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Service Evaluation of ConsultantConnect

Introduction
This service evaluation aims to assess the effectiveness of a digital app called ConsultantConnect (CC). This software product has been adopted by Hywel Dda University Health Board (HDUHB) at the start of the COVID pandemic (CC, 2022). Whilst the name CC suggests only consultants use it, all medical and nursing specialties can create an account and make use of it. Each Health Board in Wales is charged a monthly fixed cost with added charges invoiced for all calls made and messages sent. At the time of writing Welsh Government (WG) meets the cost of this app. At the start of the Covid pandemic WG commissioned CC for all Health Boards across Wales. WG met any associated costs which include a standard monthly fee and a set charge for each phone call or message made. WG continues to pay this cost. It is not currently known if this ongoing cost will eventually come back to each Health Board to pay. 

CC is an enhanced advice and guidance digital tool which the company claims reduce the number of patients referred to hospital because primary care get specialist and prompt advice before a patient is referred (CC, 2022). The tools they supply are a phone and/or messaging service that can be used via an app or website login. The underlying task of CC is to supply seamless care between primary and secondary care by improving virtual communication.

This report will try to understand the impact CC has had on service delivery. The app can be used in a variety of ways, but its fundamental purpose is to allow General Practitioners (GPs) or other primary care providers to gain direct, virtual access to secondary care services by phone or message (CC, 2022). This direct access function is intended to negate a GPs requirement to contact the hospital via the traditional method of bleeping or phoning a busy switchboard and therefore promote seamless care.

Being able to continually treat patients through the pandemic became a priority and one way of doing this was to switch as much activity to virtual. Virtual activity met the goals set out by the World Health Organisation (WHO) which recommended isolation and virtual working as one method that would successfully mitigate the spread of the Covid virus (Watkins, 2020).

Medical personnel across all healthcare settings had to quickly and radically change how care was offered during the pandemic. This included changing from traditional face-to-face care to virtual activity overnight (Jnr, 2020). 

This priority escalated at the beginning of the pandemic when the ability of Hospitals to manage COVID demand was uncertain. Whilst the functionality of the app can be used in a variety of settings, most findings in this report discuss how the app was used for HDUHB Diabetic Retinopathy patients including how effective community optometrists and consultants thought it was at improving communication and seamless care.

Any statements made about diabetic retinopathy numbers, findings and processes are sourced from HDUHB internal processes and reports which cannot be quoted as a reference.

All users need to download the app onto their phone. This includes community optometrists and hospital consultants. Once installed users can message each other securely. The unique selling point of the CC product is that the app helps instant communication between specialties which in turn, they say, reduces hospital attendance (either a hospital admission or outpatient appointment). 

Whilst the CC app can also be used to get enhanced clinical advice and guidance both locally and nationally, only messaging (including the ability to send eye scans) is used as part of the diabetic retinopathy pathway.  

CC says that the advantages of the app are threefold. Firstly, it is fully information governance compliant which is especially important when dealing with patient identifiable information. Secondly the ability to communicate virtually during the pandemic and therefore continue a patient’s monitoring was beneficial as it ensured patients were continually reviewed and less backlogs built up. Thirdly, the ability to send large files such as images from one health care setting, such as an optometrist to another virtually and directly supported seamless healthcare and an efficient way of working (ConsultantConnect, 2022).

Diabetic retinopathy is a chronic disease that affects patients who have been diagnosed with Diabetes. In Wales approximately 6 to 7% of all Welsh residents are diabetic (Diabetes UK, 2022). Additionally, the most frequent cause of blindness in the United Kingdom and the rest of the world is diabetic retinopathy (Diabetes UK, 2022). A person with diabetes has a greater risk of losing their vision. This is because of the high blood pressure and sugar levels that change eye health. These symptoms cause damage to the blood vessels at the back of the eye that can lead to blindness. 

To reduce the risk of a person with diabetes losing their sight, it is recommended by the National Institute of Health and Care Excellence (Royal College of Ophthalmologists, 2012) that regular screening is undertaken so that early interventions can be put in place. Interventions include better diabetes management, laser treatment or in some cases an operation. Regular screening involves getting images taken of the eye that are then reviewed by an appropriately trained ophthalmology consultant. 

In the HDUHB population, people with Diabetes are screened regularly by Diabetic Eye Screening Wales (DESW). Their scans are viewed and if any suspected damage is seen the patient is referred into secondary care for a consultant to review their findings and decide if further treatment is needed (Public Health Wales, 2022).

Before the COVID pandemic any DESW referred patients were booked a face-to-face outpatient appointment to see a consultant. At this appointment, the consultant would take a more detailed scan of a patient's eye. The outcome of this appointment would either be that the patient returns to primary care for monitoring, remains in secondary care for consultant monitoring or be listed for an intervention. Other options include a diabetic medication review. In HDUHB these patients were never seen virtually. In most cases very few patients require intervention, but all patients need to be screened regularly to reduce the risk of blindness (Royal College of Ophthalmologists, 2012). 

During the pandemic traditional face to face outpatient appointments were stopped. Further social distancing enforcements have restricted the number of patients that can be seen face to face in an outpatient setting. This has increased waiting times exponentially (Welsh Government, 2022). A traditional outpatient waiting area would have upwards of 30 patients waiting at any one time for whichever appointment they were there to attend. Additionally, the demand for seeing all Ophthalmology patients has increased over the last 10 years, yet the capacity available in hospitals has not gone up to match the demand (National Health Service Wales, 2020). 

CC has been crucial in developing seamless care for diabetic retinopathy patients. If a patient is referred to secondary care from DESW they are now sent to a community optometrist for their detailed scans. These scans are sent, via the CC app, to an HB consultant in the ophthalmology team. The hospital consultant is notified of a new advice request and logs into CC to review the scanned image. This is all undertaken virtually. If a patient then needs further treatment, it is arranged. If a patient can be discharged back to DESW they are. The app has helped many optometrists send patients eye scans directly to a consultant for a clinical review which has promoted seamless care.

Prior to the Covid pandemic a high volume of patients attended face to face appointments to get a consultant to review their scans. Since implementing this new diabetic retinopathy pathway very few patients now require a face-to-face appointment.

Anecdotal evidence from above suggests that the CC app has the potential to deliver on its aims and reduce unnecessary hospital appointments, increase virtual activity, increase the number of patients seen and improve the overall service for patients that may be affected by diabetic retinopathy whilst also reducing outpatient footprint.

Methods 
User feedback was gathered by asking CC users to complete an online questionnaire. The online questionnaire was developed using office 365 Microsoft forms. The questionnaire was sent out by email to several HB colleagues across the organisation with a request to share the questionnaire with other colleagues who use CC. 

Participants were advised that the questionnaire would take two to five minutes to complete, and it was anonymous. This review did not need HB ethical approval because it was created and undertaken to evaluate how effective CC is at improving healthcare. It therefore comes under the heading service evaluation rather than research or clinical audit (NHS Health Research Authority, 2022). Secondly, all information has been collated by undertaking a survey and asking National Health Service (NHS) employees directly about their experience and opinion of CC. 

The questionnaire had 21 questions, most of which were to find out what users thought of the product and gain an understanding of how they used it. The writer was unable to source a published report on how much CC costs each HB therefore the amount quoted in one question has been sourced from an internal HB report.  Questions 1 to 11 are broad questions to understand the above and questions 12 to 21 are based on System Usability Scale (SUS) questions, developed by Brooke (2006). The SUS method is an evidence-based tool to get an understanding of how usable CC is in practice. The writer adapted the generic questions to incorporate the CC name so that responders had a clear understanding of what was being asked. 

As outlined by Brooke (2016) each SUS question asked the responder to grade their response from 1 to 5. To get an overall score the following adjustments were given depending on whether the question was odd or even in number. For example, if an odd numbered question had a score of one this would be weighted as zero.

	Scoring adjustments   
	Score 1 
	Score 2 
	Score 3 
	Score 4 
	Score 5 

	Odd Numbered Questions  
	0 
	1 
	2 
	3 
	4 

	Even numbered questions 
	4 
	3 
	2 
	1 
	0 


  
Using Microsoft Excel each user's response was totaled and multiplied by 2.5.  This gave the writer a weighted score out of 100. All 33 scores were averaged to give an overall score out of 100.

Questionnaires were sent out week beginning 14 February 2022 with a request to complete within a week. No specific deadline was given. When a user completed the questionnaire, their response automatically fed back into the Office 365 Microsoft forms platform. This in turn collated all completed replies into an excel spreadsheet. This spreadsheet was downloaded, and analysis undertaken using pivot tables which grouped responses into numeric categories. For the SUS questions, excel formulas were created in value added fields to get the SUS score for each participant. A pivot table was used to sum and average responses. The number of completed questionnaires returned was 33. Although there are several methods that can be deployed to find the perfect sample size (Israel, 1992) due to this report being a service evaluation the writer surmised that 33 would be a sufficient sample size to inform this evaluation. 

[bookmark: _Hlk96946401]Results
The following numbered lists summarises the results in narrative and graphical format. All responses are included. The response rate is unknown as the writer does not know how many people the questionnaire link was shared with and therefore how many people were given the opportunity to complete the questionnaire but decided not to.

1. Have you used CC?

All 33 (100%) replies said that they had used CC. This was expected due to the nature of how the questionnaire was circulated.

2. In your opinion, do you think CC is value for money?  [CC has a fixed monthly charge of approximately £6,000.  Added costs are added for each message and phone].

[image: ]

Other comments:
· Maybe if it reduces admissions
· Depends on who pays the amount suggested. Is it one dept, one health board or the whole country health system? My answer would depend on knowing that
· Would need more information
· Not sure

When asked about value for money the opinion is split between the system not being value for money (48.6%) and other vague replies that suggests more information is needed before making a qualitative conclusion.
3. Which part of CC do you use the most/find most useful?
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Other comments:
· If the GPS feel they get prompt access to advice, then that is a win

Most users (51.5%) found the ability to send and review a diabetic retinopathy scan was the most useful and used feature of CC. Very few (9.1%) responded that they used the message option for receiving advice and guidance.

4. How often do you use CC?
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Nearly half (45.7%) of the respondents used CC on a weekly basis. Over a quarter (25.7%) use the system daily (25.7%). 
5. How many patients do you use CC for?
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Most users (68.6%) use CC to give advice for between 1 and 10 patients a week. The remaining 25.7% of responses use the app more, saying that they use it for 10 to 50 patients a week.
6. How quickly does CC return your advice requests?
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When asked how quickly CC returns advice requests half responded that the response is fast or very fast (48.5%). The remaining responses (51.5%) said that the app was not fast. Some saying it took over a week to get a response (24.2%).



7. Would you recommend using CC to your colleagues?
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Some users (22.9%) would recommend using the app to their colleagues, but the majority (71.4%) were not sure and said they might recommend it.
8. In your experience, how much added resources are needed to update a patient's records with CC activity? [ConsultantConnect does not integrate with a patient record. It is not interoperable and does not communicate with a patient record]
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Other comments:
· Five minutes to update advice given into our electronic health record
· Not sure as I am at the provider end of the advisory service. I don’t update anything.
· Not long because I have the patient record open at the same time

Nearly half (42.9%) said it takes 1 day a week to update a patient record (or multiple patient records). Most responses (45.7%) did not specify the length of time.
9. How important do you think it is for CC to integrate with a patient record. [CC does not currently integrate (or update) a patient record. It is not interoperable]
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	Other comments:
· When we give advice, we would always log it. I do not know how a telephone connecting service would automatically update a clinical record.

A majority (71.4%) thought CC should integrate with a patient record. It is not clear what users who replied ‘other’ thought as only one comment was received, and this was querying how a telephone system would automatically update a patient’s record. 
10. Are you aware of any comparable products that could supply the same or better service?
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Other comments:
· Not seen alternative provider but also not looked
· The messaging service is a pretty way of sending an email with a pdf of a scan
· The phone or email was already serving this role

Approximately two thirds (62.9%) were not aware of any similar system to CC. Two ‘other’ comments suggested that the existing phone or email system is already doing this task. 
11. Do you have any other comments about CC? [Please include any feedback you feel has been left out]

1. No reverse contact with GPs possible
2. It would be good to contact a GP when I am trying to discharge a patient
3. Improving communication is good, but there are cheaper ways of doing this.
4. The calls interrupt what I am doing  
5. I am answering as a provider of advice. It is simply answering the phone to a call. I suppose if it prevents an unnecessary consultant referral it makes sense. We use it as an opportunity to give GPs confidence to manage clinical problems in house rather than refer for specialist care with all the patient waits that involves (with no overall change in GP behaviour)
6. It seems expensive

When asked about what other comments users had about CC, 5 (15%) supplied feedback. Two comments repeated the value for money concern. One user said that if it did reduce unnecessary referrals then it is positive outcome but the act of giving advice did nothing to improve the appropriateness of GP referrals.
SUS Scale
The SUS questions were adapted to incorporate the CC name. Users were asked how strongly they agreed or disagreed with the following ten questions:
1. I like using CC frequently
2. I found CC unnecessarily complex
3. I thought CC was easy to use
4. I needed the support of a technical person to use CC
5. I find the various functions in CC well integrated
6. There is too much inconsistency in CC
7. I would imagine that most people would learn to use CC very quickly
8. I find CC very cumbersome to use
9. I feel very confident using CC
10. I needed to learn a lot of things before I could get going with CC
The average SUS score for all 33 responses was 76. Respondent scores ranged from 48 to 90. The mode and median being 83.8. Overall, 24% of respondents scored less than 68 and the remaining 25 (76%) scored 68 or over. Due to most responses scoring over 68 out of 100 the writer can conclude that users like and are confident in using CC and they do not find it complicated, cumbersome, or confusing to use.

Discussion
The feedback on whether CC is value for money is not clear. Due to the current climate of limited NHS resources and increased demand (Aylward, 2013) the requirement to ensure CC is value for money is even more important. Adding value to a patient pathway is repeated in all types of health care aims. One example is, transforming outpatient services which repeats the theme of improved and efficient services needing to be made for patients (NHS Wales, 2020). Being prudent with public money strengthens the argument that CC needs to show its efficacy whilst also meeting the principles of prudent healthcare. Prudent healthcare in Wales is a WG strategy that has come about due to the challenges created from austerity alongside increasing demand (Addis, 2019). Prudent healthcare in Wales is shaping the way HBs deliver care, promoting that all care should add value, improve outcomes and is sustainable (Bradley, 2014). 
The four principles of prudent healthcare are to achieve health and wellbeing together, care for those with the greatest need first, only do what is needed and reduce unnecessary variation, (Addis, 2019). CC, claim they add value and reduce unnecessary referrals into hospital; however, this needs to be investigated further and, in more detail, (with detailed usage figures and savings made) to confirm. The detail in this service evaluation is not sufficient to prove CCs claim. The Healthier Wales strategy (Welsh Government, 2018) is investing in a few priority areas which could, through innovative approaches such as this type of technology improve value for money. The writer does not know if CC is one of those priority areas of investment for WG.
Although the most common use reported for CC was sending scans for review, this is likely a biased response as questionnaires were circulated to staff supporting the diabetic retinopathy pathway. The optometrists and ophthalmology consultants in HDUHB created this pathway after being introduced to CC and its capabilities. Despite bias it is interesting to note that the product is used regularly.
With 25 (75.8%) of respondents saying they use the app daily or weekly, the writer can conclude CC is used frequently and has been embedded as a tool used regularly within normal practice. This in turn suggests that it is successful at providing seamless care. However, it is likely this type of virtual working has been hastened due to the Covid pandemic, also it is not known if this type of working has improved overall patient satisfaction (Garcia-Huidobro et al, 2020).
If crude analysis were undertaken on the number of patients seen in a week, the writer could make assumptions of how many patients are seen in a year. This theory is shown below:
	Weekly use

	Yearly patients
	Based on individual use

	10 to 50 patients
	520 to 2,600
	9 users - 4,680 to 234,000 patients


	1 to 10 patients
	52 to 520
	24 users – 1,248 to 12,480


	Calculations are based on a 52-week timescale


The above suggests that CC could process up to 234,000 patients a year. This would have a significant (and positive) impact on patient waiting times if it were a true sign of use. Waiting times are significantly higher now than they were before the Covid pandemic (Welsh Government, 2022). Despite these figures and the implied high use, it is not clear if each message or phone call relates to one patient or multiple patients. It is also not clear if there are multiple calls or messages in relation to one patient. A responder saying, they process 10 to 50 patient a day, may only process just over 10 so it is possible the actual number of patients is more conservative.

When considering how quickly CC returned advice and guidance, the split was even between fast and slow. There was no middle ground. The app’s aim is to improve seamless care, the feedback suggests that it is not as quick and seamless as suggested by the company (CC, 2022).
With most users not knowing if they would recommend CC to a colleague the writer cannot draw any qualitative assumptions, however as no overwhelming positive response was noted, the writer can assume that either users would not recommend CC to a colleague or feel neutral and have no opinion.
Because CC is a separate system requiring users to update a patient’s records when advice or guidance is given or received (by phone or messaging) findings suggest some (5.7%) users need someone working full time to update a patient’s record, while other users said they only need one person a day a week (42.9%). It is clear from the sixteen ‘other’ responses that adoption of the system is varied with some updating the system themselves rather than delegating the task to another. Two respondents indicated that they relied on no one else to update the record as it took one person 5 minutes, and another said they do it at the same time as the record is open. 
These responses suggest that there are mixed processes in practice. This variability is not something the NHS wishes to promote. As part of WG’s ambitious strategy to promote prudent healthcare, minimising unnecessary variation is a key principle (Welsh Government, 2022). 
CC does not integrate seamlessly with a patient record. CC is not interoperable with a patient record. It requires a user to do this independently. Whilst there are initiatives to create electronic health care records that would integrate messaging into a system, Hassol et al (2004) suggests patients prefer email messaging over telephone communication while clinicians prefer telephoning a patient over messaging. The Digital Health and Social Care Strategy for Wales developed by Informed Health and Care (IHC) repeats the importance of integration and interoperability throughout their report (Welsh Government, 2016). The IHC has been created by WG with the goal of developing one single integrated electronic patient record. The writer could conclude that CC, by not being interoperable between systems, does not meet the strategic goals set out by WG.
Most responders were not aware of any similar product to CC. Teleconsulting between GP’s and hospital specialists is not a new initiative and has been in use for years (Wootton, 2001). These ‘other’ responses seem to agree with Wootton (2001) who summarises that although these telemedicine services do satisfy a demand the previous method did the job. The question is why the diabetic retinopathy service felt that the previous methods were deficient and needed to be replaced. Wooton (2001) also recommends that we should improve conventional routes of access rather than implement new but not necessarily better online tools. The evaluation feedback responses seem to concur with Wooton (2001) and thought needs to be given to improving existing services than continuing to adopt and pay for CC.
GP referrals into secondary care have been increasing much faster than expected through demographic change, such as an ageing population (Jones, 2012) which suggests that although CC may reduce inappropriate referrals the inappropriate referral should not happen in the first place. Work needs to be done to improve referrals overall rather than supply another product to reduce them.
One person suggested the app did not have a means of getting two-way advice (reverse contact with a GP) which goes against the collaborative working opportunities that can improve outcomes for patients and reduce costs to the NHS (Lindsay et al, 2022). This also strengthens the conclusion that CC is not sufficiently interoperable.
Although the SUS score averaged 76, suggesting the positive and effective information technology adoption of CC, it is not necessarily a suitable tool for use in the NHS due to the added constraints of evidencing value for money, prudent healthcare and electronic healthcare records that are interoperable.

To learn how effective CC is at improving communication between community and secondary care, the “Fit between Individuals, Task and Technology” (FITT) framework developed by Ammenwerth et al (2006) was considered and applied to deduce whether CC has been effectively adopted. The FITT framework has three defined headings which are the task, individual, and technology. It is how these parts interact (or fit with each other) that is discussed below. A diagram of the FITT model is shown below:
[image: ]
More specifically the three parts are the people who have used CC (individuals such as consultants and optometrists), what CC is supposed to do (improve and streamline communication between primary and secondary care) and the software product itself (the CC digital app and associated website). 

Using the FITT model and service evaluation questionnaire, including the SUS questions the writer can conclude the following:

The task of being able to communicate easily between optometrists and ophthalmologists has been achieved. It is possible that thousands of patients can be processed in a seamless way by using the CC product (as suggested from question 5 above). However, when considering the overall ambitions set by WG (reduce duplication, variation and improve integration) the task may not fit seamlessly into that ambition because there are many variations in practice, a user must duplicate effort by updating a patient record and there is no automated interoperability.

When considering the CC technology, the SUS questions informed most of this conclusion. CC is an efficient, effective, easily learned system that users were satisfied and happy to use (suggested by the overall mean SUS score of 76). CC does allow optometrists and ophthalmologists to coordinate services seamlessly for the benefit of the patient by getting scans reviewed virtually. However, the technology is not sophisticated enough to integrate with a patient record. Added resource is needed to do this, either by a user updating a patient record themselves or by delegating the task to an administrator.

When considering the individual, again the SUS questions informed the writer that users were comfortable in using CC, users did not find it cumbersome and thought it was easy to learn and use. Some concerns were mooted about costs which suggests that a user may be happy to use the product but are uncomfortable with the costs associated with it.

The fit between all three aspects appears on the whole to be positive. The system is in use and is likely to continue being used. The FITT model although evidence based may not be the most suitable model for this scenario due to the other constraints NHS Health Board’s face including prudent health care ambitions and limitations.

Limitations
The writer was unable to access correct and detailed data on the number of calls and messages made using CC. This information could give useful insight when concluding whether CC is value for money. Similarly, exact cost information was not available. The cost per call made or message sent would have been valuable information to make an evidence-based decision on whether CC does reduce inappropriate referrals and hospital attendances. Outcome information such as number of referrals avoided, or outpatient appointments not needed was also not available. Having this detail would have helped a thorough evidence-based conclusion on whether CC was value for money.

The ‘other’ responses did not supply sufficient detail to inform strong quantitative and qualitative conclusions. This uncertainty reduces the weight and certainty that can be applied to these responses. 

This service evaluation has been undertaken in a very unusual period of healthcare, namely during a pandemic. Waiting times have never been so high (Welsh Government, 2022). Users of CC have done so at pace, and it is not clear whether this type of product would be adopted during normal times. 

In summary, the quantitative and qualitative findings above suggest that CC is well used, and, overall, it is thought of positively. However, there appears to be some concern around the cost and interoperability of the product which would require further investigation.

In conclusion whilst the CC app for the diabetic retinopathy pathway has supplied a solution to coordinate services between optometrists and consultant ophthalmologists as part of a new digital pathway initiative it is an expensive product to use considering its main function appears to be sending scans securely over a messaging system. This may be better suited and meet prudent healthcare aims if scans were instead sent via NHS email. Notwithstanding financial concerns the system is liked and easy to use but further investigation is needed to show if the claims made by CC true and their product does reduce unnecessary hospital outpatient appointments. With costs being covered by WG it reduces the pressure on HBs to show how CC is value for money. It is also highly likely that when patient records are digitised the CC app will become redundant due to the interoperability gains having an electronic record will deliver.

However, in the short term the digital pathway for diabetic retinopathy patients is a positive and beneficial outcome for patients. They are being seen quicker, reviewed virtually with the overall number of patients seen face to face reducing by about 95% (Welsh Government, 2022). This level of virtual activity and reduced outpatient footprint future proofs any future pandemic constraints alongside being an excellent model of care that can be mirrored across other specialties.
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