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Executive Summary 

Background 

Community health services (CHS) have been subject to large scale organisational changes in the 

past two decades. On the introduction of the internal market to the NHS by the Conservative 

government in the early 1990s, CHS were transferred to NHS Trusts providing care. CHS could 

be the sole services in a trust or combined with acute hospital services and/or mental health and 

learning disability services. In the late 1990s under New Labour, CHS were integrated with 

commissioners of services in Primary Care Trusts (PCTs).  

 

By the mid 2000s, New Labour had decided that CHS should again be organisationally separated 

from commissioners. This was part of a general move towards increasing market structures and 

competition in the NHS. One potential organisational form for CHS was the creation of 

community NHS Foundation Trusts (CFTs). FTs had already been established for hospital and 

mental health services respectively. FTs are NHS bodies with increased autonomy from the 

centre, coupled with governance structures which include a membership of staff and patients, 

and a supervisory council of governors (in addition to the executive board of directors). Another 

potential organisational form for CHS was to „spin out „of the NHS to form independent social 

enterprises by staff exercising their „right to request‟. Social enterprises are mutually owned third 

sector organisations which have social aims and do not distribute profits to non-participant 

shareholders. 

 

In 2007, the Department of Health (DH) set up a pilot programme to establish a number of CFTs 

by 2009.  

 

Aims and objectives 

 

In 2008, the DH commissioned a study, consisting of a summative and a formative component, 

to evaluate the CFT pilot programme. 
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The aim of the summative evaluation was to identify the outcomes of the DH pilot programme 

establishing CFTs. The evaluation aimed to focus on whether participants in the pilot 

programme, in comparison with in-house providers of CHS, delivered: 

(i) an increased rate of service quality improvement 

(ii) improved value for money 

The aim of the formative evaluation of the processes of change was to identify the drivers of 

change, and the causes lying behind any observed quality improvements. This qualitative part of 

the evaluation would distinguish the key success factors which could subsequently be used to 

improve CFT policy as it was rolled out nationally.  

Specific issues to be addressed would include:  

(i) whether decisions were being made differently than before due to increased 

autonomy of the CFTs;  

(ii) whether the involvement of the staff, patients and the public in CFT governance 

arrangements had made any difference to performance in terms of management 

procedures and responsiveness to patients needs; and  

(iii) Whether stronger financial incentives and the changed governance regime had 

affected how CFTs work in partnership with others, for example GPs, PCTs, and 

local authorities. 

 

Study design and methods 

The original study design and methods consisted of the following elements: 

 

Quantitative analysis 

Up to 6 CHS within the DH CFT pilot programme would be selected for inclusion in the study. 

These would then be used to select a matched sample of non-participant CHS. The total sample 

of 12 autonomous providers and comparator CHS would be treated as a quasi-experiment in 

which the pilot group participants would form the observation group and the non-pilot group 

participants would form the control group. The study would use a before-and-after difference-in-

difference methodology. Key input and output variables would be measured both before and 

after the pilot CFTs changed their status as providers of CHS. Differences in „before and after‟ 
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outcomes would be observed. The differences in these differences, between the observation CFT 

pilot group and the control group, would be analysed to establish whether any significant 

differences in the rate of service quality improvement or improvements in efficiency could be 

detected. The PCTs and CHS provider organisations would be requested to gather the data on 

quality measures and costs using a monitoring instrument that would be designed by the research 

team. Where available, data on inputs, costs, and outcomes that were routinely collected by the 

organisations themselves would also be collected and analysed. Where not routinely collected, 

these data would be specially gathered through the survey questionnaires.  

 

Qualitative study 

The qualitative formative evaluation would primarily consist of interviews with key actors. 

These were mainly managers, information officers and other key informants within the PCTs and 

CHS provider organisations. The design was that the interviews would focus on a subset of the 

12 case study units, perhaps up to four in total.  

The project would extend the sample to include at least one social enterprise providing CHS.  

 

Results 

 

Changes to the study 

 

Due to changes in government policy concerning CFTs during the course of the study, it was not 

possible to carry out the study in accordance with the original design, and it was not possible to 

evaluate the DH CFT pilot programme. 

 

Changes in government policy during the study 

Despite the original policy aim of establishing CFTs by 2009, no CFTs were established during 

the course of the study (2008 to 2011).  Moreover, the situation concerning those CHS which 

were chosen as comparators (and some of the initial CFT pilots) changed during the course of the 

study. No CHS were allowed to remain in-house providers inside their PCTs. There was much 

uncertainty during the course of the study concerning the organizational forms the CHS would 

take: they ranged from all CHS in one site being merged with either acute or mental health 
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services, to CHS in a site being dispersed among a range of other providers (acute, mental health 

and/or larger CHS organizations), to the entire CHS in a site being temporarily „hosted‟ by 

another organization (usually an FT) while a final organizational solution could be worked out.  

 

Changes to the study design  

In April 2010, the DH announced that two of the original CFT pilots were not going ahead, and 

that several other CHS not included in the original pilot programme were being allowed to go 

forward towards CFT status. We recruited two more (new) CFT pilots to the study to increase 

the number of CFT pilots.  

 

As no CFTs had been established, we decided not to focus down on a smaller number of sites for 

the qualitative aspect of the study, but to interview informants in all of the participating sites. 

These interviews focused on participants‟ expectations of CFT status and changes already made 

to decision making and governance; as well as comparing the responses of interviewees in 

comparator sites concerning these issues, and obtaining their views on their current 

organizational plans.  

 

As we were not able to carry out a before and after difference-in-difference study, we were 

obliged to alter the way in which quantitative data were to be analysed. We designed two 

comparisons: the first was to compare the original CFT pilot sites with the original comparators; 

and the second was to compare those pilots still progressing towards CFT status with all sites not 

destined to become CFTs (both comparators and those which were removed from the CFT pilot 

programme).  

 

Findings 

 

Analyses of quantitative data 

National reference costs data were available in respect of costs for all sites, which allowed the 

two comparisons referred to above to be made. This analysis does not provide evidence of any 

systematic differences between the CFT pilot sites and the other CHS. But concerns about data 

quality mean that we cannot conclude definitively that there is, in fact, no difference. 



7 

 

Difficulty in obtaining quantitative data from many of the sites, and in particular control sites, 

meant that it was not possible to carry out the two revised comparisons referred to above in 

respect of many aspects of CHS quality performance. Not all of the sites which were interviewed 

for the qualitative study were able to provide quantitative data. A total of nine sites (out of a 

possible 15) provided some data, and more data were available for the financial year 2009/10 

than the previous two. Moreover, there were many gaps in the data we collected from the sites, 

which meant that not all aspects of quality or financial performance could be compared in all the 

sites. Nevertheless we were able to collect data on a range of indicators from the sites, which 

appeared to show that there was a wide variation in performance between each of the sites, 

which did not seem to be related to their CFT pilot status. Trends over the three year period (or 

two in some cases) for which we collected data seem to indicate that some aspects of quality 

were improving in all the sites over the period. For example, in respect of sites for which data 

were available, screening rates for Chlamydia had improved; as had rates of child measurement 

and breastfeeding; and there were  decreases in cases of healthcare acquired infectious diseases.  

 

Findings from the qualitative study 

We found that all the CHS sites were keen to achieve greater autonomy by separating from their 

PCTs, whether they were on the CFT pathway or not. They thought that they could improve the 

quality and productivity of CHS if they had more control over their decision making. They had 

made some progress in separating from PCTs, which allowed them to become more business-

like. They had all started tackling issues they considered to be important, such as staff 

productivity, improving estate and resource management and service redesign. For almost all the 

sites, obtaining autonomy inside the NHS was preferable to being „spun out‟ to an independent 

social enterprise. 

 

The PCTs involved were beginning to develop their roles as commissioners of CHS, and all 

wished to step back from dealing with the details of how care was provided.  

While most of the CHS managers in the sites recognized that local relationships were becoming 

more competitive due to the national policies to increase competition, co-operation between 

providers of care (CHS, acute trusts, GPS and local authorities) was still seen as vital in order to 

deliver high quality care to patients. Some CHS sites noted that their relationships with GPs 
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would become more complex once GPs were commissioning services (as envisaged in the 2010 

White Paper, Equity and Excellence: Liberating the NHS), as well as providing them.  

 

All the sites had made some progress in appointing a separate board to run CHS. Some of the 

pilot CFT sites had got as far as recruiting non executive directors, and establishing audit and 

governance committees.  There was some concern among the CFT pilots that it might be difficult 

to recruit members to a CFT if there was already an acute hospital FT in the area. 

The changes in policies concerning CHS organizational forms at national and local level had 

made it difficult to concentrate on improving services to patients, as much time had to be spent 

on organisational issues. Sites which had originally been on the CFT pathway, but not been 

allowed to continue in this direction, were disappointed. However, they thought that the 

processes they had undertaken to prepare for CFT status had been useful. All the sites not on the 

CFT pilot track were concerned about what would happen to CHS in the new organisational 

arrangements coming into being.  Mergers with acute services were regarded with particular 

trepidation, as there was concern about being „swallowed up‟ by the hospital, whose 

management would not pay sufficient attention to CHS. Many sites were concerned about the 

future effects on service delivery and staff morale of increasing financial stringency in the NHS. 

Significantly reducing costs while improving the quality of services was regarded as a major 

challenge, especially while having to make organisational changes. 

 

 

Conclusions 

 

It is too early to tell if becoming a CFT will improve quality of care or improve value for money. 

Early indications from those CHS on the CFT track indicate that these outcomes might be 

possible.  

Major organisational changes for CHS are continuing. There are risks associated with the 

changes. These include the danger that in general, managerial energy will be diverted from 

service improvement to making structural changes; and that in particular, mergers of CHS with 

hospital services will be harmful to CHS, diverting attention and resources back to hospitals. 
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Thus the national policy of increasing the amount of care delivered outside hospitals will be 

impeded. 

It is important to continue to study organisational changes in CHS in order to monitor the 

foregoing issues. 
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Chapter 1 

 

Background and Study Aims 

 

Introduction to organisational changes for Community Health Services 

 

Community health services (CHS) consist of a wide range of services provided by many types of 

healthcare professionals. These services include district nursing, health visiting, physiotherapy 

and rehabilitation services, family planning, and chiropody. CHS have been subject to many 

organisational changes in the past three decades. In the 1980s, the Cumberlege report (DHSS, 

1986) suggested that neighbourhood nursing services should be set up, under which CHS would 

be organised round a geographical population, rather than GP practices. This idea was overtaken 

by the Conservatives‟ internal market (DH, 1989) of the 1990s. Under this re-organisation, CHS 

were required to be part of NHS trusts, which formed the provider organisations in the market. In 

practice, CHS were run by a variety of organisations: some formed NHS trusts in their own right; 

some were integrated into NHS trusts with acute services; and some were integrated into NHS 

trusts with mental health and or learning disability services. New Labour, on taking power in 

1997, announced that they were planning to re-organise CHS (DH, 1997). When Primary Care 

Trusts (PCTs) were formed in the place of Health Authorities as purchasers of care in the late 

1990s, they were obliged to provide CHS in-house, rather than commissioning them from 

separate provider trusts. 

 Later during New Labour‟s term of office, it was thought that market principles should apply 

more directly to CHS. The idea that PCTs should spin-off their in-house services, and 

commission them from independent provider organisations was first proposed in 

„Commissioning a Patient-led NHS‟ (DH 2005). (This was part of a general turn towards 

increasing market structures and incentives in the NHS as a whole; Allen, 2009; Mays et al, 

2011.) One potential form for these spin-off organisations is the creation of independent NHS 

Foundation Trusts for community health services. The proposal to establish Community 

Foundation Trusts was made in „Health Reform in England: update and commissioning 

framework‟ (DH 2006a). Another potential form for these spin-off organisations is the creation 

of social enterprises. This would be achieved under the rubric of the „right to request‟ policy, 



13 

 

according to which NHS CHS staff are enabled to ask their currently employing PCT to consider 

the desirability of the local NHS CHS being transferred out of the NHS into an independent 

social enterprise (DH, 2008). Furthermore, for profit providers and existing third sector providers 

(see section on social enterprises below) were also encouraged to enter the NHS quasi market to 

provide CHS to NHS patients in order to  increase competition and patient choice (DH, 2006b). 

 

Policy was focused specifically on CHS in the document, „Transforming Community Services: 

enabling new patterns of provision‟ (DH, 2009), which reiterated the possibilities of CHS being 

transferred to FTs or social enterprises, as well as dealing with more detailed aspects of service 

delivery (including improving the collection and use of routine data about CHS and their users). 

A national programme of work on transforming community services (TCS) was set up in order to 

encourage improvements in CHS, and a series of guidance documents was issued during 2009 

(see the time line in Appendix 1). This TCS programme ended in March 2011.  

 

NHS Foundation Trusts 

Before being suggested as appropriate organisational forms for CHS, FTs were first introduced 

as a new organisational form for hospitals, and later some mental health services. This section 

will discuss the characteristics of FTs, and what is known about how they are operating to date. 

 

Policy goals for FTs 

 „NHS Foundation Trusts are a new type of NHS Hospital tailored to the needs of local 

populations and run by local managers, staff and members of the public. The Health and Social 

Care Act 2003 establishes NHS foundation trusts as independent public benefit corporations 

modelled on co-operative and mutual traditions.‟ (DH, 2005) 

 

We can see two clear strands of thought in this statement: First, that FTs are designed to be NHS 

organisations with greater autonomy from central control; and secondly, that local people, 

including staff, patients and members of the public should be involved in running these hospitals. 

The aim of the governance regime for FTs is to change the balance between the competing goals 

of more or less autonomy and more or less accountability (Davies, 2004) to tip it further in 

favour of more autonomy, although the membership structure is meant to increase local 
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accountability to make up for lower levels of accountability to the centre. The goal of increased 

autonomy for NHS providers fits into the quasi-market like structures in the NHS being 

introduced simultaneously – this autonomy is thought to be a method of enhancing the efficiency 

and responsiveness of providers, which are two of the main aims of the  quasi-market. The idea 

of local accountability is part of a different, but related strand of thought, in which central control 

should be diminished but accountability for public money continue, and, again, that  

responsiveness to local people be enhanced. These themes of increased autonomy and local 

participation are what are meant to differentiate FTs from ordinary NHS Trusts.  

Autonomy is one of the main interests of policy makers. Concern had been expressed at 

governmental level (e.g. Reid, 2004) and inside the NHS that the NHS was over centralised, and 

the healthcare system would produce better results if more power were given to the people 

delivering the services. The implicit assumption of the government is that all aspects of 

performance of more autonomous providers of public services will be better than those under 

closer central control. The current evidence about increasing autonomy at local level indicates 

that not all of these assumptions are warranted (Peckham et al, 2005). In general, the literature on 

organisational performance indicates that there is no consistent relationship between matters 

such as the internal and external governance structures of an organisation, its ownership; and its 

performance (Sheaff et al, 2004). (Although there is substantial evidence that employee 

involvement in governance improves firm performance (Addison, 2005; Estrin et al, 1987; Kruse 

et al, 2010; and Fakhfakh et al, 2012). As Howell (2004) points out, the institutional design 

challenges posed by continued public ownership, but divested control are complex. The 

environment in which an organisation operates can be as important as its own governance 

arrangements (Ballou and Weisbrod, 2003).  

Closely related to the notion of autonomy from the centre is the idea that FTs will enhance public 

and staff participation and will therefore be more responsive to local needs. FTs are characterised 

by government as modern exemplars of the co-operative and mutualist tradition and, moreover, 

as an alternative to centralised control. It is argued that a kind of social ownership exists in the 

form of the empowerment of local communities to become involved in the stewardship of their 

local hospitals (Vincent-Jones, 2005). Mutuals are supposed to „combine business efficiency 

with member benefits‟ and offer a clearer customer focus (Mutuo, 2005, quoted in Vincent-

Jones, 2005). But, the evidence about mutual organisations is not so clear.  Although there is 
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some evidence to support this (Saltman et al 2003; Levaggi and Smith 2004), it may result in 

providers increasing their responsiveness only to certain groups, rather than to all users 

(Blomquist, 2004). Hansmann (1986) also points out that not for profits may have difficulty in 

responding flexibly to changes in what their consumers what because they are constrained in 

their access to capital (compared to for profits). Hansmann (1986) also has doubts about the 

efficiency of not for profit organisations, as there is less incentive on managers to minimise costs 

where there are no ownership claims to residual earnings. 

 

Formal governance structures of FTs 

The internal and external governance of FTs varies from that of NHS Trusts (Health and Social 

Care Act „HSCA‟ 2003).  

 

Ownership 

FTs are separately constituted companies, in a new category known as public benefit 

corporations. Section 1 (1) of the HSCA states that  

„An NHS foundation trust is a public benefit corporation which is authorised… to provide goods 

and services for the purposes of the health service in England‟.  

A public benefit corporation is  

„A body corporate which, in pursuance of an application under this Part, is constituted in 

accordance with Schedule 1 [of HSCA]‟.   

Schedule 1 starts with a statement that a public benefit corporation must have a constitution, and 

then continues to deal with matters such as eligibility for membership of the trust, board of 

governors, board of directors, auditors, accounts and annual reports. There are no specific 

provisions in the Schedule concerning the ownership of the FT, which implies that their 

ownership is the same as ordinary NHS Trusts.  

In order to avoid the risk of NHS assets being used for other purposes, they are protected by the 

provision that an FT is not at liberty to dispose of its key assets (section 16 HCSA).  

When an FT is authorised by the regulator (Monitor, see below), the authorisation will designate 

some of its property as „protected property‟ which cannot be disposed of without the approval of 

the regulator. Protected property is that which the FT needs in order to meet its authorised 

obligation to provide health services in England. In other words, the FT cannot dispose of the 
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assets needed to provide the amount of healthcare the regulator initially mandates it to provide to 

the NHS. However, any property surplus to this requirement can be disposed of. 

Although at first sight it looks like the non-distribution constraint embodied in the FT legislation 

indicates that FTs are analogous to non-profit mutual organisations, this is misleading. Currently, 

the HSCA stipulates that in the event of dissolution of an FT, the Secretary of State can order its 

assets to be transferred another FT, an NHS Trust or the Secretary of State. Assets cannot be 

distributed to the members. (In accordance with the White Paper, Equity and Excellence: 

Liberating the NHS (Sec of State, 2010), which is explained in the final section of this chapter, a 

new Health and Social Care Bill 2011 is currently being debated in parliament, and it is not clear 

what the failure regime for FTs will be in the future, at the time of writing (November 2011).  

Amendments have been suggested by the Coalition government which would prevent financially 

unsustainable FTs from reverting to ministerial control. Instead, failing FTs could be put into 

administration and their services could be provided by other organisations, if deemed necessary 

(Williams, 2011b). There is no suggestion that assets could be distributed to members of FTs.) 

 

Decision making and local involvement 

FT staff and people living locally, have the right to become members and vote for a board of 

governors. The local authority and the local PCTs are also represented. The governors appoint 

the chair of the board of directors and non executive directors. The majority of the board of 

governors must be elected by the public members, and there must be at least three governors 

representing members of staff of the FT and one representing any local university medical 

school. The board of governors is meant to work with the board of directors in setting the 

strategic goals of the FT.  They are required to pass information about FT performance to their 

constituency, and to inform the regulator (see below) if they have serious concerns about the 

board of directors which cannot be resolved at local level. 

Unlike ordinary NHS trusts, FTs are no longer directly accountable to the Secretary of State for 

Health and are not performance managed by Strategic Health Authorities. (Nevertheless, the 

national priorities in the annual guidance referred to above do apply to FTs, and they are 

inspected by the Care Quality Commission in respect of these.) Compared to NHS Trusts, FTs 

have greater freedom to determine the level and type of investment in new capacity. Also, they 

do not need to break even, year on year, and can retain any surpluses which they accrue. FTs can 
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borrow money from whom they wish, within a borrowing limit set by the regulator. Not all assets 

may be used as security, as protected property may not be charged without the regulator‟s 

permission. FTs are allowed to make independent investments by forming companies or 

acquiring membership in corporate bodies (HSCA, s17). FTs have a small degree of increased 

freedom in setting rates of pay (NHS Employers, 2005). But they are still subject to the national 

NHS pay regime of Agenda for Change.  

 

Regulation 

FTs are still regulated by the state: to come into being, they have to be licensed (in an 

„authorisation‟) by an independent regulator (Monitor). FTs‟ financial affairs are monitored over 

the years by Monitor, which can demand large amounts of financial information and give 

directions. Monitor has said that it will operate a risk based approach to regulation, allowing a 

lighter touch for FTs which are performing well (Monitor, 2005). Moreover, the provisions of 

services by FTs are inspected by the Care Quality Commission, in the same way as all NHS 

Trusts. There is a legal obligation for FTs to work in partnership with other health and social care 

partners (HSCA 2003, s29). All other statutory requirements (such as health and safety 

legislation and the European Working Time Directive) still apply to FTs. 

 

What is known about FTs 

There has been a small amount of academic research and official evaluation of FTs since their 

inception, all of which concerns hospitals.  

 

Process effects of autonomy 

There is evidence that FT hospitals do perform better than non FT hospitals, but the better 

performance predates the change of status (Marini et al 2008; HCC and AC 2008).  HCC and AC 

(2008) and Allen et al. (2012 a) reported that FT hospitals had business strategies focused on 

growth and development of services; an increased ability to plan; and make use of their ability to 

gain access more quickly to capital investment to improve and develop services. In this sense, 

FTs were acting more autonomously, as they did not have to wait for permission to make 

decisions from other parts of the NHS. But this increased autonomy should not be exaggerated: 

at the time the research was carried out in 2008-2010, FTs were still subject to national targets 
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(notably the eighteen weeks waiting time target), and these had a major effect on the way in 

which they delivered and planned services (Allen et al, 2012 a).   

 

There is no evidence that FTs were using their flexibility in workforce issues in significant ways. 

But concern has been expressed by politicians about the size of unused funds created by 

generating surpluses in the mid 2000s (HCC and AC 2008; HCSC 2008). At that time, it was 

argued that the retained surpluses of FTs could be reducing NHS funding available for other 

providers. 

 

While FTs are better performing hospitals in the first place, evidence also indicates that the 

process of applying to become an FT improved performance. An analysis commissioned by 

Monitor (Frontier Economics 2010) concluded that Monitor‟s decision to defer some NHS trusts 

from achieving FT status on their first application resulted in these organisations revisiting cost 

improvement plans and that this has, over time, delivered significant savings.  

 

Quality of care in FTs   

As far as routine measures of quality (such as hospital acquired infection rates and waiting times) 

are concerned, FTs have been found to perform better than NHS Trusts (AC 2005; HCC and AC 

2008; Frontier Economics 2010). However, there is no evidence that FTs were delivering higher 

quality of care, as measured in these ways, as a result of their status, as they were better 

performers prior to becoming FTs.  

 

Various studies (HCC 2005; HCHSC 2008; Allen et al 2012 a) have found that having more 

freedom to make decisions at the hospital level has led to improvements in services for patients. 

For example, FTs were able to make quicker decisions on opening additional wards or operating 

theatres; FTs focused investment on issues important to patients, such as the physical 

environment and security, car parking and patient information.  As Allen et al (2012 a) point out, 

the aim of providing good quality patient care (whether for its own sake, or because it would 

enhance the reputation of the FT and attract further patients) was clearly articulated.  This 

supports the earlier findings from Mannion et al (2007) that managers are attracted to the 
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autonomy of FT status by the opportunity to provide more responsive services to patients arising 

from increased discretion over the design of services.  

 

Impact on the local health economy 

One of the main determinants of the quality of local relationships between FTs and other NHS 

bodies was the past history of these relationships (HCC, 2005).  FT status did, however,  have an 

effect (HCC 2005; Lewis and Hinton 2008; Allen et al 2012 a). In cases where there had been a 

history of poor relationships, these were exacerbated by FT status (HCC 2005). Allen et al (2012 

a) found that FTs were concerned to protect their services and future income streams against 

other trusts. They were also keen to expand the services they provided, to the detriment of other 

trusts. Nonetheless FTs were still co-operating with other hospitals in respect of issues which 

would improve patient care. The incentives for FTs to increase their income, coupled with 

autonomy in decision-making, meant that they were not always felt to be acting cooperatively 

with commissioners (PCTs) about service developments. Where PCTs were trying to reduce 

activity to prevent overspends in the local budget, having an FT as one of the providers was 

reported as making this task more difficult, as the incentives on FTs were strongly in favour of 

increasing their income.  Witnesses to the HCSHC (2008) also cited weaknesses in the 

commissioning function as the cause of many perceived problems relating to FT status, including 

FTs not investing their surpluses and the lack of shift of services from hospitals to primary care.  

 

Moreover, the relationships between FT hospitals and primary care were complex: in some cases 

tensions arose from concern by FTs that GPs would use their commissioning powers (under 

practice based commissioning) to reduce the amount of work done by the FT hospital, but, at the 

same time, there was an incentive for FTs to market their services to GPs and maintain good 

relationships to ensure the flow of referrals.  

 

Accountability 

Unlike NHS trusts which are held to account by the Department of Health and through it, the 

Secretary of State for Health, FTs are accountable to their members and their elected governors, 

and to the independent regulator, Monitor. Early studies indicated that there was a lack of clarity 

about the role of governors in relation to the board of directors (Day and Klein 2005, HCC and 
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AC 2008, Lewis and Hinton 2008). This appears to have improved over time (Ham and Hunt 

2008). Nevertheless, a recent study of the governance of FTs (Allen et al 2012 b) found that 

there were mixed views from governors about how well they were able to hold FTs to account. 

One issue raised in several of the FTs was that the governors were excluded from Board 

meetings and did not get access to board papers.  Moreover, Allen et al (2012 b) did not find that 

staff were becoming involved in the new governance structures of FTs. 

 

Social enterprises in health care 

    

New Labour policy to increase the range of types of providers of health care, including CHS, 

involved encouraging new providers from the social economy including local voluntary groups, 

registered charities, foundations, trusts, social enterprises, and cooperatives (DH, 2006b), as well 

as transforming NHS organisations themselves into FTs. The groups from the social economy 

are collectively known as the „third sector‟. Third sector organisations (TSOs) exhibit a range of 

governance characteristics, the most salient being that they are independent of the state and have 

social aims. (TSOs can take a wide variety of legal forms, including limited companies, charities, 

co-operatives and community interest companies - see Allen et al, 2011b for details - and some 

do make profits. The difference between „for profit‟ organisations and TSOs is that the latter do 

not distribute profits to non participant shareholders.)  

The New Labour government was particularly interested in the contribution of „social 

enterprises‟ which it defined as businesses „with  primarily social objectives whose surpluses are 

principally reinvested for that purpose in the business or in the community, rather than being 

driven by the need to maximise profit for shareholders and owners‟ (Department of Trade and 

Industry 2002, p 7). The aim of introducing social enterprises is to develop the entrepreneurial 

impulse within health and social care, encourage entry of new providers, improve quality, and 

promote innovation.  Social enterprises set up by NHS staff were seen as organisations capable 

of „unleashing public sector entrepreneurship‟ (DH, 2006a, p 173). There are two reasons why 

social enterprises may deliver higher quality services than for-profit organisations. The first is 

that non-profit organisations do not face the same incentive as for-profits to minimise costs (Hart 

et al 1997; Grout and Stevens 2003). While for-profits may seek to cut quality in order to save 

costs and raise profits, the TSO with its non-distribution constraint has less incentive to seek 
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commercial gain from quality reduction (Francois, 2002). The second is that where social 

enterprises are client-led, they find it easier to respond to client needs (Weisbrod 1988; Perotin, 

2001).  Due to their „intrinsic‟ social motivations they may be more effective in mobilising 

„prosocial behaviour‟ than for-profit private enterprises (Bartlett, 1996). However, research into 

domiciliary care providers in England shows that motivation is also sensitive to the situational 

context (Kendall et al, 2003). 

 

According to the Social Enterprise Coalition (2009), there are approximately 62,000 social 

enterprises in the UK, of which 9 per cent operate in the social and health care sectors. A Social 

Enterprise Unit was set up by the Department of Health to oversee and co-ordinate the 

establishment of social enterprises delivering healthcare, including CHS; and an investment fund 

was formed financially to support both the development of these new social enterprises and to 

encourage existing social enterprises to extend their work into healthcare (Miller and Millar, 

2011). A series of 26 pathfinder social enterprises were announced in 2006, which have been 

subject to evaluation (Tribal, 2009). In November 2009, the Care Services Minister announced 

that 20 organisations involving community-based staff within PCTs would be given support 

(including £30,000 of funding) to establish a social enterprise under the „right to request‟ 

scheme. These new forms should ultimately benefit patients by providing existing NHS staff 

with „the independence, flexibility and responsiveness to innovate and improve services and 

outcomes for patients‟ (DH, 2008a). The types of services to be transferred into a social 

enterprise varied from whole PCT provider arms (i.e. all NHS community health services in an 

area) to small scale services specifically for homeless people (DH Press Release, 2009). The 

right to request programme ran until September 2010. By June 2011, 20 had launched as social 

enterprises (NAO, 2011). 

 

What is known about TSOs in the NHS 

Although claims of superior performance are made by proponents of TSOs (e.g. Dearden-

Phillips, 2011, in relation to social enterprises spun out of the public sector, in respect of 

increased productivity and innovation), there do not appear to be any quantitative studies 

comparing the performance of TSO providers of health care to NHS patients with the 

performance of state owned NHS providers. This may be due to the fact that, until recently, there 
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has been limited participation in mainstream NHS provision by TSOs. (Contracted services have 

mainly been in the areas of mental health and termination of pregnancy).  There is one 

interesting study of users‟ views comparing public, for-profit and TSO provision of services. The 

National Consumers Council undertook a study for the government Office of the Third Sector 

(Hopkins 2007). This did not include any actual health services, but domiciliary social care for 

older people was included. The study found that older people thought that private sector 

providers were slightly better at providing what they wanted compared to the public sector and 

TSOs. There was little difference between the public sector and TSOs, except that the latter were 

distinctive compared to public sector providers in respect of two factors: keeping their promises 

and having staff who were prepared to go out of their way to help. An evaluation of the social 

enterprise pathfinders in the NHS (Tribal 2009) found it was too early in their development to be 

able to tell how they were performing. 

A recent report published by the King‟s Fund (Addicott, 2011) notes that there is still very little 

research on social enterprises in CHS and adds some useful information. Addicott interviewed 

directors of several social enterprises providing CHS, and found a range of motivation for 

transferring services from the NHS into social enterprises. Some saw it as an opportunity to 

innovate and achieve greater autonomy, while others were more reactive, seeing this as a way to 

achieve protection for their services (through guaranteed long term contracts with the NHS
1
). In 

the latter group, there was also concern that their CHS would be „taken over‟ by acute FTs if 

they did not carve out a separate organisational identity for themselves.  Addicott noted that most 

social enterprises in CHS were at an early stage of development, but that some benefits had been 

realised: autonomy was increased and decision making time was reduced; and surpluses could be 

reinvested in services and staff development. Directors claimed that staff were indeed more 

involved in decision making. (It should be noted that front line staff were not interviewed for the 

study, however.)  Addicott (2011) concluded that, although staff participation and engaging staff 

in decision-making was considered a key benefit of the social enterprise model, it was not the 

case that setting up as a social enterprise automatically led to greater staff involvement in 

decision making. A report issued in June 2011 by the National Audit Office (NAO, 2011) on the 

                                                 
1
 Policy has since been changed with the introduction of the Any Qualified Provider policy, which allows patients to 

choose from a wide range of providers, rather than being obliged to receive CHS from the local organisation which 
was granted a block contract by the NHS commissioners. This means that long term contracts will no longer be 
available for CHS transferring from the NHS to social enterprises. 
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right to request also stated that there is very limited evidence of the costs and benefits of 

„spinning out‟ CHS to social enterprises to date. The NAO was concerned that liabilities retained 

by the NHS and those transferred to the new social enterprises were not quantified or 

documented adequately by PCTs. In addition, it was concerned that PCTs did not have clear 

ideas about how they would deal with financial failure of social enterprises with which they were 

contracting. This will become increasingly pertinent as the government policy is that competition 

among providers should increase (Secretary of State, 2010). 

In terms of international evidence, it has been argued that, in relation to efficiency, the level of 

competition which all organisations face is more important than the ownership of the 

organisation (Sloan et al 2001; Eggleston et al 2006). A review of international literature 

concerning the performance of TSOs in healthcare in 2006  concluded that there is no consistent 

evidence that TSOs perform better than for profit organisations, and that the crucial role of their 

not for profit „mission‟ in keeping them trustworthy is under threat (Heins et al, 2010). There is 

no evidence in the health care sector that TSOs are less efficient than for-profit organisations 

(Vining and Globerman 1999).   

 

Evidence on the organisation and performance of Community Health Services 

 

There is very little published evidence concerning the organisation of CHS in England. A small 

amount of research was undertaken about contracting for CHS in the 1990s (Flynn et al, 1996; 

Allen, 2002), but this did not deal with the effects of the organisational forms in which CHS are 

delivered. Some more recent work has focused on the desirability of clinical and service 

integration between CHS and other services (such as primary care, specialist clinicians and social 

care) required by users of CHS (many of whom are people with long term conditions), rather 

than the organisational forms used to structure those services (e.g. Rosen and Ham, 2008; 

Ramsay et al, 2009).  

In addition to the paucity of organisational studies concerning CHS in England, the lack of 

comparable routine information about the performance of CHS has long been regarded as a 

problem by the Department of Health. There has been a historic lack of investment in CHS 

generally, and particularly in information technology. While there have been attempts to collect 

better data in the past, but there have been two problems: firstly, logistical – as the services are 
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spread out in many settings; and secondly, previous attempts to get the clinical staff delivering 

the CHS to collect data have failed because the data were not useful for clinical purposes. 

Unlike hospital services, CHS are not required to return data about patients, diagnosis, length of 

stay etc to a national database, such as the Hospital Episodes Statistics (HES) database. At 

present, a range of different data capture systems is used by CHS. The current position is that 

there are three IT systems in use: i) RIO ii) IPM Lorenzo (; and iii) the TPP System One. 

Furthermore, not all CHS have the current version of the relevant system, and they are not using 

it to collect data in respect of all their services (Radcliffe, 2008). These data systems are 

primarily for internal management purposes, and not designed for providing comparative data for 

research and evaluation. A project was funded by the Department of Health in 2008 to develop 

national metrics for CHS. It is a long term project aimed at developing contract currencies and 

pricing for CHS and national guidance on data to be collected by all CHS providers concerning 

quality and productivity, which will mirror HES in some ways (Radcliffe, 2008).  

During the course of our study (see below), in June 2009 the Department of Health issued a set 

of 76 possible quality indicators for CHS for consultation, the Quality Framework for 

Community Services: directory of indicators (DH, 2009c). These concerned the domains of 

patient safety, effectiveness and patient experience and they provided a starting point for the 

design of our data collection tools (see methods chapter). After the data collection for this study 

had finished, it was announced by the NHS Information Standards Board that, from 1
st
 April 

2011, a community information data set („CIDS‟) would be made available to enable local 

implementation by providers and commissioners of CHS to commence. Funding approval has 

not yet been given for the national collection of CIDS, however. Subject to that approval, it is 

envisaged that a phased implementation of submission of CIDS on a national scale will be 

possible (HSIC, 2011). As the NHS Confederation notes, there has been an absence of consistent 

measures of quality or performance, and therefore no comparative performance data. The late 

attention to IT and quality measures for CHS before their separation from PCTs means that it is 

hard to manage these services effectively (NHS Confed, 2011). 

In order to increase the evidence base about organisational aspects of CHS, the Department of 

Health set up a pilot programme to establish a number of Community FTs in 2007. It was 

proposed that in April 2008, these would pass through an initial stage as arms-length 

autonomous provider organisations (APrOs), still within the PCTs. The organisations were 
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expected to operate under a trial period of „separation‟ for one year before becoming eligible to 

establish themselves as CFTs. Separation was to involve both financial and governance 

autonomy. „Shadow‟ Boards would be created to run the new organisations. APrOs which were 

able to demonstrate evidence of managerial ability and financial stability, and which were 

approved by the regulatory body Monitor, would be eligible to become CFTs in April 2009. 

Since this was a pilot project, there was an opportunity to evaluate the outcomes of this policy 

initiative using quasi-experimental methodology. 

The existing evidence on changes in hospital‟s behaviour once they were elevated to FT status 

(discussed above) indicated that it would be useful to consider whether similar changes in 

behaviour applied in respect of CFTs. In particular, it would be important to understand the 

extent to which increasing autonomy for CHS when they became CFTs allowed faster and more 

responsive decision making by CFT management; how member and governor involvement 

affected decision making (in particular, whether they were able to hold the board to account); 

and if relationships between CHS and the local health economy were affected by attaining CFT 

status. In addition, it would be useful to obtain some evidence about the effect on CHS of 

attaining social enterprise status, as so little is known about this issue.  

 

Our study 

The Department of Health commissioned us in 2008 to undertake a study to evaluate the CFT 

pilot programme. 

 

Aims 

The aim of the evaluation was to identify the outcomes of the DH pilot programme establishing 

Community Foundation Trusts. The evaluation aimed to focus on whether participants in the 

pilot programme, in comparison with in-house providers of CHS, delivered: 

(i) an increased rate of service quality improvement 

(ii) improved value for money 

 

Planned design and methods 
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At the time the proposal was accepted by the DH in 2008, it was agreed that the design and 

methods would consist of the following: 

Quantitative analysis 

Up to 6 PCTs within the DH pilot programme would be selected for inclusion in the study. Initial 

interviews with managers of each pilot PCT and associated spun-off autonomous CHS provider 

organisations would establish the base-line characteristics of the organisations. These would then 

be used to select a matched sample of non-participant PCTs, which have not been included in the 

pilot programme. The total sample of 12 autonomous providers and comparator PCTs would be 

treated as a quasi-experiment in which the pilot group participants would form the observation 

group, and the non-pilot group participants would form the control group.  

The study would use a before-and-after difference-in-difference methodology. This means that 

the key input and outcome variables would be measured both before and after the pilot group 

members change their status as providers of CHS. The evaluation would proceed in two stages. 

The first stage would evaluate the effect of pilot group participants entering an interim mode, as 

autonomous provider organisations are spun off from the parent PCTs (expected in April 2008). 

The analysis in the first stage would begin in April 2008 and would inevitably contain a 

retrospective element. The second stage would evaluate the further changes that arise from the 

final change in status as autonomous provider organisations are transformed into CFTs (expected 

to be in April 2009).  

Differences in „before and after‟ outcomes would be observed. The differences in these 

differences, between the observation group and the control group, would be analysed to establish 

significance, and whether any differences in the rate of service quality improvement could be 

detected. The concept of service quality improvement would also encompass the introduction of 

innovations in processes and service delivery. In addition to outputs, cost changes would also be 

analysed in order to derive conclusions about differences in value for money between the two 

groups, i.e. whether the organisations in the pilot group were more or less efficient and effective 

than the organisations in the control group. 

Data would be gathered through specially designed questionnaires which would be implemented 

at six-month intervals throughout the study. The questionnaires would be especially useful to 

gather data on service quality. The definition of quality would differ between the discrete 

activities which form the community health services, such as district nursing, health visiting, 
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chiropody, physiotherapy, and so on. The actual definitions and measures of quality would be 

developed on the basis of the qualitative interviews with PCTs and provider organisations. As an 

example, the number of emergency bed days has been used as a success measure in a community 

matron project. Similar measures would be developed in other fields of activity. The PCTs and 

provider organisations would be requested to gather the data on quality measures using a 

monitoring instrument that would be designed within the project. Where available, data on 

inputs, costs, and outcomes that is routinely collected by the organisations themselves would also 

be collected and analysed. Where not routinely collected, these data would be specially gathered 

through the survey questionnaires. The data on costs and outputs would be used to develop 

measures of efficiency and productivity of the provider organisations, and would form the basis 

of the evaluation of value for money of the CFT organisations. Taken together, this would enable 

monitoring of service quality improvement and value for money as the pilot programme moves 

forward through its various stages. 

 

Qualitative study 

In addition to this quantitative summative evaluation, a qualitative formative evaluation would be 

carried out which would involve qualitative assessment of the changes as they take place through 

interviews with key actors. Interviews would be carried out with managers, information officers 

and other key informants within the PCTs, CHS provider organisations, and relevant local 

authorities, as well as with relevant national bodies including Monitor, the Healthcare 

Commission, and the Royal College of Nursing. The interviews would focus on a subset of the 

12 case study units, perhaps up to four in total. The purpose would be to identify the drivers of 

change, and the causes lying behind any observed quality changes . Specific issues to be 

addressed would include (i) whether decisions were being made differently than before due to 

increased autonomy of the CFTs (ii) whether the involvement of the staff, patients and the public 

in CFT governance arrangements had made any difference to performance in terms of 

management procedures and responsiveness to patients needs, and (iii) whether stronger 

financial incentives and the changed governance regime had affected how these organisations 

work in partnership with others, for example GPs, PCTs, and local authorities, in other words 

how their interaction with the local health economy had changed. This qualitative part of the 
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evaluation would distinguish the key success factors which could subsequently be used to 

improve policy as it was rolled out nationally.  

As the CFT model was not the only way in which new independent suppliers of CHS could in 

principle be organised. The project would therefore extend the sample to include at least one 

alternative model of independent service provision, including if possible an example of the social 

enterprise model. This would be included in the qualitative part of the study, alongside the main 

comparison group, in order to identify the key issues of relevant to an assessment of the impact 

of alternatives to the CFT model on quality improvement and value for money. 

In addition to the observation of changes in service quality of provider organisations, the 

evaluation would also investigate the impact on the financial performance of the PCTs. This 

would involve „before and after‟ studies of the financial performance of the PCTs to establish 

whether the costs of contracting out of services to autonomous organisations, and to the 

envisaged CFTs, had led to any worsening of the financial performance of the organisations 

concerned. The evaluation would identify and examine changes to the main drivers of CFTs 

financial performance including changes in budget management, in sources of income, in human 

resources policies including pay and conditions, and in investment and borrowing strategies. It 

would also investigate whether changes to FT status have led to cost changes due to increased 

financial flexibility, whether new CFT members had identified cost savings, as well as the 

potential increase in costs due to participation of new members in the governance arrangements. 

Finally interviews would be held with local authorities who had been involved in supplying 

social care services jointly with the CHS organisations. The aim of the interviews would be to 

establish whether there had been any changes in the quality or cost of supplying local authority 

community care services as a result of the changes that had taken place among the pilot group 

organisations, in comparison with the control group. It would also investigate any further 

observable effects on strategic planning at the level of the local health economy. 

 

Changes in policy for CHS during the course of the study 

 

After the commencement of our study there has been a series of announcements from the 

Department of Health delaying the formation of any CFTs and making different 

recommendations for the organisational future of many local CHS.  
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These changes have significantly affected the conduct and design of the study, as will be 

explained in detail in later chapters. Briefly, the effect has been to make it impossible to study 

CFTs at all, as none were formed during the course of the data collection phase of the study. Not 

all of the pilot CFT sites in the study were given permission to move ahead to CFT status, in any 

event, and those that were not were forced to consider other organisational options. Some 

additional CFT pilot sites not originally in the study were also announced. Furthermore, the 

comparator sites have been subject to considerable organisational change, during the course of 

the study. In some cases, CHS have been dispersed to several other organisations (such as 

hospitals and mental health services) entailing the breakup of local CHS organisational 

structures. In others, entire local CHS are in the process of being merged with organisations 

delivering other local services (such as hospitals). These changes have made data collection and 

comparisons between CHS more difficult.  

The most important policy changes concerning CHS which occurred during the course of the 

study are the following: 

 

In August 2009, the original deadline of October 2009 for PCTs to announce the organisational 

form their CHS would take was put back by David Nicholson (2009a) in a letter to the NHS. He 

announced that strategic health authorities (SHAs) would set more realistic time tables for each 

area. 

 

In November 2009, David Nicholson stated that it was not realistic for many CHS to form 

independent organisations, and that it would be more efficient for them to integrate with other 

providers of care (Nicholson, 2009b). 

 

In December 2009, the NHS Operating Framework for 2010/11 (DH, 2009d) stated that by 

March 2010, all PCTs must have agreed the future organisational structure of their CHS with 

their SHA. A range of options was envisaged: „Direct provision by PCTs will remain an option 

where it meets our tests and is partnered by strong commissioning. Social enterprise „right to 

request‟ schemes provide a further option. Strong proposals for community NHS foundation trust 

status will be considered, where these meet our tests. In some areas, horizontal or vertical 

integration may deliver the best outcomes. We will not prescribe solutions, but instead will set 
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demanding national standards for provider reform which leave PCTs to innovate locally, to 

create a system that best meets local needs but that has sufficient challenge to ensure patients and 

taxpayers come before administrative convenience.‟ (page 42). 

 

In May 2010 a new Coalition government was elected.  

 

A Revision to the NHS Operating Framework for 2010/11 was issued by the new Coalition 

government in June 2010 (DH, 2010b). This stated that all PCTs had to achieve organisational 

separation of their CHS by April 2011 „even if this means transferring services to other 

organisations while sustainable medium-term arrangements are identified and secured‟ (page 9). 

In July 2010, the Coalition government published a major White Paper on the NHS entitled 

Equity and Excellence: Liberating the NHS (Sec of State, 2010). A summary of the entire White 

Paper can be found on the DH website. The salient aspects of the White Paper for the purposes 

of this study are the following: CHS are to be separated from commissioners of care. 

Furthermore, PCTs are to be abolished and GPs are to replace them as commissioners of most 

NHS care. These clinical commissioning groups run by GPs will be purchasing CHS. CHS may 

be provided by a range of organisations including stand alone CFTs, social enterprises, 

independent for profit providers and larger FTs which also provide acute and/or mental health 

services. At the time of writing (October 2011), the Health and Social Care Bill which gives 

effect to the White Paper (Sec of State, 2010) has not been passed into law, and deliberation in 

the House of Lords is not due to finish until early in . 

 

The separation policy for CHS was reiterated in the NHS Operating Framework for 2011/12 

(DH, 2010c) issued in December 2010 which stated that „As required in the Revision to the 

Operating Framework for the NHS in England 2010/11, by 1 April 2011 all PCT directly 

provided community services must have been separated from PCT commissioning functions and 

the divestment of these services from PCTs completed or substantial progress made towards 

divestment.‟ (page 19). This document encouraged the use of social enterprises to deliver CHS: 

„Commissioners, in developing their local commissioning strategies, should also consider how 

social enterprises and voluntary and community organisations can play a role both in the delivery 
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of services and, through their expert knowledge, scoping the sorts of services and outcomes that 

communities want and need.‟ (page 19). 

As at 1 April 2011, no CFTs had been formed, although some CHS had been able to transfer to 

NHS trusts, which were regarded as the organisational stage prior to full CFT status. Three of the 

leaders of pilot CFTs participating in our study were interviewed in April 2011 (Carlisle, 2011) 

and they confirmed that they were aiming at achieving FT status in  or 2013 respectively. 

 Moreover, a total of 29 CHS transfers to other organisations were delayed beyond the 1
st
 April 

2011 deadline (Williams, 2011). 

 

Changes to the study 

 

Due to the changes in the organisation of CHS outlined in the previous section, we were obliged 

to make changes to our study as it progressed.  

 

The aim of summative quantitative study became, during the course of the study, to explore 

whether CHS which were destined to participate in the CFT pilot programme, in comparison 

with providers of CHS which were not part of the pilot programme, delivered: 

(i) an increased rate of service quality improvement 

(ii) improved value for money 

 

 

A before and after difference in difference methodology could not be used, as there was no event 

(i.e. becoming a CFT). Instead, we designed two comparisons: the first comparing the original 

pilot sites with the original comparators; and the second comparing those pilots still progressing 

towards CFT status with all sites not destined to become CFTs (both comparators and those 

which were removed from the CFT pilot programme). National reference costs data were 

available in respect of costs for all sites, which allowed the two comparisons to be made. 

However, difficulty in obtaining quantitative data from many of the sites meant that it was not 

possible to carry out the two revised comparisons in respect of many aspects of CHS quality and 

performance. Instead, the quantitative survey data concerning the participating CHS could only 

be presented in a descriptive format. 
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The formative, qualitative study of the changes in CHS management and commissioning could 

no longer investigate changes in behaviour attributable to becoming a CFT. Instead of taking 

four in-depth case studies of CFTs, we interviewed staff in all participating CHS sites to 

investigate: 

(i) The anticipated effects of becoming a CFT 

(ii) Changes already made in governance of all participating CHS and their relationships 

with other organisations in the local health economy 

(iii) Views of all participating CHS concerning the effects of ongoing organisational changes 

 

In order to take account of changes in the organisational destination of the participant CHS 

during the course of the study, the data about the CHS were analysed and presented in three 

groups: 

a) Those CHS still destined to participate in the CFT pilot programme 

b) Those CHS which had originally been planning to participate in the CFT pilot 

programme, but had not been allowed to continue  

c) Those CHS which had never been destined to participate in the CFT pilot programme. 
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Chapter 2 

 

Study methods 

 

The study was designed to comprise two aspects: a quantitative study comparing the 

performance of a series of 6 CFT pilots and their comparators; and a qualitative study looking at 

the behaviour of CFTs. Due to the series of changes in government policy concerning CHS 

during the course of the study, the most important of which is that no CHS became CFTs, it was 

necessary to make a series of changes to the design and methods employed. These will be 

explained in detail below. 

 

Despite the fact that the study could not be undertaken as originally envisaged, we were able to 

collect important data concerning the changes under way in the organisation of CHS. We  

interviewed managers in each of the participating study sites to explore their views on 

prospective CFT status, on the other organisational structures to which they were destined to be 

transferred, and on the effects of recent changes in policy concerning CHS. Moreover, although a 

before and after difference-in-difference analysis could not be undertaken, the quantitative data 

we were able to collect and analyse provides a useful and unique baseline of the recent and 

current position concerning quality and productivity in CHS, from which the effects of changes 

in organisational structures can be measured in the future. 

 

Qualitative study 

The qualitative study consisted of a series of interviews with senior managerial staff in CHS and 

their commissioning agencies, together with interviews with two trade unions representing 

clinical staff in CHS. Table A (in appendix 2) sets out the codes and details of all the 

organisations participating in the study: their planned organisational destination in 2009, the 

interim position during the study and their current plans in June 2011. Table B (in appendix 3)   

sets out the number and job titles of the staff interviewed in each organisation. The interviewees 

were identified by their job titles (e.g. managing director/CEO of CHS, head of commissioning, 

director of finance) in an attempt to ensure that we obtained the views of senior management on 

both the CHS provision and commissioning sides. Potential interviewees were approached by 
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email using a letter of invitation explaining the study and their part in it. The number of 

interviewees in each site depended on their availability for interview. In all sites except 8, we 

were able to interview at least one senior manager on each of the provision and commissioning 

sides. Table C (in appendix 4) shows the timing of the participation of each organisation in the 

study. 

 

A total of 44 staff in 14 organisations were interviewed. Staff were given the choice whether to 

meet for face to face interviews, or whether to be interviewed on the telephone: thirteen of the 

interviews were undertaken face to face, and the rest over the telephone. Each took 

approximately one hour to complete. The interviews took place at distinct points in time between 

April 2009 and December 2010, in order to attempt to capture respondents‟ views on CFT status 

during a period of policy change and uncertainty. 

 

1. First phase of interviews: April 2009 to February 2010 

The first phase consisted of interviews with senior managers in the following organisations: 1A, 

1B, 2A, 2B, 3A, 3B, 4A, 5A, 5B. The interviewees were CEOs, Directors of Finance and 

members of the board, as well as representatives from the commissioners.  A total of 23 

interviews were undertaken in this phase.   

During this time period, the organisations coded with an „A‟ were all designated potential CFT 

pilots and were expecting to be allowed to progress to CFT status. The organisations designated 

with a „B‟ were designed to be comparators with the pilots (as discussed in the section above). At 

this time none of the organisations coded with a „B‟ were included in the CFT pilot programme 

and they were not sure what organisational form their CHS would eventually take. (It had not 

been possible to gain research governance approval in time to include 6A and 6B in this phase.)  

The purpose of this phase was to find out why the pilots wanted to become CFTs and what 

advantages they thought it would bring. The comparators were included to explore contrasting 

views from organisations which were not destined to be CFTs. 

 

2. Second phase of interviews: June 2010 to December 2010 
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This phase consisted of interviews with senior managers in the following organisations: 6A, 7, 8, 

9. The interviewees were CEOs, Directors of Finance and members of the board, as well as 

representatives from the commissioners.  A total of 14 interviews were undertaken in this phase.   

Organisation 6A was another originally designated CFT pilot, while organisations 7 and 8 were 

CHS which were designated as CFT pilots by the Department of Health later in July 2010 after 

the study had commenced. Organisation 9 was a social enterprise recently (in the summer of 

2010) „spun out‟ from the NHS. 

These interviews took place after the change in government in May 2010.  The majority were 

undertaken after the White Paper, Equity and Excellence: Liberating the NHS was published in 

July 2010. The implications of the White Paper were discussed by some participants.   

The purpose of this phase was to include some additional organisations which were destined to 

become CFTs, as well as a newly formed social enterprise. As with phase 1, the aim was to find 

out why the organisations wanted to become CFTs (or a social enterprise) and what advantages 

they thought it would bring. 

 

3. Third phase of interviews: June 2010 to November 2010 

This phase consisted of interviews with senior managers in the following organisations: 1A 1B 

2B 3B 4A 5B 6B. The interviewees were senior directors of community provider organisations 

and their respective PCTs. A total of nine interviews were undertaken in this phase. Two out of 

the nine interviewees had previously been interviewed in the first phase of the study. (The follow 

up interviews were in organisations 1A 1B 2B 4A 5B.) The other two organisations had not been 

interviewed before (3B and 6B). 

 

All organisations that had never been or were not now following a CFT pathway were followed 

up in this phase.   These included two organisations that were originally part of the CFT pilot 

programme and had not been given permission to continue on this path (1A and 4A) and one 

which had intended to become a CFT in the future (but was not included on the original DH pilot 

programme) and had now changed plans to another organisational solution (6B). The other 

organisations in this phase (1B, 2B 3B, and 5B) were in the study as comparators for 

organisations which were originally designated as CFT pilots. They were interviewed again in 

phase 3 because there had been major changes in their destination organisational forms since 
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their first interviews in phase 1. (We decided not to carry out a second round of interviews in the 

organisations interviewed in phase 1 which were continuing on the CFT pathway.  As none of 

these organisations had actually become a CFT during the time period of phase 3, we did not 

consider that sufficient additional information about changes in governance would have been 

obtained.) 

 

The purpose of phase 3 was to find out what the organisations were planning in terms of 

organisational structures for their CHS by this time (as policy had changed for them since they 

were last interviewed in phase 1) and to capture some of their reflections on recent organisational 

policy changes for CHS. They were asked about their current organisational plans and changes 

that were made during the study period, perceived usefulness of the processes undergone and 

how they were planning to organise CHS for the future. (Organisations 3B and 6B were included 

in the qualitative study for the first time for completeness, as they were included in the 

quantitative study as comparators.) 

 

In all three phases, interviewees were contacted by telephone and email. A semi-structured 

interview was conducted, using an appropriate topic guide based in the questions the study was 

designed to answer. Examples of the original topic guides can be found in appendix A8. The 

interviews were digitally recorded and fully transcribed.  The transcripts were coded initially in 

relation to a priori themes which were the original focus of the study concerning the effect of 

CFT status on managerial issues, amended to take account of the fact that CFTs were not yet in 

existence, and supplemented with themes that emerged from the data, for example reflecting the 

changes in policy during the study period.  The transcribed interviews were coded and analysed 

thematically by at least two members of the research team.  

 

In addition to the interviews, a legal analysis of the formal governance structure of the social 

enterprise in the study was also undertaken, with a view to comparing this with the constitutions 

of the CFTs. (In the event, no CFTs were established, so the comparison could not be done. The 

analysis of the social enterprise‟s governance is included in the results chapter, and it is 

compared to existing constitutions for hospital FTs.) 
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We did not interview Monitor, as originally planned. Monitor was not available as it was 

extremely busy with a range of regulatory functions caused by transfers of CHS. In any event, no 

CHS had been approved to be elevated into CFTs. Nor did we interview the Care Quality 

Commission, successor to the Healthcare Commission. 

 

Due to the fact that no CFTs were established during the period of the study, we were not able to 

find out how the behaviour of CHS managers changed. Thus, we were not able to answer the 

research questions about the extent to which increased autonomy made CHS more business like 

and responsive; nor about the effect of having members and governors (as none had been 

appointed); nor about the effect on relationships (including financial matters) with other 

organisations the local health economy of there being a local CFT. (The latter is why we did not 

interview local authorities.) We did not undertake in depth case studies of a subset of the 

organisations in the study, as there were no CFTs to study. Nevertheless, as we were able to 

interview managers of organisations which were planning to become CFTs, we were able to find 

out what they thought the effect of becoming a CFT was likely to be. We were also able to find 

out what organisational changes had already been made, both in prospective CFT pilots and in 

the other CHS. Moreover, we explored the views of all the participating CHS sites about their 

organisational preferences, their concerns about the new organisational structures, and their 

experiences of the ongoing organisational change processes. This rich source of information is 

reported in the qualitative results chapter. 

 

 

 

 

 

Quantitative study 

 

Background and purpose 

As described in the introductory chapter to this report, the purpose of the quantitative survey was 

to generate productivity and quality-related data which would allow us to evaluate whether six 

sites in the CFT pilot programme (the observation group) delivered an increased rate of service 
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quality improvement and improved value for money in comparison with six matched in-house 

providers of CHS (the control group). This part of the study was originally designed to use a 

before-and-after difference-in-difference methodology, with survey data being collected at six 

month intervals before and after pilot sites changed their status as providers of CHS from 

provider arm organisations to CFTs. The survey questionnaire was to be designed specifically for 

the evaluation. CHS-related definitions and measures of quality were to be based on existing 

CHS indicators and data from the qualitative interviews, while data on inputs, costs and 

outcomes routinely collected by the participating organisations themselves were to be used to 

develop measures of efficiency and productivity which would allow for the evaluation of the 

value for money of the participating organisations.    

 

However, as noted earlier, changes in government policy resulted, either directly or indirectly, in 

the research team having to make a number of changes to the quantitative component of the 

evaluation, both in terms of the design, methods and original analysis strategy. Key changes, 

which will be described in more detail below, include the following: 

 

 There was only one survey point, making data collection retrospective;  

 To supplement the survey we used nationally reported reference costs data; 

 Two of our original pilot sites were not permitted to go forward in the CFT 

programme, several comparators sites dropped out, incomplete survey questionnaires 

were returned, and new sites were added to the evaluation. This meant that planned 

difference-in-difference analyses could only be undertaken with reference costs data 

and survey data could generally only be presented in a descriptive format, as 

statistical testing would not have been appropriate.   

  

 

Methods/ Procedure 

Recruitment of sites to the quantitative evaluation 

 

The six CFT pilot sites to be included in the evaluation were originally chosen from a list 

provided by the DH. The comparator organisations were selected on the basis of their similarity 
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to the pilot sites; being situated within the same Strategic Health Authority region and 

geographical location, and serving similar sized populations.   

 

Twelve sites (6 pilot site-comparator pairs) were recruited to the evaluation by the research team 

during 2009 and early 2010.  One of the comparator sites (4B) withdrew from the evaluation in 

early spring 2010, saying that it did not have adequate resources to participate, and a replacement 

(similar in terms of SHA region, geographical location, size of population covered) was 

identified and approached but declined to participate. Another suitable site was not available in 

the SHA region, and it was decided not to seek an alternative comparator site elsewhere in 

England because this would introduce confounding factors into the comparison. 

 

On 25th March 2010 the DH published a list on its website of those CHS organisations which 

were being permitted to continue in the CFT pilot programme. These organisations included a 

number which had not originally been designated as CFT pilots.   This new list of pilots changed 

the composition of sites included in our study. The number of original CFT pilot sites was 

reduced by two.  

 

At this stage, we also attempted to contact all the sites then participating in the study. The 

objective was to establish: a) the possible future organisational form of the comparators and two 

pilot CFT sites not allowed to go forward for Trust status; b) if CFT pilot organisations were 

likely to take over neighbouring CHS to create larger organisations and; c) to inform 

organisations about the type of information to be collected by survey. We spoke to five 

Managing Directors (MDs) or Chief Executive Officers (CEOs).  MDs or CEOs of the 

comparator and unsuccessful pilots were unable to provide a definitive answer about their future 

form, but provided information about possible mergers and integration (either for the  CHS in its 

entirety or in part) with acute trusts, mental health trusts and other community services. Further 

information was obtained through regularly checking organisation websites (see Table A in 

appendix 2) for the status of individual organisations in June 2011).  

 

Approval was sought from the DH in May 2010 to extend the study to include potential CFTs 

which had not originally been part of the evaluation.  The rationale for including two further 
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CFT pilots which had not been on the original CFT pilot list was both to increase sample size 

and to explore (both in the quantitative and qualitative components of the study) how these sites 

compared with the original CFT pilots. In addition, it was also possible to recruit a social 

enterprise at this point, as envisaged in the original proposal. Three further organisations were 

recruited to the study over summer 2010 (7, 8 and 9).  These were chosen on the basis that their 

geographical locations had previously been under-represented in the evaluation. No comparator 

sites were recruited on the grounds that by the time suitable sites would have been identified and 

recruited it was likely that their focus would be on future mergers and integration and that they 

would not have had the available resources to complete the evaluation survey. 

 

Three further organisations (2B, 3B and 5B) withdrew from the evaluation, one in August and 

two in September 2010. All were comparator sites and all had been asked to complete the „main‟ 

survey (see below).  Reasons for withdrawal included the fact that they were unsure about their 

futures, were making staff redundant and therefore did not have the capacity to participate, 

and/or felt that the evaluation was no longer pertinent to them. All were, however, happy for the 

research team to use any data that had previously been supplied by them. 

 

 

Survey development and administration 

Initial work was undertaken in 2009 to develop the survey. This consisted of identifying routine 

data sources which contained relevant information for the study. In addition to using the DH 

website and other official sites (e.g. the Care Quality Commission), we also took advice from 

officials at the DH and from an information manager working in a PCT. In order to further 

inform the development of the survey, a search was made of the participating organisations‟ 

websites in January 2010 to establish both the types of services typically delivered by CHS 

provider arm organisations, and how they are organised into directorates or care groups.    

 

The actual survey questionnaires were designed between February and May 2010. It was decided 

that two survey questionnaires were required: a „pre-survey questionnaire‟ and the „main 

survey‟. The pre-survey questionnaire was designed principally to provide descriptive 

information about the individual organisations, including the services provided by them, and how 
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their services were structured into directorates or service streams, so that the main survey could 

be tailored to individual organisations as appropriate. It was anticipated that this would also help 

with the interpretation of any data provided by organisations to the research team in the form of 

dashboards (graphical displays of key performance indicators used by health care and other 

organisations) or balanced scorecards (again a graphical representation of performance targets 

and measures used by health care organisations, generally with an emphasis on financial 

performance). The Pre-survey questionnaire is described in more detail below. 

 

The Pre-survey questionnaire was emailed to the 11 original organisations (6 pilot CFT sites and 

5 comparators) in July 2010, and to the three additional sites during autumn 2010.  It was 

accompanied by an information sheet about the CFT evaluation and an assurance of 

confidentiality, and was sent to the organisations‟ CEOs/MDs and their personal assistants. The 

latter were subsequently contacted to check that the survey had arrived and been seen by the 

MD/CEO.  Where an organisation did not return a completed questionnaire within the given time 

frame, email and phone contact was made to remind staff about the questionnaire.   

 

In line with the aims of the evaluation, the main survey was designed to measure aspects of value 

for money and quality improvement between the financial years 06/07 and 09/10. The source 

materials employed in designing the survey, along with its content, are described below. The 

survey was pre-tested with a staff member working for the CHS provider arm of a London PCT. 

As a result of this piloting, some questions were either omitted or modified in order to increase 

their relevance or clarity. The individual who undertook the pre-test confirmed that the vast 

majority of the information sought in the survey should be routinely collected by CHS provider 

organisations. However, he expressed concerns about the possible lack of availability of data for 

the financial year 06/07, suggesting that they might not have access to, or might not have 

collected at that point in time, the relevant data. He further suggested that the research team 

should re-assure staff working at the participating sites that we were happy to receive incomplete 

data and for them to be open with us about the quality of their data.  

 

The first site (5A) was contacted about the main survey at the start of August 2010. Staff 

members who had been named in the pre-survey as leading on finance, quality and governance, 
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and activity/performance for the organisation were contacted by email and phone. Two members 

of the research team subsequently visited the organisation to discuss the survey with staff, who 

informed us that although the majority of the survey questions were pertinent, they had concerns 

about their ability to provide data for the earlier years (06/07 and 07/08) and did not collect data 

relating to some of the activities and patient contacts asked about.   

 

The other participating organisations were approached about the survey in the same manner. All 

initially declined visits by the researchers, although the survey was discussed with relevant staff 

at some organisations when interviews were being conducted for the qualitative element of the 

evaluation and a member of the research team met staff at one of the three additional sites (8) 

about the survey in spring 2011.  

 

It became apparent during early autumn 2010 that although staff at a number of sites were 

endeavouring to complete the survey, other priorities, such as due diligence processes which had 

to be undertaken prior to integration with other services, or preparation for Trust status 

applications, meant that fewer resources than anticipated could be allocated to collecting and 

returning survey data.  In those organisations where a named individual from one of the key 

departments (information, finance etc) took responsibility for co-ordinating data collection 

across the organisation, it appeared to be facilitated with greater ease and rapidity. However, 

such an individual could not always be identified. As noted above, uncertainty about their future 

organisational form meant that staff at some sites believed that the CFT evaluation was no longer 

relevant to them and /or that they would derive little benefit from participating. Other difficulties 

encountered in collecting the data included the following: 

 

1. Non-availability of „historical‟ data, particularly financial information, as provider 

arm finances generally had not been separated from parent PCT finances prior to 

09/10, and PCTs retained the data.   

2. Data requested concerning patient contacts were often not collected electronically or 

centrally within organisations, or where collected were sometimes incomplete.   

3. Data were sometimes not collected in the form requested in the survey. 
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4. In some cases, surveys were returned with incomplete questions/sections, as 

organisations did not deliver the services/ collect the data in question, but failed to 

state this on the questionnaire (although given the option to do so in most questions), 

and this did not emerge until the research team contacted them about the missing 

sections. 

 

 

The research team maintained regular phone and email contact with the study sites throughout 

the data collection phase: they offered to visit organisations and to help facilitate the collation of 

data within organisations.   

 

A pragmatic decision was taken in September 2010 to shorten the survey in order to reduce the 

burden on study site staff. Various criteria (see below) were applied in deciding which questions 

should be altered or omitted. Instead of collecting some of the required data from individual 

organisations, it was decided that routine nationally reported data could be used instead to 

ascertain: a) productivity of some key staff groups common to all organisations, namely health 

visitors and district nurses, and b) some aspects of quality (e.g., childhood immunisation rates, 

Chlamydia screening etc). It was established that adequate Reference Costs data could be 

obtained from the DH website or from staff at the DH, while some relevant quality-related data 

were available on various national organisations‟ websites (e.g., Health Protection Agency 

(HPA)). The shortened version of the survey included a list of data available on national 

databases (e.g., cases of MRSA, childhood immunisation rates etc) as returned by primary care 

organisations (PCOs) and asked staff completing the survey to indicate if the PCO returns 

reflected data pertaining to the CHS provider arm/ collected by the CHS provider arm only. If so, 

they were not required to complete the related questions as the research team could complete 

them using the relevant national datasets.  In shortening the questionnaire, the objective was to 

retain the minimum number of questions that would address the broad range of CHS activities 

and services offered, and allow the research team to generate some relevant and valid 

productivity estimates. The decision was also made to reduce the amount of information sought 

at a directorate level and to omit the financial year 2006/07 as organisations were having 

difficulty providing data for this year. Furthermore, many of the national datasets that were 
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potentially of use to the research team did not cover 2006/07 and the relevant literature (e.g., 

Castelli et al, 2008) suggests that there are fewer differences in reference costs definitions from 

2007 onwards. 

Three sites (two CFT pilot sites and one comparator site) continued to work on completing the 

long version of the survey, and the remainder, including the new sites, chose instead to complete 

the shorter. Data collection continued until early March 2011. 

  

 

Measures 

 

1) The pre-survey questionnaire 

 

Aim/rationale: 

The four page Pre-survey questionnaire consisted of seven questions designed to allow us to 

„personalise‟ the main survey to individual organisations in terms of the ways in which they 

organised their services, our objective being to collect data by directorate or service stream (e.g., 

number of employees per directorate, number of patient contacts per directorate) in the main 

survey in order to calculate estimates of productivity for comparable directorates in pilot site and 

comparator organisations in addition to comparing organisation-level productivity between pilot 

sites and their comparators.  

 

 

Content: 

The pre-survey questionnaire is presented in appendix 5. Organisations were asked about: the 

existence of organisational charts and their use of dashboards and scorecard systems; how 

services were structured into directorates or care groups (e.g., by care needs, by professional 

group etc); and whether the way in which they structured their CHS had changed since 1
st
 April 

2006. They were also asked to indicate, on a given list, which services they provided and to 

name the directorates by which these were grouped; to provide the names and contact details 

(email and phone) of employees with responsibility for finance, governance/quality and activity; 

and to indicate their „possible‟ or „definite‟ future organisational form. 
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2) The main survey – version 1: the long version  

 

The main survey- long version is given in appendix 6.  

 

Aim/rationale:  

As noted above, the aim of the quantitative evaluation was to assess whether participants in the 

CFT pilot programme, in comparison with in-house CHS providers, delivered an increased rate 

of service improvement and improved value for money. The main survey was therefore designed 

to measure aspects of value for money and quality improvement during the financial years 06/07 

to 09/10, so that within- and between-organisation analyses (difference in difference) could be 

undertaken.  The focus of the questions was principally CHS provider arm performance and 

quality, although a number of questions about the parent PCT(s) were also included.  

 

The survey consisted of three sections focusing on: 1) the types of quality and performance-

related data collected by the CHS provider arm of the organisation; 2) productivity, expenditure 

and income and: 3) aspects of quality (e.g., service delivery, clinical care, stakeholder 

involvement etc).  

 

 

Source material used in developing the survey:  

In constructing the questionnaire, a number of national policy documents, proposed quality 

indicators and existing core standards, national surveys (e.g., the Care Quality Commission‟s 

National NHS Staff Survey 2009), and surveys which had previously been developed by 

members of the research team for other service evaluations were reviewed. In addition, national 

Primary Care Organisations (PCO) datasets and reports of the same, as well as the Care Quality 

Commission (CQC), DH and other relevant websites were reviewed to assess the type of 

performance and quality data routinely sought by the DH, and agencies like the HPA, from 

PCOs or CHS provider organisations. DH PCT indicators were also reviewed, as were measures 
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/targets included on dashboards and performance score cards obtained during the qualitative 

evaluation and from PCT/CHS websites. The aim was employ routine indicators in the survey, 

where possible, for validity, relevance and comparability purposes.  However, as reported in the 

introductory chapter, only a limited number of CHS indicators appear to be in routine use. 

 

The Quality Framework for Community Services Directory of Indicators (Draft version) 

(Department of Health, 2009c) was the principal source document employed when developing 

the quality related sections of the survey. At the time the Transforming Community Services 

programme was reported to be „working with 20 sites to pilot and assure these quality indicators‟ 

(Department of Health, 2009c, p3), and was due to report the findings in December 2009/January 

2010. However, to our knowledge no reports of the findings have been published. In addition, 

many of the 76 indicators included in the DH framework did not have construct definitions, and 

only some had links to nationally defined priorities. Where individual indicators from the Quality 

Framework were employed in the survey, their original wording (and construct definitions where 

available) was generally employed.  

 

In deciding which indicators to include in our survey questionnaire we took account of national 

priorities and sought to include indicators related to a wide range of CHS activities. Questions 

taken from, or based on,  the Quality Framework‟s 76  indicators therefore  included those 

related to: staff (mandatory training); patient satisfaction and complaints; safety (serious 

unexpected incidents, cases of MRSA and CDifficile, falls); service delivery (care plans, 

community bed days lost, delayed discharges or transfers, appointments cancelled, referral to 

first seen date); and clinical care (pressure sores, wound healing guidelines, childhood 

immunisation, Chlamydia screening; breast feeding rates, readmissions, equipment referrals 

completed).  

 

Questions based on the National NHS Staff survey 2009 (Care Quality Commission, 2009) 

included those concerning: appraisals/Knowledge and Skills Framework development reviews; 

and staff Personal Development Plans.   
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We also devised questions concerning the means by which patients and other stakeholders are 

consulted or involved in service planning, design and improvement; the means by which the 

provider organisations keep patients / stakeholders informed about changes and innovations 

related to CHS; and personalised care plans. Questions about professional groups working for the 

provider arm, organisational changes and improvements, numbers of full time equivalent (FTE) 

staff, and home visits and training budgets were also included.  

 

In addition to providing important data in their own right, the interviews were used to ascertain 

how the sites measured and recorded quality of care. This information was useful in developing 

the survey. Questions on costs and expenditure were constructed specifically for the study and 

largely concerned with numbers of FTE staff and expenditure on staff in individual directorates 

and for the organisation as a whole. Questions were also included about income from contracts. 

 

Content:   

For each organisation the survey was „personalised‟ so that the various directorates /service 

streams within the organisation were listed by name in specific questions.   

 

Section 1: Quality and performance-related data collected by the organisation 

Organisations were asked about their use of performance/quality-related dashboards/ scorecards 

and any non-mandatory quality and /or performance related data collected. 

 

Section 2: Productivity, expenditure and income 

This section consisted of four sub-sections as follows:  

 

2.1 Staff: For each of the relevant financial years, organisations were asked about the number of 

FTE payroll and agency staff employed (and by professional group per directorate); expenditure 

on staff; reported sickness absence and number of starters and leavers by directorate. 

2.2 Patients: Questions concerned directorate-level patient / service user population definitions; 

number of patients /service users treated; and number of initial contacts, face-to-face contacts 

and home visits. 
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2.3 Expenditure: Organisations were asked about: overall provider organisation and individual 

directorate expenditure for each financial year; apportioning of PCT overhead costs; budget 

allocations; and training budgets. 

Section 2.4: Income, assets and surpluses: Data were sought concerning:  income; 

division/transfer of, and acquisition and disposal of, fixed assets, and value of those owned by 

the provider arm; retention of surpluses; cost improvement programmes; redundancies; 

separation of financial accounts; and organisational changes and improvements. 

 

Section 3: Quality 

This section of the survey was composed of six subsections as follows: 

 

Section 3.1 Staff: Questions concerned: staff surveys and feedback mechanisms; training, 

appraisals and personal development plans; and unfilled posts.  

3.2 Communication with stakeholders, patients and others:  Questions pertained to stakeholder 

consultations and information provision.  

3.3 Patient/service user satisfaction and complaints: Organisations were asked about 

patient/service user satisfaction surveys, written complaints and systems for recording 

compliments.   

3.4 Safety: Questions concerning Serious Unexpected Incidents, responsibility for health and 

safety and infection control, MRSA and CDifficile, and falls in community hospitals were 

included. 

3.5 Service Delivery: This section consisted of questions concerning: personalised care plans; 

bed days lost in, and delayed discharges from, community hospitals; appointment cancellations; 

referral to first seen date; and walk-in clinics‟ waiting times. 

3.6 Clinical care: Questions concerned: pressure sore incidence; Chlamydia testing /screening; 

breastfeeding rates; childhood vaccination / immunisation rates; readmission rates to community 

hospitals; the National Child Measurement Programme; and completed referrals for home 

equipment.  
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2) The main survey – version 2: the short version 

 

This is presented in appendix 7. 

In shortening the questionnaire, a number of criteria/questions were applied to individual/ groups 

of questions as follows: 

 

1. Which questions can be omitted and nationally returned data employed instead? 

2. Are participating organisations reporting that they cannot answer specific questions 

because they do not have the information available or are unlikely to collect it in the first 

place? 

3. Which questions are essential to the estimation of productivity, and to allow for within- 

and between-organisation comparisons? 

4. What descriptive information about organisations is essential?  

5. Will organisation-level rather than directorate-level data suffice? 

6. Will the survey cover the range of CHS typically delivered? 

7. What are the methodological implications of employing a shorter version of the survey?   

 

The short version of the survey questionnaire consisted of the following: 

  

Section 1: Quality and performance-related data collected by the organisation 

The question concerning dashboards/scorecards was retained.  

 

Section 2: Productivity, expenditure and income 

This subsection was reduced to three sub-sections, as follows:  

 

Section 2.1 Staff: Questions concerning the overall number of FTE staff employed were retained. 

However, the only professional groups about which data were sought were health visitors (HVs) 



50 

 

and District Nurses (DNs).  Questions relating to sickness absence, starters and leavers were 

retained but at organisation level.  

Section 2.2 Expenditure: Questions concerning overall expenditure and budget allocation to 

governance structures were retained.  

Section 2.3 Income: Questions related to income, cost improvement plans, and financial accounts 

were retained. 

 

Section 3: Quality 

This section retained all six of its original subsections, but individual questions within 

subsections were omitted or modified. In addition, and as described above, we included a table at 

the beginning of this section which listed available national PCO datasets relevant to our survey 

questions and asked those completing the quality section of the survey to indicate whether the 

data reported by their parent PCT(s) related to activity/data collected by the provider arm only. If 

so, they were advised they did not have to complete the related questions as the research team 

would complete them using data from the relevant national datasets. 

 

3.1 Your staff:  Questions related to staff surveys and feedback mechanisms, staff training, 

appraisals and Personal Development Plans (PDPs) were retained (but at organisation level, as 

applicable).   

3.2 How your organisation‟s provider arm communicates with stakeholders, patients and others: 

This was unchanged. 

3.3 Patient/service user satisfaction and complaints: Questions concerning patient satisfaction 

surveys, compliment recording, and complaints were retained. 

3.4 Safety: The SUIs-related question was retained, as were those concerning MRSA, CDifficile 

and falls.    

3.5 Service Delivery: The question about personalised care plans was the only one retained.  

3.6 Clinical care: Questions on pressure sores, Chlamydia screening, breastfeeding, 

immunisations/vaccinations and child measurement were retained. 

 

Other Data Sources Employed 
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Quality-related data sets: 

A variety of national data sets were employed where appropriate, and as described above in order 

to reduce the burden on organisations in terms of completing the questionnaire. These are 

presented in Table 2.1.1:  

 

Table 2.1 

 

Data Source Dates 

MRSA and CDiff Health Protection Agency website - financial year 

and quarterly counts of MRSA and Cdiff by PCO 

(PCTs)  www.hpa.org.uk 

2007 – 10 

 

Breastfeeding at 6-8 

weeks 

Breastfeeding prevalence (% partial and total 

breastfeeding) by PCT for quarter years from DH 

http://www.dh.gov.uk/en/Publicationsandstatistics/

Publications/PublicationsStatistics/DH_116060 

 

2008-10 

Chlamydia 

Screening 

NHS National Chlamydia Screening Programme 

site http://www.chlamydiascreening.nhs.uk (Vital 

Signs data):  % aged 15-24 screened by PCT/SHA 

2008-10 

Childhood 

immunisation 

NHS Info Centre Immunisation Statistics 

http://www.ic.nhs.uk/statistics-and-data-

collections/health-and-lifestyles/immunisation by 

PCT 

2007-10 

Child measurement National Child Measurement Programme, Child 

weight data (including % relevant population 

measured by PCT) NHS Information Centre: 

http://www.ic.nhs.uk/ncmp 

 

2007-10 

 

 

http://www.hpa.org.uk/
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsStatistics/DH_116060
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsStatistics/DH_116060
http://www.chlamydiascreening.nhs.uk/
http://www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/immunisation
http://www.ic.nhs.uk/statistics-and-data-collections/health-and-lifestyles/immunisation
http://www.ic.nhs.uk/ncmp
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Reference costs data 

 

The NHS in England provides data on the volume and cost of activity by its trusts. Reference 

costs data by PCO for the financial years 2008/09 and 2009/10 were obtained from the DH 

website. Data for the 2006/07 and 2007/08 financial years for PCOs were provided by the DH. 

As had been suggested by a brief review of some of the literature on reference costs data 

(Castelli et al, 2008), there were differences between the years in terms of the ways in which 

PCOs were required to return data. Differences were particularly noticeable between the 

financial year 2006/07 and later years. However, there was enough overlap between the 2007/08, 

2008/09 and 2009/10 returns to allow for analyses to be undertaken. Data for these three years 

were combined in a single dataset. 

 

A PCT's reference costs comprise data on activity and unit costs categorized by department, 

service, and currency. CHS are categorised as a single 'department'. All other departments (e.g. 

diagnostic imaging and mental health) other than CHS were excluded from the analysis. The 

CHS 'department' is made up of 17 different 'services', for example, community medical 

services: vaccinations, community nursing services: district nursing services, and community and 

outreach nursing services. Activity within each service is reported separately by 'currency'. For 

example, 'community nursing services: district nursing services' comprises currencies of activity 

for adult face-to-face contacts, adult non-face-to-face contacts, child face-to-face contacts, and 

child non-face-to-face contacts. 

 

Many combinations of service and currency are provided and reported for few PCTs whereas 

others are reported for almost all PCTs. Reference costs data were only used in the analysis if 

two conditions were met. Firstly, data for the service: currency combinations were available for 

at least five of the pilot CFT sites and five comparator sites for each of the years 2007/08 to 

2009/10. Secondly, the mean annual cost of the combination for PCTs was greater than £250k. 

 

 

Data preparation 
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Data for both the pre- and main questionnaires were coded and entered  into  SPSS files. The 

framework of the short-form questionnaire was used for entering main survey data. Where sites 

completed the long form of the survey, data for the relevant shared questions were entered onto 

the same data file.  Furthermore, it was possible to „convert‟ long form responses (e.g., where 

data related to individual directorates/ service streams was sought) to short survey format (i.e., 

combine directorate level data, as appropriate, to produce organisation-level data as required in 

the short survey).  Some of the quality-related data entered were taken from national returns, 

obtained from relevant national websites, where organisations indicated that such returns 

reflected the work of the provider arm only.  

 

 

Analytic strategy 

The difficulty in obtaining data for all twelve (six CFT-track and six matched comparator) sites 

made it impossible to undertake analysis as originally intended. The difference-in-difference 

approach to the analysis, as originally planned, would have made it possible to estimate 

differences between the sites selected to go forward to CFT status and similar comparison sites 

that were not selected. The difference-in-difference approach allows both cross-sectional 

comparison, for example, of a chosen quality indicator, and an estimation of differences in how 

the indicator has changed over time. Thus the intention was to test two hypotheses across a range 

of measures. Firstly, were the sites selected as CFTs better on a range of quality and efficiency 

than the sites that were not originally selected for CFT status. Secondly, were trends in measures 

of quality and efficiency improving at a faster rate in those sites selected for CFT status. 

 

Difference-in-difference approaches are appropriate where an experimental, i.e. randomised, 

approach is not possible. The advantage of the difference-in-difference approach is that it seeks 

to control for biases in two ways. Firstly, using historic data in the form of trends over time, and 

secondly, by including comparator sites that are as similar as possible to the CFT-track sites 

apart from their selection by the DH for CFT status. Even with these forms of control there is 

still some scope for observed differences to be biased, for example, confounding resulting from 

selection biases. Failure to obtain data from all 12 sites as originally planned has resulted in data 

for only one of the six matched (CFT and comparator) pairs. Give the lack of data for some sites, 
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and the loss of a very important aspect of the controlled (matched) design, it would have been 

inappropriate to conduct the analysis as originally planned. 

 

A second factor contributing to changes to the analytic approach is the inclusion of three 

additional sites (although only two provided data). These additional sites were selected because 

of their move towards new organisational forms, were not part of the original controlled design, 

and do not have matched comparator sides.  

 

A more descriptive approach to the analysis has been adopted in order to allow some comparison 

between the sites completing the survey. This is achieved by presenting data and derived 

measures from the completed surveys graphically using bar charts. This approach provides an 

indication of differences between organisations, the extent of variation, and trends over the 

period 2007-8 to 2009-10.  

 

A limited comparison is made and presented in summary tables in two ways. The first, based on 

the original design (referred to as the 'original comparison', compares sites based on their original 

intentions. That is, the CFT-track sites versus the original comparator sites. The additional sites 

are excluded from this comparison. The second, including the additional sites, is based on the 

subsequent intentions of sites. Presentation of data in tables is restricted to the mean and standard 

deviation of quality and efficiency measures for each of the three years 2007-8 to 2009-10. No 

tests (with p-values) or estimates of uncertainty (95% confidence intervals) are presented. The 

small sample size and insufficient matched pairs means that there is little power to detect 

differences at anything approaching a conventional level of statistical significance (p<0.05) and 

any observed differences may be heavily confounded due to selection biases and missing data. 

Furthermore, the large number of comparisons would also inflate the type I error rate. The 

overall aim has therefore been to describe the data in a general way that respects concerns for 

data validity and reliability. The focus is on the extent of variation, general trends over time, and 

patterns of consistency, with less emphasis on comparison by CFT intentions.  
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The only aspect of the quantitative analysis where it was possible to conduct the analysis as 

originally planned is the comparison of reference costs. This is because the data were obtained 

from the DH and not from the survey.  

 

Analysis of reference costs 

As described above, data were extracted for a limited set of activities. Further agregation of data 

was required because the study sites (12 original and three additional) were not necessarily 

individual PCTs as defined between 2007/08 and 2009/10. One of the original 12 sites and two 

of the three additional sites comprised more than one PCT intending to make up the new 

organization. For these sites the volume of activity and total cost of activity (volume x unit cost) 

were aggregated and a revised unit cost for each activity was calculated for the site.  

 

A similar approach to analysis (original and revised comparisons) was used. The primary 

analysis makes use of the original 12 sites keeping the integrity of the matching. Differences in 

mean reference costs (cost per unit of activity) for the CFT and comparator sites are estimated 

fixed effects regression analysis conditional on the six matched pairs (pilot and control). The 

impact of differences in trends for reference costs over time re estimated by fitting a time: CFT-

status interaction term in the regression model. The secondary (or revised) analysis compared 

sites on their subsequent intention. For this analysis there was no matching so a population 

averaged panel data analysis using general estimating equations was used. Again, a time: CFT 

interaction was added to compare differences in the average change in costs between 2007/08 

and 2009/10. For both analyses the difference in costs were estimated with 95% confidence 

intervals. The mean annual change in costs for each comparison group was estimated with 95% 

confidence intervals and the difference in trends tested with p-values from Wald tests.  

 

 

Ethical approval 

 

We were advised by NRES that NHS ethical approval was not required for the study. Ethical 

approval was obtained from the London School of Hygiene & Tropical Medicine. Research 

governance approval was obtained from each NHS site. 
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Chapter 3 

 

Results of the qualitative study 

 

This chapter will report the findings of the qualitative aspects of the study. As discussed in the 

preceding methods chapter, the data collection was undertaken in three distinct phases which 

reflected changes in the policies affecting the case study sites. The results will be presented for 

each of those phases in turn. 

 

 

First phase of interviews: April 2009 to February 2010 

 

These interviews were undertaken during the early period of the CFT pilot programme. We have 

reported the views of the pilots which were told they were going ahead through the programme 

to become CFTs separately from the two sites which were originally designated as pilots, but 

which were later turned down; and these both separately from the comparator sites. This 

structure of reporting was chosen in order to see if our interviews revealed any significant 

differences between the continuing pilots and the other sites, It should be noted that, at the time 

of the interviews, the two sites which were eventually refused pilot status were still part of the 

pilot programme. 

The issues covered in these results concern the preferences of the sites in respect of 

organisational form; the local context; relationships with PCTs; the role of PCTs as 

commissioners; and changes in the management and governance of CHS. 

 

Preferences in respect of organisational form 

 

The first issue we raised with each case study site was about their preferences in respect of the 

organisational form their CHS should take in the future. 
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Preferences for CFT status by pilots 

 

We asked CFT pilots about were why they had chosen to pursue CFT status. The reasons why 

these organisations had made this choice, rather than other organisational forms, were complex, 

reflecting a range of factors.  These factors included a desire for independence and greater 

autonomy, weighed against a sense of protection offered by remaining within the NHS; 

perceptions about the role of CHS, particularly in relation to the characteristics of the local 

population and, consideration of relationships with other health and social care providers within 

the local health economy.   

 

a) Autonomy and security 

All participants welcomed the autonomy that separation from the PCT implied.  As a respondent 

at site 3A commented, CFT status allowed them „to be independent of the PCT‟ whilst a 

colleague said it provided  

 

„A degree of autonomy and freedom of movement that you don‟t necessarily see in the 

other governing structures‟.   

 

Importantly, as a participant at site 2A noted, the new financial flexibilities afforded by 

becoming a CFT would enable the organisation to „retain our savings and reinvest in patient 

care‟.  The potential to retain any surplus was a major driving force behind the decision to 

become a CFT at site 5A where a respondent reported that in recent years they had made 

efficiencies to their services but  

 

„Because we are part of the PCT, we don‟t have the autonomy to just keep it and that‟s 

already happened to us.  So the evidence for going forward is if we continue here [within 

the PCT] the more surpluses and efficiencies we make, the more money the PCT will 

have.  There‟s no guarantee for us that it comes back into community services and I feel 

that is becoming one of the stronger drivers here.‟   
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However, whilst all CFT pilot respondents welcomed the independence CFT status would bring, 

they acknowledged that the decision to pursue CFT status allowed the new organisations to 

remain within the NHS, thus providing a sense of security related not just to the NHS as a brand 

that was understood and valued by the public at large, but also providing a sense of security to 

employees.  As a representative at site 3A said, staying within the NHS meant  

 

„Everyone understands the terms and conditions stay the same, and it‟s not an issue, so 

the staff and the unions were pretty up for it really.‟   

 

Additionally, remaining within the NHS, albeit as an independent organisation, provided a 

measure of security against the risks inherent in changing organisational form.  For example 

managers at site 3A had considered pursuing other organisational forms including becoming a 

social enterprise but had rejected this option because as one participant commented, it  

 

„Just felt a little bit too risky in terms of maybe moving just a little too far away from the 

standard NHS style models that were available.‟    

 

b) The role and importance of community health services 

Another factor influencing the decision among the pilots to pursue the CFT option, as opposed to 

other organisational forms, was that it allowed sites to maintain an explicit focus on the provision 

of CHS.  Having considered the various models, site 5A decided that their preferred course was 

to become a CFT.  They argued that becoming a CFT offered the best vehicle to develop a 

neighbourhood model of CHS which they regarded as the most appropriate to address the high 

levels of health inequalities amongst the local population.  They also considered that the 

governance mechanisms of this model would enable them to develop closer links with the wider 

community which they regarded as essential to underpin their wider ambitions for CHS. 

Additionally, the CFT model did not rule out future organisational collaboration with social care 

providers.    

 

Underpinning these arguments was a view that other models, particularly the vertical integration 

model, wouldn‟t be „as efficient or as effective‟ and could even be a threat to the future of CHS.  
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This view was clearly articulated at site 2A where participants voiced concerns about vertical 

integration.  For example, one participant likened it to „asset stripping‟, noting that the local 

Acute Trust, in common with many, had financial difficulties.  This participant went on to 

suggest that were they to pursue vertical integration, CHS might provide a short term buffer to 

cuts in public spending.  This view was echoed by other participants who thought that a 

vertically integrated organisation‟s commitment to CHS might come under pressure in the face 

of financial pressures.  

 

c) Relationships with the local health economy 

Respondents at all sites suggested that specific features of their local health economy had 

contributed to the decision to become a CFT.    A participant at site 5A described how „factors in 

our environment drove us towards a foundation trust model‟. These included the complexity of 

healthcare provision which included seven other providers and more than one commissioner, as 

well as high levels of health inequalities amongst the population.  At site 3A the decision to 

apply to become a CFT was in part influenced by the decision of all hospitals in the area to 

become Foundation Trusts. Becoming a CFT therefore meant that CHS would „be on an even 

playing field with those other kinds of organisations.‟   

 

At site 2A co-terminosity of boundaries between the PCT and borough council and a history of 

successful collaboration between both organisations reinforced the decision to become a CFT 

rather than any other organisational form.  

 

A participant at site 2A described how this range of factors had influenced the decision to 

become a CFT pilot.  Firstly they noted the  

 

„Historic massive health inequality‟ in the area and a health system that was heavily 

focused on acute care which wasn‟t helping tackle the prevention agenda‟.  

 

Second, the financial freedoms afforded by the model would potentially allow them to reinvest a 

surplus in patient care.  Finally, they thought the approach to governance and involvement of the 

community, inherent in CFT status, was the „perfect strategic fit‟ for their locality.   
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Interestingly, whilst representatives of the CFT pilots discussed the arguments behind their 

decision to become a CFT, PCT representatives at both site 3A and site 5A were less interested 

in the precise organisational form taken by the CHS, as long as provision was separated from 

commissioning.  For example at site 3A, a PCT representative remarked 

 

 „We perceive benefits of them being a separate organisation, whether it‟s a CFT or 

anything else … it enables them to focus on the service provision and us to focus on the 

commissioning.‟   

 

In a similar vein a PCT representative at site 5A remarked that  

 

„From a purely commissioning point of view, I don‟t really care how organisations are 

configured.‟   

 

They went on to say that they were  

 

„Equivocal about whether a community FT or any other organisational option, itself, will 

make any difference.‟  

 

They argued that all providers, regardless of their organisational form, should provide excellent 

services.  

 

Views on organisational form from unsuccessful pilot sites 

 

The reasons for pursuing CFT status rather than other organisational forms amongst the 2 pilots 

who were later not granted CFT status were similar to those discussed above.  Site 4A had 

evaluated all of the different options and had rejected them on the grounds that they involved 

some degree of risk to the future of CHS.  In particular a representative was worried  
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„About the level of risk that those organisations [talking about social enterprises] could 

find themselves in.‟  

 

The site had come to the conclusion that CFT status was the best match for their strategic aims, 

as one representative described they were able to identify distinct benefits which were  

 

„Around the freedoms inherent in that separation with regards to being able to invest our 

savings back into the community to enhance various different services.‟   

 

The representative at site 1A reported similar reasons for wanting to become a CFT but also 

identified the governance arrangements of the CFTs as „the real attraction‟ which would „allow 

both the local population and our staff to hold the board to account.‟  Additionally a respondent 

noted that CFT status allowed the organisation to stay within the NHS brand „which is very 

important to the staff.‟  Importantly, given subsequent events, a representative at site 4A 

commented  

 

„I don‟t think anyone here is complacent enough to think it will definitely be a CFT but 

we continue to appraise, we continue to look for some imaginative exit strategy.‟   

 

Views on organisational form from comparator sites 

We asked comparator sites (who were never part of the CFT pilot programme) what their views 

were about the organisational form they preferred instead. Representatives from the comparator 

sites painted a mixed picture about their future organisational plans.   However it was clear from 

these interviews that most sites recognised that there would be continuing pressure to refine their 

structure.   

 

Representatives at site 1B described how the PCT had decided to become a commissioning only 

Care Trust Plus organisation.  Consequently the provider arm had considered all organisational 

models and initially began putting together a case to become a CFT.  However it became 

apparent that the organisation was too small and  
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„It wouldn‟t have been cost effective for us to become a CFT on our own.‟   

 

Respondents also suggested that, as a small CHS provider, they might be vulnerable to a take-

over from a larger provider outside of the local area who might  

 

„Feel that if we were merged into one organisation, they‟d be able to make efficiencies 

better.‟  

 

 Representatives thought the likeliest scenario would be that CHS would be dispersed to a range 

of agencies including: social care, an out-of -hour‟s service, as well as the acute trust.   

 

Contrasting views were apparent at site 2B.  Representatives reported that commissioners wanted 

to pursue further vertical integration with acute trusts, whilst the CHS provider arm was keen to 

pursue horizontal integration with the local council based on their existing experience of 

integrating professional teams, potentially becoming a care trust.  Importantly, commissioning 

representatives at this site perceived benefits from both models and noted that the integration of 

CHS and social care services had already  

 

„Delivered real benefit; we‟ve got demonstrated benefits now around reductions in health 

inequalities.‟     

 

After consideration of the different models at site 3B there was still interest in pursuing the CFT 

model as the „preferred option for provider services‟ despite not being in the pilot CFT 

programme. The reasons for this included that  

 

 „Staff told us that they wanted to be part of the NHS, they valued the NHS, it wasn‟t just 

about pensions actually it was about the whole ethos that being in the NHS was.‟   

 

At site 5B a representative of the PCT reported the recent decision to integrate the bulk of CHS 

with the acute sector.  Adult CHS would be split between acute providers across the city and 
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children‟s services would be integrated with just one hospital.  It had also been suggested that 

some services would go to the mental health trust.  The PCT interviewee argued that there  

 

„Was a need for change, and that change has to happen in way that will enable patients 

to experience a much better service, but at the same time, reduce the significant health 

inequalities that we have in the city.‟   

 

This view was not shared by representatives from the provider arm who had initially put together 

a plan to become a CFT.  But this proposal had been rejected by the PCT. 

 

Whilst representatives at several sites reported that they had initially considered becoming a 

social enterprise, a range of reasons why this model had been rejected were given. These 

included the affordability of a social enterprise (for example having to fund pensions which are 

comparable to those in the NHS); as well as concern about VAT; and lack of support amongst 

staff.    

 

Conclusions on preferences for organisational form 

All CHS in the study wanted to achieve more autonomy from their PCT. There was variation in 

how they saw this could be achieved: the local situation, size of current CHS and attitude of the 

PCT were all factors. Obtaining CFT status was one way of achieving autonomy, and preferable 

to becoming a social enterprise, as CHS would remain inside the NHS. 

 

Local context 

 

In order to understand why and how decisions about organisational form had been made in each 

area, it appeared from our interviews that the local context in each site was vital. 

 

Local context for CFT pilots 

Relationships between the CFT pilots and other health providers in the locality were seen as very 

important to the future provision of CHS. Such relationships were not universally positive.  
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Relationships with GPs were generally regarded as good at two of the pilots.  At site 2A GPs 

were reported to be supportive of the decision to move to CFT trust status. A CFT representative 

reported how GPs regarded the new organisation as „a management vehicle to help support them 

to deliver what they want to deliver better.‟  At Site 3A respondents argued that clinical 

relationships with local GPs were very strong but that  

 

„One of the challenges to us as we move to a Foundation Trust is not to lose sight of that 

being at the core of what we do.‟    

 

As a consequence the pilot was investing time keeping GPs up to date about what was happening 

and facilitating their understanding how the relationship with the PCT as commissioner would 

work in the future.   

 

On the other hand, the relationship between the CFT pilot and local GPs was not regarded to be 

particularly good at site 5A.   In this locality there were a large number of small GP practices 

who were reported to be unwilling to work together or even share practices. This culture was 

viewed as a significant risk to the delivery of efficient CHS.  A CFT representative commented 

wryly that,  

 

„The smaller number of places we operate from, the more efficient it is, the 

commissioners get better value for money, although the GP‟s don‟t see that.  They say 

“well, where‟s my district nurse gone?”‟.  

 

This concern was echoed by a colleague who said  

 

„Many GPs want to control. They don‟t understand the cost efficiency of it but they want 

a nurse and a health visitor and a vaccination person in the GP practice full time.‟   

 

Respondents at this site recognised that they would have to invest time in developing more 

constructive relationships with local GPs.  
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Relationships with Local Authorities as providers of social care were universally regarded as 

positive, with Section 75 agreements for adult services in place at two sites.   

At site 3A the council had transferred adult services care staff to the PCT some years previously.   

At site 2A the relationships were similarly long standing owing much to co-terminosity of 

boundaries between the council and PCT which was thought to have provided the foundation for 

good working relationships.  Although the CFT pilot was keen to see the development of 

integrated working they did not, at this stage, envisage the transfer of staff between 

organisations.  Rather they saw the possibility of developing a  

 

„Shared understanding that if one person visits, then they are visiting on behalf of both 

organisations and there can be some combining of roles.‟   

 

At site 5A representatives reported that they were keen to explore different models of health and 

social care integration that would fit best with a CFT.  

 

Relationships with providers of acute health care services were far more complex.   

At site 5A there were two acute trusts as well as several specialist Trusts.  Whilst this increased 

the complexity of relationships between commissioners and providers per se, it also opened-up 

opportunities for the CFT pilot.  For example, one participant described how there were  

 

„Lots of clinical pathways which go across the city and within that you‟ve got your 

community services and we see ourselves as the bridge between primary care and all of 

those seven other providers.‟   

 

At site 2A relations at a strategic level with the acute trust were generally regarded as difficult.  

It was widely believed that the acute trust favoured the establishment of vertically integration, 

which the PCT had opposed.  As separation took place the relationship between the CFT pilot 

and the acute trust began to deteriorate.  In particular the acute trust was reported to be concerned 

that the PCT was keen to move some clinical services out of the hospital into the community.  

Similar tensions were identified at site 3A where a respondent noted that there were always the 

potential for  
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„Tensions to develop if large swathes of work start moving from one sector to another.‟   

 

Local context for unsuccessful pilot sites  

 

The local relationships were mixed for these sites, as they were for the continuing pilot sites. 

 

At site 4A representatives described having good relationships with local partners, particularly 

with their local social care services with whom they described having „very close relationships 

and a lot of co-operation.‟   They had already established integrated, co-located social care teams 

with joint management and saw opportunities for further collaboration.  In contrast to some of 

the continuing CFT pilot sites representatives at 4A described having productive relationships 

with the local acute trust because  

 

„There is a level of trust there, we don‟t see them as an aggressive organisation wanting 

to take our services.  They‟re quite clear that that‟s not their ambition.  They see 

themselves more as a tertiary centre, but at the same time they see us as a significant part 

of the solution for taking pressure of their beds.  It‟s in that spirit that we work closely 

with them‟.   

 

The representative of site 1A described having particularly good connections with third sector 

providers who they envisaged being able to explore opportunities for „collaboration and 

partnership.‟   

 

Despite these positive relationships representatives at site 4A noted the existence of competition 

for local services, specifically with private sector providers which had grown steadily over the 

last few years.  Interviewees reported losing bids to private providers and commented that they 

needed to learn from these lessons as  

 

„Potentially, there‟s revenue to be lost and its revenue that we can‟t afford to lose.‟   

 

As a consequence they were having to learn fast how to become more „commercially astute.‟  
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Local context for comparator sites 

 

The local context varied between the comparator sites. 

 

Amongst comparator sites, relationships with local GPs were generally regarded as positive with 

examples of collaboration in the development of tenders.   

At site 3B the provider arm were making efforts to develop better links with GPs but in a context 

of there being a significant number of small and disparate practices.  

 

Relationships with social care colleagues were regarded very positively at site 1B where the 

provider arm had moved into a building that also housed social care colleagues. This had „helped 

with some integrated working and integrated approach to the way we deliver care.‟  

Respondents at 2B noted that the PCT had coterminous boundaries with the local council which 

meant that  

 

„Right from day one we have been seeking to engineer advantages out of doing that joint 

work with the council.  And to be honest, we think we‟re delivering on some of that.‟  

 

Similarly at 5B relationships with social care colleagues were viewed enthusiastically with 

consideration of future joint commissioning projects as a means to „be a lot more efficient in our 

approaches to providing care.‟  

 

Relationships with acute providers were not discussed in great detail by respondents. 

 

At site 5B respondents noted that they worked with three acute trusts (two of which were FTs) 

and had staff based in each of these hospitals. As a result they had 

 

 „Continuous engagement, particularly around scheduled care pathways and the 

intermediate care work.‟   
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However, with the proposal to integrate the bulk of CHS into acute trusts this respondent was 

„fearful of the relationship between community and acute provider staff.‟  Whilst senior staff in 

the acute sector were perceived to be „very positive and constructive‟ about these developments 

there was a suggestion that at a practitioner level  

 

„The relationship between community staff and acute staff I think will be quite 

challenging at times.‟ 

 

Finally respondents at all of the comparator sites reflected on the degree to which they were 

competing with other providers for contracts within the local health economy.  At site 5B 

respondents noted that until recently they had felt that they were working in a more „challenging 

and contestable marketplace‟ but that competition appeared to have dissipated recently, possibly 

because of the uncertainty about the plans for CHS within the locality. At site 3B respondents 

noted that the market was „not very open at this point in time.‟  However they recognised that 

dynamics between providers had changed and that there was now „less openness between 

providers,‟ where in the past they might have shared information there was now reticence to do 

so.  

 

Conclusions on local context 

The local context varied between the case study sites, but not systematically between CFT pilots 

and others. In general, CHSs‟ relationships with local authorities providing social care were 

good, but they varied in respect of both GPs and local acute trusts. There was some recognition 

that local relationships had become more competitive, but this should not be overstated as co-

operation was regarded as continuing in many areas too. Some concerns about the possible 

detrimental effects on CHS of mergers with local acute trusts were voiced. As discussed in the 

previous section on preferences for organisational form, these local relationships did not seem to 

be the only determining factor in deciding to become a CFT pilot. 
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Current and future state of relationships between CHS and PCTs 

 

The next major issue raised by interviewees was the current and evolving relationship between 

the PCT and the providers of CHS as it became clear that CHS would have to separate from 

PCTs, whether they became CFTs or not. 

 

Relationships between CFT pilots and their PCTs 

Not surprisingly given the process of separation for CFT pilots, relationships with local PCTs 

were reported to be complicated and evolving.  Inevitably staff were having to adapt to the 

significant changes required by separation, and this was taking time.   

 

At site 3A a senior representative of the PCT described initial antipathy between organisations, 

with some concerns over sharing information.  However, as the new arrangements began to bed 

down, relationships between organisations were becoming more co-operative.  The respondent 

said  

 

„What is beginning to happen is people are realising that they‟re going to be 

collaborating on some stuff and competing a bit on others, and, you know, all‟s fair in 

love and war, and so that‟s, there will be sensible things where we will strategically, we 

will work together.‟   

 

Another PCT representative at this site described how there had been some tensions with respect 

to the commissioning relationship with „people wanting to try and extract additional value for 

money.‟   

 

At two sites, CFT pilot respondents used the analogy of a divorce or a parent/ child relationship 

as a means to describe how relations were evolving.  For example at site 3A a representative 

described how the relationship with the PCT „felt like a very messy divorce to begin with‟.  

Another described all the „natural human issues, of moving away from, sort of, the parent 

organisation.‟   At site 5A a participant describing the tensions between the PCT and CFT pilot 

commented  
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„We want to demonstrate that we are grown-up, we want to have mature discussions and 

debates.  How I describe it, pre 2006 it was parent/child; 2006 to 2007 it was probably 

parent/ teenager, we were seen as the naughty teenager, desperate to be independent and 

be allowed to make our own decisions, and now I feel we have got to the two adult 

conversation.‟   

 

In contrast to this pattern, relationships at site 2A, where functional separation had occurred in 

2007/08, were universally described as positive, as one participant described „they [PCT] are 

very supportive at an executive and non executive level‟ and importantly they „trust our vision.‟  

Although respondents noted that relations had changed, this was thought to be entirely 

appropriate to the new relationship, as one participant described  

 

„They have challenged us on contractual matters, as they would with any provider and 

can get quite tough at times but it‟s a different dialogue, very different dialogue than the 

one it used to be.‟   

 

Despite these tensions representatives of CFT pilots and PCTs at all sites recognised that the 

organisations were still involved in a close and mutually supportive relationship.  For example at 

site 3A a representative described how close the relationship was,  

 

„We‟re all part of the same organisation still, even though we are very arms length, and 

are going off to be a separate organisation.  We are intricately important to each other, 

and actually we need to support them in their commissioning work and they need to 

support us in terms of how we develop, cause it‟s crucial that we are a good organisation 

for them to commission from.‟   

 

 

This sense of being engaged in a common enterprise was articulated at all sites.  
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Interestingly, representatives of the PCTs at all sites used less emotional terms when describing 

the nature of relationships, focusing on more practical concerns that might affect the relationship.   

For example at site 5A a PCT representative said  

 

„My concern would be that they go into Monitor mode and then start to adopt some of the 

perverse behaviours that early FTs might have in terms of pursuing a business model, or 

pursuing a surplus, or focusing on the bottom line rather than clinical quality.  But on an 

upside, it means that they are responsible for managing within their own budgets and the 

PCT doesn‟t become the funder of last resort.‟   

 

Delays in the process of becoming a CFT were thought to be causing tensions.  Although all of 

the pilot sites had separated out the majority of their managerial functions from those of the PCT, 

they recognised that until they were granted full Community Foundation Trust status they were 

still dependent on the PCT who had ultimate external responsibility for their financial accounts.   

This meant that pilot CFTs were unable to make decisions on key areas of capital expenditure 

which needed agreement from the PCT board.   

 

Relationships between unsuccessful pilot sites and their PCTs 

Representatives of both pilots that were not granted CFT status described relationships with the 

PCT positively.  The representative at site 1A described how the PCT treated them „rigorously as 

if we are completely separate and no different to any other provider‟.  At site 4A a representative 

described how the new governance arrangements they had been able to institute had helped 

formalise the relationship and demonstrate that the provider organisation was „able to conduct 

our business effectively and efficiently.‟   

 

However, delays in separation from the PCT had caused difficulties.  For example a 

representative at site 4A noted that although they were not contractually obliged to provide 

emergency services, for example taking swabs during the flu pandemic, they were asked to do so 

at short notice and without extra payment because they were still technically part of the PCT.  At 

site 1 A the representative noted that the delays were causing frustration particularly since  
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„We made a surplus last year and because we are in the PCT we‟ve not been able to keep 

that.‟   

 

Relationships between comparator sites and their PCTs 

Representatives from comparator sites reported complex and evolving relationships with PCTs, 

which were not without their „bumpy‟ moments.  The formality introduced through the partial 

separation meant that both sides had to behave in a more business- like manner.  At site 3B a 

representative described how the relationships were now more contractual and managerial in 

nature, although they suggested that the PCT needed to be consistent in this approach.  

Representatives also used the parent/ child analogy in relation to the proposed move of the 

provider arm to separate premises; this was likened to „moving out of mum‟s house.‟  At site 2B a 

representative from the commissioning arm of the PCT described how  

 

„They [providers] shouldn‟t be treated any differently to any other provider because we 

don‟t want to, for competition and co-operation to look like they are our preferred 

provider.‟   

 

Clearly the need for greater formality between former colleagues sent an important message to 

other potential provider agencies.    

 

At site 5B, where the bulk of CHS were thought to be moving into the acute trust, representatives 

questioned how the PCT would be able to manage relationships with the acute provider 

commenting  

 

„How does one describe what‟s expected of the acute trust if they own everything, which 

in effect they will.‟   
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Conclusions concerning current and future state of relationships between CHS and their PCTs 

 

Again, the differences between the CFT pilots and others were not marked. All the CHS were in 

the process of separating from their PCT to some extent, and this was proving beneficial, if 

complicated to achieve in the short term. 

 

The role of PCTs as commissioners 

 

Closely related to the foregoing section on the general relationships between CHS and their 

PCTs, is the more specific issue of the commissioning role of those PCTs, and how it affected 

the CHS in each area.  As CHS were separating from PCTs, the latter were gradually taking on 

increasing responsibility in respect of the planning of the content and configuration of local 

services and the commissioning of those services from a wider range of providers. 

 

PCTs as commissioners in CFT pilot areas 

In the CFT pilot areas, it was clear that making the process of separation of CHS and PCTs was 

enabling PCTs to start to behave more like commissioners than managers. 

 

At site 5A a representative of the PCT described their commissioning role as „honest brokers‟, 

who having decided what services they wanted to commission were not concerned about 

organisational form. They said  

 

„I don‟t care about your FT application, or you delivering your surplus, I just want to 

commission X, Y and Z.‟    

 

This representative then went on to describe how  

 

„Ultimately commissioners always have the control of where they buy services.  Although 

we‟ve always been wedded to the ethos of partnership and co-operation we will not shirk 

to use competition if need be.  They do know that there are a lot of people interested in 
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the services, so in many ways they‟ve got the environment to force them to improve their 

services.‟   

 

CFT pilot respondents at site 5A and 3A suggested that in the past CHS had been ill defined and 

that the new separation would improve this situation.  At site 5A a respondent commented that 

the new arrangements were  

 

„Good for us [CFT pilot] as well because we can say actually if you were clearer about 

your commissioning intentions, we can be clear about what we can deliver.‟   

 

At site 3A a representative said they had moved quite consciously into the new contractual 

relationship where the commissioners had to explicitly state what they wanted to commission 

and the providers would then write a service specification and together they would „formally 

agree the money.‟  They welcomed this development  

 

„Because we can‟t afford just to go along of, you know a wink and a promise and 

handshake in a corridor that will get it sorted.‟   

 

The formality of the commissioning process was therefore thought to bring more transparency to 

the PCTs‟ relationship with providers of services.  

 

However whilst the move towards CFT status implied autonomy from the commissioner, a 

respondent at site 5A reflected on the need to maintain a very close relationship with local 

commissioners.  They said  

 

„Any autonomous organisation would not want to develop a service that is not going to 

be supported by commissioners.‟   

 

In that sense they would work closely to ensure that they developed services that commissioners 

wanted to purchase.  Indeed the same respondent suggested that once the site had full CFT status 

and was able to deliver a surplus  
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„We would want to agree with our commissioner where that goes.  We won‟t be investing 

in building‟s that are not part of our core business we would want to reinvest it back into 

community services.‟   

 

However the respondent also thought that the PCT was not yet comfortable with the idea that 

autonomous CFTs would be able to make and keep a surplus. They said  

 

„They moan about it, they talk about it negatively, and I‟m going hang on a minute, why 

aren‟t you saying to us why don‟t we share the benefit of this? Because we would only 

ever want to invest it back into the community anyway. What else are we going to invest it 

in?‟    

 

In a sense CFT pilot participants were suspicious that some PCTs colleagues interpreted the 

greater independence of CFTs as a potential risk to the local health economy and did not always 

acknowledge the potential benefits that could be delivered.  

 

At site 2A PCT commissioners were reported to be more appreciative and supportive of the new 

flexibilities the CFT pilot had.   One respondent commented that they  

 

„Intend to reinvest as much of our surplus as we prudentially can and that‟s one of the 

reasons why the PCT is happy to support us because that‟s almost a give and take in 

terms of letting us go so we have signed up to the productive community services 

programme for example.‟ 

 

 

PCTs as commissioners in unsuccessful pilot sites  

Representatives of both pilots that were not granted CFT pilot status described having positive 

relationships with their PCT commissioners. However in common with other sites there was 

recognition that these relationships were changing and that some discussions, specifically those 
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that were „sensitive in terms of commercial interests,‟ could no longer take place because of the 

separation of functions.   

 

At site 4A representatives noted that in future PCT commissioners would be driven by targets set 

centrally and that providers would „need to be able to respond to that.‟ Similarly at site 1A the 

representative noted how commissioners were getting more sophisticated about how they worked 

with „multiple providers‟ and were more explicit about what they expected from them.  In 

common with interviewees from other sites the representative at site 1A noted that because of 

changes in the way acute services worked community nursing staff were having to provide 

complex interventions but as yet  

 

„We are not receiving additional resources from the commissioner to accommodate the 

adjustment of case complexity and interventions.‟   

 

PCTs as commissioners in comparator sites 

Amongst interviewees from comparator sites there was a view that relationships with 

commissioners were becoming more testing.   

 

At site 5B a provider representative noted that the relationship was maturing but also 

„challenging and sometimes acrimonious depending on the issue.‟  This view was echoed by a 

PCT representative at the same site who thought „contract negotiations are going to be quite 

challenging,‟ requiring the process to be more rigorous, with explicit targets and outcomes as 

well as clear monitoring arrangements.  Despite encountering early difficulties establishing a 

more formal relationship a representative at site 1B described how they had now achieved a 

more mature relationship in which both sides sat down and discussed 

 

 „What‟s best for the community and actually how we are going to deliver these services 

through using the community contract.  So it‟s been hard, but it‟s paid off actually.‟   

 

Once again respondents suggested that the „science‟ of commissioning CHS had been slow to 

develop.   
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At site 2B a representative of the PCT questioned what they would do as commissioners if they 

experienced problems with a service that required the termination of a contract but had no 

provider arm or, as they described it, „provider of last resort‟ to fill the gap.   They argued that  

 

„It‟s all very well PCTs wanting to commission services, but what happens if you can‟t 

find providers willing to take them on?  And I think that‟s something where there is a 

definite risk if you don‟t have your own provider arm.‟   

 

Conclusion concerning developing role of PCTs as commissioners of CHS 

In all the sites, PCTs were beginning to develop their role as commissioners. There was no 

significant difference between sites with different prospective models of CHS organisation in 

respect of how these roles were developing. In all cases, the PCT wanted to step back from the 

details of provision and start to identify what CHS were actually required locally, and some saw 

that they could use market forces to stimulate change. 

 

Contracts for CHS 

 

We asked the sites about the current form and efficacy of contracts used for CHS. In an 

increasingly marketised environment for CHS, we saw that contracts would become increasingly 

important, both for commissioners to ensure the CHS they required were delievered, and for 

providers to ensure they received the necessary income. Problems with contracting we found 

were closely related to the poor information systems available (and used) to record CHS activity. 

 

Current contracts with CFT pilots 

Representatives from all CFT pilots had concerns about the nature of existing contracts.  All sites 

were using block contracts, many of which were based on historic activity levels which no longer 

reflected changing patterns of care.   A CFT pilot representative at site 5A described how the 

commissioning process was still at an embryonic stage and that the  

 

„Contracts that are set at the moment are so broad and unsophisticated that it won‟t 

drive the right behaviours.‟   
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Added to which several sites reported that their systems for recording activity were historically 

poor and having improved these one site found that  

 

„In the first months since I‟ve been here our activity recording went up by 32% ... so 

immediately our reference costs immediately improved  without doing anything.‟     

 

A representative of the PCT acknowledged that this had been the case, saying  

 

„Well what they‟re doing is counting better.  I think because we were concerned about the 

unit cost of things like district nursing and they had a look at it … and clearly when they 

looked at it they realised huge number of clinical staff weren‟t inputting their activity 

information.‟   

 

Although the PCT representative was sympathetic to this situation they were clear that it 

illustrated an improvement in activity recording, rather than representing an improvement in 

productivity.  

   

Current contracts in unsuccessful pilots 

At site 4A a new contract had recently been signed for CHS. The majority of services covered in 

the contract were „still under block‟.  However, they had begun using  „PbR-type tariffs‟ for 

several services including bed days for the primary care hospital and activity levels for skins 

services; and a separate contract to operate a GP walk in service which was completely activity 

based.  Despite these developments, the PCT had introduced a ceiling on these activities which 

limited their ability to raise extra income.  

 

 Current contracts in comparator sites 

A range of contracting behaviour was described by interviewees from comparator sites.  Site 5B 

had recently developed a new contract with their PCT which included separate specifications for 

each of the 90 services they provided.  Not surprisingly, the process of drawing up the contract 

was described as being „very challenging,‟  Although some of the discussions had been 

straightforward, others had been „quite challenging and acrimonious.‟   
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Site 3B held contracts with their host PCT, as well as five other PCTs and local acute hospitals. 

Most of these were block contracts with developmental objectives.   Once again, interviewees 

across sites identified that they were often performing above the target set in their contracts, but 

that in most instances they did not receive any additional funding for this additional work.   

 

Conclusion concerning contracts for CHS  

In all the sites it was clear that contracting for CHS was still developing and had not reached the 

same levels of precision as those in respect of acute services. Block contracts were often still in 

use, which did not allow CHS to increase income commensurately with increasing activity. 

Furthermore, in many sites, the contracts used did not include specifications of the CHS to be 

provided. 

 

Changes in the management of CHS 

 

One of the key questions for this research project was whether becoming a CFT improved the 

management of CHS. At this stage, before any of the CHS had actually become CFTs, we 

investigated the interviewees‟ views of how CFT pilot status affected the way they ran their 

organisations, and compared these to what the comparator CHS reported on similar internal 

management issues. The first aspect reported by respondents was how they were becoming more 

business-like in general. The process of becoming more business-like took many forms. Four  

broad themes emerged: staffing; service re-design, estate and resource management and future 

business opportunities. One of the major barriers to becoming more business-like was the poor 

quality of information about their services. 
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CFT pilots becoming more business-like 

The process of moving to CFT status meant that pilots had had to consider how they could better 

manage their organisations. 

One participant at site 2A stated,  

 

„Hand on heart, the taxpayer isn‟t necessarily yet getting any more value for money but 

soon they will.‟  

 

Participants at each pilot site described working closely with Monitor as well as with business 

consultants as a means to get their „house in order‟.   

The appointment of new directors of finance was seen as a crucial part of the process of thinking 

about efficiencies.  Several CFT pilots had recruited directors from the commercial sector.  At 

site 5A the new director was thought to have made a „massive difference‟ having identified that 

the service was suffering from „service creep‟.  The new director had identified that the nature of 

many of the cases community nurses were dealing with were far more complex than had been 

identified in the original contract.  As a result they had begun the process of negotiating a new 

contract with the PCT. 

 

a) Staffing  

 

Respondents from all CFT pilots reported that they were reviewing their main expense, which 

was staffing costs.   These processes included reviewing not just the productivity of staff but also 

considering the skill mix within services as well as looking at issues related to staff contracts.     

 

Staffing - productivity 

At sites 5A and 2A managers were considering how they could improve the productivity of 

community nurses.  Attention at both sites had focused on increasing the amount of time district 

nurses spent with patients, at site 5A a respondent said  

 

„We now know for example that our district nurses only spend 50% of their time in face 

to face contact with patients, so there‟s got to be some productivity improvement there.‟   
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Managers were considering the use of IT to make the service more efficient, for example 

introducing wireless networking so that community nurses could complete notes away from the 

office.  Managers at site 2A were also considering the introduction of mobile working 

technology as a means to increase productivity.    

 

It was not only clinical staff that were the focus of these changes.  Having reviewed their cost 

structures at site 3A the decision had been made to refine their organisational structure including 

taking out a whole tier of management to flatten their structure.  At site 2A the board were 

reviewing back office costs as a means to reduce expenditure.  This not only included potentially 

losing some administrative posts but also initiatives to tighten up on procurement and stock 

control and travel costs.   

 

Staffing - flexibility 

Initiatives to develop a more flexible workforce were being discussed at two of the sites. At site 

5A they were specifically interested in reviewing the role of unqualified staff and developing a 

broad competency framework which would allow these staff to complete a range of different 

tasks as a means to better support qualified staff.   Through the introduction of care pathways 

they also saw the opportunity to challenge whether „somebody who‟s a qualified nurse needs to 

be doing that activity.‟  Managers at site 2A were also looking at staffing ratios as a means to 

improve flexibility and reported that over the next five years they would like to move from a 

78:22 to a 50:50 ratio of qualified to unqualified clinical staff.  They envisaged this could be 

achieved „through likely retirees, turnover rates.‟  

 

Staffing - contracts 

The impact of Agenda for Change on the cost and efficiency of services was frequently 

discussed.  Although participants acknowledged that they could do little to change the pay and 

grading structure of staff until they achieved full foundation status they implied that they would 

review these structures in the future.  However there was recognition that this was not a process 

to be entered into lightly. At site 2A a participant reflected that  
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„We understand it‟s difficult and relatively few people have done it so far, but it‟s 

certainly not off the table.‟  

 

At site 3A one participant commented  

 

„There is only one FT in the country that has abandoned the Agenda for Change process 

and gone for local terms and conditions.  So we need to actually look at that and see 

what is happening nationally in terms of negotiations, because about 80 to 85% of our 

cost base is staff salary (-) therefore we just need to think about what any nationally 

negotiated settlements mean, and whether that is affordable.‟   

 

Additionally at site 5A senior managers were considering ways in which they could change the 

nature of the employment contract so that more staff were available at times of peak workload.   

For example the community nursing service came under considerable pressure during the winter 

months  

 

„So in the summer we don‟t have the same pressures that we do in the winter so why 

don‟t we start talking to staff around annualised contracts where they do more work in 

the winter than they do in the summer.‟   

 

b) Service redesign  

 

All of the sites were considering ways in which they could redesign services in order to make 

them more efficient.   

 

At site 2A they were already seeing improvements in efficiency as a direct result of such 

initiatives, but they recognised that these developments had to „resonate with the PCT‟s 

commissioning strategy.‟ For example a participant described how the PCT had invested 

substantial sums in the development of a hospital at home scheme which built on the local 

intermediate care and rapid response service, and as a result of that investment they had in the 

first year saved £2 million worth of bed days in the hospital.   
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Similar initiatives were being considered at site 3A where they were exploring ways in which 

they could collaborate with partners in the Mental Health Trust to develop clinical pathways that 

would  

 

„Actually start shifting some of the activity and therefore the tariff work out of the 

expensive acute care.‟  

 

c) Estate and resource management 

 

Two of the CFT pilots were considering how to make better use of their estate.   They were 

looking to rationalise their footprint and make sure they were using all of their buildings 

efficiently.   

 

At site 3A for example, participants reported that they were exploring how they managed their 

estate and utilised the space as a means to cut overheads.  In particular they reported how they 

were   

 

„Challenging the assumptions of how much floor space we need for staff that are 

essentially out and about, or in clinics, or visiting people in homes.‟   

 

Respondents reported that they would be rationalising what they called „back office‟ services. 

These initiatives included reviewing administrative services as well as making better use of IT.  

Moreover at site 2A a respondent said that the decision had been made by the executive team to 

cut back on non essential items such as catering for board meetings and first class travel.  Whilst 

it was recognised that these represented comparatively small savings, the idea was to set an 

example to the rest of the organisation.  At one site participants commented that they did not 

have an expensive estate to support.   
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d) Business opportunities 

 

Although the pilots had yet to secure full independence from their PCT they had begun to 

consider future opportunities within the local healthcare market.   

 

At site 5A the new levels of autonomy that increasing independence had already brought were an 

opportunity to develop business independently of the PCT.  As a result a participant described 

how they had 

 

 „Started looking at the threats and opportunities for our market, with the aim of 

becoming the provider of choice rather than the provider of last resort.‟   

 

This provider took the view that it should develop only those services that were core to their 

business plan:  

  

„Where we feel our weaknesses are in service delivery, we would want to talk to 

commissioners about whether we continue to provide certain services.‟   

 

At site 3A respondents were considering ways in which they could develop their business to 

move clinical activity out of the acute setting and into the community, as one participant 

described  

 

„We are really well positioned in a number of areas which is about shifting activity out of 

acute centres into community settings or closer to home.  Now clearly the district nurse 

and integrated care speak to that agenda, but on top of that we‟ve got very strong 

services in muscular-skeletal, in sexual health, in podiatry and in dentistry, and those are 

all areas where we‟d be looking to try and expand what we do.‟    

 

They were also actively bidding for services outside of their geographic patch although this work 

was in its infancy.   
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Despite this enthusiasm, delays in the process of becoming a CFT meant that pilots were not yet 

able to pursue these opportunities as vigorously as they might wish.  At site 3A they recognised 

that once they had been granted CFT status they would be able to 

 „Go into some quite interesting risk sharing and dynamic relationships with other 

providers.‟  

 

Poor information as a barrier to improvement 

All the CFT pilot sites noted that their information systems impeded service improvement. But 

they were making attempts to improve matters. 

 

Various initiatives were underway across the CFT pilots to improve the monitoring of quality. At 

site 5A for example representatives were involved in the CQUIN programme and   

 

„We‟re developing measures around Euroquol with our public health colleagues, and as 

part of our patient experience strategy we‟re doing to start looking at that in a much 

more practical way.  We‟ve got outcomes around things like leg ulcers, the usual stuff 

that we would have put it is more about the patient experience.‟  

 

Changes in internal management of unsuccessful pilot sites  

Similar themes concerning becoming more business-like emerged from the interviews with 

representatives of those pilots that were not allowed to progress to full CFT status.    

 

At site 4A representatives identified a number of areas where they thought they could improve 

efficiency, these included: staffing; estate management and management of staff.  In relation to 

staffing they had already introduced a vacancy control panel and were also reviewing whether 

they were making best use of staff, for example by looking at travelling times as well as skill 

mix.  However, whilst they recognised that they might not be making the best use of the skills of 

experienced nurses; representatives noted the danger of introducing false economies and 

potentially ending up with a „dumbed down workforce.‟   

Site 1A was also considering questions of skills mix as part of a programme of individual service 

reviews, ensuring that they had the „right people with the right skills in the right place.‟  The 
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representative at site 1A also reported that they had reconfigured services into integrated 

networks of care which had identified ways to reduce duplication and increase productivity and 

efficiency.   

 

Changes in internal management of comparator sites  

The data suggests that although comparator sites were also becoming more business-like and 

considering different ways to improve efficiency, they were not engaged in the same level of 

intensity as the CFT pilot sites.   

 

There were similar types of initiative in comparator sites to those in pilot sites, however.   At site 

2B, for example, representatives reported having to reduce management costs as well as 

reviewing the home visiting process to improve its efficiency.  They had also introduced a new 

health and social care worker job description so that one individual could provide both services.   

Having reviewed the productivity of nursing staff at site 3B they were now considering therapist 

roles and were also keen to introduce a generalist role arguing,  

 

„It‟s not about I need a nurse, I need a physio, it‟s actually I need skills around 

empowerment or I need skills in enablement, who might happen to come from a nursing 

background or a therapy background.‟   

 

Importantly at site 1B a representative argued that moving to arms length status was not 

undertaken purely on the basis of cost saving but was about wider ambitions to improve service 

delivery. This respondent went on to argue how  

 

„you can get really lost in this, it‟s all about cost savings and slashing and that can be 

very short sighted because you can slash and burn and do cost savings year one and then 

you really struggle for year two.‟    
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Poor information as a barrier to improvement in comparators 

Representatives from comparator sites also stated that their information systems were not 

adequate, and that this hampered improvement. 

 

 At site 2B for example, a PCT respondent noted that the PCT had focused attention on the 

quality of services provided by acute trusts because that was where metrics had been applied. 

They had spent the last year developing baseline data as part of their work on CQUIN but 

recognised that  

 

„There‟s an awful long way to go there, and that‟s partly because we don‟t have access to 

information because it‟s about the systems to capture the relevant metrics.  They‟ve been 

very, very poor, so things have often had to be ad-hoc.‟   

 

This view was supported at site 1B where a respondent commented that they were struggling to 

measure quality of services.  Interestingly at site 3B a respondent suggested that sometimes it 

was  

 

„Very easy to say that your information‟s poor as an excuse to not do the job.‟   

 

They went on to suggest the need for organisations to be clearer about what they meant by 

quality in relation to each service, and then to focus on collecting the right information to 

manage the service appropriately.  

 

 

Conclusions concerning changes in internal management of CHS 

All the sites in the study reported becoming more business-like. This was not confined to those 

which were CFT pilots. The process of separating from the PCT to be part of any new 

organisation seemed to be driving this behaviour at this point in CHS development. There may 

have been a greater intensity of business-like activity in CHS pilots, however. All sites 

recognised that poor quality information systems for CHS were a problem. They also recognised 
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that their information systems concerning activity and other aspects of performance required 

improvement. 

 

Changes in governance structures for CHS 

 

As explained in chapter one, a key feature of being a CFT would be to have a different 

governance structure involving staff, patients and the local community. We asked the CFT pilots 

what progress they had made at this early stage with establishing these new structures. 

 

New governance structures for CFT pilots 

Despite not having CFT status yet, all of the CFT pilots had gone some way towards creating 

new governance structures. All had set up shadow boards.   

 

At site 3A for example a separate board with an externally appointed chair and lay members had 

been created which was a completely independently established board that ran the CHS through 

a scheme of delegation.   The director of the CFT pilot at site 5A described how the organisation 

was running as a shadow, stand alone organisation.  

 

„I have my own executive team which I‟ve appointed … so I believe we are as separate as 

we could be whilst being within the governance structure of the PCT.‟  

 

These new structures were seen as part and parcel of good business practice rather than being an 

extraneous requirement.   

 

Each of the CFT pilots had appointed lay or non executive board members through the 

Appointments Commission.   

 

These people came from a variety of backgrounds including:  chartered accountants, former 

managing directors of private businesses, public sector managers as well as representatives from 

the voluntary sector.  Despite minor teething troubles participants at each CFT pilot reported that 

the boards were functioning appropriately.  At site 2A the board had undertaken some 
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management developmental work as a means to develop the relationship between executive and 

non executive directors for example considering what constructive challenge is, where the non 

executive responsibilities lie; and where the executive responsibilities lie.  As a result of this 

work a non executive director commented that, as a board  

 

„I think we trust one another as a team and that is not to say we always agree with one 

another, but there is I think a high level of trust and understanding.‟   

 

Delays in the process of becoming a CFT meant that although pilots had begun preliminary work 

to set up some form of membership structure they had not formally established these.  Although 

all pilots expressed enthusiasm about increasing the involvement of the public in the running of 

the organisation, there were concerns.  For example at one site there were fears that the 

requirements for local acute Foundation Trusts to establish their own membership bodies might 

mean that there would be some fatigue amongst the public to get involved in a CFT as a member 

as well.   

 

The development of these new governance structures was not without cost, particularly in 

relation to establishing the membership structures.  These included the initial costs of identifying 

members, keeping an up-to-date database of potential members, as well as the on-going costs of 

keeping potential members informed and involved.  Despite these expenses at site 2A a 

representative said  

 

„we very much regard that as an investment, and in exchange for the costs we are 

expecting to get a lot of input from those groups that can help us make improvements.‟   

 

 

 

Changes in internal governance of unsuccessful pilot sites  

Representatives of both pilots that were not granted CFT status described having established 

separate governance arrangements including boards.   
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At site 1A they had been operating separately since April 2008 with board minutes and audit 

committee minutes being reported to the appropriate structures of the PCT under a memorandum 

of understanding.  Although representatives at both sites identified that there was a cost 

implication from having these separate arrangements they did not think these costs were 

excessive.  At site 4A a representative said  

 

„We‟re actually costing the PCT now less than we did when we were part of it.  The 

reason I know that is because we had shared services valued at 1.8 million and we‟ve not 

taken anywhere near 1.8 million off them to run ourselves … the board is pretty cheap.‟   

 

Although not legally allowed to establish a membership both sites were engaged in developing 

these processes, investing time in establishing their network of „friends‟.  Significantly at site 1A 

they had opened up their board meetings to the public as a means to foster public engagement.  

 

Changes in internal governance in comparator sites 

Despite not going forward to FT status, the comparator sites were making some developments in 

their governance arrangements. 

 

At site 1B for example, a provider board had been established as a subcommittee of the main 

board and, with the support of the SHA Leadership Academy, they had undertaken some 

development work with board members. This was thought necessary because the new board had  

 

„Tended to focus a little bit operationally as a board and we are trying to become more 

strategic and look at how we can grow the business.‟   

 

At site 5B a representative described having established a provider committee in 2006 and 

although they did not have powers of capital investment, their day to day operations are separate 

to the PCT with a quarterly report to the PCT board.   

 

Conclusions concerning changes to internal governance 
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The CFT pilot sites were starting to make many changes to their governance structures even 

before they were granted FT status. They were making more progress with board issues than 

with drawing in members and governors. This is not surprising, as they were not able to recruit 

formal members at this stage. It should be noted that the comparator sites were also establishing 

new board structures to reflect their growing separation for their PCTs. 

 

 

General conclusions from first round of interviews 

 

The main reason that CHS wanted to become CFTs was to increase their autonomy and speed of 

decision making. Those CHS not in the CFT pilot programme also wanted these freedoms. 

The interviews reported in this section took place early in the CFT pilot programme, and it was 

not clear at this point that there were significant differences between those CHS in the 

programme and the comparators (or those ultimately rejected from the pilot programme). All the 

CHS sites wanted to become more business-like and saw the separation from the PCT as a way 

of achieving this. There appeared to be great scope for improving productivity, efficiency and 

quality of care. The sites noted that their information systems required improvement if they were 

to be able to measure activity and quality accurately. 

Concerns were raised by the comparators about the possible detrimental effects of CHS merging 

with acute or mental health services. 
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Second phase of interviews: June 2010 to December 2010 

 

These interviews were undertaken at a later stage in the CFT pilot programme. This was in order 

to include more CFT pilot sites in the study, as two of the original pilots had been turned down 

(1A and 4A). One of the CFT pilot sites included in this second phase (6A) had been designated 

a pilot from the beginning of the pilot programme, but access was only obtained at this later 

stage. Two sites (7 and 8) were not part of the original CFT pilot programme, but had been 

allowed to go forward by the new government in July 2010. One of the sites (9) included in this 

phase was a newly formed social enterprise. These interviews took place after the change in 

government.  Some of the implications of the new government‟s White Paper, Equity and 

Excellence: Liberating the NHS (Sec of State, 2010) were discussed by participants.   

 

In general, we found that these later CFT pilot interviewees expressed similar views to the earlier 

interviewees.  

 

Preferences in respect of organisational form 

 

In accordance with the issues raised in the first phase of interviews, this question was put to the 

new participant CFT pilots in this phase, as well as to the new social enterprise. 

 

A similar set of factors to those expressed by the CFT pilots in the first round arose in relation to 

why sites had chosen to pursue CFT status or to become a social enterprise. These included: a 

desire for greater autonomy, the ability to focus on community health services as well as factors 

in the wider the health community. 

 

a) Autonomy and security 

Respondents from all sites embraced the increased autonomy made explicit in the separation 

from the PCT.  The decision to become a CFT pilot meant that organisations were able to focus 

exclusively on the provision of services which respondents at all sites felt was a positive 

development.   
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For example a respondent at site 6A described how the move to CFT status allowed the 

organisation to focus on the provision of CHS whereas in the past these discussions had had to 

vie for attention alongside other issues, particularly recent interest in the commissioning process.  

Additionally the new structural arrangements required of CFTs meant that at site 6A senior 

managers had had to develop „a structure and process that enables us to hear the clinical voice‟ 

ensuring that decisions were owned by the majority of the workforce in the organisation.   These 

views were echoed at site 7 where the prospect of becoming a CFT had allowed the organisation 

to  

„Develop a strategic direction for ourselves, so we are responsible for planning our own 

strategy as opposed to merely being an agent and delivering the PCT‟s strategy‟. 

 

Similarly a respondent at site 8 argued that the freedom and the autonomy implicit in the CFT 

organisation drive‟s much better decision making. They went on to say  

 

„People, particularly the board, take their roles and responsibilities much more seriously 

given that, you know, there‟s no-one else to override them in the way that there is in 

PCTs for example, where a Strategic Health Authority can override decisions.‟   

 

The security of staying within the NHS was another strong theme that emerged in the interviews 

with representatives of CFT pilots.   

 

For example senior staff at site 6A suggested that although the social enterprise model could 

have delivered similar benefits to those accrued from becoming a CFT, the CFT model was more 

acceptable to staff. They argued that the transfer of terms and conditions of NHS staff to a social 

enterprise would have been difficult.   This view was echoed by participants at site 7 who 

commented that there had been a strong steer from the staff and external stakeholders that a 

Community Foundation Trust, if that continued to be available, would be the preferred option.  

At site 8 staff were reported to have been nervous about a potential move out of the NHS, a 

respondent stated that 

 



95 

 

 „NHS values and being part of the NHS are really, really very important to staff and of 

course the NHS pension, but it isn‟t just the pension, it‟s the feeling of belonging to the 

NHS.‟   

 

Having considered the range of organisational options available at site 8 only the social 

enterprise model came close to the CFT option. However this was finally rejected because  

 

„The rules mean that you can‟t do it unless your staff asks for it and our staff would not 

ask for it.‟   

 

At site 9 the decision to become a social enterprise was influenced by a similar desire for greater 

autonomy. However there was also a perception amongst participants that as an autonomous 

organisation they were too small to become a CFT and that becoming a social enterprise had 

been their only viable option.   Concerns about moving outside of the NHS were implicitly 

referred to. For example, the organisation‟s very recent status within the NHS was considered to 

put them at an advantage in relation to other types of providers.  One respondent remarked  

 

„if you take a third sector, I don‟t know how many of them have NHS experience, NHS 

policies and we are out of the NHS yes, but still we have got a wealth of NHS knowledge 

and experience... the culture, their values are still maintained.‟   

 

In other words, recent NHS experience appeared to offer a measure of security in the uncertainty 

of the market.  

 

b) The role and importance of community health services 

At all sites the move to become a CFT pilot or a social enterprise was welcomed as an 

opportunity to focus the organisation on the provision of CHS.  A PCT respondent at site 6A 

noted that historically CHS had received relatively little investment and were the poor relation to 

hospital services.  The opportunity to become a CFT therefore represented a chance to focus on 

service delivery „in terms of our service users‟, thus ensuring that there would be real benefit to 

people.  
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At site 8 a respondent commented that  

 

„We feel very strongly that because community care is a very different entity from acute 

and it requires different skills, operating in peoples‟ homes and on multiple sites and 

working with multiple partners in terms of actual service delivery, that services are better 

managed by a community focussed organisation where the Board‟s main focus is on 

improving the community offering, not something else.‟   

 

Similarly at site 7 these organisational developments were viewed as an opportunity to review 

how services were delivered, allowing the new organisation to provide a more coherent service 

to patients across the locality.   

 

At site 9 the move to become a social enterprise was interpreted in a similar vein by a PCT 

representative who saw it as an opportunity to ensure that  

 

„Services reflect more the needs of the local population because it has to because people 

are actually telling them what they want their constituents in effect.‟   

 

 

c) Relationships with the local health economy  

For sites 6A and 7 the decision to become a CFT pilot was in part influenced by changes that 

were happening in the wider health economy in which they were located.  At site 6A the 

acquisition of new services from two PCTs in the city, as part of the Transforming Community 

Services initiative, allowed the organisation to review its internal structures.  The new 

organisation would provide „all the general core services for [name of city].‟    

 

However participants believed that had the site not been granted CFT status the organisational 

changes they had implemented were such that they would benefit service users by strengthening 

the performance of the organisation.   
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At site 7 the decision to become a CFT pilot was perceived as a further opportunity to simplify 

health care provision within the locality whilst also providing parity in status between provider 

organisations.    As one participant described,  

 

„we had two strong Acute Trusts, each have, in one sense, half of the county and us as a 

community foundation trust, stops this Berlin Wall down the middle of the county ….. if 

we can be a community foundation trust, we then can help deliver that vision in a really 

strong way because we have that strength alongside the Acute Trusts that in any other 

configuration we don‟t have.‟     

 

The establishment of the CFT therefore introduced a comprehensive community service which 

simplified provision.  The alternative strategy of vertical integration with the acute trusts was not 

considered to make good business sense either for the commissioners or patients.  Additionally 

by becoming a CFT the new organisation would be able to integrate with other providers to the 

further benefit of patients.  For example, a representative commented that had they become a 

social enterprise, they would have lost some economies of scale associated with remaining 

within the NHS where  

 

„There are no organisational boundaries in bringing together elements of the service for 

patients.‟    

 

The decision to become a social enterprise at site 9 was also influenced by relationships within 

the local health economy.  One respondent noted that there had been a strong message from staff 

that they did not want to integrate with acute providers.  They described how the stable nature of 

the workforce at this site meant 

 

 „there‟s been long memories of when we‟ve been part of an acute hospital before and 

being as a community arm, coming out very poorly from that, so there was a strong sense 

of that‟.    
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Additionally the social enterprise model allowed the site to concentrate provision on their local 

community to become  

 

„The community provider of choice, but equally it is about patient focus, developing 

services for local people.‟ 

 

As in the first phase of interviews, PCT representatives were less concerned about what 

organisational form the provider arm adopted.  At site 6A a PCT representative noted that the 

benefits that could be delivered through CFT status could potentially have been accrued through 

the social enterprise model.  In their view creating the autonomous organisation was the 

important step and what form that autonomous organisation took was less important.   

 

Concern about the decision to become a social enterprise was not apparent amongst PCT 

representatives at site 9. Indeed they saw the move as positive, allowing the organisation to focus 

on the needs of the local community.  However there was concern about the size of the 

organisation and whether or not other actors in the health economy might perceive this to be a 

weakness.  For example, they wondered if the longevity of a small social enterprise could be 

guaranteed and whether its size would limit its ability to compete with much larger 

organisations. 

 

Several participants commented on the lack of clarity from the DH regarding the CFT 

programme.  One respondent at site 6A reported that only in the last 6 months had they had  

 

„Any certainty whatsoever on whether the actual CFT is going to happen or not,‟  

 

And they had been relieved to see that CFTs were discussed in the NHS Operating Framework.  

Despite this lack of clarity they went on to say that they had continued on the path to become a 

CFT because  

 

„Being such a large provider organisation, the absolute dedicated focus that the provider 

board and the separation has given to provision has been immense.‟   
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Local context 

 

As in the first phase of interviews, the local context was also important to understand how and 

why decisions about organisational form had been made in these sites. 

 

At all sites representatives described having difficult relationships with some of their local 

partners.  For example, at site 6A relations with the local authority had been difficult, although 

the move towards CFT status was perceived as an opportunity to improve relationships by 

further integrating health and social care services.  (This was the only site to report difficulties in 

their relationship with the local authority.) 

 

Representatives from sites 6A and 7 described having difficult relationships with local acute 

providers.  These relationships were sometimes complicated by an element of inter-dependency 

between organisations. For example, at site 7 one of the local acute Trusts provided the 

consultant service at the community hospital and the CHS provided therapy services to one of 

the other Trusts.   

 

Relationships with GPs were not always harmonious. In the context of current policy (under the 

White Paper, Equity and Excellence: Liberating the NHS) to mandate GPs to undertake 

commissioning of CHS, these relationships were becoming increasingly important.  At site 7 

CHS respondents noted that the previous introduction of Practice Based Commissioning
2
 had 

increased the complexity of their relationship with local GPs.In particular it was not always clear 

whether GPs were talking to them as commissioners or providers.  As one respondent 

commented  

 

„They don‟t, you know, take their hats on and off as clearly as they should.‟   

 

Similar concerns were raised at site 8 where representatives described how some local GPs 

appeared to see the separation of functions as  

                                                 
2
 Under the New Labour government, GPs had been encouraged to commission some services for their patients. 

Unlike the proposals of the new Coalition government (Sec of State, 2010), Practice Based Commissioning was not 
compulsory, and did not encompass all local services. 
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„A potential business opportunity for them in providing some of the services that we 

provide and it‟s sort of, there is a danger that some of those interests conflict.‟   

 

There were also some new collaborative arrangements coming into being. At site 9 participants 

discussed recent initiatives to develop what they termed the „provider-to-provider‟ relationships 

with GPs, the local council, the acute hospital and third sector providers.  This development 

began when local providers met to plan winter services and had continued so  

 

„it‟s how we start to do things as joint providers, but it‟s equally the wider economy the 

recognition that we can‟t always necessarily do it all as health providers.‟   

 

Increasing competition within the local health economy was also noted in some areas. In recent 

years local PCTs in site 8 had issued a number of invitations to tender and one participant noted  

 

„We were having to respond to eight or nine things at a time, and everybody was 

tendering.  Private sector, the acute trust, and the mental health trust.  So we know all of 

our services could be provided by any other person, so, you know, this is why we‟ve been 

trying to up our game quite quickly because we have been exposed to quite a lot of 

competition really, really early on.‟    

 

A PCT representative at site 9 also noted the increased local competition suggesting that the 

social enterprise, in common with all other providers,  

 

„Will have to demonstrate that actually they deliver the highest quality, for the best price, 

and they might be up against some very big players.‟   

 

This theme was reflected at site 7 where a PCT representative commented the CFT pilot would 

have to „compete in the market, because we will move the work otherwise.‟  Indeed they went on 

to say that unless they became more competitive the new organisation would lose its market 

share.   
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Conclusions on local context 

Several of the sites in this phase noted increasing competition between providers, together with 

increasing complexity of their relationships with GPs, due to the GPs starting to take on a 

commissioning as well as a provider role. 

 

Current and future state of relationships between CHS and PCTs 

 

In this second phase of interviews, all the sites were going to be separating from their local 

PCTs, and it was this process of separation which was foremost in their minds. 

 

Relationships between the CFT pilots and their commissioners had changed over recent years at 

all sites as a consequence of the separation of functions and establishment (or initiation of 

establishment) of new provider organisations.  The move to CFT or social enterprise status had 

further formalised these relationships. 

 

For example, at site 6A representatives of the CFT pilot described the increasing formality of the 

relationship which was enshrined in service contracts.  These contracts spelt out the nature of the 

service to be delivered, the Key Performance Indicators (KPIs) that applied to it and, 

importantly, identified „what the financial penalties are if we don‟t meet them.‟  A PCT 

representative noted these changes saying that  

 

„For a number of years now we‟ve had the same sort of contractual relationship with the 

provider organisation that we have with any other provider.‟   

 

They went on to say that 

 

 „in terms of how we operationally liaise with them, we do have exactly the same 

mechanisms we have for any other Trust, so we have, you know monthly contract 

meetings, monthly quality review meetings.‟   
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The new arrangements had meant that both organisations had had a steep learning curve but as a 

result the relationship was thought to be a lot more robust.   

 

At site 7 participants from the CFT pilot described a step change approach to the new 

relationship which had involved „gradually unpicking our reporting to their committees‟ as well 

as moving the provider team to new premises.   Similarly participants at site 8 recognised that 

relationships were slowly changing but until the final structure was in place the organisation was  

 

„Still subordinate, so you know we are on a journey and we are part of the way there.‟  

 

 The evolving nature of relationships was discussed by a PCT representative at site 9 who 

recognised that there was now  

 

„A very much more professional approach because we now have a formal contract that 

they are held to account through.‟  

 

Once again participants used the analogy of a parent – child relationship to describe the changes 

that were taking place.  For example at site 7 a participant described the supportive nature of the 

new relationship explaining how 

 

 „There had been some healthy, sort of, encouraging us to grow up as the teenager.‟  

 

 In a similar vein a participant at site 8 remarked that they had „cut the umbilical cord back to the 

[name of PCT] board‟.  However the same participant recognised that at this stage  

 

„We are not an equal partner … because they can still instruct us.‟   

 

As in the first phase of interviews, some PCT representatives commented on the general change 

in relationships between commissioners and providers.   

 

For example one representative at site 6A wondered whether the CFT pilot would  
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„Go down the route that many Acute Foundation Trust have gone down, which is you 

know, they assume that they‟ve got the power in the system.‟  

 

They went on to suggest that the Foundation Trust model 

 

 „Pushes organisations towards worrying about their own organisation and 

sustainability, and I think there‟s an inherent tension in that.‟   

 

In a similar vein a PCT representative at site 7 implied that the relationship would change.  

Whilst in the past they described how the PCT had been „reasonably interventional‟ in terms of 

influencing how CHS were delivered the move to autonomous status meant „that leverage 

actually becomes less‟.  

 

Conclusions concerning relationships with PCTs 

The process of separating CHS provision from the PCTs was progressing. The relationships 

between the two sides were becoming more formal. Some PCTs were concerned that 

organisational independence of CHS would cause problems for the wider local health economy, 

because they would not be able to control their behaviour. 

 

The role of GPs as new commissioners 

 

In this second phase of interviews (after the White Paper, Equity and Excellence: Liberating the 

NHS), some participants recognised that the proposed changes to commissioning would change 

relationships within the local health economy, as GP commissioners took over from PCTs. 

 

 At site 8 one participant noted that historically GPs had not been fully engaged in debates about 

how CHS could be delivered but that this was likely to change because they would hold the 

budget.  As a result this participant described how they were trying to develop the relationship 

with GPs because 
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 „We want them to be sending their patients to us because otherwise, we will have no 

source of income.‟  

 

 Another participant at this site took the view that GPs saw these developments as „a big business 

opportunity for them.‟  As a result there were some concerns about how they would be flexing 

their „commissioning muscles‟ in the near future.    

 

Conclusions concerning GPs as new commissioners 

 

There was clear awareness of the new role which GPs would be taking on as commissioners, and 

the CHS were concerned to take this into account in their relationships with GPs. 

 

 

Contracts for CHS  

 

As in the first phase of interview, we asked the sites about the form and efficacy of contracts 

used for CHS. This was particularly important for these sites, all of whom were destined to have 

independent organisational structures which would have to compete for business from NHS 

commissioners. 

 

The nature of the contracts between CFT pilots and the social enterprise and their current PCT 

commissioners varied.  

At site 6A different types of contracts were in operation. These included both block contracts as 

well as cost and volume tariff-based systems.  At site 7 a CFT pilot representative reported that 

they had one block contract with the PCT although  

 

„Within that block contract there are subdivisions which give the specifications for a wide 

range of services‟.   

 

This contract accounted for approximately 85% of the income of this site, the remainder of their 

income came from the County Council and Acute Trusts.   
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At site 9 the PCT was still using a block contract.  The PCT representative described it as a 

„community services contract with an APMS (Alternative Provider Medical Services) 

wraparound.‟  The reason for this contractual format is to allow employees of this new social 

enterprise to remain or become members of the NHS pension scheme. Although prices were 

based on block provision they were developing currencies in a number of different areas as a 

means of developing tariffs for services. 

 

Similarly at site 8 the PCT has issued block contracts for the majority of services with some cost 

per case services.  A CFT pilot representative at this site noted that in the past clinical staff had 

not been reporting activity data in a systematic fashion but that had changed and they now had  

 

„Robust enough information to be able to charge on a cost and volume basis, but that 

would mean them paying for what they get and they‟re not quite so happy to move to that 

yet.‟ 

 

At site 8 CFT pilot respondents, who were providing services to a number of PCTs, reported that 

there was little consistency between commissioners with regard to their approach to specifying 

quality in their different contracts. Some PCTs issued very detailed service specifications and 

clear requirements within contracts whilst others provided little guidance.   The lack of 

standardisation had repercussions. For example, one contract specified over 300 measures to be 

reported on at various intervals which were expensive in terms of information supply and 

monitoring required.    

  

Once again PCT representatives reported that they were using contracts as a means to change the 

nature of provision of some local services.  

For example, at site 6A the emergency admissions contract was used as a mechanism to change 

behaviours system wide including the further development of a rapid response team.   Similarly 

at site 9 a PCT representative described how they had used the contracting process to request the 

social enterprise to deliver an enhanced rehabilitation service for pulmonary patients.    

 



106 

 

But it was not clear that all commissioners wished to move to more detailed contracts involving 

elements of cost per case from the current block contracts. A commissioner at site 7 implied that 

the former might involve increasing the financial exposure of the PCT, and, in any event, the 

activity information provided by the community services was not yet sufficiently accurate.  

 

Conclusions on contracts for CHS 

As with the first phase of interviews, contracts for CHS were not very sophisticated, and mainly 

still block contracts, which did not specify which services were to be delivered in any detail. But 

commissioners understood that going to cost per case contracting might well increase their 

financial exposure, which was not welcomed. 

 

 

Changes in the management of CHS 

 

As for the interviews in phase 1, a key question for this phase of interviewing was whether 

becoming a CFT improved the management of CHS. We therefore continued to investigate the 

interviewees‟ views of how CFT pilot status affected the way they ran their organisations in 

phase 2. The first aspect reported by respondents was how they were becoming more business-

like in general. This attitude took several forms: staffing; services re-design, estate and resource 

management and future business opportunities. 

 

CFT pilots becoming more business-like 

A similar set of themes were discussed by participants in phase two interviews to those in phase 

one, in relation to how CHS organisations were reviewing all elements of their services.  These 

initiatives included reviewing staffing structures and estate management, as well as making 

smaller scale economies, for example at site 7 management had reduced the mileage rates paid to 

staff and were reviewing procurement processes for clinical supplies.  The recent White Paper, 

Equity and Excellence: Liberating the NHS, which stated that they were obliged to become 

separate organisations, had brought some concerns to the forefront of these debates - particularly 

with respect to how CFT pilots would manage the estate.   
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Becoming more business like included developing a culture in which staff understood how 

decisions that affected clinical services would be made in future.  This included at site 6A 

initiatives to make clinical staff  

 

„aware of how we need to prioritise our investment and understand and accept that as 

opposed to what we had previously, which was everybody‟s individual service was the 

most important, and then we‟d just fight about where the money went.‟  

 

Initiatives such as this were seen as an important element in the wider process of changing 

organisational cultures.  

 

a) Staffing  

As for the first phase interviewees, reviewing staffing costs and productivity was vital. 

 

At site 9 senior managers were considering ways to reduce their staff costs.  A representative 

reported that before any posts were advertised they were reviewing whether or not services could 

be delivered differently.  With this in mind they thought there would be a reduction in the 

number of senior band 8 clinical roles although they planned to develop more generic workforce 

roles.  Additionally they were also considering developing apprenticeships so that they could 

develop a local career pathway route.    

 

Importantly, several sites reported that becoming more efficient did not necessarily mean that 

posts had to be downgraded.   

At site 7 respondents noted that their  

 

 „Biggest spend is staffing … and that‟s a big part of our cost improvement programme.‟    

 

Respondents described how they wanted to improve productivity whilst ensuring they had an 

appropriate skill mix. But, as one representative commented  

 

„We‟re not saying we want to spend less on pay.‟  
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For example the site had recently completed a skill mix review within the community hospitals 

and had identified the need to invest in developing the skills of peripatetic staff so that they could 

work in patients‟ homes and in clinics. It was argued that such initiatives would enable the 

organisation to integrate the work of different teams.  Additionally at this site they had also 

invested in an e-roistering programme to support staffing decisions as well as ensuring an 

efficient skill mix.    

 

Similar trends were evident at site 8 where respondents argued that in some areas  

 

„we are almost reversing the skill mix changes where it‟s been downgraded because 

actually, we know it‟s more efficient for a more skilled nurse to go in and do some of the 

assessment, rather than sending someone in more junior first time.‟  

 

 However in other areas such as Health Visiting they were reducing numbers and  

 

„Bringing in assistants because we know that, actually, you can do the baby clinics with 

one Health Visitor there and an assistant.‟   

 

Representatives at site 8 recognised that as a CFT pilot they would have the same ability as FTs 

in the acute sector to change the terms and conditions of staff enshrined in the national pay scale, 

Agenda for Change but they were also aware that very few have taken that flexibility forward.  

Additionally they recognised that the local labour market was highly competitive and that staff 

had the opportunity to work for a number of other providers consequently  

 

„We can‟t be way out of line with what others are offering, otherwise we won‟t be able to 

recruit.‟   

 

Having recently become a social enterprise, site 9 had made a commitment to staff that they 

would honour the terms and conditions set out in Agenda for Change.  

 

b) Service redesign 
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Respondents at all sites described efforts to ensure services were efficient.   

 

At site 9 a respondent described how they were reviewing services to make sure they were still 

offering value for money. They did this by benchmarking their services against other providers.  

At site 6A a respondent described how they were working with commissioners and partners to 

redesign adult CHS.  For example, in an effort to reduce admissions to hospital they had 

successfully developed a rapid response service with GPs and the ambulance services. At site 8 

they were just putting the final touches to a structure for clinical services management to go out 

to consultation, which would take out a third of the management posts and redirect them back to 

frontline services.   

 

c) Estate and resource management 

 

Examples of how resources were being better managed were provided at several sites.  

 

Two sites had made considerable savings by moving staff to new locations. At site 8 respondents 

reported a saving of a quarter of a million pounds a year as a result of moving their headquarters 

to a new site, whilst at site 7 they had moved staff from 4 locations to one base.    At site 9 a 

respondent reported that two thirds of their running costs related to staff costs and consequently 

they had reviewed how they could reduce these costs.  For example back office staff could work 

differently. Indeed some of their staff now shared office space with the local authority, thus 

reducing overheads.   Additionally they were outsourcing a number of back office functions, 

because they believed they could deliver economies of scale by buying the expertise. 

 

Respondents at site 7 reported being frustrated by the lack of clarity about ownership of the 

estate after the White Paper, Equity and Excellence: Liberating the NHS.  They described how an 

earlier document concerning transforming community services implied  that PCTs would retain 

the estate and give operating licenses to the provider of their choice to operate within them, so 

that they always had somewhere close to patients from where they could invite an appropriate 

provider to operate.  The demise of the PCT in the Equity and Excellence White Paper raised a 
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question over that estates strategy.  As a result, the site was reluctant to make any investment 

plans which include land and property. 

 

At site 9, the social enterprise, respondents described how the organisation did not own any 

assets.   Whilst they recognised that in one sense this meant that their financial risk was very low, 

it also meant that banks would not provide them with a loan or an overdraft facility because they 

did not have any assets to give as security.  In order to finance the organisation they had had to 

 

 „come to an agreement with the PCT, the host PCT to pay us still the income or the 

contract income first working day of the month and that‟s an arrangement on a 

temporary basis to start up, but it will be reviewed after the end of this financial year.‟   

 

d) Business opportunities 

 

Some of the sites were already planning how they would develop new business opportunities. 

However most recognised that the broader financial context meant that these opportunities would 

be few and far between.   

 

At site 7 there were no opportunities to develop new services, apart from a few „pockets of 

services‟ which the acute trust currently provided and which respondents thought might sit better 

with the community provider.  They had, however, identified a number of opportunities to tender 

to supply some children‟s services for the local authority.  But these plans had been frustrated 

because the tender was put out to 

 

 „Three established providers and we‟re not yet an established provider, but, yeah it‟s 

frustrating because I think geographically, it will make more sense for us to do it.‟ 

 

 Respondents at site 6A had also been recently awarded a contract by the local county council to 

provide a wellbeing service.  Additionally they had identified small pieces of work that the local 

acute trust currently provided but that they thought would make more sense for the CFT pilot to 

provide.   
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Managers at site 9 were considering how they could work more closely with the local authority 

as well as with other stakeholders such as GPs. Key to their strategy to grow business was an 

emphasis on what they termed „cost leadership‟.  They explained how 

 

„We have to be, you know, always delivering value for money, economy efficiency and the 

effectiveness of our service and therefore, by maintaining that leadership, we think that 

we can work with other providers locally and by working or forming an alliance with 

them, we don‟t waste the resources in competing for the same service for different prices 

and things like that.‟   

 

 

As far as quality of care was concerned, one respondent reported that the process of becoming a 

CFT pilot had had a positive impact  

 

„Certainly pushing the quality and looking at PROMs (patient reported outcome 

measures) and PREMs and making it more systematised and auditable.‟   

 

Participants at most sites spoke of the problems organisations had in relation to the quality of 

information they collected about service provision and the effectiveness of IT systems. 

  

Barriers to becoming more business-like 

As with the first phase of interviews, the CHS providers here identified the poor quality of 

information systems as a barrier to improving efficiency, productivity and quality of services. 

 

At site 6A participants noted the poor quality of the data they collected in relation to the services 

they provided. Similar difficulties were identified at site 9 where a participant noted that staff 

were not accurately recording activity because, in their view, some  

 

„Clinicians are more concerned about treating the patients and providing the service 

than recording them on the back office function.‟   
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However they also thought these difficulties were partly due to the new electronic patient records 

(the RIO national programme) that they were using which had been subject to a number of 

updates and was consequently thought to be unreliable.   

 

These IT difficulties were summed up by a respondent at site 8 who noted that  

 

„because traditionally community services haven‟t had a history of, you know, 

performance management and, you know, delivering the information, our activity 

information is nowhere near complete yet and this is a method of making sure that people 

know it‟s important and that we pay attention to it and it takes some time for it to work its 

way through and it‟s proved to be a mechanism that‟s making a difference.‟  

 

To improve their monitoring of activity they were keen to purchase a new IT system but they 

recognised that it required some financial investment and they needed capital for that.  

 

Changes in governance structures for CHS 

 

A key feature of being a CFT would be to have a new governance structure involving staff, 

patients and the local community. As in phase 1, we asked these CFT pilots what progress they 

had made with establishing these structures, before they actually became CFTs. We also asked 

the social enterprise about its governance structures. 

 

Representatives at all sites interviewed described the progress made in establishing new 

governance structures.  At site 6A representatives reported that they had been functioning as an 

autonomous provider organisation since April 2008.  Consequently they had already put in place 

the structures required to become a CFT.  They had established a board and had appointed 

people to all of the positions so that they already had a full complement board that reflected the 

statutory NHS board.  Additionally they had a scheme of delegation and a statement of 

accountability in relation to the PCT.   
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Representatives at site 7, which had joined the CFT pilot programme at a later date than the 

original pilots, had begun the process of establishing a governance infrastructure, which mirrored 

that of a Trust. They had their own Audit Committee and our own Governance Committees 

already set up.  Despite this organisation‟s late entry to the CFT pilot programme, they had 

already established their own independent risk assurance framework and risk register as well as 

having set up an independent financial reporting process.  Such was the progress that a 

representative described how  

 

„You don‟t notice that we‟re not working as a Trust, …to me, it feels internally as though 

we‟re a Trust and then you suddenly just get a reminder that you‟re actually still an 

arm‟s length body.‟ 

 

At site 8 the rationalisation of three separate provider organisations over the previous two years 

had added an extra complication to the process of setting up new governance arrangements.  

However the recent move to one PCT acting as host had enabled the pilot to rationalise reporting 

mechanisms.   As with other CFT pilots they had established an executive team which included 

executive and non executive positions.   The non executives were mainly drawn from the private 

sector and a respondent at this site noted the importance of their contribution and how they 

„pushed us hard to improve our game.‟   

 

Once again there was some concern about how the membership body, required of CFTs, would 

work.  At site 6A a representative of the PCT described the potential benefit that the membership 

body could bring in relation to how services are shaped.  However they went on to comment  

 

„my fear is that, you know, what will happen is what has happened in some cases with 

Acute services, is that actually the membership body becomes, you know, a lobbying body 

for, you know, decisions about investment across the whole of the NHS which, actually I 

don‟t think individual Foundation Trust membership bodies have that legitimacy.‟   

 

The decision at site 9 to become a social enterprise meant that the organisation had had to 

develop a different organisational structure to those of the CFT pilots and this required a 
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different set of governance arrangements.  A respondent reported that the social enterprise would 

have a flat structure as far as possible. 

 

„So we‟ve got the Council, so we‟ve got the Directors, the Council of Governors and then 

the members and the members are from, they‟re picked from the community, so it‟s 

service users, people who have been services users in the previous six months.‟  

 

 Members of the community had to apply to become a member but once they were  

 

„A member you‟re still a member and this is because we want our membership to be 

interactive with the company, they‟re going to be our membership because we‟re a 

Community and Trust Company [sic], not for profit, it‟s all about providing services to 

the public and it‟s their interaction we want.‟   

 

 

Analysis of the formal governance of the social enterprise 

 

We also undertook a formal legal analysis of the governance structures of the social enterprise. 

We had hoped to compare these with those of a CFT, but none was established during the course 

of the study. 

 

This analysis is based on the Articles of Association, a diagram of the governance structure and 

an interview with the company secretary in December 2010, as well as an earlier interview with 

the Directors of Quality and Finance in September 2010. 

The formal governance structures were only put in place in late 2010 and they had not been fully 

implemented at the time of the interviews. 

 

This is a community interest company limited (CIC) by shares, which means that it is governed 

by the Companies Act 2006. Thus, the liability of the members is limited to £1 each, at most. 

 

„The Company‟s object is to carry on business in relation to health and well being for 
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the benefit of the community, including (without limitation): 

3.1.1 Providing and developing community and primary health and social care 

         services; 

3.1.2 Providing high quality accessible services; 

3.1.3 Providing value for money services to commissioners and stakeholders; 

3.1.4 Being a driving force for innovation in the delivery of services in community 

         and other settings; and 

3.1.5 Being regarded as a provider of choice for community services such as 

these in the XXX and beyond and continuing to develop innovative, cost effective services      

that respond to the needs of people. 

3.2 The Company is committed to: 

3.2.1 following founding Principles and Values of the NHS; 

3.2.2 Partnership working and staff involvement (in which context the Company 

         recognises that the participation of trade union representatives in the 

         partnership process can contribute to improved services to patients and users); 

3.2.3 Co-operating with NHS bodies and local authorities; 

3.2.4 Striving to minimise its impact on the natural environment; 

3.2.5 Retaining profits and applying them to achieve the Company‟s purpose; 

         and 

3.2.6 Working to and promoting the co-operative principles for the benefit of the 

          community.‟ (Article 3) 

 

The structure of the governance arrangements is as follows: 

a) Members 

b) Council of governors 

c) Board of directors 

 

a) Members 

There are three types of member: 

1) Staff, who must be employed by (or „carrying out functions for‟) the Company (Art 

7.3.2). 
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2) Community, who must either be a service user (or has been one within 6 months of 

applying to be a member); or a career of a service user; or a „registered volunteer‟ (Art 

7.3.1). 

3) Funding, who would be holders of Capital Funding Shares (Art 7.7). These members 

would be entitled to interest on their investment (Art 13.9). There are none of these 

currently issued, and there is no intention to do so (Company Secretary Interview). 

Although the Articles currently provide for separate constituencies of members (short term care; 

long term care and universal services), the Company Secretary said that these would not be used, 

as they were too complex. 

Each member has one vote. 

The quorum for members‟ meetings is 20 members (or 10% of members, if lower), which must 

include at least five community members and five staff members (Art 8.10). 

At present, all staff have been made members, but they can opt out if they want (Company 

Secretary). There are currently about 560 staff. 

 

b) Council of Governors 

This body has functions including:  

 to appoint and remove the Chair and non-executive directors (NEDs) (The Chair is 

chair of the Council of Governors and Board of Directors);  

 to approve the appointment (by the NEDs) of the Chief Executive; 

 to appoint and remove the Auditor 

 to liaise with the „Chair of the Joint Negotiating and Consultative Committee (JNCC) 

Staffside to ensure the interests of the JNCC Staffside are considered when the 

Council of Governors is exercising its functions relevant to the JNCC Staffside‟ (Art 

9.6.10) 

 

We were told about another representative body outside the company structure (Director of 

Quality). This is a staff side group which all staff are being encouraged to join. It is not clear 

how this body relates to the JNCC or, more generally, to the Trade Unions. 

 

The make up of the Council of Governors is 



117 

 

 Nine Community Governors elected from the Community Members constituency 

 Four Staff Governors from the Staff Members constituency 

 A maximum of four Appointed Governors, appointed by the Appointing Organisations 

(which are organisations proposed by the Council of Governors and approved by the 

Board of Directors) 

 One Funding Governor (only if Capital Funding shares are issued) (Art 9.1). 

This means that the Community Governors will be in a majority. 

We were told by the Director of Quality that the local PCT and the local authority would each 

appoint governors. 

 

c) Board of Directors 

Composition of the board is determined: 

 Not less than half of the Directors must be NEDs (including Lay Advisors, who are not 

Community Members, but appointed as NEDs by the Council of Governors). 

 There must be a Chief Executive, Finance Director and healthcare professional director 

(Art 10.1). 

 The NEDs and Chair are appointed by the Council of Governors (Art 10.5). 

 The Chair and NEDs appoint and remove the executive directors (Art 10.8) 

Board meetings need a quorum of eight directors including no less than four executive directors 

and two NEDs (Art 10.11) 

Each Director has one vote (10.14) and the Chair has a casting vote (Art 10.15). 

This means that the NEDs have half the votes on the board and control over who is appointed as 

an executive director. In turn, the NEDs are appointed by the Council of Governors. Potentially, 

this gives the Council (and thus both staff and users) a large degree of power. 

 

Asset lock 

The company can only transfer its assets for full consideration (i.e. at proper market value) (Art 

12.6) unless it is to an Asset Locked Body (which is another CIC, charity or permitted industrial 

and provident society – Art 17.2) or for the benefit of the community otherwise. 

If the company is wound up, its assets must go to another CIC chosen by the Members (Art 12). 
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Although the company can pay dividends to Members (Art 12.7.3), profits are not to be 

distributed „either directly or indirectly in any way whatsoever among Members, but shall be 

applied to maintain prudent reserves and on expenditure in carrying out the company‟s objects‟ 

(Art 15.4). 

This means that all the profits have to be ploughed back into the business. 

 

Comparing this CIC with an acute Foundation Trust 

The governance structure is remarkably similar to that of an acute FT, which also has members, a 

council of governors and a board of directors. The membership of each body is also similar. (But 

FTs do not have the possibility of raising capital by issuing Funding Shares, as they do not have 

shares.) 

Provisions on winding up are on the same lines. Whereas currently FTs‟ assets go back to the 

State, those of this CIC would go to another CIC. 

Transfer of assets is less clear. It appears that the CIC can transfer assets for full value, whereas 

an FT has assets which cannot be disposed of. (These consist of those required to carry out its 

authorised services, as authorised by Monitor). 

The same empirical questions arise as for an FT: how much participation is there in fact from 

members and governors? Do they feel they have a clear role? What roles do staff actually play in 

governance and how do the different staff representation bodies relate to each other? We were 

not able to answer these questions during the course of the study, as the social enterprise had 

been set up so recently. 

 

The national representatives of the two trade unions we interviewed (Royal College of Nursing, 

RCN, in October 2009; and UNITE in January 2010) took different views concerning the 

„spinning out‟ of CHS into social enterprises. The policy of the RCN was to remain neutral 

concerning this transfer of staff out the NHS in principle, and to evaluate each proposed 

transaction on its merits. It would only support „spin outs‟ where it could be demonstrated that 

the transaction would improve patient care and the lives of staff.  In contrast, UNITE was 

opposed to such transfers on principle.  

 



119 

 

Both trade unions supported the separation of CHS from the commissioning PCTs, as they 

thought increased autonomy would allow quicker service improvements.  UNITE was concerned 

that CHS should stay inside the NHS. The representative of UNITE was not enthusiastic about 

FTs in general, because she did not think that they had delivered any benefits to patients, and did 

not manage to involve staff in governance. But she stated that „foundation status may be one of 

the best/worst options‟ for CHS. 

 

General conclusions from the second phase of interviews 

 

The same issues arose in this second phase of interviews as in the first one: the main reason CHS 

wanted to become CFTs was to increase their autonomy and speed of decision making. In the 

case of the social enterprise, it did not think it was big enough to become a CFT, so it opted for 

the social enterprise route to autonomy instead. Strides had been made in separating from the 

commissioning parts of the NHS and the CHS were becoming more business-like, despite 

serious problems with their IT systems. They were making some progress in changing their 

governance structures in preparation for CFT status. The social enterprise had a formal 

governance structure which mirrored that of an acute FT in many respects. 

 

CHS were well aware of the increasingly important role of GPs as commissioners of care under 

the White Paper, Equity and Excellence: Liberating the NHS, and they were planning to take this 

into account. Concerns were raised about the uncertainty introduced by the White Paper 

concerning ownership of CHS assets in the absence of PCTs. 
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Third phase of interviews: June to November 2010 

 

These interviews were undertaken once it became clear that some organisations which had been 

in the CFT pilot programme were no longer being allowed to continue and once it was also 

clearer what the organisational destinations of the comparator sites would be. Thus, all 

organisations that had not been or were not now following a CFT pathway were followed up 

towards the end of the study, between the months of June to November 2010.   These included 

two organisations that were originally part of the CFT pilot programme and had changed 

direction (1A and 4A).  There was also one site which had intended to become a CFT (although 

it was not included on the original CFT pilot programme) but which had now changed its plans 

(6B).  Altogether seven organisations were included in this follow up: 1A 1B 2B 3B 4A 5B 6B. 

 

The aim of the follow-up was to discover what the organisations were now planning for CHS and 

to capture some of their reflections on recent organisational changes.   

 

Organisational Form 

 

The first issue we raised with these interviewees concerned their current organisational plans. 

These varied between sites. 

 

Four organisations planned to transfer all or most of their CHS  into either a temporary or 

permanent merger with their local mental health trust (1A 1B 2B 6B). One planned to be hosted 

temporarily within an Acute Foundation Trust (4A), one was considering becoming a social 

enterprise or integrating with one or more public organisations (acute or mental health NHS 

trusts or the local authority)  (3B); and one was planning to disperse services to a number of 

Trusts, including acute, community and mental health (5B).  During interviews the organisations 

were at various stages of separation and transfer, aiming to meet the implementation deadline of 

April 2011 set by the Revised NHS Operating Framework (DH, 2010a)  

 

It was interesting to note that these organisations, including some of those originally on the CFT 

pilot programme, had changed organisational direction at some point during the study.  For those 
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originally on the CFT programme (1A and 4A) the main reason given for the change of 

destination was that it was considered financially „not viable‟ by the organisation‟s 

commissioning PCT.  The current economic climate was cited as a key reason for consideration 

of non-viability, as organisations were now more risk averse.  One respondent (1A) said that they 

would have had the appetite for taking the risk a couple of years ago, as it was then considered 

viable for a small organisation (i.e. for those with annual income of around £44 million), but not 

now.   

 

Other organisations, although not then pursuing the CFT pilot route, had changed direction from 

plans made earlier.  The CFT option was still considered a popular choice, or in fact providers‟ 

preferred organisational form, and some (1B, 3B, 6B) were developing their organisation with 

the expectation that achieving CFT status might be a possibility in the future.  One organisation 

(2B) was planning to continue to remain a direct provider but had to change direction and make 

plans for separation following new policy directives of the new government (DH, 2010a), as they 

were now no longer able to pursue this route.  Accounts of changes in organisational structure as 

being a „complex and time consuming process‟ were common.   

 

A „hosting‟ or temporary, arrangement was opted for by two sites, being those who had 

originally been on the CFT pilot programme (1A and 4A). The aim of this decision was to gain 

time to develop and review proposals for their community services in the future.   

 

The other sites had opted to either merge or have a temporary hosting relationship with their 

local mental health or acute trusts.  A responder from site 5B, who was planning to disperse their 

CHS among a number of trusts and other organisations (including acute, mental health and other 

community trusts), made clear that this was not the provider organisation‟s preferred route, 

which had been to pursue either becoming a CFT or to integrate their services within one mental 

health trust.  They did not gain their PCT‟s support to continue these options. 

 

Those organisations that had originally pursued a CFT pathway had had the decisions to 

withdraw made by their PCT Boards, with the PCT commissioners taking the lead on appraising 

options.  As stated previously, financial viability was cited as a key reason in each case.  One 
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respondent (4A) said that the scale of the financial challenge facing the NHS was an important 

factor for opting out of this pathway.  Another (1A) was keen to insist that the decision was 

theirs, and that they had not been pushed into making it and that it was made purely on a 

financial case.  Two respondents, both from organisations originally on the CFT pilot 

programme (1A, 4A) spoke about staff engagement – particularly about how this was exercised 

as part of the CFT consultation.  Both said that they felt that the provider organisation‟s staff 

were behind the decision to withdraw from CFT and that remaining within the NHS family was 

more important than the final organisational outcome.  However, one respondent (4A) added that 

this process did not appear to be consultative or potentially constructive or helpful. 

 

“I wasn‟t involved in it, but there was staff discussion; there was staff engagement; there 

was a fairly extensive email and exchange with staff, but you could barely call it formal 

consultation.  You would barely call it proper engagement in many ways.”  

 

Reasons for changing direction and choosing the proposed organisational form were mixed.  One 

participant (2B) said that, prior to new governmental directives disallowing direct PCT 

provision, they had always planned to directly provide CHS alongside their local authority, they 

had not even contemplated other options. Therefore they were developmentally behind other 

organisations who had been preparing for merge or to become a CFT for some time.  They had 

decided to go to their local Mental Health Trust as a temporary holding position until they could, 

hopefully, organise a suitable integration with their local authority.  Another participant (5B) 

said that their organisation chose vertical integration with a range of Trusts for reasons of 

financial benefit and security.   

 

 „ ...there is a premise on which it‟s based, which is that with vertical integration .. there 

can be a negotiation about capping the contracts for next – for the subsequent years on 

the basis that the Acute Trusts have all the means of control of demand, be it the 

community services.  So there‟s an underlying premise that says that it makes it 

financially more manageable doing it that way and that you can control and limit the 

amount of expenditure on a healthcare system by complying, if you like, with the Trusts, 
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.........getting them to buy into a sort of block contracting approach to particularly the 

unscheduled care elements of work‟.   

 

One respondent spoke about lack of autonomy in terms of option appraisal (2B) but did agree, 

that if they had been properly consulted, they would have come up with the same proposal,  

 

„The exercise itself could have been more inclusive but feels that it was a good option for 

them, given the circumstances‟. 

 

All sites had discussed options and potential alternative forms, including the option of becoming 

a social enterprise.  Risk appetite was cited by many participants (1A, 1B, 3B 4A) as a reason for 

not pursuing this route, plus there was a strong desire for remaining within the NHS family  

 

“.....what they really want to see is the retention of the NHS brand; they want the 

retention of their terms and conditions and as an NHS employee and they do not wish to 

deviate from core NHS culture.  And what has come back from it is that they‟re not overly 

concerned about who owns the corporate contract for it, as long as it‟s an NHS branded 

employer...... “They were saying, well, as long as we‟re still part of the NHS, call it 

whatever you want.”  (1A) 

 

Two respondents (5B and 6B) spoke about the lack of response to them from staff about the 

„right to request‟ a social enterprise and one (1A) added that the timescale was too short for 

considering this route.  

 

A mental health NHS trust was, for most (1A, 1B, 2B, 5B 6B), considered to be a „better fit‟ for 

CHS.  As a respondent from site 6B put it  

 

“.....working with Mental Health will give us an opportunity, I think, in the future to have 

an organisation that‟s much more holistic in terms of patient care.....so patients, 

hopefully, will see a benefit”.   
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This was also true for one participant from a CHS provider choosing to have their services 

hosted by an acute trust (4A).  They too thought their services would be better served within this 

domain but their local Mental Health Trust was not in a position to diversify  

 

“.....at the core of our business, philosophically, we were, I think, very consistent with 

mental health, you know, trying to prevent people from going into hospital, very focused 

on the health improvement side of the agenda, very similar relationships with Local 

Authorities, very committed to integration with social care, similar interface with 

General Practice through the Primary Healthcare Team.” 

 

As referred to above, the importance of remaining within the NHS was significant, specifically 

when considering alternative options such as creating a social enterprise for CHS, which all had 

considered.  Many participants (1A, 2B, 5B, 4A) cited the need for security that the NHS brings, 

even though they noted that they will now be entering a more competitive arena:   

 

“The general sense for staff, I think, is it‟s still NHS employment and that‟s been one of 

the big sell points of our proposals that it‟s NHS family transfer, so people retain all their 

NHS terms and conditions, which is very important and very powerful and so that‟s been 

seen as quite key by staff, so that‟s the positive.” (Respondent from site 5B) 

 

“....you know, what they really want to see is the retention of the NHS brand; they want 

the retention of their terms and conditions and as an NHS employee, and they do not wish 

to deviate from core NHS culture.  And what has come back from it is that they‟re not 

overly concerned about who owns the corporate contract for it, as long as it‟s an NHS 

branded employer” (respondent from site 1A) 

 

Although there was some anxiety expressed about moving into another organisation, particularly 

among those merging with Acute Trusts (3B 5B), acceptance of change was common among 

many of the organisations interviewed (2B, 5B, 4A, 1A).  Most, if not all, had undergone a 

number of re-organisations in the past decades and this was understood as just another example 
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and was not perceived as a threat as long as they remained within the NHS family.   It was a case 

of re-organisation fatigue. One site commented: 

 

“You know, people, you know, they‟ve worked in ..... For 20 years and they‟ve been 

reorganised four or five times.  So, this is just another one, isn‟t it?  And does tend to 

come through, so there‟s a bit of, you know, just being quite philosophical about the 

whole thing.” (Respondent from site 5B) 

 

This point was reiterated by another site: 

 

„What I would say is I think the whole focus on organisational form has compromised 

service, you know, transformation to a degree which may not have been its intent, but I 

think the amount of work that‟s needed to do that, sometimes it has detracted from direct 

service delivery.  Any my view would be that the priority should always have been to look 

at what, and how to get the very best out of services rather than what form they take.‟ 

(Respondent from site 3B) 

 

Benefits of re-organisation of CHS 

 

Despite the difficulties raised all the participants in this phase of interviews referred to a number 

of organisational gains from being required to re-organise and, specifically from being involved 

with the CFT pilot programme.  Overall this was seen as an opportunity for organisations to get 

their house in order by developing their governance structures and make improvements in quality 

and performance.  Separation of CHS providers from their PCTs gave organisational autonomy 

to make specific decisions about the governance arrangements necessary for creating a new 

organisation.  However, perceptions of levels of autonomy differed.   

 

One participant (4A) said that they had managed to reach a level of autonomy where they are 

able to determine investment and re-invest their surplus back into front-line CHS.  In contrast, 

others said that they felt very much tied to their commissioning PCT and were not able to make 

many business decisions.  Though the separation process enabled organisations to aim to 
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function as separate autonomous arms length organisations, aspects of autonomy and self-

determinism as an organisational gain were more forcefully stated by those representing 

organisations that were originally on the CFT route (1A  4A). 

 

Nevertheless, new governance arrangements with improved reporting mechanisms to ensure 

accountability were a feature of change for all of the participants interviewed.  Most (1B 2B 4A, 

5B, 6B) said that they had benefitted from improving performance and quality within the 

organisation, by having a board specifically focused on this, and having  improved processes of 

information gathering.  One representative said that this was „significant‟ for their organisation:  

 

“The quality of the performance reports and the quality framework we take to the Board 

now, you know, is unrecognisable from what it was three years ago” (4A)  

 

Despite these developments some participants noted that there was still room for further 

improvement particularly in relation to collecting data about performance, productivity and 

quality.  

 

There was general recognition that the processes involved in provider separation helped 

organisations become more business like and improve efficiency.  This was considered an 

important gain by all, not just for those who had been on the original CFT pilot programme.   

Many spoke about their aim of delivering a higher level of service, giving examples of 

developing innovative approaches to service delivery by using different methods and venues, 

changing skill mixes and targeting different groups (such as vulnerable people)  as well as 

increasing the number of activities and contacts. 

   

Becoming more business-like was a positive outcome for all of the organisations interviewed, 

although this was more evident for those who had been on the original CFT programme (1A 4A).  

Although some mentioned their disappointment with their current pathways, all respondents said 

that they felt the process of organisational change or preparation for the CFT pathway 

specifically was beneficial for their future transformation and due diligence processes, and that 
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their preparation was not wasted, particularly for those who had been originally on the CFT 

route:  

 

“we‟re still smarting a bit, we‟re still a bit disappointed, to put it mildly, that we‟ve not 

been able to complete the journey, but we understand why, but no, when I‟m – when 

people are giving me the sympathy vote about, you know, all that work you‟ve done and 

all that wasted time and energy, well actually, hardly any of it has been wasted because 

all of it has resulted in a much stronger organisation and a much stronger set of 

community services, so I‟ve no regrets in that respect...... we‟ve got a more efficient, 

more productive, more customer focused organisation coming out at the end of it, so 

patients will see a benefit.” (Respondent from site 4A) 

 

Another site reiterated the point: 

    

“if you‟re gearing up over a period of 12 to 18 months to become an FT, you‟re, by the 

nature of doing this; you have to reengineer your core corporate processes.  So therefore, 

there‟s masses amounts of learning and benefit in doing that, which is serving its purpose 

now in terms of making the due diligence.” (Respondent from site 1A) 

 

 

Relationship between CHS and their PCTs   

 

In general, there was agreement that provider/commissioner relationships were now on a more 

„business like‟ footing, and communications between the provider arm and PCT changed since 

separation. There was some concern expressed over this change of culture, however, with one 

representative from site 1A expressing unease about this change in relationship: 

 

 “Some of the senior management teams started to exhibit behaviours as if it was a 

separate organisation and a separate Executive Team and pre-existing close 

relationships between the commissioner and the provider, it started to get affected by 

that.”   
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Whilst most indicated that they found the separation a positive experience for their services, 

operating in the main as autonomous „arms length‟ organisations within their PCT, one (2B) 

expressed their unease and frustration with issues around lack of autonomy and vulnerability 

since embarking on this change.   They did not feel they had gained sufficient independence to 

act as a business, not being on a „level footing‟ with their colleagues in their commissioning PCT 

and therefore did not feel that this was conducive to developing good business relationships:  

 

“Again, as a – I think, you know, the consequence of being a direct provider arm was 

that we were, you know, actually very tied to the strings of the organisation and to the 

commissioning organisations‟ needs rather than to our business needs.......what we‟re 

doing is really not planning the healthcare services of the future, we‟re responding to 

those plans which come from the commissioners”  

 

A participant from site 5B suggested that the provision of CHS within a  PCT was detrimental:  

 

“I don‟t believe that being part of the PCT has served community services one iota in this 

city.  But, you know, there‟s been no real development, no real investment, no real gains 

through being in the [PCT] commissioning organisation.”  

 

Contractual relationships remain largely unchanged, as all of the participants interviewed 

reported that their organisations were continuing to operate within a framework of principally 

block NHS contracts for most of their services and were expecting to continue on this basis for 

the next few years.  Some also said that they had a small number of services on a tariff, or 

payment by results, basis (6B 2B).  One participant (4A), however, said that a significant 

proportion of their services, around one quarter, were now on a tariff basis.  As all sites were still 

in discussions about the nature of future contracts with their host or merging organisations, it was 

difficult to get definitive answers to the question of how they were planning to contract their 

services in the future.   
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Contract complexity and bureaucracy was, however, an issue for many of those interviewed, 

presenting a challenge for meeting key deadlines, such as, in one case, having to „sign off‟ 

contracts three months earlier than usual. 

 

Local context 

 

We investigated the local context in the first round of interviews so, as a follow-up in this phase, 

this issue was not explored in depth.  However, many of the CHS participants interviewed in this 

phase spoke about maintaining good local links and developing partnerships for healthcare with 

their local health economy.  History and organisational structure appeared to play a part in 

influencing the level and range of relationships and the continuing organisational change 

programme for CHS served to further strengthen these links.  

 

Two participants spoke about having particularly strong links, particularly within the local public 

sector.  A representative from site 4A spoke about their CHS‟s historically strong relationship 

with their Local Authority, Social Services and Primary Care Sectors and also with the Acute 

Sector, through providing intermediate care within their community hospitals. The latter enabled 

them to influence patient pathways by improving the patient experience in and out of hospital.  

Additionally a respondent from site 1B spoke of how, as being historically part of a joint 

commissioning organisation, they were working with their local authority and a number of 

community providers to look at different models of services to meet needs of differing 

communities. This was further aided by their managing director reporting to the Chief Executive 

Officer of the Local Council, who was also CEO of the PCT.  There was, however, some 

concern expressed about the speed of the change process and how this might impact on 

maintaining these links:   

 

“I think it‟s more transition in the sense that everything‟s changing, everything‟s 

changing rapidly.  I think because of that, some of the areas where we used to have really 

good close dialogue, because of the speed of progress, we haven‟t been able to have 

those discussions” 
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As far as changes in commissioning arrangements under the Equity and Excellence White Paper 

were concerned, all participants spoke briefly about their current relationships with practice 

based GP commissioners, and, where able, emerging GP consortia.  Typically they had made 

links where they were able to, but feelings were divided about how this might work.  

Two interviewees (4A 5B) considered this as a potential threat to current CHS provision, 

viewing GP provider companies as competitors, particularly for those CHS that were not being 

delivered through the traditional community routes, including those that were integrating with 

the acute sector.   

In contrast another (1B) viewed this as an opportunity to influence future CHS commissioning, 

citing a multi-professional discussion to emerging new „GP led‟ consortia  

“... However they have got quite a well established GP commissioning arrangement and 

they – there‟s a lot of discussion taking place, and I have to say.....it is definitely wider 

than just GPs. There are other Clinicians involved in there as far as Nurses. 

......Pharmacists and Dentists involved in those discussions around the GP 

commissioning, however I do see that there are advantages because the dialogue that 

we‟re having currently means that we‟re talking to GPs, GP Commissioners...”  

 

Problems/Issues 

 

A number of problems or issues arose during these third round interviews.  The prevailing wider 

economic climate and its impact on health services in general, account for many of the problems 

or issues expressed.    

 

Economic Climate 

Undergoing radical organisational change against a backdrop of national economic stringency 

presented a major challenge to all organisations.  All spoke about the recent directives to make 

organisational cost savings whilst improving productivity and efficiency and the effect this was 

having on staff morale, particularly among the managers.  Respondents expressed general 
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feelings of being unsure of the future (1A, 4A, 1B, 5B,) and of the outcomes of the services they 

provided.   

 

For example one participant (4A) said  

 

“You‟ve got to look at the context, the background.  You know, basically, what umpteen 

other public sector services are going through right now. I mean, we‟re having to take 

out 50% of our management costs, and...that‟s having a serious morale effect.”  

 

Costs of change 

The cost of organisational change for CHS, particularly management and consultancy costs, were 

mentioned as being significant for some (1A, 5B, 1B).   

 

“The costing, and certainly management costs escalated.  If you looked at the 

management costs of the community provider prior to the programme and then after the 

programme, management costs have significantly escalated and there was no sensible 

rationale for that” (1A) 

 

But this was not the case for all of the organisations.  One interviewee (1B) felt that, overall,  it 

had not been a prohibitively costly process for their organisation,  adding that major financial 

challenges had been linked to the reduction in management costs and cost improvement savings 

they were required to make as part of the national drive to reduce costs.  

 

Another respondent recognised the benefit of a „pay back‟ for the likely costs of the transfer 

 

“Well, it will be quite a cost to do the transfer.  There‟s distinctly some benefits.  I‟m not 

being completely negative about it.  There are, you know, there is an efficiency gain over 

time to be had.” (5B)   

 

There was also recognition that, as they were transferring within the NHS, this probably meant 

the associated costs were less than if setting up a new organisation.  As no organisation 
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interviewed had yet transferred, there was little discussion about the actual cost of transfer, only 

its potential costs and complexities, such as potential legal costs, consultancy support and project 

management costs. 

 

Efficiency directives 

All participants spoke about the pressure to increase efficiency and reduce costs whilst 

maintaining or improving the quality and productivity for the CHS they provided.   This was 

perceived by some as a major challenge, particularly whilst undergoing structural changes.    

One interviewee from site 2B said that it was probably more significant than transferring 

services:  

“So we‟re having to work service by service to redesign the service to be delivered by a 

better skill mix of staff and, you know, to reduce management costs, to reduce back office 

support functions, admin functions.  So we‟re putting into place, you know, different ways 

really of supporting services.  So we have to do all that and maintain quality and 

maintain productivity.  In fact, we‟ve been asked to increase productivity……by 

3%…while reducing our costs by two million.  So those are the kind of things that are 

creating anxiety. And then, of course, the operating framework has required that we 

reduce our management costs by 38%,.........the transfer‟s not significant compared to 

that really”.   

This was echoed by another from site 1B  

“......Oh, yes „cause we‟ve, in the past…for five months we‟ve had to make, let‟s see, 30% 

management costs reduction. In addition, there was a 5% reduction in our budget at the 

beginning of the year, plus the cost improvement savings that we needed to make, so it 

has been financially challenging.”  

 

Staff morale 

Although we did not speak to staff directly it was interesting to note that  very few respondents 

viewed staff morale as a problem within their organisation.  On the contrary some felt staff 

morale was good , explained partially by the fact that they perceived the staff felt „protected‟ by 
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their management, that their management  were doing all they could to protect their terms and 

conditions. 

 

“They‟re feeling anxious.  I don‟t – and I wouldn‟t like to say – I wouldn‟t go as far as to 

say morale is low.......They feel well managed; they have good access to supervision.  

They have good access to performance review annually and KSF review.  They feel the 

policies support them.  They feel confident that the PCT is really – prioritises patient 

care.  So all those – we get very good response on our staff survey, better than almost any 

other PCT in the country.”  (Respondent from site 2B) 

 

“......but generally, generally, I think morale is reasonable, whatever that means.  But 

we‟re not – I‟m not seeing evidence of mass dissentor, you know, suggestions of huge 

numbers of staff leaving „because this is happening everywhere, so there‟s no difference 

there.  Staff Side aren‟t saying “This is terrible,” in fact, they‟re being quite supportive at 

the moment and quite helpful.  So, hard to gauge, but under the circumstances I would 

say it‟s reasonable.” (Respondent from site 5B) 

 

Perhaps unsurprisingly, staff morale among those organisations that were originally on the CFT 

pathway was, however, reported as less positive, particularly among the senior management 

team: 

 

 “....I think it has had an impact on the morale of that particular team because, you know, 

if one day you feel that you‟re on the road to becoming an FT and, you know, I‟m sure 

people have one eye on what the management structure would be like in such an 

organisation and then the next day you‟re told that actually you‟re not going to be part of 

that and you‟re going to be merging into another FT who‟ve got their own management 

structure, it‟s going to inevitably have an impact on morale.”(Respondent from site 1A) 
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“Just managing the morale of people when we haven‟t been allowed to complete the 

journey‟s the biggest one” (respondent from 4A) 

 

 

Short timeframe and complexity of transfer 

There was some concern expressed about the short timeframe for large-scale organisational 

transformation of CHS.  This was particularly the case for those PCTs having to re-appraise their 

original proposals and specifically for the organisation that had, until recently, been opting for 

unchanged „direct‟ provision (2B).   

 

As a respondent from that site illustrated:  

 

“I mean, the timescales have been incredibly short and just assisting with putting the 

outline business case together to support the proposal that‟s been made to the Strategic 

Health Authority has been – it‟s been quite pressurised…….gathering lots of 

documentation for the due diligence work and that‟s really taken my managers….it‟s 

really taken them off a lot of other important work just to gather all this information” 

(1A)  

 

The scale and complexity of the transfer was also seen by some as a cause for concern, 

specifically when dispersing a range of services across a number of different providers (5B) and 

merging with other community providers, with different commissioners and contracts, within the 

same Trust (1B).   

 

 

Uncertainty about the future 

Participants from CHS organisations who were planning to integrate vertically with large 

Foundation Trusts, particularly those in the acute sector, expressed some anxiety about the future 

for their services.  These concerns focused on a perceived lack of synergy between sectors, and 

an anxiety that the acute sector was not the most appropriate destination for community 

healthcare services.   
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For example one respondent from site 5B said:  

 

“There‟s scepticism that the Trusts will take seriously community services.  They will use 

them to asset strip and to support their acute activity, etc, etc, and the old days of 20 

years ago, and what have you, will be repeated.  That‟s the downside” ......There is lots of 

anxiety about it philosophically and in terms of working with an Acute Trust.”   

 

Another respondent from site 4A echoed this anxiety: 

 

 “.......but we‟re going to be less than – well, marginally, 10% of its business and it, you 

know, it‟s going to be a challenge for that organisation to make each services feel as 

though there really is a focus and a priority on developing services in the community….it 

would be a challenge for any large acute or mental health provider to, you know, 

strategically embrace community services to the extent that we‟ve been able to give it that 

focus ourselves over the last three years… and I suppose in an acute Trust with a 

fantastic tertiary set of services, that‟s, you know, a world away from the work we do, you 

know…‟  (4A) 

 

One respondent (1A) said that this was a reason for not opting for this pathway for their 

organisation:   

 

“Did consider Acute Trust - had an excellent presentation from the acute sector but 

preferred MHT as staff felt the culture was more appropriate to the community provider 

culture...also that there were less risks and more benefits to being integrated within the 

MHT” 

 

General conclusions from the third round of interviews 

 

Most organisations interviewed in the third phase of the study had, at some time during the last 

two years, changed direction from original plans and aspirations. Financial viability was the 

reason given for not continuing on the CFT pilot programme. The wider economic climate, and 
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its effect on risk appetite, as well as the importance of remaining in the NHS, were key 

considerations for choosing the organisational form they had now opted for (including changing 

direction). Mental Health Trusts were favoured over Acute for merging CHS, as more synergy 

was thought to exist with CHS. There was anxiety about services being „swallowed up‟ within 

large Trusts (particularly acute). At the same time, the pressure of cost saving agenda and short 

time frame for transfer of CHS were adding to the stress of the process. Staff were suffering from 

re-organisation fatigue. 

 

Conclusions from the qualitative part of the study 

 

The interviews conducted for the study were very informative about the views of CHS 

concerning changing their organisational forms. In this respect, we did not find any significant 

differences between those sites which were progressing on the pathway to become CFTs and the 

others (whether unsuccessful pilots or comparators). All the sites were keen to achieve greater 

autonomy by separating from their PCTs. They were of the view that they could improve the 

quality and productivity of CHS if they were able to have more control over their management. 

Despite the fact that none of the sites had achieved CFT status, some progress had already been 

made in separating from PCTs, which allowed them to become more business like, despite poor 

information systems. They had started considering issues such as staff productivity; service 

redesign; estate and resource management; and new business opportunities. These issues were 

also being considered by the comparator sites, albeit with lesser intensity. 

 

The sites moving towards CFT status had started to make changes in their governance structures 

although they were not able to recruit members yet, as they were not CFTs. The changes mainly 

consisted of appointing a separate board to run the CHS. It should be noted that comparator sites 

were also establishing new board structures. 

 

Many sites mentioned that the changes in organisational direction over the past few years had 

been disruptive. The changes in policy at national and local level had made it difficult to 

concentrate on improving services to patients, as much time had to be spent on organisational 

issues. Sites which had originally been on the CFT pathway, but not been allowed to continue in 
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this direction, were disappointed. They, together with the comparators, were concerned about 

what would happen to CHS in new organisational arrangements.  Mergers with acute services 

were regarded with particular trepidation, as there was concern about the lack of synergy 

between CHS and acute hospital services. Furthermore, many sites were concerned about the 

future effects on service delivery of increasing financial stringency in the NHS. 

 

Many sites noted that their information systems were not adequate, and that they had difficulty 

measuring aspects of quality and productivity. 
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Chapter 4 

 

Results of the quantitative study: survey and reference costs analysis 

 

Introduction 

The quantitative findings from analysis of survey data and reference costs draw on data provided 

by up to fifteen sites. Twelve of these sites are part of the original design (1-6A and 1-6B) and 

three were added later (7-9.) During the course of the study two of the sites ("1A" and "4A") that 

originally planned to become CFTs altered their intentions. None of the six control sites altered 

their intentions not to become a CFT. Three sites were added as study sites because they 

subsequently intended to become CFTs or social enterprises. A 'retrospective comparison' of up 

to 15 sites (all 12 original sites and the three added sites) is based on the sites' intentions in 2011; 

seven intended to become CFTs or social enterprises and eight did not, see table below.  

 

Table 4.1: case study sites and CFT intentions for comparative analysis 

 Original analysis 

Revised analysis CFT status non-CFT controls not selected  Total (n) 

CFT or SE "2A", "3A", "5A", 

"6A" 

- "7", "8", "9" 7 

non-CFT "1A", "4A" "1B", "2B", "3B", 

"4B", "5B", "6B" 

- 8 

Total (n) 6 6 3 15 

 

 

Data returns: 

Pre-survey questionnaire returns:  

The pre-survey questionnaire was sent to 14 sites in total; 6 original CFT pilot sites, 2 „new‟ CFT 

sites, 1 social enterprise (SE), and 5 comparator sites.  Twelve sites completed it in full and the 

other two (4A and 7) in part.  

 

 

Main survey and short form returns: 

The six original CFT pilot sites expressed a willingness to complete a version of the main 

survey, as did two of the comparators, the two „new‟ CFT sites and the social enterprise (n=11). 



139 

 

However, only nine sites completed at least some of the survey. Three sites (2 original CFT 

pilots and 1 comparator) completed (in part at least) the long version of the survey while the 

other six completed (in part at least) the short form. 

 

Of the 9 „completers‟,  4 were original pilot CFTs, one an original pilot CFT not permitted to 

proceed to Trust status, one a „new‟ CFT pilot site, one a social enterprise, and two comparators.  

 

Data completeness and quality: 

The quality and completeness of the data returned varied considerably across sites.  As data were 

required from several departments within participating organisations, it was sometimes the case 

that while the finance department could produce all the data required to answer the survey 

questions, the department with responsibility for quality-related data could not, or vice versa. 

Furthermore, while some data are simply „missing‟ (i.e. questions are not answered and no 

explanation given), some organisations could not provide us with the information we requested 

because they: a) did not collect it as they did not undertake the activity in question; b) they 

undertook the activity but did not collect the data centrally; or c) they did not have the data 

available in the format we required and could not make it available to us in that format. 

Furthermore, as some of the organisations are constituted of a number of PCTs which have 

merged in recent years, they were unable to give us historical data, as it remains with parent 

PCTs. Finally, some questions were added to the short questionnaire (e.g., regarding expenditure 

on health visitors and district nurses) which were not on the long version: data relating to these 

questions are missing for the organisations which completed the long version.  

 

Survey data findings 

 

A note on how the data are presented 

 

As noted in the methods chapter, it was not possible for the various reasons outlined to undertake 

difference-in-difference analyses of the survey data as originally planned. Instead the data are 

presented descriptively in graphs and tables. Where data from individual organisations are 

grouped for the purposes of comparison they are grouped as follows: 
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A) Original Comparison: data from the original CFT pilot sites (2A, 3A, 4A, 5A, 6A)  are 

combined and compared with those from the combined original comparator sites (1B and 

6B). 

B) Revised comparison: Data from all sites on the CFT track and the SE combined (2A, 

3A, 5A, 6A, 8, 9) were compared with combined data from the others (original 

comparators sites 1B and 6B as well as 4A, the original pilot site which did not remain in 

the CFT programme).  

 

As described in the methods chapter, findings from the survey are presented in a descriptive way. 

The focus is on the extent of variation, general trends over time, and patterns of consistency, 

with less emphasis on comparison by CFT intentions. No p-values or confidence intervals are 

presented (as the data were not suitable for statistical analysis) so descriptions of differences 

should be interpreted with caution.   

 

Findings – pre survey questionnaire 

Description of participating organisations as they existed in summer 2010: 

 

Use of dashboards and scorecards: 

The 13 organisation which responded to our question about dashboards and organisational charts 

all reported that they had a CHS provider arm organisational chart; 12 reported that they used 

dashboards or other forms of score card to report on activities, performance or quality indicators.  

 

Service structure: 

Organisations were asked how they grouped or structured their services (Table 4.2). Ten of the 

13 organisations that responded to the relevant questions reported that they had changed the way 

they structured their services since April 1
st
 2006. Nine of the 13 reported that their services were 

structured by more than one of the listed criteria. The most frequently reported means of 

structuring services were by patient population, multi-professional team and type of condition. 

While three of the five comparator organisations reported structuring services by „type of 

condition‟, only two out of the eight CFT pilot/SE sites reported using this criterion. More of the 
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CFT/SE sites group than comparators reported employing „multi-professional team‟ as a 

structuring criterion, though the pattern is reversed for the criterion „professional group‟.  

Table 4.2 How services are structured by organisations 

How services are 

structured 

All (n=13*)  Pilot CFTs 

(original, new 

and SE ) 

(n=8**) 

Comparators 

(n=5) 

By professional group 4 (30.8%) 2 (25.0%) 2 (40.0%) 

By multi-professional 

team 

6 (46.2%) 4 (50.0%) 2 (40.0%) 

By patient population 

(e.g., children) 

9 (69.2%) 5 (62.5%) 4 (80.0%) 

By care needs (e.g., feet) 3 (23.1%) 1 (12.5%) 2 (40.0%) 

By type of condition (e.g., 

diabetes) 

5 (38.5%) 2 (25.0%) 3 (60.0%) 

By geographical location 4 (30.8%) 2 (25.0%) 2 (40.0%) 

We don‟t have a formal 

structure 

0 (0%) 0  0  

Other (please describe) 4 (30.8%) 3 (37.5%) 1 (20.0%) 

*data missing for one organisation ** data missing for one organisation  

 

Types of services provided: 

The majority of the organisations provided all the services listed in the Pre-Questionnaire (Table 

4.3). This is perhaps not surprising given that the list was compiled by surveying website 

information, where available, on CHS service provision at the participating organisations. 

Community hospitals, family planning and sexual health services, and dental access or services 

were, however, provided by 10 or less organisations. The six organisations that reported not 

having community hospitals were split evenly between CFT pilot sites and comparators.   

 

Twelve organisations reported providing services in addition to those listed. These included: 

stroke rehabilitation; mental health; substance misuse; learning disability; falls and wellbeing; 
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adult social care; health promotion; stop smoking programmes; end of life care; prison health; 

community equipment; physiotherapy; medicines management; expert patient programme; 

audiology; and dermatology. The mean number of „other services‟ described was 6 (range 0-21; 

11 organisations provided data).  

 

Table 4.3: Services provided by participating organisations 

Services provided All (n=14)  

Health Visiting 14 (100%) 

District Nursing 13 (100%) 

Community Matrons 14 (100%) 

Intermediate Care 14 (100%) 

Community Hospitals 8 (57.1%) 

Continence 13 (92.9%) 

Podiatry 14 (100%) 

Diabetes 14 (100%) 

Dietetics / Nutrition 13 (100%) 

Family Planning / Sexual 

Health 

10 (71.4%) 

Children‟s Services 14 (100%) 

Tissue Viability 14 (100%) 

Dental Access or Services 10 (71.4%) 

Speech and Language 

Services 

14 (100%) 

Other 12 (85.7%) 

 

Directorates/service streams: 

Organisations were asked to name the directorates or service streams by which the individual 

services they offered were organised.  The minimum number of directorates/service streams 

named was two while the maximum was nine (mean: 5). Although the vast majority of the 

organisations deliver all the services listed in Table 4.3 above, the ways in which they organise 

those services vary considerably from one organisation to another (Table 4.4 ) and appear to be  
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quite complex. For example, while all but two organisations list at least one „child-specific‟ 

directorate or service stream, there is considerable variation, with some organisations 

distinguishing between various types of children‟s services and others providing children‟s 

services in conjunction with family or young people‟s services. Only one of the CFT pilots 

reported having less than 5 directorates or service streams.  

 

Table 4.4  How organisations describe the directorates by which they structure their services. 

Directorates, service streams or care groups listed  

Health and wellbeing;  Long term conditions; Urgent care; Adults with disabilities; Children 

with complex needs 

Children and young people; Adults and older people; Sexual health and harm reduction 

Complex community care; Long term conditions; acute care closer to home; Health and 

wellbeing; Independent living; Children, young people and families 

Promoting health and wellbeing and children‟s services; Localities; Targeted 

Universal children‟s; Children‟s; Planned Care; Care at home; Sexual health; Ambulatory 

health; Podiatry; Dental; Sexual Health 

Children; Adult; Unplanned; Adult social care 

Care at home; Diagnostic and treatment services; Children and family services; Rehabilitation 

and urgent care 

Planned care; Unplanned care; Independent living; Family planning/sexual health; Dental; 

Prison; PCTMS; Medicines management 

Children‟s; Adults unscheduled; Adults scheduled; Specialist; Facilities 

Operations and Service Delivery; Children and Families; Adults and community; Specialist 

services 

Well children‟s; Operations; Long term case management; Rehabilitation; Long term disease 

management; Child and family; Specialist; community dental 

Children‟s universal; Children‟s development and disability; Children‟s; Operations; Adult 

Children, young people and families; Long term conditions; health, wellbeing and reducing 

inequalities; Offender health 

Short term and universal services; long term care 
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Main survey: findings 

 

Participating organisations: indicators of size  

As potential indicators of size and change in same over time, organisations were asked about 

their staff numbers and their overall provider arm expenditure during the financial years 2007/08 

to 2009/10.  

 

Staff numbers 

Organisations were asked to provide the number of full-time equivalent (FTE) staff of all 

categories employed by the CHS provider arm on the 31
st
 March in each of the relevant financial 

years. Data for each organisation are presented in Figure 4.1.  
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Figure 4.1: Number of employed staff by organisation and year 

 

 
 

 

 

As can be seen from Figure 4.1, two organisations (1B and 9) employ relatively fewer FTE staff 

than the others. Apart from organisations 6B and 8, where there has been the most obvious 

increase in FTE numbers employed over the relevant three year period, staff numbers appear to 

remain generally stable, if rising slightly, from year to year within organisations. In organisations 

0 1,000 2,000 3,000
Number of employed staff (FTE) on payroll

9

8

6A

5A

3A

2A

4A

6B

1B

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008



146 

 

6B and 8 the more substantial increase in FTE number is likely to be due to the addition of a new 

service or integration into the organisation of services from another PCT.    

The mean number of staff employed by those sites originally on the CFT programme, or now on 

the revised CFT/ SE track, is greater than the mean number employed by comparison 

organisations in each financial year (Table 4.5), suggesting that the former are generally  larger 

organisations.   

 

Table 4.5: Comparison of number of FTE employees (as at the 31
st
 March on each financial 

year) 

 2007/08 2008/09 2009/10 

 n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 3 1923 (904) 4 1979 (692) 4 1999 (690) 

  Controls 2 678 (245) 2 788 (275) 2 826 (332) 

Revised comparison       

  CFT or SE 4 1765 (803) 5 1894 (628) 5 1704 (844) 

  Other 2 678 (245) 2 788 (275) 2 826 (332) 

 

 

 

Organisations were also asked about the number of FTE agency staff employed. However, 

agency staff data were missing from most of the returned surveys. Organisations may not keep 

central records of same or at least not in a form that could be made available to the research team 

for analysis purposes.  

 

Health visitors and district nurses: 

Seven organisations provided data on the numbers of FTE health visitors they employed on the 

31
st
 March in each of the three relevant financial years. Data for individual organisations are 

presented in Figure 4.2. Only four organisations, three of which are on the CFT track, reported 

an increase in the number of FTE health visitors employed between 2007/08 and 2009/10, while 

the other sites reported a slight decline in numbers year on year. 
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Figure 4.2: Number of employed health visitors by organisation and year (as at the 31
st
 March on 

each financial year) 

  

 
 

 

 

When means for organisations on the original CFT pilot programme (Original comparison)  or 

revised CFT/SE track (Revised comparison) are compared with those for the other sites (Table 

4.6), it would appear that, on average, CFT track organisations appear to employ more health 

visitors than the other organisations for each of the financial years considered (Table 4.6).        
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Table 4.6: Comparison of number of FTE health visitors (as on the 31
st
 March each financial 

year) 

 2007/08 2008/09 2009/10 

 n mean (sd) N mean (sd) N mean (sd) 

Original comparison       

  CFT-track 3 61.8 (29.2) 3 62.3 (26.4) 3 71.4 (17.1) 

  Controls 2 44.4 (1.3) 2 45.2 (6.7) 2 49.0 (15.4) 

Revised comparison       

  CFT or SE 4 55.2 (27.1) 5 57.6 (28.7) 5 60.7 (26.8) 

  Other 2 44.4 (1.3) 2 45.2 (6.7) 2 49.0 (15.4) 

 

 

 

Only five organisations provided data on expenditure on health visitors. This is presented in 

Figure 4.3. The cost per FTE health visitor has been calculated for these organisations. However, 

this should be viewed only as a rough indicator of expenditure per FTE as it does not take into 

account staff grades, and employs FTE numbers as they existed on one particular date each year. 

The two sites with the highest expenditure per FTE health visitor are located in large urban areas, 

but this could not explain the extent of the apparent disparity between their costs and those 

reported by other organisations. It is possible perhaps that, in generating costs per FTE, these 

organisations have taken into account service as well as staff costs. 
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Figure 4.3: Cost per FTE health visitor by organisation and year 
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Table 4.7) is slightly larger than that for the comparator sites, particularly in 2009/10. However, 

this apparent difference is less pronounced when the means for organisations on the CFT/SE 

track (Revised comparison, Table 4.7) are compared with those for non-CFT track organisations; 

the exception being for the financial year 2009/10. 

 

Figure 4.4: Number of employed district nurses by organisation and year (as on the 31
st
 March 

each financial year)  
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Table 4.7: Comparison of number of FTE district nurses (as on the 31
st
 March each financial 

year)  

 

 2007/08 2008/09 2009/10 

 N mean (sd) N mean (sd) n mean (sd) 

Original comparison       

  CFT-track 3 132.6 (26.1) 3 137.3 (18.7) 3 159.0 (17.2) 

  controls 2 107.2 (11.6) 2 101.7 (38.4) 2 91.9 (30.5) 

Revised comparison       

  CFT or SE 5 111.6 (52.3) 5 116.0 (55.5) 5 134.1 (66.4) 

  other 2 107.2 (11.6) 2 101.7 (38.4) 2 91.9 (30.5) 
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Figure 4.5: Cost per FTE district nurse by organisation and year 

 

  
 

As with the health visitor data, cost per FTE district nurse was calculated for those organisations 

which provided the data (Figure 4.5). Again the same caution should be observed in interpreting 

the apparently much higher costs reported by organisations 8 and 9.  

 

Annual overall expenditure:  

As another descriptive indicator of their size, organisations were asked to provide their overall 

expenditure in £s for each of the relevant three financial years. Again data were not obtained 

0 50,000 100000 150000
Cost per FTE district nurse (£)

9

8

6A

5A

3A

2A

4A

6B

1B

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008

2010
2009
2008



153 

 

from all of the participating organisations and only from three organisations for 2007/08 (Figure 

4.6). This may be due to the fact that separate financial accounts were not produced for the CHS 

provider arms in some PCTs until 2009/10. Organisations were not asked to differentiate 

between expenditure on staff and other costs.    

 

 

Figure 4.6: Overall expenditure of provider arm by organisation and year 
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With the exception of one site (9), and bearing in mind the paucity of data for 2007/08, overall 

expenditure appears to be increasing at least slightly for all of the organisations year on year.  

Perhaps not surprisingly, the two organisations reporting the highest overall expenditure for 

2009/10 (6A and 8) are located in densely populated urban areas. The fewer number of FTE staff 

employed by sites 1B and 9 may partly explain why their expenditure appears to be lower than 

that of other organisations.  

 

 

Table 4.8: Comparison of overall expenditure (£m)  

 2007/08 2008/09 2009/10 

 n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 1 * 3 101.3 (51.4) 3 104.5 (53.7) 

  controls 2 36.1 (18.7) 2 40.8 (21.5) 2 45.1 (26.4) 

Revised comparison       

  CFT or SE 1 * 4 82.2 (56.8) 5 96.5 (58.2) 

  other 2 36.1 (18.7) 2 40.8 (21.5) 2 45.1 (26.4) 

 

 

 

Mean overall expenditure (Original and Revised comparison groupings) is presented in Table 4.8 

While both the original pilot site organisations (Original comparison) and the sites on the CFT 

/SE track (Revised comparison) appear to have had greater expenditure in both 2008/09 and 

2009/10 than comparator sites, caution must be exercised in interpreting this finding given the 

small number of organisations for which data are available. 

 

Starters and leavers 

Organisations were asked about numbers of starters and leavers during the three relevant 

financial years. Staff turnover is a standard indicator of staff morale and workplace satisfaction. 

It was specified these should not include staff moving from the commissioning to the provider 

arm of the organisation and vice versa. The number of new starters reported by individual 

organisations is presented as a percentage of FTE employees in those organisations (Figure 4.7). 

Where there are occasional large increases in numbers of starters as a percentage of FTE 

employees, this is likely to be the result of the addition of an entire team or service.    
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Figure 4.7: New starters as a percentage of FTE employees by organisation and year  
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due to a substantial increase in the number of new starters as a percentage of FTE employees in 

organisations 1B and 6B (see Figure 4.7). 

 

Table 4.9: Comparison of new starters as percentage of FTE employees  

 2007/08 2008/09 2009/10 

 N mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 3 13.5 (3.7) 4 15.4 (1.0) 4 13.0 (5.1) 

  controls 2 15.2 (2.9) 2 25.0 (2.7) 2 18.6 (3.5) 

Revised comparison       

  CFT or SE 4 15.1 (4.3) 5 17.1 (3.9) 5 15.2 (6.7) 

  other 2 15.2 (2.9) 2 25.0 (2.7) 2 18.6 (3.5) 

 

 

 

The number of leavers reported by individual organisations as a percentage of FTE employees 

for each of the three relevant financial years is presented in Figure 4.8, while means for Original 

and Revised comparison groups are presented in Table 4.10. For four organisations the reported 

number of leavers as a percentage of FTE is higher in 2008/09 than in either of the other 

financial years. However, there do not appear to be any differences between sites on the original 

pilot CFT programme or revised CFT/SE track and comparator organisations in terms of leavers 

(Table 4.10). 

 

 

 

Table 4.10: Comparison of leavers as percentage  of FTE employees  

 2007/08 2008/09 2009/10 

 N mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 3 10.0 (6.9) 4 16.2 (5.7) 4 14.0 (3.6) 

  controls 2 13.7 (0.8) 2 13.7 (4.2) 2 13.1 (1.1) 

Revised comparison       

  CFT or SE 3 10.0 (6.9) 4 16.2 (5.7) 4 14.0 (3.6) 

  other 2 13.7 (0.8) 2 13.7 (4.2) 2 13.1 (1.1) 
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Figure 4.8: Leavers as a percentage of FTE employees by organisation and year  
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Budgets and income from contracts 

 

Financial accounts and allocation of budgets: 

 

As a potential indicator of the extent to which CHS providers have separated from parent 

organisations, participating organisations were asked if they, as the CHS provider arm, produced 

separate financial accounts from their parent PCT(s) for each of the relevant financial years. 

Three organisations reported producing separate financial accounts in 2009/10 (2A, 6A and 8): 

all three were organisations going forward for CFT status. The other four who responded to the 

question (1B, 3A, 6B and 9) said that they had not. For the financial year 2008/09, only two of 

same seven organisations (2A and 6A) reported that they had produced separate accounts. Only 

6A reported producing separate accounts for 2007/08.  

 

Participating organisations were also asked if they had allocated a budget to their new 

governance structures. Six organisations (2A, 3A, 5A, 6A, 6B and 8), five of them CFT pilot 

sites, reported that they had, while 2 (1B and 9) reported that they have not done so (1 missing). 

Of the seven organisations who responded to the question, three (2A, 5A and 8) said that they 

identified expenditure separately for different aspects of governance (e.g., establishing/ running a 

shadow board, and increased participatory structures, such as recruiting potential membership)  

while three (3A, 6B and 9) did not and the question did not apply to the remaining one. 

 

Cost Improvement plans 

The seven organisations that completed the question all reported that they had cost improvement 

plans.  

Contract income from PCTs, acute trusts, local authorities and other sources 

Organisations were asked to list the PCTs with which they had had contracts (worth over 

£20,000) since 1
st
 April 2007. For 2009/10, the seven organisations that provided data each had 

contracts with between two and nine PCTs. They were also asked to give the value of their 
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provider arm income from PCT, acute trusts and other sources for the three relevant financial 

years. The value of contracts with: a) PCTs; b) acute trusts; c) local authorities, and; d) other 

bodies, was calculated as a percentage of all contracts for individual sites.  

a) Contracts with PCT 

 

The value of contracts with PCTs as a percentage of all contracts for each individual site is 

presented in Figure 4.9. Not surprisingly perhaps, the value of PCT contracts as a percentage of 

all contracts held does not fall below approximately 78% for any of the organisations which 

provided data. Furthermore, this percentage does not appear to vary much over time for those 

organisations which provide data for more than one year.  As can be seen in Table 4.11, there is 

no difference between original CFT pilot sites and comparator sites, or between sites on the 

revised CFT/SE pathway and comparators in terms of mean percentage value of PCT contracts in 

either of the financial years for which comparisons can be made.  
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Figure 4.9: Value of contracts with PCTs as a percentage of all contracts 
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Table 4.11: Comparison of percentage of contracts (by value) with PCTs  

 2007/08 2008/09 2009/10 

 N mean % (sd) n mean % (sd) n mean % (sd) 

Original comparison       

  CFT-track 1 * 3 85.2 (4.5) 3 87.1 (6.1) 

  Controls 2 86.6 (4.4) 2 87.4 (3.3) 2 88.9 (2.7) 

Revised comparison       

  CFT or SE 1 * 4 85.6 (3.8) 5 89.8 (5.7) 

  Other 2 86.6 (4.4) 2 87.4 (3.3) 2 88.9 (2.7) 

 

 

b) Contracts with acute trusts 

 

As can be seen from Figure 4.10, the value of contracts with acute trusts as a percentage of the 

value of all their contracts is less than 2% for each of the sites providing data, apart from sites 2A 

and 3A. Even for these sites the value of their contracts with acute trusts represents less than 8% 

of the value of all their contracts. The apparent difference in means between CFT and non-CFT 

track sites (Original and Revised comparisons) shown in Table 4.12 are due to sites 2A and 3A.   
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Figure 4.10: Value of contracts with acute trusts as a percentage of all contracts 
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Table 4.12: Comparison of percentage of contracts (by value) with acute trusts  

 2007/08 2008/09 2009/10 

 n mean % (sd) n mean % (sd) n mean % (sd) 

Original comparison       

  CFT-track 1 * 3 5.0 (3.1) 3 3.7 (3.1) 

  controls 2 0.6 (0.3) 2 0.7 (0.5) 2 0.7 (0.6) 

Revised comparison       

  CFT or SE 1 * 4 4.2 (2.9) 5 2.8 (2.5) 

  other 2 0.6 (0.3) 2 0.7 (0.5) 2 0.7 (0.6) 

 

 

c) Contracts with  local authorities 

 

As with contracts with acute trusts, the value of their contracts with their local authorities 

constitutes a very small percentage of the value of their total contracts for the majority of the 

participating sites (Figure 4.11) and the paucity of data makes it difficult to comment on trends 

over time. Apart from the year 2008/09 there are no differences between sites on the original or 

revised CFT track and the other sites (Table 4.13).  
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Figure 4.11: Value of contracts with local authorities as a percentage of all contracts 
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Table 4.13: Comparison of percentage of contracts (by value) with local authorities  

 2007/08 2008/09 2009/10 

 n mean % (sd) n mean % (sd) n mean % (sd) 

Original comparison       

  CFT-track 1 * 3 1.8 (1.0) 3 1.2 (0.4) 

  Controls 2 2.0 (1.6) 2 1.7 (1.1) 2 2.2 (1.9) 

Revised comparison       

  CFT or SE 1 * 4 4.0 (4.6) 5 1.9 (1.2) 

  Other 2 2.0 (1.6) 2 1.7 (1.1) 2 2.2 (1.9) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



166 

 

 

 

 

 

a) Contracts with other bodies (including GPs, mental health trusts and prisons) 

 

Figure 4.12: Value of contracts with other bodies as a percentage of all contracts  

 
 

The value of their contracts with bodies other than PCTs, acute trusts, and local authorities varies 

between approximately 0.5% and 16% of the value of their total contracts for the individual 

participating organisations (Figure 4.12). Again there are no apparent trends over time in the data 
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and no substantial differences between those on the CFT track and comparator organisations 

(Original and Revised comparisons) (Table 4.14), although on average contracts with other 

bodies appear to represent a slightly a slightly higher percentage of all their contracts for the 

latter group.   

 

Table 4.14: Comparison of percentage of contracts (by value) with other bodies  

 2007/08 2008/09 2009/10 

 n mean % (sd) n mean % (sd) n mean % (sd) 

Original comparison       

  CFT-track 1 * 3 8.0 (7.8) 3 8.0 (7.6) 

  controls 2 10.8 (6.3) 2 10.2 (5.0) 2 8.2 (0.2) 

Revised comparison       

  CFT or SE 1 * 4 6.1 (7.4) 5 5.5 (6.4) 

  other 2 10.8 (6.3) 2 10.2 (5.0) 2 8.2 (0.2) 

Including GPs, mental health, and prisons 

 

 

 

Quality:  staff-related indicators 

 

A range of quality indicators related to the participating organisations‟ staff were included in the 

survey. 

 

Staff surveys and feedback mechanisms: 

Asked whether the CHS provider arm conducts organisation-wide surveys of staff in addition to 

the National NHS Staff Survey, only 3 of the 8 organisations who responded to the question 

reported that they did (2A, 4A, 6A). All of these are either on course to become CFTs or had 

originally planned to become a CFT.  Only two of these organisations reported the content / 

subject matter of their staff surveys, namely: job satisfaction (2); service development (1); and 

employment relations (1).   

 

Organisations were also asked if they employed any other mechanisms by which staff could 

„currently provide feedback which reaches provider (shadow) Board level about the organisation 

and the service it delivers‟.  This question was not framed in relation to a particular time point. 

They were asked specifically about nine potential feedback mechanisms. All (100%) reported 
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that they use email and workshops; six (86%) trade unions and joint consultative committees; 

three (43%) focus groups; two (29%) staff representatives on their Board and annual professional 

meetings; and one (14%) staff associations. In addition, three (43%) reported having „other‟ 

feedback mechanisms available to staff.   The number of feedback mechanisms used by 

individual organisations is presented in Figure 4.13.   

 

Figure 4.13: Number of feedback mechanisms used by organisations to obtain staff feedback 

 

 

When the mean number of feedback mechanisms employed by sites originally on the CFT pilot 
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sites and revised non-CFT pathways sites respectively (Table 4.15), it would appear that the 

former provide more slightly more feedback mechanisms to their staff.  

 

 

Table 4.15: Comparison of number of feedback mechanisms used  

  

 n mean (sd) 

Original comparison   

  CFT-track 3 5.7 (1.5) 

  Controls 2 4.0 (0.0) 

Revised comparison   

  CFT or SE 4 5.8 (1.5) 

  Other 3 4.7 (1.2) 

 

 

Sickness absence 

Six organisations reported that they collect data centrally on staff sickness absence. One of these, 

however, provided the data in a form that was not usable for our purposes. Mean number of 

days‟ sickness absence per FTE by organisation and year is presented in Figure 4.14. Three 

individual organisations report an increase over time in average number of sickness absence days 

per FTE: however, the average number of sickness days per FTE for the original pilot CFTs as a 

group or the revised CFT/SE sites as a group remains relatively stable over the study years 

(Table 4.16).   

 

 

Table 4.16: Comparison of sickness absence (days per FTE)  

 2007/08 2008/09 2009/10 

 n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 2 17.4 (6.2) 3 15.6 (6.4) 3 18.0 (3.3) 

  Controls 1 * 1 * 1 * 

Revised comparison       

  CFT or SE 3 15.2 (5.8) 4 14.2 (5.9) 4 16.3 (4.4) 

  Other 1 * 1 * 1 * 

 

 

 

 



170 

 

 

 

 

 

 Figure 4.14: Mean days of sickness absence per FTE by organisation and year  
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protection, safeguarding, and infection control, and (non-mandatory) induction training for new 

staff. Five organisations (of the seven which responded to the question) reported that they 

collected training-related data centrally. However, as only four organisations provided data for 

2009/10 and even these were incomplete, data are not presented here.  

Organisations were also asked to give the percentage of staff who had had an appraisal or 

Knowledge and Skills Framework (KSF) development review in each of the three relevant 

financial years. Only three organisations provided data for 2009/10, reporting that 25.8%, 31.4 % 

and 80.9% of their staff had had an appraisal / KSF. None of these organisations provided data 

for 2008/09 or 2007/08. 

Finally, they were asked about the percentage of staff in the provider arm organisation with 

agreed and documented Personal Development Plans (PDPs). Although four organisations 

reported collecting PDP data centrally, only two provided data for 2009/10 (23.2% and 31.4% of 

staff had PDPs), and none did so for the previous two financial years.   

 

Quality indicators:   communication with patients and stakeholders  

 

For each of the three relevant financial years, organisations were asked how they had consulted 

or involved their patients/service users, their potential membership (if applicable) and other local 

stakeholders in designing, planning, delivering and improving provider arm health care services. 

They were asked specifically to indicate if they had employed any of the following mechanisms: 

focus groups; consultation meetings; patient surveys; local health forums; potential/future 

membership surveys; board meetings open to the public; and „other‟ (with a request to specify 

what „other‟ meant). In general there was a year on year increase in the number of organisations 

using each of the mechanisms listed, with the exception of potential/future membership surveys 

(Table 4.17). 
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Table 4.17 Number of organisations using each stakeholder involvement approach  

 

Involvement approach All  9 organisations 

(n=8 responded) 

Focus groups  

09/10 6 (75.0%) 

08/09 5 (62.5%) 

07/08 3 (37.5%) 

Consultation meetings  

09/10 7 (87.5%) 

08/09 6 (75.0%) 

07/08 2 (25.0%) 

Patient surveys  

09/10 8 (100%) 

08/09 7(87.5%) 

07/08 3(37.5%) 

Local health forums  

09/10 6 (75.0%) 

08/09 5 (62.5%) 

07/08 3 (37.5%) 

Potential/future 

membership surveys 

 

09/10 0 (0%) 

08/09 0 (0%) 

07/08 0 (0%) 

Board meetings open to 

the public 

 

09/10 5(62.5%) 

08/09 4(50%) 
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07/08 3(37.5%) 

Other  

09/10 3 (37.5%) 

08/09 3 (33.3%) 

07/08 1(12.5%) 

 

The number of different approaches used by individual organisations for involving or consulting 

patients and stakeholders is presented in Figure 4.15. As can be seen in Table 4.18 the mean 

number of approaches employed appears to have increased for both Original and Revised 

comparator groups between 2007/08 and 2009/10, but there are no substantial differences 

between the groups.  On average the non-CFT organisations appear to employ a slightly greater 

number of approaches each year than organisations on the original CFT or revised CFT/SE track. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



174 

 

 

 

 

 

 

Figure 4.15: Number of different approaches used for involving patients and stakeholders by 

organisation and year 
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Table 4.18: Comparison of the number of different approaches used for involving patients and 

stakeholders  

 2007/08 2008/09 2009/10 

 n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 4 1.8 (2.4) 4 3.5 (2.1) 4 4.5 (1.3) 

  Controls 2 2.5 (3.5) 2 4.5 (0.7) 2 5.0 (0.0)  

Revised comparison       

  CFT or SE 5 1.6 (2.3) 5 3.4 (1.8) 5 4.2 (1.3) 

  Other 3 2.3 (2.5) 3 4.3 (0.6) 3 4.7 (0.6) 

 

Organisations were also about the approaches and mechanisms they use to keep stakeholders and 

the general public informed about changes and innovations related to CHS provider arm 

services. Again the number of organisations reporting that they used the approaches asked about 

increased year on year (Table 4.19). The number of different approaches used by individual 

organisations is presented in Figure 4.16. As can be seen in Table 4.20 the mean number of 

approaches employed appears to have increased (Original and Revised comparisons) between 

2007/08 and 2009/10, but there are no substantial differences between the groups, with the non-

CFT track organisations again generally employing a slightly greater number of approaches.   
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Table 4.19 Number of organisations using each approach to informing patients/stakeholders   

Information 

giving 

approach 

All 9  

organisations 

(N=8 responded) 

Website  

09/10 7 (87.5%) 

08/09 3 (37.5%) 

07/08 2 (25.0%) 

Newsletter  

09/10 6 (75.0%) 

08/09 4 (50.0%) 

07/08 2 (25.0%) 

Leaflets at 

premises/clinics 

 

09/10 6 (75.0%) 

08/09 6 (75.0%) 

07/08 2 925.0%) 

Public 

meetings/road 

shows 

 

09/10 8 (100%) 

08/09 6 (75.0%) 

07/08 4 (50.0%) 

Local media  

09/10 8 (100%) 

08/09 7 (87.5%) 

07/08 4 (50.0%) 

 

Board 

meetings 

open to the 

public 

 

09/10 5 (62.5%) 

08/09 4 (50.0%) 

07/08 3 (37.5%) 

Other  
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09/10 2(25.0%) 

08/09 1 (12.5%) 

07/08 0 (0%) 

 

Figure 4.16: Number of different approaches used for informing patients and stakeholders by 

organisation and year 
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Table 4.20: Comparison of the number of different approaches used for informing patients and 

stakeholders  

 2007/08 2008/09 2009/10 

 n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 4 2.0 (2.4) 4 3.5 (1.3) 4 5.3 (0.5) 

  controls 2 3.0 (4.2) 2 5.0 (1.4) 2 6.0 (0.0)  

Revised comparison       

  CFT or SE 5 1.6 (2.3) 5 3.4 (1.4) 5 5.0 (0.7) 

  other 3 3.0 (3.0) 3 4.7 (1.2) 3 5.7 (0.6) 

 

 

When the total number of „stakeholder involvement‟ mechanisms employed by individual 

organisations is compared with the „information giving‟ ones employed by the same 

organisations, it would appear that organisations (regardless of status), with a couple of 

exceptions, report doing less of the former than the latter.  

  

Patient satisfaction surveys and compliment recording:  

Asked about whether they had conducted any patient/service user satisfaction surveys at an 

organisation level since the 1
st
 April 2007, six (66.7%: 1B, 4A, 5A, 6A, 8, and 9) of the nine 

organisations reported that they had conducted them once a year, one organisation (11.1%: 3A) 

reported doing so more than once a year, while two (22.2%: 2A and 6B) said that they had not 

conducted any.  In general, then, monitoring patient / service user satisfaction appears to be 

routine practice for the CHS provider organisations participating in the evaluation. 

When asked whether or not they had a system for recording compliments from patients / service 

users about their services or organisation, the seven organisations who responded to the question 

reported that they had such systems in place. When asked to describe their compliment recording 

system the following information was given: 

„Compliment forms in all local services. Recorded via PALS service an Datix database‟ 

„intranet/ board‟ 

„Recorded in Datix: acknowledgement letters sent; recorded through quarterly and annual 

governance reports‟ 
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Records kept securely within organisations 

Staff send compliments to complaints manager who enters on Datix- can also use ‟thanku‟on 

Datix web. 

Within each Division mechanisms for receiving /recording 

Word sheet/ service area   

Recording compliments would therefore appear to be a routine activity, as part of service quality 

measurement, for the organisations participating in our evaluation.  

 

 

Complaints: 

Organisations were asked if the CHS provider arm collected data centrally on complaints about 

services provided or about the organisation itself.  Seven of the eight organisations which 

responded to the question replied that they did. However only three organisations were able to 

provide data for 2007/08, and six for 2008/09 (Figure 4.17). While three organisations, all on the 

CFT track, appear to have a substantial increase in the number of complaints received between 

2008/09 and 2009/10, it is difficult to draw any conclusions from this. The numbers may reflect 

an actual increase, or simply an improved monitoring system.  As can be seen from Table 

4.21only one comparison can be made between the mean number of complaints for organisations 

on the revised CFT/SE track and non-CFT organisations, due to lack of data for the latter. Not 

surprisingly, given the observation made above, those on the revised CFT/SE pathway appear, on 

average, to have received a substantially greater number of complaints.. 

 

 

 

Table 4.21: Comparison of the number of complaints  

 2007/08 2008/09 2009/10 

 n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 2 84 (22) 5 71 (22) 5 87 (48) 

  controls 0 * 0 * 1 * 

Revised comparison       

  CFT or SE 3 59 (45) 5 68 (28) 5 88 (46) 

  other 0 * 1 * 2  25 (10) 
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Figure 4.17: Number of complaints received by organisation and year 
 

 
 

Organisations were also asked about the number of complaints resolved within locally agreed 

time frames. These are presented as percentages in Figure 4.18.  As can be seen, in 2009/10 the 

percentage resolved in the agreed period varies from between approximately 60% to 100%.  The 

mean percentages resolved for Original and Revised comparison groupings are presented in 

Table 4.22. However, the paucity of data returned allows for only one comparison. The fact that 
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not all complaints were settled within agreed time frames for 2008/09 and 2009/10 should not be 

taken to imply that they are still outstanding: they may in fact have been resolved and agreed 

outside the time frame.   

Table 4.22: Comparison of the percentage of complaints resolved within locally agreed time 

frames 

 2007/08 2008/09 2009/10 

 N mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 2 100 (0) 4 78 (24) 5 83 (18) 

  Controls 0 * 0 * 1 * 

Revised comparison       

  CFT or SE 2 100 (0) 3 89 (11) 4 87 (18) 

  Other 0 * 1 * 2  65 (3) 

 

 

Figure 4.18: Percentage of complaints resolved (within locally agreed time frames) by 

organisation and year 
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Quality – safety   

Three aspects of safety were included in the survey: Serious Unexpected Incidents (SUIs), 

community acquired infections and falls in community hospitals.  

 

Serious Unexpected Incidents (SUIs): 

Organisations were asked about the number of SUIs reported in each of the relevant financial 

years and the number that were investigated and closed as per agreed processes. There appears to 

be only a slight increase in the number of incidents over the time period covered by the 

evaluation (Figure 4.19), although one of the pilot CFTs reports a trebling in SUIs in 2008/09 

compared to 2007/08. However, the number drops again in 2009/10, and in general these are 
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relatively rare events.  No consistent patterns emerge when means for revised CFT/SE track 

organisations are compared with those for organisations not on the CFT path (Table 4.23). 

 

 

Table 4.237: Comparison of the number of serious unexpected incidents 

 2007/08 2008/09 2009/10 

 n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 3 4.0 (3.6) 4 8.8 (7.5) 4 7.0 (3.7) 

  Controls 1 * 1 * 2 8.0 (1.4) 

Revised comparison       

  CFT or SE 4 3.0 (3.6) 4 7.5 (8.7) 4 5.0 (5.0) 

  Other 1 * 2 6.5 (2.1) 3  8.0 (1.0) 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.19: Number of serious unexpected incidents by organisation and year 
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*organisation 5A reported no SUIs in 2007/08 and organisation 9 reported 0 SUIs each year 

  

 

 

 

 

 

 

 

The percentage of SUIs investigated and closed by individual organisations each year are 

presented in Figure 4.20. The high investigation and closure rate is perhaps not surprising, given 
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the potential seriousness of this type of incident. Limited data do not allow for comparisons of 

organisation by group status (Table 4.24).  

 

 

 

Table 4.24: Comparison of the percentage of serious unexpected incidents investigated and 

closed 

 2007/08 2008/09 2009/10 

 n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 1 * 2 100 (0) 2 100 (0) 

  Controls 1 * 1 * 2 89 (16) 

Revised comparison       

  CFT or SE 1 * 1 * 1 * 

  Other 1 * 2 100 (0) 3  93 (13) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4.20: Percentage of serious unexpected incidents investigated and closed by organisation 

and year 
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Community acquired infections: 
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Organisations were asked if they collected data on the number of cases of community acquired 

MRSA and CDifficile for each of the relevant financial years. Some reported that they did not 

hold these data: that they were collected by commissioners or held by their parent PCT(s). The 

group means presented in Table 4.25 (Original and Revised comparisons) suggest a slight 

decrease in cases of both MRSA and CDifficile in 2009/10 compared with 2008/09 regardless of 

group status (i.e. CFT track organisation or not). On average, those organisations on the revised 

CFT/SE track report more cases of MRSA and fewer cases of CDifficile in both 2008/09 and 

2009/10.    

 

    

Table 4.25: Comparison of the number of cases of community acquired MRSA and C-difficile 

 2007/08 2008/09 2009/10 

MRSA n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 0 * 5 3.2 (3.3) 5 1.2 (2.2) 

  controls 0 * 1 * 1 * 

Revised comparison       

  CFT or SE 1 * 5 3.4 (3.1) 5 1.2 (2.2) 

  other 0 * 2 1.0 (0.0) 2  0.5 (0.7) 

C-difficile 

Original comparison 

      

  CFT-track 1 * 4 19.5 (21.3) 4 12.0 (8.2) 

  controls 0 * 1 * 1 * 

Revised comparison       

  CFT or SE 1 * 4 17.8 (21.9) 4 8.8 (10.1) 

  other 1 * 2 29.5 (19.1) 2  28.0 (21.2) 

 

 

Falls in community hospitals: 

As reported earlier, not all of the participating organisations have a community hospital, or 

indeed collate falls data centrally if they do. Falls-related data are therefore limited with neither 

of the comparator sites providing information. Organisations were asked about the number of 

falls reported by severity of harm caused (no harm, low, moderate, severe and death). None of 

the organisations reported any falls resulting in death. The total number of falls (all levels of 

severity combined) for each organisation which provided data is presented in Figure 4.21 and the 

number of moderate/severe falls in Figure 4.22. As can be seen, one organisation reports 

considerably more falls than the rest: whether this is due to more in-patient care provision by this 
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organisation is unclear as we did not ask about the number of community hospitals attached to 

individual CHS provider organisations.  Other possible explanations are that this site has a better 

system to record falls, or that its hospitals have a different case mix. There are no obvious trends 

in the data. 

 

 

Figure 4.21: Number of falls in community hospitals by organisation and year 
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Figure 4.22: Number of moderate or severe falls in community hospitals by organisation and 

year 
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Quality:  service delivery 

 

Personalised care plans: 

Organisations were asked about the percentage of their patients or service users in the following 

categories who have a personalised individual care plan: a) those who receive  health care at 

home and b) those who have a long term condition. Only two of the eight organisations that 

responded to the question reported collecting data on care plans centrally (4a and 9). However, 

this finding should not necessarily be interpreted as a marker of poor quality service delivery as 

it is likely that data regarding care plans are kept by individual services but not collated centrally 

within organisations. The two organisations that provided data did so only for 2009/10. One 

reported that 100% of patients had care plans while the other reported that 35% of those 

receiving care in their homes (group a) above) had personalised plans. 

 

 

Quality: clinical care 

 

Indicators designed to reflect the different patient / service user populations seen by, and types of 

services typically provided by, CHS provider organisations were included in an attempt to assess 

the quality of clinical care provided by the CHS organisations surveyed. Questions included were 

based on the Quality Framework 76 indicators (Department of Health, 2009) 

 

 

Older people assessed for pressure sore in community in-patient settings: 

Organisations were asked to state both the number of older people assessed for pressure sores 

and the number of grade two or higher pressure sores recorded. Data returns were very limited, 

for reasons such as not having in-patient community settings, not collecting data centrally and 

having problems with the accuracy of the collected data. No analysis has therefore been 

undertaken.    
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Chlamydia screening: 

Organisations were asked if they provided Chlamydia testing/screening, and, if so, what 

percentage of their population aged 15-24 had accepted a test in 2008/09 and 2009/10. Seven of 

the eight organisations that responded to questions about Chlamydia reported offering screening / 

testing, but one was unable to provide us with data. We used data from national database returns 

for three organisations, as instructed by them.  All of the organisations for which data were 

available reported an increase in the percentage of the relevant population screened in 2009/10 

compared to the previous year (Figure 4.23).  Gains made by the two comparator sites in terms 

of increased rates of screening for 2009/10 appear to match those of the original CFT pilot 

organisations and the revised CFT/ SE pathway participants (Table 4.26). 
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Figure 4.23: Percentage of 15-24 year olds who accepted a Chlamydia screening test by 

organisation and year 
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Table 4.26: Comparison of the percentage of 15-24 year olds who accepted a chlamydia 

screening test  

 2008/09 2009/10 

 n mean (sd) n mean (sd) 

Original comparison     

  CFT-track 3 17.6 (0.3) 3 24.3 (3.1) 

  controls 2 14.6 (2.4) 2 21.5 (0.1) 

Revised comparison     

  CFT or SE 4 18.6 (2.0) 4 24.4 (2.5) 

  other 2 14.6 (2.4) 2 21.5 (0.1) 

 

 

 

Breastfeeding rates:  

Organisations were asked to give the percentage of women sustaining breast feeding to 6-8 

weeks after delivery during each of the relevant financial years. Data for two organisations were 

taken from national database returns. For all but two of the organisations rates have increased 

slightly in 2009/10 (Figure 4.24), and rates are higher on average in both 2008/09 and 2009/10 

for organisations on the revised CFT/SE track (Table 4.27). 

 

 

Table 4.27: Comparison of the percentage of women sustaining breast-feeding at 6-8 weeks  

 2008/09 2009/10 

 n mean (sd) n mean (sd) 

Original comparison     

  CFT-track 4 36.8 (18.0) 4 38.7 (14.5) 

  controls 1 * 1 * 

Revised comparison     

  CFT or SE 5 55.4 (23.5) 5 55.6 (20.0) 

  other 2 19.7 (5.0) 2 30.6 (7.0) 
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Figure 4.24:  % women sustaining breast feeding at 6-8 weeks post delivery  
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Childhood immunisations:  

For each of the relevant financial years, participating organisations were asked to state the 

vaccination / immunisation rates (%) for eligible children in respect of a number of childhood 

vaccines/immunisations. They were asked to supply the data only if the CHS provider arm 

provided the vaccine or immunisation, as we were aware that this might be a public health, 

primary care, or combined services activity at some sites. Four sites reported that the CHS was 

not solely responsible for childhood vaccinations. Four sites provided data on at least some 

vaccines or intimated that national data returns might be employed. As we have no data for 

comparator sites no analysis has been undertaken, but available data suggests that vaccine rates 

have increased year on year for those organisations for which data were available.  

 

 

Child measurement:  

Organisations were asked about the percentage of eligible Reception Year pupils who were 

measured as part of the National Child Measurement Programme for each of the financial years 

under consideration. All but two of the organisations were able to provide data for at least one 

year (or advise us to use the national data returns from their parent PCTs). As can be seen from 

Figure 4.25, the percentage of eligible children measured as part of the national programme has 

increased between 2007/08 and 2009/10 in each of the participating organisations for which the 

relevant data are available. There do not appear to be any difference between the sites based on 

their status as CFT or non-CFT track organisations (Table 4.28).  

 

 

 

 

 

 

 

 

 

 

 



196 

 

Figure 4.25: Percentage of eligible reception year children measured by organisation and year 
 

 
 

 

 

Table 4.28: Comparison of the percentage of eligible reception year children measured  

 2007/08 2008/09 2009/10 

 n mean (sd) n mean (sd) n mean (sd) 

Original comparison       

  CFT-track 3 90.0 (4.5) 3 90.6 (8.4) 4 95.8 (2.0) 

  controls 0 * 1 * 1 * 

Revised comparison       

  CFT or SE 4 91.3 (3.5) 4 93.0 (3.1) 5 95.2 (2.1) 

  other 1 * 2 87.5 (9.2) 2 96.5 (0.5) 
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Overall activity / performance by organisations: 

 

Broad brush stroke summaries of activity/ performance by individual organisations on the survey 

variables discussed above are presented in Table 4.29. Presentation of the data in this format 

allows not only for a comparison across sites on individual performance / quality indicators but 

also provides an indication of each individual organisation‟s performance on the broad ranges of 

indicators enquired about in the survey.  The Table also helps to reveal the extent of missing data 

for some variables (e.g., falls).   

 

As can be seen from Table 4.29, most organisations, regardless of status, appear to be growing in 

size in terms of numbers of FTE staff employed and overall expenditure, while the picture in 

terms of new starters and leavers as a percentage of FTE employees is less clear cut. While only 

three organisations have produced separate financial accounts, and all three are on the CFT 

programme, the majority of those that provided data have allocated budgets to their new 

governance structures and all have cost improvement plans. Again, organisation status seems 

unrelated to whether or not staff surveys and patient satisfaction surveys are conducted, with few 

organisations undertaking the former and the majority undertaking the latter. All of the 

participating organisation have maintained or increased the number of approaches they use to 

involve and inform patients/ other stakeholders. For the majority of organisations, regardless of 

status, rates of Chlamydia screening, breastfeeding and child measurement have increased since 

2007/08 or 08/09 as applicable. Within organisations, however, it is difficult to deduce any 

change patterns when all the indicators available for a given organisation are examined.  
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Table 4.29:  Performance / activity on survey indicators  

Key: ↑ - increased   ↓- decreased   ↔ has remained relatively stable?  Not possible to judge 

change 

 1B 6B 4A 2A 3A 5A 6A 8 9 

No. FTE 

employees 

(since 07/08) 

↑ ↑ Missing ↑ ↑ ↑ 

(2008/0

9 and 

09/10 

only) 

↓ ↑ ? 

No. FTE 

Health 

Visitors 

(since 07/08) 

↑ ↓ Missing ↓ ↑ missing ↑ ↑ ↓ 

No. FTE 

District 

Nurses (since 

07/08) 

↓ ↔ Missing ↔ ↑ missing ↑ ↑ ↓ 

Overall £ 

expenditure 

(note: most 

organisations 

did not 

supply data 

for 07/08) 

↑ ↑ Missing ↑ ↑ missing ↑ ? ↓ 

No. new 

starters 

(since 07/08) 

as a % of 

FTEs 

↑ 

 

↑ Missing ↓ ↑ ↓ 

(2008/0

9 and 

09/10 

only) 

↔ ↑ Missing 

No. Leavers 

(since 07/08) 

as a % of 

FTEs 

↑ then 

↓ 

 

↓ Missing ↑  

 

↑ 

 

↔ 

(2008/0

9 and 

09/10 

only) 

↑ 

 

Missing 

 

Missing 
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 1B 6B 4A 2A 3A 5A 6A 8 9 

Separate 

financial 

accounts 

09/10? 

 

No No Missing Yes No Missing Yes Yes No 

Allocating 

separate 

budgets? 

 

No Yes Missing Yes Yes Yes Yes Yes No 

Value of 

contracts 

with PCTs as 

% all 

contracts 

(since 07/08) 

↑ 

 

↓ missing ↑ 

(2008/

09 

and 

09/10 

only) 

↑ 

(2008/0

9 and 

09/10 

only) 

missing ↔ ? ↑ 

(2008/0

9 and 

09/10 

only) 

Value of 

contracts 

with acute 

trusts  as % 

all contracts 

(since 07/08) 

↔ ↑ 

 

missing ↓ 

(2008/

09 

and 

09/10 

only) 

↔ 

(2008/0

9 and 

09/10 

only) 

missing ↑ 

 

? ↓ 

(2008/0

9 and 

09/10 

only) 

Value of 

contracts 

with LAs  as 

% all 

contracts 

(since 07/08) 

↔ ↑ 

 

missing ↔ 

(2008/

09 

and 

09/10 

only) 

↓ 

(2008/0

9 and 

09/10 

only) 

missing ↓ ? ↓ 

(2008/0

9 and 

09/10 

only) 
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 1B 6B 4A 2A 3A 5A 6A 8 9 

Value of 

contracts 

with other 

bodies  as % 

all contracts 

(since 07/08) 

↓ ↑ 

 

missing ↔ 

(2008/

09 

and 

09/10 

only) 

↔ 

(2008/0

9 and 

09/10 

only) 

missing ↔ ? ↑ 

(2008/0

9 and 

09/10 

only) 

Cost 

improvement 

programme? 

 

Yes Yes Missing Yes Yes Missing Yes Yes Yes 

Staff surveys 

(organisation 

level)? 

 

No Missing Yes Yes No No Yes No No 

No. of staff 

feedback 

mechanisms 

available 

(out of 9)  

 

4 4 6 4 7 missing missing 7 5 

Mean no. 

days  

sickness 

absence per 

FTE since 

07/08 

↑ 

 

Missing Missing ↑ 

 

missing ↑ 

(2008/0

9 and 

09/10 

only) 

 

↑ then ↓ ↔ 

 

Missing 
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 1B 6B 4A 2A 3A 5A 6A 8 9 

Patient 

satisfaction 

surveys 

(organisation 

level) 

 

Yes No yes no Yes yes Yes yes yes 

No. patient 

/stakeholder 

involvement 

mechanisms 

since 07/08 

↔ ↑ 

 

↑ 

 

↑ 

 

 

↑ 

 

Missing ↑ 

 

↑ 

 

↑ 

 

 

No. patient 

/stakeholder 

information 

giving 

mechanisms 

since 07/08 

↔ ↑ 

 

↑ 

 

↑ 

 

↑ 

 

Missing ↔ ↑ 

 

↑ 

 

No. written 

complaints 

received 

since 07/08 

missin

g 

 

? ↓ 

(2008/09 

and 09/10 

only) 

↔ 

(2008/

09 

and 

09/10 

only) 

↑ 

 

↑ 

(2008/0

9 and 

09/10 

only) 

↑  

 

Missing ↑ 

 

No. Serious 

Unexpected 

Incidents 

since 07/08 

↑ 

 

? ↑ 

(2008/09 

and 09/10 

only) 

missin

g 

 

↑ 

 

↑ then ↓ ↑ then ↓ Missing 

 

↔ 
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 1B 6B 4A 2A 3A 5A 6A 8 9 

No. Falls 

since 07/08 

 

missin

g 

Missing missing missin

g 

↓ ↑ 

(2008/0

9 and 

09/10 

only) 

↓ 

 

missing ↔ 

Chlamydia 

screening 

since 08/09 

 

↑ 

 

↑ 

 

missing ↑ 

 

↑ 

 

↑ 

 

missing missing ↑ 

 

Breastfeeding 

rates since 

08/09 

 

missin

g 

↑ 

 

↑ 

 

missin

g 

↓ ↑ 

 

↑ 

 

↑ 

 

↓ 

Childhood 

measurement 

since 07/08 

 

 

Missin

g  

↑ 

(2008/0

9 and 

09/10 

only) 

↑ 

 

missin

g 

↑ 

 

↔ ? ↑ ↑ 
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Reference Costs Analysis 

 

Data on reference costs were available for all 12 original sites and for all years for three 

areas of activity: community nursing adult face-to-face contacts, health visiting face-to-

face contacts, and health visiting post-natal visits. Five other areas of activity were also 

included because at least five CFT-track and five comparator sites contributed data for all 

years: community nursing adult non face-to-face contacts; community speech therapy 

adult 1:1 contacts; community speech therapy child 1:1 contacts; continence services 

adult face-to-face contacts; and continence services adult non face-to-face contacts. 

 

The areas of activity with the highest volume and overall cost were community nursing 

adult face-to-face contacts (around £8 million a year on average) and health visiting face-

to-face contacts (around £4 million a year on average.) Mean activity is shown in Table 

4.30 and the large standard deviations indicate wide variation in the volume of activity 

between sites. Declines were observed in some areas, for example, in community nursing 

contacts and health visiting post-natal visits. Other areas of activity, particularly health 

visiting face-to-face contacts and community speech therapy, increased over time. 
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Table 4.30: Mean activity by year: original PCTs  

 2007/08 2008/09 2009/10 

Community nursing adult face-

to-face contacts 

210037 

(117867) 

203347 (107923) 202284 

(113389) 

Community nursing adult non 

face-to-face contacts 

33276 ( 

37662) 

29698 (40501) 26639 (42544) 

Health visiting face-to-face 

contacts 

79681 (33774) 84154 (37512) 91984 (40604) 

Health visiting post-natal visits 8574 (8336) 7169 (4506) 6712 (4486) 

Community speech therapy 

adult 1:1 contacts 

2456 (1984) 2977 (2330) 3921 (3485) 

Community speech therapy 

child 1:1 contacts 

14257 (7896) 17621 (9363) 18479 (11476) 

Continence services adult face-

to-face contacts 

2770 (1374) 3601 (2988) 3092 (2357) 

Continence services adult non 

face-to-face contacts 

14824 (11382) 10664 (10042) 16551 (18388) 

 

Average costs per unit of activity were lowest for community nursing non-face-to-face 

contacts and highest for continence services face-to-face contacts (Table 4.31). There was 

considerable variation in costs over time at individual sites (data not shown) and this is 

reflected in the large standard deviations and in variation in mean costs between years. 

For example, in 2008/09 there were large increases in the mean cost of a health visiting 

post-natal visit compared with 2007/08. The large fluctuations for many costs suggest 

that there are issues concerning the validity or reliability of the underlying data. 
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Table 4.31: Mean unit costs by year: original PCTs  

 2007/08 2008/09 2009/10 

 n mean (sd) 

(£) 

n mean (sd) 

(£) 

n mean (sd) 

(£) 

Community nursing adult face-

to-face contacts 

12 38.6 (14.5) 12 39.4 

(11.2)  

12 38.2 (5.3)  

Community nursing adult non 

face-to-face contacts 

10 19.4 (9.8) 10 16.7 (6.0)  11 14.8 (5.2)  

Health visiting face-to-face 

contacts 

12 45.4 (18.3) 12 42.5 

(11.9)  

12 47.0 (16.3)  

Health visiting post-natal visits 12 61.8 (24.2) 12 85.1 

(96.1)    

12 59.7 (22.4)  

Community speech therapy 

adult 1:1 contacts 

10 100.7 (45.8) 10 125.8 

(89.1)  

10 107.1 

(69.0)  

Community speech therapy 

child 1:1 contacts 

11 96.5 (41.2) 11 91.9 

(30.1)    

11 102.0 

(46.1)  

Continence services adult face-

to-face contacts 

10 170.4 

(147.5) 

11 140.5 

(97.2)    

11 147.2 

(91.9)  

Continence services adult non 

face-to-face contacts 

10 39.6 (18.7) 11 43.1 

(22.6)  

11 52.7 (54.9)  

 

The comparison of the original twelve sites using the difference-in-difference approach is 

shown in Table 4.32. The first column compares difference in average unit costs in 

2007/08 between the pilot CFT sites and the matched controls. There was no consistent 

pattern: costs were lower for the pilot CFT sites in five areas of activity but none of these 

reached conventional statistical significance at p<0.05 (all 95% confidence intervals 

included a zero difference.) For three areas of activity (speech therapy for children and all 

continence services) costs were, on average, higher in the pilot CFTs. The apparently 

'significant' difference in speech therapy child contacts should be treated with caution 

given concerns with data quality, multiple comparisons, and the lack of consistency with 

other areas of activity. 
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Table 4.32: Difference in reference costs and change in reference costs (2007/08 to 

2009/10) by original CFT intentions  

 Difference 

(95% CI)  in 

unit costs 

2007/08 (£) 

Mean annual change (95% CI)  in unit 

cost (£) 

  

CFT pilots 

 

control 

PCTs 

p-value for 

difference 

Community nursing adult 

face-to-face contacts 

-10.0 (-33.5, 

13.5) 

2.2 (-3.3, 

7.6) 

-2.6 (-8.0, 

2.9) 

0.22 

Community nursing adult 

non face-to-face contacts 

-2.2 (-10.9, 

6.5) 

-0.1 (-3.8, 

3.7) 

-4.5 (-8.1, -

0.8) 

0.10 

Health visiting face-to-face 

contacts 

-14.9 (-45.3, 

15.5) 

1.9 (-6.6, 

10.3) 

-0.2 (-8.6, 

8.3) 

0.73 

Health visiting post-natal 

visits 

-6.0 (-43.5, 

31.5) 

0.2 (-34.4, 

34.8) 

-2.3 (-36.9, 

32.3) 

0.92 

Community speech therapy 

adult 1:1 contacts 

-6.3 (-71.2, 

58.5) 

-0.5 (-43.4, 

42.3) 

6.9 (-35.9, 

49.8) 

0.80 

Community speech therapy 

child 1:1 contacts 

78.6 (21.4, 

135.8) 

-2.8 (-27.5, 

21.9) 

9.4 (-17.6, 

36.4) 

0.50 

Continence services adult 

face-to-face contacts 

74.7 (-175.2, 

324.5) 

-9.7 (-61.3, 

41.9) 

-8.5 (-58.2, 

41.3) 

0.97 

Continence services adult 

non face-to-face contacts 

2.1 (-24.1, 

28.2) 

9.9 (-14.0, 

33.7) 

3.7 (-19.4,   

26.7) 

0.70 

 

 

 

Differences in the changes in costs over time between CFT pilot sites and their 

comparators were also inconsistent. Costs were rising more slowly, or declining more, in 

three areas of activity: community speech therapy (adult and child) and adult continence 

services. For the remaining services costs were rising faster or declining more slowly. 

The lack of a consistent pattern and the lack of any statistically significant differences 
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suggest there is no evidence that changes in costs differed between the pilot sites and 

their comparators. Indeed, the wide confidence intervals around the estimated changes in 

costs illustrate the uncertainty around whether costs are actually increasing or decreasing.  

 

Table 4.33 shows a comparison based on the revised analysis including the additional 

three sites. In 2007/08 costs were higher in six of the eight areas of activity for the sites 

still on track to become CFTs or social enterprises. However, all 95% confidence 

intervals included a zero difference. Examination of trends in costs over time indicated 

that costs for the CFT-and social enterprise track sites were rising more slowly, or 

declining faster, in four areas of activity. The opposite was the case for the other four 

areas of activity. Although the tests of interaction indicated that three were approaching 

statistical significance (P<0.10 but not p<0.05) the direction was inconsistent: two 

favoured the CFT track sites (community nursing adult face-to-face contacts; continence 

services non-face-to face contacts) and the other favoured non-CFT track sites 

(community speech therapy for children.) 
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Table 4.33: Difference in reference costs and change in reference costs (2007/08 to 

2009/10) by revised intentions 

 Difference 

(95% CI)  in 

unit costs 

2007/08 (£) 

Mean annual change (95% CI)  in unit 

cost (£) 

  

CFT pilots 

 

control 

PCTs 

p-value for 

difference 

Community nursing adult 

face-to-face contacts 

-1.0 (-11.9, 

9.8) 

-1.4 (-5.1, 

2.4) 

3.4 (-0.6, 

7.4) 

0.09 

Community nursing adult 

non face-to-face contacts 

0.7 (-8.1, 9.4) -3.0 (-5.7, -

0.3) 

-0.7 (-3.9, 

2.5) 

0.29 

Health visiting face-to-face 

contacts 

1.0 (-14.7, 

16.7) 

0.0 (-5.1, 

5.1) 

2.1 (-3.4, 

7.5) 

0.59 

Health visiting post-natal 

visits 

33.1 (-17.2, 

83.3) 

0.8 (-22.4, 

24.1) 

-3.7 (-29.7, 

22.4) 

0.80 

Community speech therapy 

adult 1:1 contacts 

47.6 (-54.9, 

150.1) 

9.5 (-17.4, 

36.4) 

-12.5 (-

41.6, 16.6) 

0.28 

Community speech therapy 

child 1:1 contacts 

43.7 (-2.2, 

89.7) 

10.3 (-7.3, 

27.9) 

-11. 2 (-

28.8, 6.4) 

0.09 

Continence services adult 

face-to-face contacts 

90.4 (-8.1, 

188.9) 

-10.4 (-

31.3, 10.6) 

-23.1 (-

47.7, 1.6) 

0.44 

Continence services adult 

non face-to-face contacts 

-2.3 (-40.4, 

35.8) 

1.4 (-11.0, 

13.8) 

19.5 (5.0, 

34.1) 

0.06 

 

 

 

The lack of a consistent pattern of higher or lower costs or difference in trends in costs 

makes it difficult to draw inferences in relation to CFTs and their comparators. Even if 

significant difference had been observed they may have been the result of biases due to 

the selection of sites, missing data, or general issues of data validity and reliability. Two 

general conclusions can be drawn. The first is that there is wide variation in the costs 

reported by sites regardless of whether they were or were not planning to become CFTs. 
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Whether this difference reflects a true difference in the costs of activity cannot be 

answered. Observed differences may reflect data quality issues highlighted above or 

simply differences between sites in the nature of the activity being measured. The second 

general conclusion that can be drawn is that there is not a major systematic difference in 

costs between those sites that were selected for CFT pilot sites and those that were not.  
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Other data provided by participating organisations 

 

As noted earlier, 13 organisations that responded to the pre-questionnaire survey reported 

that they employed dashboards or score card systems for monitoring aspects of 

performance and / or quality of service delivery.  A number of organisations sent us 

examples of their monitoring forms. While there were some core indicators in common 

(e.g., sickness absence, waiting times, MRSA cases, staff numbers etc)  there was 

considerable variety both in terms of the data collected and the manner in which such 

data are reported (e.g., traffic light systems, performance against targets etc). Some of the 

monitoring forms we obtained covered a financial year period, while others contained 

data pertaining to an individual month or quarter. As such it was impossible to do any 

formal comparisons across sites based on the information provided. However, it was 

useful in informing the survey development and provides evidence that performance / 

activity data are being collected on a regular basis within organisations.   

 

 

Summary of quantitative findings 

 

As noted in the methods chapter, and at the start of the current chapter, a number of 

difficulties were encountered with collecting survey data. CHS provider organisations, as 

noted above, do indeed appear to be collecting data about various aspects of performance 

and quality, but the type of data collected and the manner in which it is collected differs 

from organisation to organisation. Our difficulties in collecting survey data reflect not 

just differing approaches to quality/performance measurement within CHS organisations 

themselves, however, but also the fact that we were surveying organisations at a time 

when many of them were preparing to undergo major organisational changes and simply 

did not have the resources available to them to complete the survey questionnaire. We 

encountered difficulties collecting financial data in particular because finance staff were 

too busy to collate it for us. It is important also to note that although individual 

organisations may have reported not collecting centrally the specific data that we 

required this should not necessarily be taken as an indicator that individual services or 
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constituent directorates/service streams did not collect the data requested. Had we had the 

capacity to approach individual services we might have been able to obtain more of the 

data sought. However, it is surprising that data on indicators such as staff training, 

personalised care plans, and pressure sores are not held centrally by so many of the 

participating organisations.     

 

As several of the comparator sites dropped out of the evaluation, the proposed difference-

in-difference analysis strategy became unfeasible in relation to the survey data. In 

addition, the paucity of data related to specific variables, and the inability to undertake 

any formal analyses of collected data, make it inadvisable to make any claims about 

potential differences between the original CFT pilot organisations and comparator 

organisations in terms of quality or performance. However, we collected enough data to 

allow us to present information descriptively about the participating organisations and to 

tentatively explore „trends‟ over time. 

 

As CHS provider organisations, the participating organisations appear to be providing a 

wide variety of services and structuring them in quite complex ways. Our findings 

indicate that, in general, the participating organisations were able to provide more data 

for the financial year 2009/10 than for the previous two years. This may reflect increasing 

separation from parent PCTs and commissioner arms, regardless of their organisational 

status as CFT or non-CFT site.  

 

Regardless of their status, organisations have generally expanded in size over the 3 years 

vis-a-vis FTE employee numbers and overall expenditure. There appears to be 

considerable variation between organisations in terms of their expenditure per FTE health 

visitors and district nurses, but this is perhaps a reflection our broad sweep manner of 

calculating costs per FTE combined with the possibility that a couple of organisations 

may have included service as well as staffing costs in calculating expenditure on these 

staff groups. There is also considerable variation between organisations in terms of their 

numbers of new starters and leavers by year. As a percentage of the value of all the 
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contracts they hold, the value of those held with PCTs is highest for all participating 

organisations, which is perhaps not surprising.  

 

In terms of staff-related quality indicators, all of the participating organisations (that 

provided data) provide a variety of means by which their staff can provide them with 

feedback, although the indications are that organisations on the CFT or revised CFT/SE 

may do so to a slightly greater extent. Not enough data were obtained to allow us to 

comment on staff training, appraisals or personal development plans, or indeed on 

sickness absence. 

 

The number of approaches employed by organisations to consult or involve patients/ 

service users or other stakeholders, and to keep them informed about service 

developments etc has increased year on year: there are, however, no substantial 

differences in levels of these activities between those organisations on the CFT track and 

those not becoming CFTs.  Participating organisations have systems in place for 

recording compliments and complaints. There is wide variation between organisations in 

terms of the numbers of written complaints received: the average number received 

appears to increase substantially for three organisations on the original CFT programme 

in particular over the time period covered by the evaluation. However this finding is 

difficult to interpret, particularly given the paucity of comparator site data.  

 

We did not receive enough data relating to Serious Unexpected Incidents to allow us to 

make comparisons between organisations on the basis of their organisational status. Nor 

can we comment on the existence or not of personalised care plans or the number of their 

older patients being assessed by individual organisations for pressure sores. Participating 

organisations, regardless of group status, report a decrease in cases of MRSA and 

CDifficile over time. However, there are no obvious trends in the limited falls data we 

received. Rates of Chlamydia screening, breastfeeding and child measurement have 

generally increased between 2008/09 and 2009/10, with some evidence that revised 

CFT/SE track organisations may be faring better on the first two variables than non-CFT 

track organisations.     
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Finally, as noted above, although we were able to conduct some difference-in-difference 

analyses with Reference costs data, it is again difficult for us to draw inferences in 

relation to CFTs and their comparators due to shortcomings in the data.  
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Chapter 5 

 

Conclusion 

 

This chapter will discuss the ways in which the study had to be partly redesigned in 

response to changes in policy, and the resulting limitations of the study, summarize the 

findings and relate them to what is already known about organization of CHS, and then 

draw conclusions. 

 

Limitations of the study 

The aim of the evaluation of the CFT pilot programme was to identify the outcomes of 

the programme establishing a small number of CFTs. The evaluation was designed to 

focus on whether CHS which were participants in the CFT pilot programme, in 

comparison with in-house providers of CHS, delivered an increased rate of service 

quality improvement and improved value for money. The study was designed to compare 

a group of six CHS sites which were expected to become CFTs in 2009 (the CFT pilots) 

with a matched comparator group of six CHS sites which were not in the CFT pilot 

programme. The idea was to use a before and after difference-in-difference methodology, 

where key variables would be measured both before and after the pilot sites became 

CFTs. The qualitative aspect of the study aimed to understand the drivers of change. The 

study design was to interview a subset of the twelve case study CHS in the quantitative 

study in order to find out if decisions were being made differently than before, due to the 

increased autonomy of the CFT pilots; whether the new governance structures which 

involved staff, patients and the local public in CFT governance had made any difference 

to management procedures and responsiveness to patients‟ needs; and whether CFT 

status affected how they worked in partnership with other local organizations. (The study 

design also included one CHS which was planning to become a social enterprise, in order 

to compare its performance and governance with the CFT pilots.) 

The first major change affecting the study design and findings  is that no CFTs were 

established during the course of the study. The progress towards CFT status was much 

slower than the DH originally envisaged when the study was commissioned in 2008. A 
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series of delays to CFT status were announced during the course of the study, and no 

CFTs are in existence at the time of writing (October 2011). This meant that it was not 

possible to carry out a before and after study. Moreover, it was not possible to investigate 

in the qualitative study any possible effects of new CFT status  on decision making; 

patient, staff and public involvement; or relationships in the local health economy.  

In addition to the lack of actual CFTs to evaluate, the situation concerning those CHS 

which were chosen as comparators (and some of the initial CFT pilots themselves) 

changed during the course of the study. No CHS were allowed to remain in-house 

providers inside their PCTs. These sites, together with two of the original CFT pilots 

(which were not allowed to continue on the CFT pathway during the study), had to find 

other organisational solutions. There was much uncertainty during the course of the study 

concerning the organizational forms these CHS would take: they ranged from all CHS in 

one site being merged with either acute or mental health services, to CHS in a site being 

dispersed among a range of other providers (acute, mental health and/or larger CHS 

organizations), to the entire CHS in a site being temporarily „hosted‟ by another 

organization (usually an FT) until a final organizational solution could be worked out. 

Many of these organizational transfers were occurring during the field work period of the 

study. This meant that the comparator sites were experiencing a period of intense change, 

rather than being able to act as controls where no change occurred. 

Due to these fundamental changes in CFT policy (and CHS organizational policy 

generally) during the course of the study, we were obliged to change how we carried it 

out.  

Firstly, when it was announced in April 2010 that two of the original CFT pilots were not 

going ahead, and that several other CHS not included in the original pilots were being 

allowed to go forward towards CFT status, we recruited two  more (new) CFT pilots to 

the study to increase the number of CFT pilots.  

Secondly, as no CFTs had been established, severely limiting the type of information we 

could collect about CFT governance and autonomy, we decided not to focus down on a 

smaller number of sites for the qualitative aspect of the study, but to interview informants 

in all of the participating sites. These interviews focused on participants‟ expectations of 

CFT status and changes already made to decision making and governance; as well as 
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comparing the responses of interviewees in comparator sites concerning these issues, and 

obtaining their views on their current organizational plans.  

Thirdly, we were obliged to alter the way in which quantitative data were to be analysed, 

as we were not able to carry out a before and after difference-in-difference study. We 

designed two comparisons: the first comparing the original pilot sites with the original 

comparators; and the second comparing those pilots still progressing towards CFT status 

with all sites not destined to become CFTs (both comparators and those which were 

removed from the CFT pilot programme). National reference costs data were available in 

respect of costs for all sites, which allowed the two comparisons to be made.  

However, difficulty in obtaining quantitative data from many of the sites meant that it 

was not possible to carry out the two revised comparisons in respect of many aspects of 

CHS quality performance. The first issue was that not all of the sites which were 

interviewed for the qualitative study provided quantitative data. A total of nine sites 

provided some data. Of these, there were only two comparator sites and one was an 

unsuccessful CFT pilot. There were five CFT pilots proceeding towards CFT status 

(including one new one), plus the social enterprise. Thus, there were not sufficient 

numbers of sites to undertake statistically valid comparisons. The second issue was that 

there were many gaps in the data we collected directly from those sites which did 

participate in the quantitative study, which meant that not all aspects of quality  or 

financial performance included in the survey could be compared in all the sites.  

Despite all of the limitations these events imposed on the study, which precluded 

answering the original study questions, we were able to investigate the processes of 

organisational change occurring in CHS during the study period, in particular the 

anticipated advantages of increased decision making autonomy. We were also able to 

demonstrate data are being collected by CHS, which can be used to measure 

improvements in quality, although there is currently a lack of consistency between 

organisations which makes comparisons difficult at present. 
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Findings of the study 

Despite the problems caused by changes in policy and difficulties obtaining quantitative 

data, this study has produced a large amount of useful information about CHS in a time 

of organisational change. Our findings show that CHS are interested in using changes in 

organisational structures to help them improve their performance. There was a general 

desire to achieve greater autonomy from commissioners and other services (especially 

hospitals). 

The first major point to note is that the data we collected, both qualitative and 

quantitative, did not indicate that there were any systematic differences between those 

CHS sites in the CFT pilot programme and the CHS comparators. Although we must 

exercise caution in coming to this conclusion, due to the problems with the data, this 

observation is interesting because it contrasts starkly with the evidence in respect of FT 

acute hospitals (Marini et al, 2008). That research demonstrates that hospitals which were 

allowed to become FTs were already performing better than those which were not FTs, 

and thus it was not FT status per se which caused any improvements in performance. (It 

was too early in the life of the social enterprise to see if its performance had been affected 

by its new organizational status outside the NHS.) 

We found that all the CHS sites were keen to achieve greater autonomy by separating 

from their PCTs, whether they were on the CFT pathway or not. The variations in how 

such autonomy could be achieved seemed to depend on factors such as the local situation, 

the size of the CHS and the attitude of the local PCT. For almost all the sites, obtaining 

autonomy inside the NHS was preferable to being „spun out‟ to an independent social 

enterprise. The PCTs in the sites were beginning to develop their roles as commissioners 

of CHS, and all wished to step back from dealing with the details of how care was 

provided. They were more interested in needs assessment and service configuration, 

some seeing that competition between providers could play a part in achieving their ends. 

Contracting was still mainly simple block contracts, with little financial incentives for 

providers of CHS to carry out more work. However, some PCTs had started to negotiate 

more complex methods of payment, and to try to specify the nature of services to be 

delivered. 
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While most of the CHS managers in the sites recognized that local relationships were 

becoming more competitive due to the national policies to increase competition and 

diversity of providers, co-operation between providers of care (CHS, acute trusts, GPS 

and local authorities) were still seen as vital in order to deliver high quality care to 

patients. Some sites noted that their relationships with GPs would become more complex 

once GPs were commissioning services as well as providing them. Not only would local 

CHS organizations have to market their services to GPs to ensure they commissioned 

them from the local provider, but there was also the possibility that GPs would decide to 

provide some CHS themselves instead. 

All the sites in the study thought that they could improve the quality and productivity of 

CHS if they had more control over their decision making. In fact, all sites had made some 

progress in separating from PCTs, which allowed them to become more business-like. 

They had all started tackling issues they regarded as important. One of the most 

important issues was staff productivity and flexibility. There was a widely held view that 

professional community staff could be providing more care in the time available. 

Although skill mix was an issue for many sites, not all took the view that it would be 

efficient (or indeed provide high quality care) to reduce the numbers of highly 

experienced nurses. Some sites were carrying out service redesign (such as introducing a 

hospital at home scheme); and all were interested in improving estate and resource 

management. The latter included in some cases pooling back office functions with other 

providers. Some sites had been evaluating new business opportunities, such as bidding 

for CHS outside their current geographical area. There was greater intensity of effort in 

the CFT pilot sites, however.  

All the sites had made some progress in appointing a separate board to run CHS. Some of 

the pilot CFT sites had got as far as recruiting non executive directors, and establishing 

audit and governance committees.  Although the pilot sites moving towards CFT status 

were not able to recruit members yet, they were beginning to consider how they would go 

about this when they could. Enthusiasm for including patients in the running of CHS was 

expressed. There was some concern that it might be difficult to recruit members to a CFT 

if there was already an acute hospital FT in the area, which would have already recruited 

enthusiastic members of the public. 
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Many sites mentioned that the changes in organisational direction over the past few years 

had been disruptive. The changes in policies concerning CHS organizational forms at 

national and local level had made it difficult to concentrate on improving services to 

patients, as much time had to be spent on organisational issues. For example, one site 

mentioned that continuing uncertainty about the future ownership of their estate had 

impeded their investment planning.  Nevertheless, as stated above, all sites recognized 

the value of having their own CHS board, and that separation from the PCT would be 

advantageous. Sites which had originally been on the CFT pathway, but not been allowed 

to continue in this direction, were disappointed. However, they thought that the processes 

they had undertaken to prepare for CFT status had not been a waste of time. They had 

been able to concentrate on important issues for decision making and the management of 

services. All the sites not on the CFT pilot track were concerned about what would 

happen to CHS in the new organisational arrangements coming into being.  Mergers with 

acute services were regarded with particular trepidation, as there was concern about being 

„swallowed up‟ by the hospital, whose management would not pay sufficient attention to 

CHS. Mental health services were regarded as a better fit for CHS. Many sites were 

concerned about the future effects on service delivery and staff morale of increasing 

financial stringency in the NHS. Significantly reducing costs while improving the quality 

of services was regarded as a major challenge, especially while having to make 

organisational changes. 

The quantitative study was impeded by difficulties in obtaining the necessary data from 

many of the sites and our subsequent inability to make the required difference-in-

difference comparisons between the pilot and control sites. During the interviews, many 

sites had noted that their information systems were not adequate, and that they had 

difficulty measuring aspects of quality and productivity. The fact that good quality data 

on CHS performance is not available is important, as it hampers the ability of those 

running the services to make improvements, and ability of commissioners to monitor the 

services. Nevertheless we were able to collect  data from the sites on a range of 

indicators, which appeared to show that there was a wide variation in performance 

between the sites, which did not seem to be related to their CFT pilot status. We were 

able to look at trends over the three year period of data which we collected. We found 
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that the organizations were generally expanding in size, both in terms of numbers of FTE 

employees and expenditure, over the period. While only three organizations reported that 

they had produced separate financial accounts, all of those who responded to the question 

reported having cost improvement programmes. For most of the organizations, the 

greatest percentage of the value of their contracts came, perhaps not surprisingly, from 

PCTs. Some aspects of quality were improving over the period in the majority of those 

sites which provided data. For example, screening rates for Chlamydia had increased, as 

had rates of child measurement and breastfeeding; and there were   decreases in cases of 

healthcare acquired infectious diseases.  They also reported improvements in stakeholder 

involvement over time. All of the organizations which provided data reported that they 

recorded complaints and compliments. All provided a variety of means by which staff 

could feed back to the (shadow) board. The analysis of the nationally available data on 

reference costs does not provide evidence of any systematic differences between the CFT 

pilot sites and the other CHS. But concerns about data quality mean that we cannot 

conclude definitively that there is, in fact, no difference. 

 

Relating our findings to other evidence 

As mentioned earlier in this report, there is very little evidence about the organization of 

CHS, and, of course, none to date about CFTs.  

The predictions and views of the managers of prospective CFTs in this study accord well 

with the evidence about the behaviour of hospital FTs (HCC and AC, 2008; HCHSC, 

2008; Allen et al, 2012 a). It has been found that hospital FTs do become more business-

like and are able to make quicker decisions. Moreover, the process of applying for FT 

hospital status was found to improve performance (Frontier Economics, 2010). This may 

well be the case in relation to the CHS in our study, although it should be noted that all 

the CHS sites in the study reported taking steps to improve performance, so it may not 

only be applying to become an FT which produces this result – it could be any major 

change involving organizational separation. As for relationships with other local service 

providers, the findings of our study accord with those about FT hospitals, which were 

found to compete and co-operate simultaneously with other providers (HCC, 2005; Lewis 

and Hinton, 2008; Allen et al, 2012, a).  
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The positive feedback from FT hospital managers about the advantages of FT status date 

from a time period when they were able to retain considerable surpluses to use to make 

service developments and improve patient care (Allen et al, 2012 a). As the NHS is now 

entering a period of severe financial stringency, the possibility of amassing such 

surpluses may not apply for any future CFTs. 

Turning to the social enterprise included in our study, due to its very recent establishment 

at the time of our fieldwork, we were not able to compare it to all of Addicott‟s findings 

about other „spun out‟ CHS (2011). We can confirm that the managers of the social 

enterprise did report being able to make decisions more quickly. But it was too early in 

the development of the enterprise to see if staff were more involved in decision making – 

not all of the relevant structures were in place. As Addicott (2011) points out, setting up a 

social enterprise does not automatically lead to greater staff involvement. Echoing the 

concerns in the National Audit Office report (2011) on „spun out‟ NHS services, we did 

not find that the commissioning PCT (or the social enterprise itself) had given much 

thought to how any serious financial difficulties encountered by the social enterprise 

would be handled. 

 

Implications of our study and need for continued research on organizational change 

in CHS 

 

In order to study the performance of CHS, it is necessary to obtain reliable quantitative 

data. This study has demonstrated that, while it is possible to collect data from individual 

organizations, these data are patchy, vary between organizations and are costly to 

assemble. There is an urgent need for standardized nationally collated data on CHS. We 

welcome the initiative to introduce such a system (HSIC, 2011) discussed in the first 

chapter of this report. At the time of writing (March 2012), it has not been announced 

whether the funding has been allocated for national collection of this community 

information dataset, although CHS are being encouraged to start collecting the 

standardized data at local level from 2011 onwards. In the absence of a national dataset 

on CHS, our study has demonstrated that it is possible to collect sufficient data 

concerning aspects of the quality of care to be able to track changes in some quality 
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indicators over time (assuming that CHS continue to collect these data, which may 

depend, at least in part, on national policy); and to compare the performance of different 

CHS organisations. The most reliable data are currently those which CHS are required to 

return to national databases or programmes, such as Chlamydia screening rates and child 

measurement. 

 

We have shown that CHS have been in a state of organizational change for the past three 

years, and continue to be so. It is too early to conclude what the implications of these 

changes will be for the delivery of services, experience of patients, staff morale and 

financial viability of new organizations. In fact, caution should be exercised about 

assuming how organizational change affects service delivery. As a senior manager of 

CHS points out: 

 

 „Just moving services between organisations will not achieve improvements for 

QIPP, nor for patients, unless those services are redesigned, realigned and truly 

transformed.‟ (Fallon, 2011). 

 

Nevertheless, our study indicates that organisational changes which allow managers of 

CHS greater autonomy in decision making are preferred by those managers. The 

implication of this finding is that ongoing mergers with other services may not help 

improve the management and delivery of CHS. 

 

As major organizational changes are currently being made in CHS, it is important to 

study whether these changes do improve services for patients, and how they affect service 

delivery and value for money. Both the establishment of CFTs and the fate of CHS which 

are transferred to the wide range of NHS and independent organizations need to be 

researched. For example, optimistic predictions voiced during our current study about the 

positive effects of increased autonomy of CFTs need to be investigated, especially in the 

current financial climate. Concerns raised during our current study about the treatment of 

CHS which are becoming part of acute hospital trusts need to be investigated. 
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Our current study has provided baseline qualitative and quantitative data on CHS prior to 

and during the organizational changes. In the absence of a national dataset covering this 

earlier period, it would be sensible to capitalize on the extensive work already undertaken 

to assemble data on CHS, and to continue collecting data in the participating sites to track 

the effects of the organizational changes during the next few years. 
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Appendix 1 

Timeline for development of organisational policy for Community Health Services (CHS) in England 
 

 
Year 

 
Month 

 
Document 

 
Type 

Summary of information relevant to 
development of provider diversity for CHS  

in England 

1989 November Working for 
Patients 

Governmen
t White 
Paper 

Established first NHS Trusts and separation 
between commissioner and provider of 
services 

1997 December The New NHS: 
Modern, 
Dependable 

Governmen
t White 
Paper 

Signalled future creation of PCTs which would 
hold fully devolved budgets and commission 
almost all care. But community health 
services (CHS) to be integrated with PCTs 

2000 July The NHS Plan – a 
plan for 
investment, a plan 
for reform 

Governmen
t White 
Paper 

Major investment in NHS - Patient centred care 
– establishment of national standards – NICE 
established New GP quality based contracts – 
devolved NHS budgets to PCTs 

2002  
 

April Delivering the 
NHS Plan: next 
steps on 
investment, next 
steps on reform 

Guidance 
document 

Devolution to front-line stepped up - Revenue – 
75% of NHS revenue to PCTs. Foundation 
Trusts (FTs) by 2004  
 

2002 July Social Enterprise: 
a Strategy for 
Success 

Strategy 
Document 
DTI 

DTI 3 year strategy for promoting and 
sustaining social enterprise activity – examples 
of community services as social enterprises – 
promoting Social Enterprises within NHS 
(PCTs to identify SE within own community). 

2003 November Health and Social 
Care (Community 
Health and 
Standards) Act 

Health Act NHS FTs as new type of NHS Organisation – 
as public benefit corporations providing NHS 
services to NHS patients.  Modelled on co-
operatives and mutual organisations. 

2004 February NHS Improvement 
Plan: putting 
people at the 
heart of public 
services 

Policy 
Document 

PCTs to have flexibility to commission 
services from a range of providers, 
including independent providers if needed 
(if best option).  National tariff (Payment by 
results) likely for majority of providers (including 
CHS) by 2008. 
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2005 July Commissioning a 
Patient Led NHS 

DH Policy 
Document 

PCTs to divest themselves of provider 
services and focus on commissioning 
PCTs should contract out CHS and that non-
NHS providers could take over these 
services – changes to PCT service provision 
would need to be completed by end 2008. 

2005 
 

December Health Reform in 
England: update 
and next steps 

Information 
document 

ision for healthcare reform, specifically 
strengthening Commissioning, GP Practice 
based commissioning, and aim for more 
diverse providers, including those providing 
CHS.  Standard approach to contracting for 
NHS Services by PCTs proposed. 

2006 January Our Health, Our 
Say, our Care 

White 
Paper 

Set out 5 year plan to improve CHS towards 
integrated services in the local community (to 
reduce costly hospital use etc.).  

2006  July Health Reform in 
England: update 
and 
commissioning 
framework 

DH policy 
document 

Focus on commissioning NHS services 
(ensuring commissioning drives health reform, 
improved health and healthcare and improved 
financial health for the NHS).  Discussion of 
feasibility of NHS FT status for providers of 
CHS.  Support emergence of social enterprise 
as new type of provider – DH Social 
Enterprise Unit to lead on further exploration 

2008 June High Quality Care 
for All: NHS Next 
Stage Review 
(Darzi Report) 

DH Policy 
Document 

Set out overall vision for healthcare – to make 
quality the organising principal in the NHS 
(patient safety, patient experience and 
effectiveness of care) NHS Constitution formed  
Further support for the separation of CHS and 
encouragement for PCTs to consider a range of 
organisational models, including active 
promotion of the social enterprise option. 

2008 
 

July NHS Next Stage 
Review 
Our Vision for 
Primary and 
Community Care 

Governmen
t Report 

Department of Health’s vision for primary and 
CHS.  PCTs should lead local change, with 
plans to reinvigorate practice-based 
commissioning (PBC), and outlines pilot 
schemes to test models for commissioning 
more integrated services from multi-
professional groups. 

2008  
 

November Social Enterprise: 
Making a 
difference.  A 
guide to the ‘right 
to request’. 

DH 
Guidance 
Document 

Support for NHS Staff exercising their ‘right to 
request’ setting up a social enterprise to deliver 
healthcare services to NHS patients (‘spin out’).   
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2008 December 8 The NHS in 
England: The 
Operating 
Framework for 
2009/10 

Guidance 
Document 

Requires that, by 31 March 2010, PCTs must 
have agreed with SHAs proposals for the 
future organisational structure of all current 
PCT-provided CHS. 

2009 January 8 World Class 
Commissioning 
Resource Pack:  
Community 
Services 

Best 
Practice 
Guidance  

Sets out basic principles for commissioning 

effective and responsive CHS.  Raises awareness 

of the challenges and provides examples of good 

practice in each of the six core service areas 

themed in the Transforming Community Services 

Programme. 
2009 January 13 Transforming New 

Patterns of 
Provision: 
Enabling New 
Patterns of 
Provision 

Guidance 
Document 

National Programme aiming to shape future 
provision and achieve a robust commissioner 
and provider separation.  Set out process 
including establishing CFTs and SEs as 
potential new organisational forms.   
Enabling guidance to help PCT providers 
enter contractual relationship with PCT for 
services by April 2009. 

2009 January 15 Transforming 
Community 
Services: 
Currency and 
Pricing Options for 
Community 
Services 

DH 
Best 
Practice 
Guidance 

Move from block contracts to cost and 
volume using new contract currencies and 
prices from April 2011 – intended effects to 
improve value for money commissioners get 
from providers and drive up quality of 
services/increase choice of CHS (for patients 
and carers) 

2009 March Business 
Readiness for 
PCT Separation 
Guidance 

NHS 
Guidance 
document  

Guidance to SHAs to support PCTs in internally 
separating their commissioning and providing 
functions – to help PCTs become business 
ready.  Focuses primarily on critical business, 
finance and governance issues facing both 
PCTs and PCT provider services (re operations 
and financial strategy, HR, information 
management systems, relationship between 
PCT Board and Committee, Integrated 
Governance etc.) 

2009  
 

June Transforming 
Community 
Services.  Quality 
Framework: 
Guidance for 
Community 
Services 

DH  
Best 
Practice 
Guidance 

Introduces draft Quality Framework for 
community services – with list of 76 potential 
indicators of high quality care for community 
services (re patient safety, effectiveness and 
experience). 

2009 19 August Letter from David 
Nicholson to PCT 
and Strategic 

letter Scrapped deadline, originally for October 
2009, for PCTs to announce new 
organisational forms for CHS (including 
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Health Authority 
CEOs 

CFTs).  Concern that focus on organisational 
structure has been at expense of delivering 
service transformation – SHAs would now 
determine timetable for future of provider arm 
services. 

2009 November David Nicholson 
speech about 
PCT provider 
arms 

Speech David Nicholson, speaking to medical directors, 
suggested that policy for provider arms of PCTs 
becoming independent was ‘nonsense’ for 
many PCTs – supported vertical integration. 
http://www.hsj.co.uk/news/primary-
care/independentprovider-arms-nonsense-
david-nicholson-says/5009027.article.   

2009  December NHS 2010-2015:  
From good to 
great, 
preventative, 
people –centred, 
productive 

DH 
Command 
Paper 
Five year 
strategy 

Vision for a people centred NHS – CHS a 
priority as playing a pivotal role (integrated, 
efficient and people-centred care) 
New policy of NHS as ‘preferred provider’ 

2010  February Transforming 
Community 
Services: The 
Assurance and 
Approvals process 
for PCT-provided 
community 
services 

DH 
Guidance 
Document 

Guidance on options for organisational 
forms for CHS, assurance and approvals 
process for PCTs and SHAs. 

2010 June Revision to the 
Operating 
Framework for the 
NHS in England 
2010/11 

Action 
Document 

PCT separation of provider/commissioning 
of services to be achieved by April 2011.  
Support CFT and social enterprise as 
options. 

2010  July 12 Equity and 
excellence: 
Liberating the 
NHS 

White 
Paper 

Proposals for putting local consortia of GP 
practices in charge of commissioning services 
to best meet the needs of local people, 
supported by an independent NHS 
Commissioning Board. Continued support of 
SEs and CFTs for CHS. 

2010 July 26 Liberating the 
NHS: Regulating 
Healthcare 
Providers 

DH 
Consultatio
n/ 
discussion 
document  

Consultation on government proposals (in 
Equity and Excellence: Liberating the NHS) for 
regulation of all providers to NHS patients, 
including FTs and independent providers 
(including SEs). Governance arrangements for 
FTs discussed –employee only membership 
might suit CFTs. 

2010 July 30 Procurement 
Guide 2010 

Policy 
Document 

Guidance to commissioners on the use of 
procurement as a mechanism for securing new 

http://www.hsj.co.uk/news/primary-care/independentprovider-arms-nonsense-david-nicholson-says/5009027.article
http://www.hsj.co.uk/news/primary-care/independentprovider-arms-nonsense-david-nicholson-says/5009027.article
http://www.hsj.co.uk/news/primary-care/independentprovider-arms-nonsense-david-nicholson-says/5009027.article
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contracts and identifying the best provider.  

2010 September 24 Transforming 
Community 
Services: 
transactions 
guidance for NHS 
Foundation Trusts 

Monitor 
Guidance 
document 

Guidance for NHS FTs, undertaking TCS 
transactions (i.e. take-overs of CHS), on 
Monitor’s regulatory process for reviewing such 
transformations. 

2011 January Health and Social 
Care Bill  

Proposed 
legislation 

Continued support for FTs and spin out 
SEs, including for CHS. 

2011 June Government 
response to NHS 
Future Forum 
report 

Policy 
document 

Continued support for FTs and spin out 
SEs, including for CHS. 
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Appendix 2 Table A 

 

CHS Participating in the Study 

 

Organization 

code 

Initial Plans Changes in direction Situation for community 

services at end of field 

work 

(June 2011) 

1A Aspirant Community 

Foundation Trust (on initial 

DH programme) 

Hosting with Mental 

Health Trust 

Now planning to be hosted by 

Mental Health Trust 

1B Social enterprise providing 

health and social care but not 

supported by PCT. 

Considering possibility of a 

merger with a Community 

Foundation Trust.   

Prior to December 2010 

Considering managed 

dispersal to either the 

local Council or NHS 

Trust.  Integration with 

several organizations 

(acute and community)  

likely  

Now planning to Integrate 

services with Mental Health 

Trust 

2A Aspirant Community 

Foundation Trust – on initial 

DH Programme 

none NHS Trust Status achieved – 

not yet CFT – aiming for CFT 

status prior to April 2014  

2B Direct Provider of services 

 

After April 2010 

Considering Integrating 

services  with Local 

Authority or two local 

Foundation Trust s or 

local GP’s 

Temporary hosting with 

Mental Health Trust – aim to 

integrate services with local 

authority in future 

3A Aspirant Community 

Foundation Trust – on initial 

DH Programme 

None – consultation on 

CFT completed March 

2011 

NHS Trust Status achieved – 

still on CFT route following 

positive response to 

consultation 
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3B Social Enterprise or 

Community Foundation Trust 

Considering possible 

integration of different 

service blocks with a 

range of local 

organizations or to seek 

social enterprise status 

– Social Enterprise as 

preferred option for 

provider. 

Planning to integrate services 

with local Community 

Foundation Trust, local Acute 

Trust, Local Authority and 

local GPs.   

4A Aspirant Community 

Foundation Trust (on initial 

DH programme) 

Considering integration 

with a local FT (acute) 

and /or mental health 

trust. 

 

Planning to be hosted by local 

Acute Foundation Trust 

4B Did not participate in study – no details provided 

5A Aspirant Community 

Foundation Trust – on initial 

DH Programme 

none NHS Trust Status achieved – 

not yet CFT but still pursuing 

this pathway 

5B Planned to integrate with 

local acute trusts and MH 

trust and possibly a regional 

CFT. 

Continuing to plan to 

disperse services to a 

range of providers – 

community, mental 

health and acute 

Integrating services with 

other Trusts (5 

trusts/organizations including 

acute, community and metal 

health) 

 

6A Aspirant Community 

Foundation Trust – on initial 

DH Programme 

none NHS Trust Status achieved – 

not yet CFT (planning to reach 

CFT status 2011/12) 

6B Planning to merge with local 

mental health trust (90% of 

services) and local non-FT 

acute trust (remainder of 

services). 

none Merging with Mental Health 

Trust  

 

7 To pursue Community 

Foundation Trust pathway – 

not on initial DH CFT 

programme 

none NHS Trust Status achieved – 

still consulting on CFT 
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8 To pursue Community 

Foundation Trust pathway – 

not on initial DH CFT 

programme 

none NHS Trust Status achieved – 

aiming for CFT by 2013 

9 To pursue model of social 

enterprise for community 

services 

None  Achieved social enterprise 

status August 2010. 
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Appendix 3 Table B 

Staff interviewed in the study 

 

Site Persons interviewed (some interviewed more than once, as follow up) 

 

1A  Managing Director (Provider) 

PCT Director of Systems Reform and Service Development  

1B  Chief Operating Officer, (Provider) 

Finance Director  

Director of Clinical Services 

2A      

 

 

Managing Director, (Provider) 

Associate director of finance 

NED 

LA representative, adult services 

Chair  

Director of quality (Provider) 

2B  

 

 

Assistant Director of Commissioning 

Director of Finance 

Associate Director Business Development (Provider) 

3A  

 

 

Chief Executive Officer, PCT 

Finance Director, PCT 

Director, Provider 

3B  Chief Executive Officer, Provider 

Chief Operating Officer, Provider 

4A   Director of Finance 

NED 

Chair (Provider) 

Chair 

Managing Director (Provider) 

5A  Finance director 

MD (Provider) 

Director of Commissioning (PCT) 

5B  Managing Director (Provider) 

PCT commissioner 

 

6A  Director of strategy and Commissioning 

Managing Director  (Provider) 

6B  Managing Director  (Provider) 

Chair, PCT 
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7  

 

Director, Quality (Provider) 

Interim Director of finance (Provider) 

PCT Commissioner 

8  Managing Director (Provider) 

Director of Finance (Provider) 

9  Director, Quality (Provider) 

Director of Finance (Provider) 

Company Secretary (Provider) 

PCT Commissioner 
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Appendix 4 

Table C Timing of interviews 

 
 
Year 

 
Month 

 
 

1A 1B 2A 2B 3A 3B 4A 4B 5A 5B 6A 6B 7 8 9 

 
2009 
 

Mar                

Apr     CFT  x2           

May                

June     CFT  x2           

Jul      CFT  
X1 

         

Oct         CFT  
X3) 

      

Nov       CFT  
X4 

        

Dec CFT  
 x1 

              

 
2010 
 

Jan  SE or 
MwCF
T x2 

CFT  
x3 

            

Feb   CFT 
x3 

HI(LA or 
FT/GP) X2 

           

Mar          VI (P) 
MHT/AT/CFT 
(1) x2 

     

Jun           CFT 
X1 

VI (P) 
MHT/AT x1 

   

July           CFT  
X1 

VI (P) 
MHT/AT x1 

   

Aug      SE or HI) 
x1 

      CFT  
x2 

  

Sep 
 

   H(MHT)) x1          CFT 
x2 

SE  
x2 

Oct 
 

H(MHT) 
x1 

     H(AFT)x1   VI (P) 
MHT/AT/FT   

    SE  
x1 

Nov 
 

            CFT x1   

Dec  (MHT) 
x1 

            SE x1 
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Appendix 4 

 

Table C Timing of interviews 

 

Key 

 

 AFT - Acute Foundation Trust 

 AT - Acute Trust 

 CFT - Community Foundation Trust 

 FT - Foundation Trust 

 HI - Horizontal integration 

 H(MHT) -  Hosted with (Mental Health Trust) 

 H(AFT) - Hosted with (Acute Foundation Trust) 

 LA - Local Authority 

 MHT - Mental Health Trust 

 MwCFT - Merge with CFT 

 VI - Vertical Integration 

 VI (P) - Vertical integration part services 

 X1 etc.  Number of interviews carried out with variety of directors in organisation 

during month 
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Appendix 5 

 

Pre survey questionnaire 
 

 

Community Foundation Trust Evaluation 

 

Provider Organisation ‘Pre-Survey’ Questionnaire 
 

 
To inform the development of our main survey for the Evaluation of Community Foundation Trusts, 

we are initially asking the participating sites to complete this short questionnaire outlining the 

community health services they currently provide and how they structure those services. It should not 

take you more than a few minutes to complete. Please return the completed questionnaire by email to 

Mary.Durand@lshtm.ac.uk or by post to the address given at the end of the questionnaire. Please 

contact us on 02079272964  (Mary Alison Durand) or 0207 927 2671 (Lorraine Williams) or 

02079272460 (Pauline Allen) if you have any difficulties completing the questionnaire. If you are not 

the most appropriate person in your organisation to answer the questions below, please forward to a 

colleague who can, letting us know who that person is and their contact details (so that we do not 

bother you again).  Many thanks for your help. 
 
We would be very grateful if you could complete and return the questionnaire to us by Friday, 

1
st
 October 2010. 

 

 

 

Organisation name: ______________________________________________________________ 

 

Organisation address: ____________________________________________________________ 

 

Respondent‟s name: _____________________________________________________________ 

 

Respondent‟s job title: ___________________________________________________________ 

 

 

 

 

 
1. Do you have a chart detailing the structure of your organisation? 

 

YES  NO 

 

 

 

 

If YES, we would be grateful if you would attach this chart when returning the completed questionnaire. 

2. How do you currently structure your services into directorates, streams, care groups or divisions? 

(Please √ as appropriate) 

mailto:Mary.Durand@lshtm.ac.uk
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By professional group             

By multi-professional team 

By patient population (e.g., children) 

By care needs (e.g., feet) 

By type of condition (e.g., diabetes) 

By geographical location 

We don‟t have a formal structure  

Other (Please describe) 

 

 

 

 

 

 

 

 

 

 

3. Has the way in which you structure your community services changed since April 1
st
 2006?  

(Please √) 

 

YES  NO 

 

 

 

4. Below is a list of services commonly provided by community services provider organisations.  

Please indicate (using a √ as appropriate) which services your organisation currently provides, 

and indicate which directorate, division, stream or care group they fall under in terms of your 

organisational structure. Please use the extra spaces to indicate any services which your 

organisation provides but are not given below. If elements of services are spread across two 

directorates, please identify both. 

 

 

Services Please √ to indicate that the 

service is provided by your 

organisation 

Principal service stream/ directorate / 

care group which service falls under 

Health Visiting   

District Nursing   

Community Matrons   

Intermediate Care    

Community Hospitals   

Continence   

Podiatry   

Diabetes   

Dietetics / Nutrition   

Family Planning / Sexual Health   

Children‟s Services   

Tissue Viability   

Dental access or services   

Speech and Language Services   

Other…   

   

   

   

   



245 

 

5. Please give the names and contact details of the individual(s) in the provider arm of your organisation 

who could provide us with information on: a) quality and governance; b) finance; and c) activity.  We will 

contact this individual / these individuals about our completing our main survey. 

 

 

 

 Name Job title Phone no.  Email 

Quality and 

governance 

 

 

 

 

 

   

Finance  

 

 

 

 

    

Activity 

 

 

 

 

    

 

 

6. Do you currently use dashboard / score card systems to monitor the performance of your provider arm and 

/or the quality of services delivered by the provider arm? (Please √) 

 

 

               YES  NO 

 

 

 

 

 

 

 

We would appreciate it greatly if you could make any dashboards/score card or other monitoring 

information (even if not on a dashboard or scorecard) for the financial years 2006/07, 2007/08, 2008/09, 

and 2009/10 available to us. Confidential or financially sensitive data will be treated accordingly. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



246 

 

7. We appreciate that the future organisational form which your provider arm will take (post 31
st
 March 

2010) may be undecided at present. However, we would be grateful if you could indicate what form(s) it is 

likely to take based on current information available to you. Please √ all that applies and indicate whether 

the arrangement is „definitely‟ or „possibly‟ going to happen. 

 

 

Future organisational form Possibly Definitely 

NHS Trust and eventually CFT   

Direct provider   

Social Enterprise   

Integration with Mental Health Trust   

Integration with future CFT   

Integration with other Community Services Providers   

Integration with acute Foundation Trust   

Integration with acute Trust (non Foundation Trust)   

Integration with Local Authority   

Other (please specify)   

   

   

 

 

 

 

Many thanks for completing our questionnaire. Please attach your organisational chart and any 

dashboards / score cards and email to Mary.Durand@lshtm.ac.uk  or post to: Dr. Mary Alison Durand, 

Department of Health Services Research and Policy, London School of Hygiene & Tropical Medicine, 

15-17 Tavistock Place, London WC1H 9SH. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:Mary.Durand@lshtm.ac.uk
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Appendix 6 

 

Full questionnaire for CHS 

 
 

Community Foundation Trust Evaluation 

 

Provider Organisation Survey 
 
Background 

The Community Foundation Trust (CFT) Evaluation is designed to identify the outcomes of the Department of Health‟s (DH) 

pilot programme to establish CFTs. The evaluation is being conducted by researchers at the London School of Hygiene & 

Tropical Medicine (LSHTM), Leeds University and the University of Bristol. It has been approved by your organisation‟s 

R&D Department.  

 

In 2008 a number of community health services became arms-length autonomous provider organisations, managed by 

„shadow‟ boards, while most PCTs continued to provide community services in-house. The DH‟s intention was that the 

former would, after a period of trial „separation,‟ become eligible for CFT status (now likely to happen in 2011). The 

establishment of pilot sites created an opportunity to evaluate the outcomes of the CFT policy initiative using a quasi-

experimental methodology (involving interviews and a survey). The evaluation involves six DH CFT pilot sites and six 

comparator sites (non-pilot PCTs) and focuses on whether participants in the pilot programme, in comparison with in-house 

providers, are delivering over time (i) an increased rate of service quality improvement; and (ii) improved value for money. 

We are also interested in identifying any beneficial or adverse impacts on PCT financial performance and local government 

services.    

 

The Survey 

This survey constitutes one component of our evaluation, and is designed to measure aspects of value for money and quality 

improvement.  Our questions therefore address in turn: the types of data your organisation collects in order to measure 

performance and quality; productivity, expenditure and income; and quality (staff, communication and information provision, 

patient satisfaction, safety, service delivery, clinical care). The questions relate to the period 1
st
 April 2006 to 31

st
 March 

2010. While some of the financial and quality related information we are interested reflects that which is publically available, 

it is generally reported currently at the level of the PCT. What we are interested in here are data related to the community 

services provider arm of your organisation only, where available.   

 

Completing the Survey 

We anticipate that the information requested may not be held by any one individual. We would therefore be grateful if you 

could initially scan the questionnaire to see which sections you can complete yourself, complete them and then identify key 

individuals in your organisation‟s provider arm or in the PCT who could complete the remaining sections. If it is easier for 

you, a member of our research team will be available to work through the survey with you and can visit your organisation at a 

time and date that would be convenient for you and your colleagues. 

 

Please be assured that any sensitive or confidential information which your organisation provides will be treated 

accordingly. Your organisation will not be identified by name, without the organisation’s permission, in any report of 

the evaluation’s findings. 

  

Contact Details 

Dr. Mary Alison Durand,  Department of Health Services Research and Policy, London School of Hygiene & Tropical 

Medicine, 15-17 Tavistock Place, London WC1H 9SH. Mary.Durand@lshtm.ac.uk 

02079272964 or Ms Lorraine Williams 02079272671 Lorraine.Williams@lshtm.ac.uk  
 

PLEASE COMPLETE THE FOLLOWING QUESTIONS BEFORE 

mailto:Mary.Durand@lshtm.ac.uk
mailto:Lorraine.Williams@lshtm.ac.uk
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YOU PROCEED TO THE REST OF THE QUESTIONNAIRE. 
 
Organisation name: ___________________________________________________________ 
  
Organisation address:__________________________________________________________ 
 
___________________________________________________________________________ 
 

 

 

 
Principal Respondent‟s name:___________________________________________________ 
 
Principal Respondent‟s job title:_________________________________________________ 
 
Additional Respondent‟s (1) name and job title: 
 
___________________________________________________________________________ 
 

 
Additional Respondent‟s (2) name and job title: 
 
___________________________________________________________________________ 
 

 
Additional Respondent‟s (3) name and job title: 
 
___________________________________________________________________________ 
 

 
What is the main geographical area covered by the provider arm of your organisation? Please 

describe. 
 
___________________________________________________________________________ 

 

 

         
What is the population size in this geographical area? ____________________ 
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SECTION 1:  
 

QUALITY AND PERFORMANCE-RELATED DATA COLLECTED BY YOUR 

PROVIDER ARM 

 

 
We are interested in establishing the types of quality and/or performance related data 

collected by the provider arm of your organisation.   

 
We would therefore be grateful if you could make any performance related data sets / quality 

indicator data sets (including dashboards and score cards  and any end of year performance 

monitoring conducted in the years prior to the introduction of dashboards/score cards) and  

other  related information for the financial years 2006/07, 2007/08, 2008/09, and 2009/10 

available to us, if you have not already done so.  

 
Please note that confidential or financially sensitive data will be treated accordingly. 

 
If you cannot answer some of the questions because you don‟t know whether or not the 

information is collected by the provider arm, please indicate the name and contact details of a 

colleague who might know/have the information sought next to the question concerned. 

 
 

 

1. Are there any non-mandatory quality and/or performance-related data sets that you 

currently collect, and that are not on your dashboard/score card? (Please √) 

 

 

YES  NO 

 

 

 

 

If YES, we would be grateful if you could list here and supply us with relevant data for the financial 

years 2006/07 to 2009/10. 

 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

_________________________________________________________________ 

 

       _________________________________________________________________ 

  



250 

 

SECTION 2: 
 

PRODUCTIVITY, EXPENDITURE AND INCOME 

 
This section of the questionnaire includes questions on the following: 

 
2.1)  the types/ numbers of staff working in your organisation’s provider arm and your expenditure 

on same; 

 
2.2) patient/ service user activity and provider arm contact with patients/ service users; 

 
2.3) expenditure (e.g., general expenditure and that relating to governance and your shadow board, 

staff training etc);  

 
2.4) income, assets accrued and surpluses made by the organisation’s provider arm. 

 
If you cannot answer some of the questions because you don‟t know whether or not the information is 

collected by the provider arm, please indicate the name and contact details of a colleague who might 

know/have the information sought next to the question concerned. 

 

 

SECTION 2.1  STAFF  

 
The questions in this section are about the number and type of full-time equivalent FTE staff you 

have on the payroll of the provider arm of your organisation, your expenditure on staff and issues 

such as sickness and staff turnover rates. 
 
 

 

 

2. On each of the dates given below, how many full-time equivalent (FTE) staff of all 

categories did the provider arm of your organisation employ?  

 

 

DATE      No. payroll FTE staff  No. FTE agency/ seconded staff (if available) 

 

31
st
 March 2010 

 

31
st
 March 2009 

 

31
st
 March 2008 

 

31
st
 March 2007 
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3. On each of the dates given below, how many full-time equivalent (FTE) staff of all 

categories did your parent PCT employ?  

 

 

DATE      No. payroll FTE staff  No. FTE agency/ seconded staff (if available) 

 

31
st
 March 2010 

 

31
st
 March 2009 

 

31
st
 March 2008 

 

31
st
 March 2007 

 

 

 

 

 

4. How many full-time equivalent (FTE) staff in each of the following categories were 

employed (i.e., on the payroll) in the provider arm of your organisation on the dates 

given?  Please write „Don‟t Know‟ or DK in any box you cannot complete. Please add 

additional pages if necessary (by copying the table). 

 

 

Directorate name  31/3/ 2010 

 
number of 

FTEs 

 31/3/ 2009 

 
Number of 

FTEs  

 31/3/ 2008 

 
Number of 

FTEs 

 31/3/ 2007 

 
Number of 

FTEs 
Directorate 1 Consultants 

 
    

Other doctors 
 

    

Registered nurses – district 

nurses 
    

Registered nurses- health 

visitors 
    

Registered nurses – school 

nurses 
    

Registered nurses – 

community matrons 
    

Registered nurses – others 

(specify) 
    

Health care assistants 
 

    

Dieticians 
 

    

Podiatrists 
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Physiotherapists 
 

    

Speech therapists 
 

    

Psychologists 
 

    

Dentists 
 

    

Audiologists 
 

    

PAMs – Other (specify) 
 

    

PAMs – Other (specify) 
 

    

Social workers 
 

    

Other social care staff not 

already  listed above 

(specify)  

    

Senior managers 
 

    

Administrative and non-

clinical staff 
    

Other non-clinical staff 

(specify) 
    

Overall staff numbers     

Directorate name  31/3/ 2010 

 
number of 

FTEs 

 31/3/ 2009 

 
Number of 

FTEs  

 31/3/ 2008 

 
Number of 

FTEs 

 31/3/ 2007 

 
Number of 

FTEs 
Directorate 2 Consultants 

 
    

Other doctors 
 

    

Registered nurses – district 

nurses 
    

Registered nurses- health 

visitors 
    

Registered nurses – school 

nurses 
    

Registered nurses – 

community matrons 
    

Registered nurses – others 

(specify) 
    

Health care assistants 
 

    

Dieticians 
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Podiatrists 
 

    

Physiotherapists 
 

    

Speech therapists 
 

    

Psychologists 
 

    

Dentists 
 

    

Audiologists 
 

    

PAMs – Other (specify) 
 

    

PAMs – Other (specify) 
 

    

Social workers 
 

    

Other social care staff not 

already  listed above 

(specify)  

    

Senior managers 
 

    

Administrative and non-

clinical staff 
    

Other non-clinical staff 

(specify) 
    

Overall staff numbers     

Directorate name  31/3/ 2010 

 
number of 

FTEs 

 31/3/ 2009 

 
Number of 

FTEs  

 31/3/ 2008 

 
Number of 

FTEs 

 31/3/ 2007 

 
Number of 

FTEs 
Directorate 3 Consultants 

 
    

Other doctors 
 

    

Registered nurses – district 

nurses 
    

Registered nurses- health 

visitors 
    

Registered nurses – school 

nurses 
    

Registered nurses – 

community matrons 
    

Registered nurses – others 

(specify) 
    

Health care assistants 
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Dieticians 
 

    

Podiatrists 
 

    

Physiotherapists 
 

    

Speech therapists 
 

    

Psychologists 
 

    

Dentists 
 

    

Audiologists 
 

    

PAMs – Other (specify) 
 

    

PAMs – Other (specify) 
 

    

Social workers 
 

    

Other social care staff not 

already  listed above 

(specify)  

    

Senior managers 
 

    

Administrative and non-

clinical staff 
    

Other non-clinical staff 

(specify) 
    

Overall staff numbers     

Directorate name  31/3/ 2010 

 
number of 

FTEs 

 31/3/ 2009 

 
Number of 

FTEs  

 31/3/ 2008 

 
Number of 

FTEs 

 31/3/ 2007 

 
Number of 

FTEs 
Directorate 4 Consultants 

 
    

Other doctors 
 

    

Registered nurses – district 

nurses 
    

Registered nurses- health 

visitors 
    

Registered nurses – school 

nurses 
    

Registered nurses – 

community matrons 
    

Registered nurses – others 

(specify) 
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Health care assistants 
 

    

Dieticians 
 

    

Podiatrists 
 

    

Physiotherapists 
 

    

Speech therapists 
 

    

Psychologists 
 

    

Dentists 
 

    

Audiologists 
 

    

PAMs – Other (specify) 
 

    

PAMs – Other (specify) 
 

    

Social workers 
 

    

Other social care staff not 

already  listed above 

(specify)  

    

Senior managers 
 

    

Administrative and non-

clinical staff 
    

Other non-clinical staff 

(specify) 
    

Overall staff numbers     
 

  



256 

 

5. What was your total expenditure on staff (payroll staff only) in the provider arm of the 

organisation by directorate in the financial years given below? 

 

 

Total expenditure on payroll staff by directorate in: 

 

Directorate name                 2009/10                  2008/09             2007/08               2006/07 

 

D1 

 

 

D2 

 

D3 

 

D4 

 

       D5 

 

      D6 

 

      D7 

 

 

 

 

6. What was your total expenditure on agency staff in the provider arm of the organisation 

by directorate in the financial years given below? 

 

 

Total expenditure on agency staff by directorate in: 

 

Directorate name                 2009/10                  2008/09             2007/08               2006/07 

 

 

D1 

 

D2 

 

D3 

 

D4 

 

       D5 

 

      D6 

 

      D7 
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7. What was the number of days reported sickness absence for each directorate / service 

stream in financial years given below? Please  √ to indicate if either : 

 

 

Data not available  

 

Do not collect data 
 

 

 

     

No. days reported sickness absence by directorate in: 

 

Directorate name  2009/10 2008/09 2007/08 2006/07 

 

D1 

 

D2 

 

D3 

 

D4 

 

D5 

 

D6 

 

D7 

 

 

 

 

8. How many new starters (payroll employees new to the provider arm of your organisation 

and not simply moving between directorates) were there in each directorate / service 

stream in each of the financial years given below? 

 

No. new starters by directorate in:  

 

 

Directorate name  2009/10 2008/09 2007/08 2006/07 

 

 

D1 

 

D2 

 

D3 

 

D4 

 

D5 
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D6 

 

D7 

 

 

 

 

 

 

9. How many leavers (payroll employees who left the provider arm of your organisation and 

did not simply move between directorates) were there in each directorate / service stream 

in each of the financial years given below? 

 

 

No. leavers by directorate in:  

 

 

Directorate name  2009/10 2008/09 2007/08 2006/07 

 

 

D1 

 

D2 

 

D3 

 

D4 

 

D5 

 

D6 

 

D7 
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SECTION 2.2   PATIENTS  

 

 
The questions in this section relate to patients/service users and to the contacts the provider arm 

of your organisation has with them. 
 
 

  

10. How does the provider arm of your organisation define your patient / service user 

population? (Please √ all relevant) 

 
Definition of service user 

Directorates 
D1 D2 D3 D4 D5 D6 D7 D8 

All patients registered with the 

commissioning  PCT(s) 
        

Only patients/service users 

who have used services 

provided by the provider arm 

        

Only patients for whom the 

provider arm holds its own 

records 

        

Other (please specify) 
 

        

 

 

11. For each of the financial years listed below, how many patients / service users were 

treated by each directorate? 

 

 

Number of patients treated by directorate in each financial year: 

 

Directorate name                 2009/10                  2008/09             2007/08               2006/07 

 

D1 

 

D2 

 

D3 

 

D4 

 

       D5 

 

      D6 

 

      D7 
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12. For each of the financial years listed below, how many initial (first ever) face-to-face 

contacts were made with patients / service users by each directorate? 

 

 

Number of initial (first ever) face-to-face contacts by directorate in each financial 

year: 

 

Directorate name                 2009/10                  2008/09             2007/08               2006/07 

 

D1 

 

D2 

 

D3 

 

D4 

 

       D5 

 

      D6 

 

      D7 

 

 

 

13. For each of the financial years listed below, what was the total number of face-to-face 

contacts (including first ever face-to-face contacts), made with  patients / service users by 

each directorate?  (Please exclude occupied bed days.) 

 

Total number of face-to-face contacts by directorate in each financial year: 

 

Directorate name                 2009/10                  2008/09             2007/08               2006/07 

 

D1 

 

D2 

 

D3 

 

D4 

 

       D5 

 

       D6 

 

       D7 
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14. a) Does the provider arm of the organisation keep records of the number of visits made 

by provider arm health/social care staff to patients / service users in their homes / place 

of residence? (Please √) 

 

 

 

 

 

Yes, for all directorates  

 

Yes, for some directorates 

 

             No 

 

 

 

14. b) IF YES, how many patient/service user  visits (i.e., to their homes/ place of residence) did 

provider arm health/ social care staff make in each of the financial years given below? 

 

Number of visits made to patients’/service users’  homes/ places of residence: 

 

Directorate name                 2009/10                  2008/09             2007/08               2006/07 

 

D1 

 

D2 

 

D3 

 

D4 

 

       D5 

 

       D6 

 

       D7 
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14. c)  For what % of the services which fall within each directorate below, were home / 

place of residence visits recorded for the years given? (Please write N/A if non-applicable 

as none of the services within a particular directorate involves home visits). 

 

 

% of services within each directorate for which number of home visits are recorded 

 

Directorate name                 2009/10                  2008/09             2007/08               2006/07 

 

D1 

 

D2 

 

D3 

 

D4 

 

       D5 

 

       D6 

 

       D7 

 

 

 

14. d) What is your estimate of the total number of home / place of residence visits made 

by health/ social care professionals working in the provider arm of your organisation for 

the financial years given below?   

 

 

Estimated total number of home/ place of residence visits across provider arm  

 

          YEAR                  2009/10                  2008/09                2007/08               2006/07 

 

Total no. visits 

 

 

 

 

14. e) How do you arrive at the estimated total number of home / place of residence visits? 

Please describe briefly. 

 _____________________________________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 
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15. Does the provider arm of your organisation keep records of the number of non face-to-

face contacts (e.g., phone calls) that provider arm health / social care staff have with 

patients / service users? (Please √) 

 

 

 

Yes, for all directorates  

 

Yes, for some directorates 

 

             No 

 

 

16. IF YES, how many non face-to-face contacts (e.g., phone calls) did the provider arm health 

/social care staff have with patients / service users during each of the financial years given 

below?  

 

 

 

 

 

Number of non face-to-face contacts with patients: 

 

Directorate name                 2009/10                  2008/09             2007/08               2006/07 

 

D1 

 

D2 

 

D3 

 

D4 

 

       D5 

 

      D6 

 

      D7 
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SECTION 2.3           EXPENDITURE 

 
The questions in this section relate to general expenditure by the provider arm your 

organisation, to expenditure related to your shadow board, and to that related to training. 
 

 

 
 

 

17. What was the overall expenditure for the provider arm of the organisation for the financial 

years given?  

 

  

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

18. a) What was the expenditure on provider services in each directorate /service stream in 

each of the financial years given below? 

 

Expenditure (£) on provider services by directorate in: 

 

Directorate name                 2009/10                  2008/09             2007/08               2006/07 

 

D1 

 

 

D2 

 

D3 

 

D4 

 

       D5 

 

      D6 

 

      D7 

 

 

  

£ 

40. Did 

you 

invest 

any 

surplus 

made?  

Year  Yes  No  N/A 
2009/10    
2008/09    
2007/08    
2006/07    

 

 

 

£ 

£ 

£ 
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18. b) Are PCT overhead costs (e.g. personnel, finance, etc) apportioned to the provider arm 

and included in overall expenditure? Please indicate for each of the financial years given 

below.  

 

 

                 2009/10                  2008/09             2007/08               2006/07 

 

 

Yes, in full 

 

Yes, some  

overheads 

 

No 

 

 

 

19. a) Have you allocated a budget to your new governance structures? (Please √) 

 

 

YES  NO 

 

 

 

 

19.   b)   IF YES, do you separately identify expenditure on various aspects of governance? (Please 

√) 
 

 

YES  NO 

 

 

 

 

19. c) IF YES, how was it allocated in each of the financial years given below? 

 

 

                   2009/10                  2008/09                 2007/08                    2006/07 

Establishing/  

running a (shadow) 

board 

 

Increased participatory 

structures (e.g., recruit- 

ing potential membership) 

 

Other (please specify)  

 

 

Other (please specify) 
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20.  In the financial years given below, did the provider arm of the organisation have a budget 

for marketing / advertising its services? 

 

 

YEAR    YES   NO  EXPENDITURE 

 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

                   
 

21. a) Does the provider arm of the organisation have (Please √ all that applies)? 

 

 

 

A central training budget  

 

Directorate/departmental level 

training budgets 

 

             No training budget 

 

 

 

 

21 b) IF YES, how large was your training budget in each of the financial years given below? 

 

 

YEAR   Central training budget (£)                 Directorate /departmental 

        level budgets 

 

 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

 

 

£ 

£ 

£ 

£ 
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SECTION 2.4         INCOME, ASSETS AND SURPLUSES 

 
The questions in this section are about income from your contracts, any assets you may have 

acquired or sold, and any savings you may have made in recent years. We also include a 

question about whether you keep separate financial accounts to the PCT. 
 
 

 

 

 

22. Which PCT(s) have you had income from since 1
st
 April 2006? Please list, along with dates of 

contracts (start to end date). 

 

1.____________________________________________________________ 

 

2.____________________________________________________________ 

 

3.____________________________________________________________ 

 

4._____________________________________________________________ 

 

5.____________________________________________________________ 

 

6.____________________________________________________________ 

 

 

23.  What was your total income from the individual PCT(s) in the financial years given below? 

(Please include only activity above £20,000) 

 

Income (£) from PCTs in:  

 

PCT name                      2009/10                     2008/09                 2007/08                2006/07 
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24. What was your provider arm income (£) from contracts for the financial years given below?  

 

   Income (£) from contracts:  

 

ORGANISATION            2009/10                  2008/09             2007/08               2006/07 

 

PCTs 

 

 

GPs 

 

Acute trusts 

 

Mental Health Trusts 

 

Prison Services 

    

Local authority 

 

Other  

(Please specify) 

 

 

 

 

 

25. A) Have fixed assets (land, buildings, equipment) been split between commissioner and 

provider arms of the organisation? (Please √) 

 

 

YES  NO 

 

 

 

 

 

25 B) Will fixed assets (lands, buildings and equipment) used by the provider arm be (Please √) 

 

 

Transferred to provider arm ownership 

 

  

Remain in ownership of PCT 

 

 

Other  
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26. Did the provider arm dispose of or acquire any fixed assets (lands, buildings, or equipment) 

in the financial years given below, and if so what was the approximate value of the assets 

disposed of as at the dates given? 

 

 

   Value of assets disposed of Value of assets acquired 

 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

 

 

 

27. If applicable, what was the value of the fixed assets (land, buildings and equipment) owned by 

the provider arm on the following dates? 

 

 

 

31
st
 March 2010 

 

             31
st
 March 2009 

 

 31
st
 March 2008 

 

 31
st
 March 2007 

 

 

 

28. Was the provider arm of your organisation allowed to retain any surplus you made in the 

following financial years? (Please √) 

 

YEAR     YES   NO  N/A, NO SURPLUS 
 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

£ 

 

£ 

£ 

£ 
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29.  If the provider arm was allowed to retain a surplus in any of the financial years given below, 

how was it used? 

 

83.  Year  Please describe briefly how any retained surplus 

was used. 
2009/10  

 

 
2008/09 
 

 

 

 
2007/08 
 

 

 

2006/07  

 

 
 

 

 

 

30.  Does the provider arm of your organisation have a cost improvement programme? (Please 

√) 
 

            YES        NO 

 

 

 

 

 

 

 

31. Did the provider arm of your organisation make any redundancies in the financial years 

given below? (Please √ if „yes‟ and give number of redundancies made.) 

 

       YES       NUMBER OF REDUNDANCIES 

 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 
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32.  Did the provider arm produce separate financial accounts from the PCT‟s in the financial 

years given below? (Please √) 

 

YEAR     YES   NO  
 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

 
We would be grateful if you could supply us with a copy of your end of year 

financial returns to the Department of Health for the financial years 2009/10, 

2008/09, 2007/08, 2006/07.  
 
 

 

33. For the provider arm of your organisation, please estimate, in terms of quantity, the number of 

changes made in each of the following areas (Please write as either lots, some, few, none, not 

sure in the relevant box below).  

 

 

 

 

 

 

 

 

  

Changes Number of 

changes 

2009/10 

Number of 

changes 

2008/09 

Number of 

changes 

2007/08 

Number of 

changes 

2006/07 
Organisational changes  

 

 

   

Improvements in 

administrative processes 
 

 

 

   

Improvements in clinical 

procedures 
 

 

 

   

New, better performing 

equipment 
 

 

 

   

Better quality monitoring  

 

 

   

Other  (please specify)  
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SECTION 3: QUALITY  
 
The questions in this section cover a range of quality indicators which are relevant to community 

services and were derived in part from both the Department of Health pilot indicators and 

Dashboard information provided by community services.   
 
We have included questions relating to: 
3.1)  your staff (training, satisfaction etc); 
3.2)  how you communicate with your stakeholders and patients/service users; 
3.3)  Patient/service user satisfaction and complaints; 
3.4)  safety; 

3.5) aspects of service delivery; 
3.6) and aspects of clinical care. 
 
If you cannot answer some of the questions because you don‟t know whether or not the 

information is collected by the provider arm, please indicate the name and contact details of a 

colleague who might know/have the information sought next to the question concerned. 
 
 

 

 

 
SECTION 3.1         YOUR STAFF 

 

 
Questions in this section relate to how you communicate with your staff to obtain their views etc, 

and to staff training and appraisals. 

 

 
 

34. Does your provider arm conduct organisation-wide surveys of staff in addition to the NHS 

staff survey? (Please √) 

 

   YES  NO 

 

 

 

 

35. IF YES, has the frequency with which organisation-wide staff surveys are conducted changed 

since 1st April 2006? (Please √ the appropriate box) 

 

 

No change in frequency More frequent  Less frequent  Don’t know 
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36. If you do conduct provider arm organisation-wide staff surveys what do they cover? (Please 

√ all that apply ) 

 

 

 

Job/ role satisfaction     

 

Views regarding service development 

 

Views regarding organisational issues 

(e.g., management, governance etc) 

 

Employment relations 

 

Other (please describe)  

 

 

 

37. Do you employ any other mechanisms or processes by which staff can currently provide 

feedback which reaches provider (shadow) Board level about the organisation and the 

services it delivers? (Please √  all that apply:   √  here if NO) 

 

 

 

Email      

 

Focus groups 

 

Workshops 

 

Staff associations 

 

Trade unions 

 

Annual professional meetings 

 

Staff representatives on the Board 

 

Joint consultative committees 

 

Other (please specify) 
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38. For the financial years given below, what percentage of eligible staff in the provider arm 

completed mandatory training in the following?  

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

   % eligible staff received training in: 

 

    2009/10 2008/09 2007/08 2006/07  

 

 

Child protection   

 

 

Adult protection 

 

 

Safeguarding 

 

 

Infection control 

 

 

Induction* (new staff)  

 

 

(*non-mandatory training should be included in relation to induction) 

 

 

 

39. Does your Human Resources Department keep information on training (mandatory, general 

and professional development) for individual provider arm staff members in a form such that 

it can report on training for the whole organisation? (Please √) 

 

YES  NO 

 

 

 

 

 

40. Are provider arm staff required to have an annual appraisal? (please √ as appropriate) 

 

CLINICAL STAFF    NON-CLINICAL STAFF 

 

 

Yes, all are  

 

Yes, some are 

 

No, none are 
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41. Are appraisals conducted (please √ as appropriate)? 

 

 

Only on an individual basis 

 

Some individually and some by team 

 

All by team 

 

 

 

 

42. What percentage of eligible staff in each directorate/ service stream of the provider arm had 

an appraisal or Knowledge and Skills Framework (KSF) development review in the 

financial years given below? 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

% staff with appraisal or KSF development review in: 

 

Directorate name  2009/10 2008/09 2007/08 2006/07 

 

D1 

 

D2 

 

D3 

 

D4 

 

D5 

 

D6 

 

D7 
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43. What percentage of eligible each staff in each directorate/ service stream of the provider arm 

had an agreed and documented personal development plan (PDP) in the financial years given 

below?  

                        

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

% staff  with agreed and documented PDP in: 

 

Directorate name  2009/10 2008/09 2007/08 2006/07 

 

D1 

 

D2 

 

D3 

 

D4 

 

D5 

 

D6 

 

D7 

 

 

 
 

44. How many FTE unfilled posts were there in each provider arm directorate on the following 

dates?  

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

   No. FTE unfilled posts by directorate on: 
 

Directorate name         31/03/2010          31/03/2009         31/03/2008         31/03/2007 

 

D1 

 

D2 

 

D3 

 

D4 

 

D5 

 

D6 

 

D7 
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SECTION 3.2 HOW YOUR ORGANISATION’S PROVIDER ARM 

COMMUNICATES WITH STAKEHOLDERS, PATIENTS AND OTHERS 

 
The questions in this section are about how you consult your various stakeholder groups. 

 
 

 

 

 

45. During the financial years given below, how did the provider arm consult or involve 

patients/service users, your potential membership (if applicable) and other local stakeholders in 

designing, planning, delivering and improving provider arm health care services? (Please √ all 

relevant boxes for each year) 

 

 

 

Modes of involvement 

 

                2009/10            2008/09          2007/08         2006/07 
 

We didn’t                           

 

Focus groups 

 

Consultation meetings 

 

Patient surveys 

 

Local health forums 

 

Potential/ future 

membership surveys 

 

Board meetings open 

to public 

 

Other (please specify) 
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46. In the financial years given below, how did the provider arm of your organisation keep your 

potential membership (if applicable), local stakeholders and the general public informed about 

changes and innovations related to community services? (Please √ all relevant boxes for each 

year) 

 

 

 

Keeping stakeholders involved: 

 

                             2009/10           2008/09          2007/08         2006/07 
 

We didn’t                           

 

Website 

 

Newsletter 

 

Leaflets at premises/ clinics 

 

Public meetings/road shows 

 

Local media 

 

Board meetings open 

to public 

 

Other (please specify) 
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SECTION 3.3 PATIENT/SERVICE USER SATISFACTION AND COMPLAINTS 

 
The questions in this section relate to patient satisfaction surveys, written complaints procedures, 

and the number of complaints and compliments the provider arm of your organisation has 

received in recent years.  
 

 
 

 

47. Since the 1
st
 April 2006, has your organisation‟s provider arm conducted patient/ service 

user satisfaction surveys at an organisation level? (Please √  as relevant) 

 

 

We haven’t 

 

Don’t know 

 

More than once a year 

 

Once a year 

 

Less than once a year 

 

 

48. In the two most recent surveys conducted by the provider arm, what % of the patients who 

responded reported overall satisfaction with the services delivered /received. 

 

 

 

                        Date conducted   % reporting satisfaction 

 

Most recent survey 

 

2
nd

 most recent survey 

 

 

 

49. Does the provider arm of your organisation have any system for recording compliments 

made by patients /services users about your services or organisation?  Please describe briefly: 
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50. In the financial years given below, has the provider arm of your organisation had a written 

complaints procedure for patients/service users and their relatives? (Please √ as appropriate 

for each year.) 

 

YES  NO        DON’T KNOW 

 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

 

51. How many written complaints were a) made about the services delivered by the provider arm 

and b) resolved locally within an agreed timescale during financial years given below? 

 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

 

 

 

 

Directorate   2009/10  2008/09   2007/08  2006/07 

Directorate 1 No. written complaints 

received 
    

No. concluded within 

agreed number of working 

days 

    

No. concluded outside 

agreed number of  working 

days 

    

No. still being pursued  

 

   

Directorate 2 No. written complaints 

received 
    

No. concluded within 

agreed number of working 

days 

    

No. concluded outside 

agreed number of  working 

days 

    

No. still being pursued  
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Directorate 3 No. written complaints 

received 
    

No. concluded within 

agreed number of working 

days 

    

No. concluded outside 

agreed number of working 

days 

    

 No. still being pursued  

 

   

Directorate 4      
 Etc      
Etc      

      
 

 

SECTION 3.4   SAFETY 

 

 
In this section, we include questions relating to serious unexpected incidents and to community 

acquired infections. 
 
 

 
 

52. How many Serious Unexpected Incidents (SUIs) were reported in your organisation‟s 

provider arm in each of the financial years given below? How many reported SUIs were 

investigated and closed as per agreed processes? 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

                       2009/10  2008/09               2007/08          2006/07 

 

 

No. SUIs reported 

 

No. SUIs investigated/ 

closed 

 

 

53. Is there a named individual on the provider arm (shadow) Board who has responsibility for 

(Please √):  

 

          YES NO 

 

Health and Safety 

 

Infection control 
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54. How many cases of community acquired MRSA and CDifficile were reported by provider 

arm services in the financial years given below?  

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

                                       2009/10             2008/09                 2007/08             2006/07 
 

Cases of MRSA 

 

Cases of CDifficile 

 

 

 

55. A) Which patients, if any, do you routinely screen for MRSA and/or CDifficile at your 

Community Hospitals?  

 

MRSA 
Do not routinely screen patients 
Specific patient groups only 
All patients admitted 

 √            CDifficile 
        Do not routinely screen patients 
        Specific patient groups only 
        All patients admitted 

 √ 

  

  

  
 

 

55. B) If your provider arm screening practices have changed since  April 1
st
 2006, please 

describe briefly how they have changed. 

 

_________________________________________________________________________  

 

 

 

 

56. How many falls by patients in your provider arm Community Hospitals were reported (by 

severity of harm) in the financial years given below?  

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

     

No. falls in community hospitals where resulting harm was: 

 

   None            Low       Moderate       Severe           Death 

 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 
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SECTION 3.5          SERVICE DELIVERY 

 
This section includes questions about the information you provide to your patients/service users 

about their care, and activity related to service delivery 
 

 

 

57. Across the provider arm, for the financial years given below, what % of: 

 

A) patients/service users to whom the provider services provide health care at home  

B)  patients /service users with a long term condition  

 

Had a personalised individual care plan?  

 

 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

 

      2009/10          2008/09             2007/08         31/03/2007 

% of patients who receive  

health care at home who 

had an individual care  

plan 

  

Please specify period reported 

on (e.g., last quarter) 

 

 

% of patients who have a long 

term condition who had an  

individual care plan 

 

  

Please specify period reported 

on (e.g., last quarter) 
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58. How frequently are individual care plans reviewed? ( Please √ the relevant box)   

 

Once a year 

 

As the need arises, more than once a year 

 

As the need arises, less than once a year 

 

Plans do not need to be reviewed 

 

Different services have different review schedules 

 

Not applicable/ no care plans 

 

Don’t know 

 

 

 

 

59. a) How many bed days were: A) available across your community hospital sites and B) lost 

due to patients whose discharge or transfer from community hospital is delayed, for the 

financial years given below? 

 

(Please note: patients whose discharge or transfer is delayed are defined as those who are not discharged 

or transferred from hospital on the same calendar day as they are approved by a clinician as being fit 

and ready for discharge or transfer. Bed days lost due to delayed discharge: the difference in days 

between when a patient is approved by a doctor as ready to be discharged from hospital and the date 

when they actually leave hospital. Total bed days available: number of beds in the community hospital 

multiplied by the defined time period.) 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally  

     

 

Bed days lost due to delayed discharges/ transfers 

 

  No. bed day’s available No. bed days lost 

 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

 



285 

 

59 b.) If „bed days lost‟ data are not collected centrally, please specify which directorates or 

individual services do collect such data. 

 

_______________________________________________________________________ 

 

_______________________________________________________________________ 

 

 

 

 

60. a) What % of your patients/ service users experienced a delayed discharge or transfer from 

your community hospitals during the financial years given below?  

 

(NB. Numerator =total number of patients in the defined time period who are not discharged or 

transferred on the same calendar day as they are approved by a clinician as being fit and ready for 

discharge or transfer. Denominator= total number of patients in the defined time period who are 

approved by a clinician as being fit and ready for discharge or transfer.) 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally  

 

 Year                               % patients experiencing delayed discharge: 

 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

 

 

60 .b)  If you collect data on the reasons for delayed discharges and transfer, what were the most 

common reason for these events  in the financial years 2009/10 and 2008/09? 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

 

61. For the financial years given below: a) what was the total number of appointments / contacts 

(including home visits) arranged by provider arm services; b) the total number of appointments 

cancelled by provider services; c) the total number of appointments cancelled by patients/ service 

users; d) the total number of DNAs; and e) total number of appointments not kept for 

miscellaneous / unknown reasons.   
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Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

 2009/10 2008/09 2007/08 2006/07 

Total number of 

appointments arranged 
    

Total number of 

appointments cancelled by 

services 

    

Total number of 

appointments cancelled by 

patients 

    

Total number of DNAs 

 
    

Total number 

‘miscellaneous’ 

 

    

 

 

62. a) For what percentage of patients/service users was their referral to first seen date concluded 

within your locally agreed standards in the following financial years? 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

If you do collect these data, is it for? (Please √ as appropriate) 

   

Consultant led services only  

 

Consultant led and some non- 

Consultant led services 

 

 

 

All services % patients for whom referral to first seen date was within agreed local standards 
   

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 
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62 b) If waiting list time data are not collected centrally, please specify which directorates or 

individual services do collect such data. 

 

_______________________________________________________________________ 

 

________________________________________________________________________ 

 

 

 

63. a) Does the provider arm of your organisation provide walk-in centres / urgent care services? 

(Please √) 

 

  YES  NO 

 

 

 

63. b) IF YES, do you collect data on waiting times? (Please √) 

  

YES  NO 

 

 

 

 

63 c) IF YES, for those services that have a 4 hour waiting time target what % of patients/service 

users were seen within the target time during the financial years given below?  

 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

 

 

% patients seen within 4 hour at services with 4 hour waiting time target  
   

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

63 d) If waiting time at walk-in/urgent care centres related data are not collected centrally, please 

specify which directorates or individual services do collect such data. 

 

____________________________________________________________________ 

 

____________________________________________________________________ 
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SECTION 3.5              CLINICAL CARE  

 
In this section the questions relate to aspects of clinical care which the provider arm of your 

organisation may provide. 
 

 

64. a) What was the incidence of grade 2 or higher pressure sores in older people treated in a 

community inpatient settings by your provider services in the financial years given below? 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

   No. of older people assessed   No. Grade 2  

        or higher pressure sores   

 

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

64 b)  If pressure sore data are not collected centrally, please specify which directorates or individual 

services do collect such data. 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

 

 

65 Does the provider arm of your organisation operate a guideline on wound healing times? 

(Please √) 

 

YES  NO 
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66 a) Does the provider arm of your organisation provide Chlamydia testing/ screening? 

          (Please √) 

 

     YES  NO 

 

 

 

 

66 b) IF YES, what % of your population aged 15-24 accepted a test/screen for Chlamydia in the 

financial years given below? 

 

          Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

% accepted test /screen for Chlamydia 

   

2009/10 

 

2008/09 

 

67 c) If Chlamydia screening data are not collected centrally, please specify which directorates or 

individual services do collect such data. 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

 

67 a) What percentage of women were sustaining breast feeding to 6-8 weeks after delivery during 

the financial years given below? 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

% women sustaining breastfeeding at 6-8 weeks 
   

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

67 b) If breastfeeding data are not collected centrally, please specify which directorates or individual 

services do collect such data. 

 

____________________________________________________________________ 

 

___________________________________________________________________ 
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68 a) For each of the financial years given below, what were the vaccination / immunisation rates 

(%) for each of the following? Please supply data where vaccination/ immunisation was 

provided by community services (CS). 
 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

% eligible children vaccinated in 

 

                                         CS                      2009/10     2008/09      2007/08        2006/07 

     (√ If yes) 

 

 

DTaP/IPV/Hib at 1 year 

 

MMR1 at 2 years 

 

Hib/Men C at 2 years 

 

PCV at 2 years 

 

       MMR at 5 years 

 

       DTaP/IPV at 5 years 

 

      HPV at 12-13 years (girls) 

 

 

 

 

 

68 b) If data on vaccination/ immunisation are not collected centrally, please specify which 

directorates or individual services do collect such data. 

 

________________________________________________________________________ 

 

________________________________________________________________________ 
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69 a) What % of patients were readmitted within 28 days (for a related medical condition) 

following discharge from your organisation‟s community hospital (s) during the financial years 

given below.  

 

 

         Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

 

 

 Year                               % patients re-admitted within 28 days 

  

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

69 b) If re-admission data are not collected centrally, please specify which directorates or individual 

services do collect such data. 

 

______________________________________________________________________ 

 

______________________________________________________________________ 

 

 

 

 

70 a) what % of eligible Reception Year pupils were measured as part of the National Child 

Measurement Programme for the financial years given? 

 

         Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

Year   % eligible reception year pupils measured 

 

  

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 
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70 b) If reception year pupil measurement data are not collected centrally, please specify which 

directorates or individual services do collect such data. 

 

______________________________________________________________________ 

 

______________________________________________________________________ 

 

 

 

71 What was your % of completed referrals for required home equipment/adaptations within 7 

days (full days including working days).  If appropriate please indicate whether this is split by 

„urgent‟ and „routine‟ (giving % for each in the relevant box) 

 

   % completed referrals for  home equipment/adaptations within 7 days 

 

         % completed referrals  % completed referrals    % completed referrals 

(Total)     (Urgent)  (Routine) 

 

 

YEAR 

  

2009/10 

 

2008/09 

 

2007/08 

 

2006/07 

 

 

 

 

 

 

 
Many thanks for completing this survey. 
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Appendix 7 

 

Abbreviated questionnaire for CHS 

 
 

Community Foundation Trust Evaluation 
Provider Organisation Survey 

Background 

The Community Foundation Trust (CFT) Evaluation is designed to identify the outcomes of the Department of Health‟s (DH) 

pilot programme to establish CFTs. The evaluation is being conducted by researchers at the London School of Hygiene & 

Tropical Medicine (LSHTM), Leeds University and the University of Bristol. It has been approved by your organisation‟s R&D 

Department.  

 

In 2008 a number of community health services became arms-length autonomous provider organisations, managed by „shadow‟ 

boards, while most PCTs continued to provide community services in-house. The DH‟s intention was that the former would, after 

a period of trial „separation,‟ become eligible for CFT status (now likely to happen in 2011). The establishment of pilot sites 

created an opportunity to evaluate the outcomes of the CFT policy initiative using a quasi-experimental methodology (involving 

interviews and a survey). The evaluation involves a number of the original DH CFT pilot sites and comparator sites (non-pilot 

PCTs), as well as two non-pilot sites which were approved in March 2010 to go forward for CFT status and one social enterprise. 

It focuses on whether participants in the pilot programme, in comparison with in-house providers, are delivering over time (i) an 

increased rate of service quality improvement; and (ii) improved value for money.  

 

The Survey 

This survey constitutes one component of our evaluation, and is designed to measure aspects of value for money and quality 

improvement.  Our questions therefore address in turn: productivity, expenditure and income; and quality (staff, communication 

and information provision, patient satisfaction, safety, service delivery and clinical care). The questions relate to the period 1
st
 

April 2007 to 31
st
 March 2010.  We appreciate that some of the 2007/08 data may not be available but would be grateful to 

receive any you can give us, even if incomplete. While some of the financial and quality related information we are interested 

reflects that which is publically available, it is generally reported currently at the level of the PCT. What we are interested in here 

are data related to the community services provider arm of your organisation only, where available.   

 

PLEASE NOTE: We include a checklist at the start of the Quality Section which lists publically available data.  Please 

complete before starting the Quality Section as it may mean you do not have to respond to all of the questions in this section. 
 

Completing the Survey 

We anticipate that the information requested may not be held by any one individual. We would therefore be grateful if you could 

initially scan the questionnaire to see which sections you can complete yourself, complete them and then identify key individuals 

in your organisation‟s provider arm or in the PCT who could complete the remaining sections. If it is easier for you, a member of 

our research team will be available to work through the survey with you and can visit your organisation at a time and date that 

would be convenient for you and your colleagues. 

 

Please be assured that any sensitive or confidential information which your organisation provides will be treated 

accordingly. Your organisation will not be identified by name, without the organisation’s permission, in any report of the 

evaluation’s findings. 

 

 Contact Details 

Dr. Mary Alison Durand, Ms Lorraine Williams 

Department of Health Services Research and Policy,  

London School of Hygiene & Tropical Medicine,  

15-17 Tavistock Place, London WC1H 9SH.  

Mary.Durand@lshtm.ac.uk 02079272964   Lorraine.Williams@lshtm.ac.uk 02079272761 

 

 

mailto:Mary.Durand@lshtm.ac.uk
mailto:Lorraine.Williams@lshtm.ac.uk
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SECTION 1:  
 

QUALITY AND PERFORMANCE-RELATED DATA COLLECTED BY YOUR 

PROVIDER ARM 

 

 
We are interested in establishing the types of quality and/or performance related data collected by 

the provider arm of your organisation.   

 
We would therefore be grateful if you could make any performance related data sets / quality indicator 

data sets (including dashboards and score cards  and any end of year performance monitoring 

conducted in the years prior to the introduction of dashboards/score cards) and other related 

information for the financial years  2007/08, 2008/09, and 2009/10 available to us.  

 
Please note that confidential or financially sensitive data will be treated accordingly. 

 
 

 

 

1. Please √ if your provider arm organisation used dashboards, score cards or similar systems in 

the financial years given below. 

 

Used dashboards /score cards in:  

 

 

2009/10  

 

2008/09 

 

2007/08 

  

 

 

SECTION 2: 
 

PRODUCTIVITY, EXPENDITURE AND INCOME 

 
This section of the questionnaire includes questions on the following: 

 
2.1)  numbers of staff working in your organisation’s provider arm and your expenditure on same; 

 
2.2)  expenditure (e.g., general expenditure and that relating to governance and your shadow 

board etc);  

 
2.3) the organisation’s provider arm’s income. 

 
If you cannot answer some of the questions because you don‟t know whether or not the information is 

collected by the provider arm, please indicate the name and contact details of a colleague who might 

know/have the information sought next to the question concerned. 
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SECTION 2.1  STAFF  

 
The questions in this section are about the number of full-time equivalent FTE staff you have on the 

payroll of the provider arm of your organisation, your expenditure on staff and issues such as sickness 

and staff turnover rates. 
 

 

 

2. On each of the dates given below, how many full-time equivalent (FTE) staff of all categories did 

the provider arm of your organisation employ?  

 

 

DATE      No. payroll FTE staff  No. FTE agency/ seconded staff (if available) 

 

31
st
 March 2010 

 

31
st
 March 2009 

 

31
st
 March 2008 

 

 

 

3. On each of the dates given below, how many full-time equivalent (FTE) Health Visitors and 

District Nurses did the provider arm of your organisation employ?  

 

DATE      No. payroll FTE HVs  No. payroll FTE DNs 

 

31
st
 March 2010 

 

31
st
 March 2009 

 

31
st
 March 2008 

 

 

4. What was your total expenditure on Health Visitors and District Nurses (payroll staff only) in the 

provider arm of the organisation in the financial years given below? 

 

 

Total expenditure on HV and DN payroll staff 

 

           Health visitors     District Nurses 

 

 

2009/10  

 

2008/09 

 

2007/08 
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5. What was the number of days reported sickness absence for staff on the payroll in the provider 

arm of your organisation in the financial years given below? Please  √ to indicate if either : 

 

 

Data not available  

 

Do not collect data 

 

 

 

 No. days reported sickness absence in: 

 

 

 

2009/10  

 

2008/09 

 

2007/08 

  

 

6. How many new starters (employees, on the payroll, new to the provider arm of your 

organisation and not simply moving between directorates) were there in each of the financial 

years given below? 

 

 

No. new starters in:  

 

 

2009/10  

 

2008/09 

 

2007/08 

 

 

 

7. How many leavers (employees on the payroll who left the provider arm of your organisation 

and did not simply move between directorates) were there in each of the financial years given 

below? 

 

No. leavers:  

 

 

2009/10  

 

2008/09 

 

2007/08 
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SECTION 2.2           EXPENDITURE 

 
The questions in this section relate to general expenditure by the provider arm your organisation, 

and to expenditure related to your shadow board.  
 

 

 

8. a) What was the overall expenditure for the provider arm of the organisation for the financial 

years given?  

 

  

2009/10 

 

2008/09 

 

2007/08 

 

 

 

9. a) Have you allocated a budget to your new governance structures? (Please √) 

 

 

YES  NO 

 

 

 

 

9. b) IF YES, do you separately identify expenditure on various aspects of governance? (Please √) 

 

 

YES  NO 

 

 

 

 

9. c) IF YES, how was it allocated in each of the financial years given below? 

 

 

                   2009/10                  2008/09                 2007/08                     

Establishing/  

running a (shadow) 

board 

 

Increased participatory 

structures (e.g., recruit- 

ing potential membership) 

 

 

Other (please specify) 

 

£ 

41. Did 

you 

invest 

any 

surplus 

made?  

Year  Yes  No  N/A 
2009/10    
2008/09    
2007/08    
2006/07    

 

 

£ 

£ 
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SECTION 2.3         INCOME 

 
The questions in this section are about provider arm income from your contracts.  We also include a 

question about whether you keep separate financial accounts to the PCT. 
 

 

 

 

10. Which PCT(s) have you, as the provider arm of the organisation, had income from since 1
st
 

April 2007? Please list, along with dates of contracts (start to end date). 

 

1.____________________________________________________________ 

 

2.____________________________________________________________ 

 

3.____________________________________________________________ 

 

4._____________________________________________________________ 

 

5.____________________________________________________________ 

 

6.____________________________________________________________ 

 

 

 

 

11. What was your approximate total income from the individual PCT(s) in the financial years 

given below? (Please include only activity above £20,000) 

 

    Income (£) from PCTs in:  

 

PCT name                      2009/10                     2008/09                 2007/08  
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12. What was your provider arm income (£) from contracts for the financial years given below?  

 

   Income (£) from contracts:  

 

ORGANISATION            2009/10                  2008/09             2007/08  

               

PCTs 

 

 

GPs 

 

Acute trusts 

 

Mental Health Trusts 

 

Prison Services 

    

Local authority 

 

Other  

 

 

 

 

 

 

13. Does the provider arm of your organisation have a cost improvement programme? (Please √) 

 

            YES        NO 

 

 

 

 
 

14. Did the provider arm produce separate financial accounts from the PCT‟s in the financial 

years given below? (Please √) 

 

YEAR     YES   NO  
 

2009/10 

 

2008/09 

 

2007/08 
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SECTION 3: QUALITY  
 
The questions in this section cover a range of quality indicators which are relevant to community 

services and were derived in part from both the Department of Health pilot indicators and Dashboard 

information provided by community services.   
 
We have included questions relating to: 
3.7)  your staff; 
3.8)  how you communicate with your stakeholders and patients/service users; 
3.9)  Patient/service user satisfaction and complaints; 
3.10)  safety; 

3.11) aspects of service delivery; 
3.12) aspects of clinical care. 
 
If you cannot answer some of the questions because you don‟t know whether or not the information is 

collected by the provider arm, please indicate the name and contact details of a colleague who might 

know/have the information sought next to the question concerned. 
 

 
 

 

 

Before you answer the Quality questions, please complete the checklist below as it may 

mean that you do not have to complete all of the Quality-related questions. 

 
We have found a number of national datasets and reports containing data on quality indicators related 

to services likely to be provided, or activities undertaken, by community health services as the provider 

arm of their organisation. However, the data are reported at an organisation level by named PCTs rather 

than by named community health services (provider arm organisations). It is therefore unclear whether 

the reported data relate to a PCT‟s community health care services provider arm‟s activities alone or to 

a combination of community health and, for example, primary care and/or public health activities.  
 
Please indicate if the services/activities listed are solely the remit of your community health services 

(provider arm) on behalf of your parent PCT(s). If so, we can use the national datasets rather than 

asking you to supply us with the actual data.  If not, please answer the relevant questions as indicated 

(Q26, Q27, Q31, Q32, Q33 and Q34) in addition to all the other questions in the Quality Section. 
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National Data for 

specific areas of 

community activity 

 

Year 

 

Is this data compiled from the activities 

undertaken solely by the community services 

provider for the parent PCT for indicated 

financial years? 

 

 

Do you, as community service 

provider, undertake this activity for 

PCTs other than your parent 

PCT(s)? 

 

YES, undertake 

activity, collect 

and report solely 

for parent  PCT 

national returns  

 

 

 

 

 

() 

 

NO, undertake 

some activity and 

provide data 

along with others 

(e.g., Public 

Health) in the 

PCT  

 

 

 

 

() 

 

NO, 
activity not 

undertaken  

 

 

 

 

 

 

 

() 

 

YES 
 

 

 

 

 

 

 

 

 

 

Please name PCT(s)  

 

NO 

 

 

 

 

 

 

 

 

 

 

() 

MRSA: 

 number of cases of 

community acquired 

2009-10      

2008-09      

CDifficile: 

Number of cases of 

community acquired  

2009-10 
 

     

2008-09 

 
     

Chlamydia: 

% population age 15-24 

accepting test 

2009-10 

 
     

2008-09 
 

     

Breastfeeding: 

% women sustaining 

breastfeeding 6-8 weeks post 

delivery 

2009-10 

 
     

2008-09 

 
     

Vaccinations:  

% children receiving 

following vaccinations: 

      

 

DTaP/IPV/Hib at 1 

year 

 

2009-10      

2008-09      

2007-08      

 

MMR1 at 2 years 

 

2009-10      

2008-09      

2007-08      

 

Hib/Men C at 2 years 

 

2009-10      

2008-09      

2007-08      

 

PCV at 2 years 

 

2009-10      

2008-09      

2007-08      
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        MMR at 5 years 

 

2009-10      

2008-09      

2007-08      

        

       DTaP/IPV at 5 years 

 

 

2009-10      

2008-09      

2007-08      

        

       HPV at 12-13 years 

       (girls) 

 

2009-10      

2008-09      

2008-09      

Child Measurement:  

% eligible Reception Year 

pupils measured as part of 

the National Child 

Measurement Programme 

2009-10      

2008-09      

2007-08      

 

 

 

 

 

 
SECTION 3.1         YOUR STAFF 

 

 
Questions in this section relate to how you communicate with your staff to obtain their views etc, and to staff 

training and appraisals. 

 
 

 

 
15. Does your provider arm conduct organisation-wide surveys of staff in addition to the NHS 

staff survey? (Please √)   

 

   YES  NO 
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16. If you do conduct provider arm organisation-wide staff surveys what do they cover? (Please √ 

all that apply )  

 

 

 

Job/ role satisfaction     

 

Views regarding service development 

Views regarding organisational issues 

(e.g., management, governance etc) 

 

Employment relations 

 

Other (please describe)  

 

 

 

 

17. Do you employ any other mechanisms or processes by which staff can currently provide feedback 

which reaches provider (shadow) Board level about the organisation and the services it 

delivers? (Please √  all that apply:   √  here if NO) 

 

 

 

 

Email      

 

Focus groups 

 

Workshops 

 

Staff associations 

 

Trade unions 

 

Annual professional meetings 

 

Staff representatives on the Board 

 

Joint consultative committees 

 

Other (please specify) 
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18. For the financial years given below, what percentage of eligible staff in the provider arm 

completed mandatory training in the following?  

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

  

% eligible staff received training in: 

 

    2009/10 2008/09 2007/08   

 

 

Child protection   

 

 

Adult protection 

 

 

Safeguarding 

 

 

Infection control 

 

 

Induction* (new staff)  

 

 

(*non-mandatory training should be included in relation to induction) 

 

 

 

 
19. What percentage of eligible staff in the provider arm had an appraisal or Knowledge and 

Skills Framework (KSF) development review in the financial years given below? 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

 

 

% staff with appraisal or KSF development review in: 

 

 

2009/10  

 

2008/09 

 

2007/08  
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20. What percentage of eligible staff in the provider arm had an agreed and documented personal 

development plan (PDP) in the financial years given below?  

                        

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

% staff with a PDP in: 

 

 

2009/10  

 

2008/09 

 

2007/08  

 

 

 

SECTION 3.2 HOW YOUR ORGANISATION’S PROVIDER ARM 

COMMUNICATES WITH STAKEHOLDERS, PATIENTS AND OTHERS 

 
The questions in this section are about how you as the provider arm of your organisation 

consult your various stakeholder groups. 

 

 

21. During the financial years given below, how did the provider arm consult or involve 

patients/service users, your potential membership (if applicable) and other local stakeholders in 

designing, planning, delivering and improving provider arm health care services? (Please √ all 

relevant boxes for each year) 

 

 

Modes of involvement 

 

                2009/10            2008/09          2007/08          
 

We didn’t                           

 

Focus groups 

 

Consultation meetings 

 

Patient surveys 

 

Local health forums 

 

Potential/ future 

membership surveys 

 

Board meetings open 

to public 

 

Other (please specify) 
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22. In the financial years given below, how did the provider arm of your organisation keep your 

potential membership (if applicable), local stakeholders and the general public informed about 

changes and innovations related to community services? (Please √ all relevant boxes for each 

year) 

 

 

 

Keeping stakeholders informed: 

 

                             2009/10           2008/09          2007/08          

We didn’t                           

Website 

 

Newsletter 

 

Leaflets at premises/ clinics 

 

Public meetings/road shows 

 

Local media 

 

Board meetings open 

to public 

 

Other (please specify) 
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SECTION 3.3 PATIENT/SERVICE USER SATISFACTION AND COMPLAINTS 

 
The questions in this section relate to patient satisfaction surveys, and the number of complaints 

and compliments the provider arm of your organisation has received in recent years.  
 

 
 

 

23. Since the 1
st
 April 2007, has your organisation‟s provider arm conducted patient/ service user 

satisfaction surveys at an organisation level? (Please √  as relevant) 

 

 

We haven’t 

 

Don’t know 

 

More than once a year 

 

Once a year 

 

Less than once a year 

 

 

 

 

 

24. Does the provider arm of your organisation have any system for recording compliments made 

by patients /services users about your services or organisation?  Please describe briefly: 
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25. How many written complaints were a) made about the services delivered by the provider arm 

and b) resolved locally within an agreed timescale during financial years given below? 

 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

 

     2009/10  2008/09                  2007/08 

 

No. written complaints received    

 

No. concluded within agreed  

number of working days 

 

No. concluded outside agreed 

number of  working days 

 

No. still being pursued 

 

SECTION 3.4   SAFETY 

 

 
In this section, we include questions relating to serious unexpected incidents and to community 

acquired infections. 
 

 

26. How many Serious Unexpected Incidents (SUIs) were reported in your organisation‟s provider 

arm in each of the financial years given below? How many reported SUIs were investigated and 

closed as per agreed processes? 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

                       2009/10  2008/09               2007/08           

 

 

No. SUIs reported 

 

No. SUIs investigated/ 

closed 

 

 

 
If you have already indicated on the checklist at the start of the quality section that the provider arm of your 

organisation is solely responsible for collecting and reporting the MRSA and CDifficile data returned by your 

parent PCT, please skip this question (Q27).  If other parts of the PCT (e.g. Public Health/GP) contribute to 

the PCT’s data reporting, please complete this question. 
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27. How many cases of community acquired MRSA and CDifficile were reported by provider arm 

services in the financial years given below? 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

                                       2009/10             2008/09                2007/08              
 

Cases of MRSA 

 

Cases of CDifficile 

 

 

 

 

28. How many falls by patients in your provider arm Community Hospitals were reported (by 

severity of harm) in the financial years given below?  

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

    

   No. falls in community hospitals where resulting harm was: 

 

   None            Low       Moderate       Severe           Death 

 

2009/10 

 

2008/09 

 

2007/08 
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SECTION 3.5          SERVICE DELIVERY 

 
This section includes questions about the information you provide to your patients/service users 

about their care, and activity related to service delivery 
 

 

 

29. Across the provider arm, for the financial years given below, what % of: 

 

C) patients/service users to whom the provider services provide health care at home  

 

D)  patients /service users with a long term condition  

 

Had a personalised individual care plan?  

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

      2009/10          2008/09             2007/08          

% of patients who receive  

health care at home who 

had an individual care plan 

  

Specify period reported 

on (e.g., last quarter) 

 

 

% of patients who have a long 

term condition who had an  

individual care plan 

 

Specify period reported 

on (e.g., last quarter) 
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SECTION 3.5              CLINICAL CARE  

 
In this section the questions relate to aspects of clinical care which the provider arm of your 

organisation may provide. 
 
 

 

30. a) What was the incidence of grade 2 or higher pressure sores in older people treated in 

community inpatient settings by your provider services in the financial years given below? 

 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

   No. of older people assessed   No. Grade 2  

        or higher pressure sores   

 

2009/10 

 

2008/09 

 

2007/08 

 

 

 
30.  b) If pressure sore data are not collected centrally, please specify which directorates                     

or individual services do collect such data. 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

____________________________________________________________________ 
 

If you have already indicated on the checklist at the start of the quality section that the provider arm of your 

organisation is solely responsible for providing Chlamydia screening  and reporting the data returned by 

your parent PCT, please skip this question (Q31).  If other parts of the PCT (e.g. public health/GP contribute 

to the PCT’s data reporting, please complete the following question. 
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31. a) Does the provider arm of your organisation provide Chlamydia testing/               

screening? (Please √)  

 

     YES  NO 

 

 

31. b) IF YES, what % of your population aged 15-24 accepted a test/screen for Chlamydia in the 

financial years given below?  

 

          Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

 

% accepted test /screen for Chlamydia 

   

2009/10 

 

2008/09 

 

 

 

       31.  c) If Chlamydia screening data are not collected centrally, please specify which  

        directorates or individual services do collect such data. 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

 

 
If you have already indicated on the checklist at the start of the quality section that the provider arm of your 

organisation is solely responsible for collecting and reporting the breast feeding maintenance data returned 

by your parent PCT, please skip this question (Q32).  If other parts of the PCT (e.g. public health/GP 

contribute to the PCT’s data reporting, please complete the following question. 
 

 

a) What percentage of women were sustaining breast feeding to 6-8 weeks after delivery   during the 

financial years given below?  

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

% women sustaining breastfeeding at 6-8 weeks 

 

   

2009/10 

 

2008/09 

 

2007/08 
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32.  b) If breastfeeding data are not collected centrally, please specify which directorates             

or individual services do collect such data. 

 
____________________________________________________________________ 

 

___________________________________________________________________ 

 

 

 

 

 
If you have already indicated on the checklist at the start of the quality section that the provider arm of your 

organisation is solely responsible for providing  immunisations and reporting the immunisation data returned 

by the PCT, please skip this question (Q33).  If other parts of the PCT (e.g. Public Health/GP) contribute to 

the PCT’s data reporting, please complete the question 

 

 

 

33. a) For each of the financial years given below, what were the vaccination /    

immunisation rates (%) for each of the following? Please supply data where vaccination/ 

immunisation was provided by community services (CS).  

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

                                    % eligible children vaccinated in 

 

                                         CS                      2009/10     2008/09      2007/08         

     (√ if yes) 

 

 

DTaP/IPV/Hib at 1 year 

 

MMR1 at 2 years 

 

Hib/Men C at 2 years 

 

PCV at 2 years 

 

       MMR at 5 years 

 

       DTaP/IPV at 5 years 

 

      HPV at 12-13 years (girls) 
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32. b)  If data on vaccination/ immunisation are not collected centrally, please specify          

which directorates or individual services do collect such data. 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 
 

 

 

If you have already indicated on the checklist at the start of the quality section that the provider arm of your 

organisation is solely responsible for undertaking child measurement and reporting the data returned by the 

PCT, please skip this question (Q34).  If other parts of the PCT (e.g. Public Health/GP) contribute to the 

PCT’s data reporting, please complete the question 

 

 

 

33.  a) What % of eligible Reception Year pupils were measured as part of the National              

Child Measurement Programme for the financial years given? 

 

Please √ here if the organisation‟s provider arm does not collect these data centrally.  

 

 

Year   % eligible reception year pupils measured 

 

  

2009/10 

 

2008/09 

 

2007/08 

 

 

 

34. b) If reception year pupil measurement data are not collected centrally, please specify              

which directorates or individual services do collect such data. 

 

______________________________________________________________________ 

 

______________________________________________________________________ 

 

 

 

 

 
Many thanks for completing this survey. 
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Appendix A8 – Examples of original topic guides for interviews 

 
EVALUATION OF COMMUNITY FOUNDATION TRUST PROGRAMME  

Comparator – PCT Commissioners 

 

1. GENERAL INFORMATION 
 

 Name: 
 
 Job title: 

 
Obtain Consent Form 

2. MOTIVATION  
What benefits will emerge from the separation of provider and commissioning functions?  
 
Can you tell me about the changing nature of the relationship with the new community services 
unit?   
 
Are there any drawbacks in creating a separate provider organisation for community services? 
 
Do you know why the provider unit did not take the form of a Community Foundation Trust (CFT) 
as yet? 
 
Do you think it is likely the provider unit will apply to become a CFT in the near future?  
 
What do you think would be the advantages and disadvantages of the provider unit becoming a 
CFT?     

 

3.  INCREASED AUTONOMY 
 
Can you tell me about the nature of the contracts or SLA with the community services provider? 
Would you anticipate any changes if the provider took another form, e.g. a CFT or social 
enterprise? 
 
As community services lie outside the national tariff, how are prices negotiated with the 
community services provider unit?  
 
How is the quality of service governed in the contract/service agreement?  
 
What new powers and responsibilities does the new community services provider have, when 
compared with being situated in-house? Would you anticipate any changes if the provider took 
another form, e.g. a CFT or social enterprise?  
 
What kinds of decisions can the provider unit make about service provision compared with being 
situated in house? Would you anticipate any changes if the provider took another form, e.g. a 
CFT or social enterprise? 
 
What sort of financial flexibility does the provider unit have compared to before? Has this 
changed the way that the provider unit operates? Would you anticipate any changes if the 
provider took another form, e.g. a CFT or social enterprise? 
 
Has the provider unit already generated any cost savings compared to providing services through 
the PCT? Would you anticipate any changes if the provider took another form, e.g. a CFT or 
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social enterprise? 
 
 

4.  STAFF AND PUBLIC INVOLVEMENT 
 
Is the PCT involved in the running of the provider unit, e.g. through representation on the 
management board? Would you anticipate any changes if the provider took another form, e.g. a 
CFT?  
 
Has the provider unit sought to increase the involvement of (a) staff and (b) the public in the 
running of Community Services?   
 
Do you think the provider unit is more responsive to the needs of local residents and patient 
needs? What practical changes has the provider made to achieve this?  
 
How might this compare with what might be achieved if the provider took other organisational 
forms, e.g. became a CFT with an elected board of governors and a membership body composed 
of staff and the public? Advantages and disadvantages?   
  
 

5. RELATIONSHIP TO LOCAL HEALTH ECONOMY 
 
How has the creation of an autonomous provider unit changed the relationship with the PCT? 
Would you anticipate any other changes if the provider took another organisational form e.g. 
became a CFT? 
 
How has the relationship changed the relationship with the local authority, particularly with regard 
to the delivery of social care? Would you anticipate any other changes if the provider took another 
organisational form e.g. became a CFT? 
 
To what extent is the provider unit competing with other providers for ‘patient’ revenue, within the 
NHS and external providers? Would you anticipate any other changes if the provider took another 
organisational form e.g. became a CFT? 
 
Have the changes made a difference to the balance between the delivery of primary and 
secondary care? (i.e. moving services out of hospitals and into the community?) Do you 
anticipate any other changes once the provider becomes a CFT? 
 
Can you tell me about how the introduction of an autonomous provider is influencing the patient’s 
journey through various organisations at this stage? Would you anticipate any other changes if 
the provider took another organisational form e.g. became a CFT? 
 
 

6. QUALITY OF SERVICE AND EFFICIENCY 
 
How do you define and measure quality in relation to community services (can you provide us 
with a list of indicators)? 
 
Would you anticipate any other changes if the provider took another organisational form, e.g. 
became a CFT? 
 
In your view, how effective is the current provider unit compared to other provider forms for 
community services (e.g. in-house, CFT, social enterprise, local authority, Trusts, etc)?  
 
How might this differ across different areas of community services?  
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Has the provider unit made any improvements in the quality of service or made any new service 
developments? Would you anticipate any other changes if the provider took another 
organisational form e.g. became a CFT? 
 
Has the provider unit made any improvements in terms of productivity and efficiency? Would you 
anticipate any other changes if the provider took another organisational form e.g. became a CFT? 
 
 How do you measure costs and productivity (obtain list)?  Would you anticipate any other 
changes if the provider took another organisational form e.g. became a CFT? 
 
Is there a dashboard for community services? What’s on it?  
 
Can you provide me with an organigram of the provider organisation?  
  

 

7. CONCLUSION 
 Anonymity assured 
 Data Storage 
 Thank you.  

 

 

 



318 

 

Appendix A8 – Examples of original topic guides for interviews continued 

 

EVALUATION OF COMMUNITY FOUNDATION TRUST PROGRAMME  

Comparator – PCT Commissioners 

 

1. GENERAL INFORMATION 
 

 Name: 
 
 Job title: 

 
 Length of Time in Organisation: 
 
 Length of time in Role: 
 
 Previous Role: 

Obtain Consent Form 

2. MOTIVATION  
What benefits will emerge from the separation of provider and commissioning functions?  
 
Can you tell me about the changing nature of the relationship with the new community services 
unit?   
 
Are there any drawbacks in creating a separate provider organisation for community services? 
 
Do you know why the provider unit did not take the form of a Community Foundation Trust (CFT) 
as yet? 
 
Do you think it is likely the provider unit will apply to become a CFT in the near future?  
 
What do you think would be the advantages and disadvantages of the provider unit becoming a 
CFT?     

 

3.  INCREASED AUTONOMY 
 
Can you tell me about the nature of the contracts or SLA with the community services provider? 
Would you anticipate any changes if the provider took another form, e.g. a CFT or social 
enterprise? 
 
As community services lie outside the national tariff, how are prices negotiated with the 
community services provider unit?  
 
How is the quality of service governed in the contract/service agreement?  
 
What new powers and responsibilities does the new community services provider have, when 
compared with being situated in-house? Would you anticipate any changes if the provider took 
another form, e.g. a CFT or social enterprise?  
 
What kinds of decisions can the provider unit make about service provision compared with being 
situated in house? Would you anticipate any changes if the provider took another form, e.g. a 
CFT or social enterprise? 
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What sort of financial flexibility does the provider unit have compared to before? Has this 
changed the way that the provider unit operates? Would you anticipate any changes if the 
provider took another form, e.g. a CFT or social enterprise? 
 
Has the provider unit already generated any cost savings compared to providing services through 
the PCT? Would you anticipate any changes if the provider took another form, e.g. a CFT or 
social enterprise? 
 
 

4.  STAFF AND PUBLIC INVOLVEMENT 
 
Is the PCT involved in the running of the provider unit, e.g. through representation on the 
management board? Would you anticipate any changes if the provider took another form, e.g. a 
CFT?  
 
Has the provider unit sought to increase the involvement of (a) staff and (b) the public in the 
running of Community Services?   
 
Do you think the provider unit is more responsive to the needs of local residents and patient 
needs? What practical changes has the provider made to achieve this?  
 
How might this compare with what might be achieved if the provider took other organisational 
forms, e.g. became a CFT with an elected board of governors and a membership body composed 
of staff and the public? Advantages and disadvantages?   
  
 

5. RELATIONSHIP TO LOCAL HEALTH ECONOMY 
 
How has the creation of an autonomous provider unit changed the relationship with the PCT? 
Would you anticipate any other changes if the provider took another organisational form e.g. 
became a CFT? 
 
How has the relationship changed the relationship with the local authority, particularly with regard 
to the delivery of social care? Would you anticipate any other changes if the provider took another 
organisational form e.g. became a CFT? 
 
To what extent is the provider unit competing with other providers for ‘patient’ revenue, within the 
NHS and external providers? Would you anticipate any other changes if the provider took another 
organisational form e.g. became a CFT? 
 
Have the changes made a difference to the balance between the delivery of primary and 
secondary care? (i.e. moving services out of hospitals and into the community?) Do you 
anticipate any other changes once the provider becomes a CFT? 
 
Can you tell me about how the introduction of an autonomous provider is influencing the patient’s 
journey through various organisations at this stage? Would you anticipate any other changes if 
the provider took another organisational form e.g. became a CFT? 
 
 

6. QUALITY OF SERVICE AND EFFICIENCY 
 
How do you define and measure quality in relation to community services (can you provide us 
with a list of indicators)? 
 
Would you anticipate any other changes if the provider took another organisational form, e.g. 
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became a CFT? 
 
In your view, how effective is the current provider unit compared to other provider forms for 
community services (e.g. in-house, CFT, social enterprise, local authority, Trusts, etc)?  
 
How might this differ across different areas of community services?  
 
Has the provider unit made any improvements in the quality of service or made any new service 
developments? Would you anticipate any other changes if the provider took another 
organisational form e.g. became a CFT? 
 
Has the provider unit made any improvements in terms of productivity and efficiency? Would you 
anticipate any other changes if the provider took another organisational form e.g. became a CFT? 
 
 How do you measure costs and productivity (obtain list)?  Would you anticipate any other 
changes if the provider took another organisational form e.g. became a CFT? 
 
Is there a dashboard for community services? What’s on it?  
 
Can you provide me with an organigram of the provider organisation?  
  

 

7. CONCLUSION 
 Anonymity assured 
 Data Storage 
 Thank you.  
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Appendix A8 : Examples of original topic guides for interviews continued 

 

EVALUATION OF COMMUNITY FOUNDATION TRUST PROGRAMME  

Pre CFT MD of Community Services  

 

1. GENERAL INFORMATION 
 

 Name: 
 
 Job title: 

 
 What services does your organisation provide? (i.e. what types of community services as 

well any hospital and/or social work?)  
 

Obtain Consent Form 

2. MOTIVATION  
 
a. Why did you want to become a Community FT (CFT)?  
 

 What are your objectives as a CFT?  
 

 What are you separating off?  
 

 What forms of support have you been given by DH, Monitor, SHA, private consultancy? 
 

 Why do you think you were selected for inclusion in the pilot programme? 
 

 Have you encountered any particular obstacles in making the change?  
 

 Did you consider alternative forms, such as becoming a social enterprise? Why did you 
consider these different forms?  

 

 

3.  INCREASED AUTONOMY 
 
a. Tell us what you are doing about moving towards CFT status. 
 

 What new governance structures have been put in place to run the organisation? 

 At this early stage how well are these new governance structures working? 

 

b. Can you tell me about the nature of the contracts that you hold with the PCT. 
 

 As community services lie outside the national tariff, how are prices negotiated with the 
PCT?  

 

 How is the quality of the service you provide governed by the contract/service 
agreement?  
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c. Have you created a ‘shadow’ board to manage the organisation?  

 Who is represented on the board?  

 Does it include, for example, non-executive directors?  

 What role have they been able to play?   

 
d. As an arms-length autonomous provider organisation (APrO), what new powers and 
responsibilities do you have?  
 

 What kinds of decisions are you able to make compared with the manager of a provider 
unit within a PCT? 

 
e. Under the new governance arrangements, what level of financial flexibility have you been 
given?  
 

 Have you been given new powers e.g. retain surpluses, borrow money, and make 
investments? 

 

 How do you plan to make use of your new found freedoms?  
  

 At this early stage, how have these freedoms changed the way you operate?   
 
f. At this early stage, what changes have been put in place to reflect your new level of financial 
flexibility? 
 

 Looking forward, have you prepared an investment strategy or made any investment 
decisions at this stage?  

 

 Looking forward, do you intend to borrow from private capital markets?  If so, to what 
purpose? 

 
g. Can you tell me about how the organisation is managing its budget under the new regime?   
 

 Have you been able to identify any cost savings when compared to providing services 
through the PCT?  

 

 Are there any new sources of income available to you compared to a PCT? (can you give  
me examples?) 

 

 Where would the organisation most like to reduce its costs? 
 

 Have you already taken steps to reduce costs and what were these?  
 

 What are the most important elements of the organisation’s income?  
 
h. At this early stage, has the organisation made any changes to human resources policies? 
 

 Have you considered staff rates of pay or conditions?  
 

 Will any of your services be reorganised?  
 

 Will there be changes in the physical location of staff or the use of new premises?   
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 Will you be making changes to your training policy? 
 

 Are you thinking of changing your skill mix?  
 

 Will you be investing in the use of IT and information systems?  
 
 

4.  STAFF AND PUBLIC INVOLVEMENT 
 
a. At this early stage, how have you involved (a) staff and (b) the public in the governance 
arrangements for your organisation?  
 

 Have you consulted local stakeholders with regard to the planning and operation of your 
organisation?  

 

 Which stakeholders (including local organisations e.g. Age Concern) will be represented 
on the board?  

 
b. Have you established a membership body and elected a ‘shadow’ board of governors?  
 

 [If necessary] How do the governors and membership body relate to the board of 
directors?  

 

 [If necessary] What additional costs are associated with these new structures?  I.e., time 
and resource costs incurred in running a board of governors, elections, communicating 
with members?   

 
c. Thus far, has interaction with local stakeholders influenced service delivery or led to any 
innovations in processes or service quality improvements? 
 

 Have local stakeholders been able to advise on any cost saving schemes and service 
improvements? 

 

 How much input do directors have in making decisions relative to clinicians and service 
managers?  

 
d. How will becoming a CFT make your services more responsive to the needs to local residents 
and patient needs? 
 
 

5. RELATIONSHIP TO LOCAL HEALTH ECONOMY 
 
a.  Can you tell me how the new governance regime and stronger financial incentives have 
influenced how your organisation works with other healthcare organisations?   
 

 So far, how has the change affected your relationship with health providers locally, 
including the PCT, GPs, hospitals? 

 

 How has the change influenced the relationship with the local authority, particular with 
regard to the delivery of social care?  

 

 Have the new financial incentives affected clinical relationships between your 
organisation and other health care organisations?   

 

 Do you to some extent compete with other healthcare providers for ‘patient’ revenue, 
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specifically:  
o Providers from the private and third sectors? 
o Other parts of the NHS?   

 
 

 
b. Has it made a difference so far to the balance between the delivery of primary and secondary 
care? (i.e. moving services out of hospitals and into the community)? 
 

 Can you tell me about how being an autonomous provider organisation might influence 
the patient’s journey through various organisations?   

 

 Can you tell me about any service developments that your CFT plans on incorporating? 
 
 

6. QUALITY OF SERVICE 
 
a. How do you define and measure quality? 
 

 How does this differ among different health services, such as district nursing, health 
visiting, chiropody, physiotherapy, and so on? 

 

 What forms of routine data do you collect and for whom?  [obtain list- compare with our 
list and discuss] 

 

 Do you have any management information or a ‘dashboard’? [obtain list] 
 

 What other types of data to measure quality would be useful to collect? [obtain list] 
 
b. What will drive any improvements in service quality that you may be able to achieve?  
 

 Have you put in place any new strategies to improve service quality based on your 
participation in the CFT pilot programme?   

 
c. What routine cost and productivity data do you collect? Can you share it with us?   
 
d. Can you provide me with an organigram?  
 

 

7. CONCLUSION 
 Anonymity assured 
 Data Storage 
 Thank you. 
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Appendix A8: Examples of original topic guides for interviews continued 

 

EVALUATION OF COMMUNITY FOUNDATION TRUST PROGRAMME  

Pre CFT – PCT Commissioners 

 

1. GENERAL INFORMATION 
 

 Name: 
 
 Job title: 

 
Obtain Consent Form 

2. MOTIVATION  
What benefits do you think that the creation of a CFT will bring? 
 
How would these add to the existing separation of provider and commissioning functions?   
 
Are there any drawbacks in creating a separate CFT provider organisation?   

 

3.  INCREASED AUTONOMY 
 
Can you tell me about the nature of the contracts with the autonomous provider unit? Do you 
anticipate any changes once the provider becomes a CFT? 
 
As community services lie outside the national tariff, how are prices negotiated with the provider 
unit? Do you anticipate any changes once the provider becomes a CFT? 
 
How is the quality of service governed in the contract/service agreement? Do you anticipate any  
changes once the provider becomes a CFT? 
 
What new powers and responsibilities does the provider unit have, when compared with being 
situated in-house? Do you anticipate any other changes once the provider becomes a CFT? 
 
What kinds of decisions can the provider unit make about service provision compared with being 
situated in house? Do you anticipate any other changes once the provider becomes a CFT? 
 
What sort of financial flexibility does the provider unit have compared to before? Has this 
changed the way that the provider unit operates? Do you anticipate any other changes once the 
provider becomes a CFT? 
 
Has the provider unit already generated any cost savings compared to providing services through 
the PCT? Do you anticipate any other changes once the provider becomes a CFT? 
 
 

4.  STAFF AND PUBLIC INVOLVEMENT 
 
Is the PCT involved in the running of the provider unit, e.g. through representation on the board of 
governors? Do you anticipate any other changes once the provider becomes a CFT? 
 
With respect to the progress that the provider unit has made in setting up a membership body, 
what benefits will this bring to the delivery of community services? Any drawbacks? 
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Do you think that the provider unit is already more responsive to the needs of local residents and 
patient needs? Do you anticipate any other changes once the provider becomes a CFT? 
 

5. RELATIONSHIP TO LOCAL HEALTH ECONOMY 
 
How has the creation of an autonomous provider unit changed the relationship with the PCT? Do 
you anticipate any other changes once the provider becomes a CFT? 
 
How has the relationship changed the relationship with the local authority, particularly with regard 
to the delivery of social care? Do you anticipate any other changes once the provider becomes a 
CFT? 
 
To what extent is the provider unit competing with other providers for ‘patient’ revenue, within the 
NHS and external providers? Do you anticipate any other changes once the provider becomes a 
CFT? 
 
Have the changes made a difference to the balance between the delivery of primary and 
secondary care? (i.e. moving services out of hospitals and into the community?) Do you 
anticipate any other changes once the provider becomes a CFT? 
 
Can you tell me about how the introduction of an autonomous provider is influencing the patient’s 
journey through various organisations at this stage? Do you anticipate any other changes once 
the provider becomes a CFT? 
 
 

6. QUALITY OF SERVICE AND EFFICIENCY 
 
How do you define and measure quality in relation to community services (can you provide us 
with a list of indicators)? 
 
Do you anticipate any other changes in this once the provider becomes a CFT? 
 
In your view, how effective is the current provider unit compared to other provider forms for 
community services (e.g. in-house, CFT, social enterprise, local authority, Trusts, etc)?  
 
How might this differ across different areas of community services?  
 
Has the provider unit made any improvements in the quality of service or made any new service 
developments? Do you anticipate any other changes once the provider becomes a CFT? 
 
Has the provider unit made any improvements in terms of productivity and efficiency? Do you 
anticipate any other changes once the provider becomes a CFT? 
 
 How do you measure costs and productivity (obtain list)?  Do you anticipate any other changes 
once the provider becomes a CFT? 
 
Is there a dashboard for community services? What is on it?  
  
Can you provide me with an organigram of the provider unit for community services?  

 

7. CONCLUSION 
 Anonymity assured 
 Data Storage 
 Thank you.  
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