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BACKGROUND 

Eastleigh Southern Parishes Network is an organisation owned by five GP practices (Blackthorn 
Health Centre, Hedge End Medical Centre, West End Surgery, Bursledon Surgery, St Luke’s Surgery). 
It is commissioned by West Hampshire CCG to provide a care navigation service to patients who are 
registered with the GP practices in the Eastleigh Southern Parishes boundary.  

Care Navigation, as well as other forms of signposting and coaching roles, have become part of 
collective group of roles often called ‘link workers’. Link worker roles have commonly been 
associated with social prescribing and formalised in the recently published NHS long term plan1 as a 
central component of social prescribing. Link workers within primary care networks will work with 
people to develop tailored plans and connect them to local groups and support services. The current 
plan aims to have over 1,000 trained social prescribing link workers in place by the end of 2020/21, 
rising further by 2023/24, with the aim that over 900,000 people will be referred to social 
prescribing schemes by then. 

As a form of link worker, the aims of the care navigation in-reach service (CNIR) are to support 
people to remain safe and independent in their own homes, improve health and wellbeing and 
facilitate appropriate utilisation of health and social services. The CNIR service also aims to explain 
and help patients understand the processes and services being arranged to support patients’ 
discharge from hospital. It also aims to work closely with GP practices, health and social services 
professionals, and voluntary services in the community. The CNIR service was started in Dec 2016 
and service activity data was available for this evaluation up to Nov 2018. At the time of the 
evaluation staff interviews, in Sept/Oct 2018, two CNIR staff members were working full-time.  

METHODS AND EVALUATION QUESTIONS 

A mixed methods approach was undertaken to answer the evaluation questions. A range of activity 
data for the CNIR service was available and included in this evaluation. Semi-structured interviews 
with staff and patients were conducted. One CNIR team meeting was observed and the 
discussion/issues incorporated into the synthesised analysis.  

Health care staff and patients involved in CNIR were invited to take part in interviews by the AHSN 
researcher after discussions with the relevant leadership teams. All participants were informed of 
the purpose of the evaluation and provided written consent. All participants consented to be audio-
recorded during their interview, so their views could be thematically analysed.  

Patient feedback forms and staff feedback forms, about the CNIR service, were collected between 
Dec 2016 and Nov 2018 by the CNIR staff and Integrated Discharge Unit staff. The commissioners of 
this evaluation asked the evaluation team to analyse the feedback forms.  

Patient case studies were collected between Dec 2016 and Nov 2018 by the Integrated Discharge 
Unit staff. The commissioners of this evaluation asked the evaluation team to analyse the case 
studies as part of the evaluation.  

The activity data was analysed and addressed questions 1 and 3. The data has been organised as 
appropriate.  

To appropriately interrogate the staff interviews, patient interviews, case studies and team 
observation, a recognised process of thematic analysis2 was used to identify themes from these data 
sources. The goal of the analysis was a table of well-defined and described themes after data 
saturation was reached. The synthesised themes are presented in Table 2 and contribute to all three 
evaluation questions.  

                                                                 
1 https://www.longtermplan.nhs.uk/wp-content/uploads/2019/01/nhs-long-term-plan.pdf 
2 Braun V and Clarke V (2006) Using thematic analysis in psychology. Qualitative Research in Psychology. Vol 3: 
77-101. 
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The patient and staff feedback forms were analysed separately and addressed evaluation question 3 
and a short section on potential improvements to the service.  

As this report was structured under the evaluation questions, findings were used where appropriate 
rather than presenting findings for each method separately. This was consistent with the mixed 
methods approach undertaken. 

The evaluation questions were:  

1. What activities are Care Navigator In-Reach staff involved in? 

2. What have been the facilitators and barriers to Care Navigator In-Reach work? 

3. What impacts have Care Navigator In-Reach staff had on patients, families, health care staff 
and/or the wider health and social care system?   

FINDINGS 

Several sources of evidence were included in this evaluation. Quantitative CNIR service activity data 
was available and analysed by the evaluation team. In total, 197 patients were supported by the 
CNIR service between Dec 2016 and Nov 2018. 

Seven health and social services staff were interviewed (including the 2 full-time CNIR staff 
members), 1 integrated discharge team meeting was observed, 4 patients supported by the CNIR 
service were interviewed, and 26 case studies about the CNIR service were produced. Furthermore, 
18 staff feedback forms and 26 patient feedback forms were analysed by the evaluation team.  

The findings from this mixed methods study were organised by evaluation question. 

EVALUATION QUESTION 1: WHAT ACTIVITIES ARE CARE NAVIGATOR IN-REACH STAFF 

INVOLVED IN?  

The service activity data revealed:  

• 197 patients were supported by the CNIR service between Dec-16 and Nov-18. Referrals rates to 

the CNIR service fluctuated between Dec 2016 and Nov 2018, ranging from as low as 2 to as high as 

17 referrals per month (see Figure 1).  

• 51% of patients supported were male and 48% were female 

• 60% of patients supported were aged over 80 years old 

• Females were slightly older than the males with 65% over 80 compared to 56% for the males 

• 75% of patients were known to the CNIR service 

• 76% of patients were referred by Care Navigators, 11% by Discharge Officers and 8% unknown 

• 61% of referrals to CNIR were to support the aim of ‘appropriate and timely discharge’ and 15% 

due to ‘concerns from the Integrated Care Team’. 

• 1 patient was deemed not suitable so did not spend any time on the caseload 

• 60% of patients spent one week or less on the caseload 

• 6% of patients spent 4 weeks or more on the caseload 
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• 146 onward referrals were made (53% to statutory services such as adult services or meals on 

wheels, 25% to voluntary organisations and 22% to private services). See Table 1 below. 

• 193 onward sign-postings were made (50% to statutory services, 29% to voluntary organisations 

and 21% to private services).  

When examined by age, the majority of CNIR work was with patients aged 81+ years old and many 

were onward referred (55%) or signposted (62%) to other services to support their care at home 

after discharge.  

Table 1: Onward referrals and signposting by patient age groups 

Age Total Referrals Total Signposting Referrals % Signposting % 

<60 4 7 3% 4% 

60-80 55 59 38% 31% 

81+ 80 120 55% 62% 

Unknown 7 7 5% 4% 

Total 146 193 100% 100% 

 

Figure 1: Referrals to CNIR by month 

 

 

The service activity data included a range of written information about the activities of the CNIR 
staff. By categorising the range of activities recorded by CNIR staff, it was apparent 3 types of work 
were undertaken by CNIR staff. Firstly, 54% of the CNIR work involved ‘general liaison & feeding back 
information work with a range of health professionals to support discharge’. Secondly, 18% of the 
CNIR work involved ‘advice, confidence building and support for patients and family’. Thirdly, 8% of 
the CNIR work involved ‘intensive liaison work for complex cases, including arranging packages of 
care’. The remaining recorded activities were varied and didn’t fit into these categories.  
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The qualitative exploration of the role of CNIR staff was further explored in the staff interviews and 
presented below. 

As presented in Table 2, seven “active ingredients” of the CNIR service were identified from the 
evidence collected during staff interviews, patient interviews, team observation and case studies. 
These were central activities of the CNIR staff and discussed below.  

‘Multi-reach’ preventative liaison role (active ingredient 1) 

Contrary to the service being named ‘in-reach’, the CNIR service was far more ‘multi-reach’ than 
anticipated. It was apparent, during the staff interviews and team observation, the CNIR staff were 
regularly working with a considerable number and type of health and social care staff. The ‘reach’ of 
the service was considerable. CNIR staff had regular and meaningful contact with the integrated 
discharge team (discharge officers and management) in which they’re physically based, community 
care navigators, Southern Health rehabilitation coordinators, adult social care, CHS, CHC, NOK, GP 
surgeries, UHS@Home, therapists, older persons mental health team, hospital ward staff, and 
private respite/care homes.  

Furthermore, a key element of this multi-reach service was its ‘preventative liaison role’. Almost all 
the activities of CNIR staff were aimed at preventing work for hospital staff and delays for 
patients/families. Important to this preventative outlook was the liaison role they played to work 
with and between existing services. This was typified by these examples: 

“In my experience, they [CNIR] go well beyond the call of duty. They support a multitude of 
patients ensuring their safety and keeping them at home and reducing the risk of 
readmission.” (Local authority adult services staff member) 

“[CNIR staff member] received a telephone call from a Discharge Officer at UHS regarding a 
patient who was fit for discharge and did not want to wait to be seen, or need to be seen, by 
Adult Services and wanted to fund her own care in the hope of leaving hospital. [CNIR staff 
member] was able to visit the patient on the ward, gather information from the patient and 
the ward staff, doctor and source a care provider. The care provider was able to start the 
package of care a week later. [CNIR staff member] approached Healthcare at Home and had 
the gap bridged by them. This meant the patient was able to leave the hospital 6 days earlier 
than expected. If the patient had to wait for an assessment it could have been 2 weeks plus.” 
(Case study 2) 

“One elderly gentleman lives alone and was admitted to UHS following a fall at home. He 
was referred to Adult Services within the hospital for a package of care. [CNIR staff member] 
met the patient on the ward and contacted the social worker to request an assessment takes 
place ASAP as the patient was very keen to return home. With the patient’s consent, [CNIR 
staff member] made contact with his son who supported his father. The son confirmed that 
he was going to live with his father for a few months and would be able to assist with some 
basic care and meal preparation. [CNIR staff member] gave that information to the Social 
Worker, giving a full picture of the situation within the community. The CRT package became 
available very quickly and [CNIR staff member] was able to inform the patient of this and the 
community care navigator. Upon returning home, the patient was seen by the community 
care navigator who identified the walking frame he was sent home from the hospital with 
was actually too big for his doorways. The patient had been seen trying to get it in sideways 
and could easily have fallen. The community navigator then sourced a smaller frame from 
the community care team and he was then able to mobilise safely within his home.” (Case 
study 5) 

“I think it’s been an excellent service for the patients…we’ve had a number of patients we’ve 
needed to get home quickly and have been waiting for care. [CNIR] has been able to bridge 
that care for them and get the patient home the next day. One patient had mental health 
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issues, another was trying to self-discharge when we knew it wasn’t safe, so they [CNIR] got 
involved and made sure it was safe for the patient to go home. Sometimes we get patients 
who are really anxious and it’s really nice to know someone is going to contact them 
[patient] and offer support in the community. For our point of view, when we have someone 
anxious about going home, it’s a superb service.” (Discharge officer)  

“They’ve [CNIR] got good relationships with adult social care as they [CNIR] need to know 
when packages of care will start so they [CNIR] can organise further support if needed.” 
(Discharge officer)  

 

Table 2: Table of themes from the synthesised analysis of staff interviews, patient interviews, a team 
meeting observation and case studies. 

Higher order 
theme 

Themes 
 

Active 
Ingredients of 
CNIR service 

1. ‘Multi-reach’ preventative liaison role 

2. Information sharing with other health professionals 

3. Working between the gaps  

4. ‘Walking alongside’ reassurance support style  

5. Case finding opportunities 

6. Flexible and timely support  

7. Strong working relationship with community care 
navigators 

Facilitators for 
CNIR service 
work 

8. Access to Apex discharge database 

9. CNIR staff integration with hospital ward record systems  

10. Attendance at DTOC / integrated discharge bureau team 
meetings  

11. Broad knowledge of care providers and community services 

Barriers to CNIR 
service work 

12. Information governance delay  

13. Postcodes currently limit the availability of the service  

14. Discharge processes need improving 

15. Fast-track 48hr process need improving 

16. Coordinated access to health databases 

17. Remote access to health databases 

18. Missed opportunities at the hospital front door  

Perceived 
impacts 
reported 

19. Accelerated discharge from hospital 

20. Safe discharge from hospital  

21. Readying the home environment for discharge  

22. Indications of avoided hospital costs  

 

Information sharing with other health professionals (active ingredient 2) 

It was clear a lot of information was being passed onto health professionals by the CNIR staff. This 
was facilitated by the preventative liaison role and typified by these examples: 

“The CNIR service has been a valuable source of communication between service users and 
the ward staff. They have been able to communicate with adult services and provide us with 
information we did not have. They have also sourced packages of care and enabled us to 
discharge patients much sooner.” (Discharge officer) 

“They [CNIR] give us lots of information about patients, which we found out…we had one 
patient who needed some shopping and we were able to refer the patient to ‘Communicare’ 
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[charity service for social isolation / befriending service] and get the patient out of hospital 
quickly.” (Discharge officer) 

“They [CNIR] are very good at letting us know what work they’ve done with the patient whilst 
the patient has been in hospital.” (Discharge officer)  

“Using the Apex (discharge) computer database has helped a lot, we have ward staff calling 
us and ask us about discharge issues to keep their plates spinning.” (CNIR staff member)  

“Often, we’ll have practitioners on the phone to ask what is out there in the community to 
help a patient get home and stay well at home. One time I gave a practitioner advice about 
the Urgent Response Service for safety checks and meals etc. We can help with that as we 
have such good links with community services.” (CNIR staff member) 

“The is a huge benefit to social services as the CNIR staff can investigate the patient’s home 
environment and hospital staff, this has been very helpful in the process of discharge and 
community support planning.” (Local authority adult services staff member) 

Working between the gaps (active ingredient 3) 

The preventative liaison role and sharing of information were important active ingredients, and 
largely exist because of gaps in support between existing services and between services and the 
point they meet patients/families. It was apparent the CNIR service was very successful at working 
within those ‘gaps’ and not allowing patients/families to fall down them – such CNIR activity often 
meant the avoidance of delays or a smoother transition from hospital to home.  

“The CNIR service helped me to discharge a patient that I was not able to engage with…nor 
their family. [CNIR staff member] helped me beyond my expectation and I’m grateful to have 
access to this service.” (Local authority adult services staff member) 

“We’ve got resources, we have a pot of funding to help up care, from the CCG, to help with 
resettlement of patients, like organise food parcels. Patients often don’t need a full care 
package when they go home, just someone to cream their legs, heat up a meal for them, etc. 
Adult services won’t pay for that, so that’s what our money is for. We outsource some of this 
work to private companies who are willing to visit someone once a day or a week.” (CNIR 
staff member) 

“In one case, there was no support to get a patient home, or support to go food shopping 
and have her care needs met. The CNIR service were able to deal with the food shop, bridge 
the care staffing and follow up to ensure the patient was safe.” (Local authority adult 
services staff member)  

“A 79-year-old female patient lived with her husband. Her husband was her primary carer 
and there was no formal care package is in place.  The patient was admitted to hospital 
following a fall and suffered a fractured hip. The patient was desperate to get home and 
both she and her husband had discussed ‘self-discharging’. [CNIR staff member] arranged to 
see the patient on the ward and although the patient was very keen to get home, after 
discussion, agreed that having some help would be important to support her husband. A 
referral had been made to reablement services for care, but the patient was told by adult 
services this would take up to 7 days for them to have capacity. [CNIR staff member] spoke 
with adult services to see if they would be happy for the CNIR to source a care provider to 
bridge until the reablement started and this was agreed. CNIR spoke to the therapists and 
nursing team to clarify what the care needs were, and the patient would be safe to be 
discharged. CNIR then contacted a local carer and it was agreed she could commence care 
the following day. This was funded by the CNIR small ‘resettlement fund’. CNIR contacted the 
discharge officer to arrange the hospital transport and made the patients husband aware. 
From the beginning of this intervention the input of the CNIR staff member was significant 
and kept the patient at the forefront.  The patient was very keen to get home but took on 
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board the need for a safe discharge. [CNIR staff member] was able to liaise with ward staff, 
the care provider, NOK, and provided a smooth transition home for the patient which was 
her desired outcome. The patient would have been unable to return home without a package 
of care in place. Without CNIR intervention, the patient would have been waiting an extra 7 
days in an acute bed despite being medically fit for discharge.” (Case study 21) 

‘Walking alongside’ reassurance support style (active ingredient 4) 

The CNIR service appeared to go far beyond ‘functional liaising’ with health professionals, patients 
and families. The CNIR approach to their work was one of ‘walking alongside’ the patient and family 
as they signposted them, build confidence to self-manage and provided tailored advice.  

“A 74 year old female was admitted to hospital following a collapse with chest pain. The 
patient was the main carer for her husband who has dementia. CNIR service was approached 
by the GP surgery to ask that the hospital be made aware of the home situation. The patient 
had no support from services prior to admission as she feared that her husband would be 
‘taken away’. [CNIR staff member] met with the patient on the ward and was able to 
reassure the patient about the processes of adult services and that it wouldn’t be that 
someone would take her husband away but to get the correct support in place for them both. 
The patient became more open to this and a referral was made to the Adult Services 
Community Team for an urgent assessment for her husband and a carers assessment for the 
patient.” (Case study 11) 

“We develop good relationships with the patients, we develop their confidence and give 
them advice to ensure they get home safely and avoid readmission to hospital. We take on 
the reassurance role with patients, we let them know what is happening behind the scenes 
with preparations by hospital and community staff.” (CNIR staff member)  

“I know a couple of families who thought of the CNIR staff as a friend, rather than NHS staff 
or social services with authority and influence over health decisions, and this has helped the 
discharge process enormously.” (Discharge officer)  

“The discharge officers are very task-oriented and forms and desk-based workers. The CNIR 
staff fill an important role in working alongside the patients and families to support them 
and facilitate the discharge work.” (Discharge officer) 

Case finding opportunities (active ingredient 5) 

Several cases were identified by accident whilst working on another case. This perhaps should not be 
unexpected as the CNIR service was connecting with many different health professionals and 
routinely working at the coal face of patient care. Their close work with patients and their families 
often identified unmet needs during hospital or home visits.  

“The wife of an inpatient was met by accident whilst [CNIR staff member] was waiting to see 
another patient. The wife mentioned that her husband had been newly diagnosed serious 
long-term condition and she was struggling with him at home. The wife asked [CNIR staff 
member] what her role was, after looking at her badge. The wife and husband were referred 
to the CNIR service by their GP. The wife and family had been struggling at home and CNIR 
service and community care navigators arranged for some domiciliary care each week.” 
(Case study 19) 

Flexible and timely support for patients and families (active ingredient 6) 

It was apparent the CNIR staff engaged in a pro-active, flexible and timely approach to supporting 
patients and families. This was typified by these examples:  

“We had a lady who was at end of life and wanting to go home, so was on the fast track 48hr 
end of life discharge process. But the ward staff didn’t put enough detail on the forms and 
there were delays beyond the 48hrs. I contacted the CHC coordinator and said how can I help 
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speed things along? I offered to go up the ward and get the remaining information, so the 
application can get processed. This worked, we got funding agreed and she got home shortly 
after.” (CNIR staff member)  

“They have bridged packages of care the very next day, which is good, previously it can take 
a couple of days to sort that out. That’s a really good aspect of the [CNIR] role.” (Discharge 
officer) 

“The access to all the various services through one central contact [CNIR service] was really 
helpful. There were lots of linking of different disciplines and lots of joined up thinking. It 
made the process of getting my mother out of hospital safely and quickly so much easier. I 
would imagine most people aren’t aware of which services are available out there for the 
elderly, I certainly wasn’t, but the whole process was made easier and done extremely 
efficiently.” (Relative of patient)  

“They listened to my wishes to get my husband home to die” (Relative of patient) 

Strong working relationship with community care navigators (active ingredient 7) 

In additional to the multi-reach and information sharing active ingredients above, one professional 
relationship stood out. The working relationship between CNIR staff and community care navigators 
was particularly strong. Almost all case studies included both their involvement in supporting 
patients to return home.  

“A 65-year-old female who lived alone had been admitted to hospital with reduced mobility 
and cellulitis. The integrated discharge bureau social worker had asked if the CNIR service 
and community care navigators would attend a Best Interests Meeting to discuss the 
discharge of the patient. [CNIR staff member] was able to link up with the community care 
navigator who knew the patient, and this provided invaluable information about the 
patient’s living conditions and home life. This work led to decisions about her discharge and a 
plan was put in place to expedite the patient from hospital.” (Case study 1) 

EVALUATION QUESTION 2: WHAT HAVE BEEN THE FACILITATORS AND BARRIERS TO 

CARE NAVIGATOR IN-REACH WORK? 

FACILITATORS FOR CNIR SERVICE WORK  

An important managerial / operational facilitator was the secondment of an individual from the 
hospital discharge team to the Care Navigation community team. This was an important component 
of the service and a positive step forward for hospital and primary care understanding and 
integrated working. 

In terms of doing the work of in-reach care navigators, several factors (themes 8 to 11) were 
reported to have facilitated the success of the CNIR service (see Table 2). They are provided below 
with a quote to exemplify them:  

Access to Apex discharge database: “Access to Apex (discharge) computer database has helped the 
most, we’ve been able to tap into this system and record our activities on it so other staff know what 
we’ve done and what we’re planning. Reports on Apex can now be run and managers can know how 
many patients we’re working with and what has happened.” (CNIR staff member)  

CNIR staff integration with hospital ward record systems: “A really helpful thing was being allowed 
to put leaflets and notes in the notes of patients on the wards. This helped us communicate with the 
ward teams more effectively and let them know the patient is known to us and we’re working to help 
them get home.” (CNIR staff member)  
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Attendance at DTOC / integrated discharge bureau team meetings: “They attend the DTOC and 
other team meetings and this helps their work and our work a lot. It speeds up the process for both 
sides…community and hospital work to support discharge.” (Discharge officer) 

Broad knowledge of care providers and community services: “The CNIR staff, and the community 
care navigators, have an excellent knowledge of care providers and services in the community. In 
particular, which ones are currently working well in which patch. This has been invaluable to the 
discharge teams and saved a lot of trouble we might otherwise have got into.” (Discharge officer) 

BARRIERS TO CNIR SERVICE WORK 

Several factors (themes 12 to 18) affected the optimal success of the CNIR service (see Table 2). They 
are provided below with a quote to exemplify them:  

Information governance delay: “Prior to the service starting, it took several months to organise the 
appropriate permissions and I.T. access for the CNIR staff in our hospital Trust.” (Discharge manager) 

Postcodes currently limit the availability of the service: “It’s a great service, I wish the CNIR were 
available to everyone’s postcodes because it would make our job a lot easier and get patients home.” 
(Discharge officer) 

Discharge processes need improving: “The discharge process still needs improvement, the time it 
takes to source care can take much longer. The time from when the patient is medically fit to get 
them seen by social services and then source a care package is often longer. We know social services 
is on its knees and the patient can get quite distressed whilst they wait to be discharge. We’ve tried 
to speed this up where possible but there is only so much we can do.” (CNIR staff member) 

Fast-track 48hr process need improving: “Also, the fast-track 48hr continuing health care for end-of-
life discharge service needs improvement. One lady has been medically fit for almost two weeks now, 
but the fast track process is really slow. She wants to be home but can’t get there. The CHC checklist 
gets done by the ward, then gets looked at by the coordinators at the integrated discharge bureau 
and then sent to the CCG for approval. Its all the bureaucracy, I understand the need for it as its 
public money, but it just takes too long and there’s a patient waiting in the middle of all this. Nursing 
and medical teams have to do their bits, which can be a day apart or so, and then if it involves a 
Friday then there’s more delays because of the weekend and the CCG do not work at the weekend.” 
(CNIR staff member)  

Coordinated access to health databases: “Access to the various forms and decisions on the various 
computer systems is an issue, we don’t have access to all of them, there’s Apex, eCAMIS, AIS etc but 
you only get the true picture of what is happening by visiting the ward. This isn’t ideal and needs 
improving. We only currently have access to Apex (discharge database).” (CNIR staff member) 

Remote access to health databases: “It’s frustrating being that we meet a lot of people and we’re in 
the community a lot, that we cannot access records whilst we’re on the move. We don’t have laptops 
or the information governance permission to allow us to do that.” (CNIR staff member)  

Missed opportunities at the hospital front door: “Another thing we’ve heard is our role would work 
well at the front door to the hospital, at AMU and the emergency department, but they have their 
own social workers there and we haven’t really got the communication right with them there. 
Potentially we could help people not get admitted if they just need signposting of meals on wheels or 
something like that.” (CNIR staff member) 
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EVALUATION QUESTION 3: WHAT IMPACTS HAVE CARE NAVIGATOR IN-REACH STAFF 

HAD ON PATIENTS, FAMILIES, HEALTH CARE STAFF AND/OR THE WIDER SYSTEM?  

The quantitative service activity data collected between Dec 2016 and Nov 2018 highlighted these 
key findings: 

• It was the view of the Care Navigators that their intervention contributed to an earlier discharge 
(than would otherwise have occurred without their intervention) in 26 patients out of 197 (13%) 
resulting in a minimum of 44 bed days saved. We have assumed that the determination/recording of 
an ‘early discharge’ and this ‘largely due to the CNIR staff’ was based on experienced 
clinical/professional judgement in a system they’re familiar with.  

• Additional benefits included liaison between services (48%), advice and support to the 
patient/family (27%) plus arranging Packages of Care, reablement, End of Life care including death in 
preferred place and getting home by Christmas. 

• 18 patients (9%) received resettlement support. 

NICE have produced guidance (NG273) on the potential savings in the transition between in-patient 
care and community or home care. They identify three sources of potential savings: 

1. Reduced length of stay: 44 days (as stated above) at an indicative cost of £250 per day 
indicates a potential saving of £11,000. 

2. Readmissions at an indicative cost of £1,500. 

3. Reducing avoidable admissions to care homes with these indicative costs: 

o £553 per week residential 

o £839 per week nursing 

The service did not record data on readmissions or avoidable admissions to care homes which could 
potentially generate further savings to the system. It is recommended that data is collected on these 
two measures in future.  

Patient feedback forms: There were two types of patient feedback forms provided to the evaluation 
team. Five ‘patient feedback form 1’ forms were completed (CNIR staff member administered to 
patient) and 19 ‘patient feedback form 2’ forms were completed (community navigator 
administered to patient post-discharge). Patient feedback forms 1 and 2 asked different questions.  

Patient feedback form 1: patients rated their satisfaction with the CNIR service as ‘excellent’ (40%, 
n=2) or ‘good’ (60%, n=3). No patients reported it as ‘fair’ or ‘poor’. Also, 20% (n=1) of patients 
‘strongly agreed’ and 60% (n=3) ‘agreed’ the CNIR service had enabled a quicker return home. Only 
one patient ‘disagreed’ (20%, n=1) the CNIR had helped them get home faster.  

Patient feedback form 2: All patients (n=19) stated ‘yes’ they were put in touch with services that 
could help them after discharge from hospital. Also, most patients either ‘strongly agreed’ (47.4 %, 
n=9) or ‘agreed’ (42.1%, n=8) they were involved as much as they wanted in decisions about their 
care and support. Only two patients (10.5%) responded ‘neutral’ to this question and none 
disagreed.  

Health professional feedback forms: 15 forms completed by health professionals (10 Hampshire 
County Council staff, 4 Hospital services staff and 1 GP surgery member of staff). On a scale 1 to 5 (5 
most helpful), 14 staff (93.3%) ranked the CNIR service as a ‘5’ and thus very helpful. One member of 
staff (6.7%) ranked the CNIR as a ‘3’, this was the member of staff from the GP surgery. 

 

                                                                 
3 NICE Costing statement:  Implementing the NICE guideline on Transition between inpatient hospital settings 
and community or care home settings for adults with social care needs (NG27). December 2015 
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Findings from the qualitative methods of data collection indicated the overall sense of satisfaction 
with the CNIR service was high, both from health and social services staff and patients, as typified 
by this staff member and these relatives:  

“The CNIR service is one of the most useful services both for professionals, patients and their 
families. They have excellent links with community staff and often have lots of ideas to help 
the discharge process.” (Discharge officer) 

“The access to all the various services through one central contact [CNIR service] was really 
helpful. There were lots of linking of different disciplines and lots of joined up thinking. It 
made the process of getting my mother out of hospital safely and quickly so much easier. I 
would imagine most people aren’t aware of which services are available out there for the 
elderly, I certainly wasn’t, but the whole process was made easier and done extremely 
efficiently.” (Relative of patient)  

“They listened to my wishes to get my husband home to die” (Relative of patient) 

Themes 19 to 22 (see Table 2) (based on data from the staff interviews, patient interviews, team 
observation and case studies) provided further indications of impacts on patients and the health 
care system.  

Accelerated discharge from hospital 

Theme 19 highlighted the CNIR service was instrumental in accelerating discharge from hospital, as 
described by these examples: 

“The patient required someone to visit them for a wellbeing check the same day as their 
discharge. The CNIR service could do this…if the CNIR service wasn’t available discharge 
would have been delayed until alternative arrangements were made.” (Local authority adult 
services staff member)  

“We had a problem where there wasn’t any ward space available to step her down onto, 
when it was determined she was ready to go home. The high dependency unit don’t 
discharge from their unit, so they didn’t know what to do. It was inappropriate for the 
patient to be there once she was ready to go. I asked the unit to get the urgent response 
service involved and we managed to get a care package in place, and she got home.” (CNIR 
staff member)  

Safe discharge from hospital  

Theme 20 highlighted the CNIR service was instrumental in supporting safe discharges from hospital, 
as described by these examples: 

“They’ve helped up with packages of care, we’ve had some patients who haven’t wanted to 
wait for care, and they [CNIR] have organised emergency care for up to 2 weeks. We do have 
patients who want to discharge early when it isn’t ideal, when we know things aren’t ready 
for them at home, so it [CNIR] helps to get patients home safely.” (Discharge Officer) 

“I had a referral from a discharge officer for a patient who was a self-funding a package of 
care, someone from [private care company] was coming in once a day, and she [patient] 
wanted to increase that package of care so she could go home. I [CNIR] received a phone call 
from a relative saying she was aware of the work I was about to do but highlighted the 
patient can get confused and apparently wasn’t able to self-fund the increase in care. I 
[CNIR] contacted the discharge officer and told her about the lack of funds so we put a notice 
through to the social work team to get the ball rolling and avoid a mix up about what the 
patient could and couldn’t fund. I asked UHS@Home to bridge the needs of the patient at 
home and the patient was home within the next two days. We found out [private care 
company] wouldn’t have been able to increase the package of care for at least a week so we 
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believe this clarity about the patient’s situation saved about 5 days in hospital for the 
patient.” (CNIR staff member)  

“It is clear that in line with the principles of a strengths-based approach and wellbeing, 
presented under the Care Act, your service makes that link between the hospital and the 
community. It supports and empowers clients to be able to return home or to their chosen 
destination, sooner rather than later, in a safe and supported way. The principles of joined up 
and integrated working are clearly used throughout your team and the will to implement 
client centred working is excellent.” (Local authority manager) 

Readying the home environment for discharge  

An important impact for patients was the readying, by CNIR staff, of the home environment prior to 
hospital discharge (theme 21). This was often an antecedent to accelerating a safe and timely 
discharge.  

“We use our assessment form, which we developed ourselves, we look at reason for 
admission, significant health issues, how patients feel about going home, supported needed 
at home, actions needed, a patient consent process of course, asking about family and 
friends, socialising and diet – all these things can be looked at in the community. We try and 
figure out their home life on the ward and when the community care navigator conducts a 
visit, they know all about the situation.” (CNIR staff member)  

“They’ve been helping us moving patients more efficiently, the CNIR staff can organise food 
stocks, turning on heating, making sure the electricity is working. Those simple things, but 
things we can’t get help to do from existing services.” (Discharge officer) 

“It’s a great service for isolated patients with no next of kin, to get them home safely and 
support them in the community. To give them the confidence to support themselves when 
they get home.” (Adult services staff member) 

“A met a lady who was morbidly obese and living 24hrs in a chair and couldn’t do anything 
for herself. I met her in the community and realised she needed a large package of support, 
so I referred to the GP and they started the official ball rolling. The lady was very unwell and 
brought into the high dependency unit where she stayed for several weeks. I visited her daily 
to reassure her that everything would be organised at her home.” (CNIR staff member)  

Indications of avoided hospital costs 

In support of the quantitative findings reported above, there were indications of how the CNIR 
service contributed to avoiding costs to the health care system (theme 22). These are exemplified 
here:  

“We had one gentleman who had been an in-patient for about four months, [CNIR staff 
member] arranged for a deep clean of his home and worked with the community care 
navigator to get the home stocked with food, made sure the heating and lighting was 
working and got him home. Prior to his hospital admission he was calling for an ambulance 
almost daily and also calling his GP weekly, but after CNIR intervention he stopped calling 
both of those. The patient’s GP contacted me and told me our work had probably saved the 
equivalent cost of about four hip replacements and was very happy we were involved.” (CNIR 
staff member) 

“[CNIR staff member] received a telephone call from a Discharge Officer at UHS regarding a 
patient who was fit for discharge and did not want to wait to be seen, or need to be seen, by 
Adult Services and wanted to fund her own care in the hope of leaving hospital. [CNIR staff 
member] was able to visit the patient on the ward, gather information from the patient and 
the ward staff, doctor and source a care provider. The care provider was able to start the 
package of care a week later. [CNIR staff member] approached Healthcare at Home and had 
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the gap bridged by them. This meant the patient was able to leave the hospital 6 days earlier 
than expected. If the patient had to wait for an assessment it could have been 2 weeks plus.” 
(Case study 2) 

POTENTIAL IMPROVEMENTS  

In addition to addressing the barriers highlighted from the staff interviews, potential improvements 
were suggested on the health professional and patient feedback forms.  

Health professionals offered several potential improvements: 

• CNIR should cover a larger area to be more effective 

• All GP surgeries should have a form of Care Navigator as part of their staff 

• In the GP context, continue to exchange information and allow the CNIR service to bed in 

• All patients would benefit from being seen by a care navigator  

• Improve care navigators’ access to patient information record systems to further develop their 
ability to support patients 

• Tightening up of referral criteria to avoid unnecessary CNIR work 

Patients reported ‘no improvements required’ on either the feedback forms or during the patient 
interviews. The only comment offered was to make the hospital more aware of the CNIR as some 
patients got the impression hospital staff didn’t know what the service was designed to do/not do. 

CONCLUSIONS 

Service activity data between Dec 2016 and Nov 2018 indicated 197 patients were supported by the 
CNIR service. The majority (60%) were over 80 years old and the majority (61%) referred to the CNIR 
service to support appropriate timely discharge. Equally split by gender, the majority (60%) spent 
one week or less on the CNIR caseload. Between Dec 2016 and Nov 2018, CNIR staff made 146 
referrals to other services (53% to statutory services e.g. adult services, meals on wheels, 25% to 
voluntary services and 22% to private) and 193 sign-postings were made (50% to statutory services, 
29% to voluntary organisations and 21% to private services).  

There may be commissioning value associated with the CNIR service that warrants further 
investigation. It was the view of the Care Navigators that their intervention contributed to an earlier 
discharge (than would otherwise have occurred without their intervention) in 26 patients out of 197 
(13%) resulting in a minimum of 44 bed days saved. We have assumed that the 
determination/recording of an ‘early discharge’ and this ‘largely due to the CNIR staff’ was based on 
experienced clinical/professional judgement in a system they’re familiar with. NICE have produced 
guidance (NG27) on the potential savings in the transition between in-patient care and community 
or home care. They identify three sources of potential savings: (1) reduced length of stay, which in 
the context of this evaluation would mean 44 days avoided at an indicative cost of £250 per day 
indicates a saving of £11,000; (2) readmissions at an indicative cost of £1,500; and (3) reduced 
avoidable admissions to care homes (indicative costs of £553 per week for residential homes and 
£839 per week for nursing homes). The service did not record, and no data was made available on, 
readmissions or avoidable admissions to care homes and it is recommended that data is collected on 
these two measures in the future. 

All patients (n=5, patient feedback form 1) completing the feedback forms were highly satisfied with 
the CNIR service. All patients (n=19, patient feedback form 2) agreed they were supported after 
discharge from hospital. All but one of five patients (Patient feedback form 1) agreed they got home 
faster and all but two patients (of 19, Patient feedback form 2) agreed they were involved in 
decisions about their support. All but one of 15 staff members considered the CNIR service as very 
helpful, although it does appear that staff in primary care feel less of the benefit.  
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Qualitative findings indicated the CNIR service routinely accelerated discharge in a safe and timely 
manner. They readied the home environment for the patient’s return and cases whereby costs were 
avoided were reported.  

Seven ‘active ingredients’ of the CNIR service were identified from the qualitative exploration of 
their role. These were their ‘multi-reach’ preventative liaison role, information sharing with other 
health professionals, working between the gaps, their ‘walking alongside’ reassurance support style, 
taking advantage of case finding opportunities, their flexible and timely support, and strong working 
relationship with community care navigators. Without these factors present, it would be unlikely the 
outputs or outcomes of the CNIR service could be replicated in a new setting. Similarly, if some of 
these elements were removed, a reduced level of success could be assumed.  

Several barriers to the optimal level of CNIR working were reported. These included information 
governance delays during the set-up of the service, limited access to a defined geographical area, 
discharge processes need improving, fast-track 48hr process need improving, coordinated access to 
health databases, remote access to health databases, and perceived missed opportunities at the 
hospital front door. Addressing these barriers would likely improve the success of the service.  

Several facilitating factors ensured the work of the CNIR service was implemented. These were 
access to Apex discharge database, CNIR staff integration with hospital ward record systems, 
attendance of CNIR staff at DTOC / integrated discharge bureau team meetings, and the broad 
knowledge of CNIR staff regarding care providers and community services. These were considered 
important influencing factors and kept the service running.  

Overall, the CNIR service was well regarding by those interviewed, met its aims of accelerated, safe 
and effective discharge, and demonstrated impacts for patients and the health system – evidenced 
in both qualitative and quantitative findings. Some minor improvements were suggested but the 
overwhelming sense of value of this service was apparent from many different sources of evidence. 
Expanding this service to other areas outside of its current referral remit would likely increase the 
positive impact identified on the patients’ discharge experience. Some limited quantitative evidence 
indicates potential commissioning value to the health and care system by avoiding activity in 
hospital or elsewhere. However, this requires further investigation of individual patient journeys to 
understand if CNIR intervention affects patterns and types of service use over time.



17 

 

APPENDIX 

 

 

 

 

 

 

 

 

 

 

 

 

 



18 

 

VERSION CONTROL 

 

Version Status Key Changes Authorised by 

Version 2 Previous draft Text from version 1 
merged into current 
report format (version 
2) 

 

Version 3 Previous draft PD changes included  

FINAL DRAFT Previous draft PD changes to both 3 
and conclusion made 

PD 

AMENDED FINAL 
DRAFT 

Current draft Ann Smith 
amendments made 

PD 

    

    

    

    

 


