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Understanding inter-organizational trust among integrated care service 

provider networks: a perspective on organizational asymmetries   

Abstract:  

Objective. To explore the factors that influence trust among the integrated healthcare service 

provider network in the context of seeking combined health and care services in the UK. 

Data Sources/Study Setting. Primary data were collected from three regional integrated care 

service provider networks from March 2016 to October 2017.  

Study Design. Explorative qualitative study and inductive methods from emerging findings. 

Data Collection/Extraction Methods. We conducted qualitative semi-structured interviews 

in three care networks and collected organizational documents from local integration boards 

from 2016 to 2017. Thematic analysis was performed in three large care networks with hospital 

staff, local councils, integration boards, and community and voluntary organizations under the 

NHS England Better Care Fund. 

Principal findings. Our findings reveal that trust among integrated care service provider 

networks is influenced by the following factors on various asymmetries: 1) recognition and 

knowledge asymmetries among care service partners of each other’s skills, expertise and 

capabilities; 2) capacity and financial imbalances within the network; and 3) organizational 

differences in management, culture and attitudes toward change.  

Conclusion. There is a need to improve competence recognition and capacity imbalances and 

to foster open minds toward change within networks to build trust to overcome divisions and 

facilitate integrated services among health and care organizations. 

Keywords. Trust, integration policy, service provider network, health and social care, joining 

up 
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Introduction  

An ongoing challenge for the National Health System (NHS) in the UK is to keep pace with 

the extra demands and to meet patient needs; therefore, integration of the health and care system 

has become a key element of the future of the NHS.  Over the past three decades, broad changes 

in integration practices between health and social care services have been occurring across 

North America, Europe and elsewhere (Campbell., 1998; Kodner and Spreeuwenberg., 2002; 

Ouwens et al., 2005) to provide better and more cost-effective health and social care. As a 

result, a considerable amount of published research on integrated care has focused on 

identifying factors that influence integration, such as service sectors, professions, settings, 

organizations and care types (Ahgren and Axelsson., 2005; Busse and Stahl., 2014; Kodner 

and Kyriacou., 2000; Valentijn et al., 2013). Inter-agency cooperation is fundamental to 

successful integrated care however low levels of trust in inter-organizational relationships 

among health and care players is perceived to undermine the collaborative good will toward a 

successful integration (Ham, 2012; Williams, et al., 2013). For example, existing study on 

social care find considerable effort was still needed to build relationships and develop trust 

between agencies (Jacob et al’s 2009). Wistow (2011) suggest trust and mutual confidence are 

important lubricants but are undermined by organisational restructuring in NHS reform. 

Furthermore, the leaders are advised to develop ‘strong relationships’ ‘built on trust and 

experience’ (Ham & Walsh, 2013). 

 

Despite the literature highlights the importance of trust, the loss of trust surrounding health, 

local government and care organizations has not been fully captured empirically.  Existing 

research into trust in the health and social care focuses on the changing nature of relational 

interactions between health professionals and patient (Anderson, L.A. and Dedrick, R.F., 1990; 

Thom, D.H. and Campbell, B., 1997; Andreassen, H.K. et al, 2006; Meyer, S.B. and Ward, 

P.R., 2008; Ridd, M. et al, 2009) or between professional autonomy and managerial 

imperatives (Brown & Calnan, 2012, Alaszewski & Brown, 2007) but not specifically to 
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problems of integration across the organisations. Although some studies consider perspectives 

such as leadership (Firth-Cozens, J., 2004; Vogus, T.J. and Sutcliffe, K.M., 2007; Wong, C.A. 

and Cummings, G.G., 2009), there is a scarcity of literature about inter-organizational trust in 

health and care organizations, which is essential for effective cross-cutting partnerships. 

To understand the factors that lead to the loss of inter-organizational trust in health and social 

care services, we conducted a qualitative exploratory research with local integrated care service 

provider networks in England under the National Integrated Care and Support Programme – 

the Better Care Fund (BCF). This study aims to explore the factors that influence trust among 

integrated healthcare service provider networks in the context of seeking to combine health and 

care services in the UK. This work was undertaken as part of ongoing integration programs 

under the BCF (Department of Health, 2016). This study will investigate the following research 

questions:1) what are the factors that cause the loss of trust surrounding health, local 

government and care organizations; 2) how does the trust loss affect integrated care and how 

to build the trust for effective cross-cutting partnerships? We studied healthcare challenges, 

existing integrated care schemes, and inter-organizational trust in collaborations within 

integrated care service provider networks.  

 

Methods 

We adopted a qualitative-exploratory approach to understand how people make sense of the 

trust and the experiences they have in the care networks. A detailed qualitative investigation 

was therefore appropriate for our purpose because 1) qualitative inquiry can improve the 

description and explanation of complex, real-world phenomena pertinent to health services 

research (Bradley, 2007); 2) the factors that lead to the loss of inter-organizational trust in the 

context of integration are not well understood; and 3) we were interested in the worldviews of 

key stakeholders involved in integrated care, including health, social care and local authorities’ 

experiences of the loss of inter-organizational trust. The reason why an explorative approach 

was used because there is very limited research on trust between health and social care 
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organizations and exploratory research is often used to tackle new problems on which little or no 

previous research has been done. We chose to study inter-organizational trust by focusing on the 

BCF program in the United Kingdom. The BCF spans both the NHS and the local government 

and seeks to combine health and care services. The BCF was created to improve the lives of 

some of our society’s most vulnerable populations, placing them at the center of their care and 

support and providing them with integrated health and social care services, resulting in an 

improved experience and better quality of life, which aligns with the vision outlined in the 

NHS’ five-year plan (NHS England, 2012). We selected the BCF in this research project for 

several reasons. First, the BCF is recognized as one of the most ambitious programs ever 

introduced across the NHS and local government, providing the largest financial incentive ever 

(Department of Health, 2016). Second, the BCF represents a unique collaboration between 

NHS England, Department for Communities and Local Government, Department of health and 

Local Government Association. The BCF requires cross-cutting partnerships to support local 

areas to plan and implement integrated health and social care services across England. 

Preliminary research of BCF revealed a problem with inter-agency relationships resulting in or 

generating low levels of trust relations, which was believed to be undermining the progress, 

with older people ‘falling through gaps’ between services (Williams, et al., 2013).  

 

Data collection  

We collected data over an 18-month period from March 2016 to October 2017 from three health 

and care networks. Each network covers a population of approximately 120,000 to 170,000. 

We interviewed 41 subjects, including healthcare professionals, nurses, integration managers, 

and community and voluntary organizations (Table 1). Individual interviewees were selected 

based on guidance provided by BCF integration program managers from local councils and 

levels of involvement with local integrated care pilots and initiatives. In addition, local 

integrated care plan and pilots’ documents were collected and notes and diagrams were created 

by the interviewer on site to document additional contextual data about each interview. The 
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narratives used in this research paper were generated from these interview transcripts. Each 

interview session lasted an hour on average and included subjects from different backgrounds 

offering rich perspectives on trust-based relationships.   

                                                         --------------------------- 

Insert table 1 here 

--------------------------- 

Our semi-structured interview questions consisted of two parts. The first part focused on the 

interviewee’s experience in delivering integrated services and working in cross-cutting 

partnerships. A flowchart describing the architectural view of the integrated care process and 

interaction among stakeholders was used to engage participants throughout these discussions 

(Appendix 1 shows an example flowchart for one local network). Consequently, the flowchart 

acted as a living document that evolved in each interview to facilitate the data collection 

process. Furthermore, specific questions were created based on each participant’s background, 

because they possessed vastly different knowledge, experience, and perspectives. The second 

part of the interview questions focused on factors that influence inter-organizational trust and 

their impact on integrated care. Moreover, we supplemented our interview with local integrated 

care plan and pilots’ reports.                                                        

 

Data analysis  

The data analysis involves three stages. In the first stage, all interviews were transcribed. We 

thoroughly examined what was said in each interview and iteratively converted the stories and 

thoughts into a written document. In the second stage, the transcripts were coded using thematic 

analysis and Nvivo 10. Once the data were collected, we attempted to identify and highlight 

passages in which interviewees referred to their thoughts and stories regarding the current 

integration of health and care services and inter-organizational trust. As our focus was on inter-

organizational trust, we drew on existing work in this area through systematic literature review 

(Table 2) to establish a framework for the deductive coding process, extracting excerpts from 
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our qualitative data that related to inter-organizational trust. This process identified important 

factors influencing inter-organizational trust. The first, second and fourth authors were 

involved in interview data analysis process including theme analysis and coding. The third, 

fifth and sixth author were involved in member checking. We inductively identified emerging 

themes surrounding the notion of trust in integrated care service provider networks. Codes were 

created to depict the frequency of occurrence of words and phrases to denote a theme. 

Subsequently, these themes were reviewed, defined, and named according to their content and 

organized into a taxonomy.  

                                                         --------------------------- 

Insert table 2 here 

--------------------------- 

Next, we independently examined and identified tentative descriptions of each of these areas 

and how they formed a basis for inter-organizational trust; furthermore, we assessed the factors 

that lead to the loss of inter-organizational trust among professional groups and organizations. 

The third stage focused the interpretive analysis on quotations from narratives. As we improved 

our appreciation and knowledge of integrated care network and trust dimensions, we developed 

a better understanding and continuously revisited trust factors in integrated care partnership 

until they encompassed all our findings. In addition local integrated care plan and pilots’ 

documents includes evidence base of challenges in care network, existing BCF schemes review 

and BCF plans in next two years. Especially BCF scheme review and plan includes existing 

inter-organisational collaboration projects such as discharge to access, social prescribing, 

living well partnership. The interview further complements the local plans with trust and 

organizational asymmetry issues that causes challenges of existing schemes.  As a result, this 

analysis identified various types of loss of inter-organizational trust that interviewees expressed 

as having an impact on integrated care networks (Appendix 2).   
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Findings  

Our findings relate specifically to local integrated care service provider networks, but some of 

the themes uncovered are likely to have broader applicability to similar care service networks. 

We found that perceptions of capability, recognition of competence and differences in capacity, 

funding, power and culture were the factors most mentioned as having implications for trust 

and care service integration processes among provider networks (Table 3).  

                                                         --------------------------- 

Insert table 3 here 

--------------------------- 

Capability perception and competence recognition 

A key factor affecting trust in the integration processes was the perception and recognition of 

the capabilities and competences of care service providers in the network. The inability to 

identify, monitor and review partners’ expertise was found to lead to the loss of inter-

organizational trust in a partner’s competence. This finding can be seen as a knowledge 

asymmetry within the network that influences referral processes (awareness to refer, longer 

assessment processes) and care model development (e.g., overlapping models). For example, 

knowledge asymmetry regarding partners’ expertise also frequently involved a sense that the 

health organization was not referring individuals to the voluntary sector because they were 

unable to identify partners with the necessary skills to support their care strategy. By 

identifying and capitalizing on partners’ expertise, service providers can enhance trust and 

continuity of care. This process can affect the perception of organizational boundaries and 

“closeness” between partner relations as shown in the comment below and quotation 1 and 2 

in Appendix 2.  

“The sector is made up of independent organizations, so the difficulty at the moment is anybody, anywhere 

within the system can’t know everything about the sector” (Integration program manager, Local council, N3) 
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Similarly, the health organization staff mentioned a trust issue below that affected assessment 

processes. Similar comment can be found in quotation 3 of Appendix 2.  

“They will not trust our assessment. Either take them (the patients) straight away or give us a decision and 

say we can’t cope with them and it’s time for them to move, perhaps” (Professional lead OT, NHS hospital, 

N3) 

 

Not being able to ascertain a partner’s (both health and social care organisations) inherent skills 

caused overlapping care models in the community. For example, participants from health 

reported below and other voluntary sector interviewees reported similarly in quotation 4 of 

Appendix 2.  

    

“There are similarities between the different models in our area, and if you think about it, the local authority 

works with people over 60 years old like we do, and some of what they are doing overlaps with us. So, I 

would say, there is overlap.” (Discharge service manager, Healthcare foundation trust/Integrated discharge 

team, N2) 

 

Some staff indicated a loss of confidence in service quality from partner organizations because 

of the varying levels of quality inspections as below and quotation 5 of Appendix 2: 

 

“How can we develop confidence in GPs and the secondary sector to refer to us? The confidence that their 

patients will get a quality service, because I think that’s not there for some people at the moment.” 

(Specialist Care Practitioner, Care home, N3) 

 

In other words, the hesitation to refer individuals and the overlapping developed models were 

partly related to the knowledge of and confidence in quality of care of partner organisations. A 

strong perception exists that an organization’s ability to easily gain information about a 

partner’s expertise in a multidisciplinary integrated care setting can affect the willingness to 

rely on each other with confidence that the other will reliably fulfill their expectations.   
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Capacity and financial imbalance 

Capacity challenges exist in care service provider networks in the context of wider challenges 

in local economies, such as the increasing population (particularly in those over the age of 65 

years). This challenge has led to capacity pressures for hospitals including increasing growth 

in non-elective care, A and E attendance, and pressure on urgent and emergency capacity. The 

capacity challenges in social care outside the hospital lead to delayed transfers of care and bed 

days lost, which in turn influence the trust and expectations of positive outcomes in the health 

and social service integration processes (see quotation 6, 7 and 8 in Appendix 2). The 

community and social care services also encountered similar capacity pressures, including 

increasing pressures on adult social care for community packages and care homes and 

increasing demand for planned (elective) care, which affect the expectation of service 

integration outcomes in the network:  

    

“The other problem with social services is that there is a great deal of human resources lacking. Carers are 

especially lacking. They have different mechanisms for hiring carers, and because they have different 

mechanisms, they buy it from the private sector. And the private sector will say either buy it for this length of 

stay, length or duration or don’t buy it. It’s a very tricky situation there, that’s where we need to start figuring 

out how we commission those carers” (Chair, CCG, N3) 

  

In addition to capacity challenges, the trust-related challenge was heightened with all 

organizations within local economies, including acute and community providers, CCGs, 

ambulance trusts and the local authorities, experiencing significant financial challenges. The 

participants from social service organizations felt that the financing provided to the health 

organizations was far less likely to be questioned when resources were allocated: 

 

“I think people see the council as taking children away from their families, putting old people in horrible, 

cheap homes, and emptying their bins. It’s a shame. It’s not right. I think it’s our job to correct that. I can’t 
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blame the public for thinking that. And it does mean that the NHS budget will be protected, and the social 

care budget clearly isn’t protected at all” (Partnership manager, Local council, N1) 

 

In many instances of care service networks, participants indicated that huge financial and 

operational pressures were driving the health organization and social care apart. Accordingly, 

they opted to draw strict liability boundaries to protect their vested interests (see below and 

quotation 9 in Appendix 2) 

 “I don’t believe we have been given enough money to run our statutory  services. We are trying our very best 

to come in within budget here, but ultimately, I believe we don’t have enough money. Sixty percent of the 

overall budget is allocated to health and 40% to social services, but we are scrutinized far more severely than 

health [services]” (Lead social worker, Hospice, N2) 

 

We also found that although financial pressure had restricted all partners’ capabilities and their 

financial interactions in the care service providers’ network, it was not always appreciated by 

all the organizations. For example, we found that some social and community organizations 

felt less supported and far from integration as below and quotation 10 in Appendix 2: 

 

 “I’ve been here for 8 years and prior to that, it was always known that health didn’t fund continuing healthcare 

funding to the level it should, and we have always had many arguments with them about it. But it’s always 

been accepted as, well, we can’t get that sorted. In terms of integration, stuff like that needs to be sorted out; 

it needs to be much more spelled out. If the health organization here is one of the lowest funders of continuing 

healthcare funding in the country, which I am told is right, how can that disparity happen and not be questioned 

by someone bigger than us? We can’t integrate if we are fighting over something as basic as this” (Trained 

Carer, Community Reablement team, N1)  

 

Given the capacity and financial challenges within care service provider networks, 

commissioning across the health organization and social care involves a fear of cost shifting 

between purchasers, nurturing a belief that protective structures are not in place for situational 

success. This fear led to a decrease in beliefs and intentions that partners will act fairly to create 
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positive outcomes for the good of the relationship, eventually leading to a loss of trust between 

health and social care because of capacity imbalances.  

 

Attitude toward change and cultural differences 

We observed some fears of change, identity loss and reduced operational and financial 

autonomy in the integration process from participants, given the differences in operations and 

financial size among healthcare providers’ networks:  

 

 “I think one of the fears from our side is that one will take over the other. And there is certainly a fear, I 

know, in social care generally that the government appears to be pushing for the NHS to take over social care 

rather than social care to take over the NHS. That is worrying for us in terms of our professional identity, 

social work profession standards can get lost in the NHS profession standards. So I can understand there is a 

fear there of being taken over by a more powerful organization” (Partnership manager, Voluntary action, N1)   

 

Some interviewees in social care organizations reported that their role was not perceived as 

equally important as health-employed individuals. Others indicated that although they were 

working closely with the health organization, certain organizations were dominating inter-

organizational initiatives and communications (also see quotation 11 and 12 in Appendix 2): 

 

“After that you know, it’s just been email contact and whatever discussions have been had through the CCG 

and the GP council, which we haven’t been part of. So at one level we are quite removed” (Personal 

independence coordinator, local Age UK, N1) 

 

In each of these cases, participants suggested that control is maintained by one or more 

organizations over others through operational or financial means. Accordingly, the perception 

of loyalty, satisfaction and equality in the partnership was compromised by fears of reduced 

operational and financial autonomy and identity. In contrast, participants from care service 
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provider networks where regular communications occur together among all organizations had 

a more positive attitude for the integration processes (also see quotation 13 in Appendix 2): 

 

“We have regular meetings, we all work together, within that [work there are] representatives from social 

services, community matrons, mental health nurse, OTs. So that is very integrated, and the way I get my 

referrals from NHS it’s much more joined up” (Area manager, Social care service, N3) 

 

Some participants in social care organizations identified that organizational or cultural 

differences with the health organization led to questions regarding the value of the “partnership” 

in their organization. The presence of these questions in the back of their minds meant that 

individuals began to shift their emphasis from collaborative activity to protecting their 

professional identities, positions and self-interests. Importantly, those emphasis shifts were 

narrated as responses to the lower perceived value of the social care organization, which 

prompted them to re-evaluate the relationship. After establishing their perceived value, 

collaboration no longer seemed as important, and the individuals realized that despite actively 

wanting to work toward joining up, they were discouraged by how they were seen and by a 

lack of mutual understanding. After working in both health and social care organizations, some 

participants realized that developing a mutual understanding was key to successful 

collaboration: 

 

“Social care works to a social care model; health works to a medical model. I have worked in health in 

joint social care teams... and I think the difference in thinking, values… and models… is what causes 

integration issues. I think once you build a relationship and understand each other, then collaboration 

works well. I think the key issue is people don’t understand each other” (Assessment team, Elderly & frail 

ward at hospital, N1) 

 

Some participants from local council integration boards indicated that these cultural 

differences impeded the smooth conflict resolution between health and social care managers; 
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this situation was identified as “people not wanting to change their way of working or 

behaviors”.  

 

“Some managers are quite set in their ways. It’s very difficult to change the way they do things because they 

don’t act on feedback, and they don’t want to interact with others in an “integrated” manner. I really don’t 

know what to do with them” (Integration program manager, local council, N3) 

 

When participants described loss of trust in terms of organizational or cultural differences, they 

reported feeling as though they were outsiders in the health organization, causing them to 

rethink the relationship. This realization led them to decide that investing further in the 

relationship was no longer a priority for them and that they should be concentrating on other 

aspects of their own organizations. Thus, a lack of commonality across organizational 

boundaries impeded trust, causing considerable difficulty in health and social care 

collaboration, because parties were not able to predict with confidence others’ actions, and this 

affected the ways in which they made sense of the exchange process. However, an open attitude 

was indicated as an important factor for successful combined services:  

 

“I visited a health hub and it looked very good. The director there was health employed. He was sitting in a 

health office with council workers, working with council workers all the time. He was so open to developing 

something together, and that’s one of the first times I have seen that in a person. Now, I could work with 

him and I could feel that the social care element was respected and brought into the system, just as much as 

the NHS’s views and vision were brought into the system. He was somebody who could work across the 

two, and I absolutely respected that. It’s rare to find that in a person, and we need more people like that who 

are open to both cultures and visions and are willing to incorporate them both into the overall system” (Area 

manager, social care service, N2) 

 

Discussion 
 

Conceptualizing the salience of trust to integrated care and the notion of a more collaborative 

whole-system model could provide useful insights to individuals and organizations trying to 
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achieve full integration. As services are continually challenged with growing uncertainty and 

complexity, the relationships we found between loss-of-trust narratives and integrated care 

partnerships could help individuals and organizations anticipate potential issues related to 

health and social care services integration. Our research findings align with existing literatures 

where similar factors affecting inter-organisational trust are identified in other domains other 

than healthcare (as shown in table 2). It also aligns with “information asymmetry” in economics 

where of perceptions of value of goods and services is the basis of trade but the asymmetry 

creates an imbalance of power in transactions. Implications such as transactions going awry, 

adverse selection, moral hazard, and monopolies of knowledge can also happen in care 

providers’ network. Drawing from various aspects from different care service providers, we 

can see that a clear view about the whole care network can have substantial implication for 

reducing organisation level asymmetry and hence building trust. Local government with a clear 

overview and strong history of integrated care initiatives are more inclined to trust and are 

better able to construct and share it, both individually and collectively in a whole-system model. 

Furthermore, modest and achievable trust building and integrated care model can lead to wider 

success in the care network. For instance, the discharge-to-assess scheme at Sheffield’s Frailty 

Unit is highly regarded within the NHS as successfully merging health and social services to 

deliver care to frail and elderly individuals. Therefore, others have sought to follow this model, 

and in doing so, they have begun to respect the social care element as much as the health one.  

 

Conclusions  
 

This research has underscored the point that inter-organizational trust is an essential element 

in the integration of health and care services, and it has also offered insights into different facets 

of trust in the integrated care service provider networks. Our work indicates that care network 

organizations working together and making the most efficient use of available resources could 

be facilitated by adequate competence recognition, capacity and financial support, mutual 

understanding and an open attitude toward an integrated approach. Our study provides an 
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important empirical investigation into the continual loss of inter-organisational trust following 

an integrated care initiative. Our findings emphasise the importance of asymmetry-based 

factors in relation to the loss of inter-organisational trust. Our analysis reveals that competence-

based trust and sense of partner’s credibility can be reduced due to knowledge asymmetry 

regarding lack of knowledge on partner’s skills and expertise. In the situation of asymmetric 

power between organisations, imbalanced capacity. It can lead to a reduced feeling of fairness 

and equality; sometimes it can even increase the fear of losing identity, which in turn can affect 

successful inter-agency planning and budgeting among health and social care organisations. 

The intrinsic culture and structural asymmetries that lie in different organisations, especially 

different perceptions and priorities on developing and maintaining inter-organisational 

relationships, can impede confidence and predictability in exchanging behaviours such as 

jointly managed programmes or services between health and care. As shown in table 4, trust in 

integrated care service provider network can be built in the following ways: 1) inter-

organisation learning of mutual competence and differences among partners in care network; 

2) set up organisation and individual spanners to facilitate services joining and involve 

personnel who have both health and social care experience for mutual understanding; 3) 

resource and leadership to balance the power, capacity and funding among organizations in the 

care network with clear commitment; 4) start from modest and achievable outcomes in trust 

building and integrated care model and gradually develop a trust building loop at all levels of 

the care network. We advance existing research by identifying empirical insights into 

asymmetries associated trust factors specifically to problem of integration across health and 

social care organisations.   

The limitation of this research is that the majority of participants were only selected from provider 

organisations but only a few of them from NHS England team, local CCGs and health & wellbeing 

board. Involving more of such participants would have a unique and overall perspective on the 

functioning of local care networks, the relationships between the organisations and the impact on the 

local BCF plans. Based on findings of this study, future research priorities will be impact of trust and 
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asymmetry in the whole network, wider integrated care systems (ICS) and partnerships for integrated 

care across UK. The findings can also inform integrated care research in other countries such as China 

and Europe where similar health care system reform is happening and further research will explore 

different trust aspect in different county and policy context. 
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Tables in the manuscript 

Table 1 List of participants, organizations, and involvement in integrated care and 

service provider networks 

Local care 

service 

provider 

network 

number  

Organization  Role  Involvement in Integrated Care Program (Better Care 

Fund in England) 

Network 1 

(N1) 

GP Practice 1 General 

Practitioner  

Working with community healthcare e.g., matron partners, 

developing shared care plans to support care coordination for 

care for frail older people 

Network 1  Local NHS 

Hospital 1 

Occupational 

Therapist  

Working in partnership with family and social care to promote 

mental and physical wellbeing 

Network 1  Voluntary 

Action  

Partnership 

manager 

Working in partnership with council, CCGs and community to 

deliver a Social Prescribing Pilot Project; supports individuals 

to access services and activities delivered by the voluntary 

organization 

Network 1  NHS Local 

South CCG  

General 

Practitioner  

Regularly engage with local authority to guide service 

redesign, maintain quality and safety, and inform 

commissioning intentions. 

Network 1  Local Age UK   Personal 

Independence 

coordinator 

Engaging with CCGs and reducing non-electives to hospitals; 

integrated care pathway design to help older people with 

multiple long-term conditions  

Network 1  Care home  Geriatrician 

Consultant 

Train care staff and participate in reach team to provide care 

service outside the hospital (reduce non-electives) 

Network 1  A&E Ward at 

NHS hospital 

Operational 

Manager 

Admission avoidance, assessment and get people home or to a 

community service   

Network 1  Elderly & Frail 

Ward at NHS 

hospital 

Assessment 

team  

Care transitions of frail older people from hospital wards to 

other non-acute community healthcare services. 
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Network 1 Short Stay Unit 

at hospital  

Nurse Admission avoidance/get people home; provides care for 

patients who are admitted and are either 

expected to be discharged within three days or who require 

assessment before being transferred to another ward. 

Network 1 Community 

Hospital 

Care 

Transition 

Coordinator 

Discharge referrals, coordinate with integrated discharge team, 

community reablement teams (CRT) and health hub to 

facilitate patient flow in the hospital. 

Network 1 Community 

Reablement 

Team (CRT) 

Trusted 

assessors/train

ed carer 

Community Reablement Teams rehabilitating patients outside 

the hospital setting for 6 weeks. Community Reablement (6 

Weeks) 

Network1  Healthcare 

Foundation 

Trust/Integrated 

Discharge Team 

Head of 

Physiotherapy 

Services 

Facilitates patient flow in hospital by working with community 

hospitals, community reablement teams (CRT), and care homes 

Network 1 Health hub  Hub manager Sending and receiving communications to social services and 

community referrals, acting as the signposting system for 

ensuring referrals get to the right healthcare organizations from 

the hospital’s front end.  

Network 1 Social care 

service 

General 

manager 

Set standards and processes, within the context of the service 

priorities and principles of increasing user choice and control 

over the support they receive 

Network 1 Local 

government/ 

council  

Partnership 

manager  

To manage Adult Health and Social Care Services and manage 

the Health & Social Care Partnership  

 

Network 2 

(N2) 

Local NHS 

foundation trust 

hospital  

Nurses  Involved with general Non-Elective Admissions Situation 

(Outpatients)  

Network 2 Hospice  Lead Social 

Worker 

 

Working in partnership with healthcare organization, CCGs 

and nursing team to provide end-of-life and palliative care. 
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Network 2 Care home  Trained 

Nurses  

Reach team to provide care service outside the hospital (reduce 

non-electives) 

The interviewee is trying to train care staff out in the 

community slightly more to reduce the likelihood of patients 

becoming non-electives. 

Network 2 Orthopedics & 

Surgery Ward at 

NHS hospital  

Surgeons  Integrated care pathway design and hospital at home  

Network 2 Neurology & 

Stroke Ward at 

hospital 

Staff nurse  The stroke team liaises with community team for stroke care   

Network 2 Rapid Response 

Team at 

hospitals 

Occupational 

Therapist  

Carry out admission avoidance, build a care package, 

coordinate with social services and bring the required care into 

the hospital to handle non-electives. 

Network 2 Voluntary 

Action 

Partnership 

manager  

Support the social prescribing project to improve patient well-

being and health by putting them in contact with voluntary and 

community services, thereby reducing GP appointments and 

non-electives. 

Network 2 Healthcare 

Foundation 

Trust/Integrated 

Discharge Team 

Occupational 

Therapy 

Professional 

Lead 

Facilitates the patient flow in hospital by working with 

community hospitals, community reablement teams (CRT), and 

care homes 

Network 2 Service 

Navigation team 

at NHS hospital 

Nurse  Provide expertise and collate information that drives discharge; 

liaising with community hospital, patient families, friends, and 

social services. 

Network 2 Local Age UK  Personal 

Independence 

coordinator 

Supports the project that enables elderly and frail individuals to 

carry on living independently at home, prevents them from 

unnecessarily being admitted to hospital, and reduces the 

number of GP appointments, NHS 111/999 calls, walk-in 

centers, and urgent care services they are likely to use.  
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Network 2 Rapid response 

team at hospital 

Social worker  Carry out admission avoidance, in the hospital’s front end 

rapidly building care packages 

Network 2   Local clinical 

commission 

group 

CCG Chair Coordinate with general practices to establish agreements for 

service provision 

Network 2 Social care 

service 

Area manager, 

social care  

Working with GP and community services for integrated 

patient journey  

Network 2 Social care 

service 

Community 

project 

manager 

Integrating community teams by integrating health and care 

professions to provide more person-centered care and reduce 

the need for admission to hospital 

Network 3 

(N3) 

Local Healthcare 

Foundation Trust 

Community 

Psychiatric 

Nurse 

Networks of practices continue MDGs, care planning, care 

navigators, coordination and working with local providers to 

provide care (e.g., community and/or mental health) 

Network 3 Service 

Navigation team 

in local NHS 

foundation trust 

hospital 2 

Nurse Support admission avoidance and assess people in their own 

environment as opposed to a hospital setting, as there is a 20/80 

ratio of individuals treated in their own homes, with individuals 

staying home 80% of the time. 

Network 3  Local 

government/ 

council  

Local 

integrated care 

program 

manager 

Regularly engage with CCGs, residents, service users and 

carers to guide service redesign, maintain quality and safety, 

and inform commissioning intentions. 

Coordinating local integration board 

 

Network 3 Acute Medical 

Ward at hospital  

Doctor Offers rapid access to adult inpatient and diagnostic services 

and transfers to relevant wards 

Network 3 Care home  Specialist Care 

Practitioner 

Provides patients with an extended period, i.e., 6 weeks, to 

recover and prevent them from going into care homes, with 

Reablement Social Care Package 

Network 3 NHS hospitals  Care crew  Discharge support, go around the hospital and get people out, 

washed, and dressed and into the discharge lounge from the 

ward  
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Network 3 GP surgeries General 

Practice  

GP surgeries contact everyone over 70 years to be proactive 

and preventative for health status.  

Network 3 Service 

Navigation team 

at NHS hospital  

Nurse Provide medically fit list of individuals who are medically fit 

and ready for discharge but are unable to be accommodated by 

social services for some reason, e.g., a lack of capacity or 

arrangement for delayed transfer.  

Network 3  Local Age UK Personal 

Independence 

Coordinator 

Support the management of frail older individuals within the 

community and prevent acute hospital admission  

Network 3 Voluntary action Partnership 

Manager 

Interacts with community and voluntary organizations and 

supports them to prioritize statutory agencies 

Network 3 Local clinical 

commission 

group 

CCG Chair  Work with Council alongside partners from health, social care 

and the voluntary sector to better integrate health and social 

care services  

Network 3 Social care 

service 

Area manager Manage a multidisciplinary team delivering specialist social 

care and enablement services for older people and 

physically disabled people  
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Table 2. Factors affecting inter-organizational trust 

 

Factors Sources 

Perceived value of knowledge, expertise and capabilities of less 

dominant organizations 

Sako and Helper 

(1998) 

History of interactions among organizations MacDuffie (2011) 

Cultural differences between organizations Ariño et al. (1997) 

Levels of information sharing, knowledge and learning among 

organizations 

Das and Teng, (2001) 

Organizational/individual attitudes to change Van Dam et al. (2008) 

Perception of the psychological contract i.e., expectations both 

between individuals and organizations 

Grimshaw et al. (2005) 

Perceptions of organizational justice i.e., fairness Zahheer et al. (1998) 

 Job security or other similar reward Stahl et al. (2011) 

Broader social, economic and demographic context Rousseau et al. (1998) 

Levels of organizational independence Nooteboom (1997) 

Funding streams and budgets, financial responsibility and 

accountability 

Smith and Barclay 

(1997) 

Restrictive/conflicting laws and regulations Ring and Van de Ven 

(1994) 

Controlling power differences   among organizations  Bachmann (2001) 

Staff engagement and leadership  The King's Fund 

(2012) 
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Table 3 Summary of Themes and Subthemes Emerging from the Finding

Asymmetry in capability perception and competence recognition 

 Knowledge and trust of partners’ skills, expertise and capabilities in service network influence the referrals 

and service joining up processes 

 Perception of voluntary service quality varies at different levels 

 A top-down recognition of social services as a valuable commodity drives the collaboration 

 Creation of overlapping care models without considering existing community care models 

 Contractual safeguards help to set expectations for roles and responsibilities for collaboration   

 There is a lack of recognition on partners’ competence and trusted assessors will be helpful to avoid 

duplicated assessment (e.g., care home and hospitals) 

Capacity and financial imbalance lead to less willingness in service joining 

 Individuals in less dominant organizations such as social services are uncertain about partners’ future 

actions/behaviors. There is an imbalance in that health organizations are financially favored where there are 

cuts to valued services 

 Capacity in both health, community and social services is important to build up trust for joining up  

Cultural differences and attitudes to change 

 Feeling of being part of the integration program is helpful for service integration 

 Regular meetings with all service providers drives the integrated approach 

 Fear of change, identity loss and reduced operational and financial autonomy in the care service integration 

 Organizational priority differences between health and social services e.g., different levels of importance are 

given to the partnership in different organizations.   

 Management style and culture sometimes are conflicting, different performance regimes and reporting 

requirements, low tolerance to change.   

 Openness in staff attitude is indicated as an important factor for successful joint services 
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Table 4 Building Trust at Care Provider’s Network 

 

 

 

 Regular inter-organization learning of mutual competence and differences among the integrated care 

service providers network. Inter-organization workshops and seminars can be organized, where health and 

social care parties in the network present and work in teams to increase mutual understanding of partners’ 

competences and improve perceptions of quality/value of service qualities (lesson stereotype impressions, 

negatively experienced dissimilarity and overlapping models)  

 

 Involving personnel who has personal experiences of other partners in the care network, e.g.  health staff 

who has previously worked at social care organization and vice versa can enhance mutual understanding 

of competences and tolerance of organizational and cultural differences in the network. At an individual 

level the ability to tolerate dissimilarity is needed in order to be able to enjoy the benefits of complementary 

(by definition dissimilar) actors. 

  

 Resource and leadership to balance the power, capacity and funding among organizations in the care 

network is needed as the underpinning support to build the trust in the care network. Leadership and 

resource planning must be developed in ways that break down rather than reinforce silos between structural 

and interpersonal exchanges for cross-boundary management in integrated care. Inter-organization 

adaptation such as transfer of key personnel in the integrated care network could be a sign of commitment 

enhancing trust, increase the motivation for collaboration and potentially enables some consideration for 

learning and best practices.   

 

 Organizational and individual boundary-spanners with knowledge of both health and social care 

organisations need to be assigned as a “translator” in order to gain understanding on competence and issues 

such as capacity, structure changes and finance. Organisational/individual boundary-spanners and network 

principles (e.g. integrated care system) should converge in order to meet the expectations set for partners 

and network.  

 

 Information of organisations related to integrated care services should be given promptly and frequently 

and also some negative aspects should be revealed to partners or through boundary spanners. In addition to 

fact-based information also information on feelings, intentions and opinions could be communicated, to 

build a trusting relationship and openness at personal level.  

 

 Clear commitment between health and social care partners could materialize in the relation-specific 

investments (e.g. time and responsibility of organizational and individual boundary spanners) to set 

expectations for roles and responsibilities for collaboration. At individual level the role clarity brings 

predictability and role stretching creates a feeling of adjustment to needs. In order to create a sufficient 

feeling of openness and security necessary for trust, organizational boundary-spanners should be made 

clear to potential partners in the care network.  

 

 Instead of trust building at all levels among the network, a pragmatics way forward is to aim for modest 

and achievable outcomes in the first instance and gradually develop a trust building loop to nurture and 

sustain the trust. Individuals and organizations can adopt small win approach by identify partners and 

staring with modest but joint actions for integrated care service. The success of integrated care services 

through small wins can breeds a greater level of trust across the care provider network   
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