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Key messages

••

Recent years have seen new roles emerge to support the delivery of integrated
care. These roles aim to enable more holistic care, and facilitate continuity
and co-ordination of care across organisational boundaries. Some of these
new roles (such as care co-ordinators and case managers) have integration at
their core, while others (such as extended support worker roles or personal
assistants) build on established roles to facilitate integration.

••

Our review of the evidence found few examples of truly innovative roles. The
most notable examples are care navigators and community facilitators, enablers
or link workers. These roles seek to enable individuals and, in some cases,
professionals to access and navigate the range of support available from health,
social care and the wider community.

••

There is a lack of robust evidence on, and evaluation of, new roles. Most studies
focus on the wider learning from programmes designed to integrate care,
rather than the impact of individual roles. More evidence is needed on the
key characteristics of new roles and their impact on outcomes if they are to be
successfully replicated in other settings.

••

There is also a need for more evidence about the cost-effectiveness of new roles.
Key questions remain around the scale at which new roles need to be developed
to demonstrate impact, be sustainable, and release cost savings elsewhere in the
system. This is important given the investment needed to establish new roles.

••

The successful development of new roles entails significant management
challenges. A culture of protecting professional and organisational identities
is one of the most prominent barriers to new ways of working, especially
where established skills and roles are reconfigured. Other barriers include
overestimating the capacity of individual roles to deliver integrated care,
difficulties in making these roles sustainable over time, and poor accountability
and oversight of staff in roles that do not fit into established structures.
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••

New roles to support integrated care by working across organisational
boundaries are only effective when they are part of a system-wide process
of integration. The support of senior leaders is crucial for establishing a
framework for integration, legitimising new ways of working, and ensuring
a climate and processes are established that enable practice to develop in the
desired direction.

••

Rather than assuming a need for new roles, the evidence suggests that valuing
and reinforcing professional and organisational identities can help to develop
trust and recognition, which can, in turn, facilitate closer teamworking across
organisational boundaries. Building effective relationships and establishing
a shared commitment to developing care around an individual’s needs can
support this process.

••

The skills needed to deliver integrated care often already exist within the
workforce; the issue is how these skills are shared and distributed as part of an
overall integrated system of care that spans organisational boundaries. Skills
in communication, management and creating relationships are vital, and
may be required by professional and non-professional groups more broadly.
Interdisciplinary training, training of managers as well as practitioners, and
cross-organisational placements can help develop and spread the necessary
skills and competencies.

••

Developing an integrated workforce is an ongoing process. Where new roles
have emerged, they have mainly done so as a consequence of developments
in practice or to fill gaps in provision, which are more evident as services aim
to become more integrated. New roles tend to involve new activities rather
than a re-packaging of old ones. While many emerging roles share a common
purpose, the specific competencies and skills required for individual roles are
often determined by the local contexts in which they develop, which limits
standardisation more widely. There are a range of approaches to developing an
integrated workforce rather than a single model. These are influenced by local
factors and are likely to develop further over time.

••

Although there is currently a greater focus on integration of care, developing
roles that span organisational boundaries is not a new endeavour. Some
multidisciplinary teamworking, integrated care pathways and new models of
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care have developed through existing staff working in different ways, rather
than new roles being created. New roles may be needed in some cases; however,
the need for such roles should be demonstrated rather than assumed, as part of
a broader plan for integrating care.
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Introduction

The NHS workforce comprises 1.318 million staff (NHS Confederation 2016), while
an estimated 1.48 million staff make up the social care workforce (Skills for Care
2015). The workforce is intrinsic to quality of care and accounts for the greatest
proportion of NHS costs. It is not surprising therefore that the role of the workforce
in delivering a health and social care system able to meet the demands of the future
is a key consideration.
The health and social care system has recognised a need to change considerably to
respond to changing needs and demands, and workforce development is a central
part of this process. National policy has highlighted three necessary changes:
a shift in care from hospitals to the community; new care models that support
the integration of health and social care; and a focus on preventing illness and
promoting health and wellbeing (NHS England et al 2014; National Collaboration for
Integrated Care and Support 2013). These changes aim to put the individual at the
heart of health and social care – to create an integrated system able to deliver holistic
and person-centred care to meet people’s changing needs, while empowering
individuals to actively maintain their health and wellbeing within the community.
It is hoped these changes will support greater efficiency and effectiveness, improve
the outcomes of people accessing those services, and deliver cost savings.
Considerations of the future workforce have focused on how to meet staffing
requirements of established professions and employ their skills to achieve the best
outcomes (Addicott et al 2015; Robertson et al 2014). They have also highlighted the
opportunity to restructure roles and the potential for new roles to emerge in order
to meet changing needs (Imison and Bohmer 2013).
The ability to deliver specialist care in the community and generalist care within
hospital settings has led to the development of new roles such as physician associates
and advanced nurse practitioners within individual organisations. Now the aim of
integrating care across organisations and sectors has prompted consideration of how
this process can best be extended more widely. Seeking a workforce that can ‘span
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boundaries’ will require innovative ways of working as well as the creation of new
roles with an overt focus on supporting integration.
What is workforce boundary-spanning?
Creating effective mechanisms to support collaborative and joined-up working
has been a longstanding aim of many organisations. Boundaries between staff in
different services, organisations and sectors of care have been identified as a key
barrier to delivering integrated care.
‘Boundary-spanning’ means reaching across organisational structures to build
relationships, interconnections and interdependencies. It can be done at an
individual level, to develop and manage interactions, and at an organisational level,
by setting up policies and structures that facilitate and define the relationships
between individuals and their respective organisations (Williams 2002). Developing
a workforce that can span the boundaries that exist within and across health and
social care requires due consideration of both levels – the organisational structures
that influence how people work together as well as individual staff roles within
those organisations.
About this report
In 2015, The King’s Fund was commissioned by NHS Employers and the Local
Government Association to produce an independent report on boundary-spanning
roles to support integrated care. This included roles being developed to facilitate
integration of care across distinct areas of practice in order to deliver more holistic
care, and roles supporting greater continuity of care across organisational and
sectorial boundaries. Roles within individual settings that aim to provide existing
care but in a new way – such as physician associates, advanced nurse practitioners
and assistant practitioners – were deemed outside the remit of this work unless they
were distinctly established to span boundaries of practice – eg, spanning secondary
care and community services.
The work aimed to identify examples of new roles being developed and an
understanding of the evidence to support these roles, including impact, features of
success and key challenges. The authors sought to address whether there is a need
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to systematically develop new roles to support integration, and how new roles fit
within the wider context of building an integrated health and social care system.
Reflecting the importance of integrating health and social care, there was a
particular focus on efforts being made to span boundaries between services and
organisations in these two sectors. However, the report covers a wider range of
boundary-spanning activities that seek to support integration.
This report is based on the findings of a literature review and is structured around
four main areas:

••

examples of practice in which boundary-spanning roles have been documented

••

the impact and outcomes of these new or extended roles

••

the challenges and barriers to developing boundary-spanning roles

••

the factors that can support boundary-spanning and facilitate the workforce to
deliver integrated care.

The final section of the report explores the case for supporting future workforce
integration and new roles, drawing together findings and recommendations from
the literature with our own synthesis of the evidence.
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Examples of new roles

The literature highlights a wide range of ‘new roles’ that have been developed to
support the delivery of integrated care.
Change in focus or context of existing roles
Many of the roles identified use existing skills for a different purpose and within
new contexts. The New Types of Worker programme highlighted a number of roles
developed to span organisational boundaries, representing a re-labelling,
re-packaging and re-creation of skills within existing roles (Kessler and Bach 2007).
One area of focus for these roles is creating a point of liaison between services (see
box for an example from Hampshire).
Hampshire’s Sight Loss Adviser and Communication
Rehabilitation Officer
The Sight Loss Adviser and Communication Rehabilitation Officer emerged as part of a
major organisational change, alongside the development of an Early Intervention Service.
This service required a role that sat (both procedurally and physically) at the interface
between health and social care.
The national institutional framework for dealing with sensory impairment created a
disconnect between diagnosis (health) and social support for the consequences of
impairment (social services). These roles were developed to sit alongside clinicians and,
through the formulation of a new referral process, generate awareness of and access to
social care support.
Source: Kessler and Bach 2007

The liaison role bridges institutional gaps between health and other sectors that
form part of a comprehensive care pathway. This includes ensuring the necessary
sharing of information, providing support to staff in other services, and generating
awareness of access to different forms of support available. A further area of focus
is the development of dedicated co-ordination roles, which largely see staff taking

Examples of new roles9

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

a more active role to improve co-ordination and management of care across
boundaries (see box for an example from Scotland in relation to HIV services).
Although these roles may lie within individual organisations, their remit is to
actively create connections and facilitate care across organisational boundaries to
ensure that individuals get access to appropriate care.

Specialist nurses within Scottish HIV services
The development of integrated care pathways for HIV services has seen the creation of
a specialist nurse role within a collaborative multidisciplinary team. The specialist nurse
plays a key role in overseeing the care pathway and co-ordinating care according to clinical
need. Nurses develop and maintain partnerships between primary care, specialist care,
psychological services, social care and third sector support services.
Source: Panton 2014

Many of these roles span organisational boundaries by nature of facilitating a
holistic response. However, there are a number of other roles that have been
designed to explicitly span acknowledged boundaries between health and social
care. Examples include:

••

nursing within nursing homes – negotiating hospitalisation decisions and
providing care for complex needs within care home settings to avoid hospital
transfer (Abrahamson et al 2014)

••

specialist residential care home nurse role – bridging and developing
relationships across organisations to introduce services to each other and
improve knowledge of what is available, as well as acting as a communication
channel between NHS services and residential homes (Goodman et al 2013).

Change in individual skill-mix
A second prominent area in which new roles are emerging to support integrated
care is through changing the skill-mix of individual roles and professions. A study of
skill-mix changes as part of the primary care demonstrator sites identified four types
of changes being made: role enhancement, substitution, delegation and innovation
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(NIHR CLAHRC Greater Manchester 2015). The first two include extending the role or
skills of a particular group of staff, or expanding the breadth of a job – in particular by
working across professional divides or exchanging one type of worker for another.
In contrast, the other two maintain traditional disciplinary distinctions but either delegate
tasks to other disciplines, or introduce a new type of worker within this structure.
The extension of practice and roles reflects the impetus to share tasks more
efficiently but also the aim of creating greater integration of care. Examples of
extended nurse roles such as psychiatric mental health advance practice nurses in
the United States (Delaney et al 2013) and ambulatory emergency care nurses in
the community (Centre for Workforce Intelligence 2011) reflect the development of
enhanced skills to support delivery of holistic care across settings. A common factor
among many of the extended roles is the ability to work autonomously and at a
higher level of practice, engaging in flexible cross-boundary partnership working
(Bianchi et al 2012).
Skill-mix changes are particularly evident in the role of support workers within
health and social care. Implementation of the NHS and Community Care Act
(1990) has seen key developments in roles, including the emergence of personal
assistants and community support workers, with a shift towards providing personal
rather than domestic services. The delegation of health-related skills such as more
‘routine’ nursing and therapy tasks from nurses to community support worker roles,
in clinical as well as non-clinical settings, is another common feature (Manthorpe
and Martineau 2008). Examples include frailty support and wellbeing workers,
and the extended use of support workers in intermediate care. In both cases, the
support worker role is framed within a specific model or system of care that aims
to support a more integrated approach. As such, these two roles aim to support
patients alongside registered professionals as part of a multidisciplinary team,
addressing an individual’s social as well as health needs, and delivering a package of
care as directed. The support worker role has been seen as particularly valuable in
combining delivery of the clinical aspects of care with a person-centred, systemsworking approach (Bateson 2015).
The opportunity to upskill support workers has also been extended to those
operating beyond health and social care settings – most commonly housing services
– and, in some cases, to other members of the workforce. One example (see box) is
a development programme for care home managers to provide enhanced health-
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Enhanced tenancy support workers
As part of the Supporting People Health pilots, the Sex Workers Around Nottingham project
Now Exiting the Sex Trade (SWAN NEST) developed an enhanced support worker role
within housing associations to work with women wanting to exit the sex trade. Almost 80
per cent of the sex workers were known to be homeless and over 90 per cent were drug
dependent. Both factors were identified as important in limiting access to health care and
the ability to find work outside the sex industry.
The role aimed to address many of the accommodation and health needs of this population.
Training for the role was provided by a local mental health trust and housing associations
to develop requisite skills in working with the population, understanding housing law and
benefits, and awareness of the mental health issues experienced by sex workers. Staff also
received an induction and training from the local Drug and Alcohol Treatment team.
Source: Cameron 2010

related support for residents, including promoting engagement in self-care activities
(NHS England et al 2015).
A final area of skill-mix development to support integrated care has been the
creation of extended roles within social care. These include health and social care
co-ordinators and care practitioners (Centre for Workforce Intelligence 2011). While
these roles share many of the characteristics of other extended roles, they are
distinctive in that the role is defined as ‘intermediary’, with an equal footing in
health and social care practice and/or settings. These roles have largely been filled
through role substitution and innovations in skill-mix.
Innovative roles
There are a limited number of truly new roles emerging, but one of the most notable
is that of care navigators, now established in a range of health and community
settings (see box). Their main role is to support individuals to plan, organise and
access support, although their remit and extent of practice varies from giving advice
and signposting to a more active role in supporting people to engage in activities.
Provision of support is often time-limited. Care navigators are seen as playing a
valuable role in supporting access beyond health and social care. However, in some
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Greenwich care navigators
The care navigator role is a core part of delivering the Greenwich Co-ordinated Care vision of
‘Right care, right time, right place’, targeting adults at high risk of ill health and hospitalisation.
The role sits within a dedicated team aiming to co-ordinate resources to build a ‘team
around the person’. Other members of the team include GPs, the community assessment
and rehabilitation service, the community mental health team, representatives of
community organisations and carer support.
The care navigator is the first point of contact for the person and their family, and helps
the person to say what they want from services and what is most important to them. Using
the ‘I statements’ approach developed by National Voices, the care navigator ensures that
the care plan and delivery of care remains person-centred.
Source: Greenwich Clinical Commissioning Group 2014

cases, they also serve as a fixed point of accountability for ensuring that individuals
benefit from a holistic approach to meeting their needs.
A number of roles are developing that aim to support engagement between
organisations at the community level. Community facilitators, enablers and link
workers are all examples of roles that aim to share knowledge and/or provide
a practical interface between services and the wider community. They are less
formalised than care navigators; in some cases, these roles primarily support
professionals to access resources in the community (such as support groups or
exercise classes) on behalf of individuals. In other cases, the role is a more proactive
one, including connecting individuals to service providers in the community,
reaching out to communities to engage people in services, and creating bridges
between public services and groups within the community who use those services.
The final new role to note is the health coach, which has arisen through a greater
consideration of the role of the patient in an integrated care system. Health coaching
represents a sizeable workforce in the United States but is still relatively limited
in the United Kingdom. The role does not directly facilitate boundary-spanning
between services or organisations, but rather serves to support and empower
individuals to take an active role in managing their health and health conditions
and, in turn, their engagement with health and social care organisations.
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Impact and outcomes
associated with new
roles

Despite the interest in new roles, evidence to support practice is limited. Roles such
as physician associate and assistant practitioner are probably the area in which
evidence is strongest. In the United Kingdom, recent studies demonstrate that
physician associates can increase capacity to manage demand and broaden the
skill-mix in teams, and are likely to be cost effective (Bienkowska-Gibbs et al 2015;
Drennan et al 2015). Although these roles tend to be within individual organisations
(primarily in health settings), evidence of their effectiveness reflects the fact that
the role has been in existence for some time in the United States, as well as ongoing
investment in the role in the United Kingdom.
Much of the evidence on the impact of other new roles, including those developed
to support integrated care, has come from evaluations of the programmes from
which they have emerged. However, these have largely focused on learning at the
programme level rather than evaluating the roles themselves and their outcomes.
Examples of roles that support boundary-spanning and have been associated with
positive outcomes include the following.

••

Role enhancement within primary care – including building on increased
liaison between staff in health settings and care homes through in-reach and
outreach, resulted in a more flexible and multi-skilled care workforce (NIHR
CLAHRC Greater Manchester 2015).

••

Care navigators providing local area co-ordination – geographical areas where
navigators were active in supporting people with disabilities to plan, organise
and access support in their community had an 81 per cent higher uptake of
services than the national average (Turning Point 2010).
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For other roles that support integrated care through creating a more holistic and
joined-up approach, positive outcomes include the following.

••

Nurses in primary care whose role was extended to assume responsibility for
first contact care and management of chronic conditions were demonstrated to
provide safe and effective care (Bienkowska-Gibbs et al 2015).

••

Pharmacists supporting GPs in primary care improved GP prescribing
(Bienkowska-Gibbs et al 2015).

One notable gap in the evidence concerns patient outcomes (Bienkowska-Gibbs et al
2015; NIHR CLAHRC Greater Manchester 2015).
There are also a number of instances in which the evidence around role
reconfiguration raises concerns. For example, in considering the provision of
holistic care through extension of existing roles, research on pharmacists providing
additional support to patients on self-management found that advice was often
given regardless of an individual’s competence or knowledge; this created difficulties
when an individual challenged the pharmacist about the advice given, and could
negatively impact perceived self-efficacy among older people (Bienkowska-Gibbs et al
2015). There are also questions about whether some enhanced roles that focus on
particular groups of people – eg, nurse cancer care co-ordinators – could result in
some people receiving preferential treatment and thereby lead to inequity of access
(Freijser et al 2015).
One of the key areas of interest is the cost-effectiveness of new or enhanced roles.
In most cases, there is almost no evidence that new roles save money within the
context of the wider health and social care system. A study of ‘outreach’ advisers
(who link members of the community through information and advice to multiple
support organisations) reported savings through a reduction of burden on local
authorities and the NHS (Citizens Advice Bureau 2009), but the extent to which the
new roles are cost effective is limited by the absence of data on costs before and after
initiation of the service. An assessment of the evidence on care navigators noted that
there was little evidence to support the business case for the role (Turning Point 2010).
One of the challenges of delivering integrated care through the development of new
roles is efficiency. Roles developed for the purpose of strengthening integration by
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reducing the number of different types of staff engaging with an individual in the
community have often achieved this by employing qualified staff who are able to
work autonomously and holistically. This reverses the trend for using the lowestgrade staff and so could cost more (Erens et al 2016). In other cases, where roles have
been extended to provide care beyond the scope of traditional practice, roles were
sometimes cheaper but less efficient, with staff requiring longer and more frequent
contacts with the individuals to deliver the same care (Bienkowska-Gibbs et al 2015).
Many new roles are perceived as being able to deliver greater efficiency through
their ability to deflect work from existing roles and services; however, there is
limited evidence to support this. The primary care demonstrator sites found that
although their skill-mix changes enabled increased input from other sectors to
support integration, this could involve additional workforce costs, so only partial
savings were made through the deflection of work (NIHR CLAHRC Greater Manchester
2015). The processes of organisational development further contributed to costs,
often requiring additional posts to be created in order to cover and sustain existing
as well as new positions. Even where individual roles could increase the potential
for localised care that deflects work from professionals and secondary care (eg,
substituting the oversight role of the GP in care homes with case managers), in order
to be realised and sustainable, this service would need to be consistently provided
across multiple care homes by more than one case manager. While deflecting
work, the roles may not be a complete substitute for either service; hence partial
duplication with increased costs, or ‘saved’ work does not completely cover the cost
of the case managers. In practice, workforce cost savings require substantial changes
such that some roles cease altogether or services are completely transferred to a
different setting (NIHR CLAHRC Greater Manchester 2015).
One area that has received focused interest from researchers is the expansion of
social care and support worker roles. Support worker roles that integrate health
and social care activities give rise to better motivation and job satisfaction, and
may be responsible for improved recruitment and retention rates (Manthorpe et
al 2010). However, there are a number of concerns about the evidence to support
developments in this area. Support workers are performing an increasingly
important role in the delivery of social care services, yet the evidence base for
effective workforce planning and development is lacking (Manthorpe and Martineau
2008). There is also little agreement on whether care workers in specific areas
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such as housing represent a specialist workforce, what areas of specialism should
be prioritised in developing boundary-spanning roles, and (importantly) on what
works best for whom (Manthorpe and Moriarty 2011).
The focus on developing new roles and evaluating developments in relation to skillmix changes to support integrated care has been primarily on describing new roles,
detailing what is required to support them and, in some cases, their influence on
practice. The lack of evidence on new roles reflects this approach. While focusing
on individual roles may generate further insights, a lack of standardisation and
agreement on the desired characteristics and effectiveness of such roles presents an
additional challenge to developing a robust evidence base that is transferable more
widely (Manderson et al 2012).
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What are the barriers
to new boundaryspanning roles?

The key objective of creating an integrated workforce is to deliver better care
through more integrated services. New roles have received considerable national
interest, yet change on the ground has been patchy and limited. So what are the
barriers facing organisations or services that are considering or developing
new roles?
While it is recognised that the different roles are not generic and often serve
different purposes, the lack of evidence creates a limitation in being able to identify
specific issues – about the roles and the boundaries they span – beyond the context
in which they were developed. However, a number of themes repeatedly arise
in the literature that reflect strategic barriers to developing new roles, and these
partly explain why delivering workforce solutions to integrated care is particularly
challenging. Although some of these relate specifically to new boundary-spanning
roles, others reflect challenges facing integrated care more widely.
Professional roles and role settings
One of the main barriers to creating new boundary-spanning roles is a fundamental
disparity between different professional roles, and between those roles and the focus
of different care settings. The challenge of professional identity is well documented
and criticism of ‘professional protectionism’ has been levelled at several professions
in relation to developing different roles and ways of working (Christmas and Millward
2011; Gainsbury 2009).
Studies of multidisciplinary working and the interface of multiple professionals
highlight some of these key differences. For instance, nursing roles have been
defined as having a sustained, direct and practical involvement with people
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and providing a universal service, while social care professions are described as
enablers of care, using brief interventions and in which care is defined by eligibility
(Workman and Pickard 2008). Policy documents defining the role and tasks of
social work demonstrate a strong emphasis on the social role of the workforce as
opposed to a service delivery focus in the health sector, with the former including
areas such as the dynamics of the relationship and social justice alongside special
consideration of the management of risk (Blewett et al 2007). These fundamental
differences in function and approach have left very little scope for the emergence of
‘hybrid’ roles between health and social care at this level, which are effectively able
to span professional boundaries (Workman and Pickard 2008).
The challenges of professional identity are further reinforced and defined by the
different cultures associated with individual settings. Studies of nursing homes,
for example, show that staffing groups define the purpose of the care setting in
different ways; nursing staff and GPs place particular emphasis on the home as
a place for providing care and meeting complex needs, while care home staff
highlight the importance of the home in providing relationship-driven, home-like
care (Abrahamson et al 2014; Goodman et al 2013). These differences are, in part,
associated with the fundamental differences in the models of care employed by
different professions. However, they are also a reflection of the different models of
care favoured by different sectors; the NHS tends to focus on diagnosis, treatment
and episodic involvement, while social care prioritises ongoing support and
relationships that foster a continuous review of care (Goodman et al 2013).
These different approaches can create tensions between staff working in health and
social care settings and their perception of each other’s ability to meet the needs
of their clients. These tensions have been shown to exist even between individuals
from the same profession (Morris-Thompson 2015). These differences not only
influence how staff see each other’s role, but also what they consider best practice
(Abrahamson et al 2014). Furthermore, these findings are not unique to the
boundaries of health and social care. A focus on providing more intensive health
care versus promoting independence and prevention has also been noted at the
interface of health and housing support (Centre for Workforce Intelligence 2011). Even
within individual pathways, differences in the normative perceptions of care – such
as have emerged from the differential policy objectives of hospital and community
stroke services – create active barriers to integrated working (Baeza et al 2012).
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The impact of these differences cannot be understated. The Integrated Care and
Support Pioneers programme identified differences in language and respective
conceptions of health and professional ways of working as the most common
challenge in supporting cross-boundary integration between health and social care
(Erens et al 2016). As a study of boundary-spanning between care homes and health
services demonstrates, these differences can serve to denigrate the capabilities
and motives of professions. Care home staff often perceive health professionals to
be ‘policing’ rather than advising, while health professionals perceive care home
staff as lacking in knowledge and expertise, and unwilling to change their practice
(Bienkowska-Gibbs et al 2015). Furthermore, these differences can result in conflicts
between the interests of staff, residents and clinicians, and competing priorities
(Abrahamson et al 2014).
Many of these challenges represent not only a disparity between professions
and settings but also a limited overlap in respective knowledge bases (Workman
and Pickard 2008). This extends to familiarity with the structure and culture of
other organisations and their shared knowledge and goals, as well as regulatory
frameworks for collaboration (Kousgaard et al 2015; Nasir et al 2013). Each has proven
to be a key barrier to engaging and encouraging staff from different organisations
and professions to trust one another and their professional judgement (Erens et al
2015). Similarly, these differences act as barriers to implementing interventions that
support closer integration (Nasir et al 2013).
The differences that define the identity of professional groups and settings and
which subsequently influence the ability to work across those boundaries are also
influential in supporting roles that span those boundaries. In an analysis of the
future social services workforce in Scotland, Musselbrook (2013) reported that fears
around job losses, the blurring of roles, and possible loss of professional identity
and status all stand firmly in the way of new roles spanning health and social care.
Community mental health teams arguably represent one of the best exemplars of
boundary-spanning, but skill-mix changes and the adoption of generic working
practices by staff within these teams has repeatedly arisen as a barrier to team
continuity (Belling et al 2011). Recent pressures have also seen local authorities
withdrawing social workers from mental health trusts as a result (Samuel 2011).
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Skill-mix changes can result in both a loss of ‘owned’ roles and of favourite tasks
(Ling et al 2012). Furthermore, an implication that new roles may change or replace
existing roles can present a significant challenge to engaging staff in developing
and supporting a boundary-spanning approach. The evaluation of one integration
programme found that progress only went ahead on the explicit promise that there
would be no promotion of overlapping roles (ie, no social workers would undertake
nursing tasks and vice versa) and that integrated working would not result in fewer
nurses or social workers (Workman and Pickard 2008).
These distinctions are visible beyond the interface of social work and health, with
similar findings demonstrated in the development of skill-mix changes between
community pharmacy and general practice, and between GPs and practice nurses
within individual practices (Freeman et al 2012). Professions in which staff perceive
that their skills and contribution to care are least well-understood or valued are
those that have raised the strongest resistance to moves away from role distinctions
on the basis of professional or occupational domains (Huby et al 2010). Ill-feeling
and uncertainty around role overlap between non-clinical support workers and
health professionals has also been related to levels of confidence among team
members (Manthorpe and Martineau 2008).
The literature on professional roles and boundary-spanning contains a number
of notable references to the concept of professional ‘turf ’ and ‘turf wars’ (Nasir et
al 2013; Freeman et al 2012). This is a fundamental barrier to developing skill-mix
changes and innovative workforce roles, and the success of efforts to implement
boundary-spanning and integrated working.
Training and development
Lack of training is a consistent theme raised in studies of skill-mix changes and new
boundary-spanning roles to support integrated care. An evaluation of primary care
demonstrator sites developing new roles found that many had neglected training and
not allocated sufficient time or financial resources (NIHR CLAHRC Greater Manchester
2015). In other cases, the time commitment, need to obtain suitable cover for existing
roles and access to appropriate resources (eg, a computer) have all been highlighted
as limiting access to training (Belling et al 2011). Designing new roles without due
attention to associated training requirements has led to staff being asked to undertake
tasks they were not trained to do; some staff have been unclear whether they were
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permitted to take on particular tasks or simply feel unprepared to take on new roles
(Ling et al 2012). Examples include practical tasks such as care home staff being
required to support residents with physiotherapy exercises (Goodman et al 2013), but
others involve aspects of clinical care, including monitoring of medical effects and
delivering aspects of social care (Belling et al 2011).
The nature of training was also noted to be important in supporting new roles.
National policy on training has focused on developing core competencies and
capabilities through ‘task’ completion. However, many of the developments
associated with new roles require the flexible application of skills within new
contexts – a characteristic of ‘expert’ practice in which learning is developed
through the blending of formal and tacit knowledge, and for which training
support is limited (Huxley et al 2011). This situation is further confounded by a
lack of knowledge relating to the competencies of the workforce (Huxley et al 2011)
and a lack of consistent curriculums and training standards for new and extended
roles. Both of these shortcomings are key problems when considering the requisite
training requirements for these roles at a more systemic level (Bienkowska-Gibbs et
al 2015).
The siloed nature of training for the health and social care workforce is another
notable barrier to more integrated working and the development of boundaryspanning roles. An inquiry into integrated care in mental health raised this as a
key concern for the future workforce alongside the increasing number of students
choosing to specialise, which runs counter to requirements for generalist staff
and teams able to deliver more holistic care (Mental Health Foundation 2013). Even
in professions such as nursing, where students receive core skills training, poor
utilisation of other settings such as social care for student placements creates
tensions between nurses working in different sectors, and limits the ability to work
across settings (Morris-Thompson 2015).
Beyond individual skill sets, there is also a lack of preparation for ways of working
associated with the development of new roles such as generic working to support
holistic care and collaborative skills to work effectively with staff across boundaries
(Belling et al 2011; Williams and Sullivan 2009). Organisations that are developing
integrated care and boundary-spanning roles acknowledge these issues but have
found that the limited ability to influence training curriculums set by national
accrediting bodies presents a major barrier (Erens et al 2016).
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One of the key challenges in considering the training and development needs for
boundary-spanning roles is their conceptualisation. Given that they are often born
of local transformation programmes or identified gaps in need, the emerging new
and hybrid roles are a reflection of local requirements and, as such, are unique.
The lack of recognition of these roles beyond this context and within the wider
workforce leaves local agencies to identify and develop their own training, which
as a result is also tailored to organisational demand rather than wider workforce
needs (Cameron 2010). This has important implications for career structure
and progression, which has proven problematic in the development of new roles
(Bienkowska-Gibbs et al 2015). Career progression has been related to job satisfaction
in areas such as social care (Huby et al 2010), but limited opportunities to progress to
more senior roles have created a bottleneck, with many workers ultimately leaving
the sector (Howat and Lawrie 2015).
The development of context-specific roles presents a further challenge if there
is limited capacity elsewhere in the system for similar roles, and where the skills
and competencies developed within such roles are insufficiently recognised and
validated more widely. However, in some cases, although staff see generic roles as
providing an opportunity to add to existing skills, they would not consider them as
an alternative career path (Lindsay and Dutton 2012).
Capacity of individual roles
Although boundary-spanning roles can provide a key point of focus and, in many
cases, accountability for integrating care, the roles alone cannot deliver integrated
care. One of the key issues is the capacity of individual roles to support integration.
Many roles, particularly those developed to support co-ordination of an individual’s
care, have arisen to facilitate care for those with complex and often unmet needs.
The focus on an individual member of staff meeting those needs can lead to high
caseloads with increasing complexity (Kendall-Raynor 2012).
Another challenge is that integrated care has been noted to be ‘process heavy’,
dependent on building and supporting inter-agency working to achieve successful
boundary-spanning (Erens et al 2015). Boundary-spanning roles – particularly
those that support active liaison and co-ordination between organisations – are
characterised by negotiation with stakeholders on a daily basis, an element that
is not readily reflected in job descriptions or task definitions (Nasir et al 2013).
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Furthermore, these roles often demand post-holders to develop new systems and,
importantly, networks (Kessler and Bach 2007). For roles that span boundaries
across more dispersed networks, the task of co-ordinating actions was often timeconsuming and difficult to maintain (McEvoy et al 2011). These demands were
exacerbated by dealing with other workers and professionals experiencing workload
pressures (Kessler and Bach 2007).
In addition to working with staff across organisational boundaries, boundaryspanning roles often require individuals to work across different systems. In one
example, staff in roles centred on co-ordinating care found that although they
could negotiate resources for cases of exceptional need, securing co-operation of
others and of organisational gatekeepers for non-urgent needs relied heavily on
local knowledge, contacts and negotiation skills (McEvoy et al 2011). This places
additional demands on those in roles that span those boundaries.
People in roles that rely on brokering care, such as care co-ordinators and case
managers, are particularly at risk of being overloaded and stressed by others’
reliance on them; people in liaison-type roles, where the focus is on bridging
organisations, can struggle to maintain ties that often need more work and are
hard to keep viable over time (Long et al 2013). An inability to meet the demands
of boundary-spanning could result in deleterious consequences. A study of case
managers, for example, found that to avoid debates about whether service users met
eligibility criteria for specific services, co-ordinators often sought to fill the gaps
themselves. This could leave them with insufficient time to concentrate on essential
elements of co-ordination and reduce their ability to manage heavy workloads; in
some cases it has resulted in some individuals effectively being ‘parked’, with little
active input (McEvoy et al 2011). In practice, people in boundary-spanning roles are
often stuck in the middle; building the necessary relationships to deliver integrated
care and negotiating systems to access resources often results in demands that are
insufficiently accounted for within the capacity of individual roles. This limits staff
members’ ability to be well co-ordinated with all the parties that might demand
accommodation (Davison et al 2012).
A final area in which boundary-spanning has placed additional demands on
capacity is in relation to the development of new roles through skill-mix changes
to existing roles. Often perceived as spreading tasks or filling particular gaps, roles
that are extended (for example) to support integrated care can result in individuals
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absorbing any extra activity by having to do more within the same period of
time unless they are able to change their original role (NIHR CLAHRC Greater
Manchester 2015).
How new roles sit within the wider system
Delivering integrated care relies on much more than staff performing individual
roles; it is underpinned by factors such as group and team dynamics (Davison et al
2012). The literature demonstrates that the success of new and hybrid boundaryspanning roles depends on their legitimacy and on the support given to their
activities more widely.
Professionals with enhanced expertise but in new boundary-spanning posts may
not be readily accepted ‘either socially or politically’ by colleagues, making system
integration slow (Nasir et al 2013). As noted previously, legitimacy was in part
defined by perceived clinical and professional boundaries; however, support was
also influenced by organisational and cross-organisational agreements. Particular
issues included whether gaps in provision were best met by new roles or better coordination among existing professionals (Erens et al 2015), and the remit of roles and
operating considerations, including employment and management arrangements
(Smith and Barnes 2013). Insufficient attention to working through these
agreements led to a lack of credibility for new roles and created practical challenges
to fulfilling their remit (Blakely and Dziadosz 2013). This also limited the ability to
generate wider awareness and buy-in around new roles and an understanding of
their purpose and support for specific activities. This could limit the impact of such
initiatives, or mean they are dismissed by other professionals, which can undermine
what staff in new roles are trying to achieve (Segar et al 2013).
In other cases, boundary-spanning roles were limited by a lack of clarity and
formal consideration of the exact tasks involved (Kousgaard et al 2015), as well as a
lack of agreement around operational matters and levels of responsibility (Smith
and Barnes 2013). Difficulties as a result of ambiguous and overlapping spheres of
responsibility, poor communication and contested role boundaries resulted in some
staff muddling through while trying to steer clear of conflict (McEvoy et al 2011).
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Employment considerations
A number of organisations attempting to implement new and hybrid roles to
support integrated care reported difficulties in recruiting to these posts. Extended
roles were identified as challenging to recruit to because of the high degree of
demand associated with the routine job responsibilities (Nasir et al 2013). The
unusual requirements and uncertainties associated with new posts also made
recruitment more difficult (Kessler and Bach 2007). Nor were these roles immune to
wider influences on recruitment, with organisations highlighting problems such as
general skills shortages and insufficiently attractive reward offers (Centre for Workforce
Intelligence 2011; Kessler and Bach 2007).
Issues around employment options have also been raised in relation to roles that
span organisational boundaries, particularly those spanning health and social
care settings. Different national or local terms and conditions between employers
– which in turn impose contractual variations on pensions, standard hours and
employment policies – have proved particularly challenging. A Frailty programme
in Gwent, for example, developed a support and wellbeing worker role across
agencies, which required setting up a single management structure to ensure
harmonisation through Transfer of Undertakings (Protection of Employment)
Regulations and secondments (Barber and Wallace 2012).
The transfer of staff between different public services also brings a requirement to
protect terms and conditions of employment (Kessler and Bach 2007) and the need
to engage with trade unions from an early stage (Roberts and Cameron 2014). While
these considerations do not preclude the successful development of boundaryspanning roles, they demonstrate the systematic approach and investment required
in recruiting staff to these roles and ensuring that the appropriate employment
requirements are met.
Resources
Resource limitations were also found to have affected boundary-spanning roles in
addition to inter-agency approaches (Leach and Hall 2011). In their study, Williams
and Sullivan (2009) found that few resources were dedicated to these roles; most
dedicated posts were reliant on external and time-limited funding, and there was a
strong presumption that collaborative working was an extra duty to be added to an
already heavy workload.
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Differences in funding and resource inequity between organisations and sectors
represent another common structural barrier. Different charging, workforce and
funding streams within NHS and social care services have proved problematic in
supporting hospital, community and care home staff to work alongside one another
in order to deliver integrated care. This affects individual payments and funding, but
also reflects differences in status, training, rewards and resources (Manthorpe 2011).
Local commissioning and funding arrangements can impede boundary-spanning
activities by driving a distinction between ‘care’ and ‘support’ according to who is
paying for what (Blood 2013). Furthermore, where overall arrangements for social
care funding impede the delivery of quality and timely care, this could leave nursing
staff to fill gaps in provision (Royal College of Nursing 2014). There are concerns that
local authority cuts in response to financial pressures may place further demand
on nursing services and, in some cases, result in boundary-spanning roles also
being cut (Kendall-Raynor 2012). Alongside the impact of resource limitations in
different sectors, net funding also presents a risk to the sustainability of new roles.
Continuation of funding beyond pilot studies was noted as a key challenge, with
roles in voluntary and community sector organisations most vulnerable to cessation
due to the reliance on contingent forms of funding (Kessler and Bach 2007).
Sustainability
Although in part a consequence of factors such as employment considerations and
resources, the wider issue of sustainability deserves due mention. It is notable that
despite the impetus to develop new and hybrid roles, they remain marginal within the
wider health and social care workforce. Sustainability of new roles and the associated
innovations from which they have tended to arise is a key challenge. Boundaryspanning roles that require the development of locality-specific relationships or require
individuals to hold specific skill sets and knowledge have presented a particular
challenge (Goodman et al 2013). Reliance on individual leaders and staff, as well
as high staff turnover, has led to difficulties in sustaining individual roles and to a
waning of support for boundary-spanning activities when staff moved on to different
organisations or left altogether (Nasir et al 2013). A review of skill-mix changes also
found that often, the people in these roles are ‘exceptional’ – more experienced or more
committed than the average person in that role – and, as a consequence, the role could
not be replicated (NIHR CLAHRC Greater Manchester 2015). Finally, while new roles may
serve to meet identified needs or gaps in provision by spanning boundaries of care,
in practice many have proven to be transitory in nature. They have disappeared or
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assumed different forms after achieving their goals, or been swallowed up by broader
initiatives in which they take on a different character (Kessler and Bach 2007).
Accountability and regulation
Issues relating to accountability and regulation arise primarily where new roles
involve an overlap or extension of traditional roles. Professional registration not
only defines the roles and tasks of individual professions but also validates that a
given individual has the requisite skills and capability to undertake their role in a
safe and effective manner. Regulation tends to be ‘territorial’, which poses problems
for roles that do not fit neatly within existing regulatory and training frameworks
(Cameron 2010). As a consequence, many new and extended roles that seek to
work across traditional professional boundaries lack appropriate formal regulation
(Bienkowska-Gibbs et al 2015).
Legal frameworks have a particular impact on boundary-spanning between
health and social care; although health staff are relatively flexible in where they
can deliver care, social workers are restricted from providing care outside their
local authority boundary (Royal College of Nursing 2014). This presents a challenge
to cross-organisational working when there is limited congruence between
organisational boundaries.
Like professional regulation, the regulation of care homes also defines what care can
be provided, limiting the type of health-related tasks that staff can engage in, even
when there are nurses on site to provide the appropriate care (Goodman et al 2013).
The development of greater boundary-spanning roles within this context can also
present a risk to the registration of services such as housing services; putting greater
emphasis on health support within these settings can result in a requirement for care
homes to undergo re-registration, which in turn has financial implications for the
provision of care (Centre for Workforce Intelligence 2011).
Accountability and regulation have formed a key point of focus within the social
care workforce. Developments arising from the Health and Social Care Act
(2012) and efforts to improve integrated health and social care in the community
have seen an increasing emphasis on role extension in the support worker role, a
profession that remains unregulated. Differences in registration and regulation are
fundamental to the contested responsibilities between ‘care’ and ‘support’ staff.
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Boundary-spanning in this sector has typically envisaged an extended scope for
the support worker role, to engage in health-related areas of care; but there is
no agreement on which basic tasks are suitable (Wild et al 2010), with particular
concerns among nursing staff about accountability, liability and competency
(Manthorpe 2011). Although this can be perceived as professional defensiveness,
there is a strong argument that these systems have been established to provide
appropriate quality of care and safeguarding of individuals as well as to protect care
workers (Centre for Workforce Intelligence 2012; Manthorpe 2011). Registration of care
workers has been suggested as one way of tackling this (Wild et al 2010); indeed,
it was one of the key recommendations of the Francis Inquiry into the provision
of safe and compassionate care (Mid Staffordshire NHS Foundation Trust Public Inquiry
2013). Subsequent development of the Care Certificate goes some way to support
standardisation of the basic foundations of training (Skills for Care et al 2016), but
there is not yet a consensus on the importance of formal regulation.
Accountability often acts as a parallel mechanism to registration and regulation.
As a consequence of providing care across boundaries, or within alternative settings,
mechanisms for providing accountability are not always suitably aligned. Concerns
have been raised around nurses working within NHS settings but having social
workers as their line managers within multidisciplinary teams (Kendall-Raynor
2012). Other concerns relate to the sharing of functions such as safeguarding among
wider staff, or within a line management structure, but in which accountability lies
with a registered professional (Musselbrook 2013).
In many cases, organisations have sought to develop mechanisms of accountability
that include agreed protocols for working and responsibility. However, examples
from case law demonstrate that issues of shared or agreed accountability are far from
clear cut, and organisations engaged in joint working can find themselves with more
extensive legal obligations to staff of partner organisations than anticipated (Centre
for Workforce Intelligence and Institute of Public Care 2013; Mitchell 2012). Furthermore,
although staff may seek to provide a role that spans organisational boundaries, this
often leaves them facing dilemmas of multiple accountability, at times struggling with
the diverging perspectives and interests of the various organisations and individuals
involved. In practice, research has shown that people in boundary-spanning roles
mainly see themselves as accountable to the organisation that employs them, which
may give undue priority to the agenda of that organisation (Kousgaard et al 2015).
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A special note on social care roles
The issues arising from boundary-spanning roles in social care mostly reflect those
associated with professional roles in health and social work. However, a number of
challenges are unique to social care settings, which warrant special consideration.
First and foremost is an acknowledgement that ‘social care’ is provided from several
roles, but there is limited understanding of those roles and their responsibilities
(Huxley et al 2011; Manthorpe and Moriarty 2011; Manthorpe et al 2010). A scoping
study of social care staff found an ambiguity over role clarity, with only 40 per cent of
employers providing staff with formal job descriptions. This can threaten other health
professionals or result in stifling of social care roles by other professions (Manthorpe
et al 2010). Training provided through National Vocational Qualifications (NVQs)
has been described as inadequate for the roles and tasks social care staff are engaged
in, and there is a lack of standardised training across the sector (Royal College of
Nursing 2014; Manthorpe and Martineau 2008). There is also a perception that formal
training is less valuable than experience (Manthorpe et al 2010).
Large proportions of the social care workforce are in private or third sector
organisations and, as such, provision and access to training is largely seen as the
responsibility of individual providers. The absence of any specific source of funding
for role preparation and mentorship means that any training provided remains
ad hoc (Manthorpe et al 2010). Employers of social care staff have not uniformly
provided additional money to foster new learning and responsibilities, and the
resource gap remains significant.
Upskilling support workers requires an investment in both training and management
support to prioritise and evaluate skills acquisition to ensure safety, quality and
efficiency of care (Hughes and McCririck 2012). However, these costs and subsequent
remuneration of workers may prove prohibitive (Musselbrook 2013). Although there
have been suggestions that further training should support a shift from task-focused
roles to recovery and relationship-focused roles, and involve greater clinical input,
in reality there is little understanding of what types of training are most effective
for frontline care workers (Moriarty et al 2011). High staff turnover in the social
care workforce remains a challenge to maintaining staff skills and knowledge (Royal
College of Nursing 2014; Goodman et al 2013), and extending the roles of care home
staff cannot be safe if staffing levels are too low (Manthorpe 2011).
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In organisational terms, the lack of an identifiable entity for social care organisations
such as care homes at a local level means there is no one place for NHS
commissioners and managers to go to engage with the sector or establish contracts
for more than an individual or group of services (Goodman et al 2013). At the same
time, local commissioners have relatively little direct control over the total social
care workforce (Centre for Workforce Intelligence and Institute of Public Care 2013). This
presents a significant challenge that requires investment in developing processes to
support integrated working.
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What factors can
support boundaryspanning?

The evidence base on the role of the workforce in supporting integration is growing,
and particularly what factors support boundary-spanning. This evidence provides
useful insights into what works and, in many cases, highlights an alternative
approach to workforce roles that can circumvent the barriers identified previously.
In this section, emerging themes about the factors that can facilitate workforce
integration have been drawn from across the literature reviewed.
Systemic support for integration
One of the main findings from programmes to develop integrated care is that
workforce solutions are only effective within a wider process of systemic and
organisational integration (Skills for Health and Skills for Care 2015; Aungst et al 2012;
McEvoy et al 2011). Initiatives such as at Torbay Care Trust (see box) have seen
the emergence of new health and social care co-ordinator roles as part of a whole
systems model of integration. In this case, workforce solutions have stemmed
from an ongoing programme to integrate care, which in itself was built on strong
relationships between the primary care trust (PCT) and council, reflecting sustained
political and organisational commitment to improvement (Centre for Workforce
Intelligence 2011). In other examples, the development of integrated services on the
ground has led the way, but not without a requirement for buy-in from stakeholders
involved to facilitate that process (Blakely and Dziadosz 2013; Centre for Workforce
Intelligence 2011). In both cases, local and national policies that support integrated
care have been key, while agreement on a common cause, value or goal can really
help build trust between stakeholders, encouraging them to temporarily set aside
organisational and professional identities (Shirey and White-Williams 2015). This
collaboration and buy-in among stakeholders is crucial to legitimise subsequent
activities and support the development of policies and organisational arrangements
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necessary to facilitate new ways of working. Success is underpinned by the
alignment of both strategic and operational interests (Patru et al 2015).

Creating an integrated health and social care system in South Devon
and Torbay
Developments in Torbay reflect a longstanding commitment among stakeholders to
develop integrated care (dating to 2002). It saw the legal establishment of Torbay Care
Trust, an integrated NHS organisation responsible for providing community health and
social care services, from which Torbay Council commissions its adult social care services.
In recent years, this work has continued as part of the Integrated Care Pioneers programme,
with the development of a service model based on multidisciplinary teams working closely
with primary care and specialist health services. A health and social care co-ordinator role
was created to provide a single point of contact for patients, their carers and practitioners.
The role serves to co-ordinate responses and build relationships, set up packages of care,
and refer complex cases to the multidisciplinary team.
A second support worker role sits within an intermediate care service, working alongside
but independently of qualified nurses and therapists. Staff in that role receive training in
nursing, physiotherapy, occupational therapy and social work skills. These developments
have formed part of a systemic process that has seen the development of a model of
shared governance between system leaders across health and social care. Partners
have pooled budgets, secured strategic public involvement, invested in IT, undertaken a
programme of workforce and organisational development (including investment in local
leadership), and developed integrated general management.
Source: Integrating Care and Local Government Association 2013

The need to create a culture of integration in order to support boundary-spanning
emerges at every level. Expanding the responsibility for boundary-spanning beyond
individual roles is at the very heart of building the increased trust and collaboration
required to deliver integrated care (NIHR CLAHRC Greater Manchester 2015). Examples
such as the Partnership for Older People model show how the co-location and
engagement of staff from health, social care and the voluntary sector enabled staff
to identify systemic boundaries and create links to broach them (Smith and Barnes
2013). Working together as part of an interdisciplinary team can also influence
professional practice, supporting standardisation of different approaches (Stampa et
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al 2014). In the case of the primary care demonstrator sites, this approach has led

to teams developing the skill-mix changes required themselves through increased
liaison between staff in different sectors (NIHR CLAHRC Greater Manchester 2015).
A final consideration is the context in which roles that span boundaries sit. As a
participant in one study noted, ‘Boundary-spanning is a team sport that is enabled
by shared playing fields, rather than the lonely individual (who often dies young
and misunderstood)’ (Aungst et al 2012). Individual roles that are set up to span
boundaries of care, such as case managers, are most effective when they are part
of a team approach. One of the strengths of a team approach, and especially one
which is multidisciplinary, is that different competencies and points of view can be
brought to bear when addressing a specific problem, enabling the team to acquire
a comprehensive vision, as well as providing support and generating confidence
(Stampa et al 2014).
A further benefit of embedding boundary-spanning roles within a wider team is
being able to share information pertinent to cross-organisational working with staff
more widely (Freijser et al 2015). In a study of integrated care for older people, the
multidisciplinary team approach was found to have enabled the case manager to
develop their new role and interdisciplinary competencies (Stampa et al 2014).
The extent to which staff across organisations are engaged in supporting boundaryspanning has been highlighted as an important factor in the sustainability and
rolling out of new roles (NIHR CLAHRC Greater Manchester 2015).
Managing organisational and professional identities
In considering workforce integration, there is a need to appreciate the significance
and impact of different cultures, professional responsibilities, power relationships,
priorities and concerns of different sectors (Goodman et al 2013). Ironically, although
organisational and professional identities can act as barriers to boundary-spanning,
developing an understanding of and respect for the values, roles and responsibilities
of different professions can also underpin successful integration (Shirey and WhiteWilliams 2015; Blood 2013; Baeza et al 2012; Lindsay and Dutton 2012; Walker et
al 2009).
Trust is a key factor in developing workforce boundary-spanning. Identifying where
boundaries associated with identity and relationships exist, and strengthening these
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boundaries, can support staff to build better relationships across those boundaries
(Lee et al 2014). Mutual respect for and reflection on defined boundaries can also
allow groups to look across boundaries, as well as understanding other people’s
point of view and identifying potential areas of collaboration (Shirey and WhiteWilliams 2015). This supports groups to move beyond areas of practice deemed
‘safe’, to explore spaces at the intersection where groups collide, with the potential
for more creative workforce solutions (Shirey and White-Williams 2015).
Valuing and respecting professional and organisational role boundaries can also
facilitate boundary-spanning through greater collaboration with other professions.
Secure professional identity within multidisciplinary teams is associated with higher
levels of perceived integration. While divergence of ideologies and approaches
between nursing and social work colleagues in integrated teams has been described
as a mix that was not always comfortable, the creativity it gives rise to has been
associated with higher ratings of quality of care by service users (Huxley et al 2011).
Mutual recognition and understanding of the skills and capabilities people bring to
their work also plays an important role in determining how people experience their
work within teams (Huby et al 2010). It can also enhance confidence in the value of
their contribution and strengthen integrated working when the benefits are evident
(Workman and Pickard 2008). A further function of professional and organisational
identity was found to be an affirmation that individuals were competent and
accountable for their actions through the ethical and managerial arrangements to
which they were bound (Walker et al 2009).
One might expect that professional or organisational identity is less important in
boundary-spanning roles, particularly where the role does not reflect traditional
distinctions. But this is not the case. In fact, professionals engaged in activities that
seek to span boundaries usually maintain a strong professional identity (Kousgaard
et al 2015). In the Pathways to Work scheme, for instance, occupational therapists,
physiotherapists and nurses were able to adopt generic roles to address their clients’
health and employment needs as part of a condition management programme precisely
because they understood their new work as remaining rooted in a sense of professional
identity defined by clinical expertise and trust (Lindsay and Dutton 2012).
Increased acknowledgement of the strengths of individual roles can also support
blurring of role boundaries – for example, nurses in multidisciplinary teams
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were found to have acted as informal reviewing mechanisms on behalf of the
local authority (reflecting their ongoing contact with an individual patient). They
also provided a means of screening and referring people on to specialist social
workers when required (Workman and Pickard 2008). Indeed, mutual respect
and understanding can result in greater role flexibility, such that professional and
occupational identity become a malleable concept (Lindsay and Dutton 2012; Huby
et al 2010). Far from being a process of simply defining changed roles, boundaryspanning should be an active process of continually defining and clarifying
boundaries and overlap in relation to activities, roles and tasks. As one study of a
project supporting integration to provide appropriate care for older people with
high support needs in residential care homes found, there are certain prerequisites
to effective integration – which in this case included clarifying the boundaries
between staff in each organisation regarding which tasks to share, when, where, and
to what effect and, when put into action, that there is active acknowledgement of
any breach of those agreed boundaries (Blood 2013).
Building relationships to support boundary-spanning
The quality of relationships is crucial in role configuration and the development
of boundary-spanning activities (Aungst et al 2012; Huby et al 2010). Creating a
culture of boundary-spanning that aligns colleagues from different professions
and organisations is a key factor in this process (Aungst et al 2012; Hughes and
McCririck 2012). One mechanism for achieving this is through an ethos of shared
values and outcomes (British Medical Association 2012). Common organising
concepts and visions that have proved effective in supporting integrated care
include the chronic care model, managing frailty and rehabilitation (Blakely and
Dziadosz 2013; Barber and Wallace 2012), and a focus on the individual through
personalisation or person-centred care (Erens et al 2016; Longpré and Dubois 2015;
Delaney et al 2013; Smith and Barnes 2013; Centre for Workforce Intelligence 2012).
These models are not just about workforce reconfiguration but about how staff,
teams and organisations operate around the individual, working to achieve the best
outcomes (Skills for Health and Skills for Care 2015; Blood 2013).
Quality relationships were also built by simply working together. People’s natural
reaction is to be protective; allocating time for joint work provides the opportunity
to create shared understanding and shared perspectives, priorities and limitations
so that people feel comfortable in their role and with the role of others (Carlisle
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2015; Skills for Health and Skills for Care 2015). For example, in a collaborative

project to implement telehealth interventions for people with chronic obstructive
pulmonary disease (COPD), housing officers and NHS case managers learnt more
about each other’s role and became a ‘telehealth team’. While being clear about their
different responsibilities (case managers making clinical decisions, housing officers
supporting tenants to use the equipment), they also recognised that there was
value in bringing together their knowledge of the tenant and of managing clinical
conditions (Bailey et al 2015). The ability to bring staff together also features among
the main points of learning from those developing integrated care across diverse
economies as part of the Integrated Care Communities (see box below). The value of
supporting staff to develop good working relationships and mutual learning by staff
from different teams and organisations in order to facilitate integration cannot be
understated (Goodman et al 2013).

Key lessons from the Integrated Care Communities (ICC) 2 programme
The Integrated Discovery programme was a pilot to explore how the theory of integrated
care could be applied in practice. The ICC2 programme, which ran for 18 months, built on
this work, expanding the group to include 12 (rather than the original 8) local economies.
Both programmes comprised learning and leadership from the Advancing Quality Alliance
(AQuA) and The King’s Fund.
Key enablers for integration identified from the programme evaluation include the following.
••

Co-location and daily meetings facilitate collaborative working and information-sharing.

••

It is worthwhile investing time in developing an integrated culture between frontline staff.

••

Common goals/tools can be helpful in aligning different professionals.

••

Engaging frontline staff in service redesign is important for support.

••

Maintaining focus on the patient and outcomes breaks down a culture of competition
between agencies.

Source: Roberts and Cameron 2014

Often, boundary-spanning is as much about creating relationships to facilitate
integration as it is about integrating care and practice. In boundary-spanning roles
across health and social care, the ability to make things happen often depends on
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personal relationships and networks (Williams 2011), while informal networks are
vital for staff in providing information, support, ideas and quick responses (Skills
for Care et al 2014). The creation of diffuse networks has also been found to be
most efficient in spreading information; it is also less likely to result in individuals
becoming overwhelmed by roles in which they alone serve as gatekeepers to
specialist knowledge and resources (Long et al 2013).
Designing boundary-spanning care
An examination of skill-mix changes and new roles found that most emerged to
support new activities, rather than simply re-labelling old roles or re-packaging
established tasks (Kessler and Bach 2007). New roles have also been created to fill gaps
in skills and capacity that have emerged from programmes to develop integrated
care across boundaries. This is particularly the case in relation to provision of
practical care as part of a multidisciplinary team approach (Roberts and Cameron
2014; Barber and Wallace 2012). Some roles have emerged to support more complex
provision, where clients’ situations do not fit (and should not be made to fit) neatly
into categories (Huby et al 2010). This suggests that even among organisations
focused on developing integrated care across boundaries, skill-mix changes and
new roles do not in themselves provide a solution; rather, they are a response to
identified gaps in capacity and capabilities built on a detailed understanding and
consideration of local need.
The success of these roles often depends on understanding where they sit in relation
to other roles, as well as the success of integration, planning and commissioning
processes (Musselbrook 2013). In many cases, the skills gaps that emerge can be met
by recruitment, training or developing existing roles through skills transfer and role
extension rather than creating new roles (Centre for Workforce Intelligence 2012, 2011).
One notable exception is the emergence of new roles in social care in which changes
to social work brought about by the NHS and Community Care Act 1990 resulted in a
gap in the ability to deliver direct personal care at a national scale (Cameron 2010).
Identifying the best workforce approach is also dependent on context and
organisational approach. In a study of boundary-spanning roles between academia
and health care, researchers found that in organisations driven by their own
agendas, roles that sought to bridge boundaries by sharing information in discrete
events with designated individuals were most effective. Conversely, roles that placed
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less emphasis on boundaries between stakeholders and created a more continuous
process of information-sharing were most effective when there was a shared goal,
and when organisations were committed to a less-specified approach (Evans and
Scarbrough 2014). Even when organisations had staff in the same roles, the way
those individuals behaved was framed by the organisational approach.
Roles are often implemented in vastly different settings and across inter- and intraorganisational boundaries such that a one-size-fits-all approach to conceptualising
these roles fails to capture the reality in which they operate. Roles designed to span
boundaries need to be tailored to the specific context and have the flexibility to
adapt according to changing needs and the service system (Freijser et al 2015; Taylor
et al 2011).
Designing a ‘support and wellbeing worker’ role in the Gwent
Frailty programme
The Gwent Frailty programme (2009 to 2011) adopted the concept of ‘frailty’ as a
single unifying theme across seven agencies. The multi-agency frailty service comprises
community resource teams co-locating different professionals, including community
geriatricians, nurses, physiotherapists, occupational therapists, social workers, and support
and wellbeing workers. The latter was a new role, designed by staff across the agencies to
support the programme. It was designed by a dedicated Frailty Workforce Group through
liaison with staff across each of the stakeholder organisations.
To ensure that elements valued by older people were captured and used to configure the
role and competency skill set, staff were asked to identify which care and re-ablement
tasks they did for older people. Using this information, a role profile was drawn up and
shared for further engagement and consultation. This process enabled staff to consider
how their own role fitted with the aim of delivering an integrated service for frail older
people and to identify any gaps or areas that required additional support. The role was
thus designed with the appropriate skill requirements to meet those needs.
Source: Barber and Wallace 2012

Skills for boundary-spanning
Adequate preparation for new boundary-spanning roles is crucial to effectiveness
(Cameron 2010). The skills of the workforce need to be relevant to the care and
support needs of individuals and what individuals want (Skills for Care et al
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2014). Many of the skills and capabilities required for new roles already exist
within the workforce, but are now being envisaged in new contexts or for use by
different professional groups. New roles for support workers commonly include a
requirement for clinical and technical skills (such as carrying out minor nursing
procedures) or supporting individuals with health-related tasks and issues that
would require additional training and support. Skill considerations are also
important in boundary-spanning roles that involve a change in focus or context
of care delivery. It is important to note that within professional groups there is a
high degree of variance in competencies, which means that individuals are not
interchangeable (NIHR CLAHRC Greater Manchester 2015). Understanding the previous
experience and professional background of staff is a crucial component of this.
A number of specific areas for skills and knowledge development emerge as
important in supporting boundary-spanning and integrated care.
The first is ensuring that staff have knowledge that is relevant to the role, the
organisations they will be engaging with, and the needs of the client group. A study
of enhanced housing support worker roles aimed at delivering more holistic care for
instance highlighted a need for knowledge on housing issues, welfare benefits, and
relevant legislation, as well as an understanding of health and social care services
(Cameron 2010). Having the requisite knowledge was often a key component of
roles established to create a bridge or liaison point between organisations, including
in-depth knowledge of pathways, offers of other teams and services, and their
criteria for access (Centre for Workforce Intelligence 2011).
A further area of development reflects many of the overarching aims of integration,
which are often at the heart of the new roles. This includes personalisation and
management of chronic conditions, and a focus on providing holistic care, which all
place new skill requirements on staff. The development of new roles in social care
to place a greater focus on supporting the health needs of individuals represents a
move from task-focused care to recovery and relationship-focused care (Musselbrook
2013). Professional groups seeking to provide more co-ordinated and holistic care
increasingly require new skills in case management, empowerment, advocacy,
brokerage and, in some cases, community development (Centre for Workforce
Intelligence 2012, 2011). As much as developing new skills, this reflects a need to
develop new ways of working.
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Increased skill demands were particularly notable for roles working with people
with high support needs or requiring more complex care, and those that extended
care delivery beyond the setting in which it was originally developed (Freeman et
al 2012; Centre for Workforce Intelligence 2011). Staff providing complex care were
often expected to provide a fuller service requiring an enhanced skill set, while
those in responsive roles required both generalist skills to cope with a range of
situations they might face, as well as some specialist skills to meet the specific needs
of individuals (Centre for Workforce Intelligence 2011). There is a particular need
for enhanced skills to support community working, including the ability to work
independently, enhanced decision-making skills and risk assessment skills (Centre
for Workforce Intelligence 2011).
The need for strong communication and managerial skills also emerges strongly
from the literature on boundary-spanning. A study of integrated care between
GP surgeries and care homes found that roles were built on social competencies
and positioning in local professional networks, supported by ongoing processes
of formal and informal negotiations (Kousgaard et al 2015). Although these
requirements may be more prominent for roles that involve liaising, co-ordinating
or managing care across boundaries, the relational requirements of activities that
span boundaries place greater emphasis on staff in these roles having a wide range
of communication skills (Nasir et al 2013). Key facets of roles spanning health and
social care include: the ability to manage and influence through facilitation and
convening; building and sustaining inter-professional relationships constructed
around trust and networking; working with diversity and different cultures arising
from a variety of different interests and agencies; managing different behaviours
and governance structures; and managing conflict as much as collaboration, which
requires diplomacy and negotiation skills (Williams 2011).
The management requirements for staff in roles that span boundaries include
managing multidisciplinary input and teamworking, a greater level of decisionmaking associated with people with high support needs and resource management,
and a greater focus on organising, planning and co-ordinating different parties
(Blakely and Dziadosz 2013; Centre for Workforce Intelligence 2011; Williams 2011).
The skill-mix changes and extension of roles associated with boundary-spanning
can result in a greater need for these skills within roles previously considered as
having limited managerial responsibility. Finally, the role of managers is not only
important in supporting collaborative and integrated working (Huby et al 2010), but
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also because management style has been found to be a predictor of team integration
(Huxley et al 2011).
While most of these skills can be taught or developed, experience and individual
qualities may also be beneficial for particular boundary-spanning roles. Many
integrated care models require staff with generalist skills to cope with a range
of health and social care needs in order to provide more holistic care, for which
a diverse experience base is valuable (Hughes and McCririck 2012). A study of
community link workers found that people’s work backgrounds and experience
mattered, with staff from community development backgrounds and individually
focused services best able to apply their skills in the new role (Smith and Barnes
2013). Furthermore, the ability to empathise with specific client groups and an
awareness of how health interacts with socioeconomic factors that are pertinent to
that group have been found to enable staff to adopt the advocacy and advising roles
required to co-ordinate care across boundaries (Lindsay and Dutton 2012).
Experience also plays a prominent role in supporting active mediation across
boundaries. Individuals with experience of both worlds – knowing what each
stakeholder does and does not know about each other but also being familiar with
both – could increase trust and collaboration (Long et al 2013). At the same time,
those who have already established credibility in an area may find it easier to garner
support for more innovative boundary-spanning activities than those who are new
or unknown (Aungst et al 2012; Williams 2011). Finally, studies have demonstrated
that individuals who are successful at engaging in activities that span organisational
boundaries often have a strong sense of agency, an inclination towards innovation
and risk, and personality traits that facilitate their activities (Williams 2011;
Williams and Sullivan 2009).
Training requirements
The creation of new roles is inseparable from learning the skills needed to fill those
roles (Huby et al 2010). Preparation and training is crucial to the effectiveness of
new roles and should be addressed early on (Blakely and Dziadosz 2013; Cameron
2010). The emergence of roles as part of specific integration and boundary-spanning
activities has largely led to skills and training requirements being addressed at a
local level. Understanding how the skills and experience required relate to existing
staff roles within an organisation was found to be important in identifying the right
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staff for the job and their training needs (Cameron 2010). Programmes seeking
to develop support worker roles to work across boundaries of health and social
care have identified a need to ensure consistency through core training (Barber
and Wallace 2012) as well as providing training specific to the service change
requirements (Ling et al 2012). In the development of integrated working, staff
tended to learn more quickly through on-the-job practice (which included informal
training as well as picking up skills from others) than through translating theory
into practice (Blakely and Dziadosz 2013; Huby et al 2010).
The extended skill requirements of many professional boundary-spanning
roles were also reflected in the identified training requirements. These included
building and managing relationships, co-ordinating networks of service providers,
teamworking, problem-solving, conflict resolution, communication and leadership
(Longpré and Dubois 2015; Mental Health Foundation 2013; McEvoy et al 2011; Huby et
al 2010). The value of training staff from different professions and settings together
was particularly noted in supporting an integrated approach as good preparation
for working across different systems of care (Delaney et al 2013; Centre for Workforce
Intelligence 2012). These skills were important for individual roles as well as for staff
more widely to support the requirements associated with developing and managing
integration processes.
Although the literature on integrated workforce roles focuses on health and social
care practitioners, it should not be assumed that senior managers and professionals
have the knowledge and skills to deliver; they should therefore be engaged in
training and development approaches as relevant (Skills for Care et al 2014).
Boundary-spanning roles were more often defined by skills rather than
qualifications (Centre for Workforce Intelligence and Institute of Public Care 2013)
and there is a need to effectively recognise and record this. The concept of the
‘skilled care professional’ has been described based on an individual’s portfolio of
experience and training (Huby et al 2010). Portfolios for social care professionals in
integrated health and social care settings often include professional and vocational
training as important elements, but roles were not defined by such training. Such
approaches were identified as important in supporting continual professional
development and adapting to new ways of working, as well as allowing for career
progression and encouraging people to stay in the sector.
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Organisational management of workforce integration
Key to creating boundary-spanning mechanisms and roles is the need to align
systems, policies and procedures. Bringing together frontline workers without
integrating all of the systems that support and enable those workers is not
sustainable; it can create conflict as well as practical difficulties and make workers
feel unsupported (Skills for Care et al 2014). Integrating resources, responsibilities
and control creates a clear message that organisations are committed (Skills for Care
et al 2014; Aungst et al 2012). Co-ordination and integration at an organisational and
systems level is key to supporting the capabilities of roles to bridge gaps in services
and fragmentation at a clinical level (Freijser et al 2015).
The organisational requirements associated with developing new roles to span
organisational boundaries of care cannot be underestimated (see box below).
Policies can support this process; however, on their own, policies and organisational
arrangements can either help or hinder, and most successful efforts have involved
building protocols alongside building relationships (Blood 2013). Other organisational
developments such as the creation of shared workplace procedures, agreed pathways
and common referral and assessment procedures have also proved important in
managing internal stakeholders. Shared systems, tools and discrete resources could
also support greater alignment and collaboration among different professionals
(Roberts and Cameron 2014; Blakely and Dziadosz 2013; Kessler and Bach 2007).
Boundary-spanning activities require appropriate financial arrangements to support
implementation (Blakely and Dziadosz 2013) and there is some evidence that
pooling of budgets can support the allocation of staff to multidisciplinary working
(Huxley et al 2011). Beyond this, financial incentives such as payment reforms on
care co-ordination or outcomes are likely to be necessary to promote substantial
change (Taylor et al 2011).
Evidence on the support required beyond the level of participating organisations
is limited. However, alignment between boundary-spanning activities and
commissioning agendas, health and wellbeing strategies, and Local Education and
Training Boards (LETBs) is likely to be important (Centre for Workforce Intelligence and
Institute of Public Care 2013). Innovative ways of working are contingent on having
an appropriately skilled and available workforce (NIHR CLAHRC Greater Manchester
2015). There is a link between workforce planning and development of a market
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Factors most important in influencing the implementation of a nurse
cancer care co-ordinator role
••

Job description

••

Defined scope of practice

••

Support from multidisciplinary team

••

Stakeholder buy-in

••

Network of nurse cancer care co-ordinators

••

Opportunities for peer support, shared learning and mentoring

••

Formal and informal support systems

••

Professional development

••

Infrastructure support (eg, databases, assessment tools)

••

Funding arrangements

••

Job security

••

Time/workload

••

Recognition of role

••

Ability to demonstrate the value of the role through outcomes

Source: Freijser et al 2015

within commissioning that is able to support boundary-spanning (Centre for Workforce
Intelligence and Institute of Public Care 2013).
Accountability and governance
The focus of developing boundary-spanning roles within individual organisations
has, for the most part, resulted in local arrangements for accountability and
governance. The design and scope of roles requires sensitivity to statutory regulations
(Kessler and Bach 2007), but good governance in itself can facilitate integration by
supporting professionals to feel able to delegate (Barber and Wallace 2012).
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Line management and supervision play an important role in supporting people
in boundary-spanning roles in their day-to-day practice. The formal distinction
between line management and clinical supervision is important to ensure that the
latter is provided by someone with the appropriate knowledge base (Workman and
Pickard 2008), and can also support the retention of professional identity (Belling
et al 2011). Managers need to understand what the new roles entail and what they
are expected to be accountable for (Centre for Workforce Intelligence 2011), as well as
having the capacity to prioritise time to support and evaluate staff in acquiring the
necessary skills to perform the role effectively (Hughes and McCririck 2012). In a
number of examples, the role of extended support workers to provide health and
social care was defined as supporting registered professionals. The scope of the role
and tasks involved are therefore determined by the clinical team, which serves as
informal governance.
Training plays a key role in ensuring that any treatment is provided according to
guidelines for professional staff (Centre for Workforce Intelligence 2011). Organisations
that have formally developed new extended roles have drawn up job descriptions
with specific local training, and formalised arrangements through the establishment
of apprenticeship schemes and vocational qualifications (Skills for Care 2015; Barber
and Wallace 2012). In other cases, this has been used to retrospectively map
competencies to National Occupational Standards (Bateson 2015).
Inter-organisational governance mechanisms are used to different extents. Locating
social workers in mental health trusts is a longstanding arrangement that has
been largely governed by the establishment of a Section 75 agreement by both
parties; however, informal arrangements to support boundary-spanning have often
employed honorary contracts between organisations to bypass challenges with
information governance.
More recent efforts to support boundary-spanning as part of programmes to deliver
integrated care appear to have largely rejected new public management governance,
characterised by performance management, in favour of a more flexible form of
public sector partnership working (Lindsay and Dutton 2012). These partnership
arrangements, focusing on a specific policy issue, have given professionals from
both sectors the space to develop innovative ways of working.
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New roles or a new
workforce approach
to integration?

The idea of delivering a vision for the future integrated workforce by identifying
roles able to span traditional boundaries of care and developing them more
systematically is an enticing one. Our review of the literature highlights a wide range
of ‘new’ roles that have emerged to support integrated care. However, the question
of whether these roles would benefit from focused development and standardisation
raises a number of key issues.
Categorisation of these roles demonstrates that the majority represent an extension
of the context and focus of existing roles, or the enhancement, substitution or
delegation of skills within existing roles. It is therefore challenging to define the
distinct nature of individual roles. Many of the roles characterised by skill-mix
changes are visible in other parts of the system. For instance, the practice of
community mental health teams has long been defined by the sharing of generic
tasks across professional groups (Huxley et al 2011), while many community and
senior nurses already deliver total packages of care working closely with other
agencies without formal integration (Gillen 2013). These roles suggest that the
skills required for new models of care and ways of working already exist within the
workforce but are insufficiently available or inefficiently distributed.
In other areas, there is evidence that the skills may exist but have been devalued
within current systems of care. The subsequent location of roles within wholesystem approaches has, in some cases, supported a re-vitalisation of ways of working
such as ‘old-fashioned social work’. It has also seen the relocation of practices from
one sector to another – for example, prevention roles now seen in the voluntary
and community sector are similar to those previously undertaken by statutory
organisations (Smith and Barnes 2013). Even those roles that appear to be new can
be seen as focusing on or giving greater priority to particular tasks within existing
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roles (Mental Health Foundation 2013). This suggests that there is little requirement to
define new roles per se, but that there is benefit in recognising the existing skills of
the workforce and identifying how these can be better shared and distributed as part
of an integrated system of care across organisations.
A second area that challenges the need to develop specific new roles is that although
they may have some parallel aims, the skills required and how they are formulated
is highly dependent on local context. Key influences include the individual
organisations and professions involved, the support available from the wider
system for implementation, and local staff engagement in the process. It is also
vital that the purpose and function of the role be considered as part of a broader
process of developing activities that span boundaries of care. To some extent, this
has precluded organisations defining the key characteristics of individual roles
and standardising them for replication to other settings. Furthermore, given the
considerable barriers to new roles, the focus on local development has also proven
a valuable mechanism for addressing these barriers while at the same time ensuring
that appropriate training and governance arrangements are in place, which are
relevant to the specific requirements of each role and the stakeholders involved.
A final and widely acknowledged barrier to defining new individual roles is the
impact of professional groups and role settings, and there is an implicit assumption
of the need for more flexible and less-defined boundaries. The evidence, however,
demonstrates that strong boundaries and the increased liaison between professions
and organisations within practice can be the foundation for collaborative
processes supporting both integrated care activities and boundary-spanning
roles. Although new roles may serve to fill gaps in care or provide a mechanism to
span organisational boundaries, a process in which new roles are developed and
implemented systematically bypasses the very processes that enable the flexibility
that is key to effective integration.
As with the development of integrated care, the development of roles to support
boundary-spanning is in its infancy. A number of similar roles with common skills
or practices are evident in different settings, but designating these as distinct clinical
or professional roles risks creating standardised definitions and boundaries that are
no longer relevant to the local context in which they will be applied. Doing so may
also compromise the underlying workforce relationships that are crucial to enabling
and sustaining boundary-spanning practices. Creating new boundary-spanning
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roles and roles that aim to deliver integrated care should not be abandoned, but at
this point there is little evidence to suggest that there should be investment to define
and develop any particular role or types of role more systematically, and they should
not form a focus for delivering integration.
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Supporting the
development of an
integrated workforce

The findings of this report and broader evidence demonstrate that the development
of an integrated workforce is most successful when part of a more systematic
framework for developing integrated care. Our own work in this area has
highlighted the need for organisations to not only establish shared agendas,
visions, narratives and systems of leadership but also to engage staff and service
users in identifying solutions, while aligning resources, contracting mechanisms
and outcomes to reflect the aims of integration (Ham and Walsh 2013). It is now
recognised that without sustained investment and support to facilitate change and
tackle systemic barriers at local and national levels, progress in delivering integrated
care will be limited (Erens et al 2016).
In 2012, the government made a commitment to make evidence-based integrated
care and support the norm within five years (Department of Health 2012). Our
review of the literature demonstrates that many of the developments in workforce
integration are most prominent within health settings, while in social care the
potential of support workers for delivering holistic care and supporting clients’
health needs has been the main focus. An increasing emphasis on delivering
integration across systems of care through the new care model programme
vanguard sites – and most recently on place-based systems of care as epitomised
by the development of sustainability and transformation plans – requires a greater
focus on the wider workforce and on NHS and local authority systems.
Finally, there is a need to acknowledge that workforce solutions to support
integrated care form part of a wider picture of effective workforce development and
planning. Recent research argues for a large-scale redesign of the NHS workforce to
reflect the workforce roles, skills and training required to deliver new models of care
and to support integration across health and social care (Imison et al 2016). Similar
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requirements have been identified in adult social care to support transformation in
line with the Care Act (2014) and there is a need to consider how these processes
can be aligned to support the delivery of integration across sectors.
Key lessons from our analysis
The overarching framework of organisational and workforce development is
fundamental to considering what is required to support boundary-spanning.
However, in working out how to achieve this in practice, our research highlights
a number of key areas for further attention. This final section draws on findings
from areas that have been developing boundary-spanning practice, as well as from
independent evaluations of integration programmes and our own synthesis of the
wider literature. We outline a number of ways to support organisational boundaryspanning, requirements for creating workforce solutions to integrated care, and
the support and development needs of staff to equip a future workforce to deliver
integrated care.
Using models of care and service delivery to support boundary-spanning practice

One of our key findings is that there are many ways to deliver integrated care
without the explicit requirement for new boundary-spanning roles, as long as roles
can develop more flexibly. Many of the following examples drawn from the literature
reflect the application of frameworks and mechanisms that have been created to
facilitate boundary-spanning activities.

••

Multidisciplinary teams such as single point of access or hospital at home teams
(Centre for Workforce Intelligence 2011) have the benefit of defining new roles and
job descriptions within a team context but without diluting or undermining
existing roles (Workman and Pickard 2008). There is an established evidence
base to support teamwork of this kind and examples such as these demonstrate
new ways in which this evidence can be applied to support integration.

••

‘Medical neighbourhoods’ were established in the United States, creating
relationships between organisations to facilitate co-ordinated care. While the
name suggests a focus on health aspects of care, it is recognised that achieving
this requires a holistic approach. ‘Neighbours’ often include a wide range of
organisations, from health and social care providers to community groups and
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employers. Co-ordination relies on establishing inter-organisational routes
for the flow of information, joining up different sources of information to
facilitate continuity and safe care, boundary-spanning roles to integrate care
across organisations, and mechanisms to support communication, negotiation
and decision-making as part of a process of shared accountability (Alidina et
al 2016). Workforce is one component of creating a co-ordinated approach
(Taylor et al 2011).

••

The ‘Buurtzorg model’, developed in the Netherlands, is a unique, district
nurse-led system. A team of nurses cover a neighbourhood, planning and
delivering integrated health and social care in collaboration with GPs. Teams
are independent and self-managing. Typically, the model focuses on older
people with complex needs, dementia, chronic illnesses and those recently
discharged from hospital (Ling 2015). Although it relies on a single profession,
it is an example of how team-based approaches can facilitate integration.
Many of the components of this model can also be seen in other team-based
approaches such as assertive community treatment teams in mental health, but
which bring together different professions and sectors of care.

••

Integrated care pathways such as the pathways to work scheme provide a good
example of how setting up an integrated care pathway as part of a condition
management programme can support integration and boundary-spanning
between different sectors (Lindsay and Dutton 2012). There are several similar
examples, and the Centre for Workforce Intelligence (2011) has produced a
number of useful tools and reports to support workforce development as part
of this approach.

••

Upskilling staff within a system of support, including developing protocols
around roles and engagement between professionals to optimise integration
of care. One example is a falls prevention programme in supported housing
in North Tyneside (Marston et al 2014). NHS Emergency Care Practitioners
and the Admission Avoidance Resource Team NHS support housing officers
to develop skills around falls prevention and assessment of risk. They are in
turn provided with a direct referral process to the team. The NHS service also
provides telephone advice to sheltered housing officers on behalf of tenants.
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These models create many of the conditions that are conducive to integrated
working and boundary-spanning. However, alone the models are unlikely to deliver
integrated care. There must be greater recognition of the underlying processes
involved in building the relationships, systems and governance needed to support
boundary-spanning as well as ensuring that there is support from the wider system.
Engaging the workforce right from the outset

The evidence suggests that boundary-spanning activities are more effective and
successful when staff are engaged in developing the relationships, networks and
activities or roles right from the outset. This inevitably takes time and therefore
requires active investment from the organisations involved. Without this
investment, activities developed to support integration are unlikely to be effective
or sustainable.
Delivering person-centred care and outcomes as a focus for workforce development

Ultimately, most approaches to integrating care are about improving the delivery of
services to best support the needs of individuals. While valuable within systems of
care, roles such as navigators and co-ordinators – if developed in isolation – could
arguably be at the expense of creating a more integrated system. An explicit focus
on identifying the needs of specific client groups and considering how best to meet
those needs as part of a systemic approach to the development of integrated care has
an added benefit in supporting boundary-spanning by creating shared values and
aims that can bring professions and organisations together. This method can be seen
to operate at the level of the individual, in supporting effective care co-ordination
and case management, as well as at the organisational level, in developing integrated
care pathways. Efforts are focused on meeting needs, while improving outcomes
provides another clear focus for evaluating effectiveness.
Supporting and developing ‘the skilled care professional’

The evidence around new roles to support boundary-spanning places a strong focus
on skills. Furthermore, a key facet of effective boundary-spanning is the capacity
for flexibility. We have already seen that this limits the ability to identify distinct
roles and to standardise the requirements for these roles. However, at the same time,
many of these roles involve staff developing new skills, often within a unique local
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context, or applying extended skills developed through expertise and experience.
It may, therefore, be helpful to consider requisite workforce changes in terms of
new job descriptions rather than new ‘professional’ roles (Centre for Workforce
Intelligence 2011).
Valuing and recognising ‘the skilled care professional’ would require: a focus on
professional and vocational training that emphasises the skills required for ongoing
learning and adaptation to collaborative working through practice; flexible avenues
of learning and career-building; and mechanisms to recognise and document
changing skill sets (Huby et al 2010). A vital component of this approach among
unregistered staff would be a requirement to ensure the standardisation and quality
of core training as a basis for further development. Engagement in the Qualifications
and Credit Framework (QCF) has been noted as a key priority (Manthorpe and
Moriarty 2011).
Developing boundary-spanning skills across the workforce

Promoting a separate profession for staff in roles that span boundaries is both
contradictory and unlikely to succeed. There must be sustained efforts to include
boundary-spanning management and competencies within existing professional
and inter-professional programmes (Williams 2011). Many of the skills associated
with developing and supporting boundary-spanning activities go beyond the clinical
and professional skills acquired through traditional training and education. The
most notable are communication and management skills. Although these skills may
be associated with more senior roles, teamwork and boundary-spanning activities
can result in staff at all levels assuming some of the coaching, supervision and
co-ordination functions previously performed by frontline managers (Meyer et al
2014). It is therefore important that these skills are addressed across the workforce
at the appropriate level.
Enabling cross-professional and cross-organisational training

One of Health Education England’s objectives is to ensure that it trains and develops
a workforce with skills that are transferable between different care settings (Centre for
Workforce Intelligence and Institute of Public Care 2013). A frequent recommendation of
workforce research and integrated care programme evaluations is the need for crossprofessional and cross-organisational training. Understanding the roles, capabilities
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and governance of other professions and organisations is a key factor in developing
trust to support boundary-spanning activities, as well as creating and maximising
the capabilities of individual professions, organisations and networks. Joint training
initiatives between NHS and care home staff have proven valuable in supporting the
development of comprehensive knowledge of local services to signpost appropriately
(Centre for Workforce Intelligence and Institute of Public Care 2013). Cross-fertilisation
of skills among professions and interdisciplinary training can also support the
development of boundary-spanning skills, make services more efficient, and
maximise the time of highly qualified staff (Centre for Workforce Intelligence 2011).
Similar calls have been made in relation to cross-boundary training and education
(Mental Health Foundation 2013).
Community Education Provider Networks are proving to be one mechanism for
facilitating this by providing training placements for staff across a wider range of
organisations and sectors. There has been particular emphasis on supporting nurses
with placements in the community in addition to the acute sector, also extending to
include social care and voluntary sector providers. However, these networks remain
limited and provider engagement has been variable. There is a need to consider how
inter-professional and inter-organisational education and training can be embedded
right from the outset in order to support integrated working practices.
Evaluating the effectiveness of new roles

One of the main limitations of the development of new roles as part of a process
of integrated care and boundary-spanning is lack of evidence of their impact on
outcomes (Bienkowska-Gibbs et al 2015; Huxley et al 2011). In part, this appears to be
borne of a perception that such roles are inherently beneficial, but this assumption
should be treated with caution. Many of the challenges professionals raise to the
development of new roles are founded on legitimate concerns and examples of
practice in which people’s experiences, clinical and social outcomes have been
negatively impacted. Evidence suggests that similar caution should also be applied
to the issue of cost-effectiveness, particularly given the current financial climate.
Efforts to build on existing evidence should focus on individual outcomes and
cost-effectiveness.
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Better dissemination of current learning and evidence

An underlying assumption in approaching the literature was that there was
limited evidence to support workforce development for integrated care and new
boundary-spanning roles. Contrary to expectation, we found a number of robust
evaluations of developments and a wealth of research exploring the wider sphere
of organisational boundary-spanning. While this paper goes some way to highlight
that evidence and draw together key lessons, there is a need to recognise and share
more widely the lessons from current or previous programmes. These include the
Integrated Care and Support Pioneers and primary care demonstrator sites. Where
appropriate, relevant learning and resources should be drawn together to support
current programmes of transformation such as the new models of care vanguards.
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Conclusion

Creating an integrated system of care has long been highlighted as important
for providing holistic support to meet people’s needs. More recently, it has been
associated with improving the experience of individuals and the efficiency of health
and social care provision. National programmes such as the Integrated Care and
Support Pioneers and vanguard sites reflect not only the perceived value of future
integration of the NHS and social care, but the importance of boundary-spanning
between sectors as a key component.
At the heart of delivering integrated care is the role of individual members of the
public and the wider health and care workforce. Our work suggests that focusing
on a vision of integrated care from the service users’ point of view and designing
a workforce best able to meet those needs is likely to be an effective mechanism
for creating a common sense of purpose and capitalising on the capabilities of the
existing workforce to support boundary-spanning activities. It is clear that many of
those skill requirements already exist within the workforce; however, creating a truly
integrated workforce requires greater consideration of how those skills are utilised to
support boundary-spanning activities. The unique ability to span those boundaries
is dependent on the needs of the service users in question and the objectives of the
stakeholders involved. New roles may form part of local systemic approach, but prejudging what those roles look like and their purpose can undermine many of the
factors on which success is built.
As the research in this report demonstrates, there have been a number of good
attempts to develop integrated care across services. While systems and services
have provided a focus for change, it is the staff working in health, social care and
the voluntary sector that represent the largest asset in delivering care that spans
boundaries. Learning lessons from previous experience and engaging the workforce
in current design processes should play as important a role as creating a new vision
for the future.

Conclusion57

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

References
Abrahamson K, Mueller C, Davila HW, Arling G (2014). ‘Nurses as boundary-spanners in reducing
avoidable hospitalizations among nursing home residents’. Research in Gerontological Nursing, vol 7,
no 5, pp 235–43.
Addicott R, Maguire D, Honeyman M, Jabbal J (2015). Workforce planning in the NHS. London: The
King’s Fund. Available at: www.kingsfund.org.uk/publications/workforce-planning-nhs (accessed on 25
May 2016).
Alidina S, Rosenthal M, Schneider E, Singer S (2016). ‘Coordination within medical neighborhoods:
insights from the early experiences of Colorado patient-centered medical homes’. Health Care
Management Review, vol 41, no 2, pp 101–12.
Aungst H, Ruhe M, Stange KC, Allan TM, Borawski EA, Drummond CK, Fischer RL, Fry R, Kahana
E, Lalumandier JA, Mehlman M, Moore SM (2012). ‘Boundary spanning and health: invitation to
a learning community’. London Journal of Primary Care, vol 4, no 2, pp 109–15. Available at: www.
ncbi.nlm.nih.gov/pmc/articles/PMC4461106/ (accessed on 27 May 2016).
Baeza J, Fraser A, Boaz A (2012). ‘Integration in stroke services: the challenges for primary and
community care services’. London Journal of Primary Care, vol 5, no 1, pp 24–8.
Bailey C, Cook G, Herman L, McMillan C, Rose J, Marston R, Binks E, Barron E (2015). ‘Deploying
telehealth with sheltered housing tenants living with COPD: a qualitative case study’. Housing, Care
and Support, vol 18, no 3/4, pp 136–48.
Barber K, Wallace C (2012). ‘“Happily independent” – configuring the Gwent frailty support and
wellbeing worker’. Journal of Integrated Care, vol 20, no 5, pp 308–21.
Bateson J (2015). Integrated health and social care support worker for the frail – skills and competences
[online]. The Institute of Vocational Learning and Workforce Research in Health and Social Care.
Available at: http://bucks.ac.uk/research/research_institutes/ivlwr/ (accessed on 27 May 2016).
Belling R, Whittock M, McLaren S, Burns T, Catty J, Jones IR, Rose D, Wykes T, ECHO Group
(2011). ‘Achieving continuity of care: facilitators and barriers in community mental health teams’.
Implementation Science, vol 6, p 23.
Bianchi J, Page B, Robertson S (2012). ‘Implementing a dermatology pocket guide’. Journal of
Community Nursing, vol 26, no 6, pp 23–6.

References58

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

Bienkowska-Gibbs T, King S, Saunders C, Henham M-L (2015). New organisational models of
primary care to meet the future needs of the NHS: a brief overview of recent reports. London: RAND
Europe. Available at: www.rand.org/pubs/research_reports/RR1181.html (accessed on 26 May 2016).
Blakely TJ, Dziadosz GM (2013). ‘Integrating behavioural and physical health services and
organizational merger’. Care Management Journals, vol 14, no 2, pp 84–8.
Blewett J, Lewis J, Tunstill J (2007). The changing roles and tasks of social work: a literature informed
discussion paper. London: King’s College London. Available at: http://socialwelfare.bl.uk/subjectareas/services-activity/social-work-care-services/socialcareworkforceresearchunit/changing07.aspx

(accessed on 27 May 2016).
Blood I (2013). ‘Integrating housing with care for older people’. Journal of Integrated Care, vol 21, no
4, pp 178–87.
British Medical Association (2012). Integrating service without structural change. London: British
Medical Association.
Cameron A (2010). ‘The contribution of housing support workers to joined-up services’. Journal of
Interprofessional Care, vol 24, no 1, pp 100–10.
Carlisle D (2015). Seamless synergy takes the right skills: a focus on integrated health [online].
Available at: www.skillsforhealth.org.uk/news/latest-news/item/236-seamless-synergy-takes-theright-skills-a-focus-on-integrated-health (accessed on 27 May 2016).
Centre for Workforce Intelligence (2012). Adult social care workforce intelligence. London: Centre for
Workforce Intelligence. Available at: www.cfwi.org.uk/publications/cfwi-briefing-paper-adult-socialcare-workforce-intelligence (accessed on 27 May 2016).
Centre for Workforce Intelligence (2011). Integrated care for older people: examining workforce and
implementation challenges. London: Centre for Workforce Intelligence. Available at: www.cfwi.org.
uk/publications/integrated-care-for-older-people-examining-workforce-and-implementation-challenges

(accessed on 27 May 2016).
Centre for Workforce Intelligence, Institute of Public Care (2013). Think integration, think workforce:
three steps to workforce integration. London: Centre for Workforce Intelligence. Available at: www.
cfwi.org.uk/publications/think-integration-think-workforce-three-steps-to-workforce-integration-1

(accessed on 27 May 2016).
Christmas S, Millward L (2011). New medical professionalism. A scoping report for the Health
Foundation. London: The Health Foundation. Available at: www.health.org.uk/publication/newmedical-professionalism (accessed on 27 May 2016).

References59

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

Citizens Advice Bureau (2009). Tendring Reach Out pilot project. Evaluation report. Available at:
www.wrightwills.co.uk/reach%20out%20evaluation%20report%20low%20res.pdf (accessed on 14
June 2016).
Davison RB, Hollenbeck JR, Barnes C, Sleesman DJ, Ilgen DR (2012). ‘Coordinated action in
multiteam systems’. The Journal of Applied Psychology, vol 97, no 4, pp 808–24.
Delaney KR, Robinson KM, Chafetz L (2013). ‘Development of integrated mental health care:
critical workforce competencies’. Nursing Outlook, vol 61, no 6, pp 384–91.
Department of Health (2012). Caring for our future: reforming care and support. Cm 8378. London:
The Stationery Office Limited. Available at: www.gov.uk/government/publications/caring-for-ourfuture-reforming-care-and-support (accessed on 27 May 2016).
Drennan VM, Halter M, Joly L, Gage H, Grant RL, Gabe J, Brearley S, Carneiro W, de Lusignan
S (2015). ‘Physician associates and GPs in primary care: a comparison’. British Journal of General
Practice, vol 65, no 634, e344–e350.
Erens B, Wistow G, Mounier-Jack S, Douglas N, Jones L, Manacorda T, Mays N (2016). Early
evaluation of the Integrated Care and Support Pioneers Programme. Final report. London: Policy
Innovation Research Unit. Available at: www.piru.ac.uk/publications/piru-publications.html (accessed
on 25 May 2016).
Erens B, Wistow G, Mounier-Jack S, Douglas N, Jones L, Manacorda T, Mays N (2015). Early
evaluation of the Integrated Care and Support Pioneers Programme. Interim report. London: Policy
Innovation Research Unit. Available at: www.piru.ac.uk/publications/piru-publications.html (accessed
on 27 May 2016).
Evans S, Scarbrough H (2014). ‘Supporting knowledge translation through collaborative
translational research initiatives: “bridging” versus “blurring” boundary-spanning approaches in the
UK CLAHRC initiative’. Social Science and Medicine, vol 106, pp 119–27.
Freeman C, Cottrell WN, Kyle G, Williams I, Nissen L (2012). ‘Integrating a pharmacist into
the general practice environment: opinions of pharmacists, general practitioners, health care
consumers and practice managers’. BMC Health Service Research, vol 12, p 229. Available at:
http://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-229 (accessed on 27
May 2016).
Freijser L, Naccarella L, McKenzie R, Krishnasamy M (2015). ‘Cancer care coordination: building a
platform for the development of care coordinator roles and ongoing evaluation’. Australian Journal of
Primary Health, vol 21, no 2, pp 157–63.

References60

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

Gainsbury S (2009). ‘Nurses accused of professional protectionism’. Nursing Times, 3 November.
Available at: www.nursingtimes.net/news/primary-care/nurses-accused-of-professionalprotectionism/5008012.fullarticle (accessed on 25 May 2016).
Gillen S (2013). ‘Squeeze on social care budgets leaves nurses to fill in the gaps’. Nursing Standard,
vol 27, no 49, pp 12–13.
Goodman C, Davies SL, Dickinson A, Gage H, Froggatt K, Morbey H, Victor C, Masey H, Martin W,
Iliffe S (2013). A study to develop integrated working between primary health services and care homes.
Final report [online]. NIHR Service Delivery and Organisation Programme. Available at: www.nets.
nihr.ac.uk/projects/hsdr/081809231 (accessed on 27 May 2016).
Greenwich Clinical Commissioning Group (2014). Report on integrated care in Greenwich [online].
Available at: www.greenwichccg.nhs.uk/News-Publications/news/Pages/Greenwich-integrated-care.
aspx (accessed on 3 June 2016).
Ham C, Walsh N (2013). Making integrated care happen at scale and pace: lessons from experience.
London: The King’s Fund. Available at: www.kingsfund.org.uk/publications/making-integrated-carehappen-scale-and-pace (accessed on 27 May 2016).
Howat C, Lawrie M (2015). Sector insights: skills and performance challenges in the health and
social care sector. London: UK Commission for Employment and Skills. Available at: www.gov.uk/
government/publications/sector-insights-skills-and-performance-challenges-in-the-health-and-socialcare-sector (accessed on 27 May 2016).

Huby G, Warner P, Harries J, Donaghy E, Lee R, Williams L, Huxley P, Evans S, Baker C, White J,
Philpin S (2010). Supporting reconfiguration of social care roles in integrated settings in the UK: a
comparative study across three health and social care economies. Edinburgh and Swansea: Department
of Health Policy Research Programme, Social Care Workforce Research Initiative, the University of
Edinburgh and University of Wales, Swansea. Available at: www.kcl.ac.uk/sspp/policy-institute/scwru/
dhinitiative/projects/recon.aspx (accessed on 27 May 2016).
Hughes R, McCririck V (2012). ‘Integrating health and social care: workforce perspectives’. Journal
of Care Services Management, vol 6, no 1, pp 10–15.
Huxley P, Evans S, Baker C, White J, Philpin S, Onyett S, Gould N (2011). Integration of social care
staff within community mental health teams. Final report [online]. NIHR Service Delivery and
Organisation programme. Available at: www.netscc.ac.uk/hsdr/files/project/SDO_FR_08-1619-114_
V01.pdf (accessed on 27 May 2016).
Imison C, Bohmer R (2013). NHS and social care workforce: meeting our needs now and in the future?
London: The King’s Fund. Available at: www.kingsfund.org.uk/time-to-think-differently/publications/
nhs-and-social-care-workforce (accessed on 25 May 2016).

References61

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

Imison C, Castle-Clarke S, Watson R (2016). Reshaping the workforce to deliver the care patients need.
Research report. London: Nuffield Trust. Available at: www.nuffieldtrust.org.uk/node/4651 (accessed
on 1 June 2016).
Integrating Care, Local Government Association (2013). How ‘Mrs Smith’ revolutionalised
health and social care [online]. Available at: www.local.gov.uk/web/guest/health/-/journal_
content/56/10180/4060433/ARTICLE (accessed on 27 May 2016).
Kendall-Raynor P (2012). ‘Nurses prepare to bridge the divide between health and social care’.
Nursing Standard, vol 26, no 22, pp 12–13.
Kessler I, Bach S (2007). The Skills for Care New Types of Worker programme. Stage 1 evaluation
report. Leeds: Skills for Care. Available at: www.sbs.ox.ac.uk/sites/default/files/Research_Areas/
Health_Care/Docs/New_Types_of_Worker_Programme_Stage_1_Evaluation_Report.pdf (accessed on 27
May 2016).
Kousgaard MB, Joensen ASK, Thorsen T (2015). ‘The challenges of boundary spanners in
supporting inter-organizational collaboration in primary care – a qualitative study of general
practitioners in a new role’. BMC Family Practice, vol 16, e17. Available at: http://bmcfampract.
biomedcentral.com/articles/10.1186/s12875-015-0231-z (accessed on 27 May 2016).
Leach J, Hall J (2011). ‘A city-wide approach to cross-boundary working with students with mental
health needs’. Journal of Interprofessional Care, vol 25, no 2, pp 138–44.
Lee L, Magellan Horth D, Ernst C (2014). Boundary spanning in action: tactics for transforming
today’s borders into tomorrow’s frontiers. Greensboro, NC: Center for Creative Leadership. Available
at: http://insights.ccl.org/articles/white-papers/boundary-spanning-in-action-tactics-for-transformingtodays-borders-into-tomorrows-frontiers/ (accessed on 27 May 2016).
Lindsay C, Dutton M (2012). ‘Promoting healthy routes back to work? Boundary spanning health
professionals and employability programmes in Great Britain’. Social Policy and Administration, vol
46, no 5, pp 509–25.
Ling K (2015). How neighbourhood care in the Netherlands is hitting the right note [online]. NHS
Confederation website. Available at: www.nhsconfed.org/blog/2015/11/transforming-neighbourhoodcare-netherlands (accessed on 27 May 2016).
Ling T, Brereton L, Conklin A, Newbould J, Roland M (2012). ‘Barriers and facilitators to integrating
care: experiences from the English Integrated Care Pilots’. International Journal of Integrated Care,
vol 12, no 5, e129. Available at: www.ijic.org/index.php/ijic/article/view/URN%3ANBN%3ANL%3AUI%
3A10-1-113730 (accessed on 27 May 2016).
Long JC, Cunningham FC, Braithwaite J (2013). ‘Bridges, brokers and boundary spanners in
collaborative networks: a systematic review’. BMC Health Services Research, vol 13, e158. Available

References62

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

at: http://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-13-158 (accessed on 27
May 2016).
Longpré C, Dubois C-A (2015). ‘Implementation of integrated services networks in Quebec and
nursing practice transformation: convergence or divergence?’ BMC Health Services Research, vol 15,
e84. Available at: http://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-015-0720-8
(accessed on 26 May 2016).
Manderson B, McMurray J, Piraino E, Stolee P (2012). ‘Navigation roles support chronically ill older
adults through healthcare transitions: a systematic review of the literature’. Health and Social Care in
the Community, vol 20, no 2, pp 113–27.
Manthorpe J (2011). Research: new clinical roles for care home staff [online]. Community Care.
Available at: www.communitycare.co.uk/2011/02/17/research-new-clinical-roles-for-care-home-staff/
(accessed on 27 May 2016).
Manthorpe J, Martineau S (2008). Support workers: their role and tasks: a scoping review. London:
King’s College London. Available at: www.kcl.ac.uk/sspp/policy-institute/scwru/res/roles/support.aspx
(accessed on 27 May 2016).
Manthorpe J, Martineau S, Moriarty J, Hussein S, Stevens M (2010). ‘Support workers in social care
in England: a scoping study’. Health and Social Care in the Community, vol 18, no 3, pp 316–24.
Manthorpe J, Moriarty J (2011). ‘Housing or care workers? Who is supporting older people with
high support needs?’ Journal of Integrated Care, vol 19, no 1, pp 16–25.
Marston R, McMillian C, Binks E, Herman L, Cook G, Bailey C, Barron E, Rose J (2014). North
Tyneside Living: an integrated housing, health and social care model to deliver preventative and
enabling sheltered housing services. London: Housing Learning and Improvement Network. Available
at: www.housinglin.org.uk/Topics/browse/Housing/HousingforOlderPeople/ShelteredHousing/?parent=
8956&child=9412 (accessed on 27 May 2016).
McEvoy P, Escott D, Bee P (2011). ‘Case management for high-intensity service users: towards a relational
approach to care co-ordination’. Health and Social Care in the Community, vol 19, no 1, pp 60–9.
Mental Health Foundation (2013). Crossing boundaries: improving integrated care for people with
mental health problems. Final inquiry report. London: Mental Health Foundation. Available at: www.
mentalhealth.org.uk/publications/crossing-boundaries (accessed on 27 May 2016).
Meyer RM, O’Brien-Pallas L, Doran D, Streiner D, Ferguson-Paré M, Duffield C (2014). ‘Boundary
spanning by nurse managers: effects of managers’ characteristics and scope of responsibility on
teamwork’. Nursing Leadership (Toronto, Ont), vol 27, no 2, pp 42–55.

References63

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

Mid Staffordshire NHS Foundation Trust Public Inquiry (2013). Report of the Mid Staffordshire
NHS Foundation Trust Public Inquiry – Volume 3: Present and future. London: The Stationery
Office. Available at: http://webarchive.nationalarchives.gov.uk/20150407084003/http://www.
midstaffspublicinquiry.com/report (accessed on 27 May 2016).
Mitchell E (2012). ‘Cross-organisational staff liabilities in integrated care settings: the first higher
court decision’. Journal of Integrated Care, vol 20, no 6, pp 367–70.
Moriarty J, Manthorpe J, Hussein S, Stevens M, Sharpe E, MacIntyre G, Orme J, Green Lister P,
Crisp BR (2011). ‘The social work bursary in England: impact of funding arrangements upon social
work education and the future workforce’. The British Journal of Social Work, vol 42, no 5, pp 957–73.
Morris-Thompson T (2015). ‘We must bridge the gap between health and social care nursing’.
Nursing Times, 21 October.
Musselbrook K (2013). Imagining the future – workforce. Glasgow: Institute for Research and
Innovation in Social Sciences. Available at: www.iriss.org.uk/resources/imagining2 (accessed on 27
May 2016).
Nasir L, Robert G, Fischer M, Norman I, Murrells T, Schofield P (2013). ‘Facilitating knowledge exchange
between health-care sectors, organisations and professions: a longitudinal mixed-methods study of
boundary-spanning processes and their impact on health-care quality’. NIHR Health Services and Delivery
Research, vol 1, iss 7, October. Available at: www.journalslibrary.nihr.ac.uk/hsdr/volume-1/issue7#abstract (accessed on 26 May 2016).
National Collaboration for Integrated Care and Support (2013). Integrated care and support: our
shared commitment. Available at: www.gov.uk/government/publications/integrated-care (accessed on
3 June 2016).
NHS Confederation (2016). Key statistics on the NHS [online]. 12 May. Available at: www.nhsconfed.
org/resources/key-statistics-on-the-nhs (accessed on 26 May 2016).
NHS England, Care Quality Commission, Health Education England, Monitor, National Institute
for Health and Care Excellence, NHS Trust Development Authority, Public Health England, (2015).
The forward view into action: new care models: update and initial support [online]. Available at: www.
england.nhs.uk/ourwork/futurenhs/new-care-models/support/ (accessed on 3 June 2016).
NHS England, Care Quality Commission, Health Education England, Monitor, Public Health
England, Trust Development Authority (2014). NHS five year forward view [online]. NHS England
website. Available at: www.england.nhs.uk/ourwork/futurenhs/ (accessed on 26 May 2016).
NIHR CLAHRC Greater Manchester (2015). NHS Greater Manchester primary care demonstrator
evaluation: final report. Manchester: Collaboration for Leadership in Applied Health Research

References64

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

and Care, National Institute for Health Research. Available at: http://clahrc-gm.nihr.ac.uk/our-work/
organising-healthcare/demonstrator/ (accessed on 26 May 2016).
Panton L (2014). ‘Integrated care pathways and task shifting’. Journal of the International AIDS
Society, vol 17, no 3, 19495.
Patru D, Lauche K, van Kranenburg H, Ziggers GW (2015). ‘Multilateral boundary spanners:
creating virtuous cycles in the development of health care networks’. Medical Care Research and
Review, vol 72, no 6, pp 665–86.
Roberts L, Cameron G (2014). Evaluation of the Integrated Care Communities 2 Programme
(incorporating the Integration Discovery Community): evaluation report. London: OPM. Available
at: www.opm.co.uk/publications/evaluation-of-the-integrated-care-communities-2-programmeincorporating-the-integration-discovery-community (accessed on 1 June 2016).
Robertson R, Sonola L, Honeyman M, Brooke B, Kothari S (2014). Specialists in out-of-hospital
settings: findings from six case studies. London: The King’s Fund. Available at: www.kingsfund.org.uk/
publications/specialists-out-hospital-settings (accessed on 3 June 2016).
Royal College of Nursing (2014). Integrated health and social care in England: the story so
far. London: Royal College of Nursing. Available at: www.rcn.org.uk/__data/assets/pdf_
file/0007/579274/integrated_health_and_social_care_in_england.pdf (accessed on 27 May 2016).
Samuel M (2011). ‘Councils withdrawing social workers from mental health teams’. Community
Care, 22 August. Available at: www.communitycare.co.uk/2011/08/22/councils-withdrawing-socialworkers-from-mental-health-teams/ (accessed on 27 May 2016).
Segar J, Rogers A, Salisbury C, Thomas C (2013). ‘Roles and identities in transition: boundaries
of work and inter-professional relationships at the interface between telehealth and primary care’.
Health and Social Care in the Community, vol 21, no 6, pp 606–13.
Shirey MR, White-Williams C (2015). ‘Boundary spanning leadership practices for population
health’. The Journal of Nursing Administration, vol 45, no 9, pp 411–15.
Skills for Care (2015). The size and structure of the adult social care sector and workforce in England,
2015. Leeds: Skills for Care. Available at: www.skillsforcare.org.uk/NMDS-SC-intelligence/NMDS-SC/
Workforce-data-and-publications/Size-and-structure-of-the-adult-social-care-sector.aspx (accessed on
27 May 2016).
Skills for Care, Skills for Health, Health Education England (2016). The Care Certificate standards
[online]. Available at: www.skillsforcare.org.uk/Documents/Learning-and-development/CareCertificate/The-Care-Certificate-Standards.pdf (accessed on 27 May 2016).

References65

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

Skills for Care, Think Local, Act Personal, Skills for Health, Local Government Association, NHS
Employers, Association of Directors of Adult Social Services (2014). The principles of workforce
integration. Leeds: Skills for Care.
Skills for Health, Skills for Care (2015). Integrated working and roles. A discussion document. Skills
for Health and Skills for Care. Available at: www.scie-socialcareonline.org.uk/integrated-working-androles-a-discussion-document/r/a11G0000009TBVVIA4 (accessed on 14 June 2016).
Smith N, Barnes M (2013). ‘New jobs old roles – working for prevention in a whole-system model
of health and social care for older people’. Health and Social Care in the Community, vol 21, no 1,
pp 79–87.
Stampa M de, Vedel I, Trouvé H, Ankri J, Saint Jean O, Somme D (2014). ‘Multidisciplinary teams
of case managers in the implementation of an innovative integrated services delivery for the elderly
in France’. BMC Health Services Research, vol 14, p 159. Available at: http://bmchealthservres.
biomedcentral.com/articles/10.1186/1472-6963-14-159 (accessed on 27 May 2016).
Taylor EF, Lake T, Nysenbaum JB, Peterson G, Meyers D (2011). Coordinating care in the medical
neighborhood: critical components and available mechanisms. White Paper (Prepared by Mathematica
Policy Research under Contract No. HHSA290200900019I TO2). AHRQ Publication No. 11-0064.
Rockville, MD: Agency for Healthcare Research and Quality.
Turning Point (2010). Benefits realisation: assessing the evidence for the cost benefit and cost
effectiveness of integrated health and social care. London: Turning Point. Available at: www.turningpoint.co.uk/media/23642/benefitsrealisation2010.pdf (accessed on 27 May 2016).
Walker R, Smith P, Adam J (2009). ‘Making partnerships work: issues of risk, trust and control for
managers and service providers’. Health Care Analysis, vol 17, no 1, pp 47–67.
Wild D, Szczepura A, Nelson S (2010). Residential care home workforce development: the rhetoric
and reality of meeting older residents’ future care needs. York: Joseph Rowntree Foundation. Available
at: www.jrf.org.uk/report/residential-care-home-workforce-development-rhetoric-and-reality-meetingolder-residents%E2%80%99 (accessed on 27 May 2016).
Williams P (2011). ‘The life and times of the boundary spanner’. Journal of Integrated Care, vol 19,
no 3, pp 26–33.
Williams P (2002). ‘The competent boundary spanner’. Public Administration, vol 80, pp 103–24.
Williams P, Sullivan H (2009). ‘Faces of integration’. International Journal of Integrated Care,
vol 9, e100.
Workman A, Pickard J (2008). ‘Professional identity in multi-disciplinary teams: the staff speak’.
Journal of Integrated Care, vol 16, no 3, pp 29–37.

References66

Supporting integration through new roles and working across boundaries

1

2

3

4

5

6

7

8

9

About the author
Helen Gilburt joined The King’s Fund in 2013 as a fellow in health policy. While at
the Fund, she has led on a number of publications including Transforming mental
health, Mental health under pressure, Supporting people to manage their health and
People in control of their health.
Previously she worked at the Institute of Psychiatry at King’s College London,
where she remains a visiting researcher. Her research has included a national
study of alternatives to hospital, implementation of recovery-orientated care in
the community, and a trial of assertive outreach treatment for people with alcohol
dependence.
Helen has expertise in health service research and a particular interest in mental
health and service user and carer involvement.
Acknowledgements
This report was commissioned by NHS Employers and the Local Government
Association. The author is grateful to both organisations and to Candace Imison for
helpful comments on earlier drafts.

About the author

67

Supporting integration through new roles and working across boundaries

1

2

3

Published by
The King’s Fund
11–13 Cavendish Square
London W1G 0AN
Tel: 020 7307 2568
Fax: 020 7307 2801
Email:
publications@kingsfund.org.uk
www.kingsfund.org.uk
© The King’s Fund 2016

5

4

6

7

First published 2016 by
The King’s Fund
Charity registration number:
1126980

8

9

Edited by Kathryn O’Neill
Typeset by Peter Powell
Printed in the UK by
The King’s Fund

All rights reserved, including
the right of reproduction in
whole or in part in any form
ISBN: 978 1 909029 63 7
A catalogue record for this
publication is available from
the British Library

The King’s Fund is an independent charity working to improve
health and health care in England. We help to shape policy and
practice through research and analysis; develop individuals,
teams and organisations; promote understanding of the health
and social care system; and bring people together to learn,
share knowledge and debate. Our vision is that the best
possible care is available to all.
www.kingsfund.org.uk

@thekingsfund

New roles have been emerging to support the delivery of integrated care, but
what value do they add and what are the most effective ways to develop an
integrated health and social care workforce? NHS Employers and the Local
Government Association commissioned The King’s Fund to identify examples of
these new roles and to understand the evidence supporting them, including the
impact, features of success and key challenges.
Supporting integration through new roles and working across boundaries
highlights how new roles that extend the skills of existing staff to provide
more holistic care, co-ordinate and manage care across boundaries, and support
individuals to navigate and access support from across health, social care and
the wider community are emerging.
It finds that:
••

where new roles have emerged, it has tended to be as a result of
developments in practice or to fill gaps in provision

••

the extent to which new roles improve patient outcomes and are costeffective is as yet unclear

••

many of the skills required to deliver integrated care already exist within
the workforce, and that those skills need to be used more effectively to
support activities that span organisational boundaries

••

engaging staff in cross-professional and cross-organisational working can
support mutual respect and role flexibility while team-working models and
person-centred care can facilitate integrated working practices without the
explicit need for new roles.

The report concludes that developing integrated care has to be part of a
system-wide process, of which workforce integration is one component.
The need for new roles should be demonstrated rather than assumed, but
in many cases new ways of working and models of care are likely to prove
most effective.
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