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1. Introduction and aims of the evaluation 

Wessex AHSN was appointed to undertake an independent evaluation of The Firs Unit Collaborative 

Service in June 2017 in response to an evaluation brief provided by North and Mid Hampshire Local 

A&E Delivery Board.   

The Firs Unit is a 17 bedded unit established in July 2017 to provide short-term reablement in a 

dedicated facility based at North Hampshire Hospital and managed by Hampshire County Council. 

The intended client group is people with low medical needs and the potential to benefit from 

rehabilitation and therapy whilst needing ongoing support with personal care and accommodation. 

This new model of care aims to transform the discharge process for frail service users, moving from 

hospital-based assessment of discharge needs to a ‘discharge to assess’ approach for an identified 

cohort of service users. These service users are discharged from acute care (on in-patient wards) to 

the care of Adult Social Services (on the Firs Unit) and receive rehabilitation in a supportive care 

environment in preparation for return to home or another destination.    

This is an innovative initiative that has required collaboration between Health and Social Care to 

transform the discharge pathway. Its implementation has involved a wide range of partners and 

stakeholders, and, as a new model of care, it is expected to evolve over time.  

The evaluation was commissioned to understand both the outcome and process of implementation 

in order to benefit system learning about transformation.  The evaluation objectives were to 

understand: 

1. Does the model work? What impact does it have on patient outcomes; does it shift the 

pattern of care and activity across the system? 

2. Is the process of implementation a blueprint for other transformation programmes?  

3. Is the model a scalable, and therefore sustainable, solution in the longer-term to 

changing patient flows?   

This report presents the findings of a comprehensive qualitative evaluation of the Firs Unit that 

explores its development, the work it undertakes and the perceived experience of the Firs Unit from 

the perspective of staff and service users.  It contributes to an understanding of the first and second 

of the evaluation objectives above and towards four of the five outcomes described in the service 

logic model about the impact of this new model of care: 

1. Improved health and wellbeing of people who have been in hospital and have a greater 

ability and confidence to live independently live at home 

2. A shift in the pattern of care away from emergency and acute care, crises and intensive 

support 

3. A motivated workforce, with the right skills and teamwork 

4. Effective joint working between organisations and across the system 

The fifth outcome – reduced costs for the system and a reduced cost of care per patient – would rely 

on an analysis of quantitative data to analyse the impact on health and care activity such as acute 

bed days, readmissions and intensity of packages of care on discharge. It was not possible to 

establish the necessary Information Governance arrangements within the period of this evaluation 

to obtain this evidence (see section 7).   
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2. Evaluation Approach 

The design of the evaluation was a mixed methods approach that aimed to collect quantitative and 

qualitative evidence on the implementation and outcomes of the new service during its first six 

months of operation. The triangulation of data from multiple sources is crucial for determining 

attribution of any changes to a single transformation. The evaluation also sought to determine the 

‘active ingredients’ of the model and which aspects, if replicated, can be expected to give similar 

results elsewhere. 

This report presents the results of the evaluation components listed below, and a qualitative 

synthesis of the findings.  Fieldwork was conducted during October and November 2017. 

Evaluation Theme Evaluation method/ approach 

Implementation  
and Integration 
(Process 
Evaluation) 

Semi-structured telephone interviews with key stakeholders about 
how the project has been implemented.  

These interviews also provided insights into how well the system was 
integrating around the new care model.  

Experience of staff, 
including those working 
in the Firs, in other 
services along the 
patient pathway and  
referrers to the service  

The views of both staff within the service, and staff in related services 
(e.g. referrers within the hospital and community services) about their 
experience of this model of care.  

Data is reported from two sources: 

1) Face to face semi-structured interviews 
2) Staff reported outcome measures (R-Outcomes) 

These analyses helped to understand the behaviour changes (e.g. in 
decision making) required to make the new model work.  

Experience of service 
users and carers/families  

Data is reported from two sources: 

1) Semi-structured interviews (quantity and format resource 
dependent) 

2) Patient reported outcome measures (R-Outcomes) 
This data provided insights into the experience of service users. 

 

The complexity of this evaluation presented some particular risks to delivery. Whilst a number of 

mitigating actions were taken by the CCG and the evaluation team, a number of planned evaluation 

activities were unable to be undertaken within the allowed time frame, or have not yielded 

sufficient data for analysis. Further details are provided in section 7. 
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3. Synthesised Qualitative Findings 

3.1. Introduction 

Qualitative semi-structured interviews were employed to explore the development of, work 

undertaken by, and perceived experience of the Firs Unit from three different viewpoints. Firstly, 

senior staff linked to the development and maintenance of the Firs Unit were interviewed, then a 

range of staff who work on the unit on a daily basis, and finally service users who were resident on 

the unit at the time of being interviewed. This approach sought to obtain a purposeful sample of 

stakeholders who had the experience to reflect on the Firs Unit. Findings from the interviews were 

synthesised into a single set of themes (Table 1) to describe and illuminate the work of the Unit. 

Conclusions and recommendations were developed from the findings and in relation to the logic 

model developed by the Firs Unit.  

3.2. Approach to interviews and synthesis 

All interviews were semi-structured and promoted open-ended responses to allow room for 

divergence to expand on topics that were not pre-judged to be relevant. Semi-structured interview 

questions were based on the Firs Unit logic model. Staff and service users were invited to take part 

in the interviews by the AHSN researcher after discussions with the relevant leadership teams. All 

participants were informed of the purpose of the evaluation, provided with participant information 

sheets and provided written consent. All participants consented to being audio-recorded during 

their interview so their views could be thematically analysed. All interviews were conducted at one 

time-point only, took approximately 30 minutes each, and were conducted in November and 

December 2017.  

A recognised process of thematic analysis1 was used and sought to identify themes from the 

interviews, the goal being a table of well-defined and described themes after data saturation was 

reached.  

It was important to investigate contextual factors, processes, and perceived impacts to determine 

any active ingredients of the Firs Unit. Factors were considered active ingredients if they were 

discussed as important and in the context of a described impact.  

Findings from senior staff, unit staff, and service user interviews were brought together in a single 

synthesis. Triangulation of the different sets of interviews was done to enrich the overall findings 

and to enhance the understanding of the service. The synthesised findings are presented in a table 

of themes (Table 1). 

3.3. Synthesised findings 

A total of 23 interviews were conducted for the qualitative evaluation. Seven senior staff, ten unit 

staff and six service users were interviewed. Senior staff interviewed included representatives from 

Hampshire County Council Adult Services, North Hampshire CCG, Southern Health NHS Foundation 

Trust, Hampshire Hospitals NHS Foundation Trust and the Care Quality Commission (CQC). Unit staff 

                                                           
1
 Braun V and Clarke V (2006) Using thematic analysis in psychology. Qualitative Research in Psychology. Vol 3: 

77-101.  
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interviewed included health care assistants (day and night staff), assistant unit managers, 

community response team members, and one Community Matron and one GP linked the Firs Unit. 

Service users interviewed were aged between 83 and 90, were all female, and in the process of 

being supported to return home.  

A wide range of issues was identified in all three sets of interviews. No conflicting themes were 

identified which suggested both service users and staff viewed the service in a similar way. A total of 

33 themes were identified from combining the interview findings. These were organised into five 

higher order themes.  

On the whole, the senior staff provided most of the findings related to the development of the Firs 

Unit. Similarly, the unit staff provided the majority of perceptions about logistical challenges and 

impacts on them, service users and the wider system. The service users provided important findings 

on the process of being cared for and their own outcomes from having been supported by the Firs 

Unit.  

3.4. Overall views of staff and service users 

It was clear from all interviewees they viewed the Firs Unit as a positive force for good health and 

social care. For some staff there were a range of caveats to their praise and these are outlined in 

detail later in this report. However, it is important to state the overwhelmingly positive regard given 

to the unit by staff and service users. Importantly, all six service users interviewed described their 

Firs Unit experience as a positive one and welcomed the approach and work undertaken by its staff. 

These staff and service users’ views reflect the overall sentiments:    

 “I think it’s a good model of care and achieves what it’s set out to do. Our weekly ward round and 

multi-disciplinary meeting tackles any issues that have come up. The staff are all very capable and 

contribute to the overall care package received by the patient.” (GP linked to the Firs) 

 “I think it’s a rewarding experience, I’ve really enjoyed my experience. It’s nice to see people go 

home. It’s also nice to see them up and walking so quickly because the physio’s see them very 

quickly.” (Unit staff member) 

“I think it’s working well, it’s definitely improved since it started. It’s a good example of team 

working.” (Unit staff member) 

 “Don’t change anything, they’ve all been wonderful. I’m happy, and happy with everything that’s 

happened here.” (Patient 3)  
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Table 1: Table of themes from synthesised findings from senior staff, unit staff and patient 

interviews 

Higher order 
theme 

Theme 
 

Adaptive 
implementation to 
establish the Firs 
Unit 

1. Fast and organised set up 

2. Shared understanding of the purpose of the Firs Unit 

3. CQC used conditions to ensure quality and safety when setting up 
new care model 

4. CQC positively adapted their internal processes of registration as a 
result of Firs experience 

5. Known logistical challenges 

6. Acknowledgement that more could have been done to predict 
challenges  

7. Staff culture must be considered 

The approach to 
Firs Unit work 

8. Acknowledged and welcomed pro-active prevention work 

9. Strong focus on promotion of patient self-management 

10. Strong focus on developing service users’ confidence to manage at 
home 

11. Holistic support important to service users  

12. Can provide time-generous support 

13. Flexible approach to reablement  

14. Community Response Team important to success 

15. Good support by Care Management Team 

16. Daily support from Community Matron 

17. Team value multidisciplinary backgrounds of staff 

18. Regular multi-disciplinary meetings 

Challenges of day-
to-day operations 

19. Internal processes not working at optimal level 

20. Unit staff frustrations with inability to support assessments/blood 
tests/dressings/urine dips 

21. Staff communication about unit activity 

22. High use of agency staff  

23. GP and Firs Unit challenges 

24. Finding the right blend of staff 

25. Tension between Hospital and Firs Unit on the optimal use of Firs 
Unit beds 

Benefits to the 
wider system 

26. Reducing delayed transfers of care  

27. Giving Adult Services more time assess 

28. Avoiding unnecessary community support 

29. Impact on residential care 

Benefits to service 
users and families 

30. Getting to the right place for care and support 

31. Fast reablement 

32. Identification and prevention 

33. Positive impact on families 
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3.5. Adaptive implementation to establish the Firs Unit  

The first higher order theme was centred on stakeholders’, largely the senior managers’, views on 

the challenges and adaptation needed to set up the Firs Unit. This was made up of seven separate 

themes about the rapid set up of the unit, the experience of CQC registration and logistical 

challenges.  

3.5.1. Fast and organised set up  

Most of the senior staff were proud of the expedited set up of the Firs Unit, particularly as this 

involved de-implementing the previous use of the unit, registering the unit via the CQC, and 

organising legal, financial and operations teams to support the process. But, most leaders’ views also 

had caveats that more could have been done to foresee the logistical challenges and that the speed 

of set up likely led to other problems later on.  

“I was impressed with the rapid set up of the Firs and obtaining the beds we needed to start this 

work. It was done very quickly, within 4 to 6 weeks I believe. However, that doesn’t mean there 

weren’t challenges, in fact there were lots and they still continue.” (Senior staff member)  

3.5.2. Shared understanding of the purpose of the Firs Unit 

An initial challenge was to get everyone to agree what the Firs Unit would do and to understand the 

approach the Firs would take. This required strong working relationships and fair negotiation 

between partners, and this appeared to be the case:  

“There were good working relationships between CQC and senior managers setting up the Firs. They 

provided everything we needed and communicated well with us.” (CQC staff member)  

“In order to come up with a service specification that Adult Social Care would feel comfortable being 

the hosting agency, i.e. a non-medical reablement model, required fairly substantial negotiations 

between partners and has been a tough challenge. It some ways it constrained the system and the 

system doesn’t like being constrained.” (Senior staff member) 

“I think credit is due to [senior manager] who did take time to lead the understanding of this model 

and why this way is different to other models of care for patients needed this form of support.” 

(Senior staff member)  

3.5.3. CQC used conditions to ensure quality and safety when setting up new care model 

Due to the unusual nature of the Firs Unit, it was necessary to apply to the CQC for registration of 

the service. This was one of the major challenges during the development of the unit. To manage the 

negotiations, senior managers maintained an open communications with CQC: 

“I kept an open line of communication with the CQC to help find solutions. For example, I tried to 

encourage them not to judge our application us on criteria that weren’t relevant. They were using all 

the social care regulation of a residential care unit when this [Firs] isn’t a permanent care facility. To 

be fair, the registration inspectors worked with us on that one with permission of the CQC.” (Senior 

staff member)  



 

 

8 
Firs Unit Evaluation Report – March 2018 
 

 

From the CQC’s point of view, they had to debate an important question:  

“What would the regulated activity be? Because the hospital wouldn’t be running it made it more 

complicated than usual. We used our national registration advisor to discuss how we could move 

forward. We could understand the need but whether it would meet the registration requirements.” 

(CQC staff member) 

Secondly, there was debate and adaptation to manage a key requirement of the CQC:  

“It was the environment that was the first main challenge as it didn’t meet the criteria. We had to 

work on that, we advised how to get around that so it met the standards.” (CQC staff member) 

“We put conditions on the registration to provide a report on re-admissions as this was one of the 

aims of the service.” (CQC staff member) 

It’s important to note the CQC process for judging the application were not initially sympathetic to 

applications involving new care models which had a different focus and plan from those commonly 

seen by the CQC. Moreover, the timescales requested for registration completion were short which 

created additional need for adaptation.  

“One of the biggest challenges was the time scales for this [CQC registration] to be done. Time was 

too tight, more lead-time would have been better. Our capacity to do this was hard as we’re seeing 

large volumes of applications. A longer timeframe we have to look properly at it would have been 

better. We normally say we want 10 weeks to process a new model of care registration but we did it 

within 4 to 6 weeks. We appreciated the Trust and Local Authority was under pressure to take action 

on the flow of patients.” (CQC staff member) 

The CQC undertook proactive and adaptive work to manage the application for registration. They 

wanted to help the hospital and council proceed with their plans. The CQC inspectors who physically 

visited the Firs Unit were particular influential in moving the CQC processes forward. In addition, a 

national advisor was influential in supporting the registration process. But it was described as an 

experience of ‘learning on the move’. 

Importantly, the need for CQC adaptation of their processes didn’t affect quality or safety, as 

described by this CQC staff member:  

“The adaptation didn’t lead to compromises on safety or quality, using conditions on the registration 

helped to ensure them in this new care model, that didn’t fit into our normal ways of working, but we 

wanted to set up.” (CQC staff member) 

This senior staff member described one of the sticking points that led to adaptation:  

“One example was personal space. They [CQC] struggled with the condition that personal space in 

residential care was a room with a bed, window and door. But in a hospital that’s a bed for a curtain 

on a temporary basis. So they had to adapt their registration criteria and we were registered as a 

rehabilitation facility.” (Senior staff member) 
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3.5.4. CQC positively adapted their internal processes of registration as a result of Firs 

experience 

After the registration was complete, it was interesting to hear the CQC had considered its own 

processes in the context of managing applications looking to set up new units or models of care.  

“We’re in the process of transforming the registration process as a result of our experience with new 

models of care like the Firs. Our processes are quite inflexible so it’s now about being able to respond 

to what comes through the door in a timely way. We now ask managers to flag up if a new model of 

care is planned so we can start a management review process with the heads of registration to 

discuss the new model. When needed we’ll pull in specialist advisors to help us organise the plan at 

our end.” (CQC staff member) 

 “We have a query handling group whereby they help to manage the day to day planning of new 

models of care. It’s not new, but it’s seeing more and more enquiries about new care models and 

they can look at which regulations and activity we should be looking at.” (CQC staff member) 

3.5.5. Known logistical challenges 

Many senior staff anticipated logistical challenges with the implementation of the unit and described 

how they planned to deal with them. It was clear a number of important issues were thought 

through at the start of the implementation process.  

“The building [Firs Unit] was previously used by the hospital to house long-term complex 

deteriorating cases and we first had to develop a plan to move those handful of patients to more 

appropriate locations.” (Senior staff member) 

“We had to build the workforce, get the legal, financial and operational teams involved to think 

through how we would make this work. But we quickly realised we had a problem about how do you 

ask a manager in the Council to make decisions about something that will happen in an NHS building. 

To manage this, the decisions had to go through our manager for policy and resources because it had 

a capital cost. It also had to go through our governance machinery because it had implications for 

the budget. It also went through our legal department as it had implications including risk and 

litigation issues. It was quite a challenge but we got there.” (Senior staff member)   

Another considerable known challenge was the need for effective IT arrangements.  

“We had considerable IT challenges getting the set up right to use the hospital systems. We were 

able to accomplish this via another piece of work. The sign-on facility was changed so we can access 

the systems we need.”   

3.5.6. Acknowledgement that more could have been done to predict challenges  

A number of issues were raised with the caveat they could have been foreseen, the first of which 

related to staffing the unit.  
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 “Rapid delivery meant we had to staff it from other parts of our services, so staff from our CR 

[Community rehabilitation] team and residential care team. It hasn’t got a fully funded set of staffing 

resource, we were trying to deliver it as an addition to our existing work and that was a challenge in 

terms of maintaining our other services.” (Senior staff member)   

“Not enough time was given to knowing what the sufficient staff numbers would be. This was due to 

the rapid delivery of the plan. I believe the unit was under-staffed from the start.” (Staff unit 

member) 

The second related to whether enough evidence existed for the new model of care. Some staff 

members agreed with the principle of the Firs Unit but were not necessarily sure the evidence base 

existed to enact the new model of care.  

“The idea was presented to us and we were told to make this happen. I would have preferred more 

time to understand the evidence and data for doing this and what would be required to make it 

happen. But, I think this was symptomatic of the wider pressures on the acute part of the system, 

when demand increases, people want things to happen rapidly with quick decisions and actions. It 

could have been done better.” (Senior staff member)  

3.5.7. Staff culture must be considered  

Many senior staff reported the issue of staff working culture during the early days of the Firs Unit.  

“The staff culture is a really important thing, you have to keep working at it. The culture of the staff 

from the Trust is different from those in reablement and again different from those working in 

residential care. Reablement staff work in people homes and are often very flexible but residential 

care service staff have to create order to manage a larger number of people, so they are used to 

working in different ways. This has required attention to manage expectations. We did a week long 

programme to bring them all to the same place as to what the service will be and involve. That 

helped us find operational issues to focus on.” (Senior staff member)  

This cultural issue impacted largely on referrals, as described by this staff member:  

“There is a disconnect about who should be in the unit from Council and NHS staff. The reablement 

philosophy, however you’d like to look at it, is different between different members of staff. Hospital 

staff may view the next step of patient differently. This has led to confusion about who is right for the 

Firs.” (Adult Social Care staff member)  

3.6. The approach to Firs Unit work 

The second higher order theme was centred on stakeholders’ views on the approach to work in the 

Firs Unit. This was made up of 11 separate themes about how staff went about their work, key 

elements of their work to support service users, what helped them get the work done, and some 

feedback from service users on their experience of the work.  
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3.6.1. Acknowledged and welcomed pro-active prevention work 

Across the interview groups there were strong views the Firs Unit had a clear remit and engaged in 

pro-active preventive care to reduce pressures on hospital services, as described by these staff 

members.  

“I do feel the unit is well-structured with clear goals” (Senior staff member) 

“I think it’s a good model of care and I believe it’s helping to avoid bed blocking and improve the flow 

of patients. It also helps us to ensure people aren’t returning to hospital unnecessarily. We can 

identify potential problems and help them to be ready to tackle them should they arise.” (Unit staff 

member)  

 “The format [of the Firs] is the right format, we pick the right patients from the hospital, who have 

no medical issues outstanding. They [patients] benefit from a wide range of help in quite a short 

space of time.” (GP linked to the Firs)  

“Concept wise the idea of the unit is absolutely sound. It allows some work with someone who 

doesn’t need a hospital bed but isn’t ready or safe to go home and live independently.” (Unit staff 

member) 

“We set up the Firs Unit to help to manage the ongoing reduction of delayed transfers of care in the 

hospital” (Senior staff member) 

3.6.2. Strong focus on promotion of patient self-management 

A commonly reported central aim of the Firs Unit was the promotion of service user self-

management. This was clearly linked to the reablement ethos within the unit, as described by these 

staff.  

“I promote independence, I support service users to be as independent as possible whilst 

acknowledging that they do require personal care support.” (Unit staff member)  

“I say, come on, you can walk to the toilet. I’ll walk along with them with the commode so they can 

sit if they need to. It’s a bit of progression and pushing them out of their comfort zone. Then they 

often start walking independently and it’s really good to see. I can only imagine it feels really good 

too as they’ve often been stuck in hospital for a long time before we see them.” (Unit staff member)  

“I know the team have a strong ‘independent living and get them home’ mindset which is good and 

means patients are likely to build their confidence and go home free of worry.” (Senior staff member)  

3.6.3. Strong focus on developing service users’ confidence to manage at home 

Another commonly reported aim of the Firs Unit was developing service users’ confidence to get 

them home and be safe at home. Many service users were anxious about going home and welcomed 

the empowering approach taken by unit staff.  
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“We work with people who need help to build their confidence, we walk with them and talk to them 

to rebuild their confidence in themselves. Whilst doing this we ensure they’re safe to go home and 

not go home too quickly.” (Unit staff member) 

“After they’ve recovered from their injury, like a fall, we’re there if they need us. We often walk 

alongside them and when they get back to their bed we tell them they did that all on their own. We 

slowly drop back and drop back and let them do it themselves. Sometimes we say to them [patients] 

‘do you realise you did all that on your own’ and they [patients] are like ‘oh, yes!’, it’s about that 

really.” (Unit staff member)  

All the service users interviewed described the approach of the unit in ways that suggest 

empowerment. This was important as it demonstrated a service user-centred approach throughout 

staff encounters with service users and was an important approach to their work. Most service users 

reported the unit staff worked to improve their confidence and encouraged self-management to 

prepare them to go home safely.  

“It’s a very happy unit, I can see they were trying to get me ready to go home by building up my 

strength and motivation to be at home on my own and cope with that. They gave me a little push 

when I needed to keep me going and that was fine. Especially when I was struggling to get dressed in 

the morning, I needed some encouragement to get going.” (Patient 5) 

3.6.4. Holistic support important to service users 

As well as the important foci of the Firs Unit above, service users highly valued the all-round 

approach of the unit when considering their needs. They provided a range of examples to describe 

how they’d been supported. These all suggested the unit staff were managing multiple issues 

simultaneously and with the whole picture of a service user’s situation in mind. This service user 

described how her physical and well-being needs were met on the unit:  

“I been helped to do a lot here, like getting me up and walking especially on stairs, help with 

strengthening my arm so I can make tea and cook for myself again. They’ve helped me to get 

stronger so I can get in and out of bed on my own. I just want to get home you know, it’s where I 

want to be. I’ll be happy there.  We’ve done artwork and made cards, that’s kept me happy, it’s the 

little things you know, they’ve really been great.” (Patient 2)  

3.6.5. Can provide time-generous support 

Unit staff were keen to highlight they have time to give service users attention and plan for their 

needs, as described by this staff member: 

“We can give them our full attention at the moment. The unit lets us do that. We have time to think 

about their personal care, what they think about going home, you know, if they are confident to do 

that and also make sure we take care of their medications and any concerns from their family.” (Unit 

staff member)  

However, there are a couple of caveats to this theme. At the time of the evaluation, approximately 

half of the unit’s 17 beds were in use and this may have provided staff with additional time beyond 
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that planned. Furthermore, unit staff were also concerned about weekend coverage and did not feel 

that was adequately operationalised. 

“At the weekends, when [unit catering staff] is off there are only three of us working. When you have 

all the people to look after and cook the food as well, it’s hard.” (Unit staff member) 

3.6.6. Flexible approach to reablement 

All the service users interviewed highlighted the flexibility of the unit. They recognised it was 

different than being in hospital, often describing their freedom to move around, eat when they 

wished, sleep when wished, and interact with a range of staff when needed.  

“It’s got a different atmosphere here, there isn’t any rushing around like a saw in hospital, and 

they’ve got time for me and will do anything for you. I really appreciated being able to eat and sleep 

when I want rather than being woken. They will wake me when I need my medication though which 

is fine.” (Patient 2) 

This was reiterated by several staff members as an important way of working to encourage the best 

outcomes with service users, as described by this staff member:  

“They get independence, there aren’t any set visiting times. Also for breakfast, there aren’t any set 

times for that, they go when they want to. It’s not like the hospital. It’s flexible here. The same goes 

for bed times. We treatment them as if they were in their own homes. We believe it’s the best way to 

help them.” (Unit staff member) 

3.6.7. Community Response Team important to success  

The Community Response team were repeatedly mentioned as an important element of the success 

of the Firs Unit. They support service users when they arrive at the unit, work with therapists to 

organise support and liaise with other staff as needed to develop a tailored plan. They arrange 

voluntary services, reablement at home and the discharge arrangements. Occasionally they do home 

visits with the therapists for a complex case.  

“The community response team play a fundamental part in that they orchestrate the discharge 

process. As soon as they [patients] come in, they [CR team] are looking at a plan to see how they can 

be moved out of the unit and back home in a safe manner with them [patients] feeling safe to go 

home.” (Unit staff member) 

“The CR team are vital to the support provided by the Firs. They go a long way to understand the 

issues, regarding the patient support, the family support, and neighbour support that is needed. 

Importantly, they make sure they plug the gaps so I think that really works well.” (GP linked to the 

Firs) 

“The CR team can get onto AIS [database] and let me know the background of a specific person. That 

is really helpful [for Council employed Unit staff).” (Unit staff member)  
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3.6.8. Good support by Care Management Team 

Another important ingredient mentioned was the Care Management Team. Support from this team 

indicated positive working relationships with other parts of the system.  

“I have good back up from the Care Management team at the hospital. If one case became too 

challenging for me I would call them and they would take the lead, involve a social worker and 

manager.” (Community Response Team member)  

3.6.9. Daily support from Community Matron 

Similarly, another highlighted resource was daily support from a Community Matron who works 

across many units in the hospital to ensure the right service users get into the Firs Unit. This Matron 

also supports the service user pathways around reablement and rehabilitation, working alongside 

adult services, to improve service users’ ability to return home.  

“She [community matron] is in contact with Firs Unit every day either by phone or email. She comes 

to the Firs when they need me, it depends on the what the problem is. I help them manage 

medication, discharge summaries, patient consent, act as a mediator and clinical fact finder.”(Unit 

staff member) 

3.6.10. Team value multidisciplinary backgrounds of staff 

Staff described many positive cases of service users being reabled in the Firs and they believed the 

multi-disciplinary working of the unit made that possible.  

“Having the different staff involved so closely together has really meant patients are recovering 

quicker. Access to the therapists is excellent and the unit staff can take care of their more basic 

things but also encourage them to feel happy to go home. The weekly involvement with the GP also 

helps a lot to keep an eye on any big issues, like medication or medical issues that come up.” (Unit 

staff member)  

Furthermore, staff expressed the opinion they prefer to work in this way and felt it was a faster and 

safer way of working.  

“I enjoy being with different staff and know I can take any concerns to my manager, any concerns 

about the patient’s care, their family’s concerns, or anything about their well-being. I know I can 

speak to the relevant party and that will see it taken to the next level.” (Unit staff member) 

3.6.11. Regular multi-disciplinary meetings 

Most of the comments about multi-disciplinary working centred on the value of the weekly multi-

disciplinary meeting. This meeting involves a range of staff working with a GP for two hours and 

includes a ward round. During the set up period, the GP attended the Firs Unit more often to work 

through logistical tasks to make sure the right records were updated correctly. There is now a 

weekly meeting.  
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“I think what is really useful is the multi-disciplinary meetings where we have lots of conversation 

with the GP. We also have various therapists and therapists’ assistants who can help us if we have 

concerns about a patient. We have district nurses coming in as well, and we have a social worker 

who finds appropriate people for the Firs.” (Unit staff member) 

3.7. Challenges of day-to-day operations 

The third higher order theme was about the challenges of day-to-day operations on the Firs Unit. 

This was made up of seven separate themes about internal processes, staff frustrations about their 

permission to do certain tasks, communication on the unit, high use of agency staff and tension 

about bed space between the hospital and Firs Unit. 

3.7.1. Internal processes not working at optimal level 

Most staff acknowledged much had been achieved from the fast set up of the Firs Unit. However, 

many logistical challenges were reported.  

“When the unit first opened the pressure was to get it going and we were getting lots of 

inappropriate referrals. We created a leaflet for wards about how to make the right referral to us 

and that helped a lot.” (Unit staff member) 

But other logistical challenges remained, such as understanding and allocating tasks to roles, 

appropriate training for new staff, weekend working arrangements, transfer of information to new 

agency staff, and a slow referral assessment process. 

“Organising ourselves to understand each other’s role was a problem to start with as staff were 

saying ‘that isn’t my job or my task’. We could have done with more training at the start, or time at 

the start, to sort that out. I’m still not sure everyone is aware of all the roles and that every role has a 

responsibility to contribute to the reablement of a resident.” (Unit staff member) 

“I was just thrown in. I was self-taught and that was definitely a challenge. I had to think right, this is 

how you do an admission, this is how you do a discharge, this is what you need to get to the GPs. 

Nobody showed me anything so I just got everything out and read through all the forms and had a 

go.” (Unit staff member)  

 “The two unit managers aren’t normally on shift at the weekends or out of hours. This has led to us 

muddling through when decisions or situations have to be sorted out. You can get them on the phone 

but not always.” (Unit staff member)  

“There have been a couple of times when I’ve had to come in to sort out an agency nurse who didn’t 

know the procedure for admitting a patient. The two carers on shift couldn’t help them, or weren’t 

comfortable doing that, so I had to come in. I’m not saying that’s a safety issue, but it could be if 

something really big went wrong. There are gaps in our allocations [staffing] and this sort of thing is 

happening once a week on average.” (Unit staff member)  

 “The process of referral into the Firs can often be quite slow. They have to go through several steps, 

they go into a central adult services database and then reviewed for suitability. Then, rightly, 

consultation with the relatives to make sure they’re happy about this. Then that goes to the Firs. 
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Then another assessment is done by the Firs to check the suitability from their point of view. It can 

take quite a while and I’m sure this process could be improved.” (Unit staff member)   

3.7.2. Unit staff frustrations with inability to support assessments/blood 

tests/dressings/urine dips 

Health care assistants on the unit felt strongly about not being able to support assessments, 

observations, blood tests, dressings and urine dips. They all felt these caused significant delays due 

to their inability/lack of permission to help. There were aware of the conditions of the CQC 

registration but did report why these conditions cannot be amended in order to improve efficiency 

on the unit.  

“Why can’t we do observations, clinical measurements and small dressings. We can’t even do blood 

pressures or urine dips. Why can’t we go on training? The doctors and paramedics have asked us why 

we can’t do that. So for me it’s frustrating and I’m sure it’s slowing things down.” (Unit staff 

member) 

“We ask families at home to do assessments and checks so why can’t we? But I know that until the 

Council agree it’s something we can do we have to stick to the rules and agreement when the unit 

was registered.”  (Unit staff member)  

3.7.3. Staff communication about unit activity  

Unit staff were frustrated when they returned to work from a few days away, or annual leave, and 

not have a clear way to know what has happened in their absence. Clear methods of communicating 

the status of service users on the ward, those coming in and those leaving, appeared to be lacking.  

“When you come back from being away for a few days and things have changed, no-one tells you 

what’s happened in any detail, there can be quite poor communication. Sometimes I have no idea 

there has been a change to medication or when new patients are coming in.” (Unit staff member) 

“When you come back from leave I think you need time to work out what’s happened in your absence 

and take time to understand any changes before charging back into your work. Some time to do that 

would be helpful.” (Unit staff member) 

“We did start using a board on the wall to monitor the movement and changes to patients but it 

doesn’t seem to work. They [unit staff] seem to do all that at the handover but if you’ve been off for a 

few days there is a lot you’ve missed. The only way to know without asking people, if they are 

around, is to get into a locked cabinet where each patient’s notes are, but that takes time.” (Unit 

staff member)  

 

 

Communication issues were also reported with the hospital, as described by this unit staff member: 
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“We have a delayed discharge from the Firs when the hospital hadn’t organised the lady’s 

medication on time. We couldn’t send her home without her insulin so that stopped us from getting 

her home as planned.” (Unit staff member)  

3.7.4. High use of agency staff  

A persistent problem for managers and those working on the ward has been the requirement and 

consistency of agency staff.  

“We have struggled with staffing and had to use agency staff which wasn’t ideal. We’re aware of 

that and working on it.” (Senior staff member) 

“The biggest challenge is staffing. As this is a trial, neither side can employ people easily so we’re 

using a lot of agency staff and sometimes they don’t turn up. Another time I was going off shift and 

realised the agency staff member was qualified to deal with the medication, so we just had three 

carers on the unit and no-one to give out medication. There was some sort of miscommunication 

somewhere. That needed quite a few phone calls until we got a staff member and it was sorted.” 

(Unit staff member)  

“If the Firs used all its beds to capacity we have to use more agency staff, which might increase the 

costs or potential logistic problems of having new staff turning up and not knowing our procedures.” 

(Unit staff member)  

This issue was also noticed by the service users interviewed. All reported on the discontinuity in staff 

and found that worrying. Of those that mentioned it, they all preferred seeing and working with the 

same staff. Having to explain their situation to new staff was considered a burden.  

“I know this is a busy place but the staff do change a lot. It can be disconcerting when I have to 

explain to new staff what’s happened to me. I worry that I might be forgotten or something gets 

missed.” (Patient 4) 

3.7.5. GP and Firs Unit challenges  

The GP linked to the Firs Unit viewed it positively but mentioned a few challenges. On a few 

occasions when service users arrive at the Firs Unit when they aren’t medically ready and sometimes 

Out of Hours cover is a problem. In particular, making arrangements to send service users to Out of 

Hours care is difficult due to transport issues.  

At the discharge point, the GP was concerned about trying to push service users out, when they are 

not ready to go home, especially on a Friday, when the hospital is under pressure. The remit is for 

North Hampshire service users to be reabled at the Firs, but there is some mission creep to allow 

Mid/West Hampshire service users to be admitted to the Firs. Another concern was whether to 

intervene due to their understanding of system delays, as described here: 

“When do we step in or stay out? For example, we had a couple of cases whereby a patient on the 

ward did not show signs of dementia but when they were on the Firs they were showing signs of 

memory loss. Knowing the health system, a referral to dementia health team or memory clinics takes 
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6 weeks. But the Firs unit is only allowed to keep a patient for 4 to 6 weeks, so it’s about whether you 

hand it over to the patient’s GP or handle the referral whilst they are at the Firs. This is the only 

challenge of long term care I’ve come across.” (GP linked to the Firs)  

The GP linked to the Firs Unit was also concerned about how much time to provide and how, as the 

impact on their GP practice colleagues must be considered.  

“We have contact almost on daily basis from the Firs and it’s a balance of deciding what can wait 

until the weekly MDT and ward round and what cannot wait.” (GP linked to the Firs)  

3.7.6. Finding the right blend of staff 

Having different staff from different backgrounds created a challenge of how to find the right blend 

of staff to achieve the aim of the Firs Unit.  

“We’ve had to do quite a bit of work to blend the capability of nursing, therapists, care staff, and 

reablement support. (Senior staff member) 

This did lead to some tension, as described by this senior staff member: 

“We’ve got very capable staff but sometimes individuals clash and one thinks they’re in charge over 

another but the reality is neither are in charge, they just need to work together.” (Senior staff 

member) 

But it also led to an interesting adaptation of supervisory arrangements:  

“The hospital therapists appear to enjoy the work and are being supervised by the community 

therapy staff so that has been an interesting tie-up of skills in and out of hospital.” (Senior staff 

member) 

3.7.7. Tension between Hospital and Firs Unit on the optimal use of Firs Unit beds 

All staff made some reference to a significant tension between the hospital and Firs Unit regarding 

bed utilisation.   

“The hospital has been very confused. The Firs Unit used to be a hospital ward and they think there 

are 17 beds here to be filled up. But its remit has changed and that history has been a real 

challenge.” (Unit staff member)  

“The hospital would like to push more patients our way, patients with higher acuity needs, higher 

needs for daily living rather than medical. They are frustrated by this because there are lots of 

patients who don’t quite meet the Firs criteria and therefor are stuck on the wards.”  (Senior staff 

member)  

“The Trust continue to find it frustrating that we’ve [Council] taken control of the unit which was 

previously under their control and ability to deploy as needed to suit their pressures.” (Senior staff 

member) 
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This has led to uncomfortable telephone conversations between unit staff and hospital ward staff, as 

described by this unit staff member: 

“I think it’s when the hospital rings up and we get asked how many beds we’ve got…I’ve had a Sister 

on the phone and they were really full [beds] and they were on alert and could we take some people 

and I had to try and explain to the Sister that the Firs is Hampshire County Council and they have to 

go through the procedure. She got a bit, you know, she said we didn’t understand and we don’t care, 

you know, so I said we do care but we can’t just accept everyone because their on high alert.” (Unit 

staff member)  

This issue appeared to grow when the Firs Unit was seen to under-utilise their beds, as described by 

these senior staff members:  

“We are currently operating at approximately 11 out of the 17 beds being used and this has meant 

the hospital has asked questions of whether we can accept more people.” (Senior staff member)  

“There is a few held by some the limitations on referrals to the Firs could be relaxed to allow more 

patients into the Firs. But the limits of the registration agreement mean we can’t at the moment. It 

has polarised staff whereby you’ll hear social care staff glow about the Firs and hospital staff 

grumble about the Firs.”  (Senior staff member) 

“We could have done with having a Plan B for to cover the eventuality of the unit not getting used to 

full capacity.” (Senior staff member)  

At the time of writing, this tension remains. However, senior staff did report action to mediate the 

tension:  

“We’ve started to take patients from A&E who’ve had a fall so they can avoid the ward and a 2 or 3 

day stay and quickly get to the Firs and then hopefully out after their stay with us. This has led to 

slight change in position of the hospital about the bed use issue.” (Senior staff member) 

3.8. Benefits to the wider system 

The fourth higher order theme reported stakeholders views about benefits to the wider system. This 

included 4 separate themes about reducing bed blocking, benefits for adult services, avoiding 

unnecessary community support and residential care.  

3.8.1. Reducing delayed transfers of care 

Several stakeholders reported benefits for acute care, in the form of reducing delays in transfers, as 

described by this senior staff member: 

“The Acute Trust are benefitting from moving patients out of hospital beds and reducing blocking, 

however, there could have been more as the Firs hasn’t yet operated at full capacity.” (Senior staff 

member) 

It should be noted, however, that only a few staff employed by the Trust were nominated for 

interview and a deeper enquiry into this issue was not undertaken. 
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3.8.2. Giving Adult Services time to assess 

Many stakeholders described how adult services have slightly longer to arrange any long-term 

placements whilst service users are in the Firs Unit.  

“It’s given Adult Services more time, they think about long-term planning and work with a range of 

staff on the Firs to make the right decisions once they’ve spoken to the patient about their needs.” 

(Senior staff member)  

3.8.3. Avoiding unnecessary community support 

Several stakeholders held the view that community support had been avoided by the work of the 

Firs Unit, as described by this GP:  

“I think it tremendously achieves unnecessary community support and more. Not only do they assess 

whether the patient is ready to go home, they provide support to get them ready to do that, and stay 

at home. They develop realistic goals and stick to those during their support.” (GP linked to the Firs)  

3.8.4. Impact on residential care 

In addition, several stakeholders reported the Firs Unit could have a strong impact on residential 

care, but more so if it were operating at full capacity, as described by this community matron: 

“If the Firs Unit was working at capacity it would have positive benefit on residential care. There 

would be less pressure on them and passing people onto them.” (Community Matron)  

3.9. Benefits to service users and families 

The fifth higher order theme reported stakeholders views about benefits to service users and their 

families. This included four separate themes about getting the right care quicker, fast reablement, 

identification and prevention, and positive impact on families.  

In addition the thematic analysis, interviewees were asked about their perception of success of the 

Firs Unit. Between August 2017 and November 2017, the evaluation point, approximately 70 service 

users had been supported by the Firs Unit. During the interviews unit staff members estimated, on 

average, 50% of service users were totally reabled and sent home, 49% were reabled back onto their 

existing care package, and 1% went into residential/nursing care. 

3.9.1. Getting to the right place for care and support 

The majority of staff reported service users were benefitting from being out of acute care when they 

don’t need to be there. This helped to avoid a worsening in their situation through an unnecessary 

and extended hospital stay.  

“The patients are definitely benefiting from not being in an acute hospital bed and getting the right 

kind of care for their needs and helping them to get home.” (Senior staff member) 

3.9.2. Fast reablement 
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A major benefit for service users reported universally by stakeholders was fast reablement. This was 

attributed to Firs Unit work and the approach they took.   

“There have been several times when I’ve been away for a few days [on leave] and come back and 

said to myself ‘oh look, she’s [patient] walking!’ The patient walked over to me, she was all lit up and 

happy. It was a really nice surprise. Before she was only hobbling to the toilet with help.” (Unit staff 

member) 

3.9.3. Identification and prevention 

Many staff reported service users’ time on the Firs Unit was an opportunity to identify undiagnosed 

problems. This was perceived as a benefit as described by this unit staff member: 

“One lady came to us with a fractured hip, she could still drive, and presented well initially but later 

on the unit we realised she had short term memory problems. A home visit was done which 

highlighted concerns about going home. There weren’t any family. Our GP helped us to involve the 

Community Mental Health Team and they agreed she wasn’t safe at home and to drive. Tests 

confirmed she had dementia and didn’t have capacity, so we believe it was a positive outcome to 

spot this and before she had an accident driving or in her home. She moved to short stay unit from 

here and the Care Management team will be reviewing her case soon to determine the next steps.” 

(Unit staff member)   

3.9.4. Positive impact on families 

Many staff members reported the value of the Firs Unit for families, as described by this unit staff 

member:  

“I believe the unit has offered good support for families. Residents here are in a safe and secure 

environment and that is welcomed by families. Obviously they can leave the premises whenever they 

wish, they don’t have to stay, and families know that. It’s been a good option for respite for families 

under pressure and only been received positively as far as I know.” (Unit staff member)  
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4. Person Reported Outcomes  

4.1. Staff R-Outcomes 

 

Information about the experience of staff working on the Unit was collected using R-outcomes 

measures. R-Outcomes have been used extensively by Wessex AHSN to evaluate new care models. 

Staff completed a survey containing a short set of staff reported outcome measures covering work 

wellbeing, job confidence, staff experience and service integration. All R-Outcomes results show 

mean scores on a 0-100 scale. If all respondents choose the best response, the score is 100. If they 

all selected the worst, the score is 0.   

12 responses were received during the period October 2017 to February 2018. The results are set 

out in the following three charts.  The green bars represent how staff scored themselves.  

The following charts describe the demography of the 12 staff who recorded their R-Outcomes.  It 

shows that: 

 75% of participants are female 

 Staff comprise a range of age bands 

 Approximately half of staff originate from the former therapy Team 
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The chart below shows the scores against each of the four question groups.  

 

Staff work wellbeing is moderate at 70 points overall – job satisfaction is the lowest score in this 

group at only 58 points suggesting limited satisfaction amongst staff for their work.  

Job confidence scores 68 points overall, with staff having moderate scores for knowing enough 

about their role, managing their work and getting help. Staff score low scores for being involved in 

decision that affect them at only 58 points.  

Staff report moderate scores for three staff experience questions (with all three questions over 70 

points), but report very low scores for being “well organised” at only 36 points. This is very low and 

should be addressed.  

Staff report low service integration scores overall, with three questions also being scores low 

(services talking to each other (56), knowing what other services do (44) and feeling part of the team 

(58)). Staff report moderate scores for considering other service when care planning (67).   

 

4.2 Service User R-Outcomes 

 

Very Low Low Moderate High 
Score Range 
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Due to delays in operationalising the R-Outcomes surveys with service users, only a small number of 

responses were collected. These results are included in the Appendix for completeness but would 

need to be of greater number to substantiate the interim findings. Similarly, there is insufficient data 

to undertake a full detailed synthesis with the findings of the qualitative enquiry. 
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5. Conclusions 

Overall, the development of the Firs Unit represents an important collaboration between NHS, Local 

Authority, CQC and others, which has delivered many benefits. Based on the views of staff and 

service users, a range of benefits to the wider system exist – including a perceived reduction in 

pressure on acute care (by those interviewed), giving adult services more time to assess, avoiding 

unnecessary community support and the need for residential care. In addition, benefits to service 

users and families were seen – including getting service users to the right place for care, faster 

reablement, identification of undiagnosed problems, and positive benefits for families such as 

respite support.    

The implementation story of the Firs Unit has been one of fast and positive initial success at setting 

up the unit from a CQC registration point of view and getting to the ‘go point’. However, this was 

followed by a period of logistical challenges, cultural adjustment to new ways of working and 

tensions with hospital services due to confusion about the remit of the Firs Unit and under-

utilisation of beds on the Firs Unit, some of which continue at the time of writing.   

The low to moderate scores on all domains of the staff R-Outcomes and several themes in the 

qualitative findings serve to corroborate each other. In would appear that despite action to adapt to 

known logistical challenges (Theme 5) and work to manage different staff cultures (Theme 7), staff 

were still only moderately satisfied with their situation in the workplace. Senior staff did 

acknowledge more could have been done to predict challenges (Theme 6) and this helps explain the 

moderate scores on the staff R-outcomes surveys. In addition, it is important to note that seven 

reasonably significant challenges were raised by staff and service users (Themes 19-25) and these 

combined would likely explain the low scores on ‘job satisfaction’ in the Work Wellbeing domain and 

low scores about the unit being ‘well organised’ in the Staff Experience domain. Importantly, theme 

19 highlighted that internal processes of the unit were not optimal at the time of the evaluation in 

November 2017. These would likely have been felt by staff on a daily basis and contributed to the 

views expressed in the staff R-Outcomes survey.  

Mostly low scores were reported for the ‘Service Integration’ domain in the staff R-Outcomes 

survey, however, good links with the Community Response Team, Hospital Care Management Team, 

Community Matron and supporting GP were described in the interviews. With a broader view in 

mind, it is likely that the significant tension felt between hospital and Firs Unit staff about optimal 

use of Firs Unit beds (Theme 25) drove the way in which Firs Unit staff completed the ‘Service 

Integration’ domain in the staff R-Outcomes survey. They were likely to have considered integrated 

working with the hospital its primary relationship.  

The Firs Unit was developed rapidly and this should be praised, organising to obtain CQC registration 

and adapting where necessary to the needs of the CQC. Furthermore, senior managers encouraged 

the CQC to adapt to the needs of the Firs Unit senior managers seeking to establish a new care 

model. An important and positive outcome was a CQC review of its own processes to ensure 

registration processes are able to deal with applications from new care models and respond with 

inspections in a timely manner.  
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The approach to the work of the Firs Unit was clear from the interviews. Staff engage service users in 

a range of positive ways and work collaboratively to get service users home safely. It was clear from 

the interviews that staff were pro-active, prevention-focused, encouraged service user self-

management and confidence to manage at home, sought to manage the holistic needs of the service 

users, and had time to make the right plans.  

A number of ‘active ingredients’ of the work of the Firs Unit were the Community Response Team 

which were considered vital to successes seen on the unit. Similarly, good support from the Care 

Management Team and daily support from a Community Matron were considered important. 

Finally, the multi-disciplinary nature of the Firs Unit work was considered an ‘active ingredient’. The 

team valued the multidisciplinary backgrounds of staff and the regular multi-disciplinary meetings.  

A range of logistical challenges to day-to-day operations were identified and these would all benefit 

from further attention. Internal processes, high use of agency staff, and communication with key 

colleagues, such as GPs and acute care, would warrant early attention.  
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6. Reflections on the Firs Unit logic model 

Five impacts are identified on the service’s logic model: 

Improved health and wellbeing of people who have been in hospital and have a greater ability and 

confidence to live independently live at home 

It was clear from stakeholders’ views that service users and families were benefiting greatly from the 

work of the Firs Unit. Service users were getting the right place for care, were being reabled faster 

than they might otherwise have, and were avoiding unnecessary community support or potentially 

residential care. In order to support service users in their homes, two main activities of the Firs Unit 

were responsible. Firstly, their strong focus on promotion of service user self-management, and 

secondly, their strong focus on developing service users’ confidence to manage at home.  

A shift in the pattern of care away from emergency and acute care, crises and intensive support 

The development of the Firs Unit has provided a place for service users to be reabled and, at the 

time of writing, approximately 70 service users have benefited. The multi-disciplinary team working 

has supported prevention work and given time for staff, e.g. adult services, to assess the situation 

and develop tailored discharge plans.  

A motivated workforce, with the right skills and teamwork 

Staff had an overwhelmingly positive view of the Firs Unit. Motivation of the staff appeared to be 

high, particularly about the concept of the unit. However, most staff also raised a range caveats and 

challenges faced by the unit during development and day-to-day. This resulted in moderate scores 

on the staff R-Outcomes survey, particularly for job satisfaction and the unit being well organised. As 

for the right skills in place, several staff raised the issue of finding the right blend of staff as an 

ongoing challenge and the over reliance on agency staff must be considered a threat to efficient 

management of a unit whereby patient preference was for continuity of staffing.  

Reduced costs for the system and a reduced cost of care per patient 

This impact was not answerable from this qualitative evaluation. A quantitative analysis of hospital 

data and metrics would be required to address this impact.  

Effective joint working between organisations and across the system 

There were examples of good working between the Firs Unit and their GP, Community Matron, and 

Care Management Team. However, the tension between the hospital and Firs Unit about bed usage 

was noticed by all staff. This tension must be considered a barrier to effective working with an 

important partner of the Firs Unit at this time.  It was also likely to be the reason staff R-Outcomes 

scores were low to moderate in all four of its domains (work wellbeing, job confidence, staff 

experience, and service integration). 
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7. Limitations of this evaluation 

Some aspects of this evaluation were unable to proceed as planned.  

1. Consent for analysis – The bed occupancy rates on the unit were lower than expected 

resulting in a smaller potential sample size for analysis.  Whilst the arrangements were put in 

place to consent service users for participation in evaluation, the numbers of consents 

obtained was insufficient to enable robust analysis. 

2. Cohort analysis – an analysis of the use of health and care services at patient level was 

planned to assess a number of impacts, including the impact of the service on key indicators 

including length of stay, discharge destination and level of support package required on 

discharge, following the intervention of the Firs. A comparator site run by Hampshire County 

Council (Westholme Unit) was also identified for patient level analysis – it was intended that 

a comparison was made between the service users of each site to consider the impact of the 

Firs Unit on the wide health and care system.  

In accordance with Information Governance legislation, the evaluation team identified the 

requirements for data sharing and data flows, and sought approval through the CCG and 

HCC Adult Services IG leads. A DARS application to NHS Digital was submitted by the CSU but 

was not approved within the expected timeline. This prevented the approval of the required 

documents to enable data transmission.  

Furthermore, the CSU (who process data on behalf of North Hampshire CCG) outlined 

additional costs associated with processing the data from HCC to pseudonymise the data, 

and to integrate this into their data warehouse which is necessary to undertake cohort 

analysis using data sets such for secondary care. These costs were not foreseen and 

prohibited the analysis of any secondary care data on service users of the Firs. 

 

3. Service user surveys – The results of these surveys are not incorporated into the main report 

due to insufficient data. See Appendix for the data on 16 users. 

 

4. Interview Data – 23 interviews were undertaken in total, of which six were with service 

users. Whilst providing important insights into the experience of the service, many of which 

reflected feedback from the staff, the interviews with service users yielded less evidence 

about implementation issues.  
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Appendix: Service User R-Outcomes 
 

Wessex AHSN has used the R-Outcomes measures to receive and understand the feedback from 

more than 6000 patients and people experiencing new care models over the past two years. 

R-Outcomes are a set of validated short generic patient reported outcome measures (PROMs). This 

review used four of the R-outcomes measures with service users: 

HowRu – Health Status 

People record how they feel physically and mentally and how 

much they can do in terms of loss of function and independence.  

It asks how are you today? – meaning the past 24 hours.  It has 

been validated against other measures including SF12 and EQ-

5D.  

 

 

 

Health Confidence Score 

This score monitors people’s confidence in their ability to manage 

their own health and engage with health care providers.  The first 

two questions address personal capability, while the second pair are 

informed by provider engagement.  This measure is closely 

associated with the concepts of empowerment, perceived self 

efficacy, activation and engagement. 

 

 

Personal Wellbeing 

This is a short generic measure of happiness or subjective 

wellbeing and is closely based on the Office of National Statistics 

personal wellbeing questions used in the Annual Population 

Survey. 
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HowRwe – Service user experience 

This is a service user reported experience measure of service 

users’ perception of their care. It includes both relational (clinical) 

aspects of their care, such as kindness, listening and explaining as 

well as systems (administrative) aspects such as promptness and 

organisation. 

 

 

 

 

Service Integration 

This is a patient reported experience measure of how well a 

service integrates with other services as part of their care 

delivery. 

 

 

 

 

 

Service User Results 

In total, 16 responses to the R-Outcomes survey were collected, comprising three at the point of 

referral to the service and 13 responses on discharge from the service. Data was collected from 

October 2017 to February 2018. Whilst these numbers of returns are insufficient to draw any firm 

conclusions, the findings are included for completeness at the time of reporting. If further returns 

are collected in future, this analysis could be repeated.  

The following charts describe the demography of the 16 service users who recorded their R-

Outcomes.  It shows that: 

 69% of participants are female 

 All service users are over 60, with 56% of people being 80 to 89 years 

 56% of service users take more than 3 to 5 prescribed medications daily, with a further 25% 
taking 6 to 9 medications daily 
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The results are set out in the charts on the following page. The yellow bars represent how service 

users scored themselves when the service first made contact with them, and the green bars show 

the scores for service users who have been supported by the Firs.   

All R-Outcomes results show mean scores on a 0-100 scale. If all respondents choose the best 

response, the score is 100. If they all selected the worst, the score is 0.  We are looking for evidence 

of an improvement in reported scores from the two cohorts of service users. Scores of over 80 

points are high scores, those between 60 and 79 are moderate scores, those between 40 and 59 are 

low scores, and scores less than 40 are very low.  

The results for each domain are shown below: 

Health Status 

Service users report improved health status at the 

point of discharge in comparsion to referral to the 

sevice. No significant change is observed for pain 

or discomfort, however scores for the other three 

questions in this group improved by at least 11 

points. The overall health status rating improved 

from 53 (a low score) to 65 (a moderate score).  

 

 Health Confidence  

Service users of the Firs show an overall 

improvement in their health confidence (an 

increase from 56 to 65 points overall). Most 

notably, there is a a 20 point increase in their 

response to I can look after my health 

(improving from 44 to 64 points).    

Personal Wellbeing 
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Service users of the Firs report a reduction in 

personal wellbeing, from 67 to 63 points 

overall. Due to the low reponse rates, it is hard 

to valiate the answers to this question and 

differentiate between the opinions of the two 

cohorts.      

 

 

 

Experience 

Service users report high scores for patient experience 

overall. There are a number of questions where the 

score has reduced between the two cohorts of service 

users. Due to the low response rates, it is hard to 

validate the meaning of these score reductions and 

correlate with other R-Outcomes scores.  

 

Service Integration 

The extent of the changes in service intergration 

scores are small with most scores in the “moderate 

range”. There is a an 11 point reduction in the score 

to I don’t have to repeat my story suggesting that 

service users feel there is a request for repetition, 

however it is hard to confirm whether this change is 

reliable with such few responses to R-Outcomes.   

 

 


