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Abstract 

Background 

The	Long	Term	Plan	 for	 the	English	National	Health	Service	 (NHS)	 (2019)	 states	 that	

partnership	structures,	in	the	form	of	Integrated	Care	Systems	(ICS),	are	to	be	developed	

by	 2021.	 	 The	 Plan	 is	 preceded	 by	 a	 long	 history	 of	 expectation	 around	 partnership	

working,	 particularly	 between	 health	 and	 social	 care	 organisations,	 which	 has	 been	

structurally	enabled	by	both	NHS	Care	Trusts	(from	2002)	and	the	formation	of	Health	

and	Wellbeing	Boards	in	response	to	the	Health	and	Social	Care	Act	(2012).		Further	to	

these	forms,	in	June	2017,	ten	areas	of	England	were	confirmed	as	the	first-wave	of	ICSs	

by	the	overall	NHS	governing	body—NHS	England.			

	

Objectives 

This	research	seeks	to	understand	the	current	value	and	benefit	of	governing,	planning	

and	 delivering	 health	 services	 using	 ICS	 structures	 through	 addressing	 the	 primary	

research	 question:	 What	 is	 the	 value	 of	 partnerships	 for	 organisations	 aiming	 to	

transform	 health	 and	 wellbeing	 outcomes?	 	 It	 is	 concerned	 with	 the	 experience	 and	

insight	of	senior	leaders	and	managers	involved	in	partnership	working	in	the	Greater	

Manchester	Health	and	Social	Care	Partnership	(GMHSCP)	in	the	United	Kingdom	(UK).		

GMHSCP	was	one	of	the	ten	areas	confirmed	by	NHS	England	as	a	first-wave	ICS	in	2017.		

	

Methods 

This	thesis	comprises	a	single	in-depth	case	study	of	the	GMHSCP,	and	utilises	data	from	

39	one-hour	semi-structured	 interviews,	 conducted	 in	 two	 rounds	with	 senior	policy,	

governance,	 clinical	 and	 operational	 leaders	 involved	with	 the	 GMHSCP.	 	 In	 order	 to	

answer	the	primary	research	question,	interviews	were	focussed	on	understanding	the	

key	concepts	of	value,	partnership	process	optimisation,	and	the	challenges	faced	at	both	

the	system-level	across	Greater	Manchester	(GM),	and	at	the	place-level	across	the	ten	

locality	 areas	 of	 GM.	 	 Interviews	 were	 transcribed	 and	 summarised,	 followed	 by	 full	

thematic	analysis	using	the	NVivo	software	package.	
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Lessons learned 

Data	analysis	identified	eight	theme	areas	of	critical	importance	for	the	GMHSCP.		From	

analysis	 of	 these	 themes,	 broader	 conclusions	 are	 drawn	 regarding	 the	 overall	 value,	

process	 optimisation	 and	 challenges	 facing	 ICS	 partnerships.	 	 Four	 research	

contributions	are	offered:	(1)	new	thinking	on	leadership	for	partnership	leaders,	(2)	a	

value	proposition	for	partnerships,	(3)	a	profile	of	an	optimised	partnership,	and	(4)	a	set	

of	factors	which	have	enabled	greater	progress	of	the	locality	partnerships	towards	their	

outcomes	within	 the	GMHSCP.	 	 	Additionally,	 the	 importance	of	 articulating	 the	value	

proposition	is	linked	to	the	challenges	and	barriers	faced	by	partnerships;	if	the	value	is	

deemed	high	enough,	it	is	argued	that	there	is	a	requirement	for	a	change	at	the	national	

and	policy	level	to	support	partnerships	in	their	work.		

	

Implications 

The	findings	are	intended	to	be	useful	for	leaders	and	managers	interested	in	improving	

partnership	 working	 to	 effectively	 deliver	 outcomes,	 and	 for	 policy	 makers	 and	

regulatory	 bodies	 in	 determining	 how	 best	 to	 centrally	 support	 and	 monitor	 such	

partnerships.	 	 Furthermore,	 the	 findings	make	 a	 contribution	 in	 closing	 a	 gap	 in	 the	

academic	 literature	 around	 the	 value	 of	 partnerships	 such	 as	 ICSs,	 and	 in	 providing	

greater	specificity	on	the	factors	that	might	optimise	partnership	processes	in	the	current	

context.	
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Preface 

Researcher background 

This	 research	 project	 has	 been	 carried	 out	 by	 a	 researcher	 with	 fifteen	 years	 of	

experience	working	as	a	 senior	manager	within	both	 the	UK	and	New	Zealand	health	

systems.		As	such,	changes	in	policy	and	processes,	including	organisational	form,	have	

been	observed	as	coming	and	going.		However,	an	enduring	feature	of	the	health	and	care	

landscape,	and	indeed	a	key	part	of	the	researcher’s	professional	role,	has	been	that	of	

developing	and	participating	in	partnerships	aiming	to	improve	health	and	care	delivery	

and	outcomes.		It	is	that	experience,	combined	with	a	natural	curiosity	and	passion	for	

continual	learning,	that	led	the	researcher	to	complete	this	study.			

	

As	ever,	health	services	face	significant	challenge,	and	there	is	little	more	important	in	

life	that	one’s	health.		It	is,	therefore,	hoped	that	this	research	will	do	some	good—not	

only	 contributing	 to	 the	 academic	 understanding	 of	 partnerships,	 but	 in	 making	 a	

practical	contribution	for	both	those	working	in	partnerships	and	those	developing	the	

policy	to	support	them.			

 

Acknowledgements 

I	would	like	to	acknowledge	the	following	people	for	their	support	and	encouragement.	

	

My	 supervisors,	 Associate	 Professor	 Richard	 Greatbanks	 and	 Professor	 Robin	 Gauld.		

Thank	you	Richard	for	your	encouragement	in	all	the	time	we	have	worked	together—

you	 helped	me	 understand	 that	 I	 could	 complete	 this	 work	 alongside	 a	 professional	

career,	and	have	generously	given	your	time	and	support.		Of	course,	it	helps	that	we	are	

fellow	Northerners.	 	Thank	you	too	Robin,	particularly	 in	your	reviewing	of	my	work,	

especially	in	the	final	stages	of	writing.	

	

My	 fellow	 Doctorate	 of	 Business	 Administration	 (DBA)	 students,	 especially	 Cherie	

McConville	who	made	sure	I	did	not	bow	out	in	the	first	year	when	things	were	hectic	



 v 

with	a	full-time	job	and	academic	papers.		We	were	the	first	Otago	DBAers,	but	we	won’t	

be	the	last!		Thanks	for	the	great	discussions,	laughs	and	challenges.		I	hope	we	can	meet	

again,	even	if	we	are	spread	across	the	world.	

	

Thank	you	to	all	the	academic	staff	who	taught	our	first	year	of	papers	and	support	the	

programme	overall.		Special	thanks	to	Doctor	Sarah	Carr,	DBA	Programme	Manager.		You	

always	give	your	time	so	generously,	nothing	is	too	difficult,	and	I	am	not	surprised	that	

the	programme	is	going	from	strength-to-strength.	

	

Thank	you	to	the	University	of	Otago	for	providing	me	with	a	scholarship	for	this	work—

it	meant	a	lot	to	feel	personally	endorsed	by	such	a	great	institution.		Dunedin	will	always	

be	a	special	place	for	me;	I	hope	to	continue	to	carry	some	of	the	pioneering	spirit	that	

the	early	settlers	brought	here	in	all	that	I	go	on	to	do.	

	

Of	course,	I	must	thank	the	interviewees	who	generously	gave	up	their	time	to	participate	

in	this	research.		Without	them,	there	would	be	no	research.	

	

Finally,	I	would	like	to	thank	my	UK	and	New	Zealand	friends	for	their	support,	and,	of	

course,	my	family.		To	Lorraine	and	Robert	Disney,	better	parents	one	could	not	ask	for.		

You	have	always	made	me	feel	 I	can	do	anything,	and	here	I	am.	 	To	my	brothers	and	

sisters—Thomas,	 George,	 Joseph,	 Catherine	 and	 Ruth—you	 are	 my	 best	 friends	 and	

constant	 source	 of	 joy,	 adventure	 and	 inspiration.	 	We	 are	 very	 lucky.	 	 Finally	 to	my	

Grandparents—John,	Rosie,	Gerald	and	Edith.	 	Individually	you	all	 taught	me	so	much	

about	the	world	and	the	kind	of	person	I	would	like	to	be.	

	

Waiho	i	te	toipoto,	kaua	i	te	toiroa.	
Let	us	keep	close	together,	not	far	apart.	 	



 vi 

Table of contents 

1. Introduction .......................................................................................... 3 

1.1 Background—partnerships and health services in England........................... 3 

1.2 Context from the literature .......................................................................... 5 

1.3 Defining the research project ....................................................................... 7 

1.3.1 Research problem .......................................................................................... 7 

1.3.2 Research proposition ...................................................................................... 8 

1.3.3 Research questions ........................................................................................ 9 

1.4 Justification .................................................................................................. 9 

1.4.1 Relevance ....................................................................................................... 9 

1.4.2 Contribution ................................................................................................. 10 

1.5 Outline of the thesis ................................................................................... 10 

1.6 Chapter summary ....................................................................................... 12 

2. Literature Review ................................................................................ 14 

2.1 Literature review approach ........................................................................ 15 

2.2 Literature search strategy .......................................................................... 17 

2.3 Literature review search results ................................................................. 18 

2.4 Policy context and the literature ................................................................ 19 

2.5 Partnerships and health care ...................................................................... 20 

2.6 The challenge of studying partnerships ...................................................... 22 

2.6.1 Partnerships operating at different levels within a complex system .............. 22 

2.6.2 The range of structural and governance options in use................................. 24 

2.6.3 The Involvement of multiple entities or organisations .................................. 25 

2.6.4 The challenge of defining partnerships and the interchangeable use of 

terminology ................................................................................................................. 26 

2.6.5 A lack of clarity on what partnerships are meant to achieve ......................... 27 

2.6.6 Summarising the challenges ......................................................................... 28 

2.7 Major areas for consideration when studying partnerships ........................ 29 

2.7.1 The complex nature of partnerships ............................................................. 29 



 vii 

2.7.2 The context and environment within which partnerships are developed ....... 30 

2.7.3 The process of partnership working .............................................................. 31 

2.7.4 Relating the process of partnership working to outcomes ............................ 32 

2.7.5 The definition of value for partnerships ........................................................ 33 

2.7.6 Might partnerships be causing harm? .......................................................... 34 

2.8 Theories in the literature ............................................................................ 35 

2.8.1 Entropy from systems theory ........................................................................ 35 

2.8.2 Complex leader theory and complex adaptive organisational theory ............ 36 

2.9 Success factors ........................................................................................... 37 

2.9.1 Operating principles and processes .............................................................. 38 

2.9.2 Governance—financial decision making ....................................................... 39 

2.9.3 Performance management........................................................................... 39 

2.9.4 Vision and purpose ....................................................................................... 39 

2.9.5 Leadership ................................................................................................... 40 

2.9.6 Relationship management ........................................................................... 43 

2.9.7 Trust ............................................................................................................ 44 

2.10 Challenges for partnerships ........................................................................ 44 

2.10.1 Legacy behaviours ........................................................................................ 45 

2.10.2 Role for the regulators ................................................................................. 46 

2.10.3 Organisational focus .................................................................................... 46 

2.10.4 Disruption and turmoil ................................................................................. 47 

2.11 Chapter summary ....................................................................................... 47 

3. Methodology ...................................................................................... 50 

3.1 Research philosophy .................................................................................. 50 

3.1.1 Ontology ...................................................................................................... 51 

3.1.2 Epistemology ............................................................................................... 51 

3.2 Overall approach ........................................................................................ 53 

3.3 Research methodology and justification..................................................... 55 

3.3.1 Research design ........................................................................................... 55 

3.3.2 Research strategy ........................................................................................ 55 



 viii 

3.3.3 Unit of analysis ............................................................................................ 56 

3.3.4 Sampling ...................................................................................................... 57 

3.3.5 Generalisation .............................................................................................. 58 

3.4 Research question development ................................................................ 59 

3.5 Interview topic development and links with the research question and 

literature review ................................................................................................... 59 

3.6 Interview question development ............................................................... 61 

3.7 Data collection ........................................................................................... 62 

3.7.1 Ethical approval ........................................................................................... 62 

3.7.2 Data collection process ................................................................................ 62 

3.8 Data analysis .............................................................................................. 64 

3.8.1 Data coding.................................................................................................. 64 

3.8.2 Thematic analysis ......................................................................................... 66 

3.8.3 Forcefield analysis ........................................................................................ 67 

3.9 Research rigour .......................................................................................... 67 

3.10 Chapter summary ....................................................................................... 68 

4. High-Level Overview of Data Collected................................................. 71 

4.1 Description of the case and rationale for case selection ............................. 72 

4.1.1 Background and context for the partnership ................................................ 72 

4.1.2 GMHSCP operating model ............................................................................ 73 

4.1.3 Case selection .............................................................................................. 74 

4.1.4 Manchester’s history .................................................................................... 75 

4.2 Frequency and spread of themes ............................................................... 76 

4.3 Data coded to multiple themes .................................................................. 78 

4.4 Relevance of data to main research concepts ............................................ 79 

4.5 Guidance notes on data analysis ................................................................ 80 

4.5.1 Code names for interviewees........................................................................ 80 

4.5.2 Dealing with errors or repetition in quoting Interviewees ............................. 81 

4.6 Chapter summary ....................................................................................... 81 



 ix 

5. Thematic Analysis ............................................................................... 83 

5.1 Theme area one: Environment for change ................................................. 84 

5.1.1 Readiness for change through partnership working ..................................... 84 

5.1.2 A natural geography .................................................................................... 85 

5.1.3 Something different about Manchester ........................................................ 86 

5.1.4 Summary theme area one: Environment for change ..................................... 88 

5.2 Theme area two: Enabling change .............................................................. 89 

5.2.1 Opportunity to tackle issues—doing more better? ........................................ 89 

5.2.2 Focussing on new goals ................................................................................ 91 

5.2.2.1 Integration ..................................................................................................................... 91 

5.2.2.2 Population health ........................................................................................................... 92 

5.2.2.3 Place-based working ....................................................................................................... 94 

5.2.2.4 Economic development—improving productivity and sharing wealth .............................. 95 

5.2.3 Are the outcomes and benefits being realised? ............................................ 96 

5.2.4 Summary theme area two: Enabling change .............................................. 100 

5.3 Theme area three: Structuring the partnership ........................................ 101 

5.3.1 Role for system-level GM partnership ......................................................... 102 

5.3.2 Role for place-level Local Care Organisations (LCOs) .................................. 104 

5.3.2.1 Challenges for LCOs ............................................................................................................. 105 

5.3.3 Role for neighbourhood-level partnerships ................................................. 109 

5.3.4 Summary theme area three: Structuring the partnership............................ 110 

5.4 Theme area four: Directing the partnership ............................................. 111 

5.4.1 Leadership ................................................................................................. 111 

5.4.1.1 Clinical and political leadership ..................................................................................... 112 

5.4.1.2 Leadership longevity ..................................................................................................... 113 

5.4.1.3 Influential leaders ......................................................................................................... 114 

5.4.1.4 Leadership capability and capacity ................................................................................ 119 

5.4.1.5 Personal gain and ego ................................................................................................... 120 

5.4.2 Power......................................................................................................... 122 

5.4.3 Decision making ......................................................................................... 125 

5.4.4 Resources ................................................................................................... 127 

5.4.5 Use of transformation funding (TF) ............................................................ 130 



 x 

5.4.6 Governance and measurement .................................................................. 132 

5.4.7 Summary theme area four: Directing the partnership................................. 135 

5.5 Theme area five: A unified partnership .................................................... 136 

5.5.1 Relationships .............................................................................................. 136 

5.5.1.1 New types of important relationships ........................................................................... 139 

5.5.2 Understanding ........................................................................................... 140 

5.5.3 Vision and purpose ..................................................................................... 142 

5.5.4 System thinking .......................................................................................... 144 

5.5.5 System gains—the role for ‘all-win’ and altruism ....................................... 145 

5.5.6 Unifying characteristics .............................................................................. 148 

5.5.7 Summary theme area five: A unified partnership ........................................ 150 

5.6 Theme area six: Drive for results .............................................................. 151 

5.6.1 Time ........................................................................................................... 151 

5.6.2 Using a formula, approach or following a methodology ............................. 152 

5.6.3 Constructive challenge ............................................................................... 154 

5.6.4 Attributes for successful partnerships ......................................................... 155 

5.6.5 Summary theme area six: Drive for results ................................................. 157 

5.7 Theme area seven: Underlying issues ....................................................... 158 

5.7.1 Organisational focus .................................................................................. 158 

5.7.2 Critical perceptions of each other ............................................................... 161 

5.7.3 Complexity, fragmentation and uncertainty ............................................... 162 

5.7.4 Blame......................................................................................................... 164 

5.7.5 Summary theme area seven: Underlying issues .......................................... 165 

5.8 Theme area eight: External factors ........................................................... 166 

5.8.1 Accountability, role of the regulators and the impact of competition ......... 166 

5.8.2 Legal arrangements, relationship to government and policy ...................... 169 

5.8.3 Summary theme area eight: External factors ............................................. 171 

6. Building Understanding Through Analysis of Literature and Interviewee 

Perspectives ............................................................................................ 174 

6.1 Section one—discussion of themes .......................................................... 175 



 xi 

6.1.1 Connections between themes suggesting interdependence ........................ 176 

6.1.2 New thinking for partnership leaders—high impact through influential 

individuals ................................................................................................................. 176 

6.1.2.1 Leaders’ power, decisions and access to resources for impact ....................................... 177 

6.1.2.2 Leaders’ attributes and characteristics for the development of followership ................. 179 

6.1.2.3 Leaders’ focus on the system and level of ambition ...................................................... 180 

6.1.2.4 Leaders’ level of ambition ............................................................................................. 181 

6.1.2.5 What does this new thinking on leadership add? .......................................................... 183 

6.1.3 Effective decision making in partnerships ................................................... 184 

6.1.4 Developing meaningful relationships for partnership success ..................... 186 

6.1.5 Summary: Connections between themes suggesting interdependence ....... 188 

6.1.6 Opposing themes ....................................................................................... 190 

6.1.7 Summary: Opposing themes....................................................................... 193 

6.1.8 Academic and practical considerations from the research .......................... 194 

6.1.8.1 The Manchester difference ........................................................................................... 194 

6.1.8.2 Utilisation of community assets .................................................................................... 195 

6.1.8.3 Integration in practice .................................................................................................. 196 

6.1.8.4 Connection to the front line .......................................................................................... 197 

6.1.8.5 Beyond integration—population health and wealth creation ........................................ 197 

6.1.8.6 Structure and operating model ..................................................................................... 200 

6.1.8.7 Role for organisations in partnerships ........................................................................... 204 

6.1.8.8 Impact of acute providers, particularly Foundation Trusts (FT) ...................................... 207 

6.1.9 Summary: Academic and practical considerations from this research ......... 209 

6.2 Section Two—perceptions of each other.................................................. 211 

6.2.1 Perceptions of providers ............................................................................. 213 

6.2.2 Perceptions of commissioners .................................................................... 217 

6.2.3 Health versus social care ............................................................................ 218 

6.2.4 The NHS versus public services ................................................................... 221 

6.2.5 Summary: Perceptions of each other .......................................................... 222 

6.3 Section three—discussion of data in relation to the literature ................. 223 

6.3.1 Overall comparison of literature with data collected .................................. 223 

6.3.2 Challenges for studying partnerships—literature compared with findings .. 224 

6.3.3 Areas for consideration when studying partnerships—literature compared 

with findings .............................................................................................................. 226 



 xii 

6.3.4 Theories in the literature compared with findings ...................................... 228 

6.3.5 Overview of success factors in the literature compared with findings ......... 229 

6.3.6 Overview of challenges for partnerships presented in the literature with the 

findings 230 

6.3.7 Overall reflections on the literature when compared to the data ................ 231 

6.3.8 Summary: data in relation to the literature ................................................ 233 

6.4 Limitations of this research ...................................................................... 234 

6.5 Chapter summary ..................................................................................... 235 

7. Reflections and Conclusions .............................................................. 238 

7.1 Importance of identifying the value proposition of partnerships .............. 238 

7.1.1 Maintaining motivation and energy ........................................................... 239 

7.1.2 Assessment against criteria ........................................................................ 239 

7.1.3 Investment in continuation ......................................................................... 240 

7.1.4 External support ......................................................................................... 240 

7.2 SQ1: What is the value of working in partnership? ................................... 241 

7.2.1 A value proposition for partnerships ........................................................... 242 

7.3 SQ2: Are partnerships better than prior arrangements? .......................... 245 

7.4 SQ3: What is needed for partnerships to realise their full potential? ....... 246 

7.4.1 Profile of an optimised partnership ............................................................ 247 

7.4.1.1 Core factors .................................................................................................................. 247 

7.4.1.2 Contributory elements.................................................................................................. 250 

7.5 SQ4: Which factors contribute most to successful partnerships in the 

current context? ................................................................................................. 251 

7.5.1 Partnership development and leadership team development ..................... 252 

7.5.2 Understanding partnership progress and maturity ..................................... 253 

7.6 SQ5: What are the barriers and challenges (internal or external to the 

partnership itself) for effective partnership working? ......................................... 255 

7.6.1 Challenges.................................................................................................. 255 

7.6.2 Barriers—endemic and system wide ........................................................... 257 

7.7 Areas for future research ......................................................................... 258 



 xiii 

7.8 Chapter summary ..................................................................................... 258 

Bibliography ............................................................................................ 261 

Extended Bibliography ............................................................................. 270 

Appendices ............................................................................................. 277 

Appendix One: Interview topic guides and questions .......................................... 277 

Appendix Two: Percentage coded content for each interview ............................ 281 

Appendix Three: Themes .................................................................................... 282 

Appendix Four: Data coded to multiple themes .................................................. 284 

Appendix Five: themes grouped under eight headings or themes areas ............. 287 

Appendix Six: GMHSCP Whole System Approach model ..................................... 290 

 



 xiv 

List of figures 

Figure	1:	Double-loop	learning	for	this	research	project	 	 	 	 													60	

Figure	2:	Forcefield	diagram:	Increasing	scope	of	opportunity	for	outcomes				 											191	

Figure	3:	Forcefield	diagram:	Large	scale	of	impact	 	 													 	 											191	

Figure	4:	Forcefield	diagram:	More	sustainable	results	 	 	 	 											192	

Figure	5:	ICS	partnership	value	proposition	 	 	 	 	 											244	

 

 

 

	

	 	



 xv 

List of tables		

Table	1: Anonymised	attributes	data	of	interviewees	 	 	 	 	 63	

Table	2:	Nodes	mapped	to	research	concepts	 	 	 	 	 	 65	

Table	3:	Top	ten	themes	according	to	the	frequency	in	which	the	theme	was	raised	 76	

Table	4:	Top	ten	themes	according	to	how	many	interviews	the	theme	was	raised	in	 77	

Table	5:	Spread	of	data	coded	to	research	concepts	 	 	 	 	 79	

Table	6:	Sub-codes	for	value	 	 	 	 	 	 	 	 80	

	

 

  



 xvi 

Glossary of terms and abbreviations 

	

CCG	 	 Clinical	Commissioning	Group	

DGH	 	 District	General	Hospital	

FT	 	 Foundation	Trust	

GM	 	 Greater	Manchester	

GMCA	 	 Greater	Manchester	Combined	Authority	

GMHSCP	 Greater	Manchester	Health	and	Social	Care	Partnership	

ICS		 	 Integrated	Care	System	

LCA	 	 Local	Care	Alliance	

LCO	 	 Local	Care	Organisation	

NHS	 	 National	Health	Service	

RQ	 	 Research	Question	

SQ	 	 Sub-question	

STP	 	 Sustainability	and	Transformation	Partnership	

TF	 	 Transformation	Fund



 1	

	

	
	

Part	One	

	
	 	



 2 

	
1	

Introduction	

	
	 	



 3 

1. Introduction 

This	chapter	sets	the	context	for	this	research	including	outlining	the	research	area	and	

the	 importance	 of	 the	 topic.	 	 Initially,	 background	 for	 the	 research	 topic	 is	 provided,	

followed	by	a	brief	description	of	the	research	problem,	proposition	and	questions.		In	

outlining	 the	 relevance	 and	 anticipated	 contribution	 of	 this	 research,	 the	 chapter	

concludes	with	an	overview	description	of	 the	 thesis	 structure,	 including	defining	 the	

research	scope.		

 

1.1 Background—partnerships and health services in England 

Since	 1997,	 and	 in	 line	 with	 a	 change	 of	 UK	 government,	 partnerships	 have	 been	 a	

consistent	feature	of	health	policy,	and	have	become	the	favoured	approach	for	solving	

some	of	the	challenges	faced	for	publicly	funded	health	care	(Dickinson	&	Glasby,	2010).		

They	have	been	encouraged	both	informally	and	formally,	and	in	2002	were	structurally	

permitted	between	NHS	organisations	and	Local	Authorities	in	the	form	of	Care	Trusts.		

In	2012,	a	major	overhaul	of	legislation	relating	to	health	and	social	care	structures	in	

England	 saw	 the	 mandatory	 formation	 of	 Health	 and	 Wellbeing	 Boards	 across	 the	

country,	a	new	form	of	partnership	being	run	by	Local	Authorities	in	conjunction	with	

local	 health	 partners.	 	 In	 2016,	 in	 addition	 to	 Health	 and	 Wellbeing	 Boards,	 NHS	

organisations	and	Local	Authorities	joined	together	in	the	formation	of	Sustainability	and	

Transformation	 Partnerships	 (STPs).	 	 These	 new	 forms	 of	 partnerships,	 covering	

designated	geographical	areas	in	line	with	Local	Authority	boundaries,	and	mandated	by	

NHS	 England1,	 were	 intended	 to	 “run	 services	 in	 a	 more	 coordinated	 way,	 to	 agree	

system-wide	 priorities,	 and	 to	 plan	 collectively	 how	 to	 improve	 residents’	 day-to-day	

health”	(NHS	England,	n.d.-c). 

	

In	a	 further	development	of	policy	relating	to	partnerships,	 in	 June	2017,	 ten	areas	of	

England	were	confirmed	as	the	vanguard	first-wave	pilot	Integrated	Care	Systems	(ICSs)	

by	NHS	England.		As	outlined	by	Ham	(2018a),	the	ten	areas	were	assessed	as	suitable	to	

be	part	of	the	first-wave	due	to:	1)	high	quality	partnership	structures	in	the	form	of	STPs,	

                                                        
1	The	overall	governing	body	for	the	English	NHS.	
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2)	strong	 local	 leaders	within	the	partnership,	and	3)	being	assessed	as	ready	to	take	

forward	the	NHS	Five	Year	Forward	View	(2015).			Furthermore,	NHS	England	chose	the	

ten	areas	due	to	the	degree	of	progress	that	was	being	made	rather	than	focussing	on	

partnership	 size	 or	 structure	 (Charles,	Wenzel,	 Kershaw,	 Ham,	 &	Walsh,	 2018).	 	 It	 is	

important	to	note	that	ICSs	are	not	statutory	organisations,	instead	they	“depend	on	the	

willingness	of	 the	organisations	 involved	 to	work	 together	 to	meet	 the	needs	of	 their	

populations”	(Ham,	2018b,	p.	1).		

	

In	response	to	the	pilot	of	the	ICSs,	in	2019,	the	NHS	Long	Term	Plan	(NHS	England,	2019)	

announced	 that	 ICSs	were	 to	 cover	all	 areas	of	England	by	2021.	 	The	Plan	 cited	 “the	

progress	 the	 NHS	 has	 already	 made”	 (p.	 29)	 as	 a	 rather	 non-specific	 reason	 for	 the	

introduction	of	 ICSs	 across	 the	 country.	 	 As	will	 be	 described	 later	 in	 this	 chapter,	 it	

appears	the	evidence	of	robust	evaluation	that	might	be	expected	to	support	such	major	

policy	decisions	appears	relatively	weak.	

	

A	major	focus	area	for	health	and	social	care	partnerships	has	been	that	of	integration	

(Allen,	Humphries,	&	Rowse,	2013;	Humphries,	2013).		This	is	a	term	which	appears	to	

be	ill-defined	(Calciolari	&	Ilinca,	2011)	and	used	in	a	variety	of	ways.		For	example,	the	

distinction	 between	 integrated	 care,	 structural	 integration	 of	 teams,	 co-location,	 and	

joint-working,	amongst	many	other	interchangeably	used	terms,	is	often	not	clearly	made	

(Petch,	2012).		There	are,	however,	two	major	ways	in	which	integration	appears	to	have	

been	thought	of.	 	The	 first	 is	as	sectoral	 integration—between	primary	and	secondary	

care,	or	personal	and	mental	health,	or	health	and	social	care	as	examples.		The	second	is	

in	the	development	of	more	specific	integrated	care	initiatives,	for	example	where	local	

teams	co-locate,	where	joint-	or	multidisciplinary-working	is	agreed,	or	where	a	specific	

workforce	role	or	team	is	developed	to	work	in	an	extended	manner	in	line	with	the	needs	

of	individuals	who	are	receiving	the	service.		Kizer	and	Moore	(2015)	differentiate	this	as	

“integrated	delivery	 systems”	 (p.	165)	 for	 sectoral	 integration	and	 “integrated	patient	

care”	(p.	165)	for	individual	integration	initiatives.				
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Latterly,	 and	 likely	 linked	 to	 the	 development	 of	 more	 broadly	 focussed	 Health	 and	

Wellbeing	Boards	and	STPs,	there	has	been	increasing	discussion,	especially	in	the	grey	

literature,	regarding	the	role	for	partnerships	in	planning	and	delivering	services	across	

the	 sectoral	 boundaries	 outlined	 above	 and	 operating	 more	 as	 ‘integrated	 delivery	

systems’	as	defined	by	Kizer	and	Moore	(2015).		The	NHS	Long	Term	Plan	made	it	clear	

that	this	is	a	desired	aim	for	ICSs:	“They	are	a	pragmatic	and	practical	way	of	delivering	

the	‘triple	integration’	of	primary	and	specialist	care,	physical	and	mental	health	services,	

and	health	with	social	care”	(NHS	England,	2019,	p.	29).		Given	that	the	value	and	function	

of	ICSs—the	emerging	form	of	partnerships	for	health	in	England—is	the	major	focus	of	

this	research,	and	their	purpose	appears	linked	to	sectoral	integration,	it	is	literature	that	

concerns	such	integration	that	has	predominantly	been	utilised	for	this	thesis.		Despite	

there	being	more	recent	increased	discussion	on	this	topic,	locating	literature	in	line	with	

this	clearly	defined	scope	was	challenging;	the	literature	remains	relatively	limited	in	its	

quantum.	 	 As	 outlined	 by	 Cameron	 and	 Lart	 (2012),	 “an	 abundance	 of	 descriptive	

accounts	of	initiatives,	often	written	from	a	professional	standpoint”	(p.	90)	are	available,	

however,	 there	 is	 little	robust	literature	relating	to	partnership	working	within	health	

that	is	delivering	sectoral	integration.		This	is	a	contributory	reason	as	to	why,	from	963	

articles	located	through	a	systematic	approach	to	searching,	100	were	selected	for	full	

reading.	

	

1.2 Context from the literature 

The	literature	describes	the	type	of	partnerships	of	interest	to	this	research	as:	clusters	

of	organisations	working	together	across	conceptual	and	organisational	boundaries	 to	

achieve	improvement	in	how	health	services	are	delivered	(McMurray	&	Laffin,	2006).		

Petch	 (2012)	 updated	 this	 view	 by	 presenting	 a	 more	 comprehensive	 view	 on	 the	

potential	benefits	that	might	be	realised	from	working	in	partnership.		Benefits	included:	

creation	of	a	coherent	and	more	effective	health	service,	a	sense	of	added-value	from	joint	

working,	 increased	 levels	 of	 professional	 understanding,	 organisational	 culture	

alignment,	and	improved	system	responsiveness.		The	broader	benefits	outlined	by	Petch	

appear	to	be	more	closely	related	to	those	that	are	intended	for	ICSs;	a	sense	of	wider	

achievement	than	solely	focussing	on	health	service	redesign	and	delivery.	

	



 6 

It	is	largely	accepted	that	the	study	of	partnerships	is	complex.		This	is	due	to:	the	complex	

nature	of	partnerships	themselves	(Cook,	Petch,	Glendinning,	&	Glasby,	2007),	the	fact	

that	collaboration	as	an	approach	is	complex	(El	Ansari,	Phillips,	&	Hammick,	2001)	and	

the	 myriad	 of	 concepts	 and	 associated	 terminology	 that	 surrounds	 partnership	

operations	and	literature	(Dowling,	Powell,	&	Glendinning,	2004).		Furthermore,	research	

into	 partnerships	 is	 not	 evenly	 balanced.	 	 Published	work	 predominantly	 studies	 the	

process	of	partnership	working	(Dowling	et	al.,	2004),	and	not	so	closely	the	achievement	

of	 outcomes,	 leading	 to	 an	 agreed	 position	 that	 there	 is	 a	 scant	 evidence	 base	 that	

partnerships	 achieve	 their	 desired	 outcomes	 (Dickinson	 &	 Glasby,	 2010;	 Dickinson,	

Glasby,	Miller,	&	McCarthy,	2009;	Dowling	et	al.,	2004;	El	Ansari	et	al.,	2001).		Where	there	

is	 evidence	 of	 partnerships	 achieving	 their	 outcomes,	 it	 can	 often	 be	 equivocal	

(Rummery,	2009)	and	highly	challenging	due	to	the	complicated	relationship	between	

partnerships	 and	 the	 attribution	 of	 outcome	 realisation	 (Dickinson	 &	 Glasby,	 2010;	

Dowling	et	al.,	2004).		Furthermore,	it	is	clear	that	outcome	definition	for	partnerships	

often	remains	vague,	including	by	the	policy	makers	who	are	determining	the	partnership	

requirement	(Dickinson	et	al.,	2009).		Few	studies	mention	an	assessment	of	the	overall	

value	of	partnerships.	 	Powell	 and	Glendinning	 (2002)	argued	 that	 there	 is	 consistent	

study	of	collaborative	advantage	without	looking	at	the	potential	disadvantage.		The	lack	

of	detailed	studies	related	to	the	efficacy	and	value	of	partnerships	indicates	a	gap	in	the	

literature	and	an	opportunity	to	look	at	the	value	proposition	for	partnerships	in	current	

terms:	Why	are	they	deemed	so	important?		Are	they	better?		What	is	their	value?	

	

The	 second	 area	 that	 the	 literature	 indicates	 is	worthy	 of	 further	 study	 concerns	 the	

optimisation	of	the	process	of	partnership	working.		The	literature	is	either	non-specific,	

vague,	or	not	contemporaneous	to	the	types	of	partnership	which	are	currently	being	

formed.		ICSs	are	arguably	different	to	previous	partnership	forms	because	they	intend	

to:	 1)	 bring	 together	 a	 more	 diverse	 range	 of	 organisations	 from	 outside	 of	 the	

conventional	realms	of	health	and	social	care,	2)	consider	the	overall	wellbeing	of	people	

rather	 than	 how	health	 services	might	 be	 delivered,	 3)	 consider	 the	 holistic	 needs	of	

populations	 living	 in	 the	current	day,	and	4)	develop	their	responses	at	a	place-based	

level	 in	 order	 to	 support	 asset	 building	 within	 local	 communities.	 	 Ham	 (2018c)	
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summarises	this	 as	 the	 “bringing	 together	of	NHS	commissioners,	providers	and	 local	

authorities	to	plan	how	to	improve	health	and	care	for	the	populations	they	serve”	(p.	1).			

	

For	these	reasons,	an	in-depth	study	into	the	success	factors	and	challenges	faced	by	such	

partnerships	is	warranted.		Put	another	way,	any	continuation	of	describing	integration	

as	a	desirable	outcome	and	in	a	vague	way,	and	not	attempting	to	articulate	the	value	of	

ICSs,	represents	a	missed	opportunity	to	better	understand	the	value	and	optimisation	

process	for	partnerships	as	they	are	now	required	to	operate	within	the	English	NHS.		

	

1.3 Defining the research project 

1.3.1 Research problem 

In	 the	UK,	 and	arguably	 in	 several	other	 international	health	 systems,	 there	has	been	

increasing	reliance	on	partnerships	for	the	solving	of	some	of	the	most	complex	issues	

faced	for	health	and	social	care	services.	 	However,	little	is	known	about	what	the	true	

value	of	such	partnerships	might	be.		Petch,	Cook,	and	Miller	(2013)	neatly	summarised	

the	problem:	 “Despite	a	 relatively	underdeveloped	evidence	base,	 the	development	of	

health	 and	 social	 care	 partnerships	 has	 continued	 to	 feature	 in	 recent	 policy	 and	

legislative	 initiatives	 in	 the	United	Kingdom.”	(p.	623).	 	 Furthermore,	 guidance	on	 the	

success	 factors	and	challenges	 for	partnerships	such	as	 ICSs	 is	either	dated	as	per	the	

academic	literature,	or	remains	relatively	vague	and	generic	as	per	the	grey	literature.		

For	these	reasons,	this	research	project	aims	to	explore:	1)	the	value	of	partnerships	as	

they	are	currently	thought	of	 for	health	and	social	care	 in	England—as	newly	 forming	

ICSs,	2)	the	factors	that	enable	such	partnerships	to	be	successful	in	their	ways	of	working	

in	order	to	increase	the	potential	that	the	desired	outcomes	might	be	achieved,	and	3)	the	

challenges	that	might	hinder	partnerships	in	their	ways	of	working.	

 

The	research	problem	will	be	explored	through	a	full	appraisal	of	relevant	literature	and	

through	the	collection	of	data	from	individuals	currently	working	within	one	of	the	most	
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progressive	first-wave	ICSs:	the	Greater	Manchester	Health	and	Social	Care	Partnership	

(GMHSCP).	2	

	

1.3.2 Research proposition 

Hearld	and	Alexander	(2014)	suggested	that	“The	theory	of	change	underlying	alliances	

or	partnerships	is	that	they	can	more	effectively	achieve	widespread,	sustainable	health	

improvements”	(p.	185).		Taking	this,	and	the	other	previously	explored	ideas	from	the	

literature	regarding	reasons	that	partnerships	might	be	thought	of	as	helpful		(McMurray	

&	Laffin,	2006;	Petch,	2012),	a	proposition	was	developed	for	this	research.		The	overall	

proposition	 being	 explored	 by	 this	 research	 is	 that:	 ‘partnerships	 are	 a	 better	way	of	

achieving	 desired	 transformational	 outcomes	 than	 other	 ways	 of	 working’.	 	 The	

proposition	was	developed	for	two	main	reasons.	 	First,	due	to	the	continued	focus	on	

partnerships	 as	 a	 major	 way	 of	 working,	 and	 the	 most	 recent	 policy	 development	

mandating	the	formation	of	ICSs	in	England,	it	is	reasonable	to	conclude	there	should	(or	

even	must)	be	good	reason	that	partnerships	are	deemed	to	be	better	ways	of	working.		

Second,	 was	 that	 the	 idea—people	 working	 together	 and	 in	 partnership	 to	 solve	

problems	that	they	have	so	far	failed	to	resolve	alone—seems	inherently	like	it	must	be	

better	 than	not	doing	so.	 	Dickinson	and	Glasby	(2010),	argue	this	 is	perhaps	because	

even	the	use	of	the	word	‘partnership’	implies	something	which	must	be	inherently	good.		

	

The	above	stated	proposition	led	to	the	initial	development	of	the	research	question	and	

sub-questions	for	this	research.		It	is	important	to	note	that	the	proposition	is	not	based	

on	a	judgement	of	the	efficacy	of	the	outcomes	partnerships	are	trying	to	achieve.		The	

research	accepts	that	partnerships	will	choose	their	own	outcomes	based	on	a	number	of	

factors	including	policy	direction,	leadership	beliefs,	best	practice,	and	understanding	of	

their	 current	 operational	 and	 strategic	 context	 and	 the	 opportunities	 this	may	 bring.		

However,	 this	 research	 project	 is	 interested	 in	 how	 ICS	 partnerships	 might	 deliver		

transformation	through	sectoral	integration	rather	than	a	continuation	of	a	more	efficient	

status	 quo	 or	 change	 of	 a	 transactional	 nature.	 	 For	 clarity	 and	 the	 purposes	 of	 this	

research,	 transformation	 is	defined	as	described	by	NHS	England	as	 the	 role	 for	 ICSs:	

                                                        
2	GMHSCP	is	argued	as	the	most	advanced	pilot	ICS	by	Ham	(2018a).	
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“collective	 responsibility	 for	 managing	 resources,	 delivering	 NHS	 standards,	 and	

improving	the	health	of	the	population”	(NHS	England,	n.d.-a).		

	

1.3.3 Research questions 

The	primary	question	for	this	research	project	(RQ1)	is:	‘What	is	the	value	of	partnerships	

for	organisations	aiming	to	transform	health	and	wellbeing	outcomes?’	 	The	 following	

sub-questions	(SQ)	were	devised	which	focussed	data	collection	on	the	key	concepts	of	

value,	optimisation	and	challenges	in	order	to	enable	conclusions	to	be	drawn:		

• Value:	
o SQ1:	What	is	the	value	of	working	in	partnership?	
o SQ2:	Are	partnerships	better	than	prior	arrangements?	

• Optimisation:	
o SQ3:	What	is	needed	for	partnerships	to	realise	their	full	potential?	
o SQ4:	Which	factors	contribute	most	to	successful	partnerships	in	the	current	

context?	
• Challenges	

o SQ5:	What	are	the	barriers	and	challenges	(internal	or	external	to	the	
partnership	itself)	for	effective	partnership	working?	

 

1.4 Justification 

1.4.1 Relevance 

This	 research	 project	 is	 highly	 relevant	 for	 the	 following	 three	 reasons.	 	 First,	 the	

formation	 of	 ICSs	 is	 a	 contemporary	 feature	 of	 health	 policy	 and	 learning	 from	 this	

research	may	assist	future	policy	and	operational	development	of	ICSs	across	England.		

Second,	as	highlighted	in	section	1.2,	the	evidence	on	partnership	processes	is	relatively	

generic,	and	highly	limited	in	regards	the	value	of	partnerships.	 	This	research	aims	to	

make	 a	 contribution	 to	 close	 this	 gap.	 	 Third,	 partnerships	 themselves	 and	 the	

environment	within	which	they	are	operating	is	complex	and	disruptive.		Any	evidence	

which	can	be	offered	that	helps	to	mitigate	such	complexity,	including	understanding	the	

factors	that	influence	success,	is	likely	to	be	useful,	especially	for	those	working	within	

partnerships.		

 



 10 

1.4.2 Contribution 

Whilst	 this	 thesis	 is	 presented	 largely	 chronologically	with	 the	 research	 process,	 it	 is	

worth	noting	that	this	chapter	was	written	once	the	research	had	been	concluded.		The	

advantage	of	 this	was	that	 it	enabled	reflection	on	key	aspects	of	 the	 literature	which	

frame	 this	 research,	 and	 for	 the	 research’s	 contribution	 to	 be	 outlined	 with	 greater	

certainty	early	in	the	thesis.		Therefore,	the	overall	contribution	of	this	research	is	that	it	

has	the	potential	to	give	both	those	working	in	ICS	partnerships	and	policy	makers	clarity	

on	why	it	might	be	worth	working	in	such	a	way,	how	to	do	it	well,	and	what	challenges	

might	be	presented.		More	specifically,	four	contributions	are	offered:	(1)	new	thinking	

on	leadership	for	ICS	partnership	leaders,	(2)	a	value	proposition	for	ICS	partnerships,	

(3)	a	profile	of	an	optimised	ICS	partnership,	and	(4)	a	set	of	factors	which	have	enabled	

greater	progress	towards	outcomes	for	locality-based	partnerships	within	the	case	to	be	

studied.	

 

This	thesis	is	intended	to	provide	an	in-depth	yet	practical	approach	to	developing	better	

understanding	around	 the	value,	optimisation	and	challenges	 for	 ICS	partnerships.	 	 It	

seeks	to	provide	insight	into	why	such	partnerships	might	be	thought	of	as	a	better	way	

of	 working.	 	 The	 concept	 of	 better,	 in	 relation	 to	 this	 research	 project,	 is	 about	

partnerships	 between	 organisations	 achieving	 something	 more	 or	 better	 than	 what	

organisations	may	have	achieved	on	their	own	if	 they	hadn't	entered	 in	a	partnership	

arrangement.	 	 It	 is	not	about	 comparing	partnerships	 to	any	other	 form,	approach	or	

structure	that	might	be	an	alternative	to	partnerships;	neither	is	it	a	longitudinal	study	

which	 seeks	 to	 understand	 the	 contribution	 that	 partnerships	 make	 to	 outcome	

achievement	over	a	period	of	 time.	 	 It	 is	contemporaneous	study,	 firmly	rooted	 in	the	

present,	 aimed	at	being	useful	 for	 the	people	who	are	working	 in	and	developing	 ICS	

partnerships.	

 

1.5 Outline of the thesis 

This	thesis	is	structured	in	three	parts.		Part	One	contains	three	introductory	chapters—

this	chapter	(Chapter	One),	an	overview	of	methodology	(Chapter	Two),	and	a	literature	

review	 (Chapter	 Three)—and	 provides	 the	 necessary	 background	 for	 this	 research,	
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including	setting	the	research	aims	in	the	context	of	the	literature.		Part	Two	contains	two	

chapters—a	high	level	overview	of	the	data	(Chapter	Four)	and	a	more	detailed	thematic	

analysis	 (Chapter	 Five)—which	 present	 the	 data	 findings,	 and	 provide	 an	 in-depth	

presentation	 of	 the	 insight	 contained	 in	 the	 data	 gathered	 from	 senior	 partnership	

leaders,	 clinicians	 and	 policy	 makers	 during	 interviews.	 	 Part	 Three	 contains	 two	

chapters—an	analysis	of	the	data	and	literature	reviewed	to	build	understanding	regards	

the	research	questions	(Chapter	Six)	and	conclusions	and	reflections	(Chapter	Seven).		

These	two	chapters	draw	out	the	key	points	from	the	data	and	literature,	offering	the	four	

specific	research	contributions	as	outlined	in	section	1.4.2,	and	answering	the	research	

question	and	sub-questions.	

	

The	thesis	is	focussed	solely	on	partnerships	within	health	and	care,	and	more	specifically	

the	 formation	of	 ICSs.	 	Given	the	 importance	of	such	partnerships	to	 the	English	NHS,	

combined	with	their	novel	nature,	a	purity	of	focus	on	that	topic	has	been	maintained.		It	

is,	however,	recognised	that	there	is	a	larger	body	of	literature	that	relates	to	the	value	

and	optimisation	of	partnerships	operating	outside	of	health	and	care.		Whilst	literature	

on	this	was	located	and	considered,	it	was	determined	not	to	include	it	in	this	thesis.		This	

was	to	ensure	the	scope	for	this	research	remained	manageable	and	to	enable	a	deep	dive	

into	the	data	gathered	relating	to	ICS	partnership	formation	to	be	presented	in	this	thesis.		

The	wider	body	of	literature	that	was	considered	for	this	research	but	not	included	in	this	

thesis	is	detailed	in	an	extended	bibliography	which	follows	the	main	bibliography	at	the	

end	of	this	thesis.		Furthermore,	the	scope	of	this	research	project	is	discussed	further	in	

the	limitations	section	of	this	thesis	(section	6.4).	

	

Given	 the	 extensive	 nature	 of	 the	 data	 analysis	 and	 discussion,	 summary	 boxes	 are	

presented	at	the	end	of	major	sections	in	Chapters	Five	and	Six.		These	are	intended	to	

summarise	 the	 complex	 information	 being	 presented	 in	 order	 to	 highlight	 the	 salient	

points	in	the	argument.	
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1.6 Chapter summary 

This	chapter	has	laid	the	foundations	upon	which	the	remainder	of	this	research	will	be	

built.		By	outlining	the	background,	context	and	research	problem,	the	parameters	for	this	

research	project	have	been	made	clear	including	illustrating	the	thinking	that	originally	

initiated	 this	 research.	 	 The	 remaining	 chapters	 provide	 greater	 detail,	 analysis	 and	

discussion	 of	 the	methodology,	 literature	 and	 data	 collected,	 followed	 by	 conclusions	

which	provide	answers	to	the	research	questions. 
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Literature	Review	
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2. Literature Review 

“The	 delivery	 of	 improved	 health	 is	 increasingly	 dependent	 on	 the	 ability	 of	 diverse	

professions,	 organisations	 and	 departments	 to	 work	 together	 across	 conceptual	 and	

organisational	boundaries”	(McMurray	&	Laffin,	2006,	p.238)	yet	there	is	scant	evidence	

that	partnerships,	the	primary	method	for	working	across	such	boundaries,	actually	work	

in	improving	outcomes	(Dickinson	&	Glasby,	2010;	Dickinson	et	al.,	2009;	Dowling	et	al.,	

2004;	 El	 Ansari	 et	 al.,	 2001).	 	 Petch	 (2012)	 presented	 perhaps	 the	 most	 accessible	

theoretical	arguments	 for	partnership	working	which	 included:	creation	of	a	coherent	

and	more	effective	health	service,	a	sense	of	added-value	from	joint	working,	increased	

levels	 of	 professional	 understanding,	 organisational	 culture	 alignment,	 and	 improved	

system	 responsiveness.	 	 The	 central	 idea	 being	 that	 the	 cumulative	 effect	 of	 these	

improvements	 should	 result	 in	 a	 more	 integrated	 health	 system.	 	 In	 more	 recent	

literature,	the	potential	for	creating	a	system	focussed	on	improving	population	health	

has	 been	 described	 as	 a	 further	 desirable	 outcome	 from	 partnerships	 (Buck,	 Baylis,	

Dougall,	 &	 Robertson,	 2018),	 aligning	 with	 the	 prevailing	 government	 policy	 for	 the	

creation	of	ICSs	across	the	English	NHS.	 	However,	the	challenge	remains	that	little	in-

depth	understanding	exists	as	to	whether	partnerships	deliver	results,	particularly	in	the	

current	operating	context,	and,	therefore,	how	they	might	be	optimised	or	whether	they	

are	better	than	other	ways	of	working.	

	

This	chapter	will	explore	what	is	written	about	partnerships	in	health	care—the	process,	

the	outcomes	and	why	they	might	be	better—in	order	to	shape	the	research	questions	

for	 this	 project,	 and	 to	 inform	 decisions	 regarding	 research	 project	 development,	

including	identifying	ideas	to	be	explored	in	the	data	collection	phase.	 	Key	points	and	

debates	 in	 the	 literature	will	 be	 presented,	 followed	 by	 reflection	 and	 summation	 of	

findings	exploring	why	what	is	being	stated	in	the	literature	might	be	important	for	this	

research	project.		Initially,	this	chapter	will	reflect	on	the	relationship	between	English	

NHS	policy	and	the	development	of	partnerships,	followed	by	an	exploration	of	what	is	

meant	by	partnerships	in	health	care	and	why	studying	them	might	be	challenging.		After	

the	background	information	has	been	established	a	summary	of	the	emerging	key	areas	

for	 consideration	 and	 any	 relevant	 theories	 related	 to	 partnership	 working	 will	 be	

presented.	 	 Finally,	 the	 chapter	 will	 close	 with	 a	 closer	 examination	 of	 the	 factors	
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identified	 in	 the	 literature	 which	 are	 suggested	 as	 the	 most	 influential	 in	 impacting	

partnership	success.	

	

A	consistent	 tone	of	 this	chapter	 is	 to	ask	what	do	we	know	about	partnerships:	what	

factors	 are	 impacting	 upon	 partnership	 effectivity	 and	 can	 they	 ever	 achieve	 the	

outcomes	 they	 are	 set?	 	 This	 relates	 closely	 to	 the	 major	 research	 question	 for	 this	

project—What	is	the	value	of	partnerships	for	organisations	aiming	to	transform	health	

and	 wellbeing	 outcomes?—this	 chapter	 will	 be	 used	 as	 one	 of	 the	 ways	 in	 which	

information	 is	 gathered	 in	 order	 to	 answer	 this	 question.	 	 Commentary	 on	 areas	 of	

agreement	or	conflict	between	the	literature	and	data	gathered	during	interviews	will	be	

explored	in	the	later	discussion	section	of	this	thesis,	including	conclusions	on	whether	

the	literature	and	the	collected	data	support	the	propositions	outlined	in	the	introductory	

chapter.	

	

2.1 Literature review approach  

Overall,	 the	 approach	 to	 reviewing	 the	 literature	 can	 be	 characterised	 as	

‘interpretive/configurative’	 described	 by	 Booth,	 Sutton,	 and	 Papaioannou	 (2016)	 as	

seeking	to	“broaden	our	understanding	of	a	particular	intervention	or	phenomenon”	(p.	

22);	 the	review	aims	to	make	connections	between	the	theories	and	concepts	 that	are	

written	about	with	regard	to	health	care	partnerships	and	their	work	towards	integrated	

care.		It	is	important	to	note	that	the	literature	search	and	review	was	undertaken	as	an	

early	 process	 to	 inform	 the	 remainder	 of	 the	 research	 project	 development,	 and	

therefore,	 the	search	was	designed	to	 identify	the	quantity,	key	contents,	and	also	the	

characteristics	of	the	available	literature	(Booth	et	al.).			

	

An	 outline	 literature	 review	 protocol	 was	 developed	 which	 aimed	 to	 bring	 together	

current	reflections	and	learnings	related	to	both	determining	the	scope	for	the	research	

project	and	to	conduct	the	review	itself.		The	outline	included	elements	as	suggested	by	

Booth	et	al.	(2016):	

• An	early	critical	appraisal	of	the	initial	research	question	and	research	scope		
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• A	clear	outline	for	the	literature	review’s	purpose	and	how	it	would	contribute	to	the	

development	of	the	research	process.	

• The	process	and	parameters	to	conduct	the	literature	search.	

	

A	systematic	approach	was	taken	to	the	development	of	the	literature	search	strategy,	

the	sourcing	of	literature	for	inclusion	in	this	thesis,	and	on	its	reporting	(Booth	et	al.,	

2016).		Additionally,	the	eight	steps	as	outlined	by	Gray	(2018)	were	used	as	follows:	

• Step	One:	The	research	question	was	determined	as	“To	what	extent	do	health	and	

care	partnerships	provide	an	effective	mechanism	for	integrating	care?”	

• Step	Two:	As	described	in	section	2.1,	whilst	both	academic	and	grey	literature	were	

included	 in	 the	 review,	only	 the	academic	 literature	was	 subject	 to	 the	 systematic	

search	 process	 outlined	 in	 section	 2.2.	 	 Grey	 literature	 was	 sourced	 through	

documentary	analysis	of	key	websites.		In	the	case	of	academic	literature	this	was	in	

the	form	of	peer	reviewed	journal	articles	and	books.	

• Step	Three:	A	literature	search	was	conducted	as	per	section	2.2.	

• Step	Four:	Literature	returned	was	reviewed	and	sorted	using	criteria	as	outlined	in	

section	2.2.	

• Step	 Five:	 Relevant	 data	 from	 the	 selected	 literature	 for	 inclusion	 was	 extracted	

through	full	reading	of	the	articles	and	use	of	the	LiquidText	PDF	reader	application	

for	note	taking	and	highlighting	data.	

• Step	Six:	Key	studies	were	determined	due	to	their	quality	and	applicability	 to	 the	

research	question,	this	included	an	assessment	of	overall	topic	alignment	and	the	date	

published,	 where	 greater	 alignment	 and	more	 recent	 articles	were	 deemed	more	

useful.	

• Step	 Seven:	 the	 findings	were	 synthesised	 into	 groups	 and	meaningful	 sections	 of	

work	 that	 provided	 insight	 into	 the	 research	 question	 and	 the	 overall	 study	 of	

partnerships.	

• Step	Eight:	consideration	was	given	to	the	nature	of	the	study	and	any	biases	that	may	

be	held.	

	



 17 

Taking	 a	 systematic	 approach	 was	 chosen	 in	 order	 to	 attempt	 to	 reach	 “theoretical	

saturation”	(Booth,	Sutton,	&	Papaioannou,	2016,	p.	98).		It	was	deemed	important	to	take	

such	an	approach	for	two	main	reasons.		The	first	was	to	ensure	a	comprehensive	and	

replicable	approach	to	reviewing	the	literature	(Saunders,	Lewis,	&	Thornhill,	2019),	thus	

ensuring	the	research	was	carried	out	resting	on	a	firm	foundation.		The	second	was	in	

order	to	ensure	that	both	what	was	known	and	what	was	not	known	could	be	commented	

upon	(Denyer	&	Tranfield,	2009).		Knowing	that	something	is	not	known	enabled	gaps	in	

the	literature	to	be	identified	which,	in	turn,	informed	the	development	of	the	research	

question	and	topics	for	interview.		Finally,	a	systematic	approach	was	deemed	important	

to		avoid	the	criticism	that	literature	reviews	can	be	shaped	by	the	researcher	to	present	

a	story	that	might	suit	circumstances	rather	than	reflect	the	true	evidence	on	the	matter	

Gray	(2018).	

 

2.2 Literature search strategy 

The	 literature	 for	 this	research	was	sourced	using	the	 following	processes.	 	Relevance	

tree	 diagrams	 (Booth	 et	 al.,	 2016)	were	 developed	 to	 explore	 the	 concepts	 contained	

within	the	research	question	at	that	time.	 	The	question	used	to	develop	the	relevance	

tree	diagrams	was:	“To	what	extent	do	health	and	care	partnerships	provide	an	effective	

mechanism	for	integrating	care?”		Search	string	terms	derived	from	the	relevance	tree	

diagrams	 included:	 health*,	 integrat*,	 partnership*,	 allianc*,	 measure*,	 transform*,	

success*,	governance.		The	asterisk	(*)	was	used	as	a	wild	card	symbol	which	enabled	for	

terms	to	be	searched	that	began	with	the	same	letters	but	might	have	ended	differently.		

For	 example,	 integrat*	 would	 have	 returned	matches	 for	 integration,	 integrated	 and	

integrate,	all	terms	which	would	be	deemed	relevant	for	inclusion	in	the	search.			

	

Combinations	of	 these	 terms	were	 entered	 into	 the	 ProQuest	 and	Emerald	 databases	

using	the	boolean	terms	of	‘and’	and	‘or’.		This	resulted	in	973	articles.		A	title-review	was	

then	conducted	and	in	considering	studies	for	an	abstract-review	an	absolute	criteria	of	

the	studies	being	about	health	and	care	partnerships	was	applied.	 	Upon	applying	this	

mandatory	 criteria,	 abstracts	 were	 then	 considered	 for	 full	 reading	 determined	 by	

whether	at	least	one	of	the	following	criteria	was	met:	
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• The	article	clearly	focussed	on	a	partnership	operating	within	a	health	system	where	

the	partnership	was	intended	to	achieve	change,	for	example,	there	appeared	to	be	a	

sense	of	purpose	and	intention	with	reference	to	concepts	such	as	vision,	goals,	or	

outcomes.	

• The	 article	 described	 the	 process	 of	 partnership	working	with	 a	 specific	 focus	 on	

factors	 for	 success.	 	 These	 might	 be	 referenced	 as	 factors,	 a	 framework,	 or	

commentary	on	effectivity.	

• The	article	considered	the	wider	context	within	which	partnerships	were	operating	

including	reference	to	external	and	environmental	factors	which	might	have	had	an	

impact	on	partnership	working	success.	

A	common	thread	for	all	articles	selected	for	review	was	that	they	contained	evidence	on	

one	or	more	of	the	following:	1)	whether	or	why	partnerships	might	be	important,	2)	how	

effective	they	were	in	their	workings,	or	3)	what	might	make	them	more	effective.	

 

2.3 Literature review search results 

In	 following	the	 literature	search	method,	a	total	of	963	articles	were	returned.	 	From	

first	scanning	the	titles,	followed	by	reading	the	abstracts	where	articles	were	deemed	

potentially	 relevant,	 100	 articles	 were	 selected	 for	 full	 reading.	 	 In	 reading	 the	 100	

articles,	a	series	of	key	authors,	reference	lists	and	key	journals	emerged	as	important	

and	following	using	this	information	for	further	searching	of	specific	journals	and	authors	

with	more	focussed	search	terms,	an	additional	30	articles	were	deemed	suitable	for	full	

reading.		Finally,	a	search	for	publications	on	the	websites	of	The	Kings	Fund,	The	Nuffield	

Trust,	the	Health	Services	Journal,	NHS	Confederation,	and	the	Department	of	Health	and	

Social	Care	resulted	in	a	further	23	articles	and	reports	for	full	reading.	 	A	total	of	153	

articles,	 reports	and	other	publications	were	 read	 in	 full.	 	This	 resulted	 in	47	articles	

being	selected	for	use	for	this	review.	

	

Literature	from	the	various	think	tanks	and	government	organisations	(grey	literature),	

alongside	peer-reviewed	academic	literature,	was	selected	for	use	in	this	review	for	two	

main	reasons.		First,	grey	literature	is	deemed	relevant	amongst	health	and	care	leaders	

and	is	often	referred	to	as	useful	within	the	workplace—it	has	a	wide	readership	base	
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and	 is	well	 regarded.	 	 Second,	 the	 data	 used	 to	 inform	 the	 grey	 literature	 tend	 to	 be	

gathered	 more	 directly,	 and	 in	 a	 more	 timely	 manner,	 from	 those	 working	 within	

partnerships	thus	providing	first-hand	and	practical	insight	into	partnership	workings.		

The	 grey	 literature	 used	 in	 this	 review,	 whilst	 not	 peer	 reviewed	 and	 somewhat	

generalised	in	nature,	is	constructed	on	high	quality	qualitative	data	usually	collected	via	

interviews	or	from	diverse	groups	of	participants	at	networking	events.		The	limitation	

of	this	type	of	literature	is	that	whilst	it	is	clearly	presented	and	highly	accessible	due	to	

its	 use	 of	 plain	 language,	 it	 does	 not	 seek	 to	 test	whether	 partnerships	 are	 the	 right	

answer	to	the	challenges	being	faced	by	the	health	and	care	system.		It	predominantly	

accepts	the	policy	direction,	does	not	critically	appraise	the	value	of	partnerships,	and	

seeks	 to	 understand	 from	 current	 practice	 how	 partnerships	 are	 forming,	 and	 what	

learning	can	be	shared	on	how	they	might	be	optimised.		Conversely,	this	review	of	the	

literature	 takes	 a	 balanced	 approach:	 learning	 from	 the	 peer-reviewed	 academic	

literature,	which	even	though	is	not	available	in	large	quantities	and	largely	historical,	

has	asked	broader	questions	on	efficacy,	alongside	learning	from	the	more	practical	and	

applied	health	industry	grey	literature	which	is	becoming	increasingly	abundant.	

	

As	this	research	project	is	focussed	on	a	single	case	study	partnership	operating	within	

the	UK,	this	review	uses	literature	predominantly	written	about	the	UK	health	and	social	

care	system.		Even	without	aligning	the	review	parameters	to	those	of	the	project,	it	is	

worthy	of	note	 that	 the	majority	of	 relevant	 studies	have	been	written	within	 the	UK	

context,	with	a	handful	only	from	the	United	States	of	America	(USA),	Western	Europe,	

Australia	and	New	Zealand	(NZ).			

	

2.4 Policy context and the literature 

The	literature	included	in	this	review	largely	follows	a	timeline	that	charts	the	changing	

UK	health	policy	context	as	determined	by	successive	governments.		The	first	date	worthy	

of	note	was	1997	when	the	formation	of	partnerships	was	a	central	pillar	of	health	policy	

of	the	newly	elected	Labour	government	(Dickinson	&	Glasby,	2010;	Dowling	et	al.,	2004).		

This	change	in	government	saw	the	beginning	of	partnership	working	being	enshrined	in	

UK	health	policy,	and	was	soon	followed	by	the	emergence	of	NHS	Care	Trusts	in	2002	as	
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a	 structurally	 permitted	 form	 of	 organisationally	 integrating	 health	 and	 social	 care	

provision.		Following	several	years	of	working	with	these	structures,	and	perhaps	due	to	

the	low	take-up	of	Care	Trust	formation	(Glasby,	Peck,	&	Davis,	2005),	a	sentinel	point	in	

policy	 development—the	 Conservative	 government-led	 Health	 and	 Social	 Care	 Act	 of	

2012—is	also	charted	in	the	literature	(Mumford	&	Humphries,	2013;	Shand	&	Turner,	

2019).		This	is	evidenced	with	articles	relating	to	the	formation	of	Health	and	Wellbeing	

Boards	as	mandatory	partnership	 committees	between	NHS	Trusts,	Local	Authorities,	

wider	 public	 services	 and	 the	 third	 sector	 (Allen	 et	 al.,	 2013;	Humphries,	 2013),	 and	

further	generalised	articles	relating	to	their	role	in	furthering	health	system	integration	

(Wilderspin	&	Humphries,	2013).		Finally,	the	most	recent	and	emerging	discussion	on	

the	formation	of	ICSs	as	confirmed	in	the	NHS	Long	Term	Plan	(2019)	saw	an	increase	in	

the	publication	of	literature,	predominantly	researched	and	written	by	UK-based	think	

tanks	such	as	The	King’s	Fund	(Hulks,	Walsh,	Powell,	Ham,	&	Alderwick,	2017),	(Ham,	

2018a),	(Ham,	2018b).		ICSs	represent	a	new,	ambitious	and	large-scale	structural	form	

for	partnerships	 for	 the	English	NHS	and	have	been	confirmed	 in	policy	as	 the	 future	

direction	 for	health	and	the	wider	care	sector	to	work	together.	 	The	major	difference	

with	these	 forms	of	partnerships	compared	to	previous	working	arrangements	 is	 that	

ICSs	will	control	the	financial	agenda	for	whole	population	groupings	of	up	to	2.7	million	

people	(NHS,	2019),	whereas	previous	forms	of	partnership	worked	on	a	smaller	scale	or	

had	 little	 or	 no	 direct	 decision	 making	 power	 over	 expenditure.	 	 There	 is	 also	 an	

expectation	that	ICSs	will	“take	ownership	of	serious	challenges	that	previously	would	

have	been	addressed	through	external	intervention”	(Ham,	2018d,	p.2)	suggesting	a	new	

level	of	local	ownership	of	 issues	 faced	by	the	health	and	social	care	system.	 	As	such,	

there	is	high	interest	in	how	ICSs	are	developing	and	what	might	be	needed	to	assist	them	

in	reaching	their	full	potential.			

	

2.5 Partnerships and health care 

Since	 1997,	 UK	 health	 policy	 has	 favoured	 partnerships	 as	 the	major	 solution	 to	 the	

challenges	facing	provision	of	publicly	funded	health	care	(Cook	et	al.,	2007).		This	was	

due	 to	 a	 shift	 away	 from	previously	 prevailing	 thinking	 around	 competition,	 towards	

more	 collaborative	ways	of	working,	where	 collaboration	was	deemed	 to	 be	 the	 only	

credible	approach	to	aligning	organisational	goals	and	tackling	issues	that	were	deemed	
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outside	 of	 the	 capability	 of	 any	 one	 organisation	 to	 solve	 alone	 (McMurray	 &	 Laffin,	

2006).		This	thinking	still	permeates	health	policy	and	for	the	UK	has	developed	from	a	

sense	 that	 collaboration	 through	 partnerships	 is	 desirable,	 to	 collaboration	 through	

partnerships	 being	 a	 necessity	 as	 evidenced	 by	 the	 formation	 of	 ICSs	 as	 the	 new	

structural	form	for	the	English	NHS.	

	

Despite	the	changing	detail	of	UK	policy,	it	is	generally	accepted	that	partnership	working	

has,	 for	 some	 time,	 been	 the	 pervading	 approach	 for	 changing	 how	 health	 and	 care	

services	are	delivered	and	received:	“Attempts	 in	countries	such	as	 the	UK	to	define	a	

new	compact	between	 those	who	plan,	deliver	and	use	and	pay	 for	 care	 in	pursuit	of	

improved	 population	 well-being	 have	 collaboration	 and	 partnership	 at	 their	 core”	

(McMurray	&	Laffin,	2006,	p.238).		Zuckerman,	Kaluzny,	and	Ricketts	(1995)	are	amongst	

the	 earliest	 authors	who	 wrote	 specifically	 about	 the	 opportunity	 for	 a	 new	 form	 of	

partnership	working	for	health	services—the	formation	of	strategic	alliances.		This	idea	

was	 borrowed	 from	 business	 and	 industry,	 where	 strategic	 alliances	 had	 been	

commonplace	to	ensure	profitability	and	the	smooth	exchange	of	value.		Zuckerman	et	al.	

described	the	opportunity	for	health	care:	“to	share	risks	and	costs,	to	share	knowledge	

and	capabilities,	and	to	take	advantage	of	common	interdependencies	to	reach	common	

objectives”	(p.55).			

	

Whilst	 this	 early	 sense	 of	 opportunity	 to	 create	 new	 value	 from	 inter-organisational	

working	 and	 agreement	 remains	 at	 the	 forefront	 of	 thinking	 about	 health	 and	 care	

partnerships,	seeking	what	Zuckerman	et	al.	(1995)	termed	as	‘win-win’	relationships	is	

somewhat	different	to	the	thinking	that	now	pervades	for	health	and	care,	particularly	in	

literature	relating	to	UK-based	partnerships.		Partnerships	currently	being	formed	may	

well	achieve	or	have	the	potential	to	achieve	win-win	outcomes	and	to	share	risks,	costs	

and	knowledge,	however,	current	thinking	denotes	that	partnership	dynamics	are	more	

complex	and	their	leaders	may	be	required	to	accept	trade-offs.		The	literature	identifies	

this	 as	 leaders	 being	 required	 to	 make	 decisions	 in	 the	 best	 interest	 of	 their	 local	

population	 rather	 than	 necessarily	 focussing	 on	 gaining	 an	 advantage	 for	 their	

organisation	 	 (Ham,	 2018c).	 	 When	 engaging	 in	 a	 partnership	 there	 should	 be	 a	

“commitment	to	working	on	this	basis	–	on	the	basis	of	willingness	to	gift	resources	to	
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another	as	part	of	a	balanced	exchange	over	time”	(McMurray	&	Laffin,	2006,	p.238).		This	

is	 supported	 in	 more	 recent	 publications	 relating	 to	 the	 development	 of	 ICSs	where	

success	will	depend	on	organisational	leaders	to	“think	and	act	as	part	of	a	wider	system	

even	when	it	may	not	be	in	their	interests	to	do	so”	(Ham,	p.	2).	

	

2.6 The challenge of studying partnerships 

To	set	 the	 context	 for	 the	 remainder	of	 this	 review,	 it	 is	 important	 to	 reflect	on	some	

considerations	derived	from	the	literature	that	indicate	that	the	study	of	partnerships	in	

health	is	both	challenging	and	complex.	 	Five	concepts	will	be	explored	in	this	section,	

followed	by	a	summation	of	how	they	impact	the	focus	and	scope	of	this	research	project.		

These	concepts	have	been	developed	from	an	overall	assessment	of	 the	 literature	and	

have	enabled	a	thorough	critical	appraisal	of	the	key	areas	for	potential	research.		They	

are:	

• Partnerships	operating	at	different	levels	within	a	complex	system,	

• The	range	of	structural	and	governance	options	in	use,	

• The	involvement	of	multiple	entities	or	organisations,	

• The	challenge	of	defining	partnerships	and	the	interchangeable	use	of	terminology,	

• A	lack	of	clarity	on	what	partnerships	are	meant	to	achieve.	

	

2.6.1 Partnerships operating at different levels within a complex system 

When	considering	transformation	of	health	systems,	and	in	particular,	that	where	greater	

integration	is	considered	a	major	objective	(as	has	been	the	case	for	several	years	for	the	

English	NHS),	Calciolari	and	Ilinca	(2011)	suggested	that	it	be	beneficial	for	integration	

to	 be	 thought	 about	 at	different	 levels.	 	 Furthermore,	 their	 thinking	 provided	greater	

direction	as	to	the	various	forms	that	integration	has	taken—integrated	care	compared	

to	structurally	integrated	teams	as	an	example—and	gave	greater	explicit	meaning	and	

definition	to	the	use	of	this	broad	term.		They	described	integration	at	the	macro-,	meso-	

and	micro-levels:	 the	macro-level	being	mainly	 impacted	by	policy	making	which	was	

setting	 the	 overall	 framework,	 the	 meso-level	 where	 organisations	 developed	 local	

solutions,	and	the	micro-level	where	individuals	or	groups	working	within	organisations	

introduced	 their	 own	 initiatives	 for	 furthering	 integration.	 	 Glasby	 (2003),	whilst	 not	
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utilising	 the	 macro,	 meso	 and	 micro	 terminology,	 described	 a	 similar	 three-level	

concentric	 ring	structure,	 and	 later	described	the	 importance	of	 this	 for	partnerships:	

“any	policy	designed	to	achieve	true	partnership	working	will	need	to	operate	at	all	three	

levels	of	activity	at	the	same	time	if	it	is	to	be	successful”	(Glasby,	Dickinson,	&	Miller,	

2011,	 p.	 5).	 	 Petch	 (2012)	 interpreted	Glasby’s	 levels	 for	partnerships	 as	 follows:	 the	

outermost	circle	for	the	holistic	planning	of	services,	the	middle	circle	for	organisations	

to	offer	better	integrated	services,	and	the	innermost	circle	as	the	individual	level	where	

professionals	could	work	together	on	more	of	an	individual	basis	with	those	receiving	

care.	 	 Clear	 similarities	 can	 be	 seen	 between	 Calciolari	 and	 Ilinca’s	 thinking	 about	

integration	 and	 Glasby’s	 thinking	 on	 how	 integration	 might	 be	 delivered	 through	

partnerships	 in	 this	 layered	 manner.	 	 This	 thinking	 remains	 relevant	 in	 the	 current	

context,	where	the	layered	approach	has	been	adopted	in	current	English	health	policy;	

the	terms	 ‘system’,	 ‘place’	and	 ‘neighbourhood’	now	dominate	the	 literature	regarding	

the	development	of	ICSs	(Ham,	2018d;	NHS	England,	2019)	and	broadly	correspond	to	

thinking	on	the	macro-,	meso-	and	micro-	levels.			

	

In	 relation	 to	 the	 three-layer	 approach,	 Glasby	 (2003)	 argued	 that	 it	 is	 important	 to	

differentiate	the	level	at	which	one	is	exploring	how	partnerships	work.	 	This	is	highly	

relevant	 for	 this	 project,	 not	 solely	 so	 the	 vast	 opportunity	 for	 different	 types	 of	

integration	and	partnerships	working	can	be	understood,	but	because	different	levels	of	

partnerships	 are	 likely	 to	 be	 influenced	 by	 different	 initiatives	which	 in	 turn	may	 be	

successful	 for	different	reasons.	 	For	example,	Calciolari	and	Ilinca	(2011)	argued	that	

integration	 at	 the	 micro-level	 is	 likely	 to	 be	 influenced	 by	 individual	 managerial	

initiatives	whereas	 integration	at	 the	macro-level	 is	more	static	 and	affected	by	plans	

made	at	the	system	or	policy	level.		If	this	thinking	is	further	developed,	it	seems	logical	

to	 suggest	 that	managerial	 initiatives,	 such	 as	 those	which	might	 be	 implemented	 by	

individuals	working	within	organisations,	are	 likely	 to	be	 impacted	or	 influenced	by	a	

different	set	of	success	factors	than	initiatives	at	the	macro-level.			

	

There	are	three	major	connections	to	be	made	between	the	work	of	Calciolari	and	Ilinca	

(2011)	 and	 Glasby	 (2003)	 and	 this	 research	 project.	 	 First,	 it	 is	 important	 that	 this	

research	is	clear	on	which	layer	or	level	partnerships	are	being	explored	and	discussed.		
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Second,	 is	 that	 given	 that	 it	 appears	 the	 emerging	 policy	 and	 guidance	 on	 the	

development	of	ICSs	is	concentrated	the	macro-	(system)	and	meso-	(place)	levels,	this	

would	seem	to	be	the	most	relevant	place	for	this	research	project	to	focus	to	provide	

useful	insight	for	those	involved	in	ICS	development.		Third,	given	the	greater	clarity	on	

roles	and	responsibilities	for	those	working	at	the	‘system’	and	‘place’	levels—in	both	the	

grey	literature	(Charles	et	al.,	2018;	Ham,	2018d),	and	roles	at	those	levels	being	occupied	

by	individual	leaders	within	ICSs—there	is	also	a	greater	quantum	of	data	to	be	gathered	

about	 these	 levels.	 	 For	 these	 reasons,	 the	 focus	 for	 this	 research	 project	 has	 been	

determined	 as	 understanding	 partnership	 working	 at	 the	 macro-	 and	meso-levels	 or	

‘system’	and	‘place’	levels.	

	

2.6.2 The range of structural and governance options in use 

Overlaying	the	concept	of	macro-,	meso-	and	micro-levels	of	partnership	operation	is	the	

second	consideration:	 the	 range	of	 structural	and	governance	options	 for	partnership	

working	 ranging	 from	 the	 informal	 to	 formal,	 and	 from	 the	 locally	 developed	 to	 the	

nationally	mandated.	 	 The	 literature	 presents	a	 range	 of	 views	 on	 the	 impact	 of	 how	

partnerships	are	initiated	and	the	basis	upon	which	they	develop	and	how	that	relates	to	

their	potential	to	succeed.		For	example,	Hutchison	(2015)	argued	that	local	translation	

and	implementation	of	policy	is	critical	for	success.		He	highlighted	the	most	important	

elements	as:	local	leadership	accounting	for	local	politics	and	culture,	local	articulation	

of	vision	to	enable	the	building	of	trust	and	relationships	for	partnering,	and	realistic	and	

locally	determined	timescales.		Furthermore,	he	argued	that	there	was	a	reduced	chance	

of	 negative	 disruption	 when	 partnerships	 were	 initiated	 locally	 compared	 with	 the	

implementation	of	any	national	policy	completed	at	arm’s	length.			

	

This	sense	of	variety	in	how	partnerships	come	about,	and	whether	they	are	mandated	

or	being	developed	in	a	permissive	environment,	was	an	important	point	for	this	research	

project	 to	 investigate;	 this	 research	project	utilises	a	 case	 study	 that	has	been	 largely	

developed	in	a	permissive	environment	as	a	vanguard	for	ICS	development,	but	will	now	

be	expected	to	operate	within	the	policy	based	ICS	framework	alongside	the	remainder	

of	the	English	NHS.		This	should	provide	some	insight	into	both	how	partnerships	can	be	
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developed	 under	 local	 control,	 and	 what	 might	 be	 able	 to	 be	 learned	 from	 this	 and	

transferred	into	a	national	context.		

	

2.6.3 The Involvement of multiple entities or organisations 

The	third	challenge	of	studying	partnerships	evident	on	appraising	the	overall	content	

across	the	literature	is	that	partnerships,	by	their	nature,	involve	more	than	one	entity	

and	 the	 number	 of	 combinations	 of	 types	 of	 entity	 is	 expansive.	 	 For	 example,	

partnerships	can	be	formed	between	health	organisations	which	are	different	in	nature	

and	the	roles	they	perform—they	might	be	commissioners,	providers	or	regulators—or	

partnerships	can	be	 formed	from	a	diverse	range	of	organisations	 from	across	public,	

private	 and	 third	 sectors.	 	 It	 could	 be	 suggested	 that	 the	 nearly	 infinite	 numbers	 of	

combinations	may	destabilise	 the	evidence	base	on	partnerships;	perhaps	evidence	 is	

less	 generalisable	 and	 specific	 only	 to	 local	 circumstances?	 	 It	 would	 appear	 the	

opportunity	to	explore	this	query	and	make	a	meaningful	contribution	to	the	evidence	

base	 can	 most	 usefully	 be	 approached	 through	 identifying	 new	 ideas	 which	 can	 be	

deemed	useful	for	sharing	between	partnerships,	especially	where	ideas	appear	to	have	

a	higher	degree	of	generalisability.		For	example,	the	focus	has,	for	some	time,	been	on	

partnerships	which	involve	closer	work	between	health	and	social	care.		It	would	seem,	

therefore,	 that	 this	might	 be	 a	 sensible	 place	 to	 start	 for	 examining	 partnerships	 and	

factors	impacting	their	progress.			

	

Despite	the	potential	involvement	of	multiple	combinations	of	entities	which	increases	

the	complex	nature	of	partnerships,	it	appears	that	there	is	a	unifying	factor	across	the	

literature	 relating	 to	 partnerships:	 integration	 of	 services	 and	 structures	 remains	

consistently	presented	as	the	major	desirable	outcome.		Glasby	et	al.	(2011)	argued	that	

“people	 do	 not	 live	 their	 lives	 according	 to	 the	 categories	 we	 create	 in	 our	 welfare	

services,	and	any	holistic	response	to	health	needs	will	have	to	link	to	and	be	co-ordinated	

with	the	responses	of	other	agencies	if	it	is	to	be	successful”	(p.1).		They	also	argued	that	

irrespective	 of	 the	way	 services	 are	 administered	 and	 irrespective	 of	 the	 differences	

between	 systems,	 working	 together	 remains	 at	 the	 heart	 of	 partnerships	 seeking	 to	
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improve	care	delivery.		It	is	this	concept	of	working	together	through	partnerships	which	

forms	the	core	of	this		research	project.	

	

2.6.4 The challenge of defining partnerships and the interchangeable use of terminology 

The	 fourth	 area	 of	 challenge	 identified	 in	 the	 literature	 is	 that	 there	 is	 a	 problem	 in	

defining	partnerships;	they	are	often	not	explicitly	described,	and	this	is	coupled	with	the	

use	of	alternate	and	ill-defined	terminology	such	as	‘collaboration’,	‘cooperation’,	or	‘joint	

working’	 (Dowling	 et	 al.,	 2004).	 	 Ling	 described	 this	 as	 “methodological	 anarchy	 and	

definitional	chaos”	(2000	in	Petch,	2012,	p.	78),	and	in	the	opening	notes	to	their	article	

El	 Ansari	 et	 al.	 (2001)	 feel	 it	 necessary	 to	 confess	 this	 issue	 and	 define	 their	 use	 of	

terminology:	“the	terms	collaboration,	partnership,	coalition	and	joint-working	are	used	

inter-changeably.		Although	some	distinctions	are	made	in	the	literature,	in	this	report,	

these	terms	are	used	to	refer	to	the	notion	of	collective	actions	by	individuals	or	their	

organisations	 for	 a	more	 shared	 communal	 benefit	 than	 each	 could	 accomplish	 as	 an	

individual	player”	(p.	215).		This	is	a	contributory	reason	that	in	searching	databases	for	

this	literature	review,	 including	using	a	defined	search	string,	many	 irrelevant	articles	

were	returned.		A	higher	rate	of	relevant	articles	were	detected	later	in	the	search	process	

once	a	clearer	understanding	of	the	terminology	in	use	had	been	developed.			

	

It	is	evident	across	the	literature	that	terms	for	describing	partnerships	are	unclear	or	

described	 interchangeably,	 including	inconsistency	on	whether	 it	 is	 the	process	or	 the	

outcomes	that	are	being	described.		Furthermore,	there	is	a	high	degree	of	variability	in	

the	 descriptions	 of	 described	 outcomes,	 with	 the	 use	 of	 umbrella	 terms	 such	 as	

‘transformation’,	 ‘integration’	 or	 ‘sustainability’.	 	 Petch	 (2012)	 attempted	 to	 provide	

greater	 clarity	 around	 the	 use	 of	 the	 term	 ‘integration’	 by	 exploring	 the	 different	

descriptions;	she	identified	the	difference	between	integrated	organisations,	integrated	

working	and	integrated	care,	and	also	defined	integration	as	both	horizontal—between	

organisations—or	vertical—within	organisational	layers.		This	attempt	to	further	define	

such	a	heavily	used	term,	supported	the	earlier	discussed	work	of	both	Glasby	(2003)	and	

Calciolari	 and	 Ilinca	 (2011)	 regarding	 the	 need	 they	 identified	 for	 understanding	 the	

different	levels	at	which	partnerships	can	operate	in	relation	to	furthering	integration.	
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In	 attempting	 to	 provide	 clarity	 around	 partnership	 processes	 and	 outcome,	 Petch	

argued:	“with	reference	to	health	and	social	care	in	particular,	one	strategy	has	been	to	

consider	partnership	working	as	the	process	and	integration	as	the	potential	outcome”	

(2012,	p.78).	 	Petrich,	Ramamurthy,	Hendrie,	and	Robinson	(2013)	took	this	argument	

further	in	highlighting	the	possibility	of	partnerships	in	delivering	a	secondary	outcome	

beyond	that	of	integration—system	sustainability—"Increasingly,	health	policy	makers	

are	 looking	 towards	 the	 strengthening	 of	 health	 system	 integration	 as	 a	 means	 of	

responding	to	issues	of	cost	and	demand.		Underlying	the	push	for	integration	is	the	belief	

that	the	bringing	together	of	inputs,	delivery,	management	and	organisation	of	services	

will	improve	access,	efficiency,	quality	and	user	satisfaction”	(p.346)	.		For	the	purposes	

of	this	research	project,	partnerships	will	be	thought	of	as	the	mechanisms	through	which	

inputs,	delivery,	management	and	organisation	are	brought	 together	to	work	together	

with	the	primary	outcome	as	furthering	integration.	

	

2.6.5 A lack of clarity on what partnerships are meant to achieve 

The	fifth	and	final	consideration	is	that	not	all	partnerships	have	clarity	on	why	they	exist,	

what	 they	 are	meant	 to	 be	 achieving,	 or	 a	 consistent	 view	on	 the	 concept	 of	 success	

(Dowling	et	al.,	2004).		In	examining	the	loose	definition	of	partnerships,	there	is	some	

thought	 that	 suggests	 that	 this	 might	 be	 a	 positive	 factor	 in	 relation	 to	 partnership	

formation	 and	 development:	 “The	 absence	 of	 a	 single,	 standard	 blueprint	 for	

partnerships	may	therefore	be	advantageous,	so	that	collaborative	activities	can	reflect	

local	 circumstances,	needs	and	agreed	 joint	objectives,	 and	 remain	appropriate	 to	 the	

expertise	 and	 levels	 of	 trust	 of	 local	 partners”	 (Glendinning,	 2002).	 	 However,	 when	

considering	 a	 lack	 of	 clarity	 on	 what	 partnerships	 are	 meant	 to	 be	 achieving,	 the	

literature	 is	 consistent—there	 should	 be	 absolute	 clarity	 where	 currently	 there	 is	

confusion	and	ambiguity.		Dickinson	et	al.	(2009)	stated	that	this	was	not	just	the	case	for	

the	 partnerships	 themselves,	 but	 also	 applied	 to	 those	 who	 were	 defining	 the	

requirement	for	partnerships:	“central	government	has	not	been	very	specific	about	what	

partnerships	should	achieve,	other	 than	 that	 they	are	a	 ‘good	 thing’	 that	will	 improve	

service	 user	 outcomes	 in	 some	way”	 (p.43).	 	 Compounding	 this	 overall	 vagueness,	 it	

appears	that	several	articles	in	the	literature	tend	to	focus	on	one	area	for	success,	rather	
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than	 linking	 ideas	or	addressing	 the	multiplicity	of	 issues	 that	might	exist	 in	an	area.		

Examples	 of	 the	 type	 of	 aims	 or	 outcomes	 as	 described	 above	 are:	 addressing	 the	

increasing	prevalence	of	chronic	conditions	particularly	in	groups	such	as	the	frail	elderly	

and	 people	 with	 complex	 needs	 (Glasby	 et	 al.,	 2011);	 achieving	 integration	 where	

integration	is	then	described	in	different	ways	(McMurray	&	Laffin,	2006;	Wilding,	2010);	

furthering	a	population	health	management	approach	at	place-level	(Ham	&	Alderwick,	

2015);	better	outcomes	for	people	using	services	(Petch	et	al.,	2013);	and	future	health	

system	sustainability	(Petrich	et	al.,	2013).		Dickinson	et	al.	argue	this	makes	partnerships	

even	more	 challenging	 to	 evaluate;	with	 no	 firm	objectives,	 how	 can	 partnerships	 be	

robustly	tested?		This	is	an	issue	of	relevance	for	this	research	project,	mainly	relating	to	

the	value	that	partnerships	may	be	capable	of	realising.		Whilst	the	scope	of	this	research	

is	not	 to	evaluate	the	effectiveness	of	a	particular	partnership	 in	achieving	 its	aims	or	

outcomes,	 it	 will	 be	 an	 important	 consideration	 for	 further	 discussion	 in	 drawing	

conclusions	around	the	overall	value	proposition	of	partnerships.	

	

2.6.6 Summarising the challenges 

The	 above	 five	 considerations	 on	 conceptualising	 partnerships	 suggests	 the	 study	 of	

partnerships	to	be	messy	but	potentially	exciting.		There	appear	to	be	very	few	known	

rules	or	well-trodden	paths	for	researchers,	thus	providing	the	opportunity	to	carve	out	

a	project	which	is	likely	to	progress	overall	understanding,	answering	some,	but	not	all,	

of	 the	 questions	 that	 exist.	 	 In	 reflecting	 on	 the	 literature,	 it	 appears	 there	 are	 two	

underlying	 concepts	 which	 are	 uninterrupted	 by	 the	 complexity	 and	 lack	 of	 clarity	

around	 partnerships.	 	 These	 are	 the	 concepts	 of	 partnership	 value	 and	 partnership	

effectivity,	and	the	relationship	between	the	two	in	understanding	whether	partnerships	

really	are	the	optimal	approach	for	health	services	development,	planning	and	delivery.		

These	two	concepts—value	and	effectivity—will	be	explored	for	 the	remainder	of	 this	

research	in	the	context	of	ICS	development	in	England.		Specifically,	qualitative	methods	

will	be	used	to	collect	data	from	interviewees	within	a	case	study	of	the	GMHSCP	at	the	

macro-level	and	associated	Local	Care	Organisations	(LCOs)	at	the	meso-level.	
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2.7 Major areas for consideration when studying partnerships 

There	is	general	agreement	in	the	literature	that	the	study	of	health	and	care	partnerships	

presents	an	opportunity	for	knowledge	growth	(Antunes	&	Moreira,	2013;	Cameron	&	

Lart,	2012;	Charles	et	al.,	2018;	Cook	et	al.,	2007;	Dickinson	&	Glasby,	2010;	Dowling	et	

al.,	2004).		This	is	for	a	number	of	reasons	which	can	be	summarised	as:			

• The	 complex	 nature	 of	 partnerships	 providing	 an	 abundance	 of	 concepts	 for	

exploration,	

• The	context	and	environment	within	which	partnerships	are	developed,	

• Limited	evidence	on	the	process	of	partnership	working,	

• A	lack	of	evidence	on	whether	partnerships	achieve	their	outcomes,	

• A	lack	of	clarity	as	to	the	definition	of	the	value	of	partnerships	and	whether	they	are	

indeed	better	than	alternative	ways	and	forms	of	working,	

• Some	evidence	that	partnerships	might	at	worst	be	having	a	negative	effect.	

Each	of	these	areas	will	now	be	explored	and	evidenced	in	turn,	and	consideration	given	

to	the	relevance	of	each	of	these	areas	for	this	research	project.	

	

2.7.1 The complex nature of partnerships 

There	is	a	lack	of	evidence	relating	to	how	effective	partnership	working	is	for	improving	

health	and	care	 (Cook	et	 al.,	 2007;	Dickinson	&	Glasby,	2010;	Petch,	2012;	Rummery,	

2009).	 	 Cook	 et	 al.	 (2007)	 argued	 this	 is	 due	 to	 a	 number	 of	 factors	 all	 linked	 to	

complexity:	the	complexity	of	partnership	working,	the	evolution	and	changing	nature	of	

partnerships,	 and	 the	 challenge	 of	 categorising	 structural	 options	 for	 partnerships.		

Similarly,	Petch	described	the	complexity	in	various	ways:	“short	term	versus	long	term;	

the	 challenge	of	 capturing	 an	 evolving	process;	 the	 uncertainties	 of	 attribution	 in	 the	

complex	mix	of	factors	that	contributes	to	partnership	working”	(p.81).		The	conclusion	

that	 this	 is	 a	 challenging	 research	 area	was	 taken	 to	 further	 extremes	 by	 Powell	 and	

Dowling	 (2006)	 who	 argued	 that	 due	 to	 complexity	 it	 was	 highly	 unlikely	 that	 a	

theoretical	 framework	 for	 assessing	 partnerships	 would	 ever	 be	 developed.	 	 If	 this	

assertion	is	correct,	there	are	major	implications	for	the	opportunity	to	understand	the	

value	and	effectivity	of	partnerships	which	continue	to	be	a	prevailing	health	policy	pillar.		

Indeed,	this	research	proposes	to	provide	insight	into	whether	partnerships	are	better	
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than	 conventional	 organisational	 leadership	 methods	 and	 structures	 (value),	 and	 to	

improve	 understanding	 of	 the	 link	 between	 the	 opportunity	 for	 added-value	 and	 the	

optimisation	of	the	partnership	working	process	(effectivity).			

	

Calciolari	and	Ilinca	(2011)	offered	a	more	balanced	view	on	the	opportunity	to	generate	

value	 from	 partnerships	 despite	 the	 challenge	 of	 complexity,	 which	 supports	 the	

direction	 being	 proposed	 for	 this	 research	 project.	 	 Similarly	 to	 viewing	 a	 lack	 of	

definition	 on	ways	 of	working	 as	 the	 necessary	 flexibility	 to	 enable	 appropriate	 local	

partnership	 development	 (Glendinning,	 2002),	 Calciolari	 and	 Ilinca	 concluded	 that	

technically	perfect	solutions	for	transforming	health	care	through	partnerships	may	not	

really	 exist:	 “Positive	 outcomes	 depend	 on	 the	 correct	 matching	 between	 operating	

means	and	the	contextual,	cultural	and	organisational	factors	present	in	each	setting.		In	

essence,	 this	 complexity	 allows	 for	 tackling	 the	 specific	 issues	 arising	 from	 different	

situations”	 (p.	 12).	 	 This	 is	 an	 important	 consideration	 for	 this	 project’s	 research	

questions,	and	points	to	a	significance	for	understanding	effectivity	and	value	through	a	

lens	of	partnerships	needing	to	be	dynamic,	responsive	and	adaptable	vehicles	if	they	are	

to	 achieve	 their	 desired	 outcome.	 	 Furthermore,	 it	 points	 to	 the	 opportunity	 to	

understand	how	partnerships	have	adapted	to	local	conditions	and	the	settings	within	

which	 they	 operate,	 and	what	 characteristics	might	 need	 to	 be	 present	 in	 their	 local	

leaders	for	this	to	occur.	

	

2.7.2 The context and environment within which partnerships are developed 

Whilst	 partnerships	 in	 the	 UK	 have	 largely	 been	 developed	 in	 a	 permissive	 policy	

environment,	 there	 are	 growing	 signs	 that	 the	 rules	 around	 their	 formation	 will	 be	

clarified:	 “We	 can	 expect	 a	 tightening	 up	 of	 the	 definitions	 and	 requirements	 about	

integrated	care	models	and	structures.		The	aspects	of	planning,	funding	and	managing	

that	should	be	carried	out	at	the	level	of	‘integrated	care	system’…will	be	defined”	(West,	

2018,	p.	8).	 	Dowling	et	 al.	 (2004)	had,	 some	years	earlier,	provided	some	cautionary	

notes	to	this,	describing	the	risk	of	forcing	partnership	formation	as	dogmatic	rather	than	

pragmatic.		Reflecting	on	experience	of	the	formation	of	a	mandatory	partnership	Allen	

et	 al.	 (2013)	argued	 that	ensuring	 success	 in	 these	 circumstances	 comes	down	 to	 the	
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capability	of	local	leaders	to	ensure	effective	localisation	of	the	ways	partnerships	carry	

out	their	business;	leaders	should	“develop	a	vision	grounded	in	the	local	community,	to	

shift	away	from	national	targets,	and	from	outputs	to	local	outcomes”	(Kingsnorth,	2013,	

p.72).	 	 Of	 relevance	 for	 this	 research	 project	 is	 the	 sense	 that	 taking	 a	 place-based	

approach	and	working	at	a	local	level	is	an	important	factor	in	the	potential	for	successful	

partnership	 development	 and	 achievement	 of	 meaningful	 outcome.	 	 This	 view	 is	

supported	by	Rummery	(2009)	who	found	that	partnerships	formed	out	of	bottom-up	

initiatives,	 with	 a	 sense	 of	 freedom	 to	 develop	 their	 processes	 in-line	 with	 local	

conditions,	delivered	better	outcomes	for	service	users.	

 

2.7.3 The process of partnership working 

Despite	their	literature	review	being	conducted	in	2004,	there	has	been	little	advance	on	

the	 argument	 that	 Dowling	 et	 al.	 (2004)	 convincingly	 outline—most	 of	 the	 literature	

about	 partnerships	 focusses	 on	 the	 process	 of	 partnership	 working	 rather	 than	

attempting	to	better	understand	the	specific	value	they	may	add	to	outcome	realisation.		

Perhaps	the	most	relevant	content	can	be	found	in	the	most	recent	studies	by	Charles	et	

al.	 (2018)	 and	Ham	 (2018b)	 and	 as	part	of	 The	King’s	Fund’s	ongoing	 interest	 in	 ICS	

partnership	 development.	 	 The	 content	 here	 is	 deemed	 most	 relevant	 because	 it	 is	

studying	the	action	of	partnerships	within	the	current	UK	health	policy	context;	 it	 is	a	

write-up	of	applied	and	contemporaneous	experience	and	knowledge	emerging	from	the	

pilot	ICSs.	

	

Dowling	et	al.	(2004)	argued	a	focus	on	the	partnership	working	process	is	likely	due	to	

three	reasons.		The	first	being	that	partnerships	“may	be	seen	as	ends	in	themselves.		In	

other	words,	healthy	partnerships	may	produce	socially	desirable	benefits	(e.g.	for	the	

partner	organisations	involved),	even	if	they	do	not	result	in	better	outcomes”	(Dowling	

et	al.,	p.	311).		This	view	is	supported	by	Wilderspin	and	Humphries	(2013)	who	argued	

that	Health	and	Care	Boards,	a	pre-ICS	statutory	partnership	form	across	England’s	NHS	

and	local	government	authorities,	had	a	twin	role—delivering	change	and	transforming	

local	 relationships.	 	 In	 that	 sense,	 relationship	 transformation	 is	 described	 in	 the	

literature	as	a	desirable	benefit	which	can	be	realised	from	partnership	working.	 	In	a	
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recent	Kings	Fund	report,	transformed	relationships	were	advocated	as	the	single	biggest	

enabler	to	system	transformation	(Charles	et	al.,	2018)	and	it	was	additionally	implied	

they	were	indeed	a	benefit	of	partnerships.		The	presence	of	such	views	are	contrary	to	

other	authors	who	argued	 that	any	partnership	benefit	 is	best	 articulated	 in	 terms	of	

delivery	of	outcomes	given	that	the	delivery	of	change	is	the	reason	partnerships	exist	

(Klein	 et	 al.	 1998,	 Hardy	 et	 al	 1992	 in	 Dowling	 et	 al.,	 2004).	 	 This	 may	 present	 an	

interesting	argument	around	the	value	of	partnerships—is	this	solely	around	outcome	

delivery	or	could	a	broader	set	of	benefits,	including,	relationship	transformation	form	

part	of	the	value	proposition?		The	idea	of	better	understanding	the	value	of	partnerships	

seems	to	be	integral	to	advancing	knowledge	on	this	topic,	and,	as	previously	stated	will	

form	a	significant	area	of	research	for	this	project.			

	

The	second	reason	presented	for	a	focus	on	process	is	because	measuring	the	outcomes	

being	realised	by	partnerships	is	challenging.		This	is	due	to	the	often	lengthy	time	it	takes	

for	outcomes	to	change	and	the	challenge	of	attributing	partnership	efforts	directly	to	a	

change	 in	 outcomes	 (Dickinson	 &	 Glasby,	 2010;	 Dowling	 et	 al.,	 2004).	 	 In	 these	

circumstances	 it	 seems	 measuring	 effectivity	 of	 process	 might	 be	 a	 good	 proxy	 for	

outcomes.			

	

The	third	and	final	reason	presented	is	that	partnership	working	is	difficult	and	therefore	

a	topic	of	interest	for	research	(Edwards,	2007).		It	is	perhaps	arguable	that	attributing	

outcomes	to	partnerships	is	more	difficult,	and	therefore,	perhaps	studying	the	process	

of	partnership	working	is	interesting	but	not	as	difficult	as	the	alternative.	

	

2.7.4 Relating the process of partnership working to outcomes 

Little	 is	known	about	which	partnership	strategies	or	enabling	 factors	are	effective	 in	

delivering	a	meaningful	outcome,	and	this	is	largely	agreed	upon	when	scanning	across	

the	literature.	 	Dickinson	and	Glasby	(2010)	described	the	risk	associated	with	this	as:	

“turning	 partnership	 working	 into	 an	 end	 in	 itself,	 such	 that	 having	 a	 partnership	

becomes	the	main	aim	rather	than	to	achieve	specific	outcomes”	(p.	819).		Aside	from	the	

challenge	of	attributing	outcomes	to	partnership	processes,	as	described	above,	Barnes,	
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Matka,	and	Sullivan	(2003)	identified	three	factors	affecting	the	ability	of	researchers	to	

evaluate	health	and	social	care	partnerships	in	achieving	their	outcomes.	 	Summarised	

by	 Cook	 et	 al.	 (2007),	 they	 included:	 “the	 complexity	 of	 partnership	 working	

arrangements	on	 the	ground,	 the	 fact	 that	partnerships	evolve	and	change	during	 the	

lifespan	of	the	project,	and	the	problems	in	categorising	and	defining	structures	within	

partnerships”	(p.	7).		Furthermore,		Antunes	and	Moreira	(2013)	reviewed	24	studies	of	

health	 system	 approaches	 to	 developing	 integrated	 care	 in	 Europe.	 	 There	were	 two	

major	findings.		First,	the	majority	of	challenges	facing	health	care	across	Europe	were	

similar;	 issues	 such	 as	 ageing	 population,	 increased	 levels	 of	 complexity	 in	 chronic	

disease,	lack	of	cooperation	between	providers,	and	fragmentation	of	the	system	were	

common.		Second,	they	concluded	that	whilst	the	challenges	were	similar,	there	remained	

a	gap	in	truly	understanding	the	effectiveness	of	most	of	the	partnership	strategies	being	

implemented	in	effecting	any	beneficial	change.		This	conclusion	is	largely	agreed	upon	

(Cameron	&	Lart,	2012;	Dickinson	&	Glasby;	Dowling	et	al.,	2004).	

	

2.7.5 The definition of value for partnerships 

With	 very	 little	 understood	 about	 the	 effectiveness	 of	 partnerships	 in	 achieving	 their	

outcomes,	even	less	clarity	exists	about	the	value	that	might	be	added	by	partnerships	or	

why	they	might	be	better	than	other	ways	of	working:	“there	has	been	little	attempt	to	

consider	the	benefits	and	costs	of	partnership.		Even	if	benefits	can	be	attributed	to	the	

partnership	in	a	cause-and-effect	fashion,	these	benefits	may	be	outweighed	by	the	extra	

costs,	contributing	to	negative	synergy	or	value-subtracted”	(Dowling	et	al.,	2004,	p.312).		

Additionally,	there	is	little	comparative	commentary	regarding	how	value	might	present	

itself,	whether	the	value	makes	partnerships	better	 than	alternatives,	 the	definition	of	

better,	 or	 indeed	 whether	 there	 are	 any	 alternative	 ways	 of	 working	 that	 might	 be	

palatable	for	policy	makers	and	managers	alike.		Hudson,	Hardy,	Henwood,	and	Wistow	

(1997)	 stated	 that	 little	 consideration	 was	 given	 to	 the	 effort	 put	 into	 maintaining	

relationships	as	an	opportunity	cost	(that	that	energy	could	have	been	used	on	something	

else)	 and	 Powell	 and	 Glendinning	 (2002)	 argued	 that	 there	 was	 consistent	 study	 of	

collaborative	advantage	without	looking	at	the	potential	disadvantage.		Building	on	the	

previously	discussed	concepts	of	value	and	effectivity,	this	further	gap	in	the	literature	

around	value	for	partnerships	supports	the	intended	direction	of	this	research	project—
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an	exploration	of	whether	partnerships	are	better	and	what,	if	any,	viable	alternatives	

might	exist.	

	

2.7.6 Might partnerships be causing harm? 

Before	 further	 exploring	 the	 potentially	 negative	 impacts	 of	 partnerships,	 it	 is	worth	

considering	why,	fundamentally,	partnerships	as	a	function	(and	in	theory)	have	not	been	

robustly	critically	appraised.		Glendinning	(2002)	stated:	“the	term	is	implicitly	infused	

with	overtones	of	moral	value	and	superiority”	(p.	117).	 	Dickinson	and	Glasby	(2010)	

supported	this	view	stating	that	even	the	use	of	the	word	‘partnership’	implies	something	

which	must	be	inherently	good:	“the	term	has	such	a	‘feel-good	factor’	that	it	is	hard	to	

disagree	with”	(p.	820).				These	views,	coupled	with	the	fact	that	partnerships	have	been	

increasingly	centrally	mandated	and	are	complex	and	ambiguous	to	evaluate,	perhaps	go	

some	way	to	explain	why	the	majority	of	 the	 literature	appears	to	accept	partnership	

form	as	a	viable,	positive	and	progressive	way	of	working.			

	

There	were	few	examples	in	the	literature	that	spoke	out	for	the	alternative;	only	four	

examples	were	provided	that	described	how	partnerships	might,	at	their	worst,	be	doing	

more	harm	than	good.		First,	was	the	above	described	warning	from	Dowling	et	al.	(2004)	

around	 the	 cost	 of	 partnerships	 when	 compared	 to	 their	 delivery	 of	 outcomes—a	

question	of	return	on	investment	hangs	over	the	function	of	partnerships.		Second,	was	

that	partnerships	might	be	weakening	accountability	for	performance	due	to	their	lack	of		

delivery	and	unclear	value	for	money	(Dickinson	&	Glasby,	2010).		Third,	was	the	risk	of	

partnerships	 consistently	 overpromising	 and	 the	 under-delivering	 in	 a	 complex	

environment	might	 turn	 people	 away	 from	 the	 overall	 concept	 that	 problems	 can	 be	

better	solved	when	working	together:	“the	partnership	is	always	likely	to	be	perceived	as	

under-achieving	and	could	therefore	increase	staff	disillusionment	with	the	concept	of	

partnership	working	more	generally.”	(Dickinson	&	Glasby,	p.	821).		Fourth	and	finally,	

was	the	notion	that	 leaders,	especially	when	under	pressure,	would	more	 likely	make	

decisions	 that	 would	 favour	 their	 organisations,	 sometimes	 at	 the	 expense	 of	 other	

organisations	and	not	necessarily	aligned	with	population	need:	“When	budgets	are	tight,	

the	temptation	is	to	retreat	back	into	organisational	and	professional	boundaries,	to	focus	



 35 

only	on	core	business,	and	to	pass	off	as	many	costs	as	possible	to	the	other	‘partner’”	

(Miller,	Glasby,	Cox,	&	Trimble,	2010,	p.	42).	

	

These	issues	for	partnerships,	which	may	not	be	insurmountable,	would	seem	relevant	

avenues	 of	 exploration	 for	 this	 research	 project.	 	 It	 would	 seem	 that	 studying	 the	

challenges	or	threats	to	partnerships,	alongside	the	value	and	effectivity	would	provide	

an	overall	better	balanced	study.		These	topic	areas	are,	therefore,	likely	to	form	a	line	of	

enquiry	 during	 the	 data	 collection	 phase,	 and	 form	 a	 part	 of	 the	 discussion	 and	

conclusions	to	ensure	the	overall	research	question	is	answered	in	full.	

	

2.8 Theories in the literature 

There	 were	 only	 two	 articles	 found	 that	 explicitly	 linked	 established	 business	 or	

managerial	 theory	 to	 that	of	partnership	effectivity	or	efficacy.	 	Examples	 found	used	

systems	theory,	complex	leader	theory	and	complex	adaptive	organisational	theory	from	

complexity	theory.		The	below	describes	the	references	to	these	theories	in	more	detail.		

It	is	worthy	of	note	that	the	theories	discussed	have	a	degree	of	commonality—they	all	

focus	 on	 the	 connections	 between	 either	 the	 component	 parts	 or	 the	 individuals	

operating	within	a	system,	rather	than	on	any	one	aspect	or	 feature	of	a	system	to	be	

studied.	

	

2.8.1 Entropy from systems theory 

Petrich,	Ramamurthy,	Hendrie,	and	Robinson	(2013)	described	how	the	application	of	

the	entropy	component	of	systems	theory	is	a	relevant	consideration	for	health	and	care	

partnerships,	 making	 two	 clear	 points.	 	 First,	 that	 energy	 is	 lost	 due	 to	 fragmented	

systems,	and	second,	 that	 the	 formation	and	maintenance	of	partnerships	 leads	to	 the	

potential	 for	both	energy	 loss	and	gain.	 	They	argued	that	systems	start	 to	weary	and	

descend	into	disorder	from	energy	which	is	lost	when	there	are	gaps	or	boundaries	to	

traverse.		These	energy	losing	gaps	are	usually	caused	by	fragmentation	which	has	either	

been	 deliberately	 designed	 into	 a	 system,	 or	 is	 intrinsic	 in	 a	 system’s	 circumstances.		

There	 are	 definite	 similarities	 between	 the	 types	 of	 fragmentation	 that	 Petrich	 et	 al.	
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(2013)	describe	 in	 their	Australian-based	study	to	that	of	 the	UK;	physical	population	

spread,	 fragmented	 governance	 and	 payment	 systems,	 and	 divided	 ideology	 could	

arguably	be	found	in	both	health	systems.			

	

Petrich,	Ramamurthy,	Hendrie,	and	Robinson	(2013)	also	argued	that	there	were	further	

energy	trades	associated	with	partnerships—there	is	the	potential	to	both	lose	energy	in	

the	formation	of	new	partnerships	and	the	efforts	required	to	bridge	fragmentation,	and	

also	the	opportunity	to	gain	positive	energy	through	counteraction	from	outside	of	the	

system	in	question,	for	example,	supportive	decision	making	from	regulators	or	policy	

makers.	 	 The	 relevance	 of	 this	 theory	 is	 twofold.	 	 First,	 it	 seems	 to	 point	 to	 specific	

considerations	 arising	 from	 the	 consideration	 of	 energy	 expenditure	 and	 flow	 when	

setting	up	and	maintaining	a	partnership	for	success.		This	might	manifest	itself	where	

leaders	are	considering	the	design	and	quantum	of	partnership	exchanges	or	interfaces.		

Second,	 it	 would	 seem	 that	 reducing	 complexity	 and	 ensuring	 the	 supportive	 role	 of	

policy	makers	and	regulators	has	the	potential	to	ensure	that	partnerships	do	not	tire,	

become	disorderly	or	collapse	due	to	energy	loss.		This	theory	is	likely	to	be	useful	for	

this	research	project	given	the	fact	that	recent	literature	already	identifies	that	the	role	

of	the	regulators	and	the	current	accountability	framework	is	not	assisting	partnerships	

to	 form,	 function	 well	 or	 sustain	 effort;	 the	 regulatory	 framework	 is	 outdated	 and	

focussed	on	organisational	performance	rather	than	system	performance	(Charles	et	al.,	

2018).		Furthermore,	the	development	of	partnerships	is	acknowledged	by	Ham	(2018b)	

as	requiring	dedicated	thought	and	focus	where	working	is	occurring	across	fragmented	

systems,	suggesting	a	type	of	energy	and	focus	which	is	“time	consuming	and	cannot	be	

rushed”	(p.	2).	

	

2.8.2 Complex leader theory and complex adaptive organisational theory 

The	 second	 area	 of	 theory	 found	 to	 be	 relevant	 is	 presented	 by	 Ford	 (2009)	 who	

suggested	that	whilst	there	is	general	scholarly	agreement	that	many	health	systems	are	

classified	as	complex	adaptive	organisations,	there	is	less	understood	about	how	complex	

leader	theory	can	be	applied	to	ensure	sufficient	leadership	for	the	emerging	partnership	

function	and	the	organisations	that	comprise	the	partnership.		He	argued	that	health	care	
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organisations	of	 the	past,	 termed	bureaucratic	and	post-bureaucratic,	aimed	to	ensure	

maintenance	of	a	state	of	equilibrium	and	stability;	hierarchical	management,	rules	and	

more	 recently	 the	 development	 of	 organisational	 cultural	 norms	 ensured	 workers	

conformed	with	 requirements	 thus	 keeping	 organisational	 turbulence	 to	 a	minimum.		

However,	 with	 a	 significant	 change	 in	 the	 structural	 options	 within	 the	 health	

landscape—the	emergence	of	new	partnerships	as	complex	adaptive	entities—leaders		

are	now	expected	to	embrace	and	absorb	such	turbulence,	using	it	for	creative	good.		Ford	

went	on	to	argue	that	if	new	partnerships	are	consistently	being	formed,	all	classified	as	

complex	adaptive,	then	it	follows	that	there	should	be	questions	raised	about	whether	

the	 leadership	skills	and	competencies	previously	required	 for	bureaucratic	and	post-

bureaucratic	 organisations	 are	 now	 sufficient.	 	 Whilst	 the	 specific	 leadership	

requirements	for	partnerships	will	be	explored	in	a	later	section	of	this	chapter	(section	

2.9.5),	the	application	and	relevance	of	complexity	theory	both	organisationally	and	for	

leadership	style	 is	strong.	 	Similarly	 to	Petrich	et	 al.	 (2013)	and	their	commentary	on	

energy	 transfer,	 Ford	 was	 describing	 a	 new	 and	 somewhat	 unknown	 requirement,	

something	 which	 is	 harder	 to	 quantify	 and	 unseen	 yet	 has	 the	 ability	 to	 impact	

significantly	 on	whether	 partnerships	 achieve	 their	 goals.	 	 It	 seems	 partnerships	 are	

characterised	by	their	emergent	and	unwieldy	form,	where	there	is	a	sense	of	dynamism	

which	 has	 not	 been	 accounted	 for	 before	 when	 studying	 regular	 and	 more	 stable	

organisational	form	and	function.	

	

2.9 Success factors 

Up	until	 this	point,	 this	 chapter	has	 focussed	on	providing	a	general	overview	on	 the	

background	 and	 context	 for	 the	 study	 of	 partnerships,	 including	 commenting	 on	 the	

impact	the	literature	has	had	on	the	overall	research	project	design.	 	However,	woven	

throughout	 the	 literature	 was	 content	 relating	 more	 specifically	 to	 what	 might	 be	

impacting	or	affecting	partnership	process	success.		This	literature	will	now	be	explored	

more	fully,	and	presented	thematically.	

	

Several	 articles	 alluded	 to	 a	 series	 of	 factors,	 characteristics	 or	 attributes	 that	 were	

deemed	 important	 for	 successful	 partnership	 working	 (Charles,	 2017;	 Charles	 et	 al.,	
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2018;	 Ham,	 2018b;	 Kizer	 &	Moore,	 2015).	 	Whilst	 this	 literature	 presents	 seemingly	

sensible	check-lists	of	factors	for	consideration,	the	presence	of	a	high-level	set	of	factors	

is	not	enough	to	inform	how	to	optimise	partnership	working,	which	in	itself	is	deemed	

complex.	 	 Charles	 et	 al.	 perhaps	 provided	 the	 most	 comprehensive	 commentary	 on	

factors,	having	based	their	 literature	on	the	practical	 findings	 from	a	year	of	 the	 first-

wave	of	ICSs	being	in	pilot	operation.		From	this	work	it	would	appear	that	certain	factors	

are	 appearing	 more	 convincingly	 as	 necessary—system-focussed	 leadership	 and	

partnerships	 based	 around	 meaningful	 local	 footprints	 for	 example—however,	 such	

factors	have	been	considered	relatively	briefly	and	mainly	generically.		A	further	review	

of	both	the	grey	and	the	academic	literature	suggests	a	more	sophisticated	and	deeper	

understanding	of	what	 is	 impacting	upon	partnership	working	 is	possible,	 including	a	

deeper	dive	into	the	success	factors	which	appear	to	be	most	consistently	suggested.		

	

2.9.1 Operating principles and processes 

In	 studying	 the	 functional	 status	 of	 Health	 and	 Care	 Boards—which	 as	 previously	

mentioned	 were	 the	 predominant	 partnership	 structure	 preceding	 ICSs—across	 the	

English	NHS,	Wilderspin	and	Humphries	(2013)	identified	that	Boards	needed	to	ensure	

they	had	strong	operating	procedures	and	principles	in	place.		They	identified	the	specific	

example	 of	 efficient	 meeting	 protocols	 that	 “encouraged	 debate	 and	 constructive	

challenge”	(p.	16).		Accompanying	these	clear	and	robust	operating	processes,	Cameron	

and	 Lart	 (2003)	 argued	 for:	 “The	 importance	 of	 clearly	 identified	 roles	 and	

responsibilities	 should	 never	 be	 under-estimated.	 	 Having	 clearly	 defined	 roles	 helps	

ensure	that	all	parties	know	what	is	expected	of	them	and	what	they	can	expect	of	their	

partners”	 (p.	11).	 	Glasby	et	 al.	 (2011)	 further	built	on	 this	 argument	 suggesting	 that	

constituent	 organisations	 to	 a	 partnership	must	make	 it	 clear	 how	partnership-based	

roles	will	be	fulfilled.		Dickinson	and	Glasby	(2010)	described	the	importance	of	this	by	

arguing	that	a	common	error	they	had	observed	amongst	partnership	leaders	was	to	stop	

paying	attention	to	some	of	the	detail	and	transactional	processes,	which	was	leading	to	

basic	 issues	which	 had	 the	 ability	 to	 undermine	 the	 building	 of	 affable	 relationships	

across	the	partnership.		
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2.9.2 Governance—financial decision making 

Overall,	the	literature	agreed	that	governance	arrangements	for	partnerships	should	be	

designed	 to	 support	system	working	 (Ham,	2018b).	 	There	were	several	 authors	who	

commented	 that	 there	 was	 added	 complexity	 to	 financial	 decision	 making	 within	 a	

partnership.	 	 As	 a	 practical	 means	 of	 addressing	 this,	 (Addicott,	 2014)	 suggested	 a	

requirement	for:	“establishing	structures	and	terms	of	reference	for	decision-making	and	

risk	management	so	that	the	interests	of	all	partners	are	protected”	(p.	5).		Furthermore,	

Glendinning	(2002)	suggested	this	should	be	paid	due	attention	because	of	 the	risk	to	

partnership	stability:	“major	inequalities	in	the	distribution	of	gains	and	losses	between	

partners	can	threaten	the	strength	of	the	partnership”	(p.	121).		Alongside	the	suggested	

terms	of	reference	for	such	decisions	as	suggested	by	Addicott	(2014),	Townsley,	Watson,	

and	Abbott	(2004)	suggested	that	an	agreement	from	the	outset	on	how	resources	and	

finances	might	be	pooled	or	shared	would	also	prevent	partnerships	 from	descending	

into	conflict	regarding	the	ownership	or	use	of	resources.	

		

2.9.3 Performance management 

Alongside	robust	operational	processes	and	clarity	on	financial	decision	making,	Dowling	

et	al.	(2004)	suggested	it	was	critical	that	partnerships	could	be	held	accountable	for	their	

progress:	 “Appropriate	 audit,	 assessment	 and	monitoring	 of	 the	 partnership	 are	 also	

regarded	as	essential	for	successful	partnerships”	(p.	313).		Glasby	et	al.	(2011)	suggested	

some	practical	ways	of	doing	 this:	 “Monitoring	achievements	 in	 relation	 to	 the	 stated	

vision,	holding	individuals	and	agencies	to	account	for	the	fulfilment	of	pre-determined	

roles	and	responsibilities,	and	providing	feedback	and	review	of	vision,	responsibilities,	

incentives,	and	their	inter-relationship”	(p.	6).		Cameron	and	Lart	(2003)	suggested	that	

performance	management	type	processes	might	be	more	successful	if	there	was	a	past	

history	of	organisations	working	together	in	partnership,	where	these	types	of	system	

and	function	had	already	been	set	up	and	were	functioning	to	support	working	together.	

	

2.9.4 Vision and purpose 

Consistently	the	literature	described	the	requirement	for	a	clear	and	local	articulation	of	

vision	(Charles	et	al.,	2018;	Hutchison,	2015;	Kizer	&	Moore,	2015)	and	strong	sense	of	
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purpose	 (Wilderspin	 &	 Humphries,	 2013)	 for	 partnerships.	 	 Furthermore,	 Wellings	

(2019)	suggested	that	the	vision	must	be	presented	unswervingly	by	senior	leaders	with	

an	accompanying	commitment	 for	change	 in	the	actions	of	 the	organisations	who	had	

formed	 the	 partnership:	 “the	 vision	 at	 the	 top	 has	 to	 be	 absolutely	 consistent	 with	

practice	throughout	the	organisation”	(p.	5).	

	

In	 terms	of	what	a	vision	 for	a	partnership	should	strive	 for,	Kizer	and	Moore	(2015)	

argued	that	this	should	be	clearly	articulated	as	focussed	on	the	health	of	the	population.		

Explicit	reference	to	the	term	‘population	health’,	defined	for	the	NHS	as	“an	approach	

that	 aims	 to	 improve	 physical	 and	 mental	health	outcomes,	 promote	 wellbeing	 and	

reduce	health	inequalities	 across	 an	 entire	population”	 (NHS	 England,	 n.d.-b),	 can	 be	

found	increasingly	in	more	recent	literature.		Alongside	partnerships	being	focussed	on	

integration,	delivery	of	improved	population	health	now	forms	a	major	component	of	the	

outcomes	described	as	desirable	from	currently	operating	health	and	care	partnerships	

(Charles	et	al.,	2018;	Ham,	2018d).		Furthermore,	Humphries	(2019)	identified	‘place’	as	

a	critical	consideration	for	partnerships,	with	Charles	et	al.	suggesting	that	up	to	90%	of	

change	would	occur	at	the	place-level	reflecting	the	responsibility	that	ICSs	now	hold	for	

whole	populations	covering	designated	areas.		In	support	of	this,	in	their	2019	report,	the	

Local	Government	Association	reported	this	key	finding	from	their	discussions	with	local	

partnership	leaders:	“There	is	growing	understanding	among	leaders	of	STPs	and	ICSs	

that	‘place’	has	primacy	in	local	system	planning”	(Local	Government	Association,	2019).		

In	addition	to	integration	and	population	health	as	the	main	tenets	of	vision	and	purpose	

for	partnerships	to	date,	it	appears	that	the	literature	is	indicating	a	probable	focus	on	

place-based	partnerships;	 this	will	be	an	area	of	 the	 literature	 that	 can	be	 reasonably	

anticipated	to	grow	over	the	coming	years	of	ICS	development	and	delivery.	

	

2.9.5 Leadership 

Leadership	was	consistently	cited	throughout	the	literature	as	critical	for	partnerships	

(Charles	et	al.,	2018;	Cook	et	al.,	2007;	Hulks	et	al.,	2017;	Hutchison,	2015;	Miller	et	al.,	

2010).		This	was	not	just	described	as	the	presence	of	leadership	being	important,	but	as	

a	 certain	 style	 of	 leadership	 and	 set	 of	 behaviours	 and	 characteristics	 for	 leaders	
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responsible	for	partnership	success.		Hutchison	argued	that	the	attributes	of	partnership	

leaders,	including	their	ability	to	build	trust	and	develop	motivation	and	belief	amongst	

others,	 was	 the	 single	 biggest	 factor	 in	 successfully	 implementing	 new	 partnerships:		

“There	 can	 be	 no	 underestimation	 of	 the	 role	 leadership	 will	 play	 within	 this	

transformational	 change	 process”	 (p.137).	 	 Furthermore,	 Hutchison	 argued	 that	 the	

capabilities	of	leaders	should	be	brought	into	sharp	focus,	with	emphasis	on	ensuring	the	

necessary	capabilities	are	in	place.		This	argument	seems	to	seek	to	ensure	that	credibility	

of	partnerships	are	not	undermined	before	they	have	been	given	a	chance	to	develop;	it	

would	appear	that	having	the	right	type	of	leadership	and	selecting	the	right	leadership	

personnel	 is	 a	 critical	 function	 for	 appointing	 governors	 and	 regulators	 to	 ensure	

optimised	partnership	success.	 	If	this	is	true,	then	the	converse	would	seemingly	also	

apply:	leaders	who	are	not	demonstrating	the	required	attributes	should	not	be	placed	in	

positions	of	power	for	the	greater	good	of	the	partnership.			

	

Miller	et	al.	(2010)	argued	that	there	were	four	key	elements	to	the	new	leadership	style	

required	for	partnerships:	1)	the	ability	to	take	decisions	in	regard	of	the	total	system	

rather	than	what	might	benefit	a	single	organisation,	2)	an	ability	 to	develop	meaning	

from	complex	information,	3)	using	influence	rather	than	direct	power,	and	4)	the	ability	

to	 demonstrate	 civic	 leadership	 through	 taking	 challenging	 decisions	 that	 people	

understood	to	be	beneficial	for	the	overall	good.		These	elements	indicated	a	new	style	of	

leadership,	 which	 is	 now	 more	 commonly	 described	 in	 the	 literature	 as	 ‘systems	

leadership’	(Charles	et	al.,	2018;	Ham,	2018a;	Hulks	et	al.,	2017).		This	new	style	appears	

to	 be	 deemed	 necessary	 to	 ensure	 the	 right	 decisions	 are	 made	 in	 order	 to	 achieve	

whatever	benefits	are	required—generally	 improved	health	outcomes	or	an	 improved	

experience	of	care—in	spite	of	the	socially	constructed	or	organisational	boundaries	that	

might	have	prevented	this	type	of	decision	making	in	the	past.		Charles	et	al.	argued	that	

system	leadership	requires	leaders	to	act	differently	than	the	ways	of	the	past,	to:	“lead	

differently,	using	a	facilitative	and	enabling	approach	instead	of	the	pacesetting	style	that	

has	predominated	in	the	NHS	in	the	past”(p.	82).			

	

Consistent	with	this	new	style	of	leadership	was	the	argument	that	leaders	required	both	

the	cognitive	ability	to	think	critically,	alongside	an	ability	to	be	politically,	emotionally,	
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socially	and	technologically	intelligent	(Miller	et	al.,	2010).		This	new	style	of	open	and	

more	personally	vulnerable	leadership	was	intended	to	appeal	to	people	working	within	

the	partnership	and	to	connect	at	an	emotional	level	thus	creating	a	new	narrative	for	

progress	which	would	move	people	beyond	their	normal	response	to	change	(Wilderspin	

&	Humphries,	2013).	

	

Ford	 (2009)	 suggested	 that	 whilst	 describing	 leadership	 styles	 and	 capabilities	 was	

important,	 it	 was	 insufficient	 in	 articulating	 what	 might	 be	 required	 to	 manage	 the	

complexity	that	new	health	and	care	organisational	forms,	such	as	partnerships,	were	to	

face.	 	 He	 argued	 for	 three	 new	 competencies	 focussed	 on	 exploiting	 the	 dynamics	 of	

interaction	between	and	amongst	organisations	in	the	partnership,	including	creating	a	

new	 operating	 environment	 designed	 to	 deliver	 positive	 outcomes.	 	 The	 three	

competencies	 were:	 1)	 making	 new	 connections	 at	 all	 levels	 of	 the	 organisation,	 2)	

catalysing	problem-solving	and	innovation	from	the	bottom-up	through	identifying	and	

connecting	knowledge,	and	3)	nurturing	systemic	thinking.		Ford	tested	these	assertions	

with	only	one	 leadership	role	 in	one	health	 care	 setting,	however,	 the	results	 showed	

promise:	 over	 a	 period	 of	 eight	 years	 the	 successive	 leaders	 in	 question,	 whilst	

progressively	 utilising	 the	 complex	 leader	 principles	 Ford	 outlined	 in	 their	 own	

leadership	 style,	managed	 to	 increase	 both	 staff	 and	 patient	 satisfaction	 scores.	 	 The	

conclusion	 that	 was	 drawn	 from	 the	 quantitative	 satisfaction	 score	 data	 was	 also	

supported	by	qualitative	data	 from	 interviews:	 leadership	was	making	a	difference	 to	

outcomes,	and	as	Ford	argued,	it	was	the	presence	of	complexity	leadership	competency	

that	made	the	difference.		This	type	of	finding	is	echoed	in	a	recent	report	from	the	Kings	

Fund	(Patterson,	2019)	where,	whilst	complexity	leadership	competency	is	not	directly	

referred	to,	 the	types	of	leadership	skills	outlined	align	with	those	that	Ford	suggests.		

Perhaps	 this	 is	 not	 surprising	 given	 that	 this	 literature	 review	 has	 also	 found	

partnerships	to	be	highly	complex	in	themselves—it	would	seem	sensible	that	leaders	

need	specific	skills	to	deal	with	this.	

	

Additionally,	Ford’s	work	(2009)	appeared	to	identify	that	the	impact	of	one	individual	

has	 the	potential	 to	make	a	 systemic	difference.	 	There	 are	other	authors	who	would	

agree	 on	 this	 point	 of	 individual	 leaders	 being	 highly	 influential:	 	 Hutchison	 (2015)	
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described	organisational	change	as	potentially	being	reliant	on	the	skills	exhibited	by	a	

small	 group	 of	 individuals;	 Cook	 et	 al.	 (2007)	 describe	 how	 one	 individual—“a	

charismatic	chief	executive”	(p.7)—was	able	to	convince	a	whole	local	system	to	change	

and	focus	on	outcomes	as	an	enabler	for	successful	partnership	working.	Further,	Charles	

et	al.	(2018)	described	partnerships	as	benefitting	from	“the	influence	of	respected	local	

leaders”	(p.	82).		Overall	this	would	seem	to	suggest	that	organisations	should	be	paying	

close	 attention	 to	 the	 type	 of	 leaders	 they	 require	 and	 recruit.	 	 There	 is	 also	 overall	

agreement	that	the	right	type	of	leadership,	which	often	only	has	to	be	displayed	within	

a	small	number	of	 individuals,	can	be	highly	 impactful	 in	partnerships	achieving	their	

goals	and	thriving	in	a	changing	and	complex	environment.	

	

2.9.6 Relationship management 

Humphries	 (2013)	 found	 that	 strong	 working	 relationships	 and	 high	 levels	 of	

commitment	were	frequently	reported	as	required	for	partnerships.		Because	of	the	way	

partnerships	are	formed—usually	clusters	of	organisations	agreeing	to	work	together—

these	 relationships	 need	 to	 be	 developed	 across	 organisational	 boundaries	 which	 is	

arguably	 more	 challenging.	 	 Allen	 et	 al.	 (2013)	 described	 the	 relevance	 of	 such	

arrangements:	 “Boundaries	 need	 to	 frame	 the	 relationships	 but	 the	 strength	 of	 these	

relationships	needs	to	be	such	that	they	can	transcend	the	structures	to	produce	system	

change	and	positive	results	for	the	local	community”	(p.	24).	

	

Ham	 (2018b)	 argued	 that	 where	 there	 was	 a	 past	 history	 of	 competition	 between	

organisations	or	limited	experience	of	working	together,	it	would	likely	take	more	time	

to	form	meaningful	partnerships	or	that	this	may	not	be	possible	at	all	depending	on	the	

extent	 to	which	 the	urge	 to	 compete,	 usually	 for	 limited	 financial	 resources,	 could	 be	

dropped.	 	This	view	was	 supported	by	Charles	et	 al.	 (2018)	who	also	highlighted	 the	

importance	of	time	and	its	interdependency	with	continuity	and	the	building	of	personal	

relationships	on	the	progress	of	partnerships	in	their	review	of	ICS	progress:	“ICS	areas	

that	 are	 furthest	 ahead	 often	 have	 a	 history	 of	 positive	 working	 relationships	 and	

continuity	of	 senior	 leaders	 in	 the	 system.	Regular	 face-to-face	meetings	 and	 focused	

development	 work	 have	 helped	 to	 build	 and	 strengthen	 these	 relationships”	 (p.	 82).		



 44 

Essentially,	 the	 development	 of	 partnerships	 requires	 time,	 patience	 and	 deliberate	

effort.		Given	this	requirement,	it	could	be	argued	that,	in	areas	where	there	is	a	strong	

history	 of	 collaborative	 working,	 different	 approaches	 or	 development	 needs	 might	

prevail	for	the	optimisation	of	the	partnership.		This	will	be	an	important	consideration	

in	the	development	of	any	framework	or	guidance	arising	from	this	project	which	seeks	

to	assist	 in	ensuring	effective	partnerships;	 the	start-point	and	past	history	must	be	a	

consideration	 in	 what	 the	 future	 potential	 of	 a	 partnership	 may	 be	 and	 indeed	 how	

quickly	that	potential	might	be	realised.	

	

2.9.7 Trust 

The	 following	 assertions:	 “Key	 ingredients	 to	 successful	 joint	 working	 are	 trust	 and	

respect”	 (Cameron	 &	 Lart,	 2003,	 p.	 14)	 and	 “Successful	 partnerships	 are	 believed	 to	

involve	high	levels	of	 trust,	reciprocity	and	respect	between	partners”	(Dowling	et	al.,	

2004,	p.	313),	appear	to	suugest	that	trust	is	one	of	the	most	longstanding	known	factors	

for	success.		More	recently	the	explicit	link	between	trust	and	partnership	delivery	was	

made	 clear:	 “Progress	 occurs	 at	 the	 speed	 of	 trust”	 (Ham,	 2018b,	 p.3).	 	 Furthermore,	

Wilderspin	 and	 Humphries	 (2013)	 described	 the	 requirement	 for	 individual	 leaders	

within	partnerships	to	encourage	and	then	respect	diversity	of	opinions	and	to	speak	well	

of	 each	 other,	 both	 as	 symbols	 of	 trust.	 	 Further	 characteristics	 deemed	 important	

amongst	 individuals	 in	 the	 building	 of	 trusting	 relationships	 were	 active	 listening,	

understanding,	delivering	on	commitments,	spending	time	on	relationship	development	

and	demonstrating	visible	leadership	(Kingsnorth,	2013).		

	

2.10 Challenges for partnerships 

Whilst	 the	 literature	 identified	 factors	 which	 might	 need	 to	 be	 present	 to	 enable	

partnership	 success,	 there	 was	 also	 commentary	 around	 the	 types	 of	 factors	 or	

behaviours	that	would	likely	cause	partnerships	progress	to	slow	or	partnerships	to	be	

unable	 to	 succeed	 either	 in	 their	 working	 processes	 or	 in	 achieving	 any	 meaningful	

outcomes.		It	is	important,	for	the	purposes	of	a	balanced	appraisal	of	the	literature,	to	

consider	these	alongside	the	success	factors.	
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2.10.1 Legacy behaviours 

Hudson	 (2007)	 identified	 several	 areas	 where	 policy	 in	 the	 UK,	 and	 in	 particular	 in	

England,	was	hampering	partnerships	from	being	as	successful	as	they	might	otherwise	

have	been.		He	identified	areas	of	policy	which	were	creating	tensions	within	the	health	

and	care	system	that	were	undermining	or	threatening	the	potential	for	partnerships	to	

succeed.		They	included:	community	versus	secondary	services,	social	care	versus	health	

care,	 commissioning	 flexibility	 versus	 provider	 stability,	 partnership	 working	 versus	

organisational	self-interest,	and	coherent	governance	versus	market	freedoms.		It	is	true	

to	say	that	whilst	some	of	these	tensions	are	no	longer	created	or	encouraged	through	

formal	 UK	 policy,	 the	 impact	 of	 such	 policies	 has	 been	 long-lasting;	 organisational	

behaviour	 and	 forms	 continue	 to	 behave	 in	 line	with	outdated	 policy	which	 acts	 as	 a	

barrier	 to	 systemic	 partnership	 working.	 	 Charles	 et	 al.	 (2018)	 confirmed	 this	 as	 a	

continued	and	current	issue	stating,	“a	legislative	context	that	does	not	support	system	

working”	 and	 “a	 legacy	 of	 competitive	 behaviours”	 (p.	 85)	 as	 the	 top	 two	 factors	

hindering	partnership	progress	as	reported	by	leaders	currently	working	on	developing	

ICSs.	

	

McMurray	and	Laffin	(2006)	argued	that	despite	many	initiatives	to	remove	the	above	

described	 impediments,	 none	 have	 been	 particularly	 effective	 in	 enabling	 the	 type	 of	

collaboration	 required	 for	 partnerships.	 	 They	 argue	 this	 is	 predominantly	 because	

divides	and	partitions	between	components	of	the	system,	in	this	case	mainly	between	

health	and	social	care	services,	are	held	open	due	to	three	factors	which	policy	has	failed	

to	address:	1)	the	dominance	of	the	bio-medical	model	in	acute	medicine,	2)	government	

guidance	reinforcing	the	same	model,	and	3)	the	continued	presence	of	markets	within	

health	and	social	 care.	 	McMurray	and	Laffin	make	 two	 important	points	within	 their	

observations.	 	 First,	moving	 towards	 an	 integrated	 and	 holistic	model	 for	 health	 and	

social	 care,	delivered	 through	partnerships,	will	be	 challenging	given	 the	professional	

stronghold	of	the	acute	medical	approach	which	mainly	regards	individual	patients	as	ill	

and	in	requirement	of	repair.		This	was	also	found	to	be	an	issue	by	Pickup	(2004)	in	her	

case-study	of	a	UK	based	partnership	in	Hertfordshire.		Second,	the	role	of	the	regulators	

in	setting	a	tone	around	the	total	system	through	policy	decisions	such	as	formation	of	

Foundation	Trusts	(FTs),	has	served	to	further	disconnect	acute	medicine	from	its	role	
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and	responsibility	 to	 the	overall	health	and	care	system,	 thus	reducing	the	chances	of	

collaborative	 partnership	 working.	 	 McMurray	 and	 Laffin	 suggest	 that	 until	 such	

fundamental	 issues	 are	 addressed,	 pursuing	 reciprocal	 and	 altruistic	 partnerships	 is	

naïve	given	the	imbalance	of	power	held	by	the	medical	institution	and	lack	of	supportive	

decision	making	to	change	this	by	the	regulators.	

	

2.10.2 Role for the regulators 

In	addition	to	the	regulators	role	with	FTs—as	described	as	a	challenge	for	partnerships	

by	McMurray	 and	 Laffin	 (2006)—several	 other	 authors	 observed	 that	 the	 role	 of	 the	

regulatory	bodies	must	change	in	order	to	support	the	new	leadership	requirements	for	

successful	 partnership	working.	 	 It	 is	 “necessary	 to	move	 regulation	 from	 a	 focus	 on	

organisations	to	systems”	(Ham,	2018b,	p.3).		The	literature	suggests	ways	that	this	might	

be	achieved,	including	revising	the	role	for	national	targets	which	continue	to	measure	

organisational	rather	than	system	performance:	“a	decision	regarding	the	importance	of	

existing	targets	vs	the	integration	agenda	may	be	required	at	national	level”	(Hutchison,	

2015,	p.137).		Cook	et	al.	(2007)	argued	that	there	was	likely	a	middle	ground,	with	the	

opportunity	to	better	align	targets	and	performance	measures	and	to	cease	centralised	

reorganisation	of	structures	to	enable	local	solutions	to	emerge.	

	

2.10.3 Organisational focus 

The	literature	consistently	described	the	risk	that	leaders	may	focus	on	the	work	and	the	

sustainability	of	their	organisation	and	prioritise	this	over	the	work	of	the	partnerships.		

As	 such,	 the	 overall	 risk	 of	 organisational	 focus	 impacting	 upon	 the	 progress	 of	 the	

partnership	 was	 described	 as	 related	 to	 the	 ability	 of	 local	 leaders	 to	 realign	 their	

organisations	 with	 the	 work	 of	 the	 partnership	 (Glasby	 et	 al.,	 2011).	 	 However,	 the	

challenge	for	leaders	in	delivering	this	in	practice	was	highlighted	in	several	articles,	most	

recently	and	relevantly	by	Charles	et	al.	(2018).		Their	work	found	two	key	contributory	

reasons	 for	 this	 relating	 to	 the	development	of	 ICS	partnerships.	 	 First,	was	 that	high	

levels	of	scepticism	around	ICSs	ability	to	deliver	meaningful	change	was	leading	to	“a	

focus	on	organisational	priorities	rather	than	a	commitment	to	system	working”	(p.	85).		

Second,	was	that	a	continued	focus	on	organisational	performance	from	the	regulatory	
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bodies	was	making	it	“harder	for	partner	organisations	and	their	leaders	to	shift	their	

focus	to	the	interests	of	the	overall	system”	(p.	85).			

	

2.10.4 Disruption and turmoil 

Hutchison	(2015)	found	that	staff	involved	in	implementing	the	Integration	of	Health	and	

Social	Care	through	Public	Bodies	(Joint	Working)	Act	in	Scotland	were	most	concerned	

about	the	high	levels	of	turmoil	that	forging	new	and	joint	ways	of	working	would	cause.		

These	 new	 partnerships	 were	 met	 with	 a	 degree	 of	 fear—there	 were	 high	 levels	 of	

concern	 expressed	 from	professional	 clinical	 groups	 perceiving	 an	 identity	 crisis	 and	

some	groups	involved	were	concerned	that	they	were	losing	control	and	power	in	the	

new	arrangements.		The	issues	of	identity	and	power	were	also	raised	by	Charles	et	al.	

(2018),	indicating	these	to	be	enduring	issues	that	partnerships	likely	need	to	address.			

Overall,	it	appears	important	for	future	leaders	to	consider	the	level	of	risk	and	disruption	

that	 the	 formation	of	new	partnerships	may	cause;	 it	 seems	 to	point	 to	a	need	 for	an	

explicit	response	from	leaders	to	such	concerns	including	some	proactivity	to	reduce	fear	

and	prevent	the	negative	impacts	of	the	concerns	people	were	highlighting.	

	

2.11 Chapter summary 

The	literature	suggests	that	the	study	of	partnerships	is	fraught	with	complexity.		There	

is	a	lack	of	firm	and	consistent	evidence	that	partnerships	are	effective.		At	best	“findings	

tend	to	be	inconclusive	rather	than	irrefutable”	(Dowling	et	al.,	2004,	p.314).		 	Instead,	

evidence	tends	to	focus	on	the	process	of	partnership	working	due	to	the	challenge	of	

attributing	the	process	of	partnerships	to	outcomes	which,	usually	by	their	own	complex	

nature	are	likely	only	to	change	over	a	long	period	of	time	and	as	the	result	of	a	range	of	

factors	and	initiatives	(Glendinning,	2002).		If	the	study	of	partnerships	and	their	effect	

is	so	fraught,	surely	this	calls	for	a	new	type	of	question	and	line	of	enquiry.			

	

Cook	et	al.	(2007)	argued	that	any	further	research	should	be	practical	and	applied	with	

a	direct	reference	to	understanding	how	health	systems	can	achieve	something	better	

than	would	have	otherwise	been	achieved:	“research	in	this	field	is	of	little	use	unless	it	
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informs	 policy	 and	 practice	 and	makes	 a	 difference	 to	 the	 lives	 of	 service	 users	 and	

carers”	(p.8).		Dowling	et	al.	(2004)	suggested	that	there	should	be	a	broader	definition	

of	value	in	the	study	of	both	the	positive	and	negative	costs	of	partnership.		This	seems	to	

suggest	 a	 research	 opportunity	 focussed	 on	 the	 current	 effectivity	 of	 the	 process	 of	

partnerships	and	their	capability	 to	perform	as	part	of	a	complex	adaptive	health	and	

care	system	coupled	with	a	greater	understanding	of	why,	or	even	if,	partnerships	are	

better.			Furthermore,	it	appears,	from	the	literature	obtained	for	this	review	that	there	

remains	 an	 enduring	 gap	 in	 understanding	 whether	 partnerships	 are	 effective	 in	

achieving	 their	 desired	 outcomes	 and,	 therefore,	 what	 their	 value	 is:	 “the	 efficacy	

afforded	to	‘partnership’	within	an	English	context	has	perhaps	accelerated	the	uncritical	

acceptance	of	this	concept”	(Dickinson	&	Glasby,	2010,	p.	815).			

	

To	 further	 examine	 the	 concepts	 of	 partnership	 effectivity	 and	 value,	 it	 would	 seem	

sensible	to	start	with	something	which	is	largely	agreed	upon	in	the	literature:	there	is	a	

relationship	between	partnership	processes	and	outcome	realisation.		It	could,	therefore,	

be	 argued	 that	 the	 opportunity	 to	 explore	 effectivity	 and	 value	 lies	 in	 better	

understanding	that	relationship;	could	examining	the	multiple	aspects	of	partnerships	

linked	to	both	effectivity	and	value	advance	the	overall	understanding	of	partnerships	

and	 provide	 some	 clarity?	 	 For	 the	 purposes	 of	 this	 research,	 it	 is	 suggested	 this	 is	

explored	 through	 an	 aim	 of	 developing	 a	 clearer	 value	 proposition	 for	 partnerships,	

including	 the	 core	and	supporting	 factors	 for	optimised	working	 (effectivity)	 that	will	

enable	that	value	to	be	realised.			Perhaps	through	explicitly	linking	the	two	concepts—

value	 and	 effectivity—this	might	 enable	 a	more	 dynamic,	multiple-part,	 balanced	 and	

evidence-based	view	on	whether	partnerships	are	indeed	better	for	transforming	health	

systems.	
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3. Methodology 

It	 is	 generally	 accepted	 that	 any	 research	 process	 involves	 a	 standard	 series	of	 steps	

(Tharenou,	Donohue,	&	Cooper,	2007).		They	are	perhaps	most	neatly	outlined	by	Gill	and	

Johnson	(2002)	as:	

• Identification	of	broad	area	of	research,	

• Selection/delineation	of	specific	research	topic,	

• Decisions	regarding	research	approach,	

• Formulation	of	research	plan,	

• Information	collection,	

• Data	analysis,	

• Presentation	of	findings.	

	

This	 chapter	will	 provide	 an	 overview	of	 the	 above	 steps	 in	 relation	 to	 this	 research	

project,	focussing	on:	the	developmental	thinking	regarding	the	research	topic	area	and	

questions,	 decisions	 regarding	 the	 research	 approach	 and	 design,	 and	 the	 processes	

followed	to	collect	and	analyse	the	data.		However,	before	these	areas	are	explored,	it	is	

important	 to	briefly	outline	the	overall	research	philosophy—“a	system	of	beliefs	and	

assumptions	about	the	development	of	knowledge”	(Saunders	et	al.,	2019,	p.	130)—in	

order	to	provide	the	context	within	which	this	research	was	designed,	carried	out	and	

reported	on.			

	

3.1 Research philosophy 

Outlining	the	research	philosophy	is	an	important	component	in	this	thesis.		It	provides	

insight	into:	1)	the	types	of	assumptions	that	were	inevitably	made	during	the	research	

design	and	process	(Burrell	&	Morgan,	2016),	2)	underpins	the	methodological	choices	

made	 (Saunders	 et	 al.,	 2019),	 and	 3)	 illustrates	 how	 an	 early	 understanding	 of	

philosophical	perspectives	was	useful	in	ensuring	the	research	design	would	be	suitable	

to	deliver	on	the	broad	aims	of	the	research	(Gray,	2018).		To	further	explore	this,	this	

section	will	comment	on	the	ontological	and	epistemological	assumptions	which	shaped	

this	research.	
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3.1.1 Ontology 

Ontology	 is	 defined	 as	 the	 “philosophical	 assumptions	 about	 the	 nature	 of	 reality”	

(Easterby-Smith,	 Thorpe,	 &	 Jackson,	 2008,	 p.	 60)	 and	 is	 important	when	 considering	

assumptions	that	might	have	been	made	relating	to	the	realities	encountered	during	the	

research	 (Saunders	 et	 al.,	 2019).	 	 The	 ontological	 assumptions	 of	 this	 research	 are	

deemed	 to	 be	 based	 within	 the	 social	 constructionism	 philosophy	 where	 “truth	 and	

meaning	 do	 not	 exist	 in	 some	 external	 world”	 (Gray,	 2018,	 p.	 22)	 and	 “reality	 is	

constructed	 through	 social	 interaction”	 (Saunders	 et	 al.,	 p.	 137).	 	 Furthermore,	 this	

perspective	 is	 characterised	 by	 an	 interest	 in	 different	 opinions	 and	 explanations	

(Saunders	 et	 al.),	 the	 belief	 that	 researchers	 can	 legitimately	 be	 part	 of	 the	 research	

setting,	and	that	research	must	be	reflexive	(Gray).	

	

The	impact	of	such	ontological	assumptions	on	this	research	project	manifested	in	some	

of	the	major	research	design	features:	it	was	deemed	necessary	to	study	the	situation	for	

ICS	partnerships	in	detail,	and	to	include	the	historical,	geographical	and	socio-cultural	

contexts	in	order	to	better	understand	what	was	happening	(Saunders	et	al.,	2019).		The	

necessity	for	a	detailed	study	to	better	understand	partnerships	had	an	early	impact	in	

shaping	both	the	overall	choice	of	an	in-depth	case	study	as	the	major	strategy,	and	also	

the	choice	to	conduct	interviews	with	people	who	could	provide	perspective	on	their	own	

realities	of	working	in	partnerships.		

 

3.1.2 Epistemology 

Epistemology	is	concerned	with	human	knowledge	(Saunders	et	al.,	2019)	and	is	defined	

as	the	“general	set	of	assumptions	about	the	best	ways	of	inquiring	into	the	nature	of	the	

world”	(Easterby-Smith	et	al.,	2008,	p.	60).		The	importance	of	considering	ontology	and	

epistemology	 side	 by	 side	 is	 that	 “Methodology,	 in	 turn,	 will	 be	 influenced	 by	 the	

theoretical	 perspectives	 adopted	 by	 the	 researcher,	 and,	 in	 turn,	 by	 the	 researcher’s	

epistemological	stance”	(Gray,	2018,	p.	21).	 	Furthermore,	“epistemology	usually	leads	

the	researcher	to	adopt	methods	that	are	characteristic	of	that	position”	(Easterby-Smith	

et	al.,	p.	62).	
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The	 implications	 of	 the	 epistemological	 assumptions	 of	 social	 constructionism—the	

philosophy	upon	which	 this	 research	 is	 based—were:	 the	 research	 aimed	 to	 increase	

understanding	of	a	situation,	gathered	rich	data,	allowed	for	idea	induction,	included	the	

complexity	of	 ‘whole’	situations,	and	chose	a	small	number	of	cases	(or	sub-cases)	 for	

specific	reasons	(Easterby-Smith	et	al.,	2008).		Starting	at	the	other	end	of	the	thinking	

and	beginning	with	the	methodological	choices	that	were	emerging	as	preferred,	it	was	

also	 clear	 that	 these	were	more	 commonly	associated	with	 the	social	 constructionism	

philosophy.			

	

Overall,	 the	 impact	 of	 the	 epistemological	 assumptions	 of	 this	 research	 lead	 to	 the	

selection	 of	 the	 case	 study	methodology	 as	 a	 suitable	 choice,	 and	 one	which	 is	 often	

associated	 with	 constructionist	 designs	 (Easterby-Smith	 et	 al.,	 2008).	 	 This	

methodological	 choice	 and	 strategy	 is	 discussed	 further	 in	 section	 3.3.2,	 however,	 as	

described	by	Easterby-Smith	et	al.,	due	to	this	being	a	constructionist	study,	the	sample	

size	was	small	 (one	major	case)	but	with	several	data	collection	points.	 	Furthermore,	

data	collection	was	based	upon	human	interaction	through	the	process	of	interviews.	

	

Easterby-Smith	 et	 al.	 (2008)	 described	 the	 strengths	 and	 weaknesses	 of	 the	 social	

constructivist	axiological	assumptions	as	“fairly	complementary”	(p.	72),	with	the	only	

flaw	worthy	of	note	being	that	policy	makers	may	not	view	the	research	as	credible	given	

its	extensive	analysis	and	complex	nature.		However,	there	are	two	rebuttals	to	this.		First,	

policy	makers	do	not	create	policy	in	a	vacuum	unconnected	to	the	complexities	of	the	

world	we	live	in;	they	must	seek	to	understand	and	form	policy	that	meets	the	needs	of	

such	complexity.	 	Second,	an	aim	of	this	research	project	is	to	provide	clarity	from	the	

complexity,	 in	 the	 form	 of	 the	 contributions	 outlined	 in	 section	 1.4.2.	 	 It	 is	 these	

contributions	that	are	suitable	for	audiences	such	as	policy	makers.	
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3.2 Overall approach 

In	having	a	greater	understanding	of	the	overall	research	philosophy	and	assumptions,	

including	 the	 direction	 this	was	 setting	 for	methodological	 choices,	 and	 in	 using	 the	

‘research	onion’	as	presented	by	Saunders	et	al.	(2019),	further	research	design	decisions	

were	made.	 	 It	was	determined	 that	 the	overall	 approach	 to	 theory	development	was	

inductive,	and	that	 the	research	would	be	delivered	taking	a	mono	method	qualitative	

approach	(Saunders	et	al.).		It	was	determined	to	use	semi-structured	interviews	as	the	

data	collection	method	and	to	collect	data	through	a	case	study—“the	research	method	

used	during	case	study	research”	(Yin,	2018,	Preface	p.xx)—as	the	research	strategy.		The	

chosen	case,	where	case	is	defined	by	Yin	as	“the	usual	unit	of	inquiry	in	a	case	study”	

(Preface	p.xx),	was	determined	early	in	the	research	design	as	the	GMHSCP.		The	use	of	a	

case	study	is	further	discussed	in	section	3.3.2,	reasons	for	selecting	GMHSCP	in	section	

4.1.3,	and	data	collection	through	interviews	in	section	3.7.		

	

Taking	an	inductive	approach	allowed	for	developing	understanding	and	the	exploration	

of	 the	 context	within	which	 the	 case	was	operating	 (Saunders	et	 al.,	 2019).	 	This	was	

deemed	 important	 as	 it	 aligned	 with	 the	 characteristics	 of	 the	 social	 constructivism	

ontological	and	epistemological	assumptions	as	described	above.	 	Furthermore,	taking	

an	inductive	approach	was	thought	appropriate	as	it	enabled	the	potential	for	new	theory	

to	be	built	in	the	form	of	conceptual	frameworks	(Saunders	et	al.).		The	opportunity	to	

develop	such	frameworks	using	a	case	study	will	be	explored	further	in	section	3.3.5.	

	

In	 addition	 to	 the	 above	 described	 advantages,	 the	 nature	 of	 the	 inductive	 approach	

supported	 an	 iterative	 and	 reflective	 application	 of	 the	 research	 process.	 	 This	 was	

particularly	evidenced	in	the	development	of	the	research	questions	(section	3.4)	and	in	

the	‘double-loop	learning’	(Argyris,	1976)	cycles	as	explained	further	in	section	3.5.	

	

Given	the	highly	relevant	subject	area,	as	evidenced	 in	the	 literature	review	and	from	

researcher	experience,	combined	with	this	research	project	being	focussed	on	providing	

practical	and	applicable	insight	into	how	to	improve	partnerships	for	health	and	care,	it	

was	 decided	 important	 that	 qualitative	 data	 be	 collected	 directly	 from	 those	working	
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within	partnerships	 in	 the	current	context.	 	This	project’s	conclusions	have,	 therefore,	

been	built	on	a	combined	and	systematic	approach	to	reviewing	relevant	literature,	first-

hand	 senior	 management	 experience	 of	 the	 primary	 researcher	 in	 working	 in	 such	

partnerships,	and	a	robust	analysis	of	the	qualitative	data	collected.		The	experience	of	

the	 researcher	 is	 relevant	 not	 in	 order	 to	 influence	 the	 findings	 from	 the	 data	 or	 in	

expressing	 an	 opinion,	 but	 in	 holding	 a	 unique	 position	 of	 both	 knowing	 what	 the	

experience	of	working	partnerships	 is	 like,	 coupled	with	a	desire	 to	develop	a	 robust	

academic	study	for	applied	learning.		The	role	of	the	researcher	in	qualitative	research	

such	as	this	is	to	“demonstrate	the	capacity	to	understand	and	the	ability	to	differentiate	

between	what	is	important	and	what	is	not”	(Gray,	2018,	p.	175).	

	

The	advantage	of	the	experience	of	the	researcher	for	this	research	can	be	described	in	

two	main	 ways.	 	 The	 first	 was	 in	 a	 building	 of	 rapport	 between	 the	 researcher	 and	

interviewees;	 the	 researcher	 had	 a	 shared	 understanding	 of	 the	 highs	 and	 lows	 of	

partnership	working,	and	could	describe	this	in	the	interview	setting	to	develop	more	of	

a	conversation	than	a	more	limited	question	and	answer	session.	 	This	then	enabled	a	

more	relevant	and	focussed	probing	of	interviewees	on	topics	to	improve	the	quality	of	

the	 findings.	 	The	second	was	the	application	of	 the	researcher’s	prior	knowledge	and	

understanding	of	partnerships	 in	better	 translating	the	 findings	 into	meaningful	 ideas	

(explored	in	Chapters	Six	and	Seven).	

	

Due	 to	 this	 combination	 of	 researcher	 experience	 and	 the	 research	 process,	 it	 is	

anticipated	 that	 the	 findings	 of	 this	 research	 should	 be	 of	 high	 interest	 and	 high	

applicability	for	both	policy	makers	and	those	working	in	partnerships.		However,	due	to	

the	constructivist	paradigm	upon	which	this	research	rests,	it	is	anticipated	that	the	use	

of	the	findings	and	conclusions	of	this	thesis	will	be	used	in	whatever	way	suits	the	user:	

“Human	 meanings	 and	 intentions	 are	 worked	 out	 in	 the	 frameworks	 of	 social	

structures—structures	that	are	invisible	but	nonetheless	real”	(Miles	&	Huberman,	1994,	

p.	4).			
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3.3 Research methodology and justification 

3.3.1 Research design 

This	project	used	qualitative	data	only—this	aligned	best	with	the	social	constructivism	

approach	 because	 “qualitative	 data,	 with	 their	 emphasis	 on	 ‘lived	 experience’	 are	

fundamentally	well	suited	for	locating	meaning…and	for	connecting	these	meanings	to	

the	social	world	around	them”	(Miles	&	Huberman,	1994,	p.	10).		The	advantage	of	using	

such	data	coupled	with	the	chosen	method	of	collection—interviews—was	that	 it	was	

best	 suited	 to	 explore	 the	 complex	 social	 and	 ambiguous	 topics	 associated	 with	 the	

research	question.		Choosing	to	collect	qualitative	data	was	advantageous	because:	

• It	allowed	for	a	direct	and	first-hand	gathering	of	information	about	the	current	form	

of	partnership	working	enabling	a	“strong	handle	on	what	‘real	life’	is	like”	(Miles	&	

Huberman,	1994,	p.	10).	

• It	 enabled	 “a	 richness	 and	 holism,	with	 strong	 potential	 for	 revealing	 complexity”	

(Miles	&	Huberman,	1994,	p.	10).	

• That	 by	 its	 nature	 (language	 not	 numbers)	 it	 was	 flexible,	 expressive	 and	 three-

dimensional	 enabling	 complex	 and	 ambiguous	 topics	 to	 be	 explored;	 it	was	 “both	

naturalistic	and	interactive”	(Saunders	et	al.,	2019,	p.	179).	

• It	 enabled	an	 in-depth,	progressive	and	developmental	understanding	of	 the	 topic	

going	 “beyond	 ‘snapshots’	 of	 ‘what?’	 or	 ‘how	many?’	 to	 just	 how	 and	 why	 things	

happen	as	they	do”	(Miles	&	Huberman,	1994,	p.	10).	

	

3.3.2 Research strategy 

Using	 a	 case	 study	was	 determined	 as	 the	 strategy	 of	 enquiry	 (Gray,	 2018)	 due	 to	 it	

allowing	for	the	generation	of	multiple	accounts	from	a	single	method	(Lewis,	2003)	and	

its	ability	to	understand	complex	social	phenomena:	“The	case	study	is	particularly	suited	

to	 research	 questions	 which	 require	 detailed	 understanding	 of	 the	 social	 or	

organisational	processes	because	of	the	rich	data	collected	in	context”	(Hartley,	2004,	p.	

323).	 	 It	 appeared	 that	 the	 combination	 of	 case	 study,	 a	 mono	 method	 qualitative	

approach,	and	data	collection	via	interviews	would	best	support	exploring	the	complex	

nature	 of	 partnerships,	 including	 accounting	 for	 the	 context	 within	 which	 they	 were	

operating.	
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Given	the	purpose	of	this	research	project	was	to	explore	the	proposition	as	outlined	in	

section	 1.3.2	 and	 to	 answer	 the	 research	 questions	 outlined	 in	 section	 1.3.3,	 the	 case	

study	was	exploratory	 in	nature	(Gray,	2018).	 	This	meant	 that	 the	overall	 tone	of	 the	

research	was	to:	“find	out	what	is	happening;	to	seek	new	insights;	to	ask	questions	and	

to	assess	phenomena	in	a	new	light”	(Robson,	1993,	p.	42).		Furthermore,	the	literature	

review	had	identified	gaps	in	knowledge	around	value	and	current	ways	of	optimising	

partnership	working,	and	therefore,	using	a	case	study	was	well	suited	to	closing	this	gap	

because	 of	 the	 ability	 to	 explore	 the	 inner	 working	 of	 a	 contemporary	 partnership	

operating	in	its	real-world	context	(Yin,	2018).		Finally,	the	decision	to	use	a	case	study	

as	the	strategy	of	enquiry	was	suitable	because	partnerships	had	been	identified	in	the	

literature	 as	 being	 complex	 functions;	 using	 a	 case	 study	 approach	 enabled	 the	

complexity	of	the	object	of	study	to	be	captured	(Stake,	1995).		

	

3.3.3 Unit of analysis 

Whilst	 the	unit	of	 analysis	might	appear	 to	be	 that	of	 a	 single-case	holistic	 study,	 the	

GMHSCP	is	comprised	of	ten	place-based	partnerships	in	the	form	of	LCOs.		Therefore,	a	

study	 based	 on	 the	 GMHSCP	 presents	 the	 opportunity	 to	 consider	 up	 to	 ten	 sub-

partnerships	 which	 can	 be	 thought	 of	 as	 a	 second	 layer	 to	 the	 unit	 of	 analysis	 or	 a	

“subunit”	(Yin,	2018,	p.	51).		The	consideration	of	the	subunits	determines	this	research	

project	to	be	comprised	an	“embedded	case	study	design”	(Yin,	p.	52).			

	

The	rationale	for	choosing	the	specific	case	of	GMHSCP	is	further	outlined	in	section	4.1.3,	

however,	the	theory	for	choosing	a	single	case	came	from	Yin	(2018),	who	argued	that	

there	were	five	rationales	for	single	case	design,	where	only	one	had	to	apply	to	justify	

single	 case	 design.	 	 In	 the	 instance	 of	 the	 GMHSCP,	 it	 is	 arguable	 that	 two	 of	 Yin’s	

rationales	applied.		The	first	was	that	GMHSCP	is	a	‘critical	case’	where	a	close	study	of	

this	 particular	 partnership	 would	 enable	 a	 full	 exploration	 of	 whether	 the	 research	

proposition	made	is	true.	 	The	second	was	that	GMHSCP	is	an	‘unusual	case’	being	the	

first	partnership	to	receive	devolved	funding	and	be	part	of	the	pilot	testing	of	ICSs	thus	
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making	it	an	interesting	case	to	study	for	early	learning	regarding	the	future	development	

of	ICSs.	

	

3.3.4 Sampling 

For	 practical	 reasons,	 a	 formal	 statistical	 sampling	 technique,	 such	 as	 probability	

sampling	 (Gray,	 2018),	 was	 not	 used	 to	 determine	 participants	 for	 study;	 the	 exact	

population	of	available	interviewees	across	the	GMHSCP	was	unknown	and	the	research	

was	aiming	for	a	depth	of	understanding	with	a	smaller	number	of	interviewees	rather	

than	breadth	and	statistical	significance	across	 large	numbers	of	participants	(Miles	&	

Huberman,	 1994).	 	 Instead,	 purposive	 sampling	 was	 used	 which	 was	 deemed	 more	

appropriate	given	the	known	location,	context	and	time	for	data	collection	to	occur	(Gray)	

and	because	it	enabled	the	targeting	of	information-rich	interviewees	(Patton,	2002)	in	

the	form	of	selecting	senior	individuals	who	were	likely	to	offer	the	more	informed	view	

of	the	case	to	be	studied.			

	

To	determine	the	sample,	consideration	was	given	to	the	two	steps	outlined	by	Miles	and	

Huberman	 (1994).	 	 First,	 the	 boundaries	were	 defined	 in	 line	with	 the	 scope	 of	 this	

research	project:	a	focus	on	partnership	strategy	and	operations	at	the	system-	and	place-

levels.		Second,	a	framework	to	understand	the	data	sources	that	would	assist	in	exploring	

the	 research	 scope	was	 developed,	with	 due	 consideration	 to	 obtaining	 a	 reasonable	

spread	of	perspectives	accounting	for	the	following:	

• The	LCO	areas	and	GM	geography,	

• The	 types	 of	 organisations	 that	 interviewees	 were	 working	 for	 (commissioner,	

provider,	Local	Authority,	or	voluntary	sector	as	examples),	

• The	types	of	roles	that	individuals	held	(Directors,	Clinicians,	or	Independent	Chairs	

as	examples).	

	

Organisational	 documentary	 analysis	 (Saunders	 et	 al.,	 2019)	 was	 undertaken	 where	

committee	 structures,	 meeting	 papers	 and	 strategic	 documents	 were	 examined	 to	

determine	 key	 individuals.	 	 From	 this	 process,	 a	 suggested	 list	 of	 interviewees	 was	
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validated	by	senior	leaders	from	the	GMHSCP	Executive	Team.		Additional	suggestions	

for	interviewees	were	accepted	at	this	stage.			

	

Taking	this	approach	resulted	in	data	being	collected	from	all	aside	from	two	of	the	ten	

LCO	areas,	with	a	relatively	even	spread	of	individuals	working	at	the	system-	and	place-

levels.		More	detail	on	this	can	be	found	in	section	3.7.2.	

	

3.3.5 Generalisation 

Gathering	data	from	the	chosen	case—GMHSCP—allowed	for	data	to	be	collected	from	a	

number	of	settings,	across	a	number	of	different	roles,	and	across	majority	of	the	LCO	

areas	in	order	for	the	key	features	of	the	partnership	to	be	established.			Bryman	(2012)	

argued	that	collection	of	data	across	multiple	settings	was	advantageous	with	regards	the	

potential	to	generalise	findings,	and	Eisenhardt	(1989)	argued	that	a	strength	of	using	

cases	was	that	there	was	a	“likelihood	of	generating	novel	theory”	(p.	546)	which	is	well	

suited	to	the	topic	of	this	research	given	the	new	nature	of	ICSs.	

	

Having	conducted	a	substantial	number	of	interviews	and	collected	a	large	quantum	of	

rich	data	across	a	range	of	perspectives	and	sub-case	studies,	it	can	be	argued	that	the	

data	are	broad	enough	to	warrant	the	first	step	of	generalisation	with	the	caveat	that	the	

contributions	offered	require	further	testing.		Saunders	et	al.	(2019)	argue	that	research	

such	as	 that	conducted	 for	 this	project—inductive	and	mono	method—can	be	used	to	

suggest	“conceptual	frameworks”	(p.	155)	and	“develop	a	richer	theoretical	perspective	

than	 already	 exists	 in	 the	 literature”	 (p.	 175).	 	 The	 contributions	 offered	 from	 this	

research	 should	be	viewed	 in	 this	way:	offering	a	 richer	perspective,	whilst	 requiring	

further	testing	and	refinement.			

	

Supporting	this,	and	building	on	the	idea	of	testing	the	contributions	from	this	research	

is	the	model	proposed	by	Perry	(1998)	relating	to	the	use	of	an	inductive	case	study	to	

build	theory.		Perry	argued	that	a	single	first	inductive	case	identifies	a	series	of	ideas	or	

theoretical	boundaries,	including	the	data	collection	protocol.		From	here,	the	ideas	from	
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the	 first	 inductive	 case	 can	 be	 explored	 within	 subsequent	 cases	 where	 cross-case	

analysis	becomes	possible	in	order	to	strengthen	the	generalisability	of	the	findings	to	

develop	 firm	 theory.	 	 This	 is	 highly	 applicable	 to	 this	 research	 project;	 this	 thesis	

represents	the	findings	of	the	first	inductive	case	study	(according	to	Perry’s	model).		The	

contributions	 offered	 are	 akin	 to	 Saunders	 (2019)	 characterisations—they	 are	

conceptual	 and	 offer	 greater	 insight	 than	 previously	 held,	 however,	 would	 require	

further	testing	through	cross-case	analysis	to	confirm	new	theory	or	models	(Yin,	2018).	

 

3.4 Research question development 

Tharenou	et	al.	 (2007)	described	the	development	of	a	research	question	as	requiring	

“considerable	thought	and	rumination”	(p.	5)	and	argued	that	although	questions	may	

not	 be	 well	 defined	 at	 the	 beginning	 of	 research,	 they	 are	 required	 in	 order	 that	

researchers	have	“direction	and	focus	to	set	them	on	the	right	path”	(p.	5).		Furthermore,	

Saunders,	Lewis,	and	Thornhill	(2000)		stated	that:	“It	is	often	a	useful	starting	point	in	

writing	 of	 research	 questions	 to	 begin	with	 one	 general	 focus	 research	 question	 that	

flows	from	your	research	idea”	(p.	34).		Therefore,	using	the	guidance	of		Tharenou	et	al.	

and	Saunders	et	al.	and	in	line	with	the	initial	research	process	step	outlined	by	Gill	and	

Johnson	(2002),	an	initial	question	for	this	research	project	was	developed:	“What	factors	

determine	successful	health	care	partnerships?”	 	However,	 this	question	contained	no	

reference	to	why	partnerships	might	be	required	to	be	successful	or	why	this	might	be	of	

importance,	 and	 did	 not	 align	 with	 the	 features	 of	 a	 successful	 research	 question	

described	 by	 Graziano	 and	 Raulin	 (2013):	 stating	 an	 expected	 relationship	 between	

variables,	being	described	as	a	question,	and	allowing	the	possibility	of	data	collection	to	

answer	the	question.		In	order	to	address	the	weaknesses	of	the	initial	research	question,	

a	second	version	of	the	research	question	was	drafted:	“To	what	extent	do	health	and	care	

partnerships	provide	an	effective	mechanism	for	integrating	care?”	

 

3.5 Interview topic development and links with the research question and 

literature review 

Overall,	the	relationship	between	the	literature	review,	research	question	development	

and	 interview	 topic	 development,	 can	 best	 be	 summarised	 using	 the	 ‘double-loop	
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learning’	model	(Argyris,	1976).		Figure	1	shows	the	relationship	between	these	research	

components,	and	how	the	outcomes	of	the	literature	review	and	data	shaped	both	further	

iterations	of	the	research	question	and	the	second	round	of	interview	topics.		The	data	

from	both	round	one	interviews	and	round	two	interviews	were	used	for	analysis	and	

conclusions.	

 

Figure 1: Double-loop learning for this research project 
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As	shown	above,	the	outputs	of	various	completed	actions	were	used	to	inform	or	refine	

the	 next	 stage	 of	 the	 research	 process.	 	 The	 following	were	major	 learning	 points	 at	

relevant	stages:	

• From	 a	 combination	 of	 the	 literature	 review,	 research	 question	 development,	 and	

interview	topic	development,	three	significant	concepts	relating	to	partnerships	were	

confirmed	as	important	for	this	research	project;	these	emerged	most	strongly	in	the	

round	one	interview	data.		They	were	‘value’,		‘optimisation’	and	‘challenges’.	

• From	 the	 realisation	 of	 these	 concepts,	 there	 was	 a	 requirement	 to	 review	 the	

research	 question,	 in	 particular	 with	 regard	 to	 the	 outcome	 component	 of	 the	

question.		Given	the	data	captured	from	the	round	one	interviews,	it	became	apparent	

that	it	was	no	longer	appropriate	to	be	seeking	to	answer	the	research	question	where	

the	outcome	being	defined	was	that	of	integrating	care.		This	was	because	it	was	clear	

following	 the	 first	 round	 of	 interviews	 across	 the	 LCO	 subunits	 that	 the	 ambition	

surrounding	outcomes	was	different	to	that	of	solely	integrating	care	and	was	indeed	

variable	across	the	LCO	areas.	

• The	research	question	was	revised	for	a	third	time	and	determined	as:	‘What	is	the	

value	 of	 partnerships	 for	 organisations	 aiming	 to	 transform	health	 and	wellbeing	

outcomes?’		This	revised	question	had	two	advantages	over	the	previous	question:	1)	

it	explicitly	included	reference	to	the	major	research	concept	of	value,	and	2)	allowed	

for	the	outcomes	being	defined	by	the	partnership	in	question	to	be	explored	rather	

than	 interviews	 being	 limited	 to	 solely	 discussing	 integrated	 care.	 	 The	 three	

iterations	of	 the	research	question	aligned	with	the	suggestion	made	by	Miles	and	

Huberman	 (1994)	 that	 this	 is	where	most	 time	should	be	 spent:	 “Formulating	 the	

questions	is	an	iterative	process;	the	second	version	is	sharper	and	leaner	than	the	

first,	and	the	third	cut	gets	the	final	few	bugs	out”	(p.	24).		Whilst	it	could	be	argued	

that	the	question	did	not	get	leaner	in	terms	of	length,	the	final	research	question	is	

arguably	more	focussed	and	relevant	for	a	study	of	this	nature.	

		

3.6 Interview question development 

For	 both	 rounds	 of	 interviews,	 interview	 topic	 guides	 and	 associated	 questions	were	

produced.	 	 They	 are	 included	 in	 Appendix	 One.	 	 Interview	 questions	 comprised	 a	

combination	 of	open	 questions	 designed	 to	 encourage	 the	 interviewee	 to	 	 provide	 an	
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extensive	 answer	 which	 was	 likely	 to	 cover	 several	 valuable	 topics,	 and	 probing	

questions	which	were	more	focussed	(Saunders	et	al.,	2019).	

	

The	first	round	of	interview	questions	were	based	on	the	literature	reviewed,	including	

literature	from	outside	of	health	and	care	which	has	not	been	included	in	this	thesis.		The	

second	round	of	interview	questions	were	focussed	on	topics	that	had	emerged	in	the	

data	gathered	and	analysed	from	the	first	round	of	interviews,	and	therefore,	questions	

were	 focussed	 on	 the	 most	 novel	 thinking	 emerging	 from	 the	 research.	 	 Holding	

interviews	in	two	rounds	enabled	the	opportunity	for	clarification	on	points	made	in	the	

first	round	of	interviews,	and	prioritised	time	to	be	spent	on	gathering	data	which	was	

best	going	to	make	a	contribute	to	closing	the	gaps	in	the	literature	identified	in	Chapter	

Two.	

	

3.7 Data collection 

3.7.1 Ethical approval 

Ahead	 of	 carrying	 out	 any	 form	 of	 data	 collection,	 ethical	 approval	 was	 sought	 and	

obtained	through	the	University	of	Otago	Ethics	Committee.		In	July	2018	ethical	approval	

was	granted,	reference	number	18/114.	

	

Ahead	of	the	interviews,	interviewees	were	sent	a	copy	of	the	Ethics	Information	Sheet	

and	a	Consent	Form.		At	the	beginning	of	each	interview,	interviewees	signed	a	copy	of	

the	Consent	Form	which	was	stored	securely	by	the	researcher.	

 

3.7.2 Data collection process 

Initial	 contact	 was	 made	 with	 the	 GMHSCP	 Executive	 Team	 regarding	 intention	 to	

conduct	research,	including	providing	a	one-page	summary	of	the	research	project’s	aims	

and	objectives.		Upon	reaching	agreement	on	access	to	both	interviewees	and	partnership	

documents,	an	access	agreement	was	signed	by	both	the	researcher	and	a	member	of	the	

GMHSCP	Executive	Team.		Interviewee	contact	details	were	sourced	from	a	member	of	

the	 GMHSCP	 Executive	 Team	 and	 prospective	 interviewees	 were	 sent	 the	 one-page	
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summary	 and	 an	 invitation	 to	 participate	 in	 two	 rounds	 of	 interviews.	 	 Of	 the	 thirty	

individuals	invited	for	interview,	one	individual	declined,	one	stated	they	could	not	make	

the	 commitment,	 and	 four	 did	 not	 reply.	 	 In	 total	 twenty-four	 individuals	 were	

interviewed.	 	 Anonymised	 attributes	 data	 can	 be	 seen	 relating	 to	 the	 twenty-four	

interviewees	in	Table	1.	

 

Table 1: Anonymised attributes data of interviewees 

Level	 LCO	Area	 Job	Classification	 Profession	 Job	Type	
Place	 1	 Executive	 Manager	 Commissioning	
Place	 1	 Executive	 Manager	 Provider	Management	
Place	 2	 Chair	 Lay	member	 LCO	Leadership	
Place	 3	 Director	 Manager	 Provider	Management	
Place	 3	 Senior	Manager	 Manager	 LCO	Management	
Place	 3	 Executive	 Manager	 LCO	Management	
Place	 4	 Senior	Manager	 Manager	 LCO	Management	
Place	 4	 Executive	 Manager	 Council	Management	
Place	 5	 Senior	Manager	 Manager	 Commissioning	
Place	 6	 Senior	Manager	 Manager	 Commissioning	
Place	 7	 Senior	Manager	 Manager	 Commissioning	
Place	 7	 Director	 Manager	 Council	Management	
Place	 8	 Director	 Manager	 LCO	Management	
System	 GM	wide	 Executive	 Clinician	 Partnership	Team		
System	 GM	wide	 Executive	 Manager	 Partnership	Team	
System	 GM	wide	 Senior	Manager	 Manager	 Partnership	Team	
System	 GM	wide	 Chair	 Lay	member	 Partnership	Team	
System	 GM	wide	 Senior	Manager	 Manager	 Partnership	Team	
System	 GM	wide	 Executive	 Clinician	 Partnership	Team	
System	 GM	wide	 Senior	Manager	 Manager	 Commissioning	
System	 GM	wide	 Executive	 Manager	 Partnership	Team	
System	 GM	wide	 Executive	 Manager	 Partnership	Team	
System	 GM	wide	 Executive	 Manager	 Voluntary	Sector	
System	 GM	wide	 Senior	Manager	 Manager	 GMCA	
	

As	demonstrated	by	the	attributes	data	in	Table	1,	interviewees	came	from	a	wide	range	

of	locations,	operated	both	at	the	place-	and	system-levels	(defined	and	described	in	more	

detail	 in	 section	 4.1.2),	 were	 broadly	 in	 senior	 roles	 with	 a	 variety	 of	 professional	

backgrounds,	and	drawn	from	a	variety	of	health	and	care	organisational	types.	



 64 

	

In	accepting	an	invitation	to	be	interviewed,	interviewees	were	offered	a	range	of	dates	

and	times	at	a	location	that	would	suit	them.		Over	a	period	of	two	three-week	blocks	the	

two	 rounds	 of	 one-hour	 semi-structured	 interviews	 were	 carried	 out	 at	 a	 range	 of	

locations	across	GM.		The	first	round	of	interviews	were	based	on	ideas	and	themes	from	

the	 literature	review	and	broader	 literature,	with	the	second	round	more	 focussed	on	

themes	that	had	emerged	from	the	first	round	as	requiring	further	discussion.		Nineteen	

interviews	were	completed	in	round	one,	with	twenty	in	round	two.		Four	interviewees	

were	unavailable	 for	 interview	during	round	two,	however,	 five	 interviewees	that	had	

been	unavailable	for	round	one	were	available	for	round	two.	

 

3.8 Data analysis 

3.8.1 Data coding 

All	interviews	were	digitally	recorded	and	then	fully	transcribed	and	saved	as	individual	

Microsoft	Word	files—one	file	per	interview.		The	files	were	then	imported	into	the	NVivo	

software	programme.	Overall,	NVivo	was	used	for	transcript	coding,	data	querying,	data	

analysis,	and	the	storage	of	all	notes	and	ideas.		In	addition,	attributes	data	were	uploaded	

and	linked	to	each	file	enabling	any	coded	data	to	also	be	linked	to	a	set	of	attributable	

data.	 	 Attributes	data	 included	names	of	 interviewees,	date	of	 interview,	organisation	

name,	job	role,	LCO	location,	profession	type,	and	level	of	seniority.		At	this	point,	each	

interviewee	was	allocated	a	unique	 identifier	(coded	name)	 in	order	to	maintain	their	

anonymity.	 	The	 types	and	definitions	of	 the	unique	 identifiers	are	described	 in	more	

detail	in	Chapter	Four	(section	4.5.1).	

	

In	order	to	make	sense	of	the	data,	including	ensuring	data	could	be	located	for	future	

analysis,	coding	was	used.		This	involved	labelling	a	unit	of	data—which	might	be	a	word,	

sentence,	paragraph	or	section	in	the	transcript—to	a	code	which	was	usually	a	single	

word	or	short	phrase	which	best	represented	the	meaning	of	the	unit	of	data	(Saunders	

et	al.,	2019).			The	process	used	to	identify	relevant	data	for	coding	comprised	reading	

each	interview	transcript	file	and	applying	the	following	two	logic	model	questions	across	

the	content:	
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1. Do	the	data	offer	any	insight	into	the	key	research	concepts—value,	optimisation	and	

challenges	for	partnerships—for	this	research	project?	

2. What	idea	or	factor	is	the	interviewee	describing?	

Answering	 question	 one	 of	 the	 logic	 model	 positively	 meant	 that	 the	 data	 were	

highlighted	 in	the	transcript	and	coded	to	a	node	that	had	been	set	up	to	support	 the	

research	 project	 in	NVivo.	 	 Table	 2	 shows	 the	 nodes	 that	were	 set	up	mapped	 to	 the	

research	concepts	of	relevance	for	this	project.	

	

Table 2: Nodes mapped to research concepts 

Group	Node	 Nodes	

Value	 Value	add	

No	value	

Potential	value	

Better	

Not	better	

Optimisation	 Factors	

Context	

Challenges	 Challenges	

Barriers	

	

Coding	data	to	a	node	(as	shown	in	Table	2)	meant	that	only	data	relevant	to	the	research	

questions	for	this	project	were	coded.		Answering	question	two	then	enabled	these	data	

to	be	coded	thematically;	as	data	were	identified	as	relevant	for	coding,	patterns	began	

to	emerge,	which	enabled	the	development	of	a	list	of	themes	to	which	the	specific	data	

could	 be	 coded.	 	 Tutorial	 videos	 offered	 by	 NVivo	 and	 on	 open	 source	 information	

platforms	such	as	YouTube	were	watched	to	ensure	the	use	of	best	practice	in	regards	

theme	development	within	the	software	package.		More	detail	on	the	themes	identified	

can	be	found	in	Chapters	Four	and	Five.	

	

Some	 data	 units	 were	 coded	 to	 multiple	 codes.	 	 For	 example,	 if	 an	 interviewee	 was	

describing	why	they	thought	working	as	part	of	the	GMHSCP	enabled	them	to	be	a	better	

system	 leader,	 this	 would	 be	 coded	 to	 be	 ‘value-add’	 and	 ‘optimisation’	 due	 to	 it	
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describing	how	partnerships	have	enabled	better	leadership	(value)	and	the	requirement	

for	system	leadership	(optimisation),	in	addition	to	being	coded	to	a	sub-code	theme	of	

systems	leadership	under	a	main	header	theme	of	leadership.		Where	individuals	said	the	

same	thing	more	than	once	without	adding	any	real	detail	or	new	insight,	this	was	not	

coded,	however,	where	 they	 revisited	 their	 thoughts	and	added	new	 information,	 this	

was	coded	again	to	the	same	or	a	different	node	and	theme.		Some	data	were	coded	to	

more	than	one	node	or	theme	code	due	to	the	complexity	of	the	topic	being	explored	and	

the	interactions	between	themes.	

	

3.8.2 Thematic analysis 

Thematic	 analysis	 was	 used	 instead	 of	 content	 analysis	 as	 it	 enabled	 patterns	 to	 be	

identified	in	the	data	(Saunders	et	al.,	2019)	including	a	direct	link	back	to	the	research	

question	Gray	(2018);	data	was	able	to	be	extracted	in	relation	to	the	research	question,	

rather	 than	 simply	 reporting	 on	 what	 had	 been	 collected	 regardless	 of	 relevance.		

Furthermore,	because	of	the	inductive	nature	of	the	research,	themes	emerged	from	the	

data—they	 were	 “data	 driven”	 (Gray,	 p.	 692),	 which	 arguably	 should	 increase	 the	

robustness	of	the	arguments	presented	in	the	thematic	analysis	(Chapter	Five).		Thematic	

analysis	 was	 further	 deemed	 appropriate	 for	 this	 research	 due	 to	 it	 assisting	 in	

comprehending	 large	 amounts	 of	 qualitative	 data,	 its	 ability	 to	 make	 connections	

between	transcripts,	identifying	key	areas	for	analysis,	and	the	opportunity	to	develop	

ideas	from	the	themes	identified	(Saunders	et	al.).	

	

As	 data	was	 coded,	 themes	were	 identified	 from	 the	 list	 of	 codes.	 	 This	 process	was	

supported	through	the	production	of	 interview	transcript	summaries	(Saunders	et	al.,	

2019).		As	more	themes	were	identified,	it	became	possible	to	group	them	and	to	discard	

some	themes	which	had	earlier	been	thought	 important.	 	As	noted	by	Grandy	(2012),	

“Data	analysis	relies	upon	careful	coding	with	a	 focus	upon	aggregate	 instances	 in	 the	

case	report”	(p.	474).			

	

Themes	were	initially	developed	and	then	iteratively	compared,	refined	and	grouped	in	

order	to	produce	a	well-structured	analytical	framework	(Saunders	et	al.,	2019)	which	
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was	representative	of	the	data	relevant	for	answering	the	research	question.		As	will	be	

discussed,	whilst	the	theme	was	the	same	for	different	pieces	of	data,	for	example,	more	

than	one	interviewee	discussing	the	opportunity	to	utilise	resources	in	new	and	different	

ways,	there	was	not	always	agreement	on	whether	this	was	important,	how	it	could	or	

should	be	done,	and	whether	it	was	happening	effectively.		The	agreements,	contentions	

and	variety	of	views	within	each	of	the	themes	is	explored	in	Chapter	Five.	

	

3.8.3 Forcefield analysis 

Whilst	the	raw	interview	data	was	analysed	thematically,	further	analysis	using	forcefield	

diagrams	(Straker,	1995)	was	deemed	necessary	in	order	to	show	the	opposing	forces	to	

successful	 partnership	 working	 that	 interviewees	 were	 describing.	 	 Three	 forcefield	

diagrams	are	presented	in	section	6.1.6.	

 

3.9 Research rigour 

The	following	steps	were	taken	to	assure	research	rigour:	

1. A	systematic	approach	was	taken	to	searching	and	reviewing	the	literature.	

2. Consistent	procedures	were	followed	for	interviews.		For	both	rounds	of	interviews,	

a	series	of	topic	areas	and	questions	were	prepared	beforehand:	round	one	questions	

were	informed	by	the	literature	whilst	round	two	were	informed	according		the	ideas	

that	had	been	discussed	 in	 the	previous	 round	of	 interviews.	 	The	 interview	 topic	

guides	and	questions	are	included	in	Appendix	One.	 	In	every	interview	as	many	of	

the	topic	areas	were	covered	within	the	hour	as	was	possible.	

3. Word	frequency	queries	were	used	in	NVivo	to	understand	which	words	were	used	

most	frequently	in	the	data	and	to	direct	thinking	on	possible	codes	for	themes.	

4. Data	 are	 extensively	 quoted	 directly	 in	 this	 thesis	 (Chapter	 Five	 and	 Six)	 which	

confirms	the	presence	of	themes	as	presented	in	Chapter	Five—themes	can	be	traced	

back	to	the	raw	data.	

5. The	 coded	 transcript	 summaries	 and	 theme	 identification	 lists	were	 checked	with	

interviewees	where	they	were	willing	and	had	agreed	to	do	this.	
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3.10 Chapter summary 

This	chapter	provides	an	overview	of	the	key	decisions	made	throughout	the	research	

design	 process,	 and	 the	 processes	 followed	 to	 deliver	 the	 research.	 	 Overall,	 the	

methodological	 approach	 is	 characterised	 by	 a	 combination	 of	well	 know	methods—

systematic	review	and	thematic	analysis—combined	with	a	more	reflective	and	iterative	

approach	 to	 aspects	 such	 as	 interview	 question	 development.	 	 Having	 described	 the	

processes	followed,	the	following	chapter	contains	detail	on	the	themes	determined	from	

the	data.	
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4. High-Level Overview of Data Collected 

This	chapter	provides	a	high	level	summary	of	the	data	collected	during	two	rounds	of	

interviews	held	with	senior	individuals	involved	in	the	leadership	and	management	of	

the	 GMHSCP.	 	 A	 total	 of	 thirty-nine	 interviews	 were	 conducted	 with	 twenty-four	

individuals,	where	fifteen	of	the	individuals	participated	in	both	rounds	of	interviews.	

	

Initially,	 this	 chapter	 describes	 the	 case	 in	 question—GMHSCP—including	 a	 brief	

description	 of	 the	 geographical,	 demographic	 and	 policy	 context	 within	 which	 the	

partnership	 is	 operating,	 and	 the	 current	 nature,	 formation	 and	 priorities	 for	 the	

partnership.		Following	this,	a	high	level	summary	analysis	of	the	data	that	are	relevant	

for	this	research	project	is	presented.		This	includes:	analysis	of	frequency	and	spread	of	

themes,	 an	 introduction	 to	 data	 which	 were	 coded	 to	 multiple	 themes	 suggesting	

connections	between	themes,	and	an	overview	of	 the	relevance	of	 themes	to	the	main	

research	interests	for	this	research.		The	number	of	times	a	theme	was	raised	is	presented	

in	section	4.2,	in	Tables	2	and	3.		The	data	in	these	tables	represents	more	the	number	of	

times	a	theme	was	raised	rather	than	necessarily	the	strength	of	feeling	relating	to	the	

theme.		

	

It	is	important	to	note	that	not	all	the	data	gathered	from	the	interviews	are	presented	in	

this	analysis;	whilst	the	data	collected	were	interesting,	it	was	not	always	relevant	to	the	

research	questions	being	explored	as	part	of	this	project.		In	analysing	the	data	provided	

by	 interviewees,	 there	was	 an	average	of	 31%	 total	 content	 coded	 as	 relevant	with	 a	

range	of	7%	to	55%.		These	percentages	were	calculated	by	the	NVivo	software	package	

and	 include	 an	 appropriate	 adjustment	 for	 the	 quantum	 of	 data	 recorded	 in	 the	

transcripts	from	the	principal	researcher.	 	Full	details	of	percentages	of	coded	content	

can	be	found	in	Appendix	Two.		The	variability	in	coded	content	was	due	to	a	range	of	

reasons:	the	relatively	open	nature	of	interviews	as	a	form	of	data	collection	where	the	

researcher	is	only	partially	in	control,	the	complexity	of	the	topic	overall,	interviewees’	

approach	 to	 answering	 questions	 sometimes	 with	 lengthy	 or	 repetitive	 examples	 to	

illustrate	 a	 point	 where	 only	 the	 theory	 they	 put	 forward	 would	 be	 coded,	 and	 the	

questions	 requiring	 self-reflection	 which	 was	 demonstrably	 variable	 amongst	
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interviewees.		It	is	worthy	of	note	that	the	interviews	with	a	lower	percentage	relevance	

were	 not	 necessarily	 of	 poor	 quality	 or	 invaluable;	 amongst	 the	 lower	 percentage	

interviews,	data	were	uncovered	which	is	included	in	this	and	the	subsequent	discussion	

chapter	as	new	and	profound	thinking.		This	demonstrates	the	value	of	interviews	as	a	

way	of	dynamically	exchanging	data	and	therefore	suitable	as	the	data	collection	method	

for	 this	 research	 project.	 	 Furthermore,	 the	 total	 dataset	 represents	 opportunity	 for	

further	work	and	research.		In	studying	the	dataset	as	a	whole,	immediate	opportunities	

for	 further	 analysis	 are	 evident:	 	 exploring	 what	 interviewees	 revealed	 about	 the	

opportunity	 to	 solve	 some	 of	 the	 current	 problems	 being	 faced	 by	 partnerships,	 the	

challenges	 of	meeting	 competing	 priorities,	 and	 the	 views	 of	 leaders	 in	 continuing	 to	

pursue	the	major	policy	requirement	of	integration	were	all	frequently	commented	upon.	

 

4.1 Description of the case and rationale for case selection 

4.1.1 Background and context for the partnership 

The	 GMHSCP	 (the	 partnership)	 operates	 across	 the	 1200km2	 of	 GM.	 	 Located	 in	 the	

north-west	 of	 England,	 the	 partnership	 is	 responsible	 for	 the	 health	 and	 social	 care	

services	for	2.8	million	people	living	across	ten	urban	boroughs.		The	population	of	GM	is	

both	growing	and	ageing,	and	faces	some	significant	challenges	which	are	all	reported	as	

worse	 than	 the	 national	 average.	 	 Examples	 of	 these	 challenges	were	 outlined	 in	 the	

recent	Greater	Manchester	Population	Health	Plan	(Greater	Manchester	Health	and	Social	

Care	Partnership,	2017)	and	included:	

• 680,000	 or	 25%	 of	 people	 live	 in	 areas	 that	 fall	 into	 the	 bottom	 10%	 most	

disadvantaged	areas	in	England.	

• Three	 of	 the	 ten	 boroughs	 are	 in	 the	 bottom	 ten	 areas	 in	 England	 for	 healthy	 life	

expectancy	(circa	57	years).	

• One	in	three	children	did	not	achieve	good	level	of	development	aged	6	at	school.	

• There	 is	 a	1.8	million	working	age	population,	with	432,000	economically	 inactive	

which	is	5%	above	the	national	average.	

• Two	thirds	of	adults	are	obese,	with	45%	physically	active.	

• One	in	five	adults	smoke.	
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• 10%	of	adults	have	a	long	term	condition	or	disability	reported	as	‘limiting	their	lives	

a	lot’.	

	

In	February	2015,	health	and	social	 care	 leaders	 from	 the	GM	NHS	organisations	and	

Local	Authorities	made	an	agreement	with	central	government	for	the	GMHSCP	to	form.		

This	 included	 taking	 responsibility	 for	 £6	 billion	 of	 devolved	 annual	 funding	 and	 the	

accountability	 for	 regulating	 the	 NHS	 commissioning	 organisations—Clinical	

Commissioning	 Groups	 (CCGs)—formerly	 a	 role	 carried	 out	 by	 NHS	 England.	 	 This	

devolved	 arrangement	 for	 health	 and	 social	 care	 was	 also	 being	 mirrored	 in	 the	

devolution	 of	 new	 powers	 and	 responsibilities	 to	 the	 Greater	 Manchester	 Combined	

Authority	 (GMCA)	 including	 the	 direct	 election	 of	 a	metropolitan	mayor	 for	GM.	 	 The	

GMCA	 is	 responsible	 for	 a	 wider	 set	 of	 public	 services	 including	 transport,	 leisure,	

education,	housing,	fire	and	police,	economic	development,	planning	and	sustainability.		

In	combination,	the	total	devolved	funding	to	GM	is	£22	billion	annually.	

	

4.1.2 GMHSCP operating model 

In	 April	 2016	 the	 GMHSCP	 became	 operational.	 	 Overall,	 GMHSCP	 is	 managed	 and	

facilitated	by	an	Executive	Partnership	Team	(GM	partnership	team)	and	supporting	staff	

based	 in	 central	 Manchester,	 however,	 the	 partnership	 is	 made	 up	 of	 over	 30	

organisations	who	have	agreed	to	work	in	partnership.		The	organisations	included	in	the	

partnership	are:	all	NHS	Trusts	(hospitals,	mental	health,	and	ambulance),	primary	and	

community	 care	 representatives,	 CCGs,	 Local	 Authorities,	 Community	 and	 Voluntary	

Sector	organisations,	and	patient	advocacy	groups.		It	is	the	partners	who	are	the	decision	

makers	rather	than	the	GM	Partnership	Team.	

	

Initially,	 the	 priorities	 for	 the	 partnership	 were	 outlined	 in	 the	 founding	 planning	

document—Taking	Charge	Of	Our	Health	and	Social	Care	(Greater	Manchester	Health	and	

Social	Care	Partnership,	2015).		This	document	outlined	four	key	streams	of	work	to	be	

carried	out	across	GM:	a	radical	upgrade	in	population	health	prevention,	transforming	

community	 based	 care	 and	 support,	 standardising	 acute	 and	 specialist	 care,	 and	

standardising	clinical	support	and	back	office	services.	 	Alongside	these	priority	areas,	
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the	 partnership	 was	 developing	 a	 new	 operating	 model	 which	 would	 define	 how	

organisations	across	GM	would	work	together.		The	operating	model	was	determined	in	

three	 functional	 levels	 which	 leaders	 in	 GM	 labelled	 as	 ‘system’,	 ‘place’	 and	

‘neighbourhood’.	 	At	 each	of	 the	partnership’s	 three	 levels	 there	was	a	 corresponding	

structural	form:	

1. System—GMHSCP	 Partnership	 Board	 (governance	 and	 decision	 making)	 and	 GM	

Partnership	Team	(management	and	facilitation).	

2. Place—LCOs	consisting	of	leaders	from	NHS	Trusts,	local	authorities,	primary	care,	

and	 third	 sector	 organisations	 based	within	 the	 geographical	 footprints	 of	 the	 ten	

borough	areas.	

3. Neighbourhood	–	localised	care	delivery	teams	delivering	and	coordinating	care	for	

populations	of	around	30,000	to	50,000.	

	

Key	to	the	operating	model	was	the	development	of	place-based	LCOs.		LCOs	are	the	main	

structural	 partnership	 form	 operating	 to	make	 shared	 local	 decisions	 around	 service	

development.		It	is	vital	to	note	that	no	organisations	were	dismantled	in	the	formation	

of	the	partnership;	leaders	from	the	respective	place-based	organisations	were	expected	

to,	and	had	agreed	to,	work	together	using	both	existing	resources	and	a	share	of	the	£450	

million	 transformation	 fund	 (TF)	 that	 had	 been	 agreed	 as	 a	 one-off	 fund	 to	 support	

devolution.		Initially	it	was	agreed	by	the	Partnership	Board	that	LCOs	would	be	formed	

and	 prioritise	 two	 key	 initiatives,	 after	which	 they	would	 be	 supported	 to	 determine	

more	localised	priorities.		The	two	key	initiatives	as	agreed	across	GM	were:	1)	setting	up	

strategic	 commissioning	 functions	at	place-level	 and	2)	developing	LCOs	 to	transform	

community	based	services.	

	

4.1.3 Case selection 

GMHSCP	was	chosen	as	the	major	case	study	for	five	main	reasons:	

1. It	was	the	 first	area	 in	England	to	receive	devolved	funding	and	responsibilities	 to	

support	a	new	form	of	partnership.	

2. It	was	one	of	the	first-wave	of	vanguard	ICSs,	an	emergent	form	of	partnership	for	the	

NHS.	
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3. The	development	of	the	three-level	operating	model	represented	new	and	profound	

thinking	for	partnership	structure	and	function.	

4. There	was	a	real	focus	on	system	and	place-based	developments	which	had	received	

less	attention	previously	than	the	neighbourhood-level	type	care	initiatives.	

5. There	was	 a	 high	 likelihood	 that	 leaders	working	 at	 the	 system-	 and	 place-levels	

would	be	available	for	interview	and	be	willing	to	share	their	insight.	

All	of	the	above	reasons	demonstrate	the	partnership	to	be	innovative,	forward	thinking	

and	therefore	of	high	relevance	for	study.	

	

4.1.4 Manchester’s history 

Manchester	 has	 an	 interesting	 background	 and	 social	 and	 cultural	 setting	 which	 is	

relevant	to	explore	briefly	in	this	thesis	due	to	its	impact	on	the	work	and	lives	of	people	

in	 Manchester	 including	 the	 development	 of	 their	 psyche.	 	 Manchester	 has	 long	 and	

proud	 history	 of	 innovation	 and	 ‘firsts’.	 	 For	 example	 in	 1761,	 the	UK’s	 first	 artificial	

waterway	was	built	 in	 the	 form	of	 the	Bridgewater	Canal,	 in	1857	the	Halle	Orchestra	

became	the	world’s	first	professional	orchestra,	in	1903,	Emmeline	Pankhurst	founded	

the	Women’s	Social	and	Political	Union,	and	more	recently	Manchester	was	named	as	the	

first	 European	 city	 to	 be	 awarded	 the	 accolade	 of	 European	 City	 of	 Science	 (2016).		

Manchester	 has	 also	 had	 a	 number	 of	 significant	 and	 tragic	 events	which	 historically	

include	the	Peterloo	Massacre	(1819),	and	more	recently	the	explosion	of	two	terrorist	

bombs	 in	 the	 city-centre	 (1996)	 and	 at	 the	Manchester	 Evening	 News	 Arena	 (2017).		

Manchester	 is	 also	 renowned	 for	 growing	 musical	 and	 sporting	 talent	 with	 two	

international	 football	 clubs,	 international	 cricket,	 swimming	 and	 cycling	 venues,	 and	

some	of	the	biggest	musical	artists	to	influence	the	music	of	the	modern	day	in	bands	such	

as	The	Smiths,	New	Order,	Joy	Division	and	perhaps	most	famously,	Oasis.		All	of	these	

events,	 developments	 and	 context	 make	 Manchester	 feel	 like	 it	 is	 different.	 	 It	 is,	

therefore,	of	little	surprise	that	the	health	and	social	care	leaders	in	Manchester	were	the	

first	 in	 England	 to	work	with	 the	 government	 to	 gain	 a	 devolution	deal	 they	 thought	

would	 enable	 them	 to	 do	 the	 right	 thing	 for	 the	Manchester	 people.	 	 As	 put	 by	Tony	

Wilson—founder		of	Tower	Records,	the	legendary	Hacienda	night	club,	and	to	whom	the	

term	‘Madchester’	was	attributed	to	in	the	1980s-90s	due	to	his	promotion	of	new	music	
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and	contribution	to	the	Manchester	cultural	scene—“This	 is	Manchester,	we	do	things	

differently	here”	(Wilson	in	Thorp,	2016).	

	

4.2 Frequency and spread of themes 

In	 coding	 the	 thirty-nine	 interviews	conducted,	 a	 total	of	105	 individual	 themes	were	

identified,	which,	once	all	sub-themes	were	aggregated,	resulted	in	fifty	main	themes.		A	

full	table	of	descriptions	of	the	fifty	major	themes	and	associated	subthemes	can	be	found	

in	Appendix	Three,	however,	Table	3	below	shows	the	top	ten	major	themes	in	rank	order	

according	to	the	number	(frequency)	of	pieces	of	data	coded	across	the	interviews	which	

could	be	coded	either	directly	to	the	major	theme	or	to	one	of	its	nested	subthemes.	

	

Table 3: Top ten themes according to the frequency in which the theme was raised across 

all interviews 

Rank	 Themes	 Frequency	
1	 Structure	 177	

2	 Leadership	 161	

3	 Opportunity	to	tackle	issues	 158	

4	 Power	 68	

5	 Resources	 62	

6	 Relationships	 52	

7	 Organisational	focus	 49	

8	 Manchester	way	 42	

9	 Understanding	 39	

10	 Time	 38	

	

As	 the	 table	 shows,	 interviewees	were	 readily	able	 to	 identify	a	 range	of	 factors	 they	

thought	were	important	for	successful	partnership	working,	with	a		marked	difference	in	

the	most	frequently	talked	about	themes	relating	to	how	the	structure	for	partnership	

arrangements	 and	 the	 leaders	 and	 leadership	 power	 currently	 in	 operation	might	 be	

impacting	 upon	 the	 partnership’s	 success.	 	 They	 also	 most	 frequently	 were	 able	 to	

describe	 how	 working	 in	 partnership	 was	 enabling	 new	 opportunities	 for	 tackling	

difficult	issues,	including	what	the	opportunities	for	change	are.	
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When	 comparing	 the	 number	 of	 times	 a	 theme	 was	mentioned	 across	 all	 interviews	

(frequency)	to	the	number	of	interviews	in	which	a	theme	was	mentioned	(distribution),	

there	are	some	clear	similarities.		Table	4	shows	the	top	ten	major	themes	in	rank	order	

according	to	the	number	of	interviews	in	which	the	theme	was	discussed	(distribution).		

It	should	be	noted	that	the	table	shows	the	main	themes,	therefore,	there	may	be	several	

nested	subthemes	contributing	to	the	number	of	interviews	in	which	a	theme	was	raised;	

this	 accounts	 for	 the	major	 theme	 totals	 equalling	 greater	 than	 the	 actual	 number	 of	

interviews	conducted.	

 

Table 4: Top ten themes according to how many interviews the theme was raised in	

Rank	 Themes	 Distribution	
Major	themes	

1	 Structure	 115	

2	 Leadership	 113	

3	 Opportunity	to	tackle	issues	 105	

4	 Power	 47	

5	 Resources	 42	

6	 Organisational	focus	 36	

7	 Relationships	 35	

8	 Time	 25	

9=	 Accountability	 24	

9=	 Formula	or	approach	 24	

9=	 Understanding	 24	

	

When	comparing	the	ranked	themes	for	frequency	(Table	3)	and	distribution	(Table	4)	

the	 top	 five	 themes	 of	 structure,	 leadership,	 opportunity	 to	 tackle	 issues,	 power	 and	

resources	 are	 ranked	 in	 exactly	 the	 same	 order.	 	 Furthermore,	 the	 themes	 of	

organisational	focus,	relationships,	time	and	understanding	also	appear	in	both	of	the	top	

ten	theme	sets.		This	suggests	that	across	the	data	there	is	an	agreement	on	what	the	most	

important	 considerations	 are;	 the	 common	 themes	 appear	 to	 be	 at	 the	 front	 of	 the	

interviewees	 thoughts	 as	 important,	 and	widespread	 in	 their	 relevance	 being	 shared	

across	the	professions,	levels	of	seniority	and	geography	of	the	partnership.		These	types	

of	highly	ranked	themes	are	therefore	 likely	 to	constitute	the	most	exciting	and	novel	
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findings	 for	 this	research	project,	and	these	will	be	explored	further	 in	 the	discussion	

chapter	which	explores	the	profundity	of	thinking	discovered	within	this	case	study.			

	

The	 appearance	 of	 the	 theme	 ‘Manchester	way’	 in	 Table	 3	 is	 of	 interest	 and	 perhaps	

demonstrates	 some	 of	 the	 passion	 that	 interviewees	 shared	 about	 working	 for	 the	

population	of	Manchester.		This	included	their	sharing	of	insight	into	what	they	believe	

sets	Manchester	apart	for	delivering	change	through	the	partnerships	they	are	leading.		

This	specific	idea	of	Manchester	being	unique	will	be	discussed	in	the	opening	sections	of	

the	thematic	analysis	in	order	to	set	the	remainder	of	the	thematic	analysis	in	context.	

 

4.3 Data coded to multiple themes 

In	total,	seventy-one	of	the	themes	identified	had	unique	pieces	of	data	coded	to	them	

plus	at	least	one	other	theme.		This	demonstrates	the	extent	of	the	interconnected	nature	

of	 the	data	and	 themes	 identified.	 	 Appendix	Four	shows	 the	 total	number	of	 times	a	

unique	piece	of	data	was	coded	to	both	the	theme	listed	plus	at	least	one	other	theme,	in	

rank	order.		The	following	analysis	describes	the	most	important	findings	within	these	

connections,	using	a	criteria	of	where	a	unique	piece	of	data	was	coded	to	more	than	one	

theme	by	more	than	one	individual	thus	creating	groups	of	themes	that	are	expressed	

within	the	data	as	of	importance	to	one	another,	either	as	a	supporting	factor	or	opposing	

factor.	 	Each	of	 the	groups	has	an	anchor	theme,	which	can	be	thought	of	as	 the	most	

commonly	coded	to	another	theme	within	the	group.		Groups	of	themes	identified	were:	

• Manchester	 way	 (anchor),	 altruism,	 future	 focussed,	 natural	 geography,	 natural	

inclination	 or	 history,	 population	 health	 focus,	 equity	 focus,	 wealth	 and	 economy	

focus,	understanding.	

• Influential	 individuals	 (anchor),	 leadership	 longevity,	 system	 leadership,	

understanding	beyond	senior	team,	altruism,	risk,	named	individuals.	

• Relationships	(anchor),	time,	pace,	trust,	driving	the	system.	

• Resource	redistribution	and	deployment	(anchor),	locality	power.	

• Working	together	(anchor),	integration.	

• Public	service	reform	(anchor),	policy.	
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Connections	 between	 themes	 will	 be	 commented	 on	 within	 the	 thematic	 analysis	

presented	in	Chapter	Five.		From	this	further	analysis	and	where	it	appears	there	is	data	

to	support	dependencies	between	themes,	these	connections	will	be	discussed	in	more	

detail	in	the	discussion	section	of	this	thesis	(Chapter	Six).	

	

4.4 Relevance of data to main research concepts 

As	 described	 previously,	 during	 the	 coding	 process,	 all	 interview	 data	 were	 initially	

screened	for	relevance	against	the	major	research	concepts	for	this	research	project—

value,	optimisation	and	challenges.		These	concepts	were	derived	from	the	literature	and	

included	in	the	research	questions.	 	Each	piece	of	data	deemed	relevant	was	therefore	

coded	at	least	twice—once	to	a	research	concept	and	then	to	a	relevant	theme	or	themes.		

Table	5	shows	the	number	of	pieces	of	interview	data	coded	across	the	three	research	

concepts	of	interest	for	this	project.	

	

Table 5: Spread of data coded to research concepts	

Research	concept	 Pieces	of	data	
Value	 432	

Optimisation	 441	

Challenges	 441	

	

The	 table	 shows	 a	 relatively	 even	 spread	 of	 data	 across	 the	 three	 research	 concepts,	

suggesting	a	strong	opportunity	for	the	data	to	be	useful	in	answering	all	the	research	

questions	posed	for	this	project.		Furthermore,	in	coding	data	against	the	concept	of	value,	

five	sub-codes	were	used:	value	add,	no	value,	potential	value,	partnership	is	better,	and	

partnership	is	not	better.		Table	6	shows	the	results	of	this	sub-coding.	
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Table 6: Sub-codes for value 

Sub-codes	for	value	 Frequency	
Value	add	 301	

No	value	 36	

Potential	value	 35	

Better	 48	

Not	better	 12	

	

Data	 in	 Table	 6	 suggests	 that	 there	 is	 a	 greater	 amount	 of	 support	 for	 partnership	

working	 adding	 value	 (301	 references),	 and	 being	 better	 (48	 references),	 when	

compared	to	data	coded	as	partnerships	adding	no	value	(36	references)	or	being	worse	

(12	references).		These	broad	findings	will	be	discussed	in	this	chapter	including	a	review	

of	 whether	 certain	 perspectives	 are	 commonly	 held	 across	 similar	 groups	 of	

interviewees,	and	further	in	the	discussion	chapter	in	relation	to	using	the	data	to	answer	

this	project’s	research	questions.	

	

4.5 Guidance notes on data analysis 

4.5.1 Code names for interviewees 

All	 quotes	 are	 referenced	 to	 an	 individual	 using	 an	 unique	 identifier	 which	 is	 used	

throughout	to	protect	individuals’	anonymity	but	to	provide	a	level	of	information	as	to	

the	nature	of	the	role	completed	by	the	interviewee.		All	interviewees	held	positions	as	

senior	managers	working	at	director	or	assistant-director	level	roles.		The	following	types	

of	identifier	are	used:	

• Commissioning	Manager:	indicates	a	leader	working	within	one	or	more	of	the	GM	

CCGs	at	place-level.	

• Council	Manager:	indicates	a	leader	who	working	for	one	of	the	GM	local	authorities	

at	place-level.	

• Partnership	Clinician:	 indicates	a	clinician	working	 for	 the	GMHSCP	at	 the	system-

level.	

• Partnership	Team	Manager:	indicates	a	leader	working	for	the	GMHSCP	at	the	system-

level.	
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• Provider	 Manager:	 indicates	 a	 leader	 working	 for	 an	 acute	 hospital	 trust	 in	 GM	

predominantly	at	place-level.	

• LCO	Manager:	indicates	a	leader	who	identified	their	role	as	working	for	one	of	the	

GM	LCOs	at	place-level.	

• Voluntary	Sector	Manager:	indicates	a	leader	working	within	the	voluntary	sector	in	

GM.	

	

To	 further	 protect	 interviewee	 anonymity,	 where	 specific	 names	 of	 individuals	 or	

localities	were	used,	these	have	been	replaced	with	[person]	or	[locality]	respectively.		It	

is	important	to	note	that	where	a	limited	number	of	names	do	appear,	these	are	either	

generally	widely	 known	 names	 of	 key	 figures	within	 the	 NHS,	 for	 example,	 the	 Chief	

Executive	of	the	NHS,	or	they	are	names	which	are	unrelated	to	preserving	the	anonymity	

of	the	interviewee	as	they	are	publicly	known	examples	not	linked	to	the	identity	of	the	

individual	who	quoted	them.	

	

4.5.2 Dealing with errors or repetition in quoting Interviewees 

For	greater	clarity	and	ease	of	reading,	data	are	quoted	with	words	such	as	‘um’,	‘ah’	and	

repetition	replaced	with	ellipses.		Where	slang	words,	colloquialisms,	or	shortened	words	

are	used	by	the	interviewee,	these	are	quoted	directly	with	[sic]	appearing	afterwards.	

	

4.6 Chapter summary 

In	 summary,	 this	 chapter	 has	 provided	 a	 description	 of	 the	 case	 and	 rationale	 for	

choosing	 the	 GMHSCP	 as	 the	 partnership	 case	 to	 be	 studied.	 	 Furthermore,	 an	

introduction	to	the	three-level	operating	model	(system,	place	and	neighbourhood)	and	

critical	terminology	such	as	LCOs	has	been	described.		It	is	critical	that	this	is	understood	

before	any	further	data	findings	are	presented.	

	

The	next	 chapter	provides	an	 in-depth	 thematic	 analysis	of	 the	data	 collected	 for	 this	

research,	 which	 includes	 data	 relating	 to	 the	 three	 major	 research	 concepts	 for	 the	

research	project—value,	optimisation	and	challenges.	 	



 82 

	
5	

Thematic	Analysis	
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5. Thematic Analysis 

Following	an	 introduction	to	the	themes	 in	the	data	as	provided	 in	Chapter	Four,	 this	

chapter	 focusses	 on	 the	 data	 directly.	 	 The	 outcomes	 or	 findings	 are	 presented	

thematically	 and	 evidenced	 using	 direct	 quotes	 from	 the	 data	 collected.	 	 Given	 the	

extensive	 nature	 of	 the	 data,	 the	 themes	 are	 grouped	 under	 eight	major	 headings	 or	

theme	areas.		A	mapping	of	the	themes	to	the	following	section	headings	can	be	found	in	

Appendix	Five.		Under	each	heading,	themes	are	presented	and	then	explored	looking	for	

agreement,	connection	and	areas	of	contention,	and	commentary	is	provided	on	each	of	

the	themes	in	terms	of	their	relevance	and	meaning.	

	

Appendix	Three	shows	all	105	themes	identified,	which	is	an	exhaustive	list	of	all	data	

coded	as	both	 relevant	 for	 this	 research	project	 and	mapped	 to	a	 theme.	 	 For	a	 small	

number	of	themes	there	are	very	few	pieces	of	coded	data,	to	which	it	could	be	argued	

that	it	is	not	a	theme	at	all.		However,	even	with	small	amounts	of	coded	data,	the	themes	

identified	 are	 deemed	 important	 for	 this	 research	 project	 namely	 because	 of	 their	

relationship	with	other	themes.	 	In	order	to	present	a	coherent	account	of	the	themes,	

whilst	 all	 the	 themes	will	be	 commented	upon,	not	all	 themes	will	be	evidenced	with	

direct	quotation	from	the	data.	
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5.1 Theme area one: Environment for change 

5.1.1 Readiness for change through partnership working 

Three	 themes	 emerged	 clearly	 in	 the	 data	 relating	 to	 readiness	 for	 organisational	 or	

system	 change	 through	 partnership	 working.	 	 First,	 there	 was	 general	 consensus	

amongst	interviewees	that	there	existed	an	inclination	for	change	and	increased	levels	of	

partnership	working	due	to	a	long	past	history	of	joint	working	across	GM.		Interviewees	

indicated	that	further	working	together	felt	inevitable	and	expected:	“actually	I	think	the	

conditions	for	this	had	been	there	for	many	many	years.		So	I	don’t	think	the	tide	ever	did	

turn.		I	think	this	is	just	a	natural	progression	of	where	things	have	been	moving	towards”	

(Commissioning	Manager	One),	and	that	whilst	 there	may	be	a	 long	history	 it	was	not	

making	the	system	complacent,	“We’ve	got	a	GM	with	a	history	of	working	together	so	it’s	

easier	to	get	those	things	right	but	it’s	still	a	challenge”	(Partnership	Manager	Four). 

	

With	this	natural	inclination	or	history	being	a	general	prevalent	contextual	factor,	the	

second	and	third	themes	of	‘organisational	stability’	and	‘requirement	for	change’	were	

identified	 in	 the	 data	 as	 the	 start	 points	 or	 enabling	 factors	 for	 the	 constituent	

organisations	to	come	together	at	the	place-level	and	form	LCOs	more	proactively	and	

productively.	 	Whilst	these	two	themes	are	opposing	in	nature,	interviewees	identified	

these	factors	to	be	important	as	a	starting	condition	for	closer	partnerships.		The	themes	

divided	 the	 partnership	 organisations	 across	GM	 as	 being	 in	 one	 of	 the	 three	 camps:	

required	to	change,	stable	and	ready	for	change,	and	an	additional	cluster	of	areas	neither	

being	 stable	nor	having	a	 strong	 impetus	 for	 change.	 	 	 	More	data	were	 identified	 for	

organisations	being	required	to	change	and	work	in	partnership	than	being	stable	and	

ready	 for	 partnership	working.	 	 Interviewees	 talked	 about	 the	 requirement	 akin	 to	 a	

‘burning	platform’	which	pushed	the	organisations	into	working	in	closer	partnerships	

within	the	devolved	arrangements	because	of	the	requirement	to	change	outcomes,	often	

in	response	to	dealing	with	longstanding	financial	or	clinical	sustainability	challenges	or	

crises.		The	following	was	one	of	many	examples	provided	for	one	locality	area:		

The	crisis	created…this	space	to	have	really	strong,	reflective	conversations…And,	
you	know,	there	was	some	critical	politicians,	managers,	and	clinicians	that	really	
sort	 of	 understood	 and	 got	 this	 and	 started	 to	 hold	 a	 ring	 around	 it,	 and	 then	
brought	it	together	(Council	Manager	Two).	
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Some	caution	was	expressed	as	 to	whether	being	pushed	 into	working	 in	partnership	

because	of	crisis	was	ideal	because	of	potential	future	threats	to	its	sustainability,	“they	

hit	rock	bottom	and	they	realised	they	had	to	do	something	different…when	everyone’s	

sort	of	back	on	their	feet,	do	they	revert	back	to	the	old	ways	of	working	or	do	they	see	

the	 value	 in	 working	 together”	 (Partnership	 Manager	 Four).	 	 However,	 another	

interviewee	 reflected	 on	 the	 value	 of	 organisations	 facing	 up	 to	 the	 requirement	 for	

change	 as	 being	 highly	 valuable	 in	 encouraging	 partnership	 working	 across	 the	 GM	

system	as	a	whole:		

Those	 organisations	 that	were	 actually	 already	 in	 financial	meltdown,	 in	 special	
measures,	have	 the	accident	of	 all	being	 in	 the	 same	economy	 together,	 actually	
they’ve	 been	 brilliant.	 	 Got	 married	 straight	 away,	 love	 each	 other,	 get	 on,	
transformational	story…I	don’t	think	we	recognised	that	to	start.	We	thought	the	
places	that	were	really	good	at	delivering	what	they	deliver	would	be	the	places	that	
would	make	the	most	of	this,	and	actually	the	opposite	has	been	true	(Partnership	
Manager	Three).	

	

A	contention	to	the	idea	that	organisations	who	need	to	change	are	more	likely	to	work	

better	together	in	partnership	came	through	in	data	relating	to	organisational	stability	

being	a	requirement.		This	opposing	idea	can	be	deemed	more	as	a	pull	rather	than	push	

factor;	organisations	were	keen	to	join	each	other	in	partnership	to	further	their	already	

positive	journeys	of	change	towards	better	outcomes.		This	was	less	prevalent	in	the	data	

but	presented	strongly	as	an	ideal	starting	point;	it	was	claimed	that	“keeping	the	base	

safe”	 (Commissioning	Manager	Four)	was	a	pre-requisite	 for	participating	 fully	 in	 the	

partnership	working:		

We	 have	 to	 perform	 and	 deliver	 our	 quality	 and	 safety	metrics	 and	 our	 service	
performance	 metrics,	 and	 as	 long	 as	 we	 can	 do	 all	 those	 things,	 that	 then	 also	
enables	 us	 to	 keep	 delivering	 the	 innovation	 and	 the	 strategy	 that	 we	 want	 to	
deliver	(Commissioning	Manager	Four).	

	

5.1.2 A natural geography 

A	range	of	data	were	identified	highlighting	the	importance	of	the	natural	geography	of	

GM	in	enabling	opportunities	for	partnership	working.		This	included	some	explanation	

for	 the	 longstanding	 history	 of	 working	 together	 across	 GM	 and	 the	 opportunity	 to	

develop	partnerships	at	locality	level:	“what	works	really	well	in	GM,	and	I	think	will	be	

more	difficult	in	other	parts	of	the	country,	is	an	accident	of	geography	and	history	that	
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means	 actually	 it	 all	 fits	 together	 very	 nicely.	 	 So	 we	 have	 10	 very	 clear	 localities”	

(Partnership	 Manager	 Four).	 	 Data	 also	 linked	 the	 geography	 to	 the	 rich	 history	 of	

working	 together	 in	 important	 projects	 as	 discussed	 above,	 “we	 had	 the	 combined	

authority,	it’s	been	functional	 for	several	years,	 they	effected	the	decisions	around	the	

airport”	(Provider	Manager	One).	 	Perhaps	more	 important	was	the	 idea	that	working	

across	 a	 geographical	 area	 presented	 opportunity	 for	 partnership	 to	 focus	 on	 the	

outcomes	that	are	important	for	population	health—thinking	about	services	to	support	

how	 people	 live	 their	 lives	 rather	 than	 in	 line	 with	 organisational	 boundaries.	 	 One	

interviewee	commented	on	the	opportunity	to	work	together	around	how	residents	live	

and	work:	“GM	level	makes	sense…you	could	tie	it	in	with	what	is	actually	a	natural	city	

region,	economically	and	commuter	wise,	housing	wise.		It’s	a	natural	city,	that	functions	

as	an	economic	entity,…as	a	kind	of	geographic	entity	in	its	own	right”	(Voluntary	Sector	

Manager	One).		Furthermore,	the	true	value	of	this	was	described	as	an	antidote	to	the	

barrier	of	 focussing	on	organisational	boundaries	and	 interests:	 	 “people	 can	 coalesce	

around	a	geography	in	a	way	I	don’t	think	they	can	do	with	organisations”	(Partnership	

Manager	One).		In	summary,	the	opportunity	that	the	natural	geography	that	GM	presents	

in	terms	of	working	with	people	in	how	they	live	their	lives,	and	enabling	the	opportunity	

for	 both	 GM-wide	 system-level	 working	 and	 locality	 sub-units	 appeared	 to	 be	 a	

compelling	factor	for	potential	success	for	the	partnership:		

Greater	Manchester	is	a	coherent,	functioning,	single	economic	geography.		It	needs	
to	 recognise	 that	 it	 is,	 and	 it	needs	 to	manage	 itself	 as	 if	 it	was…	 	 If	we’d	never	
thought	of	it	before,	it	confirmed	that	we	wouldn’t	be	able	to	realise	our	potential	
unless	 we	 managed	 ourselves	 as	 a	 single	 coherent	 economic	 geography	
(Partnership	Manager	Three).	

 

5.1.3 Something different about Manchester 

Linked	to	the	history	of	working	together	across	GM	and	the	idea	that	natural	geography	

is	important,	is	the	theme	‘Manchester	way’.		This	theme	emerged	strongly	in	the	data.		

First,	 interviewees	 talked	about	 their	pride	 for	Manchester	 “there	 is	 a	 long	history	of	

volunteers	and	philanthropy,	cooperation,	etc,	which	the	city	has	always	been	very	proud	

of”	(Voluntary	Sector	Manager	One)	and	the	development	of	a	sense	of	teamwork	across	

the	area,	“you	can	talk	about	Manchester,	and	mean	‘Greater	Manchester’.	There’s	a	‘Team	

Manchester’	 ethos”	 (Provider	 Manager	 One)	 which	 seemed	 to	 span	 organisational	

boundaries.	 	 Second,	 interviewees	 were	 able	 to	 describe	 a	 level	 of	 maturity	 in	
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relationships	linked	to	longstanding	development	over	time:		

Even	 when	 the	 personalities	 change,	 the	 underpinning	 narrative,	 trust,	
relationships,	and	all	the	rest	of	it,	is	very	mature	across	Greater	Manchester	in	a	
way	that	you	sometimes	don’t	see	in	other	conurbations.	That’s	the	bedrock	of	being	
able	to	move	to	a	Health	&	Social	Care	partnership	if	I’m	honest	with	you	(Council	
Manager	Two).	

Several	interviewees	also	mentioned	the	ability	of	GM	leaders	to	challenge	each	other	

but	do	this	whilst	maintaining	pride	for	the	place,	“when	we	fall	out	we	fall	out	privately	

and	we	don’t	fall	out	in	public”	(Council	Manager	Two)	and	a	continued	focus	on	making	

progress,	“Manchester,	and	then	Greater	Manchester,	has	always	had	a	culture	of	 ‘we	

want	to	strive	to	do’”	(LCO	Manager	Four).		Third,	interviewees	were	attached	to	a	sense	

of	place	and	history	which	appeared	to	be	driving	high	ambition:	

So	 the	 ship	 canal	 story…Greater	 Manchester	 was	 facing	 what	 could	 have	 been	
catastrophic	 economic	 hardship…Liverpool	 proposing	 a	 tax	 on	 cotton,	 about	 to	
essentially	 shut	 us	 down	 because…we	 were	 essentially	 a	 large	 warehouse	 for	
cotton.		So…we	had	two	options.		Either	pay	the	tax	and	become	poorer,	or	make	
ourselves	an	England	waterway,	make	ourselves	a	port.	 	So	we	made	ourselves	a	
port	and	built	a	canal	that	was	big	enough	for	all	but	three	ships	in	the	world	at	the	
time	we	built	it.		So	I	think	there	is	that	thing	that	says,	‘what	does	conceivable	look	
like,	 and	 then	 let’s	 look	way	 beyond	 that	 and	 let’s	 do	 that	 instead’	 (Partnership	
Manager	Three).	

	

Finally,	the	characteristic	of	audacity	was	referenced	as	important,	“Greater	Manchester	

and	 Manchester	 has	 always	 had	 this	 reputation	 for	 a	 bit	 of	 audacity	 really”	

(Commissioning	 Manager	 One),	 which	 perhaps	 enabled	 the	 underlying	 confidence	

exhibited	in	interviewees	that	Manchester	was	doing	something	unrivalled	nationally:	

“I	guarantee,	we’re	the	only	part	of	England,	apart	from	Simon	Stevens3,	that	are	thinking	

like	 this”	 (Partnership	 Manager	 Three)	 and	 “we	 understand	 each	 other’s	 problems	

which	is	more	than	any	other	part	of	England”	(Partnership	Manager	Five).			

	

In	 summation,	 the	 emergent	 beliefs,	 attitudes	and	motivations	 evidenced	 during	 the	

interviews	 lead	 to	 a	 sense	 of	 something	 different	 happening	 in	Manchester	which	 is	

deeply	 rooted	 in	 history	 and	 the	 fabric	 of	 the	 place,	 and	 enabled	 by	 the	 natural	

geography	and	past	sense	of	working	together.		This	was	perhaps	best	summed	up	by	

                                                        
3	Chief	Executive	Officer	of	the	NHS.	



 88 

the	feeling	and	energy	embedded	in	the	words	of	this	interviewee:	“Manchester	can	be	

a	really	difficult	place	to	work.		The	politics	can	be	difficult,	the	climate	and	environment	

can	be	difficult.		It	can	be	unforgiving.		But	when	it	backs	something,	it	absolutely	backs	

something”	(LCO	Manager	Three).	

	

A	summary	of	key	components	of	theme	area	one	is	included	in	Box	5.1.4	below.	

	

5.1.4 Summary theme area one: Environment for change 

• A	 long	 history	 of	 working	 together	 and	 change	 in	 GM	 meant	 working	 in	 new	

partnership	forms	felt	like	the	next	progressive	step.	

• Many	organisations	within	localities	were	driven	towards	partnership	working	and	

the	 formation	 of	 LCOs	 in	 response	 to	 a	 requirement	 to	 create	 change	 given	

longstanding	issues	usually	regarding	financial	sustainability.	

• Some	organisations	felt	having	a	stable	performance	history	was	a	better	start	point	

for	 the	 formation	 of	 new	 partnership	 arrangements	 rather	 than	 the	 drive	 for	 the	

partnership	being	financial	issues.	

• Natural	 geography	emerged	as	an	 important	enabler	 for	 the	partnership—GM	 is	a	

coherent	functioning	conurbation,	aligning	with	how	people	live,	work,	are	educated	

and	spend	their	leisure	and	social	time—this	supported	partnerships	being	formed	

around	 how	 people	 live	 their	 lives	 and	 conveniently	 matched	 to	 many	 of	 the	

organisational	 boundaries	 already	 in	 place	 particularly	 to	 those	 of	 the	 local	

authorities.	

• A	 strong	 sense	 of	 pride	 and	 connection	 to	Manchester	 as	 a	 place	 appeared	 to	 be	

driving	a	new	level	of	ambition	for	the	future	of	both	people	and	their	place.	
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5.2 Theme area two: Enabling change 

The	main	areas	in	the	data	which	evidenced	the	enabling	of	change	through	partnerships	

related	to	the	opportunity	to	tackle	issues	and	focus	on	new	goals.		This	included	clear	

articulations	of	what	those	new	goals	and	aspirations	might	be	for	GM,	and	a	commentary	

on	the	opportunity	to	do	more	and	realise	new	benefits.	

	

5.2.1 Opportunity to tackle issues—doing more better? 

The	opportunity	to	tackle	issues	was	described	clearly	as	feeling	like	it	was	different	as	

part	of	the	partnership	compared	to	organisations	trying	to	address	issues	as	stand-alone	

entities.	 	 The	 advantages	 of	 this	 were	 articulated	 in	 two	 ways.	 	 The	 first	 was	 that	

partnerships	 are	 more	 likely	 to	 enable	 the	 right	 solutions	 to	 be	 found	 to	 complex	

problems	which	they	could	not	do	as	stand-alone	organisations,	“no	single	part	of	health	

and	social	care	system	is	able	to	solve	the	challenges	that	the	sector	faces”	(Partnership	

Manager	Seven),	and	that	this	was	enabled	through	the	bringing	together	of	a	broader	

range	of	skills,	tools	and	access	to	resources.		This	was	described	as	central	to	the	value	

proposition	for	the	partnership:		

I	think	there	are	a	couple	of	key	areas	in	terms	of	the	value.		The	most	critical	one	is	
that	 it	 expands	your	 solution	 set.	 	 If	 you’re	an	organisation	 facing…a	problem	of	
public	service	delivery	or	public	service	outcomes,	you	are	more	likely	to	expand	
your	 opportunity	 to	 be	 able	 to	 solve	 it,	 if	 you’ve	 got	 a	wider	 range	 of	 partners	
(Partnership	Manager	Three).	

This	idea	was	further	supported	by	interviewees	who	acknowledged	issues	in	the	past	

might	 not	 have	 been	 addressed	 appropriately	 but	 might	 have	 an	 improved	 chance	

through	 the	 partnership,	 “some	 of	 the	 stuff	 that’s	 happened	 in	 recent	 years	 around	

sustainability	funding	for	providers	and	those	sort	of	things,	actually	we	now	need	to	say,	

we	need	to	do	that	differently	for	GM”	(Partnership	Manager	Four),		and	in	the	freedom	

the	partnership	was	allowing	in	designing	the	right	solutions:	“So	I	got	a	load	of	partners	

around	 the	 table…just	got	 a	blank	 sheet	of	paper	and	said,	 ‘let’s	 look	at	 this	 from	 the	

perspective	of	whoever’s	best	to	deliver	the	service	delivers	it’”	(LCO	Manager	One).			

	

The	 second	 advantage	 described	 was	 that	 of	 being	 able	 to	 do	 more	 to	 address	

longstanding	issues	with	the	same	level	of	leadership	and	managerial	resources	working	

in	partnership.	 	Simply	put	by	two	 interviewees:	“it	 [partnership]	gives	you	a	massive	
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opportunity	 to	 do	 more”	 (Partnership	 Clinician	 One)	 and	 “I	 think	 working	 with	 that	

collaborative	approach,	and	keeping	everyone	in	the	tent	so	to	speak…means	that	we	can	

really	tackle	some	of	the	deep	picture	stuff	that	we	wouldn’t	be	able	to	tackle	otherwise”	

(Partnership	Manager	Seven).		The	idea	of	doing	more	was	supported	further	by	the	idea	

that	 issues	which	might	never	have	been	deemed	 large	enough	organisationally	 in	 the	

past	might	now	be	able	 to	be	addressed	through	the	partnership	with	the	benefit	 that	

population	 groupings	 that	would	 otherwise	 have	 languished	would	 have	 their	 issues	

worked	through:	

I	 think	the	partnership	gives	us	a	chance	to	do	things,	 to	do	more	of	 that	sort	of	
thing,	because	you	know	in	the	old	world	of	ten	CCGs	working	largely	independently	
of	each	other,	some	of	those	things	will	never	get	to	the	top	of	the	list	because	we	
might	be	talking	about	ten	people	in	every	locality	in	certain	groups.	Whereas	we	
might	say,	well	we	might	be	able	 to	do	a	piece	of	GM	level	work	once,	and	that’s	
gonna	[sic]	impact	on	a	community	of	100	or	200	or	500	or	1,000	(Commissioning	
Manager	One).	

These	 two	 concepts	 of	 being	 able	 to	 find	 more	 appropriate	 solutions	 for	 problems,	

alongside	the	bundling	together	of	resources	to	address	a	larger	quantum	and	potential	

range	of	 issues	begins	to	highlight	 the	value	of	 the	 formation	of	partnerships	between	

organisations	for	GM.	

	

There	 were	 several	 responses	 that	 highlighted	 the	 importance	 of	 the	 partnership	 in	

encouraging	and	permitting	change,	and	making	the	road	ahead	clearer	to	reduce	the	risk	

that	 organisations	might	 veer	 off	 course	 and	 set	 their	 own	priorities	which	might	 be	

detrimental	 to	 the	 system	 as	 a	whole.	 	 The	 permissive	 culture	was	 described	 by	 one	

interviewee	as	enabling	a	way	through	difficult	conversations	with	the	feeling	of	a	safety	

net:	 “Let’s	 look	 at	 what	 we’re	 all	 prepared	 to	 do	 differently,	 and	 that’s	 a	 hard	

conversation,	but,	because	we’ve	got	resourcing,	and,	I	suppose,	permission	from	GM	to	

kind	of	give	it	a	go,	that’s	what’s	made	the	difference”	(Commissioning	Manager	Three).		

For	 one	 respondent	 the	 benefit	 of	 the	 permissive	 culture	 was	 evident	 when	 looking	

around	other	areas	of	the	English	NHS	where	it	seemed	it	was	absent,	“There’s	loads	of	

examples	around	health	care	services	and	teams	where	they’ve	just	gone,	‘the	permissive	

culture	 wasn’t	 there’”	 (LCO	 Manager	 Four)	 leading	 to	 a	 hampering	 of	 progress,	

particularly	for	front	line	clinical	teams.		Finally,	the	following	quote	highlights	the	benefit	

of	 a	 clear	 way	 forward	 and	 vision	 for	 the	 future	 being	 provided	 across	 the	 GM	

partnerships	acting	as	a	positive	steer	and	consistent	call	 to	action	within	the	 locality	
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areas:		

Policy,	within	Greater	Manchester,	is	very	clear…some	localities	may	have	come	to	
the	policy	conclusions	of	England	and	the	Greater	Manchester	partnership,	of	their	
own	accord.		They	may	have	said,	‘these	are	our	problems;	rise	in	demand,	reducing	
money,	sustainability	of	the	work	force’,	etc	etc.		All	the	things	that	we’re	all	familiar	
with.	 And	 said	 ‘the	 solution	 is	 integrated	 commissioning,	 integrated	 provision,	
greater	 emphasis	 on	 self-care,	 community	 assets’…but	 I	 think…even	 if	 that	 had	
happened,	the	reality	is,	the	policy	initiatives	are	so	powerful	and	the	organisations	
involved	are	so	used,	quite	understandably,	to	working	in	a	policy-led	environment,	
that	that	will	have	trumped	most	local	calculations	that	this	is	the	way	forward	(LCO	
Manager	Five).	

	

There	 were	 notes	 of	 caution	 amongst	 the	 overall	 positive	 commentary	 around	 the	

opportunity	 to	 tackle	 issues.	 	They	came	in	the	 form	of	actually	having	to	deliver	real	

change	rather	than	talking	about	it:	“we’ve	been	talking	to	the	public	about	this	for	so	

long,	sooner	or	later	we	do	actually	need	to	deliver	something”	(Commissioning	Manager	

Two).		Furthermore,	it	was	commented	that	GM	had	been	so	very	strong	in	its	desire	to	

form	the	partnership	and	so	confident	in	its	ability,	that	there	would	need	to	be	results	

delivered	and	that	positivity	needed	to	carry	through	into	outcomes:	

We’d	better	prove	that	we	can	do	it	now.		There	is	something	there	which	is	very	
motivating	about,	you	know,	if	you	go	around	telling	people	you	can	do	it	better,	
well…your	bluff	gets	called,	you’d	better	do	it!...I’m	not	sure	I’d	really	describe	the	
process	of	Devolution	as	‘calling	your	bluff’	but,	but	there’s	something	in	there	about	
that	saying,	‘you	know	what,	we	said	we	could	do	this	better,	so	let’s	do	it	better’	
(Partnership	Clinician	One).	

The	way	to	ensure	this	was	described	by	several	interviewees	as	being	disciplined,	have	

a	 clear	 work	 plan	 and	 ensure	 work	 was	 prioritised:	 “what	 we	 have	 to	 be	 is	 quite	

disciplined	about	our	work	plan…what	are	the	things	that	we	will	be	judged	on?...How	do	

we	make	sure	we	keep	the	focus	and	the	discipline”	(Commissioning	Manager	One).	

	

5.2.2 Focussing on new goals 

There	were	three	main	layers	of	aspiration	to	new	goals	apparent	in	the	data:	integration,	

population	health	systems	firmly	rooted	in	place,	and	a	broader	focus	on	developing	a	

productive	and	wealthy	economy	for	GM.			

	

5.2.2.1 Integration 

As	 identified	 in	 the	 literature,	 the	 term	 integration	 has	 several	 meanings	 and	
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manifestations	in	practice.		Three	main	forms	of	integration	were	identified	in	the	data	

for	the	GM	partnership.		First,	several	interviewees	described	the	progression	and	value	

of	 integrated	 commissioning	 arrangements:	 “The	 scale	 of	 integration	 between	

organisations	at	commissioning	level	now	is,	it’s	irreversible,	well,	not	quickly	reversed.		

It	is	probably	not	understood	by	the	NHS	outside	of	GM,	quite	how	significant	that	change	

is”	(Partnership	Manager	Four)	and	“fundamental	thing	I	think	for	me,	is	that	you’ve	got	

to	preserve	the	locality	paradigm	around	integrated	strategic	commissioning”	(Council	

Manager	Two).		Second,	integration	was	evidenced	through	a	desire	to	reorganise	service	

provision	around	the	needs	of	 the	person	receiving	care	rather	than	the	design	of	 the	

organisation	 to	 achieve	more	 desirable	 outcomes:	 “At	 an	 operational	 level,	 it’s	 about	

trying	 to	 improve	 communication,	 connection,	 and	 interprofessional	 working	 for	 the	

benefit	 of	 patients	 and	 service	 users,	 and	 that	 benefit	 can	 be	 expressed	 in	 a	 raft	 of	

different	 ways:	 increased	 safety,	 better	 outcomes,	 better	 experience”	 	 (LCO	Manager	

Five).	 	Third,	was	through	the	joining	together	of	health	and	social	care	provision,	“the	

CCG	and	the	Council	have	come	together	as	one	organisation,	so	one	officer	accountable	

for	both	sides”	(Council	Manager	Two).		Whilst	these	findings	on	integration	progression	

were	relatively	innovative	in	nature,	of	greater	value	for	this	research	project,	due	to	the	

novel	nature,	was	the	large	quantum	and	breadth	of	data	presented	relating	to	the	further	

layers	of	aspiration	around	population	health,	place	and	as	one	respondent	put	it	“health	

and	wealth”	(Provider	Manager	One).	

	

5.2.2.2 Population health 

An	overarching	theme	of	many	of	the	interviews	conducted	was	a	sense	of	GM	striving	to	

achieve	fundamental	change	in	the	health	status	of	its	population.		This	manifested	itself	

in	two	main	ways.		First,	in	a	focus	on	outcomes	rather	than	services:	“we’re	trying	to	get	

people	to	think	about	populations	that	they	support	and	serve,	and	how	they	improve	

outcomes	for	them”	(Partnership	Manager	One)	and	second,	in	explicitly	describing	the	

opportunity	to	create	a	population	health	system	across	GM	which	reached	beyond	both	

the	benefits	of	integration	and	of	the	current	policy	aspirations	for	the	establishment	of	

ICSs:		“We	don’t	fit	with	an	Integrated	Care	System.		We	contain	all	of	those	aspects	but	

actually	have	quite	 a	 lot	more.	 	We	 think	we’re	 closer	 to	a	population	health	system”	

(Partnership	Manager	Three).			
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Many	 interviewees	confirmed	their	understanding	of	 the	aim	of	 improving	population	

health:	 “there	 is	 a	 very	 clear	 and	 confirmed	 subscription	 to	 a	 vision	 which	 is	 about	

improving	health	and	wellbeing	for	the	population	and	pointing	all	of	our	organisations	

in	that	direction”	(Commissioning	Manager	Four)	and	were	able	to	articulate	what	that	

meant	for	a	change	in	roles	for	individuals	working	in	the	partnership:		“this	role	now	is	

much	wider	than	just	health	and	it’s	sort	of	almost	the	determinant	of	life	generally	of	

which	health	is	one,	but	is	only	one”	(LCO	Manager	Two).		The	depth	of	understanding	

around	 the	 opportunity	 to	 impact	 upon	 population	 health	 outcomes	 was	 further	

demonstrated	through	data	which	evidenced	a	focus	on	prevention,	“we	need	to	rewire	

the	whole	system	of	public	services	in	order	to	get	upstream	and	intervene	as	early	as	

possible,	but	take	a	whole	system	approach	rather	than	a	cohort	approach”	(Partnership	

Manager	 Two)	 and	 in	 creating	 more	 equitable	 outcomes	 in	 relation	 to	 longstanding	

issues:	“the	system	is	trying	to	do	something	that’s	actually	going	to	move	the	dials	on	

these	you	know,	real	embedded	and	entrenched	issues	about	health	and	wellbeing	and	

inequality”	(Partnership	Manager	Seven).			

	

There	was	a	strong	sense	of	injustice	around	the	fact	that	GM	experienced	longstanding	

issues	of	inequality	“we’ve	not	resolved…if	we	look	back	to	1948	across	GM	and	across	

England,	probably	the	places	[in	GM]	that	had	bad	health	then,	have	still	got	worse	health	

now.	 	Compared	with	places	like	Surrey”	(Partnership	Manager	Five)	and	a	sense	that	

tackling	these	issues	would	require	partnership	working:	“How	do	we	create	an	inclusive	

economy?		How	do	we	create	decent	public	service?		How	do	we	reduce	inequality	to	get	

rid	of	homelessness?	Yeah,	 it’s	 those	big	 issues.	But	of	course	all	of	 those	 issues	to	be	

solved,	 require	 very	 wide	 partnership	working,	 otherwise	 they	 won’t	 be”	 (Voluntary	

Sector	 Manager	 One).	 	 These	 ideas	 were	 further	 developed	 by	 interviewees	 who	

described	 the	 requirement	 to	 tackle	 the	wider	 determinants	 in	 order	 to	 achieve	 true	

value	from	the	partnership:		

You	know	we	could	have	 the	best	health	 services	and	 social	 care	services	 in	 the	
world,	well	we	do	probably.	You	know,	fabulous,	nobody	complaining	and	all	the	
waiting	times,	and	all	the	rest	of	it,	but	we	would	still	have	growing	health	problems	
because	 we	 haven’t	 dealt	 with	 the	 population	 health	 issues,	 those	 wider	
determinants	 around	poverty	 and	 housing	 and	 around	 education	 and	 skills	 and	
around	employment	(Partnership	Manager	One).	
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5.2.2.3 Place-based working 

A	 fundamental	pillar	of	work	enabling	an	 impact	of	population	health	was	a	 focus	on	

place.	 	Place,	linked	to	natural	geography,	was	an	important	consideration	structurally	

for	the	partnerships	as	it	enabled	Local	Care	Organisations	based	in	the	ten	locality	areas	

to	take	ownership	of	the	change	opportunity;	“the	real	reform	happens	at	locality	level	

because	 it’s	about	a	place-based	approach”	(Partnership	Manager	Four).	 	The	value	of	

enabling	place-based	reform	through	partnerships	was	articulated	as	not	being	divided	

by	organisational	boundary	and	enabling	consideration	of	public	service	reform	beyond	

that	of	health	and	social	care:	“some	of	the	success	we	are	having	is	because	we’ve	put	

place	 above	 everything	 else…because	 you	 automatically	 polarise	 if	 you	 stick	with	 an	

organisation”	(Partnership	Manager	One)	and	“wider	public	service	reform	integration	

happens	at	that	place-level”	(Partnership	Manager	Four).	

		

Many	 interviewees	described	 the	opportunity	of	working	 in	partnership	and	at	place-

level	 as	being	 closer	 to	 the	 community	and	 therefore,	 first,	having	a	higher	 change	of	

enabling	better	results:	“have	a	different	conversation,	know	your	community	better,	and	

make	 work	 possible	 on	 that	 basis,	 to	 allow	 staff	 to	 do	 that	 meaningfully”	 (Council	

Manager	One)	and	second,	 the	opportunity	 to	harness	the	assets	within	a	community:	

“our	operating	model	which	starts	with	the	basis	of	a	neighbourhood	and	a	community	

and	 family	and	 an	 individual,	 and	connects	health	and	social	 care	 systems	 into	wider	

public	 services	 and	 asset	 based	 models”	 (Council	 Manager	 Two).	 	 Furthermore,	

interviewees	commented	on	the	value	of	having	a	coherent	and	convincing	story	to	tell	

around	the	opportunity	for	widespread	impact	on	population	health	outcomes,	“the	true	

prize	here	is	actually	around	having	a	common	narrative	and	a	common	goal	around	what	

we’re	doing	within	this	community”	(Council	Manager	Two)	which	would	further	enable	

closer	partnership	working	around	a	common	goal.	

	

There	was	some	commentary	on	the	impact	of	working	in	partnership	and	at	place-level	

which	indicated	the	opportunity	for	rethinking	and	re-use	of	finite	financial	resources	for	

improved	prioritisation	across	localities:	“the	thing	that	we’ve	accelerated	but	I	think	was	

always	 in	our	gift	but	 that	we’ve	moved	much	faster	on,	 is	 the	establishment	of	place-

based	budgets.”	(Council	Manager	Two).		However,	the	system	was	not	enabling	this	to	

the	 degree	 that	 some	 individuals	 aspired	 to:	 “GM	 should	 be	 helping	 us	 persuade	
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regulators	to	look	at	the	cost	of	the	place	and	how	we	can	make	the	money	move	around	

the	system	to	respond	to	where	the	pressures	are,	as	opposed	to	continually	saying,	‘I’m	

regulating	the	hospital’	or	‘I’m	regulating	a	GP	surgery’	or	‘I’m	regulating	the		Council’”	

(LCO	Manager	Two).	

	

Whilst	place	was	described	as	 the	critical	 level	upon	which	change	could	be	delivered	

both	strategically	and	operationally,	including	how	a	focus	on	population	health	could	be	

enabled	and	where	greater	value	could	be	gained	from	wider	public	service	reform,	there	

were	two	of	notes	of	caution	around	ensuring	place	did	not	become	the	next	version	of	

the	 restrictive	 organisation	 boundaries	 but	 just	 moved	 around	 locality	 areas:	 “a	

downside	to	that	is	we’ve	been	quite	protective	of	that	and	in	some	way,	patrolling	our	

borders”	(Provider	Manager	Two).		Furthermore,	one	interviewee	indicated	that	a	focus	

on	place	did	not	necessarily	suit	the	needs	of	the	large	acute	hospital	providers:	“it’s	one	

of	 my	 concerns…place	 is	 used	 to	 denote	 the	 boundaries	 with	 which	 you	 have	

accountability	and	also	any	interest…but	we	don’t	talk	about	place	being	North	West	or	

North	of	 England	or	 national…it’s	 just	 one	 of	 the	 things	 I	 have	 to	 continually	 remind	

colleagues	about”	(Provider	Manager	One).		Given	the	emerging	importance	of	place	and	

its	 relationship	with	a	key	outcome	of	 improved	population	health,	 these	 findings	are	

likely	to	be	important	considerations	for	both	structure	and	function	for	partnerships,	

namely	 in	order	to	support	 the	development	of	population	health	systems,	but	also	 in	

ensuring	that	one	set	of	problems	with	fixed	organisation	boundaries	are	not	replaced	

with	a	new	set	of	problems	around	place	boundaries.	

	

5.2.2.4 Economic development—improving productivity and sharing wealth 

The	 final	 layer	 of	 ambition	 evident	 in	 the	 data,	 following	 integration	 and	 a	 focus	 on	

population	health,	was	the	opportunity	for	the	GM	partnerships	to	make	a	difference	to	

the	wealth	of	 the	population	through	the	development	of	a	more	productive	economy	

reliant	on	 raising	people’s	health	and	skills	 levels.	 	Many	 interviewees	 referenced	 the	

production	 of	 the	 Independent	 Manchester	 Economic	 Review,	 commissioned	 by	 the	

GMCA	(the	earliest	example	of	formal	partnership	working	in	GM	public	service),	as	being	

a	changing	point	in	time	for	the	aspiration	and	development	of	GM	as	a	whole	area:		

What	 the	 Independent	 Economic	 Review	 that	 we	 did	 in	 Manchester	 said	 was	
actually	we’ve	 got	 the	 potential	 to	 be	 an	 amazing	 city	 region.	 In	 fact,	 you	 know	
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significant	growth.		But	when	we	did	that	review	it	clearly	showed	us	that	we	don’t	
generate	enough	taxes.	We	actually	spend	more	on	welfare	and	people	being	out	of	
work,	than	we	generate	from	people	being	in	work.		We	then	sort	of	said	‘Why	is	
that	the	case?	Why	have	we	got	all	these	people	out	of	work?’	(Partnership	Manager	
Two).	

This	realisation	of	potential	opportunity	for	economic	improvement	and	the	linking	of	

this	to	health	status	was	described	by	on	interviewee	as	a	“paradigm	change	moment”	

(Council	Manager	Two)	 for	 the	value	 that	working	 in	partnership	might	 realise.	 	This	

manifested	itself	in	the	data	as	a	concentration	on	improving	healthy	life	expectancy	with	

a	 particular	 focus	 on	 the	 overall	 life	 course	 and	 wider	 determinants	 driving	 the	

programme	of	change	required	across	the	partnerships:	

The	 health	 of	 your	 population	 is	 too	 poor…the	 levels	 of	 success	 in	 your	 school	
careers,	starting	from	levels	of	school	readiness	is	too	low.		So	actually	what	you’re	
doing	is	manufacturing,	firstly	[sic]	a	kind	of	low	productivity	economy	that’s	based	
on	low	skills,	low	wages,	low	value	work,	and	even	when	you’re	doing	that	you’re	
creating	a	population	that	is	so	sick	that	it	can’t	even	manage	that	work	beyond	the	
age	of	55.		So,	for	those	who	work	in	the	NHS,	we	thought	well	actually,	that’s	our	
brief,	isn’t	it…and	that	won’t	happen	unless	we	improve	the	health	of	the	population	
(Partnership	Manager	Three).	

One	 interviewee	 singled	 out	 employment	 as	 the	 single	 biggest	 aim	 for	 their	 locality	

partnership	 in	 improving	 the	economy—“when	all	 of	 those	people	out	 there	have	got	

jobs,	our	job	is	done”	(LCO	Manager	Two)—which	they	were	aiming	to	target	through	

raising	healthy	life	expectancy.	 	Improving	both	the	health	and	wealth	of	GM	residents	

was	 presented	 as	 an	 exciting	 opportunity	 for	 the	 partnership,	 which	 was	 gaining	

accepted	status	as	being	able	to	influence	more	widely:	“really	this	is	about	the	£22	billion	

we	spend	on	public	service.		And,	actually…if	we	did	things	differently	with	schools,	and	

housing,	we	could	affect	health,	and	wealth,	in	a	much	bigger	way”	(Provider	Manager	

One).		One	interviewee	provided	a	note	of	caution	around	ensuring	that	progress	must	be	

for	the	targeted	benefit	of	the	local	population:		

We’ll	redevelop	Manchester	like	Docklands	was	in	London,	and	no	poor	sod	in	GM	
who’s	born	and	bred	here	will	benefit	from	that.	It	will	be	people	coming	in	from	
overseas	or	from	other	parts	of	the	country,	the	South,	whatever,	benefitting	from	
that	economic	growth,	not	the	people	here,	and	so	you’ll	get	that	growing	divide,	
not	a	reduction	in	it	(Partnership	Manager	One).	

	

5.2.3 Are the outcomes and benefits being realised? 

There	were	 various	 articulations	 of	whether	 clear	 outcomes	 and	 benefits	were	 being	

realised	 through	 the	 partnership.	 	 Overall,	 the	 interviewees	 indicated	 a	 feeling	 of	
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partnerships	being	on	a	journey	towards	outcomes	being	realised,	with	a	positive	outlook	

on	the	potential	for	benefits	rather	than	necessarily	current	benefit	realisation:	

Anybody	 who	 tells	 you	 through	 these	 interviews	 that…the	 Greater	 Manchester	
partnership	has	been	fantastic	and	it	is	delivering	on	everything,	is	looking	through	
a	 very	 different	 lens	 from	 the	 one	 that	 I	 look	 through…it	 has	 potential,	 but	
don’t…overpromise	 it.	 	 And	 in	 these	 sorts	 of	 conversations,	 leaders	 do	 like	 to	
overpromise	because	 it’s	part	of	building	 commitment	 to	 change	and	selling	 the	
vision,	that	it’s	worth	progressing,	but,	it’s	early	days	yet,	has	a	lot	of	promise	but,	
let’s	not	overstate	what	it’s	been	able	to	do	so	far	(Provider	Manager	Two).	

Furthermore,	one	interviewee	commented	on	whether	progress	might	have	been	made	

without	 investment	 in	 partnership	 working,	 concluding	 that	 it	 was	 unlikely	 to	 have	

happened	as	quickly	or	with	a	sense	of	togetherness	across	GM:			

You	could	be	sceptical	and	say	well,	a	lot	would	have	happened	without	Devolution	
but,	Devolution’s	here	and	it’s	happened.	And	some	of	it	I	think	would	have	been	
really	tricky	without	the	nudge	from	Devolution	which	is	saying…now	we	are	going	
to	do	 things	 together,	we’ve	 committed	 to	 it,	we	better	do	 some	 things	 together	
(Partnership	Clinician	One).			

	

Contrary	 to	 this	 view	 (Partnership	 Clinician	 One),	 one	 interviewee	 remained	

unconvinced	that	partnerships	were	beneficial	in	their	locality	for	two	reasons.		First,	that	

having	 to	 work	 through	 complex	 partnership	 relationships	 was	 extinguishing	 the	

opportunity	 for	change—“are	we	stifling	 innovation	because	everyone’s	being	told	 ‘oh	

wait,	 because	 that’s	 part	 of	 some	 much	 bigger	 thing	 that	 you’re	 not	 involved	 in’’”	

(Commissioning	Manager	Two)—and	second,	claimed	 it	was	not	clear	 that	working	 in	

partnership	 was	 beneficial	 particularly	 at	 middle	 management	 points:	 “one	 of	 the	

questions	that	we	get	a	lot	from	the	staff…’what	is	gonna	[sic]	be	the	benefit	of	this?’	It’s	

actually	really	hard	to	articulate	it	because	people	go,	‘but	would	we	not	have	got	there	

anyway,	would	we	not	have	done	this	anyway?’”	(Commissioning	Manager	Two).		These	

contradictory	views	suggest	a	need	to	both	critically	question	the	reasonableness	around	

true	benefit	realisation	and	to	examine	what	might	be	driving	the	opposing	perspectives,	

in	order	to	improve	understanding	of	the	potential	value	of	partnership	working.		This	

will	be	explored	further	in	the	discussion	chapter.	

	

For	the	above	conflicting	views	on	benefit	realisations,	time	was	presented	in	the	data	as	

an	explanatory	factor,	suggesting	that	the	issue	of	benefits	realisation	might	also	be	one	

of	expectation	management.		The	need	for	appropriate	and	probably	a	longer	time	than	
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most	planned	for	was	articulated	as	required	for	three	main	reasons.		First,	interviewees	

described	the	need	for	staff	involved	in	partnership	working	to	get	used	to	change	and	

become	more	certain	about	how	to	operate	in	their	roles:		

It’s	taken	you	know,	a	good	couple	of	years	because	there’s	been	a	lot	of	cultural	
stuff,	there’s	been	a	lot	of	change,	people	have	been	expected	to	work	in	different	
ways,	and	I	think	a	lot	of	that	has	been	delivered.	We’re	not	at	the	end	point	yet,	but	
overall	I	think	most	people	know	where	we’re	going	(LCO	Manager	Two).		

Second,	there	was	general	acceptance	that	the	outcomes	and	benefits	being	sought	by	the	

partnership	were	 large	 and	 therefore	 by	 their	 nature	 slow	 to	 change	 and	 requiring	 a	

measured	response	to	understanding	their	realisation:		

We’ve	just	started	this	year	to	see	real	tangible	change…but	there’s	two	types	to	it.	
There’s…delivering	on	the…milestones	and	the	things	that	we	said	we’d	change,	and	
then…if	we	are	changing	those	things,	are	they	delivering	on	the	reason	we	wanted	
to	change	them…it	will	be	a	long	time	before	we	know	some	of	the	‘end’	and	whether	
that’s	been	delivered…we	do	have	to	measure…the	proxy	measures	(Partnership	
Manager	Four).		

Third,	 one	 interviewee	 identified	 the	 requirement	 to	 make	 changes	 to	 current	

operational	processes	in	a	locality	requiring	a	lot	of	time	and	energy	and	as	needed	before	

any	 further	aspirational	outcomes	could	be	achieved.	 	This	 is	 similar	 in	nature	 to	 the	

earlier	 analysed	 theme	 of	 ‘organisational	 stability’	 as	 a	 pre-requisite	 for	 partnership	

working:	“the	extraction	of	value…I	think	will	be	quite	a	painful	process	because	there	

will	 be	 an	 awful	 lot	 of	 transactional	 change	 that	 has	 to	 be	 gone	 through	 before	 the	

transformational	change	can	be	achieved”	(LCO	Manager	Five).	

	

Amongst	 the	 concern	 about	 levels	 of	 change	 and	 time	 required,	 there	 were	 some	

examples	of	localities	feeling	like	they	were	making	progress	much	more	quickly	“we	had	

really	good	outcomes	from	that	fairly	quickly,	and	we	completely	changed	the	way	we	

started	 working	 together	 and	 started	 the	 process	 of	 integrating	 care	 around	 the	

community”	(LCO	Manager	One).		This	idea	of	making	progress	was	replicated	in	three	or	

four	of	the	ten	localities	and	perhaps	indicates	a	link	to	a	partnership	characteristic	to	be	

later	analysed—that	of	adaptability	and	agility—where	partnerships	can	make	progress	

on	desired	outcomes	but	where	they	manage	to	do	this	without	sinking	under	the	weight	

of	bureaucracy	or	expectation.	
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The	presence,	or	not,	of	outcomes	and	benefits	being	realised	and	the	perceived	challenge	

of	 requiring	 time	 are	 important	 considerations	 for	 the	 future	 of	 the	 GM	 partnership.		

There	will	likely	be	a	strong	need	to	be	able	to	clearly	articulate	the	value	of	partnership	

working	 in	 improving	 population	 health	 and	 potentially	 wealth,	 and	 then	 to	 deliver	

tangible	results	over	a	reasonably	negotiated		time	period	in	order	to	ensure	continuation	

of	the	partnership.	

	

A	summary	of	key	components	of	theme	area	two	is	included	in	Box	5.2.4	overleaf.	
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5.2.4 Summary theme area two: Enabling change 

• It	was	felt	that	the	partnership	enabled:	

o More	work	on	complex	issues	being	faced	by	the	health	and	care	system	with	

a	higher	likelihood	of	finding	the	right	solution	than	if	organisations	continued	

trying	to	tackle	issues	alone.	

o A	larger	quantum	of	improvement	areas	to	be	addressed	due	to	the	bringing	

together	of	capacity	and	expertise.	

o Greater	clarity	of	permission	leading	to	a	new	sense	of	drive	around	some	of	

the	toughest	issues.	

• There	was	a	general	 concern	expressed	 that	 the	partnership	across	GM	was	being	

perceived	(and	potentially	offered)	as	a	panacea	to	all	issues;	a	risk	relating	to	both	

the	 perceptions	 of	 others	 and	 a	 potential	 issue	 of	 over-promising	 and	 under-

delivering.		

• There	were	three	main	layers	of	ambition	evident:	

o As	 identified	 in	 the	 literature,	 integration	 of	 services	 and	 integrated	 care	

remained	a	major	goal.	

o The	creation	of	population	health	systems	was	 felt	by	some	interviewees	as	

being	close	to	being	achieved.	

o Developing	a	prosperous	 local	 economy	and	sharing	wealth,	particularly	as	

evidenced	by	the	use	of	healthy	life	expectancy	as	an	indicator	of	partnership	

success	for	some	LCOs.	

• It	was	largely	agreed	that	place-based	working	and	initiatives	firmly	rooted	in	places	

would	be	critical	to	the	partnership’s	overall	success,	and	that	the	partnership	overall	

was	on	a	journey	towards	delivering	its	intended	benefits.	
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5.3 Theme area three: Structuring the partnership 

An	important	feature	of	the	partnerships	in	GM	was	identified	as	the	structure;	the	largest	

and	broadest	amount	of	data	were	provided	about	this	aspect	of	the	partnership,	with	it	

being	the	most	frequently	and	widely	discussed	theme.		As	described	in	section	4.1.2,	it	

quickly	 became	 evident	 that	 the	 partnership	was	 organised	 in	 three	 distinct	 layers—

system,	place	or	locality	and	neighbourhood—with	different	roles	and	opportunities	for	

change	 existing	 at	 the	 three	 levels.	 	 It	 was	 acknowledged	 that	 getting	 this	 layered	

operating	model	working	optimally	was	important	yet	challenging:	“What	did	you	do	at	

GM-level?	What	 did	 you	 do	 at	 locality-level?	 And	 within	 locality	 what	 did	 you	 do	 at	

neighbourhood-level?...those	 are	 the	 tensions	 and	 the	 conversations	 that	 we’re	

constantly	having	about	trying	to	do	it	in	the	best	possible	place”	(Partnership	Manager	

One).	

	

There	was	an	 interesting	 commentary	present	 in	 the	data	 in	 relation	 to	 the	 impact	of	

organisational	 form	 when	 thinking	 about	 partnership	 structures.	 	 There	 were	 two	

opposing	schools	of	 thought,	one	 in	which	structure	 is	created	through	organisational	

form	 and	 remains	 important	 for	 people	 to	 hold	 onto	when	working	 in	 partnerships:	

“people	say…’oh	it	doesn’t	really	matter	who	the	organisation	is	for’…	it	does	matter	to	

people”	(Partnership	Manager	Six)	and	“I	think	it	does	help	structurally	for	people	to	see	

something	more	tangible	and	physical	than	an	alliance”	(Commissioning	Manager	Five).		

In	other	data,	interviewees	stressed	the	importance	of	not	being	focussed	on	structure,	

and	 delivering	 a	 successful	 change	 in	 outcomes	 through	 changed	ways	of	working,	 “I	

guess	we	focus	on	function	rather	than	form”	(LCO	Manager	One)	including	not	becoming	

too	entrenched	in	the	means	of	which	partnerships	might	interact	with	structure:	“there’s	

probably	too	much	bureaucracy	if	I’m	honest	with	you,	but	that’s	the	nature	of	the	way	

we’ve	 had	 to	 sort	 of	 manage	 the	 partnership”	 (Council	 Manager	 Two).	 	 Instead	 of	

accepting	 organisational	 form	 as	 either	 helpful	 or	 a	 hindrance	 for	 partnerships,	 one	

interviewee	was	explicit	in	their	views	as	to	a	potential	solution	for	changing	the	nature	

of	organisational	form	in	order	to	better	support	successful	partnership	working:	“I	think	

organisations	have	to	have	softer	edges…organisations	are	much	more	about	the	hosting	

of	services	and	the	hosting	of	employees	rather	than	individual	sovereign	entities	that	

judge	success	or	 failure	by	their	own	performance”	(Partnership	Manager	Four).	 	This	
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idea	poses	further	questions	for	the	types	of	leaders	that	may	be	required	for	new	ways	

of	 working	 where	 partnerships	 become	 both	 the	 major	 function	 and	 structure,	 and	

organisational	form	retreats	in	importance.		This	idea	will	be	further	explored	in	the	later	

analysis	around	leadership,	power	and	system	thinking.	

	

5.3.1 Role for system-level GM partnership 

There	was	 extensive	 commentary	 provided	 on	 the	 value	 and	 the	optimal	 role	 for	 the	

system-level	GM	partnership	team.		When	considering	their	value,	there	were	more	data	

presented	stating	that	the	presence	of	a	leadership	team	working	at	that	level	was	more	

beneficial	 than	 not:	 “I	 absolutely	 think	 there	 is	 value	 in	 having	 that	 kind	 of	 strategic	

footprint	at	a	Greater	Manchester	level.	 	 	 I	 think	we	have	benefitted	 from	having	 it… I	

think	being	able	to	plan	at	that	level	is	and	has	been	really	really	helpful”	(Commissioning	

Manager	Four).	 	Where	the	value	of	 the	system-level	GM	partnership	was	questioned,	

data	suggested	that	this	was	related	to	what	role	it	should	undertake	rather	than	whether	

it	should	exist	or	not:	

I	think	there’s	an	increasingly	held	view,	not	by	everybody	but	by	various	parts	of	
GM,	that	the	Greater	Manchester	partnership	team	should	probably	be	trying	to	do	
less	 than	 its	doing.	 	And	I	 think	that’s	actually	about	 the	quality	of	what	 they	do	
rather	 than	 whether	 the	 functions	 should	 be	 carried	 out	 once	 at	 a	 Greater	
Manchester	level	(Provider	Manager	One).	

Much	of	the	questioning	of	the	GM	role	related	to	its	relationship	with	localities,	“there’s	

a	danger	that	the	reach	of	Greater	Manchester	into,	frankly	the	business	of	localities,	has	

gone	 maybe	 a	 little	 bit	 too	 far”	 (Commissioning	 Manager	 Four),	 however,	 this	 was	

balanced	with	data	suggesting	localities	required	more	support	from	GM,	“come	on	GM.	

We	need	 real	 support	on	 that!”	 (LCO	Manager	One).	 	 Furthermore,	 there	was	general	

agreement	on	the	perceived	value,	mainly	coming	from	the	localities	themselves,	of	the	

GM	 level	 partnership	 challenging	 inertia	 and	 variation:	 “maybe	 GM	 has	 to	 get,	 not	

smarter,	but	be	given	more	permission	to	challenge	that	variability	of	delivery	at	locality	

level”	(Commissioning	Manager	One)	and	in	driving	the	system	for	positive	change:		

So	I	can	understand	why	they’ve	put	in	place	some	of	the	structure	they	do…	it	does	
force	us	 sometimes…I	 think	a	 little	bit	 that’s	 good.	 I	 think	we’d	probably	 still	 be	
pottering	about	at	our	own	pace	and	sometimes	actually	maybe	we	do	need	GM	to	
come	and	give	us	a	bit	of	a	kick	up	the	backside	(Commissioning	Manager	Two).	
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Specific	value	from	the	GM	system-level	partnership	was	further	described	in	three	main	

ways.		First,	was	the	GM	team’s	ability	to	confidently	ensure	the	opportunity	to	do	things	

once	and	with	greater	efficiency	across	the	system:	

We	need	to	do	it	once,	and	we	need	to	do	it	across	Greater	Manchester…	ditch	your	
local	parochialism	and	your…nervousness	about	ceding	control,	and	this	will	now	
be	done	at	a	Greater	Manchester	level…because,	it	makes	no	sense	from	a	resource	
perspective,	it	makes	no	sense	from	an	effectiveness	perspective	for	this	to	be	done	
ten	times	(Commissioning	Manager	Four).	

Second,	 was	 the	 GM	 system-level	 partnership	 ensuring	 quality	 standards	 were	 set,	

enabling	 the	 detail	 of	 change	 to	 be	worked	 on	 locally,	 “we	might	 set	 some	 standards	

for…that	 should	 be	 achieved	 or	what	 the	 components	 of	 ‘good’	 are,	 but	we	wouldn’t	

necessarily	define	what	the	service	offer	is	precisely”	(Partnership	Clinician	One).		Third,	

was	the	overall	drive	for	system	improvement	that	the	existence	of	a	partnership	at	the	

GM	 level	 enabled,	 which	 was	 particularly	 useful	 for	 steering	 the	 direction	 within	

localities:		

For	 me,	 on	 a	 day	 to	 day	 basis,	 the	 partnership	 is,	 I	 find	 it	 most	 useful	 that	 it	
constantly	puts	forward	a	model	of	change	and	service	organisation	that	enables	
me	to	say	to	people	who	might	wish	to	put	forward	an	alternative	model	that	there	
is	an	expectation	of	fidelity	to	one	model	(LCO	Manager	Five).	

A	 significant	 area	 of	 challenge	 for	 the	 GM	 partnership	 was	 identified	 as	 it	 holding	

responsibility	for	the	accountability	of	the	overall	system,	including	the	formal	regulation	

of	the	CCGs:	“how	easily	can	we	sit	around	a	partnership	table	and	say	we’re	a	member	

of	this	partnership	when	we’ve	got	a	big	regulatory	stick	behind	our	back	that	we	have	to	

wield	 if	people	don’t	do	as	 they’re	 told”	(Partnership	Manager	Four).	 	Aside	 from	this	

aspect	of	 the	GM	partnerships’	 role,	perhaps	 the	difference	of	 views	on	 the	optimised	

version	of	a	GM	level	partnership	is	to	be	expected	given	its	relatively	new	presence	and	

function.			It	could	be	argued	that	it	produces	important	considerations	for	solidifying	the	

future	role	of	a	system-level	GM	partnership;	it	appears,	given	the	forthcoming	nature	of	

data	 from	 interviewees,	 that	 there	 is	 significant	 appetite	 for	 this	 to	 be	 discussed	 and	

agreed	in	partnership	with	the	locality	and	organisational	leaders	within	GM,	essentially	

co-producing	a	role	for	the	GM	system	partnership	that	all	system	leaders	can	appreciate	

and	live	with.	
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5.3.2 Role for place-level Local Care Organisations (LCOs) 

Similarly	to	the	role	for	a	system-level	GM	partnership	team,	there	were	extensive	data	

presented	about	the	formation,	function	and	role	for	partnerships	within	the	ten	locality	

areas	of	GM.		At	their	inception,	existing	teams	of	locality	based	leaders	had	been	directed	

to	 form	place-based	partnerships	with	two	key	deliverables	required:	 first,	 to	create	a	

strategic	commissioning	function	at	place-level	within	the	locality,	and	second,	to	form	a	

place-based	partnership	structure	or	LCO	as	the	coordination	and	development	body	for	

community-based	services.	 	It	was	at	this	early	stage	that	localities	were	also	asked	to	

submit	 their	 bids	 for	 the	Transformation	 Fund	 (TF),	 an	 enabling	 factor	which	will	 be	

discussed	in	more	detail	later.	 	Whilst	localities	had	not	been	directed	on	how	to	form	

LCOs	or	develop	their	function	explicitly,	the	majority	of	interviewees	could	describe	how	

this	direction,	issued	by	the	GM	system-level	partnership	team,	was	being	translated	for	

them	within	the	locality	and	what	the	potential	benefits	might	be:		

What	 an	 organisation	 like,	 or	 quasi	 organisation	 like	 the	 Locality	 Care	 Alliance	
(LCA)	 is	 trying	 to	 do,	 is	 take	 the	 next	 steps	 of	 formality	 that	 have	 rarely	 been	
undertaken	or	executed	before	as	part	of	a	policy	guided	experiment	to	determine	
whether	advanced	collaboration	 can	achieve	more	of	 the	benefit	 and	value	 than	
what	you	might	characterise	as	informal	or	semi-formal	partnership	working	we’ve	
achieved	so	far…	.		I	see	an	LCA	as	being…a	mechanism	to	unlock	value	that’s	trusted	
and	believed	 to	be	 there;	 it	 is	 evidenced	 by	history,	but	which	has	not	yet	been	
fulfilled	(LCO	Manager	Five).	

Whilst	similar	versions	of	this	were	understood	as	both	the	purpose	and	potential	value	

for	 LCOs,	 there	 was	 one	 interviewee	 who	 remained	 unclear,	 suggesting	 that	 there	

remained	opportunity	to	better	articulate	the	intended	purpose	and	value	for	LCOs,	and	

to	raise	overall	levels	of	understanding	across	workforce	groups:	 

It’s	only	when	say	a	member	of	staff	says,	‘but	what	is	the	benefit	of	it?’,	sometimes	
I	think	‘I	can’t	tell	you	that’,	and	that’s	really	bad	because	I’m	the	person	who	should	
be	able	 to,	because	you	 just	kind	of	 trot	 away	on	 this	kind	of	merry	path	going,	
‘we’ve	all	gotta	[sic]	have	an	LCO	because	that’s	what	we’ve	been	told	to	do	so,	let’s	
go	and	do	it’	(Commissioning	Manager	Two).	

	

Whilst	the	core	constituent	organisations	forming	the	LCOs	in	most	localities	were	quite	

similar—commissioners	(CCGs),	acute	providers	(referred	to	as	FTs	or	District	General	

Hospitals	 (DGH)),	 mental	 health	 providers,	 primary	 care,	 community	 care,	 and	 local	

authorities—there	 were	 notable	 differences	 in	 how	 the	 partnerships	 were	 being	

structured,	including	in	how	they	were	resourced.		This	variation	will	now	be	explored	
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further.	

	

Across	 the	 localities	 there	 was	 different	 terminology	 used	 to	 describe	 the	 LCOs;	

sometimes	they	were	labelled	as	Locality	Care	Alliances,	with	some	localities	preferring	

other	terminology	describing	the	purpose	of	the	partnership	such	as	the	‘Healthy	Wigan	

Partnership’,	and	some	localities	avoiding	use	of	the	term	and	focussing	more	on	‘place’	

in	their	descriptions	of	activity.		In	some	localities	there	were	new	Executive	Teams	being	

formed	 to	 lead	 the	 LCO,	 Independent	 Chairs	 being	 appointed	 to	 facilitate	 the	 senior	

managers	 responsible	 for	 the	 respective	 partnership	 organisations	 at	 place-level,	 or	

responsibility	for	day-to-day	servicing	of	the	partnership	was	being	handed	to	senior	or	

middle	tier	managers	within	constituent	organisations.	 	There	was	general	agreement	

amongst	 interviewees	that	 this	 type	of	variation	was	not	of	concern:	“I	don’t	think	 it’s	

important	that	they’re	consistent	in	their	structures	but	I	do	think	it’s	important	that…it	

is	 a	 tangible	 living	 thing	 that’s	 properly	 resourced	 to	 do	 the	 job”	 (Commissioning	

Manager	One).		The	idea	of	resourcing	and	further	data	relating	to	the	type	of	resourcing,	

for	example,	levels	of	seniority	of	leadership	for	LCOs,	will	be	discussed	in	a	later	section.	

 

5.3.2.1 Challenges for LCOs 

There	 were	 three	 main	 challenges	 relating	 to	 place-based	 organisations	 working	 in	

partnerships	 as	 LCOs	 identified	 in	 the	 data:	 first,	 the	 variability	 of	 progress	made	 at	

locality	 level,	 second,	 the	 impact	of	organisational	 form	on	 levels	of	 collaboration	and	

success,	and	third,	the	power	of	LCOs	to	make	decisions	and	to	control	local	resources	to	

achieve	 their	 aims	 of	 improved	 outcomes	 at	 the	 place-level.	 	 The	 issue	 around	 the	

variation	in	the	maturity	of	the	organisations—“some	people	are	just	now	getting	to	the	

start	line	from	where	others	were	in	March	2016	and	they	have	got	to	be	honest	about	it	

and	express	it”	(Partnership	Manager	Three)—was	leading	to	some	frustration	amongst	

the	 localities	who	appeared	 to	be	making	greater	progress	 through	 their	partnership,	

with	 unanswered	 questions	 remaining	 around	 the	 role	 for	 the	 GM	 system-level	

partnership	 in	ensuring	overall	system	development:	 “So	what’s	acceptable	variability	

and	progress?	Is	it	‘just	do	it	at	your	own	pace	and	tell	us	when	you’ve	done	it?’	Or	is	it	

actually,	 ‘you’re	 holding	 everybody	 else	 up	 now’”	 (Commissioning	 Manager	 One).		

Furthermore,	whilst	the	value	of	locality	partnerships	was	broadly	accepted,	the	level	of	

progress	remained	under	scrutiny	including	the	acknowledgement	that	in	most	cases	the	
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presence	of	a	place-based	team	was	requiring	additional	investment	of	some	sort.		One	

interviewee	commented	on	the	need	to	demonstrate	value	on	that	investment	return	and	

suggested	 a	 way	 forward	 in	 reducing	 what	 might	 be	 perceived	 as	 duplication	 in	

management	expenditure	on	similar	services	now	being	managed	across	organisational	

boundaries:	“You’ve	almost	got	to	kind	of	say,	at	some	point,	that	kind	of	out	of	hospital	

offer	that	we	bring,	that	needs	to	add	or	align	into	one	of	those	providers	or	it	needs	to	

subsume	something	because	we’ve	got	too	many	management	overheads”	(LCO	Manager	

Four).	

 

The	second	set	of	challenges	described	in	the	data	related	to	organisational	form	and	its	

impact	 on	 partnerships	 at	 the	 locality	 level.	 	 Similarly	 to	 organisational	 form	being	 a	

challenging	factor	for	the	GM	system-level	partnership	(linked	to	leadership,	power	and	

system	 thinking	 to	be	explored	 in	a	 later	 section),	organisational	status	seemed	 to	be	

important	within	 localities.	 	 Interviewees	 described	 the	 need	 for	 LCOs	 to	 behave	 like	

organisations	for	two	reasons.		First,	was	in	order	to	be	influential:	“the	places	that	are	

relatively	 mature…are	 places	 where…even	 though	 the	 resources	 may	 not	 be	 in	 the	

control	 of	 an	 LCO,	 and	 they	 can’t	 be	 anyway	 yet	 because	 they’re…not	 a	 statutory	

organisation,	 have	 nonetheless	 acted	 as	 if	 they	 were	 an	 organisation”	 (Partnership	

Manager	Seven).	 	Second,	was	to	ensure	they	were	recognised	as	important	within	the	

organisational	landscape	at	place-level:	“at	the	moment	I’d	say	we’re	probably	too	virtual	

and	not	discreet	enough...a	few	people	working	hard	on	trying	to	make	change	I	think	

that	 will	 run	 out	 of…energy”	 (LCO	 Manager	 Three).	 	 One	 interviewee	 expressed	 an	

opposing	view	 that	 the	 formation	of	more	 formalised	partnership	 structures	at	place-

level	would	make	little	difference	to	ways	of	working	together:		

So,	changing	the	furniture	to	LCO’s	or	whatever,	I’m	not	sure	makes	any	difference.	
So	the	localities	where	they’re	already	quite	good	at	collaborating	with	each	other,	
and	with	our	sector,	and	with	others,	are	throwing	themselves	enthusiastically	into	
doing	it	in	that	way.		But	those	that	never	did	and	never	wanted	to	are	still	not	doing	
it	and	not	wanting	to.		And	it’s	hard	for	anyone	to	make	them.		So	I’m	not	sure	about	
moving	the	furniture	yet	again.		It	may	look	cosmetically	as	if	something’s	changed	
but	actually	it	hasn’t	underneath	(Voluntary	Sector	Manager	One).			

Counter	to	that	perspective	was	greater	levels	of	data	and	stronger	support	in	stating	the	

value	of	the	new	partnership	structures	transcending	organisational	boundaries	at	place-

level:	 “We’re	 not	 bound	 to	 any	 organisational	boundary.	We	 all	 have	 a	 clear	 sense	 of	

purpose	in	terms	of	what	we’re	trying	to	deliver.	And	we’re	not	frightened	of	bringing	
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lots	of	different	people	into	a	room	to	have	a	conversation.”	(LCO	Manager	Four).		

 

The	third	and	most	intricately	connected	set	of	issues	expressed	in	the	data	related	to	the	

overall	power	of	LCOs,	and	how	that	might	enable	decision	making	and	changes	in	the	

use	of	resources	at	place-level.		There	were	a	number	of	contradictions	in	the	data,	which	

existed	 at	 a	 number	 of	 levels.	 	 For	 example,	 one	 interviewee	 expressed	 the	 following	

regarding	 the	 style	 of	 the	 LCO	 including	 the	overall	 leadership	 style	 and	 approach	 to	

power:	“I’m	very	clear	that	we’re	an	enabler,	not	a	command	and	control	organisation”	

(LCO	Manager	Three).		However,	the	same	interviewee	expressed	the	following	on	behalf	

of	the	LCO:	

So	one	of	the	things	that	I’m	doing	is	making	it	very	clear	that	if	GM	wants	reform	at	
pace,	then	it	needs	to	transform	the	LCOs	to	become	active	organisations	that	can	
deploy	resources	where	and	when	they	need	to…But	what	I’m	saying	in	Manchester	
is,	I	need	to	be	in	control	of	the	budget.	I	need	to	be	in	control	of	the	people.	I	need	
to	have	some	overhead.	I	need	to	be	able	to	make	decisions	quickly,	and	I	need	to	
be	able	to	deploy	resources	against	those	decisions.	And	if	I	can’t	do	those	things,	
then	we	won’t	get	the	transformation	that	we	need	(LCO	Manager	Three).			

	

The	opposing	ideas	relating	to	power	and	control	from	a	single	interviewee	perhaps	best	

demonstrates	the	complex	reality	of	managing	the	tensions	which	present	themselves	as	

part	 of	 the	 formation	 of	 the	 partnerships,	 especially	 partnerships	 with	 such	 bold	

aspirations	 in	 the	 current	 context.	 	Whilst	 this	 contradiction	 in	data	 presented	 at	 the	

individual	interviewee	level,	a	further	direct	contradiction	came	in	the	view	of	a	different	

interviewee	at	a	similar	level	of	seniority	from	a	different	locality:	“so	it’s	not	structurally	

a	 leadership	 team	 for	 the	 place	 although	 the	people	 around	 the	 table	 collectively	 can	

make	very	significant	decisions	about	the	resources	they’ve	got,	how	they’re	deployed,	

the	way	that	services	are	delivered”	(Commissioning	Manager	Five).		Taking	these	two	

opposing	ideas—one	which	states	that	the	LCO	is	powered	to	make	decisions	and	one	

which	leaves	power	with	the	constituent	organisations	to	the	place-based	partnership—

the	 data	were	 further	 examined	 for	 possible	 reasons	 for	 the	 difference	 of	 opinion	 on	

options	 for	LCO	power.	 	The	 following	three	 ideas	 from	the	data	perhaps	accounts	 for	

why	the	opposing	views	on	the	power	of	LCOs	exists.		First,	it	is	acknowledged	there	is	

variation	in	how	LCOs	are	structured,	and	therefore	it	could	be	logically	argued	that	some	

localities	 may	 have	 better	 matched	 structure	 to	 what	 is	 needed	 according	 to	 the	

conditions	present	in	their	place	and	how	decisions	are	normally	made	about	resources:	
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“if	there	is	an	optimal	design	it’s	gonna	[sic]	be	the	optimal	one	that	works	in	that	locality”	

(Partnership	Clinician	One).		Second,	data	suggested	that	LCOs	alone	are	not	responsible	

for	their	own	attainment,	but	that	overall	maturity	of	the	partnership	arrangements	at	

the	place-level	will	affect	the	LCO’s	ability	to	influence	or	directly	control	decisions:	“the	

LCO	on	its	own	isn’t	going	to	do	that.	The	LCO	working	in	a	co-ordinated	and	managed	

system	will	do	that.”	(LCO	Manager	Four).		Third,	and	with	the	most	data	to	support	it,	

was	the	idea	that	the	power	of	the	LCO	is	proportionate	to	the	power	it	was	afforded	by	

the	acute	provider	in	its	area,	including	whether	or	not	an	FT	is	present:	“we’ve	always	

had	quite	a	 lot	of	push	back	 from	some	of	 the	big	acute	providers	who	cover	multiple	

localities”	(Partnership	Manager	Four).		This	idea	of	the	power	exerted	over	the	place	and	

overall	system	by	FTs	will	be	explored	in	more	detail	later,	however,	of	direct	relevance	

to	locality	partnerships	was	the	view	of	this	interviewee	who	was	clear	in	their	concern	

for	 the	threat	of	FTs	to	distort	a	locality’s	structure	 in	making	progress	on	population	

health	through	public	service	reform:		

What	you	mustn’t	do	is	just	move	the	whole	of	your	commissioning	model	to	mirror	
your	foot	print	of	your	provider.		Which	is	what	seems	to	be	happening.		And	you	
just	say	no	because…you	lose	any	chance	of	coterminosity4	[sic],	but	you	lose	the	
opportunity	to	develop	wider	public	service	reform.	[Click	of	fingers].		It	goes	in	that	
instance.	It’s	just	gone	(Council	Manager	Two).	

 

Despite	 localities	 being	 described	 as	 paramount	 and	 the	 platform	 upon	 which	

transformational	change	was	to	be	delivered,	“I	say	yeah,	locality	supreme.	I’m	here	to	

support”	(Partnership	Manager	One),	it	appears,	linked	to	the	theme	of	time,	that	there	is	

still	some	way	to	go	with	maturity	and	function	of	LCOs:		

LCOs	rising	up	at	place-level	and	being	the	predominant	player,	I	think	it’s	probably	
still	quite	a	long	way	off.	I	think	the	spirit	of	it	is	there	and	the	fact	that	those	LCOs	
are	integrating	health	and	social	care	and	getting	much	stronger	links	with	primary	
care	and	all	of	the	stuff	that’s	been	on	the	agenda	for	a	long	time	and	never	quite	
done,	 which	 is	 really	 really	 important,	 is	 happening…but	 then	 becoming	 the	
absolute	 key	 player	 in	 that	 locality	 is	 still	 a	 long	way	 off	 probably	 (Partnership	
Manager	Four).			

The	 reasons	 for	 this	 are	 described	 above	 as	 variation,	 structural	 optimisation,	 time	

required,	system	context	and	maturity,	however,	the	likely	major	reason	presented	is	that	

of	a	power	imbalance,	particularly	between	LCOs	and	acute	providers.	 	This,	alongside	

                                                        
4	Meaning	alignment	of	commissioning	of	services	to	the	same	footprint	of	the	local	authority	so	
commissioning	is	coterminous	with	local	authority	boundaries	
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the	interrelated	factors	of	leadership	and	decision	making	will	be	further	explored	in	a	

later	section.	

 

5.3.3 Role for neighbourhood-level partnerships 

The	 final	 layer	 of	 the	 structure	 for	 partnership	 arrangements	 for	 GM	 is	 that	 of	

neighbourhoods.		These	were	the	least	discussed	in	the	data,	likely	due	to	the	nature	of	

the	interviewees	who	were	selected	for	their	relevant	roles	operating	more	at	the	system-	

and	locality-level	in	order	to	provide	best	insight	into	the	questions	of	relevance	for	the	

scope	of	this	research	project.		Data	described	changes	being	made	to	services	as	a	result	

of	the	decisions	being	made	at	the	locality-level,	supported	by	the	context	of	the	system-

level	partnership.		Most	data	on	neighbourhoods	came	from	the	LCOs	that	were	judged	

to	be	the	most	advanced	in	actually	delivering	changed	models	of	care	and	services:		

So	 we’ve	 got	 well	 established	 neighbourhood	 teams	 now	 that	 have	 the	 multi-
disciplinary	 teams.	 	 They’re	 linking	 together	 really	 lovely	 now—each	
neighbourhood	that	has	a	huddle	every	day…	social	care,	health	care,	primary	care,	
voluntary	sector	sit	there	and	discuss	issues	and	patients	that	are	on	their	books	at	
that	time	(LCO	Manager	One).			

The	enablers	for	this	type	of	operational	change	at	neighbourhood-level	were	described	

in	the	data	as	a	combination	of	a	consistent	approach	to	the	planning	and	funding	of	such	

services	 at	 a	 locality-level	 via	 a	 process	 the	 GM	 partnership	 team	 termed	 ‘strategic	

commissioning’,	and	also	an	ability	to	identify	relevant	motivational	reasons	for	change	

which	would	appeal	to	primary	and	community	care	partners	such	as	the	one	provided	

by	this	interviewee	in	relation	to	future	sustainability	of	the	primary	care	business	model:		

They	 [the	 LCO]	 had	 quite	 a	 strong	 unified	 commissioning	 voice	 at	 an	 early	
stage…saying	 ‘the	 future	of	primary	 care,	 looks	 really	difficult	 if	 you	continue	 to	
operate	 as	 stand-alone	 practices’.	 	 Actually	 that’s	 bringing	 together	 some	 of	 the	
resource	 in	 the	neighbourhoods	around	your	practice	and	how	 to	kind	of	 juggle	
practices	 as	 kind	 of	 the	 centre	 of	 that	 neighbourhood”	 (Partnership	 Manager	
Seven).	

	

Overall,	the	structure	of	the	GM	partnership	operating	in	three	layers	was	an	important	

finding.		This,	coupled	with	articulating	the	value	proposition	of	delivering	change	at	the	

system-,	 place-	 and	 neighbourhood-levels,	 including	 identifying	 the	 challenges	 to	

achieving	 this,	 is	 likely	 to	 form	 important	 and	 transferable	 learning	 for	 other	

partnerships	seeking	to	optimise	their	operating	model.	



 110 

	

A	summary	of	key	components	of	theme	area	three	is	included	in	Box	5.3.4	below.	

	

5.3.4 Summary theme area three: Structuring the partnership 

• Having	 a	 clear	 operating	 model	 across	 GM	 was	 of	 vital	 importance	 and	 the	

arrangement	of	the	model	in	three	distinct	layers—operating	at	the	system-,	place-	

and	neighbourhood-levels—was	thought,	generally,	to	be	valuable.	

• There	was	a	role	for	a	system-level	partnership	team	in	ensuring	standards	were	met,	

creating	the	overall	strategic	direction,	doing	things	once	and	well,	and	in	facilitated	

knowledge	exchange	across	the	ten	localities	areas.		However,	it	was	the	place-level	

partnerships,	or	LCOs	that	were	deemed	critical	for	delivering	meaningful	change	to	

health	and	care	services	for	their	populations.	

• There	were	a	series	of	challenges	presented	for	and	about	LCOs	which	included:	

o Levels	 of	 variation	 between	 LCOs,	 including	 different	 degrees	 of	 progress	

towards	their	outcomes,	was	affecting	the	overall	progress	of	the	GMHSCP.	

o They	were	not	legal	organisations	which	appeared	to	affect	their	identity	and	

levels	of	respect	they	were	afforded.	

o The	 extent	 to	which	 LCOs	were	 able	 to	make	 decisions,	 particularly	 about	

resource	deployment	and	priorities	within	their	locality,	appeared	to	be	a	key	

factor	in	how	much	progress	they	were	able	to	make.	
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5.4 Theme area four: Directing the partnership 

In	the	previous	section,	the	themes	of	leadership,	power,	decision	making	and	control	of	

resources	were	identified	as	interlinked	in	relation	to	both	how	value	might	be	realised	

through	 partnership	 working	 and	 also	 as	 a	 co-dependency	 for	 the	 successful	

implementation	of	an	operating	model	in	three	layers:	system,	place	and	neighbourhood.		

Data	 to	 further	 understand	 these	 pivotal	 themes	 will	 now	 be	 reviewed.	 	 Before	

considering	each	theme,	it	is	worthy	of	note	that	there	was	a	clear	and	common	thread	

across	the	themes:	data	showed	high	agreement	across	interviewees	that	the	individual	

themes	of	leadership,	power,	decision	making	and	responsibility	for	control	of	resources	

should	be	less	reliant	on	older	models	and	no	longer	based	within	structural	hierarchies,	

instead	they	should	be	distributed	and	networked	in	nature.		Language	used	to	describe	

this	 included	 use	 of	 terms	 such	 as	 ‘shared’,	 ‘collective’,	 ‘system	 focussed’.	 	 This	 is	

evidenced	both	in	the	direct	quotes	from	interviewees	provided	in	the	analysis	below	and	

also	 reflected	 in	 the	 terminology	 used	 by	 interviewees.	 	 The	 word	 ‘shared’	 (or	

derivatives)	 appeared	 164	 times	 as	 the	 153rd	 most	 frequently	 used	 word	 and	

‘collectively’	(or	derivatives)	appeared	84	times	as	the	313th	most	frequently	used	word,	

both	out	of	5229	unique	words	used.	

 

5.4.1 Leadership 

Aside	 from	structure,	 leadership	was	the	most	 frequently	discussed	 theme	during	 the	

interviews	and	came	through	strongly	as	being	important	as	a	critical	success	factor	for	

the	partnership.	 	Most	of	the	data	collected	related	to	descriptions	of	leadership	styles	

and	 behaviours	 which	 were	 firmly	 rooted	 in	 interviewees	 descriptions	 of	 influential	

leaders	 within	 the	 GM	 partnership;	 the	 data	were	 much	more	 focussed	 on	 the	 lived	

experience	of	leadership	and	leaders	as	opposed	to	leadership	theory.		A	strong	sense	of	

dependency	 on	 people	 acting	 as	 good	 leaders	 to	 enable	 partnership	 success	 and	

collaboration	emerged:	“it	does	depend	a	lot	on	individual	people	within	the	system	who	

actively	want	to	work	more	collaboratively”	(Voluntary	Sector	Manager	One),	including	

leadership	which	was	related	to	individual	leaders’	attributes	and	personality:	“it	is	about	

individuals,	their	aspirations,	their	understanding	of	what	the	role	is”	(Provider	Manager	

One).	 	 Related	 to	 this	 sense	 of	 dependency	 on	 individual	 leaders	 making	 conscious	

choices	to	support	partnership	working,	one	interviewee	explicitly	highlighted	its	risk:	
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“if	you	get	the	right	people	they	can	make	systems	work…but	if	you	get	‘jobsworths’	[sic]	

they	 can	 frustrate	 you	 through	 the	 system	 and…it	 just	 becomes	 a	 nightmare”	

(Partnership	Manager	Five).			

	

Before	the	data	gathered	on	 influential	 leaders	 in	GM	is	examined	more	closely,	 there	

were	 two	 further	general	observations	 in	 the	data	worthy	of	note.	 	The	 first	was	 that	

leadership	 could	 and	 should	 be	 encouraged	 and	 valued	 from	 sources	 aside	 from	

appointed	 leaders	 in	 the	management	structures	of	 the	partnership’s	organisations,	 in	

the	form	of	clinical	and	political	leadership.		Second,	that	time	and	leadership	longevity	

was	 an	 important	 factor	 for	 nurturing	 sustained	 partnership	 working.	 	 These	 two	

subthemes	will	now	be	explored	in	turn.	

	

5.4.1.1 Clinical and political leadership 

The	requirement	for	a	balanced	approach	to	leadership	was	perhaps	best	summarised	by	

the	 quote	 from	 this	 interviewee:	 “the	 partnership	 needs	 to	 be	 jointly	 politically	 and	

clinically	led,	and	expertly	managed”	(Council	Manager	Two).		There	was	broad	support	

in	the	data	for	clinical	and	political	leadership	for	the	partnership,	with	one	interviewee	

provided	a	compelling	argument	for	harnessing	its	value	for	a	better	understanding	of	

the	perspectives	and	experience	of	the	local	community	at	locality-level:	

The	way	we’ve	worked	 through	 it,	 I	 think,	 is	 by	 the	 politicians	 developing	 very	
strong	 relationships	 with	 our	 GPs	 and	 our	 leading	 clinicians…what’s	 really	
interesting	about	that	is,	politics	aside,	you	put	them	in	the	room	together,	and	they	
have	been	hearing	 the	 same	 things	 from	people	because	 they	both	 interact	with	
people	in	the	same	way,	you	know,	GPs	in	their	surgeries,	ward	counsellors	in	their	
surgeries,	 they	 hear	 the	 same	 stuff.	 	 So	 actually,	 that	 has	 been	 really	 powerful	
because	they’re	all	hearing	the	same	stuff	from	local	people	about	the	things	that	
we	need	to	do	(Commissioning	Manager	Four).		

Furthermore,	it	was	acknowledged,	first,	clinical	leaders	in	particular	could	be	valuable	

assets	in	supporting	populations	through	change	due	to	the	respect	afforded	to	them:	“If	

a	doctor	goes	in	front	of	the	world’s	media	and	the	public	and	says	‘we’re	gonna	[sic]	close	

it’	everybody	says	 ‘oh	okay,	 the	doctor	said	 it’s	okay’.	 	 It’s	endemic	culture,	 the	doctor	

knows	best”	(LCO	Manager	Four),	and	second,	that	without	the	support,	particularly	of	

political	leaders	at	locality-level,	change	could	be	disrupted	and	languish:	“the	strength	

of	actually	having	political	and	clinical	leadership	in	one	room,	when	you	do	some	of	the	
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really	difficult	stuff,	cannot	be	underestimated…because	by	the	time	you	get	to	a	place	

where	you	know	you’ve	got	to	do	something	that	is	not	comfortable,	they’ve	already	done	

the	journey”	(Council	Manager	Two).	

	

5.4.1.2 Leadership longevity 

There	were	several	interviewees	who	highlighted	having	leaders	in	roles	for	long	periods	

of	time	as	being	important	for	building	trusting	and	productive	relationships	to	support	

partnership	working.		“Having	certain	individuals	in	particular	key	leadership	positions	

in	the	city	region,	in	different	sectors,	who	have	been	there	a	long	time	and	got	to	know	

each	 other”	 (Voluntary	 Sector	 Manager	 One),	 was	 deemed	 an	 important	 factor	 in	

leadership	 that	 supported	 partnership	 arrangements,	 alongside	 realising	 a	 stable	 and	

continued	vision	for	an	area	focussed	on	results	delivery:	“there	are	some	key	people	in	

key	 leadership	 roles	 that	 have	 continued	 around	 some	 of	 that	 stuff.	 	 We	 carry	 the	

narrative”	(Council	Manager	Two).		Leadership	longevity	was	also	deemed	beneficial	due	

to	the	deeper	understanding	it	afforded	the	leaders	“you’ve	got	stability	and	they	really	

really	 understand	 the	 needs	 of	 the	 population”	 (LCO	 Manager	 Two).	 	 It	 was	 also	

recognised	 that	 the	 opposite	 of	 leadership	 longevity,	 leadership	 turnover,	 could	 be	 a	

potential	threat	for	disrupting	the	partnership:	“I	think	one	of	the	tests	that	we’re	gonna	

[sic]	 face	 is…you	do	have	 some	 churn	 at	 senior	 level	 and	 you	 know	we’re	 kinda	 [sic]	

coming	 into	 three	years	 in…and	you	know	people	will…leave	GM,	 take	different	 roles,	

come	 into	 GM.	 	 So	 I	 think	 some	 of	 that	 transitional	 stuff	 is	 going	 to	 be	 quite	 hard”	

(Partnership	Manager	Three).	 	 Furthermore,	 that	 leadership	 turnover	 could	 cause	 set	

back	and	delay	for	progress	in	partnerships	developing:		

It	 means	 that	 you	 lose	 that	 layer	 of	 knowledge	 and	 cultural	 knowledge	 and	
relationships	 that	you	have	 to	then…rebuild	up	again	and	 there	are	a	 lot	of	new	
people	that	have	joined	us…myself	included,	who	lack	that	kind	of	organisational	
knowledge.	 	 All	 those	 conversations	 and	 all…the	 softer	 intelligent	 side	 of	
partnership	can	be	lost	(Commissioning	Manager	Three).	

	

The	 remainder	 of	 the	 relevant	 data	 on	 leadership	 will	 now	 be	 analysed	 under	 the	

following	section	which	looks	at	the	style,	characteristics,	and	challenges	for	the	leaders	

working	within	the	various	layers	of	the	GM	partnership	arrangements.	
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5.4.1.3 Influential leaders 

As	 described	 in	 the	 introduction	 to	 this	 theme	 area,	 the	 data	 on	 leadership	 are	

characterised	by	a	sense	of	a	new	style.		This	was	described	in	two	ways:	first,	as	the	need	

for	 shared	 leadership,	 a	 type	of	 leadership	 characterised	by	distributed	 responsibility	

across	a	team	of	leaders,	and	second,	as	a	need	for	system	leadership,	characterised	by	

leadership	which	would	focus	on	the	needs	of	a	system,	perhaps	at	the	expense	of	gains	

for	 an	 individual	 organisation.	 	 These	 two	 interviewees	 reflected	 on	 their	 views	 of	 a	

shared	leadership	style	as	requiring	a	change	in	their	own	actions	as	leaders:	“back	then,	

right	 back	 at	 the	 very	 start,	 I	made	 a	 conscious	 decision	 that	 if	 this	was	 going	 to	 be	

successful,	and	if	I	truly	believed	in	distributed	leadership	and	place-based	care,	then	we	

had	to	do	that	from	the	very	start”	(LCO	Manager	Three),	and	on	reflecting	on	support	for	

a	 partnership	 colleague	 leading	 another	 place-based	 organisation	 within	 the	 same	

locality:	“I’ve	got	to	not	just	understand	what	her	risks	are,	I’ve	got	to	own	them”	(Council	

Manager	Two).		In	terms	of	leadership	focussed	on	developing	the	overall	system,	whilst	

its	value	and	requirement	was	undoubtedly	agreed	upon—“system	leadership	is	right	at	

the	heart…I	look	back	now	in	terms	of	the	journey	we’ve	made,	everything	is	about	the	

system	leadership”	(Council	Manager	Two)—the	majority	of	critical	commentary	came	

in	the	form	of	concern	around	individuals	being	unable	to	let	go	of	their	organisation’s	

interests:		

We	have	valued,	we’ve	nurtured,	we’ve	encouraged	organisational	leadership	for	a	
very	long	time…where	people	have	been	good	at	looking	after	the	interests	of	their	
organisation…they’ve	thrived,	and	guess	what…you	kind	of	rise	up	the	hierarchy	as	
it	were.		And	that’s	not	a	criticism	of	the	individuals	involved	because	that’s	what’s	
been	valued,	and	to	an	extent	we’ve	kind	of	just	rewritten	the	rules	and	said	‘right,	
okay,	out	with	the	old…now	you’ve	got	to	think	about	the	system’.	 	And,	we	can’t	
assume	 that	 people	 who	 have	 been	 really	 formidable	 organisational	
leaders…looking	 quite,	 in	 an	 inward	way,	 suddenly	 can	 take	 that	 broad	 systems	
view	and	just	do	it	naturally.	 	Actually,	some	of	them	are	very	good	at	it,	some	of	
them	will	 get	 there,	 and	 some,	 quite	 frankly,	 it’s	 never	 gonna	 [sic]	 be	 their	 bag	
(Partnership	Clinician	One).	

	

One	interviewee	further	reflected	on	the	challenge	of	carrying	out	the	type	of	leadership	

now	being	asked	for	on	behalf	of	the	partnership	from	within	the	organisations	forming	

the	partnership:	“I	think	some	people	put	on	a	good	show	of	it.		I’m	not	sure…when	you	

then	 go	 back	 and	 you	 talk	 to	 people	who	work	 directly	 for	 them…how	much	 of	 that	

actually	 comes	 through”	 (Commissioning	Manager	 Two).	 	 The	 idea	 of	whether	 a	 new	
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leadership	 type	 was	 being	 delivered	 by	 individuals	 in	 current	 leadership	 roles	 was	

further	reflected	on	as	something	which	leaders	either	would	or	would	not	be	suited	to:	

“So	 the	 nature	 of	 the	 partnership	 is	 truly	 embedding	 some	 of	 those…traits	 of	 a	 21st	

century	 leader:	 negotiating,	 influencing.	 It’s	 a	 completely	 different	 skill—it’s	 the	 best	

thing	you’ll	ever	do.		But	there’s	loads	of	people	who	just	wouldn’t	be	suited	to	it”	(LCO	

Manager	Four).	

	

The	strength	and	abilities	of	the	leaders	in	GM,	and	their	impact	on	successful	partnership	

working	was	a	major	strand	in	the	data:	“there	are	some	incredibly	driven	people	here”	

(Partnership	 Manager	 Six).	 	 One	 characterisation	 deemed	 important	 for	 optimising	

working	together	was	around	leaders	who	were	skilled	at	keeping	partners	engaged	in	

the	 process,	 including	 easing	 the	 way	 for	 relationships	 to	 continue	 whilst	 ensuring	

progress.	 	 One	 interviewee	 described	 their	 role	 as	 keeping	 partners	 focussed	 on	 the	

outcomes	through	agreement:	“I	try	to	build	consensus,	I	try	to	communicate	between	

partners,	I	am	as	close	as	possible	to	an	objective,	neutral	ambassador	for	the	Alliance”	

(LCO	Manager	 Five),	 with	 another	 describing	 a	 leaders’	 ability	 to	 ensure	 partnership	

working	never	became	too	threatening	for	other	leaders	to	engage	in	as	a	strength:	“He’s	

open…he	has	a	way	of	working	with	partners	that	makes	them	feel	at	ease…[He’s]	able	to	

have	a	conversation,	build	a	relationship,	pick	up	a	phone,	reassure,	know	exactly	when	

to	go	and	see	someone	and	say	‘don’t	panic’”	(LCO	Manager	Four).		Furthermore,	these	

leaders	were	 described	 as	 having	 a	 strong	 sense	 of	 presence	within	 the	 system:	 “we	

always	used	to	say:	‘you	knew	when	he	walked	in	the	room’.		There’s	something	about	

what	he	brings,	 there’s	a	calmness…there’s	 just	a	 level	of	gravity	 that	he	brings”	(LCO	

Manager	Four). 

	

Two	further	characteristics	or	attributes	observed	in	the	data	around	influential	leaders	

in	GM	were:	first,	vision,	“his	presence	in	the	system,	and	particularly	his	vision	around	

quality	 improvement,	 has	 been…a	 cornerstone	 of	 the	 success	 of	 the	 system”	

(Commissioning	 Manager	 Four)	 and	 second,	 the	 ability	 to	 think	 critically,	 “had	

all…leaders	been	 like	[person]	 I	doubt	 they	would	have	had	such	problems	across	the	

board.	 	He’s	 great.	 	 He	 sees	 his	 brief	 on	 a	wide	 basis.	 Very	 intelligent,	 quick	 thinker”	

(Partnership	Manager	Five).		Both	of	these	characteristics—vision	and	critical	thinking—

were	described	as	being	applied	in	the	context	of	the	wider	system	rather	than	for	the	
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benefit	 of	 the	 constituent	 organisations	 of	 the	 partnership.	 	 This	was	 reflected	 on	 as	

critical	across	the	data	and	specifically	as	enabled	by	leadership	style	and	capability:	“I	

think	the	change	in	leadership	that	we’ve	had…has	absolutely	made	a	massive	difference	

in	being	able	to	have	a	shared	conversation	and	less	about	our	goals	and	more	about	the	

goals	of	the	system”	(Commissioning	Manager	Three).		

 

Linked	to	the	opportunity	to	tackle	issues	through	the	partnership,	was	the	approach	to	

risk,	 including	 personal	 risk	 taking	 in	 leadership	 roles.	 	 A	 healthy	 risk	 appetite	 was	

reflected	on	as	a	characteristic	of	influential	leaders:	

Each	one	of	them	has	set	a	stall	out,	taking	a	risk,	[person]	is	taking	a	risk	to	come	
from	a	chief	executive	in	an	established	organisation,	where	he	was	established	in	
the	system,	to	come	and	give	up	his	power	base,	to	be	powered	by	four	other	chief	
execs.	It’s	a	massive	risk	for	him.	But	he’s	taken	that	risk	because	he	believes	in	what	
he’s	doing.		[Person]	took	a	risk	to	drag	government	policy	around	groups.		Nobody	
asked	him	to	do	it…and	he’s	now	taken	massive	personal	risk	taking	on	probably	
the	most	broken	hospital	 in	 the	UK	because	nobody	ever	really	managed	 it	 (LCO	
Manager	Four).			

One	interviewee	reflected	on	the	importance	of	leaders	taking	risks	to	empower	others	

to	make	progressive	change	through	the	partnership:	“I	was	allowed	to	do	that	by	a	Chief	

Executive	who	decided	to	back	me,	and	by	political	leaders	who	had	enough	risk	appetite	

for	the	same”	(Council	Manager	One).	

 

Finally,	the	importance	of	a	leader’s	ability	to	influence	the	partnership	both	internally	

and	externally	was	present	in	the	data:	“That’s	really	what	a	leadership	role	is	about.	It’s	

not	about	the	doing,	it’s	about	your	sphere	of	influence”	(Partnership	Clinician	Two).  One	

particular	leader	in	GM	was	described	as	capable	both	internally	and	externally	and	to	

the	absolute	benefit	of	the	partnership.		Internal	influence	included	the	harnessing	of	the	

power	 of	 other	 local	 leaders,	 “he	 was	 like	 the	 lead	 Chief	 Executive.	 So	 he	 used	 the	

expertise	of	other	Chief		Executives	as	it	were.		He’d	say	‘you	do	this,	you	do	that’.		And	he	

co-ordinated	 all	 that	 together.	 So	 he	was	 able	 to	 draw	 on	 the	 support	 of	 other	 Chief	

Executives”	(Partnership	Manager	Five).		External	influence	included	arguing	GM’s	case	

with	government	departments,	 “[he]	could	handle	himself	with	the	civil	service,	make	

sure	that	he	got	his	own	way,	on	lots	of	things”	(Partnership	Manager	Five). 

  

The	value	of	influential	individuals	working	within	the	partnership	was	expressed	in	two	



 117 

main	 ways.	 	 First,	 was	 that	 leaders	 with	 the	 required	 level	 of	 influence,	 power	 and	

charisma,	coming	together	could	make	things	happen	where	others	had	previously	failed:		

I’ve	never	seen	that	line	up	before…I’ve	seen	stuff	getting	over	the	line,	but	once	you	
get	that	alignment	in	the	work	that	we	had	at	that	point	in	time,	and	I	don’t	think	
that	 we	 even	 knew	 we	 were	 gonna	 [sic]	 get	 that	 at	 Christmas	 but	 actually	 in	
February,	boom!...once	those	players	wanted	it	to	happen,	once	the	narrative	fits,	
once	the	work’s	been	done,	it	just	happened	(Council	Manager	Two).	

Second,	was	the	ability	of	 influential	 individuals	 to	use	their	power	to	make	decisions	

linked	to	making	change	at	pace	and	scale.		One	interviewee	reflected	on	this	value	within	

their	locality:	“a	Chief	Executive	with	a	high	bias	to	action	saying	‘Alright	you	nutter,	I’m	

going	for	that,	make	it	happen	everywhere,	immediately!’”	(Council	Manager	One).		Both	

of	these	aspects	of	value	are	significant	for	partnerships;	they	suggest	individual	leaders	

can	have	significant	impact	on	the	delivery	of	desired	outcomes	both	on	a	large	scale	and	

quickly.				

	

Aside	from	the	previously	stated	risk	that	the	partnership	might	suffer	a	loss	of	continuity	

if	 influential	 leaders	were	 to	 leave	 the	 roles,	 there	were	 further	 challenges	presented	

relating	to	reliance	on	influential	individuals	to	make	change.		The	first	challenge	was	the	

impact	of	individual	personality	traits	and	agendas	having	the	potential	to	override	the	

aims	of	the	system:	“sometimes…we	let	personalities	take	over.		And,	I	think	it’s	hard	to	

have	an	honest	and	open	conversation	about	change…driven	so	much	by	one	person’s	

individual	 agenda	 and	 that’s	 what	 we’re	 starting	 to	 see	 a	 little	 bit”	 (Commissioning	

Manager	Three).		Furthermore,	concern	was	raised	around	influential	individuals,	usually	

influential	because	of	their	position	within	an	organisation,	as	being	potentially	able	to	

select	when	to	engage	in	partnership	at	their	convenience:	“individual	people,	leaders	of	

organisations	are	really	powerful	and	that’s	the	hardest	thing	around	this…there	are	still	

lots	of	behaviours	that	are	about	people	being	partners	when	it	suits	them	and	not	being	

partners	when	it	doesn’t”	(Partnership	Manager	Four).		A	second	area	of	challenge	was	

around	whether	individuals	could	have	the	level	of	impact	required	in	a	complex	system	

and	 outside	 of	 their	 direction	 organisational	 control:	 “So,	 isolated	 strategic	 insight,	 is	

unlikely	to	have	very	much	impact	on…a	system,	it	would	seem	to	me.		A	critical	mass	of	

strategic	 insight,	within	a	system,	 I	 think	would	make	an	enormous	difference	to	how	

progress	 gets	 made”	 (LCO	 Manager	 Five).	 	 This	 seemed	 to	 suggest	 that	 influential	

individuals	could	be	more	impactful	once	networked	with	others,	and	that	change,	albeit	
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currently	limited	in	development,	could	be	realised	through	this	type	of	leadership:	

I	 think	 there	 are…a	 number	 of	 people	 in	 the	 system…many	 of	 whom	 you’ve	
probably	spoken	to	who	do	it	really	well…you	know,	have	a	prominent	senior	role	
in	a	local	organisation	but	also…work	in	such	a	way	that	they	hold	true	to	kind	of	a	
GM	way	of	working	but	seen	through	the	prism	of	their	locality…	.		There’s	probably	
a	 relatively	 small	 number	 of	 those	 people	 in	 the	 system	 (Partnership	 Manager	
Seven).	

		

The	following	data	provide	some	suggested	potential	solutions	for	reducing	the	fragility	

and	 risk	 of	 small	 numbers	 of	 influential	 individuals	 either	working	 for	 or	 against	 the	

system	aims.		The	first	idea	was	that	creating	a	movement	for	change,	where	leadership	

is	further	dispersed	across	wider	groups	of	individuals	who	could	then	influence,	could	

lead	to	greater	value	being	realised:	“It	does	come	back	to	everybody’s	leadership.	So,	if	

every	leader	in	our	system,	all	200,000	of	them	have	a	little	bit	of	impact,	it	adds	up	to	

something	 important”	 (Partnership	 Clinician	 One).	 	 	 One	 interviewee	 reflected	 on	

whether	adequate	progress	was	being	made	around	creating	such	movements	for	change	

in	reality:	“I	think	we’re	really	good	at	doing	things,	not	siloed	but,	with	a	small	group	of	

people	and	it’s	about	how	that	can	be	shared	and	owned…we’re	not	there	yet	but	we’ve	

started	to	kind	of	understand	there’s	a	need	for	it”	(Commissioning	Manager	Three).		The	

second	 idea	 presented	 was	 to	 explicitly	 give	 system	 development	 responsibility	 to	 a	

smaller	group,	aligning	greater	power	and	decision	making	 for	 the	system	with	them:	

“Should	we	have	more	system	management	vested	in	fewer	leaders	in	order	to	streamline	

decision	 making?	 	 My	 view	 would	 be	 yes,	 that	 would	 be	 a	 better	 model”	 (Provider	

Manager	One).		This	idea	is	somewhat	controversial	and	opposed	to	the	remainder	of	the	

data	that	advocate	for	distributed	leadership	and	responsibility.		However,	it	strikes	at	

heart	of	the	issue,	recognising	the	importance	of	leadership	that	is	empowered	to	change	

the	 system	 for	 the	 better	 and	 could	 form	part	 of	 a	 conversation	 relating	 to	 roles	 and	

responsibilities	within	the	operating	model	and	structure,	particularly	for	the	GM	system-

level	partnership	function.	

 

Overall,	there	are	some	highly	influential	leaders	in	GM	who	have	had	huge	impact	and	

value	for	partnership	working	and	realisation	of	outcomes.	It	appears	when	they	have	

the	combinations	of	conditions,	characteristics	and	attributes,	and	are	focussed	on	the	

system	and	the	shared	goals,	this	has	the	potential	to	be	a	catalyst	for	positive	change	and	

benefit	realisation	for	the	partnership.		However,	it	appears	if	one	or	more	of	these	factors	
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are	 absent,	 the	 fragility	 risk	 is	more	 likely	 to	 be	 realised	 and	 there	may	 be	 issues	 of	

divergence	in	direction	for	the	partnership’s	constituent	organisations	as	leaders	move	

back	 inside	 their	 organisational	 boundaries.	 	 Furthermore,	 as	 summarised	 by	 one	

interviewee,	the	weight	of	history	in	terms	of	how	leadership	has	operated	remains	an	

influencing	 factor:	 “you	need	the	next	generation	of	 leaders	to	come	through	who	are	

formally	 taught,	 almost,	 who	 haven’t	 spent	 the	majority	 of	 their	 career	working	 in	 a	

system	 that’s	 been	 designed	 to	 see	 being	 an	 island	 of	 success	 in	 a	 sea	 of	 failure	

as…testament	to	how	good	a	job	they’ve	done”	(Partnership	Manager	Four).		This	will	be	

explored	further	in	section	6.1.2.	

 

5.4.1.4 Leadership capability and capacity 

There	were	 a	 small	 amount	 of	 discreet	 and	 important	 data	 presented	 around	 overall	

levels	of	leadership	capability	and	capacity	to	deal	with	the	complexity,	scope	and	scale	

of	 the	ask	of	working	 in	partnership.	 	Commentary	around	capability	 to	deal	with	the	

complexity	 included	 acknowledgement	 that	 “the	 system	 is	 so	 testing”	 (LCO	Manager	

Three),	 that	 it	 required	 open	 thinking	 from	 leaders	 in	 order	 to	 see	 the	 potential	 for	

creating	valuable	change	through	the	partnership.		One	interviewee	described	the	need	

for	leaders	to	be	able	to	use	their	imaginations	to	think	about	a	new	future	creatively,	

illustrated	by	an	example	about	a	locality	colleague:	“if	she	couldn’t	see	the	art	of	possible,	

then	 you	 wouldn’t…construct	 that	 conversation”	 (Council	 Manager	 Two).	 	 Specific	

commentary	was	made	around	the	change	 in	scope	of	what	was	being	asked	for	 from	

leaders	 working	 in	 the	 partnership.	 	 This	 was	 accounted	 for	 by	 both	 the	 potentially	

expanding	 and	 infinite	 scope	 of	 the	 partnerships’	 ambition,	 “the	 scope	 of	 the	work	 is	

increasing	all	the	time”	(Partnership	Manager	Seven),	and	the	requirement	for	that	scope	

of	change	to	be	usefully	contained	and	prioritised	as	part	of	the	value	realisation	of	the	

partnership:  

I’m	already	feeling	there’s	a	lot	of	demand…and	we’ve	got	to	be	really	careful	that	
we	make	sure	that	we	don’t	add	to	the	burden,	but	we	also	 identify	 those	things	
which	we	can	 sort	of	 say,	 ‘well,	 you	know	we	can	ease	back	on	 that’	 or	 ‘we	can	
reduce	that’	so	that	we’ve	got	a	system	that	can	do	new	stuff,	not	just	extra	stuff	
(Partnership	Clinician	One).	

	

There	was	specific	reference	to	the	challenge	of	leaders	ensuring	availability	of	their	time:		
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So	 there’s	 a	 bit	 of	 a	 reality	 in	 this,	 how	 do	 you	 get	 the	 head	 space	 to	 manage	
transformation	and	the	excitement	of	the	new,	at	the	same	time	as	they’re	managing	
business	as	usual	and…the	compulsion	of	the	old…So	all	your…time	for	managing	
transformation	is	only	built	on	the	extent	to	which	you’ve	been	able	to	calm	down	
anybody	who	might	be	performance	managing	you,	 to	get	 into	that	(Partnership	
Manager	Three).	

A	related	critical	question	was	posed	by	one	interviewee	about	the	future	sustainability	

of	 the	 partnership’s	 likely	 leadership	 requirements:	 “do	we	 have…the	 people	 and	 the	

capability	and	the	skill	set	and	 just	kind	of	 the	energy	and	the	will	 to	kind	of	see	that	

through	over	the	longer	term?”	(Partnership	Manager	Seven).		Whilst	time,	energy	and	

capacity	were	acknowledged	as	a	challenge	for	leaders,	the	importance	of	investing	time	

in	 partnerships	 was	 identified	 as	 the	 part	 of	 the	 value	 of	 working	 through	 the	

partnership:	“day	to	day,	you’re	running	a	health	system…you’re	not	thinking	about	the	

big	issues…we	brought	that	to	the	surface,	we	talk	about	it”	(Partnership	Manager	Five).	

	

5.4.1.5 Personal gain and ego 

There	was	explicit	mention	of	personal	gain	and	personal	protection	as	being	a	 factor	

influencing	 leaders	working	within	 the	 partnership	 arrangements	 in	 GM.	 	 It	 was	 not	

raised	 as	 a	 major	 issue,	 and	 not	 on	 the	 same	 scale	 as	 the	 detrimental	 impact	 of	

organisational	focus	on	partnerships,	however,	the	presence	of	this	as	a	factor	worked	

directly	against	the	previously	discussed	ideal	of	shared	and	system-focussed	leadership.		

Personal	gain	and	protection	manifested	itself	in	three	main	ways	in	the	data.		First,	in	

individual	 leaders	protecting	 their	own	 jobs	 instead	of	 taking	decisions	 that	might	be	

beneficial	for	the	partnership:		

There’s	vested	interest	which	I	completely	understand.	If	I	had	a	management	job	
in	the	public	sector	at	a	decent	salary	with	a	pension,	the	last	thing	on	earth	you	
want	 to	 do	 is	 jeopardise	 that	 in	 the	 current	 climate,	 and	 that’s	 not	 always	
acknowledged,	but	there	are	a	lot	of	people	drawing	salaries	from	the	public	sector,	
taking	public	money,	who	potentially	shouldn’t	be	there,	because	those	jobs	are	no	
longer	the	right	jobs	(Voluntary	Sector	Manager	One).	

One	 interviewee	 provided	 a	 specific	 example	 around	 the	 challenge	 of	 the	 structural	

integration	occurring	across	many	of	the	localities:	

A	lot	of	localities	have	moved	to	a	single	Accountable	Officer	over	Council	and	CCG,	
and	sometimes	I	think	that	actually	if	I	was	in	that	post	and	you	were	looking	around	
at…your	peers	around	you	disappearing	out	of	the	system…it’s	like	turkeys	waiting	
for	Christmas	isn’t	it.	 	No	one	wants	to	do	themselves	out	of	a	job	(LCO	Manager	
Four).	
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Second,	personal	gain	was	indicated	where	individual	leaders	were	competing	for	status	

or	prowess:	“[Person]	wants	to	outflank	[person]	who	wants	to	outflank	[person]vwho	

wants	 to...we	 never	 really	willingly	 go	 and	 learn	 from	 the	 people	 too	 close”	 (Council	

Manager	One),	thus	reducing	the	opportunity	for	sharing	knowledge	and	learning	as	a	

valuable	asset	of	the	partnership.		It	was	also	highlighted	as	a	particular	problem	when	

accounting	for	performance:	“so	it	feels	like	everyone	says	the	right	things	but	when	it	

comes	down	to	really	assessing	performance	and	progress,	 there’s	still	a	 lot	of…either	

people	 taking	 credit	 individually	 or	 people	 trying	 to	 lay	 the	 blame	 individually”	

(Commissioning	Manager	Two).			

	

Third	and	finally,	an	external	factor	of	pay	grading	and	career	structures	was	put	forward	

as	an	argument	which	was	perhaps	not	enabling	or	encouraging	partnerships	to	attract	

leaders	with	a	focus	on	the	overall	system	as	well	as	they	perhaps	might:	

All	the	talent	in	health,	in	health	and	system	leadership,	not	all,	but	the	vast	majority	
of	 it	 is	 in	 hospitals.	 	 And	 there’s	 a	 quite	 clear	 reason	 why	 that	 is,	 because,	 as	
independent	organisations,	Foundation	Trusts	can	pay	 their	 senior	 leaders	what	
they	like.		Whereas	when	you	work	on	the	other	side	of	the	fence,	you	can’t	do	that,	
because	of	this	arbitrary	limit	being	set	by	NHS	England.		I’m	not	saying	everybody’s	
motivated	 always	 by	 cash,	 but	 it’s	 going	 to	 be	 an	 attractor…so,	 there’s	 a	 very	
personal	issue	there	isn’t	there,	so	what	type	of	decision	do	you	make	about	your	
future	career,	given	that	there	are	limits	to	how	much	you	as	strategic	leader	can	
start	 to	 earn,	 depending	 on	 which	 side	 of	 the	 fence	 you’re	 on	 (Commissioning	
Manager	Four).	

 

Potentially	less	challenging	and	with	some	solutions	for	management,	was	ego:	“there	are	

lots	of	people	who	are	driven	by	altruistic	and	very	good	motives	but	there	are	equally	

people	who	are	very	driven	by	egos”	(Partnership	Manager	Six).		This	was	reflected	on	

by	one	interviewee	in	terms	of	having	to	ignore	their	own	ego	in	their	prevailing		and	

more	 humbled	 leadership	 style:	 “You	 have	 to	 herd,	 you	 know,	 more	 than	 lead.”	

(Partnership	Clinician	Two).		The	impact	of	ego	can	be	thought	of	differently	depending	

on	whether	partnerships	seek	leaders	that	do	not	value	their	own	egos,	or	whether	egos	

are	accepted	as	the	accompaniment	to	leaders.		It	appeared	the	preference	in	GM	was	for	

ignoring	or	eliminating	the	space	for	egos:	“people	in	my	role,	we’ve	got	to	be	without	ego	

if	we	can	possibly	help	 it	because	we	have	to	be	seen	as	 the	people	who	are	enabling	

others	to	move	forward”	(Partnership	Manager	One).		Given	the	data	indicating	strongly	
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that	 there	were	 several	 highly	 influential	 and	 long-standing	 leaders	 in	 GM,	 including	

stating	ego	as	a	 factor,	perhaps	 it	would	be	worth	accepting	the	presence	of	egos	as	a	

constraint	which	could	then	be	proactively	and	positively	managed	to	the	partnership’s	

advantage	to	get	the	best	results	from	its	leaders.		

	

5.4.2 Power 

Power,	 linked	 to	 leadership	 and	 decision	 making,	 was	 the	 fourth	 most	 frequently	

discussed	 theme.	 	Aligned	 to	 leadership,	 interviewees	described	 this	 as	needing	 to	be	

distributed	to	support	collective	decision	making	across	organisational	boundaries:	“so	

if	we’re	creating	true	partnership	then	it’s	gotta	[sic]	be	sharing	and	redistributing	that	

power”	(Provider	Manager	Two).			

	

An	interesting	finding,	particularly	for	NHS	organisations	less	used	to	dealing	with	power	

of	this	nature,	was	the	importance	of	political	power.		One	interviewee	reflected	on	the	

need	to	give	due	consideration	to	both	the	positive	and	negative	impacts	of	the	presence	

of	political	power:	

I	 think	there	are	opportunities	 for	GM	to	harness	some	of	 the	political	weight	of	
individuals	within	Greater	Manchester	and	a	potential	negative	 is	 that	 that	same	
political	 power,	 could	 either	 take	 suboptimal	 decisions	 around	 health,	 or	 could	
prevent	some	‘scale’	decisions	around	health	(Provider	Manager	One).			

Linked	 to	 the	 potential	 power	 of	 political	 leaders,	 particularly	 at	 locality	 level,	 were	

several	pieces	of	data	describing	 the	negative	 side	of	 local	protectionism	 in	hindering	

overall	GM	development	 including	 local	politicians	 focussing	on	 re-election	 instead	of	

tackling	difficult	issues:	“you’ve	got	elected	representatives	who	tend	to	be	very	parochial	

about	‘our	bit’	and	that’s	partly	driven	by	the	need	to	get	re-elected	of	course.”	(Voluntary	

Sector	Manager	One).	 	 However,	 in	 areas	where	 they	were	 better	managing	 this	 risk	

through	 political	 support	 for	 change,	 transformational	 progress	was	 being	made	 and	

without	threat	of	interruption:	“We’re	sort	of	saying	it	could	happen	anywhere	this,	but	

you	need	political	appetite	for	change”	(Council	Manager	One).	

	

By	 far	 the	majority	 of	 data	 in	 relation	 to	 the	 theme	 of	 power	were	 presented	 on	 the	

challenges	of	power	balances	within	partnerships.		First,	the	data	indicated	the	challenge	

of	 changing	dynamics	between	 individuals	and	organisations:	 “there	 is	 a	whole	 set	of	
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dynamics	playing	through…there’s	a	dynamic	between	the	mayor5	and	the	ten	leaders6	

for	example…there’s	a	dynamic	between…CCGs	and	local	authorities:	‘are	we	being	taken	

over?,	‘who’s	taking	who	over?’	and	so	on	and	so	forth”	(Commissioning	Manager	One),	

and	 the	 resistance	 of	 constituent	 parts	 of	 the	partnership	 in	 distributing	 power:	 “Big	

influential	players	in	a	system	not	wanting	to	give	up	power,	and	actually	this	model	relies	

on	that”	(Partnership	Manager	Four).		Second,	the	involvement	of	several	parties	and	the	

new	nature	of	distributed	power	was	 introducing	 complexity	 in	 the	place	of	previous	

simplicity:	“it’s	no	longer	as	straight	forward	as	this	is	the	hierarchy	and	this	is	who	signs	

it	off,	and	this	is	who	gives	you	an	instruction”	(Commissioning	Manager	Two),	and	as	

power	balances	changed,	this	was	demanding	more	time:	“in	order	to	get	agreement	to	

where	 you	 want	 to	 be,	 it	 will	 take	 longer”	 (LCO	 Manager	 Four).	 	 Third,	 the	 power	

distribution	 was	 not	 viewed	 as	 being	 equal:	 “the	 relationship	 is	 disguised…as	 a	

partnership,	but	really…it’s	not	one	of	equals,	and	it’s	one	where	a	game	is	being	played	

for	 advantage”	 (Provider	 Manager	 Two).	 	 Furthermore,	 data	 indicated	 that	 the	

redistribution	of	power	could	lead	to	the	partnership	being	driven	by	the	interests	of	one	

individual	or	organisation:	“sometimes	you’ll	get	one	partner	driving	the	agenda.	And	not	

bringing	 everybody	 else	 with	 them”	 (Commissioning	 Manager	 Five).	 	 This	 was	

particularly	reflected	on	as	an	issue	in	relation	to	the	role	of	FTs	on	either	holding	on	to	

historical	power	or	holding	sway	over	decisions	the	partnership	was	attempting	to	affect	

over	the	system.			

	

Given	 the	 significant	 amount	 of	 data	 presented	 in	 relation	 to	 the	 power	 of	 FTs	 this	

represented	an	 important	concern.	 	One	 interviewee	summarised	the	concern	as:	 “the	

whole	of	the	NHS	seems	to	me	to	be	absolutely	driven	by	big	providers	who	just	dominate	

the	 landscape…and	 stop	 the	NHS	 from	being	 able	 to	 reform	 to	 a	 position	 it	 needs	 to	

reform	to”	(Partnership	Manager	Five).		The	major	reason	for	FTs	behaving	in	this	way	

was	deemed	 to	be	 the	permissions	and	power	 they	were	afforded	by	 their	regulatory	

bodies:		“I	guess	the	inherent	position	is…those	providers	or	FT’s	they	can	always	go	back	

and	say,	‘this	is	all	interesting’,	but	actually,	their	regulators:	‘we	do	what	they	say	and	

that’s	where	we	are’”	(Provider	Manager	One).		The	impact	of	FTs	and	their	power	was	

seen	particularly	in	the	data	collected	from	LCOs,	where	it	was	argued	that	FTs	were	not	

                                                        
5	Mayor	of	Manchester.	
6	Ten	local	authority	leaders. 
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allowing	LCOs	to	flourish.		This	was	deemed	most	challenging	where	FTs	were	the	host	

organisations	for	LCOs,	including	employing	the	staff	due	to	the	lack	of	alternative	legal	

organisational	 arrangement	 options	 for	 LCOs:	 “So	 you’ve	 got	 Manchester	 LCO	 that’s	

hosted	by	Manchester	FT,	and	actually	how	radical	is	the	LCO’s	plans	on	reducing	hospital	

activity	when	they’re	owned	and	run	by	the	hospital”	(Partnership	Manager	Four).			

	

However,	the	challenge	of	FT	power	was	not	limited	to	impacting	LCOs.		There	were	also	

concerns	around	FTs	responsibility	to	local	people,	and	in	their	role	for	developing	place-

based	population	health	systems:	

So	there	was	no	democratic	accountability	to	these	institutions	whatsoever.		So	I’ve	
worked	here	the	last	30	years,	and	honestly,	I’m	woven	into	the	fabric.		I	live	here,	
my	kids	grew	up	here,	I’m	involved	in	most	major	institutions	in	this	borough,	but	I	
have	no	relationship	with	the	hospital	whatsoever.	Completely	separate,	it	was	like	
an	island	(Council	Manager	Two).			

The	 challenge	 for	 FTs	 in	 making	 that	 change	 in	 power	 was	 reflected	 on	 by	 one	

interviewee	from	the	FT	perspective:  

We’re	 trying	 to	engender	more	of	 a	duty	of	 collaboration.	But,	 you	know,	 I	have	
clinicians	that	come	to	me	and	say	‘but	we’re	an	FT,	if	we	want	to	set	that	service	
up,	we	can	just	do	it’.		And	I	said	‘well,	yeah,	technically	we	can.		But	we’re	not	gonna	
[sic]	do	that	without	working	with	our	commissioners.	We’re	not	gonna	[sic]	do	that	
in	a	way	that	makes	us	a	pariah	within	Greater	Manchester	or	the	North	West	or	
whatever	else’	(Provider	Manager	One).	

	

Despite	 the	 behaviour	 of	 FTs	 being	 predominantly	 described	 as	 problematic,	 and	 in	

support	of	the	FT	perspective	on	not	wanting	to	be	a	“pariah”	(Provider	Manager	One),	

one	 interviewee	 provided	 a	 more	 balanced	 opinion	 on	 the	 fact	 that	 they	 remained	

engaged	in	the	partnership,	which	should	be	regarded	in	a	positive	light.			

FT’s	 they	 could	 decide	 to	 step	 out	 if…there	 was	 something	 they	 fundamentally	
disagreed	 with	 or	 were	 unhappy	 with	 but	 they	 stayed	 in,	 and	 you	 know,	 the	
prospectus	that	we’re	working	on	now,	which	is,	I	guess	another	level	up	in	terms	
of	the	ambition	of	creating	a	population	health	system,	they’ve…stayed	on	board	to	
this	point,	which	is,	which	is	positive	(Partnership	Manager	Seven).	

 

Overall,	solutions	to	the	challenge	around	developing	a	new	type	of	system	focussed	and	

distributed	 power	was	 reflected	 on	 by	 this	 interviewee:	 “Actually	 the	 solution	 is	 for	

everyone	to	have	less	power	as	individuals	and	more	power	as	a	system,	so	giving	more	

power	to	one	 individual	probably	 isn’t	 the	right	answer…	it’s	 individuals	having	more	
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responsibility	for	the	system”	(Partnership	Manager	Four).		This	idea	supports	the	notion	

that	 power	 should	 not	 be	 removed	 from	 individuals	 or	 organisations	 in	 order	 to	 be	

redistributed,	but	instead	it	should	be	required	to	be	redistributed	into	shared	leadership	

structures	operating	the	partnership	and	for	the	good	of	the	system.		This	will	likely	form	

an	 important	 consideration	 for	 both	 optimising	 partnership	 working	 and	 benefit	

realisation,	especially	in	relation	to	how	they	are	held	to	account	for	performance	and	

progress.	

	

5.4.3 Decision making 

There	was	a	rich	commentary	about	the	nature	of	decision	making	in	the	partnership.		

Similarly	 to	 the	 shared	 leadership	 style	 and	 distributed	 power	 described	 above,	 the	

overall	 desired	 approach	 for	 decisions	 was	 one	 of	 collectivism.	 	 One	 interviewee	

described	the	presence	of	formal	partnership	governance	structure	as	a	vital	enabler	for	

this:	“we’ve	now	got	a	formalised	Board,	it	allows	us	to	take	collective	decision	making.		

It	has	voting	rights	and	mechanisms,	and	nationally	there	is	interest	in	it	because	we	are	

all	stand-alone,	statutory	bodies,	accountable	to	the	regulators,	and	yet	we’ve	found	a	way	

to	 take	 collective	 decision	making,	 which	 is	 not	 easy”	 (Provider	Manager	 One).	 	 This	

suggests,	 that	 despite	 the	 challenge	 of	 the	 regulatory	 approach	 being	 predominantly	

organisationally	 focussed,	 that	 the	 partnership	was	 finding	ways	 to	work	 together	 to	

achieve	its	aims	and	distribute	power	across	a	wider	group.		Data	further	supported	this	

sense	of	working	together,	describing	the	prevailing	style	of	decision	making	as	being	by	

consensus:	“we’ve	managed	to	avoid	having	a	vote	in	the	context	since	we	started.		We’ve	

done	it	by	majority	agreement”	(Partnership	Manager	Five).		The	necessity	and	value	of	

seeking	consensus	in	partnerships	was	best	described	by	this	interviewee:	“We	haven’t	

moved	to	a	vote…we	can’t,	we	won’t	be	able	to	make	a	decision,	because	actually	you	can’t	

have	a	vote	that	splits	between	the	CCG	and	the	Council,	because	that	means	that	you	

can’t	progress	it	because	you’ve	got	a	different	view”	(Council	Manager	Two).			

 

Challenges	 to	 decision	 making	 within	 partnerships	 were	 also	 described	 in	 the	 data.		

Several	interviewees	were	concerned	that	the	partnership	was	constantly	strategising:	

“if	 we’re	 not	 careful,	 we’ll	 never	 feel	 that	we’re	 fully	 into	 the	 implementation	 phase,	

because	there	will	always	be	another	strategy	meeting.”	(Commissioning	Manager	One).		
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Similarly	 to	 the	 data	 relating	 to	 distributed	 power	 creating	 complexity	 and	 requiring	

more	time,	other	data	 indicated	that	collective	decision	making	was	slower	due	to	the	

requirement	to	retain	good	working	relationships:	

A	lot	of	the	time,	being	partnered,	it	really	slows	things	down…I	can’t	get	anything	
done	because	everyone’s	going,	 ‘oh	to	keep	all	the	relationship	going	well,	and	to	
keep	 everyone	 on	 side,	 before	 you	 do	 this’,	which	 it	 totally	 sounds	 like	 it’s	well	
thought	through,	a	sensible	idea,	and	it’s	not	anything	particularly	big	or	dramatic,	
it’s	not	involving	money,	but	actually	out	of	courtesy	we	need	to	tell	the	world	why.	
So	something	that	previously	either	I	would	have	had	the	autonomy	to	get	on	with,	
or	 it	 would	 have	 been	 able	 to	 have	 sign	 off	 by	 one	 other	 person,	 just	 becomes	
something	that	you’re	waiting	for	three	months	to	get	things	signed	off.		And	where	
we’re	talking	about	system…decision	making,	we’re	adding	layers	and	layers	more	
of	governance	on	the	top	(Commissioning	Manager	Two).	

This	 sense	 of	 increased	 complexity	 and	 additional	 layers	 was	 further	 supported	 as	

problematic	by	 this	 interviewee,	 “Have	we	got	 too	many	people	 in	 charge	of	 all	 these	

different	 decisions?	 Ultimately	 yes	 we	 have	 and	 we	 do	 need	 more	 streamlined	

arrangements.	 	But	we	need	quite	a	bit	of	system	change	to	get	 to	a	point	where	that	

would	be	accepted	and	functional”	(Provider	Manager	One),	seeming	to	suggest	that	the	

challenge	could	reduce	in	its	impact	as	the	system	matures	to	manage	the	new	collective	

decisions	making	more	 effectively.	 	 The	 opportunity	 for	 developing	 the	maturity	 and	

clarity	for	decisions	was	supported	by	another	interviewee	who	suggested	it	was	about	

optimising	how	the	decision	making	structures	were	used	in	order	to	marshal	the	system	

around	making	change	with	the	ability	to	change	direction	later.		This	was	suggested,	in	

particular,	as	a	role	a	GM	system-level	partnership	team	could	play:	“no	decision	is	just	

crippling.	It	paralyzes	a	system…We	have	to	be	able	to	say,	‘you	know	what,	we’ve	had	

enough	 debate.	 Let’s	 go	 with	 this’….and	 just	 be	 big	 enough	 if	 it	 goes	 wrong	 or	 isn’t	

working	to	say	‘well,	we	step	back	from	it’”	(Partnership	Clinician	One).	

 

There	were	 several	pieces	of	data	 relating	 to	 the	 role	of	 local	politicians	and	decision	

quality,	 including	 a	 contradiction	 of	 view	which	was	 relatively	 evenly	 balanced.	 	 One	

interviewee	reflected	the	concern	around	the	motivations	of	politicians	taking	decisions	

about	health	care:		

[We	 could]	 potentially	 end	 up	 with	 our	 elected	 politicians	 taking	 the	 decisions	
about	health	services.		Which	is,	as	I	say,	great,	if	they’re	all	aligned:	if	there’s	a	very	
obvious	answer	and	they’re	all	aligned	behind	it,	then	they	can	push	that	through	
and	they	will	have	political	clout	 too…if	we	need	to	get	NHS	England	to	accept	a	
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different	position	for	GM,	you	know,	with	the	elected	mayor	and	so	on,	then	that	
would	be	great.		But	if	the	answer	is	something	that	they	don’t	like	or	some	of	them	
don’t	 like	 because	 of	 the	 ‘doorstep	 politics’	 issues	 of	 it,	 then	 it	 could…really	 be	
problematic	(Provider	Manager	One).	

The	opposing	view	was	that	politicians	could	be	very	helpful	in	taking	the	right	decisions	

and	 making	 progress:	 “The	 elected	 members…largely	 backed	 it	 because	 they	 could	

understand	the	reasons,	and	because	they	were	backing	it,	the	decision	was	made.	 	On	

the	right	reasons”	(LCO	Manager	Two).	 	Perhaps	the	opposing	views	relate	 to	specific	

circumstances	within	localities.		It	is	worthy	of	note	that	the	localities	where	partnerships	

were	deemed	most	progressed	and	mature	held	the	view	that	local	politicians	improved	

decision	quality	and	supported	rather	than	blocked	changed.		This,	therefore,	appears	to	

be	an	important	success	factor	for	making	progress.	

	

The	overall	value	of	collective	decision	making	enabled	through	partnerships	was	best	

articulated	by	this	interviewee:		

Given	 the	 nature	 of	 our	 services,	 that	 they	 all	 do	 touch	 each	 other	 and	 are	 all	
interdependent	and	dependent	on	each	other,	 then	any	 solution	 that	we	 seek	 to	
find…that	we	do	on	our	own	is	going	to	be	suboptimal	almost	certainly	cause	[sic]	
we’re	not	gonna	[sic]	have	all	of	the	levers.		We’re	also	not	gonna	[sic]	have	all	of	the	
information	so	we’re	gonna	[sic]	make	a	sub-optimal	diagnosis	and	then	come	up	
with	a	sub-optimal	cure	on	that	diagnosis,	so	actually,	the	partnership	means	that	
we	can	come	closer	to	an	optimal	diagnosis	and	then	an	optimal	intervention	on	the	
basis	of	that	(Partnership	Manager	Four).	

 

5.4.4 Resources 

The	use	of	resources,	as	directed	and	controlled	by	the	partnership,	was	an	important	

and	 extensively	 discussed	 theme	 in	 the	data.	 	 The	 overall	 value	 of	 the	 partnership	 in	

relation	to	deployment	of	resources	in	the	form	or	money,	workforce	or	equipment	was	

described	as	enabling	best	use	of	finite	amounts:	“There	is	no	money,	there	is	no	spare	

capacity,	so	we	do	have	to	work	together,	and	use	our	money	wisely”	(Provider	Manager	

One).		The	partnership	was	described	as	the	optimal	way	to	do	this	when	compared	to	

other	 options,	 namely,	 continued	 and	 siloed	 organisational	 control	 of	 resources:	

“Devolution	was	a	catalyst	because	it	forced	us	to	take	responsibility	for	the	budget.	And	

we	 couldn’t	 do	 that	 as	 separate	 organisations	 really.	 We	 had	 to	 find	 mechanisms	 of	

coming	together”	(Partnership	Manager	Five).		Several	interviewees	agreed	that	a	degree	
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of	financial	constraint,	linked	to	the	theme	of	‘requirement	to	change’	was	an	enabler	for	

partnership	working	as	a	means	of	working	in	a	different	way	to	achieve	different	results:	

“to	 a	 certain	 extent,	 having	 a	 degree	 of	 financial	 constraint	 is	 an	 enabler	 for	

transformation	 because	 it	 forces	 you	 to	 try	 and	 think	 differently	 about	 how	 can	 we	

achieve	more	with	the	same”	(Partnership	Clinician	One).  	

 

A	 strong	 case	 was	 presented	 in	 the	 data	 for	 the	 redistribution	 of	 resources	 via	 the	

partnership	in	order	to	transform	how	services	were	being	provided	and	to	achieve	the	

population	health	outcomes	the	partnership	was	aiming	for:	“If	you	start	to	unpack,	what	

are	the	drivers	of	the	problem	that	exists	in	a	place,	you	suddenly	find	that	you	need	to	

generate	new	partnerships,	and	you	need	to	be	able	 to	bring	the	resource	together	to	

solve	 the	 problem”	 (Partnership	Manager	 Three).	 	 Data	 indicated	 that	 this	was	 being	

achieved	via	two	main	methods.		First,	was	the	pooling	of	resources,	including	budgets,	

across	 organisations	 involved	 in	 place-based	 partnerships.	 	 Second,	 was	 through	 an	

ability	for	LCO	in	particular,	to	be	able	to	influence	the	utilisation	of	resources	especially	

as	the	majority	of	transformation	was	expected	in	the	primary	and	community	services	

which	 they	were	 primarily	 charged	with	 responsibility.	 	With	 regards	 the	 pooling	 of	

resource,	 some	 localities	 felt	 better	 able	 to	 do	 this	 to	 enable	 prioritised	 decisions	 on	

service	expenditure	and	development,	“you’ve	got	to	put	your	money	together.	You’ve	got	

to	say	right	here’s	my	half	a	billion,	and	there’s	your	half	a	billion,	and	we’re	gonna	[sic]	

sort	of	decide,	in	partnership,	how	we	spend	it”	(Council	Manager	Two),	however,	this	

was	highly	variable,	with	not	much	evidence	of	 this	occurring	at	 the	GM	system-level	

particularly	 for	social	care	expenditure:	“I	 think	health	does	 it…the	CCG’s	have	pooled	

decision	making	and	money	for	certain	things	at	that	spatial	level.		At	the	moment	it	is	

very	difficult	with	local	government	to	get	them	to	do	the	same.		Now	there	are	all	kinds	

of	 political	 reasons	 for	 that.	 	 Not	 spending	 the	 Trafford7	 pound	 outside	 of	 Trafford”	

(Provider	Manager	One).		With	regards	LCOs	being	in	charge	of	resource	decisions,	this	

was	generally	agreed	as	being	important	as	a	way	of	enabling	realisation	of	benefit	from	

the	partnership:	“So	one	of	 the	things	that	 I’m	doing	 is	making	 it	very	clear	 that	 if	GM	

wants	reform	at	pace,	then	it	needs	to	transform	the	LCOs	to	become	active	organisations	

that	can	deploy	resources	where	and	when	they	need	to”	(LCO	Manager	Three).		This	idea	

                                                        
7	Trafford	is	one	of	the	ten	local	authority	areas	in	GM	and	was	mentioned	as	an	illustrative	example	only	
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was	 supported	 by	 this	 interviewee	 who	 advocated	 further	 distribution	 of	 power	 for	

resource	decisions:	“So	you	do	need	people	who	are	delivering	services	with	resources	

with	budgets	that	can	then	do	something	different”	(Commissioning	Manager	Five).			

	

The	 variation	 in	 the	 control	 of	 resources	 across	 the	 partnership	 appeared	 to	 be	 of	

significant	 concern	 across	 interviewees,	 and	 further	 challenge	 was	 seen	 in	 data	 that	

reported	 that	gains	 for	new	 initiatives	might	be	 felt	 in	parts	of	 the	 system	other	 than	

where	the	change	had	been	initiated	from	and	that	may	disincentivise	change:	

It	 recognises	 a	 particular	 problem	 of	 that	 fragmented	 public	 service	 resource	
allocation.	 	Sometimes	the	people	who	make	the	 investment	 in	 the	service,	don’t	
reap	the	dividends	of	the	outcome	that’s	then	realised.	 	So	it	may	be	that	the	key	
intervention	 in	terms	of	ratcheting	up	 levels	of	school	readiness	probably	comes	
from	the	health	sector.		The	immediate	dividend	is	felt	in	the	education	sector.	So	
how	do	 you	 start	 a	 conversation	 then	 that’s	 cyclical,	 that	 says,	well	 actually	 the	
money	is	all	for	this	population	that’s	in	the	place	(Partnership	Manager	Three).			

This	 issue	 appeared	 to	 be	 somewhat	 resolved	 amongst	 provider	 organisations	 of	 the	

partnership	which,	whilst	arguably	less	complex	than	gain	sharing	across	sectors,	was	

still	regarded	as	significant	for	partnership	relationships	and	progress:		

The	Provider	Federation	Board	is	really	starting	to	deal	with	issues.	They’ve	got	a	
gain	share	in	place	where	it	effectively	says,	‘if	across	GM	we’d	save	a	million	pound	
by	doing	this,	we	must	do	it.	The	fact	that	they	lose	five	million	and	they	gain	six	
million	we	need	to	even	that	out,	because,	otherwise	we’re	not	doing	something	that	
would	 save	 a	 million	 quid	 and	 that’s,	 that	 can’t	 be	 right’	 (Partnership	 Manager	
Four).	

Despite	 this	 arrangement	 in	place	 for	providers,	 it	 appears	 that	gain	 share	 issues	are	

acknowledged	as	a	challenge	but	remain	unresolved:	“no-one’s	cracked	how	we	share	

that	benefit	 across	 this	system…	 I	don’t	 think	anywhere	 in	 the	UK’s	 cracked	how	you	

distribute…the	actual	costs	saved…	And	I	do	feel	like	it’s	a	distraction	sometimes,	because	

we’re	still	squabbling	back	and	forth”	(Commissioning	Manager	Two).	

	

With	 data	 indicating	 the	 importance	 of	 resource	 redistribution,	 evidence	 of	 pooling	

resources	at	 locality-level,	and	LCOs	asking	 for	more	responsibility	 for	resources,	 it	 is	

important	 to	 consider	whether	progress	 towards	 the	partnerships’	 aims	of	 integrated	

services,	population	health	improvement	and	a	productive	economy	are	being	realised	as	

this	is	the	main	value	proposition	of	working	in	partnership	being	presented	in	GM.		Data	

suggested	there	is	evidence	of	some	change:	“So	some	really	exciting	stuff	there	but	it	is	

broadly	tactical”	(Partnership	Manager	Four),	supporting	an	earlier	comment	from	one	
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interviewee	 that	 partnership	 achievement	 to	 date	 should	 not	 be	 overstated.	 	 There	

remained	the	challenges	of	organisational	 focus	with	regards	resource	ownership	and	

power:	

Because	 the	 money	 is	 still	 with	 individual	 NHS	 institutions	 and	 local	
authorities…the	willingness	of	those	different	parties	to	play	ball	is	very	variable.	
So	whilst	 the	 partnership	 can	 deploy	 the	 transformation	 funding	 and	 it	 can	 set	
certainly	conditions	for	receiving	it…the	kind	of	mainstream	money,	the	health	and	
care	money,	the	six	billion	or	whatever,	is	still,	largely	being	jealously	guarded	by	
the	institutions	who’ve	always	had	it	(Voluntary	Sector	Manager	One).	

	

A	final	point	worthy	of	note	regarding	use	of	resources	within	the	partnership,	was	as	

one	 interviewee	 described	 the	 GM	 system-level	 partnership	 team’s	 approach	 to	

distribution	 of	 funding:	 “So	 now	 we’re	 saying,	 whatever	 way	 we	 give	 out	 money	 to	

practices	or	develop	practices,	we’re	not	gonna	[sic]	do	it	by	individual	practices,	we’re	

gonna	[sic]	do	it	across	the	neighbourhood.	So	we’ll	put	money	into	a	neighbourhood	and	

we’ll	expect	neighbourhoods	to	deliver	on	things”	(Partnership	Manager	One).		This	idea	

seemed	to	support	the	notion	of	working	together	across	the	system	and	organisational	

boundaries	 instead	 of	 perpetuating	 the	 historical	 methods	 of	 awarding	 funding	 to	

organisations	 alone,	 and	 attempting	 to	 foster	 a	 movement	 away	 from	 organisations	

retaining	their	funding	as	described	above	by	Voluntary	Sector	Manager	One.	

	

5.4.5 Use of transformation funding (TF) 

The	availability	of	TF	was	frequently	and	widely	referenced	as	an	enabler	for	partnership	

formation	and	progress	across	GM.		The	value	of	it	was	described	in	three	main	ways.		

First,	in	supporting	new	work	to	commence	as	part	of	the	partnership	arrangements,	“I	

think	a	lot	of	what	we’re	doing	now	wouldn’t	have	happened	without	Devolution.	And	

certainly	not	with	the	TF”	(Commissioning	Manager	Three),	including	it	speeding	up	the	

pace	of	change:	“it’s	allowed	us	to	accelerate	our	thinking,	accelerate	our	plans…clearly	

the	money	 has	made	 a	 difference”	 (Commissioning	Manager	One).	 	 Second,	 in	 the	TF	

bringing	people	together	with	the	benefit	of	forming	new	relationships	and	working	on	

something	tangible	for	the	benefit	of	place	and	across	their	locality:		

The	 transformation	 funding,	 so	 out	 of	 our	 £450	 million,	 £275	 million	 goes	 to	
localities.		But	it’s	to	localities,	so	naturally	when	we	sign	an	investment	agreement	
we	sign	it	with	the	local	authority,	the	acute	trust,	the	mental	health	trust,	the	CCG,	
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the	voluntary	sector	within	that	area	and	actually	they	have	to	collectively	deliver	
on	that	or	none	of	them	get	any	of	the	transformation	money	(Partnership	Manager	
Four).			

The	third	value	of	the	TF	was	described	as	the	opportunity	to	secure	a	sustainable	future	

through	changed	ways	of	working	through	the	partnership:	“what	we	need	to	do	while	

we’ve	still	got	two	and	a	half	years	of	transformation	money	left	is,	secure	that	kind	of	

permanent	change	in	behaviour	and	relationships”	(Partnership	Manager	Four).		There	

was	 some	 caution	 expressed	 as	 to	 the	 risks	 around	 sustainable	 change,	 and	 the	

requirement	for	GM	to	consider	a	future	beyond	the	TF:	“we	got	a	five	year	settlement	in	

terms	 of	 the	 transformation	 fund	 for	 GM,	 the	 danger	 has	 been	 that	 everyone	 sees	

Devolution	as	the	same	thing	as	the	transformation	fund,	and	the	transformation	fund	is	

for	Christmas	and	Devolution	is	for	life	and	actually…we	need	to	know	what	we’re	gonna	

[sic]	do	when	that	money	runs	out”	(Partnership	Manager	Four).		As	this	had	already	been	

acknowledged	by	 the	GM	system-level	partnership	 team,	 the	development	of	 a	Target	

Operating	Model	for	the	partnership	was	underway	in	order	to	solidify	progress	made	

from	the	use	of	the	TF	and	provide	clarity	on	the	long	term	aims	for	the	partnership:	“That	

transformation	fund…it	tapers	off…this	year	we’re	in	now	is	the	peak	year.		So	the	sense	

of	 what	 happens	 to	 all	 those	 budges	 and	 programmes,	 so	 that’s	 what	 this	 Target	

Operating	Model,	amongst	other	things	is	gonna	[sic]	address”	(Commissioning	Manager	

One).	

 

A	 final	 risk	 articulated	 in	 the	 data	 around	 the	TF	was	 the	 concern	 that	 organisations	

would	 apply	 old	 thinking	 to	 its	 use,	 and	 that	 it	 would	 not	 be	 invested	 to	 achieve	

population	 health	 gain	 via	 a	 partnership	working	 approach.	 	 One	 interviewee	 used	 a	

fictitious	example	to	highlight	the	challenge	of	allocating	the	TF	and	ensuring	it	was	put	

to	the	use	for	which	it	was	intended:	

’What’s	my	share?’	You	know	it’s	[the	TF]	£450	million	and	[locality]	is	about	10%	
of	GM’s	population,	so	‘when’s	my	cheque	for	£45	million	coming	through	to	me?’	
And	we	say	‘no	it’s	not	like	that.	It	says	on	the	tin:	transformation.	So	if	you	come	to	
us	and	tell	us	how	you’re	gonna	[sic]	change	the	system	in	locality	one,	improve	it,	
try	and	reduce	the	burden	of	acute	care	and	put	more	and	more	into	community	
and	 prevention,	 that’s	 how	 you	 trigger	 the	 money.’…it	 wasn’t	 just	 to	 subsidise	
current	practice	(Partnership	Manager	Five).	
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5.4.6 Governance and measurement 

The	final	component	theme	of	theme	area	four,	is	that	of	the	requirement	for	stable,	yet	

adequately	challenging	governance	for	the	partnership,	and	the	ability	to	appropriately	

use	data	 to	measure	and	direct	 improvement.	 	As	previously	quoted,	one	 interviewee	

summarised	this	as	“expertly	managed”	(Council	Manager	Two).	

	

Interviewees	reflected	on	the	importance	of	taking	the	time	to	consider	the	governance	

arrangements	for	the	partnership,	“we	spent	an	awful	lot	of	time	early	on…on	getting	the	

GM	governance	right	and	I	think	that	has	been	important”	(Partnership	Manager	Four),	

however,	it	was	acknowledged	that	there	was	still	requirement	for	review	and	ensuring	

arrangements	were	fit	for	purpose:	“We’ve	set	up	pretty	labyrinthine	governance	so	far,	

different	boards,	different	levels;	it’s	been	evolving,	as	is	normal.	I	think	what	we	set	up	

for	Day	1	was	okay	for	Day	1,	but	it	wasn’t	fit	for	purpose	for	Day	365.	And	elements	of	it	

have	 changed.	 We	 haven’t	 got	 that	 quite	 right	 yet”	 (Provider	 Manager	 One).	 	 One	

interviewee	was	concerned	that	focussing	on	governance	and	its	flaws	had	the	potential	

to	enable	further	excuses	for	not	working	in	partnership:	“Governance	is	about	finding	

the	right	way	of	doing	it…it’s	not	about	just	putting	up	constant	obstacles	in	the	way	of	

progress”	(Commissioning	Manager	One).	

	

The	value	of	appropriate	governance	for	the	GM	partnership	at	all	levels	was	articulated	

most	clearly	by	one	interviewee	who	felt	it	was	critical	for	ensuring	a	change	in	service	

models	 and	 their	 delivery,	 particularly	 in	 developing	 integrated	 care:	 “the	 change	 in	

relationship,	between	workforce	and	patients,	stands	the	best	chance	of	being	achieved	

if	there	is	a	single	accountability	structure	from	Board	to	the	most	junior	member	of	staff”	

(LCO	Manager	Five).	 	 It	was,	however,	acknowledged	that	 there	was	still	considerable	

progress	to	be	made	to	enable	a	structure	that	would	support	the	types	of	decisions	that	

might	be	 required	 to	make	 transformational	 change	of	 that	nature:	 “We	haven’t	 got	 a	

single	 governance	 structure	 in	 Greater	Manchester	 that	 actually	 enables	 that	 level	 of	

decision	making”	(Partnership	Manager	Six).	

	

It	was	acknowledged	that	the	partnership	still	had	some	development	needs	relating	to	

the	 use	 of	 information	 to	 support	 decisions	 regarding	 service	 development:	 “the	 link	
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between	 evidence,	 business	 intelligence,	 performance,	 quality,	 what	 outcomes	 you’re	

getting,	to	then	a	commissioning	decision,	to	then	the	contract	to	be	written	around	that.		

That	 cycle	 isn’t	 as	 good	 as	 it	 could	 be”	 (LCO	 Manager	 Two),	 and	 also	 in	 the	 use	 of	

information	to	drive	progress:	“We	need	to	do	a	bit	more	in	terms	of	‘what	does	good	look	

like?’	 across	 the	 board…and	 then	we	 need	 to	 agree	 our	 high	 level	metrics.	 And	 then	

everybody	 can	 see	 how	 they	 all	 fit	 into	 everything.”	 (LCO	Manager	 Two).	 	 There	was	

agreement	 within	 the	 data	 that	 the	 use	 of	 information	 could	 strengthen	 both	 the	

understanding	of	the	partnership’s	work	and	focus	on	the	vision,	in	particularly	around	

the	 partnership’s	 ambitions	 to	 improve	 population	 health:	 “I	 think	 we	 are	 trying	 to	

maintain	that	focus	and	that’s	the	whole	kind	of	raison	d’etre…what	we’re	trying	to	do	in	

Greater	Manchester	is	to	move	away	from	process	based	health	metrics	such	as	the	four	

hour	target	and	eighteen	week	target	to,	‘how	do	we	measure	that	the	wellbeing	of	our	

population	is	getting	better?’”	(Commissioning	Manager	Four).		Whilst	this	requirement	

for	use	of	information	was	agreed	in	the	data,	it	was	acknowledged	that	measurement	of	

this	type	was	challenging	because	of	the	time	required	for	population	health	outcomes	to	

be	change.		A	pragmatic	solution	to	this	issue	was	suggested	by	several	interviewees	who	

described	the	use	of	proxy	or	contributory	measures	to	ensure	that	the	partnership	knew	

it	was	making	the	difference	it	required	and	also	had	the	discipline	to	question	its	own	

levels	of	achievement:		

There	 is	 always	 a	 challenge	 in	 there	 about	 health	 improvement	 measures	 isn’t	
there…if	you’re	trying	to	reduce	life	expectancy	gaps	and	that	sort	of	thing,	how	are	
you	 going	 to	 track	 that?	 What	 are	 the	 proxy	 measures	 because	 you	 can	 only	
probably	 measure	 annually	 or	 bi-annually	 or	 whatever.	 So	 what	 are	 the	 proxy	
measures	or	big	dots?		But	all	of	that	I	think	is	firmly	in	scope	so	there’s	a	real	sense	
of	measurement…and	it’s	not	just	grand	words	and	‘well	it’s	all	going	to	be	fine,	we’ll	
just	do	it	all	miraculously.’	There’s	a	real	sense	of	that”	(Commissioning	Manager	
One).	

	

In	summary,	theme	area	four	analyses	a	large	and	significant	portion	of	the	data	collected	

in	 the	 interviews.	 	 The	 core	 themes	 of	 leadership,	 power,	 decision	 making,	 use	 of	

resources,	and	the	supporting	managerial	factors	of	governance	and	measurement	were	

considered	 important	 by	 interviewees,	 were	 consistently	 commented	 on,	 and	

interviewees	 were	 able	 to	 provide	 rich	 insight	 into	 the	 current	 workings	 of	 the	

partnership	including	areas	of	challenge	and	threat.		As	is	clear	from	the	analysis,	these	

core	themes	are	 interlinked	and	dependent	upon	one	another,	 including	other	themes	
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such	as	attitude	to	risk,	requirement	for	time,	system	thinking,	relationship	development	

and	understanding	being	important	supporting	factors.		Furthermore,	not	only	does	the	

presence	of	the	core	themes	appear	important	for	partnership	working	optimisation,	but	

it	appears	there	is	a	fundamental	requirement	for	the	core	components	to	be	of	a	certain	

nature;	they	are	defined	as	being	shared,	distributed	across	a	network,	collectivist	and	

spanning	organisational	boundaries.		This	important	finding	will	be	explored	further	in	

the	Chapter	Six.	

	

A	summary	of	key	components	of	theme	area	four	is	included	in	Box	5.4.7	overleaf.	
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5.4.7 Summary theme area four: Directing the partnership 

• The	operating	model	for	the	partnership	across	GM	created	a	strong	dependency	on	

good	 leaders	 demonstrating	 system	 leadership	 within	 both	 the	 system-level	 GM	

Partnership	Team	and	across	the	ten	LCOs.	

• Incorporating	 clinical	 and	 political	 leaders	 in	 the	 decision	 making	 process	 was	

important	to	ensure	change	was	enabled	sustainably.	

• There	 were	 some	 highly	 influential	 individuals	 in	 leadership	 roles	 across	 GM,	

however,	some	individuals	were	more	focussed	on	outcomes	for	their	organisation	

than	they	were	for	the	partnership.	

• Where	influential	individuals	were	focussed	on	the	partnership	outcomes:	

o They	 used	 their	 influence,	 power	 and	 personal	 characteristics	 to	 deliver	

change	at	pace	and	scale.	

o They	took	calculated	risks	in	order	to	innovate.	

o They	 distributed	 their	 power	 into	 the	 partnership	 to	 support	 collective	

decision	making	across	organisational	boundaries.	

• There	were	several	perceived	power	imbalances,	the	most	frequently	commented	on	

was	 the	 power	 for	 FTs	 in	 either	 supporting	 or	 blocking	 change	 through	 the	

partnership.	

• The	partnership	was	viewed	as	the	optimal	way	to	make	best	decisions	about	finite	

resources,	however,	several	LCOs	reported	an	inability	to	influence	the	distribution	

of	resources	at	place-level.	

• A	 need	 for	 strong	 and	 challenging	 governance	 around	 partnership	 processes	 and	

performance	was	 identified	as	 important,	however,	 the	measurement	of	outcomes	

was	acknowledged	as	challenging.	
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5.5 Theme area five: A unified partnership 

Analysis	of	data	under	theme	area	four	strongly	evidenced	the	partnership	as	requiring	

and	enabling	a	greater	sense	of	collectivism,	where	the	partnership’s	shared	goals	and	

aims	 were	 being	 delivered	 through	 system	 leadership	 and	 distributed	 power.	 	 This	

section	explores	the	themes	identified	in	the	data	that	enable	the	previously	discussed	

themes	to	be	present,	including	best	supporting	their	uninterrupted	optimisation.		The	

themes	identified	in	this	section	seek	to	hold	the	partnership	together,	creating	a	sense	

of	unification	and	togetherness,	and	enabling	an	enhanced	way	of	working	together	for	

the	good	of	the	system	and	population	rather	than	for	the	constituent	organisations	of	

the	partnership.		Before	these	themes	are	analysed	in	more	detail,	it	is	important	to	note	

that	there	was	a	strong	sense	of	value	conveyed	in	the	data	coming	from	the	increased	

working	 together	 that	 the	 partnership	 was	 enabling;	 this	 had	 created	 a	 sense	 of	

togetherness,	 opportunity,	 understanding	 and	 permission	 for	 new	 thinking	 to	 be	

uncovered:	“getting	those	people	round	a	table,	exposing	them	to	things	they	previously	

wouldn’t	 have	 been	 exposed	 to	 and	 them	making	 contribution	 to	 those	 discussions”	

(Provider	Manager	One).	 	There	were	several	examples	 in	 the	data	that	 indicated	that	

being	 allowed	 to	 work	 together	 was	 realising	 different	 results.	 	 One	 interviewee	

described	a	rapid	realisation	of	benefit:	“we	had	really	good	outcomes	from	that	fairly	

quickly,	and	we	completely	changed	the	way	we	started	working	together	and	started	the	

process	of	integrating	care	around	the	community”	(LCO	Manager	One)	where	another	

identified	 resolution	of	 a	problem	which	had	been	a	 longstanding	and	ensuring	 issue:	

“within	six	months	of	Devolution	going	live,	we	had	reached	agreement	on	both	of	those	

services	to	have	a	lead	provider,	compliant	service,	and	all	the	rest	of	it…There’s	nothing	

in	the	law	that	changed	that	allowed	that	decision	to	happen.	But	something	changed	to	

make	that	work”	(Commissioning	Manager	One).		With	real	examples	of	difference	and	

therefore	 value	 identified	 in	 the	 data,	 the	 following	 analysis	 describes	 some	 of	 the	

enabling	themes	contributing	to	this	value	realisation.	

 

5.5.1 Relationships 

The	development	of	relationships	was	described	as	fundamental	to	partnership	working	

success,	and	appeared	in	both	the	top	ten	most	frequently	and	broadly	discussed	themes:	

“Partnership	 has	 to	 come	 second	 to	 relationship	 building”	 (Commissioning	 Manager	
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Three).	 	 Specifically,	 data	 were	 clear	 that	 relationships	 had	 to	 have	 meaning	 and	 be	

balanced	in	order	both	to	be	suitable	for	working	in	a	complex	environment	and	to	be	

effective	mechanisms	for	achieving	different	results:	“they	build	on	something	which	is	

meaningful	 perhaps	 because	 they	 are	 revealing	 vulnerabilities	 and	 dependency	 on	

others,	 and	 that’s	 when	 I	 think	 partnerships	 become	 really	 meaningful	 because	 you	

become	more	accommodating	and	tolerant,	you	find	ways	of	working	together”	(Provider	

Manager	Two).			

	

There	were	three	main	reasons	presented	in	the	data	that	made	the	case	for	investing	in	

strong	relationships.		First,	was	related	to	the	change	opportunity	and	also	acknowledged	

that	 relationships	 formed	 part	 of	 the	 value	 realisation	 of	 partnerships:	 “so	 the	 value	

proposition	 of	 even	 actually	 getting	 people	 in	 the	 same	 room	 so	 they’ve	 got	 a	

relationship…if	you	haven’t	got	a	relationship	then	nothing	will	happen,	will	it?”	(Council	

Manager	 Two).	 	 Second,	 was	 related	 to	 the	 previously	 explored	 theme	 of	 improved	

decision	quality	and	the	absolute	requirement	to	develop	consensus	and	shared	views:	

“the	 relationship	 management	 is	 really	 important	 because	 you	 are	 trying	 to	 bring	

together	many	disparate	views	to	get	behind	a	consensus.	And	that’s	what	partnership’s	

all	about”	(Partnership	Clinician	One).		Third,	was	related	to	the	previously	explored	idea	

of	 distributed	 power	 and	 shared	 leadership	 responsibility	 where	 relationships	 are	

invested	in	to	develop	trust:	“I	go	into	rooms	leading	on	behalf	of	my	other	nine	colleagues	

on	lots	of	issues,	and	actually,	I’m	not	accountable	to	them,	but	they	trust	me	to	do	it”	

(Council	Manager	Two).			

	

Whilst	the	requirement	for	relationship	development	was	widely	accepted	in	the	data	as	

required	for	partnerships—“I	would	say	that	that’s	probably	the	biggest	investment	of	

time.	It’s	probably	a	very	important	investment	of	time…which	is	how	do	we	help	people	

to	come	on	a	journey	together	so	that	we	continue	to	have	the	relationships	that	allow	

partnership	 working”	 (Partnership	 Clinician	 One)—it	 was	 also	 consistently	

acknowledged	that	developing	relationships	was	hard.		As	described	by	the	following	two	

interviewees,	it	required	time,	deliberate	effort	and	a	constant	focus:	“that	takes	time	and	

effort	to	both	invest	in	and	maintain	those	relationships”	(Commissioning	Manager	Four)	

and	“I	try	and	explain	to	people,	I	spend	quite	a	lot	of	my	time	on	like	the	edge	of	anxiety	

because	I’m	stressed	with	this.	But	it’s	not	because	it’s	technically	difficult.	It’s	because	
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you’re	managing	the	relationships”	(LCO	Manager	Four).	

 

The	data	also	provided	insight	into	the	nature	and	key	characteristics	of	the	relationships	

necessary	 for	 successful	 partnership	 working.	 	 There	 was	 general	 agreement	 that	

relationships	were	important	on	a	personal	level,	“so,	it’s	about	personal	relationships”	

(Commissioning	Manager	Four)	and	required	on	a	deeper	level	than	previous:	“we	had	

some	 relationship	 but	 a	 veneer	 relationship	 and	we	 had	 relationships	 transactionally	

[sic]	where	we	 touched,	but	we	did	not	have	 an	 in-depth	 relationship,	where	we	had	

common	agendas	and	common	narratives	and	 really	actually	had	 that	 thing	going	 for	

each	 other”	 (Council	 Manager	 Two).	 	 Trust,	 as	 already	 mentioned,	 emerged	 as	 an	

important	 factor	 for	meaningful	 relationships,	being	 referred	 to	by	 twenty	 two	of	 the	

twenty	 four	 interviewees	 in	 thirty	 two	 of	 the	 thirty	 nine	 interviews	 conducted.	 	 One	

interviewee	 summarised	 the	 importance	 of	 trust	 for	 effective	 partnerships:	 “Deep	

down…it’s	trust,…that	is	at	the	heart	of	effective	partnerships”	(Provider	Manager	Two).		

The	value	of	trust	was	presented	as	an	enabler	for	honest	and	open	conversations	leading	

to	 an	 improved	 opportunity	 to	 tackle	 some	 of	 the	 issues	 the	 partnership	 wanted	 to	

grapple	with:	“if	there	isn’t	trust	between	people	you	won’t	move	forward.		You	can	put	

all	the	drawings	and	diagrams	on	bits	of	paper	but	they	won’t	deliver	any	change.	So	that	

is	really	fundamental”	(Partnership	Manager	One).	However,	there	was	agreement	in	the	

data	that	indicated	that	trust	might	not	be	as	well	advanced	as	necessary	leading	to	an	

avoidance	of	some	of	the	more	difficult	topics	the	partnership	was	being	asked	to	face:		

I	think	people	want	to	hold	together	as	a	partnership,	but	actually	there	are	some	
issues	that	people	don’t	really	want	to	face	up	to	or	talk	about…	I	can	still	point	to	
areas	where,	there’s	either	a	reluctance	to	have	or	hear	what	those	challenges	are,	
and,	 and	 sometimes	 they	 get	 parked	 because	 it’s	 almost	 too	 difficult	 to	 work	
through	the	implications	of	the	challenge	that’s	being	put	forward…	I	think	there’s	
a	greater	awareness	that	we’re	circling	around	something	and	not	dealing	with	it,	
but	 I	still	 think	there’s	 further	to	go	on	having	those	really	candid,	honest,	 frank	
exchanges	(Provider	Manager	One).	

	

There	were	two	further	challenges	identified	in	the	data,	both	related	to	the	development	

of	trust.		The	first	reason	related	to	circumstances	specific	to	partnership	working,	with	

the	second	being	a	general	issue	which	would	challenge	progress	whether	it	was	being	

delivered	through	a	partnership	or	otherwise.		First,	was	the	idea	that	relationships	were	
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being	forced	and	developed	too	quickly	because	of	requirements	for	progress	from	the	

GM	partnership	team:	

I	think	sometimes	we’ve	been	forced	to	produce	a	plan	or	produce	a	business	case	
or	 put	 together	governance	when	 actually…we’ve	 probably	 skipped	 some	of	 the	
basics	about	building	that	trust.	So	some	of	the	more	organic	stuff	that	we	should	
have	done,	because	we	don’t	fit	in	to	a	certain	framework	or	a	tick	box	that’s	been	
set…at	a	GM	level	(Commissioning	Manager	Three).			

Second,	and	linked	to	the	theme	of	organisational	focus,	it	was	evident	that	a	long	history	

of	 working	 together	 and	 perceptions	 were	 leading	 to	 some	 pockets	 of	 mistrust:	

“institutions	 don’t	 do	 it	 because	 they	 don’t	 trust	 other	 institutions	 and	 the	 people	 in	

leadership	 roles	 within	 those	 systems	 don’t	 trust	 other	 bits	 of	 the	 system”	 (Council	

Manager	Two).	

	

Whilst	 it	 was	 acknowledged	 that	 through	 the	 partnership	 there	 was	 now	 a	 greater	

awareness	 of	 whether	 the	 most	 difficult	 issues	 were	 being	 dealt	 with,	 there	 was	 a	

contradiction	in	the	data	as	to	whether	relationships	were	enabling	the	desired	level	of	

transparency.		One	interviewee	described	this	positively,	“in	GM,	the	light	is	always	shone	

on	it”	(Commissioning	Manager	One),	whereas	there	was	a	contradictory	view	that	this	

was	not	the	case:	

One	of	the	key	things	you’ll	see,	that	makes	me	most	suspicious	about	the	genuine	
commitment	to	partnership,	is	that	there’s	still	big	pockets	of	where	there’s	a	lack	
of	 transparency	about	 things	and	there’s	 just	not	a	willingness	to	open	up…That	
breeds	suspicion	and	then	it	sort	of	chips	away	at	the	partnership	and	it	leaves	the	
impression	that	some	of	this	is	about	being	in	a	partnership	when	it	suits	and	not	
when	it	doesn’t”	(Partnership	Manager	Four).	

 

5.5.1.1 New types of important relationships 

A	sub-theme	of	relationships	which	was	frequently	described	in	the	data	was	that	of	the	

existing	political	relationships	in	an	area:	“What’s	become	increasingly	important	over	

the	past	few	years	is	that	status	and	nature	of	the	political	relationships”	(Commissioning	

Manager	 Four).	 	 As	 described	 earlier,	 under	 the	 sub-theme	 of	 clinical	 and	 political	

leadership,	this	type	of	relationship	was	seen	both	as	a	challenge	and	a	potential	force	for	

good	in	making	positive	change	and	not	impeding	progress.	
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Whilst	there	was	not	a	large	quantity	of	data,	an	important	point	was	raised	by	a	small	

number	of	interviewees	around	the	opportunity	to	develop	new	strategic	relationships	

through	the	partnership.		These	were	deemed	necessary	particularly	for	supporting	the	

ambitions	of	improving	population	health	and	the	GM	economy	and	it	could	be	argued	

that	they	were	only	enabled	because	of	the	partnership—both	its	structural	form	and	its	

kudos—including	there	being	enough	energy	and	influence	to	link	with	other	strategic	

arenas	for	change:	“I	think	what	John’s8	done	quite	skilfully	so	far	is	to	build	a	very	good	

relationship	with	Andy9,…[and]	make	the	offer	around	how	can	the	health	and	social	care	

system	help	Andy	deliver	on	some	of	his	manifesto	commitments	so…there’s	a	big	Health	

&	Social	Care	contribution	to	tackling	homelessness	for	instance	which	is	one	of	the	big	

high	profile	commitments”	(Partnership	Manager	Seven).		The	idea	of	forming	strategic	

relationships	based	on	an	exchange,	is	linked	to	the	idea	of	partnerships	operating	on	an	

‘all-win’	basis.		This	theme	will	be	explored	in	more	detail	later	in	this	section.	

 

5.5.2 Understanding 

The	development	of	shared	understanding	of	the	partnership’s	purpose,	aims,	objectives	

and	function	has	been	earlier	described	as	important	in	supporting	the	leaders	within	the	

partnership	to	lead	for	the	system,	and	also	for	relationship	development.		Specifically,	

the	data	 identified	three	main	reasons	that	developing	greater	understanding	through	

the	partnership	was	important.		First,	was	because	improved	understanding	would	lead	

to	 reduced	 confusion,	 an	 improved	 understanding	 of	 each	 other’s	 perspectives	 and	

ultimately	improved	relationships:	“we	can	definitely	see	some	benefits	from	us	having	

closer	relationships,	just	from	that	cutting	down	confusion	of	people	getting	the	wrong	

end	of	the	stick”	(Commissioning	Manager	Two).		Second,	was	that	a	journey	of	improved	

understanding	would	support	individuals	to	understand	why	working	for	the	system,	not	

the	organisation,	and	focussing	on	population	health	was	critical	for	the	partnership	to	

realise	the	intended	benefits:		

I’d	say	that	probably	the	biggest	journey	has	been	for	me	personally.	I	can	tell	you	
that	until	I	started	this	job	I’d	never	worked	with	Council	people	ever,	in	the	best	
part	of	30	years	of	NHS	management.	 	Until	two	years	ago	I’d	never	heard	of	the	
statistic	 about	 school	 readiness	 and	 now	 I’d	 say	 it	 comes	 up	 in	 nearly	 every	
conversation.		I’d	never	really…contemplated	what	the	standards	of	care	might	be	

                                                        
8	John	Rouse,	Chief	Executive	Officer,	GMHSCP.	
9	Andy	Burnham,	Mayor	of	Manchester. 
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like	in	care	homes	and	how	that	might	impact	on	a	hospital.		None	of	that.		Because	
I’ve	come	up	through	the	acute	sector	of	the	mental	health	sector	and	I’m	worried	
about	 patients	 in	 beds,	 as	 opposed	 to	 thinking	 about	 population	 (LCO	Manager	
Two).	

Third	was	that,	 through	partnerships,	 leaders	were	better	able	 to	understand	the	real	

issues	and	respond	more	effectively:		

We	 more	 quickly	 get	 to	 hear	 about	 some	 of	 the	 either	 misunderstandings	 or	
different	views	and	opinions	 that	might	have	always	been	 there	and	might	have	
influenced	 either	 opposition	 or	 real	 support,	 but	 you	wouldn’t	 have	 ever	 really	
understood	who	had	those	views,	or	what	was	driving	them.		Now	you	almost	can	
fast	track	to	that	position	because	you	can,	in	a	positive	way,	flush	out	where	there’s	
a	real	difference	or	divergence	of	views	and	opinions.	 	So	that	I	think	has	helped	
(Provider	Manager	One).	

 

The	main	challenge	presented	in	the	data	related	to	understanding	was	that	the	purpose	

and	 aims	 of	 the	 partnership	were	 not	well	 enough	 or	 consistently	 understood.	 	 This	

manifested	 itself	 in	 two	ways:	1)	 	where	there	were	groupings	of	staff	who	might	not	

understand	 the	 partnership,	 and	 2)	 where	 the	 partnership	 was	 not	 well	 understood	

beyond	the	senior	teams	of	the	constituent	organisations.	 	Interviewees	identified	two	

main	 groups	 of	 concern,	 first,	were	 the	 operational	managers	mainly	working	within	

hospital	management	structures:			

The	Chief	Operating	Officer	for	three	or	four	hospitals	in	this	area…below	her	she	
has	her	operational	managers…so	a	couple	of	them	might	have	an	understanding,	
but	a	couple	of	them	are	like:	‘I	have	no	idea	what	you’ve	been	talking	about’,	‘what	
is	that	local	care	alliance?’	 	And	I	kind	of	think,	 ‘you	should	know	this,	why	don’t	
you?’	And	that	becomes	the	challenge,	and	that	becomes	the	risk…it	hasn’t	filtered	
down	(Commissioning	Manager	Three).			

The	second	group	were	doctors	and	clinical	leaders.		Both	groups	were	identified	as	being	

particularly	important	regards	their	understanding	because	of	their	impact	on	changing	

the	 use	 of	 resources	 and	 shaping	 of	 services.	 	 Doctors	 because	 of	 the	 past	 history	 of	

activity	delivery	generating	income:	“we’re	spending	a	huge	amount	of	time	over	the	last	

ten	years	or	more,	in	the	acute	sector	particularly,	training	doctors	to	be	conscious	of	how	

they	earn	money	by	doing	activity.		We’ve	just	about	convinced	them	of	that,	at	the	very	

point	we’re	saying	actually	‘no	no	no,	it’s	not	like	that	anymore’”	(Partnership	Manager	

Four),	 and	 Operational	 Managers	 because	 of	 their	 ability	 to	 redeploy	 resources	 and	

control	 the	 management	 flows:	 “it’s	 the	 operational	 guys	 that’ll	 make	 or	 break	 this”	

(Partnership	Manager	Four).	
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Additionally,	 there	was	 general	 agreement	 that	 the	 understanding	 of	 the	 partnership	

beyond	senior	levels	in	the	constituent	organisations	was	not	as	good	as	required:	“How	

well	that	is	understood,	beyond	our	leadership	teams	and	beyond	very	senior	people	at	

GM,	 I’m	 not	 sure…I	 think	 we	 will	 probably	 do	 a	 lot	 better	 work	 if	 we	 expand	 the	

conversations	we’re	having	and	expand	outside	of	our	senior	and	corporate	leadership	

team”	(Commissioning	Manager	Three).		One	interviewee	described	one	of	the	potential	

barriers	 that	might	 be	 leading	 to	 a	 lack	 of	 understanding,	highlighting	 the	 need	 for	 a	

clearer	articulation	of	the	value	proposition	of	working	in	partnership:		

I	think	one	of	the	challenges	is	we	can’t	make	it	tangible	for	some	of	the	more	junior	
staff.		So	I	know	kind	of	what	day	to	day	impact	it’s	having	on	me	because	my	role	is	
quite	system	focused,	whereas	how	do	you	explain	to,	say	a	personal	assistant	or,	
you	know,	a	project	officer	who	does	have	quite	an	inward	facing	role	how	this	is	
actually	gonna	[sic]	change	their	role?	(Commissioning	Manager	Two).	

Furthermore,	 improved	 understanding	 was	 identified	 as	 a	 necessity	 to	 support	 the	

development	of	LCOs	as	a	key	component	of	the	partnerships	operating	model,	currently	

reliant	on	other	organisations	to	support	their	needs:	“get	two	or	three	layers	down	and	

try	and	get	something	moving	through	a	big	HR	department	that	has	got	1.4	billion	of	

hospital	services	to	worry	about,	then,	there’s	things	we’ve	been	trying	to	move	that	have	

gone	incredibly	slowly”	(LCO	Manager	Three).	

	

Finally,	there	was	a	real	concern	that	a	continued	lack	of	widespread	understanding	could	

lead	to	people	giving	up	on	the	partnership	and	reverting	back	to	working	solely	from	

within	their	organisational	boundaries:	“I	still	think	that’s	one	of	the,	one	of	the	bits	that	

makes	me	think	it’s	still	fragile	and	reversible”	(Partnership	Manager	Three).	

 

5.5.3 Vision and purpose 

Shared	purpose,	vision,	values	and	goals	were	highlighted	in	the	data	as	being	important	

elements	in	determining	both	how	the	partnership	should	work	and	what	it	was	trying	

to	achieve.		Data	indicated	that	there	was	agreement	that	the	partnership	was	aiming	to	

have	an	 impact	on	overall	health	and	wellbeing	 rather	 than	be	 limited	 to	 redesigning	

services:	 “There	 is	 a	very	 clear	and	confirmed	subscription	 to	a	vision	which	 is	 about	

improving	health	and	wellbeing	for	the	population”	(Commissioning	Manager	Four)	and	

“The	purpose	of	our	partnership	is	to	maximise	the	health	potential	of	the	population…	

that’s	what	motivates	any	conversation	we	have	on	‘what’s	the	right	next	thing	to	do’”	
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(Partnership	manager	 Three).	 	 The	 value	 of,	 therefore,	 having	 a	 clear	 vision	was	 that	

leaders	could	use	that	to	focus	their	organisation’s	efforts	on	the	desired	outcomes	for	

the	partnership	by	“pointing	all	of	our	organisations	in	that	direction”	(Commissioning	

Manager	Four).	 	 Furthermore,	 it	was	 felt	 that	a	 clear	vision	was	useful	 for	 reassuring	

individuals	involved	in	developing	the	partnership	by	providing	direction,	in	particular	

in	 bringing	 some	 simplicity	 to	 a	 complex	 environment:	 “it	 gives	 you	 a	 common	

agenda…so	if	I	come	off	track	I	know,	actually	if	I	go	right	down	there	I	can	join	back	with	

the	group.	Rather	 than	 ‘oh	 I’m	 lost’,	 its	 ‘oh	 I	know	which	way	 they	were	going’”	 (LCO	

Manager	Four).		Linked	to	the	theme	of	ownership,	a	clear	sense	of	vision	was	also	felt	to	

encourage	working	together	including	the	opportunity	to	codesign	solutions	through	the	

partnership	for	better	results:	“if	we’re	all	aiming	for	the	same	thing,	we	can	all	kind	of	

co-design	 the	 solution”	 (Commissioning	 Manager	 Three).	 	 Finally,	 data	 indicated	 the	

value	of	a	shared	vision	in	enabling	greater	cohesion	across	the	system:	“So,	I	think	their	

insight	into	it	was	actually,	if	you	can	get	those	wee	bits	of	the	system	aligned	at	an	early	

stage,	 around	 that	 kind	 of	 single	 vision,	 then	 that’s	 a	 really	 kind	 of	 critical	 factor	 for	

success”	(Partnership	Manager	Seven).	

	

Whilst	the	importance	of	a	clear	and	shared	vision	was	accepted,	data	indicated	there	was	

still	some	improvements	to	be	made:	“I	think	some	of	it	is	being	really	bought	into	the	

vision	because	I	don’t	think	anyone	here	has	really	bought	in	to	understanding	what	the	

benefits	of	partnership	working	are”	(Commissioning	Manager	Two),	especially	in	using	

the	vision	to	explain	why	partnership	working	might	be	needed	to	achieve	the	level	of	

aspiration	 desired	 in	 GM.	 	 Furthermore,	 and	 linked	 to	 the	 theme	 of	 adaptability	 and	

agility,	it	was	acknowledged	that	there	might	be	a	need	for	flexibility	and	rethinking	of	

vision	as	time	goes	on,	as	progress	is	made,	and	as	understanding	advances:	“one	of	the	

things	we’re	reflecting	on	at	the	moment	is	do	we	need	to	restate…our	prospectus?		What	

is	it	that	we’re	trying	to	achieve	here?”	(Partnership	Manager	One).		It	could	be	argued	

that	the	opportunity	to	reflect	upon	and	refresh	a	vision	for	the	GM	system	forms	part	of	

value	proposition	of	having	a	GM	level	team	who	are	considering	these	things	on	behalf	

of	the	system.	
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5.5.4 System thinking 

The	theme	of	system	thinking	has	been	analysed	in	previous	sections	and	linked	with	the	

requirement	for	system	leadership,	distributed	power	and	vision,	all	elements	deemed	

important	in	increasing	the	probability	of	the	benefit	realisation	of	improved	population	

health.	 	 There	were,	 however,	 some	 further	 observations	 in	 the	 data	worthy	 of	 note	

specifically	on	the	idea	of	system	thinking.		As	previously	discussed,	part	of	the	value	of	

bringing	 the	 right	 type	 of	 leadership,	 power	 and	 risk	 taking	 together	 to	 influence	

decisions	within	the	partnership	was	that	results	could	be	achieved	at	scale.		Supporting	

this,	 data	 also	 indicated	 that	 true	 scale	 would	 only	 be	 realised	 through	 system-level	

change,	particularly	around	the	wider	determinants	of	health	and	wellbeing:	“we’ve	come	

so	 far	now,	but	 to	really	get	 to	scale,	we’ve	got	 to	get	 into	those	system	change	areas”	

(Partnership	 Manager	 Two).	 	 Supporting	 this	 ambition	 for	 systemic	 change	 was	 an	

acknowledgement	in	the	data	that	the	opportunity	to	transform	the	system	was	within	

the	 sphere	 of	 influence	 of	 GM	 leaders;	 this	 was	 being	 enabled	 through	 the	 layered	

structure	and	operating	model	and	the	permissions	afforded	through	devolution:	“there’s	

a	whole	set	of	stuff	about	how	we	define	our	own	shape,	our	own	destiny	in	terms	of	how	

we	 organise	 ourselves	 as	 a	 system	moving	 forward”	 (Commissioning	 Manager	 One).		

Furthermore,	 several	 interviewees	 recognised	that	 to	 take	 the	opportunity	 for	 system	

change	would	 require	 a	 fundamental	 change	 in	 thinking,	 narrative	 and	 direction:	 “So	

often	we	talk	about	 is	systemic	 failure…it’s	not	systemic	 failure	because	the	system	is	

designed	to	be	functional…	we	need	to	rewire	the	whole	system	of	public	services	in	order	

to	 get	 upstream”	 (Partnership	 Manager	 Two).	 	 With	 the	 opportunity	 for	 scale,	 the	

permission	and	ownership	that	devolution	was	affording,	and	the	change	in	thinking	and	

narrative,	it	appears	the	conditions	were	emerging	for	the	very	thing	that	was	needed—

a	 systemic	 approach	 to	 impacting	 population	 health	 through	 the	 partnership:	 “only	

through	 that	 kind	 of	 whole	 system	 response,	 I	 think,	 will	 you	 begin…to	 see	 an	

improvement	 in	 those…big	 picture	 outcomes.	 So,	 that	 feels	 like	 the…real	 basis	 for	

partnership	working”	(Partnership	Manager	Seven).			

	

With	the	requirement	for	system	thinking	to	deliver	the	desired	outcome	of	population	

health	gain	broadly	accepted	in	theory,	several	interviewees	talked	about	how	this	might	

be	 realised	 in	 practice.	 	 “Somebody	has	 to	 be	 the	 system	 architect…almost	 a	 systems	

steward…you	do	need	that”	(LCO	Manager	Four),	suggests	there	was	acknowledgement	
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for	 responsibility	 for	decision	making	about	 the	 system,	however,	 there	was	a	 lack	of	

clarity	as	to	exactly	who	that	should	be	and	at	what	level.		One	interviewee	came	close	to	

assuming	 such	 responsibility:	 “I’ve	 got	 a	 responsibility	 for	 convening	 the	 system	 and	

helping	 it	work	together”	(Partnership	Manager	Three),	however,	 it	appeared	that	 the	

requirement	for	decision	making	remained	one	for	collected	leaders:	“that	kind	of	sense	

of	ownership…a	sense	of…mutuality	and	everyone	feeling	that	they	both…have	a	stake	

in-	 but	 also	 responsibility	 to	 the	 system”	 (Partnership	 Manager	 Seven).	 	 A	 further	

observation	around	responsibility	for	the	system	was	commented	on	as	a	requirement	

for	leaders	who	could	see	their	line	of	authority	and	way	to	impact	the	system	through	

their	own	organisation’s	actions:	“You	need	to	be	able	to	feel	that	you	can	influence	the	

whole	 system,	 and	 then	 it’s	 about	 what	 other	 decisions	 you	 can	 make	 in	 your	 own	

organisation	 that	 can	 actually	 contribute	 to	 that	 transformation”	 (Commissioning	

Manager	Five).	 	Given	 the	 expanse	of	 earlier	 data	 regarding	 the	 impact	 and	power	of	

influential	individuals	within	the	GM	partnership	structures,	it	would	seem	that	ensuring	

these	 individuals	 are	working	 on	 behalf	 of	 the	 system	 through	 their	 organisations	 is	

important.		It	was	acknowledged	that	this	would	require	the	right	incentives,	including	

the	idea	of	‘all-win’	rather	than	having	to	accept	any	sense	of	organisational	loss.	

	

5.5.5 System gains—the role for ‘all-win’ and altruism 

Whilst	the	themes	of	‘all-win’	and	altruism	were	not	present	within	the	top	ten	highest	

frequency	or	broadly	discussed	themes,	they	were	given	considerable	importance	by	the	

interviewees	 that	did	 raise	 them.	 	Altruism	 in	particular	was	described	 in	 the	data	as	

probably	 the	 most	 challenging	 of	 personal	 characteristics	 required	 because	 of	 the	

realities	it	creates.		The	two	ideas	will	now	be	explored	in	turn.	

	

There	was	a	desire	expressed	 in	the	data	 for	an	 ‘all-win’	approach	due	to	the	need	to	

ensure	 continued	 opportunity	 for	 working	 together:	 “Partnerships	 that	 work,	

reconcile…they	make	sure	people	don’t	lose…make	sure	that	actually	within	any	change	

or	 system…they	 look	 after	 the	 other	 bits	 of	 the	 system”	 (Council	 Manager	 Two).		

Furthermore,	the	desire	for	all-win	was	expressed	as	needing	all	parts	of	the	system	to	

recognise	that	success	would	only	be	achieved	when	all	areas	were	making	a	positive	

difference	for	their	populations:	“actually	what	we	want	to	do	we	want	to	be	going	‘in	
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order	 for	 us	 all	 to	 succeed,	 [locality]	 needs	 to	 succeed’”	 (LCO	 Manager	 Four).		

Consistently,	the	data	acknowledged	that	an	all-win	outcome	would	be	challenging	due	

to	the	presence	of	organisational	focus:	“there’s	an	awful	lot	of	man-marking	that	goes	

on,	looking	at	whether	organisations	will	win	or	lose	from	some	of	the	changes”	(Provider	

Manager	 Two).	 	 There	 was	 also	 acknowledgement	 that	 as	 the	 difficulty	 of	 decisions	

increased,	 the	 risk	 of	 the	 threat	 of	 retreat	 from	 the	 shared	 space	 of	 the	 partnership	

increased:	“when	it	gets	into	high	stakes	there	is	a	propensity	to	break	down	into	smaller,	

adversarial	groups…rather	than	keep	the	high	stakes	conversation	in	the	shared	space	in	

the	room.	Some	of	that’s	human	nature”	(Commissioning	Manager	Five).		One	interviewee		

reflected	on	the	current	nature	of	the	partnership	in	regards	attitudes	to	all-win:	“over	

the	years,	we’ve	moved	 into	an	acknowledgement	 that	 actually,	 that	kind	of	win/lose	

battle	between	parties	isn’t	gonna	[sic]	deliver	the	right	answer”	(Partnership	Manager	

Four)	and	“actually	it’s	about	us	all	standing	next	to	each	other.	That’s	the	culture	you’ve	

got	for	me.		Again,	that’s	the	point	of	these	partnerships”	(LCO	Manager	Four).	 

 

Altruism	was	deemed	an	 important	personal	and	organisational	 characteristic,	 and	 in	

some	senses	opposed	to	the	above	described	theme	of	 ‘all-win’,	 in	that	there	might	be	

occasions	where	the	win	is	for	the	system	for	which	organisations	are	part:		

If	you	work	in	partnership,	at	some	point	you	have	to	submit	to	it	and	see:	that	you	
take	 a	 subsidiary	 role	 perhaps	 for	 the	 greater	 good,	 that	 not	 all	 elements	 can	
develop	and	prosper	in	the	same	way.		There	will	need	to	be	some	adjustment.		And	
that’s	 the	 real	 test	 about	whether	 organisations	will	 do	 that	 (Provider	Manager	
Two).			

The	requirement	for	altruism	was	linked	to	the	characteristics	of	honesty	and	trust,	“to	

work	in	a	partnership	way	with	someone	you’ve	got	to	give	something	up.		You’ve	got	to	

prepared	to	take	something	that	you	didn’t	already	have	in	mind	or	particularly	like.		

You’ve	got	to	be	prepared	to	be	honest	about	where	you	really	are	and	who	you	are	and	

what	your	drivers	are”	(LCO	Manager	Four).		It	was	also	described	as	requiring	mutual	

acceptance	and	tolerance	for	the	sake	of	achieving	an	outcome:		

A	sense	of	‘we	can	do	this	together,	I	need	you,	you	need	me,	let’s	work	this	through	
and	really	commit	ourselves	to	do	it	and	we’ll	carry	each	other	through	the	difficult	
bits	 and	be	 there	and	 tolerate	 things	 that	we	otherwise	wouldn’t	have	 tolerated	
because	we’re	committed	to	the	outcome’	(Council	Manager	Two)	

For	some	localities,	there	were	data	provided	that	suggested	that	altruism	might	come	

more	naturally,	with	them	describing	a	 feeling	of	 it	being	 ingrained	 in	their	being:	“So	
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there’s	a	philosophy	that	kind	of	runs	through	you	know	the	granite	stone	that	[locality]	

is	made	of,	around	working	together…around	co-operation.		Around	working	together	to	

support	the	greater	good	of	the	whole”	(LCO	Manager	One).		In	some	areas,	it	was	felt	that	

individual	leaders	engendered	a	sense	of	altruism	rather	than	the	place:	“I’ve	worked	in	

organisations	and	for	people	and,	who	understand	that	that’s	a	right	thing	to	do	and	are	

prepared	to	fight	for	the	right	value	base”	(LCO	Manager	Four).			

 

The	challenge	of	behaving	altruistically	was	clearly	articulated	in	the	data.		Summarised	

by	one	interviewee,	the	challenge	was	derived	mainly	from	the	apparent	dichotomy	of	

organisational	gain	versus	system	gain:		

I	think	the	issue	is	the	question	‘am	I	in	this	partnership	in	order	to	maximise	the	
achievement	 of	 my	 organisation’s	 objectives,	 and	 to	 achieve	 some	 policy	
requirements	 that	 are	 critical	 to	my	 regulatory	 framework?’,	 or,	 is	 the	 question	
really,	‘what	is	it	from	the	assets	that	I	am	the	custodian	of	at	the	present	I	can	offer	
into	a	new	way	of	working	in	which	my…organisation’s	own	future	may	be	a	second	
or	third	order	consideration?’	(LCO	Manager	Five).	

Despite	the	understanding	that	the	answer	to	the	above	posed	question	should	be	“so	it’s	

not	 about	 organisational	 convenience,	 it’s	 about	what’s	 gonna	 [sic]	make	 the	 biggest	

difference	to	the	population”	(Commissioning	Manager	One),	the	reality	of	the	situation	

was	that	it	was	felt	altruism	was	present	only	in	pockets	of	the	system	with	the	prevailing	

focus	 remaining	 on	 organisational	 gain:	 “there	 is	 still	 more	 attention	 given	 to	

organisational	interest	than	the	greater	good”	(Provider	Manager	Two).		The	reasons	for,	

and	impact	of,	organisational	focus	will	be	explored	in	more	detail	in	a	later	theme	area.	

 

The	value	of	altruism	was	expressed	consistently	as	doing	the	right	thing	with	the	limited	

resources	available	for	the	system.		One	interviewee	described	the	following	almost	as	a	

test	of	altruism:	“Everyone	needs	to	be	mature	enough	to	agree	‘actually,	it	isn’t	working’,	

so	it’s	not	a	battle	about	getting	the	money,	because	if	it’s	not	working,	why	would	you	

want	the	money?”	(Partnership	Manager	Four).		There	were	some	examples	of	altruistic	

behaviour	provided	in	the	data,	mainly	from	locality	areas	that	were	judged	to	have	made	

more	 progress	 towards	 changing	 outcomes	 and	 where	 the	 partnership	 working	

arrangements	 were	 deemed	 more	 mature	 and	 successful.	 	 One	 example	 included	

colleagues	 providing	 support	 across	 organisational	 boundaries	 for	 the	 good	 of	 the	

partnership	within	the	locality:	“I	have	got	to	get	behind	[person],	and	my	local	institution	

has	 to	as	well,	 at	 times	when	actually	 it	doesn’t…necessarily	 suit	me…I	have	 to	do	 it”	
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(Council	 Manager	 Two).	 	 Furthermore,	 and	 in	 contradiction	 to	 the	 above	 concerns	

relating	to	organisational	focus	being	given	more	attention,	the	characteristic	of	altruism	

was	seen	as	an	emerging	attribute	in	GM:	“different	people	have	different	skill	sets,	and	

at	 the	moment,	 the	 people	who	 are	 able	 to	 influence	 negotiate,	 almost	 put	 their	own	

agenda	aside	to	kind	of	 facilitate	a	conversation,	 they’re	coming	to	the	 fore,	and	that’s	

what’s	needed”	(LCO	Manager	Four).		Given	the	hope	that	was	conveyed	in	the	data	that	

altruism	and	a	focus	on	the	system	was	of	growing	influence	and	desirable,	perhaps	it	can	

be	 concluded	 that	 time	 and	maturity	 of	 relationships	 are	 contributing	 factors	 to	 the	

presence	of	altruism	at	both	the	individual	and	organisational	level.	

	

5.5.6 Unifying characteristics 

There	were	a	number	of	characteristics,	mainly	associated	with	individuals	and	types	of	

relationships,	that	were	deemed	important	for	successful	partnership	working.		The	first	

was	 a	 general	 sense	 of	 commitment:	 “the	 thing	 that’s	 different	 here	 I	 think	 is	 that	

everybody’s	absolutely	clear	about	what	we’re	trying	to	achieve.		And	everyone	is	signed	

up	to	it.		So	they	may	argue	about	it	a	lot,	but	actually	they	are	pretty	committed	to	what	

they	want	to	do”	(Partnership	Manager	One).		Empowerment	and	engagement	were	also	

deemed	important	factors,	particularly	for	leaders	to	initiate	amongst	their	teams:	“I	am	

not	doing	this	stuff	myself,	but	I’m	empowering	the	team	that	is	there,	to	do	the	stuff	that	

needs	 doing”	 (Commissioning	 Manager	 Four).	 	 This	 sense	 of	 empowerment	 that	 the	

partnership	was	affording	 individuals	was	seen	as	an	 important	enabler	 for	a	healthy	

culture	and	necessary	to	support	distributed	power:	“People	need	safety…Psychological	

safety	comes	from	knowing…I’m	empowered	to	have	that	conversation,	I’m	empowered	

to	 take	 this	 decision”	 (LCO	Manager	 Four).	 	 Much	 of	 the	 data	 on	 empowerment	 and	

engagement	 related	 to	 creating	 the	 conditions	 to	motivate	and	engage	 staff	 for	action	

through	the	partnership:	“We	need	to	motivate	people	to	want	to	do	it,	to	see	that	it	has	

an	impact”	(Partnership	Manager	Six).		A	specific	thought	on	the	engagement	model	for	

the	partnership	was	on	whether	leaders	responsible	for	representing	groups	within	the	

partnership	 would	 ensure	 the	 group	 view	 was	 brought	 forward	 rather	 than	 simply	

presenting	 their	 individual	 view.	 	 One	 interviewee	 described	 the	 importance	 of	

questioning	 this	 to	 check	 levels	of	 engagement	and	consultation:	 “So,	my	challenge	at	

every	meeting	 is:	 ‘has	it	gone	out?	Have	we	agreed	that?...Have	you	gone	back	to	your	



 149 

wider	groups?	Have	you	got	 their	viewpoints?	Are	you	 feeding	 in	your	views	 to	 it,	 or	

theirs?’”	(Partnership	Clinician	Two).		This	engagement	with	major	groups	was	deemed	

important	to	ensure	the	formal	governance	mechanisms	of	the	partnership,	particularly	

at	the	GM	system-level,	were	not	leaving	the	perspectives	of	groups	unheard	and	were	

not	disconnecting	them	from	something	they	had	supposedly	decided.	

 

Finally,	respect	was	an	important	characteristic	for	supporting	relationships	and	binding	

the	 system	 together:	 “we’re	 frequently	 exchanging	 information,	 checking	 our	

positions…we’re	respectful	of	each	other’s	roles”	(Provider	Manager	Two).		This	included	

recognition	of	the	importance	of	valuing	each	other’s	perspectives:	“those	contributions	

are	equally	valued	and	equally	included,	even	if	sometimes	that	can	be	tricky	and	take	

some	effort”	(Voluntary	Sector	Manager	One).	

 

Overall,	meaningful	relationships	built	on	trust	and	honesty,	enhanced	understanding	of	

one	another,	clarity	of	vision	and	purpose,	a	focus	on	system	thinking,	and	the	presence	

of	 altruism	 and	 desire	 for	 all-win	 situations	 were	 deemed	 important	 underpinning	

factors	for	successful	partnership	working.		These	factors	coupled	with	the	more	human	

factors	 of	 commitment,	 empowerment,	 engagement	 and	 respect	 were	 deemed	 as	

necessary	 to	 ensure	 an	 increased	 likelihood	 of	 increased	 scale	 and	 sustainability	 of	

results.		Scale	and	sustainability	both	of	the	ways	of	working	and	of	outcomes	are	perhaps	

emerging	as	 central	 to	 the	value	proposition	of	working	 in	partnership,	 and	also	as	a	

partial	explanation	for	why	partnerships	might	be	better	than	previous	ways	of	working.	

	

A	summary	of	key	components	of	theme	area	five	is	included	in	Box	5.5.7	overleaf.	
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5.5.7 Summary theme area five: A unified partnership 

• The	development	of	strong	and	trusting	relationships	was	described	as	fundamental	

for	partnership	working.	

• The	 development	 of	 shared	 understanding	 of	 the	 partnership’s	 purpose,	 aims	 and	

objectives	was	deemed	important	to	assist	in	developing	leaders	who	would	lead	for	

the	system	and	not	solely	for	organisations.	

• It	was	acknowledged	that	the	understanding	of	the	partnership	was	not	as	good	as	it	

should	be,	particularly	beyond	the	 immediate	senior	 teams	of	organisations	and	 in	

staff	groups	such	as	doctors	and	operational	managers.	

• Having	a	clear	and	shared	vision	and	purpose	for	the	partnership	enabled	leaders	to	

point	their	organisations	in	a	clear	and	system-focussed	direction.	

• There	was	a	desire	and	belief	that	the	partnership	could	deliver	an	‘all-win’	approach	

so	no	organisations	would	perceive	 themselves	as	 losing	out.	 	This	was	somewhat	

reliant	on	leaders	behaving	altruistically	towards	one	another.	

• Commitment,	 empowerment,	 engagement	 and	 respect	 from	 and	 between	

partnerships	leaders	were	deemed	as	necessary	to	ensure	an	increased	likelihood	of	

increased	scale	and	sustainability	of	results.	
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5.6 Theme area six: Drive for results 

The	themes	analysed	in	this	section	can	be	logically	grouped	as	factors	which	are	enabling	

a	greater	sense	of	drive	for	results	within	the	partnership.		They	are	perhaps	secondary	

in	 nature	 to	 the	 above	 discussed	 themes	which	 are	 almost	 a	 necessity	 for	 successful	

working	together;	these	themes	are	the	factors	and	attributes	identified	in	the	data	that	

are	 enabling	 the	 partnership	 to	 make	 progress	 more	 readily,	 more	 quickly	 or	 more	

robustly.		

	

5.6.1 Time 

Time	has	 been	 previously	 identified	 as	 being	 a	 factor	 needed	 for	 longer	 term	benefit	

realisation	on	population	health	and	for	individual	relationship	development,	however,	

there	was	 further	 extensive	 reference	made	 to	 the	 need	 for	 adequate	 time	 to	 enable	

partnership	structure	and	function	to	form	and	then	flourish.		Interviewees	described	a	

process	 aligned	with	Tuckman’s	 (1965)	Team	Formation	Model	of	 forming,	 storming,	

norming,	and	performing,	where	teams	build	over	a	period	of	 time:	“it’s	a	culture	that	

takes	time	and	energy	to	develop”	(Voluntary	Sector	Manager	One).		The	requirement	for	

time	was	described	an	important	factor	in	its	own	right	because	of	expectations,	usually	

of	outside	parties,	 in	 scrutinising	partnership	progress	and	evaluating	 its	worth.	 	One	

interviewee	described	the	challenge	of	managing	such	expectations:	“I’m	hearing	that	you	

want	the	pressures	addressing	yesterday…but	you	know,	these	organisations	take	five	to	

ten	years	to	mature,	global	evidence	tells	us	that,	and	Manchester	was	wanting	things	in	

year	 zero,	 before	 we	 were	 even	 formed”	 (LCO	Manager	 Three).	 	 A	 further	 challenge	

appeared	to	be	that	of	the	levels	of	realism	about	what	could	be	achieved:	“it’s	almost	like	

we’re	trying	to	move	on	before	we’ve	even	done	what	we	said	we	were	gonna	[sic]	do.	I	

think	that’s	one	of	the	lessons	to	learn	really,	that	it	takes	a	bit	longer	than	you	ever	thing	

it	will	to	get	these	things	off	the	ground”	(Partnership	Manager	One).		Furthermore,	the	

need	 for	 persistence	 over	 time	 was	 also	 acknowledged	 where	 one	 interviewee	 felt	

initiatives	were	abandoned	too	readily	sometimes:	“They	just	dropped	it	after	about	two	

years.	You’d	never	get	any	innovation	really,	longitudinally”	(Council	Manager	One).	
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Despite	 time	being	described	as	a	challenge	and	 it	seeming	more	 if	 it	was	needed,	 the	

value	of	the	partnership	was	expressed	as	being	able	to	deliver	a	level	of	change	much	

more	quickly	than	through	alternative	methods	of	implementation:	“the	Devolution	thing	

has	allowed	us	to	accelerate	our	process.	It’s	almost	put	a	turbo	booster	onto	what	we	

were	trying	to	do	already”	(Commissioning	Manager	One).	 	This	accelerated	pace	was	

also	linked	to	change	at	scale:	“I	don’t	think	you’d	have	the	scale	and	I	definitely	don’t	

think	you’d	have	the	pace	because	the	pace	 is	meteoric,	you	know	it’s	like,	you’re	 in	a	

wind	tunnel.	We’re	changing	everything”	(Partnership	Manager	One).		The	downside	of	

such	a	high	pace	of	change	was	also	expressed	in	the	data	as	causing	potential	risk	for	the	

maintenance	of	relationships	and	shared	decision	making:	“you	can’t	keep	 involving	a	

cast	of	 thousands	 in	everything	to	get	 things	done.	And	I’m	finding	that	really	difficult	

now	that	we’re	trying	to	move	at	pace,	is	how	do	we	strike	that	balance	between	making	

everyone	feel	 involved	but	at	 the	same	time	getting	something	done”	(Commissioning	

Manager	Two).		Concern	was	also	expressed,	by	the	same	interviewee,	regarding	the	risk	

that	localities	feel	isolated	from	the	overall	system	vision:	“we’re	forced	to	do	things	to	

certain	time	scales	because	that’s	what’s	been	dictated	by	GM.	 	Whilst	Devolution	has	

been	a	boost,	sometimes	there’s	not	an	acknowledgement	that	everywhere	works	at	a	

different	pace	and	obviously	there’s	different	maturity	in	terms	of	those	partnerships.”	

(Commissioning	Manager	Two).		Perhaps	the	concerns,	given	they	were	expressed	most	

strongly	by	a	single	interviewee,	are	more	a	reflection	of	the	relationships	and	maturity	

of	the	partnership	in	that	particular	locality	than	that	of	the	overall	GM	partnership.	

 

5.6.2 Using a formula, approach or following a methodology 

The	 idea	 of	 finding	 a	 formula	 for	 successful	 achievement	 of	 outcomes	 through	 the	

partnership	was	raised	during	the	first	round	of	interviews	as	being	an	absolutely	critical	

factor	for	the	progress	being	made	by	one	of	the	locality	areas	in	GM	which	is	now	being	

nationally	recognised	and	studied	by	leading	think	tanks	such	as	The	King’s	Fund.		For	

that	reason,	questioning	in	the	second	round	of	interviews	focussed	on	this	topic,	and	as	

a	result,	 there	were	 further	examples	of	 the	use	of	methodology	provided	and	general	

agreement	 that	 where	 a	 consistent	 approach	 or	 use	 of	 methodology	 was	 evident,	

partnerships	were	making	 successful	 change.	 	There	were	 several	 examples	of	 formal	

methodology	being	adopted	to	support	change	particularly	at	LCO	level:	“We’ve	used	a	
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methodology	called	Whole	Systems	Thinking”	(Partnership	Manager	Two)	and	“We	used	

a	 formal	 methodology	 called	 Future	 Search”	 (LCO	 Manager	 Three)	 were	 two	 such	

examples.		There	was	no	comment	as	to	which	methodology	might	be	the	best	approach,	

but	there	was	a	generalised	view	amongst	interviewees	in	areas	that	were	using	a	chosen	

method	that	the	most	important	thing	was	to	choose	a	method	or	approach	and	stick	with	

it.	

	

Value	 in	 use	 of	 methodology	 was	 described	 as	 the	 opportunity	 to	 share	 the	 best	 of	

improvement	 knowledge	 via	 the	 partnership:	 “they’re	 pursuing	 the	 same	programme	

with	 the	 same…improvement	 methodology,	 and	 interestingly	 the	 improvement	

methodology	 is	 one	 that	 they’ve	 all	 adopted	 from	 one	 economy	 from	within	 Greater	

Manchester”	(Partnership	Manager	Three).		However,	the	best	articulation	of	value	was	

that	 a	 consistent	 approach	 or	 way	 of	 doing	 things	 provided	 some	 continuity	 in	 an	

environment	of	high	change	and	complexity:	“you’ve	gotta	[sic]	have	a	really	quite	strong	

sense	of	what…your	anchor	is,	so	some	of	that	has	gotta	[sic]	be	things	that	will	be	familiar	

to	 the	 whole	 of	 the	 system”	 (Partnership	 Manager	 Three).	 	 In	 particular,	 the	 use	 of	

storytelling	and	narrative	as	an	approach	or	method	to	create	this	anchor	was	described	

as	vital	for	three	main	reasons.		First,	was	engaging	the	system	in	the	reason	for	change:	

“And	then	you’ve	got	something	you	can	sell.	You	can	sell	that	to	elected	members.	‘Oh	I	

get	that,	I	can	see	why	that’s	going	to	do	it,	and	what’s	more	I	can	see	how	then	I	might	

need	to	spend	a	bit	of	Council	money	in	health	because	that	might	help	that	in	the	long	

run’”	(LCO	Manager	Two).		Second,	was	for	inspiring	ambition	around	population	health	

including	 appealing	 to	 people’s	 pride	 for	Manchester	 as	 a	 place:	 “it’s	 all	 planted	 in	 a	

narrative	around	‘what	does	it	take	for	Greater	Manchester	to	be	a	more	successful	place’”	

(Partnership	 Manager	 Three),	 and	 third,	 was	 in	 appealing	 to	 individuals	 to	 join	 a	

movement	for	change:		

The	 way	 narrative	 works	 is	 actually	 to	 create	 an	 emotional	 attachment	 to	
something…So	you	don’t	kill	somebody	with	a	PowerPoint	but	you	use	stories,	you	
talk	about	things	that	are…personally	attached	to	somebody	or	provide	some	sort	
of	collective	attachment.		It’s	in	those	sorts	of	things	and	that’s	the	thing	that	results	
in	the	call	to	action	(Council	Manager	Two).			

Whilst	 the	 power	 of	 storytelling	 was	 both	 evident	 in	 the	 interviewees	 style,	 it	 was	

acknowledged	that	 there	was	continued	room	for	 improvement:	 “I’m	not	sure	we	had	

that	many	great	story	tellers,	and	it	will	be	a	really	sort	of	important	part	of	moving	into	
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the	next	phase	I	think”	(Partnership	Manager	Three).	

	

Co-production	or	co-design	was	mentioned	by	several	interviewees	as	an	important	way	

to	design	a	future	state	given	the	perceived	increased	chance	that	that	would	give	to	the	

change	actually	happening	and	then	being	sustained.		This	approach	was	reflected	on	by	

one	interviewee	in	terms	of	the	role	for	the	GM	system-level	partnership	team:		

If	we	try	to	do	that	in	a	directive	way,	it’s	probably	gonna	[sic]	land	badly	and	not	
be	successful.	 	You	know,	it’d	be	great	if	you	could	just	direct	the	system,	but	the	
reality	is	there	has	to	be	that	level	of	engagement…actually	if	you	can	try	and	sort	
of	co-create	what	you	want	to	do,	so	one	feels	connected	to	where	you	want	to	get	
to,	 you’re	 probably	 gonna	 [sic]	 stand	more	 chance	 of	 getting	 there	 (Partnership	
Clinician	One).			

Furthermore,	 taking	 a	 coproduction	 approach	 through	 partnerships	 was	 deemed	

important	for	ensuring	the	right	changes	were	developed,	particularly	within	a	complex	

system:	“if	you	can	get	the	perspectives	of	all	of	these	partners	built	in,	then	you	have	a	

chance	of	designing	something	which	is	workable	or	crucially	balanced”	(Commissioning	

Manager	One).	

 

It	is	worthy	of	note	that	several	interviewees	mentioned	an	ability	to	take	action	a	critical	

component	of	their	formula:	“let’s	just	get	on	and	do	it.	And,	when	it	works	we’ll	be	able	

to	show	people	the	evidence	that	it	works	and	we’ll	be	able	to	use	the	case	studies	and	

the	patient	stories	and	the	staff	feedback”	(Commissioning	Manager	Five).		There	was	a	

drive	 to	move	 to	 actually	making	 change	 via	 a	 learning	 process	 of	 trying	 and	 testing	

changes:	“it’s	been	quite	an	iterative	process	of	learning	which	is	getting	to	the	next	stage	

which	gives	us	the	platform	to	go	one	more,	and	then	one	more”	(Partnership	Clinician	

One).	

	

5.6.3 Constructive challenge 

Similarly	to	the	use	of	a	formula,	the	ability	to	create	healthy	and	peer	challenge	within	

the	partnership	was	described	as	critical	during	the	first	round	of	interviews,	but	only	by	

six	interviewees,	one	of	whom	described	this	way	of	working	with	each	other	as	the	new	

normal:	“that	new	politic	is	going	to	be	about,	‘I’ll	listen	to	you,	but	I’m	going	to	challenge	

you	 back’”	 (LCO	Manager	 Four).	 	 On	 further	 questioning	 during	 the	 second	 round	 of	

interviews,	 it	 appeared	 there	 was	 general	 agreement	 amongst	 interviewees	 that	
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constructive	challenge	was	an	important	factor	for	healthy	partnership	working,	but	that	

it	needed	to	be	carried	out	with	a	purposeful	view	to	improving	outcomes:		“We’ve	all	got	

to	push	the	bounds	of	what	we	can	do,	as	far	as	I	can,	but	there’s	no	point	in	just	having	a	

row	and	never	getting	anywhere”	(Partnership	Manager	Five).			

 

Overall,	 interviewees	agreed	that	the	use	of	constructive	challenge	across	GM	was	one	

that	 needed	 some	 development,	 “we	 are	 not	 challenging	 enough	 on	 our	 existing	

partnerships”	(Commissioning	Manager	Three)	and:	

I	can	point	to	instances	where	there’s	been,	I	think,	healthy	challenge,	in	the	right	
setting,	and	I	can	point	to	multiple	examples.	But	I	can	still	point	to	areas	where,	
there’s	either	a	reluctance	to	have	or	hear	what	those	challenges	are,	and	sometimes	
they	get	parked	because	it’s	almost	too	difficult	to	work	through	the	implications	of	
the	challenge	that’s	being	put	forward	(Provider	Manager	One).			

Further	 reasons	 for	 constructive	 challenge	 being	 variable	 included	 concerns	 around	

disrupting	harmony	of	the	partnership,	“People	get	very	protectionist	about…their	own	

areas.		People	personalise	everything”	(Partnership	Manager	Six),	and	people	finding	it	

difficult	 to	hold	such	conversations	and	then	accept	 the	results	of	 the	conversation:	“I	

think	 it	was	 just	 some	people	 find	 those	 conversations	 personally	 quite	difficult	with	

colleagues…some	 people	 don’t	 like	 to	 look	 too	 hard	 only	 to	 see	what’s	 going	wrong”	

(Partnership	 Manager	 Five).	 	 Whilst	 the	 presence	 of	 constructive	 challenge	 was	

acknowledged	as	both	variable	and	challenging,	its	potential	value	was	deemed	strong	

enough	to	warrant	its	continued	requirement:	“we	can’t	all	sit	on	our	hands	and	just	hope	

it	gets	better”	(Commissioning	Manager	One).		This	also	included	a	desire	for	GM	to	own	

its	issues	and	hold	itself	to	account	without	external	pressure:	“people	don’t	want	the	top	

down,	telling	us	what	to	do…But…you	have	to	work	very	differently	and…therefore	you	

need	more	peer	challenge”	(Partnership	Manager	One).	

	

5.6.4 Attributes for successful partnerships 

Alongside	 the	 ingredients	 of	 time,	 a	 formula,	 and	 constructive	 challenge,	 several	

interviewees	provided	commentary	on	the	type	of	attributes	that	were	enabling	a	greater	

sense	of	drive	for	results	within	the	partnership.		First,	data	indicated	that	the	ability	for	

individuals	involved	in	partnerships	to	be	adaptable	and	resilient	in	their	approach	was	

important,	particularly	in	managing	complex	relationships:	“Because	every	time	you	get	

knocked	down	by	four	partners,	you’ve	gotta	[sic]	bounce	back	up:	‘Let	me	try	again.	That	
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clearly	 didn’t	 work.	 Let	 me	 try	 again’”	 (LCO	 Manager	 Four).	 	 Second,	 was	 that	

partnerships	 needed	 to	 ensure	 they	 remained	 agile	 so	 as	 not	 to	 be	 caught	 up	 in	

organisational	focus:	“when	you’re	fleet	of	foot	in	your	partnership	and	you’re	not	really	

tied	to	anything	it’s	easier.		Once	you	start	creating	and	solidifying	organisation	around	

it,	 the	bureaucracy	and	decision	making	that	goes	with	an	organisation	comes	 into	 it”	

(LCO	Manager	Four).		Combined	with	such	agility	was	the	sense	that	pragmatism	was	also	

required	in	order	to	prevent	inaction:	“You	know,	we	could	spend	the	next	two	years	just	

deciding	what’s	the	biggest	priority.		Well	you	know	everyone’s	got	a	view	on	that.		Or	we	

can	just	say	‘well	these	things	look	like	they’re	important	enough	to	get	on	with	so	let’s	

start	there’”	(Partnership	Clinician	One).	

	

Bravery	was	also	described	as	an	important	attribute:	“The	bold	and	the	brave	will	make	

this	happen.	Nothing	short	of	that”	(Partnership	Clinician	Two).		The	idea	of	bravery	was	

also	linked	to	taking	risks:	“It	matters	that	we’re	prepared	to	do	stuff	and	accept…it’s	not	

gonna	[sic]	work	every	time”	(Partnership	Clinician	One).		Whilst	this	approach	appeared	

to	 be	 exciting	 for	 some	 interviewees,	 for	 others,	 the	 reality	 of	 managing	 competing	

priorities	and	uncertainty,	including	the	weight	of	history	meant	fear	was	dominant	over	

bravery:	 “I	 think	we	 rely	 so	much	 on	what’s	 already	 gone	 on,	 and	what’s	 already	 in	

place,…we’re	almost	afraid	to	do	anything	different”	(Commissioning	Manager	Three).	

		

The	data	provided	two	reasons	for	the	importance	of	these	types	of	characteristics	for	

partnerships.		First,	was	that	they	were	they	were	maintaining	a	level	of	drive	amongst	

people	 involved:	 “we’ve	 got	 to	 have	 a	 spirit	 of	 adventure,	 and	we’ve	 got	 to	 do	 some	

experimenting,	otherwise	we	just	accept	the	status	quo.	And	that	status	quo	is	that	the	

outcomes	are	not	good	enough”	(Partnership	Clinician	One).		Second,	was	that	they	were	

enabling	a	sense	of	ambition,	confidence	and	belief	which	perhaps	aligns	well	with	the	

idea	of	audacity	being	present	in	GM:	“there	is	that	thing	that	says	‘what	does	conceivable	

look	 like?’	and	then	 let’s	 look	way	beyond	that	and	 let’s	do	that	 instead’”	(Partnership	

Manager	Three).		This	sense	of	drive	and	belief	came	through	in	the	interviews,	both	in	

what	 interviewees	said,	and	how	they	said	 it.	 	Their	stories	were	accompanied	with	a	

sense	of	 energy	and	desire	 to	make	generational	 change	 for	GM;	generational	 change	

resulting	from	challenging	the	system	to	deliver	new	and	sustainable	results,	at	pace	and		

scale.	
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A	summary	of	key	components	of	theme	area	six	is	included	in	Box	5.6.5	below.	

	

5.6.5 Summary theme area six: Drive for results 

• Time	was	determined	as	a	critical	factor	to	both	allow	outcomes	to	be	realised	and	for	

new	trusting	relationships	to	be	built.	

• The	use	of	a	formula	or	approach	was	identified	as	an	anchor	point.	

• The	development	of	 storytelling	as	a	 skill	was	deemed	 as	 important	 for:	 engaging	

people	across	the	system,	inspiring	ambition	about	developing	healthy	vibrant	places	

across	GM,	and	in	encouraging	individuals	to	join	a	movement	for	change	through	the	

partnership.	

• It	was	described	as	critical	that	leaders	constructively	challenge	each	other,	and	be	

adaptable	enough	to	change	as	a	result	of	such	discussion.	

• Being	brave	and	bold	was	described	as	an	important	personal	attribute	for	leaders	in	

order	to	create	a	sense	of	drive	and	inspire	followers	around	new	levels	of	ambition.	
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5.7 Theme area seven: Underlying issues 

Whilst	 the	 majority	 of	 data	 analysed	 so	 far	 has	 either	 been	 articulating	 the	 value	

proposition	 of	 partnership	 working	 or	 describing	 factors	 for	 partnership	 working	

optimisation	 (including	 a	 description	 of	 the	 challenges	 and	 difficulties	 of	 each	 of	 the	

themes),	this	section	focusses	solely	on	the	issues	that	were	identified	by	interviewees	

that	were	challenging	the	existence	and	the	workings	of	 the	partnership.	 	The	themes	

explored	in	this	section	add	no	value	to	the	partnership	and	so	would	be	recommended	

as	being	eliminated	wherever	possible	rather	than	adapted	or	tolerated.		If	elimination	

were	 not	 possible,	 as	 previously	 described	 around	 the	 presence	 of	 egos	 in	 leaders,	 it	

would	be	 suggested	 that	 the	 challenges	should	be	acknowledged	and	 then	 the	system	

maximised	around	them—similar	in	nature	to	Goldratt’s	Theory	of	Constraints	(1984)—

where	the	constraint	is	acknowledged	and	then	everything	else	optimised.	

	

5.7.1 Organisational focus 

Consistently,	organisational	focus	was	identified	as	a	major	issue	impacting	upon	both	

people’s	participation	 in	the	partnership	and	on	progress	and	realisation	of	outcomes	

through	the	partnership.		It	was	raised	by	every	interviewee,	either	directly	or	implied	in	

the	context	of	their	commentary	highlighting	its	significance	as	a	major	disruptive	force	

for	the	partnership:	“I	think	that	mainly	providers	do	put	their	organisational	interests	

first…and	 they	 camouflage	 that…it	 frustrates	 the	 hell	 out	 of	 me…it’s	 the	 greatest	

impediment	 that	 we	 have	 to	 making	 change”	 (Provider	 Manager	 Two).	 	 Whilst	 the	

particular	issue	around	providers,	especially	hospitals,	was	reported	consistently	in	the	

data	(to	be	analysed	later	in	this	section),	due	to	the	quantum	and	breadth	of	data	on	this	

single	 issue,	 this	can	be	thought	of	as	a	systemic	 issue	across	all	organisational	 types.		

Several	 interviewees	 commented	 on	 organisational	 focus	 in	 the	 context	 of	 all	

organisations	in	the	partnership:	“I	think	each	of	the	organisations	is	operating	in	a	mind-

set	of	how	can	working	in	this	partnership	deliver	value	for	my	organisation’s	objective”	

(LCO	Manager	 Five).	 	 The	 pursuit	of	 organisational	 objectives	 instead	 of	 those	 of	 the	

partnership	was	recorded	in	the	data	as	a	significant	issue	impacting	the	partnerships	

progress.		This	was	first	because	organisational	objectives	were	seen	as	focussed	on	the	

short-term	 which	 was	 the	 opposite	 as	 to	 what	 would	 be	 required	 to	 impact	 the	

partnership’s	ambition	of	 improved	population	health—“we’re	so	 focused	on	the	here	
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and	now”	(Commissioning	Manager	Three)—and	second,	that	a	focus	on	organisational	

sustainability	was	not	enabling	a	focus	on	the	system,	something	which	was	agreed	as		

critical	 for	 the	 partnership	 to	 realise	 its	 ambition:	 “we’re	 trying	 to	 maintain	 the	

sustainability	 of	 organisations	 rather	 than	 the	 sustainability	 of	 services	 and	 systems”	

(Provider	Manager	One).		Most	simply	put	by	one	interviewee	was	a	sense	that	pursuing	

organisational	 goals	was	 leading	 to	 a	 lack	 of	 remembering	 the	 reason	 health	 or	 care	

organisations	existed	in	the	first	place:	“We	forget	that	we’re	here	to	make	the	lives	of	

ordinary	people	better”	(Commissioning	Manager	Four).	

	

There	were	further,	more	nuanced	issues	presented	in	the	data	relating	to	the	impact	of	

the	 presence	 of	 organisational	 focus	on	 the	way	 the	 partnership	was	operating.	 	 One	

interviewee	highlighted	the	tension	as	driving	more	insular	behaviours	as	a	method	of	

protection	from	the	complexity,	in	particular	where	the	partnership	might	be	moving	into	

areas	of	influencing	finances:		

Because	 the	 lines	 are	 blurring	 in	 terms	 of	what’s	 health	 and	what’s	 social	 care	
and…because	we’re	moving	away	from	‘Trusts	are	here	to	make	money	and	CCG’s	
are	here	to	fund	them’	because	we’re	moving	towards	different	models	in	terms	of	
how	they	generate	income,…there’s	a	lot	of	change	in	it,	a	lot	at	once	as	well,	so	I	
think	it	does	make	people	draw	back	into	their	organisational	boundaries.	I	think	
sometimes	we	say	we’re	working	in	partnership	on	the	surface,	but	realistically	the	
discussions	back	at	the	branch	are	very	different	(Commissioning	Manager	Two).			

Organisational	focus	was	also	described	as	a	challenge	to	some	of	the	positive	changes	

the	partnership	was	trying	to	encourage	including	thinking	about	populations	as	part	of	

the	natural	geography	of	GM—“local	authority	boundaries	are	a	hindrance	rather	than	a	

help…people’s	activities	and	lives	move	beyond	boundaries	and	they	don’t	think	about	

that”	(Partnership	Manager	Five)—and	supporting	individuals	who	were	trying	to	work	

as	system	leaders:		

If	I’m	at	a	meeting,	people	see	me	as	representing	the	CCG,	even	though	80%	of	my	
role	 is	working	on	system	reform.	So	actually,	if	 I	say	something,	no	matter	how	
much	I	caveat	that	by	saying	‘this	isn’t	the	CCG	view’,	because	it’s	on	some	minutes	
or	it’s	on	a	meeting	invite	somewhere	that	I	was	there	as	the	CCG	rep,	that’s	then	
perceived	as	an	organisational	position	(Commissioning	Manager	Two).				

	

Given	the	 impact	of	organisational	 focus	being	so	keenly	 felt	on	partnership	progress,	

interviewees	were	readily	able	to	reflect	on	the	reasons	for	this.		In	the	main	it	was	felt	

that	 organisational	 focus	 was	 driven	 from	 a	 requirement	 to	 manage	 the	 financial	
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situations	of	 each	organisation	 individually	within	 the	partnership	due	 to	 the	 current	

practices	used	by	the	external	regulatory	bodies:		

While	there	is	something	that	binds	us	together	I	think	we	have	still	not	grappled	
with	the	things	that	are,	not	pulling	us	apart,	but	where	the	real	pinch	points	are.	
And	at	the	end	of	the	day	it	is	about	regulation,	finance,	we	have	different	statutory	
regulatory	regimes	(Provider	Manager	One).	

	

Aside	 from	 the	 regulatory	 and	 financial	 sustainability	 requirement,	 five	 other	

contributory	reasons	for	such	a	strong	focus	on	organisations	were	identified	in	the	data,	

demonstrating	the	complexity	of	this	as	an	issue	for	the	overall	system.		First,	was	that	

leaders	that	are	now	in	organisational	positions	of	power	were	historically	conditioned	

to	protect	their	organisations:	“Chief	executives…probably	still	are	trained	I	suspect,	even	

though	 there’s	 rhetoric	 about	 system	 leadership,	 to	 the	 performance	 of	 your	 own	

organisation”	(LCO	Manager	Three).	 	Second,	that	a	change	in	direction	away	from	the	

custom	and	practice	of	working	within	organisational	boundaries	requires	leaders	to	step	

outside	the	comfort	of	their	organisations	and	be	more	adaptable	including	not	fearing	

changing	their	minds:	“it	might	mean	some	people	have	to	reverse	out	of	what	they’ve	

put	in	place	and	adopt	something	else.	And	they	don’t	want	to	do	that.	They’ve	invested	

in	 it.	 They’ve	 got	 people	who	 have	 invested	 their	 time,	 put	 their	 name	 to	 something	

maybe,	 and	I	 think	that’s	challenging”	(Provider	Manager	One).	 	Third,	was	that	 it	 felt	

safer	to	retain	what	had	gone	before:	“there’s	a	very	conservative	culture	in	the	public	

sector	which	clings	on	to	tried	and	tested	methodologies	and	relationships	and	so-on,	

even	when	they	know	perfectly	well	they’re	not	working,	but	they	still	won’t	take	a	risk	

and	do	something	different”	(Voluntary	Sector	Manager	One).		Fourth,	was	that	despite	

the	 push	 for	 distributed	 power	 and	 system	 leaders,	 that	 fundamentally	 many	

organisations	were	unwilling	to	share	power	and	resources:		

I	think	when	you	move	beyond	that	description	that	I’ve	just	given	to	say,	well,	how	
will	that	work,	what	does	integrated	care	actually	mean	in	terms	of,	 let’s	say,	the	
management	and	deployment	of	staff.	Then	it	becomes	much	trickier,	because	the	
individual	 organisation’s	 sovereignties	 become,	 in	 the	 foreground,	 and	 in	 some	
senses,	 I	wouldn’t	say	they’re	 intractable,	but	 they	are	very	tricky	(LCO	Manager	
Five).	

The	 fifth	and	 final	 reason	presented	was	 that	 the	 immediacy	of	operational	 issues	 for	

organisations	was	preventing	a	focus	on	strategic	change:		

All	sorts	of	additional	issues	come	up	along	the	way	that	are,	say,	a	response	to	an	
immediate	 set	 of	 circumstances,	 immediate	 urgent	 priority,	 whether	 it’s	 winter	
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pressure,	something	that	a	regulator	wants,	something	that	arises	from	unforeseen	
circumstances	like	a	key	person	suddenly	being	unavailable,	or	something	like	that	
(LCO	Manager	Five).	

 

Interviewees	 described	 the	 power	 and	 influence	 of	 hospitals	 as	 being	 particularly	

challenging	in	protecting	their	organisational	power	and	boundaries:	

There’s	 always	 been	 a	 façade	 in	 any	 local	 place	 if	 you’re	 trying	 to	 bring	 about	
genuine	place	leadership.		There’s	a	sectoral	culture	in	particular	in	the	NHS	where	
for	 example	 the	 Chief	 Exec	 of	 the	 hospital	 will	 always	 turn	 up	 at	 your	 Council	
convened…local	strategic	partnership	saying	‘I	fully	accept	the	need	for	prevention	
and	for	my	services	to	shrink’,	but	the	actual	behaviours	of	the	organisation	are	very	
different	than	the	thing	said	in	that	space	(Council	Manager	One).			

The	reasons	for	this	type	of	behaviour	were	presented	as	financial,	“an	agenda	around	

tariff…so	 the	misalignment	of	 incentives	was	 so	 strong”	 (Council	Manager	One),	 short	

term	focus,	“there	is	no	direct	incentive	for	them	to	invest	in	something	that	might	deliver	

returns	until…perhaps	five,	ten	years	down	the	track”	(Commissioning	Manager	Four),	

and	concerned	around	letting	go	of	activity:	“it’s	really	hard	to	say,	as	an	Ops	Manager	of	

a	big	Acute	Trust:	‘yes,	I’m	prepared	to	let	you	do	something	different	to	my	patients,	I’m	

prepared	 to	 let	 another	provider	 come	 in	and	 see	and	 treat	 those	patients,	 instead	of	

those	patients	going	through	my	system’	(Commissioning	Manager	Three).	

	

5.7.2 Critical perceptions of each other 

The	 second	 significant	 area	 of	 challenge	 that	 came	 through	 in	 the	 data,	 not	 always	

directly,	but	in	the	lens	through	which	interviewees	framed	their	stories	and	provided	

data,	was	in	interviewees	perceptions	of	each	other.		Data	were	mainly	presented	at	the	

organisational	level,	although	there	were	some	data	collected	which	related	to	individual	

leaders.	 	Where	direct	data	were	presented,	there	was	a	greater	quantum	where	there	

were	more	critical	or	negative	views	of	each	other	than	positive,	which	 is	 likely	 to	be	

working	in	opposition	to	the	development	of	trusting	and	honest	working	relationships.		

One	interviewee	described	the	nature	of	the	negative	perceptions:	“I	think	there’s	some	

ingrained	 prejudices”	 (Commissioning	 Manager	 One)	 whilst	 another	 described	 their	

enduring	 presence:	 “there’s…assumptions	 and	 judgement	 about	 other	 people’s	

motivations…	people	like	refer	back	to	things…it’s	almost	like	a	memory	thing—you	go	

into	 that	 place,	 and	 that’s	 it.	 	 So	 we’re	 trying	 to	 recognise	 that	 and	 break	 it”	

(Commissioning	 Manager	 Five).	 	 Consistently,	 different	 parts	 of	 the	 partnership	
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membership	 had	 generalised	 views	 about	 each	 other	 which	 seemed	 relatively	

entrenched	 and	 judgemental.	 	 Examples	 included:	 “we	 need	 strong	 commissioning.	

Informed,	 knowledgeable,	 strong	 commissioning,	 to	 override	 some	 of	 the	 political	

machinations,	and	we	don’t	have	that”	(Provider	Manager	One),	“I	feel	like	our	providers	

have	a	really	strong	hold	on	us”	(Commissioning	Manager	Three),	and	“I	 think	we	are	

different	and	probably	divergent	between	the	way	in	which	transformation	of	the	NHS	is	

going	at	the	moment…	the	hierarchy	is	just,	it’s	astounding”	(Council	Manager	Two).			

	

5.7.3 Complexity, fragmentation and uncertainty 

Complexity,	 in	particular,	has	been	cited	 in	 the	above	 analysis	 as	a	 contributor	 to	 the	

challenges	 to	 system	 leadership,	 distributed	 power,	 collective	 decision	 making	 and	

relationships.		It	is,	therefore,	worth	noting	where	the	complexity	that	individuals	were	

facing	 in	 the	 partnership	was	 being	 driven	 from.	 	 First,	 data	 indicated	 that	 the	 new	

operating	model	and	structure	of	the	partnership	in	GM,	coupled	with	the	involvement	of	

so	many	stakeholders	was	a	challenge	for	implementation	of	ideas:	“so	it’s	easy	to	have	a	

good	idea.	It’s	a	lot	more	difficult	to	make	it	a	reality….when	you’ve	got	such	a	complicated	

system…a	 multiplicity	 of	 teams,	 organisations,	 whatever	 it	 might	 be”	 (Partnership	

Clinician	One).	 	Second,	data	indicated	that	the	scale	of	the	ambition	and	the	challenge	

presented	for	GM	in	improving	population	health	was	innately	complex.		One	interviewee	

described	this	as	“a	big	massive	melting	pot,	how	on	earth	do	you	get	through	some	of	

that.		My	view	is,	you	have	to	live	in	it,	that’s	the	reality	if	the	world”	(LCO	Manager	Four).		

Whilst	complexity	was	accepted	as	challenging,	one	interviewee	deemed	it	important	to	

ensure	 that	 this	 was	 not	 used	 as	 an	 excuse	 for	 not	 tackling	 the	 important	 issues:	

“Sometimes	we	kind	of	think,	if	we	don’t	talk	about	it,	 it	will	go	away…if	a	certain	idea	

isn’t	being	championed,	it’s	really	easy	for	things	to	slide	off	the	agenda	because	they’re	

too	hard	or	there	isn’t	enough	people	here	to	do	it	or	it’s	not	a	priority”	(Commissioning	

Manager	Three).	

		

Additional	to	complexity,	the	fragmentation	of	the	current	system	was	raised	as	testing—

“the	myriad	of	contracts	that	were	out	there,	just	unbelievable,	all	bitsy	bitsy	bitsy	[sic]	

contracts”	 (Council	 Manager	 Two)—with	 services	 not	 focussed	 on	 the	 needs	 of	 the	

population:		
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Often	 families	and	citizens	don’t	meet	 that	 threshold	so	they	then	bob	about	 the	
system,	not	actually	getting	what	they	need,	and	passed	from	pillar	to	post,	and	then	
ultimately,	9/10	times,	their	needs	then	escalate,	and	they	do	meet	the	threshold,	
and	 we’ve	 missed	 the	 opportunity	 to	 improve	 their	 life	 chances	 (Partnership	
Manager	Two).			

This	sense	of	a	fragmented	system	not	supporting	the	improvement	of	population	health	

was	described	as	the	major	opportunity	and	area	of	impact	that	the	partnership	could	

bring	 value	 to	 when	 partners	 worked	 together,	 particularly	 in	 developing	 integrated	

service	provision	as	the	solution:		

Fragmentation	really	doesn’t	provide	services	that	are	joined	up	for	the	public.		So	
although	 sometimes	 partnership	 arrangements	 are	 tense	 and	 difficult	 because	
we’ve	come	in	from	different	cultural	organisations,	actually	it’s	really	necessary	to	
change	anything	on	the	ground	for	patients,	in	terms	of	integrating	services,	joining	
up	 services,	 even	 the	 co-locating	 in	 the	 same	building	 (Commissioning	Manager	
Five).			

	

Uncertainty,	 as	 an	 undercurrent	 in	 the	 data	 was	 described	 by	 a	 small	 number	 of	

interviewees.	 	 It	 is	worth	noting	that	 they	came	from	localities	where	the	partnership	

arrangements	were	less	mature,	and,	as	individuals,	they	were	not	working	at	the	most	

senior	level	in	the	organisations	they	were	employed	in.	 	This	perhaps	indicates	a	link	

between	 uncertainty	 and	 the	 need	 for	 heads	 of	 organisations	 to	 ensure	 greater	

understanding	 of	 partnerships	 across	 their	 teams.	 	 Linked	 also	 to	 complexity,	 one	

interviewee	described	how	uncertainty	was	impacting	their	locality:	“I	think	people	are	

just	feeling	a	bit	lost…we	don’t	really	know	what	we’re	working	towards,	whereas	when	

it	 was	 ‘produce	 a	 plan’,	 people	 knew	 when	 that	 was	 happening	 and	 what	 we	 were	

working	towards	and	what	their	role	was	and	I	don’t	think	we’ve	defined	what	everyone’s	

role	is”	(Commissioning	Manager	Two).		The	commentary	around	not	knowing	what	they	

were	working	 towards	 could	 perhaps	 be	 down	 to	 a	 lack	 of	 strong	 articulation	 of	 the	

overall	 vision	 for	 GM,	 being	 more	 limited	 to	 a	 small	 group	 currently,	 or	 could	 be	

associated	with	the	translation	of	that	vision	into	something	meaningful	for	the	locality.		

Data	 supports	 both	 of	 these	 suggestions.	 	 One	 interviewee	 described	 the	 process	 of	

reflection	for	the	GM	system-level	partnership	team	in	their	own	uncertainty	as	to	the	

vision,	 including	 the	 moment	 of	 realisation	 when	 they	 settled	 on	 it	 being	 about	

population	health	and	wealth	and	rejected	alternative	outside	influences:		“it	was	almost	

like	a	weight	being	lifted	off	because	you	say	‘yeah,	absolutely	this	is	what	we	wanna	[sic]	

do	and	we	know	what	we’re	all	about,	and	we’d	forgotten	because	we’d	been	pommelled	
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into	a	particular	avenue’”	(Partnership	Manager	One).		The	other	suggestion—the	weak	

translation	 of	 vision	 into	 tangible	 action	 for	 the	 locality—was	 also	 confirmed	 as	 a	

plausible	 explanation:	 “At	 a	 very	 high	 level	 you	 could	 go	 ‘we’re	 working	 towards	

implementing	the	integrated	care	partnership	and	implementing	a	single	commissioning	

function’,	but	that’s	an	awful	big	thing.	We’ve	not	really	got	what	are	the	steps	towards	

that”	(Commissioning	Manager	Two).	

	

5.7.4 Blame 

The	final	theme	worthy	of	mention	as	undesirable	was	that	of	blame.		This	was	described	

as	preventing	progress	due	to	fear	of	failure:	“the	system	in	which	we	operate	is	quite	

unforgiving	 about	 failure”	 (Commissioning	 Manager	 Four).	 	 Furthermore	 it	 was	

described	as	the	underlying	culture	preventing	the	shared	sense	of	system	development	

across	GM:		

If	you	had	a	culture	where	we	said,	‘listen	there’s	something	we	want	to	try	and	do	
across	GM’,	so	let’s	say	[locality]	is	struggling	here	or	[locality]	had	a	massive	issue	
in	their	care,	what	tends	to	happen	in	this	scenario	is,	every	other	economy	goes	
‘not	me,	woohoo!	I’m	just	going	to	hide	over	here!’		And	actually	what	we	want	to	
do,	we	want	to	be	going,	‘in	order	for	us	all	to	succeed,	place	one	needs	to	succeed’.		
It’s	the	pace	of	the	slowest.	 	And	there	isn’t	a	culture	in	this	country	that	enables	
that.		It’s	all	about	blame	and	fault	(LCO	Manager	Four).	

	

Data	 collected	 on	 the	 themes	 of	 organisational	 focus,	 perceptions	 of	 each	 other,	

complexity,	 fragmentation,	uncertainty	and	blame	generally	 supported	 the	 conclusion	

that	 these	 factors	 were	 working	 against	 the	 partnership.	 	 These	 themes	 are	 alike	 in	

nature,	being	the	themes	that	are	perhaps	most	silently	eroding	progress,	and	similarly	

to	the	theme	of	personal	gain,	form	the	factors	that	are	perhaps	most	taboo.	 	They	are	

important	 findings	 in	 relation	 to	 the	 factors	 that	will	 either	progress	 partnerships	 or	

undermine	them,	the	latter	being	the	case	for	these	themes.		

	

A	summary	of	key	components	of	theme	area	seven	is	included	in	Box	5.7.5	overleaf.	
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5.7.5 Summary theme area seven: Underlying issues 

• Organisational	 focus	was	 identified	as	a	major	 issue	 impacting	upon	both	people’s	

participation	in	the	partnership	and	on	progress	and	realisation	of	outcomes	through	

the	partnership.	

• Reasons	for	the	presence	of	an	organisational	focus	included:	

o A	requirement	to	individually	manage	the	finance	of	organisations	constituent	

to	the	partnership	because	of	the	approach	by	the	regulators.	

o Leaders	had	been	historically	conditioned	to	protect	their	organisations.	

o A	change	in	direction	away	from	the	custom	and	practice	of	working	within	

organisational	boundaries	required	leaders	to	step	outside	the	comfort	of	their	

organisations.		Some	leaders	were	either	unwilling	or	unable	to	do	so.	

o It	felt	safer	to	retain	the	organisational	practices	and	processes	that	had	gone	

before.	

o Fundamentally,	 many	 organisations	 were	 unwilling	 to	 share	 power	 and	

resources.	

o The	immediacy	of	operational	issues	for	organisations	preventing	a	focus	on	

strategic	change.	

• There	were	historical	and	ongoing	critical	perceptions	of	each	other,	mainly	at	 the	

organisational	level.	

• The	complexity,	fragmentation	of	the	current	system,	and	uncertainty	about	what	the	

partnership	was	meant	to	achieve	acted	as	a	background	de-stabiliser	for	partnership	

progress.	

• There	remained	a	culture	of	blame	which	prevented	a	fully	shared	sense	of	working	

together	for	overall	system	development.	
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5.8 Theme area eight: External factors 

This	final	section	analyses	the	themes	that	were	identified	in	the	data	as	impacting	on	the	

partnership,	but	initiated	from	outside	of	the	partnership.		Whilst	it	could	be	argued	that	

they	are	outside	of	the	direct	control	of	the	partnership,	they	do	not	fall	outside	of	the	

scope	of	influence	for	the	partnership.		This	is	especially	the	case	for	the	GM	partnership	

given	the	added	status	that	devolution	affords	the	partnership,	and	the	assumed	support	

for	success	that	outside	bodies	would	have	 for	 the	GM	partnership	being	the	 first	and	

most	extensive	test	bed	for	devolution.		This	assumption	was,	however,	questioned	in	the	

data:	“there’s	probably	a	little	bit	of	genuine…mischief	in	it	that	actually	people	are	a	bit	

fed	up	with	GM	saying	how	different	we	are,	and	they	wouldn’t	mind	bringing	us…down	

a	peg	or	two	in	all	of	this”	(Partnership	Manager	Four).	

	

The	themes	to	be	explored	in	more	detail	below	include	how	accountability	structures	

are	affecting	the	working	of	partnership,	including	the	role	of	the	regulators	and	impact	

of	 national	 targets,	 the	 partnerships	 relationship	with	government,	 and	 the	 impact	 of	

legal	arrangements	on	partnership	working.	

	

5.8.1 Accountability, role of the regulators and the impact of competition 

The	 current	 approach	 to	 accountability	 for	 both	 constituent	 organisations	 to	 the	

partnership,	 and	 to	 taking	 a	 system	 approach,	was	 consistently	 described	 as	 a	major	

barrier	for	effective	partnership	working,	appearing	in	both	of	the	top	ten	most	frequent	

and	 broadly	 discussed	 themes	 in	 the	 data.	 	 There	 was	 a	 conscious	 realisation	 that	

accountability	 for	 system	development	and	performance	needed	 to	be	 shared	but	 the	

mechanics	 of	making	 that	work	were	 still	 seen	 as	 an	 issue:	 “I	 think	we	 know,	 as	 an	

alliance,	that	we	have	to	all	be	accountable,	I	think	practically	speaking,	I’m	not	sure	how	

that	 works	 at	 the	 moment”	 (Commissioning	 Manager	 Three).	 	 Furthermore,	 the	

conditions	 for	 creating	 system	accountability	were	not	deemed	 to	be	present	due	 the	

constant	 focus	 on	organisational	performance:	 “There’s	 no	 incentive	 there	 for	 system	

work.	 And	 if	 anything	 I	 think	 it	 deliberately	 undoes	 some	 of	 the	 behaviours,	 and	

unfortunately	 because	 performance	 is	 getting	more	 and	more	 challenging	with	 every	

year,	 it	 feels	 like	 the	 situations	 in	which	 that’s	 happening	 are	 growing	 in	 frequency”	

(Commissioning	Manager	Two).			
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There	was	a	deep	understanding	and	desire	to	move	to	a	new	accountability	regime	that	

would	better	support	the	aspirations	of	the	partnership	for	improved	population	health	

through	overall	system	development:	“So	you’ve	got	to	be	accountable	for	things	that	are	

important,	it	seems	to	me…I	need	to	be	more	accountable	for	school	readiness	and	less	

accountable	for	an	urgent	care	system”	(Council	Manager	Two).		However,	data	indicated	

the	outdated	accountability	approach	was	not	assisting	in	leaders	feeling	able	to	share	

responsibility	for	the	system:		

I	think	actually	it’s	very	hard	then	to	prioritise	partnership	working	and	cede	some	
control	when	you’re	still	held	professionally	accountable	in	an	old	world	assurance	
process…If	I	was	a	Chief	Exec	of	a	council,	why	would	I	start	taking	responsibility	
for	A&E	performance?		They’ve	got	enough	on	their	plates	without	also	having	to	
share	accountability	for	that	(Commissioning	Manager	Two).			

	

Similarly	 to	 reflections	 on	 power	 retention	 and	 organisational	 focus	 being	 more	

prevalent	 in	 FTs,	 there	 was	 an	 interesting	 observation	 made	 about	 the	 alignment	 of	

accountability	 for	 FTs	 within	 localities	 being	 unfavourable:	 “it’s	 quite	 unbelievable,	

there’s	 no	 accountability	 to	 place,	 it’s	 a	 Foundation	 Trust,	 there’s	 no	 accountability,	

there’s	nothing	we	can	do.		To	actually	step	into	the	organisation,	massive	organisation	

having	 a	 massive	 impact	 on	 this	 locality,	 nothing	 we	 can	 do,	 because	 the	 only	

accountability	 that	ever	seemed	to	exist	on	an	FT	was	 its	regulator”	(Council	Manager	

Two).	 	 This	was	 felt	 to	 be	 particularly	 relevant	 given	 the	 direction	 of	 the	GM	system	

around	developing	locality	partnerships	focussed	on	place.		Furthermore,	the	competitive	

nature	of	FTs	was	a	 concern:	 “there	are	all	 these	 structures,	 these	Foundation	Trusts	

which	are	a	bloody	nightmare	really,	you	know	they	were	set	up	almost	in	competition	

with	each	other.	And	so	we	need	to	get	that	to	be	much	more	co-operative	system	rather	

than	the	competitive	system”	(Partnership	Manager	Five).		One	interviewee	suggested	a	

practical	approach	to	resolving	the	issue	of	competition:	“in	part,	 in	order	to	maintain	

those	partnerships,	we	have	to	explicitly	compartmentalise	what	we	are	partnering	on.	

And	other	things	we	will	compete	on.	And	we	will	continue	to	compete	on,	but	we	will	do	

it	in	an	open	way”	(Provider	Manager	One).	

	

There	was	a	high	level	of	concern	expressed	about	a	fundamental	issue—organisations	

within	 the	 partnership	 were	 being	 regulated	 by	 different	 bodies	 and	 as	 individual	
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entities.	 	 This	 concern	 was	 expressed	 by	 several	 interviewees.	 	 The	 reason	 this	was	

deemed	such	as	issue	was	because	the	regulatory	bodies	were	seemingly	not	interested	

in	 the	 same	 things	 that	 the	 partnership	 was	 aiming	 to	 achieve:	 “there	 is	 a	 bit	 of	 a	

disconnect	between	the	regulatory	environment	in	which	we	operate,	and	the	outcomes	

that	we	are	delivering”	(Commissioning	Manager	Four).	 	Due	to	this	lack	of	alignment,	

there	was	a	risk	that	organisations	could	choose	to	follow	the	direction	of	their	regulator	

given	that	was	how	their	success	was	currently	being	measured.		The	following	piece	of	

data	 relates	 to	 providers	 and	 FTs,	 however,	 the	 same	 could	 be	 true	 of	 any	 other	

organisation	with	another	 regulatory	body	making	alternative	demands	or	measuring	

alternative	outcomes	 to	 that	of	 the	partnership:	 “I	 guess	 the	 inherent	position	 is,	 you	

know,	those	providers	or	FT’s	they	can	always	go	back	and	say,	this	is	all	interesting,	but	

actually,	 their	regulators:	we	do	what	 they	say	and	that’s	where	we	are.	And	until	 the	

regulatory	position	changes,	the	primary	legislation	position	changes,	Monitor	have	to	do	

that,	and	the	CQC10	have	to	do	what	they	do.”	(Provider	Manager	One).	

	

Given	the	level	of	concern	expressed	about	the	accountability	framework	focussing	on	

organisations,	interviewees	were	able	to	present	three	main	reasons	as	to	why	this	was	

being	perpetuated.		They	did	this	with	a	strong	sense	of	feeling	and	frustration.		First,	the	

regulatory	 approach	 was	 described	 as	 dis-integrated	 between	 major	 sectors:	 “a	

regulatory	 framework	that	says	 ‘we	want	you	to	 integrate,	but,	at	 top	 level,	we	can’t’”	

(LCO	Manager	Four)	and	focussed	solely	on	organisations	rather	than	the	system:	“it	tests	

organisational	efficiency	and	organisational	effectiveness,	it	needs	to	test	just	as	equally,	

partnership	 effectiveness	 and	 partnership	 efficiency”	 (Commissioning	Manager	 Four).		

Second,	 the	 role	 of	 targets	 in	 distracting	 the	 partnership	 from	 delivering	 against	 its	

population	health	and	system	ambitions:		

I	just	keep	getting	‘Billy	Dos’11	coming	down	to	me	asking	for	stuff.	They	send	stuff	
into	my	organisation	I	don’t	even	know	about,	asking	for	data	that	actually	never	
goes	anywhere.	You	know,	the	obsession	about	“four	hour	wait”,	it	is	really	kind	of	
this	 thing	that	actually	 impacts	upon	very	tiny	numbers	of	people	but	absolutely	
dominates	the	whole	system,	the	obsessive	nature	of	that	which	completely	skews	
the	way	that	investment	gets	made,	and	sucks	money	out	of	the	stuff	that	you	should	
be	doing	(Council	Manager	Two).			

                                                        
10	Care	Quality	Commission—independent	inspector	of	all	health	and	social	care	services	in	England.	
11	‘Billy	Do’	is	a	slang	phrase	used	colloquially	in	the	North	of	England	to	mean	someone	who	is	annoying,		
misguided	or	nosey,	and	knows	little	of	the	situation	they	are	asking	about. 
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Third,	the	past	history	of	encouraging	competition—“the	whole	thing’s	been	designed	to	

create	 conflict	 and	competition”	 (Council	Manager	Two)—including	 the	 split	between	

commissioning	and	provision:		

The	 commissioner-provider	 is	 a	 completely	 artificial	 split,	 it’s	 just	 ideological…	
Stops	 things	 from	 happening,	 intervention	 doesn’t	 take	 place…you	 take	 half	 a	
system,	put	it	over	there…you	put	some	paper	wall	in	the	way,	you	introduce	lots	of	
competition	 on	 stuff	 that	 actually	 fragments	 systems,	 introduces	 high	
overhead…and	stops	the	health	service	from	connecting	to	other	work	bits	in	the	
public	service.	 	 It’s	 just	astounding	when	you	 look	at	 it,	and	yet	 it	 is	a	prevailing	
paradigm	(Council	Manager	Two).	

	

One	of	the	original	reasons	for	the	national	policy	on	competition	was	to	stimulate	the	

health	care	market	and	reduce	costs,	however,	the	lived	experience	of	the	interviewees	

that	 commented	 on	 the	 role	 of	 competition	 in	 partnership	 did	 not	 support	 this	 idea,	

including	 citing	 that	 competition	 was	 deemed	 as	 fundamentally	 undermining	

partnership	working	through	creating	conflict:	

As	a	local	authority	chief	executive	in	the	days	PCTs	and	hospitals,	where	I	used	to	
walk	 into	 rooms	 and	 it	 felt	 like	 ‘Relate’12,	 because	 the	 whole	 system	 has	 been	
designed	so	the	commissioner	and	the	provider	will	fall	out	with	each	other,	they	
will	just	argue	and	nothing	gets	done	because	of	that,	and	it’s	not	collaborative,	and	
it	actually	introduces	lots	of	frictional	costs	that	are	really	expensive,	and	very	hard	
to	quantify,	but	enormously	expensive,	and	it	stops	things	from	happening	(Council	
Manager	Two).			

	

5.8.2 Legal arrangements, relationship to government and policy 

Final	to	this	group	of	external	themes	are	the	legal	arrangements	and	impact	of	policy	on	

the	partnerships.	 	On	the	whole	the	current	legal	framework	within	which	partnership	

were	expected	to	operate	was	described	unfavourably,	particularly	in	regard	the	options	

for	structural	change:	“there’s	probably	too	much	bureaucracy	if	I’m	honest	with	you,	but	

that’s	 the	 nature	 of	 the	way	we’ve	 had	 to…manage	 the	 partnership.	 I	 keep	 saying	 in	

rooms,	the	law	is	not	kind	and	therefore,	because	the	law	is	not	kind,	you	have	to	find	the	

structures”	(Council	Manager	Two).		There	was	also	concern	that	without	legal	simplicity	

and	stability	to	support	partnerships,	this	may	pose	future	threat	to	their	sustainability:		

What	we’ve	done	so	 far	without	any	real	 legal	change,	 formal	change,	 legislative	
change	or	anything,	but	at	some	point,	you	can	only	push	that	so	far	and	at	some	

                                                        
12	Relate	is	a	well-known	UK	based	organisation	that	offers	counselling	and	support	on	personal	
relationships.	
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point,	the	risk	that	there’s	no	safety	net…you’re	stretching	it,	a	piece	of	elastic	and	
at	some	point,	it	will	get	overstretched	and	you’ll	go	all	the	way	back	to	the	start	
(Partnership	Manager	Four).	

	

Linked	to	the	earlier	analysed	theme	of	audacity	and	a	long	history	of	working	together	

on	complicated	problems,	there	was	also	a	positive	commentary	around	GM	expecting	to	

engage	and	influence	at	national	level:	“some	of	it	might	be	simple	as	custom	and	practice.		

So,	Greater	Manchester’s	leadership	meets,	and	always	meets…It	expects	to	refresh	and	

update	 a	 direct	 relationship	 with	 government	 so	 that’s	 what	 we	 do”	 (Partnership	

Manager	Three).		This	included	the	useful	ability	to	influence	and	shape	future	policy	as	

evidenced	through	development	of	ICS	policy	thinking:	“I	think	the	STP13	concept	came	

up	because	of	the	work	we	did	in	2015.		I	think	the	ICS	concept	came	up	out	of	the	work	

that	we	did	in	2016.		And	the	thing	that	goes	beyond	the	ICSs	will	come	out	of	the	work	

that	we’re	doing	now”	(Partnership	Manager	Three).	 	Whilst	the	ability	and	belief	that	

GM	could	 influence	policy	was	evident,	 there	were	cautionary	notes	 in	 the	data	about	

what	happens	when	policy	dictates	direction	for	somewhere	with	the	level	of	ambition	

seen	in	GM:			

Locally,	 something	 really	 exciting	 and	 innovative	 can	 come	 through	 based	 on	
circumstance	and	based	on	opportunity	and	based	on	alignment…And	then,	that	can	
get	turned	into	some	sort	of	national	programme,	and	slowly	the	life	gets	sucked	
out	of	 the	 idea	and	 the	very	 thing	 that	made	 it	 interesting	 in	 the	 first	place	gets	
sucked	out	(Commissioning	Manager	One).			

There	was	also	recognition	of	the	threat	that	national	policy	was	still	a	powerful	impactor	

which	 in	 the	 view	 of	 this	 interviewee	 would	 hamper	 progress	 of	 the	 partnership,	

particularly	around	population	health	improvement:	“so	the	apex	of	their	[national	policy	

makers]	 thinking	 is,	 ‘what	 does	 an	 integrated	 care	 system	 look	 like?’…And	 our	

perspective	on	that	is	that	we	think	the	brief	for	us	is	broader…if	we	get	stuck	in	a	cul-de-

sac	 that’s	 just	 about	 operating	 an	 ICS	 we	 lose	 all	 of	 this	 opportunity”	 (Partnership	

Manager	Three).	

	

In	summation	on	the	external	factors,	the	clear	narrative	for	system	development	in	GM	

perhaps	means	everything	around	that	system	has	to	change	too	in	order	to	create	the	

most	supportive	environment.		That	thinking	could	apply	to	regulation,	law	development,	

                                                        
13	STPs	were	formed	in	2016	across	England.	
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performance	measurement,	workforce	planning,	or	infrastructure	investment	decisions,	

essentially,	anything	which	is	initiated	outside	of	the	partnership.		It	is	likely,	therefore,	

that	 this	will	be	a	key	message	 for	policy	makers	and	those	holding	national	portfolio	

roles.  

 

A	summary	of	key	components	of	theme	area	eight	is	included	in	Box	5.8.3	below.	

 

5.8.3 Summary theme area eight: External factors 

• The	current	approach	to	accountability	was	consistently	described	as	a	major	barrier	

for	effective	partnership	working—organisations	within	the	partnership	were	being	

regulated	by	different	bodies	and	as	individual	entities	which	did	not	support	a	focus	

on	the	overall	system	or	partnership	function.	

• The	conditions	for	creating	system	accountability	were	not	deemed	to	be	present	due	

the	constant	focus	on	organisational	performance.	

• The	current	 legal	 framework	within	which	partnerships	were	expected	 to	operate	

was	described	unfavourably,	particularly	in	regard	to	options	for	structural	change.	

• GM	 had	 a	 long	 history	 of	 working	 together	 and	 of	 engaging	 and	 influencing	 at	 a	

national	level,	including	the	view	that	the	work	in	GM	would	shape	future	ICS	policy	

development.		This	was	seen	as	a	positive	factor	within	GM.	
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6. Building Understanding Through Analysis of Literature and 

Interviewee Perspectives 

This	 chapter	 further	 explores	 the	 themes	 presented	 in	 the	 analysis	 in	 Chapter	 Five,	

moving	from	presenting	the	findings	in	the	data	thematically,	to	exploring	meaning	in	the	

data	which	is	of	relevance	to	the	research	questions	of	this	project.		The	purpose	of	this	

chapter	 is	 to	 reflect	 on	 the	 data	 and	 literature	 reviewed	 to	 build	 understanding	 and	

context.	 	 This	 includes	 commencing	 the	 process	 of	 generalisation,	where	 the	 findings	

relating	to	the	GMHSCP	will	be	discussed	in	broader	more	general	terms;	this	process	will	

enable	 conclusions	 to	 be	 drawn	 and	 the	 research	 questions	 to	 be	 answered	 in	 the	

following	 chapter.	 	 Contained	 in	 this	 chapter	 are	 references	 to	 findings	 which	 have	

already	been	stated	or	implied	in	Chapter	Five,	and	as	such	are	not	new.		Instead	findings	

are	re-quoted	here	to	support	a	particular	argument	or	 to	highlight	a	particular	point.		

Similarly,	where	literature	exists	to	support	an	argument	it	is	referenced	here.			

	

The	 literature	 used	 in	 this	 chapter	 is	 drawn	 predominantly	 from	 that	 presented	 in	

Chapter	Two,	where	the	arguments	presented	are	re-examined	in	light	of	the	findings	of	

this	research.		It	is	worth	re-noting	that	the	literature	is	limited	to	that	of	the	health	and	

care	field	rather	than	incorporating	learnings	from	other	industries.		The	reasons	for	this	

are	presented	in	section	1.5.	

	

This	 chapter	 seeks	 to	explore	 two	questions:	 	 ‘what	did	 this	 study	 find?’	 and	 ‘what	 is	

already	 known?’	 A	 third	 question—what	 does	 this	 study	 add?—will	 be	 addressed	 in	

Chapter	Seven.		The	first	question—what	did	this	study	find?—is	answered	in	sections	

one	 and	 two	 of	 this	 chapter.	 	 Section	 one	 (6.1)	 uses	 the	 thematic	 data	 to	 discuss	

connections	 between	 themes,	 including	 where	 themes	 are	 acting	 in	 opposition.	

Additionally	the	academic	and	practical	considerations	from	the	research	are	discussed.		

Section	 two	 (6.2)	 uses	 attributable	 data	 associated	 with	 interviews	 to	 explore	

perspectives	and	patterns	in	the	data.				The	second	question—what	is	already	known?—

is	 answered	 in	 section	 three	 of	 this	 chapter.	 	 Section	 three	 (6.3)	 explores	 the	 data	

collected	 for	 this	 research	 in	 comparison	 to	 the	 literature	 reviewed	 in	 Chapter	 Two	

including	 exploring	 areas	of	 agreement	 and	 contradiction.	 	 This	 comparison	provides	
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additional	 learning	 around	 the	 research	 concepts	 of	 value,	 partnership	 process	

optimisation	 and	 challenges	which	 will	 be	 used	 to	 answer	 the	 research	 questions	 in	

Chapter	Seven.		The	chapter	concludes	with	exploring	the	limitations	of	this	research	and	

linking	this	with	opportunities	for	further	research	as	outlined	in	section	7.7.	

	

The	primary	question	for	this	research	project	(RQ1)	is:	‘What	is	the	value	of	partnerships	

for	organisations	aiming	to	 transform	health	and	wellbeing	outcomes?	 	The	 following	

sub-questions	(SQ)	were	devised	which	focussed	data	collection	on	the	key	concepts	of	

value,	optimisation	and	challenges	in	order	to	enable	conclusions	to	be	drawn:		

• Value:	
o SQ1:	What	is	the	value	of	working	in	partnership?	
o SQ2:	Are	partnerships	better	than	prior	arrangements?	

• Optimisation:	
o SQ3:	What	is	needed	for	partnerships	to	realise	their	full	potential?	
o SQ4:	Which	factors	contribute	most	to	successful	partnerships	in	the	current	

context?	
• Challenges	

o SQ5:	What	are	the	barriers	and	challenges	(internal	or	external	to	the	
partnership	itself)	for	effective	partnership	working?	

	

6.1 Section one—discussion of themes 

In	the	previous	thematic	analysis	chapter	(Chapter	Five),	connections	and	interactions	

between	themes	were	briefly	described.		This	section	further	explores	those	connections	

and	 interactivities	 by	 first,	 discussing	 the	 evident	 dependencies	 leading	 to	 new	 ideas	

relating	 to	 the	 optimisation	of	 partnerships,	 and	 second,	 exploring	where	 themes	 are	

acting	as	opponents	leading	to	new	insight	regards	balancing	of	factors	when	working	in	

partnership.		Discussion	is	based	on	data	which	are	either	directly	referenced,	including	

instances	of	a	unique	piece	of	data	being	coded	to	more	than	one	related	theme,	or	where	

an	idea	is	implied	in	the	data	and	can	then	be	further	extrapolated	and	connected	to	other	

ideas	to	draw	fresh	conclusions.		The	discussion	of	the	thematic	data	and	section	one	(6.1)	

of	this	chapter	is	concluded	through	the	presentation	of	a	series	of	academic	and	practical	

considerations.		Whilst	these	have	been	generated	from	the	data,	their	profundity		comes	

from	the	connections	that	the	data	have	enabled	the	primary	researcher	to	make	between	

theory	(or	the	data)	and	practice	or	application	in	the	workplace.		In	other	words,	these	

ideas	have	been	identified	as	both	new	and	practically	useful	for	individuals	who	may	be	
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working	in	partnerships	and	thinking	about	how	to	improve	their	processes	in	pursuit	of	

outcome	realisation.	

 

6.1.1 Connections between themes suggesting interdependence 

The	following	discussion	is	based	on	exploring	the	most	important	identified	connections	

between	themes	which	are	of	relevance	to	the	research	questions	of	 this	project.	 	The	

ideas	presented	are	structured	around	three	areas:	1)	leaders	in	partnerships,	2)	effective	

decision	making,	and	3)	developing	relationships.	 	As	outlined	in	the	previous	analysis	

chapters	(Chapters	Four	and	Five),	all	of	these	theme	areas	were	identified	strongly	in	

the	data	as	being	important	to	both	the	value	and	optimisation	of	partnership	working.		

Whilst	the	three	areas	would	be	regarded	as	highly	familiar	in	the	literature	and	as	being	

important	as	subjects	in	their	own	right,	they	are	worthy	of	deeper	discussion	because	

the	data	outlined	a	clear	interdependence	between	multiple	themes	in	enabling	leaders,	

decisions	and	relationships	to	be	more	effective	and	relevant	for	partnerships.		Each	of	

the	 areas—leaders,	 decisions	 and	 relationships—and	 their	 interdependent	 and	

supporting	themes	will	now	be	explored	in	turn.	

	

6.1.2 New thinking for partnership leaders—high impact through influential individuals  

Whilst	leadership	and	its	associated	subthemes	was	identified	as	important	in	the	data,	

it	 was	 not	 simply	 the	 presence	 of	 leadership	 that	 was	 described.	 	 It	 was	 the	 style,	

characteristics,	 leadership	 choices	 and	 actions	 that	 were	 identified	 as	 important	

contributors	 to	whether	 leaders	would	 be	 successful	 in	working	within	 partnerships.		

Furthermore,	despite	the	challenges	to	leaders	in	working	in	partnership,	the	majority	of	

data	 collected	 pointed	 towards	 senior	 leaders	who	were	 holding	 the	 balance	 around	

whether	partnerships	were	likely	to	flourish	or	fail,	where	flourishing	or	failing	appeared	

dependent	upon	choices	that	the	leaders	themselves	were	making	about	their	influence	

on	 the	partnerships	 they	were	 involved	 in.	 	Put	 simply,	 the	 factors	which	determined	

whether	 leaders	 ensured	 partnership	 success,	 both	 in	 terms	 of	 good	 partnership	

processes	and	the	delivery	of	outcomes,	was	not	related	to	an	absence	of	challenge—most	

of	the	challenges	leaders	faced	could	be	either	mitigated,	worked	around	or	ignored—

instead	overall	success	was	more	closely	related	to	four	elements:	
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1. Leaders’	power,	decisions	and	access	to	resources	for	impact.	

2. Leaders’	attributes	and	characteristics	for	the	development	of	followership.	

3. Leaders’	focus	on	the	system.		

4. Leaders’	level	of	ambition.	

The	 presence	 and	 balance	 of	 each	 of	 the	 above	 four	 elements	 appeared	 to	 determine	

whether	or	not	leaders	were	enabling	partnership	progress	or	hindering	it.		Each	of	these	

key	areas	will	now	be	further	discussed.	

	

6.1.2.1 Leaders’ power, decisions and access to resources for impact 

In	questioning	 instances	where	 interviewees	were	able	 to	 identify	 leaders	whom	they	

thought	of	as	being	supportive	of	partnerships	whilst	also	having	high	impact,	the	three	

themes	of	power,	decision	making	and	access	to	resources	emerged	most	strongly.		For	

each	of	the	three	themes,	data	indicated	that	the	most	impactful	leaders	in	a	partnership	

were	 usually	 deriving	 their	 direct	 power,	 ability	 to	 make	 decisions	 and	 access	 to	

resources	 from	 within	 their	 organisation—it	 was	 positional	 in	 nature:	 “single	 line	

authority…in	public	sector	environments…with	positional	power,	can	drive	change	that	

would	not	otherwise	occur”	(LCO	Manager	Five).			Where	power,	ability	to	make	decisions	

and	access	to	resources	was	not	available,	either	directly	or	through	influence	to	senior	

partnership	leaders,	it	was	felt	that	progress	would	always	be	limited:	

At	 the	 moment	 my	 ability	 to	 have	 levers	 where	 I	 might	 say:	 ‘well	 I	 need	 to	
commission	this	OD	programme’,	or	when	I’ve	been	out	on	clinical	visits,	to	phone	
up	and	say	‘just	order	this	piece	of	equipment,	it	will	make	a	difference.	I	want	it	to	
happen	now.’		They’re	not	there.		I	have	to	work	through	the	Council	systems,	I	have	
to	 work	 through	 the	 hospital	 systems.	 	 The	 start-up	 budget	 that	 we’ve	 got	 is	
overspent,	it’s	had	all	sorts	of	other	commitments	put	against	it	that	I	would	never	
have	agreed	to,…I	haven’t	got	that	same	authority	(LCO	Manager	Three).	

	

Assuming	power,	ability	to	make	decisions,	and	access	to	resources	was	present,	what	

successful	partnership	 leaders	(as	 identified	and	named	in	the	data)	 then	did	denoted	

them	as	different	when	operating	within	the	partnership	compared	to	if	the	partnership	

did	 not	 exist	 and	 they	were	 leading	 a	 standalone	 organisation.	 	 They	 behaved	 in	 two	

different	 ways.	 	 First,	 they	 focussed	 on	 how	 their	 organisational	 leadership	 could	

contribute	 to	 the	partnership;	 their	organisational	power,	decision	making	and	use	of	
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resources	was	aligned	to	support	the	aims	of	the	partnership	i.e.	they	made	conscious	

choices	about	what	they	were	bringing	to	the	partnership	party.	 	Second,	and	perhaps	

most	sophisticated	and	 least	commonly	observed	 in	the	data,	 the	most	 influential	and	

impactful	 leaders	within	 the	partnerships,	 alongside	 their	organisational	 contribution,	

sought	power,	opportunity	to	make	decisions,	and	greater	ownership	of	overall	system		

resources	(rather	than	their	own	organisational	resources)	from	within	the	partnership.		

Leaders	operating	in	this	way,	usually	alongside	other	organisational	leaders	that	formed	

their	locality	partnership,	did	this	in	the	following	five	ways.		1)	Greater	shared	power	

was	gained	through:	visibly	distributing	their	own	personal	power	and	reputation	into	

the	 partnership;	 influencing	 through	 personal	 credibility;	 and	 an	 evident	 ability	 to	

motivate	their	colleagues	and	peers	as	equal	partners.		2)	Leaders	had	spent	time	building	

and	 nurturing	 relationships	 and	 were	 therefore	 trusted	 enough	 to	 be	 regarded	 as	

someone	who	should	be	listened	to,	hence	the	acceptance	and	exchange	of	distributed	

power.		3)	Leaders	sought	a	broader	ability	to	be	part	of	collective	decisions	from	within	

the	 partnership,	 building	 consensus,	 successfully	 challenging	 their	 peers,	 providing	

support	and	encouraging	a	constructive	approach	to	the	difficult	conversations	that	the	

partnership	might	need	to	have.		4)	They	took	organisational	risks	for	the	furthering	of	

the	partnership,	and	would	not	have	been	comfortable	in	accepting	the	status	quo.	 	5)	

Leaders	 sought	 to	 influence	and,	 in	some	cases,	own	 the	 resources	of	 the	partnership	

rather	 than	 just	 their	 organisation,	 though	 the	 encouragement	 of	 pooled	 place-based	

budgets,	ownership	of	each	other’s	risks,	a	shared	responsibility	for	system	performance	

and	wider	responsibility	for	the	overall	development	of	their	place.		As	one	interviewee	

described,	partnership	leaders	needed	to	care	and	be	proactive	about	things	that	would	

not	have	traditionally	fallen	to	leaders	working	within	health	to	be	involved	in:	“[Our]	

hospital	 Chief	 Exec	 needs	 to	 understand	 what	 the	 skills	 agenda	 is	 for	 its	 borough”	

(Council	Manager	Two).		This	was	in	recognition	that	it	was	the	collective	impact	of	the	

system	not	a	single	organisational	that	was	influencing	areas	of	high	cost,	requirement	

for	investment,	and	whether	or	not	a	risk	would	be	successfully	mitigated,	and	that	it	was	

through	orientating	all	organisations	around	the	requirements	of	a	place	that	complex	

issues	and	longitudinal	changes	to	the	wider	determinants	of	health	and	wellbeing	could	

begin	to	be	addressed.	
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6.1.2.2 Leaders’ attributes and characteristics for the development of followership 

If	one	considers	the	new	thinking	on	leadership	as	being	layered,	with	the	above	base	

layer	 requirements—power,	 ability	 to	 make	 decisions	 and	 access	 to	 resources—

established,	 the	 next	 layer	 of	 requirement	 for	 leaders	 related	 to	 their	 personal	

characteristics	 and	 ability	 to	 motivate	 others.	 	 The	 data	 were	 clear	 that	 there	 was	

significant	 opportunity	 for	 leaders	 to	 create	 a	 sense	 of	 direction	 and	 demonstrate	

willingness	to	work	together,	and	that	this	was	variable	across	GM:		

I	think	it	feels	stronger	in	some	places	than	others.	I	think	others	have	grasped	it	
and	said,	‘we’re	gonna	[sic]	create	an	integrated	place-based	system	here.	That’s	the	
shared	goal	of	all	of	the	partners	in	the	area.	We’re	gonna	[sic]	work	towards	that	
and	we	can	solve	some	of	the	technical	issues	after	that’.	I	think	other	places	have	
got	 stuck	 on	 the	 kind	 of	 technical	 governance	 procurement	 issues	 up	 front	 and	
really	haven’t	been	able	to	move	beyond	that	(Partnership	Manager	Seven).	

	

Critical	to	not	becoming	stuck	on	the	technical	issues,	and	a	common	factor	in	localities	

where	their	partnership	was	not	too	caught	up	with	the	technical	issues	and	had	found	

pragmatic	 solutions,	 was	 the	 level	 of	 understanding	 of	 the	 partnership	 beyond	 their	

senior	team	and	in	other	key	workforce	groups.		It	appeared	that	this	had	been	created	

by	 the	most	 senior	organisational	 leaders	 creating	expectations	 for	 their	 teams	 in	 the	

creation	 of	 the	 partnership	 and	 in	 prioritising	 efforts	 around	 population	 health	 gain.		

These	 leaders,	 identified	 and	 named	 in	 the	 data,	 also	had	 a	 selection	of	 the	 following	

attributes	and	characteristics:	

• Having	a	sense	of	presence	and	charisma.		They	were	well	respected	and	in	the	main	

well-liked	(LCO	Manager	Four).	

• Engaging	and	good	at	keeping	people	involved.		They	knew	how	to	build	relationships	

and	when	 to	pay	 them	attention	 to	ensure	 they	operated	 smoothly	 (LCO	Manager	

Four).	

• Being	able	to	articulately	and	convincingly	convey	a	vision	and	inspire	people	to	join	

their	movement	(Commissioning	Manager	Four).	

• Smart	and	good	critical	 thinkers—able	to	react	with	high	 levels	of	 intelligence	and	

emotional	intelligence,	including	changing	their	mind	in	response	to	new	information,	

listening	and	debating	(Partnership	Manager	Five).	
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• Not	fazed	by	complex	and	challenging	situations	or	ambiguity—adaptable,	agile,	and	

highly	resilient	 in	order	to	deal	with	the	constantly	changing	environment	and	the	

test	of	complexity	(LCO	Manager	Four).	

• Having	 a	 healthy	 risk	 appetite	 and	 geared	 towards	 taking	 action	 rather	 than	

procrastination	or	constant	strategising	(Commissioning	Manager	One).	

• Networked	to	each	other	in	order	to	both	manage	the	risk	of	continuity	and	remove	

the	 impact	 of	 negative	 factors	 such	 as	 ego,	 doubters	 and	 pessimists	 through	

developing	a	large	enough	quantum	of	strategic	capacity	(Partnership	Manager	One).	

• Being	constantly	focussed	on	the	future	and	able	to	think	creatively	about	what	might	

be	possible	(Partnership	Clinician	One).	

• Having	energy	for	change	and	encouraging	this	in	others	(Partnership	Clinician	Two).	

• Being	bold	and	brave	including	being	audacious	and	highly	ambitious,	and	not	willing	

to	accept	mediocrity	(Partnership	Manager	Three).	

	
Whilst	the	data	did	not	suggest	every	leader	required	all	of	the	above	attributes,	it	could	

be	argued	 that,	 given	 the	data	 indicating	 the	most	 influential	 and	progressive	 leaders	

across	GM	as	possessing	a	selection	of	such	attributes,	 the	more	that	any	 leader	could	

align	their	style	and	actions	with	the	attributes,	the	more	likely	they	might	be	in	leading	

the	partnership	to	be	successful.	

	

6.1.2.3 Leaders’ focus on the system and level of ambition 

The	penultimate	layer	of	the	new	thinking	on	leadership,	and	perhaps	the	most	critical	in	

terms	of	overall	partnership	success,	relates	to	leaders	ability	and	willingness	to	focus	on	

the	system	rather	than	their	organisation,	and	to	determine	their	level	of	ambition	for	

their	place.	 	Ultimately,	with	power,	decision	making	ability	and	access	to	resources	in	

place,	 alongside	 the	 personal	 characteristics	 to	 motivate	 others,	 these	 leaders	 were	

ideally	placed	to	create	change.	 	However,	whether	this	change	would	be	beneficial	for	

the	 aims	 of	 the	 partnership	 or	 their	 own	 organisation	 seemed	 dependent	 upon	 two	

factors.	 	 First,	whether	 they	 chose	 to	 focus	on	place	and	population	or	organisational	

performance,	and	second,	how	ambitious	and	driven	they	were	for	change	at	pace	and	

scale.		If	leaders	chose	to	focus	on	their	organisation,	which	as	data	suggested	was	largely	

being	 driven	 by	 accountability	 regimes	 that	 remained	 focussed	 on	 organisational	
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performance,	organisational	gains	would	likely	be	large	given	the	power	and	influence	

these	leaders	had.		However,	that	would	come	at	a	price	for	the	partnership,	both	in	terms	

of	disappointment	and	negative	perceptions	of	that	organisation	and	its	leader	amongst	

other	partnership	leaders,	and	in	a	probable	lack	of	place-based	and	population	health	

outcomes	for	the	partnership.	 	As	one	interviewee	put	it,	these	types	of	leaders,	which	

were	identified	as	present	in	GM	were	creating	“an	island	of	success	in	a	sea	of	failure”	

(Partnership	Manager	Four).		However,	if	leaders	chose	to	focus	on	place	and	population	

which	aligned	to	the	core	areas	of	impact	for	the	partnership,	then	it	was	increasingly	

possible	that	their	impact	would	be	put	to	best	use	to	realise	the	partnership’s	vision.	

	

6.1.2.4 Leaders’ level of ambition 

Across	GM,	and	particularly	from	the	GM	Partnership	Team,	a	tiered	model	of	ambition	

was	 evident	 within	 the	 data	 collected.	 	 This	 finding	 was	 corroborated	 by	 the	Whole	

System	Approach	model	as	presented	in	the	Population	Health	Plan	2017-2021	(Greater	

Manchester	Health	and	Social	Care	Partnership,	2017,	p.	18).		The	model	can	be	seen	in	

Appendix	Six.		At	its	core	was	the	ambition	to	deliver	an	integrated	health	and	care	system	

which	mainly	focussed	on	services	being	redesigned	to	be	optimised	around	the	needs	of	

people	rather	than	the	needs	of	the	organisations	providing	the	services.		This	was	closely	

followed	by	a	second	tier	and	ambition	to	create:		

Something	that	we	might	describe	as	a	population	health	system.		It’s	attainable	and	
will	 probably	 be	 secured	 over	 the	 course	 of	 the	 next	 two	 years…Which	 is	 us	
recognising	 that…we	 can	 connect	wider	 public	 services	 in	 the	 VCSE	 [voluntary,	
community	 and	 social	 enterprise	 sector]	 in	 a	way	 that…doesn’t	 exist	 anywhere	
else…it	means	that	we’ve	got	a…commissioning	portfolio	that	exists	between	local	
government,	the	NHS,	the	combined	authority,	and	the	office	of	the	mayor	that	has	
some	common	purpose	lodged	in	it	(Partnership	Manager	Three).		

The	third,	and	arguably	most	complex	tier,	was	to	improve	health	and	wellbeing	as	a	key	

contributor	to	a	productive	economy.	 	 It	 is	 important	 to	consider	this	 tiered	model	of	

ambition	because	the	extent	to	which	leaders	ambition	across	GM	aligned	with	the	model	

appeared	to	correlate	with	the	degree	of	partnership	maturity	and	progress	across	the	

LCOs;	leaders	with	greater	ambition	were	involved	in	more	successful	LCOs.			
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For	LCOs	whose	senior	leadership	displayed	a	high	level	of	ambition,	appeared	to	have	

unity	between	leaders	across	the	locality,	and	were	aware	of	the	model,	data	contained	

multiple	references	to	the	local	partnership	being	focussed	on	indicators	which	would	

make	a	contribution	at	tier	three.		Outcomes	such	as	increasingly	healthy	life	expectancy,	

discussion	 of	 the	 wider	 determinants	 such	 as	 ensuring	 that	 people	 had	 meaningful	

employment	and	good	quality	homes,	and	the	overall	work	of	public	services	in	ensuring	

children	were	ready	to	start	school	at	the	age	of	five	were	described	in	the	data	of	the	

more	progressive	LCOs:		

Until	two	years	ago	I’d	never	heard	of	the	statistic	about	school	readiness	and	now	
I’d	 say	 it	 comes	 up	 in	 nearly	 every	 conversation.	 	 I’d	 never	 really	 talked	 or	
contemplated	what	the	standards	of	care	might	be	like	in	care	homes	and	how	that	
might	impact	on	a	hospital.		None	of	that.		Because	I’ve	come	up	through	the	acute	
sector	 of	 the	 mental	 health	 sector	 and	 I’m	 worried	 about	 patients	 in	 beds,	 as	
opposed	to	thinking	about	the	population	(LCO	Manager	Two).	

Conversely,	 in	 areas	 where	 senior	 leaders	 ambition	 was	 lower,	 which	 was	 usually	

coupled	with	greater	organisational	 focus	and	disagreement	between	organisations	at	

local	level,	interviewees	either	talked	about	more	transactional	change—predominantly	

improving	 payment	 mechanisms—or	 worse	 talked	 of	 small	 issues	 taking	 up	 large	

amounts	of	 time:	“we’re	still	squabbling	back	and	forth…how	integrated	are	we	really	

when	we’ve	got	people	doing	tit	 for	 tat	payments	of	only	thirty	quid”	(Commissioning	

Manager	Two).		Whilst	it	could	be	argued	that	some	types	of	transactional	improvements	

do	have	benefit	and	are	worthy,	this	might	be	more	difficult	to	justify	if	a	full	appreciation	

of	the	costs	involved	in	the	partnership	was	calculated	for	that	type	of	benefit	realisation	

alone.	

	

In	 summary,	 the	 four	 interlinking	elements	 for	partnership	 leaders	appear	 to	present	

new	thinking	on	how	to	improve	the	process	of	partnership	working,	and	to	influence	the	

outcomes	to	realise	value	from	the	partnership.		This	is	directly	relevant	for	the	topics	of	

value	 and	 partnership	 optimisation	 being	 examined	 by	 this	 research	 project.		

Furthermore,	 it	 is	 worthy	 of	 note	 that	 the	 link	 between	 value	 and	 partnership	

optimisation	was	 made	 in	 several	 pieces	 of	 literature	 reviewed	 (Antunes	 &	 Moreira,	

2013;	Calciolari	&	Ilinca,	2011;	Charles,	2017;	Dowling	et	al.,	2004;	Petch,	2012),	where	

value	is	referred	to	as	outcomes	and	partnership	optimisation	is	referred	to	as	process.		

For	the	link	between	process	and	outcomes	to	be	maintained,	it	can	be	argued	that	the	
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four	elements	for	partnership	leaders	must	be	present	simultaneously	for	the	following	

reasons:	

• 1)	Impact:	there	will	unlikely	be	change	delivered	through	partnership	mechanisms	

without	positional	power,	ability	to	make	decisions	and	access	to	resources.		These	

should	 then	 be	 distributed	 into	 the	partnership.	 	Without	 this,	 there	 is	 a	 risk	 that	

outcomes	are	not	realised.	

• 2)	 Personal	 characteristics:	 without	 the	 presence	 of	 the	 necessary	 attributes	 and	

characteristics,	the	risk	is	that	other	people	working	within	the	partnership	become	

disengaged	and	disinterested	 in	 following	 leaders	because	 they	are	unclear	on	 the	

what	they	need	to	do	and	how	they	need	to	behave	to	support	partnership	success.		

Without	this	the	partnership	working	process	is	unlikely	to	be	optimised	resulting	in	

a	 limited	 amount	 of	 change	 being	 realised,	 with	 leaders	 unable	 to	 deliver	

transformational	change	or	sustain	results.	

• 3)	System	focus	and	4)	ambition:	without	the	vision	of	leaders	being	focussed	on	the	

system	 and	 aligning	 with	 the	 tiered	 model	 of	 ambition	 (Whole	 System	 Approach	

model)	there	is	a	risk	that	leaders’	impact	will	result	in	change	that	does	not	align	with	

the	direction	of	the	partnership;	outcomes	might	be	realised	but	they	will	not	be	ones	

that	are	deemed	important	by	the	partnership.	

The	 above	 combination	 of	 elements	 would	 require	 further	 testing,	 however,	 the	

requirement	to	have	all	four	present	is	arguable	from	two	sources.	First,	is	from	direct	

descriptions	of	successful	leaders	that	were	offered	by	interviewees.		Second,	by	studying	

the	leadership	types	and	attributes	of	the	leaders	from	the	LCOs	who	have	made	greater	

progress	both	on	their	processes	and	in	delivering	early	outcomes.	

	

6.1.2.5 What does this new thinking on leadership add? 

As	previously	described,	none	of	the	above	four	elements	are	new	or	unfamiliar	in	the	

wider	literature	as	stand-alone	topics.		However,	the	presentation	of	the	characteristics	

of	the	elements—in	particular	that	of	distributed	power	and	access	to	resources—and		

the	argument	that	they	must	all	be	present	in	combination,	arguably	begins	to	make	a	

new	 contribution	 beyond	 that	 of	 the	 current	 literature.	 	 The	 label	 for	 this	 type	 of	

leadership	 most	 commonly	 found	 in	 recent	 literature	 is	 that	 of	 	 ‘system	 leadership’	

(Charles	 et	 al.,	 2018;	 Hulks	 et	 al.,	 2017;	 Patterson,	 2019).	 	 Whilst	 there	 are	 some	
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similarities	in	the	nature	of	the	five	factors	presented	by	Hulks	et	al.	(2017)	and	the	four	

elements	described	in	this	thesis,	Hulks	et	al.	present	five	things	that	leaders	need	to	do,	

whereas	the	four	elements	presented	here	are	a	more	balanced	mix	of	things	leaders	need	

to	have	access	to	do	and	decide.		Furthermore,	there	are	two	observations	worth	noting	

regards	 the	difference	 in	 the	system	leadership	described	 in	 the	 literature	and	 in	 this	

thesis.	 	The	 first	 is	 that	system	leadership	 is	referred	to	more	as	a	phenomena	where	

leaders	start	focussing	on	the	system	rather	than	their	organisation	(Charles	et	al.,	2018),	

instead	 of	 it	 being	 a	 set	 of	 skills,	 behaviours,	 or	 attributes	 that	 can	 be	 measured	 or	

observed.		The	second	is	that	system	leadership	is	described	relatively	loosely	and	usually	

in	 the	 form	of	 style	and	behaviours	 rather	than	 the	presence	of	 any	other	 supporting	

factors.		Indeed,		Charles	et	al.	(2018)	argue	that	style	appears	to	matter	more	than	which	

organisation	 a	 leader	might	 come	 from.	 	 However,	 the	 thinking	 on	 impactful	 leaders	

proposed	 in	 this	 thesis	 suggests	 otherwise;	 this	 research	 argues	 that	 whilst	 style	 is	

important	(as	per	the	set	of	proposed	personal	characteristics),	that	both	having	power	

and	access	to	resources	which	usually	comes	from	organisational	position,	and	making	a	

conscious	choice	to	utilise	this	for	the	good	of	the	system	are	perhaps	more	important	in	

effecting	change	through	the	partnership.				

	

6.1.3 Effective decision making in partnerships 

Whilst	 decision	 making	 ability	 has	 been	 discussed	 as	 a	 key	 theme	 contributing	 to	

impactful	 leaders	 within	 partnerships,	 the	 data	 also	 suggested	 inter-relationships	

between	the	broader	themes	of	leadership,	power,	understanding,	ownership	and	time	

in	 enabling	more	 effective	 decision	making	within	 partnerships	 and	 between	 leaders.		

There	 were	 two	 significant	 points	 worthy	 of	 note.	 	 The	 first	 was	 that	 better	 quality	

decisions	 focussed	 on	 the	 system	 were	 the	 realisation	 of	 shared	 leadership	 and	

distributed	power.		There	was	evidence	in	the	data	that	suggested	this	was	happening	in	

GM:	“	[What	we]	have	got	is	commissioners	and	providers	in	the	same	room,	and	I	think,	

making	better	decisions”	(Provider	Manager	One),	and	“the	reasons	that	those	meetings	

can	sometimes	feel	a	bit	dull	is	because	agreement	breaks	out	quite	frequently	and	we	

pass	strategies”	(Commissioning	Manager	One).		The	main	challenges	to	making	better	

quality	decisions	was	described	in	the	data	as	a	lack	of	understanding	across	the	broader	

remit	of	the	health	and	care	system:		
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So,	none	of	us	have	perfect	knowledge.	 I	don’t	understand	local	government	and	
social	care	as	much	as…I	would	like	to.	But	I	am	acutely	aware	that	local	government	
colleagues	don’t	understand	health	as	much	as	 they	need	to,	 in	order	to,	 I	 think,	
effect	 some	 of	 the	 decisions	 that	 they	will	 now	be	 part	 of,	within	 a	 place-based	
decision	making	arrangement	(Provider	Manager	One).			

	

The	second	significant	link	between	leadership,	power	and	decision	making	was	that	with	

the	three	factors	combined	and	optimised	in	their	style	(system	focussed,	distributed	and	

with	a	willingness	to	take	a	risk)	there	was	greater	opportunity	and	willingness	to	discuss	

difficult	 decisions	 through	 the	 partnership:	 “There	 is	 no	 question	 when	 I	 look	 more	

broadly	 that	we	 are	 doing	 things	 and	making	 decisions	 here	which	 others	 are	 really	

struggling	with”	(Partnership	Clinician	One).		There	was	further	support	in	the	data	that	

the	 system	was	showing	more	sophisticated	behaviour	 in	 its	 approach	 to	tackling	 the	

difficult	issues:	

People	are	getting	bolder	in	terms	of	‘what	are	your	lines	in	the	sand	that	you’re	not	
going	to	cross?’,	picking	your	battles…in	a	way	that’s	a	more	meaningful	partnership	
than	 if	 it	 is	 just	 everyone	 playing	 nice	with	 each	 other	 all	 the	 time,	 because	 the	
reality	 is	 that	we’re	going	 to	have	 to	make	difficult	decisions	 (Provider	Manager	
One).		

Underpinning	 both	 the	 partnership	making	 better	 and	more	 collective	 decisions,	 and	

tackling	the	difficult	and	big	decisions,	was	the	theme	of	ownership:	“the	beauty	of	the	

partnership…model	for	me	is	the	idea	that	when	you	get	to	a	decision	which	might	take	

you	a	little	more	time	than	you	wanted	to	do,	at	that	point,	everyone	feels	that	they	own	

it.	So	they	they’ve	bought	in	and	they	feel	bound	in”	(Partnership	Clinician	One).	

	

Whilst	the	value	of	collective	decision	making	appeared	to	be	clear,	whether	or	not	this	

occurred	 appeared	 to	 be	 highly	 dependent	 upon	 leadership	willingness	 to	 distribute	

power	and	focus	on	the	system	rather	than	on	progressing	siloed	organisational	aims,	

and	on	there	being	greater	levels	of	understanding	and	ownership	of	the	issues	and	the	

potential	solutions.		With	those	factors	in	place,	and	the	data	supporting	the	need	to	make	

progress	 towards	 the	 partnerships	 aims	 through	 collective	 decision	 making	 by	

consensus,	 the	main	 challenge	 for	 leaders	 appeared	 to	 be	 their	 ability	 to	manage	 the	

frustrations	 around	 the	 additional	 time	 that	 may	 be	 needed	 to	 ensure	 greater	

understanding	 of	 the	 issues	 across	 the	 system	 for	 leaders,	 and	 managing	 unrealistic	

expectations	 of	 rapid	 progress	 on	 a	 large	 scale.	 	 Furthermore,	 opportunity	 to	 deliver	
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meaningful	 change	 through	 effective	 decisions	 appeared	 to	 present	 itself	 when	 local	

political	power	and	decision	making	could	be	focussed	on	high	quality	decision	making	

and	 support	 for	 change,	 rather	 than	 be	 distracted	 around	 issues	 relating	 to	 retaining	

political	control	within	a	local	authority	area.	

	

6.1.4 Developing meaningful relationships for partnership success 

The	data	indicated	a	strong	relationship	between	trust	and	time	in	the	development	of	

meaningful	relationships	within	the	partnership;	it	could	be	argued	that	trust	and	time	

are	intrinsically	linked—to	trust	someone	requires	an	individual	to	demonstrate	they	are	

trustworthy	over	an	extended	period	of	time.		Time	to	build	trust	was	described	in	two	

ways.		First,	in	terms	of	spending	time	together	where	the	type	of	contact	was	deemed	

highly	 important:	 “Face-to-face	 first”	 (LCO	Manager	 Four).	 	 Second,	 was	 in	 terms	 of	

allowing	 time	 to	 pass,	 where	 individuals	 could	 consistently	 demonstrate	 personal	

qualities	and	results	delivery	that	would	enable	others	to	trust	them.		Where	both	trust	

and	historically	spending	time	together	were	evident,	it	appeared	relationships	within	

the	partnership	were	healthy.		This	did	not	mean	that	individuals	agreed	all	the	time	on	

all	 decisions,	 however,	 it	 did	 mean	 that	 it	 was	 recognised	 that	 consensus	 had	 to	 be	

reached:	 “you	 can’t	 have	 a	 vote	 that	 splits…because	 that	 means	 that	 you	 can’t	

progress…because	you’ve	got	a	different	view”	(Council	Manager	Two).	 	Furthermore,	

trusting	and	honest	relationships	appeared	to	be	more	efficient—less	time	was	spent	on	

uncertainty	 around	 what	 another	 person’s	 view	 might	 be,	 less	 time	 was	 spent	 on	

misunderstanding	 communication	 that	 was	 unclear	 or	 deliberately	 vague,	 and	 more	

information	was	shared	freely	and	transparently	to	encourage	healthy	and	challenging	

debate	increasing	the	likelihood	that	the	most	complex	problems	could	be	understood	

and	potentially	solved	through	the	partnership.	

	

Additional	 to	 trust	and	time	as	 the	most	obvious	 factors	contributing	to	relationships,	

clear	and	shared	vision	and	goals	were	important	in	ensuring	people	could	work	together	

well	with	common	purpose	and	not	veer	off	track.	 	Furthermore,	the	presence	of	peer	

level	challenge	and	maturity	in	managing	issues	within	the	partnership	rather	than	them	

being	 externally	 aired	 were	 deemed	 important	 factors	 in	 sustaining	 relationships	
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through	the	most	challenging	periods.		The	main	learning	from	this	was	that	partnerships	

needed	to	be	able	to	detect	when	relationships	might	be	most	tested,	perhaps	in	times	of	

facing	 the	 most	 difficult	 discussions	 or	 in	 times	 of	 operational	 crisis,	 and	 ensure	

mechanisms	such	as	peer	challenge	and	agreed	levels	of	respect	remained	intact,	rather	

than	relationships	be	sacrificed	for	probable	short-term	and	organisational	gain.	

	

Finally,	pace	of	change	was	linked	to	relationships	mainly	because	of	concern	that	 the	

requirement	 for	 pace	was	 acting	 upon	 relationships	 unfavourably.	 	 This	 risk	 is	 likely		

related	to	the	 idea	that	when	systems	are	wanting	to	make	rapid	change	or	have	past	

experience	and	expectation	of	being	able	to	act	quickly,	autonomously	and	unilaterally,	

there	 might	 be	 a	 tendency	 to	 attempt	 to	 find	 short	 cuts	 that	 will	 save	 time,	 reduce	

complexity,	and	hold	on	to	power:	“there’s	a	lot	of	change	in	it,	a	lot	at	once	as	well,	so	I	

think	 it	 does	 make	 people	 draw	 back	 into	 their	 organisational	 boundaries”	

(Commissioning	 Manager	 Two).	 	 However,	 to	 abandon	 the	 partnership	 at	 times	 of	

challenge	would	 likely	 be	 at	 the	 expense	 of	 trust	 that	 has	 been	 built	 in	 relationships.		

Perhaps	assessing	how	quickly	pace	can	be	accelerated	whilst	maintaining	relationships	

could	 occur	 best	 at	 locality	 level;	 where	 relationships	 are	 stronger,	 perhaps	 because	

issues	have	been	handled	jointly	before,	pace	of	change	can	be	accelerated.		This	variation	

in	pace	 is	 really	determined	by	 the	trust	between	 individuals:	 “Leaders	 in…integrated	

care	 systems	have	been	heard	 to	observe	 that	 ‘progress	occurs	at	 the	 speed	of	 trust’”	

(Ham,	2018b,	p.	2).	

 

A	summary	of	the	key	components	relating	to	connections	between	themes	is	included	

in	Box	6.1.5	overleaf.	
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6.1.5 Summary: Connections between themes suggesting interdependence 

• Connections	and	 interdependencies	between	themes	support	 the	presentation	of	a	

new	 series	 of	 considerations	 for:	 partnership	 leadership,	 new	 insight	 into	making	

effective	 decisions	 through	 partnership,	 and	 factors	 that	 impact	 the	 formation	 of	

meaningful	relationships	for	partnership	success.	

• Leadership:	

o Partnership	 leaders	 should	 consider	 shared	 leadership,	 distributed	 power,	

and	collective	decision	making	on	the	use	of	resources	in	order	to	have	impact.		

Leaders	require	an	appropriate	 level	of	power,	ability	 to	 take	decisions	and	

access	to	resources	which	 is	usually	enabled	because	of	 their	position	 in	an	

organisation	 or	 by	 permitted	 influence	 on	 those	 resources	 from	 those	who	

currently	hold	them.	

o To	be	effective	 in	 supporting	 the	aims	of	partnership,	 leadership	 should	be	

focussed	on	place	and	populations	rather	than	organisational	gain	

o The	 level	 of	 ambition	 of	 senior	 leaders	 should	 align,	 particularly	 at	 locality	

level,	around	the	aspirations	for	the	system.		In	the	case	of	GM	that	is	to	the	

Whole	of	System	Approach	as	outlined	in	Appendix	Six.	

o Coupled	 with	 impact	 and	 ambition,	 leaders	 should	 possess	 several	

characteristics	 and	 attributes	 which	 enable	 understanding	 through	 their	

teams,	and	motivate	others	to	follow	them	in	their	partnership	work.	

• Decision	making:	

o Shared	leadership	and	distributed	power	led	to:	

§ Better	 quality	 decisions,	 usually	 by	 consensus,	 and	 focussed	 on	 the	

system	or	place.	

§ More	difficult	conversations	and	decisions	to	be	taken	more	regularly	

and	smoothly.	

o Effective	 decision	 making	 in	 partnerships	 needs	 time	 in	 order	 to	 build	

understanding	 and	 to	 manage	 the	 complexities	 associated	 with	 effecting	

transformational	 change	 across	 a	 system	 rather	 than	 transactional	 change	

within	an	organisation.	

Continued…	
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• Relationship	building:	

o Trust	 and	 time	 were	 the	 key	 factors	 in	 developing	 meaningful	 personal	

relationships	between	partnership	leaders,	including	the	need	for	face-to-face	

communication	especially	in	the	early	stages	of	relationship	formation.	

o A	 clear	 vision	 supported	 the	 formation	 of	 relationships,	 as	 it	 provided	 a	

rallying	point	and	purpose	for	relationships	to	be	maintained	around.	

o Healthy	relationships	were	maintained	through	the	presence	of	peer	challenge	

and	 respect,	 where	 leaders	 were	 able	 to	 challenge	 each	 other	 without	

sacrificing	their	relationships..	

o Pace	of	change	may	have	a	negative	effect	on	relationship	building;	decisions	

are	 forced	 more	 quickly	 or	 leaders	 revert	 back	 to	 their	 organisational	

sustainability.	
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6.1.6 Opposing themes 

Whilst	the	above	discussion	presents	groups	of	themes	that	support	each	other	and	are	

interdependent	in	nature,	the	data	also	reveal	important	ideas	regarding	themes	which	

may	work	in	opposition	to	each	other.		Some	of	the	themes	can	be	thought	of	as	simply	at	

opposing	ends	of	a	spectrum,	for	example,	organisational	focus	at	one	end	(less	desirable)	

with	a	population	focus	at	the	other	(more	desirable).		It	is	also	plausible	to	argue	that	

the	presence	of	other	themes	may	shift	the	position	on	the	spectrum	closer	to	one	end	or	

another.		In	the	above	example	of	organisational	focus	versus	population	focus,	it	could	

be	 argued	 that	 the	 current	approach	 to	accountability	pulls	 the	partnerships	 towards	

organisational	 focus,	 whereas	 system	 thinking	 would	 pull	 the	 partnership	 closer	 to	

population	focus.			

	

Given	the	presence	of	groups	of	themes	acting	for	and	against	each	other,	the	following	

forcefield	 diagrams	 (Straker,	 1995)	 have	 been	 constructed.	 	 The	 diagrams	 enable	 an	

analysis	 and	presentation	of	 themes	 indicating	which	 individual	 themes	are	making	a	

positive	or	negative	contribution	to	a	desirable	condition.		Three	desirable	conditions	or	

situations—scope	of	opportunity	for	outcomes,		scale	of	impact	and	sustainable	results—

are	 assessed	 using	 the	 diagrams	 to	 prompt	 thinking	 on	 which	 themes	 are	 helping	

compared	to	which	are	hindering.		The	three	desirable	conditions	were	chosen	due	to	the	

likelihood	 that	 they	 will	 form	 the	 major	 components	 of	 the	 value	 proposition	 of	

partnerships	(to	be	further	discussed	later).			

	

In	each	diagram,	themes	presented	in	the	data	are	grouped	according	to	whether	they	are	

working	to	support	the	partnership	or	against	the	partnership.		Due	to	the	interconnected	

nature	of	the	themes,	it	is	likely	that	various	nuanced	combinations	of	themes	could	be	

presented	and	be	equally	valid.		However,	the	overall	value	of	using	forcefield	diagrams	

is	 that	 it	enables	 further	thinking	to	be	developed	around	which	themes	are	the	more	

desirable	to	have	present	for	partnerships,	compared	to	which	are	less	desirable	due	to	

them	having	a	negative	impact	on	progress	or	partnership	working	processes.	
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Focus	on	population	health

Place-based	and	locality	driven

Opportunity	for	public	service	
reform

System	thinking

Bold	and	ambitious	vision

Bravery

Altruism

Future	focussed

Organisational	focus

Regulatory	approach	on	individual	
organisations	rather	than	system

Uncertainty	of	direction	and	value	of	
partnership

Focus	on	hospitals

Complexity	of	task

Personal	gain

Influential	leadership

Distributed	power

Structure	operating	at	different	
levels	- system,	place,	
neighbourhood

Healthy	risk	appetite	and	bias	to	
action

Formula	or	approach	to	drive	
change	forward

Understanding	beyond	senior	team	
lacking	- not	enough	people	
engaged	for	meaningful	change

Custom	and	practice	continues	the	
status	quo

Fragmentation	hampers	connection	
between	the	system

Figure 2: Forcefield diagram: Increasing scope of opportunity for outcomes 

	

 

 

 

 

 

 

 

 

 

 

Figure 3: Forcefield diagram: Large scale impact 
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Trusting	and	honest	relationships

Collective	decision	making

Shared	goals	and	vision

Constructive	challenge

All-win	preventing	sense	of	loss

Ownership	of	the	issues	and	
solutions

Pace	of	change	required

Organisational	culture	undermines	
change

Negative	perceptions	of	each	other

Legal	arrangements	hamper	
organisations	participating	fully

Policy	determines	a	new	direction	
which	is	not	aligned	with	partnership	
working

Figure 4: Forcefield diagram: More sustainable results 

 

	

	

	

	

	

	

	

	

	

Ensuring	adequate	understanding	 that	 there	are	 certain	 factors	present	 that	might	be	

working	against	something	more	desirable	happening	within	the	partnership	is	relevant	

both	for	considering	which	factors	are	working	for	and	against	the	process,	and	which	

factors	might	be	contributing	to	value	realisation,	versus	those	which	are	working	against	

this.		If	factors	that	are	opposing	progress,	as	described	as	challenges	in	the	data,	can	be	

better	collectively	understood	there	is	the	opportunity	for	leaders	and	policy	makers	to	

work	on	eliminating	them.			

	

The	 challenge	 of	 an	 outdated	 regulatory	 framework	 is	 relatively	 well	 and	 recently	

documented	 in	 the	 literature	 (Charles	 et	 al.,	 2018;	 Shand	 &	 Turner,	 2019;	 Timmins,	

2019),	and	so	a	good	example	of	this	for	improving	the	scope	of	opportunity	for	outcomes	

would	 be	 for	 the	 regulators	 to	 adapt	 their	 approach	 in	 a	 similar	way	 to	 the	 required	

expectation	 on	 leaders	working	 within	 partnerships,	 and	 to	 take	 a	 revised	 approach	

which	 places	 value	 on	 system	 performance	 rather	 than	 solely	 organisational-level	

accountability.	 	 With	 this	 change	 it	 could	 be	 reasonably	 anticipated	 that	 the	 leaders	

within	partnerships	would	be	more	readily	able	to	focus	on	the	system	rather	than	be	

distracted	by	a	required	concern	for	their	own	organisation’s	performance.		Furthermore,	

considering	both	contributory	and	opposing	forces	provides	leaders	with	useful	insight	
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into	the	whole	range	of	strengths,	weaknesses,	opportunities	and	threats	they	should	be	

managing,	 rather	 than	solely	 focussing	on	either	 the	positive	or	negative	 contributing	

factors.	

	

A	summary	of	the	key	components	relating	to	opposing	themes	is	included	in	Box	6.1.7	

below.	

	

6.1.7 Summary: Opposing themes 

• There	are	a	number	of	themes	in	the	data	that	can	be	identified	either	as	at	opposing	

ends	of	a	spectrum,	or	can	be	grouped	as	either	working	for	or	against	partnership	

optimisation	and	value	realisation.	

• If	 factors	which	 are	 opposing	 partnerships	 can	 be	 identified,	 it	 enables	 leaders	 to	

mitigate	them,	either	through	removing	the	occurrence	of	 the	 factor	or	working	to	

change	its	nature	so	that	it	becomes	a	supporting	factor.	

• Identifying	 opposing	 factors	 for	 partnerships	 which	 are	 more	 in	 the	 control	 of	

external	 stakeholders	 is	 useful	 to	 enable	 a	 clear	 articulation	 of	 how	 external	

stakeholders	might	be	able	to	better	support	partnerships.	
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6.1.8 Academic and practical considerations from the research 

The	 following	sub-section	 focusses	on	discussing	 the	most	profound	 thinking	 that	 the	

data	 have	 enabled,	 including	 innovative	 and	 novel	 ideas	 that	 provide	 contemporary	

insight	into	the	major	concepts	of	relevance	to	this	research	project—value,	optimisation	

and	challenges	of	working	in	partnerships.		These	are	the	emerging	ideas	from	the	data	

collected	and,	upon	reflection,	considered	the	most	insightful	either	because	they	reveal	

learning	which	does	not	appear	to	be	well	articulated	in	the	literature	relating	to	health	

and	care	partnerships,	or	that	it	explains	an	issue	or	idea	in	a	way	which	makes	applied	

rather	than	theoretical	sense.		In	some	cases	these	ideas	may	only	be	identified	by	data	

gathered	from	a	single	interviewee,	however,	they	are	judged	to	be	highly	important	for	

four	reasons:	

• They	are	likely	to	represent	the	most	important	learning	for	GM	being	at	the	edges	of	

innovation	in	partnership	development	or	only	being	thought	about	in	pockets	across	

the	 conurbation	where	benefit	might	be	derived	 from	considering	 spreading	good	

practice	more	widely.	

• They	are	likely	to	be	the	most	relevant	to	partnerships	outside	GM	given	their	novel	

nature	and	potential	to	solve	some	of	the	complex	problems	being	faced	in	both	the	

UK	and	in	other	comparable	systems	globally,	for	example,	in	New	Zealand.	

• They	 would	 most	 benefit	 from	 further	 research	 and	 reviews	 of	 literature	 being	

conducted	 to	 further	explore	 their	 effect	 and	 impact	on	partnerships,	 for	example,	

improving	health	and	wellbeing	through	creating	healthy	and	prosperous	places.	

• They	 provide	 insight	 into	 long	 standing	 assumptions	 by	 adding	 additional	 critical	

thought	to	the	reasons	for	something	thought	to	either	be	necessary	or	a	challenge	for	

partnerships.	

 

6.1.8.1 The Manchester difference 

Interviewees	described	working	in	the	partnerships	arrangements	in	GM	with	pride,	and	

with	a	strong	connection	and	affinity	to	Manchester	as	a	place.		In	particular,	people	were	

motivated	by	wanting	 to	make	 improvements	 for	 the	 communities	within	which	 they	

lived	and	were	driven	to	reduce	some	of	the	inequity	and	injustice	they	perceived	around	

local	residents	not	being	enabled	to	reach	their	full	potential	and	be	happy	and	healthy.		

Several	interviewees	described	an	emotional	connection	to	an	area,	“we’re	woven	into	
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it…My	management	team,	they	just	live	and	breathe	this	place…Eighty	percent	of	people	

that	work	 for	me	 live	 in	 this	 borough…this	 is	 the	 place	where	we	want	 to	 see	 things	

getting	better…they	care	about	it,	they	want	it	to	succeed”	(Council	Manager	Two),	and	

one	further	described	a	connection	to	the	natural	environment	and	landscape:	“there’s	a	

philosophy	that	runs	through	the	granite	stone	that	[locality]	is	made	of,	around	working	

together,	around	co-operation”	(LCO	Manager	One).	 	This	passion	 for	an	area	coupled	

with	 some	 enduring	 characteristics	 of	 the	 people—“we’re	 quite	 a	 bloody-minded	

Northern	 lot”	 (Voluntary	 Sector	 Manager	 One)—requires	 careful	 consideration	 for	

partnership	leaders.		Given	the	extent	of	the	focus	on	place-based	partnerships	existing	

mainly	 to	 serve	 a	 population	 as	 an	 emergent	 component	 of	 the	 value	 proposition	 for	

partnerships,	 questions	 such	 as	 the	 following	 become	 increasingly	 important:	 How	

important	is	it	that	someone	lives	where	they	are	working?		Can	they	be	passionate	about	

what	they	do	for	a	place	if	they	don’t	live	there?		Will	they	be	accepted	as	credible	by	local	

people	if	they	don’t	live	alongside	them	and	share	their	successes	and	pains?		The	data	

gathered	 from	 GM	 suggested	 people	 working	 in	 the	 complex	 environments	 that	

partnerships	present	needed	 to	 truly	 care	about	 the	place	and	 the	people	 in	order	 to	

maintain	a	resilient	focus	on	the	delivery	of	outcomes.		Therefore,	living	in	a	place	and	

alongside	a	population,	understanding	their	realities,	and	developing	an	affinity	for	an	

area	could	be	argued	as	an	important	factor	for	leaders	working	in	partnerships.	

	

6.1.8.2 Utilisation of community assets 

The	 requirement	 to	 take	 a	 different	 view	 on	 assets	 was	 presented	 in	 the	 data	 as	 a	

challenge	for	those	working	in	partnership—not	to	continue	to	focus	on	services,	but	to	

change	their	approach	to	one	of	enablement,	community	empowerment	and	utilisation	

of	community	assets:			

I	think	there’s	a	moral	conflict	because	people	go	into	public	service	because	they	
believe	in	public	service	and	they	want	to	serve	the	public,	but	it	is	not	appropriate,	
actually,	to	serve	the	public,	if	the	current	climate	dictates	that	we	have	to	do	much	
more	to	enable	the	public,	and	to	resource	the	public	(Voluntary	Sector	Manager	
One).	

Arguably,	the	predominant	mode	of	operation	within	health	and	care	to	date	has	been	to	

provide	efficient	and	accessible	services	to	solve	health	issues,	where	cycles	of	planning,	

commissioning,	contracting	and	evaluation	have	been	the	prevailing	approach.	 	Within	
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these	 cycles	 the	 main	 types	 of	 assets	 used	 would	 be	 financial	 resources	 and	 the	

professional	workforce.		However,	the	data	indicated	a	new	requirement	for	partnership	

sustainability:	empowering	communities	and	working	alongside	them	to	utilise	the	latent	

and	specific	assets	that	exist	outside	of	public	service	provision.		This	is	similar	in	nature	

to	the	proverb:	‘Give	a	Man	a	Fish,	and	You	Feed	Him	for	a	Day.	Teach	a	Man	To	Fish,	and	

You	Feed	Him	for	a	Lifetime’.		Partnerships	need	to	provide	fewer	fish,	and	more	teaching	

of	fishing,	and	to	do	this	will	require	new	thinking	and	new	forms	of	investment.			

	

6.1.8.3 Integration in practice 

Whilst	integration	remained	a	major	talking	point	in	the	data	and	there	were	specific	

examples	 of	 integration	 clearly	 identifiable	 in	 the	 data—structural	 integration	 of	

teams	or	organisations	such	as	CCGs	and	Local	Authorities,	a	joint	workforce	approach,	

or	 the	 joining	 of	 sectors	 or	 areas	 such	 as	 personal	 and	 mental	 health	 services	 or	

primary	and	secondary	 care—there	was	not	a	 consistent	view	on	what	 integration	

meant	across	localities	in	GM.		This	was	evidenced	by	the	language	around	integration	

often	being	used	 to	mean	 increased	 levels	of	working	 together	 rather	 than	a	more	

defined	 value	 for	 integration.	 	 The	 term	was	 also	 being	 used	 to	 represent	 several	

different	 types	of	 initiatives	often	working	at	different	 levels,	similar	 to	 the	macro-,	

meso-,	 micro-layers	 that	 were	 proposed	 by	 Calciolari	 and	 Ilinca	 (2011).	 	 One	

interviewee	 identified	 the	 danger	 of	 using	 terminology	 such	 as	 integration	 to	

articulate	 the	benefit	of	working	 in	partnership,	 labelling	 such	a	 term	as	an	 ‘empty	

signifier’:	

Empty	 signifiers…integration…it	 doesn’t	 mean	 anything…I	 used	 to	 get	 more	
mad…people	just	parroting	at	those	conferences,	‘integration’.		Everyone	knows	it	
means	 nothing,	 and	 everyone’s	 in	 on	 it.	 	 So	 it’s	 like	 the	 Emperor’s	 New	
Clothes…nobody	 wants	 the	 lad	 to	 go	 ‘nobody’s	 got	 clothes	 on’	 cause	 [sic]	 now	
everyone’s	embarrassed	(Council	Manager	One).			

This	term,	originated	by	Claude	Levi-Strauss,	was	further	defined	by	Chandler	(2000)	as	

“a	signifier	with	a	vague,	highly	variable,	unspecifiable	or	non-existent	signified.	 	Such	

signifiers	 mean	 different	 things	 to	 different	 people:	 they	 may	 stand	 for	 many	 or	

even	any	signifieds;	they	may	mean	whatever	their	interpreters	want	them	to	mean”.		It	

would	appear	that	given	the	vague	and	interchangeable	use	of	the	term	in	GM,	and	the	

reasonable	assumption	that	integration	is	not	well	or	consistently	understood	elsewhere,	
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there	is	a	need	to	more	clearly	develop	an	outline	of	what	integration	is	including	how	it	

can	be	realised	and	measured.	 	This	would	likely	include	definitions	at	different	levels	

especially	if	it	is	to	continue	to	be	a	term	used	to	describe	improvement	to	services	as	a	

major	component	of	the	benefit	that	partnerships	are	delivering.	

	

6.1.8.4 Connection to the front line 

The	 requirement	 for	 leaders	 to	 realise	 that	 their	 communication	 on	what	 integration	

might	mean	 for	people	 receiving	 services	and	not	be	 caught	up	 in	policy	 rhetoric	 and	

management	terminology,	as	explored	above,	can	be	somewhat	related	to	the	idea	that	

was	explored	more	fully	in	the	second	round	of	interviews:	that	the	change	intended	to	

be	delivered	through	partnerships	needs	to	not	lose	sight	of	the	rather	humbling	reality	

that	it	must	be	delivered	by	a	person	doing	something	differently	in	their	interaction	with	

another	 person.	 	 Through	 all	 the	 complexity	 of	 partnership	 operations,	 challenges	

presented,	grand	visions	and	sense	of	higher	purpose,	the	reality	is	that	people	have	to	

own	and	operate	the	change	at	a	basic	human	level:	

Actually	the	only	thing	that	matters	is…a	conversation	between	two	people.	 	And	
the	more	the	system	is	built	around	enabling	a	different	conversation	between	two	
people,	the	more	stable	the	system	becomes.		And	what	you’ve	got	to	do	then	is	the	
sort	of	hard	yards	of	saying	‘what	this	means	is	that	actually	we’re	gonna	[sic]	have	
to	 take	 between	 two	 and	 six	 thousand	 front	 line	 practitioners	 through	 a	 very	
different	kind	of	journey	(Partnership	Manager	Three).	

Furthermore,	this	reliance	on	people,	who	are	often	operating	at	a	significant	distance	

from	those	who	are	leading	the	partnership,	is	something	which	should	be	considered	

carefully	by	partnership	 leaders—its	 less	about	what	 they	do	as	senior	 leaders	and	

more	about	how	they	enable	others	within	the	system:	

Because	 you	 realise…if	 you	 were	 having	 this	 conversation…at	 a	 front	 line	
level…talking	to	a	social	worker	or	a	community	nurse	or	a	GP	about	how	they’re	
just	trying	to	effect	change	and	get	people	to	take	a	bit	more	responsibility	for	their	
own	 health	 or	 be	 co-operating	with	 clinical	management	 plans…that’s	 where	 it	
really	matters…	.		What	happens	in	this	office	is,	I	hope,	about	trying	to	create	some	
of	the	conditions	to	allow	that	(Provider	Manager	Two).	

	

6.1.8.5 Beyond integration—population health and wealth creation 

For	 several	 years,	 NHS	 and	 other	 public	 sector	 organisations	 have	 shown	 interest	 in	

population	health,	and	literature	from	think	tank	organisations	such	as	The	King’s	Fund	
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has	 provided	 accessible	 frameworks	 to	 support	 this	development	 (Buck	 et	 al.,	 2018).		

However,	aside	from	the	emerging	ICS	in	GM,	recent	examples	of	meaningful,	committed	

and	large-scale	organisational	re-orientation	around	population	health	management	in	

England	do	not	appear	in	the	literature.		The	Kings	Fund	also	noted	this	in	their	progress	

report	regarding	the	development	of	ICSs:	“Areas	like	Greater	Manchester	that	had	a	head	

start	 in	working	as	systems	are	 further	ahead	than	others	and	 this	helps	explain	why	

progress	 in	 transforming	 health	 and	 care	 varies	 across	 England”	 (Ham,	 2018b,	 p.	 2).		

Furthermore,	similar	conclusions	can	be	drawn	around	linking	health	and	wealth.			Whilst	

theoretical	literature	has	existed	for	several	years	on	the	mutual	exchange	relationship	

between	better	population	health	and	economic	growth	and	stability	 (Lovell	&	Bibby,	

2018;	 Marmot,	 2010;	 Naylor,	 2019),	 there	 are	 no	 apparent	 examples	 of	 as	 strong	 a	

practical	and	applied	 focus	on	this	as	 is	evident	 in	GM.	 	This	dual	 focus	on	health	and	

wealth	is	being	uniquely	enabled	within	GM	for	three	main	reasons.		First,	is	that	GM	has	

devised	and	articulated	a	clear	approach	around	addressing	the	whole	of	system	factors	

that	are	impacting	the	health,	wellbeing	and	wealth	of	the	local	population.		Evidence	for	

this	was	 seen	 in	both	 the	data	 collected	and	 in	 the	published	version	of	GM’s	 	Whole	

System	Approach	model	(Greater	Manchester	Health	and	Social	Care	Partnership,	2017).		

The	 model	 enabled	 those	 working	 within	 the	 partnership	 in	 GM	 to	 understand	 and	

usefully	 segment	how	 their	 contribution	 fitted	 in	making	a	difference	 to	 issues	which	

were	highly	complex,	often	deemed	as	social	or	societal	issues,	and	would	normally	risk	

overwhelming	those	involved	to	the	point	of	inaction.		Instead	the	model	pointed	to	an	

expectation	 that	 these	 issues	were	within	 the	remit	of	 the	partnership,	 and	would	be	

tackled	 in	 order	 for	 the	 partnership	 to	 realise	 its	 value	 in	 transforming	 the	 lives	 and	

future	prospects	of	its	residents.			

	

The	second	reason	for	the	dual	focus	on	health	and	wealth	is	because	GM	had	created	the	

relationships,	over	a	period	of	time,	to	influence	the	obtaining	of	devolved	local	power	

and	funding	from	national	government:	

You’ve	got	the	basic	mechanics	of	Devolution	which	are	power	and	responsibility,	
being	handed	over	from	government,	into	a	place.		In	order	to	receive	it,	the	place	
has	to	be	able	to	describe	back	how…they’ll	hold	themselves	together	to	do	it.		So	I	
think	it’s	a…make	or	break	competence	for	a	place	that’s	seeking	devolution,	to	be	
able	to	say	how	it	would	manage	the	new	accountability	of	that	devolved	power	or	
resource	(Partnership	Manager	Three).	
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Interviewees	 were	 able	 to	 describe	 devolution	 being	 owned	 partially	 through	 the	

formation	of	the	GMHSCP,	but	also	because	of	devolved	arrangements	for	wider	public	

services	empowering	the	GMCA	and	the	Metro	Mayor	to	determine	broader	priorities	for	

the	whole	of	GM.		Several	interviewees	went	on	to	describe	the	‘devolution	difference’:	“I	

think	 a	 lot	 of	 what	 we’re	 doing	 now	 wouldn’t	 have	 happened	 without	 Devolution”	

(Commissioning	Manager	Three).	

	

The	third	reason	GM	has	a	strong	dual	focus	on	health	and	wealth	is	likely	because	of	a	

history	of	individual	leaders	consistently	looking	to	the	future:	“your	forward	momentum	

never	stops…you’ve	really	gotta	[sic]	challenge	yourselves	on	‘how	do	you	see	beyond?’”	

(Partnership	Manager	Three)	and	strategically	positioning	GM	to	deliver	a	new	future	

based	on	good	evidence	for	change.		This	evidence	base	described	by	several	interviewees	

as	important	was	the	Manchester	Independent	Economic	Review	(2009)	which	had	been	

commissioned	 by	 Manchester's	 Commission	 for	 the	 New	 Economy	 which	 was	 the	

economic	development	agency	for	GM	at	the	time.		The	Review	outlined	the	opportunity	

for	Manchester	to	have	the	potential	to	thrive	as	a	place,	however,	it	also	raised	significant	

questions	 relating	 to	 health	 and	 wellbeing;	 low	 and	 highly	 variable	 healthy	 life	

expectancy	across	GM	was	leading	to	exceptionally	high	levels	of	unemployment	creating	

dependency	on	public	services,	a	lack	of	productive	contribution	to	communities	and	the	

economy,	and	reduced	income	tax	generation.		The	level	of	understanding	this	brought	

to	local	leaders	around	their	role	and	responsibilities	in	changing	the	future	of	GM	was	

described	by	one	interviewee	as	“a	paradigm	change	moment”	(Council	Manager	Two)	

with	 another	 describing	 the	 realisation	 it	 brought	 specifically	 for	 health	 leaders:	 “for	

those	who	work	in	the	NHS,	we	thought:	‘well	actually,	that’s	our	brief	isn’t	it…	There	is	

an	analysis	around	Greater	Manchester	as	a	place	where	people	can	lead	successful	lives.		

That	 won’t	 happen	 unless	 we	 improve	 the	 health	 of	 the	 population”	 (Partnership	

Manager	Three).	

	

Given	 that	 the	 literature	 strongly	 points	 towards	 a	 requirement	 to	 impact	 the	wider	

determinants	 of	 health	 in	 order	 to	 improve	 the	 health	 of	 a	 population,	 including	 the	

evident	 link	 between	 health	 and	 prosperity	 as	 found	 in	 both	 the	Greater	Manchester	

Independent	Review	and	literature	that	makes	a	more	generalised	case	(Lovell	&	Bibby,	
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2018),	it	is	reasonable	to	conclude	that	learnings	from	GM	in	their	finding	practical	ways	

of	working	 together	 to	achieve	 this	would	be	of	 interest	 to	other	areas	of	 the	UK	and	

indeed	other	health	systems.	 	Whilst	having	two	large	partnerships	for	public	services	

(GMHSCP	and	GMCA)	covering	a	place	 like	GM	may	not	be	 structurally	 ideal,	 the	 two	

partnerships	 are	 working	 alongside	 each	 other	 in	 order	 to	 affect	 change;	 the	 total	

opportunity	 for	 owning	 transformation	 in	 terms	 of	 population	 health	 and	 the	 local	

economy	via	public	services	sits	within	localised	control.		As	one	interviewee	described:	

“it’s	forced	us	to	take	responsibility	for	the	budget,	and	we	couldn’t	do	that	as	separate	

organisations	 really.	 	 We	 had	 to	 find	 mechanisms	 of	 coming	 together”	 (Partnership	

Manager	 Five).	 	 This	 arrangement,	 whilst	 perhaps	 not	 feasible	 to	 be	 structurally	

replicated	everywhere,	is	worthy	of	further	consideration	for	its	functional	application	

where	there	may	be	further	opportunities	for	other	areas	to	create	wider	partnerships,	

or	seek	 further	devolution	to	locally	own	and	manage	budgets	as	a	collective.	 	As	one	

interviewee	outlined:	“management	of	local	public	services	by	government	department	

is	a	bit	like	trying	to	land	a	jumbo	jet	in	a	bike	rack—it’s	never	gonna	[sic]	work.	So	that	

self-determination	point	is	the…core	of	Devolution…we	think	we	could	do	it	much	better	

together”	 (Partnership	 Manager	 Three).	 	 Furthermore,	 the	 deliberate	 framing	 of	 the	

opportunity	of	working	to	create	health	and	wealth	through	the	partnership	was	driven	

by	the	development	of	a	strong	evidence	base	in	the	form	of	the	Manchester	Independent	

Economic	Review	(2009).		The	major	value	of	this	report	was	that	it	gave	local	leaders	

the	evidence	for	new	types	of	discussions	and	decisions.		It	could,	therefore,	be	suggested	

that	 other	 areas,	 where	 problems	 might	 be	 evident	 but	 seemingly	 not	 gaining	 the	

required	attention	or	resources,	may	benefit	 from	the	production	of	a	 future	 focussed	

evidence	base	which	makes	clear	the	issues.	

	

6.1.8.6 Structure and operating model 

As	described	above,	the	concept	of	place-based	transformation	emerged	strongly	in	the	

data	 as	 the	 platform	 upon	 which	 the	 GMHSCP	 intended	 to	 make	 progress	 around	

improving	population	health	and	developing	a	productive	local	economy.	 	The	layered	

and	then	resourced	partnership	structure	utilised	in	GM—system,	place	or	locality	and	

neighbourhood—wraps	 around	 the	 central	 pivot	 point	 of	 place,	 bringing	 to	 life	 the	

frequently	expressed	view	in	the	data	that	it	is	transformation	at	the	locality	or	place-
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level	that	will	make	the	major	difference.		It	can	be	argued	that	teams	working	within	the	

localities	 and	 at	 place-level	 are	 best	 positioned	 for	 this	 through:	 representing	 place	

interests	at	the	system-level	for	better	overall	decisions	across	GM,	acting	as	a	conduit	

for	the	translation	of	national	and	system	initiatives	into	a	place,	and	managing	the	‘on	

the	ground’	changes	through	the	neighbourhood	structures,	such	as	community	teams,	

working	as	the	delivery	units.		Working	at	the	macro-,	meso-	and	micro-levels	was	raised	

in	the	literature	as	potentially	important	(Calciolari	&	Ilinca,	2011),	and	within	GM,	not	

only	was	this	conceptually	understood	through	differentiated	responsibilities	at	system-

,	place-	and	neighbourhood-levels,	but	structural	forms	were	in	place	to	operate	at	those	

levels	 in	 the	 form	 of	 the	 GM	 Partnership	 Team	 and	 GMCA,	 LCOs	 and	 LCAs,	 and	

neighbourhood	 or	 primary	 care	 networks	 respectively.	 	 Whilst	 there	 was	 some	

disagreement	 in	 the	data	as	 to	 the	exact	 roles	and	current	working	effectivity	at	 each	

level,	 it	was	broadly	agreed	that	 the	 layered	structure	was	valuable.	 	The	benefits	and	

value	of	such	a	clear	operating	model,	can	therefore	be	recommended	as	an	important	

consideration	for	partnerships	elsewhere,	especially	in	the	creation	of	the	opportunity	to	

have	most	impact	at	place-level.	

	

There	are	 five	 further	considerations	 in	relation	to	the	creation	of	a	layered	operating	

model	 which	 are	 worthy	 of	 further	 discussion.	 	 First,	 that	 structures	 and	 operating	

models	should	align,	wherever	possible,	to	the	natural	geography	and	demographics	of	

an	area.		This	relates	to	creating	structures	and	ways	of	working	in	a	partnership	that	are	

not	in	conflict	with	the	way	people	live	their	lives	already;	similar	to	the	idea	of	working	

with	communities	and	utilising	community-based	assets,	partnership	structures	should	

align	 to	 how	 people	 live	 now	 and	 utilise	 this	 to	 their	 advantage	 rather	 than	 create	

unnecessary	tension.		Parallels	can	be	drawn	here	to	the	theory	presented	by	Petrich	et	

al.	 (2013)	 where	 they	 argue	 that	 “fragmentary	 forces,	 may	 increase	 entropy	 by	

accelerating	 energy	 expenditure	 within	 the	 health	 system”	 (p.	 348),	 where	 the	

fragmentary	 force	 in	 this	 case	 would	 be	 non-alignment	 to	 natural	 geography	 and	

demography.	 	 Second,	 and	 related	 to	 this	 is	 that	 an	 operating	 model	 based	 around	

populations	rather	than	organisations,	and	overlaid	with	a	natural	geography	leads	to	a	

reduced	 focus	 on	 organisational	 sustainability	 and	 form	which	 is	more	 beneficial	 for	

partnership	aims:	“people	can	coalesce	around	a	geography	in	a	way	I	don’t	think	they	
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can	 do	 with	 our	 existing	 organisations	 in	 the	 same	 way.	 Because	 you	 automatically	

polarise	if	you	stick	with	organisation”	(Partnership	Manager	One).			

	

In	 regards	 to	 the	 view	 of	 the	 literature	 on	 an	 operating	 model	 for	 ICSs	 based	 on	

populations	and	natural	geography,	there	is	reference	to	partnerships	aiming	to	improve	

population	 health	 (Buck	 et	 al.,	 2018).	 	 Furthermore,	 there	 is	 a	 recognition	 of	 the	

importance	 of	 a	 layered	 approach	 both	 theoretically	 as	 per	 Glasby	 (2003),	 and	 in	

application	of	activities	being	carried	out	at	the	system-,	place-	and	neighbourhood-levels	

(Charles	et	al.,	2018).		However,	the	idea	of	an	optimal	operating	footprint	is	presented	

more	 in	 line	 with	 whether	 organisational	 boundaries	 align	 and	 whether	 that	 makes	

sense,	 as	 opposed	 to	 shaping	 it	 around	 populations:	 “The	 extent	 to	 which	 an	 ICS’s	

footprint	is	considered	as	‘natural’	varies,	and	NHS	and	local	government	organisations	

can	have	different	perspectives	on	this;	a	footprint	that	is	meaningful	to	the	NHS	may	not	

appear	the	same	way	to	local	government,	and	vice	versa”	(Charles	et	al.,	2018,	p.	61).	

	

The	 third	 consideration	 for	 a	 layered	 operating	 model	 is	 the	 power	 and	 resource	

deployment	model	 in	order	that	LCOs	can	be	effective	operators	at	place-level.	 	 In	GM	

there	were	three	models	of	resource	deployment	observed	which	had	progressively	less	

impact	on	realigning	resources	in	line	with	the	partnership’s	ambition:		

• LCOs	 behaving	 as	 discreet	 entities:	 even	 though	 legally	 not	 being	 an	 organisation	

capable	of	holding	contracts	or	employing	staff,	 the	collective	decisions	of	 the	LCO	

were	determining	the	resource	deployment	for	the	place,	usually	through	pooled	and	

place-based	budgets,	aiming	to	further	the	partnership’s	aims	of	an	integrated	system	

and	improved	population	health.	

• 	LCOs	where	the	constituent	organisational	leaders	brought	their	access	to	resources	

to	the	partnership.	 	This	usually	amounted	to	trading	around	the	partnership	table	

with	limited	decisions	taken	on	transformative	resource	redeployment.	

• LCOs	where	there	was	little	direct	connection	between	them	and	the	deployment	of	

resources	for	their	locality.		LCO	leaders,	usually	in	the	form	of	Independent	Chairs,	

were	 acting	 as	 brokers	 or	 influencers	 attempting	 to	 convince	 local	 leaders	 of	 the	
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constituent	 organisations	 to	 consider	 alternatives	 for	 the	 current	 resource	

deployment	rather	than	continuation	of	status	quo.	

	

Data	indicated	that	LCOs	operating	the	first	model	of	resource	management	were	both	

more	 further	progressed	 in	 their	 impact,	 and	had	evidently	more	mature	partnership	

working	arrangements	in	place.		The	evidence	for	this	will	be	discussed	further	in	a	later	

section.	 	 However,	 it	 can	 be	 suggested	 that	 the	 reason	 the	 first	 model	 of	 resource	

management	enabled	more	progress	was	because	it	provided	a	true	focus	on	needs	and	

priorities	 for	 the	 place;	 it	 encouraged	 diversion	 away	 from	 leaders	 acting	 for	

organisational	gain	and	towards	decisions	on	resources	being	taken	for	the	benefit	of	the	

partnership	 and	place.	 	 This	 highlights	 the	 need	 for	 any	 operating	model	 to	 give	 due	

consideration	 to	how	decisions	are	made,	particularly	 relating	 to	 the	use	of	 the	 finite	

resources	available.		As	one	interviewee	suggested,	this	could	be	mapped	out,	tested	and	

refined	through	the	partnership	in	terms	of	a	“spatial	frame	work	for	decision	making”	

(Provider	 Manager	 One).	 	 Decision	 making	 responsibilities	 and	 models	 of	 resource	

management	could	be	aligned	to	the	layered	operating	model	which	would	afford	place-

level	 partnerships	 the	 necessary	 power	 to	 determine	 resource	 utilisation	 in	 line	with	

local	priorities.	

	

The	fourth	and	fifth	considerations	are	notes	of	caution	for	leaders	to	consider	in	putting	

in	place	a	 layered	operating	model.	 	As	 revealed	 in	 the	data,	 and	could	be	 reasonably	

expected,	there	was	variation	between	the	progress	and	maturity	of	the	locality	based	

partnerships	operating	as	LCOs	at	place-level:	

	We’ve	got	ten	districts	in	GM,	of	which	seven,	they’re	going	okay,	on	track,	I	mean	
they’ve	got	their	own	little	difficulties,	but	they’re	largely	on	track,	they’re	moving	
forward.		Two,	are	behind	the	curve	a	bit….		So	there’s	one	authority	that’s	causing	
us	significant	concern….		.		So,	that’s	the	system	that’s	causing	us	problems	and	we’re	
going	to	try	and	intervene	and	kick	start	that	from	the	centre	(Partnership	Manager	
Five).	

Furthermore,	there	was	agreement	that	consistent	poor	effort	around	the	partnership,	

leading	 to	 lack	 of	 progress	 probably	 should	 not	 be	 tolerated	 indefinitely:	 “So	 what’s	

acceptable	variability	and	progress?		Is	it	 just	 ‘do	it	at	your	own	pace	and	tell	us	when	

you’ve	done	it?’		Or	is	it	actually,	‘you’re	holding	everybody	else	up	now’	(Commissioning	
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Manager	One).		Given	that	a	layered	operating	model	of	this	nature	affords	an	arguably	

necessary	 significant	 amount	of	 autonomy	 and	 empowerment	 at	 place-level,	 a	 lack	of	

progress	 in	 any	 one	 of	 the	 places	 presents	 a	 problem	 in	 finding	 an	 appropriate	

intervention	 for	 rectification.	 	 It	 would	 seem	 obvious	 that	 this	 could	 come	 from	 the	

partnership	operating	at	the	system-level,	where	the	leaders	here	would	need	to	assume	

a	top-down	role	in	rectifying	any	longstanding	issues	at	the	place-level.	 	However,	this	

would	 be	 an	 undesirable	 situation	 for	 the	 partnership	 overall,	 where	 relationships	

between	the	system	and	place-levels	of	the	partnership	may	become	strained	because	of	

the	forcing	of	more	of	a	command	and	control	style.		Instead,	and	more	ideally,	variation	

in	the	progress	of	partnerships	at	the	place-level	could	be	managed	between	peers;	if	top	

down	management	is	to	be	avoided,	it	appears	there	is	a	requirement	for	increased	levels	

of	peer	 challenge	alongside	an	acceptance	of	distributed	accountability	 for	 the	overall	

progress	of	locality	based	partnerships	across	the	whole	system.	

	

Finally,	 leaders	 must	 remain	 vigilant	 about	 focussing	 on	 the	 outcomes	 they	 want	 to	

deliver	rather	than	having	their	attention	and	effort	caught	up	in	creating	new	structures	

and	operating	models.		Whilst	they	are	important,	it	needs	to	be	remembered	that	these	

are	the	enablers,	not	the	major	industry	or	desired	outcome.		There	needs	to	be	balance	

found	between	time	spent	designing,	setting	up	and	maintaining	a	clear	operating	model,	

and	the	requirement	to	use	it	to	realise	change.	

	

6.1.8.7 Role for organisations in partnerships 

In	the	above	discussion	which	suggests	resourcing	decisions	are	better	determined	from	

within	 the	 locality	 partnerships	 in	 order	 to	 deliver	 on	 localised	 priorities,	 it	 was	

acknowledged	that	this	is	currently	occurring	without	the	partnerships,	particularly	the	

LCOs,	having	any	formal	legal	organisational	standing.		In	order	for	this	model	to	work,	

there	is	a	requirement	for	one	of	the	constituent	organisations	to		the	partnership	to	take	

on	 the	 hosting	 of	 contracts	 and	 employment	 of	 staff.	 	 This	 leads	 to	 important	 policy	

questions	regarding	partnerships	and	organisational	form	such	as:	
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• Assuming	 the	 legal	 framework	 could	 be	 updated,	 would	 it	 be	 beneficial	 for	 a	

partnership	to	cease	to	be	a	collection	of	organisations	and	instead	become	a	single	

new	organisation	which	can	hold	contracts	and	employ	staff?	

• Would	a	single	organisation	instead	of	a	place-level	partnership	work?		

• If	this	is	not	to	be	the	case,	what	is	the	future	role	and	identity	for	organisations?			

	

It	 can	 be	 inferred	 from	 the	 data	 collected	 that	 organisational	 form,	 as	 the	 prevailing	

historical	means	of	service	delivery	and	employment,	has	become	increasingly	important	

to	 people	 as	 a	 point	of	 stability;	 people,	 particularly	 staff	 being	 asked	 to	work	 in	 the	

complex	 partnership	 environment,	 identify	 with	 organisational	 form	 as	 a	 primary	

method	 of	 structure,	 finding	 it	 more	 acceptable	 and	 comfortable	 than	 the	 less	 clear	

structural	 environment	 that	 partnerships	 operate	 within.	 	 Put	 simply,	 organisations	

matter	to	people:	they	can	be	seen,	documented,	and	monitored.		Interviewees	confirmed	

this	view:	“people	say	‘you	know,	it	doesn’t	really	matter	who	the	organisation	is	for’.		It	

does	matter	to	people,	and	actually	feeling	part	of	the	same	organisation	I	think	would	be	

a	step	further”	(Partnership	Manager	Six)	and	“I	think	it	does	help	structurally	for	people	

to	see	something	more	tangible	and	physical	than	an	alliance,	but	 if	you	think	 it’s	 just	

about	the	outcomes	on	the	ground	and	that’s	the	most	important	thing,	then	you	might	

say	that’s	a	bit	of	a	red	herring”	(Commissioning	Manager	Five).			Asking	people	to	wholly	

disregard	clarity	of	structural	form	for	the	sake	of	outcomes	would	seem	to	be	misguided	

given	the	extent	to	which	the	majority	of	people	appear	to	identify	with	organisations	and	

say	 that	 they	 do	 matter.	 	 Therefore,	 it	 follows	 to	 ask	 the	 question:	 	 Would	 a	 single	

organisation,	aligned	with	natural	geography	of	place,	instead	of	a	place-level	partnership	

work?			

	

The	answer	to	this	question	would	need	to	be	based	on	the	following	assumptions:	that	

the	 legal	 conditions	 for	 such	a	 change	existed	(which	 they	 currently	do	not),	 and	that	

several	organisations	whose	operating	 footprint	may	or	may	not	align	 cohesively	 to	a	

place,	could	be	merged.		This	would	be	a	huge	undertaking,	likely	impossible	without	any	

large	investment	of	time	and	money	for	a	relatively	unknown	quantum	of	return	on	the	

investment,	 and	 would	 be	 questionable	 as	 to	whether	 the	 strength	 and	 capability	 of	

leadership	would	exist	to	ensure	safe	oversight	of	an	organisation	of	that	scope	and	size.			
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Additionally,	it	could	be	argued	that	the	actual	form	and	structure	of	such	an	organisation	

would	 likely	 never	 be	 settled;	 there	 would	 always	 be	 something	 anomalous	 with	 a	

structure	that	was	trying	to	take	account	of	multiple	demands	placed	upon	it,	with	the	

accompanying	 inability	 to	change	 its	 form	too	regularly	due	to	obligations	towards	 its	

employees.	 	 It	would	seem	this	would	be	too	much	of	a	risky	strategy	and	too	heavily	

reliant	on	a	single	point	of	failure	in	one	organisation.		Furthermore,	it	could	be	argued	

that	 some	of	 the	most	positive	aspects	of	partnership	would	be	 lost	 to	organisational	

bureaucracies	 that	 would	 undoubtedly	 need	 to	 be	 put	 in	 place	 for	 assurance	 and	

accountability	purposes:	“when	you’re	‘fleet	of	foot’	in	your	partnership	and	you’re	not	

really	 tied	 to	anything	 it’s	 easier.	Once	you	 start	 creating	and	solidifying	organisation	

around	 it,	 the	bureaucracy	and	decision	making	that	goes	with	an	organisation	comes	

into	 it”	 (LCO	Manager	Four).	 	 For	 these	 reasons,	 it	seems	that	 the	 creation	of	 a	 single	

organisation	 in	 the	 place	 of	 a	 complex	 partnership	 would	 unlikely	 ever	 occur,	 and	

therefore,	the	probable	solution	returns	to	the	design	of	a	clear	operating	model	through	

which	the	partnership	can	behave	like	a	single	organisation—adopting	common	purpose	

and	making	decisions	that	align	with	that—without	the	risk	of	becoming	one.			

	

If	it	is	accepted	that	partnerships	will	not	be	overtaken	by	a	new	single	organisation,	this	

means	 that	 partnerships	 continue	 to	 operate	 essentially	 as	 structures	 made	 up	 of	

constituent	organisations.		Allen	et	al.	(2013)	argued	the	key	to	this	working	well	was	in	

inter-organisational	 relationships	 working	 well:	 “Boundaries	 need	 to	 frame	 the	

relationships	 but	 the	 strength	 of	 these	 relationships	 needs	 to	 be	 such	 that	 they	 can	

transcend	 the	 structures	 to	 produce	 system	 change	 and	 positive	 results	 for	 the	 local	

community”	 (p.	24).	 	Whilst	 the	development	of	 strong	 relationships	and	 the	work	of	

organisational	 leaders	 in	 supporting	 system-level	 work	 might	 ensure	 that	 the	

partnership	 functions	 well,	 it	 does	 bring	 into	 question	 the	 role	 and	 function	 for	

organisations	into	the	future—as	one	interviewee	outlined:	“I	think	organisations	have	

to	have	softer	edges”	(Partnership	Manager	Four).	 	Perhaps	the	role	 for	organisations	

should	change	from	one	of	ownership	of	resources	and	assets	and	a	large	power	base,	to	

one	where	they	become	bodies	that	carry	the	responsibility	for	valuable	tasks	that	cannot	

be	 carried	 out	 by	 the	 overall	 partnership	 such	 as	 professional	 supervision	 and	
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employment;	 they	 become	 hosting	 not	 hoarding	 bodies.	 	 This	 could	 then	 enable	

accountability	and	responsibility	to	shift	away	from	organisations	as	is	currently	the	case,	

and	onto	a	collective	of	leaders	responsible	for	the	local	system.	

	

6.1.8.8 Impact of acute providers, particularly Foundation Trusts (FT) 

Throughout	the	data	the	role	for	and	impact	of	acute	providers,	particularly	the	large	FTs	

operating	within	GM,	was	referenced.	 	The	perception	of	FTs	will	be	explored	in	more	

detail	 in	 a	 later	 section,	 however,	 there	 is	 a	 further	 relevant	 point	 regarding	 their	

operating	footprint	in	relation	to	the	structure	of	the	partnership.		As	was	found	in	GM	

and	will	be	similar	in	other	areas,	FTs,	and	other	types	of	larger	aggregated	service	trusts	

such	 as	 ambulance	 and	mental	 health	 trusts,	 can	 have	 a	 larger	 and	 equally	 relevant	

footprint	which	 operates	 across	 regional	 and	 sometimes	 national	 boundaries.	 	 These	

operating	footprints	would	not	necessarily	fit	well	with	any	proposed	operating	model	

working	at	the	system-,	place-	and	neighbourhood-levels.		Accompanying	this	mismatch	

is	the	fact	that	acute	trusts,	particularly	FTs,	have	powerful	voices	and	are	often	strong	

influencers	 within	 any	 working	 relationship,	 including	 within	 a	 partnership	

environment;	in	GM	they	were	often	the	host	organisations	for	LCOs	due	to	the	current	

legal	 framework,	 they	generally	received	the	 largest	share	of	health	 funding,	 the	most	

attention	from	the	public	and	in	the	media,	and	had	historically	been	regulated	separately	

to	other	NHS	organisations	with	a	strong	focus	on	organisational	rather	than	system	or	

population	 health	 performance.	 	 Given	 this	 powerful	 voice	 and	 influence	 and	 the	

challenge	 of	 the	 operating	 footprint	mismatch,	 there	was	 a	 perceived	 risk	 in	GM	 that	

leaders	 may	 be	 convinced	 to	 restructure	 partnerships	 around	 the	 needs	 of	 FTs,	 in	

particular	 around	 flows	 of	 patients	 across	 areas,	 rather	 than	 around	 the	 needs	 of	 a	

population.	 	 	 The	 impact	 of	 this	 risk	 being	 realised	 was	 commented	 on	 by	 one	

interviewee:	“What	you	mustn’t	do	is	just	move	the	whole	of	your	commissioning	model	

to	mirror	your	footprint	of	your	provider…you	just	say	‘no’	because…you	lose	any	chance	

of	co-terminosity,	but	you	lose	the	opportunity	to	develop	wider	public	service	reform	

[Click	of	fingers].		It	goes	in	that	instance.		It’s	just	gone	(Council	Manager	Two).”			

	

This	idea	is	relevant	when	considering	the	future	footprint	and	operating	structure	for	

partnerships.		The	NHS	Long	Term	Plan	(2019)	requires	NHS	organisations	to	make	plans	
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for	the	formation	of	ICSs	which	will	cover	the	whole	of	England	by	2021.		The	situation	in	

GM	 is	 not	 unique,	 and	 many	 areas	 of	 the	 country	 will	 face	 the	 same	 debate	 around	

partnership	 structure	 and	 boundaries.	 	 Given	 the	 strength	 of	 the	 findings	 from	 this	

research	 related	 to	 the	 opportunity	 for	 partnerships	 to	 develop	 healthy	 places	 and	

populations	 through	 the	 joining	 together	 of	 public	 service	 planning	 and	 provision,	 it	

would	 seem	 ill-advised	 to	adjust	 the	 structure	of	 the	partnership	 to	best	 suit	 a	 single	

constituent	 organisation,	 however	 convincing	 the	 arguments	 presented	 may	 be.		

However,	 the	 genuine	 issues	 faced	 by	 FTs	 in	working	 in	 partnerships	 should	 not	 be	

ignored	either—alternative	solutions	 for	 these	types	of	exceptions	must	be	 found	and	

designed	from	within	the	partnership.		

	

A	summary	of	the	key	components	relating	to	the	academic	and	practical	considerations	

from	this	research	is	included	in	Box	6.1.9	overleaf.	
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6.1.9 Summary: Academic and practical considerations from this research 

• There	 are	 several	 important	 learnings	 from	 the	 thematic	 data	 that	 are	worthy	 of	

highlight.		This	is	because	they	are	potentially	the	most	valuable	and	novel	ideas	that	

will	 enable	 both	 the	GMHSCP	 and	 other	 partnerships	 to	 better	 realise	 their	 value	

through	delivery	of	outcomes	and	improve	their	partnership	working	processes.	

• Living	 in	 a	 place	 and	 alongside	 a	 population,	 understanding	 their	 realities,	 and	

developing	 an	 affinity	 for	 an	 area	 could	 be	 argued	 as	 important	 for	 both	 leaders’	

credibility	 when	 working	 in	 partnerships	 and	 also	 in	 developing	 a	 deeper	

understanding	of	the	challenges	faced	and	opportunities	presented.	

• Partnerships	 should	 focus	 on	 empowering	 and	 enabling	 populations,	 particularly	

through	 taking	 a	 strengths	 based	 approach	 to	 building	 strong	 communities	 and	

utilising	existing	 community	assets,	 as	 these	are	 the	enduring	 structures	 	within	a	

place.	

• The	use	of	the	term	integration	should	be	carefully	considered	so	as	to	ensure	it	has	

meaning.		This	could	be	achieved	through	being	more	specific	as	to	how	the	concept	

of	 integration	 has	 been	 applied,	 for	 example,	 the	 structural	 integration	 of	

commissioning	teams	or	individual	practitioners	working	to	resolve	an	individual’s	

issues	and	take	the	lead	for	their	care	rather	than	onward	refer	around	a	disintegrated	

system	of	services.	

• Partnerships	should	not	lose	sight	of	the	reason	they	exist	by	being	caught	in	complex	

negotiations	around	structure	or	bureaucratic	 exchanges	between	organisations—

care	 is	 transformed	 between	 changed	 conversations	 between	 the	 person	 and	 the	

practitioner	and	partnerships	should	be	creating	the	conditions	for	this.	

• Partnerships	 are	 perhaps	 best	 placed	 to	 tackle	 bigger	 issues	 associated	 with	

improving	population	health	and	creating	prosperous	places.		To	do	this	partnerships	

should:	

o Make	highly	complex	issues	as	simple	as	possible	for	people	to	understand	and	

see	how	they	can	make	a	contribution.		This	could	be	achieved	by	determining	

a	 segmented	 and	 progressive	 approach	 such	 as	 the	 GM	 Whole	 System	

Approach	model	(Appendix	Six).	

Continued…	
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o Build	relationships	and	explore	the	opportunity	for	further	local	ownership	of	

performance	 and	 budgets	 through	 devolved	 arrangements	 with	 national	

government.	

o Own	the	local	budget	across	organisations.	

o Build	an	evidence	base	for	change	linked	to	wider	public	service	reform	and	

opportunities	for	economic	growth.	

• Partnerships	operating	across	an	area	should	align	their	operating	model	around	the	

natural	geography	of	an	area—how	people	live	their	lives	currently—and	consider	

structural	forms	that	operate	at	three	levels	aligning	to	the	macro,	meso	and	micro	

environment	(system,	place,	neighbourhood).	

• Partnerships	operating	at	place-level	are	most	likely	to	deliver	transformation	being	

at	 the	 pivotal	 centre	 of	 any	 three	 layered	 operating	 model—they	 need	 to	 be	

adequately	resourced	and	empowered.		LCOs,	or	their	equivalent	form	at	place-level,	

need	 to	 be	 able	 to	 redistribute	 resources	 locally	 and	 in	 alignment	 with	 locally	

determined	priorities	that	sit	within	a	system	aiming	to	improve	overall	health	and	

wellbeing.	

• Partnerships	at	place-level	and	operating	within	a	total	system	area	should	be	able	to	

challenge	 each	 other	 around	 areas	 of	 poorer	 performance,	 including	 accepting	

responsibility	for	this	distributed	accountability	role.	

• It	 is	 unlikely	 that	 partnership	 structures	 could	 ever	 be	 replaced	 by	 larger	 single	

organisations	 due	 to	 the	 complexity	 that	 would	 be	 involved	 in	 managing	 such	 a	

diverse	set	of	responsibilities,	professional	staff	and	contracts.		Therefore,	the	future	

role	 for	 organisations	 as	 constituent	 bodies	 to	 a	 partnership	 requires	 the	 role,	

purpose	 and	 function	 of	 organisational	 form	 to	 be	 rethought	 in	 order	 that	

organisations	serve	the	partnership.	

• Organisations	such	as	FTs	will	be	challenged	to	work	within	partnerships	where	it	is	

most	likely	that	their	operating	footprint	does	not	align	with	the	partnership.		In	these	

instances	partnerships	should	 focus	on	structuring	themselves	around	populations	

rather	than	for	organisational	convenience.		However,	the	mismatch	of	size	and	shape	

of	organisations	to	partnerships	should	be	an	issue	that	is	addressed	from	within	the	

partnership.	
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6.2 Section Two—perceptions of each other 

This	section	uses	data	provided	by	interviewees	to	explore	the	prevailing	perceptions	of	

each	other.	 	This	discussion	 is	deemed	important	because	perceptions	appeared	to	be	

influencing	how	individuals	within	the	partnership	interacted.			

	

At	a	generalised	level,	the	data	collected	had	three	major	characteristics.		The	first	was	

that	it	tended	not	to	be	personalised.		References	were	made	more	generally	to	managers	

and	 leaders	 as	 linked	 to	 organisations	 or	 functions,	 for	 example,	 as	 leaders	 from	

providers	or	commissioners	rather	than	individuals	whom	interviewees	did	not	like	or	

get	on	with.			

	

The	second	characteristic	was	that	where	perceptions	of	each	other	were	expressed,	they	

tended	 to	 be	 critical	 rather	 than	 favourable.	 	 This	 was	 particularly	 true	 in	 terms	 of	

interviewees	commenting	on	behaviours	they	were	observing	that	they	perceived	to	be	

unsupportive	of	a	partnership	approach.		This	may	have	been	because	interviewees	were	

being	asked	interview	questions	designed	to	reflect	on	the	current	situation	critically	and	

being	asked	to	comment	on	challenges;	it	was,	therefore,	inevitable	that	more	critical	data	

or	data	highlighting	issues	and	problems	would	be	offered.	 	Despite	the	overall	critical	

views,	 interviewees	expressed	a	great	deal	of	understanding	 for	 individuals	as	to	why	

they	might	be	behaving	in	certain	ways.		This	included:	individuals	almost	being	‘forced’	

to	 act	 in	ways	which	were	 not	 as	 supportive	 of	 the	 partnerships	 as	 they	might	 have	

wanted	to	be,	usually	for	reasons	outside	of	their	control	or	external	to	the	partnership,	

such	as	how	they	were	being	managed	by	the	regulators;	or	carrying	the	burdensome	

reputation	 of	 past	 organisational	 history	 of	 relationships	 and	 performance.	 	 The	

exception	to	all	of	the	above	was	where	interviewees	were	able	to	positively	describe	and	

specifically	name	individuals	who	they	considered	to	be	exceptional	leaders	due	to	them	

having	a	large	and	positive	impact	on	partnership	progress.		Data	gathered	on	this	were	

substantive	and	brought	a	more	balanced	 tone	 to	 the	overall	 views	 interviewees	held	

about	each	other	and	the	constituent	organisations	to	the	partnership.	
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The	third	general	characteristic	of	the	data	on	perceptions	of	each	other	was	that	whilst	

interviewees	were	more	readily	able	to	comment	on	other	organisations	or	sectors,	they	

could	reflect	on	themselves	and	broadly	agree	when	feedback	about	their	own	sector	was	

put	to	them.		The	following	summarised	perceptions,	which	had	been	put	together	as	a	

result	of	the	data	analysis	from	the	first	round	of	interviews,	were	put	to	all	interviewees	

in	the	second	round	of	interviews:		

In	 Greater	 Manchester	 there’s	 a	 general	 view	 that	 providers	 are	 somewhat	
troublesome	when	it	comes	to	working	in	partnerships	because	they’ve	been	used	
to	long	periods	of	autonomous	working.		Commissioners	are	essentially	weak,	and	
commissioning	has	failed	in	terms	of	making	good	decisions.		Greater	Manchester	
has	a	sense	of	a	large	partnership	team	that	could	be	doing	more	if	you’re	on	the	
outside	 of	 it.	 	 For	 example,	 you’re	 in	 the	 voluntary	 sector,	 you	 think	 probably	
Greater	Manchester	as	a	partnership	should	be	doing	more,	and	if	you’re	perhaps	
in	providers	or	in	LCOs	you	think	they	probably	should	be	doing	less	and	interfering	
less.			There	could	also	be	less	variation	between	the	ten	LCO	arrangements	within	
Greater	 Manchester	 and	 LCOs	 could	 conform	 more	 to	 the	 overall	 Greater	
Manchester	 direction	 of	 travel	 and	 ambition	 (Researcher	 putting	 this	 to	
interviewees).	

In	 general,	 interviewees	 across	 the	 organisational	 types	 agreed	 with	 the	 above	

summation:	“I	recognise	all	of	 them”	(Provider	Manager	One),	 “I	 think	all	of	 those	are	

absolutely	spot	on”	(Commissioning	Manager	Four),	and	“They’re	all	true”	(Partnership	

Manager	 One).	 	 What	 was	 further	 interesting	 was	 that	 interviewees	 then	 tended	 to	

provide	insight	on	why	these	views	were	held,	which	was	most	commonly	for	reasons	

they	felt	were	outside	of	their	direct	control.		The	following	two	pieces	of	data	comment	

on	this	from	a	commissioners	and	a	providers	perspective:	

I	think	sometimes	commissioning	is	often	caricatured	as	being,	sometimes	maybe	
through	our	own	actions,	as	the	place	that	stifles	innovation,	it’s	the	place	that	says	
‘no’	when	you	ask	for	things.		It	shouldn’t	be	that	(Commissioning	Manager	One).	

So,	 if	 I,	 in	our	organisation	didn’t	want	to	work	collaboratively	on	pathology,	 the	
current	regime	would	not	force	us	to.	And	that’s	where	we	are	(Provider	Manager	
One).	

	

The	role	for	commissioners	and	providers	was	the	most	frequently	reflected	on	within	

the	data	and	there	appeared	to	be	longstanding	views:	“I	think	there’s	some	ingrained	

prejudices”	 (Commissioning	 Manager	 One).	 	 Given	 the	 extent	 to	 which	 interviewees	

reflected	on	these	two	major	components	of	the	system,	and	the	seeming	enduring	impact	

on	 relationships,	 they	 are	 both	worthy	of	 further	 discussion.	 	However,	 the	 data	 also	
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indicated	two	additional	dynamics	at	play	which	will	are	likely	to	continue	to	feature	in	

the	formation	of	partnerships,	especially	ICSs,	in	the	future.		They	appeared	as	opponents	

to	one	another:	health	versus	social	care,	and	the	NHS	versus	other	public	services.	

	

6.2.1 Perceptions of providers 

Overall,	 providers,	defined	as	acute	hospitals	generally	 in	 the	 form	of	FTs,	 thought	of	

themselves	as	misunderstood	mainly	around	their	use	of	resources	and	perceived	desire	

to	earn	greater	income	from	provision	of	service:	

There	is	still	a	notion	that	we’re	just	trying	to	suck	patients	in,	keep	hold	of	them,	
get	the	highest	tariff	we	can.		I	certainly	know	from	where	we	sit,	we’ve	got	more	
patients	than	we	know	what	to	do	with	and	our	business	model	does	not	require	us	
to	get	more	of	these	patients	in.	We	just	don’t	want	or	need	that	(Provider	Manager	
One).	

However,	 across	 the	 majority	 of	 interviewees	 from	 outside	 of	 hospital	 provider	

organisations,	this	was	not	felt	to	be	a	true	account.		Instead,	data	indicated	that		hospitals	

were	insistent	and	intentional	in	their	holding	power	over	resources	as	evidenced	by	the	

following	quotes	from	three	different	organisational	or	sectoral	perspectives:	“the	whole	

of	the	NHS	seems	to	me	to	be	absolutely	driven	by	big	providers	who	just	dominate	the	

landscape,	and	stop	the	NHS	from	being	able	to	reform	to	a	position	it	needs	to	reform	

to”	(Council	Manager	Two)	and	“The	mainstream	money,	the	health	and	care	money…is	

still	largely	being	jealously	guarded	by	the	institutions	who’ve	always	had	it”	(Voluntary	

Sector	Manager	 One)	 and	 “We	 struggle	 to	 commission	what	we	want	 to	 commission	

because	 the	 hospital	 will	 say	 ‘we’re	 not	 prepared	 to	 allow	 that,	 we	 want	 you	 to	

commission	XYZ’	and	we	say	‘what	about	trying	something	different’	and	they	say,	‘no’”	

(Commissioning	Manager	Three).		Given	the	strength	of	belief	presented	in	the	data	that	

hospitals	were	not	participating	as	well	as	they	might	in	the	partnership,	and	given	their	

large	influence	within	the	system,	this	would	appear	to	be	a	significant	issue	for	the	GM	

partnership.	 	 Furthermore,	 it	 is	 likely	 to	 be	 one	 that	will	 be	 an	ongoing	 challenge	 for	

partnerships	in	general	given	the	similar	operating	conditions	and	rules	across	the	NHS,	

and	the	historical	context	within	which	hospitals	are	operating.	

	

Whilst	the	above	might	appear	simple	to	understand—one	side	believes	one	thing	and	

the	 other	 side	 something	 opposite—the	 issue	 was	 found	 to	 be	 much	more	 complex,	
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mainly	 due	 to	 mixed	 messages,	 signals	 and	 behaviours	 from	 hospital	 providers	

themselves.		Despite	Provider	Manager	One	claiming	that	that	power	and	resources	were	

not	being	held	onto	and	hospitals	were	misunderstood,	 another	provider	 interviewee	

was	able	to	acknowledge	that	hospitals	were	probably	holding	power	over	the	system	

which	was	not	healthy	for	the	partnership:			

I	think	it’s	a	real	issue,	and	one	that	we	have	to	be	very	careful	of	because	as	we	look	
to	build	integrated	care	systems	and	organisations,	it	has	to	include	the	hospital.			
But	 if	 the	 hospital	 has	 a	 mindset	 that	 it	 has	 to	 be	 the	 dominant	 player	 in	 the	
relationship,	 then	 the	 partnership	 will	 be	 a	 sham.	 	 And	 therefore	 it	 is	 really	
important	that	checks	and	balances	are	put	in	there	to	redistribute	the	power	of	the	
Trust,	normally	a	hospital	Trust,	to	allow	other	elements	to	grow	and	develop,	so	
that	the	place,	the	integrated	care	system	is	much	more	an	equilibrium	in	terms	of	
power	(Provider	Manager	Two).	

In	 finding	 this	 contradiction	 between	 provider	 based	 interviewees,	 a	 further	

contradiction	was	found	in	data	provided	solely	by	Provider	Manager	One:	“If	setting	up	

that	 service	 is	 incredibly	 lucrative	 and	 allows	us	 to	 recruit	 so	many	 other	 doctors	 or	

nurses…then,	you	know,	you’ve	got	to	weigh	up	the	pros	and	cons”.		This	seems	to	indicate	

that	whilst	 hospital	 trusts	were	 stating	 they	 did	 not	want	 to	 retain	 and	 gather	more	

patients	for	income,	they	may	well	want	to	continue	to	have	the	ability	to	identify	and	

then	 benefit	 from	 the	 most	 commercially	 beneficial	 arrangements.	 	 This	 drive	 for	

providers	to	seek	benefit	for	their	organisation	alongside	attempting	to	participate	in	a	

partnership	 that	 was	 underpinned	 by	 collaboration	 and	 altruism	 was	 likely	 the	 root	

cause	of	why	provider	leaders	often	appeared	to	say	one	thing,	and	then	do,	or	even	say,	

another.		Individuals	within	providers	feeling	the	need	to	continue	to	make	autonomous	

decisions,	seemingly	when	it	best	suited	them	organisationally,	was	likely	leading	to	them	

to	behave	in	ways	which	were,	understandably,	perceived	by	others	as	unsupportive	of	

the	 partnership;	 essentially	 providers	 were	 taking	 organisational-based	 decisions	

relating	to	which	services	were	a	priority	for	funding	and	where	they	could	maintain	their	

own	 sustainability,	 rather	 than	 doing	 this	 by	 consensus	 with	 the	 local	 partnership	

leaders.	 	Why	providers	 felt	 it	necessary	 to	do	 this	would	be	a	good	 topic	 for	 further	

research,	however,	it	was	perhaps	because	they	feared	that	decisions	would	be	taken	by	

others	who	were	not	as	well	informed	as	they	felt	they	were:	“I	am	acutely	aware	that	

local	government	colleagues	don’t	understand	health	as	much	as	they	need	to,	in	order	

to,	I	think,	effect	some	of	the	decisions	that	they	will	now	be	part	of,	within	a	place-based	

decision	making	 arrangement’	 (Provider	 Manager	 One).	 	 Additionally,	 they	 generally	
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viewed	commissioners	as	 incapable	of	doing	 their	 jobs	 in	unifying	the	 system	around	

prioritised	decisions:	“we	need	strong	commissioning.		Informed,	knowledgeable,	strong	

commissioning,	to	override	some	of	the	political	machinations,	and	we	don’t	have	that”	

(Provider	Manager	One).		And	finally	they	had	been	set	up	to	work	in	competition	rather	

than	 collaborate:	 “acute	 hospitals,	most	 of	 them	 are	 Foundation	 Trusts…cooperation,	

collaboration	actually	 isn’t	part	of	what	 their	DNA	has	been	 in	 the	past”	 (Partnership	

Manager	Five).	

	

Alongside	appearing	to	behave	in	unsupportive	ways	for	the	partnership,	it	also	appeared	

that	 hospital	 providers	 held	 a	 relatively	 strong	 belief	 that	 they	were	more	 capable	 of	

making	 better	 decisions,	 presenting	 themselves	 to	 other	 organisations	 within	 the	

partnership	as	somewhat	superior	and	untouchable,	whilst	at	the	same	time	asking	for	

understanding	as	they	felt	misunderstood.		This	is	a	highly	complex	and	interactive	set	of	

beliefs,	leading	to	the	conclusion	that	there	is	both	a	real	issue	with	power	and	resource	

imbalance	 for	 hospitals	 working	 within	 partnerships,	 and	 also	 a	 longstanding	 and	

negatively	 damaging	 perception	 of	 hospitals’	 willingness	 and	 ability	 to	 make	 a	

meaningful	contribution	to	the	system	through	working	in	partnership.				This	is	further	

compounded	by	hospital	providers	appearing	to	cognitively	know	and	agree	in	principle	

that	partnerships	are	what	is	needed,	including	continuing	to	participate	in	partnerships	

and	work	on	their	approach—“We’re		trying	to	engender	more	of	a	duty	of	collaboration”	

(Provider	Manager	One)—however,	then	quite	consistently	failing	to	translate	the	theory	

into	practice.		It	appears	the	main	issue	is	that	providers	are	unwilling	or	only	partially	

able	 to	 admit	 they	want	 to	 hold	 onto	 power	 and	 resources,	with	 the	 reasons	 for	 this	

behaviour	not	fully	understood	by	others	involved	in	the	partnership.	 	Furthermore,	it	

seemed	that	hospital	providers	were	not	unable	to	look	to	themselves	as	either	the	main	

cause	 or	 at	 least	 a	 contributor	 to	 the	 issue,	 which	 further	 isolated	 them	 from	 other	

organisations	 who	 were	 more	 self-reflective	 and	 showing	 more	 humility.	 	 Instead,	

providers	appeared	to	mainly	blame	others	for	why	they	behaved	in	the	way	they	did:	

commissioners	for	being	weak,	social	care	for	being	disorganised	and	not	understanding,	

primary	care	for	not	coping	with	demand,	and	the	regulators	for	creating	an	environment	

which	 enabled	 them	 to	 continue	 to	 behave	 this	 way—“I	 guess	 the	 inherent	 position	
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is…this	is	all	interesting,	but	actually,	regulators:	we	do	what	they	say	and	that’s	where	

we	are”	(Provider	Manager	One).			

	

Only	in	one	locality	area	did	interviewees	specifically	state	that	provider	behaviour	was	

not	a	challenge,	citing	shared	goals	and	plans	as	being	the	key	to	making	progress	through	

the	partnership:	“I	think	some	providers	are	trickier	than	others.		I	don’t	think	we	have	

that	issue	locally…I	think	commissioners	and	the	provider,	or	the	major	acute	provider	

in	this	area,	have	broadly	the	same	plan”	(LCO	Manager	Two).		There	were	two	further	

reasons	 identified	 for	 improved	relationships	between	providers	and	the	partnership,		

The	 first	was	 that	 being	 the	majority	 or	 near	 sole	 funder	was	 a	 positive	 influence	 on	

provider	attitudes	and	participation	 in	 the	partnership:	 “85%	of	 the	hospital’s	money	

comes	from	us.	If	we	want	a	conversation,	they’re	gonna	[sic]	come”	(LCO	Manager	Two).		

This	 idea	of	 commissioners	being	able	 to	 influence	acute	providers	using	 the	 lever	of	

funding,	which	did	seem	to	be	the	prevailing	motivational	or	influencing	factor	for	their	

participation	in	partnerships,	was	confirmed	by	another	interviewee	where	they	did	not	

hold	the	power	on	the	lever	of	funding:	“We’re	associate	commissioners	with	[locality].		

So	we	could	say	to	the	FT:	‘we’ll	do	this	differently’.		And	the	FT	can	say	‘no’.		Because	they	

will	continue	to	deliver	it	for	their	main	commissioner	and	that’s	good	enough	for	them.”	

(Commissioning	 Manager	 Three).	 The	 second	 reason	 for	 improved	 input	 into	 the	

partnership	 from	 hospital	 providers	 appeared	 to	 be	 where	 they	 were	 smaller	

organisations;	 there	 was	 an	 obvious	 correlation	 between	 hospital	 provider	 size	 (as	

defined	by	service	financial	value	and	quantum)	and	their	perceived	power,	and	then	an	

inverse	relationship	between	this	and	their	positive	contribution	to	the	partnership.		As	

one	interviewee	observed:	“there’s	judgement	about	other	people’s	motivations…you	get	

that	where	you’re	talking	about	a	large	hospital”	(Commissioning	Manager	Five).	

	

The	above	example	of	a	locality	not	experiencing	high	tension	with	its	provider	would	

seem	 to	 suggest	 the	 issue	 of	 providers	 holding	 power,	 whilst	 complex	 and	 highly	

disruptive,	is	resolvable.	 	Whatever	the	reasons	are	for	providers	behaving	in	the	way,	

including	the	possibility	 that	 there	are	reasonable	explanations,	 this	 topic	needs	to	be	

further	explored	by	partnership	leaders	who	are	willing	to	learn	from	the	locality	areas	

where	 this	 is	 not	 such	 a	 big	 issue,	 listen	 to	 each	 other’s	 perspectives,	 constructively	
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challenge,	empathise,	and	design	solutions	together.		Allowing	this	overall	negative	and	

ingrained	perception	of	providers	to	continue	is	likely	to	slowly	erode	the	partnership;	

providers	will	 likely	 continue	 to	 hold	 power	 thus	 removing	 both	 the	 opportunity	 for	

different	outcomes	and	a	continued	weakening	of	partnership	relationships.	

	

6.2.2 Perceptions of commissioners 

Overall,	 it	was	agreed	that	commissioning,	as	a	function	of	the	partnership,	was	not	as	

strong	as	it	could	be:	“I	still	think	commissioning	is	a	bit	of	a	weak	link…	the	link	between	

evidence,	business	intelligence,	performance,	quality,	what	outcomes	you’re	getting,	to	

then	a	commissioning	decision,	to	then	the	contract	to	be	written	around	that	-	that	cycle	

isn’t	as	good	as	it	could	be”	(Commissioning	Manager	Three).		There	was	underlying	data	

that	this	was	due	to	the	imposition	of	CCGs	as	the	major	structural	form:		

I	would	agree	commissioning	is	weak	cause	[sic]	it’s	been	messed	about	with…they	
went	from	PCTs	to	CCGs,	I	think	it’s	weakened	more	by	a	general	national	narrative	
that	CCGs	aren’t	here	to	stay,	they	were	all	made	too	small.		All	of	that,	which,	I	don’t	
disagree	with	that,	but	 the	point	 is	 they’re	here	now,	until	someone	changes	the	
Health	&	Social	Care	Act	we’ve	got	to	be	here,	so	maybe	everyone	should	just	get	
over	that	and	stop	focusing	on	it	(Commissioning	Manager	Two).	

Further	 reasons	 for	 this	weakness	were	 reflected	 on	 by	 commissioning	 interviewees	

themselves,	but	 similarly	 to	providers	blaming	commissioners,	 commissioners	 related	

their	 issues	 mainly	 to	 the	 actions	 of	 providers.	 	 The	 first	 reason	 was	 that	 they	 felt	

controlled	 by	 providers,	 “I	 feel	 like	 our	 providers	 have	 a	 really	 strong	 hold	 on	 us”	

(Commissioning	Manager	Three),	which	was	not	enabling	them	to	make	the	decisions	

they	would	have	liked	to	take.		The	second	was	that	commissioners	were	seen	as	inferior	

to	provider	leaders,	a	view	commissioners	felt	was	being	driven	by	providers:	“I	think	a	

lot	of	the	time	people	are	‘oh,	they’re	just	these	people	who	have	ended	up	here	cause	

they	 couldn’t	 hack	 it	 in	 a	 provider’.	 And	 I	 think	 that	 narrative	 doesn’t	 help	

(Commissioning	Manager	Two).		This	view	was	found	to	be	true	in	the	data	collected	from	

providers,	 “I	 think	 generally	 the	 calibre	 of	 leadership	 of	 commissioners	 is	 lower”	

(Provider	 Manager	 Two),	 which	 even	 if	 it	 was	 to	 be	 true,	 was	 not	 assisting	 in	 the	

maintenance	of	respectful	partnership	relationships.			
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In	 response	 to	 feeling	 powerless,	 it	 appeared	 CCGs	 had	 responded	 to	 providers	 in	 a	

relatively	immature	manner	which	was	likely	leading	to	a	lost	opportunity	to	capitalise	

on	 the	 valuable	 partnership	 asset	 of	 bringing	 together	 diversity	 of	 expertise:	 “I	 think	

commissioners	have,	rather	than	been	focussing	on	outcomes,	I	think	they	have	largely	

tried	to	tell	providers	how	to	provide.		The	experts	on	providing,	presumably,	are	sitting	

in	the	provider.	So	you	can	see	why	there	are	tensions	across	the	system”	(LCO	Manager	

Two).	 	 Similarly	 to	 providers	 attempting	 to	 hold	 power,	 it	 appeared	 the	 behaviour	of	

many	commissioners	was	an	attempt	to	regain	power.		With	power	a	key	factor	clearly	

affecting	relationships	particularly	between	commissioners	and	providers,	there	seems	

to	be	a	need	for	commissioners	and	providers	to	be	able	to	meet	on	an	even	footing,	both	

in	 terms	 of	 finances	 available	 and	 strength	of	power,	 in	order	 to	 encourage	 the	most	

positive	contribution	to	the	partnership.	 	 If	 this	 is	 the	case,	 the	development	of	a	new	

approach	 for	 commissioning	 services	 from	 providers	 operating	 across	 aggregated	

localities	and	more	closely	matching	the	footprint	of	the	hospital	providers	is	required.		

This	would	serve	to	even	out	the	power,	money	and	size	imbalance	and	could	take	the	

form	of	 lead	commissioning	 localities,	or	a	network	of	commissioners.	 	The	 important	

difference	 being	 the	 creation	 of	 a	 one-to-one	 balanced	 relationship	 between	

commissioner	 and	 provider,	where	 the	 commissioners	 act	 as	 one.	 	 This	 arrangement	

would	span	locality	areas	to	ensure	smaller	funders	can	influence	larger	providers	for	the	

good	 of	 the	 overall	 system.	 	 Taking	 this	 positive	 action	 and	 examining	 how	

commissioning	 large	 hospitals	 providers	 could	 be	 incorporated	 into	 a	 partnership	

operating	model	would	seem	likely	to	deliver	two	key	benefits.		The	first	being	a	positive	

contribution	to	the	partnership	from	providers	rather	than	continuing	to	take	the	risk	

that	they	might	altruistically	give	up	power	for	the	sake	of	the	system.		The	second	being	

improved	 respect	 for	 commissioners	 and	 an	 improved	 and	 empowering	 approach	 to	

commissioning	which	is	completed	with	commissioners	and	providers	around	the	table	

working	in	true	partnership.	

	

6.2.3 Health versus social care 

There	was	a	relatively	divided	set	of	perceptions	held	between	interviewees	who	worked	

within	the	various	health	care	organisations	when	compared	to	those	within	social	care.		

Broadly	 speaking,	 these	were	 people	 employed	 either	 by	 the	 NHS	 (health)	 or	 a	 local	
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authority	 (social	 care).	 	 On	 one	 side,	 interviewees	 from	 local	 authorities	 held	 quite	 a	

negative	view	about	some	of	the	features	of	the	NHS	organisations,	describing	them	as	

old	fashioned,	suspicious	and	preferring	a	command	and	control	style:	“the	hierarchy	is	

just	astounding… there	 is	a	bullying	culture	 in	 the	NHS.	 	 It	stifles	discussion”	(Council	

Manager	Two).		This	was	quite	different	to	how	local	authorities	viewed	themselves:	“I	

go	into	rooms	leading	on	behalf	of	my	other	nine	colleagues	on	lots	of	issues,	and	actually,	

and	I’m	accountable	to	them,	but	they	trust	me	to	do	it.	So	that’s	the	world	which	I’ve	

lived	 in,	 health	 world	 is	 very	 different	 than	 that,	 nobody	 trusts	 anybody”	 (Council	

Manager	Two).	 	Furthermore,	health	organisations	were	viewed	as	operating	within	a	

context	that	did	not	fit	with	the	ethos	of	local	authorities:	

I	 think	 we	 are	 different	 and	 probably	 divergent	 between	 the	 way	 in	 which	
transformation	of	the	NHS	is	going	at	the	moment	against	what	I	would	say	is	the	
prevailing	paradigm	in	terms	of	our	operating	model	which	starts	with	the	basis	of	
a	 neighbourhood	 and	 a	 community	 and	 family	 and	 an	 individual,	 and	 connects	
health	and	social	care	systems	into	wider	public	services	and	asset	based	models	
(Council	Manager	Two).	

The	obsession	about	‘four	hour	wait’,	this	thing	that	actually	impacts	upon	very	tiny	
numbers	 of	 people	 but	 absolutely	 dominates	 the	 whole	 system,	 the	 obsessive	
nature	 of	 that	 completely	 skews	 the	way	 that	 investment	 gets	made,	 and	 sucks	
money	out	of	the	stuff	that	you	should	be	doing	(Partnership	Manager	Five).	

 

The	challenge	to	the	view	of	local	authorities	came	from	health	colleagues	who	did	not	

always	feel	local	authorities	were	critical	enough	of	themselves,	particularly	in	providing	

an	evidence	base	for	change	and	making	good	decisions:	“I	think	from	health,	we	feel	a	

bit	out	of	the	decision	making	around	social	care.		We	feel	it	is	not	particularly	effective”	

(Provider	Manager	One).		In	the	place	of	local	authorities	criticising	health	organisations	

for	continually	seeking	compliance	with	national	targets,	health	organisations	felt	local	

authorities	were	too	relaxed	in	their	approach	to	performance:	

We’ve	held	that	mirror	back	up	to	local	government	around	social	care,	where	the	
same	 performance	 management	 ethos	 isn’t	 there.	 	 I	 could	 ask	 a	 question	 of	 a	
Director	of	Adult	Social	Services,	‘when	you’ve	been	asked	to	put	in	place	a	special	
care	package	for	a	resident,	on	average,	how	many	hours	does	it	take	for	that	to	be	
in	place,	so	that	a	patient	who’s	medically	fit,	can	leave	hospital	and	go	home	with	
that	care	package	in	place?’		And	they	don’t	know…So	we’ve	done	quite	a	lot	of	work	
with	Directors	of	Adult	 Social	Services	 to	define	a	 small	 range	of	 indicators	as	a	
starting	point.		We	are	now	starting	to	monitor	and	develop	a	base	line	in	terms	of	
where	 we	 are,	 and	 from	 there	 we	 can	 jointly,	 as	 a	 partnership,	 agree	 what’s	 a	
reasonable	standard	(Provider	Manager	One).	
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Unless	there	can	be	a	measured	approach	to	addressing	some	of	the	criticisms	that	health	

organisations	and	local	authorities	are	levelling	at	each	other,	these	two	opposing	views	

are	 likely	 to	be	 troublesome	 for	 the	 future	of	partnerships,	particularly	 ICSs.	 	 Several	

interviewees	 cited	 the	 difference	 in	 budgetary	 permission	 allowances	 between	 NHS	

organisations	when	compared	to	local	authorities	as	being	the	underlying	cause	for	such	

views	existence:	“Local	authorities,	legally,	have	to	deliver	a	balanced	budget	each	year,	

which	they	do.		The	NHS	has	to	deliver	over	a	number	of	years,	but	can	run	a	deficit,	have	

a	deficit	 reduction	plan.	 	And	 that	drives	a	very	different	 set	of	 cultures	and	decision	

making”	 (Provider	 Manager	 One).	 	 Whilst	 this	 major	 difference	 in	 financial	 rules	 for	

constituent	 organisations	 to	 the	 partnership	 was	 predominantly	 presented	 as	 a	

challenge,	 there	was	 one	 locality	 area	 that	 considered	 this	 difference	 an	 opportunity	

rather	than	an	issue:		

I	can	borrow	and	I	can	invest	some	capital.		The	NHS	is	capital	poor,	but	that	capital	
can	actually	do	service	transformation,	it	can	save	a	lot	of	cash.		So	why	wouldn’t	I	
borrow	 and	use	 that	 capital	 to	 invest	 in	 those	 things	 but	 actually	 then	 generate	
savings	for	the	system	and	actually	pay	it	back	into	revenue	(Council	Manager	Two).	

	

Perhaps	 the	 best	 learning	 to	 take	 from	 the	 above	 opposing	 perceptions	 is	 that	

partnerships	 can	 offer	 the	 opportunity	 for	 constituent	 organisations	 to	 support	 and		

assist	each	other	in	improving	any	perceived	weaknesses,	as	per	the	example	provided	

where	NHS	organisations	were	working	with	the	local	authority	to	improve	information	

availability.	 	 Furthermore,	 if	 a	positive	and	problem	solving	mindset	exists	within	 the	

leadership,	some	of	the	organisational	differences	can	be	exploited	for	overall	gain,	as	per	

the	capital	investment	opportunity	highlighted	by	Council	Manager	Two.		However,	that	

said,	 there	 remains	 the	 underlying	 challenge	 of	 the	 overall	 cultural	 norms	 for	 NHS	

organisations	when	compared	with	local	authorities.		These	are	likely	to	be	best	managed	

by	leaders	who	can	recognise	these	differences	and	agree,	as	a	collective,	on	the	values	

that	 a	 local	 partnership	might	want	 to	 promote	 in	 order	 to	 shape	 a	 new	 and	 shared	

culture	of	collaboration	for	the	future	benefit	of	the	partnership.	
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6.2.4 The NHS versus public services 

Whilst	the	creation	of	NHS	is	often	held	up	as	the	finest	achievement	of	modern	day	UK	

society	 including	being	held	 in	high	public	 regard	 (YouGov,	2018),	some	interviewees	

expressed	concern	about	how	it	was	perceived	by	others,	and	whether	the	strong	identity	

and	structural	form	of	the	NHS	was	supporting	a	partnership	approach	into	the	future:	

When	people	talk	about	the	NHS	they	think	about	hospitals	not	health.		Whereas	it	
is	a	National	Health	Service.		But	the	way	it’s	constructed,	it	looks	and	feels	like	a	
national	 hospital	 service	 and	 that	 doesn’t	 help	 in	 the	 terms	 of	 the	 things	 I’m	
interested	in,	which	is	empowering	people	to	live	the	healthiest	life	they	possibly	
can,	for	them	to	be	in	charge	of	their	care”	(LCO	Manager	Three).			

Not	only	did	this	concern	interviewees	regarding	the	views	of	the	general	public,	but	also	

around	how	employees	of	the	NHS	may	view	themselves	differently	to	colleagues	they	

worked	with	in	the	partnership:	“I	don’t	think	health	service	professionals	would	ever	

describe	themselves	as	a	public	servant.	 	They	work	 for	the	NHS.	 	Because	the	NHS	 is	

special	and	that’s	where	they	identify.		Not	with	the	rest	of	the	public	sector”	(Partnership	

Manager	Six).		This	assertion	was	somewhat	also	inferred	by	the	following	interviewee	

who	 believed	 that	 health—the	 NHS—would	 always	 need	 to	 remain	 as	 an	 institution,	

suggesting	 that	 the	 NHS’s	 distinct	 identity	 and	 structure	 were	 important	 and	 worth	

preserving:	“I	think	health	needs	to	be	an	effective	partner	in	the	conversations	about	the	

£22	billion	and	how	we	effect	decision	making,	as	opposed	to	the	partnership	subsuming	

health”	 (Provider	 Manager	 One).	 	 Not	 all	 interviewees	 agreed	 with	 this,	 with	 some	

presenting	experiences	which	would	suggest	that	a	nostalgic	or	ideological	argument	for	

retaining	NHS	identity	may	require	review:	“I	had	to	leave	the	NHS	in	order	to	support	

the	 work	 to	 describe	 the	 Devolution	 prospect	 to	 government”	 (Partnership	Manager	

Three).	

	

The	above	views	relating	to	the	identity	of	the	NHS	and	its	place	alongside	other	public	

services	pose	large	and	somewhat	controversial	questions.		This	is	especially	true	given	

the	fond	and	proud	position	the	NHS	holds	in	the	public	psyche.		Due	consideration	from	

policy	makers	and	government	is	likely	to	be	required	to	debate	the	importance	of	this	

issue;	if	we	are	moving	into	a	new	era	where	shared	leadership	is	focussed	on	places	and	

people,	what	is	the	future	identity	for	the	NHS,	an	organisation	traditionally	existing	to	

deliver	health	services?		This	would	be	a	suitable	topic	for	further	in-depth	research.	
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A	summary	of	the	key	components	relating	to	perceptions	in	the	data	is	included	in	Box	

6.2.5	below.	

 

6.2.5 Summary: Perceptions of each other 

• Perceptions	 were	 deemed	 an	 important	 finding	 because	 they	 appeared	 to	 be	

influencing	how	individuals	within	the	partnership	interacted. 

• At	a	generalised	level,	the	data	collected	had	three	major	characteristics: 

o It	was	not	personalised. 

o It	was	critical	rather	than	favourable.	 

o It	was	reflective	of	others	and	or	self. 

• It	is	plausible	that	the	types	of	perceptions	found	in	GM	could	be	replicated	across	

other	 areas	 of	 the	 country	 and	 therefore	 a	 general	 understanding	 of	 their	 nature	

would	be	valuable	for	other	partnership	leaders. 
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6.3 Section three—discussion of data in relation to the literature 

In	 the	above	 sections,	discussion	has	already	 referenced	 some	 instances	of	 confirmed	

agreement	between	the	literature	and	data	collected.		There	are,	however,	some	further	

opportunities	 to	 compare	and	contrast	 the	 literature	 reviewed	 in	Chapter	Two	 to	 the	

findings	of	Chapter	Five	to	expose	areas	of	agreement	or	contention	which	are	useful	in	

supporting	conclusions	drawn	in	relation	to	the	research	questions	of	this	project.		Areas	

of	contention	are	of	particular	interest	as	they	potentially	suggest	that	the	data	collected	

are	more	contemporaneous	than	the	limited	literature	reviewed,	or	may	be	a	reflection	

of	the	innovative	way	in	which	the	GMHSCP	is	operating.	

	

6.3.1 Overall comparison of literature with data collected 

The	literature	reviewed	in	Chapter	Two	was	focussed	predominantly	on	learning	about	

health	and	care	partnerships,	and	until	the	emergence	of	ICSs	as	a	new	partnership	form	

being	tested	in	the	English	NHS	in	2017,	the	main	outcome	for	these	partnerships	was	

described	as	relating	to	integration.		With	an	increased	focus	on	developing	ICSs	across	

England,	as	directed	in	the	NHS	Long	Term	Plan	(NHS	England,	2019),	there	has	been	an	

accompanying	 increased	 focus	 on	 population	 health	 systems	 (Charles	 et	 al.,	 2018;	

Humphries,	2019;	NHS	England,	2019)	with	integrated	health	and	care	services	forming	

a	component	of	such	a	system	(Buck	et	al.,	2018).	 	However,	even	with	this	 increased	

clarity	 of	 purpose	 and	 emergence	 of	 ICSs	 as	 the	 preferred	 partnership	 form	 for	 the	

English	NHS,	the	most	recent	literature	provides	scant	evidence	of	UK	based	partnerships	

that	are	operating	with	a	strong	purpose	regarding	the	creation	of	a	population	health	

system.		Furthermore,	there	is	no	significant	evidence	of	wider	public	service	reform	and	

wealth	creation	as	the	major	intended	outcomes	for	ICS	partnerships.		This	suggests	the	

GMHSCP	 is	 achieving	 something	 progressive	 and	 new,	 which	 was	 echoed	 in	 the	

reflections	of	several	interviewees	but	perhaps	best	encapsulated	by:	

The	partnership	working	that	I’ve	experienced	in	Greater	Manchester	compared	to	
other	parts	of	the	country…is	the	partnership	particularly	with	other	parts	of	the	
public	sector	system.		It’s	not	uniquely	the	local	authorities,	it’s	things	like	the	police,	
fire,	housing,	judiciary,	DWP,	all	that	type	of	thing.	So	that	is	the	thing	that	is	the	
most	starkly	different	in	Greater	Manchester,	and	is	it	better,	well	it’s	better	than	I	
have	seen	 in	other	parts	of	 the	country	because	 it	does	hook	 into	those	broader	
determinants	of	ill-health	(Commissioning	Manager	Four).	
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In	examining	the	core	nature	of	partnerships	in	relation	to	organisations,	the	literature	

spanning	 several	 years	 from	McMurray	 and	 Laffin	 (2006)	 to	 Ham	 (2018b)	 indicated	

organisations	 may	 have	 to	 give	 things	 up—power	 or	 ownership	 of	 services	 as	

examples—or	even	lose	out	on	funding	for	the	sake	of	the	greater	good.		However,	data	

collected	 during	 interviews	 showed	 that	 this	 view	 is	 changing,	 with	 those	 leading	

partnerships,	 particularly	 those	 partnerships	 that	 are	 beginning	 to	 deliver	 outcomes,	

agreeing	with	the	original	goal	of	alliances	as	outlined	by	Zuckerman	et	al.	(1995)—that	

a	win-win	or	all-win	(as	it	was	termed	in	GM)	outcome	is	possible.		Examples	found	in	the	

data	demonstrated	that	all-win	was	possible	both	in	the	change	that	might	be	realised	

and	 in	 the	 process	 used	 for	 realising	 change.	 	 In	 studying	 the	 use	 of	 the	 particular	

approach	being	 taken	 in	one	of	 the	 locality	areas	within	GM	 it	was	evident	 that	 their	

approach	delivered	value	in	multiple	directions	and	could	be	considered	win-win.		This	

included:	 valuing	 staff	 through	 training	 and	 development	 investment	 in	 order	 to	

transform	their	relationship	with	those	they	were	providing	services	for,	helping	people	

feel	proud	of	and	connected	to	their	local	areas,	encouraging	leadership	from	all	through	

development	 of	 a	 movement	 for	 change,	 and	 using	 community	 based	 assets	 to	

complement	 funded	 services.	 	 In	 culmination,	 the	 approach	 taken	 through	 the	

partnership	 led	 to	 a	 reduction	 in	 the	 cost	 of	 service	 provision	 through	 reduced	

dependence	on	such	services	and	an	improvement	in	the	overall	reported	outcomes	for	

the	 local	 community.	 	 In	 other	 words,	 there	 were	 no	 identifiable	 losers	 and	 the	

partnership	had	delivered	transformational	and	sustainable	change.		It	would	seem	this	

is	an	important	message	to	share	from	this	research—there	does	not	have	to	be	losses	if:	

1)	solutions	are	designed	against	a	balanced	set	of	objectives,	and	2)	organisational	focus	

can	be	reduced	and	instead	replaced	by	a	focus	on	the	system,	place	and	population.	

 

6.3.2 Challenges for studying partnerships—literature compared with findings 

One	of	 the	challenges	raised	 in	the	literature	that	has	not	yet	been	discussed	was	that	

partnerships	were	often	found	to	be	operating	at	different	levels	within	complex	systems.			

Calciolari	 and	 Ilinca	 (2011)	 described	 the	 importance	 of	 thinking	 about	 this—

particularly	where	 integration	was	 the	 given	 goal—as	 requiring	 consideration	 at	 the	

macro-,	 meso-	 and	 micro-levels,	 with	 Glasby	 (2003)	 describing	 a	 concentric	 ring	
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structure	as	being	a	helpful	theoretical	model	relating	to	partnership	structure.		Whilst	

the	thinking	around	partnerships	operating	at	different	levels	within	a	complex	system	

was	echoed	in	the	data,	and	complexity	was	confirmed	as	a	challenge,	the	partnership	

operating	at	different	levels	was	not	viewed	in	this	way.		Instead	interviewees	described	

the	layered	structure	as	providing	clarity	on	how	the	partnership	overall	was	expected	

to	operate	including	the	usefulness	and	value	of	distinct	responsibilities	at	each	level.	

	

A	second	challenge	identified	in	the	literature	which	has	not	yet	been	discussed	is	that	of	

the	 inherent	 tension	 between	 informal	 and	 formal	 governance	 arrangements	 and	 the	

drive	 of	 local	 development	 versus	 national	mandate	 for	 partnership	 formation.	 	 Data	

indicated	that	it	was	important	to	ensure	appropriate	time	be	spent	on	the	development	

of	governance	arrangements,	 including	understanding	the	different	approaches	across	

organisations	before	settling	on	an	agreed	way.		Several	interviewees	acknowledged	the	

complexities	and	tensions	in	developing	appropriate	governance	solutions,	“We’ve	set	up	

pretty	labyrinthine	governance	so	far,	different	boards,	different	levels;	it’s	been	evolving,	

as	 is	 normal”	 (Provider	 Manager	 One),	 but	 agreed	 that	 governance	 needed	 to	 be	 an	

enabler	for	the	partnership	rather	than	a	barrier	to	change:	“Governance	is	about	finding	

the	right	way	of	doing	it…	it’s	not	about	just	putting	up	constant	obstacles	in	the	way	of	

progress”	(Commissioning	Manager	One).		Additionally,	the	data	supported	the	findings	

of	 Hutchison	 (2015)	 where	 it	 was	 deemed	 that	 local	 leadership	 was	 best	 placed	 to	

develop	 the	 vision,	 develop	 trusting	 relationships	 and	 determine	 an	 appropriate	

timescale	for	change	to	be	delivered	rather	than	following	national	mandate.		This	was	

articulated	most	clearly	in	the	view	that	locality	based	partnerships,	in	the	form	of	LCOs,	

should	 lead	 the	 way	 for	 transformation,	 “I	 say:	 ‘yeah,	 locality	 supreme.	 I’m	 here	 to	

support’”	 (Partnership	 Manager	 One),	 and	 that	 local	 relationships	 were	 less	 faceless	

when	compared	to	the	previous	relationships	with	regional	or	national	bodies:	“at	least	

we	know	who	we’re	arguing	with”	(Council	Manager	One).	

	

A	final	third	challenge	worthy	of	note	is	that	several	pieces	of	literature	identified	a	lack	

of	clarity	as	to	how	partnerships	were	defined,	including	the	vague	use	of	terminology.		

Whilst	there	was	some	interchangeable	use	of	 terminology	present	across	the	LCOs	in	

GM,	 this	 did	 not	 appear	 to	 be	 affecting	 interviewee	 ability	 to	 understand	 what	 the	
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partnership	was	intending	to	achieve	overall	and	to	articulate	that	sufficiently	clearly	for	

their	local	context;	for	GM,	Ling’s	description	of	“methodological	anarchy	and	definitional	

chaos”	(2000	in	Petch,	2012,	p.	78)	did	not	seem	to	apply.		

	

6.3.3 Areas for consideration when studying partnerships—literature compared with 

findings 

The	literature	also	identified	some	areas	for	consideration	when	studying	partnerships.		

First,	was	that	partnerships	were	complex	in	nature	as	described	by	Cook	et	al.	(2007)	

and	 Petch	 (2012).	 	 This	was	 supported	 by	 the	 data	 collected,	 where	 complexity	was	

described	as	a	factor	in	a	similar	way	to	that	of	Calciolari	and	Ilinca	(2011):	complexity	

needs	to	be	acknowledged	and	understood,	and	partnerships	should	be	adaptable	and	

agile	particularly	in	matching	how	they	work	against	the	localised	challenges.		However,	

it	 can	 be	 argued	 that	 the	 consequence	 of	 this	 complexity	 was	 not	 the	 same	 as	 that	

suggested	 by	 Powell	 and	 Dowling	 (2006).	 	 Powell	 and	 Dowling	 claimed	 that	 it	 was	

unlikely	that	a	theoretical	framework	for	assessing	partnerships	could	be	developed	due	

to	 their	 complex	 form	 and	 function.	 	 This	 was	 not	 supported	 by	 the	 data	 collected:	

through	the	strength	of	the	core	themes	presented,	including	the	interdependencies,	it	

can	be	argued	 that	 there	appears	 to	be	a	 series	of	 factors	which	 can	be	 thought	of	 as	

important	for	both	optimising	partnership	working,	and	increasing	the	chance	of	benefit	

or	outcome	realisation.		How	these	factors	are	applied	and	adapted	to	local	circumstance	

perhaps	 sets	 apart	 the	 partnerships	 which	 can	 be	 viewed	 as	 having	 made	 the	 most	

progress.		This	idea	will	be	explored	more	fully	in	a	later	section.	

	

The	 data	 provided	 strong	 support	 for	 the	work	 of	 Allen	 et	 al.	 (2013)	 and	Kingsnorth	

(2013)	 in	 agreeing	 that	 partnerships	 were	 more	 likely	 to	 be	 successful	 where	 local	

leadership	 was	 empowered,	 as	 per	 the	 findings	 on	 locality	 power	 and	 influential	

individuals,	and	where	a	 localised	vision	 for	 the	 future	can	be	developed	which	 is	not	

solely	influenced	by	the	requirement	to	meet	national	targets.		There	was	a	lack	of	direct	

data	to	support	the	conclusion	drawn	by	Rummery	(2009)	that	partnerships	formed	from	

the	 bottom-up	were	 likely	 to	 lead	 to	more	 successful	 partnership	working,	 however,	

there	 was	 inferred	 references	 to	 the	 importance	 of	 not	 losing	 sight	 of	 the	 reason	
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partnerships	had	been	formed	in	the	first	place.		Additionally,	data	indicated	that	greater	

levels	of	understanding	and	creating	a	movement	for	change	might	be	effective	methods	

for	 partnerships	 to	 have	 greater	 impact	 and	 create	 more	 sustainable	 change,	 which	

suggests	 a	 bottom-up	 type	 approach	 to	 realising	 sustainable	 change	 through	

partnerships.	

	

Whilst	 there	 was	 a	 significant	 amount	 of	 data	 presented	 relating	 to	 the	 process	 of	

partnership	working,	interviewees	were	able	to	comment	on	both	the	partnerships’	value	

(or	 not)	 and	 whether	 outcomes	 were	 being	 realised,	 including	 acknowledging	 that	

partnerships	might	add	broader	value	than	that	of	outcome	realisation.		This	finding	was	

aligned	to	the	conclusions	of	Wilderspin	and	Humphries	(2013)	who	proposed	the	twin	

role	 for	 partnerships	 of	 being	 both	 deliverers	 of	 change	 and	 transformers	 of	 local	

relationships.	 	 The	 broader	 value	 of	 partnerships	 was	 articulated	 in	 the	 data	 as	 the	

formation	of	 improved	relationships:	 “Partnership	has	 to	 come	second	 to	 relationship	

building”	(Commissioning	Manager	Three).	

	

On	solely	focussing	on	outcome	realisation,		Barnes	et	al.	(2003)	presented	three	factors	

which	they	believed	made	it	difficult	for	research	projects	such	as	this	one	to	assess	the	

success	of	partnerships	in	delivering	outcomes.		First,	they	described	the	complexity	of	

partnership	working	structures	as	a	challenge.	 	This	was	 found	to	be	true	 in	 the	data,	

where	 structure	was	 either	 a	 distraction	 taking	 focus	 away	 from	 outcomes	 or	 it	 had	

become	highly	complex	mainly	because	of	unsupportive	legal	frameworks	that	were	not	

enabling	 clear	 options	 for	 structural	 form	 or	 shared	 arrangements	 across	 the	

partnership.	 	Second,	the	evolving	nature	of	partnerships	was	described	as	a	challenge	

for	researchers,	however,	this	was	not	found	to	be	problematic	for	this	research	project:	

data	 were	 successfully	 collected	 on	 two	 occasions	 with	 enough	 similarity	 to	 provide	

assurance	that	the	partnership	was	largely	stable	but	with	enough	change	to	aid	learning	

regarding	how	to	achieve	outcomes.		Finally,	the	categorisation	and	defining	of	structure	

for	partnerships	was	described	as	unclear	and	problematic.		This	was	not	found	to	be	the	

case	in	the	data;	structures	at	the	three	layers	were	clear	and	evident	across	GM,	with	

interviewees	convincingly	and	consistently	being	aware	of	the	layered	structure	and	the	

high	level	areas	of	responsibility	at	each	of	the	layers	for	the	delivery	of	outcomes.		There	



 228 

was,	 however,	 variation	 in	 how	 the	 partnerships	 at	 locality	 level	 had	 been	

operationalised	and	to	what	degree	they	had	matured	to	deliver	outcomes,	however,	this	

offered	insight	into	more	effective	ways	of	working	for	the	purposes	of	comparison	across	

GM	rather	than	presenting	a	challenge.				

	

Similarly	 to	recognising	the	broader	value	of	partnerships,	data	collected	were	able	 to	

describe	 some	 elements	 of	 why	 partnerships	 might	 be	 better,	 even	 if	 this	 was	 only	

because	 there	was	 no	 other	 politically	 acceptable	 option	 for	 attempting	 to	 transform	

outcomes.	 	 However,	 in	 agreement	 with	 Dowling	 et	 al.	 (2004)	 and	 Powell	 and	

Glendinning	 (2002),	 little	 data	 were	 able	 to	 be	 gathered	 regarding	 any	 cost	 benefit	

analysis	 that	 had	 been	 completed	 on	 partnership	 worth.	 	 Consistently	 interviewees	

described	 the	 advantage	 of	 partnership	 working,	 with	 the	 closest	 descriptions	 to	

disadvantage	 coming	 where	 interviewees	 identified	 something	 that	 needed	 to	 be	

improved	or	where	they	 felt	benefits	might	be	being	overstated.	 	Perhaps	some	of	 the	

benefit	overstatement	stemmed	from	the	further	challenge	of	measuring	outcomes	for	

partnerships	 as	 outlined	 by	 Dowling	 et	 al.	 (2004).	 	 Data	 illustrated	 that	 this	 was	 a	

challenge	 for	 the	 partnership,	 including	 accepting	 that	 time	was	 required	 to	 see	 true	

benefits	and	that	proxy	measures	should	be	used	to	assess	progress	wherever	possible.		

No	interviewees	advocated	for	the	partnership	to	be	ceased	in	the	absence	of	either	cost	

benefit	 analysis	or	good	measures,	 instead	preferring	to	 indicate	how	the	partnership	

might	be	improved.	

	

6.3.4 Theories in the literature compared with findings 

The	two	areas	of	theory	identified	in	the	literature	reviewed	as	relevant	for	partnership	

working,	 whilst	 not	 directly	 referenced	 by	 name	 in	 the	 data,	 can	 be	 thought	 of	 as	

supported	by	the	data.	 	The	 first	areas	of	 theory	 from	Petrich	et	al.	 (2013)	relating	to	

fragmentation	 leading	 to	 loss	 of	 energy,	 was	 implied	 by	 interviewees	who	 described	

fragmentation	and	overall	complexity	of	the	partnership	as	highly	time	consuming	and	

requiring	resilience.		This	was	particularly	the	case	for	some	interviewees	who	described	

the	decision	making	process	as	less	clear	and	involving	lots	of	new	people,	where	they	

were	finding	their	time	and	effort	went	into	serving	those	processes	rather	than	work	

they	regarded	was	of	any	value	in	relation	to	outcome	realisation.		Furthermore,	it	was	
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comprehensively	agreed	 that	policy	makers	and	 regulators	were	negatively	 impacting	

the	 energy	 within	 partnerships	 through	 their	 continued	 focus	 on	 national	 targets,	

organisational	performance	regimes	and	legal	arrangements	that	were	not	enabling	clear	

governance	structures.	 	The	continuation	of	this	approach	was	taking	diverting	energy	

and	time	towards	an	organisational	focus	and	away	from	the	partnership.	

	

The	second	area	of	theory	was	presented	by	Ford	(2009)	whose	work	around	a	new	type	

of	leadership	requirement	for	complex	adaptive	organisations	or	systems	was	supported	

in	 the	 data	 with	 significant	 commentary	 provided	 on	 the	 need	 for	 a	 new	 type	 of	

leadership	that	could	cope	with	the	complex	environment.		The	presence	of	such	data	and	

confirmation	in	the	literature	that	there	is	an	under-developed	sense	of	understanding	

regarding	 complex	 leader	 theory	 also	 supports	 the	 requirement	 for	 new	 thinking	 on	

leaders	to	be	developed.	

	

6.3.5 Overview of success factors in the literature compared with findings 

The	 literature	 reviewed	 for	 this	research	 identified	 the	 following	as	 factors	 impacting	

upon	partnership	success:	operating	principles	and	processes	(Wilderspin	&	Humphries,	

2013),	governance	and	financial	decision	making	(Addicott,	2014;	Townsley	et	al.,	2004),	

performance	management	processes	 (Dowling	et	 al.,	 2004;	Glasby	et	 al.,	 2011),	 vision	

(Charles	et	al.,	2018;	Hutchison,	2015;	Kizer	&	Moore,	2015)	and	purpose	(Wilderspin	&	

Humphries,	2013),	leadership	(Charles	et	al.,	2018;	Cook	et	al.,	2007;	Hulks	et	al.,	2017;	

Hutchison,	 2015;	 Miller	 et	 al.,	 2010),	 relationship	management	 (Charles	 et	 al.,	 2018;	

Humphries,	2013),	and	trust	(Dowling	et	al.,	2004;	Ham,	2018b).		Commentary	on	all	of	

these	factors	was	also	found	in	the	data	collected,	however,	the	data	also	indicated	some	

other	factors	as	being	more	influential	than	the	literature	described.		They	include	factors	

such	as	power	and	decision	making	across	a	system,	shared	use	of	resources,	and	a	focus	

on	place,	all	of	which	were	highlighted	strongly	in	the	data	as	important.	 	Perhaps	the	

difference	can	be	accounted	for	because	of	three	things.		First,	the	data	collected	for	this	

research	project	are	more	current	and	detailed	than	the	majority	of	 the	 literature	can	

account	 for.	 Second,	 might	 be	 that	 using	 the	 data	 collection	 method—in-depth	

interviews—enabled	a	more	direct,	frank	and	comprehensive	capture	of	data	relating	to	

the	challenge	of	responsibility	that	such	complex	work	was	presenting	to	leaders.		Third,	
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was	perhaps	because	data	were	being	offered	which	reflected	a	lived-experience	rather	

than	largely	theoretical	or	reflected	upon	by	individuals	from	outside	of	partnerships.		In	

considering	 the	 most	 comparable,	 relevant	 and	 recent	 report	 (Charles	 et	 al.	 (2018))	

against	 these	three	arguments	the	key	difference	comes	 in	the	 level	of	detail	 that	 this	

research	 presents.	 	 Whilst	 the	 two	 pieces	 of	 research	 used	 the	 same	 data	 collection	

method	 and	 the	 data	was	 subject	 to	 thematic	 analysis,	 the	 detail	 and	 richness	 of	 the	

findings	presented	in	this	thesis	allow	for	greater	insight	into	the	critical	nuances	of	the	

factors	and	context	that	are	influencing	a	first-wave	CIS	partnership.		It	is	arguable	that	it	

is	 these	nuanced	details	 that	make	the	 largest	contribution—greater	specificity	would	

appear	to	be	helpful	in	an	environment	that	has	been	found	to	be	complex	and	ambiguous.			

	

Similarities	between	the	literature	success	factors	and	the	data	collected	include	the	fact	

that	leadership	was	the	most	commonly	described	factor,	both	in	terms	of	the	required	

system	focussed	style	and	the	ability	of	leaders	to	be	highly	influential.		Other	key	areas	

of	agreement	include:	

• The	 need	 for	 further	 work	 on	 risk	 and	 gain	 sharing	 financial	 decision	 making	

processes	as	described	by	Townsley	et	al.	(2004);	

• A	process	for	measuring	outcomes	and	progress	towards	the	vision	of	the	partnership	

as	described	by	Glasby	et	al.	(2011);	

• A	 clear	 vision	 and	 purpose	 with	 a	 focus	 on	 the	 overall	 system	 rather	 than	

organisational	gain	as	described	by	(Charles	et	al.,	2018)	and;	

• Relationships	 that	 could	 transcend	 organisational	 boundaries	 Allen	 et	 al.	 (2013),	

where	time	and	deliberate	effort	was	made	to	develop	such	relationships	(Charles	et	

al.,	2018),	that	were	built	on	a	firm	foundation	of	trust	Ham	(2018b).	

	

6.3.6 Overview of challenges for partnerships presented in the literature with the findings 

Overall,	 there	were	high	 levels	of	 agreement	between	 the	 literature	 reviewed	 for	 this	

research	project	and	the	data	collected	in	regard	the	challenges	faced	by	partnerships.		

As	argued	by	Ham	(2018b)	and	Hutchison	(2015)	respectfully,	interviewees	consistently	

identified	 the	 role	 of	 the	 regulators	 in	 continuing	 organisational	 focus	 and	 pursuing	

national	 targets	as	problematic.	 	 Furthermore	the	presence	of	organisational	 focus	as	
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highlighted	and	explained	by	Charles	et	al.	(2018)	was	agreed	upon	in	the	data,	including	

data	indicating	a	view	similar	to	that	of	Glasby	et	al.	(2011)—the	ability	of	local	leaders	

to	realign	their	organisation	around	the	direction	and	vision	of	the	partnership	played	a	

large	role	in	whether	the	focus	on	organisational	gain	was	reduced.	

	

Whilst	 the	 formation	of	 partnerships	was	described	 as	 negatively	 disruptive	 by	 some	

interviewees	this	was	not	universally	felt	to	be	the	case	across	interviewees,	however,	

there	were	consistent	data	on	the	updated	forms	of	tension	present	within	partnership	

as	presented	by	Hudson	 (2007).	 	These	were	more	aligned	with	 the	 tension	between	

competition	and	collaboration	as	described	by	Charles	et	al.	(2018)	and	the	role	for	FTs	

organisationally	as	opposed	to	the	medical	professional	versus	everyone	else	scenario	

presented	by	McMurray	and	Laffin	(2006)—this	did	not	appear	in	the	data	as	an	issue,	

more	an	opportunity	to	harness	the	skills	of	clinical	leadership.	

	

6.3.7 Overall reflections on the literature when compared to the data 

In	 summation,	 there	 are	 three	 points	 worthy	 of	 note	 when	 comparing	 the	 literature	

included	in	this	thesis	with	the	data	collected.		The	first	is	that	the	background	literature	

was	broadly	 comparable	with	and	confirmed	 in	 the	data	 collected.	 	There	were	 some	

nuanced	 differences	 such	 as	 whether	 all-win	 could	 be	 achieved	 or	 not	 through	

partnerships,	but	largely	the	difference	when	comparing	the	background	literature	with	

the	 data	 was	 limited.	 	 The	 second	 point	 is	 that	 where	 the	 factors	 for	 success	 and	

challenges	were	described	in	the	literature	and	data,	there	was	agreement	on	most	areas.		

The	main	difference	was	that	factors	that	were	highlighted	in	the	data	as	important—the	

importance	of	place-based	working,	a	focus	on	populations	and	systems,	and	the	role	for	

leaders	power—were	not	extensively	commented	upon	 in	the	 literature,	and	have	not	

been	until	much	more	recently,	if	at	all.		The	third	and	largest	area	of	difference	was	in	

the	fact	that	the	literature	rarely	explored	the	concept	of	value	or	efficacy	of	partnerships,	

whereas	 the	data	 had	many	 insights	 to	 offer.	 	 The	 data	 collection	method	 and	 line	 of	

enquiry	at	interviews	was	deliberately	designed	to	close	this	gap	in	the	literature,	and	the	

conclusions	around	partnership	value	are	presented	in	Chapter	Seven.		
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A	summary	of	the	key	components	relating	to	comparing	the	literature	with	the	data	is	

included	in	Box	6.3.8	overleaf.	
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6.3.8 Summary: data in relation to the literature 

• The	GMHSCP	is	progressive,	particularly	in	regards	its	focus	on	population	health	

and	wider	public	service	reform	and	wealth	creation.	

• Partnerships	can	and	should	be	delivering	win-win	solutions,	moving	away	from	the	

idea	that	there	may	need	to	be	losers	for	overall	gain.		This	can	be	achieved	if	solutions	

are	designed	against	a	balanced	set	of	objectives	and	if	organisational	focus	can	be	

reduced	and	instead	replaced	by	a	focus	on	the	system,	place	and	population.		There	

is	a	role	for	both	organisational	leaders	and	national	regulatory	leaders	in	ensuring	

this	is	possible.	

• A	layered	operating	model	at	the	macro-,	meso-	and	micro-	levels	is	supported	in	the	

literature	and	provides	value	 in	ensuring	an	organised	approach	within	a	complex	

system.	

• Partnerships	 are	 more	 likely	 to	 be	 successful	 when	 they	 are	 locally	 empowered,	

suggesting	support	particularly	for	ensuring	partnerships	operating	at	place-level	are	

able	to	develop	a	localised	vision	and	prioritise	resources	against	this	accordingly.	

• There	is	value	in	both	the	existence	of	partnerships	in	positively	transforming	local	

relationships	 between	 organisational	 leaders,	 and	 in	 the	 delivery	 of	 change	 and	

outcomes.	

• There	is	little	evidence	of	cost	benefit	analysis	suggesting	this	be	an	appropriate	topic	

for	further	research	including	assessing	the	potential	alternative	options	available	to	

partnership.	

• The	 two	 theories	 described	 in	 the	 literature	 reviewed	 were	 thought	 to	 be	 highly	

relevant:	

o There	is	a	risk	of	losing	energy	between	all	boundaries	that	a	partnership	must	

be	able	to	operate	across.		Energy	is	lost	through	activity	such	as	time	spent	in	

involving	 more	 people	 in	 decision	 making	 and	 the	 potential	 for	

misunderstanding.	

o There	is	a	new	type	of	leadership	requirement	for	complex	adaptive	systems	

such	as	partnerships,	and	the	application	of	complex	adaptive	system	theory	

for	partnerships	could	form	an	area	of	future	research.	

Continued…	
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• The	literature	mostly	identified	operating	principles	and	processes,	governance	and	

financial	decision	making,	performance	management	processes,	vision	and	purpose,	

leadership,	 relationship	 management,	 and	 trust,	 as	 impacting	 upon	 partnership	

success. 

• The	data	 indicated	some	other	 factors	as	being	more	 influential	 than	the	literature	

described.		They	included	factors	such	as	power	and	decision	making	across	a	system,	

shared	use	of	resources,	and	a	focus	on	place. 

 

6.4 Limitations of this research 

There	are	three	areas	of	limitation	identified	for	this	research	project.		The	first	is	the	role	

of	bias	in	the	data	collected	from	interviewees.		It	was	noticeable,	to	some	degree,	in	the	

overall	 body	 language,	 facial	 expressions,	 tone	 of	 voice	 and	 content	 of	 speech	 as	 to	

whether	 individual	 interviewees	 felt	 supportive	 or	 more	 cynical	 about	 partnerships.		

Whilst	this	was	not	an	 issue	and	associated	with	what	might	be	expected	as	a	normal	

distribution	of	views,	there	were	occasions,	when	probed,	that	it	was	deemed	that	data	

were	being	offered	that	was	biased	and	based	on	self-	or	organisational-interest	rather	

than	 true	 occurrences.	 	 For	 the	 purposes	 of	 this	 research,	 and	 a	 continuation	 of	 the	

constructivist	perspective,	the	variations	in	views	were	accepted	and	reported	on	in	the	

data—excluding	 such	 views	 would	 lead	 to	 problematic	 inclusion	 of	 bias	 from	 the	

researcher.		The	idea	being	that	people	presented	views	that	they	thought	necessary	in	

order	to	construct	a	view	of	partnerships	as	 they	operate	now.	 	Generally	views	were	

presented	as	positive,	or	presented	as	challenges,	and	in	the	thematic	analysis	both	sides	

of	any	argument	are	presented.	

	

The	second	limitation	is	related	to	mixed	views	in	the	literature	on	whether	findings	from	

a	single	case	can	be	generalised.		Tsang	(2014)and	Yin	(2018)	argue	that	this	relates	more	

to	 the	 definition	 of	 ‘generalisation’	 than	 to	 a	 limitation	 of	 case	 study	 or	 single-case	

research	 itself.	 	 Yin	 stated	 that	 there	 was	 no	 limitation	 as	 long	 as	 the	 impact	 of	 the	

research	was	understood	as	“to	expand	and	generalise	theories	(analytic	generalizations)	

and	not	to	extrapolate	probabilities	(statistical	generalizations)”	(p.	21)	which	is	why	this	

research	 project	 aims	 to	 explore	 a	 proposition	 rather	 than	 prove	 a	 hypothesis.		
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Furthermore,	Tsang	(2014)	argued	that	“Although	it	is	not	likely	that	a	new	theory	can	

be	 developed	 from	 a	 single	 study,	 whether	 qualitative	 or	 quantitative,	 theoretical	

frameworks	or	implications	can	still	be	generated”	Tsang	(2014,	p.	373).		That	is	why	in	

making	the	research	contributions	offered	by	this	project,	they	are:	1)	described	as	new	

thinking	 or	 frameworks	 that	 require	 further	 testing,	 and	 2)	 are	 limited	 in	 the	

generalisation	as	to	for	ICSs	rather	than	any	other	type	of	partnership.	

	

The	third	 limitation	relates	 to	 the	scope	of	 the	research	project	which	was	previously	

outlined	in	section	1.5.		The	research	is	focussed	solely	on	partnerships	within	health	and	

care,	 and	more	 specifically	 the	 formation	 of	 ICSs,	 which	 has	 led	 to	 a	 relatively	 small	

literature	set	being	included	in	this	thesis.	 	Whilst	it	is	recognised	that	there	is	a	large	

body	of	literature	that	relates	to	both	the	value	and	optimisation	of	partnerships	outside	

of	health	and	care,	and	also	to	topics	which	are	major	findings	of	this	research,	this	has	

not	been	included.		This	decision	was	made	for	two	main	reasons.		First,	was	to	enable	a	

focussed	 and	 detailed	 contribution	 to	 the	 current	 understanding	 regards	 ICS	

development.		As	previously	discussed,	there	is	little	published	work	regarding	the	way	

ICSs	might	 operate,	 and	 this	 research	 aims	 to	 both	 close	 that	 gap	 and	 provide	more	

specific	learnings	than	the	literature	currently	offers.		Second,	was	because	this	research	

project	was	designed	to	gather	detailed	data	from	a	large	number	of	senior	individuals	in	

order	to	gain	contemporaneous	insight	into	ICS	inner	workings.	 	These	data	have	then	

been	 extensively	 presented	 and	 analysed	 to	 generate	 the	 contributions	 offered.	 	 The	

depth	of	data	gathered,	and	the	rich	opportunity	 this	provides	 for	 learning	 from	first-

hand	experiential	data	is	a	strength	of	this	research,	and	it	is	therefore	this	asset	that	has	

been	 utilised	most	 in	 this	 thesis.	 	Whilst	 the	overall	 issue	 of	 scope	may	 be	 deemed	 a	

limitation	of	 the	 research,	 it	 also	provides	an	opportunity	and	 foundation	 from	which	

further	research	can	be	constructed	as	described	in	section	7.7.	

	

6.5 Chapter summary 

This	chapter	has	presented	a	 further	analysis	and	discussion	of	 the	 findings	 from	this	

research,	 first	seeking	to	 find	meaning	purely	from	the	data,	and	second	 in	relation	to	

what	 is	 already	 known	 in	 the	 literature	 and	 what	 the	 data	 confirms	 or	 adds.	 	 The	
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limitations	of	this	research	are	also	presented.		The	final	chapter	of	this	thesis—Chapter	

Seven—utilises	 all	 the	 information	 presented	 thus	 far,	 and	 synthesises	 it	 in	 order	 to	

answer	the	research	questions	set	for	this	research	project.			
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7	

Reflections	and	Conclusions	
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7. Reflections and Conclusions 

This	 chapter	 synthesises	 all	 previous	 analysis	 and	 discussion	 to	 provide	 summary	

answers	to	the	questions	posed	by	this	research.		Overall,	the	purpose	of	the	chapter	is	to	

answer	the	question:	what	does	this	study	add?	 	 In	answering	this	question,	a	 further	

three	 key	 contributions	 are	 offered	 in	 addition	 to	 the	 new	 thinking	 on	 partnership	

leadership	as	offered	in	Chapter	Six	(section	6.1.2).		These	additional	contributions	are:	

1)	a	value	proposition	for	partnerships	as	they	are	currently	operating,	2)	a	profile	of	an	

optimised	partnership	and,	3)	a	set	of	factors	which	have	enabled	greater	progress	of	LCO	

partnerships	towards	their	outcomes	providing	insight	into	which	factors	or	conditions	

might	 matter	 the	 most.	 	 This	 is	 followed	 by	 an	 identification	 of	 further	 research	

opportunities.		Finally,	the	thesis	is	concluded	with	some	summary	statements	regarding	

partnership	working.	

	

Due	to	the	methodological	approaches	used—as	outlined	in	section	3.3.5—it	is	proposed	

that	this	research	can	be	generalised	to	ICSs	as	a	first	step	in	better	understanding	how	

such	 partnerships	might	 best	 operate	 into	 the	 future.	 	 To	 generalise	 any	 further,	 the	

contributions	offered	here	would	require	further	testing	and	refinement	via	a	process	of	

implementation	in	other	ICSs,	followed	by	a	repetition	of	the	research	process	used	for	

the	GMHSCP	case	in	order	to	conduct	further	cross-case	analysis	(Yin,	2018).	

	

7.1 Importance of identifying the value proposition of partnerships 

This	 research	 argues	 that	 given	 the	 limited	 amounts	 of	 published	 peer-reviewed	

literature,	and	scant	amounts	of	other	grey	literature,	the	value	of	partnerships,	as	they	

are	operating	now,	is	not	well	articulated.	 	Data	collected	during	interviews	confirmed	

this:	“nobody	asks	specifically	about	partnerships.	I	mean,	you’re	asking	now	but	usually	

people	 are	 asking	 about	 how	 we	 solve	 the	 big	 issues	 we’ve	 got	 as	 a	 city	 region?”	

(Voluntary	Sector	Manager	One).	 	It	appears	that	the	focus	of	transformational	change	

has	been	more	on	the	things	that	need	to	change—the	‘what’—rather	than	the	prevailing	

mechanisms	available	to	realise	the	change—the	‘how’.	
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Reflecting	 on	 all	 the	 data	 collected,	 there	 are	 four	 main	 arguments	 as	 to	 why	 it	 is	

important	to	clearly	articulate	the	value	proposition.		This	research	has	found	evidence,	

through	 both	 data	 collected	 and	 literature	 reviewed,	 that	 suggests	 all	 four	 are	 either	

currently	missing	from	existing	partnerships	or	are	too	vague	to	be	functional.		Each	of	

the	components	will	now	be	explored	in	turn.	

	

7.1.1 Maintaining motivation and energy 

First,	 the	value	proposition	must	provide	a	clear	statement	on	why	 individuals	should	

support	partnerships	and	expend	their	energy	and	time	on	them	as	a	major	 form	and	

function	 for	 the	 future.	 	Essentially,	 a	 clear	value	proposition	becomes	people’s	 ‘why’,	

motivating	them	to	stay	involved.		This	is	important	because	both	the	data	and	literature	

confirmed	that	benefits	and	outcomes	being	delivered	through	partnerships	are	slow	to	

realise	 (Dickinson	 &	 Glasby,	 2010;	 Dowling	 et	 al.,	 2004).	 	 This	 slowness	 risks	 early	

abandonment	from	individuals	who	become	frustrated	or	begin	to	lose	faith	and	belief	in	

partnerships	 as	 an	 effective	mechanism	 for	 transformation.	 	 As	 previously	 discussed,	

proxy	measures	may	assist	as	part	of	the	solution	to	this,	but	if	individuals	have	a	clearer	

reason	 to	 remain	 involved,	 in	 the	 form	of	 understanding	 the	 value	 they	 are	working	

towards	realising,	then	it	can	be	argued	that	they	may	support	partnership	working	more	

fully	and	more	sustainably.		Furthermore,	there	is	inherent	variation	in	the	views	held	by	

individuals	 on	 the	 value	 of	 partnerships,	 where	 it	 could	 be	 argued	 that	 due	 to	

partnerships	being	complex	and	requiring	sophisticated	leadership	and	focus,	it	is	more	

likely	that	they	will	be	misunderstood.		Having	a	clear	value	proposition	and	reason	for	

partnership	existence	may	help	to	rebalance	this	as	an	issue.	

	

7.1.2 Assessment against criteria 

The	second	reason	that	partnership	value	must	be	better	articulated	and	understood	is	

to	enable	policy	makers	to	make	better	decisions	on	whether	partnerships,	as	a	major	

form	 and	 function	 for	 transformation,	 should	 be	 continued	 or	 whether	 a	 change	 in	

direction	is	required.		With	a	clear	value	proposition,	policy	makers	are	better	positioned	

to	assess	whether	or	not	this	value	is	being	realised,	including	an	assessment	of	whether	

partnerships	are	ever	likely	to	deliver	value.		In	other	words,	with	the	presence	of	a	clear	
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value	proposition,	policy	makers	are	in	a	position	to	make	objective	decisions	regarding	

partnerships’	 future	 taking	 into	 account	 whether	 the	 potential	 value	 that	 was	

theoretically	 thought	 possible	 is	 practically	 possible	 to	 realise;	 without	 a	 clear	

articulation	of	value,	it	could	be	argued	that	policy	makers	would	not	know	what	‘good’	

could	have	looked	like.		Similarly	to	the	data	and	literature	confirming	that	articulating	

why	 partnerships	 are	 important	 for	 maintaining	 motivation	 (Hutchison,	 2015),	

interviewees	 confirmed	 that	 they	were	 not	 always	 clear	 on	what	 they	were	working	

towards,	and	literature	confirmed	a	lack	of	clarity	(Dickinson	et	al.,	2009;	Dowling	et	al.,	

2004).	

	

7.1.3 Investment in continuation 

Third,	 is	 that	partnerships	carry	a	cost	and	require	 investment.	 	Without	a	clear	value	

proposition	for	cost	and	investment	decisions	to	be	weighed	up	against,	there	will	always	

be	a	risk	that	investment	will	not	be	made	in	partnerships.		As	stated	by	Dowling	et	al.	

(2004)	and	remaining	unchanged,	there	has	been	little	investigation	into	the	cost	benefit	

ratio	for	partnerships.		Stating	a	clear	value	proposition,	including	the	proposed	return	

on	investment	will	likely	support	the	case	for	investment	and	support	positive	decisions	

for	 partnerships’	 future.	 	 This	 is	 particularly	 important	 when	 considering	 the	

expectations	that	partnerships,	in	the	form	of	ICSs,	will	deliver	transformation	of	health	

services	across	England	including	an	increased	focus	on	population	health.		Policy	makers	

must	question	what	the	level	of	required	investment	is,	and	whether	their	requests	for	

outcomes	 are	 reasonable	 when	 considering	 their	 investment	 decisions	 and	 actions	

against	the	intended	value	proposition.	

	

7.1.4 External support 

The	fourth	and	final	reason	that	the	value	of	partnerships	must	be	articulated	and	better	

understood	 is	 that	 change	 is	 required	 from	 those	working	 outside	 of	 partnerships	 in	

order	 for	 partnerships	 to	 be	 successful	 into	 the	 future.	 	 This	 is	 particularly	 true	 for	

national	 bodies	 including	 the	 regulators	 and	 came	 through	 strongly	 both	 in	 the	 data	

collected	 and	 the	 literature	 reviewed	 (Charles	 et	 al.,	 2018;	Ham,	 2018b;	McMurray	&	

Laffin,	2006;	Shand	&	Turner,	2019;	Timmins,	2019).		If	the	value	proposition	is	deemed	
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high	enough,	there	has	to	be	shared	responsibility	in	contributing	to	its	achievement;	a	

clear	value	proposition	could	be	motivation	enough	for	external	bodies	to	consider	what	

changes	they	need	to	make	to	be	more	supportive	of	partnerships	including	removal	of	

some	 of	 the	 barriers	 faced.	 	 One	 of	 these	 barriers,	 as	 previously	 discussed,	 is	 that	

organisations	who	are	constituent	members	of	partnerships	like	LCOs	are	still	regulated	

and	 performance	 managed	 predominantly	 as	 stand-alone	 bodies	 leading	 to	 perverse	

incentives	and	disruptive	behaviours	from	organisations	who	are	partnership	members.		

If	the	value	proposition	is	clear	and	compelling,	then	there	is	good	reason	for	national	

bodies,	including	the	regulators,	to	consider	their	own	practice,	and	to	change	it	if	it	is	not	

supporting	the	opportunity	for	the	partnership	value	proposition	to	be	realised.		

	

7.2 SQ1: What is the value of working in partnership? 

The	majority	of	data	presented	suggested	that	there	was	value	in	working	in	partnership.		

In	summarising,	the	value	proposition	is	characterised	around	the	three	concepts	of:	

1. Scope—addressing	issues	or	taking	opportunities	that	would	not	have	been	possible	

otherwise,	

2. Scale—doing	more	together	and	across	larger	areas,	and,	

3. Sustainability—identifying	 more	 appropriate	 solutions	 for	 difficult	 issues	 and	

implementing	them	in	a	way	that	will	last.	

There	was,	however,	small	amounts	of	data	presented	that	suggested	partnerships	had	

little	or	no	value,	or	that	value	was	not	being	realised	including	some	interviewees	being	

unsure	 about	 the	 level	 of	 value	 that	 partnerships	 may	 add.	 	 These	 data	 have	 been	

presented	in	Chapter	Five	as	part	of	a	balanced	approach	to	the	thematic	analysis	for	this	

research	project,	and	therefore	will	not	be	discussed	further	here.		Instead,	the	focus	of	

this	chapter	is	in	outlining	a	value	proposition	for	partnerships	from	data	presented	in	

Chapter	Five	and	Six	which	suggested	partnerships	were	valuable.		It	is	worthy	of	note	

that	the	value	proposition	is	formed	of	factors	or	benefits	which	would	unlikely	to	have	

been	present	without	formation	of	a	partnership,	in	other	words,	they	are	benefits	that	

working	in	partnership	has	enabled	to	be	created	which	are	deemed	of	value.	
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7.2.1 A value proposition for partnerships 

The	following	statements	represent	the	proposed	value	proposition	for	ICS	partnerships.		

The	statements	are	based	upon	synthesis	of	the	data	collected	and	referenced	back	to	the	

relevant	sections	of	the	thematic	analysis.	

1. Partnerships	are	more	able	to	tackle	complex	issues	(5.2.1)	including	determining	a	

better	and	more	sustainable	solution	due	to	collective	and	consensus	decision	making	

(5.4.3).		This	is	because:	

a) Issues	are	surfaced	and	discussed,	rather	than	hidden.	

b) A	broader	range	of	skills,	experience	and	perspectives	come	together	through	

the	formation	of	networks	of	leaders	to	examine	the	issues.	

c) Partnerships	 ease	 the	 process	 of	 shared	 learning	 across	 organisations	 and	

areas	removing	the	fear	of	individual	and	organisational	blame	or	failure.	

d) Resources	and	power	can	be	pooled,	even	if	only	indicatively,	for	the	greater	

good	of	a	population,	place	or	system.	

e) Partnerships	 foster	 greater	 permission	 and	 creative	 freedoms	 due	 to	 their	

sense	of	ambition	for	improving	the	place	within	which	they	operate.	

2. Partnerships	 enable	 more	 to	 be	 done	 through	 working	 together	 (5.2.1).	 	 This	 is	

because:	

a) Partnerships	bring	people	together	to	increase	overall	capacity	and	capability	

to	tackle	the	most	challenging	issues.	

b) Decisions	are	focussed	on	the	best	value	use	of	finite	resources	for	the	highest	

impact.	

c) A	 layered	operating	model	 enables	 input	of	 resources	and	a	distribution	of	

responsibilities	at	the	most	effective	macro-,	meso-	and	micro-levels.	

d) There	 is	alignment	of	effort	 from	organisations	working	towards	a	common	

direction	which	is	greater	than	the	sum	of	its	parts.	

e) Small	scale	issues	within	single	organisations	or	areas	can	be	aggregated	up	so	

they	can	be	tackled	rather	than	never	being	prioritised	due	to	their	small	size.	

3. Partnerships	 are	 focussed	 on	 places	 and	 populations	 rather	 than	 organisations	

(5.2.2).		This	is	important	because:	

a) Relationships	 are	 transformed	 between	 people	 whom	 will	 outlive	 future	

partnership	and	organisational	forms	to	continue	to	work	together.	
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b) Organisational	 and	 personal	 interest	 becomes	 less	 relevant	 because	

organisations	are	aligned	to	a	system	vision	rather	than	their	siloed	interests.	

c) There	 is	 a	greater	 chance	 that	 the	best	 and	most	practical	 solutions	will	be	

found	 through	 the	 increased	 opportunity	 to	 use	 community	 expertise	 and	

assets.	

4. Partnerships	 more	 consistently	 focus	 on	 change	 (5.2.2)	 that	 benefits	 the	 system	

(5.5.4).		This	is	evidenced	by:	

a) A	greater	reach	into	wider	public	services	that	partnerships	are	afforded	due	

to	the	resources	and	expertise	that	the	constituent	organisations	bring.		This	

engenders	responsibility	across	partnership	members	to	focus	on	impacting	

the	wider	determinants	of	health	and	preventing	ill	health	including	strategic	

focus	on	related	critical	factors	such	as	employment,	housing,	and	education.	

b) Actively	 reducing	 inequity—partnerships	 are	more	 likely	 to	 have	 the	 scale,	

scope	and	influence	needed	to	address	longstanding	issues	of	inequity.	

c) An	 elevated	 view	 of	 the	 system	 rather	 than	 efforts	 being	 embroiled	 in	

transactional	and	minor	issues.	

d) Reduced	time	wasted	 in	conflict	and	on	misunderstanding	due	to	 improved	

understanding	of	each	other.	

5. Partnerships	manage	risk	more	effectively	(5.4.1.3)—risk	 is	pooled	across	a	 larger	

area	and	group	of	organisations	leading	to	a	greater	chance	of	mitigation	and	better	

management.	

6. Partnerships	can	support	the	generation	of	a	movement	for	change	(5.6.2)	due	to	their	

scale	and	scope	of	impact.			

7. Partnerships	 capture	 the	 talents	and	efforts	of	 larger	groups	of	 individuals	 (5.5.1)	

leading	 to	 a	 sustainable	 building	 of	 capacity	 and	 capability	 for	 the	 future	 and	 an	

enduring	common	goal	(5.5.3).	

8. Partnerships	are	a	catalyst	for	change,	in	particular	when	there	is	alignment	of	the	

efforts	of	influential	leaders	with	the	right	skills,	characteristics	and	power	to	make	

decisions	which	are	focussed	on	the	system	(5.4.1).	

	

The	below	figure	(Figure	5)	shows	how	the	three	major	concepts	of	partnership	value—

scope,	scale	and	sustainability—are	delivered	by	the	above	described	eight	statements	

which	are	either	changing	the	focus,	process	or	impact	of	partnership	working.	
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Figure 5: ICS partnership value proposition 
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7.3 SQ2: Are partnerships better than prior arrangements? 

There	are	two	aspects	that	must	be	explored	in	order	to	answer	this	question.		The	first	

is	exploring	whether	there	are	any	viable	alternatives	to	partnerships,	and	the	second	is	

examining	 the	 value	 that	 partnerships	 present	 and	 questioning	whether	 that	 is	 good	

enough.		In	exploring	the	first	aspect,	there	are	no	other	viable	alternatives	being	actively	

pursued	 in	 terms	of	major	 structural	 form	 and	 function	within	 the	UK—partnerships	

prevail.		In	reflecting	upon	the	data	and	combining	this	with	researcher	experience,	this	

is	likely	for	three	reasons.		The	first	is	because	effectively,	partnerships,	especially	ICSs,	

are	 expected	 to	 work	 predominantly	 within	 an	 existing	 resource	 base	 and	 to	 “take	

ownership	 of	 serious	 challenges	 that	 previously	would	 have	 been	 addressed	 through	

external	 intervention”	 (Ham,	 2018d,	 p.2).	 	 Given	 that	 it	 is	 unlikely	 to	 be	 politically	

acceptable	that	this	resource	will	be	hugely	increased	or	significantly	changed	in	nature,	

it	appears	partnerships	are	an	appropriate	mechanism	for	making	decisions	focussed	on	

best	 use	 of	 finite	 resources	 for	 a	 population	 or	 area.	 	 The	 second	 reason	 is	 that,	 as	

previously	 discussed,	 creating	 new	 larger	 organisations	 in	 place	 of	 partnerships	 is	

unlikely	 to	 work	 or	 be	 practical,	 and	 therefore	 the	 solution	 appears	 to	 lie	 in	 how	

organisations	interact	with	each	other	towards	a	common	goal—the	core	of	partnership	

function.	 	Third,	partnerships,	and	especially	the	emerging	direction	for	ICSs	is	largely	

untested	 and	 therefore	 it	 is	 a	 reasonable	 expectation	 that	 these	must	 be	 fully	 tested	

before	 any	 other	 alternatives	 might	 be	 put	 forward	 for	 implementation.	 	 As	 one	

interviewee	put	it:	“I’m	not	sure	it’s	the	best	way,	but	I’m	not	sure	there’s	a	better	way”	

(Partnership	Clinician	One).		

	

In	considering	the	second	aspect	of	the	question—the	value	of	partnerships	and	whether	

that	is	good	enough—it	can	be	concluded	that	it	has	to	be	for	now	given	that	if	the	value	

that	 is	 thought	 to	 be	 possible	 can	 be	 realised,	 then	 partnerships	 will	 succeed	 in	 the	

delivery	 of	 systematic	 integration	 and	 improved	 population	 health	 outcomes	 where	

stand-alone	organisational	form	has	largely	failed.		Furthermore,	inherent	to	partnership	

form	is	the	ability	to	work	across	a	wider	system,	broadening	outlook	and	increasing	the	

chances	of	better	solutions	to	the	most	complex	issues	to	be	found.		This	value	seems	to	

be	 quite	 a	 compelling	 reason	 for	 concluding	 that	 partnerships	 are	 better.	 	 This	 was	

directly	 supported	 in	 data	 collected	 during	 interviews	 where	 interviewees	 were	
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questioned	as	to	why	there	was	such	a	strong	belief,	hope	and	anticipation	that	LCOs	and	

the	GM	Partnership	Team	would	deliver	something	that	was	significantly	different,	given	

that	they	largely	constitute	the	same	people	who	were	working	in	across	GM	previously.		

The	responses	predominantly	lay	in	the	idea	of	team	work	and	being	motivated	around	a	

shared	goal.		As	one	interviewee	reflected:	

Why	is	it	that	the	same	eleven	football	players	who	performed	badly	last	year	can	
go	on	and	be	successful	 this	year,	or	 the	team	that	won	the	 league	get	relegated	
when	they’re	essentially	the	same?		I	think	there	is	something	in	there	about	how	
you	facilitate	team	work.		How	you	build	focus	on	goals.		How	you	lay	out	aspirations	
for	what	you	want	to	achieve.		Does	it	unite	people?	(Partnership	Clinician	One).	

	

Overall,	 the	 question	 around	 partnerships	 being	 better	 relates	 firmly	 to	 the	 question	

‘better	than	what?’	 	As	defined	in	the	introduction	of	this	thesis,	this	research	was	not	

intended	to	evaluate	whether	partnerships	were	better	than	other	ways	of	working,	but	

better	than	a	continuation	of	the	status	quo.		In	the	examples	of	partnerships	across	GM,	

there	were	 LCOs	who	were	 evidently	making	 progress	 and	 changing	 outcomes	more	

rapidly	and	successfully	than	others.		The	reasons	for	this	will	be	explored	in	more	detail	

in	section	7.5,	however,	given	that	progress	was	being	made,	and	some	of	the	LCO	areas	

were	 beginning	 to	 be	 nationally	 recognised	 as	 novel,	 it	 seems	 fair	 to	 conclude	 that	

partnerships,	in	those	places	in	particular,	were	definitely	better	than	a	continuation	of	

the	status	quo.		Attention	must	then	turn	to	asking	why	some	were	better	than	others?		

Before	this	question	can	be	addressed,	it	is	important	to	understand	the	key	factors	that	

have	emerged	from	this	research	as	supporting	partnerships	to	be	successful.	

	

7.4 SQ3: What is needed for partnerships to realise their full potential? 

The	following	section	outlines	a	proposed	profile	for	an	optimised	partnership.		The	term	

optimisation	is	used	to	describe	both	the	internal	workings	of	the	partnership—effective	

and	efficient	processes	with	the	correct	inputs—and	the	external	operating	environment,	

context	and	influencing	factors.		The	profile	includes	a	mix	of	factors,	characteristics	and	

attributes	 and	 should	 be	 considered	 as	 a	 set	 of	 ideas	 that	 emerged	 from	 the	 data	 as	

important	 learning	 for	partnerships	 to	be	operationally	successful	 thus	 increasing	 the	

chance	for	outcome	realisation.	
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In	compiling	the	profile,	due	consideration	was	given	to	its	use	for	ICS	development;	this	

is	 likely	 to	be	an	area	that	 the	profile	could	be	most	useful	and	applied	given	the	data	

were	collected	from	a	first-wave	pilot	ICSs	for	England.		To	increase	its	applicability,	the	

profile	does	not	describe	what	partnerships	should	be	aiming	to	achieve	or	prescribe	any	

outcomes.	 	 Instead,	 focus	 is	 given	 to	 the	elements	 that	will	 give	partnerships	 the	best	

chance	 of	 delivering	 on	 their	 ambitions,	 however	 they	 may	 choose	 to	 set	 these	 and	

whatever	they	may	be.	

	

7.4.1 Profile of an optimised partnership 

The	profile	presents	five	core	factors	which	are	considered	fundamental	for	partnership	

success	based	on	key	findings	within	the	data.		The	remainder	of	the	twelve	contributory	

elements	are	presented	as	being	important	influences	on	a	partnership’s	likely	success.		

It	is	worth	noting	that	whilst	the	contributory	elements	are	important,	they	need	not	be	

implemented	 at	 the	 same	 time,	 and	 indeed,	 some	 may	 not	 be	 achievable	 for	 all	

partnerships.	 	 An	 example	 of	 this	 might	 be	 partnerships	 forming	 around	 natural	

geography.	 	 In	 this	 instance,	 if	 structuring	 the	 operating	 footprint	 of	 the	 partnership	

around	natural	geography	is	not	possible,	then	the	principle	of	the	idea	should	be	taken	

instead—are	 there	 opportunities	 for	 the	 partnership	 to	 form	working	 groups	 around	

natural	geography	or	even	consider	it	more	in	decision	making	criteria?		This	illustrates	

the	 need	 for	 the	 profile	 to	 be	 interpreted	 by	 partnerships	 into	 their	 local	 operating	

context	 taking	most	note	of	 the	principles	behind	the	elements	rather	than	the	profile	

being	 applied	 strictly	 or	 formulaically.	 	 For	 ease	 of	 use,	 the	 profile	 is	 presented	 as	 a	

numbered	 list	which	 is	more	likely	 to	be	accessible	 for	partnerships	wishing	to	assess	

their	own	status	against	the	suggested	optimum.		The	factors	are	referenced	back	to	the	

relevant	sections	of	the	thematic	analysis.	

 

7.4.1.1 Core factors 

An	optimised	partnership	operating	in	the	current	environment	seeking	to	transform	

health	and	care	outcomes	should	have	the	following:	
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1. A	clear	operating	model	where	responsibilities	and	functions	are	carried	out	at	levels	

that	 match	 the	 overall	 geographical	 system	 area,	 the	 locality	 areas	 and	 the	

neighbourhood	units	(5.3):	

a) System	function	should	have	dedicated	leadership	resources	to:	

I. Deal	 with	 external	 pressures	 and	 barriers	 on	 behalf	 of	 the	 whole	

partnership	and	advocate	for	national	change	where	necessary.	

II. Plan	for	the	overall	system	including	acting	as	the	stewards	for	creating	

and	refreshing	the	system	vision.	

III. Do	things	once	and	well	including	setting	quality	standards.	

IV. Coordinate	 any	 shared	 networks	 and	 overall	 improvement	

programmes.	

V. Identify	and	 share	best	practice	 from	both	within	and	outside	of	 the	

partnership.	

VI. Set	the	principles	and	core	elements	for	locality	level	partnerships	to	

work	towards,	enabling	local	ownership	of	change	whilst	determining	

areas	of	consistency.	

VII. Look	outwards	by	forming	new	strategic	relationships	across	sectors.	

b) Locality	function	should	be	comprised	of	the	local	organisational	leaders	and	be	

supported	by	dedicated	support	managers	to:	

I. Ready	 themselves	 to	 participate	 in	 the	 design	 and	 delivery	 of	 the	

requirements	of	the	system	function.	

II. Act	as	the	place-based	system	architects.	

III. Determine	their	own	governance	arrangements	by	considering	what	is	

needed	to	deliver	place-based	working	including	place-based	budgets	

and	resource	decisions.	

IV. Make	links	between	locality	based	organisations	who	influence	overall	

health	and	wellbeing,	plan	and	make	decisions	together.	

V. Ensure	the	constituent	organisational	leaders	are	willing	to	distribute	

their	 power	 into	 the	 partnership	 through	 demonstrating	 shared	

leadership	and	collective	decision	making	by	consensus.	

VI. Look	 outside	 of	 the	 traditionally	 funded	 services,	 examining	 the	

opportunity	for	using	community	based	assets.	
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VII. Focus	on	enhanced	preventative	services	building	resilient,	accessible	

and	responsive	primary	and	community	care.	

c) Neighbourhoods	should:	

I. Act	as	the	delivery	units	for	integrated	care.	

II. Demonstrate	high	levels	of	multidisciplinary	working.	

III. Target	service	resource	where	they	are	needed	most	–	individual	and	

family	needs.	

2. System	leaders	(5.4.1)	and	expert	management	(5.4.6):	

a) Leadership	is	focussed	on	the	system	rather	than	organisational	success.	

b) A	 place-based	 leadership	 network	 is	 formed	 of	 the	 constituent	 organisational	

leaders	at	locality-level,	owning	the	opportunity	for	sustainable	development	of	

the	local	system,	with	shared	responsibility	for	the	system	attainment.	

c) Leaders	proactively	shape	the	system,	setting	expectations	about	the	future.	

d) Leaders	 utilise	 a	 distributed	 accountability	 model	 and	 are	 unafraid	 to	

constructively	challenge	each	other.	

e) Leaders	 are	 focussed	 on	 all-win	 outcomes	 and	 characterised	 by	 altruistic	

behaviours.	

f) Appropriate	partnership	working	structures	and	processes	are	developed.	

g) Information	 is	 managed	 to	 enable	 prioritised	 decision	 making	 through	 the	

partnership.	

h) Teams	use	agreed	proxy	measures	ahead	of	seeing	outcomes	being	realised.	

3. Power	(5.4.2	and	5.4.3):	

a) Leaders,	particularly	at	locality-level,	have	an	ability	to	make	meaningful	decisions	

about	the	future	use	of	resources,	ideally	through	the	use	of	place-based	budgets.	

b) Leaders	 engage	 with	 those	 outside	 of	 the	 partnership	 to	 change	 the	 strategic	

direction	of	the	overall	system	including	influencing	the	development	and	delivery	

of	services	directly	outside	of	health	and	social	care.	

4. Relationships	are	based	on	trust,	honesty	and	openness,	enabling	people	at	all	levels	

to	demonstrate	leadership	(5.5.1).	

5. A	highly	aspirational	vision	 centred	on	creating	 strong,	 vibrant	and	healthy	places	

(5.5.3).	
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7.4.1.2 Contributory elements 

An	optimised	partnership	operating	in	the	current	environment	seeking	to	transform	

health	and	care	outcomes	should	consider	the	following:	

1. Operating	around	a	natural	geography	considering	how	the	local	population	live	their	

lives,	promoting	a	focus	on	populations	rather	than	organisational	boundaries	(5.1.2,	

5.2.2.2,	5.2.2.3).	

2. Using	storytelling	to	engage	those	within	and	outside	of	the	partnership	in	an	overall	

narrative	 that	 demonstrates	 sense	 of	 pride	 and	 affinity	 for	 their	 place,	 including	

engendering	belief	in	an	ability	to	make	a	difference	(5.6.2).	

3. Using	 a	 formula	 or	 methodology	 to	 drive	 change	 forward	 at	 pace	 and	 scale,	

particularly	at	locality	level	(5.6.2).	

4. Accepting	 that	 co-production	 is	 likely	 to	 be	 the	 best	 approach	 to	 dealing	 with	

complexity—finely	balanced	solutions	 can	be	 found	 to	 the	most	 challenging	 issues	

(5.6.2).	

5. Identifying,	promoting	and	monitoring	smart	metrics	to	measure	progress	towards	

the	vision	focussing	on	outcomes	rather	than	service	outputs	(5.2.2.4).	

6. Using	a	sound	strategic	evidence	base	for	decisions	(5.4.6).	

7. Engaging	 clinical	 and	 political	 leaders	 in	 shaping	 the	 system	 alongside	 senior	

organisational	leaders	(5.4.1.1).	

8. Expecting	 to	 be	 challenged	 by	 strong	 local	 governors	 who	 ensure	 decisions	 are	

consistent	with	the	vision	(5.4.6).	

9. Using	a	clear	engagement	model	 to	support	representation	of	diverse	perspectives	

and	opportunity	to	influence	decisions	(5.5.6).	

10. Having	 gain	 share	 arrangements	 in	place	 including	 access	 to	 an	 initial	 investment	

fund	(5.4.4	and	5.4.5).	

11. Accepting	of	the	risk	of	failure	characterised	by	high	levels	of	adaptability,	resilience	

and	agility	in	its	leaders	(5.6.4).	

12. Allowing	people	time	to	get	used	to	working	in	new	ways	and	in	the	building	of	new	

relationships	(5.6.1).	
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7.5 SQ4: Which factors contribute most to successful partnerships in the current 

context? 

Using	 data	 on	 perceptions	 of	 each	 other	 coupled	 with	 broader	 thematic	 data,	 and	

combining	this	with	a	review	of	the	profile	for	an	optimised	partnership,	it	is	possible	to	

answer	 the	question:	Which	 factors	 contribute	most	 to	 successful	partnerships	 in	 the	

current	context?	 	This	 is	an	 important	question	because	no	single	partnership	studied	

across	GM	demonstrated	all	of	the	factors	or	characteristics	outlined	in	the	above	profile	

for	an	optimised	partnership,	however,	there	were	factors	which	emerged	as	critical	and	

in	common	for	those	that	were	deemed	as	making	the	most	progress.		In	order	to	address	

this	question,	it	must	first	be	possible	to	establish	a	view	on	the	current	progress	of	the	

ten	locality	based	partnerships	(LCOs),	where	progress	is	measured	both	in	terms	of	how	

well	the	partnership	is	functioning	as	the	new	decision	making	body	for	the	locality,	and	

in	terms	of	whether	any	change	is	being	delivered.		Without	using	quantitative	data	on	

outcomes,	which	has	already	been	acknowledged	as	highly	challenging	due	to	the	time	

required	to	see	measurable	results,	 this	 is	arguably	both	possible	and	hugely	valuable	

through	the	use	of	qualitative	data	from	two	main	sources.		First,	is	the	data	provided	by	

interviewees	which	directly	acknowledged	where	localities	were	deemed	as	making	the	

most	progress	and	demonstrating	maturity	in	their	partnership	function	and	operations.		

Interviewees	 identified	three	LCOs	they	 felt	were	most	successfully	delivering	change,	

thus	regarding	them	as	the	most	progressed	and	mature	in	their	approach.		Conversely,	

two	 locality	 areas	were	 consistently	 described	 as	making	 slow	progress.	 	 The	 second	

source	of	data	to	support	an	assessment	of	partnership	progress	is	where	locality	areas	

had	received	recognition	in	the	form	of	published	literature	written	about	them	by	think	

tanks	such	as	the	Kings	Fund	and	the	Nuffield	Trust	in	both	2018	and	2019	respectively.		

The	reference	to	this	literature	has	not	been	directly	cited	here	due	to	the	requirement	

to	ensure	anonymity	of	 interviewees	responses	which	could	then	be	 linked	to	 locality	

areas.	

	

In	establishing	a	sense	of	which	LCOs	were	deemed	as	showing	the	most	progress,	using	

interview	data	and	published	literature	as	described	above,	it	is	possible	to	sort	them	into	

three	groups—high-levels	of	progress,	average	progress,	and	slow	progress.		Using	this	

categorisation	 enables	 two	 further	 discussion	 points.	 	 The	 first,	 which	will	 be	 briefly	
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mentioned	below,	is	to	argue	that	the	three	categories	of	progress	seen	across	GM	broadly	

match	 the	 second,	 third,	 and	 fourth	 stages	 of	 Tuckman’s	 (1965)	 Stages	 of	 Team	

Development.		The	second,	is	to	examine	which	characteristics	or	factors	were	commonly	

associated	 with	 the	 different	 groups	 of	 LCOs,	 in	 order	 to	 provide	 insight	 into	 which	

factors	are	the	most	important	in	impacting	partnership	progress	and	maturation.	

	

7.5.1 Partnership development and leadership team development 

Application	of	the	Team	Development	Model	(Tuckman,	1965)	in	the	case	of	this	research	

project,	 mainly	 relates	 to	 the	 interactions	 between	 leaders	 and	 how	 much	 they	 had	

matured	 to	 operate	 as	 a	 fully	 functioning	 team	within	 their	 LCO.	 	 Across	 the	 LCOs	 it	

appeared	 that	 the	 three	 which	 were	 showing	 high	 levels	 of	 progress	 had	 similar	

characteristics	to	teams	reaching	stage	four	of	Tuckman’s	model	who	were	deemed	as	

‘performing’.		Particularly	of	note	was	the	degree	to	which	organisational	leaders	of	the	

three	 LCOs	 had	 agreed	 to	 work	 together	 through	 the	 partnership	 characterised	 by	

artefacts	 such	 as	 a	 single,	 shared	 vision,	 owning	 each	 other’s	 risks,	 and	 backing	 each	

other’s	 ideas	even	when	 it	might	not	have	organisationally	 suited	one	or	more	of	 the	

leaders.		As	Tuckman	put	it:	“the	group	as	a	social	entity	has	developed	to	the	point	where	

it	can	support	rather	than	hinder	task	processes”	(p.	390).		At	the	other	end	of	the	scale	

were	 two	 LCOs	 that	 could	 be	 considered	 more	 closely	 aligned	 with	 stage	 two	 of	

Tuckman’s	model,	who	were	at	the	‘storming’	stage.		Their	interactions	with	each	other	

were	described	in	the	data	as	less	productive	and	often	disruptive,	and	characterised	by	

arguments	relating	to	small	amounts	of	money,	or	working	out	which	 individuals	had	

formed	pacts	ahead	of	any	one	meeting:	“it’s	 like	trying	to	work	out	who’s	bezzy	[sic]	

mates14	each	week.	 	 I	suppose	you	could	argue	that	undermines	partnership	working,	

you’ve	got	six	partners	but	actually	you’ve	got	two	of	them	who	have	agreed	to	back	each	

other	 up	 to	 derail	 that”	 (Commissioning	Manager	 Two).	 	 The	 remainder	 of	 the	 LCOs	

broadly	matched	stage	three	of	Tuckman’s	model,	where	they	were	‘norming’,	a	phase	

characterised	 by	 teams	 of	 leaders	 starting	 to	 act	 as	 a	 group	 to	 lead	 the	 partnership	

(Tuckman).		In	identifying	the	three	groups	of	LCOs,	it	is	vital	to	question	why	there	was	

                                                        
14	Bezzy	mates	is	a	slang	phrase	meaning	‘best	friend’.	
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such	a	degree	of	variation	in	their	progression,	both	in	their	ways	of	interacting	with	each	

other,	and	in	starting	to	deliver	on	their	outcomes.	

 

7.5.2 Understanding partnership progress and maturity 

Overall,	perhaps	the	most	important	factor,	and	one	that	was	present	in	all	three	of	the	

most	 progressed	 LCOs	 related	 to	 a	 renewed	 sense	 of	 team	 formation:	 “the	 big	 factor	

seems	to	be	that	kind	of	agreement	to	the	set	of	values	and	culture	at	a	local	level,	and	a	

strong	leadership	team	that	can	see	those	through”	(Partnership	Manager	Seven).		There	

was	 a	 strong	 presence	 of	 system-focussed	 leaders	 who	modelled	 the	 proposed	 new	

thinking	on	leadership	as	presented	in	section	6.1.2.		The	leaders	from	across	the	three	

localities	 demonstrated	 altruistic	 behaviour,	 were	 focussed	 on	 the	 population,	 most	

balanced	 in	 their	 view	 of	 progress,	 and	 also	 the	 most	 hopeful	 about	 what	 their	

partnerships	might	achieve	due	to	their	mix	of	ambition	and	pragmatism.		Furthermore,	

the	leaders	in	the	three	LCOs	which	were	most	progressed	were	working	on	developing	

the	 partnership	 as	 their	 core	 job,	 had	 prioritised	 its	 importance,	 and	 were	 able	 to	

articulately	describe	why	 they	 thought	 it	held	 such	promise	 for	 the	 future.	 	With	 this	

senior	 leadership	 attention,	 increased	 levels	 of	 proactivity,	 commitment	 and	 time	

investment	were	evident	in	the	wider	teams	working	in	the	partnership.		Conversely	and	

consistently,	interviewees	from	the	other	localities,	and	in	particular	those	from	the	LCOs	

who	had	made	 less	progress,	demonstrated	 in	 their	own	responses	and	agreed	when	

questioned,	 that	 understanding	 about	 the	 partnerships	 aims,	 objectives	 and	 function	

within	 their	 locality	 was	 not	 as	 widespread	 as	 it	 should	 be.	 	 In	 these	 localities,	 the	

partnership	was	seen	as	an	additional	activity	which	took	up	more	time	and	energy	than	

it	could	or	should	be	afforded,	rather	than	the	main	way	of	working.	

	

In	the	localities	making	more	progress,	very	little	time	was	spent	in	unproductive	conflict.		

That	is	not	to	say	that	those	areas	were	not	able	to	describe	how	they	were	willing	to	

constructively	challenge	each	other,	but	more	about	the	overall	alignment	between	local	

organisations	 to	 the	 shared	 goal	 of	 the	 partnership	 for	 the	 locality.	 	 For	 those	 areas	

phrases	 like	 “genuine	 partnership”	 (Partnership	 Manager	 Seven)	 were	 used	 to	

demonstrate	 the	 extent	 to	 which	 the	 partnership	 had	 matured.	 	 Furthermore,	 the	
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strength	 of	 relationships	 in	 those	 areas	 was	 often	 referenced:	 “take	 [locality]	 where	

they’re	all	 loved	up,	 they	get	on	well,	 they	 can	challenge	each	other	 in	a	 constructive	

way….	 	 It’s	not	 that	 it’s	easy	but	 they	do	have	a	relationship	that	works”	(Partnership	

Manager	One).	

	

Finally,	the	LCOs	that	were	most	progressed	had	developed	decision	making	frameworks	

that	were	 clear	 in	 enabling	 locality-based	 decision	making	 for	 the	 good	 of	 their	 local	

place,	and,	in	all	three	instances	had	adopted	a	formula	or	approach	for	change.		Adopting	

an	approach	was	felt	to	be	critical	for	ensuring	a	continued	focus	on	population	rather	

than	 organisation:	 “if	 you	 get	 quite	 a	 simple	 formula	 and	 connect	 your	 partnership	

around	that,	you’ll	do	something	meaningful	for	the	population”	(Council	Manager	One).	

	

In	addition	to	the	factors	that	might	most	help	partnerships	progress,	there	were	three	

factors	 identified	 in	 the	 data	 that	 appeared	 to	 either	 distract	 effort	 away	 from	 the	

partnership,	or	 interrupt	potential	progress.	 	First,	was	the	 focus	on	the	underpinning	

structure	and	detailed	form	for	LCOs.	 	For	those	that	focussed	on	attempting	to	create	

formality	 around	 structure	 “they	 got	 stuck	 on	 procurement	 issues	 or	 VAT	 issues	 or	

pension	issues	and	all	of	those	sort	of	things”	(Partnership	Manager	Four).		In	other	areas,	

structure	was	described	as	a	distraction	and	not	necessarily	linked	to	the	achievement	of	

meaningful	outcomes:	“So	if	you	go	to	[locality]	they	can	describe	to	you	the	architecture	

that	surrounds	an	integrated	care	organisation.		But	actually,	have	they	changed	anything	

for	patients?	Probably	not	at	the	minute”	(LCO	Manager	One).		The	second	detractor	of	

progress	 was	 whether	 organisations	 were	 being	 forced	 to	 partner,	 or	 whether	 the	

partnership	had	grown	more	organically	over	time.		Arguably,	the	localities	that	had	pre-

existing	good	working	relationships	had	better	progressed	partnerships.		This	brings	into	

question	how	much	time	and	investment	newly	formed	ICS	partnerships	might	require	

where	partnerships	are	being	formed	across	what	might	be	perceived	as	administrative	

boundaries	rather	than	with	the	flow	of	natural	relationships.		Third	and	finally,	was	a	

history	 of	 blame	 and	 argument.	 	 In	 particular	 in	 the	 two	 LCOs	 that	 had	 made	 little	

progress,	interviewees	directly	attributed	this	to	argumentative	relationships	between	

the	 constituent	 organisations	 to	 the	 partnership:	 “[Locality]	 where	 nobody	 gets	 on,	

they’re	not	moving	forward	at	all,	they’re	really	stuck”	(Partnership	Manager	One).	
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7.6 SQ5: What are the barriers and challenges (internal or external to the 

partnership itself) for effective partnership working? 

As	reported	 in	the	 interview	data,	 there	are	several	challenges	and	barriers	 impacting	

both	the	process	of	partnership	working,	and	the	progress	that	partnerships	might	be	

making	 towards	 delivering	 their	 outcomes.	 	 Data	 indicated	 that	 especially	 in	 the	 LCO	

areas	that	were	making	less	progress,	challenges	seemed	harder	to	overcome	or	work	

around.	 	 Furthermore,	 as	 argued	 regarding	 the	 importance	 of	 articulating	 the	 value	

proposition	(section	7.1),	the	challenges	faced	require	people	to	be	willing	to	spend	time	

and	energy	on	removing	them	in	order	to	support	partnerships.	

	

For	 the	 purposes	 of	 this	 thesis,	 issues	 raised	 by	 interviewees	 impacting	 partnership	

working	and	progress	have	been	separated	into	challenges	and	barriers.		Challenges	can	

be	considered	issues	which	partnerships	must	deal	with	internally,	whereas	barriers	are	

deemed	 as	 external	 to	 partnerships	 and	 therefore	 need	 intervention	 from	 other	

stakeholders	in	order	to	remove	or	resolve.	

 

7.6.1 Challenges 

The	following	challenges	were	identified:	

• Partnerships	 are	 inherently	 complex:	 there	 are	 more	 people	 involved,	 more	 time	

needed,	 more	 complex	 interactions,	 and	 more	 complex	 issues	 being	 dealt	 with.		

Furthermore,	 the	 subject	 matter	 is	 complex—health	 and	 care	 partnerships	 are	

operating	in	an	environment	where	the	factors	that	determine	health	and	wellbeing	

are	interdependent	and	often	outside	of	health	service	control.	

• The	work	for	partnerships	is	unfamiliar,	uncertain,	and	highly	dependent	upon	the	

will	 of	 leaders	 to	 distribute	 power,	 collectively	 take	 decisions,	 give	 up	 resources,	

behave	altruistically,	manage	expectations,	and	focus	on	the	system.		This	is	often	an	

anathema	 to	 natural	 human	 tendency:	 “when	 it	 gets	 into	 high	 stakes	 there	 is	 a	

propensity	to	break	down	into	smaller,	adversarial	groups,	rather	than	keep	the	high	
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stakes	conversation	in	the	shared	space	in	the	room.	Some	of	that’s	human	nature”	

(Commissioning	Manager	Five).	

• Partnerships	are	challenged	by	managing	others	expectations	around	the	time	that	

might	 be	 required	 to	 build	 strong	 relationships	 and	 new	 processes,	 and	 when	

outcomes	might	change.		This	includes	freeing	up	leaders	time	to	focus	on	the	most	

complex	work—developing	the	partnership—rather	than	continuing	spending	time	

on	 accountability	 and	 performance	 that	 often	 makes	 little	 or	 no	 difference	 to	

outcomes	for	the	future:	“free	time	for	managing	transformation	is	only	built	on	the	

extent	to	which	you’ve	been	able	to	calm	down	anybody	who	might	be	performance	

managing	you”	(Partnership	Manager	Three).	

• Measuring	outcomes	is	problematic	due	to	both	how	hard	they	are	to	change	but	also	

the	time	required	before	they	change	and	how	challenging	it	might	be	to	attribute	the	

change	to	the	partnership.	

• There	is	a	high	likelihood	that	people	will	focus	on	structures	and	how	organisational	

form	might	 be	 changing	 rather	 than	 on	 the	 outcomes	 for	delivery.	 	 This	 has	 been	

shown	to	add	limited	value	especially	where	extensive	efforts	and	time	is	spent	on	

this	rather	than	on	developing	partnership	function.	

• The	 perceptions	 of	 each	 other,	 especially	 across	 locality-based	 organisations,	 are	

enduring.	 	 This	 can	 be	 particularly	 problematic	 if	 perceptions	 are	 negative	 and	

relationships	are	strained.	

• It	 is	 challenging	 to	 manage	 variation	 in	 progress	 within	 and	 between	 locality	

partnerships—there	is	a	balance	to	be	struck	by	the	system-level	partnership	in	not	

pushing	too	hard	for	progress	to	break	relationships	and	trust	in	localities,	but	also	

not	allowing	continued	poor	partnership	engagement	and	progress.	

• Managing	the	scope	of	work	to	something	which	can	be	delivered	yet	is	ambitious	is	

highly	challenging	and	requires	fine	balance.	

• It	 is	 questionable	 as	 to	 whether	 there	 are	 enough	 leaders	 demonstrating	 the	

sophisticated	mix	of	personal	style,	characteristics,	attributes	and	skills	required	for	

successful	partnership	working	into	the	future.		Given	that	GM	is	likely	to	have	at	least	

a	 fair	 share	 of	 leadership	 talent	 given	 its	 size	 and	 the	 innovative	 nature	 of	 the	

partnership,	this	may	prove	further	challenging	for	the	development	of	ICSs	across	

England.	 	Furthermore,	 there	 is	continued	evidence	that	 leaders	are	competing	 for	



 257 

status	 and	 kudos,	 including	 the	 negative	 impact	 of	 personal	 gain	 and	 egotistical	

behaviours.	

• The	talent	development	of	health	and	care	leaders	over	time	has	been	neglected	and	

divided	by	different	organisational	structures,	including	inequities	of	remuneration:	

“All	the	talent	in	health	and	system	leadership,	not	all,	but	the	vast	majority	of	it	is	in	

hospitals.	And	there’s	a	quite	clear	reason	why	that	is.		As	independent	organisations,	

Foundation	 Trusts	 can	 pay	 their	 senior	 leaders	 what	 they	 like	 (Commissioning	

Manager	Four).	

• Political	 power—there	 is	 a	 risk	 that	 partnerships	 are	 influenced	 by	 “door	 step	

politics”	(Provider	Manager	One),	where	ideas	are	not	able	to	be	carried	out	due	to	

political	interference.	

• Clinical	power—there	 is	 a	 risk	 that	decisions	which	 involve	 clinicians,	particularly	

General	 Practitioners	 (GPs)	 risk	 being	 influenced	 by	 their	 own	 needs	 as	 business	

owners.	

• The	 differential	 in	 power	 dynamic,	 especially	 of	 FTs,	 challenges	 the	 quality	 of	

decisions	especially	when	they	are	supposed	to	be	made	across	the	partnership.	

• Organisational	focus	and	performance	management	continues	to	prevent	partnership	

development	such	as	pooling	resources	and	prioritising	them	across	the	system	for	

most	gain.	

	

7.6.2 Barriers—endemic and system wide 

It	is	in	the	removal	of	barriers	that	policy	makers	and	those	in	national	leadership	roles	

are	most	required	to	assist	partnerships	in	their	development.		The	barriers	around	the	

current	accountability	approach,	legal	framework,	and	policy	development	are	outlined	

extensively	in	Chapter	Five	(section	5.8).		It	is	in	these	areas	that	real	action	and	progress	

must	be	made	in	order	to	support	partnerships	into	the	future,	and	for	those	working	at	

arm’s	length	from	partnerships	to	demonstrate	that	they	can	change	too:	“our	regulatory	

and	 oversight	 system	 has	 to	 catch	 up…like	 it	 tests	 organisational	 efficiency	 and	

organisational	effectiveness,	it	needs	to	test,	just	as	equally,	partnership	effectiveness	and	

partnership	efficiency”	(Commissioning	Manager	Four).	
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7.7 Areas for future research 

There	is	opportunity	for	further	research	into	the	major	themes	identified	in	this	research	

project.		For	example,	the	role	for	place-based	developments	or	the	concept	of	distributed	

power,	 especially	 for	 ICS	 development,	 are	 amongst	 several	 topics	 where	 further	 in-

depth	qualitative	data	studies	could	be	completed.		Further,	there	is	also	an	opportunity	

to	review	the	literature	and	collect	data	regarding	partnerships	from	outside	health	and	

care;	there	is	likely	to	be	shared	learning	or	areas	of	contention	from	other	industries	that	

could	be	applied	to	health	and	care	partnerships.	

	

The	main	research	contributions	presented	in	this	thesis—new	thinking	on	leadership,	

the	value	proposition,	the	profile	for	an	optimised	partnership,	and	thinking	on	factors	

that	 might	 impact	 upon	 partnership	 success	 the	 most—would	 benefit	 from	 further	

testing	and	refinement	outside	of	the	GMHSCP.		As	discussed	in	section	3.3.5	they	should	

be	regarded	as	conceptual	and	offering	greater	insight	than	is	already	known	(Saunders	

et	al.,	2019).	 	Further	testing	of	 the	contributions	would	be	possible	 if	other	 ICS	areas	

would	agree	to	 test	 the	thinking	and	reflect	on	 its	value	 for	 them.	 	Data	could	then	be	

collected	in	a	similar	manner	to	this	research	project	which	would	allow	for	more	robust	

cross-case	analysis	(Yin,	2018).	

	

Finally,	 with	 the	 implementation	 of	 ICSs	 across	 England,	 and	 the	 data	 that	 indicated	

organisational	identity	was	important,	there	would	likely	be	interesting	opportunities	in	

exploring	the	future	identity	of	the	NHS	and	how	that	might	be	changing.	

 

7.8 Chapter summary 

As	 described	 in	 section	 7.1,	 defining	 the	 value	 of	 partnerships	 is	 critical.	 	 The	 value	

proposition	presented	 in	 section	7.2	serves	as	a	motivator;	 first	 for	 those	 involved	 in	

partnerships	 for	 understanding	 their	 importance,	 and	 second,	 as	 the	 rationale	 for	

external	stakeholders	to	resolve	some	of	the	barriers	for	partnerships	and	re-orientate	

the	environment	to	better	support	partnerships.	

	



 259 

It	has	been	possible	to	conclude	that	partnerships	appear	to	be	better,	at	least	for	now,	

when	 compared	 to	 the	 alternative	 continuation	 of	 the	 status	 quo	 regarding	

organisational	working.		As	ICS	implementation	develops,	outcomes	are	measured,	and	

partnerships	make	variable	progress,	it	may	well	be	possible	to	more	robustly	assess	the	

efficacy	of	partnerships	through	such	processes	as	cost-benefit	analysis	and	examination	

of	return	on	investment.	

	

Alongside	a	description	of	partnership	value,	it	has	been	possible	to	determine	the	factors	

that	 are	 impacting	 upon	 partnership	 working	 in	 the	 current	 context.	 	 As	 described	

throughout,	 in	any	application	of	 the	thinking	about	success	 factors,	 it	 is	 important	 to	

consider	the	 interdependencies	between	factors	and	for	 implementation	to	be	defined	

locally.	

	

Overall,	the	health	and	care	system	appears	to	be	on	a	journey	towards	ICS	partnerships	

being	the	modus	operandi	across	England.		It	is	fair	to	say	that	in	studying	the	GMHSCP,	

the	system	must	expect	several	years	of	development	if	ICSs	are	to	realise	the	improved	

population	health	that	is	desired.		Additionally,	it	remains	to	be	tested	as	to	whether	the	

national	 context	 will	 change	 to	 ensure	 there	 are	 no	 remaining	 barriers	 for	 ICS	

development.		At	that	point	there	will	be	nowhere	left	to	hide	for	GMHSCP	or	any	other	

ICS;	it	will	be	down	mainly	to	the	strength	of	local	leadership	to	ensure	that	partnerships	

are	a	success	for	the	good	of	the	people.	
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Appendices 

Appendix One: Interview topic guides and questions 

Interviews	Round	One	

1. Which	partnership,	alliances	or	networks	are	you	mainly	involved	in?		Who	are	the	

partners?		

2. How	would	you	describe	your	role	in	the	local	partnership/alliance?	

	

Why	a	partnership/alliance	–	what’s	the	purpose	and	benefit?	

3. Exploring	original	intentions	for	the	partnership/alliance:	

a. Why	was	a	partnership/alliance	required?	

b. How	would	you	describe	the	original	intentions	for	the	partnership/alliance?	

c. Are	 these	 formalised	 as	 aims	 and	 objectives,	 in	 terms	 of	 reference,	

measurement	frameworks	or	similar?	

d. How	well	known	are	they?	Prompt	–	could	be	in	the	partnership/alliance	or	

outside	

e. How	close	to	the	original	intentions	are	things	progressing	and	why?	

4. Alignment	with	GM	

a. How	well	 linked	are	your	local	 intentions	to	 the	wider	 intent	of	 the	Greater	

Manchester	level	partnership?	

b. Are	there	any	issues	or	conflicts	between	local	and	GM-level	intentions?	

5. Value	creation	and	capture:		

a. How	 would	 you	 describe	 the	 current	 value	 of	 what	 is	 being	 delivered	 by	

working	in	the	partnership/alliance	when	compared	to	working	solely	within	

your	organisation?			

b. What’s	the	potential	value?	

c. How	could	that	value	be	unlocked?	

What	is	the	partnership	trying	to	achieve?	

6. Vision	

a. Are	you	confident	of	what	you’re	trying	to	achieve	overall?	

b. Can	you	describe	the	vision?	
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c. How	well	agreed	is	the	vision?	

d. How	 effectively	 is	 the	 vision	 championed	 by	 senior	 leaders	 across	 the	

partnership?	

7. Clarity	on	performance	

a. How	do	you	know	whether	the	partnership/alliance	is	making	a	difference?	

b. How	does	the	presence	or	absence	of	that	information	alter	your	thinking	and	

style	as	a	leader	within	the	partnership/alliance?		

Setting	up	the	partnership	

8. Partner	selection,	past	ties	and	relational	quality:	

a. How	would	you	describe	the	past	relationships	between	the	partners	in	your	

alliance?	

b. How	would	you	describe	how	those	relationships	have	changed	over	time?	

c. Which	characteristics	of	partner	organisations	 contribute	to	 the	 strength	of	

the	partnership?		These	might	be	complementary	or	synergistic	in	nature.	

d. Which	characteristics	of	partner	organisations	make	things	more	challenging	

or	difficult?	

e. Do	you	perceive	any	imbalance	of	power	or	control	which	is	exploited	for	any	

one	partners	gain?	

9. Pooling	resources	

a. Which	 new	 resources	 been	 pooled	 or	 created	 to	 support	 the	

partnership/alliance?	 Prompt	 –	 consider	 new	management	 structures,	 new	

governance	arrangements,	new	project	support	

b. Where	are	there	gaps	in	resourcing?	

c. Where	are	there	gaps	in	new	or	emerging	skills?	

10. Building	 capability	 –	 there	 is	 also	 evidence	 that	 explicitly	 spending	 time	 building	

alliance	capability	pays	off	when	the	alliance	is	operational:	

a. How	much	time	has	been	spent	on	working	through	how	the	alliance	should	

work	and	building	new	capabilities	for	that?	Prompt	–	consider	coordination,	

communication,	bonding	and	learning	as	new	capabilities	

b. What	 types	 of	 activities	 or	 initiatives	 have	 been	 completed	 to	 build	 the	

capability?	

c. How	has	the	GM	team	assisted	with	this?		How	could	their	role	be	improved?	
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Interviews	Round	Two	

Concept	 Ideas	to	explore	 Questions	

Value	 Value-add	of	partnerships	

	

Do	you	think	your	work	in	partnerships	now	enables	you	to	achieve	better	

results	than	you’ve	been	able	to	previously?		Why?	

Maintaining	focus	on	outcomes	

	

How	sure	are	you	that	what	you’re	working	on	now	is	taking	you	closer	to	the	

outcomes	you	want	to	see?			

How	do	you	maintain	your	focus	on	transforming	outcomes	for	individuals?		

Evidence-

base/formula/approach	that	

delivers	at	pace	and	scale	

There	is	a	desire/requirement	for	transformation	at	pace	and	scale.		Do	you	have	

a	particular	formula,	evidence	base	or	model	you’re	working	with	to	achieve	

this?	

Optimisation	 Impact:	

• Partnerships	not	well	enough	

understood	beyond	senior	

leadership	

• Missing	some	groups	who	are	

highly	influential	

To	what	extent	can	you	agree	that	your	partnership	is	enabling	everyone	to	be	a	

leader?	

	

Leadership:	

• Distributed	accountability	

• Peer	challenge	

• Support	and	resilience	

How	much	support	and	healthy	challenge	exists	between	individuals?	
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Operating	model	

	

How	would	you	describe	the	optimal	operating	model	and	function	for	the	GM	

partnership,	for	place-based	organisations	(LCO/LCA/other)	and	

neighbourhoods?	

Decision	making	and	control	

	

In	your	role	and	for	your	partnership,	where	do	you	think	more	or	less	control	

over	decisions	would	enable	better	results?	

Challenges	 Organisational	focus:	

• Identity	

• Winners	and	losers	

• Personal	gain	

How	can	we	move	away	from	organisational	boundaries	and	arguments	

preventing	progress?	

Use	of	resources	

	

There	are	three	models	of	resource	deployment	present	in	your	system	at	the	

moment	–	direct	control/ownership,	shared	contribution,	influence	only.		Where	

should	these	models	be	changing	and	how?	

Power	 Who	is	in	charge?	

	

Perceptions	of	each	other	 There’s	a	general	view	that	providers	are	troublesome,	commissioners	are	weak	

and	have	failed,	GM	could	be	doing	more	or	less,	and	places	could	conform	more.		

Talk	to	me	about	that.	
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Appendix Two: Percentage coded content for each interview 

Interview	Round	 Interviewee	ID	 Coded	content	
2	 Partnership	Team	Manager	7	 55%	
1	 Provider	Manager	1	 48%	
1	 Partnership	Team	Manager	3	 48%	
2	 Partnership	Team	Manager	4	 45%	
1	 Commissioning	Manager	2	 44%	
2	 Partnership	Team	Manager	1	 43%	
2	 Commissioning	Manager	2	 43%	
2	 Partnership	Team	Manager	3	 42%	
1	 Voluntary	Sector	Manager	1	 41%	
1	 Partnership	Team	Clinician	1	 41%	
2	 Provider	Manager	2	 41%	
1	 Council	Manager	2	 40%	
2	 Commissioning	Manager	4	 38%	
2	 Partnership	Team	Manager	5	 38%	
2	 Provider	Manager	1	 36%	
1	 LCO	Manager	2	 33%	
1	 LCO	Manager	5	 33%	
1	 Partnership	Team	Manager	4	 32%	
2	 Partnership	Team	Clinician	1	 30%	
1	 LCO	Manager	3	 28%	
1	 LCO	Manager	4	 28%	
1	 Partnership	Team	Manager	2	 28%	
2	 Commissioning	Manager	3	 28%	
2	 Commissioning	Manager	5	 28%	
2	 Council	Manager	2	 28%	
1	 LCO	Manager	1	 25%	
1	 Commissioning	Manager	4	 24%	
1	 Commissioning	Manager	3	 23%	
2	 LCO	Manager	2	 23%	
2	 Partnership	Team	Manager	6	 23%	
1	 Commissioning	Manager	1	 21%	
1	 Partnership	Team	Manager	5	 21%	
2	 LCO	Manager	5	 21%	
2	 LCO	Manager	4	 21%	
2	 Commissioning	Manager	1	 19%	
1	 Partnership	Team	Manager	1	 17%	
1	 Council	Manager	1	 11%	
2	 Partnership	Team	Clinician	2	 8%	
2	 Council	Manager	1	 7%	
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Appendix Three: Themes 

Themes	

Interviews	in	
which	theme	
was	present	
(distribution)	

Number	of	
times	theme	
was	
referenced	
(frequency)	

Accountability	 24	 33	
Adaptability	and	agility	 5	 7	
All-win	 8	 8	
Altruism	 16	 32	
Benefits	or	outcomes	realisation	 13	 25	
Blame	 5	 8	
Bravery	 7	 11	
Commitment	 5	 5	
Complexity	 7	 11	
Constructive	challenge	 15	 22	
Decision	making	 22	 30	
Doing	more	 12	 18	
Empowerment	 6	 8	
Engagement	 6	 7	
Formula	or	approach	 24	 37	
Fragmentation	 5	 6	
Governance	 10	 10	
Honesty	and	openness	 10	 15	
Leadership	 113	 161	
Legal	arrangements	 6	 7	
Manchester	way	 14	 42	
Measurement	 6	 7	
Natural	geography	 6	 8	
Natural	inclination	or	history	 13	 21	
Opportunity	to	tackle	issues	 105	 158	
Organisational	culture	 2	 2	
Organisational	focus	 36	 49	
Organisational	stability	 2	 4	
Ownership	 4	 6	
Perceptions	 15	 25	
Power	 47	 68	
Pragmatism	 6	 8	
Prioritisation	 6	 7	
Purpose	 11	 16	
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Relationship	to	government	 22	 30	
Relationships	 35	 52	
Requirement	for	change	 13	 17	
Resources	 42	 62	
Respect	 3	 3	
Risk	 4	 8	
Structure	 115	 177	
System	thinking	 12	 24	
Time	 25	 38	
Uncertainty	 3	 3	
Understanding	 24	 39	
Vision	 14	 22	
Voluntary	and	community	sector	involvement	 5	 7	
Workforce	development	 6	 9	
Working	together	 20	 32	
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Appendix Four: Data coded to multiple themes 

Theme	 Number	of	times	
coded	to	another	
theme	

Manchester	way	 35	
Wealth	and	economy	 15	
Influential	individuals	 14	
Population	health	 13	
Relationships	 12	
Trust	 10	
System	leadership	 9	
Equity	 9	
Place	 9	
Time	 9	
Altruism	 8	
Redistribution	and	deployment	 8	
Natural	inclination	or	history	 7	
Opportunity	to	tackle	issues	 7	
Locality	power	 7	
Leadership	longevity	 6	
Understanding	 6	
Understanding	beyond	senior	team	 6	
Working	together	 6	
Natural	geography	 5	
Public	service	reform	 5	
Power	 5	
Political	power	 5	
Policy	 5	
Driving	the	system	 5	
System	thinking	 5	
Pace	 5	
Decision	quality	 4	
Honesty	and	openness	 4	
Personal	gain	 4	
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Organisational	focus	 4	
Localities	 4	
Blame	 3	
Narrative	or	story	 3	
Future	focussed	 3	
Named	individuals	 3	
Integration	 3	
Perceptions	 3	
FTs	power	 3	
Risk	 3	
All-win	 2	
Doing	more	 2	
Leadership	 2	
Leadership	capacity	 2	
Shared	leadership	 2	
Prevention	 2	
Organisational	sovereignty	 2	
Ownership	 2	
Relationship	to	government	 2	
Requirement	for	change	 2	
Gain	share	 2	
Pooled	resources	 2	
Voluntary	and	community	sector	involvement	 2	
Regulators	 1	
Adaptability	and	agility	 1	
Benefits	or	outcomes	realisation	 1	
Commitment	 1	
Complexity	 1	
Constructive	challenge	 1	
Engagement	 1	
Formula	or	approach	 1	
Fragmentation	 1	
Clinical	and	political	leadership	 1	
Legal	arrangements	 1	
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Measurement	 1	
Pride	or	affinity	 1	
Wider	determinants	 1	
Organisational	culture	 1	
Prioritisation	 1	
Purpose	 1	
Political	relationships	 1	

Structure	 1	
Accountability	role	 1	
Neighbourhoods	 1	
Uncertainty	 1	
Vision	 1	
Workforce	development	 1	
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Appendix Five: themes grouped under eight headings or themes areas 

Set	 Theme	
1.	Environment	for	change	 Manchester	way	

Natural	geography	
Natural	inclination	or	history	
Organisational	stability	
Requirement	for	change	

2.	Enabling	Change	 Benefits	or	outcomes	realisation	
Doing	more	
Opportunity	to	tackle	issues	
Population	health	
Equity	
Integration	
Place	
Pride	or	affinity	

Prevention	
Public	service	reform	
Wider	determinants	

Wealth	and	economy	
3.	Structuring	the	partnership	 Structure	

GM	system-level	(horizontal	function)	
Accountability	role	
Decision	making	role	
Driving	the	system	
GM	power	
Once	and	well	
Quality	or	standards	
Relationship	with	localities	

Localities	
Driving	the	locality	
Locality	power	
Variation	

Neighbourhoods	
4.	Directing	the	partnership	 Decision	making	

Collective	decision	making	
Decision	quality	

Governance	
Leadership	
Clinical	and	political	leadership	
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Influential	individuals	
Named	individuals	

Leadership	capability	
Leadership	capacity	
Leadership	longevity	
Leadership	style	
Personal	gain	
Shared	leadership	
System	leadership	

Measurement	
Power	
FTs	power	
Influence	
Political	power	

Resources	
Gain	share	
Redistribution	and	deployment	
Pooled	resources	

Transformation	funding	
5.	Characteristics	of	a	unified	
partnership	

All-win	
Altruism	
Commitment	
Empowerment	
Engagement	
Honesty	and	openness	
Ownership	
Purpose	
Relationships	
Political	relationships	
Strategic	relationships	
Trust	

Respect	
System	thinking	
Understanding	
Understanding	beyond	senior	team	

Vision	
Working	together	

6.	Drive	for	results	 Adaptability	and	agility	
Bravery	
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Constructive	challenge	
Formula	or	approach	
Co-production	
Narrative	or	story	

Future	focussed	
Pragmatism	
Prioritisation	
Risk	
Time	
Pace	

Voluntary	and	community	sector	
involvement	
Workforce	development	

7.	Underlying	issues	 Blame	
Complexity	
Fragmentation	
Organisational	culture	
Organisational	focus	
Custom	and	practice	
Focus	on	hospitals	
Organisational	sovereignty	

Perceptions	
Uncertainty	

8.	External	factors	 Accountability	
Regulators	
Targets	

Legal	arrangements	
Relationship	to	government	
Policy	
Competition	vs	collaboration	
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Appendix Six: GMHSCP Whole System Approach model 

 

 

	


