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Abstract
Purpose – The scaling up of promising, innovative integration projects presents challenges
to social and health care systems. Evidence that a new service provides (cost) effective care
in a (pilot) locality can often leave us some way from understanding how the innovation
worked and what was crucial about the context to achieve the goals evidenced when
applied to other localities. Even unpacking the ‘black box’ of the innovation can still leave
gaps in understanding with regard to scaling it up. Theory-led approaches are increasingly
proposed as a means of helping to address this knowledge gap in understanding
implementation. Our particular interest here is exploring the potential use of theory to help
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with understanding scaling up integration models across sites. The theory under
consideration is Normalisation Process Theory (NPT).
Design/methodology/approach – The article draws on a natural experiment providing a
range of data from 2 sites working to scale up a well-thought-of, innovative integrated,
primary care-based dementia service to other primary care sites. This provided an
opportunity to use NPT as a means of framing understanding to explore what the theory
adds to considering issues contributing to the success or failure of such a scaling up project.
Findings – NPT offers a framework to potentially develop greater consistency in
understanding the roll out of models of integrated care. The knowledge gained here and
through further application of NPT could be applied to inform evaluation and planning of
scaling-up programmes in the future.
Research limitations – The research was limited in the data collected from the case study;
nevertheless, in the context of an exploration of the use of the theory, the observations
provided a practical context in which to begin to examine the usefulness of NPT prior to
embarking on its use in more expensive, larger-scale studies.
Practical implications – NPT provides a promising framework to better understand the
detail of integrated service models from the point of view of what may contribute to their
successful scaling up.
Social implications – NPT potentially provides a helpful framework to understand and
manage efforts to have new integrated service models more widely adopted in practice and
to help ensure that models which are effective in the small scale develop effectively when
scaled up.
Originality/value – This paper examines the use of NPT as a theory to guide understanding
of scaling up promising innovative integration service models.
Keywords integration, older people, dementia, primary care, scaling up, Normalization
Process Theory
Paper type conceptual paper and case study evaluation

Introduction
Integrated care is a widely discussed central concept in health and social care policy,
especially as a solution to the challenges faced in balancing rising demand and scarce
resources (Dickinson 2014). It remains a continuing policy imperative, albeit one that is elusive
conceptually and empirically (Stokes, Checkland, & Kristensen 2016; Erens et al. 2016;
Goddard & Mason 2016; National Audit Office 2017; Humphries 2015; Exworthy, Powell &
Glasby 2017).
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There is some understanding of the broad enablers of high-quality integrated care (e.g.
Cameron et al. 2012; Ham & Walsh 2013), but there is less certainty about the details of
what works in what contexts (Sadler et al. 2018). In particular, we are far from sure of the
factors that help/hinder more widespread adoption of specific, promising, innovative
integrated care models, just as with many new, complex technologies (Greenhalgh et al.
2017).
Several overlapping concepts are used to understand processes involved in the wider
adoption of innovations, including diffusion, dissemination, scaling up, scaling out and
implementation (Shiell-Davis 2015). Here we shall discuss scaling up of innovations, by
which we mean a directly guided effort to effectively put into a system something new
which has shown evidence of promise in other geographical or service areas but which is
new to that particular system.
Potentially flexibility in implementing models of care assists with scaling up (e.g. Naylor &
Charles 2018), but this requires evidence of what about each new care model can be
adapted, in which circumstances and in what ways. One consideration is opening these
‘black boxes’ of the models of care to better understand effective elements, whilst another
is better understanding the scaling up process itself (e.g. Goodwin 2013; van der Klauw et al.
2014; Dickinson 2006). Unpacking models of care is the subject of, for example, process
evaluations in clinical trials. Our focus here, however, is on how to better understand the
process of scaling up of innovative integrated care models that have developed an evidence
to support their cases.
There is a wide-ranging literature on scaling up of innovations, but still with significant gaps
in the evidence (Shiell-Davis 2015). Scaling up in the NHS continues to be a fraught, complex
issue, frequently causing consternation and, hence, one in need of more robust
investigation and evidence (Collins 2018). Only recently in relation to an ambitious
programme in England to develop transformative approaches to care, the Vanguard
programme, it was recognised that spreading promising local models across the NHS
remains a challenge (Naylor & Charles 2018).
Scaling integrated care models adds further inter- and intra-organisational complexity to
understanding and managing the process of adoption of innovations. Whilst frameworks
have been developed to guide scaling up health models (e.g. Naylor & Charles 2018, World
Health Organization 2010, Jeffcott 2014, NHS England Sustainable Improvement Team nd),
these are more narrative than theoretically driven. It is worth, then, investing in exploring
the use of theories to help us better understand the process of scaling up integrated care. A
cautious approach to this undertaking would be sensible, as there is a wide array of theory
to consider, particularly drawing from the evolving disciple implementation science
(Damschroder 2020; Nilsen 2015). Before investing large sums of research funding in major
projects investigating the scaling up of integrated care grounded in specific theoretical
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perspectives, we need a careful consideration and pilot testing of the most promising
theoretical approaches. This paper seeks to contribute to this process.
The model of diffusion of health care innovations (Greenhalgh et al. 2004), is one such
example of a potential perspective to help us understand scaling up as something more
complex than a simple linear process from innovation to adoption and scaling up. Models of
diffusion are, though, not so strong at helping us understand the processes by which new
practices are made workable in local contexts and become routine or normal practice (May
2006).
The development of ‘theories of change’ (ToC) for innovations to understand how they work
(e.g. Ferrara & Moro 2016) can provide powerful insights to understand the operations of a
complex model of care or intervention. However, these can be specific to the context of the
original evaluation and, in themselves, may not provide strong insights into implementation
and scaling up processes. Similarly, realist informed evaluations (Pawson and Tilley 1997) of
complex interventions can help understand the contexts, mechanisms and outcomes of a
model of care, but may leave gaps in our understanding of how to scale up from the original
site(s).
Actor Network Theory (ANT) (Latour 2005) is a broader social theory concerning the adoption
of innovations that has been used in health care (e.g. Cresswell, Worth & Sheikh 2010).
However, the theory has controversial elements, notably equating human actors with objects
in terms of agency (May & Finch 2009).
A theoretical perspective focused on the intention of people to do or not do something may
specifically tell us why a model of care is adopted or not. One such approach is the Theory of
Planned Behaviour (TPB) (Ajzen, 1991), which has been demonstrated to help in part explain
the take up of changes in health care (e.g. Hanbury, Wallace & Clark 2009). However, TPB
generally explains only a modest proportion of the variation in actual behaviour (May & Finch
2009) and there are calls to avoid using it in some evaluative research because of its limited
impact (Moore & Evans 2017). Again, it is not clear that TPB is a strong candidate theory to
understand scaling up.
In this context, we discuss here the use of a theoretical understanding of how new practices
do or do not become accepted, namely Normalisation Process Theory (NPT) (May 2006; May
& Finch 2009). This theory was seen as having potential merit in the context of exploring the
scaling up of innovative integrated care models, as it combines perspectives on individual
agency with some consideration of context. Changing practice involves, amongst other
things, sensemaking concerning the expected benefits and risks of the new practices
compared to established ones (Kitson 2008). Hence, exploring a theory which explicitly
incorporates consideration of individual and collective agency is a sensible place to start in
understanding scaling up integrated care models. We discuss NPT in more detail below.
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To examine NPT in the context of understanding scaling integrated care, we used a natural
experiment, namely the roll out of an existing model of dementia care in primary care. We
begin by briefly discussing this model of care and its history to help understand the process
of scaling up we examine later. The lead author (MC) has been an independent observer of
the developments described below throughout, whilst the others have had various
embedded connections with the Gnosall model. No authors had direct responsibility for the
scaling up pilot discussed below, but at times met with individuals who were responsible and
some of the discussion below draws on these interactions.
The Gnosall model of integrated, primary care-based dementia care
The context
i) Innovating in dementia care
In the context of an ageing population (Foresight 2016) dementia is expected to continue to
grow in terms of the number of people it affects, and as a challenge for societies (Livingston
et al. 2017; Ahmadi-Abhari et al. 2017; Knapp et al. 2014; WHO 2012). There is a need for
new models of care to meet these rising challenges and to improve dementia care (Gilburt
et al 2014; Royal College of Psychiatrists 2011; Knapp et al. 2014; Parliamentary and Health
Service Ombudsman 2016; Cornwell J 2012). A series of national initiatives has sought to
stimulate these processes (e.g. Department of Health 2009, 2012 & 2015). Better
integration centred on primary health care is one possible area for innovation and
improvement (Clark et al. 2013; Greaves et al. 2013; Meeuwsen et al. 2012), and particularly
for improving post-diagnostic support, but barriers between services present challenges to
achieving this.
One promising model of primary care-based, integrated dementia care was developed in
Gnosall, a village in Staffordshire, England (Clark et al. 2013; Greaves et al. 2013). The service
bridges geographical and knowledge gaps between secondary and primary care to help
people living with dementia and their families. A Consultant Old Age Psychiatrist is employed
part time in the primary care practice along with an Elder Care Facilitator (ECF) to work
directly with the patients, their families and communities. The model was seen to lead to
clinical improvements and was estimated by local health authorities to lead to savings for the
local health economy of £450,000 per year might be expected under previous care
arrangements, largely as fewer people were admitted to secondary care, and many of those
who were experienced speedier and more supported discharge to home (House of Commons
Health Committee 2014). The Gnosall model has been promoted as a promising one for
improving dementia care (Oliver, Foot & Humphries 2014; Hawkins 2015).
iii) Scaling up the Gnosall model
Convinced by the accumulating evidence from Gnosall, two Clinical Commissioning Groups
(CCGs - primary care-led components of the NHS responsible for purchasing health care
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services in their localities) began scaling up the integrated model of memory service to their
primary care practices in January 2014 as a 2-year long pilot project. The model deployed
was based on the original but with some local adaptations seen by participating organisations
as necessary to suit their context. We discuss these key differences next and consider their
implications for the case study sites as we discuss the application of NPT to understanding the
experience of scaling up the model to the two CCGs .
A key difference to the original site was an increase in the number of organisations
responsible for different aspects of the scaling up, where the Gnosall site had been wholly
contained within the village’s primary care practice. In the scaling up to two new, much larger
areas (CCGs, for example, include many primary care practices rather than the one in Gnosall),
the CCGs were responsible for commissioning the model, whilst another body, a Federation
of GPs, was responsible for its delivery. The Federation subcontracted the specialist dementia
care element to their existing provider mental health NHS Trust. A local hospice employed
the ECFs (who had slightly different titles in the scaling up, but for ease of understanding we
will use the original Gnosall title here). These more complex organisational arrangements
were in part driven by the larger geographical scale of the implementation, but also by
reforms put in place by the Health and Social Care Act 2012.
Another distinctive variation from the Gnosall model was clinical. It was agreed that the role
of the consultant psychiatrist could be undertaken by other experienced mental health
professionals, notably psychiatric nurses. The nurses did still refer to consultant psychiatrists
in some cases. This was not viewed at initiation by participating organisations as potentially
problematic to successful wider scale implementation, though concern was expressed by
some connected with the Gnosall and scaling up sites that integration of clinical practice was
not as complete as in Gnosall.
We also note that the Gnosall history was one of being a local endeavour by a group of
colleagues with a shared understanding and desire to improve care, yet the scaling up was
conducted in an environment of greater political expectations, particularly with national NHS
targets to improve dementia diagnosis rates. This allowed the Gnosall developmental process
to be experimental, exploratory at times, and organic, whilst the scaling up was more tightly
managed in terms of, for example, timescales and monitoring of politicised diagnosis rates in
primary care practices.
The process of scaling up to the CCG sites was, in broad terms:
-

January 2014 – Mobilisation – the elements of the service were put in place across the
CCGs. A steering group oversaw implementation, with a programme manager, and
regular analysis of key performance data. Challenges with recruiting ECFs and
developing their role were encountered and addressed. Mobilisation was seen to go
well.
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-

Mid-point January 2015 – Bedding in – with positive signs such as improving diagnosis
rates across the CCGs and encouraging feedback from people involved, the decision
was made to continue to the second year of the planned implementation. Managing
prescribing and uncertain diagnoses were emerging concerns but did not dent
confidence in continuing.

-

December 2015 – decision on continuing – toward the end of the planned two years
of scaling up commissioners had to decide whether or not to continue with it across
the two CCGs. To assist their decision a range of information was available to them,
as discussed below.

During this process, we had opportunities to keep informed about progress and discussions
about the future of the model. Some of us had opportunities to be engaged with those
managing or being actively involved in the frontline of the scaling up and periodically we saw
the performance data being used to monitor the process.
As we became aware that the decision on whether or not to continue with the model across
the CCGs was going to be finely balanced we thought it a good opportunity to explore to what
extent NPT might help to understand the scaling up process, how people were perceiving the
model and whether it was becoming accepted (normalised). The intention as this stage was
to explore the potential of NPT in helping develop a more theory-led understanding of the
process of scaling up integrated care models. We were not aiming for an evaluation of the
care model nor of the process of scaling up.
Normalization Process Theory
NPT provides a mid-level analytical framework to help understand how and why practices
become normalized and embedded (or not) in everyday work (May 2006; May et al. 2007;
Gask 2008). It concerns people’s individual and collective agency when adopting new work
practices.
There are 4 constructs to the NPT framework:
1. Coherence – the individual and collective ‘sense-making’ work that people do to
decide if a new practice is worth persevering with;
2. Cognitive participation – the relational work that participants in the new practices
undertake to build a sustainable sense of a community of practice;
3. Collective action – the operational work undertaken to enact the new practices;
4. Reflexive monitoring – the appraisal work to understand how the new practice is
affecting those adopting the new practices and others involved.
These form an interlinked set of communal and individual processes. Each construct has four
components, which we will discuss later as we apply NPT to understanding the scaling up of
7

the dementia service. The constructs have been seen to interact in diverse ways in different
settings related to, for example, whether the focus is on feasibility studies or later stages of
implementation (May et al. 2018). This potentially provides for a powerfully flexible theory to
understand processes of normalization in different contexts (May et al. 2018).
NPT is proving productive in understanding the adoption of a large range of complex practices
(McEvoy et al. 2018; May et al. 2018). It has been applied to, for examples, adoption of a
collaborative care model for depression in primary care (Coupe et al. 2014), implementation
of tele-dermatology (Finch 2008), and implementation of guidelines in hospitals (May, Sibley
& Hunt 2014). It has also been applied to the longitudinal study of the more complex, policylevel implementation of revalidation procedures for medical practitioners (Tazzyman et al.
2017). One lesson from these applications of NPT is that a new practice might be experienced
to work well in terms of some NPT constructs, yet still be seen to be inappropriate in the
round and, hence, fail to become routinized in practice.

Methods
NPT has been applied methodologically in diverse ways including as a framework to organise
specific questions in data collection, through to its application to analysis after data collection,
with mixed approaches between the two (May et al. 2018). In this study we applied it in a
mixed mode. We used existing data to help understand some aspects of what was happening
in the local contexts in terms of the implementation of the Gnosall model, along with data
from interviews that used NPT as a sensitising framework to organise questions. NPT was then
used to guide the overall synthesising of all this data to understand what happened during
the scaling up and what contributed to the final decision about whether or not to sustain the
model of care across the CCGs.
A range of data was available to inform this local decision and we were provided with the data
and gathered insights into how it was being understood. The data used in the CCGs included:
(1) Performance data related to the scaling up of the model – the most crucial data used here
was for diagnosis rates for dementia in each of the practices across the CCGs. As noted, this
was politicised data as it directly related to national targets to improve these rates. Overall
across the two CCGs the diagnosis rates improved during the scaling up period. This was from
base rates that were relatively low compared to national ones. As of March 2015, for example,
CCG 1 reported that it needed to diagnose an additional 6 patients with dementia to meet
their nationally set diagnosis rates, this with over 1053 patients having been placed on
dementia registers in the practices. The CCG had the fourth highest diagnosis rate in its region
of 22 CCGs; only 3 had reached the national target.
Significant variation existed, though, in the changes in rates of diagnosis achieved by
individual practices. In CCG 1 as of March 2015, 11 practices had achieved the nationally set
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diagnosis rate, with 3 achieving 90% of their estimated diagnosis rates. Yet 15 of the practices
still had not achieved their estimated diagnosis levels, with the bottom 6 being below 50% set
diagnosis rate. These patterns reflected similar experience in CCG 2 and, albeit with some
improvements, remained during the course of the 2-year pilot with both CCGs improving but
not every practice achieving its target rates of diagnosis. As national diagnosis rates were
generally rising (Health & Social Care Information Centre 2015; Mukadam et al 2014; Donegan
et al. 2017) changes at our case sites in diagnosis rates cannot be directly attributed to the
scaling up of the Gnosall model across the CCGs. Indeed, the GP we interviewed identified
several other factors that contributed to recorded improvement, including better coding in
practices and work that some GPs had started in care homes. He was clear, though, that the
model was seen to be a factor in improving local diagnosis rates in many practices.
(2) Findings from a survey of GPs – one of the CCGs undertook a survey of their GPs to
ascertain their views of the new model of dementia care, conducted after the new service
model had been in place for about 18 months. 13 of the 14 practices in the area responded.
Respondents seemed to understand and sign up to the new model, reporting that they
understood and preferred it to the previous, secondary care-focused service. There was a
mixed but essentially positive response to the nurse-led approach to the local scaling up of
the model.
However, there were some negative responses concerning whether or not patients received
timely diagnoses. Overall, the responding GPs were split in terms of whether or not they felt
the new model was successful.
(3) Findings from a survey of patients and carers - both CCGs, undertook this survey around
March 2014, conducted by the ECFs when they saw clients. Separate, short questionnaires
for carers and patients were used, each asking about the process of care in the dementia
service (e.g. were you given information) and their experience of the service (e.g. do you feel
your views were taken in to account in care planning). 82 patients responded and 59 carers.
Although not the most robust method for a survey, it gives insights into how people were
experiencing the new care model and, crucially for this paper, this was information available
to decision makers. On the whole people responded that the new service was beneficial and
liked.
In our exploration of the use of NPT to understand the scaling up process we designed a semistructured interview schedule to supplement these locally available data. As noted, the
interview schedule was underpinned by NPT but did not directly ask about its constructs (see
table 1). Two key local informants were interviewed using the schedule as the final decision
about continuing with the new model or not was approaching. One was a key GP in the area
who was participating in operationalising the model, and, although he was not directly
responsible for managing implementation of the service, he was also involved at the levels of
GP Federation (contracted provider responsible for overall delivery of the new model) and
CCG (commissioner of the new service). As such, he had an all-round understanding of the
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model and the scaling up process and was well connected with others, especially GPs, who
would be involved. The second interviewee was the manager of the ECFs. The ECF was the
newest role introduced by the model of dementia care and was employed by a hospice but
worked alongside existing primary health care practitioners and the psychiatric nurses, so it
was important to try to examine scaling up from the perspective of the ECF manager.
Table 1: NPT as a basis for the interview schedule
Constructs of NPT
Coherence

Example interview questions
Do you think that people across the area of
the roll out see a coherent model and
distinguish it from current ways of working?
Do you think that people collectively agree
about the purpose of the model?
Do you think that people individually
understand what the model requires of
them?
Do you think that people see a potential
value of the model for their work?

Cognitive participation

Do you think that there are clearly key
individuals driving the model and scaling up
forward?
Do you think that people agree that the
model should be part of their work?
Do you think that people buy in to the
model?
Do you think that people continue to
support the model?

Collective action

Do all people involved clearly perform the
tasks required by the model?
Do you think that people have trust in each
other’s work and expertise in the model?
Do you think that work in the model is
appropriately allocated to participants?
Is the model adequately supported by the
participating organizations?
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Reflexive monitoring

Do people get and use information about
the effects of the implementation of the
model?
Do people collectively and individually
assess the model as worthwhile?
Do people modify their work in response to
appraisals of the implementation of the
model?

In analysis, NPT formed the framework for trying to understand the final decisions of the CCGs
as to whether to continue with the new model of service after the initial 2-year pilot. We
wanted to see to what degree NPT could help us understand the situation leading up to this
decision in terms of to what degree the dementia service was normalised in practice and how
the final decision was made about whether or not to continue with the model was made. The
decision of the CCGs after the two-year pilot was to cease operationalisation of the dementia
service and replace it with an as yet undetermined different approach.
Results
We now examine the data, particularly that from the interviews, against the NPT framework
and in the process elaborate further on the detail of NPT. We examine its potential in
understanding why, in this case, the scaling up process did not seem to work as the
integrated care model was not normalised in to practice. We will discuss each construct of
NPT in turn and their components.
i) Coherence
Differentiation is the first of four components of the construct coherence and refers to being
able to see a difference between the old and new practices. It is clear from the GP survey and
the interviews that participants in the CCGs could mostly differentiate the new dementia care
model from the old.
Specification of the new model of care in general seemed successful in the CCG. The ECF
manager, for example, felt that most GPs had come to understand (and value) the work of
the ECFs, despite being uncertain about this at the start. The GP interviewed suggested that
colleagues on the whole understood the model of care and how it was intended to operate,
as did the findings of the survey of practices in one CCG.
Some aspects of the new model, though, remained to be resolved even towards the end of
the pilot. The ECF manager said, for example, that some GPs had misunderstood the role of
ECFs and, although this was mostly clear at the end of the 2 years, some GPs still asked their
ECF to do tasks not part of the role. The manager felt that as GPs and practices were all
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different, working with GPs to help them understand the work of ECFs would be an ongoing
negotiation. This indicates that some aspects of sensemaking during scaling up of a complex
integrated care model require continuing attention.
Communal specification in the scaling up seemed to result in a broadly shared idea of the new
service at all levels from the CCG and steering group down to direct practice. Participating
organisations also developed aspects of the new practices collectively in light of experience
gained. The reports from our informal discussions and from the interviews were, for example,
of good integration developing in most practices between GPs, ECFs and the secondary care
psychiatric nurses.
Some difficulty with communal specification was reported at the interface of primary and
secondary care, a recognised friction point in care systems generally. A key focus of this was
achieving timely diagnoses for certain patients. GPs believed the new model would improve
diagnosis for everyone, and it seems to have done so for many. However, where there was
uncertainty about diagnosis, the secondary care dementia nurses would refer to their
consultant psychiatrists at the hospital for diagnosis. This led to delay and generated some
unanticipated friction and frustration between the supposedly integrated primary and
secondary care elements.
Internalisation of new practices, the fourth component of coherence, as people attribute
worth to new practices and take ownership, appears to have worked well in many instances
and to have been progressing in others. From the data it would appear that many of the GPs
were internalizing the new practices, and the interviewees felt the ECFs were doing the same.
We lack direct data concerning the response of secondary care colleagues in terms of
internalization. It would appear from the interview with the GP that the psychiatric nurses
were seen as working well, and so we might assume they were mostly internalizing the new
practices. We can be less certain about the consultant psychiatrists, but note that many of
them remained geographically remote from the integration of secondary and primary
dementia care that the Gnosall model was based upon.
From the evidence we saw there were processes to stimulate this internationalization. The
steering group regularly provided evidence of progress (e.g. data on overall diagnosis rates).
Additionally, we heard of informal processes such as personal discussions about progress and
the impact of the new service. We were told in the interviews that the sense was that most
participants saw value in the new model, but these informal processes of communication
across the CCGs were also used to air a few disappointments about the scaling up, such as
how uncertain diagnosis was managed.
ii) Cognitive participation
Cognitive participation, building a relational community of practice, includes the component
initiation referring to enacting the new practices. In the scaling up there was high-level,
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formal agreement to implement and make resources available for the model amongst leaders
of all the participating organisations. There were also clear arrangements in terms of formal
and conventional foci of project initiation: e.g. steering group, implementation plan and
governance arrangements. A significant group of front-line practitioners from all parties to
the integration effort also worked to drive the model’s implementation and development.
A second aspect of cognitive participation is enrolment, i.e. forming and organising how
participants join the new practices. We do not have all details of how enrolment was
activated for participants, but there was a high-degree of formal enrolment in the scaling up:
GPs were engaged at many levels of the process, including as participants in the
operationalisation of the model, though the GP we interviewed questioned whether some
practices where diagnosis rates remained low had fully engaged; ECF roles were created and
recruited to and were seen to be actively enrolled, exemplified in their negotiation of the role
with GPs; and some secondary care staff were enrolled in new roles. We heard that many
secondary care participants came to embrace the new model and sought to make it work.
It seems that where there were existing boundaries (geographical, organisational and
professional) between primary and secondary care, this hindered enrolment as the
boundaries were not fully broken. As noted, the issue of uncertain diagnosis seemed
evidence of shortcomings on enrolment as it highlighted a failure to complete integration and
sufficiently reduce boundaries.
Where boundaries did not exist prior to scaling up, i.e. between the new ECFs and primary
care, the process of enrolment appeared to be helpfully more fluid and flexible, though not
always smooth. We also heard that enrolment across the ECFs and the mental health trust
was given attention and improved over the 2 years.
Perhaps part of this challenge of enrolment arose from insufficient attention being paid to
the next component of cognitive participation, namely legitimation of the model, i.e. forming
and organising shared beliefs about its legitimacy and active enrolment. As new staff the ECFs
had to work hard individually and collectively to shape their role and establish its legitimacy.
GPs had a clear role and base in the primary care model. It is not clear that all from secondary
mental health care felt legitimacy about the model, nor about secondary care roles within it,
though this area is in part a gap in our information.
Perhaps, when existing roles are adapted for a new integrated service, more ongoing
attention has to be given to developing a shared sense of legitimacy about the new practices:
old assumptions and boundaries may linger. In scaling up integrated care services this is
potentially a significant and ongoing issue to attend to, especially for those having to make
the biggest change in adapting their work to fit the new service.
Also, in terms of legitimation, it was not always clear what the expected goals of the scaling
up were. Implementation of the roles within the model was one that was mentioned to us,
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but other criteria also implicitly or explicitly framed judgements at different times. Improving
diagnosis rates and speeding up all diagnoses were two such issues framing some thinking
about the value of the pilot, including by the GP interviewed, but not necessarily by everyone.
Similar experiences were witnessed with regard to activation: collectively keeping focused
and engaged in enacting and evolving the new practice. ECFs were seen to be determined to
make the new model work: delivering their part of the bargain and showing willingness to
resolve teething problems like calculating and managing their caseloads across surgeries. In
contrast it was not always clear that all GPs were devoted to making the model work well.
Despite overall improvements, diagnosis rates in the CCGs remained variable across practices.
The lack of clarity about roles led to delays in some diagnoses and may indicate some shortage
of activation by key secondary care colleagues. We heard of positive experiences of the new
service amongst many secondary care staff directly engaged with primary care and about
their work, but the friction produced by, for example, managing the fact that the primarysecondary care interface was not more fully integrated ( as manifest in managing uncertain
diagnoses and some areas of prescribing) may have undermined confidence in and
commitment to it.
iii) Collective action
Collective action entails interactional workability, i.e. that work which participants do with
each other and artifacts to operationalize new practices. We repeatedly heard of good
examples of interactional workability from the outset of implementation and of
improvements through evolving practices within the model of care as staff learnt, such as
clarifying the work of and better supporting ECFs. The GP interviewed felt that the nurses
undertaking the specialist mental health work in the new service integrated well and
delivered a good service. However, he commented that aspects of the primary-secondary
interface were not working as well as had been implicitly assumed at initiation of the model
and that it was frustrating for GPs. He added that it proved difficult to resolve these areas of
the model once it had been put in place. The ECF manager also said that the link to secondary
care was the area of concern she sensed most disquiet about.
Also of note is that the interactional workability was not so clear at the governance level of
the scaling up. There was felt to be a shared commitment across leaders in the CCGs, and a
steering group governance structure, but it was not clear how to manage these to deliver
refinements of the model once implemented. The interviewees both discussed how
implementation of the model was affected to some degree by difficulties that GPs were
having in working out how they operated in connection with the scaling up as individual
practices and as one Federation. The continuing variability of diagnosis rates was noted as
the most pointed illustration of disappointment with how effective these organisational were
at addressing such problems: GPs were meant to be operating as one Federation to undertake
the scaling up, but some individual GPs did not seem to fully engage nor to address their
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reported low diagnosis rates and the governance of the scaling up could provide no solution
to manage this.
Relational integration is the work participants do to build confidence in, and accountability
of, new practices. In the scaling up pilot, the evolving understanding between many of the
GPs and ECFs demonstrated positive relational integration. Together they built confidence in
each other, though it had to be continually worked at. Relational integration was felt to have
improved greatly over the 2 years between ECFs and secondary care staff in primary acre,
though secondary care beyond that remained remote and opaque to ECFs in a way that
expressed as being mildly frustrating. As noted, points of friction in how the dementia service
operated indicated that relational integration was not as complete as hoped for across the
primary-secondary boundary.
The third aspect of collective action, skill-set workability, concerns the division of labour
operationalised in enacting the new practices. In the scaling up there was some uncertainty
about division of labour in the new service such as some GPs not always understanding the
work of ECFs, but the relational integration between these two parts of the new model of
service enabled this to be worked at.
There continued to be more significant difficulties in the division of labour between GPs and
secondary care colleagues. For the most part this did not seem to be an issue between GPs
and the mental health nurses in their practices. However, three issues were highlighted in
the interviews as continuing concerns about who was responsible for things. We have already
identified managing uncertain diagnoses and mentioned concerns over responsibility for
prescribing some medication. A desire had been for GPs to take the lead on prescribing in a
shared care model, but this had never been formalized, so some GPs prescribed and others
didn’t, which left some secondary care colleagues uncertain of the proper procedure.
The third issue of uncertainty about the division of labour in the new service was highlighted
by the GP and concerned how much work GPs were expected to do prior to referral to
secondary care colleagues for diagnosis. Some GPs were doing almost full assessments (e.g.
memory and blood tests) before referring to their linked nurse, whilst others simply referred
patients with possible dementia. Confusion over key aspects of the division of labour left
some uncertain, caused delays and seems to have undermined confidence in the model as a
whole amongst some, including, crucially, those deciding whether or not to sustain the service
after the 2-year pilot.
In terms of contextual integration, by which resources are allocated and policies and
procedures realised in practice, we have noted high level commitment in the participating
organisations. Resources were gathered across the participating organisations to initiate the
new service model. Some procedures remained to be resolved.
iv) Reflexive monitoring
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The systematising component of NPT refers to forming and organising of knowledge about
the effects of the new practices. The formal process of the steering group was the key focus
for this, and its members routinely scrutinised a range of data about the scaling up. Focused
on this group and the need to nationally report diagnosis rates, a systematic approach
developed to review a range of information about the scaling up pilot.
Communal appraisal entails the collective work of participants to assess the impacts of the
new model. In the use of routine data on diagnosis rates and the surveys of GPs and patients,
we saw excellent examples of work to formally develop a shared appraisal. Additionally,
operational data were used to improve how ECFs were deployed across practices. However,
key evidence about time to diagnosis does not seem to have been formally aggregated and
assessed across practices. This seems to have come to light through informal appraisal and
discussion, but it formed an important input into the final decision-making.
These informal routes to communal appraisal appeared to play a significant part in
undermining confidence in the model of care. The GP interviewed commented that, when
some people identified issues they felt needed ‘tweaking’ with the dementia service, there
was no clear means of acting upon these concerns. Consequently, he argued, it took too long
to evolve the model and frustrations built up when people felt they were not being listened
to. He said that at times it seemed as if the mental health trust and the Federation blamed
each other for issues and could find no easy means of resolving differences.
Potentially crucial to the final decision to stop the service was the lack of clarity about the
overall goal of the scaling up. Across the two CCGs there seemed to be a shared sense of the
need to improve dementia care. There seemed to be scope, though, for this to be focused on
a variety of specific issues over time and by different participants in the pilot. One such focus
was the objective of improving diagnosis rates, given major prominence by national policy
and monitoring. We also heard of other implicit objectives, such as developing the ECF role,
improving timely diagnosis, developing prescribing practice, addressing variability in diagnosis
rates, and testing new organisational arrangements (e.g. the role of the Federation). These
more implicit goals most likely fed into communal appraisal of the scaling up pilot and the
final decision to cease it, but there appeared to no formal means of aggregating data about
them and/or forming shared judgements across the organisations involved.
The GP interviewed, for example, identified that the model was helping to improve diagnosis
rates for the CCG as a whole and he felt there was general agreement that a primary carebased model of dementia care was progress. He remained concerned, though, about the
variability in diagnosis rates across practices. In discussing this variability, he in part saw the
new service as a test of the federated approach to collectivising GPs and seeking to
standardise practice across them.
The third component of reflexive monitoring, individual appraisal, is the process by which
individuals personally assess whether the effects of an intervention are worthwhile for
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themselves. Individual appraisal of the scaling up was uneven, with positive and frustrating
experiences expressed. The informal, anecdotal individual appraisals of some frustrating
aspects of the model may have exerted undue influence on the decision to cancel the service
as they operated outside the formal accountability framework. When identifying challenges
with satisfying GPs about ECFs, the ECF manager commented that it was important to
intervene early before emotions built up and the ‘chatter’ about dissatisfaction grew too
great. It was not clear that anyone from secondary care was being attentive to such
frustrations, though this may reflect our lack of data from this part of the service.
Reconfiguration, or organizing changes in the ways new practices are enacted, was evident in
the scaling up, including making resources available, deploying staff to new roles, and an early
collective decision to reshape the original Gnosall model to fit local arrangements. Most
notable on this last was placing nurses in the practices instead of consultant psychiatrists. The
newest roles to the local system, the ECFs, were flexible and allowed time to adapt to deliver
the new system of care. Despite this commitment to reconfiguration, it seemed that some
existing boundaries between primary and secondary care proved difficult to remove and
integrate as fully as in the Gnosall service.

Discussion
In applying NPT to this case study, we sought to examine the degree to which this theoretical
perspective could help understand how a complex model of integrated care does/does not
become normalised in practice. It is worth noting that in many ways the new service model
became routinised in local practice. The model was successfully run across the two CCGs for
two years. There was greater integration of secondary care nurses working in primary care
alongside newly recruited ECFs, and the latter role was seen to be operating so well that some
GPs desired similar colleagues for working with patients with other conditions. Diagnosis
rates increased across the CCGs and there was satisfaction with the new service amongst
many stakeholders, including patients and carers.
So, how did this successful part of the story come about and how can NPT help us to
understand it? In most aspects the scaling up of the Gnosall model to a wider geography and
network of organisations adopted an approach in line with good advice to manage a large
implementation programme (Leutz 2005) e.g. formal management plans and processes and
good leadership. These management arrangements and their interactions in the complex
process of scaling up can all be understood under the framework of NPT and interactions
between and overlaps across the components of NPT could be identified in examining the
scaling up.
Similarly, NPT helps us with a focus on coherence and understanding its place in normalisation
of scaled up services. The dementia care model had good foundations for coherence from
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the Gnosall development, and managers collaboratively agreed modifications to fit local
contexts and had discretion to evolve details of the model (e.g. deployment of the ECFs across
practices). One continuing debate with regard to scaling up processes concerns
standardisation versus flexibility of new interventions, with one perspective being to
understand standardisation of function rather than form (Hawe, Shiell & Riley 2004). In the
case study sites, agreement about adapting a key aspect of the model of care (nurses
replacing consultant psychiatrists to deliver key functions) helped to overcome initial inertia
with regard to scaling up the service. This could be understood in terms of a number of areas
of NPT. Most likely, though, it contributed over the course of the two years to less integration
between secondary and primary care compared to the Gnosall approach, and, hence, to
frustration with regard to key areas of how the model operated. In terms of implications for
future studies of scaling up of promising integration services, it points to the need for a
longitudinal perspective on how the constructs of NPT are enacted in sites, rather than
assuming an analysis at one point in time provides insights into dynamic processes.
With its components focused on collective endeavour NPT can be helpful in focusing on the
relational aspects of implementation as well as technical aspects, the latter sometimes seen
as the hard, crucial elements to manage (such as technologies and roles) at the expense of
the softer relationship-based work (Horton et al. 2018). In understanding the scaling up of the
integrated dementia care model, seeking to understand the relational aspects was
illuminating as, for example, the informal routes for airing frustrations appeared to be crucial
in influencing the final decision.
NPT helped to frame understanding of other insights into the experience of the scaling up
process and the final decision to cease the dementia service. In terms of the first construct of
NPT, coherence, it seems that whilst there was a high degree of coherence about the new
service there was too much scope for uncertainty which the governance and organisational
structures proved incapable of addressing. The over-arching goal seems to have been
understood as improving dementia care, but there was much room for other specific issues
to become foci of judgement about the value of service at different times. Understanding the
interplay of coherence with reflexive monitoring it appears that within formal processes for
evaluating the scaling up of the service, various topics and some informal processes all worked
at different times in the reflexive monitoring as some frustrations (such as variability with
diagnosis rates and uncertain diagnoses) came to the fore. In relation to these issues the
experiences of key practitioners were not contained in agreed and formalised processes of
collective participation and reflexive monitoring, and so could not be resolved into collective
action to address them. The frustrations in the scaling up of the gaps in primary-secondary
integration compared to its higher degree in Gnosall were never really addressed. These
related to issues of workforce development (i.e. how the new roles of the ECFs evolved
reactively to events) and of decisions about deployment (i.e. the decisions to reply more on
nurses than psychiatrists to provide the direct links to primary care). The former, workforce
development, could be understood in terms of NPT as part of the reflexive monitoring and
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ongoing collective action to ‘correct’ aspects of the initial implementation and, although it
produced some frustrations these seem to have been resolved through the evolutions and
communication. The deployment issue is one that can be seen in terms of NPT as a failure to
engage all significant actors in the collective action of the new model.
The use of the scaling up as a test of new governance arrangements was also never explicit or
resolved. The complexity of the organisational arrangements and existing boundaries
between them and individual practitioners made resolution difficult and added to
frustrations. Whilst the GP interviewed felt the new service was overall a good one and
worked, the inability to get the new organisational arrangements to work, especially to
reduce variability in diagnostic rates, was a source of frustration for him and, as we
understood it, for others with a commissioning perspective on the pilot. In these respects it
is helpful to think of complexity in NPT investigations of scaling up of integrated services as a
feature of the systems into which the intervention is being placed (Hawe, Shiell & Riley 2004),
as much as of the model of care.
It is interesting to note that the emphasis in judging the scaling up of the service did not
appear to be explicitly on improving post-diagnostic support, which had been a significant
criterion in the rationale to develop the model in Gnosall. In making the final judgment about
the scaling up, less emphasis seems to have been placed on feedback from patients and
carers, who reported liking the new model of care. Patient and carer feedback were perhaps
a key outcome of the broad understanding of the goal of the scaling up, yet does not seem to
have been fully defined or held as a determining factor in reflexive monitoring.
For future NPT studies of scaling up of integrated care services another feature of these
complex environments that would need attention is the many roles that individuals can have
in them. Each individual role can have varying degrees of agency with regard to
implementation processes with regard to the several roles they may have. In these case study
sites, GPs, for example, could be commissioners deciding on the model of care to adopt,
Federation representatives tasked with agreeing the detailed form of operationalisation,
frontline practitioner participants in the new service, and recipients of some of the service
provided by others (i.e. ECFs and secondary care colleagues). This may be a common feature
of the complexity of integration and does not make it easy to unpick how the agency of
individuals works with regard to (non)routinisation.
Closely connected with this issue is that of understanding the structural aspects of scaling up
in relation to agency. This is an ongoing debate with regard to NPT in general but may be
more so given the complex organisational arrangements inherent in most integration
endeavours. Clarke et al. (2013) critique NPT for overly focusing on (individual and collective)
agency at the expense of local and external structural factors, although evolutions of NPT
have sought to engage with this issue (May 2013; May et al. 2018). This would be something
to be particularly attentive to in future applications of NPT to understanding integration.
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From our experience of applying NPT to the case study here, there are challenges with trying
to apply the constructs to data collection and analysis, as found in other studies (May et al.
2018). Given that constructs in NPT are intended to work together to explain complex social
processes, it can be difficult to assign phenomena in a complex context to only one of the four
constructs, something experienced in other work using NPT (McEvoy et al. 2018).
Understanding interactions of the constructs of NPT in a study is helpful, but also poses
methodological challenges. These include the detailed place of NPT in organising data
collection and analysis. As noted, NPT has been used in a variety of ways with regard to this
in previous studies. More experience of its application to integration and scaling up studies
would help us to understand the merits and challenges of different approaches.
Finally, it is arguable that many of the insights from this study could have come to light even
if NPT had not been applied and more general discussion of the experiences of the
programme had been sought in, for example, the interviews. NPT helps to ensure, though,
that studies are sensitised to particular issues and allows for comparison of them across
studies. If they are all understood using the same theoretical perspective, we might begin, for
example, to better understand the relative importance of factors in integration scaling up
processes.

Conclusion
We used the opportunity of a planned scaling up of a new integrated care model, a primary
care-based dementia service that we have previously examined in detail, to explore the utility
of Normalization Process Theory in helping understand this process. We must stress that this
should not be seen as an evaluation of the scaling up as we have not been able to triangulate
perspectives and data over a long enough period. Crucially, we lacked secondary care
perspectives and sufficient interviewees to provide data on some critical aspects of the scaling
up. Our specific discussions about the experiences and decisions in the two CCGs are
tentative, but we believe provide helpful understanding of how NPT could be used in future
work on the scaling up of integrated health and care services.
From this exploratory investigation of the use of NPT, we assert that there are reasons to
persist with applying NPT in further studies of scaling up integrated care models. The first is
that the methodological challenges can only be addressed through more experience of using
the approach in the context of understanding scaling up of integrated care services. The
second is that NPT potentially provides a framework to develop more consistency in
evaluating the scaling up of integrated care. From this consistency we might be able to
develop more robust evidence across contexts that enable us to begin to generalise beyond
individual evaluations, and be better placed to helpfully guide the practice of managing
scaling up programmes of models of integrated care.
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Whilst personal relationships are important to understanding the success of many
collaborative and integrated care models (King et al. 2017; NAO 2017) leaving analysis at that
level would not help to address the challenge of scaling up. Some have argued that to support
public servants to deliver better services and integration we need to focus on a ‘craft’
perspective to this work as much as a scientific or managerial one (Dickinson 2014). The craft
of integration cannot be reduced to a linear model of implementing a scientific or managerial
knowledge base. Yet a craft can also be closely defined in many details, even if it is not
reduced to that definition of practices, nor removed from the attentive, contextual and skilful
application of the craft. With an insightful theoretical perspective to scaling up models of
integration we would hope to add clarity to what the integration craft practitioner has to be
attentive to.
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