
Title of the study: 

How do NHS audiology patients use Ida Telecare and what are the ‘active ingredients’ of the Telecare tools? 

A feasibility study  

 

Introduction: 

The NHS promotes the use of shared-decision making, ‘no decision about me, without me’1. This means 

patients should be actively involved in making decisions about their healthcare alongside their clinicians. By 

allowing patients to think about their hearing challenges and communication needs prior to audiology 

appointments, discussions with the audiologist can be best used. Better informed conversations may 

enable patients’ needs to be addressed more quickly and more thoroughly. 

The Ida Institute has developed a range of easy-to-use online tools (Ida Telecare) that are designed to help 

people with hearing loss prepare for audiology appointments, make important decisions related to their 

hearing healthcare and successfully manage their everyday communication. Patients who make choices 

that are right for them during their hearing appointments (such as obtaining a hearing aid, or not), are 

more likely to live well with their hearing loss.  

Guided by principles of process evaluation2 this study assessed: 

1. Implementation:  

How the tools were used by patients and at which stage in the NHS audiology pathway.  

 

2. Mechanisms of benefit:  

The ‘active ingredients’ of behaviour change used in the tools, as assessed using the COM-B system3 

and the Behaviour Change Technique (BCT) Taxonomy4. 

 

3. Context:  

Usability of the Telecare tools using Think Aloud techniques with patients. 

Results provide important feasibility information to inform future research, explain how the tools operate 

to inform outcome selection, and inform steps that can be taken to maximise usability. 

 

Method: 

Adult patients attending NHS audiology services between November 2017 and June 2018 were invited to 

take part in the feasibility study prior to their initial hearing assessment via an invitation letter sent directly 

from the audiology department. Two audiology departments took part, Nottingham University Hospitals 

NHS Trust (across the full recruitment period) and Chesterfield Royal Hospital NHS Foundation Trust (May-

June 2018 only). A total of 31 participants took part in the study, providing Ida Telecare tool usage data at 

up to 3 points in the patient pathway (pre-initial assessment, pre-hearing aid fitting and follow-up). 

Participants were aged 44-89 years old (mean = 66.3 years old, SD = 9.0 years), with better ear pure tone 

average hearing thresholds across octave frequencies between 0.25-4k Hz of 21.6 dB HL (SD = 9.7 dB). 



Those patients who expressed an interest in taking part in additional activities were invited to attend the 

NIHR Nottingham Biomedical Research Centre, where they participated in Think Aloud sessions to assess 

Telecare tool usability.   

 

Key Findings: 

1. Implementation:  

Overall response rates to postal recruitment were 23.3% (Nottingham University Hospitals NHS Trust) and 

11.7% (Chesterfield Royal Hospital NHS Foundation Trust). 

A total of 31 patients were included in the feasibility study, 27 went on to receive hearing aids. Of the 4 

patients did not receive hearing aids, 2 were recorded as patient decisions and 2 were recorded as joint 

patient and clinician decisions not to fit. 

Telecare tool use was highest for pre-initial assessment and lowest at follow-up (see also Figure 1): 

 Number of patients completing tools (plus average number of situations submitted) 

Pre-initial assessment Pre-fitting Follow-up 

Why improve my hearing 23 (1.6) 5 (1.2) 3 (1.0) 
My turn to talk 23 (N/A) 13 (N/A) 6 (N/A) 
Living well 28 (1.5) 14 (1.5) 4 (1.0) 

 

2. Mechanisms of benefit:  

Using the latest science in behaviour change (Figure 2), content of the Telecare tools was mapped to all 

three COM-B system domains of Capability, Opportunity and Motivation. However, dominant domains for 

each Telecare tool were: 

• Why improve my hearing (WIMH) – Motivation 

• My turn to talk (MTTT) – Motivation 

• Living well (LW) – Capability and Opportunity 

For each of the tools, activities were mapped to recognised Behaviour Change Techniques (BCTs) using the 

BCT Taxonomy v14, where (+) indicates some evidence of the techniques being used and (++) indicates 

strong evidence of the techniques being used within the tools. 

• WIMH: 9.3 Comparative imagining of future outcomes (++). Prompt or advise the imagining and 

comparing of future outcomes of changed versus unchanged behaviour.  

• MTTT: 5.4 Monitoring of emotional consequences (+). Prompt assessment of feelings after 

attempts at performing the behaviour.  

• LW: 1.1 Goal setting (behaviour) (+). Set or agree on a goal defined in terms of the behaviour to be 

achieved, and 3.2 Social support (practical) (+). Advise on, arrange or provide practical help for 

performance of the behaviour. 

 

 

 

  



3. Context:  

Concurrent and retrospective Think Aloud activities5 were conducted to assess the usability of the Telecare 

tools (Figure 3). A total of n=3 patients each attended a 1.5 hour long session the NIHR Nottingham 

Biomedical Research Centre. Sessions were video recorded and inductively analysed to identify key 

recurring themes. 

Barriers to usability were identified as arising from both the patients’ upper-limit of IT skills and the tools’ 

instructions: 

 

IT Skills:  

Those patients less skilled in IT struggled with some of the features of the tools. For example: 

- Drop down menus on the Living well tool were not acknowledged 

- Drag and drop wasn’t intuitive in the My turn to talk tool 

- Patients struggled to enter and/or copy and paste an email address for the sending of completed 

tools. 

 

Instructions:  

There was variability in the way in which patients completed the tools, due to: 

- Patients skim-reading and assuming the content of a question, rather than reading it fully 

- Confusion arising from a lack of detail or direction within tool instructions. For example, patients 

interpreted the layers of the My turn to talk tool differently, with some using the outer band 

(labelled the highest number, ‘3’) to denote people with whom they communicated most 

frequently, while others interpreted this to represent least frequent communication.  

It was suggested by patients that both of these barriers may be reduced with greater instruction and/or 

illustrative examples of the intended response approach. 

 

Conclusion: 

The present research compliments a parallel investigation into the effectiveness of the Why improve my 

hearing Telecare tool, led by Dr David Maidment, as well as important information about response rates, 

patient recruitment and retention, and the acceptability of research processes to inform the design and 

delivery of future NHS clinical research.  

Although the Ida Telecare tools were developed with a significant degree of clinical and psychological 

experience and expertise, they were not directly informed by the latest science of behaviour change. This 

study provides evidence to support the inclusion of recognised behaviour change techniques (BCTs) in each 

of the tools. 

Finally, using Think Aloud techniques that elicit in-depth information not typically externalised, two main 

barriers to usability of the Telecare tools were identified by patients. Findings may be used to inform 

additional tool instructions, which can serve to improve tool usability in the future. 



 

ADDITIONAL INFORMATION  

Images/figures 

Figure 1: Number of NHS patients (total n=31) completing Ida Telecare tools prior to each stage of the 
patient pathway.  

 

 

 

Figure 2: The Behaviour Change Wheel, linking sources of behaviour to intervention functions and policy 

categories (reproduced under CC-BY 2.0 from Michie et al. 2011). 

 

 

  



Figure 3: A patient completing a Think Aloud activity to assess usability of the My Turn to Talk Telecare tool. 
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