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Community care for severely frail older people: developing explanations of how, why and 
for whom it works 

Abstract  

Background: A Community Wellness Team was implemented in the North East of England in 

2014, in line with national policy directives to support frail older people in the community. 

The service provides a comprehensive and integrated care package, which aims to reduce 

avoidable admissions, inappropriate service use and enable patients to stay at home. 

Design: A realist design combining a review of the literature and primary data collection 

from service providers and patients was used to develop programme theories explaining the 

links between the Team interventions and expected outcomes.   

Results: Five programme theories were developed, detailing: trust development and 

relationship building; risk minimisation in the home environment; advice on self-

management; referral to preventative services; coordination of services.  

Discussion: The programme theories explain the role and impact of the Community 

Wellness Team. These programme theories are interrelated and impact one another; a 

hypothesised progression of programme theories indicating how the Community Wellness 

Team ‘works’ is discussed. Of particular importance was the comprehensive initial 

assessment, which leads to the alteration of the social and physical environment within 

which older people live.  

Conclusion: Severely frail older people present cases that are complex socially, medically, 

financially and environmentally. In order to meet these needs, the Team coordinators are 

adopting a complex and flexible person centred approach. 
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Implications for practice 

What does this research add to existing knowledge in gerontology? 

- Community support for severely frail older people works best through 
complementing pre-existing informal care networks. 

- Key aspects are the development of trusting relationships, continuity in care, and 
consideration for the broad psychological, social and environmental needs of the 
severely frail older person.  

 

What are the implications of this new knowledge for nursing care with older people? 

- In community care for severely frail older people, nurses operate best within a 
wellness framework that allows them the time to develop trusting, stable and long 
lasting relationships with patients. 

- Nurses need to be able to attend not only to health care needs, but also meet the 
environmental, psychological and social needs of severely frail older people living at 
home. 

- Our research supports claims that person-centred care requires active participation, 
empowerment and leadership from staff and patients in the co-production of their 
health. 

 

How could the findings be used to influence policy, practice, research or education? 

- This study paves the way for further research into the care networks surrounding 
severely frail older people living in the community, and how they can most 
effectively be implemented.  

- Research concerning the number and type of care providers involved, their tasks, 
and the interactions between the individual care providers, and the relationship with 
severe frailty is in its infancy.  
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Community care for severely frail older people: developing explanations of how, why and 
for whom it works 

 

Background 

A Community Wellness Team (CWT) was established in the North East of England in 2014, in 

line with national policy directions to shift the balance of care from hospital to community 

(Imison et al., 2017). The Team provides a comprehensive and integrated care package for 

severely frail patients aged 75 or older, with the aim of reducing avoidable hospital 

admissions and enabling home living for longer. Key components of this include care 

planning, advanced care planning, care coordination and case management. The Team’s 

approach inscribes itself within a wellness framework that promotes self-management and 

shared decision-making. They aim to address social isolation, which has been identified as a 

risk factor for hospitalisation (Giuli C et al., 2012). Thus the CWT provides preventative care, 

whilst maximising both vertical (community, primary and secondary care) and horizontal 

(health, social and other care services) integration.  

 

A federation of 12 general practices serving an overall population of 91,092 delivers the 

service, in a rural area with dispersed small villages and market towns in the North of 

England, where older people tend to be resilient and resistant to “bother the doctor”.  The 

electronic frailty index is based on the accumulation of clinical signs (e.g. tremor), symptoms 

(e.g. vision problems), diseases, disabilities and abnormal test values. Patients scoring over 

0.36 and are classed as severely frail (around 2000 patients) and are flagged on General 

Practitioners (GPs) systems. GPs then use additional clinical judgement to decide whether 

the person would benefit from a referral to the CWT. The Team includes Nurse Practitioners 
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(including mental health nurses), Specialist Nurses (COPD, heart failure and geriatrics), 

Healthcare Assistants and Care Coordinators.  This article reports on an initial small-scale 

study of the CWT, which is set to pave the way for a more thorough evaluation.  

 

Literature  

With changes in demographics internationally and public service purses being tightened, 

health and social care services have to find new, more cost effective ways to meet rising 

demand. International policy has focused on ‘ageing in place’ as one way to meet cost 

demands whilst also adhering to patient preferences (World Health Organisation, 2015). 

Ageing in place refers to ‘the ability of older people to live in their own home and 

community safely, independently, and comfortably, regardless of age, income or level of 

intrinsic capacity. This is generally viewed as better for the older person and may also hold 

significant financial advantages in terms of health-care expenditure’ (World Health 

Organisation, 2015, pg. 36). In the UK in particular, there is a policy and practice trend to 

move care away from costly secondary care services, and closer to people’s homes (Imison 

et al., 2017). Case management, care co-ordination and integrated care have become well 

established and have characteristically been provided through multidisciplinary and 

community-based health and social care teams. Typically, these teams focus on improving 

care post-discharge from hospital and/or to avoid hospitalisations by concentrating on ‘at 

risk’ individuals in the community (Wodchis et al., 2015, Goodwin et al., 2013, Goodwin, 

2016, Pearson et al., 2015, Janse et al., 2017). There are debates within the literature on the 

specific definitions of each term, which are beyond the scope of this study, although we 

draw on this body of work. For the purpose of this study, the search terms were developed 

based on what the CWT understood their practice to be, rather than academically 
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established consensual definitions. The CWT shares some of its features with other place 

based ageing interventions, such as those described in the CAPABLE trial in the United 

States of America (Szanton et al., 2014). There are however key differences, in that the 

population looked after by the CWT is significantly older, and the intervention is not time 

limited.  

 

At the level of individuals, the presence of a named coordinator, who can facilitate access to 

care and provide continuity to focus on supporting service users and carers to become 

resilient has been suggested to be preferable to a purely clinical focus (Goodwin et al., 

2013). Care co-ordination programmes take time to mature and become accepted by 

professionals, patients and embedded through care settings (Goodwin et al., 2013). The 

National Coalition on Care Coordination states that care coordination should: be patient 

centred; supportive of family and informal caregivers; accessible; take an interdisciplinary 

approach; focus on chronic care and health care transitions in particular; bridge health and 

social services; employ a comprehensive assessment; and implement and monitor a flexible 

care plan (National Coalition on Care Coordination, accessed June 2018). There is thus a 

broadly consensual understanding of what successful approaches to care co-ordination and 

integrated care should contain (Goodwin et al., 2013). However, the lack of evaluation in 

this area means there is scant evidence to support a positive association between better 

care co-ordination, integrated care and improved patient experiences, care outcomes and 

financial efficiencies (Imison et al., 2017). 
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The aim of the study was to develop initial explanatory (programme) theories to enhance 

understanding of the CWT, who it works for and in which circumstances.  

 

Methodology 

Realist evaluation is a theory driven approach, underpinned by scientific realism, which 

seeks to understand not only whether an intervention works, but how it works, for whom 

and in what circumstances (Pawson and Manzano-Santaella, 2012). It acknowledges that 

interventions take place within complex social systems (Pawson and Tilley, 1997) and is 

therefore well suited to studying interventions, such as the CWT, with complex and 

potentially multiple pathways from implementation to impact. The formulae Context + 

Mechanism (Resource and Reasoning) = Outcome (C+M=O) is used as a heuristic to make 

explicit the ways in which interventions may have different effects depending on the 

contexts into which they are introduced (Westhorp et al., 2011, Dalkin et al., 2015). Using 

CMO configurations, causation is thought of as generative (Pawson and Tilley, 1997), driven 

by underlying causal mechanisms including resources provided by the intervention, and 

reasoning of the participants. However, these mechanisms only ‘fire’ when they occur in a 

facilitative context, leading (or not) to observed outcomes. For example, a care visit is 

considered to be a resource that alters the context into which it is introduced (C; the 

severely frail older person’s life with co-morbidities and difficulties caring for themselves), 

triggering a change in patients’ reasoning (M; their self-efficacy to remain at home 

increases), leading to a particular outcome (O; reduced unplanned admissions). If the 

severely frail older person were currently managing well at home, potentially with regular 

support from family, then care visits would be less likely to reduce unplanned admissions. 



8 
 

CMO configurations are used as explanatory formulae (otherwise referred to as realist 

programme theories), which are 'tested' through empirical data and refined as the research 

progresses. They thus postulate potential causal pathways between interventions and 

impacts, and expose the underlying mechanisms through which different components of an 

intervention can logically lead to measured outcomes. 

 

Methods 

The CWT is operationalised through a combination of care planning, advanced care 

planning, case management and care coordination. However, based on their experiences, 

CWT members thought that the key to their success came from the fact that they reduce 

social isolation. Searches were conducted in the Northumbria University search engine 

(which includes key databases, such as CINAHL, MEDLINE and ASSIA) combining each of 

these terms in turn with ‘social isolation’. This highlighted 15 articles that focused on older 

people. Reference lists of these key articles were then checked for any reference clarifying 

in particular the process of care planning, advanced care planning, case management or 

care coordination in severely frail older people. Systematic reviews, or reviews of reviews 

were prioritised as they gave instant access to a breadth of literature on the topic. Twenty-

six articles were thus uncovered, all focussing on severely frail older people. Each article was 

submitted to a systematic data extraction phase, detailing author, title, brief quality 

appraisal and methods detail, and potential context, mechanisms and outcomes. This phase 

was key in formulating initial realist programme theories.  
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A focus group was undertaken with all CWT members (n=7 participants) and aimed to 1) 

gain a greater understanding of how the CWT functioned 2) understand the specific 

contextual factors that may impact on the CWT and 3) to address gaps in knowledge in 

reference to the literature review. The focus group was digitally recorded and transcribed 

verbatim.  

Two CWT members undertook the interviews with a convenience sample of five patients. 

The care coordinators, who have established relationships of trust with patients acted as co-

researchers and approached potential participants in person. A patient interview schedule 

was formulated based on the findings of the literature review and the focus group 

discussion. The interviews were recorded, transcribed verbatim and incorporated in the 

realist analysis. 

The participating patients were also asked whether they would agree for their anonymised 

case notes to be shared with researchers. In turn, these, which provided invaluable 

information on the socio-medical contexts of the intervention, were incorporated in the 

realist analysis. Patients were all 75 years or older and on the current CWT caseload. All 

primary (focus groups and interviews) and secondary (medical case notes; literature review) 

data and were analysed within the realist framework. Practically, the data was screened for 

context, mechanisms and outcomes which could impact on one another. This led to the 

formulation of five programme theories detailed in the following section.   

 

Ethical approval was granted through Northumbria University Ethics Committee. Given the 

local nature of the data collected and limited number of participants, this was considered an 

evaluation study with little potential for generalisability across settings; the local R&D office 
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confirmed that the study did not require REC approval. However, every step was put in 

place to protect anonymity and introduce as little disruption in people’s routines as 

possible. After receiving a study information leaflet and being given the opportunity to ask 

questions, patients were asked to sign a consent form, through which they could agree to 

take part in the interviews, the case note sharing, both or neither. It was made clear to them 

that they could withdraw from the data collection at any point and that this would not 

affect their care in any way. The potential implications of using gatekeepers are discussed in 

the limitation section. 

 

Findings 

Our analysis points to the CWT operating a five-pronged approach to the prevention of 

hospital admissions. These are presented in the following paragraphs as realist programme 

theories, illustrated by quotes from interviews with patients (P1 to P5), the focus group (FG) 

and observations from their medical case notes (CN). In the following section, each 

programme theory is stated in turn, and supporting evidence is provided. 

 

1. Trust development and relationship building 

Programme theory 1: In a context where patients are severely frail, socially isolated and are 

often resilient and reluctant to use National Health Service (NHS) resources (Context), the 

CWT offers an hour long initial assessment, personal continuity, and solves pragmatic issues 

(M - resources). This leads to rapport and trust being established between the care 

coordinator and the patient (M- reasoning), who is then keen to engage with the Team and 
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their advice (proximal Outcome). On the longer-term, patients are more likely to access 

more appropriate, preventative, services (distal Outcome). 

 

The literature exposes how despite socio-cultural and disease-related complexities, patients 

often pursue the (unrealised) ideal of an engaged therapeutic relationship with an 

understanding clinician (Sheridan et al., 2012). This was corroborated by the data: 

P2: “My doctor stands and leans on there and she just says yes and no and err, I’ll say 

are you coming again? Err well yes, in about a fortnight’s time. And sometimes she 

never comes at all. So what do you do? Either ring them, or, don’t bother.  

Interviewer: And you tend to… Not bother.” 

Social isolation among older, severely frail people is an acknowledged health risk linked to 

hospitalisation, both in the literature (Longman et al., 2013, Windle et al., 2011, Mistry et 

al., 2001) and by the Team:  

“I think it heightens or compounds any condition that they have really when they’re 

socially isolated.” (FG) 

In this context, taking time to undertake the initial assessment was seen as key in 

establishing rapport: 

“You go in there and the first assessment is an hour, you give yourself an hour, as 

district nurses you only get 10 minutes… the patients know that [district nurses are] 

going in there to do what you need to do, and then you’re back out…”  (FG) 

Brophy (2014) corroborates this, highlighting how in successful models “first-name, caring, 

personal relationships in which the care coordinator was an advisory friend who got to 
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know the individual and connected with him or her at a personal level” (p.397) is key. This 

continuity of care and personal relationship could take the shape of the CWT pre-empting 

needs at weekends for example: 

“It’s putting systems in place so that they know, you know, particularly vulnerable 

ones I have been known to ring them on Friday and then ring them on Monday. So 

Friday to make sure they’re ok for the weekend and Monday, as a bit of reassurance, 

and putting rescue packs in with medication for recurring UTIs [Urinary Tract 

Infections] or CPD [Cardio Pulmonary Disease] management, just to give them that 

bit of reassurance.” (FG) 

The literature highlights personal continuity and enabling access to care as key ingredients 

in care coordination (Goodwin et al., 2013, Roland et al., 2012, Wodchis et al., 2015, 

Naithani et al., 2006). The CWT establishes rapport through taking the time to get to know 

patients and assessing their social and mental health needs, as well as their physical health. 

The Team is well aware of the crucial importance of continuity of care for patients:  

“I always leave them my number and I say, you know, I will visit them again in 6 

months but if they have anything in the interim or if they have any queries or 

anything they’re not sure about then I give them it on the big blue post-it note and 

then they can give me a ring. (I: and do they?) They do!” (FG) 

Cornell et al. (2012) emphasise the importance of relationship building and trust. The link 

between long term care and the need to reduce social isolation has also been highlighted by 

Longman (2013), Russel and Schofield (1999) and Mystry (2001), particularly with regards to 

the time it takes to build relationships. This was reflected in the focus group: 
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“Once you sort of make that connection and build that relationship it goes a long way 

to trust, it’s the trust. […] I’m the only person that she’ll speak to, that she feels is 

listening to her.” (FG) 

Cattan et al. highlighted a weak link between home visits and reduction in social isolation 

(2005). Focus group members agreed with this, explaining how single visits would not allow 

sufficient time to develop a supportive relationship: 

“You maybes need to go back two or three times until they accept you as part of their 

life as a carer, someone who cares for them, and it’s a gradual process.” (FG) 

The time spent in the visits and the quality of the relationship is therefore key to achieving 

an impact. This is further demonstrated by patients’ keenness to engage with the CWT: 

P1: “I look forward to you coming… you have helped me. Set my mind at rest…. I can 

trust you”  

P5: “If we’ve got a problem … we can always rely on you.” 

These comments reflect people’s social isolation as well their appreciation of the contact 

with the CWT. They are then keen to engage further as they feel they receive reliable help 

and information, which is key for self-care.  

P5: “it’s nice when you can pick it up and just get good solid information from you.”  

This programme theory was the most substantiated by our data, reflecting the central 

importance of the personal relationships the CWT fostered. 
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2. Risk minimisation in the home environment: 

Programme theory 2: Patients are severely frail older people who live in environments ill 

adapted to their needs (Context). The CWT offers achievable advice and solves practical 

issues (M - resources). This leads to trust in the CWT and other NHS services (M - reasoning), 

which leads to risk minimisation (proximal outcome) and prevention of potential accidents 

(Distal outcome).  

The focus group highlighted unsuitable home environments:  

“The lady [we] went to see was putting her bin bags in a wheel barrow and wheeling 

them down a really long track to the main road because the bin men won’t go up to 

her house to collect the rubbish.” (FG) 

This 82-year-old woman lives independently. She has asthma, osteoporosis, hypertension, 

mild dementia, digestive troubles and depression. She doesn’t have central heating, is 

known to collect firewood by hand and has previously fallen in the woods. (CN) In this 

complex socio- medical context, the CWT provides practical and achievable advice, and 

addresses key practical issues: “I rang the council [so bins would be collected directly outside 

the house]” (FG). The CWT also arranged a loft insulation, as the house was very cold and 

she was therefore at risk of chest infections over the winter (CN).  These small but 

significant interventions helped build trust and minimise risks. 

“By the next week I got a phone call from her saying they [bin men]’d come to her 

house and collected it… So now she’s over the moon and she would like us to help her 

with other things.” (FG) 

Potential accidents were thus avoided and the patient felt able to engage further. As this 

was a lady who would not have normally to engaged with health care professionals, it was a 
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significant and positive step. Evidence from the literature suggests that an effective, 

problem solving care coordination model can encourage such patients to become more 

proactive in the management of their own care, improve their mental health and quality of 

life (Goodwin et al., 2013, Claiborne, 2006). Bass (2013) highlights how health impact may 

take up to six months to become apparent, which corroborates the Focus Group data on the 

time it takes to build effective relationships. Impacts on clinical adherence, patient 

experience and utilization outcomes have been shown in the literature (McDonald et al., 

2007). An example was provided of a patient who was receiving a GP visit twice a week over 

an extended period of time, because of the complexity of her needs: 

“We managed to get that lady persuaded to be catheterised which has stopped her 

[recurring] urine infections […] so symptomatically really she’s a lot better. She’s got 

emphysema so she’s not up and down to the toilet so frequently so it’s helped with 

her breathing, so its took quite a while to manage her but she probably now only gets 

a [GP] visit once every 3 weeks and perhaps a telephone call once a week or once a 

fortnight. So it’s had a big impact on her.” (FG) 

This approach to risk minimisation also contributes to programme theory 1 (trust 

development and relationship building), as the solving of practical issues serves to 

demonstrate the reliability and dependency of the CWT, which in turn means that patients 

are more likely to engage for other health related issues.  

 

3. Advice on self-management 

Programme theory 3: For patients with complex and changing needs linked to 

multimorbidities (Context), the CWT offers practical and achievable advice, including rescue 
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packs, frequent contacts and solutions to broader issues (M - resource). This provides 

increased knowledge of what to do in an emergency or at weekends / reassurance that the 

issue can be dealt with at home (M - reasoning); this means that exacerbations are better 

managed (Outcomes).  

 

P3 is a 90-year-old woman with osteoarthritis, hearing loss, kidney disease, hypertension, 

diabetes, angina and recurrent urinary tract infections (CN). Whilst her physical health 

issues are being treated at the GP surgery, the team describes a “spiral of loneliness, 

depression and psychosomatic issues with this lady. Her usual social support network has 

broken down of late because of ill health and perceived loneliness” (CN). Lots of practical and 

achievable advice was given in response, including rescue packs, frequent contacts and 

solutions to broader issues. This was operationalised through frequent Team visits and 

organised periodic admissions in a care home enabled her to rest and be cared for in a safe 

environment, while not leaving her home permanently. Her case notes state: “She is 

struggling to retain her independence at home but I feel that a period of periodic respite 

would significantly improve her quality of life and her affect which is currently quite low.” 

(CN) The literature also emphasises the need for such broad preventative interventions 

(Peikes et al., 2009, LeBlanc and Jacelon, 2018), which were further corroborated in the 

focus group: 

“And there’s lots of patients with chronic obstructive airways [disease], that 

exacerbate and end up in hospital so we’ve worked with the patients doing 

management medications, management information, so that they have rescue 

packs, so that they can start the treatment to avoid them going into hospital.” (FG) 
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In response to this, patients have increased knowledge of what to do in an emergency or at 

weekends and is reassured that the issue can be managed at home. P3 also knows that she 

can access periodic respite, where all of her needs are addressed in one place but then 

return home. She states:  

P3: “It’s getting harder to make meals and I’m ready for that rest and, as I say, (Team 

coordinator) has followed through to ensure I get that rest.”  

Giving this patient periodic episodes of rest, where all her needs (including social needs) can 

be catered for without losing her home, has significantly improved her quality of life, and 

her ability to cope between care episodes. She now keeps frequent contact with her care 

coordinator. 

However, this also highlights how service use may increase in the shorter term, as patients 

access targeted preventative services they might not have engaged with otherwise.  

“It’s sometimes just simple things as well like […] having an OT to assess them, […] 

they might need a bath chair or railings or, just simple things like that, care link 

bracelets or necklace. It makes them a lot more safe.”  (FG) 

Such patient focussed problem solving approaches have been shown to improve wellbeing 

and cognitive functioning (Claiborne, 2006). Furthermore, Mistry (2001) showed that 

patient perceived physical health was a better predictor of re-hospitalisation than 

professionally assessed illness ratings. This demonstrates the importance of engaging with 

the patient as a whole, which the team does: 

“We introduce ourselves as we’re here to try and keep you healthy and at home and 

once that’s, you might have to repeat that a few times, but once that’s there it’s ok.” 

(FG) 
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This holistic approach that supports service users to live well by managing their conditions in 

the home environment has been demonstrated to be preferable to a purely clinical focus 

aimed at managing medical symptoms (Goodwin et al., 2013).  

 

4. Referral to preventative services 

Programme theory 4: Patients are not always aware of what services are available (Context). 

The CWT refers them to preventative services (M - resource). Patients are reassured that 

the intent is to keep them at home, and they gain increased knowledge about available 

services (M - reasoning). This leads to non-emergency admissions being avoided 

(Outcomes). 

 

P4 is a 90-year-old patient who feels lonely (CN). She takes diuretic tablets that have led to 

incontinence issues. This poses a risk as she has reduced mobility (osteoporosis and 

rheumatoid arthritis) and therefore struggles to get to the toilet at night (CN).  The Team 

coordinator makes a referral to a continence nurse and to Occupational Therapy for help 

with mobilising out of her armchair. This leads to the patient feeling reassured that the 

intent is to keep her in her own home, and increases her knowledge about available 

services. As a result, this patient has developed a trusting relationship with her CWT 

coordinator, whom she phones when she has any concerns. Given that she would not 

engage with any other statutory service, the input from the Team is preventative in its own 

right.  
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P4: “I want to be independent. And you help me to be that. As long as I can. To be 

independent. I struggle at times but I, I, you’ve helped a lot, you’re there, and I know I 

can pick the phone up if there’s going to be a problem.”  

 Addressing this person’s physical issues has provided the CWT with numerous opportunities 

for trust-building contacts, which has helped with loneliness, community management and 

preventing hospital admissions.  

 

5. Coordination of services 

Programme theory 5: A number of care professionals are involved with the patient; care 

plans are difficult to keep up to date when left in the patient’s home, making care 

coordination difficult (Context). The CWT has implemented a ‘message in a bottle’ (M - 

resource), which leads the patient to feel reassured that their end of life wishes will be 

understood and respected by all (M - reasoning). The patient is less anxious and more likely 

access services appropriately, knowing that there will be continuity in care even if they need 

to phone the emergency services (Outcome).  

 

One participant was suffering a bereavement and had seen his wife taken into care because 

of complex health issues. As a result, his emotional wellbeing was poor (CN). A number of 

professionals had been involved with the family, due to their vulnerable situation.  The CWT 

implemented key resources for integrated and coordinated care with the 

acknowledgement, supported by the literature, that these need to remain flexible to meet 

changing needs (Goodwin et al., 2013). Research highlights the importance of care 

coordinators to continuously monitor patients’ physical and mental wellbeing (Longman et 
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al., 2013). The CWT described some of the difficulties associated with keeping care plans up 

to date and keeping them confidential:  

“The difficulty can be when the patient doesn’t want to share with the family. And 

that care plan does have their past medical history on there so that it would have to 

be, it would have to be discussed.” (FG) 

In order to circumvent these issues, the Team have implemented ‘message in a bottle’ as a 

care coordination tool:  

“It’s like a little, like a vitamin sized, you know, bottle, and inside it […]  a resume of 

their medical needs, if there’s a DNACPR [Do Not Attempt Cardiopulmonary 

Resuscitation] in place, next of kin details, things like if they have a pet, which older 

people can be very anxious about. […] And there’s a sticker on the fridge door and on 

the front door or the front window so any emergency services would know ....”  (FG) 

In addition to this, good working relationships between the CWT and local services, such as 

a falls clinic, GP surgeries, the fire service or local councils enhanced coordination efforts.  

After multiple visits and discussions and at the family’s request, the Team coordinator also 

organised for DNACPR forms to be completed for the aforementioned patient (CN). The 

patient thus has peace of mind that his end of life wishes will be understood and respected 

by all. He is less anxious and more likely access services appropriately, knowing that his care 

will be coordinated between different providers even in case of an emergency.  

While the literature and the focus group provided ammunition to develop this programme 

theory, this is the least substantiated of the theories developed in this study, but it was 

nevertheless felt to be important by the CWT.  
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Discussion  

Routine local monitoring data shows a significant decrease in the frequency of both 

emergency admissions and emergency department attendance since the establishment of 

the CWT. The realist programme theories developed here provide a logical explanation for 

these data trends. They demonstrate that the CWT supports severely frail older people who 

are isolated at home, by establishing a trusting rapport with the person and having regular, 

reliable contacts with them, to engage them in preventative services and activities where 

possible. The realist programme theories overlap but tend to happen in sequence (see 

figure 1), with trust development being the foundation to all other possible interventions. 

Risk minimisation at home is sometimes helpful in order to develop trust and implement 

other interventions as necessary. These explanatory programme theories enable the 

mapping of how and when proximal and distal outcomes may be measured.  

 

[INSERT] Figure 1: Possible progression of programme theories indicating how the CWT 

‘works’. 

 

Our study suggests that the first phases of trust development and risk minimisation at 

home, which encompass a full consideration of the social and physical environment within 

which people live, are central to the added value of the CWT compared to other services. 

This allows the Team coordinators to become familiar with and support severely frail older 

patients; they then begin to play a key role in their informal care networks (Verver et al., 

2018). 
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Social Networks  

Berkman and Glass (2000) hypothesised causal pathways through which social networks 

impact on health outcomes. The key constructs are integrated with our findings, focusing on 

four concepts. The first concept is that of social support. Berkman and Glass (2000) state 

that social support includes appraisal support (support in making a decision, for example 

with regards to DNACPR), emotional support (as provided by confidants or significant 

others, such as the CWT), instrumental support (for example with enabling the provision of 

a safer home environment) and informational support (for example in self-care advice). 

They also hypothesise that social influence relates to shared norms around health behaviour 

of network members. People obtain normative guidance by comparing their views and 

behaviours with those of a significant reference group or individual. The strong and trusting 

relationships established between patients and CWT coordinators may enable social 

influence. The third key construct is social engagement; the enactment of potential social 

ties into actual actions. This is exemplified when the CWT enables the attendance to social 

groups that would not have been accessed otherwise. Finally Berkman and Glass (2000) 

stress the importance of access to resources and material goods; this is exemplified when 

the Team organises home improvements to minimise risk.  

 

It is clear from our study and the wider literature (Rico-Uribe et al., 2016, Fratiglioni et al., 

2000, Hawkley and Cacioppo, 2010 , Poot et al., 2016) that there is a direct link between 

social network structure and health. Janse et al. (2017) demonstrate that as time 

progresses, the role of informal carers in providing instrumental care tends to diminish and 

be transferred to more formal carers. In fostering trusting relationships with their patients, 



23 
 

and considering them within their overall social environment, the CWT is altering these 

supportive networks in a way that enables people to become more resilient to health 

stressors. This fits into conceptualisations of person centred care previously described. 

(Pulvirenti et al., 2012) 

 

Figure 2 below synthesises our findings in a logic matrix that underpins the CWT 

interventions and the proposed causal associations to key outcomes. Particular emphasis is 

focused on the left hand side of the figure; without this work on relationship building and 

trust, the right hand side of the figure cannot happen. Therefore, based on our data and the 

literature reviewed, it is proposed that the CWT works across the five programme theories, 

but brings particular added value in the early stages of providing a comprehensive initial 

assessment, leading to the alteration of the social and physical environment within which 

older people live. Whilst the importance of key caring relationships have been highlighted 

before, (Poot et al., 2016, Spoorenberg et al., 2015) to our knowledge our study is the first 

to propose causal associations between these experiences and the kind of measured 

outcomes that commissioners expect to see. 

 

[INSERT] Figure 2: The Community Wellness Team logic matrix 

 

Limitations  

This small-scale study aimed to theorise the causal associations between a community 

based intervention and proximal (e.g. patient experience) and distal (e.g. avoided hospital 
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admissions) outcomes. In doing so, the literature search was not systematic, but aimed to 

scope the literature to inform theory development. The interviews and medical case notes 

sample was small, and collected through local gatekeepers. However, these were the 

severely frail older patients’ usual CWT coordinator, which minimised any potential 

disruption or stress and maximised participation. Whilst this might have introduced bias, 

this is not a consideration here as the study was participatory and explanatory in intent, 

rather claiming independence or objectivity. An example of this is the fact that the Team 

approached researchers with a hypothesised underpinning mechanism of reducing social 

isolation. The realist analytical process undertaken here has enabled the formulation of a 

programme theory around trust building and the linking of this to a broader theoretical 

framework on the links between social networks and health.   

 

Programme theories 4 and 5 were not as well supported as others in this study. They were 

however felt to be key by the CWT and therefore, in keeping with the participatory ethos 

mentioned above, are presented here. A more thorough realist study would have enabled 

the iterative search of literature in view of the findings from the primary data. 

 

By integrating the data collected in this study with peer reviewed articles and broader 

theoretical frameworks, we hope that this research creates a platform for further larger 

investigations into how community care, such as that provided by the CWT, can help 

keeping people safe at home for longer.  
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Conclusion  

The qualitative data (interviews, focus groups and case notes) enabled us to strengthen, 

nuance and illustrate findings from the published literature in the generation of plausible 

explanatory programme theories. Our research supports claims that a change in direction is 

needed from ‘passive’ acknowledgement that integrated care should focus on person-

centred care, to the ‘active’ participation, empowerment and leadership from staff and 

patients in the co-production of their health (Goodwin, 2016, Pulvirenti et al., 2012).  

The CWT is one example of a way in which ‘ageing in place’ (World Health Organisation, 

2015) can be achieved. In order to meet complex needs, the CWT adopts a multifaceted, 

flexible and holistic person centred approach that cannot and should not be replicated with 

fidelity. Future evaluations of similar services therefore need to acknowledge, map and 

evidence this complexity, rather than attempt to control it. The realist logic matrix reported 

here provides a template to begin doing this, through the refinement and testing of the 

programme theories.  
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