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1. Introduction 
 
 

NHS Ayrshire & Arran is an integrated health system that encompasses primary care, 
secondary care and community services. The Health Foundation’s Co-Creating Health 
(CCH) initiative has been implemented with specific primary care, secondary care and 
community service teams and specific patients groups. NHS Ayrshire & Arran participated 
in Phase 1 and 2 of CCH (CCH1 and CCH2 respectively). 

 
This report focuses specifically on the local evaluation agreed with the Health 
Foundation and Firefly Research & Evaluation in CCH2, August 2010–August 2012. 
The evaluation, which includes statistical analysis and economic evaluation, is intended 
for reflection, learning and improvement purposes, but is not a research project. 

 
Relevant findings from separate pieces of work, commissioned locally, to enable a cost 
comparison of self-management programme options for patient and clinicians and an 
economic evaluation of the impact of self-management support for patients with chronic 
obstructive pulmonary disease (COPD) on service utilisation are included in this overall 
report. 

 

 
 
 
 

2. Overview of the Local Evaluation 
 
 

2.1 Aims 
 

 
The site’s aim in CCH2 was to enable people with long-term conditions (LTCs) to feel 
empowered, confident and supported to manage their condition in a way that improves 
their health and wellbeing, while demonstrating quantifiable benefits of this approach to 
the health and social care systems. 

 
This involved developing sustainable and flexible training opportunities in supporting self- 
management for clinicians and creating a sustainable self-management programme for 
patients that can be extended to all LTCs. 

 
The evaluation has three elements and aims to describe the: 

 

 
 effectiveness of Working in Partnership, the locally developed clinician eLearning 

module 
 effectiveness of Moving on Together the locally developed patient self-

management programme 
 impact that supporting self-management can have on patients’ use of health 

services. 
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2.2 Elements of Local Evaluation 
 

 
2.2.1 Working in Partnership: an eLearning module for clinicians 

 

 
Working in Partnership (WIP) is NHS Ayrshire & Arran’s clinician development training 
adapted from the original CCH Advanced Development Programme (ADP) for clinicians and 
meets the Health Foundation’s quality assurance requirements . WIP is available as group 
learning sessions or as an eLearning module. It is the evaluation of the eLearning module 
that will be considered in this report. 

 
The eLearning module was developed locally to provide an easily accessible and sustainable 
training option for clinicians who wish to enhance their self-management support skills, and 
is available across the organisation on an ongoing basis. 

 
The evaluation aims to measure the: 

 

 
 Enhancement of clinician communication, consultation and partnership working 
skills 
Value of the ‘three enablers’ in practice 
Evaluation of e-learning as a learning experience 

 
2.2.2 Moving on Together: a self-management programme for patients 

 

 
The Moving on Together (MoT) self-management programme was developed locally to 
provide a sustainable and flexible resource that can be utilised to support people living with 
any LTC. It is based on the original CCH Self-Management Programme (SMP) and meets the 
Health Foundation’s quality assurance requirements . The programme is co-delivered by 
patient and clinician facilitators. It consists of six sessions; five sessions are generic and one 
is condition-specific which means that it can be adapted for use in a range of LTCs. 

 
The evaluation aims to measure the:  

Recruitment and retention rates 
Patient motivation and confidence to self-manage 
Satisfaction of patients with the programme 

 
Evaluation of chronic obstructive pulmonary disease (COPD) and Parkinson’s disease MoT 
programmes are included in this report. 

 
2.2.3 Service Utilisation 

 

 
The organisation is interested to know if and how patients’ participation in a self- 
management programme affects their use of health services. The evaluation focuses on 
patients’ use of some primary and secondary care services before and after participation in 
the MoT programme. 
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Only COPD patients are included in this element of the evaluation. 
 

Services included in the evaluation are: 
 

Emergency admissions and associated bed days 
COPD Outpatient appointments 
Out of Hours (OOH) 
contacts Same day GP 
appointments GP 
telephone consultations GP 
home visits 
Same day Practice nurse appointments 
Practice Nurse phone consultations 

 
2.3  Methods and Approaches Used 

 
2.3.1 Working in Partnership Clinician eLearning Module 

 
On completion of the eLearning module participants are invited to complete an online 
evaluation (Appendix 1) that allows evaluation of communication, consultation and 
partnership working skills. 

 
There is an option for clinicians to utilise the Consultation and Relational Empathy 
(CARE) Measure,1 a questionnaire which allows clinicians to obtain feedback from 
patients on their consultation and empathy skills. 

 
2.3.2. Moving on Together Patient Self-Management Programme 

 
 Recruitment and Retention 

 
Different targeted approaches were used to recruit to the COPD and Parkinson’s MoT 
programmes included in this evaluation. Comparison of the different approaches is outwith 
the scope of this evaluation. 

 
COPD patients were identified from general practice disease registers and an invitation 
issued on behalf of the patients’ GP. Additionally, those patients with highest COPD service 
use in primary and secondary care were specifically followed up with a telephone call from 
the practice to further encourage participation. 

 
Parkinson’s disease patients were identified from a Parkinson’s disease Specialist Nurse 
caseload. The Specialist Nurse telephoned each patient to provide information about the 
programme and invite them to attend. Recruited patients were then issued with a 
confirmation letter. 

 
Patient motivation and confidence to self-manage and satisfaction with MoT 
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Participants on the MoT programme provide pre- and post-programme 
feedback via short questionnaires that allow evaluation of particular aspects of 
the programme. Table 1 below outlines the evaluation methods and approach. 

 
Table 1 Moving on Together Patient Programme Evaluation Methods 

Method What it measures Timing 
Patient Activation 
Measure (PAM) 
questionnaire 

Patient activation and 
readiness to self-manage 

Pre-programme 
End of programme 
3-months post-programme 
6-months post programme 
12-months post 
programme 

MoT Evaluation 
Questionnaire 
(Appendices 2 and 3) 

Participant aspiration 
Self-assessment of confidence 
to self-manage 

 Self-assessment of confidence 
to work in partnership 
Self-reported use of services 

Pre-programme 
End of programme 
3-months post programme 

MoT Programme 
Evaluation 
Questionnaire 
(Appendix 4) 

Patient experience and 
satisfaction 

End of programme 

 
 

2.3.3. Valuation of patient use of health services 
 

Evaluation of use of services was only carried out for people living with COPD 
who had completed the MOT programme, and for whom 12 months had 
elapsed from completion of the programme (ie where 12 months post-MoT 
service utilisation data could be gathered). Seventeen (17) patients are 
included in this aspect of the evaluation. 

 
COPD patients were recruited from four general practices with high COPD 
hospital admissions. These practices identified their COPD patients, and 
prioritised those who had had most frequent use of non-scheduled services in 
primary and secondary care. All identified patients were invited to participate 
in a MoT programme via a written invitation letter sent on behalf of the 
practice. They were also encouraged opportunistically via contact with a 
Practice Nurse or GP. The prioritised patients also received a follow-up 
telephone call from the Practice Nurse or CCH Lead Nurse to further encourage 
attendance. 

 
Patients who participated in the MoT programme were asked for consent to 
obtain data from primary and secondary care services for evaluation purposes. 

 
Data was obtained from primary and secondary care IT systems for those 
patients who had consented. Retrospective data was collected for 12 months 
prior to participation in the MoT programme and for 12 months following the 
programme 
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There had initially been plans to also use the Client Service Receipt Inventory (CSRI)3 to 
enable patient self-reporting of use of services, however, it was later agreed that the 
length of the questionnaire may be off-putting for patients, particularly as they were 
also being asked to complete other evaluation surveys. Instead, a section of the MoT 
Evaluation Questionnaire asked patients to provide some information about their use of 
services. 

 
2.4  Data Collection, Analysis and Evaluation 

 

 
The analysis of data and overall evaluation has been coordinated by the CCH project 
manager. 

 
An evaluation assistant worked with general practices and secondary care services to 
collect the service utilisation data that was required. 

 
The CCH clinician programme lead has provided the evaluation data from the Working 
in Partnership eLearning module. Individual clinicians’ online evaluation populates the 
Google Analytics facility that automatically provides simple data analysis. 

 
Patient surveys were issued by the MoT programme facilitators and the CCH 
administrative assistant. Data from the surveys was recorded in the MoT database by 
the CCH Lead Nurse and Project Manager. 

 
An independent statistician was contracted to carry out analysis of the data that was 
collected for the three evaluation elements. He has also provided expert advice and 
guidance in the interpretation of the data analysis. 

 
Health economics colleagues have produced an economic evaluation related to the 
service utilisation element of the overall evaluation. 
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3. Key Findings 
 

 

3.1 Working in Partnership Clinician Development eLearning Module 
 

3.1.1 Participation 
 

 
All clinicians working in primary and secondary care health services in Ayrshire & Arran 
have access to the LearnPro eLearning system. Some Local Authority staff also have 
access. While particular groups of staff were specifically targeted to undertake the 
eLearning module as part of their engagement with Co-Creating Health, others with 
access to the system can also participate. 

 
More than 300 people have registered for the elearning module. Eighty-two (82) people 
had completed the module and provided feedback at the time of the evaluation. The 
evaluation is based on these 82 evaluations. 

 
The CARE measure was used by 50% of those who completed evaluations. 

 

 
Charts 2 and 3 below show breakdowns of the main place of work and discipline for the 
82 clinicians who completed an evaluation. 

 
 
 

Chart 2 – Participating Clinicians’ Main Place of Work 
 

 
 
 
 

Secondary care 
15% 

 

Local authority 
7% 

 

 
 
 
 
 
 
 
 

Primary care and 
community staff 

78% 
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Chart 3 – Participating Clinicians’ Discipline  
 

 

Nurse (excluding Specialist & Practice… 
GP 

Specialist Nurse 
Nursing Assistant 

Other 
Dietician 

Physiotherapist 
Consultant 

Health and Wellbeing Adviser 
Occupational Therapist 

Occupational Therapy Assistant 
Practice Nurse 

 

0% 10% 20% 30% 40% 50% 60% 
 

 
 

Community Nursing staff were identified specifically to undertake the module due to the 
opportunity that they have within their role to encourage and support self-management 
of people living with a range of LTCs. They make up the majority of the primary care 
participants in Chart 2 and the Nurses (excluding Specialist and Practice) in Chart 3. 

 
There were too few respondents in the non-primary and community care sector to make 
any meaningful comparisons across sectors. In the same way, there were too few non- 
nursing staff to make any meaningful comparisons between designations. 

 
3.1.2 Value of eLearning Module in Supporting Self-Management 

 

 
The eLearning module aims to enable clinicians to reflect on and develop a range of 
skills that will support patient self-management. 

 
Feedback from participants is provided in three key areas: 

Consultation and communication skills 
Ability to work in partnership 
Designing and measuring service improvements that support self-management 

 

 
Respondents rated the significance/applicability of the eLearning module ranging from 
1 4 (1=not significant/applicable, 4=very significant/applicable). 

 
The charts below illustrate the feedback. 
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Chart 4 – Consultation andCommunication Skills 
 
 

Value of module to reflect on and analyse consultation and 
communication skills 

 
 

Significantly 

 
Largely 

Somewhat 

 
 

Analyse 

Measure 

Not at all 
 

 

0% 20% 40% 60% 80% 
 
 

Chart 5 – Partnership Working Skills 
 
 

Value of Module to reflect on and analyse partnership working skills 
 
 

Significantly 
 

Largely 

Somewhat 

Analyse 

Measure 

Not at all 

 
0% 10% 20% 30% 40% 50% 60% 

 
 

Chart 6 – Designing and Measuring Service Improvements that Support Self-Management 
 
 

Value of module in designing and measuring service improvements 
 
 

Significantly 
 

Largely 
 

Somewhat 
 

Not at all 
 

 

0% 10% 20% 30% 40% 50% 60% 
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As 50% (41) of respondents had used the CARE measure and 50% had not, feedback 
was compared to determine if there were any obvious differences. The analysis in Table 
7 below compares responses. 

 
Table 7 CARE Measure Use versus Non-Use by Clinicians – Comparison of Feedback for 
Individual Evaluation Statements 

Question1: To what extent 
has this course enabled 
you to: 

CARE 
measure 

(1/2)* 
Not at all/ 
Somewhat 

(3) 
Largely 

(4) 
Significantly 

 
 

Mean 

Reflect on your communication 
and consultation skills? 

Used 3 7.3% 25 61.0% 13 31.7% 3.24 

Not used 7 17.1% 29 70.7% 5 12.2% 2.93 

Analyse your communication 
and consultation skills? 

Used 4 9.8% 23 56.1% 14 34.1% 3.24 

Not used 7 17.1% 24 58.5% 10 24.4% 3.05 

Reflect on your ability to work 
in partnership with patients? 

Used 2 4.9% 19 46.3% 20 48.8% 3.44 

Not used 8 19.5% 25 61.0% 8 19.5% 3.00 

Analyse your ability to work in 
partnership with patients? 

Used 5 12.2% 14 34.1% 22 53.7% 3.41 

Not used 8 19.5% 25 61.0% 8 19.5% 3.00 
Critically appraise 
practice/team management of 
chronic disease? 

Used 5 12.2% 23 56.1% 13 31.7% 3.20 

Not used 19 43.8% 18 43.8% 4 9.8% 2.59 

Critically appraise 
practice/team engagement with 
patients as partners (not 
recipients) of care? 

Used 4 9.8% 26 63.4% 11 26.8% 3.17 

Not used  
18 

 
43.9% 

 
18 

 
43.9% 

 
5 

 
12.2% 2.66 

Design and measure service 
improvement activity that 
promotes partnership working 
and self-management? 

Used 5 12.2% 24 58.5% 12 29.3% 3.17 

Not used  
15 

 
36.6% 

 
19 

 
46.3% 

 
7 

 
17.1% 2.80 

*As so few respondents chose ‘not at all’ these responses have been merged with the ‘somewhat’ category 
for presentation purposes. The actual values are still used for mean scores and in the statistical tests. 

 

 
For every statement, those who used the CARE measure rated the module better on 
average than those who had not. Non-parametric Mann Whitney tests showed that the 
differences were statistically significant (p < 0.05) for every item except ‘analyse your 
communication and consultation skills’ (p = 0.22). 

 
When we total the rating ‘scores’ (ie 1,2,3,4) for all seven statements, total scores range 
from 14 to 28 where 28 indicates all items are scored at the maximum. Overall, 30 of the 
82 respondents scored 20 or less for the seven items while 52 scored 21 or more. Those 
who scored 20 or less can be categorised as evaluating the module relatively poorly 
compared to those who scored 21 or more. 

 
Table 8 below shows that those who had used the CARE measure were far more likely to 
be in the group scoring 21 or more – 80.5% of those who used the CARE measure were 
in this group compared to only 46.3% of those who had not used it. The difference is 
statistically significant (chi-square (1, N = 82) = 10.3, p < 0.01). The odds ratio is 4.78 
(95% confidence interval (CI) = 1.78, 12.81). 
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Table 8 – CARE Measure Use versus Non-Use – Comparison by Ratings 
 

 

Overall evaluation  Care used CARE not used  Total 
 Number % Number % Number % 

Relatively poor (Total score <=20) 8  19.5 22 53.7 30  36.6 

Relatively good (Total score >=21) 33  80.5 19 46.3 52  63.4 

Total 41   41  82   
 

Interestingly, those who had used the CARE measure were 4.78 times more likely 
to be in the group that evaluated the module positively. Hence use of the CARE 
measure was clearly related to a positive evaluation of the module. 

 
3.1.3 Applicability of the Three Enablers and Service Improvement in Practice 

 

 
The module supports clinicians to develop skills and seek opportunities to work 
with patients to use the ‘three enablers’ (Goal Setting, Agenda Setting, Goal 
Follow-Up). It also encourages and supports clinicians to identify and 
implement improvements to their practice or workplace that will enable self-
management to be supported better. In the evaluation, participants are asked to 
rate how applicable the ‘three enablers’ and service improvement are to them in 
their role on a scale of 14, where 1 is ‘not applicable’ and 4 is ‘very applicable’. 
Raw frequencies and percentages are given in Table 9 below. 

 
Table 9 Applicability of three enablers and Service Improvement in Practice 

Q2: How applicable 
to practice is: 

1 

N/A 

 2   3  4 

Very applicable 

Mean 

 Number % Number  % Number %  

Agenda setting? 0 5  6.1 43  52.4 34 41.5 3.35 

Goal setting? 0 4  4.9 26  31.7 52 63.4 3.59 

Goal follow-up? 0 7  8.5 24  29.3 51 62.2 3.54 

Service improvement? 0 4  4.9 25  30.5 53 64.6 3.60 
 
 

Most respondents chose 3 or 4 (very applicable). No-one chose 1 (not 
applicable). The mean score gives a quick way to compare the items. 

 
Results show that the module was applicable for all ‘three enablers’. Service 
improvement, however, appears to be somewhat less applicable to ‘agenda 
setting’. 

 
This may be a reflection of the challenges facing some clinicians to introduce changes in 
the current practice, for example, in relation to the set length of appointment times, 
Quality and Outcomes Framework (QoF) requirements and requirements to adhere to 
agreed clinical pathways. Set requirements such as these may result in clinicians feeling 
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that they have little scope to negotiate an agenda with their patients. We know, 
however, from earlier experience in CCH, that as clinician confidence and skills in 
working in partnership with their patients develop they become more adept at agenda 
setting. Additionally, we know that ‘agenda setting’ is increasingly driven by patients 
who are being encouraged to ensure that they get the most they can from their 
appointments. 

 
Again, feedback from those who had, and those who had not, completed the CARE 
measure were compared to determine if there were any obvious differences. Results 
are shown below in Table 10. As no respondents chose ‘not applicable’ that category is 
omitted from the table. 

 
Table 10 Applicability of Three Enablers and Service Improvement in Practice – CARE Measure 
Use versus Non-Use Compliance 

How applicable to practice 
is…. 

CARE 

Measure 

(2) 

Somewhat 

(3) 

Largely 

 (4) 

Very 

  
Mean 

  No. % No. % No.   %  
 

 
Agenda setting? 

Used 1 2.4 18 43.9 22 53.7 3.51 

 Not used 4 9.8 25 61.0 12 29.3 3.20 
 

 
Goal setting? 

Used 2 4.9 12 29.3 27 65.9 3.61 

 Not used 2 4.9 14 34.1 25 61.0 3.56 
 

 
Follow-up? 

Used 3 7.3 12 29.3 26 63.4 3.56 

 Not used 4 9.8 12 29.3 25 61.0 3.51 
 

 
Service improvement? 

Used 1 2.4 12 29.3 28 68.3 3.66 

 Not used 3 7.3 13 31.7 25 61.0 3.54 

 

Those who used the CARE measure rated the applicability of ‘three enablers’ and 
service improvement higher on average than those who had not used it. However, the 
differences were small and were not statistically significant except for ‘agenda setting’ 
(Mann Whitney z = 2.39, p< 0.05). 

 
3.1.4 eLearning Module as a Learning Experience 

 

 
Development of the Working in Partnership eLearning module was prompted by staff 
who suggested that an alternative to the original group learning sessions would be a 
preferable format for many. eLearning has become increasingly popular with staff as a 
learning format in recent years within NHS Ayrshire & Arran. 

 
The evaluation included a question about how well the module met pre-course 
expectations and about the quality of the module as a learning experience. Respondents 
provided rating on a scale of 14, where 1 is ‘poor’ and 4 is ‘excellent’. 

 
There was one non-respondent for this question. The raw frequencies and percentages 
are given below in Table 11. 
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Most respondents chose 3 or 4 (excellent). No-one chose 1 (poor). The mean score gives 
a quick way to compare the items. The module was well rated on both items but slightly 
more so on the quality of the learning experience. 

 
Table 11 eLearning Module as a Learning Experience – Course Rating 

Course rating 1 

Poor 

2 3 4 

Excellent 

Mean 

How well did the course meet your pre- 

course expectations? 

 

 
0 

 

 
13 

 

 
16.0% 

 

 
48 

 

 
59.3% 

 

 
20 

 

 
24.7% 

3.09 

What was the overall quality of the module 

as a learning experience? 

 

 
0 

 

 
11 

 

 
13.6% 

 

 
37 

 

 
45.7% 

 

 
33 

 

 
40.7% 

3.27 
 

 
Again, a comparison of feedback from those who had and those who had not used the 
CARE measure was carried out. Those who used the CARE measure rated the module 
more highly on both aspects. However, the differences were small and were not 
statistically significant. 

 
Ninety-six per cent of respondents said that they would recommend the module to 
others. 

 

 
Additionally, respondents commented on the usefulness of the module and 
provided some feedback on what they might do differently as a result of their 
learning. 

 
Key themes 

 

 
Usefulness of module? 

 

 

Video clips demonstrating clinician–patient interactions were very helpful 
Allowed recap of knowledge and previous learning 
Prompted reflection on communication skills that promote patient-centred, 
partnership working 

 Provided practical examples and tips on how to improve communication skills and 
improve partnership working with patients 
Emphasis on benefits of supporting self-management to patients and clinicians 
Knowledge about ‘three enablers’ and how to use them most effectively 
Consolidation of learning from original CCH Advanced Development Programme 
Highlighted usefulness of comparing ‘importance’ and ‘confidence’ with patients in 
setting goals 
Increased awareness in importance of good listening and communication skills 
Reminds about importance of being proactive in the treatment of chronic 
conditions 
Will signpost colleagues to this module 
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What might you do differently as a result of your learning? 
 

 

Be more aware of communication skills 
Listen more carefully to patients 
Take a closer look at non-verbal communication 
Make time in the consultation to set a joint agenda and support patients to make 
goals that are important and achievable to them 
Explore ambivalence and reflect with the patient at future appointments  
 
Use the confidence scale with patients 
Use agenda setting and goal setting sheet to help focus discussion 
Involve patients, parents, and, where possible, children more in setting own goals 
and in general decision making 
Facilitate goal setting and problem solving rather than providing the solution 
Provide ongoing encouragement and support to patients to achieve goals 
Be more aware of the complexities of living with one or more LTC 
– see the person as a ‘whole person’ 

 

 
3.1.5 Summary and Discussion 

 
Supporting clinicians to work in partnership with patients is a key component of a self- 
management support model. 

 
The eLearning module, Working in Partnership, was developed to enable clinicians to 
enhance their communication and consultation skills to support patient self- 
management. The evaluation aimed to measure enhancement of clinicians’ self- 
management support skills, the value of the ‘three enablers’ in practice, and to feedback 
on the eLearning module as a learning experience. Other formats of Working in 
Partnership are available to support clinicians’ learning, but are outwith the scope of 
this evaluation. 

 
Uptake of the module has been good, and is continuing to increase. 

 

 
Evaluation results generally show that the module has been highly rated by most 
participants who have completed the module so far. They have reported that the module 
helped them to improve a number of key skills and is widely applicable in practice. Many 
reported that the module had allowed them to recap on previous knowledge and 
importantly enabled them to reflect on current practice. The range of resources and tips 
provided in the module, to help facilitate agenda and goal setting with patients, were 
particularly useful for participants. 

 
Prospectively, we plan to get feedback from those who have completed the module to find 
out how they have actually applied skills in practice, and to understand and support 
challenges they may be facing in implementing self-management support. 

 
The CARE measure allows clinicians to receive feedback from their patients on 
consultation and empathy skills, and it was used by 50% of respondents. Comparison of 
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feedback of those who did, and those who did not use the CARE measure showed some 
statistically significant differences. In general those who used the CARE measure were 
more positive in their evaluation of the module, and those who used it were almost five 
times more likely to rate the module highly in terms of improvement in skills. They 
were significantly happier that the module enabled them to reflect on, and develop, 
communication and consultation skills, the ability to work in partnership, to critically 
appraise management of chronic disease and engagement with patients and to design 
and measure service improvement activity. Additionally, those who had used the CARE 
measure saw ‘agenda setting’ almost as applicable as the other three items, it was those 
who had not used CARE who found it less applicable. This may be explained by 
considering that those who used the CARE measure benefited from reflecting on their 
consultation skills following feedback from their patients, which may have prompted 
them to prioritise agenda setting in consultations. Conversely, it could be assumed, that 
those who did not use the CARE measure have not fully appreciated the value of agenda 
setting in creating a true partnership with their patients. 

 
Use of the CARE measure should be considered as an integral, rather than optional, 
aspect of the module in future in order to maximise benefit from the module. 

 
The overall positive responses to the quality, applicability and format of the module, 
reinforces the decision to develop the elearning module as an alternative, flexible and 
sustainable option to the group learning approach. Furthermore, the high rate of 
respondents who would recommend the module to others (96%), provides some 
reassurance of the benefits and relevance of the module in practice. 

 
3.2  Moving on Together Patient Self-Management Programme 

 

 
3.2.1 Recruitment and Retention 

 
In total, 103 patients registered for the seven MoT programmes included in the 
evaluation. 

 
 Recruitment 

 
Table 12 Recruitment to MoT Programmes 
Long -term condition Number of 

MoT 
Programmes 

Number 
invited 

Number 
recruited 

% 
recruited 

COPD 5 300 75 25 
Parkinson’s disease 2 40 28 70 

Total 7 340 103 30 
 

For COPD there was a conscious effort to recruit patients with highest COPD service use in 
primary and secondary care from general practices where hospital COPD admission rates 
were high. It was envisaged that engagement of this cohort would allow us to evaluate the 
impact on service utilisation following MoT in addition to the intended direct patient 
benefits of improved knowledge and confidence in managing their condition. However, 
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only 25% of COPD patients who were invited to register for the MoT actually booked a 
place. Many of those patients with high service use felt unable to participate in the MoT due 
to ill health, being housebound and, at the time of the invitation, several patients were in 
hospital. On reflection this could have been anticipated based on the criteria for their 
invitation in the first instance. 

 
The recruitment rate for the Parkinson’s disease MoT programmes was much higher. 
Seventy per cent (70%) of those invited to register for the MoT actually booked a place. 
The personal approach by the Parkinson’s disease Specialist Nurse is likely to have 
contributed to this high uptake, however this approach was time consuming. 

 
Table 13 below provides a breakdown of sex, age and LTC of those who participated in the 
MoT programmes. 

 
Table 13 Demographics of MoT Participants 
  Number % 

Sex Female 53 51.5 
Male 50 48.5 
Total 103  

Age 65 or less 29 28.2 
66 or more 74 71.8 
Total 103  

Long-term condition  COPD 75 72.8 
Parkinson's disease 28 27.2 
Total 103  

 

 

Retention 
 

Sixty-nine (69) of the 103 patients who started the programme completed it, giving a 
67% retention rate. The retention rate for COPD and Parkinson’s disease programmes 
was similar, 66.7% and 67.9% respectively. This demonstrates an increase in the 
retention rates experienced during CCH1 which averaged at 55.5%. 

 
The demographic characteristics of non-completers were compared to completers. 
There was no difference in gender or LTC. There were slightly more non-completers in 
the older age group but the difference was not significant (chi-square (1 N = 103) = 
0.54, p = 0.46). There were no significant differences in completion rates between the 
different MoT programmes. 

 
Table 14 Comparison of Demographics of MoT Completers 

Programme completed Yes (%) No (%) Total 

Female 36 (67.9) 17 (32.1) 53 
Male 33 (66.0) 17 (34.0) 50 

    
Age 65 or less 21 (72.4) 8 (27.6) 29 
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Age 66 or more 48 (64.9) 26 (35.1) 74 
    

LTC: COPD 50 (66.7) 25 (33.3) 75 
LTC: Parkinson's disease 19 (67.9) 9 (32.1) 28 

 

3.2.3 Patient Activation Measure (PAM) 
 

 
The mean PAM score at baseline was higher for completers (53.84) than for non- 
completers (49.97) but the difference was not statistically significant (t (85) = 1.42, p = 
0.16). 

 
The Mean and Standard Deviation PAM scores at baseline, end-of-programme and 3 
months after the end of the programme are shown below in Table 15. Completion of 
PAM questionnaires is also sought at 6- and 12-months post-programme, however the 
number of returned questionnaires for this cohort is too small to include in this 
evaluation. 

 
Table 15 Mean PAM Results at Baseline, End of MoT and 3 -Months Post-MoT (for returned 
P A M  questionnaires) 

PAM score Number of 
PAM 

questionnaires 
returned 

Number of PAM 
questionnaires 

not returned 

Mean Standard 
deviation 

Baseline 87 16 52.82 11.27 
End of programme 67 36 63.95 14.77 
3-months post 53 50 59.26 13.12 

 
Mean PAM scores increased from baseline to end of programme but then fell away again 
at 3 months although this was still higher than at baseline. However, the number of 
patients completing the PAM questionnaire decreased from 87 at baseline to 67 at the 
end of the programmes and 53 after 3 months and it may be that there is an element of 
bias in the end of programme and post-3-month mean scores. 

 
To counter this possibility missing scores were imputed by ascribing the most recent 
PAM score to any missing score. Hence if a patient did not complete the PAM at the end 
of the programme it was assumed that their score was still at the baseline measure. This 
is a somewhat conservative imputation technique that will tend to reduce any benefits 
of the programme. 

 
Scores for three patients who died within three month of completing the MoT were not 
imputed (deaths were unrelated to the patients’ COPD). 

 
Hence when comparing baseline to end of programme there are 87 patients and for 
baseline to 3 months there are 84 patients. 

 
The mean scores are given in Table 16 below. The change from baseline to end of 
programme is significant (t (86) = 5.10, p < 0.01). 
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The increase in mean PAM is 7.45 (95% CI 4.55 to 10.36). The change from baseline to 
3-months post-programme is also significant (t (83) = 3.16, p < 0.01). The increase in 
mean PAM is 4.56 (95% CI 1.69 to 7.44). 

 
Table 16 Mean PAM Results at Baseline, End of MoT and 3-Months Post-MoT (imputed 
P A M  results) 

PAM score Mean  N Standard 
deviation 

Mean increase (95% 
CI) 

End of programme 60.27 87  15.18 7 45 (4 55 to 10 36) Baseline 52.82 87  11.27  
3-months post 57.33 84  13.66 4.56 (1.69 to 7.44) 
Baseline 52.77 84  11.41  

Hence there was a significant increase in mean PAM score at the end of the programmes 
that was sustained after 3 months despite the expected dip between the end of 
programme and 3 months. 

 
The same pattern was found when the analysis was repeated for each age group. There 
was no significant age effect on the change in PAM scores. Similarly there was no 
significant LTC effect. Patients with COPD or Parkinson's disease showed similar 
increases in PAM. 

 
However, there was a significant gender effect. Females showed a significant increase in 
PAM compared with men both at baseline to end of programme and at baseline to 3-
months post-programme. The mean scores are given below. 

 
Table 17 Mean PAM Results at Baseline, End of MoT and 3 -months Post-MoT: Male versus 
Female Comparison 

Gender PAM score Mean N Standard 
deviation 

Mean increase (95% 
CI) 

Females End of programme 63.18 46 15.87 
10.98 (6.79 to 15.12) Baseline 52.20 46 10.14 

Males End of programme 57.01 41 13.84 
3.50 NS 

Baseline 53.50 41 12.52 

Females 3-months post 60.31 45 15.26 
8.06 (3.48 to 12.63) Baseline 52.26 45 10.25 

Males 3-months post 53.88 39 10.74 
0.53 NS 

Baseline 53.35 39 12.74 
NS = not significant 

 
The changes from baseline to end of programme and from baseline to 3-months post-
programme are both significant for females (t (45) = 5.28, p < 0.01: (t (44) = 3.55, p < 
0.01). The increase in mean PAM is 10.98 (95% CI 6.79 to 15.12) for 
baseline to end of programme and 8.06 (95% CI 3.48 to 12.63) for baseline to 3- months 
post-programme. 

 
However, for males, the change in mean PAM from baseline to end of programme is 3.50 
and is not quite significant (t (40) = 1.86 p = 0.07). The change in mean PAM from 
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baseline to 3-months post-programme is only 0.53 and is not significant (t (38) = 0.36, p 
= 0.72) 

 

 
Chart 18 below shows the changes in mean PAM score at baseline, end of programme 
and 3-months post-programme for males and females and shows that while for both 
genders there is the usual decline from end of programme to 3 months, the real 
difference is that the immediate effect of the programme was far higher for females. 

 
Chart 18 Changes in Mean PAM Score from Baseline to 3 -Months Post-MOT: Male 
versusFemale Comparison 

 

 

 
 

 
3.2.3 Patient Activation Levels 

 
PAM scores, which range from 0 to 100 can be translated into activation levels.4 

 

 
Diagram 19 PAM Activation Levels 

 
 

 
Those within Level 1 (PAM score of 47 or less) do not feel confident to play an active 
role in their health and are passive recipients of care. In Level 2 (PAM score between 
47.1 and 55.1), patients lack confidence or knowledge to take action. At Level 3 (PAM 
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score between 55.2 and 67) patients are beginning to take action and at Level 4 (PAM 
score over 67.1) patients have adopted new behaviours but may have difficulty in 
maintaining them. 

 
Table 20 below shows the change in levels for MoT participants from baseline to the end 
of the programme. 

 
Table 20 Changes in PAM Activation Levels forMOT Participants from Baseline to 3-months Post-
MOT  
 End of programme  

Baseline Level 1 Level 2 Level 3 Level 4  

Level 1 15 3 7 3 28 (32.2%) 
Level 2 1 10 5 7 23 (26.4%) 
Level 3 1 2 11 10 24 (27.6%) 
Level 4 0 0 3 9 12 (13.8%) 

 17 (19.5%) 15 (17.2%) 26 (29.9%) 29 (33.3%) 87 
 
 

Level improved 
Level maintained 
Level diminished 

 

 
At baseline 28 participants (32.2%) were at Level 1, 23 (26.4%) at Level 2, 24 (27.6%) 
at Level 3 and 12 (13.8%) at level 4. 

 

 
At the end of the programme, 17 participants (19.5%) were at Level 1, 15 (17.2%) at 
Level 2, 26 (29.9%) at Level 3 and 29 (33.3%) at Level 4. Positively, the percentage at 
Levels 3 or 4 increased from 41.4% at the beginning of the MoT programme to 63.2% by 
the end of the programme while those in Levels 1 or 2 decreased from 58.6% to 36.8%. 

 
Of participants, 51.7% (45/87) maintained the same PAM level at the end of the 
programme (coloured amber above). 

 
In total, 40.2% (35/87) patients improved by at least one level (coloured green 
above) and of these almost half (17/35) improved by two or more levels. Finally, only 
8.3% (7/84) declined (coloured red) and all but one declined only by a single level. 
These changes are statistically significant (Wilcoxon signed rank test Z = 4.43, p < 
0.01). 

 
As reported in 3.2.3, the improvement in PAM score from the beginning to the end of the 
MoT programme was greater for women. This also translates into improvements in 
activation levels. 

 
At the start of the programme 34.8% (16/46) of women were at Level 1, by the end of 
the programme this had fallen to 15.2% (7/46). Conversely the number of women at 
Level 4 rose from 8.7% (4/46) to 39.1% (18/46). Overall 47.8% (22/46) of women 
improved their level compared with 31.7% (13/47) of men but it is the improvement in 
Level 4 for women that is most noticeable. 
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Comparing the change in activation level from baseline to 3 months after the MoT 
programme shows that while the improvement is not as large as at the end of the 
programme, the number of people at Level 3 and 4 was still higher 3 months after the 
MoT programme than at baseline, and changes are still statistically significant (Wilcoxon 
signed rank test Z = 2.76, p < 0.01). 

 
3.2.4 MoT Programme Evaluation: Patient Aspiration and Self-Assessment 

 
Forty-seven (47) patients completed the pre-MOT programme questionnaire, 38 
completed the end-of-programme questionnaire and 28 completed the 3-months post-
programme questionnaire. Once again, in attempting to avoid self-selection bias among 
the end-of-programme and 3-months post-programme respondents, imputation was 
used whereby previous responses were used where a patient had not replied to a 
questionnaire item. 

 
Following initial analysis of results it was decided to explore responses to Questions 1, 
2(b) and 3 in more detail. 

 
Question 1 in the pre-programme questionnaire asked about respondents’ aspirations 
for the module while the end and 3-month post-programme questionnaires asked about 
actual behaviour. Hence it is not possible to impute the end and 3-months post-
programme response from the pre-programme response. However, some imputation 
was possible in that the response at the end of the programme was imputed for those 
who did not respond at 3 months. 

 
Hence an overall sample of 38 was used to compare pre-, post- and 3-month data. 
These 38 were equally split between gender with 19 males and 19 females and 
equally split between the two LTCs. In terms of age, 29 of the 38 participants 
(76.3%) were aged over 65 and 938 (23.7%) aged 65 or less. 

 
Q1) Why do you want to attend the programme? 

 
Three possible patient aspirations were chosen for detailed analysis; ‘active role in 
managing my condition’; ‘getting as much as I can from appointments’; ‘to improve my 
self-confidence’. 

 
Table 21 Reasons for Attending MOT versus Self-Reported Behaviour Following MoT – 
Summary of Patient Responses 
  N % 

Aspiration at baseline: 
To have active role in managing my condition 

Yes 34 89.5 
No 4 10.5 
Total 38  

Reported actual behaviour at end of MoT programme: 
Now take active role in managing my condition 

Yes 33 86.8 
No 5 13.2 
Total 38  
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Reported actual behaviour at 3-months post MoT programme:  

Now take active role in managing my condition 

Yes 
No 

31 
7 

81.6 
18.4 

Total 38  

    

Aspiration at baseline: 
To get as much as I can from appointments 

Yes 36 94.7 
No 2 5.3 
Total 38  

Reported actual behaviour at end of MoT programme: 
Now feel able to get as much as I can from appointments 

Yes 31 81.6 
No 7 18.4 

Total 38  

Reported actual behaviour at 3 -months post MoT programme: 
Now feel able to get as much as I can from appointments 

Yes 31 81.6 

No 7 18.4 
Total 38  

    

Aspiration at baseline: 
To improve my self-confidence 

Yes 29 76.3 

No 9 23.7 
Total 38  

Reported actual behaviour at end of MoT programme: 
My self-confidence is improved 

Yes 31 81.6 
No 7 18.4 

Total 38  

Reported actual behaviour at 3 -months post MoT programme:  

My self-confidence is improved 

Yes 25 65.8 

No 13 34.2 
Total 38  

 

To take and active role in managing my condition 
 

At the start of the programme, 89.5% (34/38), aspired to take an active role in managing 
their condition. By the end of the programme, 86.8 (33/38) reported that they were 
actually taking an active role in managing their condition, and at 3- months post-MoT 
programme 81.6% (31/38) continued to report an active role. None of the changes in 
percentage are statistically significant. 

 
 To get as much as I can from health appointments 

 
At the start of the programme, 94.7% (36/38) aspired to ‘get as much as I can from 
health appointments’. By the end of the programme 81.6% (31/38) reported that they 
now knew how to get as much as they could from health appointments. This was 
sustained at 3- months after the end of the MoT programme. None of the changes in 
percentage are statistically significant. 

 
 To improve my self-confidence 

 
At the start of the programme, 76.3% (29/38) aspired to improve their self-confidence. 
By the end of the programme 81.6% (31/38) reported that their self-confidence had 
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improved, however, this fell to 65.8% (25/38) after 3 months. None of the changes in 
percentage are statistically significant. 

 
Of the 29 patients who wanted to improve their self-confidence at the start of the 
programme 10 reported that their self-confidence was not improved 3 months after the 
MoT programme. There was a slight gender imbalance in this. At the start of the 
programme, 17/19 (89.5%) of females and 12/19 (63.2%) of males wanted to improve 
their self-confidence. However, half the males (6/12) did not improve after 3 months 
while less than a quarter of the females (4/17) did not improve. None of the changes in 
percentage are statistically significant. 

 
Conversely, 6 patients who did not aspire to improve their self-confidence did, in fact, 
report improved self-confidence 3 months after MoT. Five of these patients were male, 
one was female. These numbers are too small to be statistically significant. 

 
There was a significant difference by LTC in the drop in self-confidence between the end 
of the programme and 3-months post-programme. 

 
At the end of the programme, 78.9% (15/19) of COPD patients and 84.2% (16/19) of 
Parkinson’s disease patients reported that their self-confidence had improved. At 3-
months post-programme this had fallen to 52.6% (10/19) of Parkinson’s disease 
patients but stayed at 78.9% for COPD. 

 
There was no difference by age category in changes to self-confidence. 

 

 
Q2b) On a scale of 1–10, how confident do you currently feel in managing your 

long-term condition? (1=Not confident, 10=Very confident) 
 

As the same question was asked in the pre-, end-of-programme and 3–month3 post-
programme questionnaires, responses could be imputed for all 46 patients who 
completed the pre-programme questionnaire which meant that previous responses were 
used where a patient had not replied to a subsequent questionnaire. Again, this is a 
somewhat conservative imputation technique that will tend to reduce any benefits of the 
programme. Results of the analysis are shown in Table 22 

 
There was an equal division of the 46 patients – 23 males and 23 females. 

There were 24 COPD patients and 22 Parkinson’s disease patients. 

Table 22 Patient-Reported Confidence in Managing LTCs: Baseline, End of MoT and 3-
Months Post-MoT – Mean Scores 

How confident do you 
currently feel about 
managing your LTC? 

 
Mean 

 
Number 

Standard 
deviation 

Mean increase 
(95% CI) 

End of MoT programme 7.30 46 1.59 
0.87 (0.38 to 1.36) 

Baseline 6.43 46 2.04 
3-month post MoT 7.15 46 1.58 

0.72 (0.28 to1.15) 
Baseline 6.4 46 2.04 
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There was a significant increase in the mean score of 0.87 (95% CI 0.38 to 1.36) from the 
start to the end of the programme (t (45) = 3.59, p < 0.01). There was also a significant 
increase from the start to 3-months post-programme of 0.72 (95% CI 0.28 to 1.15) (t(45) 
= 3.31, p < 0.01). While there was a slight fall from the end of the programme to 3-
months post-programme this was not statistically significant. 

 
There were no significant gender differences, however, the slight fall that occurred from 
the end of the programme to three months only happened to males. 

 
There were also no significant LTC differences although the increase in confidence was 
greater for the COPD group between baseline and both end of programme (mean 
increase 1.00) and three months after the programme (mean increase 0.79). 

 
Q3) How confident are you of making suggestions to your Health Care 

Professional (HCP) about the treatment of your LTC? 

Table 23 Patient-Reported Confidence in Working with Healthcare Professionals: Baseline, End of 
MOT, 3-months Post-MOT Scores 
 Not confident Partly confident Confident Very confident Overall 
 N % N % N % N % N Mean* 

Baseline 4 8.7 17 37.0 18 39.1 7 15.2 46 2.61 
End of 
programme 

 
3 

 
6.5 

 
9 

 
19.6 

 
27 

 
58.7 

 
7 

 
15.2 

 
46 

 
2.83 

3-months 
post-
programme 

 

 
1 

 

 
2.2 

 

 
15 

 

 
32.6 

 

 
22 

 

 
47.8 

 

 
8 

 

 
17.4 

 

 
46 

 

 
2.80 

 
* Mean calculated by scoring ‘not confident’ as 1 up to ‘very confident’ as 4 and is for illustrative purposes only. All 
statistical tests are done on the substantive responses. 

 
 

The MoT programmes brought about a general increase in confidence in dealing with 
healthcare professionals and this increase was sustained after three months. The change 
from the start to the end of the programme was statistically significant (Wilcoxon signed 
rank test, Z = 2.05, p < 0.05). 

 
There were no differences by LTC or by age but there were gender differences. The 
change from start to end of programme was significantly more pronounced for females 
than males (Mann Whitney u = 168, Z = 2.43, p < 0.05), and the change from the start to 
three months after the programme was almost significant (Mann Whitney u = 197, Z = 
1.67, p = 0.095). 

 
At the start of the programme 45.7% (21/46) of participants were not confident or only 
partly confident of making suggestions to healthcare professionals about their health 
condition. Encouragingly, by the end of the programme this had fallen to 26.1% 
(12/46). Almost half of those who were not confident at the start of the programme 
were confident after it. After three months, the number of participants who were not 
confident had risen slightly to 34.8% (16/46) but this was still less than before the 
programme. 
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At the start of the programme 47.8% (11/23) of females were confident. At the end of 
the programme 78.3% (18/23) were confident, and after three months this had only 
slightly fallen to 65.2% (15/23). The percentage of men who were confident rose only 
slightly from 60.9% (14/23) at the start of the programme to 69.6% (16/23) at the end 
and again fell back slightly to 65.2% (15/23) after 3-months post-programme. At the 
start of the programmes males were more confident than females; 3 months after the 
programme, the proportions were the same for both genders. 

 
 

3.2.5 MOT Programme Evaluation: Patient Satisfaction 
 

Table 24 below shows feedback from patients at the end of the Moving on Together 
programme about their general satisfaction of the programme content, format and 
delivery, feedback was very positive. 

 
Table 24 MoT Programme Evaluation – Summary of Patient Feedback 

  
Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

Programme useful to you N 1 0 19 14 
 

% 
 

2.9% 
 

0% 
 
55.9% 

 
41.2% 

I feel more confident to 

manage my LTC 

 
N 

 
0 

 
0 

 
23 

 
11 

 
% 

 
0% 

 
0% 

 
67.6% 

 
32.4% 

MOT helped me set 

reasonable goals 

 
N 

 
0 

 
1 

 
21 

 
12 

 
% 

 
0% 

 
0% 

 
61.8% 

 
35.3% 

I trust the info I was given on 

MOT 

 
N 

 
0 

 
2 

 
15 

 
17 

 
% 

 
0% 

 
5.9% 

 
44.1% 

 
50% 

MOT was worth my time and 

effort 

 
N 

 
0 

 
0 

 
15 

 
19 

 
% 

 
0% 

 
0% 

 
44.1% 

 
55.9% 

Facilitators handled difficult 

discussions well 

 
N 

 
0 

 
0 

 
17 

 
17 

 
% 

 
0% 

 
0% 50% 50% 

Programme content was 

relevant to me 

 
N 

 
0 

 
0 

 
19 

 
15 

 
% 

 
0% 

 
0% 

 
55.9% 

 
44.1% 

Everyone in group given 

chance to participate 

 
N 

 
0 

 
0 

 
14 

 
20 

 
% 

 
0% 

 
0% 

 
41.2% 

 
58.8% 

Facilitators were well 

organised 

 
N 

 
0 

 
0 

 
14 

 
20 

 
% 

 
0% 

 
0% 

 
41.2% 

 
58.8% 
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MOT handouts were helpful 

 
N 

 
0 

 
0 

 
16 

 
18 

 
% 

 
0% 

 
0% 

 
47.1% 

 
52.9% 

My confidence to manage my 

LTC has improved 

 
N 

 
1 

 
0 

 
18 

 
15 

 
% 

 
2.9%% 

 
0% 

 
52.9% 

 
44.1% 

 
I will tell others about MOT 

 
N 

 
0 

 
0 

 
16 

 
18 

% 0% 0% 47.1% 52.9% 
 
 

In total, 98% of respondents also reported that they found the venue for the MoT 
programme suitable, and that they had no difficulty in attending the sessions. 

 
 

3.2.6 Summary and Discussion 
 

Different targeted approaches were used to recruit to the COPD and Parkinson’s disease 
MoT programmes, and although the recruitment rate was much higher for the latter, 70%, 
compared with 25% for COPD, the process used to recruit for the Parkinson’s disease 
programme was more time consuming and unlikely to be sustainable. While it is important 
for recruitment processes to be effective, there must be a balance with the time and cost 
spent in recruiting as well as the sustainability of any given approach. 

 
The average retention rate achieved across the seven programmes was 67% which was an 
increase from that achieved in CCH1 (55%). This, combined with the high level of patient 
satisfaction with the programme, and the reported increased patient activation and 
confidence to manage their LTC, provides some assurance that the MoT programmes are as 
effective as the original CCH SMP. 

 
Difficulties in recruiting COPD patients with high service use due to ill-health, their being 
housebound etc, has further convinced us of the need to offer a variety of options and 
formats to develop self-management skills in patients. A patient self-management 
workbook, based on the content of the MoT programme, has been developed and will be 
tested shortly. This will allow patients to be supported on a 1:1 basis with a clinician and 
potentially a lay ‘ buddy’. 
There is evidence that the MoT programmes had a positive effect on patients as measured 
by the PAM and activation levels. Although results show that the effect declined slightly 
after the end of the programme, at 3 months patients still showed higher PAM scores and 
activation levels than at baseline. PAM questionnaires are issued at 6 and 12 months 
following the end of the MoT, but due to the timescale of this evaluation, they were unable 
to be included. Based on previous learning, we might expect that PAM scores and 
activation levels will decline further at 6 and 12 months if ongoing support is not available 
to patients. However, a range of support activities, including peer support groups and a 
buddy scheme, are available locally to support patients after completion of the MoT, and it 
is important that we effectively signpost these to clinicians and patients to ensure that 
benefits gained from the MoT are not diminished. 
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Use of the PAM on an ongoing basis is being considered. As well as providing helpful 
feedback that helps evaluation of the programme, there is some interest from clinicians in 
using it on an individual basis with patients to provide tailored support depending on 
individuals’ activation levels. 

 
The majority of participants who aspired to ‘take an active role in managing my 
condition’, ‘get the most from my appointments’ and ‘improve my self-confidence’ did, in 
fact, report that they had achieved this by the end of the MoT, and this was largely 
maintained three months after the MoT. COPD patients particularly maintained 
improvement in self-confidence after 3 months, however almost a third of the 
Parkinson’s disease patients reported that their self-confidence had declined. 
Exploration of reasons for this may form the basis of a future study. 

 

 
There was a significant increase in confidence among participants both in terms of 
dealing with their condition and in dealing with healthcare professionals, and these 
increases were largely sustained at 3-months post-MOT programme. The improvement 
in confidence in dealing with healthcare professionals was particularly pronounced for 
females. One effect of the programmes was to close the gender differential in confidence 
in dealing with healthcare staff. 

 
Overall, there is some evidence that the MoT programmes were more effective for 
females. A similar proportion of male and females participated in the MoT (48.5% and 
51.5% respectively) and similar proportions completed the MoT (66.0% and 67.9% 
respectively). MoT participants and clinicians have suggested that cultural influences 
could account for this, in that women tend to have stronger networks and better peer 
support generally, and therefore respond better in group situations. There is also a 
feeling that women tend to act on health symptoms sooner than men, many of whom do 
not feel comfortable discussing health issues. Another view is that women generally are 
more open to changing their behaviour and are more likely to take on advice from peers 
or clinicians. It has also been suggested that the MoT enables participants to think about 
themselves (‘myself’), e.g what’s important to them, and for many women, particularly 
those who have a caring role, their own needs and wishes may previously have taken 
lower priority than those of others. This may be an area for future study. 

 
Evaluation of the content, format and delivery of the MoT programme and quality of the 
lay and clinician facilitators was very positive. 

 
Overall the aims of the MoT evaluation were met with positive results and some 
interesting outcomes that we may wish to study further in the future. 

 
3.3  Service Utilisation 

 
Service utilisation data was only collected for those with COPD. 

 

 
Fifty COPD patients completed the programme and some service utilisation history data 
was collected for 37 (74%) of those. Data for the other patients could not be obtained. 
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Data was collected for the 12 months prior to the programme for all 37 patients and for 
12 months after the programme for 17 patients. For the other 20 patients, data was 
only available for 6-months post-programme. 

 
The analysis below compares service utilisation for the 6 months before and after the 
programme for all 37 patients and for the 12 months before and after for the 17 patients 
for whom such data is available. 

 
3.3.1 Hospital Service Utilisation 

 
 6-month comparison 

 
The mean and SD for 6-month hospital utilisation are given below. There was a fall in 
mean utilisation for all four measures, emergency admissions, hospital bed days, 
outpatients appointments and ADOC (Ayrshire Doctors on Call (ADOC): NHS Ayrshire & 
Arran's out-of-hours service) contacts over 6 months as shown in Table 25 below. 

 
Table 25 Hospital Service Utilisation: Six Months Before and After MoT 

Hospital service utilisation 6 month 
prior and post programme 

Mean Standard 
Deviation 

(SD) 

Mean decrease 
(95% CI) 

Emergency Admissions: 6 months before 0.35 0.75 
0.30 (0.03 to 0.57) 

Emergency Admissions: 6 months post 0.05 0.23 
Hospital Bed Days: 6 months before 1.95 4.70 

1.57 NS (p=0.07) Hospital Bed Days: 6 months post 0.38 1.67 
Hospital Outpatient Appts: 6 months before 1.19 1.81 

0.76 (0.16 to 1.36) Hospital Outpatient Appts: 6 months post 0.43 0.96 
OOH Contacts: 6 months before 0.11 0.39 

0.03 NS (p=0.57) OOH Contacts: 6 months post 0.08 0.36 
N = 37; NS = Not significant (Paired t-test) 

 

 
The 6-month falls in emergency admissions and outpatients appointments were 
statistically significant (t (37) = 2.23 , p < 0.05; t(37) = 2.56, p < 0.05 respectively). The 
mean fall in emergency admissions was 0.30 (95% CI 0.03 to 0.57) and for outpatient 
appointments it was 0.76 (95% CI 0.16 to 1.36). The prevalence of emergency 
admissions fell from 24% (9/37) in the 6 months before the programme to 5% (2/37) in 
the 6 months after. Likewise the prevalence of hospital outpatient appointments fell 
from 43% (16/37) in the 6 months before the programme to 24% (9/37) in the 6 
months after. 

 
The falls in OOH contacts (0.03) and hospital bed days (1.57) were not statistically 
significant. The fall in mean hospital bed days was actually the largest at 
1.57 days but was not quite statistically significant because there is a lot of variability 
across patients on this measure ranging from zero to 23 days in the 6 months prior and 
from zero to 9 days in the 6-months post-programme. However the prevalence of 
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patients needing hospital bed days fell from 27% (10/37) in the 6 months prior to 5.4% 
(2/37) in the 6-months post-programme. This fall was statistically significant. 
There were weak but not significant correlations between improvement in PAM 
between baseline and 3 months after the programme and reduction in emergency 
admissions over 6 months (r = 0.29, p = 0.11) and hospital outpatient appointments 
over 6 months (r = 0.17, p = 0.37) 

 
There was no age difference in hospital service utilisation over 6 months but there was 
one gender difference. The fall in hospital bed days was significantly greater among men 
(mean fall of 3.14) compared to women (mean fall = 0.50) (Mann Whitney test, z = 2.40, 
p < 0.05). 

 
 Hospital utilisation – 12-month comparison 

 
There were similar falls in mean utilisation for emergency admissions, hospital bed 
days, outpatients appointments and ADOC contacts over 12 months as shown in Table 
26 below. However, because of the smaller sample size none of the decreases were 
significant and it was not viable to compare by gender or age. 

 
Table 26 Hospital Service Utilisation: 12 Months Before andAfter MoT 
Hospital service utilisation 12 months 
prior and post-programme 

Mean Standard 
Deviation 

Mean decrease 

Emergency Admissions: 12 months before 0.89 1.32 
0.50 NS (p=0.16) 

Emergency Admissions: 12 months post 0.39 0.61 
Hospital Bed Days: 12 months before 5.00 8.68 

3.67 NS (p=0.10) Hospital Bed Days: 12 months post 1.33 2.45 
Hospital Outpatient Appointments: 12 
month before 2.11 2.52 

 
 

0.83 NS (p=0.37) Hospital Outpatient Appointments: 12 
months post 

1.28 1.60 

OOH Contacts: 12 months before 0.56 1.25 
0.44 NS (p=0.13) OOH Contacts: 12 months post 0.11 0.32 

N = 18; NS = Not significant (Wilcoxon Signed Ranks Test) 
 
 
 

3.3.2 General Practice Service Utilisation 
 

 6-month comparison 
 

The mean and SD for GP service utilisation over 6 months are given below in Table 27. 
 

 
There was a fall in mean utilisation for GP same day appointments and Practice Nurse 
appointments. There was a rise in telephone consultations which may have been 
expected as a result of encouraging patients and clinicians to consider alternatives to 
face-to-face consultations. There was also a very small rise in GP home visits. None of 
the changes were statistically significant. 
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There was no gender or age difference in GP service utilisation. 
 

 
Table 27 General Practice Service Utilisation: Six Months Before and After MoT 
GP service utilisation 6 months 
prior and post programme 

Mean Standard 
Deviation 

Mean decrease 

GP Home Visits: 6 months before 0.05 0.33 Increase of 0.09 
NS (p=0.18) GP Home Visits: 6 months post 0.14 0.35 

GP Same Day Appts: 6 months before 1.89 3.03 
0.35 NS (p=0.30) GP Same Day Appts: 6 months post 1.54 2.79 

Telephone Consultations: 6 months 
before 

0.11 0.46  
Increase of 0.27 
NS (p=0.15) Telephone Consultations: 6 months 

post 
0.38 0.98 

Practice Nurse Appts: 6 months 
 

1.14 1.49 
0.17 NS (p=0.47) Practice Nurse Appts: 6 months post 0.97 1.21 

N = 37; NS = Not significant (Paired t-test) 
 

There was a weak, but not significant, correlation between improvement in PAM for 
these patients between baseline and 3 months and reduction in GP same day 
appointments (r = 0.24, p = 0.19). 

 
 12-month comparison 

 
Over 12 months there were small, but not significant, falls in mean GP home visits and 
mean Practice Nurse appointments as shown below in Table 28. 

 
There was a small, non-significant, rise in telephone consultations. However, there was a 
significant fall in mean GP same day appointments. 

 
As before, it was not viable to compare by gender or age. 

 
Table 28 General Practice Service Utilisation: 12 Months Before and After MoT 
GP service utilisation 1 year prior 
and post programme 

Mean Standard 
Deviation 

Mean decrease 

GP Home Visits: 12 months before 0.94 2.10 
0.50 NS (p=0.24) 

GP Home Visits: 12 months post 0.44 0.86 
GP Same Day Appts: 12 months before 5.06 5.70 

2.39 (p<0.05) GP Same Day Appts: 12 months post 2.67 2.89 
Telephone Consultations: 12 months 
before 

0.56 0.92  
Increase of 0.27 
NS (p=0.36) Telephone Consultations: 12 months 

post 
0.83 1.15 

Practice Nurse Appts: 12 months 
before 

2.83 2.66  
0.94 NS (p=0.13) 

Practice Nurse Appts: 12 months post 1.89 1.68 
N = 18; NS = Not significant (Wilcoxon Signed Ranks Test) 
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3.3.1 Summary and Discussion 
 

Analysis of service utilisation before and after participation in the COPD MoT 
programme shows a reduction in service utilisation both in hospital and in GP settings. 

 
The numbers included in this aspect of the evaluation were small, however, the results 
provide some evidence of the potential for change in service utilisation. When combined 
with the clinician and patient benefits described in 3.1 and 3.2 respectively, and the 
economic evaluation in 3.4, we can have some confidence that the CCH model is having a 
positive impact. 

 
There were significant falls in hospital emergency admissions and hospital outpatient 
appointments in the 6 months following the programme. The prevalence of hospital bed 
day use fell from 27% to 5% in the 6 months after the programme. There was less data 
over a 12-month period but the falls were similar. 

 
In general practice there were falls in same day GP appointments and in Practice Nurse 
appointments measured over both 6 months and 12 months, the fall in GP same day 
appointments was significant over 12 months. There was a rise in telephone 
consultations which is not unexpected, particularly as alternatives to face-to-face 
consultations have been encouraged during CCH. 

 
There are limitations to the 6-month comparison as we know that there are seasonal 
trends in the use of services, by people living with COPD which is more likely to be 
reflected in a 12-month comparison. A longer term evaluation of service use may 
provide further insight. 

 
We considered falls in service utilisation and increased patient confidence as reported in 
3.2.5 and investigated if there was a relationship between them. As service utilisation 
data was only available for 17 patients, correlations have to be quite strong before they 
are statistically significant. In general there were only weak correlations between 
improvement in confidence and improvement (i.e. falls) in service utilisation. There was 
a moderate, but not quite significant, correlation of 0.42 (p = 0.09) between 
improvement in confidence and fall in GP same day appointments in the 6 months after 
the programme compared with the 6 months before. 

 
In summary, overall there is some evidence that the MoT self-management programmes 
are effective in reducing service utilisation levels in primary and secondary care COPD 
services. Impact on service utilisation by people with other LTCs may be a future area of 
study. 

 
3.4 Health Economic Evaluation 

 

 
The purpose of this section is to carry out an economic evaluation of the self-management 
programme by looking at use of services by the COPD patient cohort before and after 
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participation in the programme. Since health benefits were not measured directly, it is 
assumed that a decrease in service utilisation implies better management of the condition 
and therefore a better quality of life. A reduction in costs associated with the self- 
management programme should therefore be considered in conjunction with the benefits 
illustrated earlier in the report, such as an increase in patient confidence to manage their 
own condition. 

 
Various aspects of service utilisation have been examined; emergency hospital admissions; 
length of stay; same day GP and Practice Nurse appointments; hospital outpatient 
appointments and OOH contacts. 

 
The economic evaluation is based on the 17 COPD patients for whom we were able to gather 
service utilisation data for the 12 months before and 12 months after MOT programme. 

 
3.4.1 Service costs for 17 patients in the 12 months before participation in the MoT 
self-management programme 

 
The cost data for the current service is assumed to represent a recurring cost, as the 
number of health professional contacts for these patients is likely to be similar year-on- 
year. For the purpose of this report, there are assumed to be no non-recurring costs 
associated with the current service since it was based on existing services. 

 
Table 29 details the total recurring cost of the current service for 17 COPD patients who 
participated in the MoT programme. Data were retrospectively collected for the 12- 
month period prior to each patient participating in the programme. This enabled the 
number of health professional contacts for each patient to be established. Emergency 
admission costs are based on the average length of stay, which for this group of patients 
in the 12 months before the MoT was five (5). 

 
As shown in Table 29 below, the total recurring cost of the current service is £57,186 
(i.e. per year). 
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Table 29 Total respiratory-related health-professional contacts in 12 months prior to MoT 
programme for the 17 patients for whom it is available, and associated costs1 

Health 
professional 
contact 

Cost per 
contact 
(£) 

Estimated time of 
service use 
associated with 
cost 

Number of ‘health- 
professional 
contacts’ in 12 
months before 

Total cost 
(£) 

Emergency 
admissions 

 
2913.83 

5-day length of 
stay 

  
16 

 
46,621.28 

Outpatient 
appointments 

 
113.00 

30 mins per appt. 
  

38 
 

4294.00 
GP same day 
appointments 

 
36.00 

11.7 mins per appt. 
  

91 
 

3276.00 
GP home visits 121.00 23.4 mins per appt.  17 2057.00 
Telephone 
consultations 

 
3.00 

3 mins per call 
  

10 
 

30.00 
ADOC/OOH 
contacts2 

 
36.00 

11.7 mins per appt. 
  

10 
 

360.00 
Practice nurse 
appointments 

 
10.75 

15.5 mins per appt. 
  

51 
 

548.25 
  TOTAL COST (per year)  57,186.53 

 

3.4.2 Service costs for 17 patients in the 12 months after participation in the MoT 
self-management programme 

 
The recurring cost calculations for service utilisation in the year following participation in 
the MoT programme are based on the same method as above. Emergency admission costs 
are based on the average length of stay, which for this group of patients in the 12 months 
after the MoT was one (1). The only additional recurring cost is that of the self-management 
programme, Moving on Together. This locally developed self-management programme 
consists of 6 sessions of 3 hours each delivered by 1 clinician facilitator and 1 lay facilitator. 
The costs provided are based on 12-hours preparation and debrief/reflection time for 
facilitators prior to and after the sessions. Clinician facilitator costs are based on Band 7 
mid-point (hourly rate £16.92). Lay facilitators are unpaid volunteers, but travel expenses 
are reimbursed. 

 
Table 30 details the total recurring cost of the new service for the 17 COPD patients 
involved. The total recurring cost of the service is £14,484.82 (i.e. per year). 

 

 
 
 
 
 
 
 

1 Costs taken from ‘Unit Costs of Health and Social Care 2010 (PSSRU, 2010)’ and ISD reference 
costs (2010): http://www.isdscotland.org/isd/4434.html 
2 Assumed to be of equal time and cost as GP appointments. 

http://www.isdscotland.org/isd/4434.html�
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Table 30 Total respiratory-related health-professional contacts in 12 months post MoT 
programme for the 17 patients for whom data is available, and associated costs3 

Health- 
professional 
contact 

Cost per 
contact (£) 

 Estimated time of 
service use 
associated with 
cost 

Number of 
‘health- 
professional 
contacts’ in 12 
months post-
SMP 

 Total cost 
(£) 

Emergency 
admissions 

 582.76  1 day length of 
stay 

  
7 

 
4079.32 

Outpatient 
appointments 

 
113.00 30 mins per appt.  

23 
 

2599.00 
GP same day 
appointments 

 
36.00 

 11.7 mins per 
appt. 

 
48 

 
1728.00 

GP home 
visits 

 
121.00 

 23.4 mins per 
appt. 

  
8 

 
968.00 

Telephone 
consultations 

  
3.00 

 
3 mins per call  

15 
 

45.00 
ADOC/OOH 
contacts4 

 
36.00 

 11.7 mins per 
appt. 

  
2 

 
72.00 

Practice 
nurse 
appointments 

  
10.75 

 
15.5 mins per 

appt. 

 
 
 

34 

 
 
 

365.50 
      TOTAL 9856.82 

Patient Self- 
Management 

Cost per 
programme 
(£) 

Average no. of 
programmes per 
year 

   

Moving on 
Together 
programme 

925.60   5     
4,628.00 

      TOTAL COST (per 
year) 

14,484.82 

 
The post-self management programme cost evaluation also includes an associated non- 
recurring cost of clinician development in the form of the Working in Partnership 
eLearning programme. This enables enhancement of clinician skills to support patient 
self-management. There is a one-off set up cost for this programme and staff time for 
development of the module. Thereafter, running costs are minimal. The licence cost for 
the eLearning module plus 30 hours of staff time are included as Set-Up costs. As shown 
in Table 31, the total non-recurring cost of the eLearning programme is £757.60. 

 
 
 
 
 
 

3 Costs taken from ‘Unit Costs of Health and Social Care 2010 (PSSRU, 2010)’ and ISD reference 
costs (2010): http://www.isdscotland.org/isd/4434.html 
4 Assumed to be of equal time and cost as GP appointments. 

http://www.isdscotland.org/isd/4434.html�
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Table 31 Non-recurring Costs Associated with Working in Partnership eLearning Module 
 Cost per 

programme 
 

No. of programmes Total cost 

Start up costs of 
eLearning 

 

£757.60 1 £757.60 

 

After taking into account the recurring and non-recurring costs of the clinician 
development and patient self-management programmes, the cost in year 1 of the service 
is £15,242.42 (recurring plus non-recurring). In the years thereafter, the cost of the 
service is £14,484.82 per year (recurring). 

 
The reduction in health service utilisation is a major benefit of this programme as it 
represents a reduced cost pressure to the health service. Other potential benefits of the 
new service include enhancement of clinician skills to support patient self-management 
as well as increased patient knowledge and skills to manage their condition. This may 
also give more structure and focus to patient consultations resulting in more effective 
use of patient and clinician time. 

 
3.4.3 Future resource implications 

 
The annual (recurring) cost of services for the 17 patients prior to participation in the self- 
management programme is £57,186.53. 

 
The annual (recurring) cost following participation in the self-management programme is 
£14,484.82, mostly due to reduction in service utilisation. The new service also has an 
initial non-recurring start-up cost of £757.60. 

 
In order to help perform the economic analysis, the year-on-year costs of the current 
service and the new service for the next 5 years have been displayed in Table 32. Five 
years has been chosen as the time horizon for illustrative purposes only, as the expected 
lifespan is expected to be much greater than 5 years. 

 
Table 32 Annual Costs of Current and New Service Over Next Five Years 

 Current service New service 
 Annual cost 

(recurring plus 
non-recurring) 

 
Cumulative cost 

Annual cost 
(recurring plus 
non-recurring) 

 
Cumulative cost 

Year 1 £57,186.53 £57,186.53 £15,242.42 £15,242.42 
Year 2 £57,186.53 £114,373.06 £14,484.82 £29,727.24 
Year 3 £57,186.53 £171,559.59 £14,484.82 £44,212.06 
Year 4 £57,186.53 £228,746.12 £14,484.82 £58,696.88 

Year 5 £57,186.53 £285,932.65 £14,484.82 £73,181.70 
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In year 1, an approximately 73% reduction in cost can be found with the introduction of the 
Moving on Together programme for patients and the eLearning programme for clinicians. 
This reduction can still be found after 5 years with the new service costing £212,750.95 less 
than the current one. 

 
When combined with the increased patient confidence and activation illustrated in Section 
3.2, the reduction in service utilisation illustrated in Section 3.3, and the associated 
reduction in costs illustrated above, the self-management support intervention can be said 
to be cost-effective, and may even be assumed to ‘dominate’ the current service given that it 
provides more benefit and at a lower cost. 

 
3.4.4 Other Funding Considerations 

 
It is estimated that one full-time equivalent Band 4 Administrative Support Officer may be 
required in the future to provide effective and efficient coordination and organisation for 
the clinician and patient programmes and approaches. The mid-point of the Band 4 scale 
has been used (£19,975) to estimate this cost, which may be an additional recurring cost 
associated with the intervention. 

 
If this is included in the cost of the new service the total cost (recurring plus non-recurring) 
increases to £35,217.42 in year 1 and £34,459.82 in the years thereafter. The year-on- year 
costs of the current service and the new service for the next 5 years, if the cost of an 
administrative support officer is included, have been displayed in Table 33. 

 
Table 33 Annual Costs of Current Service and New Service Over Next Five Years including 
Administrative Officer Costs 

 Current service New service 
 

Annual cost 
(recurring plus 
non-recurring) 

 
 

Cumulative cost 

Annual cost 
(recurring 
plus non- 

recurring) 

 
Cumulative 

cost 

Year 1 46,534.78 46,534.78 35,217.42 35,217.42 
Year 2 46,534.78 93,069.56 34,459.82 69,677.24 
Year 3 46,534.78 139,604.34 34,459.82 104,137.06 
Year 4 46,534.78 186,139.12 34,459.82 138,596.88 

Year 5 46,534.78 232,673.90 34,459.82 173,056.70 
 

This shows that even if the cost of an administrative support officer is included in the 
total cost of the new service, the new service remains less expensive than the current 
service. Therefore, as the new service still provides more benefit for less cost, it could 
again be said to dominate the service that is currently available for patients with COPD. 

 
3.4.5 Limitations of Health Economic Evaluation 

 

 
It is acknowledged that the lower recurring costs of the new service will only represent cash 
savings to the organisation if, for example, there is a reduction in the number of clinics. 
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Essentially, the only way the NHS will save the money identified above, is if the organisation 
ceases to pay for the health-professional contacts that the introduction of a self- 
management service appears to save. Although this may not be likely based on the small 
numbers of patients involved in this evaluation, if self-management support services were 
to be rolled out more widely across NHS Ayrshire & Arran, then the assumption of closing 
clinics becomes more plausible. 

 
It is not possible to say at what point this roll-out would be enough to start to reduce 
hospital capacity as the ability to increase coverage depends on practical capacity to do so 
and on the availability of cash resources. Nevertheless, the resource savings will allow other 
patient groups to be treated sooner, which may result in reduced waiting times. The aging 
population across Ayrshire & Arran means that health demand generally is increasing over 
time. These resource savings could defer or avoid the need for increased hospital capacity in 
the future. 

 
The small scale of this evaluation means that it is subject to statistical uncertainties. The 
reliability of the results and the extent to which these can be generalized is therefore 
limited. For example, the patients who completed the programme may have been more 
motivated in general than those who did not and therefore would have managed their 
illness better than others, whether or not they had taken part in the programme. This would 
cause the effects of the intervention to be overestimated. Also, in the absence of a control 
group, whether observed reductions in resource use are the effect of the intervention is 
unclear. However, the reduction in resource use with the introduction of the MoT self- 
management programme may also have been underestimated. This is because COPD is a 
progressive disease and, ceteris paribus, patients would normally increase their use of 
health resources as their COPD progresses. 

 
 

3.4.6 Summary and Discussion 
 

 
The MoT self-management programme for patients in conjunction with the Working in 
Partnership eLearning programme for clinicians appears to offer significant benefits for 
the patients involved. Not only do they gain confidence to self-manage their condition, 
but they are also less likely to have to attend the hospital or visit their GP on a regular 
basis. 

 
This benefit is achieved at quite a minimal cost in comparison with the cost-savings that 
it is shown could be achieved in the long run through decreased service usage. The 
lower year-on-year costs of the new service compared to the current service, as well as 
the significant benefits achieved, therefore suggest that this intervention is cost- 
effective. 
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4. Reflections on the Local Evaluation Process/Experience 
 

 
4.1 Value of Local Evaluation 

 

The opportunity to undertake local evaluation within CCH2 has enabled continuing 
evaluation of clinician development and patient self-management programmes as well as 
exploring the impact on patients’ use of some of our primary and secondary care services. 

 
Although extensive evaluation of the original CCH Advanced Development Programme 
(ADP) for clinicians was undertaken in CCH1, it was agreed that it would be important to 
evaluate the locally developed eLearning programme, Working in Partnership, which was 
introduced in CCH2. Evaluation of the eLearning programme would provide some 
assurance that the programme was acceptable in terms of format, and that it continued to 
provide clinicians with the knowledge and skills required to support patient self-
management. 

 
Similarly with the locally developed Moving on Together Patient Self-Management 
Programme, we were keen to ensure that it continued to evaluate as well as the original 
CCH Self-Management Programme (SMP) in enabling patients to become confident in 
managing their LTC in partnership with their clinicians. This was particularly important as 
the format of the MOT varies from the original SMP. The MOT is essentially a generic 
programme with one condition-specific session, developed with the vision of being 
sufficiently flexible for use in a range of LTCs. While the flexibility of the MOT format helps 
sustainability, we did not wish this to compromise the quality and effectiveness of the 
programme. Continued use of the Patient Activation Measure (PAM) in CCH2 enabled 
comparison. Analysis of results described in this report provides assurance that the MOT 
does enable patients to become confident in managing their LTC. 

 
The impact that CCH may have on participants’ future use of services is important to the 
organisation. We hear from patients and clinicians of the benefits of CCH, however we were 
interested in exploring how this may translate into different use of some primary and 
secondary care services. 

 
Results of these three streams of the local evaluation have produced both positive and 
interesting results, which we may agree to study further. 

 
4.2 Successes 

 

 
Successful elements of the local evaluation process include: 

 
Local evaluation designed to meet local needs 
Approach has enabled a mix of qualitative and quantitative evaluation 
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 Independent expert statistical analysis of data increases confidence and robustness 
of evaluation 
Health economic evaluation adds a cost-effectiveness/benefit dimension. 

 
4.3 Challenges 

 

 
Challenging elements of the local evaluation process include: 

 
Ensuring that the questionnaire fulfils aims and data requirements 
Data collection was difficult as IT systems are not integrated and not easily 
searchable, resulting in a time-consuming manual process 

 Diminishing return rate for questionnaires (despite various strategies) resulted in 
less data to include in the evaluation 

 Obtaining the Patient Activation Measure (PAM) licence was initially an issue for the 
organisation, although ultimately resolved 

 
4.4 Limitations 

 

 
Limitations to this evaluation include: 

 
Overall small numbers included in the three elements of evaluation 
Evaluation of service utilisation only includes a small cohort of patients living with 
COPD 

 Several other initiatives aimed at reducing emergency service utilisation may also 
have impacted on the results of this evaluation, therefore the results in this 
evaluation may include a combined benefits effect 

 
4.5 Future Evaluation Considerations 

 

 
This relatively small and limited evaluation has produced some interesting results and 
consideration should be given to further evaluation of all or some of the workstreams over a 
longer term, and with larger and extended cohorts of clinicians and patients to further 
demonstrate effectiveness and impact. 

 
For example: 

Clinician feedback on application of skills in practice and understanding challenges 
Service utilisation over a longer period of time and within other disease areas 
Comparison of benefits between males and females 
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5. Conclusion 
 
 

During CCH2 we have aimed to develop effective and flexible resources and processes that 
can be sustained and spread after the end of the initiative. This local evaluation has allowed 
us to better understand the impact and benefit of these on patients, clinicians and health 
services in supporting self-management. Additionally, an economic evaluation also helps 
demonstrate potential cost savings. 

 
While this has been a small scale evaluation focusing on only two LTCs there is sufficient 
evidence that implementation of the CCH self-management support model can have 
benefits to people and systems, and much of the learning is generalisable across a broader 
population. And, although service utilisation and economic evaluation only focused on a 
small COPD cohort, the study provides an exemplar for similar study in other LTCs. 

 
Learning obtained from all aspects of this local evaluation will contribute to our knowledge 
and understanding as we continue to encourage implementation of self-management 
support with health, social care and voluntary sector partners. 

 
NHS Scotland policy and strategy direction support this approach, and there is commitment 
within NHS Ayrshire & Arran to a range of programmes and activities that aim to support 
patients to be active partners in their health and care. Encouragingly there is also a growing 
following of clinicians, health and social care professionals and patients who are embracing 
this change. 

 
Our continuing relationship with the Health Foundation and three other CCH sites until 
December 2014 will allow us to continue to build on our existing knowledge, draw on wider 
approaches to self-management support and encourage others, locally and nationally to 
embed self-management support in core services. 
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