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BACKGROUND
 Person Centred Coordinated Care (PCCC) is a priority for
patients, carers, staff, commissioners, and policy makers.
 Services are developing approaches for implementation, but
currently there are no navigational tools to guide and monitor
work at the clinical/patient interface.
 Work to develop a taxonomy developed into the OCT and
glossary.
 Our (South West Peninsula CLAHRC) collaboration with South
West Academic Health Science Network is advancing
thinking, innovation and research evaluation for PCCC.
 Aim: Develop an organisational tool of practical utility that
provides a) A more coherent and consistent approach to
monitoring progress and b) creates change and development
towards PCCC.

METHODOLOGY
Three Phases

Figure 2

Process of validation

1) Five stages to identify the core components &
supporting processes of PCCC (figure 1).
2) Validation and endorsement of domains &
their core components by (figure 2):
• Analytic / discursive process to
progress.
• Cross-examining language choice
to ensure clarity.
3) Clustering of questions and domains toward
achieving PCCC (figure 3).
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Figure 1: OCT development stages

Stage 1: Identification
and Extraction of
Constituent
Components from The
House of Care

Each element necessary to
achieve patient-centred
coordinated care suggested by
the House of Care1 (HoC)
framework was identified within
the four interdependent
structures (walls, floor and roof).

Stage 2: A Critical
Examination of Key
Components and
Supporting Processes

Stage 3: Mapping,
expansion and
reconfiguring

Each of these was then traced
through the key components
within each structure

An examination of the tools and
resources signposted led to the
identification of supporting
processes, and the candidate
activities and behaviours were
extracted. .

A grid was developed listing the
core components for PCCC (as
extracted from the HoC
framework).

The supporting processes were
then listed with their
corresponding components.
Where a core component
became a supporting process for
another was identified

The process became circular, and
saturation was reached once all
key components/ supporting
processes had been allocated
under all possible configurations.

The key components/ supporting
processes were then mapped
against an initial scope of the
wider literature and ‘I
statements’ and PenPig
principles (our PenCLAHRC PPI
group).

To simplify the model, the core
components were then clustered
into three operating levels,
(clinical/ patient interface,
functional integration and
organisational).

Roles and responsibilities were
assigned according to in which
context they were operating.

Stage 4: Separating
the key components
and supporting
processes into specific
actions/persons

The model was further simplified
with the aim of identifying the
key actions/ roles needed to
achieve PCCC.

Stage 5: Logic model
and the identification
of key areas of PCCC

A realist approach was adopted
to develop a logic model to
identify how each of the core
elements and supporting
processes interacted with the
identified organisational
processes to produce PCCC.

Key components/ supporting
processes were therefore
categorised according to the
following groups:
Interactions between people
Key actions

Information was documented in
a NVivo database which holds all
twenty two elements from the
framework, including all core
elements, supporting processes
and suggested resources.

Some core components spanned
more than one level, again
supporting the complexity and
circularity of the process.

Abstract ideas (for example,
culture change) were critically
examined to identify how
supporting processes would lead
to them becoming achievable

Importantly, this stage
contributed to the OCT becoming
a practical tool with concrete
guidance to delivering
personalised, coordinated
integrated care.

Organisational support

The process clarified the three
overarching concrete themes
within which the above
categories (see stage 4) operated.

Through the logic model the key
components became clearer and
the key elements were identified.

Figure 3

Key Domains of PCCC

NEXT STEPS
 Further cognitive testing
with a range of
practitioners.
 Pilot testing in local
Integrated Care sites.
It is envisaged that the tool
will be used:
 As a PCCC monitoring and
change instrument across
and within organisations.
 As a document around
which training in PCCC can
be delivered.
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