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Abstract

Objectives:

The increased use of Community Health Services (CHS) is central to UK policy visions of moving more care 
out of hospital to reduce pressure across the healthcare system, and in particular, the demand on secondary 
care, hospital services.  CHS are under-researched and little is known about how they can best contribute 
towards this aim. The NHS in England has recently undergone a significant reorganisation, with an increased 
emphasis on collaborative service delivery. In the aftermath of this reorganisation, the objective of this study 
was to explore how commissioners and providers of CHS think about the need for services and how 
decisions are made about the commissioning and allocation of resources in order to facilitate out of hospital 
care.  

Design

A qualitative, semi-structured interview study with participants from four case study sites in England.  Semi-
structured interviews were conducted virtually and transcripts analysed using a reflective thematic 
approach.

Setting

Adult community health services which included two sites with CHS providers embedded in acute hospital 
Trusts, one standalone CHS Trust and a CHS provider collaborative.  Sites were selected for both 
geographical (two sites in the north of England and two in the South), and organisational model diversity

Participants

40 participants were interviewed across all four case study sites (Site A, n=9, Site B, n=15, Site C, n=10 and 
Site D, n=3).  To be included in the study, participants were required to have a management role in providing 
or commissioning adult community health services and/or their understanding of this at strategic level 
within the ICS. 

Results 

Themes from current literature on commissioning (organisation, assessing needs, service design and 
development, contracting and funding, and performance management and support) were used to structure 
the data. Participants from all sites report that the reorganisation of the NHS away from Clinical 
Commissioning Groups to Integrated Care Boards, has resulted in confusion around the commissioning 
function with a lack of clarity about current roles and responsibilities.  All sites were undertaking some form 
of service review.  However, participants highlighted the fact that current population health and CHS service 
data do not adequately support proactive planning of services to meet rising demand. CHS find it particularly 
difficult to evidence their contribution to hospital avoidance.  Current block contract funding models also 
limit the extent to which CHS can provide the flexible services required if hospital admission is to be avoided. 
We also found some tension around the implementation of additional hospital avoidance services (e.g. 
‘virtual wards’) which did not necessarily integrate with or complement core CHS services. 

Conclusions

Our focus on the commissioning of CHS has highlighted the fact that the new collaborative approach to 
service design and delivery embodied by the creation of Integrated Care Boards has led to some confusion 
around decision-making.  In addition, lack of appropriate data and the funding and contractual model used 
to procure CHS impacts their ability to contribute to the policy agenda of treating more people in the 
community.  These factors should be addressed if CHS are to fulfil ambitions of preventing hospital 
admissions.   
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Strengths and Limitations of this Study

• This study presented an opportunity to explore the work of Community Health Services (CHS) which 
are an under researched, yet critical component of the health care system.

• The study was conducted during the implementation of Integrated Care Systems (ICSs) in England 
and the introduction of Integrated Care Boards (ICBs), and was therefore an opportune time to 
capture these changes from the perspective of CHS and to examine how this has impacted on their 
role in hospital avoidance. 

• Recruitment of participants was challenging in some sites, and more providers of CHS than 
commissioners of CHS were interviewed.  However, this reflects our findings regarding the maturity 
of ICSs and the current state of the commissioning function.

Introduction

In the context of an aging population with increasingly complex needs, keeping patients out of expensive 
acute hospitals and providing more care in the community has been a policy aspiration in the UK and 
elsewhere for many years (1-3). However, despite this consistent policy focus (4-6), over at least the past 10 
years, the NHS in England has seen a relentless increase in secondary care activity, with primary and 
community care receiving a decreasing share of funding (7). The most recent set of NHS reforms are based 
upon the idea that shifting away from competitive modes of health care organisation towards a more 
collaborative model will support the desired shift of more care into the community (8). The Health and Care 
Act 2022 (HCA22) created 42 Integrated Care Systems in England, bringing together the full range of service 
providers to collaboratively plan and manage services for geographical populations. It is argued that this 
more collaborative approach will facilitate more care in the community, supporting a more proactive 
approach to provide more integrated and co-ordinated care at home (8, 9). Most recently, the government has 
announced three major health ‘missions’: to shift care from hospitals into the community; to shift the focus 
of care from treatment to prevention; and to shift the NHS towards a digital approach. 

Community-based services, including nursing care, physiotherapy and occupational therapy for example, are 
crucial to this vision.  In the UK, Community Health Services (CHS) are all health services provided to patients 
outside hospital apart from primary care (https://www.england.nhs.uk/community-health-services/). 
According to NHS Providers (10) CHS in England provide over 100 million patient contacts per year, account 
for an NHS budget of around £10 billion and constitute one-fifth of the total NHS workforce. Despite this 
significant volume of activity, and despite their importance to the achievement of policy aims, CHS are rarely 
the focus of policy (10) or research (11). Moreover, data related to community service provision in England is 
underdeveloped (12). This lack of data makes it difficult to evidence the impact of community services on 
activity elsewhere in the system.  What evidence there is suggests that increasing community-based activity 
does not reliably reduce activity elsewhere (13), but the reasons underlying this, and the extent to which 
these can be ameliorated, remain unclear. CHS are thus crucial to the achievement of policy aims but poorly 
understood in terms of their scope and impact. 

In this paper we seek to address this deficiency. Our study explored how CHS in England are being planned 
and managed to achieve the goal of optimising care outside hospital, with a particular focus on the factors 
which are supporting or impeding this work, in the context of a recent significant reorganisation of the NHS. 
Our findings are relevant to ongoing policy and system design in the UK and more widely, providing evidence 
about the factors that support or inhibit CHS providers in meeting the policy desire to providing care outside 
hospitals. 
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What follows is divided into 5 sections. An initial overview of what is meant by commissioning is followed by 
a short description of the reorganised NHS in England. We then present our methods, followed by the 
empirical findings structured around the elements of commissioning identified from the literature. Our 
discussion considers the implications of these findings for the planning and provision of services in the 
community to avoid unnecessary hospital admission.   

Commissioning 

Commissioning refers to the process by which service provision is matched to population needs in a system 
in which planning and provision are separated (14). It can be conceptualised as a cyclical process of strategic 
planning for services including a systematic approach to needs assessment, service planning, contracting, 
monitoring and review (23). This has been the dominant mode by which services have been planned and 
procured in the NHS since the split between purchasing and provision was introduced in the early 1990s (15). 
Whilst commissioning includes important transactional elements, such as letting and managing contracts, 
research has shown that, commissioning also includes important elements of relationship management (16, 

17).  This is particularly true in the context of systems seeking to facilitate collaboration and integration. A 
study of commissioning in the early 2000s (18) generated a modified description of the important elements of 
commissioning for health care services:

• Objective setting and decision making, including: appropriate balance between national/regional and 
local objectives; mechanisms for setting those local objectives; clarity over the scope of decision-
making powers vested in the commissioning authority; and governance structures by which they can 
be held to account for those decisions

• Management of partnerships across their geographical footprint, with recognition by partners of 
their legitimacy to do this

• Supporting patient choice, with this seen as the mechanism by which the public can influence the 
care that they receive 

• Information collection and analysis, including: population health needs; local service maps; provider 
activity and quality data; patient satisfaction data; and intelligence about potential future factors 
likely to affect demand. Commissioners also need the analytic capability to understand trends and 
make sense of what the data is showing.

• Service design and resource allocation. Within this category the authors highlight the need for 
commissioners to work closely with providers in service design decisions, and also the potential for 
some more specialised services to be designed and delivered over larger footprints by consortia of 
commissioners. 

• Procurement and contracting, including: service specifications; contracting procedures (including 
competitive processes where relevant); contract monitoring; quality improvement; and performance 
management.

In the rest of this paper we use these elements to interrogate the commissioning of CHS to support the 
avoidance of unnecessary hospital admission in the NHS in England. We explore the factors associated with 
the operation of the new system which are supporting or hindering this endeavour, and draw conclusions 
relevant to other systems seeking to support a move to more out of hospital care.
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The integration agenda in England

The Health and Care Act 2022 (HCA 22) built upon a series of policy initiatives designed to promote 
integration between health sectors and between health and social care (19-22). It was argued that these 
initiatives had shown the potential for better integrated services that could reduce acute hospital activity, 
but that the previous system architecture had erected barriers between sectors and providers (23). The 2012 
Health and Social Care Act focused upon competition as the driver of quality improvement and sought to 
harness the knowledge of local clinicians to commission services for their local populations via 212 Clinical 
Commissioning Groups (CCGs) (24). These organisations were given statutory responsibility for commissioning 
services from competing providers.

The new HCA22 reduced the requirement for competition and established 42 Integrated Care Systems (ICSs) 
across England which covered much larger populations than the CCGs that they replaced. ICSs were given 
four over-arching goals: to improve healthcare and population health outcomes; reduce inequalities in 
access, experience, and outcomes; increase productivity and value for money; and help the NHS support 
social and economic development. ICSs consist of two main components: an Integrated Care Board (ICB), 
which carries the statutory responsibility for commissioning services and which brings together 
representatives of local providers; and an Integrated Care Partnership (ICP) which brings together NHS 
partners with representatives from the wider health and care system, including Local Authorities, the 
voluntary sector and wider agencies such as those housing and employment services. It is intended that 
collaboration between providers will facilitate the flexibility required to support the delivery of services 
which patients experience as joined up and seamless (8).

In addition, ICSs were required to identify lower levels of organisation within their geographies, known as 
Places, which roughly correspond to the footprints of Local Authorities. Guidance suggested that most day-
to-day decision making about routine service provision would be delegated to this level, with a particular 
focus on the facilitation of collaboration between primary, community, mental health and other services to 
keep people out of hospital (9). However, early evaluation has shown that this delegation has not yet 
occurred, with decision making remaining centralised at the level of large scale ICBs, covering populations of 
over a million people (25)

.  Importantly, although the HCA22 downgraded the importance of competition 
between providers, it left intact the notion of commissioning (26), by which the ICB contracts with a range of 
providers to provide services for their population. This means that, within an overall requirement to 
collaborate and integrate across sector boundaries, the processes and functions of commissioning (assessing 
needs, designing services to meet those needs, letting contracts to providers and monitoring performance) 
are still required. 

CHS in England are provided by a mix of ‘not for profit’ and ‘for profit’ organisations, including: standalone 
community NHS trusts; combined acute/community NHS trusts (or NHS foundation trusts in either case); for 
profit companies and not-for-profit organisations (27).  There is currently no good evidence about the 
advantages and disadvantages of these different ownership models (28).  

Methods

Sampling and recruitment

The aim of the study was to explore the commissioning of CHS and its effects on CHS organisation. 
Specifically, we set out to examine how decisions were made about matching supply of resources to 
(patient) demand, in order to help avoid hospital admissions, including funding allocation and associated 
decisions.  
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We undertook a series of case studies of CHS commissioning across four diverse geographical areas of 
England as part of a larger mixed methods study considering the role of CHS in avoiding unnecessary hospital 
admission (27).  Case study sites were chosen on the basis of current supply and demand figures taken from 
analysis of the Community Data Set conducted by through the quantitative arm of the study. 

We aimed for heterogeneity in both type of health economy (urban/rural), CHS organisational and 
ownership model and the extent of matching of resources with demand: three sites with a mix of supply and 
demand which was relatively less well matched, equally matched or better matched (A, B and C in Table 1). 
Site D acted as a triangulation site, allowing the testing of our findings in a different setting. 

Table 1: Case Study Site characteristics

Site 
ID

Ownership Model Region
Area Health 
Economy/Demographics 

Current Matching of 
Supply (CHS staff) to 
(patient) demand

A Provider partnership - 
including a Community 
Interest Company

South 
East

Mixed urban-rural Average matched (i.e. 
relatively average supply for 
population size compared to 
England as a whole)

B Integrated with acute NHS 
Trust 

North 
West

Urban Better matched (i.e. relatively 
high supply for population 
size compared to the average 
across England)

C Standalone Community 
Health Services Trust

South 
Central

Rural Less well matched (i.e. 
relatively low supply for 
population size compared to 
the average across England)

D Integrated with acute NHS 
Trust 

North Mixed urban -rural Better matched (i.e. relatively 
high supply for population 
size compared to the average 
across England)

The study consisted of a series of interviews with individuals responsible for commissioning and providing 
CHS in each site.  Participants were recruited via introduction following an initial scoping interview with the 
CHS gatekeeper who was usually a senior manager.  This also enabled us to understand the local 
commissioning /provider landscape and organisation of the service, and how and who, to contact to request 
as participants. Prospective participants were then emailed and subsequent participants were recruited via 
snowballing from these contacts.  These included a range of staff from both the provider and the associated 
commissioning organisation with knowledge of commissioning and contracting arrangements such as 
associate directors, senior commissioning managers, strategic planning directors, business analysts and 
community response leads.  Final participant numbers were as detailed in Table 2. 
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Table 2: Participant Characteristics

Site Providers Commissioners Total

A 9 1 10
B 7 10 17
C 7 3 10
D 3 0 3
Total 26 14 40

Data collection

Semi-structured interviews were conducted by MG and DB (researchers with extensive experience of 
conducting, designing and analysing qualitative research projects), remotely via the Microsoft TEAMS 
platform with recorded, informed verbal consent from the participant and lasting an average of 50 minutes.  
An interview topic guide was used to structure the interview (see Supplementary Material 1), which was 
derived from the research questions and previous research in the area. Topics covered in the guide explored 
a range of questions regarding the commissioning and organisation of services and how decisions are made 
about matching supply of resources to (patient) demand to avoid hospital admissions, including funding 
allocation and associated decisions. The guide was supplemented with further topics as the interviews 
progressed and which were considered salient to investigate further.  Alongside interviews, a case study 
description was created for each provider-commissioner dyad, which brought together details such as 
history and local geography, population details, organisation structure and strategy reports, for example.  
Field notes were also captured following interviews and discussed during the analysis process. NHS ethical 
approval was granted for the study; IRAS reference 321707 along with approval from the University of 
Manchester Research Ethics Committee (reference 2022-15310-25431).

Patient and Public Involvement 

A front-line advisory group consisting of patient and public members was convened as a part of the wider 
mixed-methods study. Patients or public were not involved in the planning or design of the study but interim 
findings and reflections on consequences not observed by providers and commissioners, were discussed 
with the group at quarterly meetings. In addition, our PPI members will develop an accompanying output 
directed at providers and commissioners, reflecting their responses to the case study findings. 

Analysis

Reflexive thematic analysis (RTA) (29) was used along with the Framework Method to structure, organise 
and analyse the interview data (30) and to enable cross case comparison of the factors affecting the 
approaches taken to resource allocation and service planning, and the perceptions of respondents as to 
what works well and what could be improved. Analysis was conducted by DB and MG and involved 
discussion with the wider research team to ensure a reflective approach to theme generation and 
interpretation of the data.  Interview transcripts were uploaded to NViVO 14 qualitative data analysis 
software to aid coding of the data.  Each transcript was analysed using a coding framework which was 
developed both deductively from the topic guide and knowledge of existing literature as described below, 
and inductively, with additional codes being introduced from the data as the interviews progressed.  Codes 
were then grouped into categories to explain concepts (common themes and patterns of shared meaning), 
occurring within and across the interviews and across the case study sites.  
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Results

In this section we set out the evidence from our case study sites. We have structured the findings around 
five overall themes derived from the commissioning literature: the overall organisation of commissioning, 
including who is responsible for decision-making; approaches to assessing needs; service design and 
development; contracting for services and funding; and performance management and support. 

Commissioning functions: who is responsible for what?

Inevitably, in the wake of a large-scale reorganisation, there was a considerable degree of confusion around 
how commissioning was being carried out. We spoke to both commissioners and providers who told us that 
organisational restructuring had led to a loss of skilled commissioning staff and that there was a lack of 
clarity about responsibilities:

‘…I think in the setting up of the ICB, there hasn’t necessarily been a focus on commissioning, and I 
think we’ve lost sight of it a bit, and I’m not sure that we’ve got the right skills.  I think commissioning 
is a very highly skilled thing to do, and I’m not sure that we’ve necessarily got a high level of skill within 
(site name), in terms of what mature commissioning really looks like.’ (N0021re – Provider)

‘I think there’s lots of conversations about funding and how we commission and all of that, but I’m 
probably not close enough to the root of that to actually understand what the future of 
commissioning would look like.  I know there’s commissioners out there, but I don’t know what they 
commission, they don’t commission my services.’  (N0017gd – Provider)

In part this confusion arose with the fact that ICBs were given considerable latitude as to how they organise 
themselves to carry out their statutory functions (9, 31). In addition there was also some confusion about the 
concept of commissioning as a whole, with a perception from some that working more closely together 
meant that commissioning was no longer required:

‘In terms of commissioning in general it kind of became a bit of a dirty word about two years ago, it 
was more…so we’re not going to have an old-fashioned commissioning and then contract and 
relationship, it’s going to be doing things in partnership.’(N0035ez – Commissioner)  

However, others acknowledged that commissioning was still required:

‘I think there’s been this view that we’re all in it together, and therefore we’re all responsible for 
commissioning services, whereas actually, whilst we would want to input our views, and we would 
want to be able to give our insights and knowledge – because we’ve got a huge amount of 
knowledge about our population – there’s no getting away from the fact that commissioning is still 
the responsibility of the ICB.  So they can’t, kind of, divest themselves of that by saying, well, we’re all 
in it together, because we are, but we’re not.  You know, they are still responsible for commissioning 
the services.’ (N0021re – Provider)

As responsibility for commissioning formally shifted to ICBs (which cover a large geographical footprint), 
some providers noted that decision making had become more remote, with CHS voices less likely to be 
heard:

‘Even further, yes, absolutely, now that we’ve got a community collaborative governance system in 
place. But equally, you’d expect people that are attending those meetings to know what’s happening 
on the ground and to feed that up. Which they do, but from a service perspective, it just feels so 
much more removed by having that layer’ (N0041 – Provider)
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Official guidance (9) suggests that this will be addressed via the delegation of commissioning responsibilities 
back down to lower geographical levels, but in our case study sites at the time of data collection there was 
confusion as to where these responsibilities currently sit.  Commissioners remain employed at local levels, 
but their remit and decision-making powers are unclear:

‘So even just now, four years after we landed, we are still looking at the governance role, trying to 
say, okay, if we're doing this, here's our paper, we take it to the (name) exec but who ratifies it, who 
agrees it?  ’ (N006jc – Commissioner)

Assessing population needs

Against this background, we explored how the specific functions of commissioning were being carried out for 
CHS.

In assessing the extent of population need for services, the use of population health data was perceived as 
being vital to allow the identification of demand, one commissioning interviewee describing it as a ‘data 
driven approach to commissioning’ (N006jc). 

Population health and CHS data were being used for multiple purposes in planning and organising current 
and future services, including: identifying need; asset mapping in neighbourhoods; risk stratification to 
determine priorities; management capacity; and matching staff resources to service demand for current 
services.  All of our case study sites were auditing and prioritising CHS offerings across their Places and 
neighbourhoods according to needs assessment and in attempts to address service variation:

‘In a business model you wouldn't provide a service to everybody just because they're over a certain 
age whether they're going to access it or not, you'd actually look at your demographic. So, I'm saying 
we've got to have the Population Health data is key for us to be able to commission a service that 
everybody can access who needs it. But not everybody needs it. So, we need to really understand who 
in our population needs it and commission for that cohort.’ (N005lu – Commissioner)

However, much of this population health data are not in a readily usable form, with sites describing the 
complexities of drawing on multiple sources of health and social care data (public health, primary care, CHS, 
social care, secondary care, ambulance service), from separate organisations, systems, tools, platforms and 
dashboards, to provide accurate, fine-grained identification of need. Some sites were further along this 
journey than others, but we identified frustrations about the lack of usable data.

Both commissioners and providers expressed a desire to more appropriately match the supply of services to 
some measure of need, but how ‘need’ was defined varied.  Commissioners tended to speak about 
population need; whilst providers were mindful of this, they also defined ‘need’ in terms of demand on their 
services as expressed by actual use. However, CHS data are difficult to collect and often fails to capture the 
nuances of CHS activity, making it difficult for providers to evidence how stretched they were:    

‘The time we’re spending with patients and the complexity and the length of time they're on our 
caseloads have increased. So it’s really difficult to demonstrate sometimes that that increasing 
demand, ….  So it’s the incidental data, the soft data, sometimes that’s really hard.  ‘Cause I think still 
there’s a bit of a concentration on…although it’s not meant to be, on raw data and data that’s, like, 
how many contacts have you had, how many referrals, how many discharges…and we were told that 
it was moving away from that a bit, but it feels like it hasn’t quite got there yet.’ (N0028ru – Provider)
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Participants mentioned that, aside from needing good data, good analytical skills and joined up access to it, 
this must be translated into action with the corresponding financial and staff resources allocated to services:  

‘We can all agree based on the needs of population and I think we’re really strong on that side of it, 
on understanding what the population for each of the (n) localities, but also across (site name), in 
what we need.  I think but when you start to talk about, okay, how are we going to do it, who’s going 
to do it and who’s going to pay for what, it falls down a little bit.’ (N0035 – Commissioner)

Designing and developing services

It has always been the case that the design of services to meet identified population health need required 
collaboration between commissioners and providers, not least because, in general, it is providers who have 
the fine-grained knowledge of services that is required (32).  Many respondents were enthusiastic about the 
opportunities that the new collaborative approach afforded:

‘There was a lot more of a, sort of, bureaucratic cycle, for want of a better description, that we would 
go through, whereas, now, we’re really engaging with the providers and trying to encourage them to 
be innovative, come up with solutions, you need it, we’ll follow through, we’ll try and work out how 
that could be commissioned and whether you’re the right provider for it.  As opposed to us leading it, 
so it’s much more of a partnership approach.’ (N0027ml – Commissioner)

At the same time, as the reorganisation into ICSs disrupted local teams of commissioners, providers reported 
that they were being asked to do more of the service design tasks:

‘What [commissioning resources] aren’t there now is being pushed out to providers, so, it’s…the ask 
on us has become much more.’ (N0029df - Provider)

Thus, in some areas, CHS providers had stepped in to fill the vacuum by taking on some functions, such as 
communicating service changes to primary care colleagues. In addition, the disruption of local 
commissioning teams had undermined longstanding relationships and opportunities for providers to make 
business cases for extra funding:

‘That direct clinician conversation with a Commissioner has gone.’ (N0041cv – Provider)

This shift of service design responsibilities to providers produced complexities in relation to the appropriate 
footprint across which services should be planned. As discussed above, population health need and the 
associated need for CHS are driven by many factors, including deprivation, illness prevalence and the 
availability of social care and voluntary sector services. These often vary across small geographical areas, and 
commissioners acknowledged the need for fine-grained analysis of need over small populations often 
identified as ‘neighbourhoods’ or ‘places’.  Most providers of CHS in the NHS, by contrast, tended to cover 
geographical footprints considerably larger than the geographical populations represented by previous 
commissioning organisations (i.e. CCGs), and current Places. Thus there was a potential for tension between 
two different drivers: a provider-driven desire for consistency across their service footprint to improve 
equity and efficiency; and a recognition that commissioning needed to focus on adapting services to meet 
local needs across smaller geographical areas. This tension may be compounded by current confusion as to 
how far responsibilities are to be delegated from the ICB to lower geographical levels. 

Providers wanted to develop a ‘core offer’ which was the same across their entire footprint, with the 
potential for local variation at the margins: 
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…so, we’re in the process of doing it, we haven’t landed it just yet, but we’re in the process of 
developing, kind of, a consistent integrated community core offer. So, that will be consistent across 
each of our (n) ICT footprints.’  (N033qj – Provider) 

‘So, you have your core offer but then you're able to start based on the needs of the population, 
develop your service offer in that direction, and that we want our offer to be more flexible and agile 
in how it works.’ (N004uu – Provider)

Optimising these local variations will require clarity about responsibility for decision making for local 
populations, as it is possible that a large provider covering more than one ICS area will have a different view 
of what is needed than those responsible for particular local populations at Place or Neighbourhood level. 
The optimum footprint across which CHS should be designed and planned is not known, nor is there any 
agreed consensus over what a ‘core offer’ of community services should be (33). 
 
In keeping with the lack of clarity over what services CHS should provide for which populations, we found 
that local determination of service design was overlaid with nationally-mandated services specifically 
focused upon trying to keep people out of hospital.  These are set out in the national Priorities and 
Operational Planning Guidance which ICBs must follow (34). These included so-called ‘Virtual Wards’ and 
Urgent Care Response teams, focusing upon providing additional intensive home-based services to keep 
people at home. ICBs were required to implement these alongside their local priorities for CHS.  Whilst 
interviewees understood the rationale for such initiatives, some also described them as taking time and 
attention away from efforts to optimise their standard service offer.  They also required staff and resources 
to be diverted to teams which were not necessarily fully integrated with the standard service: 

‘There's obviously urgent community response and there was some national funding that came 
down from government around urgent community response, but that really equated to an 
additional nurse, an additional therapist and some admins.  That’s all that money equated to.  From 
a service manager point of view, we were then asked to find resource within our current staffing 
establishment, really, to be able to deliver a service.’ (N0039fx - Provider)  

There was also a risk that these separately established services could lead to fragmentation:

‘Because what we have at the moment is very fragmented. There’s a lot of funding being given to 
virtual frailty wards, which is work that bread and butter community nurses have done for years 
anyway. And actually, if you just enhanced those teams, you would actually give those nurses more 
time to do what they need to do, because you wouldn’t be doubling up. At the moment you could 
have a UCRT nurse going in, a virtual frailty nurse and a district nurse going into one person’s home. 
Why would you do that? But I’ve been told very clearly, they have to stay as three separate teams, 
and it makes no sense to me.’ (N0029df – Provider)

Thus, CHS providers tend to see all of their services as relevant to the need to keep people at home, whereas 
national policy has tended to focus upon additional initiatives. Moreover, admission avoidance is potentially 
difficult to evidence. Whilst separately established services such as Virtual Wards or Clinical Navigators, 
which may be positioned at the (real or virtual) hospital ‘front door’ to identify and divert patients from the 
emergency department to the appropriate community service, can demonstrate their value in preventing 
admissions, it is significantly harder for routine home-based services to do the same, as it is often only in 
retrospect and at local level that a particular care episode can be seen to have enabled a patient to remain 
at home. This means that local conversations about where to invest or deploy resources in order to bring 
about the desired shift away from admissions to hospital are hampered by lack of evidence of impact of 
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routine community services. This  in turn ensures that standalone services are more likely to attract 
investment than more routine standard services. 

Contracting and funding

In part because of the difficulties associated with the available activity and outcomes data, CHS in England 
are purchased by ‘block contracts’ which provide a fixed budget for services which does not increase if 
activity increased above an agreed level. This representative from a CHS provider part of an acute NHS Trust 
explained that they were required to account to the Trust finance manager for their activity beyond their 
contract:

‘In some parts of the city, we over-perform, by which I mean we provide more activity that we’re 
commissioned for, ‘cause we think it’s the right thing to do and that’s painful because it means that, 
when we account to [acute Trust] for our budget, we have to explain why it is that we are over-
performing in terms of the commissioned levels of activity, and that’s differential across three 
localities.’ (N002mk – Provider)

Due to the form of contract used, providers were not given additional resources to pay for increased 
workload, so that they had to absorb this cost. Although the national admission avoidance schemes such as 
Virtual Wards received some additional funding, this was felt not to represent the true costs of providing the 
services, and obtaining additional investment for core services to support care outside of hospitals, was 
hampered by the block contract and by the identified difficulties in evidencing impact.  

Monitoring and support

Alongside the lack of clarity as to exactly where commissioning responsibilities sit within the new system, we 
found a lack of clarity around performance monitoring. Some sites told us that performance and quality 
monitoring had continued as before, whilst others said that since the reorganisation monitoring had fallen 
away:

‘There's certain things that aren't getting done. I've certainly never had a performance meeting, 
apart from with NHS England for vaccinations, for community health. I mean there's some high-level 
stuff that goes on in the system. But I would normally be used to working alongside and looking at 
where our hotspots are, trying to pick them apart, looking collectively at how we could improve on 
those. We don't have any of that oversight at the moment. So I'd say that there are definitely jobs 
that aren't getting done.’ (N0030jx – Provider)

Some sites described a move from CHS providers being directed to deliver specific  services and closely 
monitored (via activity-focussed KPIs and reporting), to a focus on the co-design of services and ‘light touch’ 
assurance: 

‘Even for the ICB they're in unchartered waters. So even the commissioners themselves, they don't 
function like they previously would have, to say, for example, I have a pot of money, I want to deliver 
X type of service, I will commission that. That kind of role, it's not quite there anymore. We're not 
commissioning it as was, we're just deploying almost.’ (N0014bx – Commissioner)

It was thus unclear how problems in either service quality or volume of activity would be detected and 
addressed, and by whom. 
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Discussion

Our study explored in depth the new arrangements for commissioning and provision of Community Health 
Services and community nursing services following a significant reorganisation of the NHS, with a focus on 
understanding how the policy priority of reducing avoidable hospital admissions was being considered and 
planned for.  Whilst it could be argued that some of our findings arise out of the inevitable disruption and 
loss of performance associated with reorganisations (35), there are some more general lessons that can be 
drawn. Firstly, notwithstanding the desire for greater collaboration, our study suggests that however 
services are planned and managed, clarity is required over who is responsible for what. This chimes with the 
literature on integrated care, which highlights the importance of clear shared goals and roles and 
responsibilities in any collaborative setting (36, 37).

Relatedly, we have highlighted confusion over the meaning of commissioning in the reorganised system. This 
has wider implications beyond the NHS in England. There is a limited number of ways that services can be 
planned and paid for. The NHS in England currently relies upon capitated budgets covering administrative 
areas, within which services are provided via contracts between a commissioning authority and a population 
of providers. An alternative approach would be to return to a more directly managed system as existed prior 
to 1991, in which local planning authorities were responsible for the provision of services to their local 
population via directly managed hospitals and community-based services (38). That this was not done under 
the Health and Care Act 2022 implies that those responsible continued to see some value in a contract-based 
system. However, the reorganisation left those affected in some doubt about how far contracts and contract 
management were important, as well as confusion over who was responsible for service design. This 
suggests that whatever mode of planning is used, if policy priorities are to be realised, clarity is required over 
how decisions are to be made, how services are to be monitored and how funds are to be allocated between 
sectors. 

The lack of good quality data for CHS services delivery has been long known but slow to be remedied (13). Any 
improvement in the ability of CHS to deliver appropriate and cost-effective out of hospital care will require 
access to better data, and our study suggests that the pooling of expertise and data between different parts 
of the system would be useful. Service design was also complex in our study, with tension between 
delivering national requirements and prioritising local service design to meet local needs. In particular, we 
found that, in pursuit of the overall policy goal of keeping people out of hospital, there is no consensus 
around the right balance between investing in standard community-based services and funding additional 
‘add on’ services such as Virtual Wards, and this is an area in which further research would be useful, albeit 
dependent upon the availability of appropriate data. In addition, the desire of providers to deliver largely 
uniform services across their large footprint needs to be reconciled with the commissioning imperative to 
deliver services that meet the unique needs of local populations. This challenge is not unique to the UK, and 
further research is required to clarify both the optimum size of population for whom CHS should be planned, 
and the menu of services which are most likely to enable an aging population to remain independent in their 
own homes as long as possible.

The tension between national ‘top down’ requirements and the need for local service design requires 
consideration as illustrated in this study. The NHS is a highly centralised system, and past attempts to 
increase local autonomy have rarely succeeded (39). In addition, the intention is that ICBs should delegate 
service design and commissioning to local geographies such as places and neighbourhoods (9), and that local 
areas should have the autonomy to work flexibly together to deliver integrated services across boundaries; 
our study suggests that if this is to become a reality, clearer guidance about how delegation of 
responsibilities within ICBs should occur is needed, alongside willingness from national authorities to trust 
local areas.
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Finally, how best to fund CHS so that they can respond flexibly to fluctuating demand remains an important 
question. In the Netherlands, independent nursing teams funded to plan and deliver services, linking closely 
with community groups and the voluntary sector, have delivered remarkable outcomes, including reduction 
in hospital admissions (40), but attempts to replicate this in the UK have been less successful, in part due to 
cultural and regulatory differences (41). Whilst intuitively it might seem feasible to move money from hospital 
care to community services where such services are successfully keeping people out of hospital, in practice 
this has proved very difficult to achieve (42)

, and this is borne out by our study, where even those providers 
providing both hospital and community services seemed to find it difficult to move money between sectors. 

Strengths and Limitations

A particular strength of this study is that it presented an opportunity to explore the work of Community 
Health Services, which are an under researched, yet critical component of the health care system.  Little 
work has been conducted in this area and as such, this study therefore serves to inform policymakers and 
stakeholders alike, of the experiences of CHS in their endeavour to integrate services, to shift more care out 
of hospital and into the community and prevent hospital admissions.  Additionally, the study was conducted 
during the implementation of Integrated Care Systems (ICSs) in England and the introduction of Integrated 
Care Boards (ICBs), and it was therefore an opportune time to capture these changes from the perspective 
of CHS.  In terms of limitations, we did not reach the desired cohort of commissioning and provider manager 
dyads. Recruitment of participants was difficult in some sites, and more providers than commissioners of 
CHS were interviewed. We speculate that this was because of the state of flux that the system was going 
through with the subsequent organisational redesign of systems from CCGs to ICBs, and it may be related to 
our finding that providers were often unable to identify who their local commissioners were. This meant that 
commissioners were hard to locate, but conversely providers were keen to tell their story.  This, however, 
reflects our findings regarding the maturity of ICSs and the current state of the commissioning function.  
Given the small-scale nature of our study, findings cannot be generalised to all providers and commissioners 
of CHS.

Conclusion

Given the importance of CHS to the policy agenda of increasing proactive care outside of hospitals (8, 9, 31), our 
findings shed light on factors that support or inhibit this aim. Despite being two years old, the move to ICSs is 
still bedding in and this is impacting the ability of CHS to fulfil their role in reducing avoidable hospital 
admissions and enabling people to remain at home.  We heard many examples where this work is being 
conducted, whether through national initiatives such Virtual Wards, or through the core CHS offering, but 
this was impacted by lack of good data, lack of clarity about roles and responsibility within Systems, and 
most importantly, inflexible funding models which fail to support shifts in services.   

Ethical approval: This study had research ethics approval from the University of Manchester (reference 
2022-15310-25431) and the NHS (IRAS reference 321707, 31st October 2022). 
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Understanding the role of adult community health services in avoiding 
hospital admissions

Topic guide 

Interviews with both commissioners and providers explore the following questions:
(Note: use questions appropriate to participant)

• Please tell me a little bit about your role.

• To what extent and how do commissioners/providers define ‘need’ for community services?

• How do services get planned and then commissioned?
o Core services – what are they?

• Has commissioning and how you work with commissioners/providers changed?
o If so, how?
o What is the decision making process? 

 
• Are there any specific plans underway aimed at reducing hospital admissions?

• How are funding decisions made?
o How does it get apportioned?

• What contractual mechanisms are used to deliver community services?

• What about resources - how are decisions made in terms of matching supply and demand?
o How do commissioners allocate resources to match supply with demand.
o How might the allocation of resources be improved to better match supply with 

demand?

• How do commissioners monitor levels of activity and quality of service delivery?
(or)

• How do providers monitor service performance?

• To what extent and how are these mechanisms and processes used to avoid admissions?

• What factors have determined the approaches used, including integration across health 
and social care boundaries?

• What outcomes do commissioners and providers value beyond admission avoidance?

o Is there anything else helpful for us to know that we have not covered today?
o Is there anyone else we should speak to?

Thank you for your time today!
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Abstract

Objectives:

The increased use of Community Health Services (CHS) is central to UK policy visions of moving more care 
out of hospital to reduce pressure across the healthcare system, and in particular, the demand on secondary 
care, hospital services.  CHS are under-researched and little is known about how they can best contribute 
towards this aim. The NHS in England has recently undergone a significant reorganisation, with an increased 
emphasis on collaborative service delivery. In the aftermath of this reorganisation, the objective of this study 
was to explore how commissioners and providers of CHS think about the need for services and how 
decisions are made about the commissioning and allocation of resources in order to facilitate out of hospital 
care.  

Design

A qualitative, semi-structured interview study with participants from four case study sites in England.  Semi-
structured interviews were conducted virtually and transcripts analysed using a reflective thematic 
approach.

Setting

Adult community health services which included two sites with CHS providers embedded in acute hospital 
Trusts, one standalone CHS Trust and a CHS provider collaborative.  Sites were selected for both 
geographical (two sites in the north of England and two in the South), and organisational model diversity

Participants

40 participants were interviewed across all four case study sites (Site A, n=9, Site B, n=15, Site C, n=10 and 
Site D, n=3).  To be included in the study, participants were required to have a management role in providing 
or commissioning adult community health services and/or their understanding of this at strategic level 
within the ICS. 

Results 

Themes from current literature on commissioning (organisation, assessing needs, service design and 
development, contracting and funding, and performance management and support) were used to structure 
the data. Participants from all sites report that the reorganisation of the NHS away from Clinical 
Commissioning Groups to Integrated Care Boards, has resulted in confusion around the commissioning 
function with a lack of clarity about current roles and responsibilities.  All sites were undertaking some form 
of service review.  However, participants highlighted the fact that current population health and CHS service 
data do not adequately support proactive planning of services to meet rising demand. CHS find it particularly 
difficult to evidence their contribution to hospital avoidance.  Current block contract funding models also 
limit the extent to which CHS can provide the flexible services required if hospital admission is to be avoided. 
We also found some tension around the implementation of additional hospital avoidance services (e.g. 
‘virtual wards’) which did not necessarily integrate with or complement core CHS services. 

Conclusions

Our focus on the commissioning of CHS has highlighted the fact that the new collaborative approach to 
service design and delivery embodied by the creation of Integrated Care Boards has led to some confusion 
around decision-making.  In addition, lack of appropriate data and the funding and contractual model used 
to procure CHS impacts their ability to contribute to the policy agenda of treating more people in the 
community.  These factors should be addressed if CHS are to fulfil ambitions of preventing hospital 
admissions.   
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Strengths and Limitations of this Study

• A particular strength of this study was the voice it afforded participants, via qualitative interviews, in 
sharing their experiences of working in and/or for Community Health Services, which due to the 
paucity of research into CHS, have rarely been explored. 

• The study was conducted during the implementation of Integrated Care Systems (ICSs) in England 
and the introduction of Integrated Care Boards (ICBs), and was therefore an opportune time to 
capture these changes from the perspective of CHS and to examine how this has impacted on their 
role in hospital avoidance. 

• Recruitment of participants was challenging in some sites, and more providers of CHS than 
commissioners of CHS were interviewed.  However, this reflects our findings regarding the maturity 
of ICSs and the current state of the commissioning function.

Introduction

In the context of an aging population with increasingly complex needs, keeping patients out of expensive 
acute hospitals and providing more care in the community has been a policy aspiration in the UK and 
elsewhere for many years (1-3). However, despite this consistent policy focus (4-6), over at least the past 10 
years, the NHS in England has seen a relentless increase in secondary care activity, with primary and 
community care receiving a decreasing share of funding (7). The most recent set of NHS reforms are based 
upon the idea that shifting away from competitive modes of health care organisation towards a more 
collaborative model will support the desired shift of more care into the community (8). The Health and Care 
Act 2022 (HCA22) created 42 Integrated Care Systems in England, bringing together the full range of service 
providers to collaboratively plan and manage services for geographical populations. It is argued that this 
more collaborative approach will facilitate more care in the community, supporting a more proactive 
approach to provide more integrated and co-ordinated care at home (8, 9). Most recently, the government has 
announced three major health ‘missions’: to shift care from hospitals into the community; to shift the focus 
of care from treatment to prevention; and to shift the NHS towards a digital approach. 

Community-based services, including nursing care, physiotherapy and occupational therapy for example, are 
crucial to this vision.  In the UK, Community Health Services (CHS) are all health services provided to patients 
outside hospital apart from primary care (https://www.england.nhs.uk/community-health-services/). 
According to NHS Providers (10) CHS in England provide over 100 million patient contacts per year, account 
for an NHS budget of around £10 billion and constitute one-fifth of the total NHS workforce. Despite this 
significant volume of activity, and despite their importance to the achievement of policy aims, CHS are rarely 
the focus of policy (10) or research (11). Moreover, data related to community service provision in England is 
underdeveloped (12). This lack of data makes it difficult to evidence the impact of community services on 
activity elsewhere in the system.  What evidence there is suggests that increasing community-based activity 
does not reliably reduce activity elsewhere (13), but the reasons underlying this, and the extent to which 
these can be ameliorated, remain unclear. CHS are thus crucial to the achievement of policy aims but poorly 
understood in terms of their scope and impact. 

In this paper we seek to address this deficiency. Our study explored how CHS in England are being planned 
and managed to achieve the goal of optimising care outside hospital, with a particular focus on the factors 
which are supporting or impeding this work, in the context of a recent significant reorganisation of the NHS. 
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Our findings are relevant to ongoing policy and system design in the UK and more widely, providing evidence 
about the factors that support or inhibit CHS providers in meeting the policy desire to providing care outside 
hospitals. 

What follows is divided into 5 sections. An initial overview of what is meant by commissioning is followed by 
a short description of the reorganised NHS in England. We then present our methods, followed by the 
empirical findings structured around the elements of commissioning identified from the literature. Our 
discussion considers the implications of these findings for the planning and provision of services in the 
community to avoid unnecessary hospital admission.   

Commissioning 

Commissioning refers to the process by which service provision is matched to population needs in a system 
in which planning and provision are separated (14). It can be conceptualised as a cyclical process of strategic 
planning for services including a systematic approach to needs assessment, service planning, contracting, 
monitoring and review (23). This has been the dominant mode by which services have been planned and 
procured in the NHS since the split between purchasing and provision was introduced in the early 1990s (15). 
Whilst commissioning includes important transactional elements, such as letting and managing contracts, 
research has shown that, commissioning also includes important elements of relationship management (16, 

17).  This is particularly true in the context of systems seeking to facilitate collaboration and integration. A 
study of commissioning in the early 2000s (18) generated a modified description of the important elements of 
commissioning for health care services:

• Objective setting and decision making, including: appropriate balance between national/regional and 
local objectives; mechanisms for setting those local objectives; clarity over the scope of decision-
making powers vested in the commissioning authority; and governance structures by which they can 
be held to account for those decisions

• Management of partnerships across their geographical footprint, with recognition by partners of 
their legitimacy to do this

• Supporting patient choice, with this seen as the mechanism by which the public can influence the 
care that they receive 

• Information collection and analysis, including: population health needs; local service maps; provider 
activity and quality data; patient satisfaction data; and intelligence about potential future factors 
likely to affect demand. Commissioners also need the analytic capability to understand trends and 
make sense of what the data is showing.

• Service design and resource allocation. Within this category the authors highlight the need for 
commissioners to work closely with providers in service design decisions, and also the potential for 
some more specialised services to be designed and delivered over larger footprints by consortia of 
commissioners. 

• Procurement and contracting, including: service specifications; contracting procedures (including 
competitive processes where relevant); contract monitoring; quality improvement; and performance 
management.

In the rest of this paper we use these elements to interrogate the commissioning of CHS to support the 
avoidance of unnecessary hospital admission in the NHS in England. We explore the factors associated with 
the operation of the new system which are supporting or hindering this endeavour, and draw conclusions 
relevant to other systems seeking to support a move to more out of hospital care.
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The integration agenda in England

The Health and Care Act 2022 (HCA 22) built upon a series of policy initiatives designed to promote 
integration between health sectors and between health and social care (19-22). It was argued that these 
initiatives had shown the potential for better integrated services that could reduce acute hospital activity, 
but that the previous system architecture had erected barriers between sectors and providers (23). The 2012 
Health and Social Care Act focused upon competition as the driver of quality improvement and sought to 
harness the knowledge of local clinicians to commission services for their local populations via 212 Clinical 
Commissioning Groups (CCGs) (24). These organisations were given statutory responsibility for commissioning 
services from competing providers.

The new HCA22 reduced the requirement for competition and established 42 Integrated Care Systems (ICSs) 
across England which covered much larger populations than the CCGs that they replaced. ICSs were given 
four over-arching goals: to improve healthcare and population health outcomes; reduce inequalities in 
access, experience, and outcomes; increase productivity and value for money; and help the NHS support 
social and economic development. ICSs consist of two main components: an Integrated Care Board (ICB), 
which carries the statutory responsibility for commissioning services and which brings together 
representatives of local providers; and an Integrated Care Partnership (ICP) which brings together NHS 
partners with representatives from the wider health and care system, including Local Authorities, the 
voluntary sector and wider agencies such as those housing and employment services. It is intended that 
collaboration between providers will facilitate the flexibility required to support the delivery of services 
which patients experience as joined up and seamless (8).

In addition, ICSs were required to identify lower levels of organisation within their geographies, known as 
Places, which roughly correspond to the footprints of Local Authorities. Guidance suggested that most day-
to-day decision making about routine service provision and commissioning would be delegated to this level, 
with a particular focus on the facilitation of collaboration between primary, community, mental health and 
other services to keep people out of hospital (9). However, early evaluation has shown that this delegation 
has not yet occurred, with decision making remaining centralised at the level of large scale ICBs, covering 
populations of over a million people (25)

.  Importantly, although the HCA22 downgraded the importance of 
competition between providers, it left intact the notion of commissioning (26), by which the ICB contracts 
with a range of providers to provide services for their population. This means that, within an overall 
requirement to collaborate and integrate across sector boundaries, the processes and functions of 
commissioning (assessing needs, designing services to meet those needs, letting contracts to providers and 
monitoring performance) are still required.  Moreover, ICBs are currently subject to planning for, and 
commissioning of services under difficult financial conditions, balancing constrained funding with ever 
increasing pressure and demand for their services.  Thus, ICBs face significant economic challenges in 
commissioning services for their populations within these parameters.  Difficult decision making in the 
pursuit of balancing budgets may impact not only the commissioning of local services, but also potentially 
undermine the basis for making funding decisions for commissioning based on need, and relationships with 
partners and service providers across ICSs that are central to the integration agenda. 

CHS in England are provided by a mix of ‘not for profit’ and ‘for profit’ organisations, including: standalone 
community NHS trusts; combined acute/community NHS trusts (or NHS foundation trusts in either case); for 
profit companies and not-for-profit organisations (27).  There is currently no good evidence about the 
advantages and disadvantages of these different ownership models (28).  
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Methods

Sampling and recruitment

The aim of the study was to explore the commissioning of CHS and its effects on CHS organisation. 
Specifically, we set out to examine how decisions were made about matching supply of resources to 
(patient) demand, in order to help avoid hospital admissions, including funding allocation and associated 
decisions.  

We undertook a series of case studies of CHS commissioning across four diverse geographical areas of 
England as part of a larger mixed methods study considering the role of CHS in avoiding unnecessary hospital 
admission (27).  Case study sites were chosen on the basis of current supply and demand figures taken from 
analysis of the Community Data Set conducted by the quantitative arm of the study. We aimed for 
heterogeneity in both type of health economy (urban/rural), CHS organisational and ownership model and 
the extent of matching of resources with demand: three sites with a mix of supply and demand which was 
relatively less well matched, equally matched or better matched (A, B and C in Table 1). Site D acted as a 
triangulation site, allowing the testing of our findings in a different setting. 

Table 1: Case Study Site characteristics

Site 
ID

Ownership Model Region
Area Health 
Economy/Demographics 

Current Matching of 
Supply (CHS staff) to 
(patient) demand

A Provider partnership - 
including a Community 
Interest Company

South 
East

Mixed urban-rural Average matched (i.e. 
relatively average supply for 
population size compared to 
England as a whole)

B Integrated with acute NHS 
Trust 

North 
West

Urban Better matched (i.e. relatively 
high supply for population 
size compared to the average 
across England)

C Standalone Community 
Health Services Trust

South 
Central

Rural Less well matched (i.e. 
relatively low supply for 
population size compared to 
the average across England)

D Integrated with acute NHS 
Trust 

North Mixed urban -rural Better matched (i.e. relatively 
high supply for population 
size compared to the average 
across England)

The study consisted of a series of interviews with individuals responsible for commissioning and providing 
CHS in each site.  Participants were recruited via introduction following an initial scoping interview with the 
CHS gatekeeper who was usually a senior manager.  This also enabled us to understand the local 
commissioning /provider landscape and organisation of the service, and how and who, to contact to request 
as participants. Prospective participants were then emailed and subsequent participants were recruited via 
snowballing from these contacts.  These included a range of staff from both the provider and the associated 
commissioning organisation with knowledge of commissioning and contracting arrangements such as 
associate directors, senior commissioning managers, strategic planning directors, business analysts and 
community response leads.  Final participant numbers were as detailed in Table 2. 
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Table 2: Participant Characteristics

Site Providers Commissioners Total

A 9 1 10
B 7 10 17
C 7 3 10
D 3 0 3
Total 26 14 40

Data collection

Semi-structured interviews were conducted by MG and DB (researchers with extensive experience of 
conducting, designing and analysing qualitative research projects), remotely via the Microsoft TEAMS 
platform with recorded, informed verbal consent from the participant and lasting an average of 50 minutes.  
An interview topic guide was used to structure the interview (see Supplementary Material 1), which was 
derived from the research questions and previous research in the area. The topic guide was explicitly 
focused on the commissioning of services and not on the role of CHS more widely.  Topics covered in the 
guide explored a range of questions regarding the commissioning and organisation of services and how 
decisions are made about matching supply of resources to (patient) demand to avoid hospital admissions, 
including funding allocation and associated decisions. The guide was supplemented with further topics as 
the interviews progressed and which were considered salient to investigate further.  Alongside interviews, a 
case study description was created for each provider-commissioner dyad, which brought together details 
such as history and local geography, population details, organisation structure and strategy reports, for 
example.  Field notes were also captured following interviews and discussed during the analysis process. 
NHS ethical approval was granted for the study; IRAS reference 321707 along with approval from the 
University of Manchester Research Ethics Committee (reference 2022-15310-25431).

Patient and Public Involvement (PPI)

A front-line advisory group consisting of patient, public and CHS stakeholders was convened as a part of the 
wider mixed-methods study. Patients or public were not involved in the planning or design of the study but 
interim findings and reflections on consequences not observed by providers and commissioners, were 
discussed with the group at quarterly meetings.  No changes were made to the findings following these 
meetings, but the discussion was beneficial in confirming reflections and themes identified during data 
analysis, bringing additional rigour to the process.  In addition, our PPI members will develop an 
accompanying output directed at providers and commissioners, reflecting their responses to the case study 
findings. 

Analysis

Reflexive thematic analysis (RTA) (29) was used along with the Framework Method to structure, organise 
and analyse the interview data (30) and to enable cross case comparison of the factors affecting the 
approaches taken to resource allocation and service planning, and the perceptions of respondents as to 
what works well and what could be improved. Analysis was conducted by DB and MG and involved 
discussion with the wider research team to ensure a reflective approach to theme generation and 
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interpretation of the data.  Interview transcripts were uploaded to NViVO 14 qualitative data analysis 
software to aid coding of the data. 

Each transcript was analysed using a coding framework which was developed both deductively from the 
topic guide and knowledge of existing literature as described below, and inductively, with additional codes 
being introduced from the data as the interviews progressed.  Codes were then grouped into categories to 
explain concepts (common themes and patterns of shared meaning), occurring within and across the 
interviews and across the case study sites.  

Results
In this section we set out the evidence from our case study sites. We have structured the findings around 
five overall themes derived from the commissioning literature: the overall organisation of commissioning, 
including who is responsible for decision-making; approaches to assessing needs; service design and 
development; contracting for services and funding; and performance management and support. 

Commissioning functions: who is responsible for what?

Inevitably, in the wake of a large-scale reorganisation, there was a considerable degree of confusion around 
how commissioning was being carried out. We spoke to both commissioners and providers who told us that 
organisational restructuring had led to a loss of skilled commissioning staff and that there was a lack of 
clarity about responsibilities:

‘…I think in the setting up of the ICB, there hasn’t necessarily been a focus on commissioning, and I 
think we’ve lost sight of it a bit, and I’m not sure that we’ve got the right skills.  I think commissioning 
is a very highly skilled thing to do, and I’m not sure that we’ve necessarily got a high level of skill within 
(site name), in terms of what mature commissioning really looks like.’ (N0021re – Provider)

‘I think there’s lots of conversations about funding and how we commission and all of that, but I’m 
probably not close enough to the root of that to actually understand what the future of 
commissioning would look like.  I know there’s commissioners out there, but I don’t know what they 
commission, they don’t commission my services.’  (N0017gd – Provider)

In part this confusion arose with the fact that ICBs were given considerable latitude as to how they organise 
themselves to carry out their statutory functions (9, 31). In addition there was also some confusion about the 
concept of commissioning as a whole, with a perception from some that working more closely together 
meant that commissioning was no longer required:

‘In terms of commissioning in general it kind of became a bit of a dirty word about two years ago, it 
was more…so we’re not going to have an old-fashioned commissioning and then contract and 
relationship, it’s going to be doing things in partnership.’(N0035ez – Commissioner)  

However, others acknowledged that commissioning was still required:

‘I think there’s been this view that we’re all in it together, and therefore we’re all responsible for 
commissioning services, whereas actually, whilst we would want to input our views, and we would 
want to be able to give our insights and knowledge – because we’ve got a huge amount of 
knowledge about our population – there’s no getting away from the fact that commissioning is still 
the responsibility of the ICB.  So they can’t, kind of, divest themselves of that by saying, well, we’re all 
in it together, because we are, but we’re not.  You know, they are still responsible for commissioning 
the services.’ (N0021re – Provider)

Page 9 of 18

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 13, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
31 M

ay 2025. 
10.1136/b

m
jo

p
en

-2024-098159 o
n

 
B

M
J O

p
en

: first p
u

b
lish

ed
 as 

http://bmjopen.bmj.com/


For peer review only

9

As responsibility for commissioning formally shifted to ICBs (which cover a large geographical footprint), 
some providers noted that decision making had become more remote, with CHS voices less likely to be 
heard:

‘Even further, yes, absolutely, now that we’ve got a community collaborative governance system in 
place. But equally, you’d expect people that are attending those meetings to know what’s happening 
on the ground and to feed that up. Which they do, but from a service perspective, it just feels so 
much more removed by having that layer’ (N0041 – Provider)

Official guidance (9) suggests that this will be addressed via the delegation of commissioning responsibilities 
back down to lower geographical levels, but in our case study sites at the time of data collection there was 
confusion as to where these responsibilities currently sit.  Commissioners remain employed at local levels, 
but their remit and decision-making powers are unclear:

‘So even just now, four years after we landed, we are still looking at the governance role, trying to 
say, okay, if we're doing this, here's our paper, we take it to the (name) exec but who ratifies it, who 
agrees it?  ’ (N006jc – Commissioner)

Assessing population needs

Against this background, we explored how the specific functions of commissioning were being carried out for 
CHS.

In assessing the extent of population need for services, the use of population health data was perceived as 
being vital to allow the identification of demand, one commissioning interviewee describing it as a ‘data 
driven approach to commissioning’ (N006jc). 

Population health and CHS data were being used for multiple purposes in planning and organising current 
and future services, including: identifying need; asset mapping in neighbourhoods; risk stratification to 
determine priorities; management capacity; and matching staff resources to service demand for current 
services.  All of our case study sites were auditing and prioritising CHS offerings across their Places and 
neighbourhoods according to needs assessment and in attempts to address service variation:

‘In a business model you wouldn't provide a service to everybody just because they're over a certain 
age whether they're going to access it or not, you'd actually look at your demographic. So, I'm saying 
we've got to have the Population Health data is key for us to be able to commission a service that 
everybody can access who needs it. But not everybody needs it. So, we need to really understand who 
in our population needs it and commission for that cohort.’ (N005lu – Commissioner)

However, much of this population health data are not in a readily usable form, with sites describing the 
complexities of drawing on multiple sources of health and social care data (public health, primary care, CHS, 
social care, secondary care, ambulance service), from separate organisations, systems, tools, platforms and 
dashboards, to provide accurate, fine-grained identification of need. Some sites were further along this 
journey than others, but we identified frustrations about the lack of usable data.

Both commissioners and providers expressed a desire to more appropriately match the supply of services to 
some measure of need, but how ‘need’ was defined varied.  Commissioners tended to speak about 
population need; whilst providers were mindful of this, they also defined ‘need’ in terms of demand on their 
services as expressed by actual use. However, CHS data are difficult to collect and often fails to capture the 
nuances of CHS activity, making it difficult for providers to evidence how stretched they were:    
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‘The time we’re spending with patients and the complexity and the length of time they're on our 
caseloads have increased. So it’s really difficult to demonstrate sometimes that that increasing 
demand, ….  So it’s the incidental data, the soft data, sometimes that’s really hard.  ‘Cause I think still 
there’s a bit of a concentration on…although it’s not meant to be, on raw data and data that’s, like, 
how many contacts have you had, how many referrals, how many discharges…and we were told that 
it was moving away from that a bit, but it feels like it hasn’t quite got there yet.’ (N0028ru – Provider)

Participants mentioned that, aside from needing good data, good analytical skills and joined up access to it, 
this must be translated into action with the corresponding financial and staff resources allocated to services:  

‘We can all agree based on the needs of population and I think we’re really strong on that side of it, 
on understanding what the population for each of the (n) localities, but also across (site name), in 
what we need.  I think but when you start to talk about, okay, how are we going to do it, who’s going 
to do it and who’s going to pay for what, it falls down a little bit.’ (N0035 – Commissioner)

Designing and developing services

It has always been the case that the design of services to meet identified population health need required 
collaboration between commissioners and providers, not least because, in general, it is providers who have 
the fine-grained knowledge of services that is required (32).  Many respondents were enthusiastic about the 
opportunities that the new collaborative approach afforded:

‘There was a lot more of a, sort of, bureaucratic cycle, for want of a better description, that we would 
go through, whereas, now, we’re really engaging with the providers and trying to encourage them to 
be innovative, come up with solutions, you need it, we’ll follow through, we’ll try and work out how 
that could be commissioned and whether you’re the right provider for it.  As opposed to us leading it, 
so it’s much more of a partnership approach.’ (N0027ml – Commissioner)

At the same time, as the reorganisation into ICSs disrupted local teams of commissioners, providers reported 
that they were being asked to do more of the service design tasks:

‘What [commissioning resources] aren’t there now is being pushed out to providers, so, it’s…the ask 
on us has become much more.’ (N0029df - Provider)

Thus, in some areas, CHS providers had stepped in to fill the vacuum by taking on some functions, such as 
communicating service changes to primary care colleagues. In addition, the disruption of local 
commissioning teams had undermined longstanding relationships and opportunities for providers to make 
business cases for extra funding:

‘That direct clinician conversation with a Commissioner has gone.’ (N0041cv – Provider)

This shift of service design responsibilities to providers produced complexities in relation to the appropriate 
footprint across which services should be planned. As discussed above, population health need and the 
associated need for CHS are driven by many factors, including deprivation, illness prevalence and the 
availability of social care and voluntary sector services. These often vary across small geographical areas, and 
commissioners acknowledged the need for fine-grained analysis of need over small populations often 
identified as ‘neighbourhoods’ or ‘places’.  Most providers of CHS in the NHS, by contrast, tended to cover 
geographical footprints considerably larger than the geographical populations represented by previous 
commissioning organisations (i.e. CCGs), and current Places. 
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Thus there was a potential for tension between two different drivers: a provider-driven desire for 
consistency across their service footprint to improve equity and efficiency; and a recognition that 
commissioning needed to focus on adapting services to meet local needs across smaller geographical areas. 
This tension may be compounded by current confusion as to how far responsibilities are to be delegated 
from the ICB to lower geographical levels. 

Providers wanted to develop a ‘core offer’ which was the same across their entire footprint, with the 
potential for local variation at the margins: 

…so, we’re in the process of doing it, we haven’t landed it just yet, but we’re in the process of 
developing, kind of, a consistent integrated community core offer. So, that will be consistent across 
each of our (n) ICT footprints.’  (N033qj – Provider) 

‘So, you have your core offer but then you're able to start based on the needs of the population, 
develop your service offer in that direction, and that we want our offer to be more flexible and agile 
in how it works.’ (N004uu – Provider)

Optimising these local variations will require clarity about responsibility for decision making for local 
populations, as it is possible that a large provider covering more than one ICS area will have a different view 
of what is needed than those responsible for particular local populations at Place or Neighbourhood level. 
The optimum footprint across which CHS should be designed and planned is not known, nor is there any 
agreed consensus over what a ‘core offer’ of community services should be (33). 
 
In keeping with the lack of clarity over what services CHS should provide for which populations, we found 
that local determination of service design was overlaid with nationally-mandated services specifically 
focused upon trying to keep people out of hospital.  These are set out in the national Priorities and 
Operational Planning Guidance which ICBs must follow (34). These included so-called ‘Virtual Wards’ and 
Urgent Care Response teams, focusing upon providing additional intensive home-based services to keep 
people at home. ICBs were required to implement these alongside their local priorities for CHS.  Whilst 
interviewees understood the rationale for such initiatives, some also described them as taking time and 
attention away from efforts to optimise their standard service offer.  They also required staff and resources 
to be diverted to teams which were not necessarily fully integrated with the standard service: 

‘There's obviously urgent community response and there was some national funding that came 
down from government around urgent community response, but that really equated to an 
additional nurse, an additional therapist and some admins.  That’s all that money equated to.  From 
a service manager point of view, we were then asked to find resource within our current staffing 
establishment, really, to be able to deliver a service.’ (N0039fx - Provider)  

There was also a risk that these separately established services could lead to fragmentation:

‘Because what we have at the moment is very fragmented. There’s a lot of funding being given to 
virtual frailty wards, which is work that bread and butter community nurses have done for years 
anyway. And actually, if you just enhanced those teams, you would actually give those nurses more 
time to do what they need to do, because you wouldn’t be doubling up. At the moment you could 
have a UCRT nurse going in, a virtual frailty nurse and a district nurse going into one person’s home. 
Why would you do that? But I’ve been told very clearly, they have to stay as three separate teams, 
and it makes no sense to me.’ (N0029df – Provider)
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Hence, CHS providers tend to see all of their services as relevant to the need to keep people at home, 
whereas national policy has tended to focus upon additional initiatives. Moreover, admission avoidance is 
potentially difficult to evidence. Whilst separately established services such as Virtual Wards or Clinical 
Navigators, which may be positioned at the (real or virtual) hospital ‘front door’ to identify and divert 
patients from the emergency department to the appropriate community service, can demonstrate their 
value in preventing admissions, it is significantly harder for routine home-based services to do the same, as it 
is often only in retrospect and at local level that a particular care episode can be seen to have enabled a 
patient to remain at home. This means that local conversations about where to invest or deploy resources in 
order to bring about the desired shift away from admissions to hospital are hampered by lack of evidence of 
impact of routine community services. This  in turn ensures that standalone services are more likely to 
attract investment than more routine standard services. 

Contracting and funding

In part because of the difficulties associated with the available activity and outcomes data, CHS in England 
are purchased by ‘block contracts’ which provide a fixed budget for services which does not increase if 
activity increased above an agreed level. This representative from a CHS provider part of an acute NHS Trust 
explained that they were required to account to the Trust finance manager for their activity beyond their 
contract:

‘In some parts of the city, we over-perform, by which I mean we provide more activity that we’re 
commissioned for, ‘cause we think it’s the right thing to do and that’s painful because it means that, 
when we account to [acute Trust] for our budget, we have to explain why it is that we are over-
performing in terms of the commissioned levels of activity, and that’s differential across three 
localities.’ (N002mk – Provider)

Due to the form of contract used, providers were not given additional resources to pay for increased 
workload, so that they had to absorb this cost. Although the national admission avoidance schemes such as 
Virtual Wards received some additional funding, this was felt not to represent the true costs of providing the 
services, and obtaining additional investment for core services to support care outside of hospitals, was 
hampered by the block contract and by the identified difficulties in evidencing impact.  

Monitoring and support

Alongside the lack of clarity as to exactly where commissioning responsibilities sit within the new system, we 
found a lack of clarity around performance monitoring. Some sites told us that performance and quality 
monitoring had continued as before, whilst others said that since the reorganisation monitoring had fallen 
away:

‘There's certain things that aren't getting done. I've certainly never had a performance meeting, 
apart from with NHS England for vaccinations, for community health. I mean there's some high-level 
stuff that goes on in the system. But I would normally be used to working alongside and looking at 
where our hotspots are, trying to pick them apart, looking collectively at how we could improve on 
those. We don't have any of that oversight at the moment. So I'd say that there are definitely jobs 
that aren't getting done.’ (N0030jx – Provider)
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Some sites described a move from CHS providers being directed to deliver specific  services and closely 
monitored (via activity-focussed KPIs and reporting), to a focus on the co-design of services and ‘light touch’ 
assurance: 

‘Even for the ICB they're in unchartered waters. So even the commissioners themselves, they don't 
function like they previously would have, to say, for example, I have a pot of money, I want to deliver 
X type of service, I will commission that. That kind of role, it's not quite there anymore. We're not 
commissioning it as was, we're just deploying almost.’ (N0014bx – Commissioner)

It was thus unclear how problems in either service quality or volume of activity would be detected and 
addressed, and by whom. 

Discussion

Our study explored in depth the new arrangements for commissioning and provision of Community Health 
Services and community nursing services following a significant reorganisation of the NHS, with a focus on 
understanding how the policy priority of reducing avoidable hospital admissions was being considered and 
planned for.  Whilst it could be argued that some of our findings arise out of the inevitable disruption and 
loss of performance associated with reorganisations (35), there are some more general lessons that can be 
drawn. Firstly, notwithstanding the desire for greater collaboration, our study suggests that however 
services are planned and managed, clarity is required over who is responsible for what. This chimes with the 
literature on integrated care, which highlights the fact that whilst outcomes such as keeping people out of 
hospital require action across sectors, it is important that alongside clear shared goals there is a good 
understanding of the roles and responsibilities of individual organisations within the collaborative setting (36, 

37).   

Relatedly, we have highlighted confusion over the meaning of commissioning in the reorganised system. This 
has wider implications beyond the NHS in England. There is a limited number of ways that services can be 
planned and paid for. The NHS in England currently relies upon capitated budgets covering administrative 
areas, within which services are provided via contracts between a commissioning authority and a population 
of providers. An alternative approach would be to return to a more directly managed system as existed prior 
to 1991, in which local planning authorities were responsible for the provision of services to their local 
population via directly managed hospitals and community-based services (38). That this was not done under 
the Health and Care Act 2022 implies that those responsible continued to see some value in a contract-based 
system. However, the reorganisation left those affected in some doubt about how far contracts and contract 
management were important, as well as confusion over who was responsible for service design. This 
suggests that whatever mode of planning is used, if policy priorities are to be realised, clarity is required over 
how decisions are to be made, how services are to be monitored and how funds are to be allocated between 
sectors. 

The lack of good quality data for CHS services delivery has been long known but slow to be remedied (13). Any 
improvement in the ability of CHS to deliver appropriate and cost-effective out of hospital care will require 
access to better data, and our study suggests that the pooling of expertise and data between different parts 
of the system would be useful. Service design was also complex in our study, with tension between 
delivering national requirements and prioritising local service design to meet local needs. In particular, we 
found that, in pursuit of the overall policy goal of keeping people out of hospital, there is no consensus 
around the right balance between investing in standard community-based services and funding additional 
‘add on’ services such as Virtual Wards, and this is an area in which further research would be useful, albeit 
dependent upon the availability of appropriate data. 
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In addition, the desire of providers to deliver largely uniform services across their large footprint needs to be 
reconciled with the commissioning imperative to deliver services that meet the unique needs of local 
populations. This challenge is not unique to the UK, and further research is required to clarify both the 
optimum size of population for whom CHS should be planned, and the menu of services which are most 
likely to enable an aging population to remain independent in their own homes as long as possible.

The tension between national ‘top down’ requirements and the need for local service design requires 
consideration as illustrated in this study. The NHS is a highly centralised system, and past attempts to 
increase local autonomy have rarely succeeded (39). In addition, the intention is that ICBs should delegate 
service design and commissioning to local geographies such as places and neighbourhoods (9), and that local 
areas should have the autonomy to work flexibly together to deliver integrated services across boundaries; 
our study suggests that if this is to become a reality, clearer guidance about how delegation of 
responsibilities within ICBs should occur is needed, alongside willingness from national authorities to trust 
local areas.

Finally, how best to fund CHS so that they can respond flexibly to fluctuating demand remains an important 
question. This is particularly important when, as is currently the case, resources are significantly constrained.  
In the Netherlands, independent nursing teams funded to plan and deliver services, linking closely with 
community groups and the voluntary sector, have delivered remarkable outcomes, including reduction in 
hospital admissions (40), but attempts to replicate this in the UK have been less successful, in part due to 
cultural and regulatory differences (41). Whilst intuitively it might seem feasible to move money from hospital 
care to community services where such services are successfully keeping people out of hospital, in practice 
this has proved very difficult to achieve (42)

, and this is borne out by our study, where even those providers 
providing both hospital and community services seemed to find it difficult to move money between sectors. 
It may be that if funding overall were to be increased, these issues would become easier to manage. 
However, it seems unlikely that funding will improve in the short or medium term.  

Strengths and Limitations

A particular strength of this study is that it presented an opportunity to explore the work of Community 
Health Services, which are an under researched, yet critical component of the health care system.  Little 
work has been conducted in this area and as such, this study therefore serves to inform policymakers and 
stakeholders alike, of the experiences of CHS in their endeavour to integrate services, to shift more care out 
of hospital and into the community and prevent hospital admissions.  Additionally, the study was conducted 
during the implementation of Integrated Care Systems (ICSs) in England and the introduction of Integrated 
Care Boards (ICBs), and it was therefore an opportune time to capture these changes from the perspective 
of CHS.  In terms of limitations, we did not reach the desired cohort of commissioning and provider manager 
dyads. Recruitment of participants was difficult in some sites, and more providers than commissioners of 
CHS were interviewed. We speculate that this was because of the state of flux that the system was going 
through with the subsequent organisational redesign of systems from CCGs to ICBs, and it may be related to 
our finding that providers were often unable to identify who their local commissioners were. This meant that 
commissioners were hard to locate, but conversely providers were keen to tell their story.  This, however, 
reflects our findings regarding the maturity of ICSs and the current state of the commissioning function.  
Given the small-scale nature of our study, findings cannot be generalised to all providers and commissioners 
of CHS.
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Conclusion

Given the importance of CHS to the policy agenda of increasing proactive care outside of hospitals (8, 9, 31), our 
findings shed light on factors that support or inhibit this aim. Despite being two years old, the move to ICSs is 
still bedding in and this is impacting the ability of CHS to fulfil their role in reducing avoidable hospital 
admissions and enabling people to remain at home.  We heard many examples where this work is being 
conducted, whether through national initiatives such Virtual Wards, or through the core CHS offering, but 
this was impacted by lack of good data, lack of clarity about roles and responsibility within Systems, and 
most importantly, inflexible funding models which fail to support shifts in services.  Improving the ability of 
Community Health Services to provide proactive care in the community will require attention to each of 
these factors.   

Ethical approval: This study had research ethics approval from the University of Manchester (reference 
2022-15310-25431) and the NHS (IRAS reference 321707, 31st October 2022). 

Acknowledgements:  We thank the participants for giving so generously of their time in being interviewed 
for this study and in sharing their experiences. We would also like to thank the wider research team for their 
contribution to the research and analysis.

Data availability statement: In order to protect the anonymity of participants, complete interview 
transcripts are not available. All other study materials are available upon reasonable request.

Funding: This study is funded by the National Institute for Health and Care Research (NIHR) Health and Social 
Care Delivery Research (HS&DR) programme, award number: NIHR134436. This research was also supported 
by the NIHR Applied Research Collaboration Greater Manchester. The views expressed are those of the 
author(s) and not necessarily those of the NIHR or the Department of Health and Social Care.

Competing Interests: The authors have declared no competing interests.

Author Contributions: Conception, design and protocol for the study: KC, PA and RM. Data collection: DB 
and MG. Analysis and interpretation of data: DB and MG, with support from KC and PA.  Review and writing 
of the manuscript; DB, KC, PA,MG and RM. Approval of final manuscript: KC, PA, DB, MG and RM. KC is the 
guarantor.

References

1. Sibbald B, McDonald R, Roland M. Shifting care from hospitals to the community: a review of the 
evidence on quality and efficiency. Journal of Health Services Research & Policy. 2007;12(2):110-7.

2. Purdy S, Paranjothy S, Huntley A, Thomas R, Mann M, Huws D, et al. Interventions to reduce 
unplanned hospital admission: a series of systematic reviews. Southampton: National Institute For 
Health Research, Research for Patient Benefit; 2012.

3. Sarkies M, Long JC, Pomare C, Wu W, Clay-Williams R, Nguyen HM, et al. Avoiding unnecessary 
hospitalisation for patients with chronic conditions: a systematic review of implementation 
determinants for hospital avoidance programmes. Implementation Science. 2020;15(1):91.

4. Department of Health. Creating a patient-led NHS - delivering the NHS improvement plan. The 
Stationary Office; 2005.

5. Department of Health. Our health, our care, our say. London: The Stationary Office; 2006.

Page 16 of 18

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 13, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
31 M

ay 2025. 
10.1136/b

m
jo

p
en

-2024-098159 o
n

 
B

M
J O

p
en

: first p
u

b
lish

ed
 as 

http://bmjopen.bmj.com/


For peer review only

16

6. Department of Health. Healthy lives, healthy people: our strategy for public health in England. 
London: The Stationary Office, Gateway Reference 121941; 2010.

7. Gainsbury S, Julian S. Where does the NHS money go? 
https://www.nuffieldtrust.org.uk/resource/where-does-the-nhs-money-go2024 [

8. Department of Health. Integration and innovation: working together to improve health and social 
care for all London: The Stationary Office; 2021.

9. NHS England. Thriving places: Guidance on the development of place-based partnerships as part of 
statutory integrated care systems. https://www.england.nhs.uk/wp-
content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf: NHS England; 
2021.

10. Bramwell D, Checkland K, Shields J, Allen P. Understanding Community Nursing Services: an 
historical policy analysis. Cham, Switzerland: Palgrave MacMillan; 2022.

11. Genet N, Boerma WG, Kringos DS, Bouman A, Francke AL, Fagerström C, et al. Home care in Europe: 
a systematic literature review. BMC Health Serv Res. 2011;11:207.

12. Malisauskaite G, Lau Y-S, Hussein S, Sutton M, Brooke N. Exploration of the National Health Services 
COMMUNITY SERVICES DATA SET. Policy Research Unit in Health and Care Systems and 
Commissioning: https://prucomm.ac.uk/outputs/?year=2021&page=1; 2021.

13. Lau Y-S, Malisauskaite G, Brookes N, Hussein S, Sutton M. Complements or substitutes? Associations 
between volumes of care provided in the community and hospitals. The European journal of health 
economics : HEPAC : health economics in prevention and care. 2021;22(8):1167-81.

14. Øvretveit J. Purchasing for health gain: The problems and prospects for purchasing for health gain in 
the “managed markets” of the NHS and other European health systems. European Journal of Public 
Health. 1993;3(2):77-84.

15. Department of Health. Working for Patients. London: The Stationary Office; 1989.
16. Allen P. An economic analysis of the limits of market based reforms in the English NHS. BMC Health 

Services Research. 2013;13(1):S1.
17. Smith J, Shaw SE, Rosen R, Porter AMD, Blunt I, Davies AA, et al. Commissioning high quality care for 

people with long-term conditions. NIHR Service Delivery and Organisation Research Programme; 
2013.

18. Wade E, Smith J, Peck E, Freeman T. Commissioning in the reformed NHS: policy into practice. Health 
Services Management Centre/NHS Alliance. 
2006;https://citeseerx.ist.psu.edu/document?repid=rep1&type=pdf&doi=505bafeeb8137e18c2ea30
e5b9b74a6374bdd9a9.

19. NHS England. Five Year Forward View. Leeds: NHS England; 2014.
20. NHS England. Integrated Care Pioneers.  . Leeds: NHS England; 2014.
21. Erens B, Wistow G, Mounier-Jack S, Douglas N, Manacorda T, Durand MA, et al. Early findings from 

the evaluation of the integrated care and support pioneers in England. Journal of Integrated Care. 
2017.

22. Morciano M, Checkland K, Durand MA, Sutton M, Mays N. Comparison of the impact of two national 
health and social care integration programmes on emergency hospital admissions. BMC Health 
Services Research. 2021;21(1):687.

23. NHS England. Integrating care: Next steps to building strong and effective integrated care systems 
across England. https://www.england.nhs.uk/publication/integrating-care-next-steps-to-building-
strong-and-effective-integrated-care-systems-across-england/: NHS England; 2020.

24. Department of Health. Equity and Excellence: liberating the NHS. London: The Stationary Office; 
2010.

25. Sanderson M, Osipovic D, Petsoulas C, Allen P, Lau Y-S, Sutton M. The Architecture of System 
Management (2022-2023). PRUComm; In press.

26. Klasa K, Greer SL, van Ginneken E. Strategic Purchasing in Practice: Comparing Ten European 
Countries. Health Policy. 2018;122(5):457-72.

Page 17 of 18

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 13, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
31 M

ay 2025. 
10.1136/b

m
jo

p
en

-2024-098159 o
n

 
B

M
J O

p
en

: first p
u

b
lish

ed
 as 

https://www.nuffieldtrust.org.uk/resource/where-does-the-nhs-money-go2024
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf
https://prucomm.ac.uk/outputs/?year=2021&page=1
https://citeseerx.ist.psu.edu/document?repid=rep1&type=pdf&doi=505bafeeb8137e18c2ea30e5b9b74a6374bdd9a9
https://citeseerx.ist.psu.edu/document?repid=rep1&type=pdf&doi=505bafeeb8137e18c2ea30e5b9b74a6374bdd9a9
https://www.england.nhs.uk/publication/integrating-care-next-steps-to-building-strong-and-effective-integrated-care-systems-across-england/
https://www.england.nhs.uk/publication/integrating-care-next-steps-to-building-strong-and-effective-integrated-care-systems-across-england/
http://bmjopen.bmj.com/


For peer review only

17

27. Parkinson B, Cullum N, Sutton M, Checkland K, Bower P, Bramwell D, et al. Regional Variation in the 
Community Nursing and Support Workforce in England: A Longitudinal Analysis 2010–2021. Journal 
of Nursing Management. 2024;2024(1):7513374.

28. Bramwell D, Checkland K, Allen P, Peckham S. Moving Services out of hospital: Joining up General 
Practice and community services? . University of Manchester: Policy Research Unit in Commissioning 
and the Healthcare System (PRUComm); 2014.

29. Braun V, Clarke V. One size fits all? What counts as quality practice in (reflexive) thematic analysis? 
Qualitative Research in Psychology. 2021;18(3):328-52.

30. Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework method for the analysis of 
qualitative data in multi-disciplinary health research. BMC medical research methodology. 
2013;13:1-8.

31. NHS England. Integrated Care Systems: Design framework. 
https://www.england.nhs.uk/publication/integrated-care-systems-design-framework/: NHS England; 
2021.

32. Checkland K, Harrison S, Snow S, Mcdermott I, Coleman A. Commissioning in the English National 
Health Service: What's the Problem? Journal of Social Policy. 2012;41:533-50.

33. Veldhuizen JD, Hafsteinsdóttir TB, Mikkers MC, Bleijenberg N, Schuurmans MJ. Evidence-based 
interventions and nurse-sensitive outcomes in district nursing care: A systematic review. 
International Journal of Nursing Studies Advances. 2021;3:100053.

34. NHS England. 2024/25 priorities and operational planning guidance Leeds: NHS England; 2024.
35. Cortvriend P. Change management of mergers: the impact on NHS staff and their psychological 

contracts. Health Serv Manage Res. 2004;17(3):177-87.
36. Bhat K, Easwarathasan R, Jacob M, Poole W, Sapaetharan V, Sidhu M, et al. Identifying and 

understanding the factors that influence the functioning of integrated healthcare systems in the 
NHS: a systematic literature review. BMJ Open. 2022;12(4):e049296.

37. Cameron A, Lart R, Bostock L, Coomber C. Factors that promote and hinder joint and integrated 
working between health and social care services: a review of research literature. Health & Social 
Care in the Community. 2014;22(3):225-33.

38. Lorne C, Allen P, Checkland K, Osipovic D, Sanderson M, Hammond J, et al. Integrated Care Systems: 
What can current reforms learn from past research on regional co-ordination of health and care in 
England? A literature review. Integrated Care Systems: What can current reforms learn from past 
research on regional co-ordination of health and care in England? A literature review. 2019:1-84.

39. Peckham S, Exworthy M, Greener I, Powell M. Decentralizing Health Services: More Local 
Accountability or Just More Central Control? Public Money Manage. 2005;25(4):221-8.

40. Kreitzer MJ, Monsen KA, Nandram S, De Blok J. Buurtzorg Nederland: A Global Model of Social 
Innovation, Change, and Whole-Systems Healing. Global Advances in Health and Medicine. 
2015;4(1):40-4.

41. Lalani M, Fernandes J, Fradgley R, Ogunsola C, Marshall M. Transforming community nursing services 
in the UK; lessons from a participatory evaluation of the implementation of a new community 
nursing model in East London based on the principles of the Dutch Buurtzorg model. BMC Health 
Services Research. 2019;19(1):945.

42. Moss C, Anselmi L, Morciano M, Munford L, Stokes J, Sutton M. Analysing changes to the flow of 
public funding within local health and care systems: An adaptation of the System of Health Accounts 
framework to a local health system in England. Health policy. 2023;137:104904.

Page 18 of 18

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 13, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
31 M

ay 2025. 
10.1136/b

m
jo

p
en

-2024-098159 o
n

 
B

M
J O

p
en

: first p
u

b
lish

ed
 as 

https://www.england.nhs.uk/publication/integrated-care-systems-design-framework/
http://bmjopen.bmj.com/


For peer review only

Version 1, 11/08/2022 IRAS 321707

V1 11/8/22

Understanding the role of adult community health services in avoiding 
hospital admissions

Topic guide 

Interviews with both commissioners and providers explore the following questions:
(Note: use questions appropriate to participant)

• Please tell me a little bit about your role.

• To what extent and how do commissioners/providers define ‘need’ for community services?

• How do services get planned and then commissioned?
o Core services – what are they?

• Has commissioning and how you work with commissioners/providers changed?
o If so, how?
o What is the decision making process? 

 
• Are there any specific plans underway aimed at reducing hospital admissions?

• How are funding decisions made?
o How does it get apportioned?

• What contractual mechanisms are used to deliver community services?

• What about resources - how are decisions made in terms of matching supply and demand?
o How do commissioners allocate resources to match supply with demand.
o How might the allocation of resources be improved to better match supply with 

demand?

• How do commissioners monitor levels of activity and quality of service delivery?
(or)

• How do providers monitor service performance?

• To what extent and how are these mechanisms and processes used to avoid admissions?

• What factors have determined the approaches used, including integration across health 
and social care boundaries?

• What outcomes do commissioners and providers value beyond admission avoidance?

o Is there anything else helpful for us to know that we have not covered today?
o Is there anyone else we should speak to?

Thank you for your time today!
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