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Health Foundation
commentary

This review of the evidence about how involving
patients more in their care can improve quality
and save costs is timely: the NHS in England is
grappling with the twin challenges of implementing
the Health and Social Care Act 2012 and the
financial constraints on health service budgets that
looks set to continue well beyond 2015. The Act has
at its heart new duties for the health service to fully
involve patients in decisions about their treatment
and care. In seeking to implement this, managers
and clinicians will also need to understand the
possible impact on the costs of care as well as
the benefits of delivering services differently. It is
therefore critical that there is more understanding
of the likely costs and benefits that may result
from the implementation of policies to advance
approaches such as shared decision making and self
management support.
The Health Foundation wants to understand better
whether changes which aim to improve quality can
also achieve better value. This is the third evidence
review in a series which has specifically sought out
information on the costs and benefits of initiatives
to improve services. The first two reviews were also
carried out by Dr John Øvretveit. Does improving
quality save money? considered very broadly
approaches to improving safety, reducing waste
and improving patient experience and the extent
to which there was evidence that these save costs.
The report was influential in highlighting the lack
of such evidence and stimulating debate on the
need for more research into the costs and value of
improvement interventions at a time of reduced
budgets and increasing demand on health services.
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Does clinical coordination improve quality and save
money? looked more specifically at changes to the
organisation of patient care which can improve
continuity of care and also increase value of care by
reducing waste and duplication.
We are also committed to a programme of work
concerned with changing the relationships between
healthcare providers and patients, as we believe
that this is vital to ensuring a better experience
of using healthcare services and better outcomes:
it is surely better to spend money on services
that patients value than it is to spend money on
services that they don’t want, don’t use or use
ineffectively. We were therefore pleased to support
the third review in this series; to examine the
extent to which the published evidence on a wide
range of approaches to changing patient–provider
relationships supports the assertion that these
approaches can both improve quality and save
money. This review therefore also complements
our other reviews of evidence in this field: Helping
people help themselves, looking at the evidence for
the effectiveness of self-management support, and
Helping people share decision making, examining the
evidence for shared decision making in improving
people’s experience of care.
The findings report on a field of scientific
knowledge about patient–provider relationships
and support for self care which is in its early stages,
with a preponderance of conceptual literature over
empirical studies. Although there is a growing body
of literature about patient–provider relations, little
of it has studied the impact on costs. Even where

costs are considered, these are often limited to
the immediate intervention cost, rather than any
assessment of return on investment in relation to
the longer term costs of care. Nevertheless there are
empirical studies which do provide evidence about
how poor communication and lack of information
impact adversely on patient care and also provide
some evidence of effective interventions to improve
communication and care.
The Health Foundation has published a number
of reviews of the evidence about the effects of
changing the relationships between patients
and service providers, through improved
communication and collaborative approaches
such as shared decision making and supported
self-management. The emerging picture is one that
emphasises the importance of such interventions
being considered as part of re-design to care
pathways and changing models of clinical practice
rather than as ‘add-ons’ to current models of care.
As with previous work in this series, a major
finding is of the lack of research which has
considered the cost implications of implementing
interventions that aim to change the relationship.
The review gives a clear message for researchers
on the need to look further into how poor
communication and inequitable relationships
between patients and healthcare professionals add
to the costs of healthcare provision. Research is
needed which provides greater specificity in the
descriptions of the interventions being studied,
the underpinning logic models and how changes
in the relationship improves quality and impacts
upon costs. This needs to consider the different
stakeholders and account for those costs over
time, in particular, considering how effective
implementation of an intervention links to the
later experience and outcomes of a patient’s care.

The report highlights where there are gaps in the
evidence and where new research could provide
valuable knowledge that could help decisionmakers and practitioners to make evidence-based
decisions about interventions which have the most
likelihood of improving quality and saving costs.
We cannot make change without considering the
resource implications. This message is particularly
relevant at a time when UK healthcare and others
are facing significant constraints on finance. The
challenge is to prioritise the use of resources to
provide high value healthcare. This is particularly
relevant at a time when many providers and patient
groups are exploring ways to enable patients to be
more independent and take a greater part in their
own care.
The Health Foundation will use the findings of this
review to inform our thinking about future research
into the benefits, effectiveness and cost effectiveness
of approaches to changing relationships between
patients and providers.
Helen Crisp
Assistant Director – Research and Evaluation
The Health Foundation
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Preface

Patients often experience relationships with nurses,
doctors and providers that are more typical of the
last century, and sometimes of the one before.
Professionals and healthcare organisations have
not changed as fast as other industries in the way
they relate to patients. As a patient, I sometimes
think this is a good thing, as not all changes in
banks, travel and other services have been for the
good. But in health services, many patients find the
way their providers relate to them is frustrating,
sometimes demeaning, and occasionally harmful to
their health. This is not what most providers want.
But many find their work situation prevents them
from relating to patients in ways that would benefit
the patient more. Some do not have the skills, and a
few do not know they do not have the skills.
Research shows widespread problems in
communication, collaboration and lack of support
for self-care. Research also shows there are effective
changes that can be made, but knowing which
changes to make is only part of the solution. Giving
more time for patient questions or education
often means seeing fewer patients, even if it saves
time in the long run. A change will need time and
resources to carry out – will the new way take up
more time and resources than we use at present?
What stands between the knowing, and making a
real difference for patients, is belief in the value of
the change and our ability to make the change, and
then working to implement the change.
This is why this report considers the cost of making
the change and the costs of the new way of working.
It compares these two costs with the cost of suboptimal relationships at present – both the resources
wasted and the needless suffering caused to patients.
6
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We cannot afford to ignore the relationship
between quality and costs. To do so leaves
quality improvement as an enthusiast movement
rather than an integral part of professional and
organisational practice. The work of improving
quality consumes resources. These resources could
be used in other ways that may be more effective
for patients. It is both an ethical and a business
imperative to consider how much time and money
a quality improvement costs and the consequences
of using health resources in this way rather than
another. This review advocates looking at whether
quality really does improve, but also at whether
resources are used more efficiently as a result of the
improvement, and at the cost of the change.
This report is part of a programme of research
which asserts that more progress will be made
if we consider both the resource and the quality
implications of proposed improvements. Bringing
quality and resources together makes a unity of
purpose more likely, which is necessary for the
type of changes being considered here; changes in
relationships which are central to our working and
life experiences.
John Øvretveit
Director of Research, Professor of Health
Improvement, Implementation and Evaluation
Medical Management Centre
The Karolinska Institutet
Stockholm
Sweden

Chapter 1

Summary

Do any of these new ways of working use fewer
resources? Are any better for patients? Does the
cost of change pay for itself?
A separate executive summary to this report
gives the main findings and practical implications
(Øvretveit 2012a).
Two research reviews: Does clinical coordination
improve quality and save money? (Øvretveit 2011a)
and Does improving quality save money? (Øvretveit
2009) found evidence of adverse events and quality
problems for patients that were caused wholly
or partly by incomplete communication and
collaboration between caregivers and patients. They
also found research into interventions to change the
way providers relate to patients and support selfcare. There was some evidence suggesting improved
outcomes and cost savings were possible, from
some interventions, but these previous research
reviews could not examine this subject in detail.
Consequently, a review of research specifically
into this subject was undertaken, and this report
presents findings from that review.

1.1 Problems
The report first presents evidence of the
suffering and costs associated with sub-optimal
communication and collaboration between health
professionals and patients, and sub-optimal support
for self-care. The review found there was evidence
of negative health consequences for patients when
health professionals failed sufficiently to consider
patients’ preferences and lifestyle and also when
they did not agree assessment and treatment
plans in a collaborative way. Additionally, there is

research that shows that many patients and their
carers feel unsupported in their efforts to take
care of their health conditions, and that there is a
high cost to the health system of failure to provide
adequate support for self-care. Research also shows
factors outside the health system that affect people’s
ability to care for their health conditions.

1.2 Solutions
The research also provides some evidence of
solutions. These are interventions and changes
to promote patient–professional communication
and collaboration to bring about a more active
role for patients and to support self-care. There is
little high-quality evidence of the effectiveness of
different interventions and even less evidence of
the costs and possible savings to different parties.
This does not mean that some interventions might
not improve quality and save money. It means only
that there is uncertainty about their effectiveness,
if traditional systematic review standards of
evidence of effectiveness are used to judge the
strength of evidence. The review was able to give
useful information about changes that are likely
to improve quality and reduce provider costs, and
these are listed in this report and summarised
in Summary of ‘Do changes to patient–provider
relationships improve quality and save money?
(Øvretveit 2012a).
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1.3 Value improvements
giving savings
The method for estimating possible value
improvement savings or ‘quality and cost return
on investment’ (Q+C ROI) for a health system
is described in the report, together with the
limitations of such assessments.
Whether interventions are effective and save money
depends on:
– targeting the patients most likely to be helped,
– implementing the intervention effectively,
– factoring in the provider and patient
environments that help and hinder the
intervention.
This review proposes that changes that both save
money and improve outcomes are more likely
to gain the widespread support needed to work
through the challenges of implementation.
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Chapter 2

Summary of the eight practical
findings

Which changes to patient–provider relationships
improve quality and save money?
1. Some changes do, some do not, and none will do
so everywhere, with every patient.
2. Making a change to save resources will not always
save money for a provider. Saved provider time
cannot always be used to generate more income.
Saving patient visits may even reduce income for
a provider, depending on how providers are paid.
Also, although a change may lower the running
costs of a service, the cost to make the change may
not be ‘paid back’ by the lower running costs.
3. For a health system, saving resources in one
provider may lead to using disproportionally
more resources in another. Whether the health
system saves money depends on how costs and
savings can be balanced across the system. It also
depends on whether and when the change is paid
back by lower running costs overall.
4. Whether a change saves money depends on who
pays for the change, the financing system, which
time span we consider and the implementation
capability of the provider or health system.
5. Specific changes with the categories noted below
are ‘likely’ to reduce waste and suffering for
most patients if they are well implemented and a
health system perspective is taken.

medication together when moving from one
provider or unit to another.
– ‘Calendar packaging’, ideally with education
and reminder strategies, to improve medication
adherence.
– Mailed and telephone reminders to reduce
non-attendance or to move non-attenders to
the bottom of the waiting list.
– Most types of self-care programmes for patients
with chronic illnesses, but specifically patients
with the highest risk of avoidable admission
and with the desire and capacity for self-care.
– Some types of self-care education for people with
type 2 diabetes mellitus, asthma or osteoarthritis.
– Post-hospital discharge self-care support
programmes for older people with congestive
heart failure, and self-management training
and follow-up on request for patients with
ulcerative colitis.
– Peer-facilitated self-management education for
patients with heart disease, lung disease, stroke
or arthritis.
6. Specific changes of the type listed below will
‘possibly’ reduce waste and suffering for certain
patients, if a health system perspective is taken.

– Simplifying medication dosing regimens.

– Providing appropriate written and oral
information prior to consultation or to
treatment, or post-treatment, if the information
is matched to the patient’s needs and abilities.

– Interventions to enable patients and providers
to check the accuracy of their prescribed

– Intervention to enable patients to write a note
of their concerns before a clinical consultation.

– Some aids to help patients choose between
treatments or not to use a treatment.

DO CHANGES TO PATIENT-PROVIDER RELATIONSHIPS IMPROVE QUALITY AND SAVE MONEY?

9

– Appropriate high-quality training for physicians
in patient communication skills that use roleplay, feedback and small group discussions.
– Mobile phone text messaging to give reminders
for attendance at scheduled healthcare
appointments, to communicate results of
medical investigations, and feedback on
treatment success – especially for patients with
chronic illnesses.
– Appropriate interventions to enable patients
from low-income ethnic minority groups to ask
their doctors more and better questions and to
recognise the importance of asking questions
in decision making.
– Visual feedback of medical imaging results for
patients who smoke or who are at risk of UVrelated skin cancer, or providing a DNA test
to estimate patients’ genetic predisposition to
diseases such as heart disease or lung cancer.
– Offering email access to physicians or specialist
nurses to specific patients for specific purposes.
– Internet-based patient sites established by the
provider or the health system with patient
access and ability to comment on personal
health information (test results, problem
summaries, medication lists and side effects).
– Interventions to enable selected patients to use
internet-based personal health record systems
(PHRs) to create their own medical record and
health diaries.
– An intervention to improve physicians’
communication skills and activate patients to
participate in their care, for patients from lowincome ethnic minority groups.
– Allowing patients or relatives to call a hospital
rapid response team in specific situations.
– Patient/family and provider collaboration to
give home-based care at the end of life.
– Incentives for treatment compliance for lowincome patients with tuberculosis.
– ‘Patient re-enforcement and reminding’
for increasing adherence to lipid-lowering
medications and/or simplification of the drug
regimen.
10
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– Simple specific interventions to enable patients
to speak up about known safety risks (for
example, signs in rooms and staff wearing
reminder buttons).
– Patient/family–provider collaboration to provide
palliative care as an alternative to other treatments
which may not be wanted by the patient.
– Advanced directives (ADs) or advanced
care planning support programmes with
independent regulated experts facilitating
patients to prepare ADs.
– Interventions to improve patient participation
in health consultations that use patient-directed
coaching, educational materials and feedback to
providers of patient-reported outcome measures,
or certain communication skills training.
– Multiple-intervention self-care programmes for
targeted patients, combined with interventions
to change providers’ attitudes and abilities
to support the self-care programmes and
supported by information technology services.
7. These changes are unlikely to improve quality
and reduce costs.
– Offering patients email communication direct
to their physician.
– Educational interventions to providers in patient
communication or collaboration skills that use
only oral presentations with no opportunity to
practice the skills and gain feedback.
– Providing poorly selected safety
recommendations to patients.
– Training physicians in shared decision making,
without other changes to the context of their
practice.
– One type of osteoarthritis self-management
programme and some other self-care group
education programmes for patients with
different types of health conditions in the same
education group.
8. The research knowledge for selecting value
improvements is limited. It will take time for
more research to consider cost issues. Meanwhile,
it is possible to estimate the likely quality and cost
return on investment of some interventions from
the research which has been done.

Part 1:
Introduction
and methods
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Chapter 3

Introduction

The question addressed by reference to research
evidence is:
‘Can we improve quality and save money by
changing the way we communicate and collaborate
with patients, or by supporting self-care?’
Two previous research reviews found some evidence
of adverse events and quality problems for patients
that were caused wholly or partially by incomplete
communication and collaboration between
caregivers and patients (Øvretveit 2009, 2011a).
These reviews also found research into interventions
to change how providers relate to patients and
to support self-care. There was some evidence to
suggest that both improved outcomes and cost
savings were possible from some interventions of
this type, but these reviews were not able to examine
this subject in detail. Consequently, a review of
research specifically into this subject was undertaken
and this report sets out findings from that review.

3.1 Four sub-questions
The review sought to answer the overall question
through answering sub-questions that also form the
structure for the findings section of this report:
1. Is there a problem? Is there any evidence of suboptimal relationships?
2. What are the solutions? Which changes to
improve relationships have been described in
empirical research?
3. What is the evidence of relationship-changing
interventions that improve quality and could
save money, or which cost more than they save?
12
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The review found some evidence, but not much
strong evidence, that changes could improve quality
and save resources. However, there is research that
could help decision makers decide whether, or how,
to make such changes. Thus, a fourth sub-question
was added to make use of this research and help
better informed decisions:
4. What does research suggest about which
interventions are ‘likely to’, or ‘possibly may’,
improve quality and save money and what is the
evidence and theory supporting this?
To answer this last question, a method was
developed for estimating, from available evidence,
whether an intervention could be a value
improvement if carried out in a local, routine
healthcare setting. The method used to make this
estimate is described later in the methods section
and can be used by health personnel.

3.2 Limitations of the
evidence
At the outset, it is important to state the two
primary limitations to this review of research. First,
the economic perspective is that of a healthcare
provider system over three years. The three-year
period was used because many of the interventions
described initially cost money and time to be
implemented, and any savings achieved will take
time to repay implementation costs. The ‘healthcare
provider system’ perspective is used because the
type of changes considered (patient–provider
communication, collaboration and support for
self-care) result in different savings and costs for

different providers. A hospital spending time and
money on educating patients to take care of their
health condition will not save money if it is not
paid to do so, but others will.
If the hospital is part of a provider system, then
the system overall may save money. The review
does not consider wider social costs and savings,
or those for patients, their informal carers or other
stakeholders.
A second limitation concerns the generalisability
of the findings reported. Most of the evidence
concerns interventions or changes carried out in
one setting and often for one type of patient group.
Whether the same intervention would produce the
same outcomes elsewhere, or for other patients, is
unknown.
Reviews and multi-centre studies may give more
generalisable findings if the same intervention
has been studied in different settings for different
patients. The results that could be expected in
our own service, with our patients, is uncertain,
because we may not be able to implement the
change in the same way as those in the research.
Other limitations are described in the methods
and practical implications sections. The general
point is that the research and the evidence can help
practical improvements, but can be misleading
if local decision makers do not recognise the
limitations of the evidence and make their own
assessments.
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Chapter 4

Methods

The search aim was to find if there was evidence of:
1. Harm, dissatisfaction and/or wasted resources
(or costs) attributable to sub-optimal patient–
provider relations.
2. Improved quality and use of resources
attributable to interventions or programmes to
change patient–provider relations.
Given the objectives and the diverse literature on
the subject, a management research review method
was used to carry out a search and perform a timely
synthesis of the many types of evidence. This used
databases of published research, already completed
evidence reviews, and the author’s existing
knowledge of research on the subject, in an iterative
approach to combine different sources and types of
evidence (Greenhalgh et al 2004; Greenhalgh and
Peacock 2005; Øvretveit 2003, 2005a,b, 2009, 2010,
2011a,b).
The two parts of the review method were:
– Searching and organising the evidence to answer
the questions.
– Estimating from available evidence the return
on an investment from making a change which
research suggests could improve quality and save
resources.

4.1 Steps of the method
The steps were as follows:
1. Broad scan. Define the objectives and search
terms for the review, find and note the literature
on the subject.
14
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2. Narrow the focus on previous reviews. Identify
and select previous reviews, assess these for
answers to the review questions.
3. Open up inclusion. Bring in high-quality
individual studies in order to provide additional
evidence to answer the review questions, noting
the strength of evidence of the findings and
assigning a grade score (see Figure 3: How was
the evidence graded, on page 20).
4. Open inclusion more widely. Add other research
(of acceptable evidence strength) to fill in the
evidence for the questions, noting that the
evidence at this level is weaker, and using a
snowball approach to identify relevant studies
(Greenhalgh and Peacock 2005).
5. Review and synthesise. Combine the evidence
in order to answer the questions, noting the
degree of certainty (through the grading system).
Identify unanswered questions and priorities for
research, and provide any recommendations that
are supported by the evidence.
6. Make a Q+C ROI value improvement estimate
to indicate the likely or possible quality and
cost return on investment, if the intervention is
carried out in a local, routine healthcare setting
(this step is summarised later in this chapter).

Search, selection and abstraction
The first step was to define the concepts and search
terms because these decide which research is to
be included in the review (see Figure 1 on the
following page).

Figure 1: Concepts
The definitions below were used to choose the terms for searching databases and to focus the review on
the items in the review question:
– Patient: a person receiving healthcare diagnosis, treatment or other support from a healthcare
provider to help them with a health problem. Another definition is ‘capable of waiting or
persevering’.
– Provider: an individual receiving payment for services to a patient (typically a clinician), or
healthcare service organisation providing care, diagnosis, treatment or health information (the
review excluded studies of provider–carer relations).
– Provider–patient relationships: in terms of communication, collaboration and support for selfcare. These represented the main ways provider–patient relations and roles had been conceptualised
in research.
– Healthcare illness services: services for people who request help with an illness, mostly services
providing diagnosis, treatment and information for self-care. This excludes public health promotion
and preventative services before a patient perceives symptoms, although there is a grey area for
patients assessed to be at risk of an illness.
– Quality improvement: an intervention or a change to patient–provider relations, or healthcare
practice or services that result in better intermediate or final outcomes (as shown in changes to
process quality indicators or outcome quality measures, such as patient satisfaction or clinical
outcomes).
– Healthcare system resources: those considered in this review were: a) resources used to make
and sustain the change in question; and b) the resources saved across the system (not to individual
providers). Resources are often quantified in terms of provider time, visits, length of stay or in
money value.
– Cost: the monetary value of resources consumed that could have been used in other ways, or the
loss to a patient, using methods to help patients express their valuations.
– Waste: time or resources consumed that do not contribute to meeting a human need and could be
used in other ways.
– Value improvement: a change to healthcare that results in: a) improved quality and less waste, and
less use of resources; or b) improved quality using more resources but the higher quality is valued
proportionately more relative to the extra resources used (‘it is worth the extra’). This review focuses
on type a.
– Quality and cost return on investment (Q+C ROI): a value improvement intervention that
provides a positive return on the investment in terms of higher quality and less waste that can be
translated into lower costs. An intervention with a negative Q+C ROI is one where the intervention
uses more resources to make and sustain the change than the resources saved by it and also results in
lower quality.
– Time span of Q+C ROI and time to pay-off: how much time and money the health system saves or
loses with a quality improvement, compared to the alternative, after one year, three years and five years.
– Cost flow budget analysis: analysis of annual spends and savings to each of the budgets involved in
investing and benefiting from an improvement.
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The concepts were those used in the review
question:
– ‘changes’ (and ‘interventions’)
– ‘patient–provider relationships’
– ‘improve quality’
– ‘save money’.
The definitions informing the search and the
review are shown in Figure 1. After step 1, the
initial scan of studies about provider–patient
relations, a decision was made to limit the review
to those studies that provided evidence about
communication, collaboration and self-care
involving an individual patient and an individual or
organisation providing a health service. This gives
a more precise definition for the search and covers
many of the studies in this subject area – but not all.
Time and resource limitations prevented including
provider–carer relations research in the review, and
relations other than individual patient relations,
such as patient advisory groups.
More specific concepts were needed to carry out
the search of titles and abstracts in databases. The
search terms used were different combinations of:
patient, physician, nurse, clinician, provider, and
relations, communication, collaboration and shared
decision making.
A recent review of patient-centred care eliminated
the need to include terms related to this concept.
Terms that had already been searched were: selfmanagement, self-care, self-efficacy, self-help,
self-treatment, self-monitoring, home-monitoring,
self-medication, support, social support, peer
support, mutual support, self-management
education, long-term conditions, chronic care,
coping skills, behaviour change, care plans, patientheld records, home care, telemedicine and telecare
(de Silva 2011).
Search terms used and databases to be searched were
selected to identify reviews and primary studies
that were relevant to the questions and capable of
producing evidence reaching grade E4 or higher (see
Figure 3). Searches were carried out as follows:
1. Reviews of research in the DARE database.
2. Health economics studies in the NHS economic
evaluations database (few were found that
provided costings).
16
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3. Reviews and primary studies listed in the
Cochrane Library, EPOC database, EMBASE,
CINAHL PsycINFO, PubMed and the NLM
gateway, for 1995 to July 2011.
4. The review also followed up references in some
studies which referred to other research that
had not been identified in the formal search,
and looked for unpublished or early findings
presented at conferences and in the ‘grey
literature’.
The method used a staged approach to identify and
filter the studies that would then be summarised
and presented (step 1 to step 4). Studies were
excluded if they were: non-empirical studies; below
strength of evidence grade E4; not describing
patient–provider communication, collaboration
or support for self-care; judged as not providing
sufficient certainty about outcomes of both higher
quality and resource use.
Included studies were: systematic reviews and
empirical studies of deficiencies in patient–
provider communications, collaboration and
support for self-care, and of interventions to make
improvements in these aspects of the relationship
with designs or evidence classified by this review as
E4 and above. For the intervention studies, those
that provided evidence about one or more of the
following outcomes of interest were included.
1. Intermediate outcomes: patient or provider
knowledge, skills, behaviour change, changes to
care processes, and quality and safety process
indicators; and for resources utilisation of
services, medications or other consumables, and
length of stay.
2. Patient end outcomes: patient satisfaction,
clinical outcomes and other health and
functional outcomes.
3. Quantifications of resources used to make the
change: provider time, materials, money value
costs.

4.2 Summary of search results
Five relevant systematic reviews of reviews were
found, each including reviews or primary studies
of different types of patient–provider relations.
The most relevant and comprehensive in relation
to patient–provider communication, collaboration
and support for self-care were:

– Coulter A and Ellins J 2006 (updated and
summarised in Picker 2011, and summarised in
Coulter and Ellins 2007)
– de Silva D 2011

– Haynes RB 2008
– Henderson C and Laugharne R et al 1999
– Heneghan CJ et al 2006
– Hollands GJ et al 2010

– Pearson ML et al 2007

– Johnson A et al 2003

– Challis D et al 2010

– Kinnersley P et al 2007

– Graffy J et al 2009.
Nine general overviews were found, which included
summaries of some relevant studies, which were
also used to find the primary studies:

– Lewin SA et al 2005
– Marteau TM et al 2010
– Monninkhof E et al 2003

– Bodenheimer T et al 2002

– Murray E et al 2005

– Canadian Health Services Research Foundation
(CHSRF) 2007

– Nicolson D et al 2009

– Department of Health 2007

– Pitkethly M et al 2008

– Foot C and Maybin JO 2010
– Goodrich J and Cornwell J 2008
– Meyer J and Smith B 2008
– Robert Wood Johnson Foundation 2011
– SBU 2009

– Ranmal R et al 2008
– Ryan R et al 2011
– Schedlbauer A et al 2010
– Shepperd S et al 2011.
Twenty one non-Cochrane reviews of this type
were included:

– Wallerstein N 2006.
Thirty one relevant specific Cochrane reviews
were included as they provided relevant data about
an aspect of communication, collaboration and
support for self-care (for example, a review of
research into patient–provider communications
regarding medication adherence):
– Bailey JV et al 2010
– Bosch-Capblanch X et al 2010
– Brown HC and Smith HJ 2004
– Car J et al 2008
– Chan R and Webster J 2010
– de Jongh T et al 2008

– Beck RS et al 2002
– Berkhof M et al 2011
– Claxton AJ et al 2001
– DiMatteo MR 2004
– George A and Rubin A 2003
– Giuffrida A and Torgerson D 1997
– Graffy J et al 2009
– Griffin SJ et al 2004
– Hall J et al 2010
– Haywood K et al 2006
– Heneghan CJ et al 2006

– Deakin T et al 2005

– Higginson IJ et al 2000

– Duncan E et al 2010

– Johansson K et al 2005

– Effing T et al 2007

– Monninkhof E et al2003

– Foster G et al 2007

– Peat M et al 2010

– Gagnon M-P et al 2009

– Richardson G et al 2005

– Gravolin M et al 2007
– Gurol-Urganci I et al 2008
– Haynes R et al 2005

– O’Connor PJ 2006

– Schwappach DL 2010
– Stewart MA 1995
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– Stevenson F et al 2004
– Wilson A and Childs S 2002
– Zedler BK et al 2011.
The reviews and the search were used to show
which primary studies (for example, a single RCT
study of training physicians in communication
skills) might include evidence relevant to the review
questions. Where reviews did not provide sufficient
information, the primary studies were found and
summarised in a table (n=47).
Studies were selected, graded and organised into
tables and summarised, then the first draft outline
was made with headings for answering the main
questions.
A first full draft was written, drawing on the study
summaries and tables to find evidence to answer
the questions and to identify which papers would
need more detailed analysis for possible evidence to
answer them.

4.3 Assessing ‘strength
of evidence’
The phrase ‘strength of evidence’ can mean
different things. Decision makers need to be clear
which meaning is being used so that they can assess
whether the label ‘strong evidence’ means similar
results are likely to be achieved in a local setting.
In this review it refers to the following criteria:

the two criteria used here, the design may have
been carried out other than as described, or the
studies may have been of services different to a
decision maker’s local one, or involve different
types of patients. Note that most studies are short
term and few follow up results of interventions
beyond 12 months. This is relevant to considering
returns on investment over three years and
interventions for chronic illness support.

Grading the evidence
A grading system was chosen, following the two
criteria of consistent findings and design, that
would give a simple indication of the degree of
certainty of statements in this review about the size
of the problems and the effects of interventions
(see Figure 3, page 20). The grading was based
on the type of research design and how many
research studies have been carried out that gave
similar results. The grading system was based on a
combination of a modified GRADE evidence scale
and a grading system used in earlier reviews of
health management subjects (Øvretveit 2003b and
by Greenhalgh et al 2004).
Figure 2: Definitions of ‘strong evidence’
(Øvretveit 2011a)
Different meanings of ‘strong evidence’:
(Øvretveit 2011a )
– accuracy (that is, the data from measures
were collected reliably, using valid measures),

– how much the design excluded or assessed
other factors, apart from communication,
collaboration or support for self-care, that could
have contributed to the data about problems, as
well as,

– strength of effect in one study,

– whether there are consistent findings across
many studies.

– predominant aggregated effect from
summation of many studies (for example,
some with no effect, some with large effect),

Similarly, in the case of interventions, it refers to
how much the design excluded or assessed other
factors, apart from the intervention, that could have
contributed to the data reported about outcomes
and whether there are consistent findings across
many studies.
Strong evidence does not guarantee that the same
findings could be expected in a local setting,
especially in another country, for a number of
reasons which are considered later. In relation to
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– strength of effect in a study where other
explanations are excluded (for example,
RCT),

– a consistent pattern of the same findings
across many studies (which may or may not
be in very different settings or for different
populations).
The degree of certainty of the findings of a study
was categorised as strong, moderate, limited and
low strength of evidence (categories E1, E2, E3, E4).
For findings about problems, this evidence rating

referred to how certain we can be that the problem
reported (for example, patient dissatisfaction
or adverse drug event) was caused in part or in
whole by under-performance in communication,
collaboration or support for self-care, rather than
by something else. For findings about the effects
of solutions, the grade refers to how certain we
can be that these effects (for example, a change in
provider behaviour, better treatment adherence or
reduction in waste) are due in part or whole to the
solution and not to something else. The assessment
was made in terms of consistency of findings across
studies and how well the research design was able
to exclude influences other than the problem or the
solution on the variables studied.
These findings were used as a basis for later
estimating whether an intervention would result in
a value improvement (higher quality and waste/cost
reduction).

4.4 Value improvement
saving estimation method
‘No strong evidence’ is a frequent conclusion from
systematic reviews of research. This is especially so
for reviews of evaluations of social interventions,
but it need not and should not end there. Such
conclusions do not mean the research that has been
done, and the theories that do exist, cannot be used
to inform action in routine healthcare.
The evidence from this review’s search did not
allow definitive statements about changes that
would result in a value improvement. However,
the search findings could be used as a basis for
estimating whether an intervention might result in
a value improvement giving a higher quality and a
waste/cost reduction (Q+C ROI).

What is a value improvement?
A value improvement is a change that improves
quality and the use of resources. Not all value
improvements save money. Some cost more but are
judged to be worth it. Some new pharmaceuticals
use more resources but the quality for the patient is
significantly higher – that is, they have high costeffectiveness.
This review considers one type of value
improvement: one that improves or maintains
quality but also saves resources – a ‘saving value
improvement’. An example is training for clinicians
to communicate with patients that results in less
use of health resources and improved satisfaction
and clinical outcomes, but where the cost of the
training is paid for by the resources saved.
Another example is restricting or stopping the use
of a treatment method or other activity that has
proven ineffective for certain patients, where the
savings are more than the cost of the disinvestment
programme.
This review only lists those interventions estimated
as likely or possibly giving a three-year Q+C
ROI in an integrated health system – where the
fourth and subsequent years would see savings.
This perspective is taken, rather than that of
an individual provider, because the resources
expended by a provider may not be returned to
that provider and another provider may make
the savings. A health system perspective is taken
assuming that the system can redistribute the
costs and savings across providers. A three-year
timescale is adopted because this is the minimum
time to allow for the savings to start after ‘paying
off ’ the initial investment, but also the maximum
time for many investors to see some return –
usually the longer the timescale the more likely a
ROI if the provider or health system has a stable
patient population. Thus, the list in the findings
would be shorter if a two- or one- year ROI was
used and longer for a five-year ROI.
Time limited carrying out an annual cash flow
budget analysis for different providers and for a
health system overall, for those few interventions
where cost data might have been available.
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Figure 3: How was the evidence graded?
E1: Strong evidence
– Consistent findings of results in two or more high-quality RCTs (eg from a systematic review).
– This corresponds to the GRADE scale A: ‘Several high-quality studies with consistent results.
Further research is very unlikely to change our confidence in the estimate of effect’ (Guyatt et al
2008).
– E1 does not refer to positive evidence of effectiveness but to the certainty of the findings, and could
refer to high certainty that the intervention has no effect.
E2: Moderate evidence
– Consistent findings of results in two or more scientific studies of acceptable quality (eg from one
RCT and other studies, or from two or more non-randomised controlled trials or from two or more
before- after time series designs with no control).
– This corresponds to the GRADE scale B: ‘One high-quality study or several studies with some
limitations. Further research is likely to have an important impact on our confidence in the estimate
of effect and may change the estimate’.
E3: Limited evidence
– Only one study giving results, or inconsistent findings of results of several studies. Studies reporting
only informants’ perceptions of results are graded E3 if they were collected and analysed according
to accepted scientific methods for gathering perception assessments, show a consistent pattern and
use an appropriate design.
– Corresponds to GRADE scale C: ‘One high-quality study. Several studies with some limitations.
Further research is very likely to have an important impact on our confidence in the estimate of
effect and is likely to change the estimate’.
E4: Very low strength of evidence
– Any estimate of effect is very uncertain. One or more studies with severe limitations or expert
opinions using a standard consensus process.

The Q+C ROI value improvement
estimation method
The method used to make saving value
improvement estimates can also be used by health
service personnel and was carried as follows.
Problems: waste and costs
1. For studies with evidence of problems, select
those that quantify the problems.
Use these to estimate the possible waste or cost to
a provider or health system (or other stakeholder),
showing the basis for the estimate and the
limitations. If possible, give a range estimate – that
is, ‘unlikely that this would cost a provider less than
... or more than...’
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Solutions: their cost, and likely savings (or
loss)
2. For intervention studies, exclude those with
inadequate evidence of quality improvements.
These are those for which evidence is not
sufficiently strong, or there is strong evidence of no
improvement, for intermediate outcomes such as
patient experience/satisfaction and effective care
practices/process, or for final outcomes.
3. Identify studies with acceptable evidence of
quality improvement and also some evidence of
resources or cost, and include and summarise
these in the review. These are the studies
presented in the ‘Findings 2’ of this report.

4 For studies with evidence of quality
improvements only, identify whether they
provide any data that would allow some estimate
of the resources used for the intervention
and/or resources saved (for example, number
of emergency department visits, physician
office visits, hospital days or lengths of stay,
medications supplied, or other consumable or
equipment costs). Then make an estimate of
the extra time saved or spent at year one after
starting the investment, and years three and five.
These are the studies presented in the ‘Findings
3’ of this report.
Either simple or sophisticated estimates can be
made. Simple estimates consider the likely cost
of implementation and sustaining the change,
compared with the likely savings which can be
realised as cash in one or more budgets. These
can and should be questioned by evidence.
Sophisticated estimates use theories positing
specific mechanisms linking interventions to final
cost and quality outcomes.
Differences from cost-effectiveness and
business case analysis

To state this in more detail: cost-effectiveness
analyses are of different types. The most well
known are where effects are estimated in terms of
quality adjusted life years (QALY). This means how
many extra years in adjusted quality of life would
be provided by the treatment: two years in perfect
health is equal to four years of 0.5 level of health
(where 0=death, 1=perfect heath). NICE generally
views one QALY to be worth £20,000-£30,000
(Schlander 2007), so a treatment resulting in one
year of perfect life extra is worth the NHS paying
up to £30,000 (Devlin and Parkin 2004).
Q+C ROI analyses are different from such costeffectiveness as they do not value the outcomes
in terms of quality of life years gained. They value
outcomes in terms of: a) whether the quality of care
is greater in some way, and b) a health provider or
health system saves resources.
Then the question is whether the saving is greater
than the cost of the intervention. Cost effectiveness
estimates are usually more precise in their valuing
of the quality of outcomes for the patient, but do
not consider budget impact for a health system or
provider in the same way.

A Q+C ROI analysis is different to a business
case analysis, but it can be a core part of such an
analysis. A business case analysis starts from the
strategic objectives of the organisation and its
business plan, and then shows how an investment
can contribute to this. A Q+C ROI estimate could
be used to show how the intervention contributes
to the business strategy, and how it represents
a better use of resources than other potential
investments.
If a treatment costs less than £30,000 and results
in one year of perfect extra life, it is judged costeffective for the NHS by the UK’s National Institute
for Health and Clinical Excellence (NICE); this use
highlights one meaning of the term ‘cost-effective’.
It differs from the meaning of Q+C ROI – whether
the cost of the intervention to a health system
results in savings to the health system which pay
for the cost within three years and at the same time
give higher or equal quality on one or more quality
outcomes.
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Chapter 5

Findings – overview of the
subject

5.1 What research exists
on this subject?
There is a significant amount of research outside
healthcare that documents and evaluates how other
service industries have changed their relationships
with customers, especially through new technology
(Christensen et al 2008). It is not possible to conclude
from the evidence that healthcare lags behind other
industries in changing customer relations. It is
possible that in other industries there are influences
driving faster innovation in customer relations and
customer self-service. The survival and profit of most
non-healthcare industries is perhaps more dependent
on customer–provider communication, collaboration
and self-service. Regarding the economics of quality
and improvement research, other industries appear
to give more attention to methods for calculating
and evidence of return on investment, with the
exception in the health sector of the pharmaceutical
industry. The few health economic analyses that
have been carried out on interventions to providers
and to processes of care have limitations in their
assessments of the cost of implementation.
Overall, this review found that the field of scientific
knowledge about patient–provider relationships
and support for self-care is in early stages, with
many different but related and overlapping
terms. Studies are published in many different
journals, indexed in different databases and use
a wide range of research methods. Some are
designed to investigate either patient self-care,
or communication, or collaboration as a primary
subject. Some provide evidence of these aspects of
care or patient experience as part of a larger study.

There is a preponderance of conceptual and
advocatory literature over empirical studies. The
former two explore different perspectives and ways
of studying the subject, or emphasise the possible
benefits of new relationships. The latter empirical
studies seek to operationalise the concepts, and
discover and provide evidence of the effects of
different types of relationships and roles.
Some of the literature could be labelled as the
‘philosophy of patient participation’. This literature
includes Illich’s medicalisation study and other
critiques of how health professions, services and
the state create dependencies and affect attitudes
about responsibility for health (Illich 1976). It also
includes consumerist and neo-liberal literature
about patients’ rights. The increasing volume of
literature about self-care may represent fundamental
shifts in attitudes about patient and provider roles
and relationships over the last 20 years, as well
as the potential for saving healthcare resources,
expenditure for patients and costs for employers.
Overall, this review found evidence of sub-optimal
communication and evidence of some effective
interventions to providers or to patients to
improve communication. There is a small amount
of evidence of cost-savings and waste reduction
as a result of some interventions. This is similar
for collaboration: evidence of problems and of
some effective solution interventions, with a small
amount of evidence of cost-savings and waste
reduction. There is also evidence of sub-optimal
support for patient self-care, and of cost-effective
interventions to providers and patients to enable
patients appropriately to do more to reduce health
deterioration and to improve their health.
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The initial hypothesis of the review was part
supported by the research: that relations between
patients and providers, and the communication
and collaboration dimensions of this relationship,
are important influences over whether a patient
takes a more or less active role in caring for their
health condition. However, the evidence shows that
provider–patient relations are only one influence
over whether this occurs. There is a growing body
of empirical social science research that shows
the importance of a patient’s social and financial
environment to the role they take, as well as their
personality and psychological characteristics.
Evaluations of multi-component interventions
to modify context factors that affect self-care
are relatively recent and involve methodological
challenges in attributing improvements to the
interventions.
The range of studies examined for this review
revealed many developments in this growing field.
Most studies were not included because they did
not provide the evidence that was sought, but some
of the strands of research are noted here. Some
research emphasises the importance of addressing
barriers and facilitators that patients and providers
experience when they seek to take a different role in
care (Auslander et al 2010).
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Related to this is a stream of research into the skills
all providers may need to enable people to change,
or whether a division of labour may emerge with
self-help support being provided by a distinct
occupation (Merelle et al 2010). Some research is
examining ways to increase motivation for new
roles and relationships and for behaviour change
(Crowe et al 2010).
Much of this research also highlights the change
in attitudes towards the professional role, the
culture change that would be required in healthcare
and the change in power between patients and
providers, which is not necessarily a loss/gain or
zero-sum change (Hibbard et al 2010; Blakeman et
al 2010). One issue that would make interventions
more complex is patients’ preferences and
abilities, which appear to differ by person, type
of illness and disease stage, which are affected by
their educational and economic status and social
environment, notably ethnic culture and religious
affiliations.

Chapter 6

Findings 1 – problems

6.1 Sub-optimal
communication
The evidence of sub-optimal communication found
in the search and review is listed below. Only those
types most likely to be associated with lower quality
and avoidable waste are listed, and only studies of
reasonably widespread problems, rather than the
occasional instance, are cited.

‘What bothers doctors most is when
patients say they’re following treatment
and they’re not really doing it. Often,
we’re just not being straightforward
with each other.’
Robert Arnold, MD,
Director of the University of Pittsburgh
Institute for Doctor–Patient
Communication (from Adams 2007)
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Problems in patient communication to provider
Table 1: Problems in patient communication to provider
Problem

Evidence

Patient demands
judged by doctors as
inappropriate

40% of US doctors surveyed agreed that ‘patients often come with poor information from the
internet’, in a 2006 US survey of primary care physicians (n=335) (Adams 2007).
In the same survey, 78% agreed ‘patients occasionally ask to prescribe drugs they saw advertised
on television’ 31% ‘patients often ask for unnecessary tests’, 28% ‘often ask for unnecessary
prescriptions’ (Adams 2007).

Patients withholding
information
necessary to the
provider

Some studies suggest that providers fail to provide a physical and time environment that allows
effective patient–provider communication (Dugdale et al 1999).

32% of US doctors surveyed agreed that patients ‘are often reluctant to discuss symptoms’ (Adams
2007).
There is some evidence that some patients withhold information about not following treatment or
about following other treatments. Some also consult other doctors or alternative therapy providers
and carry out treatments they prescribe without telling their primary doctor (Adams 2007).
Emails from patients

59% of the US public agreed that ‘patients should be able to share information with their doctors
electronically’; 74% of doctors agreed (margin of error ±3.0%) (Markle 2011).
62% of US patients with the ability to choose their doctor agreed with the statement that they are
influenced in their choice by whether the doctor is contactable via email (Harris 2006).
11% of UK and 20% of US patients agreed that they ‘can communicate with regular place of care
by email’ in 2008 (Schoen et al 2008).
Few service providers give email communication services, apart from internet services solely
dedicated to providing this service. The literature shows many physicians concerned about ‘being
overwhelmed by demands’ by emails, about potential malpractice liability, and about the loss of
information and rapport which comes from more reliance on email communication with patients
or replacement of consultation with emails (Markle 2011).

26

THE HEALTH FOUNDATION

Problems in provider communication to patient
Table 2: Problems in provider communication to patient
Problem

Evidence

Leaving hospital

72% of UK patients and 87% of US patients agreed they ‘received clear instructions about
symptoms to watch for and when to seek further care when leaving the hospital’, (n=1,500 UK;
2,500 US of ‘sicker patients’) (Schoen et al 2008).
62% of UK and 89% of US patients agreed they ‘received written plan for care after discharge’ (of
those hospitalised in the last two years) (Schoen et al 2008).
80% of UK and 92% of US patients agreed they ‘know whom to contact for questions about
condition or treatment’ (of those hospitalised in last two years) (Schoen et al 2008).
33% of patients said they were not told about ‘danger signals to watch for after you went home’;
34% were not told ‘who to contact if you are worried’ about treatment or condition after leaving
hospital (2009 survey of UK NHS patients attending different hospital outpatient clinics) (CQC
2009).
35% of patients said they received copies of letters sent between hospital doctors and their GP in
2009 (CQC 2009).
95% of patients at a UK ear, nose and throat surgery unit agreed that they wanted a copy of the
letter that the specialist sent to their GP (Pothier et al 2007).

Notification of test
results

33% of a sample of US physicians replied they do not notify patients about abnormal test results
(Ghandi 2005).
8% of UK and 16% of US patients agreed they ‘experienced delays in being notified about
abnormal test results in the last two years’ (Schoen et al 2008).

Medications

39% of patients attending one UK hospital reported being informed about medication side effects
(CQC 2009). The percentage across hospitals varied from 39% to 81%.
48% of US patients reported not getting information about the side effects of drugs (Schoen et al
2005).
41% of patients in a US survey, who received regular prescriptions, reported the physician had not
reviewed their medications and had not explained side effects (Schoen 2004).
One in three doctors failed to discuss side effects of prescribed drugs, and two thirds did not
address costs of treatments and tests, according to US patients surveyed (n=39,000 in 2006) (in
Adams 2007).
In 65% of observed consultations, at least one critical piece of information was not provided to
the patient (name of the medication, purpose of the medication, duration of treatment, dosing
schedule and expected adverse effects of new medications) (Tarn et al 2006a).

Asking questions,
getting answers

60% of UK and 74% of US patients agreed that ‘regular doctor always or often encouraged you to
ask questions’ (Schoen et al 2008).
24% reported leaving a physician visit without answers to important questions (US patient survey)
(Schoen et al 2004).
30% of UK outpatients for cardiology, gynaecology and some other services reported that they
were not given an opportunity to ask or their doctor did not always give clear answers to questions
(CQC 2009).
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Table 2: Problems in provider communication to patient
Problem

Evidence

Information from
provider – general

69% of UK and 76% of US patients agreed that ‘regular doctor always or often tells you about care,
treatment choices and asks opinions’ (Schoen et al 2008).
71% of UK and 70% of US patients agreed that ‘doctor always explains things in a way you can
understand’ (Schoen et al 2008).

Conflicting
information

18% of US patients surveyed reported receiving conflicting information from various doctors
(Schoen et al 2004).
17% of the US public reported receiving ‘conflicting information from different doctors or
healthcare professionals’ (2009 survey; n=1,238) (NPR/KFF/HSPH 2009).

Written information

30% of US and 33% of UK primary care practices surveyed in 2009 replied that they routinely
provided written instructions to patients with chronic diseases (Schoen et al 2009).
70% of the US public agreed that ‘patients should get a written or online summary after each
doctor visit’; 36% of doctors agreed (n=780, physician survey 2010) (Markle 2011).

Physician
communication

One study reports a 19% higher risk of patients not adhering to treatments for those whose
physician communicates poorly compared with those whose physician communicates well
(Haskard, Zolnierek and DiMatteo 2009).

Patient
understanding

94% of doctors said ‘patients sometimes or most times forget potentially important things they are
told’ (Markle 2011).
26% to 95% of patients were ‘dissatisfied with the information given (in all aspects)’ and wanted
more information. Six studies show that patient have better outcomes when the information
wanted and given is more closely matched (Kiesler and Auerbach 2006).
‘Low readability’ (a reading grade of 9, when grade 6 is recommended) was found when 295 letters
copied to patients were analysed. These were copies of the letters sent by ear, nose and throat
surgeons to the patients’ GPs (Todhunter et al 2010).
Diabetic US patients with low literacy responded incorrectly 47% of the time when asked by their
physician to restate the physician’s instructions (Schillinger et al 2003).

Health literacy

US patients with a reading level below grade 4 were associated with mean Medicaid charges of
$10,680; while patients who read above the third-grade level had mean charges of $2,890 (n=402)
(Weiss and Palmer 2004).
A US$993 higher inpatient spending was associated with persons with ‘inadequate health literacy’
as estimated using econometric regression techniques (Howard 2005). Other studies give evidence
of limited-literacy individuals making greater use of services designed to treat complications (see
IOM 2004) (Baker et al 1998, 2002; Gordon et al 2002; Scott et al 2002).

Electronic health
record – access and
privacy

66% of the US public and 66% of doctors agreed that ‘patients should be able to view and
download their personal health information online’ (Markle 2011).
40% of US patients agreed that ‘the patient – not doctors – should hold the complete medical
record for patients’; 38% of doctors agreed (Markle 2011).
60% of US patients lacked confidence that ‘electronic records would be able to protect the
confidentiality of patients’ records’ (Markle 2011).
75% of US patients thought it was at least ‘somewhat likely that an unauthorized person would
get access to their records if they were placed online’ (41% said ‘very likely’) (±3.5% margin of
sampling error) (NPR/KFF/HSPH 2009).
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Table 2: Problems in provider communication to patient
Problem

Evidence

Other evidence of
communication
problems and
of optimal
communication

One of the top three competencies needed by a physician is communication skills, according to
patient ratings in a 1994 US survey. This was above promotion of preventive care, consideration of
costs to the patient, correct use of technology and cooperation with other healthcare professionals
(McBride et al 1994).
Other studies have found that ‘quality communication’ is associated with improved diabetes selfcare, and ‘patient-centred care’ with better continuity of care and with more preventive services
(Flach 2004).
A review of 14 studies found evidence that different verbal behaviours, interaction style and
content were associated with positive patient outcomes. These were: empathy, both passive and
dominant physician behaviour, tension release, friendliness, courtesy, listening, talking at the
patient’s level; as well as giving statements of reassurance, support, encouraging patient questions,
providing explanations, and allowing the patient’s point of view to guide the conversation at the
conclusion of the visit (Beck 2002).

Specific groups
experiencing
communication
problems

8% to 42% of African-Americans report in different studies that they have personally experienced
racial discrimination while seeking healthcare (Blanchard et al 2004; Hausmann et al 2008;
Blendon et al 2007). Perceived racism is associated with worse health-related outcomes among
racial minorities (Burgess et al 2008; Casagrande et al 2007; Hausmann et al 2008).
Black and minority ethnic (BME) users of US mental health services report ‘disproportionately
more antagonistic relationships’ with professionals and ‘disengagement from care’. Their
perceptions of past racism and ‘classism’ in healthcare settings may ‘negatively impact the affective
tone’ of patient–provider communication (Hausmann et al 2010).
Older patients may have more difficulty communicating their concerns and understanding
providers, especially in understanding information on drug side effects and interactions, and in
finding it difficult to disclose medication information to different clinicians (Haverhals et al 2011).
Health literacy has emerged in the literature as an organising concept to describe the capabilities
needed by patients to seek, understand and use health information. Low health literacy is
associated with poorer health status and higher rates of hospital admission; less likelihood of
adhering to prescribed treatments and self-care plans; experiencing more drug and treatment
errors; and making less use of preventive services (IOM 2004). However, the same report
concluded that ‘since the causal relationships between literacy and health-care utilization and cost
have not been discovered, it is not possible to establish a valid cost figure for the impact of limited
health literacy’.
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Problems related to health
information-providers
Most of the research listed in the previous table is
from studies of patient–physician communication,
as this is likely also to be associated with higher
costs. Some studies provided evidence of suboptimal communication of information to patients
by providers over the internet through websites.
One study of 29 Swedish-language websites
providing medical information about breast cancer
found that providing sub-optimal information
could be associated with higher costs. The study
reported that none of these sites met the European
Commission 2002 quality criteria (Nilsson-Ihrfelt
et al 2004).
No evidence was found from research into the
effects of information from peers to peers through
patient–peer information (such as sharing sites, for
example ‘patients like me’), or the possible costconsequences of this (Frost and Massagli 2008).

Communication problems causing
lower quality and higher costs
The review found some research that gives an
indication of different types of communication
problems that could be costly, and also identified
gaps in the evidence. There are limitations to the
small amount of evidence provided by research
for assessing quality and cost consequences of
sub-optimal communication. Because of the
lack of independent research about the extent of
communication problems, the review lowered the
evidence threshold to include some commercial
survey studies. There are many methodological
flaws in the design and reporting of these studies
that need to be emphasised. Some studies are
commissioned or conducted by organisations
that are not unbiased. Sometimes they have
poorly phrased questions and important unasked
questions because the organisation wishes to
present findings favourable to its interests. The
samples are likely to be different to patients in other
countries or services.
As regards independent research, none mapped
causal connections between the problems and
consequences, or provided empirical evidence of
causal links between sub-optimal communication
and poor outcomes.
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There is not good evidence of the size of the
communication problem. There is neither certainty
about the quantity of each problem, nor an
acceptable degree of certainty about causation;
nor whether the problems listed do result in
higher cost and/or lower quality. In the absence of
such research, we would have to rely on theories
of plausible causation, but the studies reviewed
presented no such theories.

Summary: problems in
communication – cost and
quality implications
Although there are limitations to the evidence,
it does suggest that the following problems are
possibly widespread, result in significantly more
resources used and in deficiencies in the quality of
care processes and outcomes:
– Individual providers failing to create an
environment and relationship that allows
effective communication of all types with the
patient.
Sub-optimal skills and consultation contexts
(physical and time boundaries) result in less
information of the right type being exchanged
and a less adequate basis for subsequent patient
and provider actions. Treatment effectiveness
is likely to be reduced, resulting in more visits,
admissions or worse consequences, with higher
costs and lower quality outcomes.
– Patients knowingly or unknowingly withholding
information from a provider that the provider
needs in order to help the patient.
– Providers then give advice or carry out
treatments that could be sub-optimal or harmful
and waste time and materials.
– Individual providers failing to provide
information to the patient in the consultation.
Probably the most serious omission impacting
on quality and waste is failing to provide
information about medications, which
contributes to non-adherence or miss-adherence
and may then result in avoidable hospital
admission or wasted visits.
– Hospitals and other facilities failing to provide
summary information to patients leaving about
treatments provided in the facility and necessary
after-care.

– Patients assume providers will tell them what
they should be doing and assume that, if no
information is given, they do not need to act.
Important after-care may be missed, resulting in
avoidable suffering, visits or admissions.
– Websites or other sources on the internet
providing misleading or incorrect information to
patients.
Patients may act on this and delay more effective
treatment, harm themselves or put demands
on clinical providers that increase consultation
times. However, skilled providers can use this
as an opportunity to improve their relationship
with the patient and build on the patient’s
demonstrated motivation.
Future research that could help inform valueimprovement actions would be research to
discover:

– if there is any evidence for the above theorised
links between problem and consequences,
– whether patient withholding of information
necessary to providers is common and a problem,
– email addition to services: prevalence and
incidence of use, and outcomes, given
the increasing demand for and use of this
communication method,
– use of mobile phone text messaging to patients and
outcomes of using this communication method.

6.2 Sub-optimal collaboration
Evidence of collaboration problems between
providers is provided in Øvretveit 2011a and
2011b. Evidence of sub-optimal patient–provider
collaboration found in the search and review
are shown in the tables that follow. Only those
problems most likely to be associated with lower
quality and avoidable waste are included.

Patient involvement in preventing provider error: problems
Table 3: Patient involvement in preventing provider error: problems
Problem

Evidence

Intentions versus
actions

72% of US patients in a telephone survey indicated that they would be comfortable helping to
mark a surgical site, but only 17% had done so (n=2,000) (Waterman et al 2006).
84% of US patients said they would be comfortable asking a nurse to confirm their identity, but
only 38% had done so (Waterman et al 2006).
Other studies also found patients overestimate their ability and willingness to carry out errorpreventing or correcting behaviours (review of 12 studies) (Schwappach 2010 and Schwappach
and Wernli 2010). Entwhistle (2010) found patients’ willingness to speak up was influenced by the
way that healthcare staff interacted with them, including staff members’ instructions to patients
and ‘expectations of engagement’.
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Collaboration in end-of-life and palliative care: problems
Table 4: Collaboration in end-of-life care and in palliative care: problems
Problem

Evidence

Sub-optimal
collaboration in
end-of-life care and
in palliative care

Patients’ advanced directives (ADs) may be ignored by care givers. For example, they may be given
cardiac resuscitation when their AD said they did not wish this to be done (E4 Compassion and
Choice 2011).
Patients are often not provided neutral and effective support to choose whether to make an AD
and to decide what to include (Meier et al 2010).
In the absence of ADs, patients may be subjected to unnecessary suffering from treatments they
do not want (Meier et al 2010).
Palliative care is an alternative to treatment for prolonging life and can be an intervention
providing higher quality care. There is evidence that it is often not offered to patients or available
in the US (Goldsmith et al 2008). Palliative care is also an alternative to unwanted treatments at
any life stage (CMS 2008).
Surveys of the preferences of patients with a terminal illness, and the general public, found that
most people would prefer to receive end-of-life care at home if they also had adequate support (E4
Department of Health 2008; Higginson 2000).

A number of problems concerning end-of-life and
palliative care are described in the literature, but no
evidence is reported about how widespread these
might be.
Over-treatment at the end of life can cause
unnecessary and unwanted suffering and consume
a significant portion of health resources. These
resources are not then available for others who
could benefit more. It is not always clear when the
end-of-life phase starts and providers and family
can be reluctant to accept this even if the patient
is willing. There is a subjective element to defining
‘over-treatment’ – the point here is that patients or
relatives are often not given choices.
The ‘end-of-life problem’ can be viewed as the
inability of patients and providers to form a
relationship for dealing with the one certainty in life.
The optimal relationship might be one that respects
the patient’s wishes and minimises their suffering
while respecting the values and vocation of caregivers
and the limited healthcare resources available.
Overall, the review search revealed many anecdotal
examples and strong opinions but little evidence of
patient preferences. It was unable to establish the
consequences of providing unwanted care at the
end of life, or of failing to provide adequate hospice
care or palliative care in hospital or at home.
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Non-attendance
One patient–provider relationship problem is
patients not attending scheduled appointments –
that is, an appointment the patient may or may not
know about.
Patient characteristics often associated with nonattendance rates were reported in one review
as age, ethnic minorities, gender, health belief
factors, insurance scheme, interval between
referral and appointment (waiting time), living in
deprived areas, socioeconomic status, timing of the
appointment, transportation problems, and travel
time (E1 Bech 2005).
Consultation time and continuity: problems
Overall, there is evidence that good continuity,
sufficient consultation time and optimal doctor–
patient communication are cost-effective in the
primary care setting – that is, there is evidence
that any extra time spent was saved, both for the
provider in question and for other providers (SansCorrales et al 2006). Whether interventions to
achieve this are value improvements is another
question, and addressed later in chapter 7 ‘Findings
2 – solutions’.

Table 5: Non-attendance problems
Problem

Evidence

Non-attendance

Rates of 0.1-13% of patients did not attend (DNA) as reported by outpatient clinics, and 2-5% for
primary care physicians in a Danish study (Bech 2005).
10% of attendees reported missing one or more appointments at an Irish neurology outpatient
clinic (Roberts et al 2009).
3-14% loss of total family clinic income was reported in one study with a DNA rate of 24% (other
walk-in patients were able to use nearly half of this lost time) (Moore 2001).
3% of the department’s budget was reported as lost from a DNA rate of 4% in one costing study of
a UK nuclear medicine department (E3 Clarke 1998).

Table 6: Consultation time and continuity problems
Problem

Evidence

Sub-optimal
consultation time
and continuity

Short consultation time is associated with lower patient satisfaction and, according to one US
study, does ‘increase the efficiency’ of a family practice (E2 Goedhuys and Rethans 2001).
UK general practice doctors with shorter consultation time were found to prescribe more and give
fewer evidence-based treatments (Wilson and Childs 2002).
Primary care consultations rated by observers as showing less ‘patient-centredness’ were associated
with more referrals to a specialist (Little et al 2001).
Frequently changing primary care doctor over a long period of time is associated with higher costs
(Cabana and Jee 2004; Hartley 2002).
Patients with longer continuity had fewer emergency visits, hospitalisations and days in intensive
care, shorter hospital stays, and overall lower resource utilisation and costs (Cabana and Jee 2004;
E3 Raddish et al 1999).

Patient non-adherence to
prescribed treatment
Many people do not take their medications as
prescribed. This results in wasted medications and
consultations, and possibly hospital use that could
be avoided. Some of the £230m of medications
returned to pharmacies each year in the UK could
be medications that were prescribed and not
taken. Poor or inconsistent adherence can lead
to avoidable disease progression, unnecessary
hospitalisations and prescriptions, increased
adverse events, overdose, antibiotic resistance
(Haynes 2008; Tarn et al 2006b) and higher costs
(Sokol et al 2005).

Shared decision making
Patient involvement in treatment decision
making is an aspect of the wider subject of patient
participation in many aspects of care. Lack of
involvement may be related to non-adherence to
treatment (Bibowski et al 2001). Also, over- or
unwanted involvement, for example by older
patients, may lead to a failure to seek help, but there
is no research into this. There is some evidence
that patients’ active participation during medical
consultation is associated with better health
outcomes (Kaplan 1989, 1996).

DO CHANGES TO PATIENT-PROVIDER RELATIONSHIPS IMPROVE QUALITY AND SAVE MONEY?

33

Table 7: Problems with patients’ non-adherence to prescribed treatment
Problem

Evidence

Non-adherence to
medications

42% and 35% non-adherence to medications was reported in patients with psychiatric disorders
and depression (Cramer and Rosenheck 1998).
49% and 45% non-adherence to using electronic measurement devices for patients with chronic
obstructive pulmonary diseases (COPD) and asthma were found (Claxton et al 2001). Other
studies also provide evidence that adherence among patients with chronic conditions is low and
decreases after the first six months of therapy (Osterberg and Blaschke 2005).
20% non-adherence for cancer patients and 25% for most other diseases was also reported
(Claxton et al 2001).
85% of patients were estimated to be ‘occasionally non-adherent’ (O’Connor 2006).

Non-adherence
to medical
recommendations,
in general

25% of patients do not follow medical recommendations according to one overview of evidence.
This overview reported the highest rate of non-adherence was for patients with HIV, arthritis,
gastrointestinal disorders and cancer. The lowest was for patients with COPD, diabetes and sleep
disorders Adherence is greater to circumscribed regimens (eg medication taking) rather than
regimens requiring pervasive behaviour change (DiMatteo 2004).

Table 8: Problems concerning shared decision making
Problem

Evidence

Sub-optimal
involvement in
decision making

9% of the time patients were judged to have ‘participated in medical decisions’, from an analysis of
1060 audiotaped outpatient visits with 124 US primary care physicians and surgeons (Braddock et
al 1999).
A review of studies between 1991 and 2000 on communication about medicines ‘found scant
evidence for the occurrence of shared decision-making… These examples suggest that healthcare
professionals may believe they are implementing concordance, while closer examination may reveal
this is not the case’ (Stevenson et al 2004).

Discussion: collaboration problems
and evidence of quality and
cost/cost consequences
There is evidence of problems in how providers
work with patients, and of inappropriate patient
passivity; often influenced by provider’s attitudes
and actions. The review found research that gives
an indication of the different types of problems
and identified gaps in evidence. But it found
little evidence of how widespread the different
collaboration problems are, or certainty about
whether the problems listed resulted in higher
cost and/or low quality due to a lack of evidence of
causality. The following discusses the findings of
studies listed.
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Patient involvement in preventing provider error
Notwithstanding the evidence given earlier about
patients wanting changes in communication and in
collaboration, patients’ involvement in preventing
provider error is one area where there is mixed
evidence. Although the 2006 study listed above
showed that patients would be ‘comfortable helping
to mark a surgical site’ in order to help reduce the
risk of wrong-site surgery, there is little evidence
that patients want to be involved in other strategies
to reduce common adverse events caused by health
providers – such as hospital acquired infections or
medication errors (Peat et al 2010).
From a patient’s view, it is questionable whether
their lack of involvement is a problem, or instead
a failure of services to use other methods, in
particular a failure to use methods which do

not rely on users who are often not capable of
protecting themselves from the service in which
they have put their trust. However, part of safety
collaboration could be providers creating a climate
for patients that does not overly increase a patient’s
anxiety and considers a patient’s capabilities. Then
patients can be encouraged and supported by
providers to carry out specific behaviours, such as
confirming identity and medications that could
reduce anxiety and increase confidence in the
provider.
End-of-life and palliative care
There are many opinion pieces and examples in the
literature, but the debate has not been complicated
by evidence of how widespread the documented
examples are. There does appear to be a problem
in how some patients and providers collaborate
during end-of-life episodes, and possibly needless
suffering and costs. Related to this, there is also
some evidence of sub-optimal collaboration in
agreeing palliative care plans.
There is certainly evidence of a lack of access to
palliative care in many areas (Goldsmith et al 2008),
and of palliative care reducing costs and improving
quality for the most ill and most medically-complex
patients (Zhang et al 2009; Wright et al 2008;
Morrison et al 2008; Anderson 2007; Brumley et
al 2007; Penrod et al 2006; Hager 2003; Smith et
al 2003, 2009; Back et al 2005; Carlson et al 1988;
Elsayem et al 2004). However, access to palliative
care might not be a problem specifically resulting
from sub-optimal patient–provider relations.
Non-attendance
After considering the evidence of problems,
readers may understand why patients do not
attend scheduled appointments. This is a highcost problem and may be associated with delayed
treatment and poor outcomes. Non-attendance
results in cost for a healthcare provider if the time
cannot be redeployed, and unused or misused
personnel time, equipment and service capacity.
Providers may lose income if the time cannot be
used for another patient or income-generating
activity.
This is especially so for specialist appointmentonly services (for example, some MRI imaging
or specialist hospital treatments) that lack a
continuous flow of walk-in patients and short

length of appointments, as there are in many
primary care practices. There are possibly also
poorer clinical outcomes for the non-attending
patient and for other patients who have been
denied the service and may have to wait longer.
One intervention is to overbook. This shifts the cost
to patients and relatives who have to wait longer;
however, there are deficiencies with the few costing
studies carried out. Non-attendance rates alone
are a poor indicator of the cost of this problem
to a service. Most costing studies overestimate
lost income or costs because they assume that all
lost non-attendance income could be replaced by
income from full attendance, or that a ‘theoretical
saving’ can be a ‘cash saving’ (Øvretveit 2009).
Consultation time and continuity
There is some evidence that shorter consultation
times in primary care may be associated with
lower patient satisfaction, less evidence-based
treatments, higher primary care physician income,
and higher use of specialists and prescriptions.
Income for primary care physicians may be more,
but costs in other parts of the system may be
higher. Patients often want continuity with these
physicians, and lack of continuity may result in
more hospital emergency visits, hospitalisations
and longer hospital stays. Efficiency for primary
care physicians may mean lower quality and
disproportionately higher costs and unnecessary
use of other services. There is some evidence that
any extra time spent is saved over a longer term,
both for the provider in question and for other
providers (E1 Sans-Corrales 2006).
Patient non-adherence to treatments
Many people do not take their medicines as
prescribed, and many do not follow other
recommended treatments. There are different types
of non-adherence and also some theories about
why. The evidence reviewed showed a significant
non-adherence problem and evidence that this
is associated with sub-optimal patient–provider
relationships. However, there is little good quality
empirical evidence of the costs of this problem.
Patient involvement in decision making
There is some evidence that many patients
increasingly expect and want providers to involve
them in treatment and other decisions, but many
different views about types of involvement. Little
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research has penetrated to examining which
patients want which types of involvement, at which
stages of their care and disease, and there is no
good evidence of unwanted involvement in certain
decisions. There is some evidence of associations
between some types of active participation in
treatment decisions, and better physiological and
functional status outcomes (Kaplan et al 1995).
There is some evidence that different patients want
different types of involvement at different times
(Lidz et al 1985; Southerland et al 1989; Ende et al
1989; Strull and Charles 1984; Degner and Sloan
1992; Say et al 2006).
One important decision for both older people and
their relatives is whether to enter long-term care
and, if the person has a choice, which care home to
choose. There is evidence that support for making
these decisions is often lacking, resulting in an
inappropriate or late decision being made. The
consequences may be dissatisfaction, or worse, for
some or all involved and subsequent higher use of
other services or wasted client transfers (Gravolin
at al 2007).
Summary: problems in collaboration – cost and
quality implications
Using available evidence, but also theorising about
the likely cost/quality impact of the different
problems, the following are problems in suboptimal patient–provider collaboration possibly
causing the most significant avoidable suffering and
waste:
– Patient safety problems: Sub-optimal
collaboration for improving specific aspects of
patient safety may result in avoidable suffering
and waste. These include lack of collaboration
to confirm identity, confirm site of surgery,
reconcile medications at transitions, and not
making it easy for patients to ask the provider if
they have washed their hands before touching
them, where posters, reminders and providers
request that the patient asks this.
– Non-attendance: This is a high-cost problem and
may be associated with delayed treatment and
poor outcomes.
– Consultation time and continuity: Overly-short
consultations and frequently changing providers
is one type of sub-optimal collaboration
associated with lower quality care, outcomes
36

THE HEALTH FOUNDATION

and waste. The provider with these collaboration
problems might not have higher costs, especially
if they are paid per visit, but the healthcare
system may have higher costs.
– Treatment adherence problems: There is
evidence that sub-optimal collaboration in
patient and provider consultations is the primary
cause of treatment non-adherence, that it is a
widespread problem and results in less effective
treatments and significant waste.
– Imbalanced decision-making: There is evidence
of under-involvement and miss-involvement
of patients in treatment and other decisions,
and that this is associated with lower treatment
adherence, non-attendance, lower quality and
higher costs.
– Palliative care problems: Sub-optimal
collaboration to agree appropriate pain relief
and support, in addition to or instead of other
treatments, can lead to lower quality and higher
costs.
– End-of-life care problems: Sub-optimal
collaboration to manage end-of-life phases can
result in needless suffering and waste, especially
when providers and patients do not collaborate
appropriately to make care plans and draft
advance directives.

6.3 Sub-optimal support
for self-care
One subject widely covered in research and policy
documents is self-care, which is why this is the
third sub-heading of the problems and solutions
sections of this report. However, little evidence was
found of sub-optimal provider support for self-care
(or self-management) using the search strategy and
evidence criteria for this review. The review did find
considerable documentation in qualitative research
of patients with different health conditions wanting
to do more to care for themselves.
The research describes patients’ reports about lack
of support or obstacles to self-care, including a
lack of usable and authoritative information and
contradictory attitudes among different health
providers, with some discouraging the patient
from playing a greater role. There is also research
into lack of support for carers. Some of this may
be relevant to patient self-care (Repper et al 2008;

Schulz 2001) but research into carer support was
not considered in this review.
There is some limited evidence from qualitative
studies that US patients with more than one
co-existing illness (multiple or co-morbidity)
experience a number of obstacles to self-care and to
developing coping strategies, and have little support
(Jerant et al 2005; Bayliss et al 2003; Loeb 2006).
There is also evidence that patients with multiple
morbidities have significantly more complex
learning needs to be able to care for themselves,
including managing how they relate to different
providers (Hitchcock-Noël et al 2007).

‘… an elderly person who is depressed with
multiple chronic illnesses, in pain, and
wants to quit smoking. You get a15 minute
visit and it is difficult for the physician
and unsatisfying for the patient’
US physician (from Terri et al 2011)

6.4 Summary: problems,
opportunities and
potential savings
Summary of evidence of
problems causing avoidable
suffering and waste
The search revealed evidence of three types of
sub-optimal patient–provider relations and some
evidence that these are associated with both
suffering and waste.
– Sub-optimal communication issues reported
include:
– individual providers failing to create an
environment and relationship that allows
effective communication of all types with
patients,
– patients withholding information from a
provider,
– individual providers failing to provide
information to the patient, especially about
medications and other treatments, in a form
they can understand,

– hospitals and other facilities failing to provide
summary information to patients who are
leaving about the treatments provided in the
facility and necessary after-care,
– websites or other online sources providing
misleading or incorrect information to patients
(weak evidence).
– Sub-optimal collaboration reported:
– patient safety, for example lack of collaboration
to confirm identity, confirm site of surgery or
reconcile medications at transitions, where
collaboration has been shown to reduce harm
to patients,
– non-attendance for scheduled appointments,
– overly-short consultations and frequentlychanging providers,
– failure to ensure patient understanding of
treatment and to motivate patients that results
in treatment non-adherence or miss-adherence,
– imbalanced decision-making with underinvolvement and miss-involvement of patients
in treatment and other decisions,
– in agreeing appropriate pain relief and
providing support for palliative care
alternatives,
– in managing end-of-life care – especially when
providers and patients do not collaborate
appropriately to make care plans and draft
advance directives, or these are ignored.
– Sub-optimal support for self-care problems
reported:
– under- or over-emphasis of the patient’s role in
managing their illness,
– lack of understanding and failure to provide
the variety of self-care support that different
patients need at different times in different
situations (flexible matching).
There are other types of sub-optimal patient–
provider relationships but no or little research
evidence about them or of the suffering and waste
they may cause.
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Waste and costs of sub-optimal
relations
The problems described in this report are only
deficiencies if we assume things could be otherwise.
By naming them ‘problems’ or ‘sub-optimal’ there is
a comparison with an optimal event or relationship.
Sub-optimal events are changed by ‘solutions’ or
‘interventions’ to become ‘more optimal’.
There was little research that quantified the waste
and suffering that could be reduced. Where studies
did, the estimates were not precise. Most of this
evidence comes from studies of interventions listed
in the findings 2 and 3 (Chapters 7 and 8). The
following section outlines the evidence about likely
savings, but solutions not yet invented or evaluated
may give more savings. Research evidence
is typically about solutions that can be easily
evaluated and these may not be the most effective.
Figure 4: Practical implications of the evidence of problems
When is a problem a potential saving?
– Problems are invitations for improvement.
– Accept first the ‘invitations’ that look promising for saving both suffering and waste.
– Saving suffering and waste unites clinicians, managers and funders: we need that unity of purpose to
create change.
– Good evidence of costs and suffering is persuasive and can direct you to the things to work on first.
– ‘No evidence’ does not mean there is not a problem or a potential improvement. It may mean there
is no research, or no clear solution, or that someone is using a solution already and has described it
on an internet sharing site (for example, AHRQ 2011, IHI 2011).
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Chapter 7

Findings 2 – solutions

7.1 How the findings
are presented
This section lists interventions that have been
found effective for improving quality and reducing
waste, or show great potential to reduce waste.
It only presents the studies found in the search
reporting evidence about both quality and
resources, or studies with evidence about quality
and with clear resource implications, as judged by
this review’s author.
These findings are not necessarily evidence that
the intervention is a value improvement that will
bring savings for a specific health system – that is,
that it gives a cost and quality return on investment
in three years for an integrated health system.
This is because the outcome evidence is usually of
intermediate outcomes. The final cost, quality and
health outcomes for patients are unknown in many
of the studies. Also, the cost of the intervention
may be more than the savings, or the costs and
savings may be distributed between different
parties. Finally, whether the same findings are to be
expected elsewhere depends on differences in the
context and implementation capability.
It is the later findings in Chapter 8 that draw
together the evidence to present possible value
improvements estimated to make savings.

7.2 Points to bear in mind
From the earlier evidence of problems presented,
three findings are relevant when considering this
intervention-solutions part of the report. First,
patients and illnesses are different. Particularly for
cancer patients, the information provided may be
too little for one patient but too much for another.
For the same person, the amount and type of
information wanted, or that they can use, will vary
at different times in their illness episode (Lidz et al
1985; Southerland et al 1989; Ende et al 1989; Strull
and Charles 1984; Degner and Sloan 1992). Thus,
solutions also need to be optimal for the individual:
suited to the person and what they want and need
at the time.
Second, improving communication or
collaboration will not only require more resources
to make and sustain the change, but it may also
lead to more use of medications and services for a
patient rather than fewer. As regards the resource
and cost part of the value improvement equation,
we are interested in both the quantity and the
quality of resource use – ideally looking at the
lowest-cost provider, treatment or diagnostics for
the need. The evidence of provider to provider
communication value improvements has been
given in Øvretveit 2011a and 2011b.
Third, each solution category overlaps. Some
communication interventions, such as training, are
part of some collaboration interventions and might
also be part of interventions to provide support for
self-care.

DO CHANGES TO PATIENT-PROVIDER RELATIONSHIPS IMPROVE QUALITY AND SAVE MONEY?

39

Figure 5: Findings 2 overview
Which interventions have been described for improving communications, collaboration and
support for self-care?
– Chapter 7 (Findings 2: solutions) lists evidence of some interventions that are associated with
improved quality and lower costs in the following categories:
Communication interventions
– Providing patients with information to prepare for consultation or treatment (especially patients
with lower education status), or to choose a provider.
– Interventions to improve provider communication skills.
– Interventions to improve communications between patients and providers using new technology
such as email, telemonitoring, telemedicine and texting.
Collaboration interventions
– Providing patients with information to enable them to protect themselves from harm and errors
from healthcare.
– Providing patients with help to make an advanced directive and support for end-of-life care
decisions.
– Providing palliative care advice and alternatives.
– Interventions to reduce non-attendance and improve visitation.
– Interventions to improve treatment adherence.
– Interventions to support shared decision making.
Self-care support interventions
– Educational programmes led by professionals or lay facilitators, for certain patient groups.
– Some multiple component support programmes for selected patients.
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7.3 Communication interventions
Listed below are interventions to change the way patients and providers communicate for which there is
evidence of their impact on resources and quality or strong indications of impact on resources.
Table 9: Communication interventions
Intervention

Evidence

Providing written
information to
patients

Providing information or coaching to patients immediately before consultations can be effective
for increasing the patient’s knowledge and reducing anxiety, but can also increase consultation
time. Other quality and cost outcomes are not known (E1 Kinnersley 2007).
Preoperative information improved surgical patients’ knowledge and sense of empowerment (E3
Johansson et al 2005). Other quality and cost outcomes are not known.
Giving written information to parents about post-discharge care and medications for their
children is more effective than only verbal information. This was the conclusion from one
Cochrane review, which only found trials of information for parents (E1 Johnson et al 2003). It is
not known whether this results in better clinical or resource outcomes.
‘Leaflets on their own have little effect, but combined oral and written information can improve
patients’ experience and, in some cases, reduce use of health service resources’ (E1 Coulter and
Ellins 2007). This is a quote that summarises well the evidence of the effects of providing written
information that was also found in the research reviewed for this report four years later in 2011.

Non-adherence
to medical
recommendations,
in general

The evidence is weak, but the potential for cost-effective improvements is great, of an intervention
to enable low-income, racial and ethnic minority patients to ask more and better questions of
their doctors, and also to recognise the importance of asking questions in decision making (E3
Deen et al 2011). In this study, 250 patients with low patient-activation measure scores achieved
significantly higher scores following a patient-activation intervention. It is possible that this
change might later result in better clinical and resource outcomes.

Information
communicated by
new types of testing:
DNA testing, and
providing images

A DNA test can provide a person with an estimate of a genetic predisposition to some diseases (eg
heart disease or lung cancer). A Cochrane review found evidence that two studies communicating
genetic test-based risk estimates did change people’s dietary behaviour, but reported no change for
two other studies assessing physical activity, one study assessing medication or vitamin use, or in
five studies assessing smoking cessation (E1 Marteau 2010).
For some purposes visual feedback to individuals of their medical imaging results could be a
value improvement. One Cochrane review included nine RCTs of giving people their medical
images. Of four RCTs using ultraviolet (UV) photography to highlight UV-related skin damage,
two found positive effects and two none. Three assessing smoking cessation behaviours found
the interventions effective. One trial of patients with heart disease found no effect. The review
concluded that ‘targeted interventions using medical imaging technologies may be effective in
certain contexts, or as applied to certain behaviours’ (Hollands et al 2010).

Training providers
in communication
skills

Patient adherence to treatment is 1.6 times more likely after training physicians in communication
skills (E1 Haskard Zolnierek and DiMatteo 2009). This meta-analysis concluded that
‘communication is important and resources devoted to improving it are worth investing in’, but
like the other studies provided no evidence of downstream effects on health or resource use.
Role-play, feedback and small group discussions are effective training strategies if they are learnercentred, practice-oriented and last at least one day (E1 Berkhof et al 2011). Other findings from
this recent review of communication skills training for physicians are that there was no evidence
for the effectiveness of modelling, written information or oral presentations alone.
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Table 9: Communication interventions
Intervention

Evidence
The need for effective communication might possibly be higher for patients with unexplained
medical symptoms and the consequences greater for quality and cost outcomes. GPs trained in
standardised communication techniques for delivering psychosocial interventions (three hours)
were found to achieve statistically significant improvements in health-related quality of life
(SF36) for patients with medically unexplained symptoms, in one RCT (n=150 patients total) (E2
Aiarzaguena et al 2007). No data about resource outcomes were reported but the trial suggested
that the improvements may be associated with less health service utilisation. Other trials (E2)
found fewer effects for GP communication training of this type (King et al 2002; Rosendal et al
2003; Gask et al 2004; Larisch et al 2004).

Use of
information and
communications
technology by
providers to
improve their
communication
with patients

The ‘growth of e-mail communication in primary care settings may not improve the efficiency
of clinical care’ was the conclusion of one RCT. It found that using a triage-based email system
did not substitute for phone communication or reduce visit non-attendance in primary care (E3
Katz 2003). Some other studies of similar interventions showed increased patient satisfaction
and increased resource use in physician time, with unknown possible reduction in visits (E3 Car
and Sheikh 2004; E3 Gagnon et al 2009). Overall there is some weak evidence that adding email
to a primary care service may increase short-term costs and improve patient satisfaction. The
long-term savings, if any, for any services are unknown. There is, however, the potential to design
systems allowing email for certain items, which might reduce visits, hospital attendance and/or
medications.
‘There is little evidence of clinical benefits from telemedicine’, was the conclusion from one
Cochrane review covering studies up to 1999 (Currell et al 2000). It found the studies it reviewed
‘provided variable and inconclusive results for other outcomes such as psychological measures,
and no analysable data about the cost-effectiveness of telemedicine systems’. Again, although
the Cochrane review finds no good evidence, other studies, often of later types of systems, show
some evidence of lower service use and the potential of telemedicine as a value improvement (E1
McLean et al 2010 (asthma); E1 Glueckauf and Ketterson 2004 (chronic illnesses); E4 Botsis 2008;
E4 Friedman 1996; E4 Harrison 1999). Hill et al 2010 (E3), in particular, reported evidence from
a number of studies in the US Veterans Health Administration system that telemedicine was costeffective for monitoring patient symptoms in chronic disease care or mental health treatment.
There is evidence that mobile phone text messaging has been used to give reminders for
attendance at scheduled healthcare appointments (E1 Car 2008), communicate results of medical
investigations (E1 Gurol-Urganci 2008), give feedback on treatment success, and to give social
support from peers and health professionals. There is weak evidence of effectiveness, but potential
for this communication method to serve as a value improvement, especially for patients with
chronic illnesses (E4 de Jongh et al 2008).

Use of electronic
health or medical
records (EHR/
EMR) or web-based
patient portals

For EHR/EMR, there is weak evidence of time saving and improved data quality, and mixed
evidence of improved quality for patients (Black et al 2011). In July 2011, no Cochrane reviews
had been made of this intervention and only one review of eHealth has considered the recent
EHR/EMR evidence (Black et al 2011).
Internet-based patient sites can provide patients with access to personal health information, such as
test results, problem summaries and medication lists (E4 Weingart et al 2008). These electronic portals
can also assess medication adherence and enable patients to report side effects or adverse events.
Electronic personal health record systems (PHR) make medical records and other relevant
information accessible to patients and are often linked to EMR. One review reported that there
was evidence of patient satisfaction with more access to information through both electronic and
manual PHR (E1 Archer et al 2011). A review of patient-held records during pregnancy found
these enhance patients’ knowledge and sense of control (E1 Brown et al 2004). Neither review
reported evidence of improvements in health outcomes or resource use.
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7.4 Collaboration interventions
Listed in table 10 are interventions to change
the way patients and providers collaborate for
which there is evidence of their potential impact
on resources and quality. ‘It is not enough to
focus solely on changing practitioner behaviour...
interventions also needed to engage patients and
provide organizational support to promote shared
decision-making’ – this was a conclusion from
Graffy et al 2009 from their review of personalised
care planning for diabetes. Improving collaboration

is often regarded as changing either patient or
provider roles, yet interventions to change both
may be more effective. However, it is not known
whether any greater effectiveness of such multiple
interventions is worth their extra cost.
Also not known are the subsequent effects of
increasing shared decision making on adherence
and on the later ‘downstream’ outcomes of health
status or resources. The evidence at present is
that many of these interventions may represent
promising value improvements.

Table 10: Collaboration interventions
Intervention

Evidence

Matching
information and
provider style
to the patient’s
preference

There is some limited evidence to support the effectiveness of matching information to patients’
preferred levels of information, as well as their preferences for ‘decisional control’, and ‘consultative
interpersonal behaviour’ (E4 Kiesler et al 2006). Interventions to achieve this matching are described
in Kiesler et al 2006, such as using ‘control preference’ scales (Anderson et al 1989). There is no
evidence of the impact of these interventions on patient or resource outcomes but it is possible
that matching might enable more effective decisions and use of information and that these two
downstream outcomes could be influenced by matching strategies. Other less strong evidence is
provided in Lidz et al 1985; Southerland et al 1989; Ende et al 1989; Strull and Charles 1984; Degner
and Sloan 1992.

Patient
self-protection
from harm
caused by
healthcare

There is weak evidence that specific interventions to enable patients to speak up can be effective,
notably actions to help reduce patients’ fears about being discourteous to providers such as signs in
rooms about how patients can help prevent errors or by providers wearing reminder buttons stating,
‘Ask me if I washed my hands.’ (E4 Waterman et al 2006; E4 Spath et al 2004; E4 Hinkin 2002).
Allowing patients or relatives to call a hospital rapid response team in specific situations may be a
low-cost intervention to prevent avoidable suffering and waste (E4 De Vita et al 2010; E4 NPSF 2007;
Odell et al 2010; Dean et al 2008).
Patients collaborating with providers to check the accuracy of their prescribed medications when
moving from one provider or unit to another is possibly effective and can reduce waste (E4 Varkey et
al 2007).
There is some weak evidence that providing poorly selected safety recommendations to patients may
reduce quality by raising anxiety and increase waste through the cost of providing them. A study
of 160 safety recommendations for patients provided by eight US healthcare organisations found
their value was variable. An expert panel judged that few recommendations were based on scientific
evidence, were likely to have a significant impact on patient safety or were likely to be used by
consumers (E4 Weingart 2009).
One review, which selected 14 of the higher quality studies, could not conclude that any interventions
to promote patient involvement to enhance safety were effective, but the review is useful for listing
possibly cost-effective interventions (E1 Hall et al 2010).

Improving
collaboration in
end-of-life care

One review of evaluations of end-of life-care pathways found the research was not adequate to draw
conclusions about effectiveness (E1 Chan and Webster 2010). It is thought to be possible that these
structured multidisciplinary care planning methods could reduce unnecessary suffering and waste
(E4 Bookbinder et al 2005).
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Table 10: Collaboration interventions
Intervention

Evidence
Patient/family provider collaboration to give home-based care at the end of life might possibly be
lower cost and the same or higher quality. In four trials, no differences between patients receiving
home-based end-of-life care, compared with those receiving standard care, which included inpatient
care, were found for: functional status, psychological wellbeing or cognitive status (E1 Shepperd et
al 2011). The review noted ‘the major gap in the evidence is around cost-effectiveness. The lack of
precision around estimates of admission, or transfer, to hospital could have a major bearing on cost’.
There is weak evidence that some patients value an advance care planning discussion (ACP, or
‘advanced directive’ (AD) discussion) with an independent mediator. This evidence is from a study of
patients attending a UK outpatient oncology clinic and a nearby hospice (E4 Jones 2011). Thirty eight
patients (51%) showed preference for the intervention and increased their discussions about endof-life planning with primary and secondary care professionals and family and friends (the primary
study outcome). Satisfaction with services decreased in those receiving the intervention – possibly
the ACP discussion raised expectations and made patients more aware of how much communication
might be improved.
One AD programme in six Canadian nursing homes over four years was associated with nearly half
the hospitalisations in the residents who completed ADs (n=527, RCT total n=1,292 residents), less
total overall resource use (C$3,490 vs $5,230 ) and less hospitalisation costs (C$1,415 vs C$3,625) (E3
Molloy et al 2000).

Collaboration in
palliative care

Palliative care aims to give relief from pain and other distressing symptoms, often at the end of life.
It is sometimes provided as an alternative to other treatments that may not be wanted by the patient.
Palliative care services almost always require close collaboration between the patient and different
providers. There is evidence from trials in the USA and Europe of improved quality and significantly
lower costs (E3 Morrison et al 2008; E3 Back et al 2005; E3 Brumley et al 2007; E3 Elsayem et al
2008). One review of palliative care for older people’s care homes could not find sufficient evidence to
reach conclusions about costs or effectiveness.

Reducing nonattendance (NA)
and providing
unrestricted
visitation

Different interventions for reducing NAs have been evaluated. Only mailed reminders and telephone
reminders are likely to be cost-effective in most services, but there is little strong empirical evidence
of this. Mailed reminders reduced NAs by 47-68% (E2 Can et al 2003; E1 George and Rubin 2003;
E3 Reekie and Devlin 1998; E4 Moser 1994; E3 Quattlebaum et al 1991) and telephone reminders
by 27-75% (E2 Bech 2005). A meta-analysis of RCTs found telephone reminders to be slightly more
effective than letters (E1 Macheira el al 1992) but mailed reminders are likely to be more costeffective as their costs are lower.
There is weak evidence that avoidance of being put at the bottom of a waiting list may be more
effective than a small financial incentive for reducing NAs. One before-after study compared offering
parents of children with behavioural difficulties a $10 voucher for attending the paediatric clinic
with telling parents that more than three successive missed appointments would move their child
to the bottom of the waiting list. The penalty resulted in fewer NAs than the financial incentive (E4
Parrish el al 1987). Another before-after study found a $3 fee for an appointment at a student health
centre resulted in a significant drop in NAs (ie the student lost their $3 if they did not make use of the
appointment) (E4 Wesch et al 1987).
Patients having the company of visitors in hospital (where this is wanted) may increase process
and outcome quality, and possibly reduce costs, if recovery is faster and fewer medications and
nursing time are required. Liberalising visiting hours may increase visits: one study found doing
so in an Italian intensive care unit did not increase septic complications, whereas it might reduce
cardiovascular complications ‘possibly through reducing anxiety’ (E3 Fumagalli et al 2006).

Personal health
budgets
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There is still little evidence that personal health budgets improve clinical outcomes, although there
is evidence of effectiveness of personal budgets for buying services in other sectors. A case study of
Dutch programmes was not able to give evidence for designing a personal health budget system that
reduces or stabilises health and social care costs (E4 White 2011).
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Table 10: Collaboration interventions
Intervention

Evidence

Improving
treatment
adherence

Providing information or education alone is probably ineffective for improving medication use. Also,
there is no evidence that any one strategy improves medicines use across all diseases, populations or
settings, or for all outcomes (E1 Ryan et al 2011).
The most effective for improving medication adherence is simplifying dosing regimens (E1 Haynes
et al 2005). The low cost makes this a likely cost-effective intervention for improving outcomes. As
usual, this theorised downstream link, from increased adherence to health and cost outcomes, is
likely but unproven and dependent on the treatment effectiveness.
Given the above, one might expect ‘reminder packaging’ to be effective for improving adherence
to self-administered long-term medications. But it only slightly increases the proportion of people
taking their medications when measured by pill count (E1 Heneghan et al 2006). There was not
enough evidence to show if reminder packaging had an effect on improving health outcomes or
reducing waste. It is possible that this method combined with others might be more effective.
In contrast to the above, a later review found ‘calendar packaging’, especially with education and
reminder strategies, can improve medication adherence (E1 Zedler et al 2011). This was a review
of 10 trials of simple day-and-date medication pack features (eg blister-calendar pack) designed to
improve adherence.
For short-term drug treatments, adherence interventions which are also effective are counselling,
written information and personal phone calls (E1 Haynes et al 2008). For chronic illnesses, this same
review found evidence that only complex interventions led to improvements in health outcomes.
These included combinations of more convenient care, information, counselling, reminders, selfmonitoring, reinforcement, family therapy, psychological therapy, mailed communications, crisis
intervention, manual telephone follow-up, and other forms of additional supervision or attention (E1
Haynes et al 2005). But the improvements in drug use or health were not large, even with the most
effective interventions.
In addition to the above, the following interventions ‘show promise’ for improving use of medicines:
medicines self-monitoring, self-management and direct involvement of pharmacists in medicines
management, according to evidence presented by the most recent Cochrane overview of 37 reviews
of the subject (E1 Ryan et al 2011). Other strategies for which there is some, but inconsistent,
evidence are: reminders; education combined with self-management skills training, counselling or
support; financial incentives; and strategies involving lay health workers. One review reports that
five interventions targeted at pharmacists showed improved patient satisfaction and adherence (E2
Stevenson et al 2004).
A 1997 review of financial incentives was more positive about the effectiveness of this type of
intervention for improving adherence for some treatments, notably for tuberculosis among lowincome patients (E1 Giuffrida et al 1997). It reported that 10 of the 11 studies selected showed
improvements in patient compliance with incentives in the form of money, cash or vouchers
redeemable for other goods (food, clothes, gifts, etc).
One specific type of intervention with a high potential to achieve value improvement if the
medication costs are low enough is ‘patient re-enforcement and reminding’ for adherence to lipidlowering medications which can reduce risks of heart disease or stroke. One review reported four
RCTs which found an absolute increase in adherence of 24%, 9%, 8% and 6%. Simplification of the
drug regimen (absolute increase 11%) and patient information and education (absolute increase 13%)
also showed some effectiveness (E1 Schedlbauer et al 2010). The review remarked that ‘Increased
patient-centredness with emphasis on the patient’s perspective and shared decision making might
lead to more conclusive answers when searching for tools to encourage patients to take lipid-lowering
medication’.
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Table 10: Collaboration interventions
Intervention

Evidence
It is not known whether any of the above interventions ultimately results in less healthcare use/waste/
costs. The evidence and theory suggest some interventions of this type could be value improvements.

Contracts
for changing
treatment
adherence and or
health behaviour

Some types of contracts between patients and providers can increase adherence to treatment for
substance addiction, but there is little evidence that contracts are effective for hypertension treatment
adherence, smoking cessation or the other treatments for which this intervention has been assessed
(E1 Bosh-Capblanch 2007). Contracts are noted here because the improvements achieved in quality
and cost may be positively disproportionate to the intervention costs for addiction treatment.

Patient decision
aids – general

For people who are facing health treatment or screening decisions, some decision aids reduce the use
of discretionary surgery without adverse effects on health outcomes or satisfaction (E1 O’Connor
2009). Consistent with previous reviews, this review of 55 RCTs of decision aids also found them
to be no better than comparisons in affecting satisfaction with decision making, anxiety and health
outcomes. The effects of decision aids on other outcomes (patient–practitioner communication,
consultation length, continuance, resource use) were inconclusive. Stacey et al updated this
review and reported that ‘there appears to be a positive effect on communication with their health
practitioner, and a variable effect on the time required for this consultation’ (E1 Stacey et al 2011).

Patient decision
aids for specific
decisions

Some interventions have been found to be ineffective and would add costs. A patient booklet decision
aid for Finnish women considering hysterectomy found no significant difference in costs between
this group and usual care group in a RCT (E2 Vuorma et al 2004).
One RCT evaluated the cost-effectiveness of patient decision aids for women experiencing heavy
uterine bleeding. The women, who had a video of the treatment options and outcomes, a booklet
and nurse coaching to help them express their preferences, had a lower hysterectomy rate and greater
satisfaction and lower mean overall service costs: $1,566 (£794; €1,178) in the intervention group
compared with $2,751 in the control group (mean difference $1,184; 95% confidence interval $684 to
$2,110) (E2 Kennedy et al 2002).
Patients in primary care with benign prostatic hypertrophy and considering hormone replacement
therapy were given video-based decision aids in two RCTs. There was no effect on resource use. Thus,
this added to healthcare costs when the cost of the intervention was included. A later intervention by
the same authors using the internet, which cost less, did not add to costs (E3 Murray et al 2005).
One cluster RCT evaluated an intervention aimed at both providers and patients: distance education
for primary care practitioners with evidence-based information, assessment of learning needs and
education materials for 187 older male patients with lower urinary tract symptoms in primary
healthcare. The control group received written guidelines. After three months the costs in the
intervention group were lower but the occurrence of symptoms was the same (E2 Wolters et al 2006).
An important decision for older people and their relatives is whether to enter long-term care and
which care home to choose if the person has a choice. One Cochrane review of interventions to assist
decisions about entering long-term care found no evaluations of acceptable quality in 2007 to include
in their review (E1 Gravolin et al 2007). The review did list interventions described in the research,
including needs assessment, giving adequate information, counselling, providing choices and the
facilitation and timing of the decision. If a lower threshold of evidence is used then these decision
aids are possible value improvements if they lead to appropriately delaying the move.
There is great variation in the quality of the different decision aid interventions and only a few have
been well evaluated: the International Patient Decision Aid Standards (IPDAS) (Elwyn et al 2006)
may help increase quality. A useful full list of the many interventions of this type is provided by the
independent research unit (UOHRI 2011).
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Table 10: Collaboration interventions
Intervention

Evidence

Shared decision
making

Interventions effective for improving patient participation in health consultations are: patientdirected coaching, educational materials and feedback to providers of patient-reported outcome
measures, and communication skills training for providers. This was one conclusion from a review of
137 trials of interventions to improve patient participation (E1 Haywood 2006).
Simple approaches such as providing practitioners with a note from patients about their concerns
before the consultation appear effective, according to a review of 35 trials of interventions to
alter the interaction between patients and practitioners (E1 Griffin et al 2004). So did some more
complex programmes providing specific information about disease and giving attention to emotions.
Apparently similar interventions were reported by this review to vary in effectiveness across studies,
and ‘some show promise in improving patients’ health’.
Two trials of interventions to promote shared decision making for people with mental health
conditions were included in one Cochrane review (E1 Duncan 2010). One found increased patient
satisfaction and one found doctor facilitation of consumer involvement in decision making was
increased by the intervention. However, no effects were found on the clinical or health service
outcomes in either study. The review stated that ‘no firm conclusions can be drawn from these two
studies on any of the outcomes measured and further research is needed’.
Training physicians in shared decision making without other changes to the context of their practice
is ineffective for improving health outcomes and resource use, but slightly improves process quality
indicators of patient satisfaction, according to one unsystematic review of eight peer reviewed studies
(E3 Towle and Godolphin 2009). Training alone is thus likely to result in a negative Q+C ROI.
Training providers in being patient-centred may improve communication with patients, enable
clarification of patients’ concerns in consultations and improve satisfaction with care. This was the
finding from one Cochrane review of 17 trials of different interventions to providers to promote a
patient-centred approach in clinical consultations (E1 Lewin 2001). But it could not conclude if the
training made a difference to healthcare use or outcomes.
No subsequent reviews with more useful evidence were found for this review. Overall, there is some
evidence that multiple interventions, sometimes to both patient and provider, are more effective for
achieving shared decision making (E4 Stewart 1995).
One specific intervention was found effective for improving participation in care by urban AfricanAmerican and low social economic status (SES) patients with uncontrolled hypertension. The
intervention was both to improve physicians’ communication skills and to activate patients to
participate in their care, and the results also suggested this improved systolic blood pressure (Cooper
et al 2011).
As regards one model of patient-centred care, there is some evidence of a shorter length of stay, lower
cost per case, and a shift in use from higher-cost nurses to lower-cost ancillary staff in the Planetree
model compared with a similar hospital unit, from a five- year comparison study (E4 Stone et al
2008).
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7.5 Interventions to
enable self-care

‘Provider’ here means:

Many of the above ‘solutions’ are aimed at
enabling providers to improve communication
and collaboration with patients. Some of these
interventions are aimed at changing providers’
behaviour, so as to enable patients to take more care
of their illness. In the section below, interventions
mostly aimed only at patients are considered. Listed
first are interventions to enable self-care that are
led by providers, such as educational programmes
given by nurses for asthma patients. Then
interventions led by lay people, such as training
programmes for patients to help them manage their
diabetes. ‘Lay-led’ means a person without a clinical
professional qualification: often a patient or pastpatient with some training to provide education
and support materials for other patients.

a. an individual clinical professional, such as a
primary care physician or nurse who spends
time on teaching or coaching self-care skills,
sometimes in the patient consultation in addition
to their traditional clinical care; or a case
manager with ‘self-care support’ added to their
patient-coordination tasks
b. an individual professional self-care educator or
coach
c. an organisational provider, which may engage
either or both a) and b) to provide support for
self-care or provide an internet support website
for patients or other support services.
Some of the evidence comes from reviews that
considered studies of both provider and lay-led
programmes. Those reviews that consider and
compare both are noted when listed. Only a few
interventions aim to improve patient self-care abilities
and the abilities of providers to enable self-care.

Table 11: Summarised findings of systematic reviews on effectiveness strategies to inform, educate
and involve patients in their treatment
Topic

Total number
of reviews
found

Effects on
patients’
knowledge

Effects on
patients’
experience

Effects on
use of health
services

Effects
on health
behaviour and
health status

Improving
health literacy.

25

Reported in
13 reviews:
10 positive,
2 mixed, 1
negative

Reported
in reviews:
10 positive
, 5 mixed, 1
negative

Reported in
14 reviews:
9 positive,
3 mixed, 2
negative

Reported in
13 reviews:
4 positive,
6 mixed, 3
negative

Improving
clinical
decision
making.

22

Reported in
10 reviews: 8
positive, 2 mixed

Reported in
19 reviews:
12 positive,
6 mixed, 1
negative

Reported in
10 reviews: 6
positive, 4 mixed

Reported in
8 reviews:
2 positive,
1 mixed, 5
negative

Improving
self-care
and selfmanagement
of chronic
disease.

67

Reported in
19 reviews: all
positive

Reported in
40 reviews:
24 positive,
11 mixed, 5
negative

Reported in
25 reviews:
14 positive,
9 mixed, 2
negative

Reported in
50 reviews:
39 positive,
15 mixed, 6
negative

Improving
patient safety.

18

Reported in
4 reviews: all
positive

Reported in 1
review: positive

Reported in
3 reviews: 2
positive, 1
negative

Reported in
17 reviews: 8
positive, 9 mixed

Source: Coulter and Ellins 2007
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As before, the only interventions listed are those:
a) for which there is some evidence of effectiveness
for improving quality and waste reduction; and b)
for which there is weak evidence of effectiveness
for quality improvement because of the study
design, but great potential for reducing waste
based on convincing theory about the cost of the
intervention relative to the improvements rather
than on strong evidence.

‘Pure self-care support’ and
‘self-care support-plus’
The search focused on pure self-care support
interventions – mostly education and coaching.
Other self-care support-plus programmes are
described in a previous review (Øvretveit 2011a).
This found evidence that some were effective, but
they also cost more and only a few were saving
value improvements. In the listing below, some
interventions do include other elements but the
selection is confined to those where self-care is the
primary element.

Overviews of self-care
support evidence
Coulter and Ellins (2006 and 2007) provide a
comprehensive summary of interventions for
informing, educating and involving patients. These
include an assessment of 67 systematic reviews of
many types of interventions to promote self-care
for people with chronic diseases. Among their
findings were:
– Information-only interventions are mostly
ineffective. But if they are actively supported by
clinicians in different ways, they can improve
health outcomes for patients with asthma,
diabetes, hypertension, depression and eating
disorders. Similarly, decision aids and
self-management action plans are more effective
when they are used in an interaction between the
patient and professional.

– Interactive computer systems improve
knowledge and often clinical outcomes as well
but it is not clear whether they are more costeffective than face-to-face delivery.
– Some short-term beneficial effects are
provided by short self-management courses
for patients run by voluntary groups (often
lay-led), in improved knowledge, coping
behaviour, adherence, self-efficacy, and in health
economic cost-effectiveness. For disadvantaged
populations, educational programmes led by
professionals are more effective.
The Coulter and Ellins 2006 review also includes
in its self-care intervention category patient-held
records, telemonitoring and home-based telecare.
Some studies they reported and others that are
relevant to this review have been listed previously
(see 7.3 Communication interventions on page 41).
The most recent review, focusing only on evidence
of self-management interventions from 550 studies,
is by de Silva (2011). It reports mixed findings
about the impact of different self-care interventions
on different patients’ self efficacy, behaviour,
quality of life, clinical outcomes and service use.
A key conclusion for the purposes of this value
improvement review was that ‘the evidence suggests
that proactively supporting self-management and
focusing on self-efficacy and behaviour change can
have an impact on clinical outcomes, crises and
unplanned admissions or other costly emergency
service use’.
Many studies suggest that self-care support
interventions are either cost-saving, or costeffective in the health economics sense of the term.
However, the review for this report questions
this general conclusion because of the evidence
presented below.
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Table 12: Self-care support interventions
Intervention

Evidence

Cost-saving and
cost-effectiveness
evidence

The methods section explained the difference between a cost-effectiveness study and Q+C ROI
estimate. The former precisely values patient outcomes, while the latter only assessed whether
quality in some respect was the same or maintained, but also assessed health system budget
savings relative to the cost of the intervention. Regarding cost-effectiveness studies that do give
evidence of costs, only one review considered all types of self-management training programmes
for patients with chronic conditions (E1 Richardson et al 2005). Of 39 health economic research
evaluations of self-care support, 29 concluded that the interventions they studied were cost-saving
and/or cost-effective; with two UK studies before 2005 showing no savings (E3 Fitzmaurice et al
2002 – anticoagulation treatment; E3 Lord et al 1999 – osteoarthritis). However, Richardson et
al pointed to ‘significant flaws’ in the studies, mainly because of a narrow definition of costs and
short follow-up periods, and that it could not be concluded that self-care support interventions
are cost-effective: ‘Current evidence (to 2005) does not support the hypothesis that these
interventions are cost-effective. Cost-effectiveness may vary between condition, setting, and
geographical location and results may lack generalisability’.

Provider-led
interventions –
reviews

Evidence of improved outcomes from self-management education programs for some conditions
was also found in one meta-analysis of 71 trials (E1 Warsi et al 2003). This considered such
programmes for patients with asthma, arthritis, diabetes mellitus, hypertension and some other
conditions. However, it could not identify differences in the effectiveness of the programmes
because of their different intervention characteristics, such as the number of sessions in which
patients participated, programme duration, the type of programme facilitator and whether or not
they used a formal syllabus. No cost evidence was reported.
Osteoarthritis self-management programmes do not appear to have clinically beneficial effects on
pain or function, according to a meta-analysis of 53 evaluations of self-management programmes
for hypertension, osteoarthritis, and diabetes mellitus (E1 Chodosh et al 2005). However, selfmanagement programmes for older people with diabetes mellitus and hypertension ‘probably
produce clinically important benefits’. No cost-effectiveness assessment was made and more
details of specific interventions and their results are needed to assess Q+C ROI.

Provider-led interventions – specific patient groups
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COPD

One review of self-management education interventions for people with COPD included nine
trials. It found evidence from these of less ‘rescue medication’, but no effect on days lost from
work, lung function, emergency department visits or hospital admissions, and an increased use
of courses of oral steroids and antibiotics for respiratory symptoms (E1 Monninkhof 2003). The
evidence from this review of these nine interventions suggests a negative Q+C ROI and that these
interventions were not a value improvement.

COPD

An update of the above COPD review (E1 Effing et al 2007) again found no effect of selfmanagement education on hospital admissions, emergency room visits, days lost from work and
lung function, and the same results for lower rescue medication, but increased use of oral steroids
and antibiotics for respiratory symptoms.

COPD

Contrary results to those described above were reported for a self-management programme for
COPD patients assessed by an RCT and involving seven Canadian hospitals (E3 Bourbeau 2003).
Self-management education was associated with 40% fewer hospital visits, 57% fewer hospital
admissions for other problems, 41% reduction in emergency department visits and 60% fewer
unscheduled physician visits. The intervention was weekly visits by health professionals over two
months and monthly telephone follow-up. The costs are likely to be less than the costs of the visits
avoided, and this, together with the apparently higher quality, suggested this intervention provides
a positive Q+C ROI and is possible value improvement.
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Table 12: Self-care support interventions
Intervention

Evidence

COPD

After an educational intervention and with supervision and support, patients experienced a
significant reduction in hospitalisations and emergency visits after two-years (E3 Gadoury et al
2005). This was the finding of one RCT of this intervention (n=191 from seven hospitals). Most
patients were elderly, not highly educated, had advanced COPD and had been hospitalised in the
past year. There are not enough details to assess costs and savings, but this intervention could
possibly have achieved a value improvement.

Depression and
post-traumatic stress
disorder (PTSD)

Curious evidence of outcomes is provided by one RCT of self-management and psychoeducational group therapies for patients with both depression and chronic PTSD. No significant
change in self-management behaviours was observed but it did find lower use of healthcare
resources (E3 Dunn et al 2007).

Asthma

Similar findings were reported in an evaluation of self-management programme for asthma
patients: lower use of healthcare but no changes in self-management behaviours (E3 Downs et al
2006). Effing et al 2007 report that many asthma self-management programmes have been found
to be effective for certain purposes.

Asthma

An RCT with children with asthma examined self-management education using interactive
multimedia tools (E3 Krishna 2003). This intervention was associated with increased asthma
knowledge among children and caregivers, decreased asthma symptom days, fewer emergency
department visits, and lower average daily doses of inhaled corticosteroids. Increased asthma
self-management knowledge and behaviours were associated with fewer urgent physician visits
and less frequent use of quick relief medicines. No costs were reported but given the low cost of
the interactive multimedia tools relative to the reduced visits and medications, this represents a
possible value improvement.

Asthma

One of the few RCT costed studies (n=78) found two educational sessions and two follow-up
sessions for self- management of asthma, led by nurses or physiotherapists, were associated with
reduced visits to GPs, reduced overall costs and improved quality of life after 12 months (E2
Gallefoss 2002). The control and intervention groups had mean total costs of NOK16,000 and
10,500 per patient respectively (1NOK = approx £0.9). Taking the possible costs of the intervention
into account this probably represents a value improvement and a small positive Q+C ROI.

Diabetes

Some people with type 2 diabetes mellitus experienced improved knowledge of diabetes, better
clinical outcomes and reduced medication use after group-based educational programmes (for
at least one hour with at least six participants in each group). This was the finding of one metaanalysis of 11 RCTs (E1 Deakin et al 2005). It reported the probability that one person in every
five trained would reduce their diabetes medication and consequently lower costs, but the exact
amount was not estimated.

Diabetes

In one RCT study, a six-hour structured group educational programme was given by two
professional healthcare educators in community settings for people with type 2 diabetes. The costs
of the programme were £206 per patient (£76 per patient estimated for a real world ‘hypothetical
primary care trust’) and the positive clinical outcomes result in an estimated cost per QALY
gained of £2,092 (Gillett et al 2010). If a treatment up to £30,000 is cost-effective, then if this
intervention costs £76 it is cost-effective. However, whether it provides a Q+C ROI for a health
system is a different question.
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Table 12: Self-care support interventions
Intervention

Evidence

Heart failure

Post-hospital discharge self-care support programmes, especially for older people with congestive
heart failure, is one type of intervention with evidence of a positive Q+C ROI. Programmes that
involve the patient and family in hospital care planning, self-care education, and then provide
follow-up visits and advice were found to be effective in one meta-analysis of 18 studies from
eight countries (E1 Phillips el al 2004). This meta-analysis did not find any incremental efficacy
with more intensive post-discharge interventions. Comparable benefits resulted from a home
visit; home visits and/or frequent telephone follow-up; and extended home care services. This is
one of the few ‘self-care support-plus’ interventions noted in this review, but it is noted because of
some degree of certainty from the research of both quality improvement and reduced waste from
avoidable admissions, and the savings being likely to be more than the costs of the programmes.

Ulcerative colitis

Self-management training and follow-up on request for patients with ulcerative colitis was
associated with reduced hospital visits (0.9 versus 2.9 per patient per year), and fewer GP visits
(0.3 versus 0.9 per patient per year) in a UK RCT (n=203) (E3 Rogers et al (no year given)).

Inflammatory bowel
disease

Patients with inflammatory bowel disease experienced fewer hospital visits and felt more able
to cope with their condition, after a self-care RCT of an intervention carried out across 19 UK
hospitals (E3 Kennedy et al 2003). The intervention used patient guidebooks developed with
service users. All patients prepared a written self-management plan and hospital specialists were
trained to provide a patient-centred approach to care.

Rehabilitation
interventions

Professionally-led self-management or rehabilitation interventions in the UK show better
outcomes than lay-led interventions, according to some evidence presented by Griffiths et al’s
2007 overview; there is some evidence for this, as a general statement, from the studies considered
in this review. The paper speculates this may be because professionally-led programmes ‘are well
targeted to patients most likely to benefit and provide interventions which lay-led programmes
do not: correcting health beliefs and teaching specific, clinical, disease management skills, or
including exercise programmes’(E3 Griffiths et al 2007).

Lay-led self-care
programmes

The above Coulter and Ellins (2006) overview also drew attention to conflicting findings from
studies of lay-led programmes and to the lack of evidence of change in resource use reported in
four UK evaluations, in contrast with the findings of some US studies (E4 Griffiths et al 2007). It
noted that the UK studies found small changes in self-efficacy, and three found no changes in selfrated health status.
Evidence was found in one review of similar types of lay-led self-management education
programmes being associated with short-term improvements in patients’ confidence to manage
their condition, in their perceptions of their own health and in how often people took aerobic
exercise (17 trials assessed by E1 Foster et al 2007). It reported small improvements in pain,
disability, fatigue and depression, from different trials with different patient groups, but no
evidence of fewer visits to doctors or of less time spent in hospital.
One US RCT reported reduced emergency department and outpatient visits, improved health
behaviours, reduced symptoms and improved health status. This was from an RCT evaluating
seven two-and-a-half-hour weekly sessions of peer-facilitated self-management education, in
community settings, with groups of 15 to 20 participants (n=1,140 randomised, for first phase of
the study; E4 Lorig et al 1999). The patients were those with heart disease, lung disease, stroke
or arthritis. The second uncontrolled phase of the study (n=831) reported reduced service use
and less emotional distress two years after the programme (E4 Lorig 2001). This ‘Stanford model’
intervention was the model for the extensive UK lay-led Expert Patients Programme (Department
of Health 2001).
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Table 12: Self-care support interventions
Intervention

Evidence

Lay-led self-care
programmes:
specific patient
groups and
interventions

Improved self-efficacy and energy levels in people with long-term health conditions compared to
those randomised to wait for the course (n=629) was found in one early RCT of the UK Expert
Patients Programme. There was no effect on routine health service use (GPs, practice nurse and
outpatient visits) but some evidence of lower costs associated with overnight hospital and day
case use: ‘Overall, the costs in both groups were similar, because the costs of sending people on
the course were recouped from savings elsewhere in the system. (E3 Kennedy et al 2007). As
regards health economic cost-effectiveness, assessed through cost per QALY, the programme was
judged to be cost-effective. An exact assessment cannot be made from the data provided in the
Kennedy el al 2007 study of the Q+C ROI because it does not consider provider or health system
budget impacts at one, three, and five years, but the evidence suggests the programme assessed is a
possible value improvement.
A high-quality cost-effectiveness RCT of the UK Expert Patient Programme found the
intervention ‘is very likely to provide a cost effective alternative to usual care in people with longterm conditions’ (E3 Richardson et al 2008). The programme evaluated was a lay-led self-care
group of six weekly sessions to teach self-care support skills, with 248 patients remaining in the
intervention arm of the six-month follow-up. The study found better patient outcomes, with a
slightly lower cost of about £27 per patient. However, it did note ‘considerable potential for more
research to consider whether other self-care programmes represent better value for money and
improve patients’ outcomes still further’.

Arthritis

Higher health and social care costs were found for the UK participants of a six-session arthritis
self-management programme who were also given an education booklet (E3 Patel et al 2009). The
control group were only given the education booklet (n=812). At 12 months the health and social
care costs in the intervention group were £101 higher (95% confidence interval £3 to £176) than
those in the control group.

Osteoarthritis

Evidence of the highest positive Q+C ROI, possibly because of the low cost of the intervention,
is provided by one study of a programme using group discussions and education (E4 Groess
2000). The aim was to promote empathy, cohesiveness, and sharing of information and coping
techniques between group members with osteoarthritis who volunteered (n=363 mean age). The
study reports a three-year cost:benefit ratio of 1:11 (for every $1 spent, $11 were saved) at the first
year, and between 1:22 for social support alone to 1:34 for social support and education. However,
one significant flaw of the study was that no details of any kind were give about how savings were
estimated. We do not know if the number of visits were costed and compared between different
groups or whether these and other measures were used to estimate costs.
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Discussion: self-care
support programmes
There are a number of limitations to the available
evidence for making decisions about investing in
any of these programmes.
– The evidence is limited about effects on
healthcare resources. Few studies measure this
and many are unable to show with any degree
of certainty that changes in resource use can be
attributed to the programmes. Resource use may
shift, for example from specialist outpatient to
primary care, or may increase overall.
– There is no systematic assessment of whether
the same intervention has different effects for
patients with different diseases or with comorbidities. Studies combining patients with
different diseases often do not analyse whether
there are significantly different outcomes for
patients with asthma to those with heart disease
or diabetes in the same study.
– There is no systematic comparison of the
effectiveness of simple interventions (for
example, one training session and a manual)
to multiple component interventions (for
example, training providers as well as training
patients), especially those multi-interventions
that also aim to develop social support. Only a
few interventions aim to improve both patient
self-care abilities and the abilities of providers to
enable self-care. Theory suggests that the latter
may be more effective, if more costly, but there is
no evidence from comparative studies.
It is possible for decision-makers to read one review
of self-management training and conclude that
the effects are minimal, and uncertain concerning
downstream clinical and cost outcome. Yet many
interventions are being used, for many patient
groups, with many differences between the patients
in their capacity to benefit and motivate, and many
different processes and long-term outcomes are
being measured. The research does not sufficiently
differentiate which interventions are most effective
for which patients.
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Theory and some research into disease
management (E1 Krause 2005) suggests that careful
selection of the patients most likely to benefit is
the key to achieving higher effectiveness for both
health outcomes and lower costs. This is also likely
to apply to self-care programmes, yet little research
has been undertaken into specially-designed,
targeted self-care support. For example, there are
few studies of self-care interventions for older
people with hypertension from low-income ethnic
minority groups.
Overall, although there are different findings
from different studies, the weight of the evidence
points in the direction of lay-led self-management
training being a value improvement, with the usual
qualification about targeting those patients most
likely to benefit and effective implementation.
However, one overview of the evidence and of
the potential of programmes for cancer patients
did note that ‘the difficulties in evidencing the
empirical effectiveness of complex programs may
contribute to the lack of value and engagement
placed on such models by clinicians’ (Wilson 2008).

Chapter 8

Findings 3 – value
improvements that save

8.1 Solutions – evidence
of value improvements
giving savings

this possible group have a high evidence rating (for
example, E1). This may only refer to strength of
evidence about improved quality; the evidence of
cost-savings may be weaker.

The problems listed in this report are only
deficiencies if we assume that things could be
otherwise. ‘Sub-optimal’ events can be changed to
‘more optimal’ by using ‘solutions’ or ‘interventions’.

The warning has been made before in this report:
these are indications, and local estimates will
need to be made because results depend on local
implementation and context factors such as
financing arrangements. Also, no evidence may
mean there is no research or the research is poor. In
some reviews it can also mean that research found
no effects or no savings.

Chapter 7 of this report (Findings 2 – solutions)
lists the evidence of interventions that have been
found to be effective for improving quality and
reducing waste, or show great potential to reduce
waste. This chapter uses this evidence to make
estimates about whether the cost of the intervention
may be paid for by any cumulative savings over a
three-year period for an integrated health system (a
three-year Q+C ROI).
‘Likely’ and ‘possible’ saving value improvements
are listed for communication, collaboration and
support for self-care interventions, as well as some
‘likely to cost more than they save’. The likely saving
value improvements are those interventions where
there is adequate evidence of both improved quality
and lower costs, and the costs of implementing the
intervention (the investment) are likely to be paid
for by lower costs within three years.
The second group, ‘possible saving value
improvements’, is where the certainty of both
higher quality and lower costs from the research is
less strong. However, either the intervention is low
cost, and thus savings are possible, or there is high
plausibility from the available evidence of higher
quality and savings. Some of the interventions in

Communications value
improvements
These are changes which give more appropriate
information or increase understanding, and which
may save resources three years or less after the start
of the investment:
None are ‘likely’, but some are ‘possible’
value improvements
No ‘likely’ value improvements were found: this
means that this review did not find research into
communications interventions which reported
strong evidence of both improved quality and less
use of resources.
However, there was some evidence of improved
quality and/or less use of resources that may cover
the cost of the intervention for the following:
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– Providing information: appropriate written
and oral information prior to consultation, or
prior to treatment, or post-treatment, if the
information is matched to the patient’s needs and
abilities (E1 Griffin et al 2004; E3 Johansson et al
2005; E1 Coulter and Ellins 2007; E1 Johnson et
al 2003).
– Patient writes concerns before consultation: an
intervention to enable patients to write a note of
their concerns before a clinical consultation (E1
Griffin et al 2004).
– Mobile phone text messaging: to give patients
reminders about a scheduled healthcare
appointment (to reduce non-attendance; E1
Car 2008), to communicate results of medical
investigations (E1 Gurol-Urganci et al 2008),
and feedback on treatment success, especially for
patients with chronic illnesses (E4 de Jongh et al
2008).
– Mailed reminders and telephone reminders: to
reduce non-attendance, or move non-attenders
to the bottom of the waiting list (E2 Can et al
2003; E1 George and Rubin 2003; E3 Reekie and
Devlin 1998; E4 Moser 1994; E3 Quattlebaum et
al 1991; E2 Bech 2005).
– Enable question asking: specific appropriate
interventions to enable patients from lowincome, ethnic minority groups to ask their
doctors more and better questions and to
recognise the importance of asking questions in
decision making (E3 Deen et al 2011).
– Training doctors: a specific intervention
using role playing, feedback and small group
discussions to improve patient communication
skills (E1 Haskard Zolnierek and DiMatteo
2009).
– Visual feedback: to patients of their medical
imaging results for those who smoke or are at
risk of UV-related skin cancer (E1 Hollands et al
2010).
– Offering patient email access: to physicians or
specialist nurses for specific patients for specific
purposes (E3 Car and Sheikh 2004; E3 Gagnon et
al 2009).
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– Patient internet sites: specific systems established
by the patient’s provider or their health system,
with patient access and the ability to comment
on personal health information – test results,
problem summaries, medication lists and side
effects (E4 Weingart et al 2008).
– Patient directed record tools: interventions to
enable selected patients to use internet-based
personal health record systems (PHRs) to create
their own medical record and health diaries (E4
Archer et al 2011).
Likely to cost more than they save
(communication interventions)
– Training without practice and feedback:
educational interventions to providers in patient
communication or collaboration skills that use
only oral presentations without skill practice and
feedback (E1 Berkhof et al 2011).
– Email access for all: offering all patients email
communication direct to their physicians
(E3 Katz 2003, but recent unpublished Kaiser
Permanente (USA) data questions this for email
to primary care doctors).

Collaboration value improvements
These are changes that enable patients and
providers to work better together to improve a
patient’s health, and can save resources. Again,
only specific interventions evaluated in a study are
likely or possible to have these results. These results
should not be expected from a whole category of
interventions, such as all patient decision aids. The
estimates are that they can save resources within
three years or less after the start of the investment:
Medication-related – ‘likely’ value
improvements
– Simplifying dosing: increases medication
adherence and is a low-cost intervention (E1
Haynes et al 2005). Further downstream impact
from increased adherence also affecting health
and cost outcomes is likely, but unproven, and
dependent on the effectiveness of the treatment
for which adherence has increased.
– ‘Calendar packaging’: ideally with education
and reminder strategies, to improve medication
adherence (E1 Zedler et al 2011).

Medication-related – ‘possible’ value
improvements
– Medication reconciliation: certain interventions
to enable patients and providers to check
the accuracy of their prescribed medications
together when moving from one provider or
unit to another (E3 Varkey et al 2007). Evidence
is weak but assumptions about the costs of the
intervention suggest that the potential Q+C ROI
is high.
– Incentives for treatment compliance: for lowincome patients with tuberculosis (E1 Giuffrida
et al 1997).
– Patient reinforcement and reminding: for
increasing adherence to lipid-lowering
medications (which can reduce risks of heart
disease or stroke), or simplification of the drug
regimen or patient information and education
for this purpose (E1 Schedlbauer et al 2010).

– Access to rapid response team: allowing patients
or relatives to call a hospital rapid response team
in specific situations (E4 De Vita et al 2010; E4
NPSF 2007; E4 Odell et al 2010; E4 Dean et al
2008).
– Palliative care alternatives: patient/familyprovider collaboration to provide palliative care
as an alternative to other treatments which may
not be wanted by the patient (E3 Morrison et al
2008; E3 Back et al 2005; E3 Brumley et al 2007;
E3 Elsayem et al 2008).
– End-of-life home-based care: interventions to
enable patient/family and provider collaboration
to give home-based care to those patients at the
end of life (E1 Shepperd et al 2011).
– Advanced directives or advanced care planning
support programme: with independent regulated
experts facilitating patients to prepare advanced
directives (E3 Molloy et al 2000).

Patient role and participation – ‘likely’
value improvements

‘Likely’ to cost more than they save
(collaboration interventions)

– Decision aids: some decision aids that can help
patients choose between treatments or decline to
use a treatment (E2 Kennedy et al 2002).

– Some safety recommendations: providing poorly
selected safety recommendations to patients may
reduce quality by raising anxiety, increase waste
through the cost of preparing and providing
the information, and through triggering patient
concerns that unnecessarily interrupt healthcare
routines (E4 Weingart 2009).

Patient role and participation – ‘possible’
value improvements
– Patient activation for safety: low-cost specific
interventions to enable patients to speak up
about known safety risks – for example, signs in
rooms and staff wearing reminder buttons (E4
Waterman et al 2006; E4 Spath et al 2004; E4
Hinkin 2002).
– Combined intervention for physicians and
specific patient groups: an intervention to
improve physicians’ communication skills and
activate patients to participate in their care,
for patients from low-income, ethnic minority
groups (E3 Cooper et al 2011).
– Specific interventions to improve patient
participation in health consultations: these use
patient-directed coaching, educational materials
and feedback to providers of patient reported
outcome measures, or specific communication
skills training (E1 Haywood 2006).

– Training without workplace change to allow
training to be practised: training physicians in
shared decision making, without other changes
to the context of their practice (E3 Towle and
Godolphin 2009).

Support for self-care
These are changes to enable patients to better
care for themselves by providing information,
education, access to experts by telephone or
internet and other supports. This may then mean
that a patient makes less, or more appropriate, use
of a provider’s services or other resources such as
medications.
Research evidence and reasoning from intermediate
outcomes suggests that the following are likely to
both improve quality and save resources three years
or less after the start of the investment:
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– Self-care for chronic illness: most types of selfcare programmes for patients with chronic
illnesses, but only if patients selected are those
with the highest risk of avoidable admission
and with the desire and capacity for self-care
(E4 Lorig 2001). The selection and matching
to the type of programme appears to be more
important than the particular programme used.
– Versions of lay-led self-care teaching: some
applications of the UK Expert Patients
Programme of lay-led self-care teaching, with
selected patients being those with the highest
risk of avoidable admission (E3 Richardson
et al 2008). Peer-facilitated self-management
education for patients with heart disease, lung
disease, stroke, or arthritis (E4 Lorig 1999). This
intervention was the model for the UK lay-led
Expert Patients Programme.

Some self-management
programmes for patients
with specific diseases
– Asthma: some interventions for asthma patients’
self-management (E3 Downs et al 2006; E3
Krishna 2003).
– Type 2 diabetes: a group-based educational
programme for people with type 2 diabetes
mellitus (E1 Deakin et al 2005).
– Congestive heart failure: post-hospital discharge
self-care support programmes for older people
with congestive heart failure (E1 Phillips et al
2004).
– Ulcerative colitis: self-management training and
follow-up on request for patients with ulcerative
colitis (E3 Rogers et al (no year given)).
– Osteoarthritis: group discussions and education
for patients with osteoarthritis (E4 Groess 2000).
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‘Possible’ value improvements
– Inflammatory bowel disease: a ‘possible’ value
improvement to be considered is a multiple
component intervention for people with
inflammatory bowel disease, including training
for hospital specialists to provide a patientcentred approach to care (E3 Kennedy et al
2003).
‘Likely’ to cost more than they save
– Osteoarthritis: one type of osteoarthritis selfmanagement programme (E1 Chodosh et al
2005).

Part 3:
Practical
implications
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Chapter 9

Discussion

9.1 Limitations of the review
The review’s limitations need to be emphasised
(summarised in Figure 6 on page 61). The findings
are not definitive statements of the only changes
that will both improve quality and save money.
Rather, they are indications of which changes
decision makers could consider first and they
show a way of thinking about how to improve
quality when there is extreme pressure on time and
resources.
The management review reported in this study
departed from the traditional systematic review
method for medical treatments. It did so by
focusing on evidence about specific quality and cost
outcomes of interventions; in grading evidence;
including primary studies that did not meet the
most rigorous criteria for research design but
were relevant to the questions; and in making
estimations about final outcomes, often from
evidence of intermediate outcomes or process
indicators.
The first limitation concerns the evidence from the
research to answer the review questions. These are
further described later, but are noted here. There is
a growing body of research into patient–provider
relations. For example, the Picker website lists ‘124
systematic and high quality narrative reviews that
evaluated various initiatives designed to educate
and support people with long-term conditions’
(Picker 2011). However, the certainty and
generalisability of the evidence of whether these
initiatives save resources as well as improve quality
is limited.
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Evidence from these intervention studies is often
about intermediate outcomes and not about
downstream patient and cost outcomes resulting
from the interventions – possible longer-term
outcomes are important for assessing a return on
investment that can take at least three years to
pay back.
Second, the search and selection of studies was
not comprehensive and some studies could have
been missed. Much of the literature had already
been reviewed, and the search was primarily to
supplement these reviews by examining the reviews
and primary studies for evidence of costs of the
interventions and resource savings.
Third, the economic perspective taken is that of
a healthcare provider system over three years. It
does not consider wider social costs and savings
made by patients and their informal carers or other
stakeholders. Also, more interventions might be
included if the return on investment can be longer
than three years.
Fourth, generalisability of the findings from this
review is limited. Most of the evidence is of a
specific intervention or change carried out in one
setting and often for one type of patient group.
Whether the same intervention would produce
the same outcomes elsewhere or for other patients
is unknown, especially in another country.
Reviews and multi-centre studies may give more
generalisable findings, if the same intervention
has been studied in different settings for different
patients. But the results to expect in our own
service with our patients are uncertain.

This is not least because we may not be able to
implement the change in the same way as in the
research and because our health system may be
different.
Thus, research and the evidence can help practical
improvements but can be misleading if local
decision makers do not recognise the limitations
and make their own assessments. The limitations
are in one sense good news for researchers, as
actionable evidence of the type considered here is
much needed. But they also present a challenge for
researchers to be more innovative in their research
methods and in their collaborative research
practices, and communicate in more usable formats
to provide the information that decision makers
need.

9.2 Limitations of the
research reviewed
Reviews like this show what research has studied,
rather than showing which problems and
interventions exist, or which interventions might
be effective. Research tends to be carried out into
problems and interventions that yield to established
research methods, and into issues of concern to
industry such as adherence to medications.
‘No evidence’ often means no research, rather
than meaning not proven or even disproven. Also,
research may find an intervention ineffective for
certain types of patient or patient conditions, or in
certain settings, but it may be effective for others.
The lack of evidence of savings and improved
quality from changing patient–provider relations
may say more about research than it does about the
innovations being carried out at present. There is
no lack of descriptive evidence about interventions
and changes that providers and patients are already
making to improve patient–provider relations.
For these changes, there is also some evidence of
results (for example, from quality improvement
research without control groups) but not evidence
considered sufficiently strong for most systematic
reviews of research.

Figure 6: Summary of limitations of the review
The limitations of this review need to be taken
into account when using the information given
here to decide actions:
a. Some relevant primary research may have
been missed.
b. The search terms might not have identified
some relevant studies.
c. The exclusion criteria and thresholds for
strength of evidence may have excluded some
studies that provide useful evidence.
d. The value improvement estimations give
little certainty about likely local results of
repeating an intervention. This is primarily
because:
– These estimates often use evidence of the
intermediate effects of an intervention (for
example, after an intervention giving a
patient information about self-care, their
improved understanding or fewer visits to a
physician may be an intermediate effect).
– The evidence of these intermediate effects
is used to theorise about what may happen
later, the downstream effects (for example,
patient behaviour change, saved physician
time), and, later still, end outcomes for
health and resource use (for example,
better health status or lower costs than
would otherwise have happened without
the intervention). The assumptions linking
intermediate to end outcomes might be
incorrect.
– The estimates often make assumptions
about the resources needed to implement
the intervention, which may be incorrect.
The resources needed will vary according
to the capabilities of providers and health
systems to make changes.
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Limitations of systematic reviews
and medical trial designs
As regards the problems and type of interventions
considered in this review, there are limitations to
some traditional medical research methods and
systematic review methods for establishing the
effects of complex social interventions (Kessler and
Glasgow 2011; Craig et al 2008).
Most systematic reviews report insufficient
evidence from uncontrolled designs or exclude
such studies at an early stage even though they
may be appropriate designs for certain questions.
Research designs and review methods are likely
to exclude many possibly effective interventions
because they are difficult to assess using controlled
trials, especially the more complex multicomponent interventions that may be the more
effective ones for supporting self-care.
Where controlled trial designs can be applied their
external validity (generalisation) is questionable.
For example, one study tested a telephonecounselling system previously shown to change
patient behaviour in efficacy studies. However,
the study found it was ineffective in primary care
settings because patients failed to telephone the
counsellors (Cohen et al 2008). In the original
controlled trial, research assistants had made home
visits to help participants initiate contact with the
telephone system. This support provided by the
research team during the efficacy trials appeared
to be an essential part of the intervention to
encourage and enable patients to initiate use of the
telephone-counselling system.

Little research considers costs
Even when using criteria that accepted less strong
evidence than traditional systematic reviews
(graded E3, E4), this review found the research
gave little acceptable costing information, or any
other evidence about resource aspects of problems
and interventions.
Some studies giving evidence of sub-optimal relations
speculated about the possible impact of this on the
use of healthcare resources, but no valid costing
evidence was found in any reviews or primary
studies. Regarding intervention studies, this review
author’s estimate is that about 1% of studies gave
quantitative evidence of the cost of the intervention
and about 2% provided quantitative evidence of
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the impact on healthcare resources and/or costs,
but the latter studies rarely costed implementation.
None provided adequate evidence of cash-in-budget
savings for providers or any other stakeholders.
As regards the systematic reviews considered in
this review, most did not comment on the lack of
evidence about resource use in the studies they
reviewed or on whether research should provide
such evidence to help practical decision making.
The following was one conclusion from one review
which did comment on the absence of costing data,
with respect to home-based end-of-life care:

‘the major gap in the evidence is around
cost-effectiveness. The lack of precision
around estimates of admission, or transfer,
to hospital could have a major bearing
on cost. This needs to be addressed, given
the high costs of care at the end of life in
developed countries’
(Shepperd et al 2011).
Figure 7: Acting on the evidence
The following are some issues to bear in mind
when considering the research selected and
presented in this review report:
– other types of sub-optimal patient–provider
relations and support for self-care have been
noted, but not studied in research or quantified,
– some problems do not have solutions invented
yet; we do not know how easily some may be
solved,
– some problems have theoretical solutions, but
no one has tested them,
– some solutions have been tried, but not
adequately evaluated; we have reports of
the change, but limited or no evidence of
effectiveness,
– some solutions have been evaluated and
proved to be ineffective, or high cost relative
to the savings,
– some solutions are effective and low cost, but
may be difficult to implement or high cost in
some services – for example, some services
may need a computer upgrade to implement
IT-supported communications with patients.

Chapter 10

Practical implications:
What can I do with this?

The limitations mean that the review is primarily
a guide for making a first assessment about which
interventions to consider further and which
research to consider first. To help this assessment,
this section gives a simple method for assessing
whether the primary research can be used locally
to estimate likely problems or the impact of an
intervention described in the research. It also
discusses other practical implications.

10.1 Actions for operational
managers of health systems
or provider services
Managers and implementers can use this review to
help answer three questions:
– Do any of the problems listed exist in our
services? If so, how significant are they and what
are the consequences of not taking action about
them?
– Could we improve quality and reduce costs
in our service by implementing any of the
solutions?
– If we were to implement any of these solutions,
where would the investment money and time
come from and what would we not do, or do less
of, to resource this investment?
Others are making changes to improve quality
and lower costs. Some of these changes have
been evaluated. Some of the evaluations give
more certain findings than others and have been
published. This review selected and lists the
best evidence about costs and savings from this

research. A premise of this review is that managers
can benefit from others’ testing of these changes
and from the research that has found what works
and saves money.
However, this does not mean that copying another’s
changes guarantees local improvement. The
evidence has to be assessed for its relevance to the
manager’s local setting and current service issues.
Even if there is strong evidence that one of the
listed interventions resulted in improved quality
and lower costs at the test site where the research
was carried out, a manager still needs to make an
assessment about whether it could be implemented
locally and whether the costs and savings would
be more or less than those reported at the test
site. Even stronger evidence from a systematic
review of improved results at many sites, or from
many studies, also has to be assessed for its local
relevance.
The research evidence shows what to expect from
an intervention but each service will be different.
The impact could be plus or minus 50% of that
shown in the research, or more, which may mean
that interventions making small cost-savings
elsewhere actually result in losses if implemented
locally. Research has identified the types of quality
problems to look for that could be reduced at a cost
less than the cost of the problem. Providers will
need to use data from their service about the size
of each problem, the wasted time and the financial
cost of the problem to the service, given the current
financing system.
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Understand the current
financing system and adapt
the intervention if necessary
The service might be financed differently to the one
in the study. It might not have to bear the cost of
the problem, or it may even receive extra income
as a result of the problem. For example, poor
communication about medications at discharge
may result in an adverse drug event causing
re-admission. This re-admission may give the
provider extra income in some financing systems.
For this reason, it is important that providers are
aware of how they are rewarded or penalised for
different quality problems, and that they need to
work with purchasers to make changes towards
value-based financing that rewards rather than
punishes them for doing the right thing.
Calculating one’s own estimates is especially
important for assessing the likely spend-cost of the
solution. The result is likely to be different from
that of the service cited in the study. Each service
will need a slightly different solution; it will need to
be implemented in a slightly different way and will
use more or less resources than those at the study
site.
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Research shows that for some solutions to be
effective, they need to be adapted to the service in
question. Research also shows why this is so and
how to carry out the adaptation (Øvretveit 2011b).
The causes of a problem in patient–provider
relations in one service will be different in their
specifics from those in another, even though they
may be generally similar. Research can propose
likely causes and can help providers start an
analysis of causes, but problems are never due to
just one cause and a solution has to involve multiple
changes to address the different causes. The
research does not give a detailed road map; only
by knowing the specific causes in a service can the
provider then design the combination of solutions
for the causes.
The checklist shown in Figure 8 gives guidance for
answering the second question:

‘Could we improve quality and reduce
costs in our service by implementing any
of the solutions?’
More detailed guidance is provided in an appendix
to the Report to Congressional Requesters (GAO
2011).

Figure 8: Checklist for assessing whether to act on an evaluation
Assessing the research
– Intervention and context description: Were enough specific details given of the intervention to be
reasonably able to replicate it locally and of the context to assess if any special conditions are needed
to implement it?
– Sample: Which people or organisations were measured to get data about outcomes? Was the
sample large enough and appropriate for the research objectives? If there was a comparison sample,
was it a fair comparison?
– Outcome measures: Are the measures direct indications of the most important impacts of the
intervention, or of intermediate or final outcomes? Are they measures of the costs of the changed
service relative to the unchanged service or a comparison service? Or are they measures of visits or
length of stay, where we have to guess the money value of any savings?
– Attribution certainty: Which other influences might explain any changes in the observed
outcomes? Are these considered or controlled for by comparisons or randomisation? How likely is
it that the intervention or something else caused the ‘outcomes’ reported in the study?
Assessing the local relevance
– Different likely outcome: How similar and different are your people or organisations from those
in the study for whom outcomes were measured? Will the outcomes be greater or lesser for your
people or organisations?
– Resources: Considering the resources they had to implement the intervention in the study, do you
need more or fewer resources to implement something similar?
– Context: How is your context similar and different in ways that may affect ease and cost of
implementation, future running costs and savings? Context includes features of the local facility,
health system, funding and regulation that will affect implementation, availability of investment
resources and operational funding payments.

Figure 9: Questions of costs and savings
When reports claim, ‘waste costs of ...’ or
‘potential savings from ...’, then be sceptical and
ask:
– ‘where is the evidence and how strong is this
evidence?’
– ‘has a solution been developed?’
– ‘how effective is the solution and how much
does it cost?’
– ‘what would be different in my service for my
patients and providers?’
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10.2 Actions for researchers
The findings of this review have implications for
researchers. The limitations of the research for
informing practical action have been described.
Possibly the most important implication for
researchers is to provide more evidence about the
cost consequences of problems, about the spending
costs of interventions, and about savings or
increased costs for different stakeholders.
A second subject for attention is to go beyond
reports of associations between variables and
address causality. This can be done using a logic
model or theory of how interventions or problems
link to later downstream events, or by identifying
underlying principles that are common across
studies and explain findings, be they effective
or ineffective. If a logic model includes features
of context critical to implementation, then the
external validity or generalisability of the research
will be greater.

Priorities for future research
The following subjects and interventions are
proposed as priorities for future research. The
two criteria for choosing the items on this list are:
a) it is likely the research will more than pay for
itself if it provides an actionable answer to these
questions, and b) because the interventions already
show promise for significantly reducing avoidable
suffering and healthcare resource use.

Most prevention and health
promotion interventions
– Little good evidence exists about both the costs
and the health improvements that are thought
to follow from many primary, secondary and
tertiary prevention interventions, and from
workplace or community health promotion
programmes for different citizen or patient
groups. There is little evidence to guide
investment decisions about such interventions
and programmes, and about whether, or for
whom, any may be value improvements over
different time periods.

Matching information and
provider decision-support style to
patient preferences and needs
– In which ways do patients vary in their
preferences and needs for treatment information
and decision involvement, and what are the
quality and cost consequences of not matching?

Communication interventions
– research priorities
– In which situations, for which patients, do
different types of telemedicine improve quality
and reduce costs? (There are conflicting findings
from E1 Currell et al 2000, compared to E1
McLean et al 2010 (asthma); E1 Glueckauf and
Ketterson 2004 (chronic illnesses); E4 Botsis
2008; E4 Friedman 1996; E4 Harrison 1999 and
E3 Hill et al 2010).
– For which patients at which times could their
ability to email or telephone their physician or
specialist nurse result in improved quality and
reduced costs?
– Which ‘smart home technologies’ improve
quality and reduce costs? For example, social
alarms, electronic assistive devices, telecare social
alert platforms, environmental control systems,
automated home environments and ‘ubiquitous
homes’. In 2009, ‘there were no studies testing
their effectiveness’ (E1 Martin et al 2009).

Collaboration interventions
– research priorities
– Which methods are most effective for matching
information and provider style to the patient’s
preference and capabilities for action?
– Which interventions to promote patient actions
to reduce risks of harm from healthcare are
effective for improving quality and saving
resources?
– Which types of ACP or AD programmes for
people, and in which situations, improve quality
of life and quality of death (EIU 2010) and reduce
costs, and which type of regulations are required
to avoid the abuse of these programmes?
– Do end-of-life, structured, multidisciplinary care
planning methods (clinical pathways) reduce
unnecessary suffering and waste, and what are
their costs?
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– For which patients in which situations can
patient–provider contracts or patient incentives
improve quality and reduce costs?

– descriptions and evaluations of programmes
to spread effective approaches to improving
communication, collaboration and self-care.

– Which interventions to assist decisions about
entering long-term care result in improved
quality and reduced costs?

These gaps are attractive opportunities for research
funders and researchers to be in the forefront of a
new field. Some gaps in knowledge can be reduced
through better RCTs. Many will require new
research methods more suited to understanding
relationships between people and behaviour in
social systems, and for quantifying resource use,
waste and savings. Innovation in research and in
research funding is required to provide practical
answers. This is to both stimulate action and help
practitioners, who are already making changes, to
make better informed decisions.

Support for self-care interventions
– research priorities
– Do self-management education interventions
for people with COPD or arthritis cost more
than they save and are there any significant
improvements in quality of life that may justify
any extra cost? (Contradictory costing findings
for COPD are to be found in E1 Monninkhof
2003; E1 Effing et al 2007; E3 Bourbeau 2003;
E3 Gadoury et al 2005; and significantly higher
costs for arthritis self-management programmes
reported by E3 Patel et al 2009.)
– Why do some specific interventions to improve
self-management in some patients not change
self-management behaviours, but do reduce use
of healthcare? (As reported by Downs et al 2006
for asthma patients and Dunn et al 2007 for
patients with depression and PTSD.)

10.4 Actions for regulators
The evidence is that sub-optimal communication,
coordination and self-care is costly in terms of
unnecessary suffering and wasted resources. It is
part of a regulator’s mission to act on this evidence
in order to protect patients and to help reduce costs
for purchasers and providers. Regulators have a
powerful influence and a key leadership role in
stimulating improvements.
The research suggests specific actions that
regulators can take, which includes:

10.3 Actions for
research funders
The priorities for future research will not be
addressed unless potential funders are willing to
invest in research, and in research that is likely to
produce a return on investment in terms of yielding
actionable knowledge. In this respect, the return
on investment of many traditional research designs
and review methods is questionable.
The gaps in the research were described earlier in
terms of conceptualising and measuring patient
and provider relations and different patient-centred
and patient-activation approaches. Limitations have
been noted in:
– the empirical data about the size and consequences
of different types of sub-optimal relations,
– the data about effectiveness and costs of
interventions, and savings or losses,
– theory about the links between changes to
patient–provider relations and intermediate and
final outcomes,

– developing measurable process-of-care standards
for key aspects of patient–provider communication
and collaboration known to be essential,
– setting safety and quality goals that target
communication and collaboration problems
shown in the research,
– developing and using appropriate indicators
to highlight performance in key aspects of
communication, collaboration and providing
self-care support,
– creating and assessing standards for ACP and
AD that prevent abuse and ensure compliance
with ethical and clinical best practice.
Regulators’ influence on providers can have both
good and unanticipated negative consequences.
Regulators sometimes underestimate the costs of
compliance. For this reason, collaboration with
providers and other stakeholders is necessary to
develop standards, methods and indicators, and for
pilot testing.
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10.5 Actions for purchasers
When purchasers pay for the consequences of
problems caused by sub-optimal communications,
collaboration or self-care they are wasting money
that could be used for other patients. The challenge
is knowing which problems cause the most
suffering and waste and which are resolvable at a
cost proportionate to the likely savings.
This review offers some indications, but the
practical challenge is to gather details of the
specific services and patients covered then set local
purchaser strategies to address these.
This will include:
– identifying those patients most likely to benefit
from improvements in the areas where the cost
savings are also high,
– selecting provider performance indicators that
can be used to track the indicators and outcomes
most influenced by the improvements needed,
– revising payment systems to avoid penalties and
give incentives for effective actions, especially
for providing self-care support, so as to pay for
investments in changes and for sustaining them
in a changed service,
– sharing costs and savings – either through a
purchaser venture capital fund, or by outsourcing
to a cost and savings sharing agent the tasks of
agreeing a project, monitoring expenditure and
savings, and sharing the resulting savings or
costs.

68

THE HEALTH FOUNDATION

Chapter 11

Conclusions

This review presents evidence of suffering and
costs associated with sub-optimal communication
and collaboration between health professionals
and patients, and with sub-optimal support for
self-care. Research shows the consequences for
patients of health professionals not taking patients’
preferences and lifestyles sufficiently into account
and of not agreeing assessment and treatment plans
in a more collaborative way.
There is also research that shows many patients
and their carers feel unsupported in their efforts to
take care of their health conditions and there is a
high cost to the health system of failure to provide
adequate support for self-care. Research also shows
that services and factors outside of the health
system affect people’s ability to care for their health
conditions.
In addition to this evidence of the problems, the
research reviewed provides some evidence of
solutions. There are interventions and changes
to promote patient–professional communication
and collaboration to bring about a more active
role for patients, to change provider behaviour,
and to support self-care. There is little highquality evidence of the effectiveness of different
interventions, and even less evidence of the costs
and possible savings to different parties. This
does not mean that some interventions might
not improve quality and save money, just that it
remains unproven for most if traditional systematic
review standards of evidence of effectiveness are
used to judge strength of evidence.

The value improvement estimates, and the method
for making these assessments from the available
evidence, provide a way of going beyond the
evidence to give useful guidance for managers and
researchers. If the limitations of the estimates are
recognised and if managers use the guidance to
make their local assessments, then the research
reviewed can be helpful. It can provide a basis for
changes that improve the quality of health services
and provide a return on the investment.
Improvement will not come just because we know
that there is a problem, or even that there is an
effective solution. Improvement is more likely if
the professionals and managers who give their time
to make the change can expect that it will make a
positive difference for patients, and give a time and
resource return on their investment. In a resourceconstrained health service, changes that can both
save money and improve patient experience and
outcomes are more likely to gain the widespread
support needed to carry them through. These are
the types of ‘value improvement’ that this report
has considered.
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