integrated care?
3. How does the intraprofessional nature of the programme influence the participants?

5.1 Observations
Teaching sessions were observed on four occasions. Three observations took place of the monthly seminars
between April and July 2016 for cohort two, and one at the induction day for cohort 3.

5.1.1 Format
The format of the three learning seminars followed a similar pattern. Each ran from 6.30-8.30pm on a
weekday evening at University of London premises and was attended by trainees and a core group of
mentors. 20 to 30 people typically attended each session.. Seminars began with informal group discussions
between trainees and mentors. Trainees were able to speak not only to their own mentors, but to other
participants as well. The discussions lasted for around 30-45 minutes, and were followed by a presentation
either from one or two of the trainees about their project, or by an invited speaker giving a talk that was
relevant to integrating child health care. This portion lasted for one hour, after which there was a break for
food and refreshments and informal discussion. During the final 30 minutes the group reconvened and
there was a rounding up and summary session from the mentors leading the seminar, reflecting on what
had been learnt during the session, with contributions from the trainees.
The final observation, at the induction day for cohort 3 was slightly different. The purpose of the induction
day was to welcome new trainees joining PICH, giving them a variety of introductions to integrated child
care in general and PICH in particular. The session included presentations from PICH mentors and leaders,
presentations from invited speakers, and from trainees from the previous two cohorts. A two-hour portion
of the day was observed in the afternoon.
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5.1.2 Group discussions
These informal discussions took place between around five or six trainees and one or two mentors, all
seated together at tables. This provided an opportunity for trainees to discuss their projects with each
other, and either their own mentor or another. Enthusiasm and openness characterised these discussions,
with both trainees and mentors displaying interest in each other's point of view, and with all being willing to
offer advice and suggestions.

5.1.3 Trainee presentations
Typically there were one or two presentations per session, as each time a trainee gave a talk of around 2025 minutes about their project, followed by around 30-40 minutes of questions from the seminar leader,
other mentors, and contributions from other trainees. Again, enthusiasm, openness, and willingness to
learn characterised this section of the evening. The trainees seemed keen to learn from the experience, and
the questions asked by the seminar leader were probing and pertinent. In asking the questions there was
often a movement back and forth. Between both precise and detailed questioning of how the trainees went
about facilitating integrated care and what the reasons were for their decisions, and supportive and
reinforcing commentary on their responses.

5.1.4 Invited presentations
As well as presentations from the trainees about their projects, some of the sessions featured invited
speakers with expertise in different areas of healthcare relevant to delivering integrated care. The second
presentation that we attended featured a presentation from an invited speaker, whose contribution was
enthusiastically received by the trainees. The speaker led the trainees through an interactive session
designed to give insight into the 'patient journey', using this to elucidate the importance of integrated care
from the perspective of the patient. At the end of the session, the speaker gave a short summary,
reiterating the key principles of the importance of a seamless and integrated transition for patients, drawing
on the contributions made by the group. In keeping with the overall tone of the programme, the
atmosphere was informal and collaborative, creating an environment in which everyone felt able to
contribute freely.

5.1.5 Concluding the sessions
At the end of each session, the PICH programme leaders finished with a rounding up and summary of the
preceding two hours. In doing this they synthesised the various components – group discussions, project
presentations and questions, and the invited speaker's presentation if there was one – and drew out
particular aspects that were relevant to the goals of the PICH programme. This closing part of the session
enabled the leaders and other mentors to reiterate the principles that PICH was trying to embed in the
trainees' working practices; to provide support and encouragement for the trainees as they progressed
through the year, and to provide information about the next session.

5.1.6 Intraprofessional learning and teaching
Many of the questions asked of the trainees by the seminar leaders during their question and answer
sessions related to what the trainees learnt from talking together including the discussions about their
projects. The discussions promoted trainees’ reflections about what they learnt from the other clinical
specialty, and how this enabled them to develop new and better ways of delivering care for their patients.
In each of the three seminars attended, the programme leaders were paediatricians and as such were able
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to offer significant advice from this perspective, rather than from that of a GP. Nevertheless, the questions
and discussions were focused toward eliciting what the trainees learnt from working with their counterpart,
irrespective of whether they were a GP or a paediatrician themselves.

5.1.7 Communication of PICH's values
A noticeable theme of the evening sessions related to the communication of PICH's values by the seminar
leaders and other mentors. For example, a message communicated repeatedly was that integrated care, its
rationale and its principles, is 'the future' of healthcare; for child health in particular. The seminar leaders
displayed an enthusiasm for integrated care in terms of its capacity to improve care and deliver it more
efficiently. There was an emphasis on integrated care skills as being those which identify and help to break
down barriers in the healthcare infrastructure that obstruct the best possible care. The seminar leaders and
mentors communicated to the trainees the belief that being involved with PICH would enable them to be at
the vanguard of a system-wide reorientation of healthcare towards delivering it in an integrated way. This
was notable at the three learning seminars and at the induction day.
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5.2 Interviews
5.2.1 Participants
Interviews were conducted with 23 PICH programme participants. The breakdown participant demographics
(trainee/mentor; GP/paediatrician; cohort 1/cohort 2) are detailed in the table below.
Participant
No.

Trainee (T)/
mentor(M)

Medical specialism
General practice (GP)/
Paediatrician (P)

Cohort number
1 = 1st year
2 = 2nd year

Identifying
number

1

Trainee

GP

Cohort 2

P1TGP2*

2

Mentor

GP

3

Trainee

Paediatrician

Cohort 1

P3TP1

4

Trainee

Paediatrician

Cohort 2

P4TP2

5

Mentor

Paediatrician

6

Trainee

Paediatrician

7

Mentor

Paediatrician

P7MP

8

Mentor

Paediatrician

P8MP

9

Trainee

Paediatrician

Cohort 2

P9TP2

10

Trainee

Paediatrician

Cohort 1

P10TP1

11

Mentor

Paediatrician

12

Trainee

Paediatrician

Cohort 2

P12TP2

13

Trainee

Paediatrician

Cohort 2

P13TP2

14

Mentor

GP

15

Trainee

GP

16

Mentor

Paediatrician

17

Trainee

Paediatrician

18

Mentor

Paediatrician

19

Trainee

GP

Cohort 2

P19TGP2

20

Trainee

Paediatrician

Cohort 1

P20TP1

21

Trainee

Paediatrician

Cohort 1

P21TP2

22

Trainee

Paediatrician

Cohort 2

P22TP2

23

Trainee

Paediatrician

Cohort 2

P23TP2

P2MGP

P5MP
Cohort 2

P6TP2

P11MP

P14MGP
Cohort 2

P15TGP2
P16MP

Cohort 2

P17TP2
P18MP

Table 1: Participants demographics
*(participant identifier P1TGP2 = participant 1/trainee/General Practitioner/cohort 2)

Eight interviewees were mentors and 17 were trainees. Eighteen of the participants were paediatricians and
five were from general practice. Four trainees were from the first cohort and 11 from the second cohort.
Interviews were conducted between August 2016 and January 2017, the average length of the interviews
was 30 minutes but this ranged between 14 minutes to 46 minutes.
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5.2.2 Interview analysis
Three overarching themes were identified through data analysis. Data which related to research question
one, which explored participants’ views about the structure of the PICH programme and their learning on
the programme, is addressed under the overarching theme ‘programme evaluation’. Overarching theme
two explores participants’ views about integrated care including their motivation to join the PICH
programme and previous experience of integrated care. Further, this theme encompassed participants’ and
mentors’ perceptions of the barriers to, and enablers of, the delivery of integrated care in practice. The
third overarching theme ‘integrated professions’ answers research question three, examining personal and
relational aspects of professionalism and how through sharing stories and educational spaces individuals
refigure their professional identity in ways that promote integrated working practices.
Each of these three themes are illustrated in figure 1 “data analysis themes and sub themes” and will be
discussed in more depth in the remaining section of this chapter.

Figure 1: Data analysis themes and subthemes
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5.2.2.1 Programme evaluation
The first overarching theme comprised two main sub-themes: firstly, participants’ perceptions of the
structure of the programme; and secondly, participants’ perceptions of the learning that was facilitated by
the programme. Notionally therefore, the first sub-theme is concerned with curriculum, and the second is
about pedagogy. However, the integrated nature of these concepts – both impact on learning – meant that
participants’ perceptions of the programme at times bridged both sub-themes. Thus, ‘learning’ is writ large
throughout the overarching programme evaluation theme.

5.2.2.1.1 Course structure
The following section, ‘course structure,’ begins with an exposition of participants’ and mentors’ views about
the programme’s key components: the induction session, the PICH website, the seminars, the projects and
the mentoring system. Each of these aspects are considered under their own sub-sub-themes.

5.2.2.1.1.i Induction
A key component of the formalised PICH programme was the induction session, where the new cohort is
introduced to the programme. The induction days were generally viewed positively, with all of the trainees
finding them useful to varying degrees. In particular, the second cohort of trainees appeared to derive the
greatest benefit, as 'graduates' of the first cohort were invited back to give presentations about what the
programme entailed:
...the induction was really good, it was very clear. So we had some really good
presentations from people from last year presenting their projects and how they’d
gone about it, the problems they’d had, and sort of how to overcome that, and
then they gave us some really good advice over the course of the year
P6TP2
Indeed, the strength of the second cohort induction day was praised highly by one of the primary organisers
of PICH, who stated that:
...the second launch event fizzed and the fact that the mere act of putting the GPs
and the paediatricians in the same room created such a lot of learning and that for
me was a great surprise.
P5MP
A cohort one trainee who returned to assist in the induction day for cohort two also reflected positively on
the quality of the induction but remarked that ‘high profile projects’ could be daunting for newcomers.
Related to this was the idea that inductions provided large amounts of information, sometimes repeated,
and it was reported by some that the session would have been more effective if condensed:
…it was quite a lot, they had to try to fit in quite a lot … yeah. It was good but it was
a bit long.
P13TP2
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5.2.2.1.1.ii Website
The PICH website was developed in-house and designed to be a portal for all of the information that the
trainees would need over the course of the year. It was, on the whole, evaluated positively. Typically, the
trainees found it ‘…easy to navigate, simple straightforward, had the information I wanted’ (P14MGP). There
was some evidence to suggest that the website had undergone improvement between the first and second
cohorts:
The website I think had teething problems, but I was the first cohort…Because we
didn’t have all the presentations there…that wasn’t easy, but I think that’s
improved though for people that followed it.
P20TP1
Maintaining an updated website was reported as valuable to trainees as they could compensate for missing
sessions by referring to the web material. Course organisers shared the same view that the website formed
a library of resources but also served as a place for communicating broader issues about the programme and
with additional resource could be reflect better the wealth of ideas generated by the seminars:
The website…has been a helpful sort of library of information, a go to place for
looking things up and reminding oneself of what the different themes are or what
the…or getting forms, working out what dates to pitch the evening seminars are,
that sort of thing, so it’s quite a good reference… I think there is definitely again
room for improvement. If we spent a bit of money we can make it a little bit
neater and I think if we had more time we would keep it a little bit more up to date
and put more examples on it of case studies or top tips from the community, the
PICH community, because there are things that come up every PICH evening that
are fabulous.
P5MP

5.2.2.1.1.iii Seminars
The monthly seminars were reported to be one of the most important parts of the PICH programme, since
these provided regular opportunities for trainees to seek feedback and advice on their projects from
mentors and peers, to present their ongoing work, to share knowledge, and to hear presentations from
invited speakers about different aspects of integrated child health. The content of these seminars was
typically evaluated very positively by trainees from both cohorts in terms of the opportunity for learning
that they presented. Mentors equally valued the seminars:
I think the evening meetings works brilliantly well in hearing experiences from
trainees … the way they’ve split it so that the mentors and mentees can meet and
talk in small groups, but then here a more formal presentation, so it’s very well
formatted and incredibly valuable I think for people like myself to then take the
extra time to go – it’s valuable for us I think.
P16MP
There were some criticisms, however. Seminars were difficult to attend:
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I don’t think it’s the downfall of the PICH Project. I think it’s more to do with the
fact our day jobs allowing us to do more. I mean, I, in the last four months I’ve
been doing a job where it’s not… I can’t get study leave to go and do the clinics.
P23TP2
One trainee, for example, was notably unhappy with the content and structure, and did not feel that the
seminars were worthwhile, given that they were also felt to be an imposition on free time after work in
evenings:
…it felt sometimes a little bit ill structured. I think it wasn’t obvious from the
beginning what the purpose of that was, and what we were supposed to get out of
it…And then the sort of lectures were quite interesting usually, but…I remember
going to a couple where there was no structure and it was just right, okay we’ve
come all the way here and there’s not much…it was a bit of a waste of time I think
sometimes…I also think that having them in the evenings is horrendous.
P13TP2
Although the timing of the seminars in the evenings was an issue that was raised reasonably frequently, the
criticism was not unanimous. Moreover, for those trainees who found the seminars to be useful, there were
several respects in which they were valuable for learning from others, broadening their knowledge, and
forming new working relationships:
Getting to the venue is not a problem because it’s quite easily accessible. ..And it
starts at half 6, so you can finish work and then get there on time. And the evening
seminars are actually quite a mix and each topic has been different from the other.
..And the speakers have been quite varied and quite experienced in their field as
well. And we do have a kind of a catch up before the meeting starts, so with the
mentors … and we usually listen to what the other trainees are doing. In that way
we kind of exchange ideas and you know if somebody is actually at a stage where
they can’t think about how to progress, a particular point – it’s nice to hear what
suggestions other people offer and to learn from each other…And it was a good
place for networking…I think I’ve learnt quite a few new concepts as I’ve gone
along.
P4TP2

5.2.2.1.1.iv Projects (including data)
Another central component of the PICH programme was the trainees’ individual projects. The projects were
found to be positively evaluated throughout both cohorts; a typical response was voiced by this trainee, who
found that the project gave them access to resources which they did not know how to access previously:
I suppose the thing that’s had the most impact on me is being able to access data,
like national data, and being able to look at it in more detail knowing where to go
to get information and statistics for each CCG. That’s been something really
influential for me personally.
P1TGP2
Participants talked about the ‘power of data…to back up new ideas and suggestions’ (P17TP2) and how the
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projects made them think, organise their thoughts and structure their approach:
It’s made us do a quality improvement project that I think its relevant and helps.
And though we haven’t finished it so I can’t prove it yet, but I think it’s really good
and it’s something that I’ve learnt how to organise it and think around stuff … and
also in breaking projects down. So I think when you go to these inspiring kind of
events you often have big ideas and you brainstorm and you want to change the
world a little bit, but actually you have to really refine it. And I think like editing is
one of the biggest things I’ve learnt – breaking it down into what can you do, you
know what’s actually manageable. And I think you know we had you know wild
and wonderful ideas in the beginning, and actually with a bit of research and stuff
you realise that’s not what people want anyway. So I think I’ve learnt on all
aspects of it, so in the thinking about things, in actually finding out from people
you want to help actually what they want, to then implementing something and
seeing how it works. I think at every stage I’ve kind of learnt how to do it better.
P19TGP2
What criticisms there were appeared to relate mostly to misunderstandings about what the projects were
meant to achieve in terms of tangible, completed outputs at the end of the year. Those trainees that voiced
unhappiness about their projects often felt disillusioned about what they had achieved or how it could be
useful. For example:
I just think there’s a very big expectation from this PICH project, and I’ve finished it
and I’m not really sure…what was the point of my whole project. I mean I’ve learnt
a lot and that’s great and that’s wonderful, I’ve learnt great amounts, but I’ve now
got a project I don’t really know what I’m supposed to do with it, you know.
P13TP2
By contrast, other trainees found that their learning had been valuable even in the absence of a clear and
readily quantifiable end result. For example, this trainee suggested that the process of being immersed in
the practice of facilitating integrated care provided the most important learning experience for them:
…even if the projects don’t always turn out as extensive as some of the people
engaged in the work think at the beginning, I think people reflecting on what
they’ve learnt find that invaluable, because there’s nothing as powerful as a
learning experience as doing it yourself.
P18MP
This approach was reflected in the mentors’ accounts of the purposes of the trainees’ projects. There was a
strong emphasis on the educational value of the projects being in the practical attempts at implementation
and the development of problem-solving skills, rather than the production of a completed piece of work in
the conventional sense. This mentor summarised the value of the projects as follows:
When they’re doing a project…they very quickly come up against you know
obstacles, which is the reality of working in the NHS. And so rather than ending up
with a sort of half-finished project, you know the obstacles should be the object of
study, if you see what I mean, because that is in fact what you get in real life. If
you have the skills to overcome them, you’re going to be very effective.
P7MP
This perspective highlights the importance of mentors’ experience in identifying learning opportunities and
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considering the challenges that trainees are likely to encounter when undertaking practice-based projects.
The mentoring system comprises the final theme within the overarching course structure theme.

5.2.2.1.1.v Mentoring
The mentoring system was reported to be arranged in such a way that each trainee was attached to a senior
GP or paediatrician with expertise in integrated care. Their stated role was to provide general assistance and
support, and also to assist with trainees' personal projects over the course of the year. On the whole,
trainees from both cohorts found the mentoring extremely rewarding, with P12TP2 describing it as ‘a real
highlight of the year’. Where mentoring was geographically straightforward there were few complaints
about the process. However, where the location of trainees and mentors sometimes made it difficult for
them to meet, this sometimes compromised the value that trainees could derive from it:
A minor thing for me was just having a mentor that was closer…we were paired at
the start with a paediatrician and a GP, but my paediatrician, she was in a
completely different hospital, I can’t remember where, but nowhere near me… I
think they did that generally to encourage integration between the two of you and
to work on stuff together - well obviously that didn’t work for us because all three
of us are in different areas. So I don’t know if that works.
P19TGP2
However, geographical issues were not perceived to seriously limit the value of the mentoring system in
every case. For many trainees, it was an acceptable limitation when balanced against the expertise to be
drawn on from the mentor:
I think it was probably very good for me…you know they’re all quite inspiring high
powered people, which is a bit intimidating to begin with. And I didn’t see her that
often, but I do feel that when I did see her she usually had something you
know…something that really kind of started to nudge me in the right direction. I
mean I felt like the majority of the project was pretty much completely my own
ideas, and I had to do it all on my own I think compared to some of the others...I
got the impression that some of the other projects were very much the supervisor’s
projects, that people were you know basically having a lot of direction in doing.
Whereas I think I probably learnt quite a lot from my supervisor inasmuch as she
always gave me ideas and things that I should be thinking about, but then I was
left to quite freely move the thing along. Whether or not that meant I had a better
project or lesser project I don’t know, but it was probably how it was meant to be.
P21TP2
Where criticisms were raised about the mentoring they were primarily about lack of access to them after
the course had finished and this was particularly noticeable for those trainees who were not able to
complete their projects during the PICH year. The mentors’ view of the purpose of the system was ambitious
but straightforward, in that they wanted to provide trainees with new skills, but also identify individuals who
can be ‘standard bearers’ for integrated care in future, beyond the life of PICH:
…what we’re trying to do is twofold, is to equip these people with some skills to do
it and some skills to change things where they are, but what we also really want is
within each group to try and inspire a few…three or four each time who are really
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going to go on and lead on this in the future, so not only just do their own little bit,
but also really take the kind of baton forward for integrated child health.
P8MP
The mentors held a distinctly positive view of the trainees, with few exceptions. Moreover, even when
mentoring was perceived by mentors to be onerous to some degree, they nevertheless often found that
they learned from the experience:
…every time I take on a new mentee I do it with a slight amount of heart sink about
how I’m going to fit it in. And every time I go and have a discussion with one of
them I come away inspired and have learnt something, and remind myself that
giving up an hour or two here and there is always worth more in return than it feels
like. And yes it’s difficult to schedule and all of that, but it’s always worth it.
P18MP

5.2.2.1.2 Learning
This section forms the second important aspect of the programme evaluation, which is centred on what
trainees and mentors learnt from the PICH programme that was of particular value to them. This theme
encompasses the participants’ understanding of the aims of the programme, the learning that was related
to clinical experience, and the development of leadership skills. Interestingly, the most dominant aspect of
participants’ learning was found to be in a separate domain that we characterised as ‘personal
development’. The ‘leadership’ sub-sub-theme also encompassed the notion of the journey – the learning
that took place over the course of the programme and that participants envisaged being used in their future
careers. Finally, in this theme we highlight the aspects of the learning environment that contributed to the
success of the programme.

5.2.2.2.1.i Understanding of aims
The majority of the trainees demonstrated a clear understanding of the aims of the PICH programme, and
articulated them to varying degrees of completeness. Overall, the trainees felt that the aims of PICH had
been well explained to them and reinforced as they progressed through the year, which helped them to
maintain their direction. Several trainees gave very comprehensive accounts of the aims of the PICH
programme that, crucially, articulated how the aims related to improving health care for children.
I think the aims are looking at how we can integrate child health through primary,
secondary and tertiary care, looking at how we can use data to drive change, how
we can use … there was one that was also really good…how we can use patient
experience and involvement, looking at service improvement.
P9TP2

5.2.2.1.2.ii Clinical experience
The PICH program was described by a mentor as a means of reinforcing clinical skills and developing them in
a new direction. Trainees frequently reported that they acquired clinical knowledge and that projects were
often an activity that promoted learning, for example:
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… I’ve learnt more specifically about…asthma management, you know and how to
do it well really. So I’ve been taught by the respiratory lead, I’ve been taught by
the respiratory nurses. So in terms of my clinical skills, I think they’ve improved
hugely in terms of managing asthma in paediatrics.
P1TGP2
Mentors also reflected on how PICH has been beneficial in terms of their own clinical learning. In particular
several remarked that the process of teaching clinical skills improved their own understanding of what they
were delivering, and this process therefore helped them to learn:
…one of the things I really like about it is you get stuck in your job and as much as I
think, you know, I’m a brilliant clinician and I like to think that I think about
everything in a really holistic way all the time, every month someone says
something or presents something and you just kind of think God yeah, you know
you kind of get lazy in the way you do things or you think, God I didn’t put the
patient in the middle …well the two things I love most about those evenings is one
is it reminds me about best practice, so actually in the same way that you know if
you teach something you learn it really well.
P8MP

5.2.2.1.2.iii Personal development
More apparent even than gaining clinical experience, participants reported that the PICH programme helped
to broaden trainees' and mentors’ understanding of the nature of practice and that learning about
integrated care could broaden a doctor’s perspective of work. This was because they perceived integrated
care to be ‘boundary-less…unlimited’, and that it thus supported an understanding of the ‘bigger picture’.
Mentors' reflections on their engagement with the trainees were also illuminating, as they enabled these
more experienced clinicians to see situations and problems in their own practice afresh:
It makes you think about your own practice and hang on, do we have those gaps as
well, and actually do we need to be addressing them. And actually is there
anything I can be doing in my own practice that these guys are doing in theirs.
P14MGP
The PICH programme was also reported to enable trainees to understand themselves better by reflecting on
their values and skills as a doctor:
[The programme has been]…hugely helpful to me as a doctor, it’s made me a
better doctor definitely … has given me a real clarity of thought about what’s right
about that approach, a real determination to really work hard to transform things
to do something about it
P11MP

…more skills, and more awareness of bigger issues…And a way forward.
P19TGP2
Several trainees also reflected at length about how the PICH programme had led them to think about their
career. Some considered what they could do now into incorporate patient experiences more fully in their
clinical practice whilst some considered future career choices:
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I think it confirms to me that you know it’s something that I really want to get
involved in the future… because of service provision and commissioning, that’s
something I’m really interested in, and it’s really kind of highlighted that for me.
P15TGP2
Another similar example comes from a trainee who, despite finding PICH valuable, discovered that the way
in which the programme encouraged the trainees to work helped them to gain insight into fundamental
aspects of their character and their preferred ways of working:
I realised…it’s something I had thought of before but now it became really
apparent that I’m not very good at doing projects or coming up with ideas and
actually running them to the end. If I’m actually in search of an idea, like I have to
do a project because I’m taking part in this programme and everyone has to do a
project – I don’t function like that…I start from identifying a need or something
that could be done better, something that I feel should be improved or needs some
work around it. And then I decide that perhaps I should do a project and perhaps I
will develop it, and I function much better in that way…And this is how it started
for me, I approached PICH because I was working on a project. But then after I
moved hospitals I was on the other side, I had to find a new project, find an idea,
and I don’t … yeah for me that doesn’t work.
P22TP2
During the course of the PICH programme participants reported that they gained confidence. Two aspects
appeared to be influential in this. One was asking for help from mentors and peers and receiving positive
responses. The other aspect was the project work, which improved their confidence in handling data.

5.2.2.1.2.iv Leadership
As well as the acquisition of valuable clinical knowledge and the development of greater personal
awareness, the PICH programme also appeared to enable trainees to gain leadership skills through
autonomously developing new ways to deliver integrated care:
I think it will continue to inspire me to do … to make changes. So to have a quality
improvement project of my own and to branch out and to try and integrate care
you know when I can. I mean my interest is paediatrics so improving paediatric
care in the community is something I feel passionate about. But you know maybe
inspiring other people in other areas to make changes as well, that might be
something else to take away.
P1TGP2
The realisation that leadership skills could be deployed in order to deliver integrated care beyond the
individual doctor’s traditional clinical circle of influence stimulated some trainees to consider developing an
interest in non-clinical roles:
…in my future career I can definitely see myself going into more clinical
commissioning, and I think I’ll be much more able to have an eye for things like
integrated healthcare. And that’s something I really want to be involved in, like as
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a project for… like as a roll-out either locally or nationally whatever, and I think
that’s … it has more of an impact that way.
P15TGP2
As was seen within the theme of clinical knowledge, mentors also described the enhancement of their
leadership skills as a corollary of their involvement with the PICH programme:
…in my clinical work being part of PICH and being part of all the other integrated
care things I do, all contribute to me delivering more holistic care for my
patients…aside from my clinical care, they also contribute to me leading integrated
change, and new models of care for children. I’m a better leader because of PICH
and because of the impact I get from it.
P5MP

5.2.2.1.2 v Learning Environment
This subtheme describes the learning environment of the PICH programme. It was characterised by three
key features; creativity; enthusiasm and support. Several participants reported that PICH allowed them to
think of new questions and new ideas, not only through their project work, but also through an introduction
to implementing integrated care in practice. Interviewees reported that PICH offered new opportunities for
them to experiment and innovate in integrated care, improving their clinical experience, knowledge and
skills. The PICH project participants particularly engaged with this and the mentors noted that they were
willing to push the boundaries, in order to make changes.
I am also very impressed by the quality of the mentees. On the whole the people
who self-select to do this are keen, they’re hungry to do stuff, to push the
boundaries a bit.
P16MP
Many reported that PICH encouraged them to ‘think outside the box’, facilitated through the programme’s
learning objectives on new projects and the encouragement to pursue new questions.
So I think it’s a big ask, but I think it certainly starts people’s thinking in a different
way and starts to break down boundaries and barriers and starts people
questioning.
P8MP
Many interviewees enjoyed the programme and one reported it was a ‘fabulously fun place to be’, this
enjoyment helped motivate the trainees to fit the programme requirements around their already busy
schedules. Participants mentioned that they came away feeling inspired by the enthusiastic ‘buzzing’
atmosphere. This positive learning environment was created through passionate high-energy contributions
of people attending the seminars:
Oh the seminars have been fantastic. I didn’t really know what to expect, but it’s
actually you know the one thing that I look forward to every month. Because the
speakers are just so inspiring and everybody there is so enthusiastic and energetic
that … more than it being about paediatrics and integration, which is what we’re
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all there for, it’s just the general learning environment that it is that I really find
just motivating really.
P1TGP2
The participants reported a supportive learning environment; mentors and peers on the scheme provided
significant and ongoing assistance during the programme. Support was in the form of peer and mentor
feedback and having others to share their experiences with.
because she’s come back to me about a few issues, and also our projects, so I’ve
been able to support her a little bit about her project and she’s been able to give
me feedback about my project, about whether it’s an important problem that they
see within primary care, um, and I have interacted with the other participants just
on a sort of social basis and on what they’re doing on their project.
P9TP2
It was interesting to note that several participants commented on morale amongst the workforce of doctors
being low at this time. One mentioned that in general difficult working conditions causing low morale and
dissatisfaction among trainees meant the programme was a ‘breath of fresh air’ to be surrounded by people
with such passion and inspiration. They reported this is of particular importance in the current climate as
within healthcare ‘lots of people have given up.’ the PICH programme was reported to help improve morale
through both the support of colleagues, who were experiencing similar pressures and the inspiration from
many senior enthusiastic mentors.

5.2.2.3 Integrated care
This section is about participants’ attitudes to integrated care, as exemplified by their espoused beliefs about
integrated care and their reported motivation for joining the PICH programme. Participants’ perceptions of
systemic issues relevant to the implementation of integrated care are also described, and these have been
grouped into three main categories: barriers to implementation, the delivery of efficient care and patientcentredness.

5.2.2.3.1 Motivation to join PICH
The participants report a variety of routes into the programme – however, these nearly always included
having prior practical experience or exposure to integrated care. The precursor to the PICH programme
were the Learning Together Clinics (LTCs), convened by the PICH organisers such that both a GP and a
paediatrician co-delivered child health clinics. The success of these clinics led to the formalisation of the
approach into a training course that became PICH. Several of the trainees had been involved in the LTCs
which triggered them to enrol on PICH. It was clear from the data analysis that many of the trainees had
interest and / or experience in integrated care projects and systems prior to being involved with PICH
programme, in the UK as well as overseas:
I did most of my SHOs, so my junior doctor training at HOSPITAL
paediatrics...there’s a lot of integrated care projects running within TRUST, and we
were kind of encouraged to take part, and we had a weekly integrated care
meeting.
P22TP2
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I originally trained in India….I did some work with the integrated care there and I
really enjoyed working with the healthcare workers, the laboratory technicians. So
I did have some experience of integrated care in India. And then I moved to the UK
and just got training there.
P4TP2
For some of the participants their interest had been stimulated by their involvement the Learning Together
Clinics (LTCs) that were a precursor to the PICH programme. Clearly, the participants were generally an
intrinsically motivated group.

5.2.2.3.2 Beliefs about integrated care
Participants, mentors and programme leads held strongly positive views about the value of integrated care,
seeing it as ‘the only way that we’re going to work in the future’.
Because we have finite money and an expanding population with increasing
burden. So we can’t carry on, we have to think differently. And I think by thinking
differently it leads to integration because you’ve got to share knowledge, you’ve
got to share time resources and all that kind of stuff to cope with the changes that
we’re going to face.
P19TGP2
The main beliefs expressed about integrated care were the notion of improving patient outcomes through
more efficient patient pathways, providing holistic care which was not “necessarily a medical need”
(P22TP2) but which, through integration across primary and secondary care, created a “joined up system”
(P5MP).
I think fundamentally because it creates a system that responds, that is designed
around the patient, so instead of the patient doing the running around and joining
up, the system is joined up and therefore the patient’s needs are met in a holistic
way, in an efficient way with resources used as effectively as possible.
P5MP
One mentor gave an especially lengthy explanation of their beliefs about integrated care and its
importance, and praised the PICH programme for, in this interviewee's view, anticipating how care needs to
be reconfigured in future:
...they’re definitely touching on something very prescient and very attractive. I’m
not convinced it’s being explored to the extent that it should be, but…there’s
something very attractive to people about the whole PICH thing...I think I’ve learnt
that you know you can’t just be a blue sky thinker all the time, you know you do
have to nail it down to practicalities which have never been I suppose my strongest
point, you know. But it didn’t take PICH to teach me that, you know, I’ve been
around the block a couple of times, I know that’s me...I think one of the reasons
I’ve been turning up to PICH is the hope that things could be arranged slightly more
patient-centric in terms of their needs than they are at the moment...rather than
taking a more biosocial, or biopsychosocial model and actually looking at the… well
certainly the psychological, but the social causes of their problems. You know by
not doing that I think we’re just generating work.
P7MP
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5.2.2.3.3 Systems and organisational change
This sub-theme reports the views of PICH participants about the individual and organisational barriers to
developing integrated care systems. This sub-theme then explores the ways in which the PICH programme
and the skills learnt therein could be utilised to enact change, including participants’ views on the patient
perspective.

5.2.2.3.3.i Barriers
The sub-theme ‘barriers’ described the obstacles to implementing the integrated care idea. Participants
reported that barriers operated at the level of the individual as well as at a systems level.
Individual barriers included professionals with fixed beliefs or unwillingness to change current ways of
working and these included doctors and allied health professionals:
one of the trainees was telling me the other day that you know she was doing an
asthma project, and you know one of the obstacles that she came across was you
know that school nurses were not interested in collaborating with the asthma
nurses.
P7MP
However, it was systems level barriers that were most commonly noted. In particular, staff shortages and
heavy service demands were reported to inhibit ‘going out and doing some proactive care’ (P10TP1).
Participants described colleagues as being too busy to attend clinics in the community or work with other
health professionals in different environments. Participants stated that the busy and stressful nature of their
work means it becomes difficult to think of innovation and act on integrating efficient care:
Totally overwhelmed by the sheer numbers of patients coming in – no head space
P16MP
The structural organisation of primary and secondary care was also described as an issue. The way GPs and
hospitals are funded was highlighted as a particular problem, where hospitals lose money if they don’t see
referrals and if more patients are treated in the community with integrated care.
…integrated care keeps patients out of hospital and bringing patients into hospital
is how hospitals get their income
P5MP

I was talking to a colleague on the weekend about they’re trying to set up clinics in
primary care for the paediatricians to do and they just can’t make the money work,
because the lost revenue to the hospital is not paying for those appointments. The
children coming to the hospital means that the department loses too much money
P8MP

…at the end of the day GPs are private you know self-employed contractors to the
NHS, and so that could get quite complicated if we started seeing all their patients,
and the patients preferred coming to a paediatrician to a GP.
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I mean to be blunt, that’s a loss of income
P7MP

The structural challenges encountered when working between primary and secondary care were viewed as
being a particular instance of an NHS-wide phenomenon of people working within established specialtyspecific and organisational boundaries:
…we do an incredible amount of silo working and we do things a certain way
because that’s the way they’ve always been done. And so trying to create change
within NHS organisations seems to be incredibly challenging.
P12TP2
I think one of the biggest barriers sadly is organisational boundaries, the fact that
you feel allied … aligned … to a particular organisation and accountable to that
organisation...
P16MP
Some participants talked about how barriers might develop during undergraduate training, believing that a
lack of interprofessional education in the undergraduate curriculum may make it difficult to adopt integrated
approaches to healthcare later in a clinician’s career:
…for the vast majority of the people they’ll train in a medical school or a nursing
school – stay in one place and never get out of the four walls. That can’t be good
for patient care… I think it’s terribly challenging though, it’s extremely challenging,
because people at undergraduate level don’t get exposed enough.
P16MP
Accordingly, some participants felt that doctors didn’t always understand the concept of integrated care and
how it could be implemented.
…the barriers are the clinicians not understanding it or the concept…most
departments at most hospitals wouldn’t even have one member of senior staff that
would necessarily know what integrated care’s all about.
P21TP2
Despite these deeply ingrained difficulties, participants nonetheless felt that integrated care provided a
logical framework for the efficient design and delivery of services.

5.2.2.3.3.ii Efficiency and change
Participants articulated two opposing views of how clinicians who know about integrated care can make use
of that knowledge in practice. One view was that these clinicians should exhibit agency in driving forward
patient-centred process improvement, thus developing concomitant improvements in efficiency. Trainees
and mentors alike were able to identify principles encountered during the PICH programme which they felt
were well suited to the delivery of efficient and effective care.
I think it’s looking at how different parts of the health service interact, looking at
how to identify and issue, use data to back up that as an issue and then looking at
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how best to look how you might improve, how you might look at improving what,
the issue that you’ve identified using different tools…through the service
improvement cycles and patient experience and involvement and then looking at
how, with the cycles looking at whether anything, any intervention you’ve put in, if
that’s made an improvement, so yes it’s been that sort of quality improvement
cycle has been good, but using some data and service, patient experience.
P9TP2
The other more passive view was that clinicians will be equipped to accommodate or adapt to the arrival of
macro-level changes in the organisation of the healthcare infrastructure:
…so much of healthcare is moving out from secondary care into primary care in the
community. And because of that, because we’re trying to keep people out of
hospital and manage them there, you have to have an integrated care project,
there’s no other way of doing it safely and effectively for a patient
P14MGP
In either case, though particularly the former, participants were aware of the need to convince colleagues of
the effectiveness of integration. They suggested that this was difficult to quantify and thus to adduce as
evidence to others:
I worked with kind of developing integrated care through central London and what
I realised from working on that type of project is actually the clinicians involved
largely get it. We understand the concepts, we understand the benefits, but
actually it’s very hard to produce evidence or numbers to support what we can see
as an obvious fact or an obvious improvement, so that’s been quite eye opening
P2MGP
However, there was evidence that even in the absence of ‘hard’ outcome data, doctors are aware of
inefficiencies in the system resulting in either gaps in treatment or duplication of services:
on a population basis, we should all be providing services, joined up services for
children with families and not just addressing the one need or replicating services
P9TP2
Integrated care was seen as a means to iron out inefficacies, to work across traditional organisational
interfaces, exploring the best way to revise systems to improve efficiency and to dissolve structural barriers:
I think it’s immensely important [integrated care]. We are currently in a very
evolving and changing NHS with very strange services and working together is
going to be a way to improve patient outcomes and be more efficient, you know,
saving resources when we can. And I think there is a lot of wastage on
appointments that are maybe not needed, or advice that can’t be followed
through, and then health seeking behaviour of patients who are frustrated and
can’t get what they think they want or what they need. So I think it’s all very
idealistic but if we could work together better, be able to send an email or pick up
the phone rather than fax over a request, I think that things would be much better
overall for patients and the health care professional.
P1TGP2
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I think integrated care is a good example of making sure that boundaries don’t
become barriers… The porosity becomes extremely important, and this is a great
example of trying to put some holes into the boundary to try and get people
flowing across the boundary…I don’t think you can eliminate them completely, and
I’m not sure it’s desirable for a number of reasons.
P16MP

5.2.2.3.3.iii Patient-centred care
Many trainees and mentors felt that PICH and its principles could help to deliver better care because the
patient journey is currently fragmented and disjointed. Participants highlighted the need for consistency and
fluidity in care, the majority of the participants focused on the importance of patient need providing the
direction and drive for treatment decisions. Placing patients at the centre for requirement for integrated
care was a recurring theme in the data analysis:
I think our patients dictate why it’s important…And they want you know joined up
care, they want you know not there to be this massive kind of here’s primary care,
here’s secondary care, here’s tertiary care – they want a flow, they want to be
looked after in a holistic manner … they’re our main concern.
P15TGP2
Mentors and trainees shared this view. P16MP gave the following explanation of why integration is
important for patient care from both the perspective of the patients themselves, and the clinicians
attempting to deliver it for them:
…there were two things that mattered - that the patients were satisfied and the
professionals were satisfied that they were doing a good job. So integrated care is
incredibly important because it’s a means to that end. And you can call it whatever
you want – integrated care, connected care, community … doesn’t matter what
you call it, all it is the joining up of people with an end in mind which is the best
possible care, the most efficient care, the safest care, the most timely care to your
patients
Trainees also cited having a clear understanding of patients’ wishes as a means for delivering better care:
I think probably the most powerful learning… is that it’s about patient experience,
how you can just by making little efforts and sitting down with patients talking
through their experience…you actually truly can understand where they’re coming
from and what’s actually important to them…So you can then make a much more
informed decision how to change and improve care.
P3TP1

5.2.2.4 Integrated professions
Finally, in this last section we report the some interesting findings about the impact of PICH on developing
the trainees and mentors as integrated health professionals, who are able to traverse traditionally distinct
clinical domains in delivering care. Since the purpose of integration is to make care seamless between these
otherwise distinct domains, the acquisition of skills that can deliver this is crucial to understanding how PICH
worked. This section encompasses the educational role of sharing alternative clinical perspectives, changing
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notions of professional identity and professionalism in general, and how new professional relationships
emerge from working in an integrated way.

5.2.2.4.1 Communication
The project work undertaken by trainees had an important role in fostering effective communication.
Participants described how the PICH programme allowed them to make new connections by reaching out
and working with senior people. As P16MP describes:
What PICH fellows can do, which is actually make those bridges, make those
connections
PICH participants noticed that getting key stakeholder engagement in their PICH projects was important –
projects were seen as more sustainable if they had been communicated and disseminated more broadly.
More globally, participants identified effective communication as being central to the delivery of integrated
care in general:
I think the days of working in silos, communicating you know not quite by carrier
pigeon but almost, are long gone. And the expectation of patients is for a really
fast wraparound supported care, and the only ways to do that are to have those
kind of relationships and those kinds of systems
P16MP

…but if we could work together better, be able to send an email or pick up the
phone rather than facts over a request, I think that things would be much better
overall for patients and the health care professional
P1TGP2

I suppose the most recurrent theme that keeps coming through is communication,
communication, communication. And from a patient centric point of view
communication at lots of levels – child level, parent level wider… Communication
between practitioners. And this seems to be one of the strongest themes that
keeps coming through is communication, communication
P16MP

I think we’re separated so much from so early on and basically we need to
communicate in a much better way and work together, because it’s like there’s a
line between primary care and secondary care and it’s just completely ridiculous,
so I mean we should be having a conversation on the phone about how to manage
a patient rather than someone sending a letter… asking to discuss it or whatever.
It’s just so antiquated.
P8MP
Whilst the PICH programme was intraprofessional rather than truly interprofessional in nature, participants
did note that there were a number of people all working together to promote child health:
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everybody contributes to the conversation and that’s what’s really important,
because each of us only have one little bit of the jigsaw and so it’s putting it
together that makes it so much more powerful
P2MGP
Communication with other healthcare professionals was not mentioned as much as communication
between GPs and paediatricians, however it was still deemed vital for effective care:
You can’t manage a patient as a single speciality on your own without ... not just
your other colleagues in different specialities as medics, but also all of your other
health care professionals, so your physios, your OTs, nurses and everything.
P14MGP
Crucially, several participants pointed out that vital aspects of care are spread not just between doctors, but
between allied health professionals as well, and that these too contribute to holistic care provision:
...for example a huge part of our workload is, say, the fussy eater or something, a
child who doesn’t eat well for whatever reason, and actually it’s the dietician who’s
going to figure out really what’s going on, but equally the health visitor will say
actually there’s been stresses and strains happening and you know I’ve known this
family for 10 years and you know everybody contributes to the conversation and
that’s what’s really important, because each of us only have one little bit of the
jigsaw and so it’s putting it together that makes it so much more powerful.
P2MGP
Frequent communication was also seen as giving rise to, and sustaining, strong working relationships, which
were perceived by PICH participants to comprise another important component of effective integrated care.

5.2.2.4.2 Relationships
Relationships between clinical staff were seen as key to the integrated care enterprise, both in terms of
efficient working and in terms of delivering the treatment that patients need. One mentor defended the
notion that the combined strength of individuals working together was crucial in optimising the benefit that
individuals can bring:
...think about ideas around social capital, how do you through those sort of
relationships and connections as a system get the most out of people. I think
where people have participated and turned up and got involved that’s been really
strong.
P11MP
Another mentor, who claimed that solidarity between the patient and all care staff, and between all care
staff themselves, is vital for ensuring good practice, reinforced this view.
When there’s chaos all around you, the one thing that sustains and is very central
to patient care is the quality of the relationships between the patient, the primary
and the secondary care provider, and tertiary.
P16MP
Another mentor characterised the development of good relationships as the ability to understand another
person's situation or point of view:
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Oh 100%. I mean for me there’s a lot about understanding the demands, there’s a
lot about understanding and learning about the risk profile that primary care
manages and how to follow that. There’s just that subtlety of how you interact,
when you interact … and just relationship building which has been crucial.
P18MP
Trainees also reflected positively on how PICH has assisted in developing professional relationships. Of
particular interest were those reflections that made explicit the causal connection between professional
relationships and patient care:
I’ve learnt how by really persisting in developing relationships with primary care
you can really change the way you deliver care for the individual patient in primary
care.
P3TP1
The PICH project also helped to develop relationships by bringing people together who were otherwise
geographically disparate:
Previously I think most of our training was actually based just in hospitals with very
little exposure to GP practices or exposure to other GP trainees… We used to work
quite independently from each other...it’s given me an opportunity to gain new
contacts and you know establish new professional relationships with people.
P4TP2

5.2.2.4.3 Blended professionals
This theme is about how, through exploring differences, participants gained valuable insights into other
professional roles, and through sharing their unique disciplinary knowledges began to work together in
more blended ways. It exemplifies how, through talking together about different roles, different workplaces,
and different practices, participants on the PICH programme actually learn. Understanding other
participants’ alternative perspectives through sharing stories was crucial to uncovering assumptions about
others and it was through new understandings about the diversity of approaches to practice that
participants could subsequently identify ways of working together more effectively by altering their own
practice.
P4TP2 illustrates the concept of unlocking alternative perspectives, describing the notion of multiple lenses
and the importance of diversity in providing patient care:
To me, undoubtedly the multiple perspectives and lenses that are gained from
getting a diverse group of people together [was the most important part of the
programme]. I guess that’s what I mean by lenses – that we’re looking at the same
thing, maybe child health or a particular piece of it, but we’re coming at it through
different lenses … some more experienced lenses or some fresh eye lenses, you
know some people go ‘senior’ and ‘junior’. Well maybe, sometimes junior provides
wonderful fresh eyes to things that some of us who’ve been around longer don’t.
The primary care, you know the GP aspect, public health aspect … so that’s been …
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that’s been really really important. And I’d argue it matters less about what the
actual content is than getting those multiple lenses. Because what you start to
experience then is how multiple views on a particular situation can completely
unlock things. And what my hope is that people start taking that into other
aspects of their working lives.
P4TP2
Dialogue and sharing stories were essential to learning about alternative perspectives, and the idea of
learning through stories resonated in the interview transcripts of participants and mentors alike.
Um, I think the importance of sharing, and that can be either you know ideas or
experiences and from the trainees and trainers you know just the wealth of
experience is incredible, so everyone’s stories are very interesting and I think that
they can all influence what we do and how we work, so there’s no … I tell you what
I’ve really learnt is there’s no 100% right way to do … (laughs) you know there’s
plenty of variation and scope.
P2MGP
The coming together during the PICH programme and the shared educational space was fundamental for
this expansive dialogue:
I think that the launch event has, we’ve had two so far and the second one was
better than the first in some ways and it certainly created a lot of, a huge buzz, but
also really, really initiated that interprofessional learning, but it was very striking
how having a bunch of GPs and paediatricians in the room immediately sparked off
different ways of thinking and behaving and different sort of dialogue.
P5MP

I think so this year we’ve had GPs, I think that bringing GPs into the mix has been
completely brilliant. Um, and I think it’s really changed the flavour of all the
conversations and stuff in the meetings and they also have had a lot more, some of
them they’ve had a lot more energy and they have a little bit more time, but
they’ve really added to the group, so I think that has been a thing that has worked
really well.

I think it just makes everybody think of it differently, because otherwise you know
as different as a group of paediatricians can be, they’re not as different as a group
of paediatricians and GPs.
P8MP
As the participants and mentors allude to it was the mixing of practitioners from different specialties that
lead to this learning. The PICH programme therefore allowed participants to reconstruct and at times coconstruct their professional knowledge. Paediatricians learnt about general practitioners, and vice versa,
through their contact on the PICH programme. Both participants and mentors reported how the programme
enabled trainees to gain a deeper understanding about professional differences in particular the other’s
roles and boundaries:
The most useful aspect that I can see is that the trainees, be it either paediatricians
or GPs actually understand what the other person is doing and the challenges that
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everyone faces in common, so it’s just much greater understanding….you do need
to learn and to know to work with local colleagues, so I think it ticks many boxes at
the moment as well as the patient just well the patients and their families just
really like it
P2MGP
Participants reported learning about how specialist practice differs from that of the generalist. How GPs
“have to have such a wide knowledge base and so for example we think it’s really important that they know
everything about immunisations, but actually they need to know everything about cardiovascular disease
and stroke and everything” (P9TP2). Participants gained a deeper understanding about the influence of the
workplace and how the different patient demographics, the varying demands and how particular processes
construct the work environment. This enabled participants to reshape their knowledge about clinical
practice, as P10TP1 accounts:
I learn a lot from them every time I speak to them about work, because they see
the other side of it and they’re actually seeing you know a huge proportion of well
children every day, and how they have to safety net and carry risk is really
interesting compared to how we do
By highlighting different forms of practice, different contexts and challenges participants began to talk about
their shared interfaces and how each other may experience them:
And so maybe just taking time to … not surprising, but yeah very insightful to kind
of think about … meet them and think about them and have a chance to talk about
kind of the challenges they have about looking after children and maybe their
interaction and referral into secondary care.
P17TP2
Time to share stories and the active involvement in the PICH projects were catalysts for sharing knowledge
and these new insights enabled doctors to ‘check’ themselves and reflect on practice. Participants picked up
ideas, tips, takeaway messages, new sources for resources, and new ways of working together:
How well GPs know their patients... How well-connected GPs are to other
community organisations, so that actually as a hospital when I link up with GPs I’m
doing, I’m vertically integrating…because the GPs are very well horizontally
integrated… I can access the wider system through the GPs… That was something I
hadn’t expected [learning]
P5MP
Furthermore understanding other professional practices was reported to ‘plant the seeds’ (P20TP1) about
how doctors could work together more constructively in the future and participants reported a desire to
extend the reach of their professional working to include learning from more established colleagues and in
the community. In response to gaining these new insights some participants reported changing practices
and behaviours in response:
I also think that probably in future probably if I need to pass on some information
to the GP, the communication through the letters need to be really succinct and to
the point …and actually giving the information in a format which actually makes
the most impact is quite useful for them.
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P4TP2

5.2.2.4.4 Identity
There was a distinct feeling that traditional identities were still rife. P16MP’s view was that traditional
identities were outmoded and anachronistic:
…the concept of strong single professionals … I think is actually a rather old 19th
century concept now, and that we actually share a lot of competencies, a lot of
skills, between professions.
One causal factor for these distinct identity positions was felt to be the separation of undergraduate and
specialist training which encouraged rigid identity formation and that undermined collaborative practice:
It’s probably changing now. But back when I was in medical school, I don’t really
feel we were taught properly about what other healthcare professionals actually
do. It would be sort of like, what does an Occupational Therapist do? And you’d
answer it in one line. I mean, it’s not until you actually work with people, other
healthcare professionals that you actually have a proper understanding of what
they do. And, I think being able to understand that means that you can make a
better use of your colleagues, as well...I think, yes, utilising the skills of your team.
Because, you know, as a doctor, you’re often not the best trained person for that
particular skill. And you’re better off delegating it, or referring to one your
colleagues...
P23TP2
Participants also expressed the view that people in different medical specialties have different identities and
temperaments: ‘I think people chose their speciality as a bit of a…you know they kind of live the identity’
(P7MP). Some participants felt that practitioners in different medical specialities may hold negative
stereotypical views about each other in terms of their clinical practice and perceived status, and that these
biases would inhibit collaborative practice:
If you’re telling a consultant that maybe he should spend more of his time hanging
out in people’s homes or in children’s centres or something like that – not quite got
the status of you know a hospital consultant, you know that kind of thing. GPs I
think don’t like having their patch trampled on.
P7MP
PICH trainees described themselves as having a particular identity that was drawn to working in an
integrated way, of “working closer with primary care and community” however for paediatric trainees it was
noted that they did this “without becoming a GP” (P7MP) and that joint working should be seen as distinct
from merging professional identities.
In this light, the PICH project was seen as a pioneering enterprise at the vanguard of a contemporary
approach to professional identity that is better matched to the realities and demands of care:
…I think lots of people are very stuck in their ways. They feel threatened either
way…Older paediatricians think what am I going to, why am I going to waste my
time going there? And GPs think I’m fine, I don’t need their help...whereas
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actually…what we’re really trying to breed is a generation of people who say you
know bring it on, let’s all work together in a different way...if I had one line that
would be my line about PICH is that we’re developing a generation, a new
generation of clinicians who work together in a different way.
P8MP
Several participants raised the issue of a natural identity alignment between paediatricians and general
practitioners and that these similarities lent themselves to these specialities working together. Other
medical specialities were believed to share this alignment, noticeably geriatrics, and other projects were
mentioned by participants as examples of where these well-aligned specialties could integrate with relative
ease. Conversely, it was felt that other medical specialities may not be able to integrate in such a seamless
manner:
I think what would be interesting is to try and do exactly the same thing in
orthopaedic surgery… you know asking a bunch of orthopaedic trainees…you know
if somebody said there’s some way of delivering MSK outside of the hospital, you
know with GPs, so you didn’t have so much...trivia coming to your clinic...It would
be interesting if they were just as enthusiastic, and whether this is in fact a
phenomenon of paediatrics and a phenomenon of the sort of people that go into
children’s medicine, who are naturally keen to not play the classical consultant
role.
P7MP

5.2.2.4.5 Professional spaces
There were two forms of professional space identified in the data. One was the educational space of the
PICH programme, which has been discussed in section 5.2.2.1.2.v under the theme “learning environment”.
The second professional space, considered below, was the workspace inhabited by participants.
Professional spaces were described as different in many ways: different parts of the health service worked in
different ways which included the setting up of services, funding, possible interactions with other
professional services and staff. A mentor provided a historical perspective and held that professional spaces
no longer necessarily map onto the realities of contemporary care needs, given the ways in which these
have changed and how medical knowledge has advanced in recent decades:
I think that the reality is that the hospitals and the GP services are set up for people
who were genuinely ill 70 years ago, you know. And you know the job of an SHO
on a paediatric ward when he came in in the morning would be to you know inject
anti TB meningitis drugs into their spine you know. Whereas now you know a lot of
the stuff is, you know, pains and aches and unexplained symptoms...
P7MP
Other participants reported how current influences bear down upon different healthcare contexts to
produce qualitatively different working environments for GP and paediatric trainees.
Hearing the discussions between GPs and paediatricians has been really
interesting. You know there’s often a grey area between what’s in the realm of GP
and what’s in the realm of the paediatrician, but is actually lots of shared work and
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this actually lots of unknown areas that we just sort of fudge through. …And the
discussion was actually about whether paediatric services are too good and that
they are not sharing care enough, so that… You know it’s almost a bit unfair for GP
to have to take on board a complex child or complex young adult when they’ve
never met them before.
PTGP21
In several cases trainees noted differences between professional spaces that, although not dramatic or
complex, nevertheless exerted a strong defining influence on the nature of those spaces: the affordances of
various spaces differed. Geographical differences played a role in defining professional spaces which in
terms of resources were described as a “postcode lottery” (P5MP):
So I work with three boroughs from my hospital but actually it seems you know
that every London Borough does things a bit differently, every GP practice in every
borough does things differently and it’s really helpful to see where the parallels are
and where the differences are and that’s very illuminating
P5MP
We have heard before how shared stories and dialogue were important pedagogic devices which highlighted
alternative perspectives and sharing knowledge but equally importantly this dialogue was reported to
facilitate the breakdown of barriers and support the formation of professional networks.
it’s good because it forms a network, it breaks down that barrier between
paediatricians and GPs…because primary and secondary care is very separate, but
actually for the patient it’s a continuum isn’t it?
P13TP2
The idea that spaces should be integrated has been picked up in theme 5.2.2.3 “Integrated care” however, it
was noted that sharing spaces, paediatricians moving into community settings might also provoke territorial
disputes and conflict over funding. A key focus of PICH and the evaluation was to understand how
professional spaces and domains of responsibility and accountability can be negotiated when integrating
care. Both geographical and psychological factors played a role. Participants frequently reflected on the
significance of understanding professional spaces in being able to deliver the best possible care:
...the child will be seen by the GP for something, come into the hospital for
something, and go back to the GP. So for us we’re treating the child very
separately, but for the child and the parents it’s just …you know it’s just another
doctor as part of the system.
P13TP2
I’ve learnt to better understand their work set up, IT system, their work pressures,
their pathways and just generally their kind of GP thinking, which I think is very …
and risk management, that is very different to what we do.
P3TP1
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6. Discussion, recommendations and conclusions
This section starts by précising the results and then discusses them in relation to the PICH programme,
integrated care and the professional attributes needed to support this development in healthcare. The
discussion highlights those areas in which the PICH programme was particularly effective as well as
suggestions for development. The penultimate section draws upon the results and discussion to make
recommendations for the programme leads to review. Finally, we briefly outline the limitations of our
research and make concluding remarks.

6.1 Summary of main findings
This section lays out the findings of this evaluation in relation to the original research questions, which
were:
1. How do course participants evaluate the PICH programme, in particular?
a) What are the participants’ views about the structure of the programme?
b) What did the participants’ learn from the programme?
2. What are participants’ views about integrated care and its impact on healthcare, in particular?
a) How do participants understand the concept of integrated care, its aims, and its importance?
b) What do participants say are the structural issues relevant to delivering integrated care?
3. How does the intraprofessional nature of the programme influence the participants?

6.1.1 Programme evaluation
The PICH programme was perceived to be well run, worthwhile, and provided the desired benefits in terms
of education and learning about how integrated care can be delivered. The observations and interviews
both revealed the enthusiasm of participants, mentors and programme leads and this undoubtedly
contributed to the supportive and ‘buzzing’ atmosphere described by many of the course participants.
The induction session, the project website, the mentoring scheme, and the monthly seminars were all
largely evaluated positively. There were some complications, for example, it was difficult for all trainees to
attend all seminars due to busy work schedules. The induction was felt to be rather long and presentations,
whilst of immensely high quality, were perceived to be ‘too good’ and somewhat intimidating. Mentorship
and support was appreciated by many of the trainees, both peers and mentors provided sources of
influential advice. Some trainees felt that the mentoring was too open-ended and those who were unable
to finalise their projects at the end of the year missed out on guidance. One critical component of the
programme was the project. It caused both frustration and pleasure. Where barriers and delays were
encountered, which derailed participants from submitting in a timely fashion, they often felt
disappointment. However, many reflected later on the generic learning and the importance of the process.
The projects gave participants an enhanced understanding of how using real data could influence traditional
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systems: an authentic problem-based approach. It also provided a sense of autonomy, enabling them to
craft something of personal and professional relevance, to innovate and shape their own clinical
environment.
There was a widespread and positive perception of the style of learning delivered by the PICH programme.
The aims of the project were clearly and spontaneously articulated in the interviews, demonstrating the
success in delivering the PICH programme. Whilst participants did talk about learning clinical knowledge and
skills in a speciality to which they would not necessarily have exposure, the vast majority of their talk was
directed towards their own personal development: gaining confidence, independence, forming networks,
tools for individual reflection and application. An important finding from the interviews, with both trainees
and mentors, was that the course appeared to be successful in delivering tools for leadership too.
Participants acquired skills to take forward integrated care initiatives; ready to enact change as ‘leaders’ of
integrated care for the future.

6.1.2 Integrated care
Trainees and mentors on the PICH programme were all integrated care enthusiasts, having been involved in
other educational initiatives, in particular the ‘Learning Together’ clinics or having prior interest in the area.
The rationale for integrating care was well understood and articulated by participants. All participants
perceived a drive towards integration as rational, since they specified the patient must always be at the
centre of care and it is in the patient’s interest that care is seamless, which integrated care enables.
Moreover, there was a widespread feeling that integrated care is an idea whose time has come, not only
because of the growing prominence of ‘patient-centred care’ as an ideal, but also given the need to increase
efficiency in view of increasing economic pressures on healthcare. Participants were hopeful that integrated
care was a driver for positive health systems change and believed that more integration was inevitable.
However, they were mindful of significant barriers to implementation, including financial and territorial
issues. Integrated care was reported to impact on patient care positively. Specific examples of overcoming
current voids in the system were smoother referral processes and getting timely specialist advice.
Integrated care was also felt to improve efficiency by preventing work from being duplicated. Integration
was seen as an important concept centralizing the patient in systems-based re-organisation of health care
which was likely to have tangible positive impacts for children and their families.

6.1.3 Integrated professions
One of the most influential aspects of the programme was creating a shared spare for participants to talk
about providing care by providing stories. These narratives became fuller and more nuanced with increasing
the diversity of the participants. There were frequent stories about how responsibilities are shared within
child health care and this provided the impetus for them to start thinking critically about how professional
boundaries interlock and / or cross over between paediatrics and general practice. They talked about the
vital role of effective communication in both the intra as well as interprofessional context, although the vast
majority of the dialogue related to the former. Communication was seen as a means of establishing
effective relationships and reciprocally, building relationships resulted in improved communication and
improved sharing of information. During the PICH programme participants’ learnt about seeing the other
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side of things, others’ working environment, the burden of paediatric clinical work, service pressures and
affiliated health care networks which supported or undermined clinical practice. It was clear that their close
perceived professional alignment – paediatricians and GP – was a natural one. However, alignment was not
reported as universal. Certain specialities were not seen to align as similarly, which may be problematic for
implementing future integrated care pathways. Participants gained a deeper understanding of the
differences and similarities in each other’s clinical roles and how, crucially, they would now alter their own
professional practice to take these into account. They became a more ‘blended professional’; one who
adapts their own practice mindful of the others. This emergence of a blended professional raises the
concept of professional identity, how they thought about themselves in their clinical capacity and how
stepping out of traditional identities and thus roles aided the development of them as integrated
professionals.

6.2 Discussion
Our review of the PICH programme utilised a multi-methods approach, which drew on the affordances of
ethnographic observation and interviews with trainees and mentors in order to piece together a
comprehensive and nuanced picture of the programme. Our adoption of a critical realist stance meant that
we were interested in not only identifying and describing the programme’s various strengths and
weaknesses, but also in understanding the causal mechanisms that underpinned these features of the
course. Thus, the discussion that follows considers aspects of the programme that range from practical
aspects of course design to conceptual and philosophical observations about the nature and ambitions of
PICH within the current UK healthcare context.

6.2.1 Programme evaluation
Our observations of the face-to-face elements of the course and our discussions with course participants
revealed a number of strengths of the programme which fell broadly into one of two categories:
curriculum/course design and pedagogy.
A key feature of the curriculum was the organisation of content according to themes. These themes were
aligned to the stated aims of the programme and operated to reinforce the aims as well as to guide delivery
of the formally taught elements of the programme. Thus, participants repeatedly encountered the themes
and took these to be proxies for the learning intentions of the course organisers. There were occasions on
which the curriculum might have been better described as emergent, in that significant time was set aside
for formal and informal group discussion. This seemed to be highly valued by many participants, but a few
perceived this time to be a less overtly productive and were accordingly less positive in their views. This may
simply be a case of some participants having different learning preferences to their colleagues, however
there is potential to add a degree of structure to these group sessions. Action learning offers a framework
for facilitating group discussions of real world problems such as those encountered by trainees on the PICH
programme. It may be that this, or other more formalised approaches offer the same degree of useful peer
and senior input while reassuring participants that they are engaged in a deliberate (if not didactic) process
of teaching and learning.
Another prominent feature of the curriculum was the emphasis on self-direction and learner autonomy. The
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requirement for prospective participants to demonstrate a degree of self-direction prior to joining the
course, for example by identifying senior support within their hospital or trust, probably functioned to
ensure that participants were indeed self-directed and motivated. It is highly likely that course participants
in these early stages represent the ‘low-hanging fruit’ – early adopters who are already committed to the
concept of integrated care and who are prepared to expend some personal effort in order to develop their
interest further. This notion was substantiated by our finding that most participants had previous experience
of integrated care, some of them through their involvement in the Learning Together Clinics (LTC) which
were a precursor to the PICH project.
A final central feature of the curriculum was the emphasis on experiential learning through the design and
implementation of authentic workplace-based integrated care projects. These projects required trainees to
engage with data and develop ‘systems’ thinking in considering how to improve services for patients in ways
that, in all probability, they would not otherwise have done. The problem-based and real world orientation
of the aspect of the projects appeared to be central to the experience of the PICH programme. Key to the
success of these projects was the provision of mentorship, which was almost universally reported to be a
real strength of the course. However, as noted in the results chapter, some trainees struggled to engage with
their mentors outside of the seminars due to issues of geography and the pressure of workload. In these
instances, it was difficult for trainees to gain sufficient regular access to their mentors, which had a negative
impact not only their projects but also in terms of the amount of pastoral support they could receive. We
realise that in some cases it was not logistically possible to pair mentors and mentees in a more convenient
manner and that circumstances are unlikely ever to be ideal. Nevertheless, ease of access to mentors was
crucial to the effectiveness of the mentoring system, and as such these barriers created problems.
There was confusion about the purpose of the projects, with trainees being uncertain as to whether success
on the PICH programme was formally linked to successful completion of their project work. The mentors
that we interviewed were clear that, in their view, the important project-based learning was that which was
derived from attempting to implement service improvement. Further clarity about expectations regarding
the success of the projects, and what counts as success, would be helpful for participants in later cohorts.
One way to do this might be to change the emphasis of the alumni presentations on the induction day to
highlight learning rather than outcomes – trainees reported feeling intimidated by the achievements of their
predecessors, and this may in part have contributed to the perception that projects had to be ambitious and
be completed within the course of the programme. In acknowledgement of the incomplete nature of some
of the projects, trainees also indicated that that some post-course support or oversight would be valuable;
given that the integrated care skills were only newly learnt by this point.
Participants reported that the induction day was too long and felt overwhelmed by the amount of
information provided to them. Some reported that the projects presented where of such high quality that
they had doubts that they would ever achieve such high standards and this acted to demoralise them.
The PICH programme is somewhat unconventional in emphasising ongoing skills development and personal
development, rather than the acquisition of a prescribed body of information, and this is a real strength of
the course. It is also unconventional in not providing participants with a certificate at the end. Consequently,
despite having given up a lot of time and effort over the year, trainees did not receive any qualification or
document that they could use to evidence their learning on the programme. This was especially problematic
for those trainees whose projects remained unfinished at the end of the course and who therefore had no
‘real world’ outcomes to point to either.
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Our findings were therefore mixed regarding the 'signing off' process for PICH trainees. Although both
cohorts overall found the programme educationally valuable and satisfying, an interesting finding in both
cohorts was that the signing off process was often unclear. There was little mention of a well-defined or
specific protocol for signing off at the end of the year, although it is crucial to note here that a formal
signing off process does exist. This was developed after the end of the first year of PICH in response to
feedback from that year's programme participants, and as such is already a feature of the course.
The reason for the lack of clarity in our findings regarding signing off may be due in part to the open-ended
nature of PICH and the principles that it attempts to embody in its trainees. Several trainees expressed
surprise or confusion regarding their expectations of the programme with respect to its closure. In these
cases they had expected that the completion of their projects within the year would be a stipulation of the
programme, and that support would thus be provided to ensure that this occurred, followed by their being
signed off. As we reported in our findings, the mentors frequently reported that the emphasis of PICH was
on the development of skills and an 'integrated' way of thinking as tools to be taken forward, rather than
the completion of one specific piece of work. Most trainees grasped this principle rapidly, but a few found it
more difficult to do so as it was in various ways inconsistent with their personalities or their personal views
about patient care. Consequently, in both cases discussions of the signing off process were limited. What
was more frequently raised in relation to signing off was that since PICH is not certificated, trainees do not
have a document which clearly states what they have learnt and what extra skills they have acquired over
the year that they can use to develop their career portfolio.
Having said this, we are aware of the danger in providing certificates to learners: for some, the certificate
becomes the principal aim of their involvement in the programme, which is thus reduced to a tick-box
exercise aimed at providing material for evidencing achievement of curriculum competencies or for career
advancement purposes. Stobart (2008, p. 89) refers to this phenomenon as ‘the diploma disease’, in which
learners pursue qualifications rather than learning, and qualifications are taken to be a proxy for learning,
which may not have occurred in any meaningful way. Course organisers should therefore consider carefully
how they might make decisions about certification of individual learners, and in particular how they might
assess authentic engagement and learning rather than the successful completion of projects.
The learning environment was one of the successes of the PICH programme. It generated great enthusiasm
and passion and appeared to be extremely effective in raising morale. The data suggested that the seminars
in particular engendered infectious feelings of positivity towards the goals and methods of the programme,
and this was in some cases vitally important when set against a backdrop of severe and systemic difficulties
in the NHS.
A final important finding regarding learning on the programme was that it was multidirectional – trainees
and mentors both reported learning from each other and trainees reported learning significantly from their
peers. Of particular note was the finding that most of the mentors reported having learnt from the trainees;
they appeared to derive value from reflecting on how trainees handled clinical situations that were familiar
to the mentors, with the relative freshness that comes from having spent less time practising. These
experiences appeared to help the mentors reflect on reasons behind their views or judgements, and thus to
critically assess their own practice. There was, therefore, indication that PICH was able to promote personal
professional development even amongst the most senior participants.
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6.2.2 Integrated care
Our interviews revealed that the majority of PICH participants were highly motivated early adopters of
integrated care who typically had previous exposure to other integrated care initiatives. Accordingly, we
observed high levels of engagement within the face-to-face teaching sessions, and interviewees often spoke
with enthusiasm about the benefits of integrated care in general and their appreciation for the PICH
programme in particular. It was interesting to note the tone in which beliefs about the benefits of
involvement in integrated care was expressed. For some participants, integrated care was seen as an idea
whose time had come, and so the programme was seen to be useful in preparing trainees for anticipated
systemic changes in healthcare in the UK. Thus the programme was framed as helping trainees to respond to
the zeitgeist, with the trainees being cast as essentially passive recipients of change: one mentor went as far
as to say that the course participants would have to await system change in order to involve themselves in
the delivery of integrated care. Other participants emphasised agency – the PICH programme was framed as
equipping doctors to drive forward service design or service improvement, with the expectation that they
would be leaders in this endeavour. Our perception is that the latter view is not only more in keeping with
the stated aims and content of the course, but is a view which is more fitting for medical professionals
whose capacity to provide leadership has been emphasised repeatedly since the publication of the Francis
report in 2013.
Moreover, trainees on the course demonstrated that they could lead effectively: a common theme regarding
PICH’s effectiveness related to the degree of agency that trainees were able to exhibit in developing
integrated solutions to problems. A significant degree of judgement was necessary for defining the space in
which trainees could innovate, and participants found themselves articulating and advocating for the patient
perspective in the design of services. Participants, nearly exclusively, believed that efficiency and patientcentredness could be improved as a consequence of developing integrated care systems. This widely held
belief was demonstrated as important in several ways. Healthcare systems frequently fragmented and
having gaps or obstacles were reported to slow the patient's progress through their care journey. This is
likely to result in problems such as missed appointments and delayed interventions or referrals, all of which
have cost implications as well as impact significantly on the patient experience. Furthermore, without
integration there is a risk of duplicating, or even omitting vital interventions or processes.
Trainees often reported encountering structural and other barriers to implementing integrated care.
Individual barriers mentioned included misconceptions by other healthcare professionals about the concept,
rigid professional boundaries and a lack of commitment to setting up new ways of working. Structural
barriers were fiscal, pressures of service undermining the opportunity to stand back and take account of the
broader aspects of patient care, the organisation of primary and secondary care and the lack of formal
curricular exposure in training programmes. Participants appreciated other colleagues did not necessarily
share their own views on the value of integrated care. For many, this was the first time they had become
aware of the complexity of the health service, and the support of mentors was vital in guiding trainees in
recognising and, where possible, overcoming these challenges.
The teaching methods used in PICH – seminars, projects, presentations, placements, and mentoring – are
not unusual in themselves. Rather, it is the content of those teaching methods and the way in which they
are designed that has been crucial to PICH's success; namely, the bringing together of doctors from
different specialisms within the context of each of the methods used so that GP and paediatric trainees can
learn from each other towards developing a more comprehensive, holistic, and nuanced view of a patient's
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needs. We therefore suggest that how PICH teaches is effective in terms of the methods used, and it may
be made more effective by widening the scope still further to bring in other medical specialists and allied
health professionals.
The challenge for the programme is therefore likely to come when attempting to broaden its reach, which
we would certainly recommend, in order to draw in those who are less familiar with the concept on
integration and give them the same transformative experience of integrated care. To this end, one of the key
findings of our research was that trainees had often come to believe in integrated care by doing it, and we
therefore recommend that the PICH programme retains a firm focus on bringing together doctors (and
perhaps other healthcare professionals) from different specialties to work on authentic workplace-based
projects so as to maximise the value from teaching integrated care approaches.

6.2.3 Integrated professions
The intraprofessional nature of PICH was a particular success. Our data clearly indicated that trainees
derived a significant benefit from sharing stories and working with doctors from a different medical
background. In this study, both professional groups reflected on the value of being able to understand the
challenges that the other specialism faces and the strengths of working more closely with each other. The
themes listed under the overarching theme “integrated professions” were about data reporting this dialogue
about the inter-relational aspects of the programme, about understanding differences, awareness of
similarities and adapting professional practice to become a doctor who is more highly sensitised and
responsive to the work of their fellow professionals: the concept of a “blended professional” (Whitchurch,
2009). Blended professionals are those individuals whose practice is shaped and influenced through
engagement with other colleagues and other communities; they negotiate internal organisational
boundaries as well as reach across into external institutions. The advantages of becoming a blended
professional, according to Whitchurch (ibid) is that these individuals better understand the multiplicity of
perspectives concerning practice, embed and integrate themselves into the workplace, develop meaningful
relationships with others and are those that are willing to challenge the status quo (see Whitchurch, 2009
p5).
In order to explore this idea of emerging blended professionalism in more detail we compared the coded
data from cohort one with cohort two. It was apparent that cohort two generated significant more
conversation relating to the subthemes described in the overarching theme “integrated professional”.
Cohort two actively talked about communication, relationships, alternative perspectives, sharing knowledge,
professional identity as well as gaining understanding about other doctor’s professional spaces. Therefore,
we would recommend that the diversity of the cohort be maintained to its fullest in order to generate these
professional insights. Furthermore, where possible we would also recommend continuing to pair both GP
and paediatric trainees together. By providing each trainee with a permanent counterpart in the other
specialism throughout the year, both would be better able to capitalise on this learning and cement the
necessary requisites and skills required to become a doctor, with personal capabilities to support the
development of integrated care.
On the contrary the PICH programme did not appear effective in enabling interprofessional working skills,
but this probably because all of the participants in the programme are doctors. As it is not open to nurses,
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pharmacists, and other allied health professionals, the value of their perspectives was missing. Nevertheless,
as our results indicate, PICH was indirectly effective in this respect. Several of the trainees reflected on how
PICH enabled them to gain a more holistic view of patient care, taking more conscious and explicit account
of all the various professionals involved in providing care for children. Particularly making reference to allied
professionals such as school nurses, nutritionists, physiotherapists, occupational therapists and the vital
contribution they provide to ensure the right treatment decisions are made. In this respect PICH appeared
to be a proxy for the development of better inter-professional working skills. However, further research in
this area is recommended.
Elsewhere in our findings participants queried if the integrated care and educational interventions would
work well with other professional pairings. The two specialisms coming together in the PICH programme
were reported to have sufficient similarities, which enabled them to work constructively together.
Rheumatologists and geriatricians were discussed in the same vein. However, participants were unclear
how other, in particular surgical specialities would be able to learn and work in this way. Consequently, it is
unclear how easily the PICH model could be replicated in other domains of medicine. However, in our view,
assuming the presence of certain conditions relating to practical feasibility and sufficient willingness
between specialisms, there is no theoretical reason or reason in principle why the PICH model could not be
replicated elsewhere. As such, determining this would be a worthwhile and valuable avenue for future
research.

6.3 Recommendations
In this section we highlight key recommendations for the PICH programme, both elements to capitalise on as
well as areas for further development. The section relies on the data analysis done by the research team but
also reports participants direct responses in interviews.
More support after the programme, particularly as many want to continue the ideas instilled in PICH
such as talking about leading change- this will require ongoing support or support for their projects
which may not have been completed in time
Consideration should be given to shortening the induction session from a whole day; as such a long
session with so much new information was reported to be daunting for new trainees.
Some participants wanted easier access to mentors, as their respective locations made it difficult for
them to meet. We recommend ensuring that trainees are paired with mentors nearby if at all
feasible.
Given the vital peer support role that the seminars have played in PICH's success, we recommend
the programme continue to provide educational space where participants can share stories about
their experiences and projects.
Given the focus on process rather than outcomes of integrated care, we recommend that trainees
are able to hear stories from previous trainees and invited speakers not only of success, but failure,
and how to overcome barriers and obstacles.
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The trainees need ongoing support once they leave the programme. This could be virtual or
physical, but we suggest that a follow-up system be developed by which trainees and mentors retain
some degree of contact for an agreed period of time after the programme finishes.
Post-programme structured support is also needed because many trainees will want to continue
developing key ideas instilled through PICH, for example about leading change or commissioning
services. Some trainees may also need extra support to complete unfinished projects.
We recommend that PICH provides some form of signing-off procedure, such as a certificate, so that
those that participated felt they had something to put in their portfolios in recognition of the time
they committed and the skills that they learnt.
More and clearer information is needed for PICH trainees about what to expect regarding its ethos
and expectations. In particular we recommend that greater emphasis is given to what trainees will
learn from the journey that they go on in doing their projects, rather than their completion.
All the PICH participants have been 'early adopters' of integrated care, understood its principles and
/ or had some prior experience of it. We therefore recommend widening participation to recruit
trainees from further afield with less relevant prior knowledge or experience.
We recommend research involving cohorts including trainees who have not been exposed to PICH or
integrated care previously. It is important to discover if the PICH is as effective for a less enthusiastic
group, and if the PICH team's enthusiasm 'rubs off' on those new to integrated care.
Keeping both specialisms is essential for facilitating intra-professional learning and working. We also
recommend involving other health professionals working in child health care, to increase the interprofessional mix of the programme and facilitate new learning and skills.
Given the benefits the GP and paediatric trainees derived from working with the other specialty, we
recommend continuing to pair up different professionals on the projects, to enhance intraprofessional learning and trainees' understanding of different specialties.
Not enough is known about how the PICH model could be applied elsewhere to deliver integrated
care across other specialisms, so we recommend research into this.

6.4. Limitations
In this section we report on limitations of our study. Our initial study design included a focus group session
as well as the interviews and participant observations. Our proposal was to run a mixed focus group of GP
and paediatric trainees from both cohorts so as to elicit discussion between them and discover similarities
and differences in their views on the issues being investigated. Despite repeated attempts to organise the
focus group, unfortunately it was not possible to do so, due to the numerous demands on the trainees' time,
and the geographical dispersion of the trainees across London which prevented us from being able to find a
time and place that was convenient for all volunteers. Although this has reduced the amount of data that we
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were able to collect overall, in our view it is not a significant limitation. The interview data contains rich
accounts of participants learning about, from and with on another – which was the purpose of the focus
group.
Our sample is not equally distributed between either the two specialisms or the trainees from both cohorts.
It was more difficult to contact trainees from the first cohort as they had left the programme a year prior to
the study beginning, and since only paediatricians were in the first cohort we could not interview any GP
trainees from the PICH's programme first year. Moreover, it appeared to be more complex for GP trainees to
spare time for interviews than paediatricians, and as such our results are weighted slightly more heavily
towards the views of paediatric trainees in the second cohort. Although this slight imbalance is a limitation,
again we do not consider it to be seriously limiting to the reliability of our findings, as overall there was
significant homogeneity of opinion across trainees from both cohorts and between both specialisms, and as
such we believe that it is unlikely we would have discovered new information of significance even in an
ideally balanced sample.

6.5 Concluding remarks
The PICH programme was highly evaluated by participants and mentors. The overall feeling was that of a
generally well-run course, which was populated by enthusiastic mentors and trainees, and which led to
significant learning for everyone involved. Fundamental to its success were two key ingredients. Firstly, the
learning environment established at the seminars provided both support and challenge from peers and
senior colleagues and secondly, the project which allowed participants to engage with data, work with
authentic problems and innovate. Whilst there were logistic issues with attendance and some frustration
about project completion participant’s reported developing clinical, professional and transferable skills
including leadership.
Participants were all enthusiastic adopters of the concept of integrated care. However, they were aware of
the practical realities of implementation, often significant structural barriers, but considered integrated care
to be an effective patient-centred model for health service development.
Alongside organisational systems participants learnt, through the PICH programme, the importance of the
interpersonal. They articulated the value of understanding and adapting roles and identities to change
professional behaviours and how to work as ‘integrated professionals’.
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8. Appendices
Appendix 1: Interview Schedule
PICH participants one-to-one interview schedule
Structure
30-45mins
Aims of study
The study will explore the experiences of PICH trainees and trainers across cohorts 1 and 2. The
aim is to understand the impact that experience of the course has had on their understanding of
the importance of and motivation to deliver integrated care in paediatrics and general practice. It
will be illuminating to explore the experiences of both cohorts in order to discover what barriers
and enablers are at work in relation to the delivery of integrated care. The comparison of the two
cohorts will be valuable for the study because it will provide insights into intra- and
interprofessional learning between medical specialities.
Your views will be fed back to Health Education England London Region, and will inform the
development of subsequent intra- and interprofessional education and integrated care
programmes.
We want to hear your views about your experience of participating in the PICH programme, either
as a trainee or a trainer.
Process
1. This discussion will be recorded and analysed, looking for common themes that arise from
this and other trainee and trainer interviews.
2. Transcripts will be analysed by the research team.
3. Transcripts will be anonymized and no identifying data will be presented in the report to
Health Education England London region
Consent
Please read and sign the consent sheet and agree that everything being discussed in this interview
is confidential. Do you have any questions before we start the tape?
Background
1) Firstly, please could you tell me whether you are from:
a. Cohort 1 or 2?
b. Trainee or trainer?
c. GP or paediatrician?
2) How did you become involved in PICH?
3) Did you have any experience of integrated care or working with other medical specialities
in this way prior to this program?
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The programme
4)
5)
6)
7)

Please could you tell me about the PICH programme and course?
What do you think is / are the aim/s of PICH?
What aspects of the course did you feel worked well?
Which aspect, if any, has been the most educational / useful and why, e.g. your personal
project, the CYP meetings?
8) What aspects of the program are working less well?
9) Do you think PICH has covered everything needed to enable the delivery of integrated
care? If not, what was missing and could be improved upon?
10) Has participation in PICH surprised you in any way, and if so, how?
11) What have you learnt on PICH as a trainee or a trainer?
Prompts (ensure cover of the following):
a. What did you learn about yourself?
b. About others?
c. About patient care?
d. About your organisation?
12) How would you describe working with peers?
13) How would you describe working with trainers or trainees?
Integrated care and working together
14) Please reflect on working with clinicians from a different specialism, i.e. paediatrics or
general practice:
a. What have you learnt about the other specialism?
b. What impact if any has it had on your understanding of your own?
15) Do you think interprofessional healthcare training is important, and if so why?
16) Do you think integrated care is important, and if so why?
17) Do you think there are any barriers to delivering integrated care? If so, what are they?
18) How do you think that participating in PIC H will impact on the way you work in the future?
19) What impact, if any, has PICH had on you as a clinician?
Prompt: What have you learnt? Has PICH changed the way you work in a clinical context? If so,
how?
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Appendix 2: Ethics Application

IMPORTANT: ALL FIELDS MUST BE COMPLETED. THE FORM SHOULD BE COMPLETED IN PLAIN
ENGLISH UNDERSTANDABLE TO LAY COMMITTEE MEMBERS.
SEE NOTES IN STATUS BAR FOR ADVICE ON COMPLETING EACH FIELD. YOU SHOULD READ THE
ETHICS APPLICATION GUIDELINES AND HAVE THEM AVAILABLE AS YOU COMPLETE THIS FORM.

APPLICATION FORM
SECTION A
A1

APPLICATION DETAILS

Project Title: Investigating the Programme for Integrated Child Health (PICH)
Date of Submission: 26.04.16
UCL Ethics Project ID Number: 8949/001

Proposed Start Date: as soon as ethics clearance is granted
Proposed End Date: March 2017

If this is an application for classroom research as distinct from independent study courses, please provide
the following additional details:
Course Title: not

A2

applicable

Course Number:

Principal Researcher
Please note that a student – undergraduate, postgraduate or research postgraduate cannot be the Principal Researcher for Ethics
purposes.
Full Name:
Position Held: Deputy Director, UCL Medical School

Directorate, Medical School
Building, 74 Huntley Street, London
WC1E 6AU
Address:

The

Email:
Telephone:

(020) 7679 0890

Fax:

Declaration To be Signed by the Principal Researcher
4. I have met with and advised the student on the ethical aspects of this project design (applicable only if the
Principal Researcher is not also the Applicant).
5. I understand that it is a UCL requirement for both students & staff researchers to undergo Disclosure and
Barring Service (DBS) Checks when working in controlled or regulated activity with children, young people or
vulnerable adults. The required DBS Check Disclosure Number(s) is: not applicable
6. I have obtained approval from the UCL Data Protection Officer stating that the research project is compliant with
the Data Protection Act 1998. My Data Protection Registration Number is: not applicable
7. I am satisfied that the research complies with current professional, departmental and university guidelines
including UCL’s Risk Assessment Procedures and insurance arrangements.
8. I undertake to complete and submit the ‘Continuing Review Approval Form’ on an annual basis to the UCL
Research Ethics Committee.
9. I will ensure that changes in approved research protocols are reported promptly and are not initiated without
approval by the UCL Research Ethics Committee, except when necessary to eliminate apparent immediate
hazards to the participant.
10.
I will ensure that all adverse or unforeseen problems arising from the research project are reported in a
timely fashion to the UCL Research Ethics Committee.

11.

I will undertake to provide notification when the study is complete and if it fails to start or is abandoned.
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DATE: 25/04/2016
SIGNATURE:

A3

Applicant(s) Details (if Applicant is not the Principal Researcher e.g. student details):
Full Name:

Dr. Alex McKeown

Position Held:
Address:

Email:

Academic Centre for Medical Education, UCL
Medical School, Room GF664, Royal Free
Hospital, London NW3 2PF

a.mckeown@ucl.ac.uk

Telephone: 07791 502 405
Fax:

Full Name:
Position Held:
Address:

Email:
Telephone:
Fax:

A4

Sponsor/ Other Organisations Involved and Funding
a) Sponsor:
UCL
Other institution
If your project is sponsored by an institution other than UCL please provide details:
b) Other Organisations: If your study involves another organisation, please provide details. Evidence that the relevant authority has
given permission should be attached or confirmation provided that this will be available upon request.
Health Education England
c) Funding: What are the sources of funding for this study and will the study result in financial payment or payment in kind to the
department or College? If study is funded solely by UCL this should be stated, the section should not be left blank.

A5

Signature of Head of Department or Chair of the Departmental Ethics Committee
(This must not be the same signature as the Principal Researcher)

I have discussed this project with the principal researcher who is suitably qualified to carry out this
research and I approve it. The project is registered with the UCL Data Protection Officer, a formal
signed risk assessment form has been completed, and appropriate insurance arrangements are in
place. Links to details of UCL's policies on data protection, risk assessment, and insurance arrangements can be found at:
http://ethics.grad.ucl.ac.uk/procedures.php

UCL is required by law to ensure that researchers undergo a Disclosure and Barring Service (DBS)
Check if their research project puts them in a position of trust with children under 18 or vulnerable
adults.
*HEAD OF DEPARTMENT TO DELETE BELOW AS APPLICABLE*

I am satisfied that checks:

( 1 ) have been satisfactorily completed

If checks are not required please clarify why below.
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Chair’s Action Recommended: x

Yes

No

A recommendation for Chair’s action can be based only on the criteria of minimal risk as defined in the Terms of Reference of the UCL
Research Ethics Committee.

PRINT NAME: DEBORAH GILL
SIGNATURE:
SECTION B
B1

DATE: 26/04/2016
DETAILS OF THE PROJECT

Please provide a brief summary of the project in simple prose outlining the intended value of the project, giving necessary
scientific background (max 500 words).

There is a clear care-orientated rationale behind the PICH educational project and it is this rationale which
informs the study we propose. PICH has been developed in anticipation of a continuing move towards
distributing high quality holistic care in paediatrics and general practice more widely across the care
infrastructure. Improving child health depends on a rounded understanding of what constitutes good child
health and the necessary professional knowledge that supports this provision. Improving child health is not
simply a matter of a clinical response to medical needs but must involve the psychosocial dimension of
care and the ability to ensure not only that ill-health is treated but that good health is maintained, which
includes attention to prevention. Delivering this depends on effective communication between primary and
secondary care and hence integration of these services will be better equipped to improve child health,
and it is this approach which has driven PICH. The study will explore the experiences of PICH trainees and
trainers across the two cohorts that have so far taken the course. The aim is to understand the impact that
these experiences have had on their ability to deliver integrated care in paediatrics and general practice.
Cohort 1 comprised only paediatric trainees, whereas cohort 2 included general practice as well. It will be
illuminating to explore the experiences of both in order to discover whether the ability to deliver integrated
care is enhanced through interprofessional learning between specialties, and the comparison of the two
cohorts will therefore be valuable for this study.
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B2

Briefly characterise in simple prose the research protocol, type of procedure and/or research methodology (e.g.
observational, survey research, experimental). Give details of any samples or measurements to be taken (max 500 words).

The study will be comprised predominantly of interviews with trainees working in the two fields, along with
a focus group, and three session of ethnographic participation of the trainees. However, a holistic
understanding of integrated care also depends on understanding the ‘vertical’ integration between trainees
and trainers. With that in mind, the interview component of the study will also comprise interviews with
trainers in order to explore their experiences of assisting more junior doctors developing skills in integrated
care. The interviews and focus group will be designed with the aims of the PICH course in mind in for the
purpose of exploring how the trainees and trainers have engaged with the goal of delivering integrated
care. As such, the contents of the study will be driven by features of the PICH course, and discussions will
cover aspects thereof including intraprofessional learning between medical specialisms; ‘horizontal’ and
‘vertical’ aspects of integration in delivering care; the mentoring process from the perspective of both
trainees and trainers; the projects carried out by the trainees on the course and their impact on patient
care; reflection on the group seminars and the role that they have played in achieving integrated care.
Alongside the interviews, the second component of the analysis will be ethnographic observations of the
trainees as a peer group, to be carried out at their monthly meeting. These will be used to explore how
their interactions and discussions of the PICH course help them to understand and deliver integrated care.
Observation of the ‘horizontal’ aspect here is important not least because integrated care depends on
successful collaboration between healthcare professionals, and it is therefore crucial to gain insight into
how the participants related to their peers, cope with the pressures of their professional life, and develop
strategies for succeeding personally and professionally through their work.
Prior to the main study, a pilot will be conducted to test and refine the interview guides and become
familiar with the observational setting. The interviews and observations will investigate specific aspects of
learning that are consistent with the aims of PICH and its goal of facilitating integrated care. The study will
also explore how and whether PICH enabled participants to work effectively across clinical and service
boundaries between primary and secondary care. Finally, the study will investigate what impact, if any,
PICH has had on the clinical learning environment and multidisciplinary healthcare teams. It is in relation
to this final aim in particular that the voices of trainers, i.e. those of ‘vertical’ integration, will be valuable for
understanding how the course has worked.
Taking all of this into account, the study will seek to answer three central questions:
1) How do trainees and trainers in PICH understand the concept of ‘integrated care’, its aims and its
importance?
2) What contribution, if any, does PICH make to enacting change and realising better integration in
clinical practice?
3) What lessons, if any, have been learnt from PICH regarding the value of interprofessional learning
that could be used to deliver integrated care between other specialties?

Attach any questionnaires, psychological tests, etc. (a standardised questionnaire does not need to be attached, but please provide
the name and details of the questionnaire together with a published reference to its prior usage).

B3

Where will the study take place (please provide name of institution/department)?
If the study is to be carried out overseas, what steps have been taken to secure research and ethical permission in the study
country?
Is the research compliant with Data Protection legislation in the country concerned or is it compliant with the UK Data Protection Act
1998?

Observations and focus groups will take place at University of London premises, e.g. Senate House and
Stewart House. Interviews will take place either by telephone or at a private location convenient to the
participants.
All aspects of the study are compliant with the UK Data Protection Act 1998.
B4

Have collaborating departments whose resources will be needed been informed and agreed to participate?
Attach any relevant correspondence.

Not applicable
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B5

B6

How will the results be disseminated, including communication of results with research participants?

A research report and peer reviewed journal publications

Please outline any ethical issues that might arise from the proposed study and how they are be addressed. Please note that
all research projects have some ethical considerations so do not leave this section blank.

We do not forsee any areas of concern arising, as all the participants are medical professionals, and no
patients, minors, or vulnerable groups will be involved.

SECTION C
C1

DETAILS OF PARTICIPANTS

Participants to be studied
C1a. Number of volunteers:

Approximately 20

Upper age limit:

60

Lower age limit:

24

C1b. Please justify the age range and sample size:

These are the participants in the programme.
C2

If you are using data or information held by a third party, please explain how you will obtain this. You should confirm that
the information has been obtained in accordance with the UK Data Protection Act 1998.

Not applicable

C3

Will the research include children or vulnerable adults such as individuals with
a learning disability or cognitive impairment or individuals in a dependent or unequal relationship?

Yes

No

How will you ensure that participants in these groups are competent to give consent to take part in this study? If you have relevant
correspondence, please attach it.

C4

Will payment or any other incentive, such as gift service or free services, be made to any research participant?
Yes

No

If yes, please specify the level of payment to be made and/or the source of the funds/gift/free service to be used.

Please justify the payment/other incentive you intend to offer.
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C5

Recruitment
(i) Describe how potential participants will be identified:

We have already identified potential participants, as all are drawn from the two cohorts already taking part
in the programme
(ii) Describe how potential participants will be approached:
(iii) Describe how participants will be recruited:

Face-to-face and via email
Attach recruitment emails/adverts/webpages. A data protection disclaimer should be included in the text of such literature.

C6

Will the participants participate on a fully voluntary basis?

Yes

No

Will UCL students be involved as participants in the research project?

Yes

No

If yes, care must be taken to ensure that they are recruited in such a way that they do not feel any obligation
to a teacher or member of staff to participate.
Please state how you will bring to the attention of the participants their right to withdraw from the study without penalty?

This right will be stated explicitly on the consent form and information sheet.

C7

CONSENT
Please describe the process you will use when seeking and obtaining consent.

Once participants have agreed to be interviewed from the email invitation, we will verbally take them
through the participant information sheet and ask them to sign the consent form. The participant
information sheet will be emailed to them in advance of the interview.
A copy of the participant information sheet and consent form must be attached to this application. For your convenience proformas
are provided in C10 below. These should be filled in and modified as necessary.
In cases where it is not proposed to obtain the participants informed consent, please explain why below.

C8

C9

Will any form of deception be used that raises ethical issues? If so, please explain.

Will you provide a full debriefing at the end of the data collection phase?

Yes

No

If ‘No’, please explain why below.

Not all participants will wish to have a full debriefing at the end of the data collection phase, and for this
reason we will not include one as such. Nevertheless, some participants may wish to provide feedback or
to discuss their experiences of their involvement in the study, and to this end we will provide a session for
this, at which debriefing can be delivered if desired.
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C10 Information Sheets And Consent Forms
A poorly written Information Sheet(s) and Consent Form(s) that lack clarity and simplicity frequently delay ethics approval
of research projects. The wording and content of the Information Sheet and Consent Form must be appropriate to the age and
educational level of the research participants and clearly state in simple non-technical language what the participant is agreeing to.
Use the active voice e.g. “we will book” rather than “bookings will be made”. Refer to participants as “you” and yourself as “I” or “we”.
An appropriate translation of the Forms should be provided where the first language of the participants is not English. If you have
different participant groups you should provide Information Sheets and Consent Forms as appropriate (e.g. one for children and one
for parents/guardians) using the templates below. Where children are of a reading age, a written Information Sheet should be
provided. When participants cannot read or the use of forms would be inappropriate, a description of the verbal information to be
provided should be given. Please ensure that you trial the forms on an age-appropriate person before you submit your application.

Information Sheet for

in Research Studies

You will be given a copy of this information sheet.
Title of Project:

Researching the Programme for Integrated Child Health

This study has been approved by the UCL Research Ethics Committee (Project ID Number):
Name

Dr Ann Griffin

Work Address

Academic Centre for Medical Education, UCL Medical School, The Directorate, 74 Huntley
Street, London WC1E 6AU.

Contact Details

Tel: 0207 679 6400 / E: a.griffin@ucl.ac.uk

70

We would like to invite you to participate in this interview study run by UCL Medical School and funded by Health Education
England London Region.
Details of Study: In this research study we will explore the experiences of PICH trainees and trainers in order to
understand the impact that the experience of the course has had on their ability to deliver integrated care in paediatrics
and general practice. As such, the contents of the study will be driven by features of the PICH programme, and
discussions will cover aspects including:

Intra-professional learning between medical specialties
Learning from each other and senior colleagues about delivering integrated care
The mentoring scheme, from the perspective of both trainees and mentors
The projects carried out by the trainees on the course and their impact on patient care
Reflection on the monthly CYP seminars and the role that they have played in achieving integrated care.
If you agree to take part, you will be asked to take part either in an hour-long focus group with other trainees run by
the research team, or a 30-minute one-to-one interview with a researcher. You will also be asked to consent for
being observed during two CYP sessions. Interviews may be face-to-face or over the phone and will be run at a time
and place that suits you. Interviews will be audio-recorded for accuracy.
Everything you say and all data that you provide will be kept strictly confidential, and will be anonymised before
being analysed and written up. All data will be collected and stored in accordance with the Data Protection Act
1998. No identifiable data will be published or passed on to any individual or organisation outside of the UCL
Medical School research team. Only the UCL Medical School research team will have access to identifiable data
which will be kept on password-protected computers and encrypted memory sticks.
Benefits of taking part: If you take part you will get a certificate for your portfolio and a copy of the final report.
Refreshments will be provided for focus groups. We also hope that participants will benefit from knowing they are
contributing to improving training for doctors.
Possible risks of taking part: It is always possible that talking about your experiences may bring up issues that you
find difficult or distressing. A comprehensive list of support services for doctors can be found here:
http://bma.org.uk/practical-support-at-work/doctors-well-being/websites-for-doctors-in-difficulty
Please discuss the information above with others if you wish or ask us if there is anything that is not clear or if you
would like more information.
It is up to you to decide whether to take part or not; choosing not to take part will not disadvantage you in any way. If
you do decide to take part you are still free to withdraw your data at any time until 6th January 2017 when the report
will be written, without giving a reason.
Thank you for reading this information sheet and for considering taking part in this research.

Please discuss the information above with others if you wish or ask us if there is anything that is not clear or if you would like
more information.
It is up to you to decide whether to take part or not; choosing not to take part will not disadvantage you in any way. If you do
decide to take part you are still free to withdraw at any time and without giving a reason.
All data will be collected and stored in accordance with the Data Protection Act 1998.
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Thank you for reading this information sheet and for considering take part in this research.

When you have completed your Information Sheet, please DELETE the advice section below from your application form before
submitting it to the Committee.
Details of Study MUST include the following:
2) Aims of the research and possible benefits.
3) Who you are recruiting
4) What will happen if the participant agrees to take part (when, where, how long etc)
5) Any risks (e.g. need for disclosure of information to a third party, possibility for distress)
6) Possible benefits (it is good practice to offer participants a copy of the final report)
7) Arrangements for ensuring anonymity and confidentiality (see optional statements below for examples). To ensure compliance with
the Data Protection Act participants must be informed of what information will be held about them and who will have access to it
(this relates to information that is identifiable or could potentially be linked back to an individual.)
Statements which researchers MIGHT also include as appropriate:
A decision to withdraw at any time, or decision not to take part, will not affect the standard of care/education you receive.
If you agree to take part you will be asked whether you are happy to be contacted about participation in future studies. Your
participation in this study will not be affected should you choose not be re-contacted.
You may withdraw your data from the project at any time up until it is transcribed for use in the final report (insert date).
Recorded interviews will be transcribed (written up) and the tape will then be wiped clear.
If you decide to take part you will be given this information sheet to keep and be asked to sign a consent form.
Submission of a completed questionnaire implies consent to participate.
As participation is anonymous it will not be possible for us to withdraw your data once you have returned your questionnaire.
What if I have further questions, or if something goes wrong? If this study has harmed you in any way or if you wish to make a
complaint about the conduct of the study you can contact UCL using the details below for further advice and information:
*Student researchers: Insert the name and full UCL contact address and number of your supervisor.*
*Staff researchers: Please insert the following: The Chair, *Insert full address details for the UCL Research Ethics Committee,
ethics@ucl.ac.uk

Informed Consent Form for

in Research Studies

Please complete this form after you have read the Information Sheet and/or listened to an explanation about the research.
Title of Project:

Investigating the Programme for Integrated Child Health

This study has been approved by the UCL Research Ethics Committee (Project ID Number):
Thank you for your interest in taking part in this research. Before you agree to take part, the person organising the research must explain the
project to you.
If you have any questions arising from the Information Sheet or explanation already given to you, please ask the researcher before you to decide
whether to join in. You will be given a copy of this Consent Form to keep and refer to at any time.
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Participant’s Statement
I
5)

have read the notes written above and the Information Sheet, and understand what the study involves.

6)

understand that if I decide at any time that I no longer wish to take part in this project, I can notify the researchers involved
and withdraw immediately.

7)

consent to the processing of my personal information for the purposes of this research study.

8)

understand that such information will be treated as strictly confidential and handled in accordance with the provisions of the
Data Protection Act 1998.

9)

agree that the research project named above has been explained to me to my satisfaction and I agree to take part in this
study.

10) Agree that my data, after it has been fully anonymised, can be shared with other researchers [to satisfy Research Council
funded projects as Research Councils have changed their guidance regarding data sharing]

Signed:

Date:

When you have completed your Informed Consent Form, please DELETE the advice section below from your application form
before submitting it to the Committee.
Statements which researchers MIGHT include as appropriate:
I understand that my participation will be taped/video recorded and I consent to use of this material as part of the project.
I understand that I must not take part if
I agree to be contacted in the future by UCL researchers who would like to invite me to participate in follow-up studies.
I understand that the information I have submitted will be published as a report and I will be sent a copy. Confidentiality and
anonymity will be maintained and it will not be possible to identify me from any publications.
I understand that I am being paid for my assistance in this research and that some of my personal details will be passed to UCL
Finance for administration purposes.
I agree that my non-personal research data may be used by others for future research. I am assured that the confidentiality of my
personal data will be upheld through the removal of identifiers.
This is not an exhaustive list and you should consider whether you need to amend any of these statements or design different
ones
that
are
more
applicable
to
your
research.
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SECTION D
D1

DETAILS OF RISKS AND BENEFITS TO THE RESEARCHER AND THE RESEARCHED

Have UCL’s Risk Assessment Procedures been followed?

Yes

No

If No, please explain.

D2

Does UCL’s insurer need to be notified about your project before insurance cover can be provided?

Yes

X

No

The insurance for all UCL studies is provided by a commercial insurer. For the majority of studies the cover
is automatic. However, for a minority of studies, in certain categories, the insurer requires prior
notification of the project before cover can be provided.
If Yes, please provide confirmation that the appropriate insurance cover has been agreed. Please attach your UCL insurance
registration form and any related correspondence.

D3

Please state briefly any precautions being taken to protect the health and safety of researchers and others associated with
the project (as distinct from the research participants).

Major precautions are not necessary. All settings will be local to the researchers, so only local travel will be
involved. Several modes of travel are available to reach each of the destinations, so safety concerns are
unlikely to be a significant factor. Furthermore, much of the work will be carried out in University of London
premises, which with the researchers are already familiar.

D4

Will these participants participate in any activities that may be potentially stressful or harmful in connection with this
research?
Yes
No
If Yes, please describe the nature of the risk or stress and how you will minimise and monitor it.
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D5

Will group or individual interviews/questionnaires raise any topics or issues that might be sensitive, embarrassing or
upsetting for participants?
If Yes, please explain how you will deal with this.

No

D6

Please describe any expected benefits to the participant.

We hope through the process of talking about their involvement in PICH to somebody from beyond the
programme that this opportunity to engage in reflection on what they have been doing will be of benefit to
the participants. We hope by enabling them to stand back from the course itself and discussing the ways in
which it has helped or hindered them, what they have learnt, and what impact it has had on their practice
that this opportunity will deepen their understanding of their role as clinicians. We also hope that by
engaging in this process that these reflections will help them in future in their careers when making clinical
decisions.

D7

Specify whether the following procedures are involved:
Any invasive procedure(s)

Yes

No

Physical contact

Yes

No

Any procedure(s) that may cause mental distress

Yes

No

Please state briefly any precautions being taken to protect the health and safety of the research participants.

Does the research involve the use of drugs?

D8

Yes

No

If Yes, please name the drug/product and its intended use in the research and then complete Appendix I

Does the project involve the use of genetically modified materials?

Yes

If Yes, has approval from the Genetic Modification Safety Committee been obtained for work?

No
Yes

No

If Yes, please quote the Genetic Modification Reference Number:
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D9

Will any non-ionising radiation be used on the research participant(s)?

Yes

No

If Yes, please complete Appendix II.

D10

Are you using a medical device in the UK that is CE-marked and is being used within its product indication?

Yes

No

If Yes, please complete Appendix III.

CHECKLIST
Please submit ether 12 copies (1 original + 11 double sided photocopies) of your completed application form for full committee
review or 3 copies (1 original + 2 double sided copies) for chair’s action, together with the appropriate supporting
documentation from the list below to the UCL Research Ethics Committee Administrator. You should also submit your
application form electronically to the Administrator at: ethics@ucl.ac.uk
Documents to be Attached to Application Form (if applicable)

Ticked if
attached

Tick if
not relevant

Section B: Details of the Project

20) Questionnaire(s) / Psychological Tests
21) Relevant correspondence relating to involvement of collaborating
department/s and agreed participation in the research.

Section C: Details of Participants
Parental/guardian consent form for research involving participants under 18
Participant/s information sheet
Participant/s consent form/s
Advertisement

x

Section D: Details of Risks and Benefits to the Researcher and the Researched
1) Insurance registration form and related correspondence
Appendix I: Research Involving the Use of Drugs
2) Relevant correspondence relating to agreed arrangements for dispensing
with the pharmacy
5. Written confirmation from the manufacturer that the drug/substance has
has been manufactured to GMP
6. Proposed volunteer contract

x

7. Full declaration of financial or direct interest

x

8. Copies of certificates: CTA etc…

x

Appendix II: Use of Non-Ionising Radiation
Appendix III: Use Medical Devices
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copied to other named individuals.
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