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Collaborations for Leadership in Applied Health Research and Care

• Review 2012 • Integrating research with implementation to drive innovation in patient care

Within a changing health and social care landscape, National Institute for 
Health Research Collaborations for Leadership in Applied Health Research 
and Care (NIHR CLAHRCs) continue to generate knowledge to: 
• improve patient health and care through applied research
• implement evidence from research to improve patient care and 
 wellbeing, and 
• build capacity to do more of the same to ensure a strong, efficient,
 cost-effective health system that works for patients, healthcare
 professionals and policy makers.

foreword

This review features service-driven improvements identified, evaluated and
delivered through NIHR CLAHRCs. The case studies highlight how CLAHRCs
are working with decision makers to identify research priorities and
service improvement opportunities; enabling patient engagement in the
research agenda to improve services, patient outcomes, and spread
improvement beyond the regional collaboration.

We hope you will be inspired by these examples of collaborative 
working to improve local services.

NIHR CLAHRCs:

Create and embed approaches to 
research and its implementation that 
are specifically designed to reflect the 
way that healthcare is increasingly 
delivered across sectors and wide 
geographical areas.

Have a unique focus on applied 
health research and translation of 
research findings into improved 
patient outcomes.

Address the crucial stage in 
translating research into practice 
by identifying and evaluating new 
interventions that are effective and 
appropriate for everyday use in 
the NHS, and the process of their 
implementation into routine clinical 
practice.

Focus on the key recommendation 
of the Chief Medical Officer’s High 
Level Group on Clinical Effectiveness: 
the need for the NHS to better 
harness the capacity of higher 
education to support initiatives 
which enhance the effectiveness and 
efficiency of clinical care. 

Are part of the NIHR infrastructure 
that has been set up to support 
high-quality research across the NIHR 
innovation pathway. 
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Please see page 15 of this review for 
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THeme   BBC CP  Gm LYB LNR NWL NDL Pen SY  

Maternity & Paediatrics • •  • • • • • •  

Children and Adolescents • •   • • • • •  

Ageing    •   • • • • •  

Mental Health  • • • • • • • • •  

Stroke   •  • • • • • • •  

Diabetes   •  •  • • • • •  

Chronic Kidney 

Disease (CKD)    •  •      

Coronary heart 

Disease (CHD)    •  • •     

Chronic Obstructive 

Pulmonary Disease (COPD)      • •   •  

Cardiovascular 

Disease (CVD)  •  • • • •  •   

Obesity   •    • • • • •  

Telehealth  •     •   •  

Health and social issues • •   • •  • •  

Service design and 

service change  • • • • • • • • •  

Public health  • •   • •  • •  

Information systems •  •   •   •  

introduction

Each NIHR CLAHRC has forged mutually beneficial, forward-looking partnerships 
between academia and surrounding NHS organisations, which focus on 
improving patient outcomes through the conduct and application of applied 
health research.

The CLAHRCs aim to improve patient outcomes across each of their geographic areas through three key interlinked 
functions: 

conducting high quality applied health research
implementing the findings from research in clinical practice
increasing the capacity of NHS organisations and public, private and third sector partners to engage with and apply 
research.

NIHR CLAHRC Themes

The nine NIHR CLAHRCs undertake applied health research and are supporting the implementation of findings into 
practice across a diverse range of themes. The table below does not provide a comprehensive view of all the work 
areas covered by each of the collaborations, but highlights each of their priority themes (see map on adjacent page).

Nine NIHR CLAHRCs were established in 2008 to undertake 
high-quality applied health research focused on the needs of patients 
and to support the translation of research evidence into 
practice in the NHS.

Collaborations for Leadership in Applied Health Research and Care
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 Working with decision makers to identify research needs

Cambridgeshire and Peterborough: Effectiveness of cognitive 
therapies delivered face to face compared with over the 
telephone, in the Improving Access to Psychological Therapies 
(IAPT) programme

Background

Improving Access to Psychological 
Therapies (IAPT) is a programme 
that is aimed at providing quick 
access to cost-effective ‘talking’ 
therapies, primarily Cognitive 
Behaviour Therapy (CBT), in the 
community. Over the past 
ten years, there has been a 
significant drive to improve 
early detection and treatment of 
common mental health problems 
in order to meet the needs of 
those patients with mild or 
moderate mental health disorder. 
Patients who are accepted onto 
the IAPT programme complete 
a number of disorder-specific 
outcome measurement tools at 
every contact with the therapist, 
which is usually over 6-8 sessions. 
Under the aegis of NHS East of 
England (now Midlands and East 
Anglia), IAPT services have been 
commissioned by seven primary 
care trusts (PCTs) in the East of 
England since 2008 and have 
achieved over 90% geographical 
coverage. 
The aim of this project, in 
partnership with the East of 
England SHA, was to develop 
a PCT-specific evaluation of 
IAPT services and, for the 
recommendations arising out of 
the research to be used as the 
basis for a best practice guide 
that will support the SHA in its 
performance management. 

Methods

This was an observational study 
looking at routine patient-reported 
clinical outcomes collected at each 
session for individuals being treated 
using CBT-based psychological 
therapies. Patients were asked to 
complete questionnaires about their 
depressive symptoms, anxiety and 
ability to function in terms of work, 
home management, social leisure, 
private leisure and personal or family 
relationships. In addition, the cost per 
session for OTT (over the telephone) 
was compared with that for F2F (face 
to face).

Results 

Outcomes improved 
under both interventions, 
regardless of symptom 
severity, except in the 
most severe of cases.  
Improvements in social 
functioning were also 
observed.

The per-session cost for OTT was 
cheaper than F2F, remaining so 
when assumptions were varied in a 
sensitivity analysis. 

Implications 

Findings revealed that talking 
therapies delivered OTT are more 
cost-effective than seeing patients 
F2F, and as clinically effective. 
Delivering interventions OTT 
has opened up the IAPT service 
to groups of people who might 
otherwise be unable to access 
the IAPT service either through 
transport problems, physical disability, 
work commitments, or perhaps a 
reluctance to talk face to face about 
their about personal issues.  
The research team has been working 
in close partnership with the SHA to 
improve services based on research 
results. On the back of these 
findings, the SHA has instigated 
a regional training programme to 
ensure the East of England therapists 
are competent at telephone contact 
with patients and that the service is 
standardised across the region. 

1case study  • one 
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 Working with decision makers to identify research needs

Leeds, York and Bradford: Reconfiguration of services for 
young people with eating disorders in Bradford and Airedale

Background

In late 2009, NHS Bradford and 
Airedale asked the NIHR Centre 
for Reviews and Dissemination 
knowledge translation service 
to evaluate the evidence base 
for inpatient admission for 
adolescents with eating disorders 
compared with other models 
of service provision to support 
a possible reorganisation of 
services.

Methods

A researcher attended a meeting with 
commissioners and clinicians to clarify 
the research question. A concise 
evidence briefing was prepared using 
existing sources of synthesised and 
quality-assessed evidence, primarily 
systematic reviews. Evidence was 
contextualised to the local setting 
and comments from commissioners 
were incorporated before the briefing 
was circulated and then discussed at 
a second meeting.

Results

A Cochrane review of alternatives 
to admission for young people with 
mental health problems found limited 
evidence to guide decision making. 
One randomised trial compared 
inpatient admission with specialist 
outpatient treatment and treatment 
in the community for adolescents 
with anorexia nervosa. The trial 
found no differences in outcomes 
between groups (Shepperd et al., 
2009). Specialist outpatient provision 
was the most cost-effective option. 
This work enabled the Bradford 
District Care Trust to reconfigure the 
eating disorders service, incorporating 
a budget impact analysis.  
The new Specialist Eating Disorder 
and Intensive Home Treatment 
Service (SPEEDIHT) went live in 
August 2011. Prior to this, the local 
NHS Care Trust and the PCT agreed a 
specification for the service including 
an innovative risk-sharing agreement. 
An understanding was also reached 
that with this patient group, there 
may be years when spending will 
exceed budgets.

Implications

Researchers and 
decision makers can 
effectively collaborate 
to optimise the use 
of existing evidence 
to support 
decision making.

2case study • two 
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Working with decision makers to identify and evaluate 
service improvements 

South West Peninsula: Making the most of modelling and 
simulation in healthcare

Background

An ever-present and growing 
challenge for the NHS is to get the 
most from its resources. This has 
stimulated interest in a range of 
structured approaches which aim 
to enhance service performance. 
Process improvement frameworks 
such as Lean Thinking, Six Sigma, 
and Theory of Constraints, as 
well as more generic modelling 
tools such as System Dynamics 
and Discrete Event Simulation, 
have been put forward as ways to 
improve understanding of health 
delivery processes and ultimately 
increase efficiency. Although 
such techniques have a proven 
track record across a wide range 
of industries, evidence of their 
effective use within the NHS is 
patchy and limited. One reason 
for this apparent lack of effective 
implementation is the separation 
of professional cultures; those 
researchers who specialise in 
healthcare modelling and those 
who manage and deliver care.

Methods

PenCLAHRC’s Collaboration for 
Health Operational Research and 
Development (PenCHORD) is 
collaborating directly with local 
healthcare trusts to apply modelling 
and simulation techniques to 
important service priorities. The 
foundation of PenCHORD’s success is 
the strong emphasis on engagement 
between researchers and heath care 
clinicians and managers. The research 
programme is initiated directly by 
the health service. Prioritisation of 
projects is overseen by a reference 
group of senior healthcare managers 
drawn from all participating trusts. 
Effectiveness is measured in terms of 
the impact of outputs on local health 
policy and practice. 

Results

PenCHORD has 
completed over ten 
separate projects 
working directly with 
both provider and 
commissioner trusts. 
Areas of intervention 
include stroke pathway 
modelling, diabetic 
retinopathy screening, 
operating theatre 
scheduling, mental 
health referral pathway 
modelling, and fractured 
neck of femur simulation. 

Projects are already demonstrating 
considerable potential for service 
gains. The stroke pathway project, 
having shown a potential gain 
of around 30 minutes in time to 
treatment with associated gains in 
mortality and morbidity, contributed 
to a change in the management of 
patients arriving at hospital needing 
thrombolysis. A recently published 
analysis of diabetic retinopathy data 
suggested a 25% resource saving 
could be made through a longer 
screening interval without an increase 
in blindness (Chalk et al., 2012). 

Implications 

PenCHORD seeks to develop a clearer 
understanding of how modelling 
can effectively contribute to health 
care improvement and is initiating 
an evaluation to measure the 
impact achieved through this work. 
PenCHORD’s experience so far has 
highlighted two specific conditions 
for effective uptake of evidence; 
establishment of specific relationships 
with health service management and 
production of generalised modelling 
outputs to maximise impact across 
different trusts. 

3case study  • three 
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Background

Most people know about the link 
between long-haul flights and 
blood clots. Few realise that any 
sustained period of immobility, 
such as through illness at home or 
a spell in hospital, can put them 
at risk. In 2005, it was estimated 
that more people died from a clot 
lodging in their lungs (pulmonary 
embolism) than those who died 
from road accidents, AIDS, breast 
and prostate cancer combined 
(House of Commons Health 
Committee, 2005). It is estimated 
that venous thromboembolism 
(VTE) causes around 25,000 deaths 
annually in England’s hospitals, 
yet with the correct treatment, 
as many as 60 per cent of those 
deaths can be avoided.   In 
addition, treating long-term 
disabilities caused by non-fatal 
clots costs the NHS some £640,000 
a year (NICE, 2010). In 2010, NICE 
issued Guidance and Quality 
Standards to ensure diffusion of 
VTE prevention best practice.   

In partnership with Rotherham 
NHS Foundation Trust the aim 
of the project is to improve 
the multidisciplinary care and 
management of patients at risk of 
VTE. 

Working with decision makers to identify and evaluate 
service improvements 

South Yorkshire: Improving the multidisciplinary care 
and management of patients at risk of venous 
thromboembolism (VTE)

Methods

A joint VTE Steering Group supported 
by stakeholders throughout the Trust 
and CLAHRC for South Yorkshire 
worked together to develop a 
programme of actions to implement 
the quality standards. The group 
included a patient representative who 
is also involved in evaluation within 
the project. Two baseline audits 
were conducted; one for compliance 
with assessment, and the other for 
occurrence of VTE.

Occurrence and subsequent 
root cause analysis looked at the 
following: 

•  all adult patients readmitted   
 within 90 days of discharge and 
 presenting with confirmed VTE
•  all patients that developed VTE 
 during an inpatient stay
• all fatal VTE.   

A general patient information leaflet 
and another one for patients with 
aphasia are being trialled.  
A baseline knowledge and attitudes 
questionnaire was used to examine 
education needs for individual wards. 

Results

The Trust has been able to use the 
baseline data to provide a local 
contextual picture to demonstrate 
the need for change.  

An educational 
programme was put in 
place, was well attended
and the Trust subsequently 
achieved the required 
90% CQUIN* target.

In addition, Quality Improvement 
Teams (QIT) are being explored as a 
method of transferring knowledge 
into practice on individual wards.  
The QIT are utilising audit and 
knowledge questionnaire results to 
develop action plans for their ward. 
For example, one ward now has 
VTE patient information as standard 
discharge procedure.

    
      
Spread and sustainability

The VTE Steering Group will 
continue to operate and strategically 
manage VTE, with the support of 
the anticoagulation team providing 
the audit information for the local 
context. Developments are underway 
to ensure that patient information is 
user-friendly and understandable, by 
working in partnership with the third 
sector, namely, the Stroke Association 
and Lifeblood: The Thrombosis 
Charity.  

4case study • four 
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    The Commissioning for Quality and 
Innovation (CQUIN) payment framework 
enables commissioners to reward excellence 
by linking a proportion of providers’ income 
to the achievement of local quality 
improvement goals.

*
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Results 

Over half of the patients invited 
attended the check-up and most of 
those attending needed treatment.   
As a result, access to preventative 
care for those at highest risk of 
cardiovascular disease has been 
radically improved through general 
practice.  

Implications 

Combining information technology 
with a proactive system of 
patient invitation results in better 
cardiovascular prevention. The 
approach could be used for other 
conditions.

Collaborations for Leadership in Applied Health Research and Care
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Background

Cardiovascular disease 
is the largest cause 
of premature death 
in the UK with a 
particularly heavy burden 
on disadvantaged 
populations and 
South Asian ethnic 
groups. Many of those 
who could benefit most 
from prevention do not 
receive it, alongside 
extensive treatment 
of those who should 
be a lower priority for 
prevention. 

The aim of this project is to 
reduce underuse of prevention by 
high priority patients in primary 
care. 

Methods 

The project drew on previous 
research by the principal investigator 
which showed that it was possible 
to identify untreated high priority 
patients from information already 
recorded in their electronic primary 
care records. A software algorithm 
was developed to identify and 
prioritise these patients using the GP 
computer systems. They were then 
invited for a check up in their own 
practice and offered treatment and 
lifestyle advice. The effectiveness 
of the approach was evaluated as 
a step-wedge cluster randomised 
controlled trial. 

Working with decision makers to identify and evaluate 
service improvements 

Birmingham and Black Country: Investment in prevention 
through the evaluation of targeted prevention of 
cardiovascular disease in primary care

5case study  • five
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Background 

On average, 37% of people 
with personality disorder do not 
complete treatment (McMurran 
et al, 2010). This is associated 
with adverse outcomes (Webb & 
McMurran, 2009).

Aim 

The CLAHRC Readiness 
for Treatment in 
Personality Disorder 
project comprises a 
series of studies aimed 
at investigating, and 
ultimately improving, 
treatment readiness 
and engagement for 
people with personality 
difficulties. 

Method 

A series of questionnaires was 
conducted to identify the barriers to, 
and facilitators of, engagement in 
treatment for clients with personality 
disorder. Participants were staff and 
service users from English specialist 
forensic inpatient and non-forensic 
outpatient personality disorder 
services across Nottinghamshire, 
Derbyshire and Lincolnshire. In 
addition an economic analysis of the 
cost implications of treatment non-
completion was carried out using 
data from the personality disorder 
unit at Arnold Lodge Medium Secure 
Unit.

Results 

A number of both internal (client) 
and external (service related) factors 
were identified as impacting on 
treatment readiness (Tetley et al, 
2012). These factors were integrated 
into a Treatment Readiness Model, 
which has potential value for 
clinicians and researchers. 
An economic analysis estimated that 
there is a 97% chance that a non-
completer goes on to incur greater 
costs to society than a treatment 
completer. On average, per person, 
an estimated cost differential in the 
ten years following discharge of 
around £145,000 (Sampson et al, 
under review).

Implications
 
To allow clinicians to use research 
findings, the team has developed 
Practice specifications: Enhancing 
service user engagement in 
personality disorder services and
Readiness Enhancement 
Management Strategies (REMS),
to explain how to use the 
information from the model to 
guide and improve practice. The 
specifications also include a measure 
of treatment engagement that 
can be used and an audit checklist 
for establishing and promoting 
engagement. The research team 
and NHS leads, known as Diffusion 
Fellows, continue to feedback 
findings to a range of stakeholders, 
including clinicians, the criminal 
justice system, commissioners, service 
users, carers and the voluntary sector. 
A self-directed, multimedia, web-
based learning tool, Readiness 
Enhancement Management 
Strategies (REMS), will be developed 
next for professionals working with 
people with personality difficulties. 
REMS will be piloted in a feasibility 
randomised controlled trial (RCT) 
across several sites and services to 
test its acceptability and usefulness. 
Findings will be applicable to people 
with personality difficulties and 
not just those with a diagnosis of 
personality disorder.

Enabling patient engagement in the research process 
to improve services and patient outcomes

Nottinghamshire, Derbyshire and Lincolnshire: 
Readiness for treatment in personality disorder

6case study • six
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Background

Chronic obstructive pulmonary 
disease (COPD) is the second most 
common cause of emergency 
admission and a common 
cause of readmission with an 
average spend in London of 
£5000 per year per inpatient. 
Variations in care provision for 
acute exacerbation of COPD are 
recognised and result in different 
patient related clinical outcomes.

Methods

A CLAHRC for Northwest London 
partnership pilot site worked with 
clinicians and patients to develop an 
evidence-based COPD discharge care 
bundle based on national guidelines 
and current literature.  
A spectrum of quality improvement 
(QI) and research methods supported 
the identification and development 
of the care bundle elements.  
Teams were supported to apply a 
range of QI methods to help plan 
implementation by understanding 
their local systems and anticipating 
organisational barriers. The teams 
then gradually implemented evidence 
within their local context through 
repeated testing of interventions and 
timely measurement to assess impact.   
The methods also facilitated dialogue 
and consensus between patients and 
professionals, empowering teams 
to understand local systems and 
navigate organisational barriers.   

Results

The COPD discharge care bundle 
included smoking cessation, 
pulmonary rehabilitation, patient 
information on self-management, 
inhaler technique training, and 
planned follow-up appointment.  
Trusts using the COPD discharge care 
bundle show greater compliance 
with evidence based care standards 
than historical controls. Furthermore 
28 day readmissions are declining 
more quickly among trusts using the 
bundle compared to other London 
hospitals and it is estimated that over 
£2,000 is saved for each avoided 
admission.

The COPD discharge care 
bundle was adaptively 
spread to seven further 
partnership hospitals in 
North West London and 
adopted by NHS London 
as a CQUIN. There is now 
potential for national 
roll-out.  

Implications

The NIHR CLAHRC for NWL approach 
enabled the distillation of evidence 
into a format that practitioners 
can systematically implement into 
routine care and has demonstrated 
improved health outcomes. The 
approach allows flexible adaption 
for local services and professional 
issues but ensures the core bundle 
items are maintained and the process 
is monitored. Building capacity and 
facilitating the application of QI 
methods more widely in the NHS can 
help frontline teams adapt evidence 
to local circumstances.    

Working with decision makers to identify and evaluate 
service improvements 

Northwest London: Developing and implementing a chronic 
obstructive pulmonary disease discharge care bundle using a 
quality improvement approach

7case study  • seven 
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Spreading improvement beyond the regional collaboration

Leicestershire, Northamptonshire & Rutland: Chronic kidney 
disease service improvement activity

Background

The estimated prevalence of 
chronic kidney disease (CKD) is 
approximately 7%. The primary 
care Quality and Outcomes 
Framework (QOF) data indicates 
that on average around 3.5% 
of CKD cases are detected and 
recorded in practice IT systems. 
The failure to diagnose CKD 
at an early stage can have an 
impact on patient outcomes with 
an enhanced long-term risk of 
complications leading to increased 
mortality. There is an urgent 
need to implement a system in 
primary care that identifies those 
people at highest risk of CKD and 
provide appropriate management 
of this disease to improve quality 
of life and reduce mortality and 
secondary care costs. 
Processes to support the early 
identification of people at high 
risk of CKD through a systematic 
examination of practice records 
would enable GPs and their staff 
to find and treat people with 
CKD.

Methods

As part of a major study 
on the identification 
and prevention of CKD 
in general practices in 
Northamptonshire, a 
novel data extraction 
and audit tool has been 
developed to work 
across all general practice 
clinical systems.

The Improving Patient care and 
Awareness of Kidney disease 
progression Together (IMPAKT) tool 
pulls together over 75 data streams 
from practice systems to support the 
identification of un-coded and at risk 
patients. 

Results
In collaboration with the Greater 
Manchester CLAHRC CKD team, 
the NIHR CLAHRC for LNR is having 
an immediate impact on the early 
identification of patients with CKD. 
Linking this with improvement 
strategies from the two CLAHRCs, 
CKD patients are being targeted for 
effective intervention. 

Spread and sustainability

The IMPAKT tool is being 
implemented in Leicester City where 
they have had a 50% penetration of 
successful audits in over 35 general 
practices. A further successful 
collaboration with The Practice plc, 
a primary care company providing 
community based healthcare for the 
NHS, has implemented the IMPAKT 
tool in 45 practices across this 
primary care group with a significant 
impact on CKD management. 
Furthermore, the CLAHRC is in early 
discussions with the Healthcare 
Quality Improvement Partnership to 
consider the commissioning of the 
IMPAKT tool as part of the newly 
announced national audit for CKD in 
primary care.

8case study • eight
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Spread and sustainability

The GM-SAT and evaluation report 
has been disseminated nationally 
through the UK Stroke Forum and 
NHS Improvement - Stroke. 
The results have been used to inform 
the commissioning and provision of 
post-stroke assessment by PCTs in 
Greater Manchester using a range of 
community and Stroke Association 
Provision. The Stroke Association 
now provide the review in 15 services 
across England, covering over 1,000 
patients a year. In Yorkshire and 
Humber, GM-SAT has been put 
into a template in TPP SystmOne, 
(an electronic patient management 
system used across primary care) 
now availble to all NHS organisations 
in that area and other SystmOne 
users elsewhere. The original paper-
based model was used to create an 
electronic document that healthcare 
staff can fill in, which also provides 
GPs with the necessary coding for 
their records at the same time. 
Other areas of the UK including the 
South West, West Midlands, East 
of England and Wales are using or 
considering the use of GM-SAT.

Collaborations for Leadership in Applied Health Research and Care
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 Spreading improvement beyond the regional collaboration

Greater Manchester: Improved post-stroke management 

Background

The National Stroke Strategy 
recommends that stroke survivors 
receive a six month post-stroke 
assessment to identify unmet 
needs but no guidance was 
provided as to how this should be 
done. The aim was to develop and 
test a suitable assessment tool.

Methods

Working in partnership with The 
Stroke Association (TSA), local 
primary care and acute care NHS 
Trusts, and the Greater Manchester 
and Cheshire Cardiac and Stroke 
Network, the GM CLAHRC developed 
the Greater Manchester Stroke 
Assessment Tool (GM-SAT). The tool 
can be used to identify and address 
individuals’ unmet post-stroke needs 
and can be tailored to reflect local 
care pathways, services and resources 
available via health and social care 
and the third sector. Speakeasy, a 
communication support charity, 
helped adapt GM-SAT for use with 
people with aphasia.

Results

Evaluation of GM-SAT showed the 
tool was acceptable to patients 
and carers, and could easily be 
administered by a range of potential 
providers in both primary and 
acute care settings and by Stroke 
Coordinators employed by TSA. 

The estimated cost/
benefit ratio to the 
NHS of using a Band 4 
staff member to deliver 
the review was 0.46, 
suggesting that for every 
£1 it costs to implement 
the improvement the 
NHS will save £2.17 
in avoidable morbidity 
and mortality among 
patients.

9case study  • nine 
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On many occasions NHS staff just want the headline, 'need to know' 
information about a piece of research.

CLAHRC BITEs (Brokering Innovation Through Evidence), originated and 
piloted by the CLAHRC for Nottinghamshire, Derbyshire and Lincolnshire, 
provide an accessible overview of the most important implications and 
conclusions of a piece of research. They also provide links to further, more in-
depth information and references for further reading. 

New CLAHRC BITEs are being produced all the time as the findings from 
research are published and a national library which spans the work of the 
NIHR CLAHRCs is under development.
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CLAHRC co-ordination 

About the National Institute 
for Health Research

Established in April 2006, the 
National Institute for Health Research 
(NIHR) is providing the framework 
through which the research staff and 
research infrastructure of the NHS 
in England is positioned, maintained 
and managed as a national research 
facility.  

Visit the NIHR website at: 
www.nihr.ac.uk

NIHR Central Commissioning 
Facility

The CLAHRCs are funded by the 
National Institute for Health Research 
(NIHR) and form part of the NIHR 
Infrastructure. The CLAHRCs are 
managed by the NIHR Central 
Commissioning Facility (NIHR CCF).

Email:  info@nihr-ccf.org.uk

The NHS Confederation

The NHS Confederation’s CLAHRC 
Support Programme has been 
supporting the nine NIHR CLAHRCs 
since their inception to identify 
common implementation themes 
and issues, and work more effectively 
across their geographical and 
organisation boundaries.  

Email: nihrclahrc@nhsconfed.org
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The CLAHRCs

case studies 

Name of CLAHRC  Lead NHS 
Organisation 

Academic Partner(s) Website 

NIHR CLAHRC for Birmingham & 
Black Country (BBC)

University Hospital 
Birmingham  
NHS Foundation Trust 

University of Birmingham www.clahrc-bbc.nihr.ac.uk

NIHR CLAHRC for Cambridgeshire & 
Peterborough (CP)

Cambridgeshire &
Peterborough 
NHS Foundation Trust

University of Cambridge www.clahrc-cp.nihr.ac.uk

NIHR CLAHRC for 
Greater Manchester (GM)

Salford Teaching 
Primary Care Trust 

University of Manchester www.clahrc-gm.nihr.ac.uk

NIHR CLAHRC for 
Leeds, York & Bradford (LYB)

Leeds 
Teaching Hospitals 
NHS Trust 

University of Leeds 
University of York 

www.clahrc-lyb.nihr.ac.uk

NIHR CLAHRC for Leicestershire, 
Northamptonshire & Rutland (LNR)

University Hospitals 
of Leicester NHS Trust 

University of Leicester www.clahrc-lnr.nihr.ac.uk

NIHR CLAHRC for 
Northwest London (NWL)

Chelsea & Westminster 
NHS Foundation Trust 

Imperial College London www.clahrc-northwestlondon.nihr.ac.uk

NIHR CLAHRC for Nottinghamshire, 
Derbyshire & Lincolnshire (NDL)

Nottinghamshire 
Healthcare 
NHS Trust

University of Nottingham www.clahrc-ndl.nihr.ac.uk

NIHR CLAHRC for 
South West Peninsula (Pen)

NHS South West University of Exeter 
Plymouth University

www.clahrc-peninsula.nihr.ac.uk

NIHR CLAHRC for 
South Yorkshire (SY) 

Sheffield Teaching 
Hospitals  
NHS Foundation Trust 

University of Sheffield 
Sheffield Hallam University 

www.clahrc-sy.nihr.ac.uk

Nine NHS and academic partnerships
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