
Raising standards through sharing excellence

Positive deviance in 

intermediate care 

services

August 2019

Debbie Hibbert, Programme Manager

Lucy Trubacik, Project Manager



Positive deviance in intermediate care 

services

2

1. Introduction 3

2. The Positive Deviance methodology 6

3. Project timescales 7

4. Step 1 - Identifying the Positive Deviants 8

5. Step 2 – Qualitative analysis 11

6. Step 3 - Testing the hypotheses generated 16

7. Step 4 – Dissemination and next steps 21

8. References 22

Appendix 1 – The Sunderland Community Re-ablement Scheme 23

Appendix 2 –The Modified Barthel Index (MBI) 24

Appendix 3 – The Intermediate Care Patient Reported Experience 

Measure (PREM) – home based

25

Appendix 3 – The Intermediate Care Patient Reported Experience 

Measure (PREM) – bed based

27



The positive deviance approach originated in the field of international public health and has been used 

more recently to improve quality and safety in healthcare organisations. The approach focuses on those 

health care services who demonstrate exceptional (or positively deviant) performance in a particular area, 

despite facing the same constraints as others. The methodology can be applied to organisations, teams or 

services.  The initial trials of the methodology, undertaken by the Yorkshire Quality and Safety Research 

Group (YQSR), a collaboration between the Universities of Leeds, York and Bradford, have concentrated 

on patient safety within health care. “Positive deviants” are identified and hypotheses about how they 

succeed are generated. The hypotheses are then tested back with teams, services or organisations, and 

the findings disseminated through the community of service providers, in order that other teams can adopt 

the characteristics of the positive deviants. There is however, limited application within health care 

systems due to the need to have relevant data sets with high quality data. The YQSR have tested the 

methodology with older people wards in the Yorkshire area (wards experiencing higher levels of harm free 

care as per the NHS Safety Thermometer), and using 28-day emergency readmissions and existing 

national PROM datasets on hip and knee replacements. 

The National Audit of Intermediate Care (NAIC) has run from 2012 to 2015 (as a subscription model), and 

again in 2017 and 2018 (funded by NHS England, the Welsh Government and the Northern Ireland Public 

Health Agency and Health and Social Care Board). The audit is unique in that it collects standardised 

clinical outcome measures as well as a Patient Reported Experience Measure (PREM). The PREM is a 

validated tool to garner service user/carer feedback on their experiences of intermediate care. The audit 

also contains a full organisational dataset collecting information on the service (activity, workforce, finance, 

service models, etc). The data covers intermediate care services from England, Wales and Northern 

Ireland. In view of the comprehensive nature of the dataset, initial discussions took place with the three 

universities to assess whether the NAIC dataset might be a suitable vehicle to test out the positive deviant 

methodology. 

The standardised clinical outcome measure used for home based services is the Sunderland Community 

Re-ablement Scheme score (adapted from the Derby Outcome Measure) and, for bed based services, is 

the Modified Barthel Index (MBI). These standard clinical outcome measures assess of the functioning of 

patients with disabling conditions in relation to activities of daily living. These measures were adopted for 

intermediate care services as they are used to measure functional dependency across a number of 

domains which are closely aligned with the aims of intermediate care services. Appendix 1 contains the 

Sunderland Community Re-ablement scheme and Appendix 2 contains the Modified Barthel Index. 

The PREM is completed by the service user, or their carer, once they have completed their episode of 

intermediate care and collects key domains of patient experience. The PREM summary score is an overall 

composite PREM score for an intermediate care service which can be compared to the nationally reported 

position. The PREM summary score is scored out of 12 for home based services and 14 for bed based 

services. Appendix 3 contains the PREM used for home based services and Appendix 4 contains the 

PREM used for bed based services. 
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1. Introduction
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The following definition of intermediate care services was developed by the National Audit of Intermediate 

Care Steering Group:

1. Introduction (cont.)

The following service category definitions were developed by the NAIC Steering Group and have 

been used within the audit since 2012:

Home based intermediate care services are community based services provided to 

service users in their own home/care home. Home based intermediate care services offer 

intermediate care assessment and interventions supporting admission avoidance, faster 

recovery from illness, timely discharge from hospital and maximising independent living.

Bed based intermediate care services are provided within an acute hospital, community 

hospital, residential care home, nursing home, standalone intermediate care facility, 

independent sector facility, Local Authority facility or other bed based setting. Their primary 

function is prevention of unnecessary acute hospital admissions and premature admissions 

to long term care and/or to receive patients from acute hospital settings for rehabilitation 

and to support timely discharge from hospital.



Intermediate care services are typically used by older people with the average age of service users in 

home based intermediate care services being 80 years of age, and in bed based services, 82 (NAIC 

2018). Interventions for the majority of service users will last up to six weeks, although frequently, will 

be much shorter. Services are delivered by a multi-disciplinary team, most commonly health staff 

(medical staff, nursing staff, therapy staff, support workers). 

An initial workshop was held (March 2016), hosted by the Universities of Leeds and York, where the 

positive deviance methodology was introduced to the NHSBN Support Team. At this workshop, 

preliminary discussions were held with the two teams from the Universities about the potential 

application of the methodology. The YQSR agreed to act as a “critical friend” to ensure that the NHSBN 

Support Team were applying the positive deviance principles within the parameters of the 

methodology.

It was hypothesised that positive deviants could be identified from those intermediate care services 

which demonstrated positively deviant performance in terms of both clinical outcome for the patient (as 

measured by a positive change in dependency levels) and in patient experience (as measured by the 

patient themselves, through the PREM). It was agreed that the initial focus for trialling the positive 

deviance methodology within intermediate care services would be those service delivered in the 

community by home based intermediate care services, given the previous focus on bed based care in 

the initial work undertaken by the YQSR.

Network funding was made available to support a study to apply the positive deviance methodology to 

home based intermediate care services in 2016. The NHS Benchmarking Network Steering Group took 

the decision to fund a further study to apply the positive deviance approach to bed based intermediate 

care in 2018.
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1. Introduction (cont.)



The positive deviance methodology has four key steps as outlined below:-

(Diagram modified from Bradley, et al “Research in action: using positive deviance to improve quality of 

health care” Implement Sci 2009; 4-25)
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Step 1

Identify “positive deviants” – e.g. 

organisations, teams or individuals that 

consistently demonstrate exceptionally high 

performance in an area of interest

Step 2

Study positive deviants in depth using 

qualitative methods to generate hypotheses 

about practices that allow organisations to 

achieve top performance

Step 3

Test hypotheses statistically in larger, 

representative samples of organisations

Step 4

Work in partnership with key stakeholders, 

including potential adopters, to disseminate 

the evidence about newly characterised best 

practices

2. The positive deviance methodology



The timescales for the home based intermediate care study were as follows:
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Step Action By when

1 Produce funnel plots for both measures for home 

based IC services within NAIC to identify positive 

deviants (using NAIC 2015 data)

May 2016

2 • Set up workshops/interviews with positively 

deviant teams

• Generate hypotheses about the 

characteristics of home based positively 

deviant teams

From September  –

November 2016

December 2016

3 Test out hypotheses generated for home based 

services on full NAIC 2018 dataset

September –

December 2018

4 Dissemination of findings May 2019

The timescales for the bed based intermediate care study were as follows:

Step Action By when

1 Produce funnel plot of Modified Barthel Index for 

bed based IC services within NAIC to identify 

positive deviants (using NAIC 2017 data)

March 2018

2 • Set up workshops/interviews with positively 

deviant teams

• Generate hypotheses about the 

characteristics of bed based positively deviant 

teams

June – September 

2018

October 2018

3 Test out hypotheses generated for bed based 

services on full NAIC 2018 dataset

October –

December 2018

4 Dissemination of findings May 2019

3. Project timescales



Measures utilised to identify positive deviants

The NHSBN team investigated those intermediate care services which:-

o appeared to effect the greatest improvement in patient dependency as measured by the 

change in the Sunderland Community Re-ablement Scheme score (see Appendix 1) or 

Modified Barthel Index (Appendix 2), and 

o received positive service user experience of intermediate care services as measured by the 

Patient Reported Experience Measure (PREM) summary score (see Appendix 3 and 

Appendix 4). 

For home based services the NAIC 2015 data set was used and, for bed based services, the NAIC 

2017 data set was investigated.

Funnel plots

Funnel plots were produced to identify positive deviants within intermediate care services, using the 

methodology presented at the Positive Deviance workshop by YQSR. For each funnel plot, the sample 

size was plotted against the average percentage change in Sunderland Score (home based) and the 

MBI (bed based) for each service. It had been suggested by the team at the YQSR that two funnel 

charts should be plotted which would identify positive deviants in both areas, and that these should 

then be overlaid to assess which (if any) providers were positive deviants using both criteria. 

Use of percentage change in outcome measure

The outcome measure collected is the Sunderland Community Re-ablement Scheme score for home 

based intermediate care services and the Modified Barthel Index (MBI) for bed based services. The 

indicator used to test the outcome measure was the service mean percentage change in Sunderland 

Score, or the service mean percentage change in the MBI index. Using the percentage change took 

into account the varying starting levels in dependency of the service users. However, using the 

percentage change meant that there was the possibility of individual patients having particularly high 

percentage increases in dependency, for example, if a patient has a very low Sunderland Score/MBI 

score on admission. In these cases, further investigation on outliers was undertaken on an individual 

basis.

Standard error

The standard error was calculated for each intermediate care service. Using this, control limits were 

calculated and are shown on the funnel plots on page 10. The dashed lines display the 95% control 

limit, so data outside this range has a 95% chance of being an outlier. Data outside the dotted lines has 

a 99.7% chance of being an outlier (with 99.7% of data typically lying with 3 standard errors of the 

mean). Funnel plots typically display two sets of control limits. 

Standard error takes into account the sample size, with smaller sample sizes resulting in larger errors. 

While this reflects that more random variation can occur at small sample sizes, it means that it is not 

possible for those with a small sample size to be positively deviant using the above methodology, as 

they would require a percentage change in Sunderland Score/MBI score greater than 100%. 
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4. Step 1 - Identifying the positive deviants



Use of PREM data 

Use of PREM summary scores was investigated as a possible data indicator, as outlined earlier. The 

average sample size for a home based intermediate care service returning the PREM in NAIC 2015 

was 17 from each service. The average sample size for a bed based intermediate care services in 

NAIC 2017 was 14 . However, because many organisations had low PREM return rates, it was 

concluded that the PREM data was not reliable or meaningful enough to use. It was therefore decided 

to utilise the percentage change in the Sunderland Community Re-ablement Scheme score/MBI score 

only to identify the positive deviant teams. 

Identifying organisations

Organisations who lay outside either the 95% or 99.7% control limits were identified as either ‘positive 

deviants’ or ‘negative deviants’. Organisations who were just above the overall mean average figure 

were also identified, as a control group.  

Many previous healthcare applications of the positive deviance approach have compared positive 

deviants to negative deviants (the poorest performers), however, the YQSR team suggested that for 

this purpose, a team identified as being slightly better performing than average be approached as a 

control group (although not identified as being positively deviant) to explore how positive deviants 

achieve exceptional performance rather than just good/high performance

Investigation of outliers

Further investigation was undertaken into organisations who appeared to be significant outliers and the 

reasons behind this, to ensure that any organisations identified as positively deviant were reasonable. 

Extreme values could be the result of using the percentage change as an indicator; individuals with 

particularly low initial or final score could have a particularly large or small percentage change. All 

outliers on the funnel plots have been investigated. In all cases, organisations identified as positively 

deviant remained positively deviant with the removal of their highest values. 

Selecting positive deviant sites – home based

The funnel plot overleaf shows the analysis undertaken to identify which home based intermediate 

care services were identified as positively deviant. A control site with an above average percentage 

change in Sunderland Score was chosen. The control site had a similar sample size to the three 

chosen positively deviant sites. The letters on the funnel chart represent the four home based 

intermediate care services interviewed by the NHSBN support team; three positively deviant sites (A-C) 

and one control site (D).
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4. Step 1 - Identifying the positive deviants 

(cont.)
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4. Step 1 - Identifying the positive deviants 

(cont.)

Selecting positive deviant sites – bed based

The funnel plot below shows the analysis undertaken to identify which bed based intermediate care 

services were identified as positively deviant. Four positive deviant bed based sites (A-D) were visited. 

Two control sites (E-F) with an above average percentage change in MBI were also visited
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It was agreed that the NHSBN Support Team approach the positive deviants identified in Step 1, and 

the control teams, and interview key members from the teams to generate hypotheses about positively 

deviant practice. The process involved travel to providers with identified positively deviant teams and 

the control group, and then in-depth interviews with teams. A workshop was held with each team which 

took up to 2 hours. All teams visited made the NHSBN Team welcome at the site visits. A standard ten 

to fifteen minute presentation was delivered prior to the workshop commencing, to explain the purpose 

of the visit, including the positive deviance methodology. Whilst teams didn’t know whether they had 

been identified as positively deviant or a control site, they were keen to know once the study was 

completed. 

Site visits for home based teams were carried out from September to November 2016. Site visits for 

bed based teams were carried out from June to September 2018. 

One of the presentation slides contained areas that the NHSBN team wished to cover (see below), 

however it was noted that the list wasn’t exhaustive and teams visited did cover other areas. 
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5. Step 2 - Qualitative analysis

Home based key themes

There were five main themes which emerged from the discussions as being particularly common to 

those home based intermediate care teams which were identified as being positively deviant. These 

were as follows:-



The value of team working – was alluded to in a variety of guises by the positively deviant teams. 

Common themes discussed were:-

▪ That multi-disciplinary team working did make a difference to service users in respect of 

being able to offer a variety of therapeutic interventions.

▪ That the development of generic roles, and the transference of discipline specific skills to 

other disciplines, made a difference to the interventions which could be offered to service 

users, based around their individual need. 

Feeling valued – teams reported that this was mainly in relation to:-

o Feeling valued by the organisation they worked in, and 

o Feeling valued by the other team members.

▪ Feeling “listened to” and that the team’s feedback was treated seriously by the hierarchy 

within the organisations in which they sat (all teams interviewed operated under very 

different organisational forms, with both health and local government as employing 

organisations). 

▪ Feeling valued by service users, often on the back of positive service user feedback. One 

team felt, however, that this was an area where the service could be more proactive, even 

though positive feedback had been received. 

▪ Feeling that their service was valued by commissioners. 

Feeling “protected” in a landscape where health and social care services were in a state of flux 

– interestingly, all three positively deviant teams reported that their service had been “left alone” by the 

wider organisation/system within which they worked. This had manifested itself in a number of ways:-

▪ Being spared from having to contribute to internal cost improvement programmes/cost 

savings schemes, to the same extent as other services within their organisations.

▪ Two positively deviant teams reported having extremely good relationships with 

commissioners, which had enabled their services to be recommissioned, even within the 

context of wider service redesign.  

▪ Services also reported on having good relationships with either their constituent 

community service or hospital discharge team. One team noted that whilst this had been 

the case for a number of years, it was felt that in the near future that this was likely to 

change, with their being incorporated into the local plans regarding the emerging 

Community/Neighbourhood Teams. 

▪ The control team reported that they felt they had been subject to unnecessary internal 

change, through a succession of management changes, affecting staff morale, staff 

turnover, team development and ultimately, service user outcomes. Staff felt unsure of 

their own roles within the team, and the wider role of the team in the health and social 

care landscape.  
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5. Step 2 - Qualitative analysis (cont.)



A number of workforce indicators were reported as having a positive impact on the team. The 

indicators included:-

▪ Low staff turnover/high retention rates of staff, contributing to a cohesive workforce, 

working towards the same patient oriented goals.

▪ Having consistent management support, ensuring that staff feel listened to, and that their 

feedback is taken on board.

▪ Developing cross-professional/trans disciplinary roles, contributing to meeting individual 

patient needs.  

▪ Having regular multi-disciplinary team meetings, which provided an opportunity to bring 

members of the team together to discuss both patients and team issues. 

▪ Having excellent competency based programmes, which ensured that staff were being 

trained to expected competency levels to be able to deliver the full range of intermediate 

care interventions effectively. 

▪ Having low vacancy rates, which meant that there was minimal turnover in the team, and 

that teams were working, in the main, to the agreed funded establishments.

Having clear structures in place. The type of issue that was mentioned in this area included the 

following:-

▪ Having a flexible workforce. Two of the positive deviant sites reported that staff were 

content to be pulled into other areas of the intermediate care services locally, to cover 

sick leave and maternity leave, as it was felt this would be reciprocated should it be 

required.  

▪ Having a single point of entry into the service and having agreed referral routes, ensuring 

patients were seen as quickly as possible and assessed by appropriate personnel in the 

team.

▪ Having clear referral criteria, which contributed to most referrals being seen as 

“appropriate” for intermediate care.

▪ Being able to provide service users with individualised packages of care following 

assessment, which were goal centred. Two of the teams reported having structured 

instrument measures in place to measure service user outcomes, ensuring the teams 

were working from the same baseline and were able to measure and evidence the 

effectiveness of their interventions. 
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5. Step 2 - Qualitative analysis (cont.)



Bed based key themes

Hypotheses identified from the home based study were also evidenced by the feedback from the bed 

based positively deviant sites and so are not replicated below. Additional themes were noted by bed 

based services and are covered by the following aspects of service provision:-

Exploitation of alternative funding streams – many of the bed based services visited explained that 

they could exploit alternative funding streams, in addition to service budgets. The examples given 

ranged from easy access to charitable funds, to League of Friends to local schemes set up specifically 

to assist the hospital/service with equipment. One of the positively deviant sites reported that even 

when services were integrated, there was no loss of budget. 

Good communication and links with other providers in the ecosystem such as the acute hospitals 

and community nursing teams; many of the bed based services reported excellent links with other 

services locally. Often bed based teams could refer directly to local home based teams, ensuring 

smoother transition of patients back to their place of care/home. The positively deviant teams all 

reported good links in place to feedback to their wider community teams or neighbourhood teams, via 

team lead meetings or through services being jointly managed. Some teams reported that vacancies 

and sickness were often filled by other staff in the system, with flexible use to ensure safe coverage of 

the beds. Other services reported good links with community matrons, community falls teams and 

District Nursing Teams, all important staff groups involved in the delivery of care to older people. In 

addition, the positively deviant sites reported that they had access to a shared patient record, allowing 

all teams involved in delivering patient care to share key information. 

Less complicated commissioning structures – the control sites reported having multiple Clinical 

Commissioning Groups and/or Local Authorities commissioning their services, which made processes, 

such as discharge planning, challenging. Positively deviant sites reported simpler commissioning 

arrangements, and all reported having good relationships with their commissioners, resulting in them 

reporting that they felt generally listened to by their commissioners in terms of service delivery. Many 

reported they felt comfortable raising new ideas or changes to their commissioners, often facilitated by 

frequent contact. Interestingly, the control sites reported not having relationships with local 

commissioners. 

Opportunities to feedback to management and ideas listened to and taken on board – staff in the 

positively deviant sites talked about feeling part of the hierarchy in their organisations, where managers 

routinely met with the staff, and staff felt that their feedback was acted upon proactively.
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5. Step 2 - Qualitative analysis (cont.)



Proactive recruitment and putting in processes to try and retain staff. Upskilling of existing 

staff – the positively deviant sites reported that managers and teams were flexible in their approach to 

staffing the bed based services. Examples of local initiatives quoted included:-

• Use of in-house training specifically designed around delivery of intermediate care 

services

• Student placements

• Internal staff development and rotation

• Online training utilised in rural locations

• Flexible use of the workforce across different services. One site reported that since 

vertical integration with the local acute trust, their staffing gaps were also being filled by 

acute nursing staff to ensure safe patient care.

Involvement of family in care planning - whilst all 6 sites reported that care planning and goal 

setting was in place and routinely used, the positively deviant sites all commented on the importance of 

involving family in care planning and goal setting from the beginning of service provision. Goals were 

set on admission, goal setting involved the family, and were reviewed on a regular basis. 

More internal training and awareness programmes for cognitive impairment - all sites visited 

reported that the patient caseload was becoming more complex with more patients having a 

recognised cognitive impairment. The positively deviant sites reported internal training and awareness 

programmes for caring for patients with a cognitive impairment. Some positively deviant sites reported 

that they could access more specialist support for those with severe dementia. 

Carrying out home visits either prior to or shortly after discharge – the positively deviant sites 

reported practices whereby home visits to the patient’s own home were routine, prior to the patient 

being discharged. Some of the positively deviants sites also reported that they had further visits post-

discharge, particularly where equipment had been ordered for the home, so that Occupational 

Therapists could ensure it was being used correctly, and Physiotherapists could ensure exercise 

regimes were being correctly followed. A further example of post-discharge visits was where 

discharges were particularly complex. 
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5. Step 2 - Qualitative analysis (cont.)



Step 3 of the positive deviance methodology requires the hypotheses generated from the qualitative 

analysis to be tested statistically in the larger, representative sample of organisations. The hypotheses 

generated from the in depth home based and bed based study were then tested using the NAIC 2018 

data set (which collected 2017/18 outturn positions). 

The NHSBN Support Team reviewed the NAIC data set to select either a directly comparable metric, or 

a proxy metric, to test each of the hypotheses generated in step 2. There were some instances where 

no metric or proxy metric existed. Where the NAIC dataset did not contain a metric which could be 

directly tested, additional metrics were included in the NAIC 2018 dataset for future consideration in the 

analysis. 

Home based intermediate care

The table below summarises the hypotheses generated for home based intermediate care and the 

metrics which were used to test these hypotheses. 

16

Hypotheses Metric

Home based intermediate care

The value of multi disciplinary team working • The development of generic roles

• The transference of discipline specific skills 

to other disciplines

• The number of disciplines seeing the patient

Feeling valued • PREM summary score – the overall median 

summary score for the service

Feeling “protected” • Decommissioning of intermediate care 

services

• Extent of cost improvement schemes within 

intermediate care

Positive workforce indicators • Low staff turnover/high staff retention rates

• Low vacancy rates

• Multi-disciplinary team meetings held 

regularly

Having clear structures in place • Single point of entry into the service

• Agreed referral routes/criteria

• Provision of individualised packages of care 

which are goal centred

• Care plans in place and reviewed

• Flexible use of workforce

6. Step 3 - Testing the hypotheses generated
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Using regression analysis, these metrics were tested using the NAIC 2018 home based dataset. All 

measures used were at a service level, rather than at a patient level. The average change in Sunderland 

Score for the service was used to measure outcome. The two metrics showing a significant positive 

association with outcomes for patients were:-

• A review of the care plan by the multidisciplinary team (MDT); and

• The number of disciplines who saw the patient. 

The other metrics tested  within the NAIC 2018 data set did not demonstrate a significant relationship with 

outcomes. 

Figure 2 represents the model where the average 

number of different staff disciplines that a service 

user comes into contact with during their episode 

of intermediate care per service is tested against 

the outcome measure variable. When tested, 

services where service users come in to contact 

with a greater number of staff disciplines typically 

have better outcomes. When modelled together, 

15% of the variability in outcome measure can be 

explained by the staff disciplines variable.

Figure 1 represents the model where the 

percentage of service users who had a care 

plan in place and had this care plan reviewed 

regularly by the MDT is used to predict the 

outcome measure variable. Services that had 

a care plan in place and reviewed this care 

plan for a higher proportion of service users 

typically produced better outcomes. When 

modelled together, 15% of the variability in 

outcome measure can be explained by the 

review of the care plan variable. 

Figure 7.1

Figure 2

6. Step 3 - Testing the hypotheses generated 

(cont.)

Figure 1



Multivariable regression analysis was used to 

investigate whether multiple variables could be 

modelled together to explain the variation in 

outcomes.

When the different variables were combined, a 

positive significant relationship was identified 

between number of disciplines, review of the care 

plan and outcomes, illustrated in figure 3. When 

combined, these two independent variables 

explain 23% of the variation in change in 

outcome measure. 

From this relationship, a model can be generated 

to help predict the outcome measure based on 

the number of disciplines who saw the patients 

and the percentage of the patients who had their 

care plan reviewed by the MDT.

𝑦1 = −1.313 + 0.833𝑥1 + 3.407𝑥2
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Figure 3 

Where 𝑦1 = change in clinical outcome measure

𝑥1 = average number of staff disciplines a patient has contact with

𝑥2 = percentage of service users where the care plan was reviewed

6. Step 3 - Testing the hypotheses generated 

(cont.)
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Hypotheses Metric

Bed based intermediate care services

Exploitation of alternative funding streams • Finance – cost per service user

Good communication and links with other 

providers in the ecosystem 

• No metric

Simple commissioning structure • No metric

Opportunities to feedback to management • No metric

Proactive recruitment and putting in processes 

to try and retain staff

• Development of trans-disciplinary roles for 

staff

• Use of the workforce flexibly

• Vacancy rates

Involvement of family in care planning • My family or carer was also involved in these 

decisions (about my care) as much as I 

wanted them to be – question taken from the 

PREM

More internal training and awareness 

programmes for cognitive impairment

• Will the service take service users with 

cognitive impairment

• Screening for cognitive impairment

Carrying out home visits either prior to or shortly 

after discharge

Included in NAIC 2019 dataset

The following hypotheses were tested using the NAIC 2018 dataset (where data was available) for 

bed based services, in addition to the measures also used in the home based analysis. The table 

lists the proxy measure that were used to test these hypotheses. For future consideration, an 

additional metric was included in the NAIC 2019 dataset regarding home visits, however only 

Northern Ireland participated in NAIC 2019, and hence the sample size will be much smaller.  

Bed based intermediate care

6. Step 3 - Testing the hypotheses generated 

(cont.)
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For bed based services, when tested, four metrics demonstrated a significant positive relationship 

with outcomes:

▪ Number of disciplines who saw the patient 

▪ PREM summary score (a consolidated score which sums all components of the PREM 

questions) 

▪ Screening service users for cognitive impairment 

▪ Review of the care plan by the multidisciplinary team (MDT)

𝑦1 = 3.625 + 1.234𝑥1 + 0.578𝑥2

Where 𝑦1 = change in clinical outcome measure

𝑥1 = average number of staff disciplines a patient has contact with

𝑥2 = PREM summary score

Although these four measures show a significant 

relationship with outcome measures, less variability in 

outcomes is explained in comparison with the 

measures identified for home based services. This is 

possibly due to the smaller scale used for the home 

based standardised clinical outcome measure, with the 

Sunderland Score being measured out of 35 compared 

with the Modified Barthel Index being measured out of 

100. 

Although the number of PREM returns was not 

sufficient to identify positive deviants, the overall 

median PREM summary score for the service can be 

used to test hypotheses as it does not take into account 

the number of returns. 

Using multivariable analysis, combining the PREM 

summary score metric and the number of disciplines 

who saw the patient demonstrates a significant 

relationship with outcomes. This model represents 

9.5% of the variation in outcome measure and is 

illustrated in figure 4.

From this relationship, a model can be generated to 

help predict the outcome measure based on the 

number of disciplines who saw the patients and PREM 

summary score.

Figure 4 

6. Step 3 - Testing the hypotheses generated 

(cont.)



The results of the Positive Deviance in Intermediate Care Services study were presented at workshops 

as part of the Network’s seven regional events held in May 2019.There was considerable interest in the 

methodology and in the findings, with participants commenting on the value of building on success 

rather than focusing on negative aspects of performance. 

A number of organisations have contacted the Network to discuss the possibility of adopting the 

methodology in other applications e.g. NHS London with SDEC data set and NHS Improvement with 

the Learning Disabilities data set.

The Network will publish this report to members and on the public facing pages of the Network website. 

The report will also be sent to all the contacts held by the Network involved in the commissioning and 

delivery of intermediate care and community services, and the professional bodies and organisations 

involved in the NAIC Steering Group. The work will be shared with NHS England’s Ageing Well team.

Several organisations have volunteered to be early adopters of the study findings. The Network will 

work with a small number of systems to:

▪ assess their baseline in respect of the identified criteria for high performing services;

▪ support the application of service improvement processes to address opportunities identified; and 

▪ evaluate the impact of the changes made.

This work will be shared with the wider Network as case studies.
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Appendix 1

Sunderland Community Re-ablement Scheme
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Appendix 2

*Score only if patient is unable to ambulate and is trained in wheelchair management. 

Scores are added together to indicate a dependency level

Modified Barthel Index
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Appendix 3

Patient Reported Experience Measure – home based
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Appendix 3

Patient Reported Experience Measure – home based
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Appendix 4

Patient Reported Experience Measure – bed based
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Patient Reported Experience Measure – bed based


