
1 
 

 
 

  

2019 

Evaluability Assessment 
of Realistic Medicine 

Report of an evaluability assessment conducted on behalf of 
the Scottish Government Chief Medical Officer’s Directorate 

 

Peter Craig and Nai Rui Chng, MRC/CSO Social & Public Health Sciences 
Unit, University of Glasgow 
Diane Stockton, Evaluation Team, NHS Health Scotland 
 



2 
 

 
 

Contents 
Chapter 1: Background and policy context ................................................................................ 4 

Introduction ........................................................................................................................... 4 

Policy Context ........................................................................................................................ 4 

Evaluability Assessment ......................................................................................................... 5 

Chapter 2: The EA Process ......................................................................................................... 6 

Workshop 1 ............................................................................................................................ 6 

Workshop 2 ............................................................................................................................ 7 

Workshop 3 ............................................................................................................................ 7 

Chapter 3: Evaluation options ................................................................................................. 10 

Data sources ......................................................................................................................... 10 

Table 1 Existing data sources ........................................................................................... 11 

Overview of evaluation options ........................................................................................... 14 

Options in detail ................................................................................................................... 15 

Outcome 1 People have the information they need to engage in shared decision making
.............................................................................................................................................. 15 

Table 2 People have the information they need to engage in shared decision making . 17 

Outcome 2 Professionals have the skills and knowledge they need to practise Realistic 
Medicine .............................................................................................................................. 19 

Table 3 Professionals have the skills and knowledge they need to practise Realistic 
Medicine .......................................................................................................................... 20 

Outcome 3 Leaders champion and create the conditions for Realistic Medicine .............. 22 

Table 4 Leaders champion and create the conditions for Realistic Medicine ................. 23 

Outcome 4 Data and IT infrastructure that support understanding variation and 
improvement ....................................................................................................................... 25 

Table 5 Data and IT infrastructure that support understanding variation and 
improvement ................................................................................................................... 26 

Outcome 5 Strategic alignment of policies, programmes and resources ........................... 28 

Economic evaluation ............................................................................................................ 28 

Table 6 Strategic alignment of policies, programmes and resources.............................. 29 

Chapter 6: Recommendations ................................................................................................. 30 

Appendix 1: Stakeholder Group ............................................................................................... 32 

Appendix 2 ............................................................................................................................... 33 

 



3 
 

  



4 
 

Chapter 1: Background and policy context 
 

Introduction 
The Realistic Medicine policy team in the Scottish Government commissioned an 
Evaluability Assessment (EA) of the Realistic Medicine work programme in December 2018. 
The EA is intended to support the formulation of an evaluation plan for Realistic Medicine, 
as part of the implementation plan that is being developed in early 2019. This report 
describes the process by which the EA was conducted, and presents options for evaluation. 
 

Policy Context 
A growing number of people now live with multiple, complex and fluctuating health 
conditions. Current models of care do not always suit these patients, their carers or the 
aspirations of the health workforce. There are challenges in recruitment and retention of 
the health and care workforce, concerns around over diagnosis and overtreatment, fears for 
the sustainability and affordability of the health service, and persisting health inequalities 
across the population.1 In response, a number of UK countries are now rethinking the way 
medicine is practised and how health and social care services are delivered. In 2016, the 
Chief Medical Officer for Scotland outlined her approach to addressing these issues: 
Realistic Medicine.  
 
Realistic Medicine aims to improve patient care through a personalised approach, in which 
the person receiving care is at the centre of decision-making. It seeks to reduce harm, waste 
and unwarranted variation, whilst acknowledging and managing the inherent risks 
associated with delivering care, as well as championing improvement and innovation.2 The 
CMO’s vision is that, by 2025, everyone who provides healthcare in Scotland will practise 
according to the approaches, behaviours and attitudes of Realistic Medicine.3 
 
Realistic Medicine aims to reduce both under and overtreatment, thereby allowing 
resources to be reallocated to forms of care that matter more to patients and improving 
population health. The approach is underpinned by the concept of ‘value based healthcare’ 
developed by Sir Muir Gray, which proposes that health services should seek to deliver 
three kinds of value:4 5 
 

 Allocative value: by allocating resources to different groups equitably and in a way 

that maximises value for the whole population.  

 Technical value: by improving the quality and safety of healthcare to increase the 

value derived from resources allocated to particular services.  

                                                      
1Marshall M et al. Rethinking medicine. BMJ 2018; 363 doi: https://doi.org/10.1136/bmj.k4987 
2 Realistic Medicine. Chief Medical Officer’s Annual Report 2014-15.  
https://www2.gov.scot/resource/0049/00492520.pdf 
3 Practising Realistic Medicine: Chief Medical Officer for Scotland annual report 2016-17. 
https://www.gov.scot/publications/practising-realistic-medicine/ 
4 Gray M, Reducing unwarranted variation to maximise the value of healthcare for populations. BMJ 
2017;356:j437. doi: https://doi.org/10.1136/bmj.j437 
5 Jani A, Jungman S, Gray M. Shifting to triple value healthcare: Reflections from England. Z. Evid. Fortbild. 
Qual. Gesundh. wesen (ZEFQ) 130 (2018) 2–7 
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 Personalised value: by basing decisions on the best current evidence, careful 

assessment of an individual's clinical condition and an individual's values. 

The Realistic Medicine delivery plan for 2017-2020 set out a series of strands of work 
designed to embed the key elements of Realistic Medicine into practice. Resources have 
been allocated for: 
 

 appointing Realistic Medicine Clinical Leads in the 14 territorial NHS Boards and 6 

special NHS Boards 

 compiling an online Scottish Atlas of Healthcare Variation 

 providing training in the practice of Realistic Medicine and use of the Scottish Atlas 

of Healthcare Variation 

 a Value Improvement Project Fund to support demonstration projects 

 a Communications Strategy comprising social media, online training resources, an 

annual conference and a Realistic Medicine website 

 A Citizens’ Jury on shared decision making 

 research and evaluation 

An enhanced three year delivery plan is being developed from January 2019, building on the 
initial phases of the work program. As Realistic Medicine is seeking to translate healthcare 
principles into clinical practice, it is now an important and appropriate time to review 
learning to date and consider how Realistic Medicine can be monitored and evaluated in the 
future. 

 

Evaluability Assessment 
Evaluability Assessment (EA) is a systematic and collaborative approach to prioritising and 
planning evaluation projects. It involves structured engagement with stakeholders to clarify 
intervention goals and how they are expected to be achieved, development and evaluation 
of a logic model or theory of change, and provision of advice on whether an evaluation can 
be carried out at reasonable cost or if further development work on the intervention should 
be completed first. EA offers value by sharpening the focus of interventions that are put 
forward as candidates for evaluation, and establishing the likelihood of measurable impact, 
before resources are committed to a full-scale evaluation. It can forestall commitments to 
evaluate programmes where further development is required, or where there is little 
realistic expectation of benefit, and make the evaluations that are undertaken more useful. 
It also provides a basis for constructive engagement with stakeholders, whether or not a 
full-scale evaluation is undertaken. This should encourage the translation of research 
findings by ensuring that policy-makers and practitioners are involved from the beginning in 
developing and appraising evaluation options. 
 
EA involves a series of workshops aimed at achieving: 
 

 Structured engagement with stakeholders to clarify the intervention or policy goals 

and how they are expected to be achieved.  
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 Development and appraisal of a theory of change, which describes how 

implementation of a policy contributes to change in longer-term outcomes, via 

change in a series of linked short- and medium-term outcomes.  

 Development of evaluation priorities and questions. 

 Assessment of existing data sources and data gaps, and consideration of evaluation 

options.  

 Provision of advice on whether an evaluation can be carried out at reasonable cost, 

or whether further development work on the intervention should be completed first. 

The specific objectives for the Realistic Medicine (RM) Evaluability Assessment were to: 

 Develop and refine a theory of change that will articulate and define the short, 

medium and long term outcomes needed to deliver the Realistic Medicine vision; 

 Provide an assessment of the quality and range of available evidence in relation to 

these outcomes; suggest potential indicators and highlight data gaps;  

 Propose a range of options for ongoing monitoring and evaluation with an indication 

of how robust each option is, the resource requirements, and the extent to which it 

will provide a rigorous, adaptable evaluation approach with phased learning to 

support ongoing implementation. 

In Chapter 2 we summarise the discussions at the three workshops. Chapter 3 summarises 
available data sources and presents a series of evaluation options. Chapter 4 provides a 
brief discussion of the evaluation and presents recommendations. 

Chapter 2: The EA Process 
A total of 15 stakeholders took part across the three workshops (Appendix 1). They included 
members of the Scottish Government’s Realistic Medicine team, Realistic Medicine Clinical 
leads and other practitioners involved in delivering Realistic Medicine, the leads for the 
Scottish Atlas of Healthcare Variation project and an independent university-based 
researcher. Five attended all three workshops, five attended two and the remaining five 
attended one workshop.  
 

Workshop 1 
The first workshop on 25 January 2019 started with a brief update on the Realistic Medicine 
work programme and an overview of the EA process. The main focus of the session was a 
discussion of a draft driver diagram developed by the Scottish Government Realistic 
Medicine team, which identified high level outcome domains, more detailed intermediate 
outcomes and the activities that were expected to drive change in the outcomes (Appendix 
2). An important theme of the discussions was whether the focus should be on evaluating 
components of the Realistic Medicine work programme or on evaluating whether Realistic 
Medicine as a whole was having the desired impact across the NHS. It was agreed that both 
were important and that the evaluation should seek to inform improvements in delivery of 
the work programme, as well as enabling a judgement about whether the long term goals of 
Realistic Medicine were being achieved. 
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Workshop 2 
The second workshop on 20 February 2019 started with a short recap of the EA process, 
followed by a feedback discussion of a driver diagram revised in the light of the discussion at 
workshop 1. For ease of discussion we divided the driver diagram into three parts according 
to the high level outcome domains of systems, practitioners and people (Figure 1). The 
workshop used the revised driver diagram as a starting point for consideration of which 
intermediate outcomes should be the priority for measurement and evaluation, and what 
existing data and evidence was available that could be used to identify changes in these 
outcomes. 
 
Participants were asked to vote on each of the ten outcomes included in the revised driver 
diagram. This led to the identification of five high priority intermediate outcomes, including 
at least one in each of the three high level outcome domains, distinguished clearly from 
others of medium or low priority: 
 

 People have the information they need to engage in shared decision making 

 Professionals have the skills and knowledge they need to practise Realistic Medicine 

 Leaders champion and create the conditions for Realistic Medicine 

 Data and IT infrastructure that support understanding variation and improvement 

 Strategic alignment of policies, programmes and resources 

The revised driver diagram is presented in Figure 1. The shading and numbers in the boxes 
indicate the priorities assigned to the detailed outcomes.  
 

Workshop 3 
The third workshop on 6 March 2019 moved on to consider approaches to evaluation. 
Participants were asked to consider evaluation options in relation to the five prioritised 
outcomes agreed in the second workshop. The main issues considered in relation to each 
outcome were: 
 

 Evaluation questions 

 Existing data sources 

 Additional data needs 

 Evaluation design 

Other issues discussed were the rationale for an economic evaluation, and methods that 
might be used, health inequalities, and time frame. 
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Figure 1 Realistic Medicine.   Revised driver diagram and prioritised outcomes 
 
1a Systems 

 
 
1b Practitioners 
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1c People 
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Chapter 3: Evaluation options 
Realistic Medicine is a complex intervention, in the sense that it has a number of interacting 
components, which operate at a range of organisational levels, involve a wide range of staff, 
and which require a high level of skill to deliver effectively.6 Evaluation of such interventions 
is methodologically challenging because there is a wide range of possible influences on 
outcomes and it can be difficult in a clinical context to achieve a consensus definition on the 
most important outcomes, or indeed what constitutes a “a good outcome”. Identifying the 
impact of the intervention, let alone the effects of its individual components, in the context 
of all the other possible influences on outcomes, is difficult. From an evaluation perspective, 
the difficulty is compounded by the way the programme is being implemented. Rather than 
a discrete event, adoption of Realistic Medicine principles will take place gradually, as more 
and more staff are trained, as use of the Scottish Atlas of Healthcare Variation and other 
support tools grows, and as Clinical Leads influence the behaviour of other practitioners. 
Realistic Medicine is being implemented over the whole of Scotland, rather than by one 
Territorial Board at a time, so the scope for geographical comparisons of programme 
implementation is limited. The resources allocated to Realistic Medicine are modest, 
compared with the overall budget for the NHS in Scotland, so expectations about the size of 
the effect should be framed accordingly. 
 
Workshop participants agreed that evaluation should seek to assess both the delivery of 
Realistic Medicine, and whether the desired outcomes are being achieved. Information is 
required to inform improvements in delivery, as well as to enable a judgement on the 
success of the programme by 2025. The evaluation should therefore address not just the 
effectiveness of the programme as a whole, but also whether the component activities are 
being delivered effectively so that implementation plans can be further refined if necessary. 
This range of requirements suggests a mixed methods approach to evaluation, involving the 
collection and analysis of qualitative and quantitative data on processes and outcomes. 
 

Data sources 
Workshop participants identified a wide range of routinely collected data sources that might 
be useful for evaluation. Table 1 lists and briefly describes the main sources of data 
identified at the workshops and summarises their potential for use in the evaluation of 
Realistic Medicine. Note that they were all designed for purposes other than to evaluate 
Realistic Medicine, and not all have data gathering as their primary purpose. The appraisals 
in the table are not judgements on their overall quality or value, but only of their relevance 
for measuring change in the outcomes identified as priorities for the evaluation of Realistic 
Medicine. 
 
  

                                                      
6 Craig, P., Dieppe, P., Macintyre, S., Michie, S., Nazareth, I. and Petticrew, M. (2008) Developing and 
evaluating complex interventions: the new Medical Research Council guidance. British Medical Journal, 337, 
pp. 979-983. (doi:10.1136/bmj.a1655) 
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Table 1 Existing data sources7  

Name Description Relevance to evaluation of 
Realistic Medicine 

Scottish Care Experience Survey 
Programme8 

A series of biannual online/postal 
surveys of users of health and 
social care services. Includes large 
surveys of GP patients and social 
care users, inpatients, maternity 
care and cancer patients.  

HIGH: Provides a robust and 
representative series of data for 
several years prior to 
implementation of Realistic 
Medicine though there have been 
changes in survey content over 
time. The 2018 Health and Care 
Experience Survey gathered 
information on whether patients 
understood the information they 
were given, felt that they were 
listened to and treated with 
compassion, were given enough 
time, were in control of their 
treatment and could involve 
people that mattered to them.  
Data is available at a variety of 
local area levels as well as for 
Scotland as a whole.  

Scottish Atlas of Healthcare 
Variation9 

Aims to highlight geographical 
variation in the provision of 
health services and associated 
health outcomes. Currently 
comprises 18 maps. Designed to 
promote quality improvement by 
prompting discussion about why 
differences exist. Described as ‘an 
important tool to contribute to 
eliminating unwarranted 
variation, realising Realistic 
Medicine and to support reducing 
harm and waste within the health 
service.’ 

HIGH: Primarily designed as an 
information resource for decision 
makers in NHS Boards and Health 
and Social Care Partnerships, but 
could also be used to measure 
change over time in variation in 
care for the procedures and 
treatments covered by the maps.  

Realistic Medicine Survey 2018 Online survey of health and social 
care staff to obtain ‘views on 
understanding and applying 
Realistic Medicine and future 
priorities.’ 

MEDIUM: the survey gathered 
information of direct relevance to 
the implementation of Realistic 
Medicine from a substantial 
number (n=2464) of practitioners 
and managers. Focus is on 
delivery rather than outcomes, 
and not designed to assess 
change over time. 

                                                      
7 FORMIC was also mentioned in Workshop 3. FORMIC is described as ‘flexible technology [that] delivers 
multichannel patient experience surveys quickly and at scale, and is used by over 200 NHS and public sector 
customers to turn patient experience data into insight, support GP revalidation and provide the foundation for 
immediate and sustained quality and service improvement.’ (http://www.formic.com/patient-experience/). It 
is not a data source, but a commercially available service for conducting patient surveys, so is not included in 
the table. 
8 https://www2.gov.scot/Topics/Statistics/Browse/Health/careexperience 
9 https://www.isdscotland.org/products-and-services/scottish-atlas-of-variation/ 

http://www.formic.com/patient-experience/
https://www2.gov.scot/Topics/Statistics/Browse/Health/careexperience
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Our Voice Citizens’ Panel10 A demographically-representative 
survey of citizens which helps to 
assess public preferences and 
opinions at a National level. 

LOW: Convened by the Scottish 
Health Council, the most recent 
report included a section on 
inclusive communication. 

NHS Inform11  Described as ‘Scotland's national 
health information service.’ Aims 
to ‘provide the people in Scotland 
with accurate and relevant 
information to help them make 
informed decisions about their 
own health and the health of the 
people they care for.’ 

LOW: Strong assumptions would 
needed to interpret trends in 
usage as indicators of underlying 
trends in people’s propensity or 
ability to make informed 
decisions about health and care, 
or to attribute changes in level or 
trend to Realistic Medicine 
activities. 

Anticipatory Care Planning 
Toolkit12 

Downloadable toolkit for care 
planning, hosted by HCIS (iHUB), 
launched in November 2017. 

LOW: May not be the only toolkit, 
and the number of alternative 
planning tools may go up or down 
over time, so strong assumptions 
needed to interpret trends in 
uptake as trends in people’s 
propensity or ability to engage in 
anticipatory care planning.  

MyDecisions13 Described as a ‘free and simple 
website will help you do an 
important thing:  
Planning ahead for your future 
treatment and care 

LOW: As above – trends in uptake 
not directly interpretable as 
changes in outcomes relevant to 
Realistic Medicine. Care planning 
most directly relevant to patients 
who are likely to need high levels 
of care in the near future. 

Care Opinion14 Website established to enable 
people to share experiences of 
care. 

LOW: Maybe useful as a source of 
qualitative information about 
good and bad experiences of 
care. Subject to the same 
constraints as other web-based 
data sources: users are self-
selected and patterns or trends in 
use of a particular website may 
not be true reflection of patterns 
or trends in the population. 

Scottish Public Services 
Ombudsman15 

Searchable database of reports of 
investigations of complaints 
against public bodies. 

LOW: Maybe useful as an 
indicator of whether negative 
experiences reflect a failure to 
practise Realistic Medicine 
principles. 

 
There is no single source or set of sources of routinely collected data that could answer all 
of the priority evaluation questions. The sources likely to be most useful are the Care 
Experience Surveys and the Scottish Atlas of Healthcare Variation. Making good use of these 

                                                      
10 http://scottishhealthcouncil.org/our_voice/citizens_panel.aspx#.XJ4ynSL7SUk 
11 https://www.nhsinform.scot/about-nhs-inform 
12 https://ihub.scot/project-toolkits/anticipatory-care-planning-toolkit/anticipatory-care-planning-toolkit/ 
13 https://mydecisions.org.uk/ 
14 https://www.careopinion.org.uk/info/about 
15 https://www.spso.org.uk/ 



13 
 

sources of data, and considering possible enhancements, will be important to designing an 
effective and affordable evaluation plan. 
 
The four surveys in the Scottish Care Experience Survey Programme are primarily designed 
to assess the extent to which the quality ambitions of the Scottish Government’s overall 
strategic vision for the NHS16 are being achieved. The large size of the surveys mean they 
are a precise instrument for measuring relatively small changes over time, or at a 
disaggregated level, and their focus on measuring whether care is responsive to people's 
individual preferences, needs and values is directly relevant to Realistic Medicine. Following 
a questionnaire review ahead of the 2017/18 Health & Care Experience Survey, a number of 
questions were added to capture peoples’ experiences of person-centred care behaviours.17 

Likewise, in the Inpatient Experience Survey, respondents are asked about quality of 
communication (e.g. whether they felt they were being listened to, and whether their 
condition and treatment were discussed with them in a way they could understand). The 
Scottish Cancer Patient Experience Survey (SCPES) also includes questions about quality of 
communication and involvement in decision-making. In terms of sample size, population 
coverage and questionnaire content, the surveys are therefore a key resource for evaluating 
Realistic Medicine. Nevertheless, it may be worth considering whether additional questions 
could be added to the surveys to further identify understandings and behaviours specific to 
Realistic Medicine, and whether such understandings and behaviours are contributing to 
improvements in the experience of care.  
 
The Scottish Atlas of Healthcare Variation is intended primarily as a resource to help 
practitioners and other decision makers to consider where their services fit into the overall 
distribution of care across Scotland, and to identify opportunities to shift resources to 
services or treatments which provide greater value. Although the Atlas does not cover all or 
a representative sample of procedures provided by the NHS, change over time in the 
pattern of variation in those procedures covered by the maps is an important indicator of 
whether unwarranted variation is reducing. Secondary analysis of the data used in the Atlas 
(e.g. to identify changes in the distribution of rates of treatment or in the numbers of points 
outside the control and warning limits)18 might be a feasible and highly efficient way of 
assessing progress towards achieving the goals of Realistic Medicine.  
 
The 2018 Realistic Medicine Practitioner Survey obtained useful information on the 
implementation of Realistic Medicine from a substantial number of practitioners and 
managers, but was not designed to measure change over time. The sampling strategy, 
which involved cascading a link to an online survey via senior staff, makes it difficult to 
estimate response rates. If the survey were repeated at intervals in future, a more formal 
approach, with invitations to take part distributed to a pre-defined sample of staff, would 
be preferable. This would allow responses to be weighted to adjust for non-response so that 
changes in rates of participation in successive surveys could be distinguished from changes 
in beliefs and attitudes about the implementation of Realistic Medicine. 
 

                                                      
16 https://www2.gov.scot/Topics/Health/Policy/2020-Vision 
17 The results can be found in Chapter 6 of the national report: https://www.gov.scot/publications/health-
care-experience-survey-2017-18-national-results/pages/6/ 
18 Bearing in mind that the purpose of the Atlas is not to indicate a correct level. 
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Although cheap and potentially readily accessible, web analytics for sites providing services 
relevant to Realistic Medicine, such as NHS Inform, cannot be interpreted as indicators of 
the impact of Realistic Medicine. Users are self-selected, unlikely to be representative, and 
their behaviour may be influenced by many factors other than Realistic Medicine. Although 
complaints investigated by the Ombudsman may relate to aspects of service provision that 
Realistic Medicine is seeking to improve (such as provision of information about care), these 
complaints reflect just one tail of the distribution of care experiences. Changes in the 
pattern of complaints may not reflect shifts in the overall distribution of experiences that 
Realistic Medicine is seeking to achieve. We therefore do not recommend the use of these 
kinds of data sources as an alternative to sources such as the Care Experience Surveys, but 
they may provide some pointers towards issues that could be addressed through primary 
data gathering. 
 

Overview of evaluation options 
We present three broad options, starting with the cheapest and building on additional 
evaluation activity. 
 
Option 0 comprises existing research and monitoring activity with no additional evaluation. 
We include this primarily as a reference point. As discussed above, existing research and 
monitoring activity will not address the evaluation requirements specified in the workshops. 
 
Option 1 supplements Option 0 with further analysis or review of existing routinely 
collected data or other readily accessible data. 
 
Option 2 involves further primary data gathering. Option 2a supplements Option 1 with 
further primary qualitative data gathering and analysis. Option 2b supplements Option 1 
with enhancements to existing routinely collected quantitative data sources. Options 2a and 
2b could be adopted separately or combined. Note that not all the questions include 
options at each of these levels. 
 
An economic evaluation could be combined with any of the options above. 
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Options in detail 
This section describes the evaluation options in detail mapped onto the five high priority 
Realistic Medicine outcomes identified by participants of the workshops. The accompanying 
tables provide an overview and summary of pros and cons 
 

Outcome 1 People have the information they need to engage in shared decision 
making 
Table 2 provides an overview of the options. 

 
Option 0 relies exclusively on work already underway, such as reports of ‘Five Questions’19 
pilots in NHS Boards including Borders, Lanarkshire, Forth Valley, Borders, Dumfries and 
Galloway, and routine reports from Realistic Medicine leads within the Boards. 
Option 0 incurs minimal additional cost, but will provide only a partial and unsystematic 
picture of progress towards the outcome. The pilots will provide an early indication of the 
use of the five questions in some parts of Scotland, but no information on the extent to 
which the outcome is being achieved, or whether early progress is sustained.  
 
Option 1 involves work covered in Option 0, as well as including existing routinely collected 
data from sources such as: 
 

 Care Experience Surveys 

 Our Voice Citizens’ Panel 

 Hits on NHS Inform on key pages (web analytics) 

 Anticipatory Care Planning Toolkit (iHub web & app analytics) 

 MyDecisions (web analytics) 

 Care Opinion website 

 Scottish Public Services Ombudsman investigation reports 

Option 1 will involve some additional cost, for the work involved in identifying and 
summarising relevant information from the Care Experience Surveys or the Our Voice 
Citizens’ Panel. For the reasons given in Chapter 3, we do not recommend investing effort in 
acquiring and analysing web or app-based sources of data. Information from the Care 
Opinion website and Scottish Public Services Ombudsman investigation reports would not 
provide a reliable measure of the extent to which patients feel adequately informed, or of 
changes over time, but could be analysed to identify issues relevant to Realistic Medicine 
that could be explored under options 2a or 2b.  
 

                                                      
19Realistic Medicine recommends the ‘Choosing Wisely 5 Questions’ as a tool that may be useful to help 
patients to ask about their care (https://www.choosingwisely.co.uk/i-am-a-patient-carer/questions-ask-
doctor/):  

Is this test, treatment or procedure really needed? 
What are the potential benefits and risks? 
What are the possible side effects? 
Are there simpler, safer or alternative treatment options? 
What would happen if I did nothing? 

https://www.choosingwisely.co.uk/i-am-a-patient-carer/questions-ask-doctor/
https://www.choosingwisely.co.uk/i-am-a-patient-carer/questions-ask-doctor/
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Option 2a involves additional qualitative data collection such as semi-structured interviews 
with purposively sampled patients, carers, and/or family members to probe experiences and 
perceptions more deeply. Qualitative data will not provide a measure of the extent to which 
patients feel adequately informed, or of change over time, but could be used to produce 
case studies of good practice or areas (e.g. specialities) where it may be more challenging to 
practise Realistic Medicine. The scale of data gathering required would depend on the 
number of distinct groups of service users included in the sample and the extent of variation 
in experience within the groups. Because the analysis of qualitative data is time-consuming, 
most qualitative studies are relatively small, but there is no formal upper or lower limit on 
what constitutes an adequate sample size,20 and decisions on the numbers of interviews 
required are made partly on the basis of available resources and partly on judgements made 
during data gathering about whether further interviews would yield additional useful 
information. 
 
Option 2b involves enhanced routine quantitative data collection. The Care Experience 
Surveys already collect much relevant information, especially since the changes to the 
questionnaires introduced in 2018.21 Users of GP services are asked whether they were: 
listened to; given enough time; treated with compassion and understanding; given the 
opportunity to involve people who mattered to them; understood the information they 
were given; felt in control of their treatment and care; knew the healthcare professional 
well; and whether their treatment or care was well-co-ordinated. Similar questions are 
asked in relation to out of hours services and social care services.22 However, there may be 
added value from including a specific set of Realistic Medicine related questions to provide a 
more sensitive and specific indication of progress towards this outcome. Ideally, an existing 
validated survey instrument for asking about shared decision-making should be used, such 
as the CollaboRATE tool.23 There are particular advantages to including a stable module of 
questions in the Care Experience Surveys as this would allow assessment of change over 
time at a disaggregated level, providing information useful for Board level decision-makers 
as well as for assessing overall progress towards the outcome.

                                                      
20 Baker, S. E., & Edwards, R. (2012). How many qualitative interviews is enough? National Center for Research 
Methods. Available at: http://eprints.ncrm.ac.uk/2273/. 
21 See https://www.gov.scot/publications/health-care-experience-survey-2017-18-technical-report/pages/3/,  
22 https://www2.gov.scot/Resource/0053/00530169.pdf 
23 Elwyn G et al. Developing CollaboRATE: A fast and frugal patient-reported measure of shared decision 
making in clinical encounters. Patient Education and Counselling. 2013. 
https://doi.org/10.1016/j.pec.2013.05.009 

https://www.gov.scot/publications/health-care-experience-survey-2017-18-technical-report/pages/3/
https://doi.org/10.1016/j.pec.2013.05.009
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Table 2 People have the information they need to engage in shared decision making 
Evaluation Questions Evaluation Design  Elaboration Pros Cons 

 Do patients feel adequately 

informed? 

 Are patients more confident 

taking part in decision 

making about their 

treatment? 

 How many patients have 

anticipatory care plans? 

Option 0 

 RM Five Questions pilot 

evaluations 

 RM Leads reports 

 Relies on existing 

work. No 

additional 

evaluation. 

 No additional cost.  

 RM 5Q pilot evaluations and 

Realistic Medicine Leads’ 

reports may provide some data 

on shared decision-making. 

 Data is mostly from 

practitioners’ perspective so 

patient input is missing.  

 Impossible to evaluate 

systematically progress.  

 Will not be able to assess 

Realistic Medicine impact on 

practitioners and patients. 

Option 1 

 Option 0 

 Care Experience 

Surveys 

 NHS Inform and other 

sources of web 

analytics 

 Care Opinion stories 

 Scottish Public Services 

Ombudsman 

investigation reports 

Option 0 plus 
 Web Analytics to 

analyse trends/ 

differences.  

 Stories and cases 

provide illustrative 

examples. 

 Analysis of 

differences/ trends 

in Health and Care 

Experience survey 

measures 

 Analytics can show web/app 

user behaviour statistics.  

 Can provide some indirect data 

on whether people feel they 

have the information they need 

in shared decision-making 

 Small additional cost.  

 Would not be able to directly 

relate the analytics to Realistic 

Medicine.  

 Contextual and relational 

information missing.  

 Can’t obtain direct data on 

shared decision-making based 

on Realistic Medicine 

evaluation needs. 

Option 2a 

Option 1 plus 
 Interviews with 

purposive samples of 

patients/carers/family 

members 

Option 1 plus 
 Qualitative semi-

structured 

interviews with 

purposive sample 

of patients/ 

 The addition of qualitative 

document reviews, interviews 

and surveys will provide 

contextual and relational 

information that can shed light 

on various aspects of shared 

decision-making.  

 Additional cost.  

 Will not provide quantified 

estimates of extent to which 

patients are becoming more 

confident about engaging in 

shared decision-making 
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carers/family 

members 

 Can include case studies 

(through interviews) of good 

practice or areas (e.g. 

specialities) where more 

difficult to practise Realistic 

Medicine. 

 More expensive than option 1 

Option 2b 

Option 1 plus  
 Enhanced routine data 

collection  

 
 

Option 1 plus 
 Realistic Medicine 

specific question 

modules in Care 

Experience 

Surveys, such as 

the Collaborate 

tool for shared 

decision-making 

 Can provide quantified data 

from large samples of patients. 

 Provides information on trends, 

and disaggregated estimate 

useful for local decision-makers 

 Could form the basis of a 

monitoring and evaluation 

system that can address impact 

of Realistic Medicine in the 

medium to long term. 

 More expensive than option 1. 

 Low response rates call into 

question representativeness of 

surveys, even after reweighting 

 May not be feasible to include 

additional questions in an 

ongoing series of surveys. 

 Added value of additional 

questions may be limited given 

existing survey content 
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Outcome 2 Professionals have the skills and knowledge they need to practise Realistic 
Medicine 
Table 3 provides an overview of the options. 
 
Option 0 involves no additional evaluation. This option relies exclusively on work already 
underway such as: 
 

 Feedback forms from training workshops  

 Exit question in e-training modules 

These data sources provide only limited information on the practical value or impact of 
Realistic Medicine training, and would be insufficient to systematically assess whether 
professionals are confident in their role as Realistic Medicine practitioners. 
 
Option 1 involves evaluation work covered in Option 0, plus additional research on training 
course participants via 6 month post-training follow-up surveys. This would provide further 
information on the longer term impact of training, but would not provide an in-depth 
understanding the extent of practitioners’ knowledge and how they apply it in practice. 
 
Option 2a Semi-structured interviews with health and social care practitioners could be 
conducted in a selection of geographical areas and disciplines to assess in greater detail, the 
application of practitioner training in Realistic Medicine and degree of confidence.24 Such in-
depth interviews are important to address the suggestion from EA workshop 2 that people 
may misunderstand the extent to which they are implementing the principles of Realistic 
Medicine. Such subtleties could be analysed using an established implementation research 
framework to ascertain the extent to which Realistic Medicine has become routinely 
embedded in the everyday work of health and social care practitioners. 
 
Option 2b A Realistic Medicine-specific topic to address quality and reach of Realistic 
Medicine training, as well as confidence of practitioners, could be considered for inclusion in 
the GMC National training surveys.25 The surveys cover all trainees and achieve very high 
response rates. The questionnaires are reviewed annually but the scope for including a 
Scotland-specific set of questions in a UK wide survey may be limited. A more feasible 
approach may be to review of course content and curriculum in Scottish medical schools to 
assess the extent to which Realistic Medicine is embedded in university courses. This could 
be supplemented with a postal survey of medical school deans in Scotland to ascertain how 
far Realistic Medicine is included in future plans. The Realistic Medicine Practitioner Survey 
discussed in relation to Option 3 below could also be used to obtain information on skills 
and training.

                                                      
24 Comments on sample size for qualitative studies made in relation to Outcome 1, option 2a also apply here. 
25https://www.gmc-uk.org/-/media/documents/dc11391-nts-2018-initial-findings-report_pdf-75268532.pdf 
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Table 3 Professionals have the skills and knowledge they need to practise Realistic Medicine 
Evaluation Questions Evaluation Design  Elaboration Pros Cons 

 What is the quality and 

reach of the training? 

 Are professionals confident 

in their role as Realistic 

Medicine practitioners? For 

example, do they feel able 

to shared skills they have 

learnt? 

 Is Realistic Medicine 

embedded in university 

courses? 

Option 0 

 RM Lead reports 

 Evaluation of Realistic 

Medicine courses and 

training 

 

 Relies on existing 

work done of 

underway. No 

additional 

evaluation. 

 No additional cost.  

 Can provide some information 

on skills and knowledge of 

practitioners. 

 Difficult to systematically 

evaluate skills and knowledge 

of practitioners and how these 

are applied in context.  

 No data on Realistic Medicine 

training. 

Option 1 
Option 0 plus 

 Post-training follow-up 

survey 

 Assessment of range of 

Realistic Medicine 

team-led training 

courses available and 

uptake. 

 

Option 0 plus 
 Evaluation of 

existing Realistic 

Medicine training 

& uptake, and 

follow-up survey of 

practitioners who 

attended training. 

 Can provide some information 

on skills and knowledge of 

practitioners, and extent to 

which they are implementing 

what they have learnt in their 

day to day practice. 

 Additional cost.  

 Difficult to systematically 

evaluate skills and knowledge 

of practitioners and how these 

are applied in context. 

 No data on Realistic Medicine 

training in the wider 

community. 

Option 2a 
Option 1 plus 

 Qualitative interviews 

with practitioners 

Option 1 plus 
 Semi-structured 

interview with 

health and social 

care practitioners 

(sampled by area 

and discipline) to 

answer questions 

such as was 

training useful”, 

“has it changed 

 The interviews will provide 

contextual and relational 

information that can shed light 

on various aspects of practising 

Realistic Medicine.  

 Can be combined with patients 

data on shared decision-making 

to develop case studies of good 

practice or areas (e.g. 

specialities) where more 

 Additional cost.  

 Data on Realistic Medicine 

training reach and quality still 

not comprehensive 
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your practice”, 

“would you 

recommend it,” 

etc. 

difficult to practise Realistic 

Medicine. 

Option 2b 
Option 1 plus 

 Add Realistic 

Medicine questions 

to GMC National 

training surveys 

 Review of university 

curriculum 

 Survey of medical and 

nursing school deans 

 

Option 1 plus 
 Include questions 

in GMC National 

training surveys 

 Review of 

university courses 

to assess course 

content and 

learning objectives 

related to Realistic 

Medicine and 

whether relevant 

questions are 

included in exams 

 Survey of medical 

and nursing school 

deans 

 Most comprehensive for 

understanding reach of 

Realistic Medicine training. 

 Additional cost 

 May not be feasible to 

include Realistic Medicine 

specific questions in a UK 

wide survey 
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Outcome 3 Leaders champion and create the conditions for Realistic Medicine 
Table 4 summarises the options. 
 
Option 0 involves no additional evaluation or cost. It relies solely on Realistic Medicine Lead 
reports (“Describe and provide evidence of your local arrangement e.g. Realistic Medicine 
steering group, Realistic Medicine streams within QI/ management, governance structures 
etc.”) to ascertain if leaders are championing and creating the conditions for Realistic 
Medicine. This can include feedback from leads workshops on case studies where they have 
influenced exec and non-exec board members. 
 
Option 1 involves minor additional data gathering and cost, associated with including an 
additional question in the iMatter survey, asking specifically about the extent to which 
clinicians feel supported to practise Realistic Medicine. 
 
Option 2a Qualitative semi-structured interviews could be conducted with Realistic 
Medicine Leads and other key stakeholders (e.g. Realistic Medicine Champions and Scottish 
Quality and Safety Fellows expected to undergo Value Improvement training) to explore 
how they are interpreting and carrying out their roles in relation to Realistic Medicine. 
Again, an established implementation research framework could be employed to design 
topic guides and directly probe the extent to which Realistic Medicine leads are 
championing and creating the conditions for others to practise Realistic Medicine. Topic 
guides could include subtle questions on time, support and risk appetite, as well as more 
specific questions on barriers and facilitators. A documentary review could be undertaken to 
assess the extent to which Realistic Medicine values and approaches are incorporated in 
NHS Board Improvement Plans and local delivery plans, and in other relevant 
documentation such as advertised job descriptions. 
 
Option 2b Further quantitative information could be obtained from repeat cross-section 
surveys of Realistic Medicine practitioners. This could be designed to specifically obtain 
information on time, support and risk, and other constraints and enablers of Realistic 
Medicine practice. The original survey was undertaken in-house by the Realistic Medicine 
team to inform planning, and it would require a very substantial increase in investment to 
redesign it as a nationally representative survey capable of measuring change over time. It 
would be advisable to sample practitioners directly, rather than cascading the survey via 
senior staff. Ideally the survey would be repeated at regular intervals, along similar lines to 
the Care Experience Surveys. A stratified random probability sample should be used to 
ensure adequate coverage of geographical areas and categories of staff, and to allow 
adjustment for differential non-response. This would permit reliable aggregate estimates of 
change, as well as results for particular areas or groups of staff.  
 
 
 



23 
 

Table 4 Leaders champion and create the conditions for Realistic Medicine 
Evaluation Questions Evaluation design  Elaboration Pros Cons 

 Is Realistic Medicine 

embedded within Health 

Board plans? 

 Are there Realistic Medicine 

Champions in each Health 

Board? 

 Do Clinical leads feel 

supported to practise 

Realistic Medicine 

 

Option 0 

 RM Lead reports 
 Relies on existing 

work done of 

underway. No 

additional 

evaluation. 

 No additional cost.  No independent assessment of 

work done by Realistic 

Medicine Leads and others to 

create conditions for Realistic 

Medicine. 

Option 1 

Option 0 plus 
 Additional question in 

iMatter 

Option 0 plus  
 Additional 

question on 

whether clinicians 

feel supported to 

practise Realistic 

Medicine  

• Large sample   Some additional cost. 

 Very limited information 

Option 2a 

Option 1 plus 
 Interviews with 

Realistic Medicine 

Leads, and key 

stakeholders in Boards 

 Review of Board 

implementation and 

delivery plans  

 Review of other 

documentation like job 

descriptions. 

Option 1 plus 
 semi-structured 

interviews with 

Realistic Medicine 

leads and key 

stakeholders 

 Documentary 

review of Board 

implementation 

and delivery plans, 

as well as related 

documentation 

such as job 

descriptions 

 Would provide the extent to 

which Realistic Medicine is 

embedded within Board plans 

and whether there is leadership 

on Realistic Medicine can be 

obtained in different areas and 

disciplines. 

 Can also help to evaluate 

effectiveness of Value 

Improvement training. 

 Data is limited to Realistic 

Medicine Leads and key 

stakeholders, and will therefore 

not present a wider picture. 
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Option 2b 

Option 2 plus 
 Repeat cross-section  

Realistic Medicine 

Practitioners’ Surveys 

Option 2 plus 
 Repeated cross-

section surveys of 

health and social 

care practitioners 

based on a 

stratified random 

probability sample 

to allow both 

aggregated and 

subgroup 

estimates 

 Can obtain reliable estimates 

from the whole health and 

social care practitioner 

population community about 

progress in  Realistic Medicine 

leadership and practice 

 Most expensive option. 
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Outcome 4 Data and IT infrastructure that support understanding variation and 
improvement  
Table 5 summarises the options. 
 
Option 0 involves no additional evaluation or cost. It relies solely on the Scottish Atlas of 
Healthcare Variation data. Successive editions of the Atlas could be used to analyse trends 
in unwarranted variation. This option would provide no data on how well the atlases are 
being understood or how they are being used to tackle variation in healthcare delivery. 
 
Option 1 would involve further analysis of a subset of the treatments or procedures 
included in the Atlas to quantify the extent to which unwarranted variation was increasing 
(for example as a result of increased influence of patient preferences) or reducing (for 
example because overtreatment had been identified), as evidenced by changes in fold 
values or in the numbers of NHS Boards outside the control limits. 
 
Option 2a supplements option 1 with qualitative research involving purposively sampled 
health and social care practitioners and web analytics of the Scottish Atlas of Healthcare 
Variation website. Semi-structured interview with participants could include questions on:  

 

 Is the Atlas being incorporated into service reviews?  

 Is the Atlas generating conversations, leading to practical actions informed by the atlas 

 What is the level of confidence in the maps?  

 Is it being used alongside clinical audit and other ISD tools, such as Discovery?26 

Are practitioners focussing on treatments and procedures where they can improve value by 
reducing over or under treatment? This data could be used to interpret trends in 
unwarranted variation identified in Option 1, and to assess the role of the Atlas in 
supporting change. 

                                                      
26 https://www.isdscotland.org/Health-Topics/Quality-Indicators/Discovery/ 
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Table 5 Data and IT infrastructure that support understanding variation and improvement 
Evaluation Questions Evaluation design  Elaboration Pros Cons 

 Is there reduction in 

‘unwarranted variation’ over 

time? 

 How are practitioners using 

the Scottish Atlas of 

Healthcare Variation? 

 How effective is the Atlas of 

Healthcare Variation training 

package? 

Option 0 

 Scottish Atlas of 

Healthcare Variation 

 Training package 

evaluation questions 

 Reviews of trends 

for a sub sample of 

treatments and 

procedures. 

 No additional cost  No data on how Scottish Atlas 

of Healthcare Variation is being 

used 

 Complicated to understand the 

impact Realistic Medicine might 

have on variation – it might 

increase variation by bringing 

patient preference for things 

like statin prescribing, elective 

caesarean and colonoscopy.  

 Need to focus on unwarranted 

variation (procedures of limited 

value) 

 Option 1 

Secondary analysis 
of Atlas data 

 Quantitative 

secondary analysis 

of a subset of 

procedures or 

treatments (e.g. 

those thought to be 

of limited value, or 

where there are 

large unexplained 

variations in use) to 

identify change over 

time in the extent of 

variation in 

provision 

 Would provide evidence on 

whether Realistic Medicine was 

achieving its goal of reducing 

unwarranted variation. 

 Some additional cost for 

additional analytical work 

 Only feasible if the maps are 

updated regularly. 

 No data on how Atlas of 

Healthcare Variation is being 

used 
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 Option 2 

Option 0 plus 
 Additional 

qualitative research 

of use of Scottish 

Atlas of Healthcare 

Variation 

 Atlas web analytics 

 

Option 0 plus 
 Analysis of 

qualitative semi-

structured 

interviews with 

purposively sampled 

health and social 

care practitioners 

and web analytics  

 Would provide insights into 

how the Atlas was being used, 

and what if anything needed to 

be done to encourage further 

use 

 Additional cost 
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Outcome 5 Strategic alignment of policies, programmes and resources 
The options are summarised in table 6. 
 
Option 0 would involve the Realistic Medicine policy team keeping a watching brief on 
relevant national policy documents 
 
Option 1 would involve a systematic review of policy documentation to assess the extent to 
which other policies and programmes, at both national and NHS Board or Community 
Planning partnership level, were aligned with Realistic Medicine. The focus would be on 
those policies where Realistic Medicine principles would be expected to inform strategic 
objectives and priorities. 
 
Option 2 would involve interviewing those championing Realistic Medicine within Scottish 
Government to see what influence they felt they were having, what strategies they were 
using, what constraints they had encountered, and whether they were involved in relevant 
boards, committees, etc. 
 

Economic evaluation27 
An economic evaluation could be included along with any configuration of the above 
options. It would be extremely challenging to evaluate the cost effectiveness of Realistic 
Medicine as a whole, given the complex multi-component structure of the intervention and 
the difficulty of attributing observed change to particular activities, but it might be useful to 
identify the value gained by reducing unwarranted variation in specific procedures covered 
by the Scottish Atlas of Healthcare Variation, to supplement the analyses suggested in 
relation to Outcome 4.  A particular difficulty in the economic evaluation of the reduction in 
unwarranted variation is that variation may be due to inappropriate overuse of treatment 
which is not clinically indicated or would not be the preferred option by a fully informed 
patient; or inappropriate underuse by patients who have been denied access to services 
which could benefit them.  One approach to separating out these different reasons for 
variation is to model the need for health services based on population characteristics and 
evidence-based care guidelines.28 Coupled with the information in published health 
technology assessment  studies, this would enable analysts to model the value which is lost 
due to, firstly, inappropriate treatment, and secondly, inappropriate non-treatment. 
Modelling based on aggregate numbers is always somewhat rough and ready, so ideally one 
would have access to clinical audit data which would give a clearer picture of the pattern of 
provision on the ground and support much sharper, more evidence-based estimates.

                                                      
27 We are grateful to Professor Alec Morton of the University of Strathclyde for the suggestion outlined here. 
28 Schang, L., C. De Poli, M. Airoldi, A. Morton, N. Bohm, M. Lakhanpaul, A. Schilder and G. Bevan (2014). 
"Using an epidemiological model to investigate unwarranted variation: the case of ventilation tubes for otitis 
media with effusion in England." Journal of Health Services Research & Policy 19(4): 236–244. 
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Table 6 Strategic alignment of policies, programmes and resources 
Evaluation Questions Evaluation design  Elaboration Pros Cons 

 Do key policies contain 

recommendations in 

relation to Realistic 

Medicine that are actionable 

and achievable? 

 

Option 0 

 Watching brief 

Relies on existing 
work done of 
underway. No 
additional 
evaluation. 

No additional cost. Unlikely to be comprehensive 

Option 1 – Systematic 
review of policy 
documentation 

Option 0 plus 
 Review of the 

extent to which 

other policies 

and programmes, 

at both national 

and NHS Board or 

Community 

Planning 

partnership level, 

were aligned 

with  Realistic 

Medicine 

More thorough and systematic – 
could cover local as well as 
national documents 

Additional cost 

Option 2 – Qualitative 
research with Realistic 
Medicine policy leads 
  

Option 1 plus 
 In depth 

interviews with a 

purposive 

sample of policy 

makers 

Would help to explain why policy 
documents do or do not address 
Realistic Medicine. 

Additional cost 
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Chapter 6: Recommendations 
It was agreed among workshop participants that evaluation should seek to provide evidence 
to support implementation, as well as to assess the extent to which Realistic Medicine was 
achieving its goals. These aims entail a mixed methods approach to evaluation that would 
gather and analyse qualitative and quantitative data on both implementation processes and 
outcomes. Such an approach should seek to make full use of existing data sources, but also 
build in new primary data gathering to fill the most important gaps. 
 
In relation to outcome 1, ‘people have the information they need to engage in shared 
decision making,’ The Scottish Government already collects extensive data on the 
experiences of users of health and care services via the Scottish Care Experience Survey 
Programme. The surveys include a number of questions relevant to the evaluation of  
Realistic Medicine, for example whether patients understood the information they were 
given, felt that they were listened to and treated with compassion, were given enough time, 
were in control of their treatment and could involve people that mattered to them. Past and 
future waves of the surveys will therefore provide a useful series of data on the extent to 
which these outcomes are improving. However, there are too few waves to allow a formal 
interrupted time series analysis, and the gradual process of implementing Realistic Medicine 
does not provide the kind of abrupt interruption needed to identify impacts. Changes in 
question coverage from wave to wave also complicate analysis. Consideration should be 
given to developing a Realistic Medicine specific question module, in which the core 
questions are kept unchanged in future waves of the surveys. 
 
We do not recommend the use of web analytics, or the analysis of sources such as Care 
Opinion or Scottish Public Services Ombudsman investigations, for the assessment of the 
impact of Realistic Medicine. However, such sources may be useful for developing 
hypotheses and questions to pursue in qualitative interviews. 
 
The Scottish Atlas of Healthcare Variation is another valuable source of data, in relation to 
outcome 4, ‘data and IT infrastructure that support understanding variation and 
improvement.’ Although designed as tool for clinicians and other decision-makers to use in 
tackling unwarranted variation, it could also be used to assess whether reductions are being 
achieved. Some information could be gleaned simply by reviewing successive editions of the 
Atlas to identify whether variation is increasing or decreasing. A more convincing approach 
would be to develop a formal protocol for quantitatively analysing change in a purposively 
selected subset of treatments and procedures where unwarranted variation is thought to be 
substantial. Reduction in unwarranted variation associated with overtreatment is expected 
to release resources that can be invested in higher value treatments. There is a case for 
including an economic evaluation that would assess the value lost due to inappropriate 
treatment or non-treatment, and the extent to which changes in provision driven by 
Realistic Medicine are impacting on loss of value. 
 
Using the Atlas to identify change in variation over time will provide evidence on whether 
Realistic Medicine is achieving its expected impact; further qualitative research will be 
needed to understand how and why change is taking place. Such information is relevant to 
outcome 1 and 4, but also outcomes 2 and 3, ‘professionals have the skills and knowledge 
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they need to practise Realistic Medicine,’ and ‘leaders champion and create the conditions 
for Realistic Medicine.’ Qualitative research should therefore include in-depth data 
gathering with purposive samples of both care users (patients and their families), and 
clinicians and other care providers. This should be combined with analysis of routinely 
collected data on quality of training, potentially supplemented by longer term follow-up of 
training outcomes, and also by the analysis of national and NHS Board-level policy and 
planning documents to assess the extent to which Realistic Medicine principles are 
embedded in strategic thinking and decisions about service development and delivery 
(outcome 5). Note that outcomes related to professional skills and knowledge, the 
championing of Realistic Medicine principles, and use of the Scottish Atlas of Healthcare 
Variation (outcomes 2, 3 and 4) could be addressed in a single qualitative study, so long as 
the sample covered all of the relevant practitioner groups.  
 
Evaluation of the impact of the projects supported by the Value Improvement Project Fund 
was not identified as a priority in the workshops. As the Fund constitutes a substantial 
component of the overall budget for the implementation of Realistic Medicine, further 
monitoring of the outcomes of the funded projects would be worthwhile. One approach, 
which would not require significant additional funding, would be to build a self-assessment 
by grant holders of the reach, implementation and sustainability of the funded projects into 
the reporting requirements, and to obtain reports both at the end of the period of funding 
and at specified intervals (e.g. 6, 12 and 24 months) thereafter. 
 
Our overall recommendation is that the evaluation should focusing on making best use of 
the data already collected via the Care Experience Surveys and the Scottish Atlas of 
Healthcare Variation, supplemented by additional qualitative research with patients, carers’ 
and their families, and with health and social care practitioners. Resources permitting, 
serious consideration should also be given to conducting repeat cross-section surveys of 
practitioners, using a stratified random probability sample that will enable the analysis of 
change over time at both an aggregate (e.g. national) level, and at the level of specific NHS 
Boards and practitioner groups. 
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Appendix 1: Stakeholder Group 
 

Name Role Workshops 

Craig Bell  Realistic Medicine team leader, Scottish 
Government 

2, 3 

Roger Black  Head of Service, Information Services 
Division, NHS  

2, 3 

Simon Edgar Director of Medical Education, NHS Lothian 1 

Stephen Fenning  Scottish Clinical Leadership Fellow, 
Specialty Registrar in Palliative Medicine 

1, 3 

Lauren Glen  Realistic Medicine team policy manager, 

Scottish Government 

1, 2, 3 

Donna Hendry  Realistic Medicine Clinical Lead, Scottish 

Ambulance Service 

Specialist paramedic  

1, 3 

Annabel Howell Realistic Medicine Clinical Lead, NHS 

Borders 

Associate Medical Director  

3 

Mary Hucker  Realistic Medicine team senior policy 

manager, Scottish Government 

1, 2,3 

Victoria Keir Head of Participation, Scottish Government 1, 2, 3 

Alan McIntyre Specialist paramedic 1, 2 

Helen Mackie Realistic Medicine National Clinical Adviser, 

Scottish Government 

2 

Alec Morton   Professor of Management Science, 

Strathclyde University 

3 

Babu Mukhopadhyay  Realistic Medicine Clinical Lead, NHS 

Lanarkshire 

Consultant Physician 

2 

Sue Payne Atlas Project Co-ordinator, 

Public Health Policy Adviser, Scottish 

Government 

1, 2, 3,  

Alix Rosenberg  Senior Researcher, Health and Social Care 

Analysis, Scottish Government 

1, 2, 3 
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Appendix 2 


