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Abstract 
Introduction. Community-Oriented Integrated Care (COIC) provides a vision for 
society where people of all backgrounds contribute to the health of whole 
populations. We think of it as whole system integration for Health and Care where 
everything comes together through geographic areas of about 50,000 population - in 
the UK, Primary Care Networks. Policy promotes cycles of collaborative learning and 
coordinated change within and between areas, to facilitate organic emergence of 
innovation, social cohesion and systems-thinking. Across the community, policy 
ensures that different stories and cultures are valued; and positive, trusted 
relationships are built through deep listening, shared vision and broad participation in 
improvement projects. This is different to traditional hierarchical approaches to 
policy. 
 
Description. Between 2007 and 2013 Ealing piloted and implemented policy for 
COIC, drawing on theories of organisational learning, generalists as sense-makers 
and 4th generation evaluation. Outcomes were good, as evaluated by routinely 
gathered data for diabetes care. 
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Discussion. This paper proposes policy in five areas to develop COIC: 1) Build 
structures to support whole system learning and change. 2) Facilitate local 
engagement in local developments. 3) Develop case studies. 4) Teach theory and 
practice of integration. 5)  Support multidisciplinary leadership teams.  
 
Conclusion. The approach can be used, at scale, in different contexts and at 
different speeds. 
 
Introduction 

In 2019 we published a paper [1] that showed changes in metrics of diabetes care in 
Ealing between 2011 and 2019. Ealing is one of 32 London boroughs. It has 75 
general practices with a combined registered population of over 400,000. The paper 
used data from the National Diabetes Audit (NDA), Quality and Outcomes 
Framework (QoF), Secondary Uses Service data (SUS) and Hospital Episode 
Statistics data (HES) to show that Ealing:  

1) moved from below to above the national average for diabetes care metrics 
for both Type 1 and Type 2 diabetes 

2) achieved a significant reduction in the number of people with undiagnosed 
Type 2 diabetes 

3) achieved a statistically significant reduction in the cost of diabetes-related 
hospital admissions 

4) had a lower average rate of amputations for people with diabetes 
compared to national amputation rates 

 
What the 2019 paper did not explain is that the policies that led to these 
improvements came from our vision for community-oriented integrated care 
(COIC) [2]. Between 2007 and 2020 three of the authors had roles in Ealing 
healthcare that allowed us, between 2009 and 2011 to pilot COIC in a part of Ealing 
with a population of 70,000. In 2012 we applied learning from this project throughout 
Ealing primary care and in an initiative to transform the system for diabetes care [3] 
that led to the improvements described above [1].  
 
Community-oriented integrated care is important because it provides a way to work 
with the organic nature of the world, where co-creativity is needed to respond to the 
natural complexity of life. It includes methods to help people from different parts of a 
system to step out of their ‘silos’ and co-create locally-relevant ways to work for the 
common good. Participation in such ‘shared journeys’ builds solidarity – ‘horizontally’ 
a sense of community; ‘vertically’ integration of the work of community-based 
generalist practitioners and hospital specialists.  
 
Policy for COIC is different from the usual stereotype of ‘top-down’ implementation of 
evidence-based solutions – that ‘tells people what to do’. Policy for COIC ‘helps 
people to think for themselves’. It facilitates creative interaction between people from 
different backgrounds that helps them to better see how individual and collective 
actions can affect ‘bigger pictures’. It establishes infrastructure that facilitates the 
emergence of innovation. It requires ‘village-size’ localities that are small enough to 
feel you belong and large enough to have political impact. It empowers more than 
controls people. It is a form of local participatory democracy. 
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A key part of our strategy was to define geographic areas within which people 
collaborated for health and care [4] – ‘local health communities’. The 2019 UK 
national policy of Primary Care Networks (PCNs - geographic areas of about 50,000 
population where general practices work together) [5] could provide the basic 
architecture for COIC and so develop what Ferlie describes as a ‘new localism’ to 
replace the ‘markets and targets’ ideology of the New Public Management that has 
dominated the NHS since 1990 [6].  
 
Contemporary issues, like climate change, highlight the importance of local 
participatory action to address ‘big picture’ issues. The COVID-19 pandemic has 
stimulated awareness of a need to combine ‘bottom up’ insights with ‘top down’ 
policy implementation. The ‘Black Lives Matter’ movement reminds us that social 
cohesion requires trusted relationships at local level between people from different 
backgrounds. In the UK, Brexit highlights the need to combine localism with trusted 
relationships with neighbours. Global trends towards localism might make policy for 
community-oriented integrated care more acceptable now than in the past.  
 
But what should that policy be? 
 
Problem Statement:  Community-oriented integrated care (COIC) develops 
networks of local health communities where people routinely learn from each other 
and collaborate to improve the health of whole populations. It is not clear what policy 
can move towards this.  
 
 
Description of the policy development 
 
Policy for community-oriented integrated care (COIC) builds communities  
 
Policy means ‘a plan for action’ [7]. It is often interpreted in a hierarchical way - the 
rules made by those in ‘top down’, ‘high’ or ‘central’ places to control people’s 
behaviour. It closes down options. In this paper we emphasise the use of policy to 
open out options by helping people to better see their individual relevance within 
‘bigger pictures’, and build networks and communities to improve those bigger 
pictures and their own situations. COIC applies this empowering interpretation of 
policy to improve ‘action competence’ of individuals and communities – their ability to 
change things for the better for themselves and for others.  
 
McKnight’s work on Asset Based Community Development [8] reminds us that 
communities are built by working with the assets of ALL involved, especially 
appreciating those whose contributions are often trivialised. Shared action for the 
common good (ranging from helping at school fetes to reducing pollution) builds 
relationships between participants that binds them together - solidarity.  
 
Durkheim has been credited with pointing out that traditional societies were bound 
together (he used the term ‘solidarity’ = sense of shared identity or social cohesion) 
by belonging to a tribe or family [9] that has shared values/cultures; they often define 
themselves as being opposed to something else. He argued that the main shared 
value in modern societies, based on capitalism and individualism, is ‘inter-
dependence’; this causes social fragmentation and selfishness unless there is a 
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reason to bond. Bonding develops within but not between ‘tribes’ - for example a 
gang of friends, a company seeking market share, participants in a project, or 
fighting a shared enemy (like coronavirus).  
 
The question is - should policy strategically build social cohesion across 'tribes'? We 
say it should. Continuing inequalities, worsening environmental decay and the high 
rates of divorce show that citizens need to be better skilled at building trusted 
relationships and appreciating different perspectives. Putnam agrees, arguing that 
Bonding within groups/individuals and Bridging between groups/individuals are both 
needed [10]. 
 
 
The Southall Initiative for Integrated Care 
 
Our work in Ealing shows that cycles of learning and change within geographic 
areas can bond AND bridge. Our 2011 video of the Southall Initiative for Integrated 
Care [11] shows one of a sequence of meetings at which people of different 
backgrounds reviewed progress of four service improvement projects. You can see it 
at: https://www.youtube.com/watch?v=-u40x7-76iU&feature=player_detailpage. The 
video shows participation of lay people, primary, secondary and community care 
practitioners, policy makers and public health practitioners.  
 
The acceptability of the approach is revealed in the comment by a voluntary sector 
participant:  

 
“It’s not revolutionary; Yet it is revolutionary… If it is institutionalised, that 

would be incredible for our healthcare services” 
 

The ability of the approach to energise people and help them to interact creatively 
across disciplinary boundaries is revealed in the comment by the dementia project 
lead: 
 

“I’ve never had so much access and opportunity to talk across primary care 
and secondary care about mental health services…. and I find that the most 

exciting thing I have experienced in my professional life” 
 
The ability of the approach to inform practitioners about issues throughout the 
system is revealed in the comment by a public health consultant: 
 

“I think that’s what the initiative does – it generates communication; it shares 
knowledge” 

 
The effectiveness of the approach to cause change is revealed in the comment by 
the Head of Service Improvement and Transformation: 
 

“I have seen a massive change that was initiated by this initiative. It started 
small and it grew to pretty much the rest of Southall”  

 
In 2012 we applied learning from this Initiative throughout Ealing. We:  
 

https://www.youtube.com/watch?v=-u40x7-76iU&feature=player_detailpage
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• developed localities within which stakeholders (generalist & specialist 
clinicians, public health & social care practitioners, and others) met monthly to 
develop care plans for frail patients, to learn, and to co-create innovations 

• aligned hospital-led diabetes clinics to these localities  

• targeted resources to reverse inequalities 

• supported a multidisciplinary team to co-design a new system for diabetes, 
including primary & community care practitioners, ‘expert patients’ and 
diabetes specialists 

• provided education courses for GPs to lead diabetes clinics within their 
practices  

• provided structured education for patients to contribute to their diabetes care  
 
Primary Care Networks (PCNs) could use this approach and so move towards 
community-oriented integrated care. However, it requires theories of co-adaptation 
and emergence that challenge dominant (linear, compartmentalised) theories of: 1) 
integrated care, 2) reality, 3) health, 4) evaluation, and 5) leadership. 
Misunderstandings may impede progress. Here we suggest ways to overcome these 
misunderstandings. 
 
 
Co-adaptative theories of integrated care, reality, health, evaluation and 
leadership 
 
1. Community-Oriented Integrated Care – a collaborative vision of society 
 
In Box One we describe what we mean by ‘Community-Oriented Integrated Care’ 
(COIC). We coined the term [2] p.11 to bring together ideas from Integrated Care, 
Community-Oriented Primary Care and Comprehensive Primary Health Care as 
envisaged in the 1978 Alma Ata Declaration [12]. We think of it as whole system 
integration for Health and Care where everything comes together at the local level 
through networks of Local Health Communities. It is not a specific model to be 
blindly implemented. It is a vision for the melting pot of life where people of all 
backgrounds contribute to health and care of others, beyond self-interest.  Good 
things come from repeated opportunities to improve things with people from different 
parts of a system, respecting their different stories and contributions.  
 
See Box One for further reading [13-22]. 
 
2. Reality as an Organic, Living System – a Complex Adaptive System 
 
In Box Two we explain the idea of the world as a complex adaptive system. The 
2010 Health Foundation evidence scan defined it as follows: 
 

“Complex adaptive systems thinking is an approach that challenges simple 
cause and effect assumptions, and instead sees healthcare and other 

systems as a dynamic process. One where the interactions and relationships 
of different components simultaneously affect and are shaped by the system” 

[23]. 
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Cycles of multidisciplinary learning and intentional change within PCNs help groups 
to find good ways forward because the ‘real world’ behaves less like a machine with 
predictable effects and more like an organic ‘living system’ where change happens 
from co-evolution as everyone adapts to changes in everyone else. To make sense 
of such complexity we need to repeatedly look at it from different perspectives; and 
make timely inputs to help the story unfold. 
 
See Box Two for further reading [24]. 
 
 
3. Health as Positive Narrative Unity 
 
Box Three provides a definition of health as a ‘positive narrative unity’. It combines 
Antonovski’s definition of health as overcoming adversity [25;26] and MacIntyre’s 
idea of narrative unity [27]. Policy stimulates action competence in people that 
makes them want to seek positive things, like happiness, rather than stimulating fear 
and conflict. 
 
Narrative unity helps to link the concept of health with life stories and identities. We 
can imagine that we are each the lead actor in the ‘feature film’ that is ‘my life story’, 
and a support actor in the ‘films’ of others. Health means being able to make these 
stories coherent and positive. Diseases get in the way of making positive stories, so 
treating a disease is important – but not an end in itself. 
 
See Box Three for further reading [28-30]. 
 
 
4. Fourth Generation Evaluation – multi-method inquiry with local reflection  
 
The image of the body as a machine leads to the idea that it has components that 
can be studied with (positivist) research methods, as though with a microscope in a 
laboratory. This approach to inquiry is inadequate to study the world as a complex 
adaptive system and health as a positive narrative unity because it is unable to see 
complexity and emergence. To study these we need approaches to research and 
development that make sense of interconnected and co-adapting factors (as well as 
examining individual parts when needed). 
 
In Box Four we agree with Heisenberg that what we see is not truth itself, but truth 
illuminated by the way of looking. When we look at the world, we see snapshots of 
co-evolving stories. Guba’s analysis of three paradigms of inquiry [31] - positivism, 
critical theory and constructivism – show us how to examine complex and dynamic 
phenomena in the ‘real-world’. Guba and Lincoln show how these three inquiry 
paradigms can be used together, in what they call ‘fourth generation evaluation’ [32] 
- multiple method inquiry combined with collaborative reflection and coordinated 
action at local level.  
 
See Box Four for further reading [33-34]. 
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5. Leaders facilitate cycles of collaborative learning and coordinated change  
 
The machine image of reality coupled with a positivist approach to research leads to 
a static image of the world where change happens in ‘linear’ ways. This leads to a 
belief that leaders take ‘followers’ to the correct place. This ‘heroic’ idea of 
leadership does not work well with the image of the world as a complex adaptive 
system and health as a positive narrative unity, because the ‘correct place’ depends 
on what the people who are travelling believe and what they can realistically 
achieve. In such situations, leaders are ‘sensemakers’ [24] who help people to listen 
to each other and collaborate to take small steps in good-enough directions.  
 
In Box Five we explore this idea of leadership. It assumes that much in the world is 
not predictable because everyone and everything is continually adapting to changes 
in everything else. Leaders help people to engage thoughtfully in this co-adaptation. 
Principles of organisational learning help to do this [34-36] including cycles of 
‘unfreeze - change - freeze’. Participants stand back (unfreeze) to agree a shared 
vision of the future and next steps towards that vision (change). Then they get their 
heads down (freeze) to take those steps. At the next time to unfreeze they review 
everything. Repeatedly doing this with a sequence of modest projects builds local 
health communities. Large group models, like Open Space and Real-Time Strategic 
Change [37], enable large numbers of people to engage.  
 
See Box Five for further reading [38-41].  
 
Discussion 
Community-oriented integrated care translates the 1978 Declaration of Alma-Ata [12] 
vision for Comprehensive Primary Health Care (PHC) into a contemporary context. 
Since 1978, this vision has been pursued by most countries throughout the world in 
one way or another. However, within one year of the Alma-Ata Declaration, 
Comprehensive PHC (whole community contribution to whole society health) gave 
way to Selective PHC – targeted initiatives like improving immunisation rates and 
promoting breast feeding [42] p.76. 
 
Macdonald explains why this happened [42]. One reason is: “The Medical Model as 
Obstacle.” He explains:  

“Throughout the world the public is now conditioned to see health and ill 
health as being the medical profession’s business: we submit ourselves into 
their hands rather as we hand over a machine to be repaired by a mechanic” 

(p.37). 
 

“The selective version of PHC can be understood as medicalisation of the 
PHC message” (p.72). 

 
Medicine is an obstacle to Comprehensive PHC when doctors think of diseases as 
broken parts of a machine. Comprehensive PHC requires us to think of the world as 
a living system. These two images of reality – mechanistic and organic - are 
incompatible. We need both and we need definitions of reality, health, evaluation 
and leadership that are broad enough to include both.   
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In 2008, Margaret Chan, WHO Director-General argued the need to rediscover the 
broader vision of Comprehensive PHC to solve serious problems in contemporary 
societies, including inequalities, complex problems and system fragmentation [16].  
 
Chan challenged the adequacy of a mechanistic image of healthcare – where 
disciplines live in different ‘silos’ and connect with each other in simple transactional 
ways. The image of a living system is also needed, where different ‘cells’ have lives 
of their own, yet also co-evolve with other cells in the ‘body’ of Primary Health Care. 
Health requires positive interaction between ‘cells’, resulting in mutual learning and 
solidarity. And it all needs to come together through local, community-based ‘hubs of 
coordination’ – hence community-oriented integrated care (COIC).  

Internationally, policy for integration is shifting away from simplistic mechanistic 
models. For example, researchers of the 2015 Luohu Model in China identified a 
need for ‘multiple stakeholder engagement, organizational integration, alignment 
with payment reforms and normative integration to promote collaboration’ [43]. 

Researchers of integration in the Singapore Regional Health System wrote: 

“Given the typical depth and breadth of needs driving any one intervention, 
the intricacy of many intervention components and the involvement of 
numerous actors with different perspectives and agendas within the 

integrated care setting, the implementation experience of such interventions 
can rarely be comprehensively or even meaningfully captured by a linear 
narrative of cause-and-effect. For this reason, a complex adaptive system 

perspective has been increasingly advocated for categorizing and analyzing 
information…” [44]   

These models from Singapore and China emphasise hospital leadership (with 
primary care collaboration), and a focus on diseases. COIC emphasises community 
care hubs (with hospital collaboration) and a focus on whole society health as well 
as disease management, with supportive strategic partnerships. Quebec has been 
working longer than most with this vision. Its public health and social care agencies 
have been structurally integrated under a single governance authority since 1971 
[45] and its Health Services and Social Centres have been developing local health 
networks to support comprehensive local collaboration since 2004 [46]. 

Yet even Quebec has difficulty in reconciling different views and engaging clinicians. 
In 2019 integrated care for older adults remained problematic owing to ‘divergent 
perspectives of actors’, and particularly the difficulty in engaging clinicians [46]. 

“Despite advances in structural integration, all groups of stakeholders 
expressed concerns on the implementation (of) the clinical dimension of 

integration. This dimension is at the heart of integration efforts given that it is 
at the front scene or the interphase where patients and their families receive 

care from the health system.” 
 
We believe that to overcome these obstacles to COIC - divergence of views, 
disengagement of clinicians and poor collaboration - the issues in Boxes 1-5 need to 
be widely understood. 
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Lessons learned  
Community-oriented integrated care (COIC) reminds us that individuals are not as 
individual as we may think. An individual’s identity is a network of relationships 
formed from shared journeys and shared stories. Primary Care Networks (PCNs) 
can stimulate local identity with trusted relationships and confident individuals 
through annual cycles of collaborative reflection and coordinated action, fueled by a 
sequence of shared projects led by teams of people from different backgrounds. 
 
Here we present five policy areas that will help PCNs to move towards COIC. They 
are described more fully in the book ‘Collaborating for Health’ [2]. None will 
instrumentally force COIC into existence, but they will make it easier to move 
towards it. They are:  
 

1) Build structures to support whole system learning and change 
2) Facilitate local engagement in local developments 
3) Develop case studies of community-oriented integrated care 
4) Teach theory and practice of community-oriented integrated care 
5) Support multidisciplinary leadership teams to facilitate co-evolution  

 
Rarely can everything be done. Things happen that make actions more or less 
possible. Key people leave; or arrive. Time and resources matter. So do cultures. A 
participatory approach is needed and this takes time to evolve, especially in places 
that are unused to it. A good approach is to recognise the things that need to be 
done and use opportunities of the moment to do them. We can keep existing 
initiatives going with a light touch and resist peoples’ efforts to destroy good past 
progress. We can keep a sense of humour about the strange things that happen - 
community-oriented integrated care is too serious to be too serious about it.  
 
 
Policy Area One: Build structures to support whole system learning and 
change 
 
Policy for COIC maintains ‘connected learning spaces’ where people from different 
backgrounds critique progress and take part in improvement projects. Policy can: 
 
• Create a Network of Primary Care Networks. PCN geographic areas often 
naturally define themselves because of existing boundaries like main roads and 
shopping centres. Inside these areas exist many overlapping ‘tribes’ or ‘communities’ 
that do not naturally identify with each other. Initiatives within and between PCN 
areas can help to span multiple boundaries and so move towards social cohesion 
and co-evolution of new groups and innovations.  
 
• Develop systems for shared care for long-term conditions. Most care for 
long-term conditions (like diabetes) is given by lay people [47;48] Most medical care 
should happen in general practices - Tier One. Tier Two is community-based clinics 
within PCN areas where hospital outreach and community practitioners work 
together. Tier Three is hospital care. Summaries of patient-held Care Plans help 
those who make ad hoc contributions. Good communication between tiers can help 
people to be cared for at the right place, at the right time. 
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• Agree on seasons of learning and change for health and care. ‘Seasons’ 
reflect natural events like end of year reports, updating Care Plans, flu campaigns 
and data gathering. They inform a calendar of events to align efforts to identify new 
priorities, provide training, identify areas in need of innovation, devise new projects 
and coordinate actions.  
 
• Utilise Applied Research Units. PCNs need strategies for evaluation, 
communication and cycles of learning and change. Applied research units can help 
PCNs to develop strategic partners, write live manuals, facilitate stakeholder 
workshops, gather data, share learning within and between PCNs and use new 
technologies. 
 
 
Policy Area Two: Facilitate local engagement in local developments 
 
Good policy enables people to engage in locally-relevant ways, including: 
 
• Annual cycles of inter-organisational improvement. Relationships are built 
through collaborative projects. A sequence of modest improvement projects can 
engage a broad range of professionals and citizens and incrementally build a sense 
of community. Membership of multidisciplinary leadership teams can come from 
different organisations - healthcare, schools, social care, voluntary groups, 
universities, public health….. 
 
• Live manuals. A live manual can be continually updated and practically used 
every day. It is where multidisciplinary leadership teams put information, including 
educational updates and information about improvement projects. 
 
• Leadership courses. Courses delivered as action learning sets help 
multidisciplinary leadership teams to bond, lead projects and learn how to build 
healthy communities. Participants learn how to iterate between focused detail and 
bigger pictures; when to lead from the front and when from the back; when to take a 
principled stand and when to go with the flow. 
 
• Facilitate rather than chair meetings. Meetings need to help participants to 
make sense of multiple perspectives and objective facts. Techniques like small-
group-large-group oscillations help to do this.   
 
 
Policy Area Three: Develop case studies of community-oriented integrated 
care 
 
PCNs can become COIC case studies where local stories are developed by local 
people. Routinely gathered quantitative data (e.g. hospital admissions and surveys) 
and qualitative data (e.g. patient stories) aligned to PCN boundaries help to evaluate 
the impact of multiple activities led by different groups on diseases, wellbeing, 
citizenship, capacity and economics. Links with universities provide opportunities for 
student-led projects. Learning between case studies can embolden PCNs to more 
ambitious projects. The following will help PCNs to develop as case studies: 
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• Locally-led Initiatives. Modest projects can emerge from PCN cycles of 
learning and change. Embedded academic, clinical and lay researchers can facilitate 
shared learning. 
 
• Externally-led Initiatives. Universities, businesses and others can lead 
projects that influence policy when they are embedded within PCN cycles of learning 
and change. For example student-led documentary films.  
 
• Use Large Group Models. Models like Real-Time Strategic Change and 
Open Space [37] help participants to make sense of their experiences in the light of 
the experiences of others and objective facts; a sequence of such events helps to 
develop a culture of collaboration.  
 
• Maintain Inner Peace. To avoid losing sight of who we are within complexity, 
we need to maintain inner peace. Clinicians and Carers need to care for themselves 
to care for others. Each of us needs to create a buffer of sanity around ourselves 
that allows us to see the woods and the trees in our own lives, engage purposefully 
in whole system improvements, and deal with grace with the misunderstandings of 
others. Mindfulness methods can help. 
 
 
Policy Area Four: Teach theory and practice of community-oriented integrated 
care 
 
People often don’t understand leadership, health, care, research and development. 
Often, they talk about the world as though it is a machine, unfamiliar with thinking of 
it as a complex adaptive system as described in Box Two. Modules can be added to 
courses for children and adults, pre- and post-graduate, professionals and citizens, 
to learn about: 
 
• The nature of community-oriented integrated care. COIC requires 
multidisciplinary team-working within local health communities, as described in Box 
One. This means that people with different backgrounds have a ‘stake’ in 
developments. All citizens need to contribute - for example, everyone needs to 
contribute to care plans and local health communities, shared care, self-care, 
healthy living, and healthy dying.  
 
• Generalists as sense-makers. In complex situations leaders are sense-
makers [24]. Primary and community care practitioners more than many, see 
different aspects of health and various contributions to care. Patients have multiple 
problems and the most important often lurk below the surface, seemingly unrelated 
to medicine. The need for sensemaking goes beyond practitioners and beyond 
healthcare; ALL stakeholders in PCN areas – voluntary groups, carers, businesses, 
citizens - need to make sense of the complexities of everyday life and do what they 
can to ensure health for all. 
 
• Health as a ‘positive narrative unity’. Health as described in Box Three is a 
positive experience. It includes a sense of being alive in the moment, able to interact 
with others to build positive, meaningful relationships and from these co-construct 
positive life stories. Mental, social and spiritual, as well as physical, wellbeing are 
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needed to achieve this broad sense of health. This is especially understood at end of 
life when the importance of a coherent and positive life story is recognised by 
everyone involved.  
 
• Three paradigms of inquiry to illuminate evolving stories. The success of 
laboratory (positivist) approaches to evaluation has marginalised approaches that 
reveal hidden connections and emerging phenomena. The result is inquiries that 
seek out linear approaches to change and mechanistic approaches to integration, 
valuing control rather than harmony and failing to illuminate complex and evolving 
aspects. Guba’s three paradigms of inquiry, and fourth generation evaluation as 
described in Box Four, can overcome this limitation. 
 
Policy Area Five: Support multidisciplinary leadership teams to facilitate co-
evolution 
 
People often want to facilitate co-evolution but don't know how to do it. Policy should 
help multidisciplinary leadership teams to build networks, teams, communities and 
strategic partnerships, fueled by a sequence of modest projects. Theories that help 
to ‘see’ dynamic interaction and co-adaptation help to do this, for example theories 
about networks, systems, learning organisations and transactional analysis.  
 
Multi-disciplinary leadership teams can: 
 
• Build Networks. Network Theory and models show how to design systems 
that people can easily navigate and also have creative adventures within – where 
the fixed points and their inter-connections are both visible. For example, a railway 
network shows how travelers can go to different places and also align their travel 
plans with others, using: a) Nodes (stations and junctions) where routes connect – 
e.g. diabetic self-care information at a local pharmacy, b) Timetables and maps – 
e.g. clinics & services, cooking & self-help courses, and community events, c) Trains 
that arrive on time – e.g. clinics and updated care plans that happen when expected, 
d) Learning spaces – e.g. self-help groups and community events where people 
interact with others, dream up new ideas and plan future shared journeys. 
 
• Develop team players and systems thinkers. Team players see broadly 
across systems. They interact positively with others as equals whilst valuing different 
roles in the group. Transactional analysis shows how equality requires creative 
interaction with ‘other’. It highlights how we move between three ‘ego states’ – 
‘parent’, ‘adult’ and ‘child’ - to play ‘games’ [38]. Good games result in the sense of 
‘I’m OK; You’re OK’ [39] making participants feel equal and bound together. It results 
in laughter and mutual appreciation. 
 
• Build learning organisations and communities. Organisations and 
systems as well as individuals need to continually learn how to adapt and evolve. 
Learning organisations institutionalise cycles of learning and change to do this. How 
to participate effectively in them can be learned and needs practice.  
 
• Build public health/primary care partnerships. All citizens need to 
contribute to a healthy world. Shared planning between public health and primary 
care practitioners can engage a full range of disciplines and organisations - families, 
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schools, voluntary groups, universities, faith communities, local authorities, political 
parties….. 
 
 
Conclusion 
The need for community-oriented integrated care is as obvious now as it was in 
1978 when the vision for Comprehensive Primary Health Care was internationally 
agreed, and in 2008 when the WHO Director General reaffirmed its importance. 
Obstacles to achieving it are a) Poor understanding of its nature and b) Inadequate 
definitions of reality, health, leadership, research and development. Better 
understanding will lead to better policies.  

Contemporary issues like COVID-19, Brexit and Black Lives Matter raise awareness 
of the need for a new kind of localism, including community-oriented integrated 
care. However, people are likely to always struggle with valuing different 
perspectives because we all get caught up in our own life stories. Annual cycles of 
learning and change in PCN areas provide an opportunity to reduce this danger and 
build local communities for health, using theories and models that facilitate positive, 
creative interaction between people with different perspectives. 

The NHS Long-Term Plan includes integrated care, led by Primary Care Networks 
(PCNs) [49]. This paper proposes policy to broaden PCN vision to develop as local 
health communities whose citizens routinely collaborate to improve whole population 
health. PCNs (and equivalent localities in other countries) can move towards this 
vision by helping local people to engage in improvement projects, develop as case 
studies, train multidisciplinary leadership teams to apply theories of organisational 
learning, and emphasise existing initiatives that already think like this – for example, 
shared-care, self-care, social prescribing, complex interventions and Primary Care 
Homes. PCNs could evaluate skills of participation, by measuring things like social-
connectedness and action competence. 
 
The Ealing experiment provides data of the effect of using organisational learning to 
improve diabetes care, so is of interest theoretically, as well as interesting because it 
seems to have been particularly effective. It has also helped us to discern an 
approach to policy that builds solidarity in modern societies. Contemporary crises 
like pandemics and climate change make it urgent that we do more work in this 
integrated approach to social organisation. 
 
 
Box One: Community-Oriented Integrated Care – a collaborative vision of 
society 
 
We coined the term ‘Community-Oriented Integrated Care’ (COIC) [2] p.11 to marry 
the concepts of Integration, Community-Oriented Primary Care and Comprehensive 
Primary Health Care. We think of it as whole system integration for Health AND Care 
where everything comes together at local level, through networks of Local Health 
Communities. Our thinking was informed by the  work of all authors in Ealing [3,4]; 
and by the first author in the Liverpool Primary Care Facilitation Project between 
1989 and 1995 [13], the West London (Primary Care) Research Network between 
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1997 and 2001 [14] and in a ten-year conversation within London Journal of Primary 
Care between 2008 and 2018 [15].  
 
Origins of the COIC vision include the 1948 NHS that intended to treat Diseases in 
the whole population (rather than solely for those who could afford it) and the Alma 
Ata vision for Comprehensive Primary Health Care (PHC) - environments for whole 
society Health AND Disease treatments. The Alma Ata vision was supported by 134 
member states of WHO and UNICEF, and 67 international organisations in 1978. 
PHC (and COIC) is much more than medical care. Declaration VII.4 of the Alma Ata 
Declaration [12] states:  
 

“Primary health care…. involves, in addition to the health sector, all related 
sectors and aspects of national and community development, in particular 
agriculture, animal husbandry, food, industry, education, housing, public 
works, communications and other sectors; and demands the coordinated 

efforts of those sectors”. 
 
In 2008, the WHO Director-General pointed out that a mechanistic image of the 
world - one in which different disciplines live in different ‘silos’ and connect with each 
other in transactional ways - is inadequate for comprehensive PHC [16]. The image 
of a living system is also needed, where each component is a cell with a life of its 
own, yet also inter-dependent on other cells. The ‘body’ of PHC needs ‘cells’ – 
geographic areas - where dynamic interaction between different individuals, groups 
and organisations results in mutual learning, trusted relationships and ongoing co-
evolution; and it all needs to come together at local, community level, through 
community-based ‘hubs of coordination’ - localities that are small enough to feel you 
belong and large enough to coordinate a range of services. In the UK, ‘Primary Care 
Networks’ (PCNs) potentially provide architecture to develop COIC. PCNs are 
geographic areas of 30-70,000 population where general practitioners (GPs) 
collaborate [5]. Shared leadership will be needed, especially with Public Health 
practitioners and also with many other disciplines and organisations. 
 
Practical ways to integrate the work of those who treat diseases of individuals (e.g. 
GPs) and those who promote health throughout whole populations (e.g. Public 
Health Practitioners) include Kark’s Community-Oriented Primary Care [17], 
Ashton’s New Public Health [18], Tudor-Hart’s ‘A New Kind of Doctor’ [19], Healthy 
Cities Projects [20] and UK ‘Vanguard’ and ‘Integrated Pioneer’ sites [21]. 
 
COIC is a form of local participatory democracy. Meads’ 31 country study describes 
six ‘ideal types’ of primary care organisation, of which one – the ‘community 
development agency’ - seems to be the kind of local hub needed for COIC. He 
writes:  

 
“Throughout such countries as Colombia, Bolivia, Peru, Brazil, Argentina and even 
parts of Canada (e.g. Quebec, Ontario), the community health centre or clinic is 
emerging as an engine driving forward participatory democracy”(p17) where 
participants maintain that: “health is a citizen, not a profession issue” (p100) [22]. 
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Box Two: The World as an Organic, Living System – a Complex Adaptive 
System 
 
The theory of a linear relationship between research and development - ‘R’ and ‘D’ - 
has been attributed to thinkers from the ‘Enlightenment’ like Rene Descartes, 
Charles Darwin and Adam Smith. The writings of these giants of history suggest that 
they did not themselves believe in simple relationships between cause and effect. 
Descartes, to whom the theory of body-mind split has been attributed, believed in an 
all-powerful God who managed things to do with complexity, mystery and surprise. 
Darwin, in his theory of natural selection, did not mean by his term ‘survival of the 
fittest’ survival of the most ruthless, but of the most adaptable. Smith, to whom the 
theory of market forces has been attributed, lived in times when the market-place 
was a dynamic, creative, haggling place where collaboration and competition were 
inter-twined. His ‘invisible hand’ describes the ways forward that opens out through 
multiple-way co-adaptations in a ‘complex adaptive system’. 
 
In one way or another, Descartes, Darwin and Smith acknowledged that ‘soft’, 
organic co-adaptation and uncertainty is a natural aspect of the world; and so is 
‘hard’, linear, mechanistic control and certainty. The ‘real world’ involves a dynamic 
entwinement of both. You can see either or both of these, depending on how you are 
looking. Too often people imagine that they are always looking for certainty and 
there is only certainty to be found. As Kierkegaard put it:  
 

“Most organisational theorists, as well as most philosophers, mistake the 
certainty of structures seen in hindsight for the emergent order that frames 
living forward. Neither group of scholars has come to grips with the fact that 
their conceptual understandings trail life and are of a different character than 
is living forward”. Soren Kierkegaard (1813-1855) re-phrased by Karl Weick 

(1999) [24]. 
 
In recent years, the influence of complexity theory in research, and systems theory in 
development has given rise to a concept that is recognised by both – the ‘complex 
adaptive system’. The term has been particularly associated with Fritjof Capra, 
Ralph Stacey and Paul Plesk. It is potentially a unifying term for researchers and 
developers because it shows how discrete insights are snapshots of more complex 
stories-in-evolution. It also highlights the importance of listening, learning and co-
adaptation to shape a good course. 
 
The 2010 Health Foundation evidence scan of the ways in which the concept of 
complex adaptive system has been used in healthcare stated: 
 

“Complex adaptive systems thinking is an approach that challenges simple 
cause and effect assumptions, and instead sees healthcare and other 

systems as a dynamic process. One where the interactions and relationships 
of different components simultaneously affect and are shaped by the system” 

[23].  
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Box Three: Health as Positive Narrative Unity 
 
Often when people use the word ‘health’ they mean disease – part of the body has 
become faulty, making someone feel ill at ease – ‘dis-eased’. But Health is a 
positive, and active, state of being. A healthy person is alert to possibilities, 
creatively interacts with others, has adventures, smiles and laughs. Being healthy 
means being alive in the moment, able to make a difference. Health goes beyond 
words. We often only recognise it with hindsight - after having achieved something 
we did not think we were capable of. We need a definition of Health that is adequate 
for its complex and personally-defined nature; a definition that unites different 
contributions to health improvement: family, friends, professionals; those concerned 
with mental, social and spiritual health; all citizens. The definition used in the Alma 
Ata Declaration [12] - “Health is a state of complete physical, mental and social well-
being and not merely the absence of disease or infirmity” signals the importance and 
broad nature of health, but it isn’t very practical.  
 
Seedhouse analysed different definitions of health and concluded that health is: 
“Foundations for Achievement” [28] p 61.This helps to focus attention away from a 
static measurable ‘state’ of health towards the dynamic things we do with it. An 
athlete requires different combinations of physical, mental, spiritual and social health 
when preparing for a race than when the race is over. We need different things from 
health when beginning or ending our life’s work, when we are dependent on others 
or have others dependent on us. In one way or another, health is what we need to 
meet the challenges encountered in life. 
 
Antonovsky developed a theory that health is being able to rise above adversity, 
after observing that some holocaust survivors achieved positive emotional outcomes 
despite having had experiences that we might expect to break them completely 
[25][26].  
 
MacIntyre presents a theory that helps to link the concept of health with life story. He 
calls it ‘narrative unity’ [27]. Taylor and Shotter argue that we make sense of our life 
stories - our identities - ‘through exchange in language’ [29][30]. 
 
These theories suggest that: 1) Our sense of identity is revealed in our life stories; 2) 
We develop new stages of these stories through interaction in the world; 3) We 
choose what language to describe the meaning in these stories through discussion 
with others; and 4) We feel ‘healthy’ when that story shows that we are able to meet 
life’s challenges optimistically.  
 
Defining Health as ‘positive narrative unity’ brings together the insights of 
Seedhouse, Antonovsky, MacIntyre, Taylor and Shotter. We can imagine that we are 
each the lead actor in the ‘feature film’ that is ‘my life story’, and a support actor in 
the ‘films’ of others. Health means that these are more than coherent stories – they 
are positive stories. Stories to be proud of.   
 
Thinking of health as a positive narrative unity has the advantage of being 
meaningful throughout the twists and turns of life, including difficult or ‘unhealthy’ 
times. It also provides a definition that could unite everyone and be practically useful 
– everyone can contribute to positive developments, whether mental, physical, social 
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or spiritual. However, the term can sound clumsy and academic. It might be better to 
use more familiar language for practical purposes. We can use language to describe 
how we feel - like happiness, love and fun; things we can do - like empower, help 
and give; things we can imagine - like vision, belief and hope. But in really difficult 
situations we may need to revert to the deeper meaning of positive narrative unity - 
for example, at end of life we may choose not to treat pneumonia when someone’s 
life story is complete, or treat if something is unfinished (e.g. not having said 
goodbye to a friend). 
 
 
Box Four: 4th Generation Evaluation – multi-method inquiry with local 
reflection  
 
As Heisenberg famously pointed out - what we see is not nature itself, but nature 
exposed to our method of questioning. If I look for hope I will see it; if I look for 
despair I will see that too. And the things I see are in any case only snapshots of 
more complex, interactive and co-evolving stories. Furthermore, the assumptions I 
make about the nature of the world affect the kind of thing I look for, and find. If I 
believe that the world operates like a machine I will naturally look for distinct 
replaceable components. If I believe that the world operates like a complex adaptive 
system I will naturally look for dynamic interaction between multiple ‘players’, each of 
whom is changing in response to changes in others.  
 
To gain authentic insights into community-oriented integrated care we need to look 
at it from different perspectives and with different kinds of lens. Guba’s analysis of 
three paradigms of inquiry – (post-)positivism, critical theory and constructivism – 
helps to do this [31]. Each paradigm makes different assumptions about the nature 
of the world (ontology) and the relationship of the researcher to it (epistemology). 
(Post-)positivism analyses distinct ‘machine’ parts. Critical theory maps inter-
connected fact(or)s. Constructivism allows us to feel emerging truths by personally 
engaging in the process. We can think of them as different lights that illuminate [33] 
different aspects of a dynamic situation. In a garden, positivism examines individual 
phenomena, for example a tree or a flower. Critical theory describes the inter-
connected contents of the whole garden. Constructivism feels moments of 
emergence – how the whole garden changes as everything reacts to everything else 
and how I feel about my place in that. All are useful. Together, these paradigms of 
inquiry reveal individual, mechanistic and organic aspects of the world. 
 
Research methods for positivism, critical theory and constructivism need to be 
faithful to the assumptions about reality that each ‘light’/paradigm/way of thinking 
makes. Research methods from positivism include randomised controlled trials that 
count individual facts and questionnaires that count individual observations. 
Research methods from critical theory include focus groups and stories that show 
how different parts of the ‘garden’ are relevant to the garden as a whole. Research 
methods from constructivism include participatory action research and vision 
workshops that help participants to feel the ‘winds of change’.  
 
We need all three of these paradigms of inquiry in community-oriented integrated 
care, to gain insights into different parts and different aspects of a whole system. 
Guba and Lincoln use the term ‘fourth generation evaluation’ (‘responsive, 
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constructivist evaluation’) to integrate these three evaluation paradigms [32]. It uses 
the learning organisation method, originally attributed to Kurt Lewin [34], of 
‘unfreeze-change-freeze’. At moments of ‘unfreeze’, stakeholders review data in the 
light of their different experiences and from this a shared story emerges that is richer 
than any one person’s account. 
 
 
Box Five: Leaders facilitate cycles of collaborative learning and coordinated 
change  
 
The machine image of the world leads to a belief that change happens in 
mechanical, ‘linear’ ways – direct and predictable effects of purposeful action. 
Consequently, a leader is imagined to be a hero who walks ahead of ‘followers’ to 
lead them to the correct place. This idea of leadership does not work well with the 
image of the world as a Complex Adaptive System and health as a Positive 
Narrative Unity, where complexity, uncertainty and co-adaptation are expected. 
Here, leaders are sense-makers [24] – they facilitate processes that help people to 
stand back and make sense of their lived experiences in the light of ‘bigger pictures’, 
then take collaborative actions to move forwards in good-enough directions.  
 
Learning Organisation theory shows how to help people from all parts of a system 
make sense of complexity and move forwards in good-enough directions. Senge 
describes five disciplines (Team Learning, Building Shared Vision, Mental Models, 
Personal Mastery and Systems Thinking) [35]. Argyris & Schon describe a) Single-
loop, b) Double-loop and c) Deutero-learning [36]; these three types of learning 
resonate strongly with the three paradigms of evaluation described by Guba (Box 
Four). Positivism, like Single-loop learning, looks for obvious, individual facts; Critical 
theory, like Double-loop learning, looks for deeper, hidden, inter-connected facts. 
Constructivism, like Deutero-learning, requires active participation in activities that 
help people to learn and change in concert (‘experiential learning’). They also chime 
with the complexity theory distinction between ‘simple’, ‘complicated’ and ‘complex’ 
phenomena.  
 
From these different bodies of knowledge comes the same idea – three different 
lenses see different and equally valuable aspects of the melting pot of life. If we are 
to stimulate positive social change in real-life situations we need to embed all three 
within cycles of collaborative learning and coordinated change, as in 4th generation 
evaluation (Box Four). Large group models, like Open Space and Real-Time 
Strategic Change [37] need to be embedded within these cycles because they 
enable large numbers of people to learn from insights from all three paradigms, 
including their own personal experiences. 
 
We also need to interact as equals. Transactional Analysis (TA) helps to understand 
that ‘equality’ is a dynamic thing that involves interacting with ‘other’ in positive, 
respectful and playful ways. TA highlights three ‘ego states’ – ‘parent’, ‘adult’ and 
‘child’, that we move between to play ‘games’ [38]. One person speaks from one ego 
state and indicates what ego state he/she expects the other to respond with; the 
other responds from that expected ego state and switches the conversation to 
indicate the ego state he/she expects the other to respond with. This continues until 
a ‘punch-line’ appears that indicates the end of the game. ‘Good’ conversations 
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result in a sense of ‘I’m OK; You’re OK’ [39] that gives a feeling of positive energy, 
equality and solidarity (and laughter). Conversations that get stuck in one kind of 
‘linear’ transaction (to and from the same ego states) feel manipulative and boring 
(and NOT equal). 
 
Repeated, creative, positive interaction, that treats ‘other’ as equal, changes ‘I’ into 
‘We’. It binds people together. This approach to social interaction is to be found in 
Buber’s distinction between ‘I-Thou’ and ‘I-It’ [40] and Freire’s ‘problem-posing 

education’ where learning happens less from transfer of information and more from a 

shared struggle to build a just world [41].  

Maybe, community-oriented integrated care can help us to rediscover, in modern 
terms, ancient wisdom about spirituality and love where people combine self-interest 
with respect for ‘other’; where people thirst for equality; where people appreciate 
mystery, uncertainty and positive change; where people are good custodians of this 
beautiful planet. 
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