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Introduction

When the New Care Models (NCM)" evaluation
team set out their priorities and expectations for
vanguard evaluation in 2017/18, they described
a need to strengthen the focus on evaluating
patients’ experience of transformed services
(New Care Models June 2017).

Wessex AHSN are working in partnership with
the Centre for Implementation Science,
University of Southampton (CIS) and R-
Outcomes Ltd to evaluate two PACS vanguards
in North East Hampshire and Farnham (NEHF)
and the Isle of Wight (loW) and a number of
other new services and care models across
Wessex. We have completed a number of
detailed evaluations, including social prescribing
and integrated care team models, with a strong
focus on the impact on patients, people, carers
and staff.

This short report describes the mixed-methods
approach to evaluation that we have used, what
we have found and how this has helped develop
new care models. Our approach has been to
consistently do five things to understand how
people feel about new care models (NCMs)?:

* Collect and analyse large numbers of R-
Outcomes from people, patients and staff

* Undertake qualitative interviews with
patients, carers and staff

* Thematic analysis of case studies

* Observe teams at work using Normalisation
Process Theory

* Synthesise this data to develop triangulated,
rounded findings and evidence of impact

Methods
1. R-Outcomes

We knew we wanted self-reported outcomes to
play a major role in our evaluation of NCMs. We
understood that an intrinsic part of new care
models is changing how patients, carers and
staff feel about the care they receive and
deliver. The clue was in the title - in NEHF the
vanguard is called Happy, Healthy at Home and
on the Isle of Wight My life a full life. Logic
models listed desired outcomes like improved
wellbeing, confidence to self-care and staff
satisfaction. We wanted to find a way to reliably
measure and understand if this was happening.

A small team reviewed the self reported
outcome measures available and selected R-
Outcomes (R-Os). R-Os are a family of short,
generic, validated®*?, self reported outcome
measures for patients/ client, carers and staff.
They have been carefully designed to be quick
and easy to complete - which means that more
people complete them. Being generic, they can
be applied to almost any health or care setting,
from support at home to acute inpatient care.
They can be collected through the mechanism
that best suits the service — including on paper,
on-line, smart phones and tablets, or the
telephone. They work as a family of measures,
with the ability to select combinations from a
current menu of 5 patient/ client measures, 4
measures for staff and 3 for carers. Further
details are attached as an appendix and at
www.r-outcomes.com.

At the time of writing we have collected
outcomes from around 6000 patients/ people
and 500 staff in Wessex over the past two years.
Typically we collect people’s outcomes on
referral and once they have been supported or
cared for to look for evidence of a change. Free
text provides additional feedback which is often
presented graphically as a word cloud.



Example 1: Health Confidence in patients
supported by new Integrated Care Teams.
Patients report large and statistically significant
improvements in their health confidence
following the support from the five Integrated
Care Teams. The biggest improvements are in
people reporting that they can get the right help
when they need it and being involved in
decisions — which is the heart of this focused
and personalised care plan. Local reporting drills
down into the differences between the
outcomes from different teams.
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Example 2: Health Status of patients supported
by eight different social prescribing services.

Patients reported significant improvements in
their health status — particularly feeling less low
or worried. Similar improvements were found in
their health confidence, wellbeing and
experience of care.
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Example 3: A team of Care Navigators.

The team reported a high level of wellbeing at
work, are very satisfied with their job and give
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top marks for feeling that their job is
worthwhile.

They scored their confidence in delivering their
roles less highly. They can get help when they
need it. Very high scores were reported for the
level of personal service and empathy they
provide but less positive for the organisation of
the service.

These surveys have been repeated to analyse
changes over time.

Responses n = 16

WORKWELLBEING
I am satisfied with my job 94
What I do in my job is worthwhile 100
I was happy yesterday at work 94
| was NOT anxious yesterday at work 81
JOB CONFIDENCE
I know enough aboutmy job 77
| can manage my work =
I can get the right help if | need it 20
| am involved in decisions that affect me 77
PATIENT SERVICE

We treat people kindly — 96

We listen and explain 98

We see people promptly 77
We are well organised 83
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Example 4: Comparing the before and after
patient scores for two different services.

R-Outcomes can be used to look for changes
over time and to compare services. Reference
groups have been developed to help this.
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2. Qualitative interviews with
patients, carers and staff

To explore the nature and extent of a change,
it’s important to use qualitative methods to

ensure a good depth of investigation is achieved.

In our case, we’ve used qualitative methods to
explore whether new roles and new innovations
have improved patients’ health and wellbeing,
and health service delivery by health care
professionals. Using semi-structured

interviews with patients, carers and staff, we
have sought the narrative of the innovation
from those receiving and delivering the new
role or innovation. Obtaining this narrative has
helped us explain why change has or has not
occurred, what impacts have been observed

by patients and staff, and if any unintended
consequences/impacts were observed.
Questions for each interview have been
developed using the logic model for each new
role/innovation, in order to keep the interviews
focused on the topics of interest and to allow
synthesis with the quantitative evidence
gathered.

3. Themed analysis of case studies

In most of our evaluations, case studies have
been provided by staff who know the
individual’s situation and journey, and are
completed on a simple template that includes
the situation, what happened and how the
service worked with the individual. We
undertake thematic analysis of these case
studies (see below) as part of our evaluation.

For example, eight case studies of patients
receiving input from an Integrated Care Team
revealed four key themes: a quick response, a
joined up response, problem solving and the
impact on patients. This evidence provided
important indications that the new care model
was achieving its desired outcomes. When
triangulated with the findings from the R-
Outcomes analysis, the evidence of impact was
further strengthened.
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It is also possible to use case notes to develop
case studies. For an evaluation of a Recovery
College, a random set of five case notes were
reviewed and used to chart each student’s
journey of enrolling and participating in recovery
courses and their wider use of mental health
services. These were displayed graphically as
follows:

Recovery College case study — dates of course enrolment and
number of mental health service contacts
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Wellness for life

Thematic analysis of what is heard in qualitative
interviews and written in case studies is an
important part of our evaluation and we use a
well defined and widely used approach. This
method explores the semantic (explicit) themes
and latent (implicit) themes within the
gualitative data via a five stage process:
familiarise yourself with the data, generate
initial codes, search for themes, develop and
refine themes, and define and name the themes.
It aims to find repeated patterns of meaning
whilst also focusing on the relevance of issues in
relation to the aims of the evaluation of the new
care model. Importantly, as with many forms of
gualitative analysis, data saturation is the goal.
Once individual narratives begin to repeat, and
the same themes and sub-themes are evident in
the interviews, data collection is stopped®.

4. Team observation using
normalisation process theory

As many of the NCMs being evaluated are
formed of new teams of staff, we were
particularly interested to find a pragmatic and
validated evaluation tool to understand the
extent to which the team was able to embed the




implementation NCMs on a day to day basis in a
way that was sustainable in the long term.

Understanding if and how new roles, techniques
and innovations for clinical and professional
practice are effectively translated into practice is
vital for the teams delivering them and the
programmes commissioning them.

Normalisation Process Theory (NPT]” was
developed to better understand how
innovations are implemented in practice and in
particular how activities associated with
introducing new ways of working are both
enabled and constrained with in a particular
setting. It is a theoretically developed and widely
used sociological theory of how innovations are
understood, engaged with, enacted and
reflected upon. NPT has widely been used in the
dynamic setting of health care.

The starting point of NPT is to understand the
embedding of a practice i.e. what people
actually do and how they work together. NPT
provides an explanatory framework to better
understand the routine embedding of
healthcare interventions in their social contexts,
in particular why some processes seem to lead
to a practice becoming sustained over a long
term while others do not (May and Finch, 2009).
Although the authors make no claim of absolute
predictive power, they argue that within certain
limits the extent of sustainable long term
embedding can be anticipated. This means that
NPT can help ascertain the likelihood of the
routine embedding of an intervention within
certain limits.

We have conducted observations of team
meetings and key interactions between staff
using the four key components (Coherence,
Cognitive Participation, Collective Action,
Reflexive Monitoring). In addition, the NPT
NoMAD questions® have been used for a survey
undertaken during the structured focus groups.
The survey also included questions on feeling
valued as part of the team and questions about
the extent to which the expected outcomes of
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the service (as articulated in its logic model)
were felt to have been achieved.

We have now conducted four evaluations of
different teams that are working in an
integrated way to implement NCMs.

Table 1: Results for coherence

Coherence (n-9) Av. score
1. The NCM is distinct from previous 78
ways of working '
2. Team members have a shared

understanding of the purpose of the

NCM and of the specific responsibilities 8.4
required.

3. Team members understand how the 34
NCM affects the nature of their work '
4. Team members can see potential 3
value of the NCM for their work ’
Total 8.2

Table 1 shows team results for coherence or
how a NCM is conceptualised and held together
in action. In this example coherence was rated
positively. The team members had a shared
understanding of the new practice and
understood how it affected the nature of their
work and could see potential value in it for their
work. Should the results have been negative,
this may have required some adjustments in
relation to the implementation of the new
practice.

5. Synthesising findings

As we have consistently applied these methods
for evaluating how people experience and feel
about new care models, we have also developed
our method for bringing together and
synthesising these findings.

The focus is a synthesis meeting that brings
together all of the people involved in gathering
the data and evidence described in this paper, as
well as the quantitative elements of the
evaluation, including changes in activity (e.g.
A&E attendances) and economic evaluation.
Before the synthesis meeting takes place, we



aim to meet with representatives of the new
care model to take them through it, check for
accuracy and get their initial feedback or
reflections. At the synthesis meeting all of the
material is pooled and worked through together
to triangulate the evidence and identify and
agree the findings, lessons and
recommendations. An important part of this
synthesis is to identify the active ingredients
that have contributed to (or hindered) the
outcomes delivered by the new model of care.

6. How the findings have been used
by our clients

We understood that NCMs, by their nature,
would be likely to adapt and evolve during the
Vanguard’s journey. We have tried to support
teams in this creative process by providing early
headlines from the evaluation findings and
exploring with them the possible explanations
for the emerging evidence. This feedback helps
the team and the programme to understand
whether an NCM is having the desired impact
and if not why not, and helps the evaluation
team to decide where to focus the inquiry if the
results are unexpected (e.g. to examine one area
in more detail, or to differentiate the data set in
different ways). It has been valuable to have
contemporaneous access to outcomes data that
can enable timely reporting to staff with a keen
interest in how their NCM is performing.

The following examples describe some of the
beneficial outcomes of ‘formative’ evaluation for
those involved in implementing NCMs:

Example 1: The evaluation of teams through
semi-structured observation has influenced the
design of organisational development
programmes, by identifying priority areas to
focus on e.g. barriers or enablers to the NCM.

Example 2: Evidence on the impact of a Referral
Management Service has informed the business
case for the development of a locality based
community dermatology service.
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Example 3: Data on patient outcomes (R-
Outcomes) from a number of different
integrated care teams across Wessex has
initiated a new line of inquiry — do differences in
casemix account for differences in patient
reported outcomes?

Example 4: Evidence of the different impact
from different forms of social prescribing service
has informed a new commissioning service
specification — against which the services were
re-commissioned. Patients and carers
emphasised the importance of support at the
weekend and this was included. The new
service level agreements include quality
outcomes (R-Outcomes) KPls.

Example 5: Community ambassadors have been
engaged in collecting R-Outcomes from people
in waiting rooms using iPads and have
participated in the review and discussion of all of
the qualitative findings and symposium events.

Example 6: Bespoke measures have been
incorporated into R-Outcomes to cover issues of
particular interest to the service or service users
e.g. to understand how people perceive
‘integration.’



7. Our reflections on how to
evaluate the impact of new care
models on people

Our evaluation vital statistics at the time of

writing are:

NCM evaluations completed and reported 15
R-Outcomes recorded by patients 6,000
R-Outcomes completed by staff 500
Qualitative interviews undertaken 85
Case studies analysed 93
Evaluations planned for 17/18 21

R-Outcomes have provided a reliable way of
measuring the impact on patients and staff at
scale and in a short period of time. They enable
us to look for evidence of change during
implementation of a NCM and increasingly we
are using them to benchmark the impacts on
different cohorts of patients and services.

Qualitative interviews are important as they
provide the most in-depth method for
understanding the lived experience of patients
and staff. However, whilst every lived
experience reported by a patient or team
member is valid in understanding the impact of
NCMs, qualitative data collection can be very
resource intensive for evaluators and create
additional work for staff (e.g. consenting
individuals for interview, scheduling interviews,
Information Governance and Ethics approvals).
The number of participants that are suitable for
interview can be small. In our experience, we
have typically identified around 6 patients and 6
staff per NCM with interview times of up to an
hour each. In order to ensure we obtain an in-
depth picture of patient and staff experience
and also adhere to data collection timeframes,
we are looking at how we gather and analyse
this data to be sufficiently rigorous but more
time and resource efficient.

Case studies are also a powerful way of
capturing the in-depth impact for individuals.
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G

Teams that have been motivated to collect these
stories have produced around 20-30 case studies
for analysis. A simple template has been helpful
in some instances, but the most significant
enabler has been a team leader who is
convinced of the value of collecting this data.

NPT has proved helpful insights into the extent
to which integrated ways of working have
become embedded by new care model teams. It
has been used successfully with focus groups
from 4 to 24. The findings have been recognised
by those participating and informed team
development.

8. Looking forward

Three new measures have recently been added
to the R-Outcomes suite and will be trialled in
Vanguard evaluations during the coming year,
measuring:

* Patient and staff perception of service
integration

* Ashort staff measure based on
Normalisation Process Theory

* People and organisations’ readiness to
innovate

* People’s confidence in using digital health
care solutions

November 2017
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Appendix — R-Outcome patient measures

-Qutcomes

MEASURE WHAT MATTERS

PATIENT

Tel: 0785 568 2037

Patient-Reported Outcome Measures

R-Outcomes’ family of short generic patient-reported measures cover
health status, patient experience, personal wellbeing and health
confidence. They can be used at the point of care or between visits.

These share a common framework with 4 items and 4 responses,
suitable for use on a patient’s own smart-phone, tablet, PC

or on paper.

between units.

not English.

These tools are research-based and are short, quick and easy to use.
They are generic and suitable for almost all patients irrespective of
conditions across health and social care. The results measure trends,

changes and comparisons.

Health Status

HowRu is a short generic patient-reported
outcome measure (PROM), to track and
compare patients’ perceptions of how they
feel physically and mentally and what they
can do (disability and dependence).

How are you today? (past 24 hours)
How do you feel and how much can you do?
Choose one answer on each line

Quite

None  Alittle  G0¢  Extreme

Pain or discomfort
Feeling low or worried
Limited in what you can do
Require help from others

Wellbeing

The Personal Wellbeing Score (PWS),
based on National Statistics ONS4, covers
life evaluation, worthwhileness, positive
and negative experience.

Personal Wellbeing
How are you feeling in general?
How much do you agree?
Strongly "
"o Agree  Neutral Disagree

I am satisfied with my life

® © @ ©
What | do in my life is worthwhile

& © @ ©
1 was happy yesterday

® © @ ©
1 was NOT anxious yesterday

@ © & ©

© R-Outcomes Ltd 2017

Experience

HowRwe is a short generic patient-reported
experience measure (PREM), which
measures patients perceptions of the care
and service provided. It is suitable for all
types of patient and care setting.

Results are easy to interpret, giving feedback to patients, clinicians,
managers and commissioners, tracking changes and differences

These validated tools are short and quick to use with simple
unambiguous wording, understood by those whose first language is

Confidence

HCS captures people's confidence in their
knowledge, self-management, access to
help and shared decision-making.

How are we doing?
What do you think about our service?
Choose one answer on each line

Excellent Good ~ Fair  Poor

Treat you kindly

® © @ ©
Listen and explain

® © @ ©
See you promptly

® © ©@ ©
Well organised

® © @ ©

Health Confidence
How do you feel about caring for your health?
How much do you agree?

Strongly
ores. Agree  Neutral Disagree

1 know enough about my health

® ©v & o
I can look after my health
® © e

I can get the right help if | need it
I 'am involved in decisions about me

® © e

Service Integration

Integration across service boundaries is
a challenge for all health services. Itis a
priority for new models of care.

Service Integration (patient view)
How well do services work together?
How much do you agree?
Strongly  pgree  Neutral Disagree
agree

Services talk to each other

e © @ @
Staff know what other services do

e © © @
I don't have to repeat my story

® © © o
Different services work well together

& © © ©

Length

Length and reading age affect respondent
burden and response rates.

Name ltems Words Reading
age
Outcome
howRu 4 37 7
EQ-5d (inc. visual analogue scale) 6 230 11
SF-12 12 474 11
NHS PROMS (Hip pre-op) 27 1,485 11
howRwe 4 29 7
NHS Friends and Family Test 1 44 12
HCAHPS 32 1,156 13
GP Patient Survey 62 2922 12
NHS Adult Inpatient Survey 76 3,353 12
Health Confidence Score 4 50 8
Patient Activation Measure (PAM) 13 293 12
Health Literacy Questionnaire 44 1,001 12
Personal Wellbeing Score 4 43 9
ONS Personal Well-being 4 95 "
Short Warwick-Edinburgh 7 89
ICECAP-A 5 273 10

www.r-outcomes.com

info@r-outcomes.com
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