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Cambridgeshire HIEC 

 
1. Title of Project A service evaluation and cost-effectiveness analysis of Cambridgeshire Telehealth and 

Telecare service provision  
2. Patient group 

 
Patients receiving Telehealth or Telecare interventions from Cambridgeshire Community 
Services NHS Trust. 

3. Lead clinician  Director of Clinical Services 
 

4. Project Manager Clinical Systems Programme Lead 
Assistive Technology and Telehealthcare Manager 
 

5. Collaborators 
 

 Cambridgeshire County Council 
o (Commissioning Manager – Assistive Technology) 
o  (Commissioner - Supporting People) 

 Cambridge University Health Partners 

 Clinical Commissioning Groups (CCGs) 
o (Chair LCG  and GP CCG) 
o (Commissioning Manager – Isle of Ely LCG) 
o ( Commissioning Manager Borderline LCG) 

 GP practices 
o GP representatives (Doddington Medical Centre, St Marys Surgery Ely, George 

Clare Chatteris and St Georges Littleport) 

 Cambridgeshire Community Services (CCS) NHS Trust 
o  (Community Manager) 
o (Senior Research Fellow) 

 Academoc Partner 
 

6. Current service 
provision 

 
 
 

6.1 The Cambridgeshire team delivering telehealth and telecare services has been in 
operation now for 10 years and developed from a dementia only service in Cambridge City 
to a countywide service in 2006-8, to all client groups.  Two main service types are provided: 
 

 Telehealth - is the smaller part of the service and provides monitoring 
through the remote exchange of physiological data between a patient at 
home and healthcare professionals and other staff to assist in diagnosis and 
monitoring (this could include support for people with lung function 
problems, diabetes and other long term conditions). It may include a home 
unit to measure and monitor temperature, blood pressure and other vital 
signs for clinical review at a remote location using phone lines or wireless 
technology. Examples include blood glucose monitoring, blood pressure 
monitoring and activity / sleep monitoring. 

 

 Telecare - is the use of sensor and communication technologies to monitor 
the safety and well-being of vulnerable people in their normal place of 
residence and alert appropriate people (family, carers, monitoring centre, 
the person themselves, or others) when help or action is required. Examples 
include falls detectors, bed/chair occupancy sensors & medication reminder 
systems. 

 
During the redesign of services at Brookfields Hospital in 2010 33 telehealth units were 
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purchased (approx£72K with 3 years support costs).  These have been deployed and 
continue to be recycled. There is evidence from evaluation of local service performance, 
that Telehealth interventions increase the period between hospital admission episodes, and 
therefore improves  patient experience and lowers service costs. However this trend 
requires further investigation. 

 
Telecare services are provided to a much broader range of service users across all age 
ranges, but with a mean age of 75 ± 21 years. Of these, 86% are aged 51 or above and 65% 
are aged 76 years or above. Referrals have increased by over 500%, from 210 in 2003-4 to 
1154 in 2011-12, and by 290% from 2006-7 (398 referrals).  
 
6.2 The service currently supports around 2,500 people across Cambridgeshire, with a 
population of 621,200, which has grown at around 12% in the last 10 years. Over 16% of the 
population are aged 65 or over, and 4800 residents were aged 90 or over in 2011, 
representing a 41% increase since 2001 1. Expenditure on equipment and staffing for 
telehealth and telecare services was £431K in 2011-12.   
 
Referrals to telehealth and telecare services are distributed across a broad range of service 
user groups, but with 66% being related to older age care as shown below: 
 

 Sensory impairment    1% 

 Children’s services    2% 

 Learning Disabilities    4% 

 Other referrals     4% 

 Mental Health             8% 

 Physical Health                                 15% 

 Older People     66%  
 

Referrals originated from 58 different referral sources, ranging across hospital, community 
and social care agencies and specialist teams.  
 
6.3 In 2006-8, the service expanded with a Prevention Technology Grant  to county-wide 
coverage and all conditions. The service demonstrated avoided costs in other health and 
social care of £1.05 million in 2006-7 and £2.0 million in 2007-8.  An evaluation of the 
service was conducted in March 2011 by the Department of Health’s Care Services Efficiency 
Delivery (CSED) programme. Although there were limitations due to sample size and 
representation in this evaluation, the report observed that the service was producing a cost 
saving in Social Care in the range of £595,049 to £661,165 and NHS provision in the range of 
£15,089 to £16,765 per patient. However, no estimation of cost-effectiveness was included. 
 
6.4 The telehealth and telecare service is a member of the Telecare Services Association and 
an Executive Member of the London Telecare Group. 
 
6.5 The success of the trusted assessor programme has expanded the number of staff in 

mainstream health, housing and social care services competent to assess, prescribe and 
follow up the provision of telehealth and telecare interventions and equipment leading 
to significant pressure on the stock turnover and equipment budget. 

 

7. Brief description 
of the project 

7.1 Aim: To conduct a service evaluation and cost-effectiveness analysis of the telehealth 
and telecare services provided by Cambridgeshire Community Services in comparison with 
normative patient data derived from The Health Improvement Network (THIN) database. 
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7.2 Method (See Appendices 1a and 1b): Service evaluation will be conducted for all 
patients referred to the telehealth and telecare service who provide informed consent to be 
included over a 6-month recruitment period. Each patient will be effectively informed about 
the need for, and method of service evaluation before being invited to give informed 
consent. At the end of the recruitment period (6 months), the age, gender and presenting 
problem profile of referrals accepted into the evaluation will be provided to the THIN or 
CPRD database team, along with the major outcome measures (both primary and 
secondary) required. They will produce an algorithm through which to extract a matched 
control group, along with the required outcome data over similar 3 month periods. 
Outcomes from the evaluation will then be compared with the normative data supplied by 
the THIN or CPRD database-generated control population. Clinical and cost-effectiveness 
analyses will then be conducted.  
 
7.3 Procedure: All referrals will include 1. NHS number 2. Demographic data 3. Principal 
diagnosis (if any) 4. Conditions currently being treated. 5. Living situation 6. Recommended 
telehealth/telecare solution 7. Recent NHS/Social care service use.  
 
Once the patient has been registered as a new referral, they will be given an information 
pack explaining the service evaluation. If after having the opportunity to ask any questions, 
they then provide written informed consent, they will be added to the participant list, and 
all baseline measures and assessment of service needs will be conducted. For those patients 
not providing written consent, or who wish to withdraw, the usual procedures and service 
will be provided. For participants, follow-up appointments will be made at 3 months and 6 
months after entry into the evaluation. 
 
At the end of the 6-month recruitment period, an age, gender and presenting problem 
profile for all patients entered into the evaluation will be supplied to the THIN or CRPD 
database Manager who will supply a dataset of anonymised patient data through which a 
comparison of clinical, service use and cost-effectiveness can be analysed.  
 
7.4 Primary Outcome Measure: The primary outcome will be out of hours (OOH) contacts 
from the patient during the 3 months prior to entry into the evaluation (through case note 
review), and for two, three month periods after entry into the evaluation (1-3 months and 4-
6 months). In deciding on an appropriate follow-up period for this evaluation, there is 
evidence of follow-up periods between 1 month 2 in a quasi-experimental study, and  from 
the Whole System Demonstrator RCT of a 12-month follow-up 3. However, a 6 month period 
with 2 follow-up points within this 4, appeared to provide a rational follow-up period which 
combined a good period of follow-up while constraining costs for a service evaluation.  The 
resulting data will be collected for all referrals into the service over the 6 month recruitment 
period. This data will also be available for the matched control group derived from the THIN 
or CRPD database. 
 
7.5 Secondary Outcome Measures: Secondary outcome measures will be taken for the 
same three-month periods before and after entry into the evaluation. It should be noted 
that not all contact data (such as total GP Practice appointments) is available across the 
whole service, and therefore will be collected from a representative 4 referring GP Practices 
who have consented to participate. These will be for total GP Contacts, Referrals to other 
agencies, ATT service inputs (including equipment provision  and monitoring), Emergency 
service use (ambulance callout and A&E attendance), hospital admission and length of stay 
(number of bed days). Social Care data will also be linked. Costs of each outcome will be 
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estimated using the PSSRU Unit costs of Health and Social Care and will be used in the 
economic evaluation. 
 
In addition, the EQ-5D, and the Care Givers Strain Index have been incorporated in routine 
data collection and will be used as an indicator of quality of life change over the period of 
evaluation, and to inform the cost-effectiveness analyses.  
 
To supplement the project’s extensive quantitative data, qualitative semi-structured 
interviews will be conducted with up to 10 patients, purposefully selected to represent all 
sections of the evaluation population. Up to a further 5 interviews will be conducted with 
patients who request to ‘leave’ the telehealth and telecare service early. 
 
7.6 Sample size calculation:  A sample size calculation was carried out with the mean and 
standard deviation (SD) achieved for Out of Hours (OOH) GP Practice appointments in a 
sample of 100 patients currently using the Cambridgeshire Telehealth and telecare services 
(mean = 4.83 ± 4.31). The population norm for total GP Practice appointments per year is 3.4 
per person 5. As the mean number of OOH appointments for the telehealth/telecare group is 
50% higher than the total mean number of GP Practice appointments in the general 
population, this represents a high Primary Care resource user group. .  

It was therefore considered that if a minimum clinically important difference (MCID) of 1.5 
OOH appointments (representing the approximate difference between the normative mean 
for total GP appointments and the mean number of OOH appointments in the target 
population) is selected, with a standard deviation of 4.31, a standardised difference of 0.35 
(MCID/SD) is observed. Altman’s Nomogram 5 p.456 identified that a minimum of 350 patients 
would be required to detect a between group differece of1.5 OOH GP Practice 
appointments at 90% power and with a significance level of 0.05.  

If a loss to follow-up of 10%, and a projected 80% recruitment is assumed, then a minimum 
sample of 452 patients is required (226 patients in the evaluation population and 226 in the 
matched control population from the THIN or CRPD database). This will enable the cost-
effectiveness analysis to calculate the cost per OOH contact saved.  

As this is a whole service evaluation over a 6 month period, during which 1154 (2011-12) 
referrals were received in a 12 month period, this suggests that the service evaluation will at 
least meet these minimum requirements and is likely to exceed them. Given that age-group 
and presenting problem sub-analyses are also important to the evaluation of clinical- and 
cost-effectivness, it is strongly suggested that maximum numbers are recruited into this 
service evaluation over a 6 month period. This will also facilitate an accurate calculation of 
the cost per QALY. 

7.7 Analysis: After being checked for accuracy, analysis of the quantitative data consist 
primarily of between-group comparisons using Chi squared tests for categorical outcome 
measures; unpaired t-tests (Mann–Whitney U-tests if data are not normally distributed) and 
analysis of covariance (ANCOVA) to adjust for minor baseline differences. Within group 
changes will be analysed using paired t-tests. To allow for the effect of performing multiple 
tests of significance, the Bonferroni method will be employed to adjust p-values for 
significance 6. Analysis will be carried out on an intention-to-treat basis where all patients on 
whom information is available will be analysed within the groups to which they were 
originally allocated 7.  
 
For qualitative data, the interviews will be analyzed firstly though the coding of the closed 
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and open questions. The conversational type interviewing will be transcribed for accuracy 
and analysis of this will be looking for emerging themes in the conversations.  The outcome 
of this will be a descriptive narrative which will combine with the more structured analysis 
from the coded questions as part of the interview process. Major themes arising from the 
interviews will be reported. 
 
7.8 The project will produce the following outputs:  

1. A comprehensive report detailing the service provision, an evaluation of the clinical 
findings (both quantitative and qualitative), and a cost-effectiveness analysis of the 
Telehealth and telecare service from the perspective of the health service provider. 

2. At least one peer reviewed publication 
3. Shared learning sessions available to all Cambridgeshire GP practices 

 
8. Why is the 

project needed? 
8.1 In January 2012, the government announced a commitment to improve the lives of 
three million people through telehealth and telecare 8. Locally, Cambridgeshire County 
Council and NHS Cambridgeshire and Peterborough recently approved the Assistive 
Technology Strategy 2011-2014, detailing the desired expansion of telehealth and telecare 
services.  
 
8.2 A review of the highest level of evidence available was examined for the clinical- and 
cost-effectiveness of telehealth and telecare, using a single database (PubMed). To enable a 
broad search given the specialist nature of the intervention, search terms of ‘telehealth’ and 
‘telecare’ were used. This led to 1052 potential review papers being identified. From this 
search, 17 review papers were identified representing the highest level of evidence from 
meta-analyses and systematic reviews (See Appendix 2). 
 
A summary of the review papers is available as Appendix 3. 
 
8.3 Results show that telehealth and telecare are terms sometimes used to indicate 
separate and distinct forms of intervention (as in Cambridgeshire), while in some of the 
evidence, the terms are used interchangeably. In this review, the term telehealth will be 
used as a generic term applied to either form of service unless specifically stated otherwise. 
 
8.4 Telehealth interventions are provided across a broad range of health conditions, ranging 
from frail elderly with long-term conditions 9, through the management of coronary heart 
disease 10;11 and Chronic Obstructive Airways Disease (COPD) 12;13, to conditions such as 
Cystic Fibrosis 14, and Post-Traumatic Stress Disorder 15 and Traumatic Brain Injury 16.  
 
Despite limiting the search to the last 5 years, it should be recognised that the evidence 
represented is from as early as 1990 17. The focus of the evidence base is also broad, with 
some considering purely clinical outcomes 9-11;18;19, while others considered cost-
effectiveness 9;17;20;21. 
 
In considering the main messages derived from the highest level of evidence, these are in 3 
different domains: 
 
8.5 Is telehealth clinically effective? 
 
In 10 of the review papers, a positive impact of telehealth was observed compared with 
control groups. These positive results were observed across heart disease 11;19;22;23 and 
psychiatric conditions 22, pain intervention 18, diabetes 20;23, COPD 13, traumatic brain injury 
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16, and post-traumatic stress disorder 15. In the remaining 7 review papers, there was little 
evidence that telehealth is not clinically effective, but strong statements were made about 
the relative low quality of the existing evidence base, leading to insufficient evidence 
through which to inform decision-making 9;10;14;17;20;24.  
 
The overall conclusion is that where methodological quality has been sufficient to inform a 
judgement, this has overwhelmingly been in favour of a positive clinical effect of telehealth. 
However, low quality methodological issues adversely affect decision making, and leads to 
much evidence being equivocal.   
 
8.6 Is telehealth cost-effective? 
 
In only 5 of the 17 review papers was there a specific focus on economic evaluation. Of 
these, 2 concluded that there was insufficient evidence to determine whether or not 
telehealth was cost-effective 9;17. The remaining 3 papers all reported that their findings 
supported telehealth as cost saving 20 or were supportive of telehealth as cost-effective but 
with some concerns over methodological issues 21;23. 
 
Once again, there is no clear unequivocal evidence provided from the highest level of 
evidence for cost-effectiveness. However, there is a clear indication that results show a 
trend towards cost-effectiveness, with a clear necessity for an increased quality of evidence. 
 
8.7 What is the current status of the evidence base relating to telehealth? 
 
In 10 of the 17 review papers, methodological quality was highlighted as a restriction on the 
findings and conclusions reached 9;10;14;16-18;20;23-25. In all of these papers, the conclusions 
reached were restricted by the lack of high quality research, and formed a specific 
component of the recommendations made for higher quality research in to this area. 
 
8.8 Conclusion: 
 
Telehealth (and telecare) interventions are being increasingly used in healthcare across a 
broad range of conditions. There are clearly many research projects being reported, as 539 
papers have been published (and available on PubMed) in the last 5 years, with 132 (25%) of 
these in 2012, and 316 (59%) papers published since 2010. However, few of these represent 
the highest levels of evidence. When the existing evidence is examined in the most rigorous 
ways, through meta-analysis and systematic review, there is a broad and consistent trend 
showing that telehealth (and telecare) interventions show the potential for being both 
clinically- and cost-effective. However, these conclusions are tempered with caution due to 
the relatively low quality of the existing evidence. This has led to consistent conclusions that 
further, high quality research is required.  
 
8.9 An attempt to respond to this call has been the Whole System Demonstrator 
Randomised Controlled Trial (RCT) 3. Speaking at the International congress on  telehealth 
and telecare, 2012, held at the Kings Fund, London, Paul Burstow, Minister of State for Care 
Services, said that 'around 15 million people have long term conditions of some sort or 
another'. He said that 'Good telehealth, or indeed good telecare, is not about the 
technology. It is absolutely about the person. It is about empowering people to live their 
lives as independently as they can. The technology is an enabler. It plays an important role in 
that regard. But it will only ever fulfil its potential if it is integrated into a properly designed 
patient care plan’. He presented the Department of Health’s reporting of the initial key 
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findings from the Whole System Demonstrator RCT 3 of Telehealth and telecare as being: 
 
20% fall in hospital admissions 
15% fewer visits to A&E Departments  
14% fewer elective admissions 
14% fewer bed days in hospitals 
8% reduction in tariff costs 
45% difference in mortality rates between those benefitting from telehealth and those not' 
 
8.10 His conclusion was that 'By being far more targeted and efficient with NHS resources, 
we estimate that the widesread adoption of telehealth and telecare could save the NHS up 
to £1.2 Billion over 5 years … We need local providers and local commissioners to look at the 
needs of their communities, and make decisions based on the clinical and social needs of 
their patients. If the technology can help, then we need to remove all the barriers that get in 
the way of that happening' 26.  
 
However, despite the seemingly positive outcomes from the Whole System Demonstrator 
RCT 3, some problem areas have also been identified through issues of acceptability, 
willingness to participate and adoption of the telehealth/telecare solutions offered 27. 
Reasons for these issues include that ‘… such interventions are often considered as a 
potential major threat to identity and existing management routines and service use for 
respondents’ 27 p10.  Alongside other areas of debate relating the Whole System 
Demonstrator research 8;28, while there are indications from this large scale RCT of both 
clinical and cost-effectiveness, the call from Paul Burstow for more locally based evidence 
through which to guide both funding and clinical decision-making supports the necessity for 
well-conducted, local service evaluations.  
 
Despite the evidence being provided by the Whole System Demonstrator RCT, concerns 
remain about the interpretation and dissemination of this evidence, and there is a need for 
local evidence of service delivery. 
 
8.11  Despite presentations at the local Urgent Care Network, considerable scepticism 
remains among consultants and GPs of the potential benefits of telehealth and telecare 
services.  The proposed service evaluation and cost-effectiveness analysis of local services is 
therefore needed to examine local service provision, and to enable service information to be 
effectively disseminated. 
 
 

9. Main objectives This service evaluation will provide evidence of the clinical- and cost-effectiveness of the 
Cambridgeshire Telehealth and telecare Services. 
 
Specifically, this service evaluation will: 

1. Compare the primary outcome measure (OOH Primary Care contacts) for a baseline 
3 month period before entry to the service, 3-months immediately following entry 
to the service and the period 4-6 months after entry to the service, with a normative 
age, gender and presenting problem matched control group derived from the THIN 
database. 

2. Compare a range of secondary outcome measures between telehealth and telecare 
interventions and the control group 

3. Evaluate the relative clinical effectiveness of 5 different service delivery profiles for 
telehealth and telecare (Telehealth with ATT monitoring; telehealth standalone; 
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telephone advice; telecare standalone; telecare with call centre monitoring). 
4. Evaluate the relative cost-effectiveness of the full telehealth and telecare service. 
5. Evaluate the relative cost-effectiveness of each service delivery profile with each 

other, and against the normative control population. 
6. Provide the cost per reduction of 1 OOH contact for the service overall, and for each 

service delivery profile 
7. Provide the cost per QALY for the service overall and for each service delivery profile 
8. Evaluate the impact on referral rates of the education sessions in the 4 pilot GP 

practices compared with GP practice referral rates from the rest of Cambridgeshire 
9. To provide a qualitative examination of the service user experience of the 

Cambridgeshire Community Service’s telehealth and telecare service provision. 
 

Timeframe and 
key milestones 

 

Months 1-2 – Evaluation methodology and systems  set-up 
Months 2-3 – Establish protocols and notification to referral source 
Months 3-8 - Recruitment of participants from routine referrals, initial assessments and 
outcome measures 
Months 6-14 – Follow-up period 
Months 9-14 – Qualitative interviews 
Month 15 – Data checking and data cleaning 
Month 16-18 – Data analysis 
Month 19-20 – Reporting and dissemination 
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10. What is 
innovative about 
the project? 

 
 

While the Whole System Demonstrator RCT provides a research evidence base, there is 
a recognised need for local service evaluation, both immediately, and on an ongoing 
basis. There are a number of innovative features in the proposed service evaluation: 
 

1. While this is a local service evaluation, it has a robust methodology which 
could be transferred to other service areas 

2. The methodology will facilitate data collection systems to ensure that future 
service evaluations can be conducted using similar data structures and as part 
of routine practice 

3. The use of the THIN database from which to derive a rational matched control 
group, with normative data matched to the service user profile provides an 
accurate baseline against which to evaluate clinical and cost-effectiveness of 
service delivery and outcomes. 

4. The use of a combination of whole service data (for the primary outcome and 
some secondary measures) along with representative data (from 4 
participating GP Practices for data which is not readily available from service 
delivery datasets, and social care data) provides a more comprehensive 
evaluation of service delivery and outcome. 

5. The ability to provide subgroup analyses by 5 types of service provision in 
addition to by service user profile will enable relative cost-effectiveness 
profiles to be produced  

 
11. Performance 

indicators 
 

Process monitoring 
1. Number of pilot GP practices  staff attending education sessions/presentation 
2. Number of patients referred by pilot GP practices and numbers and sources of 

referrals to whole service 
3. Number of incomplete referral forms 
4. Number of patients who were prescribed telehealthcare equipment 
5. Numbers and types of equipment prescribed 

  
Referral data 

6. Demographic data 
7. Primary conditions associated with referral 
8. All conditions being treated and associated with referral 
9. Living situation of patients referred 
10. Service use (patient self-report) 

 
Outcomes for patients – whole service evaluation 

1. Contacts with out of hours services as the primary outcome measure 
2. Other use of services  

o Placement in care/residential/nursing 
o Changes in social care Resource Allocation  
o Telecare Call Centre alerts 

3. Usage of the equipment 
4. Medication compliance 
5. Carer support and reduced anxiety (Caregiver Strain Index) 
6. Quality of life (EQ5D) 

At assessment (baseline) at 3 and 6 months 
 
Additional outcome measures for patients based on 4 GP practices 

o GP visits and clinically relevant telephone contacts(GP/Nurse) 



 

 10 

o A&E visits 
o Hospital admissions (including days) 

7. Self management behaviour (interview and sample) 
8. Perceived improvement of their condition (interview a sample) 

 
12. Scale of impact 

 
High: This project will establish the basis for targeted service delivery. This will inform 
and influence the commissioning of telehealthcare. 
Depending on the outcomes this could lead to service redesign and the embedding of 
appropriate technologies in specific integrated pathways of management. 
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13. Project 
management 
arrangements 

This project will be managed by CCS NHS Trust with additional expertise in evaluation, 
data management and health economics contracted to deliver the project. 
 
The Project Steering Group would involve representation from all key stakeholders to 
ensure the project group delivers and adheres to its aims and objectives.  The Steering 
Group will provide external governance for the project.   Summary reporting would be 
through the Steering Group to the CCS Research, Audit and Effectiveness Panel and to 
the CUHP/HIEC. 
 
The Project Management Group would be responsible for the implementation of the 
project,  day to day operational issues, managing the risks and reporting progress 
internally and externally through the Steering Group. 
 
 

Project Management Arrangements

CCS NHS Trust

Research, Audit and

Effectiveness Panel

 Review progress through 6  

   monthly reports prior to  

   submission to CUHP

 Provide guidance to Project 

  Manager on evaluation

Cambridge University

Health Partners

 Review progress through 6  

   monthly reports

CCS NHS Trust

Adult and Frail Elderly Board

 Review progress through 6  

   monthly reports prior to  

   submission to CUHP

 Provide guidance to Project 

  Manager on implementation

HIEC Telecare and Telehealth Steering Group

Meet three monthly

Key stakeholders: listed as collaborators

 Provides external governance for project 

   implementation

 Ensures project delivers in interest of all 

   stakeholders

 Steer for Project Group

HIEC Telecare and Telehealth  Project Group

Meet monthly

Operational project staff

 Oversees day to day operational issues

 Managers risks and issues

 Implements project plan

 Reports progress
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Referral from 4 participating GP 

Practices 

Registration and allocation to HIEC Project worker – 

Information pack given regarding evaluation project + 

consent form  

Consent 

given 

Routine 

Care 

Baseline measures taken + assessment of service 

needs 

Telehealth with 

ATT service 

Telehealth Telephone  Telecare  Telecare with call 

centre monitoring 

Follow-up 1 at 3 months after installation 

Follow-up 2 at 6 months after Installation 

THIN Database for matched 

control group by age, gender 

and presenting problem at 

end of recruitment period 

Baseline measures 

Care  

Control comparison 

measures at 3 months 

Control comparison 

measures at 6 months 

Analysis of clinical and cost-

effectiveness  

N

o 

Yes 

Appendix 1a: A service evaluation and cost-effectiveness analysis of Cambridgeshire Telehealth and Telecare service provision: A 

flow diagram of the evaluation process  


