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Health Technology Assessment (HTA) colleagues have become 

obsessed by technology adoption questions and have largely ignored 

'technology management' questions - Bryan, Mitton, & Donaldson (2014)

The argument is not against evaluating new technologies but in 

favour of the "search for efficiency“ - Scotland & Bryan (2017)
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• Virtual whiteboard sessions to 
capture the PICO logic.

• The logic behind how the 
intervention was expected to 
work, for whom, in which 
contexts, and why.

• From this we can structure 
decision-analytic models and 
economic evaluations.

• Is a living document of 
‘shared understanding’ – helps set 
bounds of the evaluation.
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Expert elicitation
Where there’s no, biased, or 
non-generalisable data and evidence …

Elicitation as a formal way to translate 
implicit knowledge, interpretations 
and expectations into a statistical 
format

 Capturing uncertainty and 
disagreement, so that it 

 can be modelled
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Feeding back causal reasoning



Modelling outputs



Modelling outputs
1. -14,030 bed days of net savings, across the 

LHN due to avoided hospitalisations
2. LHN services for population expected to 

shrink from $85.6 million in funded activity 
to $65.0 million

3. -$20.6 million revenue reduction expected to 
be offset by -$26.0 million reductions in costs

4. LHN expected to be +$5.4 million better off 
though total services for target population 
still expected to run at -$11 million “loss”

5. The pooled expectation was a 0.75 probability
that the intervention would be dominant i.e., 
has both a positive budget impact and saves 
ED bed days.

Stakeholders engaged in modelling to understand the drivers of value



Development & funding support
Cost Headroom Effectiveness Legroom

Q: “What is the maximum allowable cost 
(ceiling), given expected effects and funder 
WTP for effects?”

Q: “What is the minimum necessary 
effectiveness (floor), given the expected costs 
and funder WTP for effects?”

• LHN originally provided a financial 
envelope of $4.0Mpa, within which to fit a 
service to fix a problem.

• Given expected financial impact and bed 
day savings that can be repurposed (or 
extracted), it’s reasonable to expect the 
intervention’s value to the system is 
approx. $6.9Mpa*.

• Modelling suggested LHN intervention was 
expected to deliver -9,531 bed day savings.

• Given expected service costs of approx. 
$3.0Mpa and hypothesised WTP price of 
$396 per bed day, the service would need 
to save at least -7,319 bed days ceteris 
paribus.

* Not suggesting LHN should capture all value, but trying to buy them some “slack”



Observational analyses ex post
1. The early expectations for patient 

volumes within the intervention arm 
were 15% higher than delivered in 
practice – not too bad.

2. Lengths of Stay within the intervention 
service aligned with elicited 
expectations.

3. Confirmation of at least non-inferior 
care being delivered, wrt number of 
days spend at home following 
discharge.

4. No broader observable/attributable 
systems effect – Intervention only a 
“drop in the bucket” and many 
confounders.



Counterfactual scenarios
1. The observed ED activity following the 

intervention might be -23% lower than 
it would have otherwise been, for the 
target population.

2. This suggests that -911 bed days may 
have been saved within the ED over 12-
months

3. Using pre-intervention admission 
rates, there could have been +2,532 
additional admissions, or +240 EECU 
and +14,253 ward bed days.

Ongoing work: 
Elicitation and DES of counterfactuals





Closing reflection

“All models are wrong, 

but some are useful” 

George E. P. Box



Closing reflection



Connect & collaborate
We’re keen to learn about 
your experiences
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