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Executive Summary

This report presents a practice-grounded, in-depth case study of the process and lived experience
of integrating NHS services with the Voluntary, Community and Social Enterprise (VCSE) sector
through the Rethinking Pain service in Bradford District and Craven. Drawing on insights from 11
stakeholders, including commissioning leads, VCSE leaders, clinical leads, and frontline staff, we
explored the enabling conditions and challenges that shaped the Rethinking Pain service's
development and delivery. We picked key themes from national policy and guidance in integrating
the VCSE and NHS to organise what we found.

Scope of this report

The report is intended for Integrated Care Systems (ICS) leaders, commissioners, VCSE alliances,
provider collaboratives and service managers. It does not evaluate clinical outcomes or
cost-effectiveness; rather, it provides practice-based insights to inform commissioning, governance
and cross-sector delivery of support for persistent pain and provides insights for other similar
long-term conditions.

Why this work matters

National policy emphasises partnering with people and communities and positioning the VCSE
sector as a strategic partner within Integrated Care Systems. Guidance highlights the need for
trust, meaningful involvement, enabling commissioning and funding models, shared data and
insight, and governance arrangements that support equal partnership. Persistent pain is
multi-factorial and benefits from person-centred, community-led approaches.

Rethinking Pain was co-created by Keighley Healthy Living (KHL) alongside NHS and wider VCSE
partners, combining clinical insight, community knowledge and lived experience to design a
coaching-led model of support. This collaborative design process is central to understanding both
the strengths of the model and the integration required to deliver it effectively.

This report examines how integration operated in practice, offering service-level evidence of
system-level principles and practical lessons for replication and scale.

Our approach to gathering information

The insights presented in this report are drawn from an in-depth service case study conducted 18
months after the Rethinking Pain service was implemented. Eleven participants were interviewed
using semi-structured, one-to-one interviews. They represented a wide range of roles across
commissioning, the VCSE sector, clinical leadership, and frontline service delivery.



Key findings

The findings summarised below describe key insights from stakeholders, organised relative to the
main themes from national guidance documents on integrating the VCSE and NHS (Table 1). The
findings provide an overview of the main experiences of integration as perceived by those directly
involved, offering insight into what helped the Rethinking Pain service function well and where
pressures or constraints were felt.

Trust, relationships & meaningful involvement

Stakeholders involved in developing the Rethinking Pain service described trust as a central factor
in enabling integration, both with communities and across sectors.

Trust with communities was strengthened by cultural humility and relationship-centred ways of
working. Partners emphasised the importance of spending time in local settings, listening closely
to people’s experiences, and demonstrating a willingness to understand pain within its wider
social context. These approaches helped community members see the service as credible and
respectful. “What we're not doing is going into communities with a translator... we're trying to
understand people’s experiences in a broader context.” “If we have the humility and the skills to be
able to work in those communities - to meet them where they are... then we are likely to benefit in
more ways than one.”

In contrast, the main trust-building challenges arose between sectors, particularly from some early
perceptions of the VCSE role. Concerns about safety, evidence, and governance shaped initial
interactions: “There were many clinical questions early on... whether the service is evidence-based
and safe... This created a gap that needed to be bridged.”

Cross-sector trust improved with significant time spent on building relations, work that was seen
as essential: “People need to get to know one another... we need to build trust and understanding of
each other. We can't just go right in to work together.” Early collaboration was made more difficult
by differences in language and structure: “The truth is, we were talking two different languages.”
and “Sometimes there's a mistrust of working with the VCS because we don't understand each other
... structurally.”

Trust with communities developed through humility and presence, while trust between sectors
required explicit work to bridge cultural and structural differences.

Commissioning, service design, and delivery

Commissioning and service design played a central role in shaping what the new approach to
persistent pain support could become. A major enabler was the flexibility built into
commissioning, which allowed partners to rethink how persistent pain support could be delivered.
Commissioners were prepared to allow flexibility, allowing space for teams to explore different
ways of supporting people with their pain. This flexibility enabled the development of a model that
was more responsive to people’s needs rather than tied to traditional pathways or fixed
assumptions about what pain services should look like.



“You need the people who lead these systems to be brave and say no, we don't just keep putting
money in the same place. We will do something different with that money.” This autonomy opened
up possibilities that would not otherwise have been achievable: “If you could start from scratch,
what would this service look like? We had that autonomy to think like that.”

The health coach role was described as central to the design of the service. Their continuous,
personalised support anchors the service and ensures that design principles translated into
real-world delivery. “The health coaches — they're the ones — they're the boots on the ground...
they're the ones that are getting the job done.”

Flexibility also came with some risk and uncertainty. Moving towards a new pain support model
meant working without established templates or tried and tested approaches. As one stakeholder
noted, “The pain pilots showcased something different... the commissioners took a huge risk. So did
we.” Connected to this, the Rethinking pain team felt they needed to continually demonstrate
impact in order to justify continued investment. The iterative cycle of developing, testing and
adapting the model also focussed the team to regularly revisit their purpose and review what
impact they were having for different parts of the community. “We test and deliver then review
things... that constant review of what we’re doing, how we’re doing it, can we do it better?”

Data, insight, and information sharing

Data and insight contributed to ensuring that the service was safe, credible and understood across
different sectors which was informed by piloting the service before rolling out on a bigger scale.
Piloting the service before wider roll-out helped clarify what data was needed to operate safely
and consistently across sectors. Strengthening systems for coding, tracking and referrals made the
model more transparent and easier for partners to navigate. “We learned from the pilots that we
needed to know how to code participants... it was crucial.” Stakeholders emphasised that VCSE
partners needed equitable access to data to participate fully and confidently in decision-making
and delivery. Participants highlighted practical system barriers, particularly around access to
shared digital infrastructure such as SystmOne. While access offers clear value in enabling
joined-up care, including visibility of patient records, continuity of support and the ability to task
back to GPs, it also raises concerns within general practice about risk, governance and data
security when extending access to VCSE partners. These tensions illustrate the balance required
between integration and assurance, and the need for clear frameworks that enable safe, equitable
data sharing across sectors. “We (VCS) needed to be able to track patients being in the service...
the ICB can look at that data but the VCS can’t. We felt strongly that had to change.”

Building these systems required time, investment and technical infrastructure, which created
pressure on already-stretched teams. Stakeholders reflected that data sharing between clinical
and VCSE partners was not straightforward; it required governance frameworks, compatible
systems and sustained resources. “There’s all that stuff that needs to go underneath... the structure,
infrastructure, governance that needs to be considered and funded for sustainability.” There was
also pressure on the VCSE sector to secure resources to build its capacity. Requesting
development funding felt risky, but was essential for success: “We asked for some development
money. | think this was really important for the VCS — it felt like a risk but it was really important. |
don't think the VCS really ever ask for that or feel they can, but it was crucial to our success —
having that little bit of space to plan, and to plan what we needed.”



Governance, decision making and leadership

Effective governance was a mix of positive and challenging experiences. Bringing together clinical
and VCSE partners meant combining different types of expertise, and governance structures
needed to make room for these contributions in an equitable way. Effective governance was
supported when structures enabled open contribution, constructive challenge and equal voice.
Environments where people felt heard and respected helped partners share insight across sectors
and maintain focus on the purpose of the work. “A team environment is really important... where
you can speak, be heard, and have the confidence to contribute.” Leadership that actively
countered hierarchy and ensured parity between partners was also identified as a key enabler.
“There needs to be leadership across the board... no hierarchy or power imbalance... advocating
that VCSE has an equal seat at the table.”

As the service grew, governance structures and leadership practices helped the service to adapt
to significant new ways of working "For the VCSE sector to commission a clinical team, that was
quite groundbreaking.”

At the same time, stakeholders recognised that traditional hierarchies and established ways of
working sometimes limited progress. Long-standing system norms could slow collaboration or
make it harder for partners to assert their role. “It’s being strong enough to challenge set ways of
working... fear of change... hierarchy and patriarchy.” There were also interpersonal and
organisational pressures associated with navigating high-level decision-making spaces. VCSE
partners, in particular, described the effort required to secure their place in governance forums.
“There was a lot of tenacity required to get into some meetings... it can be daunting who you’re
speaking to.”

Funding and stability

Stakeholders described funding as a persistent pressure point throughout the development and
roll-out of the Rethinking Pain service. While the value of the work was widely recognised,
ongoing uncertainty over who should fund it, for how long, and on what terms created instability
and placed pressure on delivery.

A major challenge was navigating funding responsibility for the Rethinking Pain service, which
moved in response to external and changing political influences. Positive service outcomes did
not automatically translate into continuing financial support, and partners found themselves
navigating differing expectations between Primary Care Networks (PCN)s, secondary care and the
Integrated Care Board (ICB). “The results were fantastic... but disagreements about where funding
responsibility should sit across the system created challenges for securing ongoing investment.”

. VCSE partners also highlighted the difficulties created by system perceptions of their funding
position, experiencing observations such as “We can’t work with the VCSE because their priorities
change with funding; they have no choice.”



In developing and rolling out the service, short funding cycles and delays meant key elements
were repeatedly placed at risk, creating ongoing uncertainty. However a strength of the VCSE is
that they are experienced in navigating and managing such instability. As budget holders, the
VCSE carried financial accountability but also felt a deep responsibility to the communities they
support, making them reluctant to scale back provision even during funding gaps. “There were
times when we were not sure where the money would come from for the next financial year...” “The
VCS were able to hold it together until other funding dropped in... ” Equally, the commissioners
consistently expressed strong belief in the value of the Rethinking Pain model and confidence in
delivery by Keighley Healthy Living (KHL). The ICB continued to support the service despite wider
financial pressures across the system which created ongoing challenges for securing sustainable
funding.

Despite these pressures, the service continued to operate through flexibility, a positive change
mindset and problem-solving.
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Overall Reflections & Conclusions

The experience of developing Rethinking Pain shows that meaningful NHS-VCSE integration is
both achievable and highly valuable, particularly for people living with persistent pain. Relational,
community-led ways of working created a more responsive and person-centred model, supported
by flexible commissioning, joint governance, transparent data systems and an iterative approach to
service design.

The themes also illustrate that integration requires more than shared intent: it depends on system
conditions that enable partners to contribute on equal footing. Many clinicians and VCSE
colleagues recognised that existing structures such as governance arrangements and information
systems tend to reflect established NHS norms reflecting the way that the wider system allocates
roles, authority and assumptions about where legitimacy sits. VCSE partners often found
themselves needing to demonstrate their credibility and reliability in ways that NHS partners were
not routinely required to. At the same time, the experience showed that these dynamics can shift
over time through sustained collaboration, trust-building and shared delivery, pointing to the
potential for more equitable partnerships as systems continue to evolve.



Recommendations and Next Steps

Based on the learning from this case study, the following actions are recommended to support

future NHS—VCSE integration:

Develop clearer system-level

funding accountability

Invest in enabling
infrastructure, including
digital access

Strengthen co-
commissioning and co-
design approaches

Support VCSE capacity and
sustainability

Protect time and space for
trust-building

Address structural
inequalities in governance
and decision-making

Establish shared agreement across system partners on where
responsibility for funding community-based, cross-sector
services sits

Create clear governance and risk frameworks to support
equitable VCSE access to systems such as SystmOne,
enabling safe, joined-up care.

Build on the co-created model by embedding VCSE partners
in commissioning processes from the outset, not as delivery
partners only.

Recognise the resource requirements of VCSE organisations,
including development funding, infrastructure and time for
partnership working.

Recognising this as essential infrastructure

Actively review and adapt governance arrangements to
ensure equitable voice, and influence across partners



Table 1. Comparative table of VCSE NHS integration reports

Publication

Purpose

Key Recommendation

Practical Application

Building Strong Integrated Care
Systems Everywhere
NHS England (2021)

Guide ICSs on developing
partnerships with VCSEs as
strategic system partners.

e Formalise VCSE
partnerships

e Involve VCSEs in
governance

e Address wider
determinants of health

Supports ICS design and
strategy aligned with
partnership principles.

National, ICS-level guidance.
Emphasises policy and direction.

Working in Partnership with
People and Communities
NHS England (2022)

Statutory guidance to support
public and community
involvement in ICSs

» Follow 10 engagement
principles

» Embed public voice in
governance

e Comply with statutory
duties

Helps ICSs fulfill engagement
duties and embed community
voice.

National, statutory requirements for
ICSs. Not VCSE specific or service level
detail.

Actions to Support Partnership
The King's Fund (2023)

Identify barriers and propose
actions to support integration
between ICSs and the VCSE
sector.

» Early VCSE engagement

» Shared vision and VCSE
leadership

e Co-design services

e Sustainable funding and
data sharing

Offers a strategic framework
and actionable insights for
system leaders.

National, cross-sector case examples.
High level strategy.

A Framework for Addressing
Practical Barriers to Integration
of VCSE Organisations in ICSs
NHS England (2023)

Address structural and
operational barriers to VCSE
integration.

» Co-funding models

e Commissioning reform

 Strategic use of local and
national VCSEs

Practical examples and tools for
overcoming integration barriers.

National, focusses on structural
integration with select ICS case studies.

Rethinking Pain: Integration
Report (2026)

Demonstrate the experience of
VCSE-NHS integration through
a detailed case service study

» Learn from what happened

o Lived experience

e Reveal clinical,
commissioning and
community perspectives

Offers grounded, practice-
based insight into service-level
integration with lessons learned
in real time.

Local/regional, focused on a single
pathway (persistent pain). Shows
integration “on the ground” through a
lived example rather than offering
abstract strategies
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