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Background

The NHS New Care Models programme was introduced in 2014 and fifty 'Vanguard' sites were selected across five different sub-models. One of these was a multispecialty
community provider (MCP) and fourteen Vanguards were chosen to pilot these primary care led, community based integrated care models. MCPs are developing new ways of
whole-system working, including greater patient, community and third sector involvement, to enable a model of delivery which builds resilience and sustainability within an
environment characterised by complexity, uncertainty and volatility. Community resilience is defined as the achievement of good outcomes for individuals and communities despite
serious ‘threats’ to their adaptation or development; arising from both emergencies and on-going daily conditions of life.

Aim and Objectives
The aim of this synthesis is to provide decision makers in health and social care with an ‘actionable’ evidence base for the MCP model of care through:

. articulating the underlying programme theories behind the MCP model of care
. identifying sources of theoretical, empirical and practice evidence to test the programme theories
. developing the realist synthesis, to explain how the mechanisms used in different contexts contribute to outcomes and process variables
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