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SDAS Deep Dive Methodology Overview 

RSM PACEC’s methodology for this deep dive report used a mixed-method approach, relying upon 
a variety of research tools evaluating both qualitative and quantitative data, including a review of 
secondary data and collection of primary data from relevant staff. 

Time scale 

This report covers measures SDAS activity from the start of its implementation (January 2016) 
through to April 2017.  

SDAS Outputs and Outcomes 

The key outputs and outcomes of the SDAS are outlined in this table below, alongside a reflection of 
data which was available to RSM PACEC to evaluation then within this report.  

SDAS Outputs and Outcomes 

Output 
Data 

Available 
Short term outcome 

Data 

Available 

Medium term 

outcome 

Data 

Available 

Provision of 

SDAS in one hub 

for patients from 

four GP practices 

  
High patient 

satisfaction with SDAS 
yes 

Improved patient 

satisfaction with all 

aspect of primary 

care 

yes 

Number of calls - 

subdivided into 

time bands 

yes 
Increase in staff 

wellbeing 
yes 

Improved 

recruitment and 

retention of 

clinicians 

no 

Number triaged yes 

Increase in number of 

longer appointment 

slots for patients with 

complex needs 

no 

Improved clinical 

outcomes for 

patients with LTCs 

no 

Number of face to 

face 

appointments 

yes 

Reduction of CAU 

admissions from four 

practices 

no 

Reduction in 

emergency 

admissions by 

condition and age 

group  

no 

Number/% of 

DNA 
no 

Decrease in waiting 

times for routine 

appointments 

no 

Reduction in call to 

111 and use of out 

of hours services 

no 

Patient 

demographics 
yes 

Increased routine 

appointments in 

primary care 

no 

Reduction in 

admissions to the 

acute hospital 

children's 

assessment unit 

no 

Call back 

timeframe 
yes 

Reduced rates of 

attendance at urgent 

care services 

no     

    

Reduced use of 

locums in participating 

practices 

no     
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An expanded explanation of each methodology stage is outlined below. Relevant documents are 

referenced as part of separate appendices 

Desk based research 

RSM PACEC analysed SDAS service data for the whole of 2016 (Jan-Dec) against key performance 

indicators to measure clinical outcomes, performance and patient experience, including; 

 

 An analysis of SDAS monitoring data 

RSM PACEC reviewed Gosport Urgent Care Hub dashboard data between January and December 
2016 which detailed numbers of Triaged calls split by weekly date and appointment hour. This was 
used to ascertain the weekly average call back time and a grand total number for the year. 

More detailed data was also provided detailing the months of May and December 2016 in greater 
detail.  

Monthly data for May and December included: 

 Number of Triaged calls 

 Number of Face to Face Appointments Offered 

 Conversion rates (Appointments offered / Calls Triaged) 

 Number of Face to Face Appointments taken  

 Call/ Appointment comparisons 

 Triage calls by Practice 

 Patient demographics (gender and age band) 

 Outcome codes (aka outcome of triage appointment) 

 Analysis of publicly available statistics 

RSM PACEC also made use of other wider surveys and census data for benchmarking purposes 
and to inform this deep dive evaluation. This included GP Practice surveys, University Research 
reports such as ‘Unit Costs of Health and Social Care’ Personal Social Services Research Unit 
(PSSRU), University of Kent (2015), and Office of National Statistics data on Deprivation.  

SDAS Service Data

Appointment call times 

Appointment call 
volumes

Amount of time taken 
for patients to recieve a 
call back from SDAS

Triage Outcome Data

Proportion of calls 
redirected to other care 
sources

Proportion resulting in 
telephone / face-to-face 
consultation

 Demographic profile of 
patients using the 
service

Patient Experience & 
Clinical Oucomes

Patient clinical 
outcomes tracked using 
SDAS outcome codes

 Patient experience 
(measured using patient 
surveys conducted by 
the SDAS service from 
May  and December 
2016)
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Semi-structured interviews with clinical and administrative staff  

Four members of staff were interviewed in total including one Clinical Manager, One Primary Care Integration 
Lead, one MCP Manager and one Practice Nurse. 
 

The interviews were semi-structured, with some questions asked to all and others tailored to the 
specific role of each interviewee. The baseline topic guide used as the starting point for these 
interviews can be found in Appendix 3.  

Staff survey 

RSM PACEC conducted a programme wide staff survey for the Hampshire Better Local Care 
Vanguard. This survey received 115 responses between February and March 2017. This deep dive 
then filtered responses for those who listed themselves as part of the SDAS service.  

 The full questionnaire can be viewed in Appendix 4. The RSM PACEC evaluation team made the 
decision to use these filtered results in place of releasing a new targeted SDAS one due to similarity 
of questions which would be targeting the same staff, affecting response rates. 

Question 5 of the survey asked “Which of the following BLC interventions have you been involved 

in? (Please tick all that apply)”. The response rate for this question was 86% (n=99) and. 16.16% 

(16 people) reported their involvement in the Same Day Access Service. These were then filtered for 

analysis. The staff roles of these 16 respondents are outlined below.  Numbers are not reported 

against roles to protect anonymity, however 10 of the 16 respondents were either Practice Manager 

/ Deputy Managers, Demonstrators or GPs. 

Role 

Practice manager/ Deputy Practice Manager 

Demonstrator  

GP 

Practice Nurse 

Receptionist 

Volunteer 

Project Manager  

CCG Representative 

 

Methodology Limitations 

The evaluation team would like to thank all staff from Southern Health, Better Local Care and the 
SDAS team for their support regarding background information and data requests.  There are, 
however, some limitations to the data and challenges which the RSM PACEC evaluation team 
encountered which are detailed below 
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Data access: Regulatory changes regarding the use and publication of Secondary Users Service 
(SUS) data on secondary care (hospital) settings has reduced the scope of the quantitative analysis 
for several the SDAS’s outcomes, including; 

 Reduction in admissions to the Children’s Assessment Unit (CAU); 

 Reduction in emergency admissions by condition and age group (only general admission 

statistics were available) 

 Rates of attendance at Urgent Care services reduced; 

 Increased routine appointments in primary care; 

 Increased number of longer appointment slots for patients with complex needs; 

 Reduction in the use of locums in participating practices; 

 Improved clinical outcomes for patients with LTCs; and 

 Reduction in 111 & use of out of hours services Mon-Fri (8-8). 

Workforce changes: The evaluation plan originally sought to measure changes in locum usage to 
assess the extent to which the service was freeing up GP time. However, the departure of several 
GPs from the area has led to an increase in locum usage, making it more difficult to assess capacity 
impacts. 

Quality of data: Data quality more generally was a limiting factor. In particular, small sample sizes 
used in staff interviews, patient experience data that relates to non-equivalent months, and the lack 
of any control group limits the extent to which the evaluation can provide concrete conclusions 
regarding the impact of the service (subsequent recommendations on this point are detailed in 
section 6.2)  

In addition, patient satisfaction feedback is limited as an indicator of outcome. There are a large 
potential for positive bias and the questions are very broad in nature, failing to tackle on more 
detailed, specific elements of the service or to capture feedback on specific issues.  

The question phrasing is also problematic, with question 4.1.1 asking “was the main reason for 
which you called the SDAS dealt with to your satisfaction?”  

HBLC Survey data: As an originals survey was not created solely targeting SDAS involvement, this 
could have some impact on the answers given about general HBLC topics, such as Q14 (Appendix 
3), which asks respondents to indicate the extent to which they agree with statement about BLC. 
These responses have been used in some instances. 
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Patient demographics 

Data on patient age and gender were recorded as part of the service. Data on ethnicity was 
subsequently captured in patient surveys.  The age profile of users covers a range of age groups 
using the service, approximate to registered patient population demographic in Gosport.  

The Figure below displays the percentage of SDAS service users within different age cohorts 
compared to the wider locality population in May 2016.  Young children (0-9) are overrepresented in 
the service data relative to the registered patient population, as are young adults (20-29 and 30-39) 
and older users (70-79 and 80-89). For 0-9s the high service usage levels are likely a consequence 
of the presence of a specialist paediatric nurse within the unit.1  

Age of SDAS patients vs. Gosport residents (May 2016 users) 

 

Source: SDAS monitoring data; registered patient data 

  

                                                      

1 Note that the two datasets used in this analysis are not ideal comparisons as the locality population figures reflect 
registered populations rather than actual service users. 
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A comparison of the age profile of SDAS services users within the year (comparing May and 
December) also shows consistency in the percentage of service users by age band over time. 

Age cohort Number (May) Percent 

(May) 

Number 

(December) 

Percent 

(December) 

0-9 665 18.7% 719 20.8% 

10-19 302 8.5% 267 7.7% 

20-29 490 13.7% 444 12.8% 

30-39 478 13.4% 425 12.3% 

40-49 427 12.0% 350 10.1% 

50-59 424 11.9% 450 13.0% 

60-69 332 9.3% 358 10.3% 

70-79 286 8.0% 270 7.8% 

80-89 140 3.9% 152 4.4% 

90-99 21 0.6% 26 0.8% 

Total 3565 100% 3461 100% 

Source: SDAS Activity Data (May 2016 and December 2016) 

 
The majority of service users in both May and December in 2016 were female. In both months, 
users were split 63% female to 37% male. Ethnicity data of users is not recorded in the activity 
tracker, though survey response data indicate 95% of users identified as White, 2% as mixed, 2% as 
Asian and 1% as ‘other’. 
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STAFF INTERVIEW – TOPIC GUIDE 

Project specific Questions 

Q1. Who claims appointment slots within the practice?  

 

Q2. How do the handovers work (from paramedics to GP)? 

 

Q3. Do you offer mentoring/go over case studies? 

 

Process Evaluation Questions 

Q4. What have been the main implementation successes? 

 

Q5. How have these been achieved / what have been the drivers behind success and can they be 

replicated? 

Q6. What have been the main implementation challenges? 

 

Q7. How could / should these challenges be overcome [practical steps required to improve] 

 

Impact Evaluation Questions 

Q8. In your view what difference has SDAS made in each of the following areas, and most 

importantly, how / what are the reasons behind the differences: 

 

a) Information sharing 

 

b) More general team collaboration 

 

c) Any other intended or unintended effects 

 

Sustainability & Commissioning Questions 

Q9. What if any awareness do commissioners have of the intervention? 

 

Q10. Are you aware of commissioning intentions, and any associated expectations for the 

intervention? 

 

Q11.  [If relevant based on previous answer] what practical steps need to be taken to meet 

commissioning expectations (including any evidence requirements)? 

  

Q12. To what extent is the intervention perceived by staff as providing VfM currently? 

 

Q13. How, if at all could VfM be improved e.g. cost savings, increasing take up etc.? 

 

Q14. How can VfM improvements be practically achieved (what are the steps required to deliver 

improvement)? 
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Q15. In your view is the intervention currently being implemented in a sustainable way in terms of  

a) type and availability of physical and staff resources; and  

b) future budgets / commissioning plans? 

 

Q16. Can the intervention be delivered sustainably in future at scale, again in terms of  

c) type and availability of physical and staff resources; and 

d) future budgets / commissioning plans? 

 

Q17. If so, what practical changes need to be made to deliver the intervention sustainably in future? 
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