
6th December 2021

IRIS (Identification & Referral to Improve Safety)

Dr Estela Barbosa, Data Scientist at IRISi 

Gill Smallwood, Chief Executive at Fortalice in Bolton

Dr Clare Ronalds, FRCGP, former Clinical Lead in Manchester

Cost Effectiveness Analysis (CEA) Tool



CEA tool motivation
NIHR (National Institute for Health Research) funded research 

for the evaluation of the IRIS Programme in commissioned 

settings (outside RCTs):

- Markov Model or transition probability model

- Published in the BMJ Open

- Outstanding results: programme was 

CHEAPER and BETTER 

- NICE (National Institute for Health & Care Excellence) 

recommendation would be full

implementation across the NHS 
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CEA tool design: Markov Model
The evaluation model was robust, but not designed to be 
user friendly…
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IRIS CEA: User-friendly tool and narrative 

Tool Narrative
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Data on local prevalence of DVA and
women aged 16 or over registered in
Manchester GP practices
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Local prevalence of DVA – sources 
• Police data on recorded crime and DVA incidents 
• Community Safety Partnership 
• GP waiting room studies 
• Used Crime Survey England and Wales – IRISi 
(which excluded respondents older than 59 until 2017). 

No. of women aged over 16 registered in GP practices 
• NB Template based on women, exclude men  
• Data from NHS Digital, or 
• NHS CCG Primary Care 

NB Heat Maps showing local DVA prevalence are powerful training tool



Referral for advocacy and 
no contact rates 

Number of women referred to IRIS AE (advocacy) for the first time in the past year for IRIS
practices

These are practices that were IRIS trained before start of 12 months CEA study period
New referrals to IRIS only
Exclude men
Exclude re-referrals from GP practice or self-rereferred
Exclude those in continuing service at start of study year

Number of women referred to advocate and with whom contact was made for the first time in the
past year for all IRIS implemented practices

‘No contact‘ rates varied annually

Number of women referred to advocacy for the first time in the past year for non-IRIS practices
If all practices are IRIS trained, use referral numbers from practices BEFORE IRIS launched

Number of women referred to advocate and with whom contact was made for the first time in the
past year for practices without IRIS
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Budget, cost of onward referral, 
no GP practices 

Budget of the IRIS programme in local area 
• For the study year, 12 months 
• Use total budget 

Cost of onward referral based on average of contact time with advocate 
(per women)
• We had a problem with this 
• Use IRISi trial data 

No Practices with and without IRIS 
• GP practices amalgamated over the years
• In 2017 used 45 GP practices IRIS trained and 45 not IRIS trained at start of year
• If all practices are IRIS trained use number of IRIS-trained GP practices at start of 
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MWA IRIS CEA results 2020

MWA IRIS is cost neutral for the NHS, less than 10p 
per woman aged 16 or over per year, and saves over 

£40 per woman per year when combined with 
societal savings.
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Explaining CEA to colleagues

Decision Rule (based on NICE recommendation)

Lower costs and  better outcomes = 
Dominant strategy 
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(-) Difference in effects (+)

NEW treatment 
Less costly
More effective
(dominant)

Effects

Costs

NEW treatment
More costly
More effective

NEW treatment
Less costly
Less effective

It depends on how
much the health-care
system is willing and
able to pay for
additional health
benefits

▪ it needs a 
threshold of what 
is acceptableNIHR CLAHRC NORTH THAMES © UCL

Decision Rule 
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Does the health 
benefit justify
the extra costs?



Decision Rule 
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Effects

Costs

Max acceptable cost-effectiveness ratio

(Threshold value)

£1,000,000/QALY

$100/QALY 
gained

£20,000 per 
head/QALY

£30,000 per 
head/QALY

Cost/QALY<£20,000 per 
capita: likely to be accepted

Cost/QALY>£30,000 per capita:  
these factors have to be 
increasingly strong

Cost/QALY £30,000 per capita: 
needs additional factors to 
justify



Patient population data
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• You can filter by

– Region

– STP

– CCG

– Practice

• You can view the data using the dashboard, or download the CSV file

• Data includes patient gender so you can filter to only include females

• One of the CSV file options has data disaggregated by age of patient (years) so you can 
exclude those below 16

• You can filter for the relevant practices in your area using either the postcode or the 
practice code

NHS Digital dashboard link: https://digital.nhs.uk/data-and-
information/publications/statistical/patients-registered-at-a-gp-practice

https://digital.nhs.uk/data-and-information/publications/statistical/patients-registered-at-a-gp-practice

