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Executive Summary
	Progress & achievements so far:
· MECC is recognized as a priority across the London Sustainability and Transformation Plan
· All 5 STP have identified champions and there is evidence that there is STP lead on developing and coordinating MECC across London 
· Behaviour change training is a priority across London. 
· 7 CCGs, 5 CEPNS, 7 Acute & Tertiary Trusts, 9 Community Trust Providers & 4 Mental Health Trust Providers are leading MECC training
· Aiming to provide MECC training to at least 8,300 Health and Social care staff through NHS organisations by March 2018
· All three Health Education Teams have commissioned MECC training programmes.
· Community Pharmacy Scheme has achieved good attendance
	Top priorities & actions for the future:
· Encourage full cooperation across all NHS and Public Health leads.
· Additional support is needed to raise profile of MECC across CCGs, Acute and Community Trusts
· Explore the role and links to wider behaviour change training such as Social Prescribing, Health Coaching and PHASE training as an enabler to raise profile of MECC
· Explore economies of scale to develop cultural, environmental and infrastructure resources.
· Support consistency and sustainability of MECC across London.


	Support Needed:
Participants who took part in this mapping project welcomed support in the form of:
· There is a need to raise the profile and benefit of MECC across NHS Trusts and CCGs and Make MECC a part of every organisations business policy. 
· Additional support to keep MECC programmes sustainable 
· Develop communications and resources to improve MECC but also encourage senior management buy in.
· Create a solution to record MECC activity on health and social care systems
· Unify and deliver the same MECC message, continuity of information and avoid duplications

	Recommendations:
· There are opportunities to improve links and consistency with the Local Authority/ Public Health MECC programmes and HEE national guidance
· Explore if there are opportunities to influence routes and access to training, such as pan London CQUIN or agreement to include MECC as a mandatory requirement through commissioning.
· There are Cost Benefit Analysis and Return on Investment tools that provide a template to evaluate and support business case development for MECC
· Health Education South London have a strong commitment to support development of Community Education Provider Networks – these could be explored as a vehicle and an enabler for MECC training. 
· There could be further engagement with the Academic Health Science Network to develop the evaluation components and New Models of Care and Vanguards for cardiovascular disease and cancer with the aim of prioritizing MECC within the NHS workforce
· There could be further engagement with the front of house pharmacy teams could be an asset .
· Develop a shared platform for resources, tools, directory of services and e-learning


[bookmark: _Toc493485072]Background
The impetus for this project arises in 2016, from the Association of Directors of Public Health’s (ADPH) London Sector Led Improvement (SLI) programme that looked into childhood obesity. An action arising from this was to “map MECC programmes across London with a view to adding value for money by sharing resources”.

The mapping was undertaken in 2016 and aimed to review MECC provision across NHS, Local Authorities, community and voluntary sectors. This would help identify priorities, support required and opportunities for collaboration. 

The review encapsulated the majority of activity undertaken across public health and Local Authorities and made several recommendations. As part of these recommendations, it was proposed that a strategy or steering group be established to develop pan London MECC opportunities over the coming years. 

Healthy London Partnership, ADPH London, PHE London, London Councils and the Academy of Public Health initiated the Making Every Contact Count steering group in January 2017. The group aims to continue building momentum through the creation of strong partnerships and plans to support the delivery of MECC in London, as part of making health and wellbeing and prevention an important part of everyone’s business.
The MECC Steering Group has developed the following strategic aims for London:
· To provide a consolidated view of what MECC is and what it can achieve
· Develop organisations committed to providing the leadership, environment, culture and tools to have health and well-being conversations
· Deliver an informed and empowered workforce who are motivated, confident and competent to have conversations about health and well-being
· Develop an informed and empowered population who know how to seek support and take action for their health and well-being
To achieve these aims the MECC Steering Group has developed the Healthy London Partnerships Workplan (HLPW) for 2017-18
Working in partnership with key stakeholders, four key activities will form the Health Promoting Places and Making Every Contact Count Programme
· Creating a social movement for Health Promoting Places and MECC across London 
· Sharing learning and supporting innovation
· Developing and enhancing tools to support implementation
· Supporting evaluation and building the evidence for impact



As noted in ADPH MECC Briefing for London, there is not a coordinated and strategically planned focus on how MECC can be systematically rolled out to the NHS work force. Given the range of different NHS organisations that could, or do, deliver MECC, there is a challenge to develop a consistent and sustainable approach for MECC training. These include how to deliver core skills; how to link with appropriate continuing professional development that is outlined as a learning pathway; is flexible enough to be incorporated into new job roles; and can show measurable impact.     
In order to appraise the most relevant options and opportunities, the MECC Steering Group commissioned an NHS MECC Review that will support the development of shared resources, best practice, learning and tools and will highlight innovations, gaps and opportunities. 
[bookmark: _Toc493485073]Purpose of this Project
DALHP, through the steer of the Healthy London Partnership and maintaining consistency with the ADPH MECC Mapping Report, will focus on the:
· Identification and review of existing and best practice examples and evidence of MECC based on the HLP definition and 5 core topics for Very Brief Advice (VBA) across NHS sites in London. 
· Collation of a suite of good practice tools and resources based on culture, environment, skills training and infrastructure (including levers)
· Creation of a map and gap analysis Of MECC activity across NHS organisations to support STP MECC projects
· Collate best practice and gaps in MECC evaluation
[bookmark: _Toc493485074]Project Timescales
This project was carried out between August 2016 and October 2016
[bookmark: _Toc493485075]Limitations
In line with the ADPH MECC London Stocktake, this document records a snapshot in time. The primary focus is on MECC related activities in NHS organisations, such as Clinical Commissioning Groups, Community Provider Trusts and Acute Hospital Trusts and therefore does not comprehensively report on updates of activity through Local Authority and Public Health Teams.
[bookmark: _Toc493485076]Methodology
In conjunction with Healthy London Partnership a series of potential interview questions were developed that would be concordant with the ADPH London Stocktake and meet specific HLP aims of exploring how to embed MECC into NHS culture, environment and infrastructure. These were agreed and ratified by the MECC Steering Group.
The NHS structure across London presents a complicated picture of organisations spanning a range of different responsibilities and requirements. A base line map of providers was established who may be directly involved in the delivery of MECC, have staff trained in this approach or be strongly linked to a related communication skills training strategy. These included:
· London CCGs
· London Community Education Provider Networks
· London Community Provider Trusts
· London Acute Hospital Trusts
· Sustainable Transformation Plan leads  
· Community Pharmacists
· Sector wide groups
· Pan London groups
· London education stakeholders such as HEE 
Engagement of the stakeholders and organisations identified above will be critical for the key success of this project. A single engagement methodology would not be effective therefore a variety of formats will be deployed, such as face to face, easy access, on-line or dial in. 
An e-mail communicating the aims and outline of the survey was sent to STP leads and previous MECC stakeholders. This was followed by an e-mail shot to learning and development leads in NHS services. A snow balling exercise was undertaken to distribute the survey request by contacting STP leads, Learning and Development Leads, HEE contacts, Public Health contacts, Local Pharmacy Committees and related charities. 
Key leads were identified and initial interviews were sought. The interviews were either face to face or by telephone and would last between 30 to 60 minutes. The interviews were transcribed and incorporated into an agreed case study format. Participants would be able to view the case study and amend before final circulation. However, for the interim report the case studies are included as drafts.
Where stakeholders were unable to take part in an interview, there was an opportunity to respond via an on-line question set hosted by the Smart Survey system. 
If an NHS Organisation was identified as not responding, or only partially completing the survey, the learning development or main contact will receive a proactive telephone call to definitively record if MECC is being provided at their Trust. 
The Healthy London Partnership have developed a definition and quantified which aspects of MECC training should be included. This sets MECC within the context of a model, pathway or place that is health promoting. The definition provided is:
‘’MECC is a behaviour change approach that encourages positive health and wellbeing choices through individual, organisational and environmental interactions. It involves enhancing, identifying and acting on the opportunities to engage people in conversations about their health in a respectful way, to help them take positive action to improve their own health and wellbeing.’’


The five core areas are:
· Smoking
· Alcohol use
· Physical activity
· Healthy Eating
· Mental Health & Well-being
Within the interviews and on-line survey the definition of MECC is not provided; therefore there is an opportunity to assess how correlated existing provisions are with this definition.
PHE and Health Education England have provided a comprehensive tool through their MECC Quality Training Framework and Evaluation Framework. These documents will provide a rating example of existing practice and where improvements in evaluation and quality assurance can be made.
Where there are examples of best practice, strong evaluation or replicable resources, the providers were asked if they would be prepared to share examples of these. As interviews progressed, a note was made of which training providers were used. This would form a MECC resource section and a training provider directory. 
As part of the project an updated literature review of MECC literature is being carried out and the evidence will be explored to determine if a systematic review of effectiveness within health organisations can be completed. 















1. Summary of MECC activity 

Scale of MECC activity
MECC is being implemented through:
· 7 CCGs
· 5 CEPNS
· 7 Acute & Tertiary Trusts
· 9 Community Trust Providers
· 4 Mental Health Trust Providers
· All 5 STP have identified champions
· All three Health Education Teams have commissioned MECC training programmes.
There are approximately 7600 staff who have been or are due to be trained as part of identified targets for MECC training programmes, by NHS organisations, across 2017-18. There has been some difficulty in specifying the exact number of NHS staff, as some programmes will include a health, social care and voluntary workforce. In addition, there are NHS programmes under development that are due to deliver programmes for NHS staff, but have not set a projected target number to train.




Definition of MECC
The survey requested that providers outline their definition of MECC, with the aim of judging how similar it was with the Healthy London Partnership definition:
‘’MECC is a behaviour change approach that encourages positive health and wellbeing choices through individual, organisational and environmental interactions. It involves enhancing, identifying and acting on the opportunities to engage people in conversations about their health in a respectful way, to help them take positive action to improve their own health and wellbeing.’’
The survey respondents focused primarily on the individual and conversational aspect of the behaviour change and did not significantly mention the organisational or environmental aspects. 
MECC was frequently used as a term for the training and in the implementation or explanation of the course there was repeated reference to the ‘What MECC is/ What MECC is not’ explanation in the MECC implementation toolkit. The most adopted approach to acting on a MECC conversation was to use the Ask, Advise, Assist, Arrange approach or a variation or enhancement of this approach.
Behaviour Change models
Virtually all programmes were linked or referred to, including a model of behaviour change as part of their MECC training programme. 
There was a clear preference for the use of:
· COM-B model[footnoteRef:1] [1:  Michie, S., van Stralen M.M. & West, R. (2011). The behaviour change wheel: a new method for characterising and designing behaviour change interventions. Implementation Science, 6, 42  ] 

· Trans- theoretical / Stages of Change model[footnoteRef:2] [2:  Prochaska, J. and DiClemente, C. (1983) Stages and processes of self-change in smoking: toward an integrative model of change. Journal of Consulting and Clinical Psychology, 5, 390–395.  ] 

MECC Topics
There was a strong overlap between the core topics for MECC identified by HLP and the training provided. Certain Trusts were commissioned to cover specific aspects with identified client groups, for example, the community mental health trusts predominantly focused on MECC as applied to people with mental health issues, and were provided by mental health staff. NHS programmes included two additional topic areas beyond the core five topics; these were drugs and sexual health. In certain cases, Trusts or STPs would use a MECC approach to deliver change in a specific or limited number of core topics.  


MECC Training
The majority of training across NE London had a multi professional focus with the aim of fostering confidence in holding opportunistic or conversational style discussions around the core health topics. 
Approaches to Training
Duration 
There was variation in the duration of the courses provided. The majority of courses included a half-day workshop model of training, but also provided were full day courses and two-day courses. This disparity between the training approaches adopted was dependent on the trainer’s preference to include a more intensive training focus and skills practice, or include a train the trainer focus. There was a strong reflection that the greater the duration of the course, the harder it was to release front line staff to attend. 
Delivery
There was a strong preference for face-to-face training with most NHS providers using this approach. 
Several of the Trusts opted to include a train the trainer component with the aim of developing champions and cascading learning.  
An interesting approach from Whittington Health provided simulation training as part of their face-to-face training, and used actors to engage in practical role-play, to imbed practice techniques and methods learnt. Where e-learning was part of the training many providers used nationally available packages with the aim of providing a blended approach as part of a pre-course introduction that was incorporated into the face to face training delivery, or a post course resource where key elements could be reviewed to consolidate learning and check understanding. In occasional instances, the e-learning was used as a standalone package. A limited number of Trusts had or are developing their own bespoke, Trust specific e-learning package.  
MECC Training Providers
Most of the Trusts have incorporated a MECC Training delivery role as part of existing staff or team functions. While this may create a capacity issue, it may also be a more sustainable approach as the areas with a commissioned provider identified that the programme may, without continued investment, not be repeated and previous work come to a halt. 
External providers were commissioned from some of the Trusts; since they required support with having the time or capacity to deliver a large-scale training course them selves. They also may not have had the required expertise, or in a limited number of cases wanted an accredited provider to deliver.  
A list of MECC training providers is included as part of the Appendix C
MECC Resources
The examples of good resources across London include:
· Case of change or business cases – such as logic models 
· Training enablers – such as CQUIN or staff competencies
· Resources for delivery 
· Such as training programmes plans 
· E-learning modules
· Training the trainer options from CNWL and CLCH
· Simulation examples
· Specific approaches for staff or patient groups
· Specific prompts or tools – such as screening tools
· Training packs
· Evaluating the impact and potential of training.
Target Staff Groups for MECC Training
The majority of programmes with high target aspirations had an open approach to training and encouraged any NHS staff, regardless of profession to attend. However, some Trusts had an aim to engage with a particular set of staff groups. There were identified programmes with a strong focus on supporting Community Health Staff, mental health staff, maternity staff, Health Support staff, or had identified a list of allied health professionals to engage in MECC.  
Sources of Funding for MECC Programmes
Funding for MECC projects in NHS organisations across London were typically sourced from:
· Local Health Education Team
· Local CCG/ Community Education Provider Network
· Incorporated within existing team functions, for example as part of a CQUIN
· Linked to Public Health/ Local Authority funded programmes
· Alliance funded
All three Health Education England boards provided and resourced a significant amount of funding for a diverse range of NHS provided behaviour change projects. However, there was a variation in the preference for models and approaches. For example, HENWL commissioned a significant number of MECC programmes, while HENCL commissioned one, but had a substantial programme for training NHS staff on Health Coaching.
As identified in the ADPH Stocktake, sustainability was a continued concern with many projects unsure about the future and continuation of programmes once the initial project funding and milestones were completed. 


2. Sharing good practice - Key learning
Healthy London Partnerships’ vision for MECC in London does not see MECC as an isolated training intervention. Rather, it is seen within a model, pathway or place that is health promoting. To step up the MECC agenda in London and therefore, whilst supporting all frontline staff to have the access to the right skills to initiate positive conversations about health and wellbeing, HLP also promote the importance of addressing environmental, cultural and infrastructure enablers to make MECC as impactful as it can be.

Healthy London Partnership defines these key areas as:
· By culture we mean the ability of an organisation to promote and value health and wellbeing (key links to the workplace health charter)
· By environment we mean the ability of the organisational environment to mirror the messages it is promoting (e.g. smoke free) or the environmental prompts or levers which exist to promote conversations about health and wellbeing
· By infrastructure, we are talking about the tools and services we can signpost onto
2.1 Key Enablers
2.1.1 Culture 
The key cultural enabler for MECC was evidence of having a strong representation and call to action for MECC through strategic plans and documents. The majority of STP’s included a clear articulation from the Sustainability Transformation Plan that MECC was a required objective to support their prevention component, in response to the Five Year Forward View. This is a definite lever to support conversations and wider adoption of MECC, even across Trusts where this is not a priority. There is potential to further explore the development of a strong narrative from STP priorities to Trust priorities, strategies and documentation. 
A small number of Trusts have used a CQUIN to show organisational ownership and prioritisation of MECC. For example, GSST have a long established 3-year CQUIN focussing on training and up-skilling NHS staff in MECC conversations. In addition, SLAM used the physical health in mental health settings agenda as their cultural enabler to encourage adoption of MECC. While not as directly linked as the GSST CQUIN, SLAM link MECC to their physical health CQUIN goals. 
Where a CCG has taken ownership and responsibility for MECC, it appears they have been able to influence its adoption within provider Trusts. Therefore, the CCG’s may have additional levers in terms of highlighting the value of a case for change using local evidence, engaging stakeholders, target setting, seed funding, partnership working and financial influence, with its provider partners to help initiate a change in culture.

Health Education North West and North Central provide a competency based approach for staff that develops their skills and knowledge, but also places it alongside a training pathway linking core competencies to other behaviour change packages such as social prescribing or health Coaching. This could provide a model for other staff groups. 
A strong theme that has emerged across London is the value of champions across each level of NHS provision. In some sector there are a number of identified leads and champions in the STP, Acute Trusts, Community Providers and Community Mental Health Trusts.  Alongside these NHS champions there are often counterparts in the Local Authority and community enablers or community MECC champions. The agreement by these services to include MECC projects as part of their day-to-day work signifies a strong commitment to the value MECC contributes to prevention activity.
In NHS Trusts, having a clear senior champion in the form of the Chief Nurse appears to be a successful mechanism for showing organisational ownership and priority. One Trust evidences this with an on line MECC briefing video with senior leads articulating the value of MECC, not just for patients but for staff as well. 
Most STP’s have identified leads who support the pan London approach to MECC and many of these leads have, or are in the process of developing, an STP wide MECC steering group. These groups can support the development of a consistent and repeated message that are linked to the HLP definitions regarding MECC, and provide greater opportunity for it to be translated into organisational culture. 
One NHS organisation highlighted the value of having a strong communications message. Through continuous promotion and reinforcement, there is a perceived greater cultural awareness and adoption of MECC aims.
Several Trusts mentioned the value of adopting a culture of healthier work places alongside the organisational enablers for MECC training. As an example of a cultural enabler, this could be supported and adopted by the Health and Well-being programme across the Trusts. 
Many of the Trusts have been developing their Apprenticeship training programmes, while very few have been linked to the MECC programme there is scope that the two projects could be complimentary and could provide an organisational enabler.  
2.1.2 Environment
Exploring the environmental enablers for a MECC environment was not a priority for many NHS projects. Many of the Trusts have opportunities for health promoting environments, such as bike schemes or on-site gyms, but these were not linked to MECC programmes. Where environments have become more health promoting, the key driver tends to be work place health charters or staff well-being. 

The main environmental messages displayed by a couple of NHS Organisations and linked to the MECC programme included:
· Changes to vending machines
· Availability of folding bikes
· Placing healthy signposts on stairwells encouraging stairs over lifts
· Dieticians and occupational health have been working with catering services to change to restaurant menus – food and drink choices changed to healthier options 
· Drive around increasing physical activity for staff members 
· All sites are no smoking
· Programmes around work-related stress and anxiety, workshops to help staff. Alongside counselling service for staff with work related issues 

An enabler identified by an Acute Trust, was the need to work alongside and support the clinical teams to identify how to make environmental and systems changes within their departments. This localised working through champions can help focus key MECC themes in relation to presenting need or departmental speciality. 
The key environmental messages displayed by one organisation, CVA, and linked to the MECC programme included:
· Being led by the community as to where to deliver MECC messages
· Imbedding community connectors into GP buildings located in areas of greatest health inequalities. 
There were frequent links to the One You programme and resources displayed by Trusts.
2.1.3 Infrastructure
There has been strong consideration about how to encourage staff and make them available to attend training. A good example has been providing MECC training at a time and location that is convenient for pharmacists to attend. Given the footfall into this area of healthcare provision, these are excellent partners to encourage the initiation of MECC conversations. The whole pharmacy team can be trained to support MECC conversations, not just the pharmacist, and are especially useful if combined with the Health Promoting Pharmacy scheme, which may provide public health interventions tackling MECC core topics. This can reduce one of the barriers to accessing support.  

Where Trust’s organisational, learning and development teams have been involved in the promotion of MECC training, it has helped to increase participation of NHS staff. Including MECC training details as part of regular all staff training, or communication briefings, has help create a sense of ownership by the organisation. Linking MECC training to existing on-line booking systems for wider training reduces the steps and barriers to attendance. 

The CVA adoption of the ABCD model shows the value of having dedicated providers, or staff acting as champions for the training appears to facilitate greater access to training. Linking community builders to NHS frontline staff allows space and time to create local prompts, tools and communication to make MECC a relevant component of staff’s contact with patients. The model also encourages the use of communities of practice to develop understanding, learning and resources. 
Across London there are several pan London programmes which could support the wider infrastructure and implementation of MECC in a variety of ways. For example, a Health Innovation Academic Health Science Network covers each STP. While none of the projects has made formal links with this resource, there may be scope for previous examples of practice or developed models to support the evaluation of MECC behaviour change initiatives. 
To support workforce adoption and to prioritize MECC, greater links could be made to the New Models of Care, Clinical Senate programmes, Transforming Cancer Services Team and Vanguards that focus on CVD and Cancer. 
Health Education South London has a focus on the value that Community Education Provider Networks can play in delivering population based health training. This is a resource that could adopt and disseminate MECC training at scale to front line primary care staff. 
There are innovation hubs across London that can provide additional pan London resources or support. Examples include the Imperial Helix Centre, NW London Behaviour Change Academy or North Central London Innovation Hub for Workforce Transformation. 
Survey respondents frequently cited communication channels as key infrastructure enablers. There may be scope to encourage the further adoption of MECC through pan London support for:
· Targeted messages via Communications departments
· MECC discussed and linked to new members of staff at Trust Corporate induction
· MECC linked to Physical Health Workshops
· Details of MECC located on the Trust Intranet
· Promoting MECC training or outcomes through websites and on Twitter

A reported enabler to supporting the MECC infrastructure was a comprehensive and up to date training pack, which contains information on those local services that could support MECC related behaviour change. Many sites mentioned developing these so participants could have copies following completion. Survey respondents recognized the value of having a plan to host material and resources onto on online platform or available through the Trust intranet for staff. This can help consolidate learning, share resources and give staff a referral point in the absence of refresher courses. There could be scope for a London wide easy access version, such as on-line support or health tools, especially if there are gaps in provision for local services.

One organisation reported that they had developed a MECC website which can link to a locally developed e-learning site and have space for MECC champions to link, collaborate and communicate. This could be an interesting development to create a wider community of practice across London. 

There do exist Linked in and Facebook MECC profiles to support MECC leads, champions and participants of training. 

In terms of promoting MECC messages to patients, one CCG highlighted the value of the digital prompt screens in waiting rooms or pharmacies. This could be an approach that could be developed centrally and then widely cascaded to all partners. 

While potentially a source of competition, there are a number of additional behaviour change training programmes that NHS staff have access to. There are good examples of identifying a training pathway – such as linking MECC with the Promoting Change, Social Prescribing, Health Coaching or mental health first aid training; which has the advantage of making MECC related outcomes relevant to the level and opportunity of staff potentially attending. 
2.2 Barriers to implementation
Potentially the most significant barrier to implementation and improvement of cultural, environmental and infrastructure factors by NHS organisations, is that most of Trusts view direct training delivery as the key component of MECC. This could be a factor of the funding source; since the majority of the MECC projects are funded for a specific time scale and to reach a certain target for training numbers, not necessarily for the wider health promoting factors. Therefore, the additional developments are frequently not identified as being part of the MECC actions or being prioritized. There could be scope for a pan London approach to have a standardized message or requirement to consider the cultural, environmental or infrastructure components in future project development. 
2.2.1 Culture 
While MECC has been identified through the STP plans, in some instances it has been linked to a limited number of core health topics, for example, just smoking cessation. There may not be recognition of the value of MECC across wider health priorities leading to an incomplete cultural adoption. In this case, potentially ignoring the value of MECC in addressing CVD risks. The role and identification of MECC in higher-level documentation in pan London plans or through NHS Providers, Office of London Clinical Commissioning Groups or NHS England London based plans is not obvious. Likewise, MECC is not well represented by NHS Professional groups such as the Royal Colleges. Working to raise the benefits of MECC with these groups may help to further develop cultural ownership. 

Across many Trusts, MECC is not a widely adopted priority for Acute or Community Trusts across London. This could be due to a lack of focus on this area or there are competing priorities or potentially competing behaviour change training models such as health coaching. However, it does appear that MECC has not emerged as a consistent key feature of key strategic documents. Therefore, there could be scope for a generic MECC paragraph that Trusts could be encouraged to include in commonly occurring strategic documents,  
Education, training and development is covered by a range of NHS organisation functions, such as staff development, organisational development, human resources, learning and development and Medical and Nursing education teams. In addition, MECC programmes maybe initiated by champions with a focus within one service or team. Therefore, there are barriers to developing cultural or organisational awareness through lack of ownership by different parts of the NHS structure. MECC does not appear to feature strongly across Medical Education programmes and it is not viewed as part of their responsibility. However, a Cochrane Review[footnoteRef:3] advocates that very brief advice conversations, led by medical staff, will significantly result in patients significantly changing their behaviour, such as giving up smoking. Supporting access to this approach through encouraging delivery at undergraduate level or through existing F1/F2 training slots in acute hospital rotations could encourage greater numbers of medical staff to engage in health promoting conversations.  [3:  http://www.cochrane.org/CD000165/TOBACCO_does-advice-from-doctors-encourage-people-who-smoke-to-quit ] 

In relation to MECC, the cultural practice between community groups and NHS organisations has been identified. Community or Local Authority services have been reported as more willing, or more able, to release staff for training. While many NHS organisations may value and have a culture of supporting education, learning and development, there is still difficulty in being able to find the time to release valuable front-line staff to attend MECC training. 
To improve organisational and cultural adoption of MECC it has been recommended that there should be a uniform and consistent policy, approach and definition of MECC that is adopted across a Borough and potentially the Sector and Pan London. 
MECC sits within and alongside a number of wider training programmes in the NHS. However, despite being brief and having the potential to be completed on-line and with the potential for considerable impact, few of the NHS organisations surveyed identified that there was an organisational cultural enabler that would encourage staff to attend training. For example, there were no links to mandatory training or few links to training targets such as CQUINS. 
An interesting, but maybe artificial cultural divide that could be preventing an increase in access to MECC training, is the often reported disconnect between NHS and Local Authority programmes. Both this report and the ADPH Stocktake reflect that there are broad similarities between both sets of programmes. There could be greater scope for consistent messages, shared resources; economies of scale and increased training delivery if there was improved communication and coordination between Health and Social care MECC training programmes. 
2.2.2 Environment
Across London the MECC programmes have been predominantly designed with training delivery and evaluation in mind. None of the projects were explicitly linked with objectives or targets for transformational or organisational redevelopment. While NHS Organisations do show strong evidence of promoting health for their staff, it is typically through Human Resources or Organisational Development teams and not those teams with a responsibility to deliver MECC training. This means the links between staff health and MECC are not as strong as they could be.  
Resources to develop staff and patient MECC prompts can be prohibitive across a Trust; in terms of developing a branding, a relevant message and production costs. There is a reported lack of time, expertise or resources to commit to these elements when in competition for using communication channels for promoting awareness of training and encouraging uptake. There could be opportunities through developing economies of scale or central ownership and distribution, for example, similar to the PHE campaigns teams. 
2.2.3 Infrastructure
Since 2013, the majority of the core health areas addressed by MECC are the responsibility of Public Health functions transferred into Local Authorities. Despite ring-fenced resources, certain localities have de commissioned high-profile services such as the Stop Smoking Services. Therefore, there is a barrier between being aware of and linking patients to the infrastructure and services staff are supposed to assist them to access following identification and motivation.
Linked to this, as reported by survey participants, was the challenge in keeping up with changes to services to sign post patients and staff too. The training leads report constantly having to update information as part of their directory of services. This is identified as time consuming and there is little opportunity to quality assure them. There could be scope to develop alternative access routes (such as quality checked on-line support for stop smoking, increasing activity or improved emotional well-being) to support for core health areas. 
A further barrier to the development of an effective MECC infrastructure was highlighted to be lack of funding. It appears that NHS organisations may need a degree of project funding to be able to initiate these programmes or to keep them sustainable
2.3 Evaluation
From the projects in development and surveyed, there was a strong element of how best to consider and include evaluation within the project. This may have been a function of having to have a robust approach to evaluation to receive funding, but it may also be as a result of greater availability and examples of previous practice of how to monitor and evaluate MECC. 


Evaluating MECC can be difficult, with challenges such as ensuring that:
· Organisations are ready to implement MECC training
· That staff are able, motivated and have the opportunity to apply training
· Note is taken of different levels of competency
· Delivery is consistent, through opportunistic, single or multiple interventions
· It is recognized that MECC is the start of the behaviour change process and other factors could influence outcomes.  
Based on the Kirkpatrick method of training evaluation, all programmes surveyed included the Reaction phase, that is how the delegates felt about the learning experience, for example in terms of venue, enjoyment or relevance of the training. In addition, there was clear evidence of inclusion of the Learning phase, which evidenced a measured increase in the knowledge before and after the training. 
Attempting to evaluate the Behavioural phase, where training is put into practice and implemented, was typically carried out by a follow up survey of participants requesting frequency of MECC conversations or self-report of putting it into practice. As an example, several Trusts were able to use on-line sources to follow up participants and were able to track and monitor self-referrals and links to local health services. 
The final component, the Result phase, which explores what is the local population impact of this training, is typically difficult to incorporate. However, Croydon CCG has used a Cost Benefit Analysis (CBA) to capture this aspect. The CBA of the ABCD project could be used as a template for evaluating MECC outcomes. The CBA summarised the costs, outcomes and key assumptions that contribute to the Net Present Public Value (NPPV). It identified the following key benefits (i.e. improved outcomes):
· Improved Mental Health 
· Reduced GP appointments 
· Reduced A&E attendance 
· Reduced GP appointments leading to reduced prescriptions 
There is a need and potential to help NHS Organisations identify and apply in an easy and consistent manner, an evaluation framework that can evaluate all aspects of the MECC programme.
Frequently the training providers cited existing documentation in terms of helping them frame their evaluation scheme. These included:
· PHE & HEE Making Every Contact Count Evaluation Framework
· Logic model (examples derived from model above) 
· Wessex Making Every Contact Count Evaluation 
It was not clear if all projects had implemented an Organisational Readiness needs assessment prior to implementation of training. This would enable clarity, or the steps needed, for the Trusts to successfully embrace or implement MECC. 
3. Recommendations
3.2 London level recommendations
Following the Mapping and survey of NHS MECC providers there are a range of potential opportunities for HLP to support the cultural, environmental and infrastructure components to improve implementation of this training programme. These broadly fall into the following headings:
· Coordinating MECC activity
· Developing a strong case for change
· Ensuring consistency in delivery of MECC training
· Developing resources
· Robust evaluation
· Ensuring MECC is sustainable
	Recommendation One
	Support Coordination of MECC Activity

	1.1
	Expand the London wide MECC Steering Group to include partners from Health and Social Care

	1.2
	In line with recommendation 1.1 in the ADPH Stocktake, Work with ADPH London, PHE London, Health Education England, Healthy London Partnership, the Academy of Public Health but also include wider NHS providers, Vanguards and NHS E London Commissioners as partners to explore the development of a regional multi-stakeholder MECC strategy 

	1.3
	Provide infrastructure (terms of reference etc) and support to allow STP level MECC groups to include all health, social care and voluntary sector leads in developing and coordinating local activity











	Recommendation Two
	Developing Case for Change

	2.1
	Explore benefits of ‘up-streaming’ MECC into undergraduate and graduate training programmes and/ or raising MECC profile as part of medical education programmes

	2.2
	Explore if HENWL workforce competencies could be applied as part of other professions or within Apprenticeship programmes. 

	2.3
	Develop case for change to encourage senior management buy in for MECC. 

	2.4
	Develop core MECC statement aligned to NHS strategic documentations

	2.5
	Develop case for change for Trusts wide adoption of mandatory / induction based MECC training, MECC CQUIN or part of CCG commissioning specifications

	2.6
	Develop case for change for commissioners of MECC training to include elements of cultural, environmental and infrastructure development and evaluation as part of training grants



	Recommendation Three
	Ensuring consistency in delivery of MECC training

	3.1
	Work with the providers identified in recommendation one to develop and agree a consistent MECC definition

	3.2
	Work with providers identified in recommendation one, to develop a London wide Training the Trainer/ Champions model, examples such as Macmillan Sage & Thyme could provide a template for implementation.

	3.3
	Explore options for standardizing training provision across London

	3.4
	Explore options for imbedding MECC into an organisation culture, environment and infrastructure, for example similar to Smoke free Organisations Pledge

	3.5
	Explore if MECC reporting outcomes can be linked to patient management systems across health and social care





	Recommendation Four
	Developing resources for the delivery of MECC training

	4,1
	Develop central repository of MECC training resources and best practice

	4.2
	Explore on line/ e-learning platform that can provide agreed training content, data metrics and link to onward evaluation

	4.3
	Develop pan London physical and digital resources, which can be locally branded if required

	4.4
	Review existing on-line community of practice and see if it can be expanded to be a pan London resource



	Recommendation Five
	Robust evaluation

	5.1
	Work with the providers identified in recommendation one to develop and agree a consistent MECC evaluation framework



	Recommendation Six
	Ensuring MECC is sustainable

	6.1
	Work with commissioners and providers to develop a well-resourced and sustainable MECC training programme
















Appendix B:Resources Identified
	Organisation
	Type of resource
	Brief description
	Available from

	Guys & St Thomas’s NHS Trust
	MECC CQUIN
	Example of a Trust wide CQUIN covering MECC training and delivery
	Sharon Hudswell
Health and Improvement Practitioner
Sharon.hudswell@gstt.nhs.uk
02030495245

	Guys & St Thomas’s NHS Trust
	Video 
	GSST have developed their own bespoke video to support their MECC programme and highlight focus the organisation has on encouraging staff to take part. 
	https://vimeo.com/185995266 


	South London & Maudsley NHS Trust
	Physical Health CQUIN for mental health services
	Example of Trust wide CQUIN which supports MECC as an enabler to improve physical health outcomes for people with mental health issues
	Damian Larkin
	damian.larkin@slam.nhs.uk 

	


07787520146

	Tower Hamlets Together
	MECC Logic Model 
	THT applied logic model to support the implementation and evaluation of their MECC programme
	


	Haringey CCG 
	On line training
	Link to eLearning platform recommended by CCG
	http://www.haringey.gov.uk/making-every-contact-count-mecc-e-learning

	Camden & Islington CCG
	On line training
	Link to eLearning platform recommended by CCG
	https://www.islingtonmecc.org.uk/e-learning


	One You
	Web based resource
	Link to One You PHE programme
	https://www.nhs.uk/oneyou#UMr5csegf6vWMFFT.97 

	Central North West London NHS Trust
	SUFARI screening tool
	Substance Misuse screening tool, linked to MECC programme
	Claudia  Salazar
Head of Integrated Education (Goodall Division) Central and North West London NHS Foundation mobile: 07590808803
E-mail: claudiasalazar@nhs.net

	West London Mental Health Trust
	On-line learning platform
	MECC on line learning platform focusing on links to mental health services
		Priya Patel 

	priya.patel@wlmht.nhs.uk 

	02083548252 




	Croydon CCG
	Cost Benefit Analysis
	Cost Benefit Analysis of MECC/ ABCD programme and example of determining potential impact of programme delivery
	


	Croydon CCG & Croydon Voluntary Action
	Evaluation example
	Example of previous evaluation of MECC/ ABCD project
	


	Hounslow CCG/ LA 
	Referral form
	Example of physical activity referral form
	


	Camden & Islington CCG./ LA
	Evaluation presentation
	Example of  a presentation on the outcomes of MECC programme
	


	RM Partners
	MECC Briefing
	Outline of how cancer Vanguard could support MECC agenda


	


	HENWL
	MECC Education and competency project
	Examples of resources and competencies that support MECC training for Health Support workers
	



[bookmark: _MON_1571415649][bookmark: _MON_1571415666]

	HENCL
	Health Coaching project documents and framework
	Example of project documentation to support behaviour change programme
	





	Allied Health Solutions
	PHASE programme incorporating MECC
	Example of a more in depth training programme including MECC
	


Link to Public health Allied Health Support

http://www.alliedhealthsolutions.co.uk/PDFs/SupportWorkforce/PHE-AlliedHealthSupportWorkerStudyReport.pdf

	SE London STP steering group
	Strategy presentation
	Example of STP strategy presentation outlining STP approach to MECC
	


	NICE
	Return on Investment
	NICE return on investment tool for MECC core topic areas
	https://www.nice.org.uk/about/what-we-do/into-practice/return-on-investment-tools 

	University of Southampton
	Wessex MECC pilot evaluation
	Frequently cited template for idea about how to support evaluation on NHS based MECC projects
	http://www.wessexphnetwork.org.uk/media/22802/Wessex-MECC-Evaluation-Report-Final-110615.pdf 



National Resources
Making Every Contact Count – National Programme
Consensus Statement http://mecc.yas.nhs.uk/media/1014/making_every_contact_count_consensus_statement.pdf 
Making Every Contact Count (MECC): implementation guide 
http://mecc.yas.nhs.uk/media/1015/mecc_implementation_guide.pdf 
Making Every Contact Count (MECC): quality marker checklist for training resources
http://mecc.yas.nhs.uk/media/1012/mecc_training_quality_marker_checklist.pdf 
Making Every Contact Count (MECC): evaluation framework
http://mecc.yas.nhs.uk/media/1013/making_every__contact_count__mecc__evaluation_framework_march_2016.pdf 
Examples of implementation
http://makingeverycontactcount.co.uk/implementing/ 
Examples of evaluation
http://makingeverycontactcount.co.uk/evaluating/ 
Communities of Practice
http://makingeverycontactcount.co.uk/community-of-practice/ 
Additional Resources
Quality Marker Checklist
A self-assessment checklist to support organisations in implementing and sustaining MECC programmes.
More > 

MECC Pocket Guide for Healthcare Staff
A guide to support healthy conversations within a healthcare setting.
Read > 

MECC Workbook
A workbook to support the delivery of healthy conversations in healthcare settings.
Read > 

Lifestyle Essex App
An app developed by Essex County Council, with advice on healthy lifestyle topics and links to local support services.
View > 

Supporting Behaviour Change
This RCN module gives an overview of motivational interviewing and provides a 'change toolkit' to use with clients.
View > 

Mental Health Promotion and Prevention Training Programmes
Emerging practice examples of training available for the public health workforce.
Read > 

Mental Health Toolkit for Employers
A toolkit for organisations to help support employee mental health and wellbeing.
View > 

National Centre for Smoking Cessation and Training
Programmes based on the competences 


Wessex Making Every Contact Count Programme
Wessex Making Every Contact Count Implementation Toolkit
www.wessexphnetwork.org.uk/mecc
Wessex The Healthy Conversation Skills training has been accredited by the Royal Society of Public Health (RSPH).


Example of Train the Trainer programmes
www.wessexphnetwork.org.uk/mecc For more information on the Train-the-Trainer approach see the Implementation toolkit or contact  Annemarie.Hankinson@hee.nhs.uk
Royal Society Public Health Workforce Champions Training
RSPH Workforce Health Champions Training https://www.rsph.org.uk/event/workplace-health-champions.html 
RSPH e learning https://www.rsph.org.uk/resources/shop.html?category=health-improvement-and-behaviour-change 
NHS Employers – Evaluating Health & Well-being Interventions for Healthcare Staff 


E Learning for Health & On-line training packages
The eLearning is available at: http://www.e-lfh.org.uk/programmes/making-every-contact-count/
Requires Log-in: http://tlds.learningpool.com/course/index.php?categoryid=86
Health Education North West On-line training – including smoking cessation and mental health challenges
http://www.nwyhelearning.nhs.uk/elearning/northwest/shared/shareable_packages/every_contact_counts/index.htm 
Social Media
Facebook https://www.facebook.com/groups/MECCcommunity 
LinkedIn  - insert 


















Appendix C: Directory of trainers
[bookmark: _Toc493485078]Identified Training Providers
Apart from those organisations who champion and provide internal training provision, there have been several independent and external training providers identified who have delivered MECC training in and around London. These include:
Royal Society for Public Health Accredited Training providers
· Social Marketing Gateway http://www.socialmarketinggateway.co.uk/
· Healthy Dialogues  http://www.healthydialogues.co.uk/  
· Innovate Health http://www.innovative-health.uk/ 
Non-Accredited Training Providers
· The Training Tree http://thetrainingtree.org.uk
· Reed & Momenta http://reedmomenta.co.uk/mecc/ 
· Croydon Voluntary Action www.cvalive.org.uk
· Central London Community Healthcare 
· Allied Health Solutions http://www.alliedhealthsolutions.co.uk/ 
· Thrive Tribe https://thrivetribe.org.uk/ 

On-Line Training Platforms 
The following links connect to the on-line MECC training platforms that have been used across London by NHS organisations
http://www.haringey.gov.uk/making-every-contact-count-mecc-e-learning
Camden & Islington https://www.islingtonmecc.org.uk/e-learning
https://www.e-lfh.org.uk/programmes/making-every-contact-count/
http://reedmomenta.co.uk/mecc/ 








Making Every Contact Count survey
1. Introduction 
 Healthy London Partnership (HLP) is funded by the 32 CCGs across London and works across health and social care to address some of London’s core health challenges. One of the programmes within HLP focusses on supporting the prevention of ill health and wellbeing across London.

Making Every Contact Count (MECC) has been identified as an important part of this prevention work and as a priority in all of London’s Sustainability and Transformation Plans (STPs). You may also know of this approach as Very Brief Advice (VBA) or Ask/Acknowledge/Advise/Assist (AAAA).

For more information on this scheme of work please visit: (https://www.myhealth.london.nhs.uk/healthy-london/programmes/prevention/making-every-contact-count)

We recognise some great work is being done and our primary goal is to capture what MECC activities are happening within healthcare organisations. We are also keen to explore further opportunities to support MECC activity where there is an interest to do so.

We would like your help with this mapping review through completion of this survey, and in return we would be keen to share with you the outcomes of the review. This would help support:

• Sharing learning and best practice
• Developing and enhancing tools and resources which can be used to assist with implementing and evaluating MECC
• Identifying common themes and barriers we can address at STPs or pan-London level
• Identifying partnerships/synergies across organisations

The survey should not take more than 30 minutes to complete and you should be able to save your progress and return to it, if needed.
 









2. About You: 
A few details about your organisation.
1. Is your NHS organisation a: 

	  
	Clinical Commissioning Group

	  
	Primary Care Service - GP or CEOP

	  
	Acute Hospital Trust

	  
	Community Provider Trust

	  
	Mental Health Trust

	  
	NHS Vanguard

	  
	NHS New Models of Care Project

	  
	NHS Alliance - such as Clinical Senate

	  
	Health related Charity organisation

	  
	Other (please specify):
	 





3. Contact details 
 2. Please provide your contact details as MECC lead. *

	Name   
		 


*

	Organisation   
		 


*

	Email   
		 


*

	Contact number   
		 





 3. Which STP does your organisation cover, please tick all that apply: 

	  
	North West London

	  
	North Central London

	  
	North East London

	  
	South East London

	  
	South West London


 
4. Which CCG does your Organisation cover? please tick all that apply: 

	  
	Barking and Dagenham

	  
	Barnet

	  
	Bexley

	  
	Brent

	  
	Bromley

	  
	Camden

	  
	Central London - Westminster

	  
	City and Hackney

	  
	Croydon

	  
	Ealing

	  
	Enfield



	  
	Greenwich

	  
	Hammersmith and Fulham

	  
	Haringey

	  
	Harrow

	  
	Havering

	  
	Hillingdon

	  
	Hounslow

	  
	Islington

	  
	Kingston

	  
	Lambeth

	  
	Lewisham



	  
	Merton

	  
	Newham

	  
	Redbridge

	  
	Richmond

	  
	Southwark

	  
	Sutton

	  
	Tower Hamlets

	  
	Waltham Forest

	  
	Wandsworth

	  
	West London - Kensington & Chelsea


 



5. Do you give permission for your contact details being shared with relevant NHS organisations/MECC leads where we identify potential partnerships/synergies? *

	  
	Yes

	  
	No


4. Planning/initiation 
 
6. Is your organisation planning to implement MECC, in the implementation stage of delivering MECC, or evaluating an existing MECC programme? 

	  
	Yes

	  
	No


 
7. What was the driver for implementing MECC in your organisation? 

	  
	National policy

	  
	Local Policy, including Health & Well-Being Plan

	  
	STP plans

	  
	CQUIN target

	  
	Contractual fulfilment

	  
	Support Public Health Outcomes Framework

	  
	Physical Health in Mental Health Settings

	  
	Health Education England initiative

	  
	Targeted health theme initiative, such as Cancer Vanguard

	  
	Other (please specify):
	 





 
8. How does your organisation define MECC? *

	 





 
Did you use a theory or model to inform your MECC training? 

	  
	Yes

	  
	No



If yes, please list models used:  
	 





 
9. Which types of conversations does your training encourage? 

	  
	Very Brief Intervention- Ask, Advise & Assist

	  
	Very Brief Intervention- Ask, Acknowledge, Advise & Assist

	  
	Brief Intervention - more than a couple of minutes including discussion, negotiation or encouragement

	  
	Other (please specify):
	 





 





10. Does, or will, your MECC training include the following components? 

	  
	Link to impact on individual and population outcomes

	  
	Include local data

	  
	How MECC links to organisation and individual roles

	  
	Outlines models of behaviour change

	  
	Link to latest evidence on living a healthy lifestyle

	  
	How to start or hold healthy conversations

	  
	Link to local services that staff can sign post


 
11. Were/will a particular patient/service user group be targeted? 

	  
	Yes

	  
	No



If yes, please specify:  
	 





 
12. Did you/will you target specific staff groups for training? 

	  
	Yes

	  
	No


 


13. If yes, which groups did you/will you target? 

	  
	Medical/dental

	  
	Nursing

	  
	Allied health professionals

	  
	Pharmacists

	  
	Health care assistants

	  
	Porters



	  
	Cleaners

	  
	Catering staff

	  
	Reception staff

	  
	Volunteers

	  
	N/a

	  
	Other (please specify):
	 





5. Implementation 
 
14. At what stage of implementation is your organisation? 

	  
	Planning

	  
	Implementation

	  
	Evaluation


 


15. How many staff have been trained/are due to be trained? 

	 


 
16. Were staff trained/will staff be trained via e-learning or face to face? 

	  
	E-learning - developed own resource

	  
	E-learning - used the national or independent training provider version

	  
	Face to face

	  
	Includes a Training the Trainer approach


 
17. Was the training/will the training be voluntary or mandatory? 

	  
	Voluntary

	  
	Mandatory


 
18. What topics were included/will be included in your training? 

	  
	Smoking

	  
	Healthy eating

	  
	Healthy weight

	  
	Alcohol

	  
	Physical exercise

	  
	Mental health and wellbeing

	  
	Other (please specify):
	 





 
19. What is the funding source for MECC in your organisation? 

	  
	CCG funded

	  
	Trust funded

	  
	Charity funded

	  
	Local authority funded

	  
	Alliance Funded, such as by Vanguard, New Models of Care or Clinical Senate

	  
	Health Education England

	  
	Public Health England

	  
	Other (please specify):
	 





 
20. Did you use an internal/external training provider? 

	  
	Internal

	  
	External


 
21. If external, please provide your training provider's details: 

	Company name   
		 




	Contact name   
		 




	Email   
		 




	Telephone number   
		 





 



22. What is the cost of their training package? 

	 


 
23. What does this training package include? 

	 





 
24. How did the Training Provider evaluate the quality of it's training? 

	 





 
25. How satisfied were you with the quality and outcomes of the training provided on a scale of 1-10 (10 being the most satisfied)? 

6. Please identify the strategic oversight for your MECC programme: 
 
26. Did you/do you have any strategic documents relating to MECC? 

	  
	Yes

	  
	No


If yes, please list:  
	 






7. Communications 
 
27. How did/ will you communicate and promote MECC training to staff? 

	 





 
28. How did/ will you communicate and promote MECC to patients? 

	 





8. Environment 
We are interested in the sort of environment MECC takes place in and how this supports the message being given. Such as whether the premises is smoke-free, what types of food are available to staff and visitors, and are there visual prompts in the building or office (e.g. posters that state the benefits of taking the stairs or that promote mental wellbeing).
 
29. Did you/do you plan to make any changes to the environment in which MECC would be taking place? 

	  
	Yes

	  
	No



If yes, please specify:  
	 





 
30. What were/are the key enablers that made your organisations’ environment MECC friendly? 

	 





 
31. What were/are the key barriers or challenges to making your organisations’ environment MECC friendly? 

	 





9. Culture 
Culture is key to the success of MECC, in terms of the support of senior leaders and managers, staff behaviour, etc.
 
32. Did you/will you have MECC champions? 

	  
	yes

	  
	no


 
33. Is MECC referenced in your organisations visions, values or ethos statement? 

	  
	Yes

	  
	No


If yes, please provide the statement:  
	 





 
34. What do you see as the key enablers to make your organisation embed MECC into your organisational culture? 

	 





 
35. Were there barriers/challenges to embedding MECC into the organisational culture? 

	  
	Yes

	  
	No



If yes, please provide details:  
	 





10. Infrastructure 
Infrastructure in MECC refers to the services and resources available to refer patients to for self-care or help from others.
 
36. What were the key infrastructure enablers in your organisation (Any services/resources that enabled MECC sign posting/referrals)? 

	 





 




37. What were the key challenges or barriers in terms of infrastructure? 

	 





 38. Please indicate which of the following your local area/Borough has easy access to. 

	  
	A smoking cessation service

	  
	An exercise programme (exercise on prescription, healthy walk scheme, etc)

	  
	A weight management programme

	  
	A service to help people with problem drinking

	  
	Emotional health and well-being programme (books on prescription: 5 ways to wellbeing, time to thrive, seasons, etc)


11. Evaluation 
 
39. How did you, or will you, quality assure the MECC Training? 

	  
	Follow a published implementation and development guide

	  
	Use existing workforce competencies to inform learning and objectives

	  
	Use existng Quality Marker for Training

	  
	Follow a published evaluation framework

	  
	Other (please specify):
	 





 




40. What outcomes or impact are you/will you be measuring? 

	 





 
41. How are you/will you be evaluating these outcomes? 

	 





 
42. Please provide examples of data, evidence or evaluations in terms of number, changes and impact (including ROI). 

	 





 43. Can staff attend refresher or follow up training? 

	  
	Yes

	  
	No








12. Next Steps 
HLP are keen to create and improve the environment, culture and infrastructure to support MECC training. We would like to hear your views on how this could be developed.
 
44. What support or resources would be helpful to you or others undertaking MECC? 

	 





 
45. Would you like your data to be anonymised as part of the final report? 

	  
	Yes

	  
	No






Lead MECC Programme	CCG	CEPN	Acute Trust	Community Trusts	Mental Health Trusts	STP	HEE	Vanguards	Local Pharmacy provision	7	5	7	9	4	5	3	0	3	Not Leading MECC programme	CCG	CEPN	Acute Trust	Community Trusts	Mental Health Trusts	STP	HEE	Vanguards	Local Pharmacy provision	25	20	13	3	3	0	0	3	1	To be confirmed.	CCG	CEPN	Acute Trust	Community Trusts	Mental Health Trusts	STP	HEE	Vanguards	Local Pharmacy provision	0	7	4	0	0	0	0	0	0	
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Logic Model for Making Every Contact Count (MECC) programme. Tower Hamlets 

MECC embedded into organisations in terms of induction (all staff), job descriptions and training (frontline staff), and client recording



MECC is built into organisational, including HR, policies and procedures 



Organisational environments are supportive of staff  participation  



MECC is integral to front line staff’s daily contacts with local people and is consistently recorded as part of their consultations



There is a sustained increase in the number of people who are trained in MECC



Staff are confident in their skills to deliver MECC and a proportion have engaged in further training to develop their skills on e.g. motivational interviewing/health coaching



Initial discussions held with local stakeholders to explore MECC+ in the context of social prescribing and public facing portal



There is a demonstrable increased uptake of the services being signposted during the MECC interventions.- 

· Smoking

· Diet

· Physical activity 

· Alcohol

· Mental health 

· Sexual health

340 additional staff trained



Attendees report an increase in

· Knowledge of brief interventions

· Confidence and skills to deliver brief interventions

· Confidence in learning with other professionals/groups

Immediately following the training sessions



Attendees report changes in  

· Their practice

· Their own behaviour

6-8 weeks following training



An accredited TTTs course delivered and local trainers equipped to deliver MECC



An accurate master database in place containing all MECC-trained personnel



Training materials up-to-date



Community of practice in place and that MECC-trained staff feel part of a local movement 



THT MECC-lead is employed



Strategic support secured from all THT partners





Strategic support from the Health and Wellbeing and THT Boards

Strategic support from LBTH 

Commissioning of MECC training by LBTH 2015-2017

Commissioning of MECC training for the THT and wider partners vanguard funding 2017/18 

Local training provider invested in THT programme

Local training material developed and distributed to all participants

MECC steering group convened to drive the programme

Limited THT comms support secured



National guidance supports the implementation of MECC and is built on broad based evidence: NICE, Public Health Guidance on behaviour change approached (NICE, 2014)



The Local Government Association acknowledges the important role local authorities have in supporting the implementation of Making Every Contact Count (LGA, 2014)



NHSE’s Five Year Forward View calls for a radical upgrade in prevention and the importance of increasing the support available to help people to manage and improve their own health and wellbeing. Ensuring that behavioural interventions are available for patients, service users and staff to support them to understand the impacts of smoking, alcohol, weight and diet and activity levels on their health and to make changes. The NHS Standard Contract now includes a requirement that providers develop and maintain an organisational plan to ensure that staff use every contact that they have as an opportunity to maintain or improve health and wellbeing.  (NHS 5YFV, 2014 and NHS. 2016)



MECC is a workstream of the Healthy London Partnership



THE NE London STP Delivery Plan requires an increase of very brief and brief interventions through the delivery of MECC by 2020/21 and sees MECC as a ROI opportunity in building a workforce for prevention (NELSTP, 2016) 



MECC forms a prominent strand of both the THT population health approach and OD workstream



20% of adults in Tower Hamlets reported currently smoking (London 16%)

Over 27% of 10/11yr olds are obese (3rd highest in the country)

The numbers of 15yrs olds taking part in regular physical activity is low.

52% of adults are classified as obese

32% of adults do not achieve the recommended physical activity levels.

Over 16% of 18-64yrs are experiencing common mental disorders at any one time. 1in 10 children have a mental health disorder

43% of those who drink alcohol have drinking patterns which could harm their health 

High rates of sexually transmitted infections

(JSNA Summary doc, 2016)



       OUTCOMES (MT) 

720 staff trained to date with positive feedback from attending

A great deal of learning has been gained and fed back into the training through completed evaluation forms and feedback, including information to ensure that the training is relevant for staff working with children

Meetings organised to promote the principles of MECC to engage managers and staff within THT, where individual organisation strategic support has not been secured

That MECC will be in job descriptions for front line staff

That MECC-lite will be part of inductions to support staff health and highlight MECC training

MECC activities will be recorded in organisations client records

Monthly meetings of THT MECC Steering Group

For 2017/18 to deliver 35 ½ day MECC training sessions for THT and wider workforce which are widely promoted

To develop and deliver an accredited Train The Trainers (TTTs) course to enable local facilitators to deliver training to ensure MECC is sustainable beyond the life of current resources

A detailed single database of all participants 

Training materials updated as appropriate, including relevance to children 

Evaluation forms are completed at the end of the MECC training and a follow-up survey completed (6-8 weeks post-course)

MECC graduates will be supported through developing a community of practice through 

· A quarterly newsletter (to graduates, copied to managers and THT leaders) including highlighting numbers trained, case studies, hints and tips, refresher resources, any changes in training material (national guidance and signposting), forthcoming training dates

· Annual celebration event for MECC graduates, including THT Board members

· Development of an online forum to share experiences

MECC graduates will be supported to build on the skills developed through MECC, in terms of related training e.g. motivational interviewing/health coaching

MECC+ will include support for social determinants of health

Agreement secured by THT partners for a MECC-lead for THT















Strategic buy-in will be secured from all local organisations

MECC Steering Group Staff will have the capacity to drive and lead this programme

There will be a THT designated MECC lead post-17/18

Sufficient comms expertise will be available to develop the community of practice

Sufficient staff will be willing to act as in-house trainers to sustain the programme going forward

Learning and Development depts will adopt MECC as part of standard training 

That MECC supports the delivery of the outcome “I am supported to make healthy choices” from the THT Outcomes Framework
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REPORT TO CROYDON CLINICAL COMMISSIONING GROUP 



Senior Management Team 

 

TBA



Proposal to support the continuation and expansion of Making Every Contact Count

(MECC) using the Asset Based Community Development (ABCD) with CVA



		Lead Director

		Stephen Warren - Commissioning Director



		Report Authors

		Aarti Joshi- Associate Director, Planned Care Commissioning, Service Redesign and QIPP Development

Mike Sutton- Head of Planned Care, Planned Care Commissioning, Service Redesign and QIPP Development





		Committees which have previously discussed/agreed the report

		N/A



		Committees that will be required to receive/approve the report

		SMT



		Purpose of Report



		For Approval 







Recommendation:



		The CCG Senior Management Team is asked to:   



· Give approval to the outline business case to support and expand the existing programme    

· Approve £45,000 funding for 2017/18 delivery







Background:



		In 2014/15, the CCG and Public Health partnered up with Croydon Voluntary Action (CVA) to further develop Asset Better Community Development (ABCD) in Croydon building on the success of the ABCD pilot in Thornton Health 2010/11. The intention was to use ABCD to embed Making Every Contact Count (MECC) - helping to build capacity, confidence, independence and resilience within communities to promote greater health and well-being. An additional benefit was that this community-based work would help the CCG build mutually beneficial long-term relationships with the voluntary sector in the borough.  



The ABCD approach focuses on identifying and mobilising individual and community assets, unlike traditional community development approaches that focus on the gaps and deficiencies that might challenge communities. ABCD aims to enable people to be independent and resilient and to support themselves, their families and the people around them to live healthy lives. 



In the ‘Croydon Planned Care Transformation Programme Draft Business Case’ the delivery objective of facilitating patient enablement includes; ‘Promoting Behaviour Change which includes supporting patients and public to take ownership of their health and lifestyle through initiatives such as Health Help Now and Make Every Contact Count..’



The CCG has identified prevention, self-care, self-management and shared decision-making as key local strategic priorities.  The ABCD-MECC work supports these priorities.









Governance:



		Corporate Objective

		Prevention, self-care, self-management and shared decision - a key CCG strategic priority.  



		Risks



		A suspension of continuity funding will impact on CVA’s ability to enable local communities to improve their own health and well-being.  There is a risk that a failure to fund will result in a missed opportunity to: 

· strengthen our relationship with the local third sector

· further develop local social capital

· build on existing successes, particularly within the most deprived wards in Croydon

· enable CVA to attract further funding into the borough for VCS health and well being



		Financial Implications

		A grant of £45,000 for the financial year 2017/18



		Conflicts of Interest

		None



		Clinical Leadership Comments 

		None



		Implications for Other CCGs

		None  



		Equality Analysis

		ABCD-MECC positively addresses health inequalities.



		Patient and Public Involvement

		Community engagement/participation is embedded at the core of the project. 



		Communication Plan

		Communication is an integral element of the project – engaging with local communities and professionals.



		Information Governance  Issues

		None



		Reputational Issues



		Relationships with the local voluntary sector and a range of professionals, agencies and community groups within the two most deprived wards in Croydon are supported through this work. This is advantageous to the CCG’s reputation.







EXECUTIVE SUMMARY



Proposal to support the continuation and expansion of Making Every Contact Count

(MECC) using Asset Based Community Development (ABCD)



1. Background and purpose



1.1 In 2014/15, the CCG and Public Health partnered up with Croydon Voluntary Action (CVA) to further develop Asset Based Community Development (ABCD) in Croydon building on the success of the ABCD pilot in Thornton Health 2010/11. The intention was to use ABCD to embed Making Every Contact Count (MECC) - helping to build capacity, confidence, independence and resilience within communities to promote greater health and well-being. Prevention, self-care, self-management and shared decision making are key local strategic priorities for the CCG. The ABCD-MECC work supports these priorities, providing a social prescribing service within a broader model for bringing about behavioural change and building new relationships between health practitioners and patients.



1.2 The aim of this paper is to provide SMT with details of the ABCD-MECC work to date and the work now underway, supporting the preventative agenda as part of the CCG’s transformational programme, with a view to securing approval of the continuity funding of £45K for 2017-18. 



2. Introduction



ABCD is an approach based on the principle of identifying and mobilising individual and community ‘assets’, rather than focusing on problems and needs. ABCD aims to enable people to be independent and resilient and to support themselves, their families and the people around them to live healthy lives. A health asset is any factor or resource which enhances the ability of individuals, communities and populations to maintain, sustain and/or improve health and well-being. ABCD encapsulates a set of values and principles that:



· identifies and makes visible the health-enhancing assets in a community

· sees citizens and communities as the co-producers of health and well-being, rather than the recipients of services

· promotes community networks, relationships and friendships that can provide mutual care, mutual help and empowerment

· identifies that which has the potential to improve health and well-being

· supports individuals’ health and well-being through improving self-esteem, coping strategies, resilience, relationships and knowledge 

· empowers communities to control their futures and create tangible resources such as community-owned services



3. Croydon’s ABCD projects

The CCG has partnered CVA in earning Croydon a national reputation for developing an innovative preventative health programme that drives behavioral change and builds new relationships between health practitioners and patients. Croydon now has one of the widest portfolios of ABCD projects anywhere in the UK. The projects currently in place are:



· Big Local - funded by the Local Trust, this social regeneration project is strengthening and enhancing the London Road area of Broad Green

· Day Opportunities - funded by Croydon Council, this project supports at risk, disabled people and their carers in Thornton Heath

· Best Start - funded by Croydon Council (see section 4.1 below)

· Croydon Health Employment Partnership – funded through European Social Funding, this project tackles health barriers to employment among vulnerable client groups

· Communities Against Hate Crime - funded by London Crime Prevention, this project tackles hate crime by building stronger and more inclusive communities that engage local people and local businesses in designing local solutions



With the valued support of Croydon CCG, CVA has been able to raise the profile of this preventative approach both locally and nationally. In 2016, CVA presented on the MECC-ABCD N/A & Selsdon GP Network activity at Croydon Congress, on the theme of Social Isolation, at Croydon’s Domestic Abuse and Sexual Violence Partnership, at Croydon’s Health and Wellbeing Board and at the launch of ABCD England. 
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ABCD in England, 30 June 2016





Nurture Development in association with Croydon Council and CVA published the outcome of ABCD initiatives in 2014. The success has been recognised by the 2014 Municipal Journal Achievement Awards with a well-deserved commendation for ‘Excellence in Community Engagement’.  Croydon is now promoted by Nurture Development as one of the leading exponents, nationally, of the ABCD approach.
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4. Attracting additional resource



By sustaining the MECC-ABCD project the CCG is enabling CVA to both bring about cultural and behavioural change in Croydon’s most deprived area and to develop additional preventative projects targeting the borough’s highest priorities such as social isolation and digital inclusion. An additional benefit is that this community-based work helps the CCG build mutually beneficial long-term relationships with the voluntary sector in the borough.

4.1	Best Start: CVA has successfully led a partnership bid for the delivery of ABCD in eight local areas (Broad Green, Selhurst, Thornton Heath, Waddon, Heathfield, New Addington, Fieldway) as part of Croydon Council's Best Start programme, supporting the well being of children under the age of 5 and their parents/carers in Croydon. The extensive experience gained through MECC and CVA's recognised leading ABCD role as an associate of Nurture Development, has positioned us in starting what we see as a new phase of ABCD: empowering and supporting other local charities to embrace and deliver ABCD themselves. In this partnership CVA is the lead-body, with Home-Start Croydon, Family Centre Fieldway, Acorns 2 Oaks and St John the Evangelist employing the ABCD community builders and delivering a project for £120,000 a year for a period of two to three years.

4.2	Big Local Broad Green: Our ABCD team has also shaped and supported the Broad Green community to start the important conversations and networking allowing for a Big Local programme to be delivered in Broad Green. Big Local is a Lottery funded long term programme enabling people who live in the area to build on local talents and aspirations so that they can identify and act on their own needs to make their area even better, both now and in years to come. Through ABCD we have brought the community together in a Partnership of residents and supported the creation of a Community Plan, which is now put into action by two new members of staff, employed by CVA and led by the Partnership. The programme is bringing £1m to the area in the next 10 years (started in 2016).

4.3	Croydon Health & Employment Partnership (CHEP): this European funded partnership was built on our ABCD work and is a voluntary sector led response to residents' discussions and conversations around employment and its effect on people's emotional well being and mental health. The proposal also included the Health Guides referral system we developed through MECC and Croydon Family Power. We brought together a range of local specialist services to tackle barriers to employment as well as live healthier lifestyles over the next two years. Partners include Imagine, Age UK, Crystal Palace Football Club, Evolve Housing, Revivify, Asian Resource Centre, Status and Raising Great Aspiration delivering free one to one support, training and support to local residents. The programme is bringing to Croydon just over £700,000 across 3 years (started in 2016).



5. Self-help activity and patient stories



The community led projects that have emerged in 2016/17 include:



·  A League of their Own: a Community Football project. The aim is to use football to empower the young girls and boys to feel more confident about themselves and others around them; the sessions will be focused on different streets or groups - Women’s groups and walking football – competing, thus improving their physical, social, emotional, and mental wellbeing 

· Feed Me: A healthy eating, wellbeing, and mentoring project to encourage young girls in the New Addington area to be proactive about improving their health and confidence. The aim is to use hair, beauty treatments and fitness sessions to empower the young girls to feel more confident about themselves and others around them. They will provide the information gathered from local GPs and answer / signpost any concerns that arise

· Healthy eating & gardening sessions for young people: developed in schools and allotments through healthy eating summer clubs; free for kids who receive free school meals; Community Builder in the process of meeting individuals and connecting them with others to support projects

·  Photography Club: local residents reconnecting with the community by sharing their passion, skills, and experience of photography. The project aims to capture happy moments when people feel connected to help prevent feelings of isolation and depression. They have connected with New Addington Pathfinders and are now promoting the idea via its Facebook page of over 6,000 residents

· Book club: for isolated mums where parents can meet up for support and advice or just to have a chat and meet other friendly people

· Creative Collectives: a space where creative people can share assets and ideas and support each others passions

· Helping Hand for the Homeless: community caring for those who are homeless; donating resources in New Addington and Fieldway

· Autism - Back to work support: linked to the New Addington Job club and with support from a local councillor to bring in local employers to offer job search support

· Women’s confidence building: business set up project and ongoing support group

· Cultural Diversity project: a bring-and-share project to bridge the gap between different cultures in New Addington.

· Parents Support and friendship group: groups of parents from Wolsey school support each other with health and wellbeing issues in an informal environment looking at violent relationships, parenting, increasing knowledge around health topics and providing emotional support

· Pit Bikes Project: a motorbike maintenance and racing project with approximately 24 young boys meeting up to learn new skills and compete as a team as well as camping once a month. This project has kept young boys off the street and prevented them illegally riding their bikes on local roads. Our Community Builder linked the Pitt Bikes Project to CVA’s Game Changer project, providing £500 of funding to supply helmets for the young people

· Dance project for girls: collaborating with Timebridge Senior youth club to encourage girls to be more involved in more physical activity and to help keep the youth club open by providing volunteers

· Crafts Group: for women in Selsdon 

· Parent social outings: monthly get-togethers for the parents attending Bump & Shed to build stronger relationships. The first session is a bingo club at Timebridge – they have already offered their bingo machine for free

· Community Hub: in development at Eden Team Rooms, a Selsdon Café, with residents and café owners

· Bump Fitness: our Community Builder shared information with the Game Changer programme regarding support for activities for young people - subsequently Game Changer has agreed to fund the dance sessions (£700) with Daisy Lennon from Bump Fitness, who has been supported by ABCD to set up her own fitness company at the New Addington Community Centre. Case study story: https://www.youtube.com/watch?v=fcVNDzFSSzY&feature=youtu.be
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Daisy Lennon, Community Connector who initiated Bump and Fitness In New Addington



· In the summer, our Community Builder linked with Game Changer who provided £1000 to fund football sessions at the Rowdown Pavilion in New Addington run by Solid Rock Academy for young people aged 14-25 as a result of the feedback on the need for more activities in the holidays 
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We have collected a bank of personal stories and journeys of patients and Community Connectors in Audio Boom to tell their story. We are showing a selection of these case studies on CVA’s website and in the Our Place research Prezi (see section 9).





6. The MECC-ABCD Project



The MECC-ABCD project is on course to meet its key aims in 2016/17 extending the work across the GP Network, creating greater health and well being through community based initiatives and instigating innovative health solutions through co-production with health practitioners.



Over the past 10 months (April 2016- January 2017) the work has nurtured self reliance and community resilience amongst more active citizens, helped to relieve the pressure on primary care and instigated sustainable health and well-being outcomes across Croydon through GP Networks. These changes are delivering the following outcomes:



6.1 Headline achievements include:



· Reduced demand on primary care - Large numbers of people engaged in social activity so they can access social support and are not as dependent on services. Consolidating ABCD presence within GP surgeries and Pharmacies

· Supported clinical workforce – Improved knowledge among the clinical workforce to direct patients to support from within their local community, including informal social networks/groups 

· A vibrant voluntary sector - Diverse range of health and wellbeing activities that are accessible and well attended by local people

· A stronger, better-informed community - Nurtured a culture of self-reliance, strong community and shared decision making, so patients feel confident and empowered to play an active role in decisions about their care. Increased awareness of Pharmacy First, 111 and use of PDAs, such as; Health Help Now, Live Well and Just Be Croydon

· Evidence to support an upscale across Croydon’s GP Networks - Existing evaluation metrics have been aligned to the NHS Outcomes and Ambitions Framework, The Public Health Outcomes Framework and the Together for Health Outcomes Framework to evidence the impact of the programme 



7. MECC-ABCD project evaluation metrics:

In 2016/17 the MECC-ABCD project extended activity across the whole N/A & Selsdon GP Network. Working with the CCG we linked frontline health staff to local health and wellbeing activity/social networks and enabled co-production within Communities of Practice.  The work with frontline health staff has been facilitated through direct engagement with surgeries and pharmacies and regular information sharing and relationship building. We have replicated that work in Selsdon starting at the Selsdon Medical Centre and are linking with the clinical training lead to hold a presentation with staff across all centres in the N/A & Selsdon GP Network. We supported the Community Connect initiative which saw residents working with a range of practitioners from council and health services. In 2016/17 we:

· Identified and supported 24 x Community Connectors to gain confidence and leadership skills. A key role of the Community Builder has been to work closely with 24 Community Connectors across New Addington, Fieldway and Selsdon to support them in building their skills in taking the lead with other residents to develop locally based initiatives.  

· Enabled 18 x community-led wellbeing projects: The Connectors – all residents – have developed projects, involved those labelled as ‘hard to reach’, engaged with service providing agencies and commissioners through events such as Ideas Fairs, led on community of practice meetings and supported other residents to develop community led initiatives.  The support given by the Community Builder took the form of one to one mentoring and guidance either face to face or via telephone on a weekly basis alongside group work when Connectors came together to develop an event. Connectors developed skills in Appreciative Inquiry and the ability to unearth people’s assets and gifts through the building of strong and sustainable relationships. An example of this work includes facilitating a community led Ideas Fair based at the Play Place premises in December: 

· This event was planned, designed, and delivered by nine Community Connectors and was attended by over 35 local people. Many more who could not attend were invited to contribute to activities and initiatives.  The event showcased a variety of community led activities inviting those attending to offer their gifts and/or explore new initiatives that they wished to develop. The Connectors supported these conversations and offered ongoing support to others in building their activity after the event.  The mentoring also led to Connectors developing the confidence to engage with agencies directly to develop their initiatives and come alongside neighbours and friends to support them. Additionally the Community Builder supported the work of the two Best Start Community Builders in the area to identify connectors and support community led activity. An example of this work is in Selsdon where a solid link has been made with the Selsdon Medical Centre to offer signposting via a bespoke asset map to local people looking to access and contribute to local community activity. 



“Working with Jennine has helped me build confidence to support other neighbours and friends. Before developing the initiative I would not have had the confidence to engage the local school alongside a parent whose child was experiencing behavioural problems. I have also recognized the power of being able to develop opportunities for myself such as engaging with the Box Park to take the activity into Central Croydon which has given me so much confidence and set an example for others who wish to move themselves from being seen only as an isolated parent to someone who has something to offer others.” Daisy Lennon, Community Connector (who also presented to the Together for Health Steering Group)



· Directly involved 331 patients to actively take part in their community

· Reached 2750 citizens across the GP Network: over the 10 months of the project we have meaningfully engaged with 2750 citizens in a variety of ways including the development of community initiatives, signposting to activities, and contributing to the shaping of health initiatives such as Live Well.  We have calculated this figure through the numbers attending community initiatives, Ideas Fairs and Communities of Practice, feedback from the Community Connectors regarding the conversation they have had with residents and the signposting of individuals to local and Croydon wide activities. In addition, the GP network based in New Addington and Fieldway informs up to 6000 residents registered at the surgeries about the signposting taking place at the three surgeries in the area. It is important to note that the signposting also takes place at a variety of venues including pharmacies, schools, and community organisations and local bumping spaces such as cafes and parks 

· Hosted 12 x Community of Practice meetings enabling partnership working and asset sharing between all stakeholders including patients, GPs, Pharmacists, voluntary and community sector groups, Children Centres, Faith Leaders and Community Connectors 

· Created 7 x Signposting Hubs so that, through peer to peer conversations where they usually go, people can find out about local community activity of interest to them - a likely stepping stone to their behaviour change and creating a better life as defined by them. Our sign posting hubs include: Parkway GP Surgery, Selsdon Park Medical Centre, Wolsey Primary School, Meridian High School, Family Centre New Addingon, Community Connect Hub and Pathfinders

· Hosted 3 x Ideas Fairs to celebrate community activity: Over the course of the project we have hosted three Ideas Fairs which have celebrated community led activity and invited gifts, partnership working and further reciprocity. These events were held in: 

June (Fieldway) – linked to the carnival 

December (New Addington) – see above 

March (Selsdon) – to be held 

· Linked the community to frontline health staff facilitated through direct engagement with surgeries and Pharmacies and regular information sharing and relationship building. The work with Pharmacies has continued to develop and it has become ever clearer that the awareness of the role that they play in the community health and well-being is growing. The project worked in partnership with the Aumex Pharmacy on health campaigns such as the ‘Stop Smoking Campaign’ at the Community of Practice sessions where Pharmacists and residents developed community engagement ideas drawing on local knowledge and expertise.
- The Community Builder has promoted Pharmacy First services when working with so called ‘hard to reach’ groups on their community projects and networks. As an example, the young men who attend the Pit Bike project stated that they seldom, if ever, visited their local Pharmacy but have now become aware of both Pharmacy services and the location of minor ailment and sexual health services and feel confident to attend and inform their peers. 
- We have circulated the online asset map to local Pharmacies and through workshops linked clinical and frontline health staff to local health and wellbeing initiatives and networks. This work also involved feeding back to Pharmacy practitioners the outcome of community conversations which highlighted gaps in local service provision.  In 2016 we replicated our work in Selsdon starting at the Selsdon Medical Centre and are planning to link with the clinical training lead to hold a presentation with staff across all centers in the N/A & Selsdon GP Network.

· Developed our online tools: see below 

· Reported monthly to the Together for Health Steering Group Monthly RAG reports, including both a professional and patient case study, are circulated to the TfH steering group and updates are presented in person at every steering group 

· Evaluation of the project see below 



8. Evaluating impact to date



CVA has created an evidence base, using metrics to quantify the take-up of MECC-ABCD activities and digital tools to record the qualitative experiences of local people taking part in the project. This includes:

· Data gathering - Community building app for ABCD community builders to record their dialogues/conversations with local residents on the ground. The app allows us to regularly gather the following information: * The role of the person recording the discussion * The conversation details * If it was an idea/passion, a problem, an action, an emerging project or a story/case study * What categories the conversation fitted (at present the options are Health, Housing, Family, Education, Environment, Safety, Community, Employment, Other) * In what area the discussion took place. The app has been piloted across all CVA's ABCD projects by Community Builders. The app allows us to centralise information and data gathering from ABCD activity for analysis and future planning. 

· Asset maps - demonstrate where voluntary sector organisations, ABCD local emerging projects, and other assets (including parks, libraries, youth clubs, health services) are based geographically in each ward where ABCD is delivered. The New Addington and Fieldway asset map is built on a Google maps platform, available on CVA’s website: http://www.cvalive.org.uk/abcd/building-health-partnerships/new-addington-fieldway-asset/

· Network maps - provide local people and practitioners with a practical tool for achieving social inclusion. They enable local signposting and demonstrate how organisations and local emerging projects are linked and working in partnership in areas where ABCD is delivered. They act as a planning tool identifying gaps, connections to be made and resources that can be pooled; they allow us to understand who controls assets, how players relate to each other and how stable relationships are: http://www.cvalive.org.uk/abcd/kumu/



· Outcomes Star - The Outcomes Star™ is a unique suite of tools for supporting and measuring change when working with people. It is well researched, established, widely used and endorsed. The Outcomes Star™ both measures and supports progress for service users towards self-reliance or other goals. The Stars are designed to be completed collaboratively as an integral part of the work. They are sector wide tools - different versions of the Star include homelessness, mental health and young people. All versions consists of a number of scales based on an explicit model of change which creates coherence across the whole tool and a Star Chart onto which the service user and worker plot where the service user is on their journey. The attitudes and behaviour expected at each of the points on each scale are clearly defined, usually in detailed scale descriptions, summary ladders or a quiz format. We have integrated the use of Outcome Star throughout MECC-ABCD activity using the 'Community Outcomes Star'. The Community Star invites people to reflect at regular intervals on their own development on issues such as developing a 'healthy lifestyle', 'getting to know people' and 'awareness of local projects/activities'.



· Online engagement - Additionally, we have strong online engagement in the ABCD activity with 2,305 Twitter followers (see examples  below)
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· Audio Tools provide a qualitative content analysis of the participants’ feedback about their experiences and supplement this with the perspectives of the research team based on fieldwork notes, memos and team discussions. Audio tools capturing patient stories have been collated, demonstrating individual experience and significant personal impact for those involved in the project. See Prezi below… and CVA website http://www.cvalive.org.uk/abcd/building-health-partnerships/ (1768 page views) 



9. Evaluation - Our Place Research 

CVA was commissioned by Locality, though the Government’s Our Place programme, to capture the strengths of the ABCD programme, with a particular focus on how our pilot in New Addington and Fieldway has proliferated across the NA & Selsdon GP Network to engage GPs in bringing about behavioural change for better health and wellbeing outcomes. The research study for DCLG is on the feasibility of scaling up this work across every GP network in Croydon. The research presents output statistics, information on the methodology, challenges and video and audio evidence from the ABCD activity, including 121 interviews capturing the value placed by local people on the project, as well as the views of health practitioners who have supported its development. The research is compiled in the following Prezi which was presented to Croydon's Health and Wellbeing Board in October 2016 - http://www.cvalive.org.uk/abcd/health-prezi/



10. Cost benefit analysis



10.1 The cost benefit analysis (CBA) conducted by Croydon Council was submitted to the Department of Communities and Local Government (DCLG) in July 2015 as part of CVA’s submission to the Our Place programme. The CBA confirmed that extending the current ACBD project to the entire South East GP network from April 2015 will yield a financial return of £1.54 for every £1 invested. The CBA summarised the costs, outcomes and key assumptions that contribute to the Net Present Public Value (NPPV). It identified the following key benefits (i.e. improved outcomes):



· Improved Mental Health – through Community Connectors signposting people to self-help activities, reducing loneliness and improving health and wellbeing, will result in improved mental health

· Reduced GP appointments - through Community Connectors signposting people to self-help activities, reducing loneliness and improving health and wellbeing, will result in fewer GP visits

· Reduced A&E attendance - through Community Connectors signposting service users to self-help activities such as Pharmacy First will lead to a reduction in people unnecessarily attending A&E 

· Reduced GP appointments leading to reduced prescriptions - through Community Connectors signposting people to self-help activities, reducing loneliness and improving health and wellbeing, will result in fewer GP visits



10.2 The CBA also identified the following non-monetised benefits and confirmed that ‘adding these into the CBA model could significantly increase the NPPV and public value return on investment given the number of service users engaged and the improved community as a result of more people being connected:



· ‘Improved well-being of individuals due to Increased confidence / self-esteem, reduced isolation, positive functioning (autonomy, control, aspirations), and emotional well-being

· Improved family well-being due to improved family relationships, positive functioning (autonomy, control, aspirations), and emotional well-being

· Improved community well-being due to improved sense of trust & belonging, positive functioning (autonomy, control, aspirations), and improved relationships’



11	Summary of Findings



The 2016-17 MECC-ABCD evaluation describes the substantial impact of the project on a significant number (2750 in 10 months) of local people and professional stakeholders. The evaluation concludes that the MECC-ABCD project:



· Reduces the burden on primary care - the project reduces demand on GP services across the NA& Selson GP Network putting the CCG’s prevention strategy into practice

· Encourages people to take responsibility for their own health - instigating cultural change away from service dependency to greater individual and community resilience

· Enables frontline health services to be more effective in supporting the community - building the local framework for the community to partner with professional stakeholders, including frontline health staff, for better health and wellbeing outcomes

· Attracts funding from outside the borough - supporting the wider VCS to bring about better health and well being outcomes



Without the CCG’s strategic and financial support none of this would have been possible. CVA is hoping that this support will continue into 2017/18 and beyond, enabling us to sustain the MECC-ABCD work and extend its reach across all the GP Networks in Croydon.



12 MECC-ABCD Proposal: 2017/18



12.1	Project Description 

To build on the successful MECC-ABCD work in the New Addington and Selsdon GP Network, strengthening network involvement and linking to GP Networks across the borough to create greater health and wellbeing through community based initiatives and innovative co-production with health practitioners.



12.2 Project Aims

With continued funding the MECC-ABCD project will work with the CCG to nurture self-reliance and responsibility among local residents, to relieve the pressure on healthcare services and to deliver sustainable health and wellbeing outcomes across Croydon through GP Networks. These changes will deliver the following outcomes:



· Reduced demand on primary care - Large numbers of people engaged in social activity so they can access social support and are not as dependent on services; consolidated ABCD presence within GP surgeries

· Supported clinical workforce – Improved knowledge among the clinical workforce to direct patients to support from within their local community, including informal social networks/groups 

· A vibrant voluntary sector - Diverse range of health and wellbeing activities that are accessible and well attended by local people

· A stronger, better-informed community - Nurturing a culture of self-reliance, strong community and shared decision making, so patients feel confident and empowered to play an active role in decisions about their care. Increased awareness and use of PDAs, Health Help, Live Well, 111 and Pharmacy First

· Evidence to support upscale across all Croydon’s GP Networks - Existing evaluation metrics are aligned to the Together for Health Outcomes Framework to evidence the impact of the programme. Evaluation will evidence the benefits of the programme within the CCG’s transformational programme and relate to the planned care specialities in the Business Case. Outcomes mapping and impact analysis will be undertaken concurrently with this work. 



12.3 With this funding CVA will:

· Present to 3 x GP Networks on adopting an MECC-ABCD approach to prevention and self help

· Explore delegated commissioning for the proliferation of ABCD across Croydon’s GP Networks

· Identify and support 20 x Community Connectors to gain confidence and leadership skills 

· Enable 15 x Community led projects to combat social isolation and bring about better health outcomes 

· Directly involve 312 patients to actively take part in their community 

· Reach 3,400 citizens across the GP Network (New Addington /Selsdon/Mayday) including GP/pharmacy/Health practitioners 

· Host 5 x Communities of Practice meetings enabling partnership working and asset sharing between all health stakeholders including patients, GPs, Pharmacists, voluntary and community sector groups, Children Centres, Faith leaders and Community Connectors

· Support 4 x sign-posting hubs, so that Community Connectors are stationed where people go and can find out about local community activities of interest to them 

· Host 3 x Ideas Fairs to celebrate community activity and invite gifts, partnership working and further reciprocity 

· Develop our online tools (asset map and link with ‘social prescribing’ tool, blogs/film and social media presence)

· Report on a bi-monthly basis to the Together for Health Board 

· Evaluation of the project to include catalogue of case studies to evidence journeys/personal stories and focusing on the planned care specialities identified in the CCG’s transformational programme

· Impact analysis  



12.4 The MECC-ABCD project will also:



a. Link and expand work with N/A & Selsdon GP to Mayday GP Network - work with the CCG’s clinical training lead to link frontline health staff to local health and wellbeing activity/social networks and enable co-production within Communities of Practice  

4. Proliferate ABCD Community Building - the resultant community building service will be provided across an area covering New Addington and Fieldway, Croydon’s two most deprived wards; Selsdon, an area of much greater affluence but with comparable numbers of older people living alone; and Mayday. The area has a combined population of 69,474 and is serviced by 19 GP surgeries and 13 pharmacies 

4. Enable Community-led health and wellbeing - by identifying and supporting Community Connectors across the wider New Addington, Selsdon and Mayday GP Network, thereby enabling new community-led health projects to emerge. The project will signpost from community-based hubs (including GP practices and Pharmacies), support partnership working for better health outcomes through Community of Practice meetings and reach 3,400 citizens and health professionals 

4. Enhance the evidence base - Provide independent evaluation to assess the impact of the approach across the GP Networks in preparation for making the business case for adopting the approach across all Croydon’s GP Networks 



1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

13 Local Priorities / Strategic Fit 



13.1    Croydon’s CCG is under enormous financial pressure whilst endeavouring to meet increasing demand on health and social care services. In ‘Croydon Planned Care Transformation Programme Draft Business case’ it states, 



‘A benchmarking analysis undertaken as part of the South West London (SWL) sustainability and transformation programme (STP) indicates that embarking on a radical transformation programme including promoting behaviour change across local communities and clinical workforce… can result in improved and better quality of care for patients whilst releasing efficiencies.’



The Transformation Vision for outpatients shows a reduction on the reliance on hospital based care and an increased use of, ‘Advice and guidance, self help, apps., voluntary sector, community and pharmacy.’



The MECC-ABCD activity supports all aspects of the STP. 



Similarly, The NHS Five Year Forward View concluded that the traditional divide between primary care, community services and hospitals is increasingly a barrier to the personalised and coordinated health services patients need. 



The ABCD approach invites people to take responsibility for their own health and wellbeing, bring about their own behaviour change and build the social support networks they need. The approach challenges patients, front line staff and the clinical workforce to bring about cultural change towards personal and community resilience. This cultural change towards stronger communities plays a vital part in the CCG’s transformational programme, including planned care and out of hospital business cases. Promoting behaviour change as part of the preventative agenda will impact on the five planned care specialities that are in wave 1 of the draft Business Case: MSK, Dermatology, Gynaecology, Ophthalmology and ENT and wave 2 specialities: Diabetes, Urology, Digestive diseases and Cardiology. 



As the Transformation Vision demonstrates the community and voluntary sector can take a larger role in bringing about better health and wellbeing outcomes. Whilst an ABCD approach would not ‘prescribe’ which prevention or self-help should be developed, creative solutions evolve to meet the needs of the local community to manage their weight and lifestyle choices through social support networks and local healthy eating/exercising activities as well as the promotion of self-care (All aspects that support the speciality areas as outlined in the draft Planned Care Transformation Programme: MSK, ENT, Ophthalmology, Diabetes, Digestive diseases). Case studies demonstrating how the approach has positively impacted on the planned care specialities outlined in the CCG’s Transformational Programme will be part of the evaluation. 



13.2  	MECC-ABCD delivers on the strategy document  An Approach to Deliver Prevention, Self Care, Self-Management and Shared Decision Making, in which Croydon CCG states that the effective implementation of prevention, self-care, self-management and shared decision making across the CCG commissioning portfolios will include developing a Voluntary and Community Sector (VCS) Preventative Programme. The aim of this will be to achieve innovative, community led solutions based on personalisation and community building to address social and health inequalities, improving access to services and encouraging self-management.



13.3	The MECC-ABCD project is feeding into the Together for Health Outcomes Framework and links to other strategic programmes including some CCG pathway redesigns and the Livewell programme.



14 Timelines/ Milestones



April – July: Establish/maintain 6 x signposting hubs across NAS& Mayday GP Networks

  

April 2017- March 2018: Present to 3 x GP Networks; collaborate with clinical workforce education and training lead; facilitate Communities of Practice monthly meetings; map local assets (health and wellbeing activity); use app to support community building and recording of activities/themes/resources; research and analyse relational activity; compile a catalogue of case studies to evidence journeys/personal stories; and embed bi-monthly reporting to Together for Health Steering Group 

  

September 2017: Midway project delivery – will have reached 950 citizens and 300 frontline health staff 

  

March 2018: Evaluation report, to include catalogue of case studies to measure and support progress for connectors and citizens towards self-reliance. Case studies to demonstrate the planned care specialities identified in the CCG’s transformational programme

  

June, Dec, Feb 2017-18: Ideas Fairs 

             

May, July, Oct, Dec, Feb 2017-18: Communities of Practice  

 

15 Outcomes  



(See attached table in appendix A)



16 For decision



Croydon CCG is asked to confirm continuity funding for this project to March 2018 with activity extended to link the New Addington and Selsdon GP Network with the Mayday GP Network (£45,000 pa).



17 Risks and Mitigation Plan 



A number of project level risks have been identified including lack of engagement, cooperation and visibility. Details of risks and mitigation is included as Appendix B. 

 

18 Monitoring 



A standard reporting template has been developed and agreed at the Together for Heath Steering Group in 2016. This project will report to the Steering Group on a bi-monthly basis using the agreed template. The reporting will be based on the key milestones and activities.   



19 Evaluation 



A formal evaluation report using both qualitative and quantitative methods will be prepared in March 2018 highlighting achievements and challenges.  The evaluation will consider and consolidate different approaches to inform future planning.   



20 Conclusion 



The MECC-ABCD approach involves the planning and implementation of community-generated health improvement activities with the active participation of community members.  In practice, this is achieved through the mobilisation of communities and professionals, making local decisions and identifying existing local resources within the communities themselves. The MECC-ABCD approach contributes to the Together for Health ambition to improve prevention, self-care, self-management and shared decision making across Croydon. 



Through MECC-ABCD the CCG is investing in local communities and voluntary agencies to increase participation, local co-production, ownership and responsibility for health and wellbeing.  The MECC-ABCD project is demonstrating encouraging successes and impact for a relatively small financial investment form the CCG. There are opportunities to develop the contribution that the MECC-ABCD project can make to the CCG’s aspirations. Prevention is a specific responsibility of Croydon CCG within the South-west London Sustainability and Transformation plan.



21 Recommendations



The CCG Senior Management Team is asked to: 



· Give approval to the outline business case to support and expand the existing programme    

· Approve the continuation funding of £45,000 for 2017/18 



22 Next Steps 

· Grant Application Form completed and signed by both parties 

· Ensure CVA is provided with necessary support to successfully implement the project

· Continue monitoring project through the Together for Health Steering Group







		Author(s):
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		Associate Director, Planned Care Commissioning, Service Redesign and QIPP Development
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MECC-ABCD – Process Performance Indicators Appendix A



		

		Outcome Area  

		Indicators 



		

		Community Capacity & Engagement



Recruiting and Supporting Community Connectors (informal volunteers) to engage in community activities

		1. Number of volunteers recruited to become Community Connectors 

2. Number of Community Connectors supported through 1:1Session, Group Session to have:   

· the skills and knowledge they need to act in the interest of community health and well-being

· improved confidence and self-esteem

3. Number of new community led projects (local health initiatives)

4. Number of events (Ideas Fair, Walk About, Celebration events)

5. Number of sign posting hubs across New Addington and Selsdon GP Network

6. Number of people engaged in MECC-ABCD initiative/ reached through projects



		OUTCOMES 

		Agency  Capacity



Establishing relationships with local agencies/ organisations 



(Engagement, Relationship & Communication)



		1. Number of Community of Practice meetings organised and facilitated for Health Practitioners, Community Connectors and local residents 

2. Number of engagements/partnership activities with the wider health economy, with particular focus on:

· Local Pharmacies   

· Community Voluntary Organisations 

· Community and faith based organisations 

· Local Authority departments 



		

		Engaging with Local GP Practices and Pharmacies 

		1. Number of GP Practices & Pharmacies engaged 

2. Number of  GP Practices to adopt a whole practice approach to Shared Decision Making, Working with the community through ABCD and signposting to community activity using Asset Maps

3. Update on challenges / barriers to engagement 



		

		Resource Development



Developing resources to support community development – a practical resource to support interactions within and between individuals, groups, communities and agencies.  

		

1. Update and develop Community Asset map/ online social prescribing tools

2. Update Community Builder or Connectors app/ blog/case studies

3. Promotion / awareness- develop social media & raise profile of community led health 

4. Impact measure- Capture activity on film/Audio Boom case studies



		

		Community Awareness 



Empowering Communities 

		1. Number of projects/activities initiated by communities (individuals and groups)

2. % of those projects aimed at improving health and well-being 









Appendix BAppendix A

Appendix A

Appendix A



KEY MILESTONES/ACTIVITIES Appendix C



RISKS AND MITIGATION PLAN 



		Risks

		Mitigation



		· Available officers time is limited and subject to competing priorities 

		· Ensure partners understand their commitment and allocate appropriate staffing resources to the project

· Use Together for Health Group to seek partnership level support 



		· Lack of visibility and support needed for success 

		· TGH Group members to champion this work in their service/respective  areas and appropriate partnerships – they should be supported with promotional materials 

· Ensure it is embedded within practices and future planning

· Seek opportunities to promote the partnership programme – articles in partner’s website / posters etc. 

· Identify partners at an early stage 



		· Lack of engagement / cooperation 

		· Ensure the project seeks engagement and commitment from key agencies 

· Develop working relationships including contacts with key agencies 

· Produce update on GP Locality Newsletter 



		· Working boundary changing the way we work

		· Ensure engagement of staff and key agencies with support from TfH partners 

· Ensure planned input from GP practices, pharmacies etc. in Community of Practice Meetings- TfH partners to support







































Appendix C



Case Studies



Pitt Bike project - New Addington/Fieldway 

Jamie is a resident in New Addington and Fieldway who has a passion for motor bike riding and supporting other young people to develop positive activities in their area. Jamie has been left paralysed by an accident yet is determined to offer his gifts so with his father and friends created a project aimed at harnessing ideas that will provide positive activities and stop young people from racing illegally on the road. The aim is also to create safe spaces and activities for young people who often find themselves excluded and isolated.



They have purchased a Luton van to use for a race team and to transport members with bikes to the nearest racetrack. They have also begun to run workshops with the support of Play Place.

The workshops offer to:

· create a sense of belonging;

· maintain bikes;

· keep bikes under lock and key to prevent them being ridden on the streets;

· provide somewhere for the young peoples to go; 

· include mopeds as more and more teenagers are riding them as car insurance is becoming unaffordable to a lot of young people yet riders are often riding around on unsafe bikes. Often simple solutions offered through having a community workshop would enable the children to swap knowledge and prevent accidents;

· Connection with the police who would visit on a supportive basis to get to know the children 

Joe is 17 years old and has been attending the Pitt Bike project for several months. Joe states that before attending the group he was, “causing trouble, riding bikes illegally, terrorizing, just making my own fun as I get bored easily.” The Pitt Bike project has enabled Joe to make friends and speak openly about his experiences with others. Joe states that he even talks openly about health matters with friends at the group and that’s something he’s 

never done before.



Bump Dance Fitness

Led by Daisy Lennon a group of New Addington residents, passionate about safety and healthy living aimed to engage local mums from the community to make new friends, combat isolation and keep healthy and safe. To start this they have developed Bump Dance Fitness at Timebridge Youth Club and crèche workers which to date has involved over 30 women and their children. 



Personal Impact of community led initiative ‘Bump and Fitness’, led by Daisy Lennon, N/A Community Connector: 



Through increasing the networks those attending feel less isolated and more able to gain support from others in relation to their safety. Many of those attending have experienced crime including domestic violence and report that the initiative has helped them seek support and ‘take more control of their lives’. Samira has attended the sessions for two months and talks enthusiastically about the benefits of being a part of the initiative; “As well as helping me to lose weight taking part in this project has given me the opportunity to get support from other parents helping me to overcome anxiety by gaining advice and being able to talk about issues. In fact I feel able to use my experience to help others. I haven’t found anything like this before and the fact that it is local and run by local people has helped me feel able to take part.” 



Rozaline is 42 years old and started going to Bump & Fitness in July 2016 having heard about the class through New Addington Pathfinder Facebook group. Rozaline has 3 boys aged 9, 8 and 4 years old and one of the boys has special needs. Since having children Rozaline has felt socially isolated, “(I) lost contact with the outside world” and suffered with anxiety when leaving her home. The crèche enabled Rozeline to join in and the warm welcome she received led Rozaline to, “.. come out of my shell and I felt more motivated to do things outside of the sessions”. Rozaline has subsequently cut down on smoking and is working towards quitting completely. Rozaline has developed friendships and rather than seek support from statutory services she has people to “offload to”. Rozaline is taking early steps towards starting her own peer support group for parents with children with disabilities.

All initiatives have involved the time and gifts of citizens many of whom have been labelled as isolated and vulnerable. They have offered a range of agencies a clear lead as to how to support community driven activity and see communities as ‘half full not half empty’.



Effective Social Prescribing

A GP contacted the Community Builder after an appointment with Teresa who stated she was ‘stressed and in crisis’. Teresa explained that she is the sole carer of her eight year old son who has ADHD and a sensory processing disorder and that she is struggling to cope. Teresa explained to our Community Builder that neither her GP and early years services had been able to give her the support she needs. Using the local asset map the Community Builder was able to signpost and support Teresa to link to voluntary and community groups that have been able to help, incl: Parents in Partnership, Community Connect Hub and the New Addington Autistic Support Group. Teresa no longer considers herself to be in crisis. 
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1. Background



In 2013 the Clinical Commissioning Group in partnership with CVA received NHS England funding as part of their Building Health Partnerships programme. Croydon was chosen as one of twelve national pathfinders. The Croydon pilot aimed to expand an Asset Based Community Development (ABCD) approach to health and wellbeing. The pilot took place in New Addington and Fieldway, the borough’s two most deprived wards. Following on from the Building Health Partnership project, the CCG sponsored the extension of this work in 2014 through the Making Every Contact Count (MECC) programme in partnership with the Director of Public Health. 

Ill health prevention is a key component of Croydon’s Integrated Operating Plan on ‘healthier lives for all the people in Croydon’. The Prevention, Self-Care and Shared Decision Making (PSS) strategy aligns also with the local Council’s Adult Care Commissioning Strategy which has a major emphasis on primary prevention as well as secondary prevention. The strategy has listed the MECC feasibility pilot as an example of ‘implementing a prevention model’. The programme aimed to ensure that all frontline staff are able to provide consistent simple information and signpost to localised bespoke initiatives designed to improve health and well-being in the area through established community connectors.

The overarching ambition was to improve health and well being outcomes for people in in New Addington and Fieldway through the provision of effective support for sustainable community empowerment. The intention was also to see if the project could relieve the pressure on primary care in the borough’s most deprived wards. 



This report presents the findings from the independent evaluation of the MECC project.  



2. Evaluation aims



· To assess the impact of the project from the practitioners, stakeholders and community perspective ( impact evaluation)

· To determine what the effects of the programme are and if the project has met its overall aims( outcome evaluation) 

· To evaluate the role of  the community connectors in supporting health behaviour change in their local networks

There focus of the evaluation was to assess the impact of the project on practitioners and capture the impact of the work undertaken by the community connectors.

The following metrics were set up to assess the impact of the project:





2.1  Quantitative monitoring



· Record the number of service users who connect to local self-help activities/networks.



· Record the number and type of self-help activities to emerge.

· Record the overall number and type of self-help activities, associations, organisations (Asset map-Sept. 2014).

· Record the number and type of local organisations, associations and initiatives that receive funding from the project and because of the project (matched funding).

· ED attendances and reasons for visit 0-18 / 19-64 / 65+ (Sept. 2014)



· Emergency Admissions attendances for 65+ for COPD & Diabetes (Sept. 2014)

2.2 Qualitative monitoring



Using Outcome Star and audio tools, such as Audio Boo, case studies were conducted in 1 GP practice and 1 pharmacy to measure the impact of the project as experienced by front line staff in health settings recording their experiences at the start and conclusion of the project.



2.3 Evaluation methodology



A combination of quantitative and qualitative methods was used to gather evidence for the evaluation. The evaluation was embedded into the pilot project from the outset.



2.4 Data from practitioners



Both quantitative and qualitative methods were used to gather data from practitioners.  A baseline questionnaire was used at the outset to assess their skills and knowledge of local health needs and communities to compare behaviour change over time. They were given another questionnaire to complete at the end of the project.  



Qualitative monitoring was undertaken by the coordinator using Outcome Star and audio tools during the course of the project. This was done to measure the impact of the project as experienced by front line staff in health settings recording at the start and conclusion of the project.



Interviews were conducted with a sample of practitioners by the evaluator on completion of the project to get their feedback on the impact of the project.









2.5 Data from community connectors



A participatory approach was used to involve the connectors in the evaluation process. This involved the Connectors identifying key indicators for their work, defining quality standards for services and agreeing to ways of data collection.

Interviews were conducted with community connectors at the start and after the project by the evaluator to assess the impact of the project.



2.6 Monitoring tools



A number of monitoring forms and data collection tools were designed at the outset of the project in order for the evaluation to be embedded in the project. These tools were used to capture the process and progress of the project.



3. Key elements that contributed to the success of the project



The evaluation found that there were several elements that contributed to the overall success of the project. These are:



· The community engagement process was inclusive and allowed the local people to set the agenda, develop priorities and a plan from which the projects emerged. The different initiatives under MECC involved all age groups through their range of activities. Local people from the ages of 5 - 75 years plus got actively involved in the various projects. 

· Projects undertook a holistic approach to promoting health and well-being for individuals and the community.

· A clear commitment from the outset to work in collaboration with the community, voluntary sector, health professionals and other stakeholders. Throughout the project, six Community of Practice meetings were held which were attended by local health and wellbeing practitioners, community connectors and local residents. The meetings provided an opportunity for professionals to network, share information, and understand the needs of the community. It also helped increase the knowledge of frontline staff in health settings on local assets and positive interaction with local people. The benefits gained from the meetings will be discussed in the next section of the report.

· The community connectors worked closely with local voluntary sector, community groups, health professionals, pharmacies and other agencies to deliver their projects. This enabled connectors to get access to local resources and services, use local venues, seek specialist advice for their project and signpost their users to relevant local services.

· The MECC funded projects and activities were innovative, creative and needs led. The Energetic and Wise is an example of an innovative approach that was undertaken to bridge the gap between the young and the elderly in the community and build stronger relationships. The members ranged in age from 8 - 90 years and the group jointly explored healthy recipes and a hot dish was served at every session. The Dog Walking project emerged from the Face2Face project for people experiencing depression. Members of the Face2face project decided to meet up with or without dogs and walked around the woods in New Addington for over 2 hours and are now meeting every Sunday.  Each project developed in its own way – and did its own thing – but all of them shared a vision of how the community based action could help people achieve greater wellbeing. Each has taken its own path to a common goal of promoting wellbeing. 

· The peer to peer approach of some projects enabled the community connectors to raise awareness of health issues and make this accessible to young people. For example, the Wii Fit project which used games and new technology to promote mental and physical fitness for children and young people also used the platform to provide healthy living information to its users. The connector (a young person himself) discussed more sensitive health subjects such as sexual health with the young people and connected the young people with the relevant services. Young people were more receptive to the information because it was from a peer. They could relate to him and trusted him and therefore the health information from the community connector had a greater impact. He said, 

“Young people understood my mentality and could relate to me. They had something positive to look forward to. They would listen to me because they trusted me.”



· Peer to peer approach was effective in encouraging participation because people could relate to the experience of the community connector. “You are talking to someone who has lived it. You are not talking to someone from a book.”



· Finally, the greatest strength of the approach was that it was community led. The approach and ethos of the project were crucial factors in contributing to the success of the project. This quote from a volunteer illustrates clearly the sentiments of the community.

“ABCD projects are different from council led projects because they are community led. It is for the community, by the community. People trust you because you are from the community and they feel you understand them and their needs. Anything with Croydon Council on it suggests authority, telling people what to do. There is a big difference.”









4. Findings



The aim of the evaluation was to assess the impact of the MECC project as a whole and look specifically at the role played by the community connectors in bringing about improvements to health and well-being for people living in New Addington and Fieldway.



4.1 Quantitative findings



The following table shows the outputs of the project.



		Total number of people who were engaged by various MECC activities



		600



		Number of service users who were  connected to local self-help activities/networks



		424



		Number and type of self- help activities to emerge.



		41



		No of volunteers enlisted as Community Connectors

		40 ( participation and numbers fluctuated during the project duration)





		Number of patients signposted to community initiatives from the 2 GP pioneer sites



		51



		Overall number and type of self-help activities, associations, organisations (Asset map-Sept. 2014).

		400 +local resources profiled on the online map of local assets





		Pioneer sites set up in the Parkway and Fieldway GP surgeries, enabling local residents to become actively engaged in self-care projects and social activity



		2 GP practices



		Total number of Community of Practice meetings organized for health practitioners, Connectors and local residents



		6



		Total number of practitioner involved ( health, pharmacy, voluntary, statutory, community and faith based) 



		25















4.2 Qualitative findings



The section below describes the results from the qualitative interviews with connectors and practitioners involved in the work and from user feedback received by the connectors from their activities.



A.Tackling health inequalities



It is a well-known fact that many of the poorest communities experience the worst health outcomes. Central to reducing health inequalities are involving local communities, particularly those experiencing disadvantage. The MECC project has contributed to improving the health and well-being of the local community and has taken a step in reducing the inequalities in health that exist in the Fieldway and New Addington areas. By recruiting and supporting local residents in this area to be community connectors, the project “reached out” and “reached across” to engage individuals from ‘disadvantaged’ groups who traditionally lack confidence and are unable to articulate their needs to professionals. Additionally, the practical support, motivation and guidance offered to the community connectors enabled them to become active participants in formulating practical solutions to the health problems faced by their community.



 “Community connectors played a very strong role by getting community members to connect people. Lot of other projects are run by what the professionals think is needed for the community in that area. ABCD’s very first approach was to introduce Community Connectors and invite them to start the conversations with the community I believe that approach has made all the difference”. Local volunteer



B. Increased participation and engagement of local people in their health and well-being 



This evaluation has found that the MECC pilot has brought about projects run by community connectors increasing participation and engagement of local people in health and well-being activities. This was mainly because the community based activities were led by local people who had a good understanding of the local needs and had the passion and determination to make a difference to their community. 



 “ABCD has opened everyone‘s ideas to the needs of the community. ABCD has highlighted that different people require different things and that it is not good to be generic. Like they say all elderly people like greenery and all young people like youth clubs. But in reality a lot of young people also like greenery older people wanted youth activities for the young people so that they don’t hand around the streets. Young people didn’t care for the club, they cared for their area.” Connector



Projects such as Wii Fit and Energetic and Wise have been successful in engaging with large numbers of children and young people. Engaging young people in sport and activity has many wider outcomes, allowing young people to find and develop new passions and skills, as well as the natural health and social benefits that sport brings. In addition to the physical benefits, the community connectors used the sports activities as a route to make young people more aware of health issues. Young people were more receptive to health messages from a trusted individual.

“ The Wii Fit project has benefitted the community in three different ways – benefit on young people by providing them with healthy information from a source that they would listen to; arts and crafts stimulated brain activity for children and gave them a chance to explore and learn; it has supported the local community.” Connector leading the project



C. Encouraging people to take responsibility for their own health 



The evaluation has shown that the MECC project activities have increased people’s understanding of health issues, improved their awareness of local services and supported them in making healthy lifestyle choices. This has increased the confidence of those involved and has built resilience of local people to take control of their own health. Projects such as Nutrition-T, Face 2 Face, and Your Health Connector pilot have encouraged people to be pro-active in seeking health information and take positive action to improve their well-being.

Feedback from users from the different project activities indicate that the sessions have helped build their self-confidence, giving them practical knowledge to change their health behaviours and a chance to connect with other people.



“People are feeling healthier and are more able to deal with their emotional issues and other health issues themselves rather than rushing to the GP surgery. They are more inclined to do self-help rather than running to the GP.” Voluntary sector worker



For example, the Your Health project in the two GP practices enabled people to take responsibility by providing information, presenting options for alternative solutions and/or services and building their knowledge and confidence to deal with minor conditions. The community connectors signposted a total of 51 patients to various projects. All the patients said that they felt confident about using local asset to improve their health as a result of having a conversation with a community connector and 80% said they felt more proactive about improving their own health and well-being.



“People need to know that you don’t have to go to the GP. Lots of people don’t have that confidence. The connectors were giving people this confidence.” Connector



“I showed people how to make health foods on a low budget. Some of the mothers did not know basic cooking skills. They did not know how to make healthy food choices. I showed them the difference between healthy and unhealthy foods, gave them the recipes. They got practical experience to cook and try out the recipes. We talked about eating together as a family. They came to the next session with their families. It turned out to be a fun family event.” Nutrition-T Connector 



D. Raising awareness of health and health services to promote good health in the community. 



This has been achieved as a result of the various activities and community based events. For example, the Ideas Fairs was held as an information sharing event to increase local people’s knowledge of local assets. It allowed health professionals to directly interact with local people.  In addition to this, Connectors have been signposting people to other community projects throughout the duration of the work, making use of the ABCD asset map. A regular newsletter is now produced that both the younger and older generation have been involved in preparing.

Connectors have worked with health service providers and other practitioners to increase their knowledge of local assets and resources. Information has been shared between local practitioners such as library workers, Age UK, Pharmacists, Council Officers, New Addington Pathfinders, Fitness Programme Co-ordinators and local residents.



E. Reducing burden on primary care



The following initiatives have enabled people to self-manage their condition more effectively thus reducing their need to see their GP. The practical information, peer support, and confidence building have contributed to a reduction in numbers of people visiting their GPs. 



· Your Health Connector pilot in the Parkway and Fieldway GP surgeries

· Face2 Face project 

· All Connectors’ signposting to pharmacies and other services

Your Health Connector pilot:

The Connectors engaged with over 90 patients during the pilot and signposted 51 patients to community initiatives including community pharmacies. 80% of patients seen at the two surgeries said that they now feel more proactive about improving their own health and 100% said that they were more aware of local projects and services as a direct result of the pilot project. The feedback from the patients has shown that they felt less isolated because the signposting was informal and less intimidating. It put them in touch with services that provided the additional support they needed. It made them feel more in control of their health and gave them an alternative to seeing their GP.



“Through speaking to the people we contacted at the GP it was clear that they no longer felt the need to rush to the GP with every problem. They felt better that they found support in the groups they had been signposted to.” Connector



The Health Connectors’ project signposted a patient who had come into Parkway Surgery with an injured thumb after cutting it badly that morning.  The minor injuries unit was not open and she would have had to wait for an appointment. The Health Connector informed her she could see the local pharmacist for help and gave her directions.  This is one example of how the signposting by Connectors has helped in use of alternative services thus reducing use of GP service.



“I met a lady in the GP practice who was waiting to see the GP because she had cut her finger. I told her that she could go to the pharmacist for this rather than waiting to see her doctor. She said she didn’t know that pharmacist could deal with such things. She listened to me and went to the pharmacy.” Connector signposting at GP practice









Face2Face project:



Feedback from Face 2 Face projects has shown that 40 out of 80 people who attended the group i.e. 50% of the users had stopped going to their GPs for their condition as a direct result of joining the peer support group. The following quotes show how the peer to peer support helped people to self-manage.



“Many people I spoke to have stopped going to their GP every time they get a headache or cramps because they are getting support from other people at the groups they are attending and now get less stressed and feel less ill.”



 “One lady suffered from headaches from the past two years and had been going to her GP for that. She thought she had brain tumour and had all tests for it. Then she came to the group. We told her we had that and that happens with depression. She stopped going to the doctor for her headaches.Another lady suffered from pins and needles and was going frequently to her GP. She stopped going to the GP after coming to our group.”



Signposting to pharmacies



The Connectors received training from the local pharmacies and worked closely with community pharmacists throughout the project referring patients to the pharmacies for minor injuries and conditions. However, there was no data available to confirm the actual numbers signposted to pharmacies.



F. Reduction in A&E attendance 



The data provided by the CCG shows that per 1,000 populations (all ages) New Addington/Seldson and Mayday have the highest attendance for A&E (all attendances). One of the objectives of the project was to reduce A&E attendance in relation to the baseline data provided by the CCG. However, it was not possible to demonstrate this impact because of the short term nature of the MECC project. This kind of evaluation will require a longer time period to review the impact of any community based behaviour change activities. 



G. Improving Emotional Health and Wellbeing through peer support 



Feedback from users and Connectors has shown that the various peer support activities have helped people deal with their health issues and given them the knowledge and support to sustain healthy behaviour. The NICE Guideline (2009) Treating depression in adults with long-term physical health problems indicates that treatment for mild to moderate depression should include peer support. The MECC projects through their activities enabled people to share their experiences, feel reassured, and provide mutual support and recognition of the issue.



“You don’t take in when a GP tells you that your headache is not a brain tumour. But when you hear another person in the group telling you the same you take it in more. You don’t feel you are being brushed off. The GP might be trying to convince you, but in your head you feel the GP is brushing you off.”



Face 2Face project actively involved approximately 80 people in the group sessions. The social network site and online support has had over 100 people contacting the project for advice and help. The high numbers clearly prove that there is a need for the project. 



H. Encouraging community cohesion and developing social capita through its activities 



It is clear from the evaluation that the MECC activities and events have given people from different backgrounds in the community a chance to meet, get to know each other and share experiences. Projects such as Energetic and Wise have brought the older and younger generations together which has given them a chance to get to know each and create mutual trust and respect.



“The project brings the community back together. It gave people a chance to get to know each other. It stops the older generation being scared of the younger generation. It brings the generations together. The younger generation don’t realise that the older generation have a lot to give. This project brought the two together.” Youth worker



Social capital is a way of describing the norms, networks and interactions (sense of belonging) that facilitate collective action. Many believe it holds the key to understanding and tackling social inequalities in health. The MECC activities have through their numerous activities have successfully facilitated collective action and brought people from different backgrounds together. Many have said that as a result of the project, they now take time to stop and enquire as to the wellbeing of others. 



“Working on the ABCD project has brought a lot of people together who wouldn’t normally talk or interact with each other.” Community connector



I. Cascade effect- motivating others in the community to volunteer 



Feedback from the Connectors suggests that MECC activities have motivated other people in the community to do something. “By seeing people do such projects it is encouraging and motivating others to do it. There are lot of good ideas out there; people need to be given the chance and confidence to do it.” Connector

Connectors have played a crucial role in inspiring other people to volunteer and to make their ideas into reality. 

“Lot of people don’t understand that they can do something with the ideas they have. And the more they see people doing it the more they might actually have the courage to try it. And they need somewhere they can try it and someone who will give them a chance.”  Community worker and volunteer



Furthermore, the integration of young people into community-based activities has been positive for both the participants and the community. Young people participated on their terms, gradually getting involved, using the project as a springboard to involvement in the local community and engagement with the broader community.



“I spoke to a young person the other day that saw what I was doing and wanted to set up his own thing. He was asking me about how he could take his ideas forward. We need to encourage the young people to do projects” Connector



J. Impact of the project on practitioners



The following section discusses the impact of the project on the practitioners and presents their perspective on how the project has made a difference.

There were 25 practitioners actively involved in the MECC project. They were from a range of different backgrounds such as health professionals, voluntary sector, community groups, statutory sector, faith groups and pharmacies. 

MECC organised six Community of Practice meetings which were attended by local health and wellbeing practitioners, Health Connectors and local residents. The meetings explored the barriers and levers to involvement and engagement for all relevant organizations. The meetings also helped in increasing the knowledge of frontline staff in health settings on local assets and encouraged positive interaction with local people. The Your Health Connectors project came out as a direct result of these meetings. The connectors worked in two GP surgeries to have conversations with patients and signpost them to local projects and services. This was delivered over a 6 week period, two days a week at each surgery both in the morning and evening to allow for full participation. 



All the practitioners on the MECC database were given links to PDAs via emails and flyers. Approximately 150 practitioners were involved. The connectors promoted the use of PDA and its benefits and signposting people at all meetings with practitioners and in GP practices.  There was full support and commitment from the practitioners about promoting the use of PDAs. As well as being promoted by the GP Practice Manager at Parkway and Headley Drive GP surgery via their database and a texting service. The link has been uploaded onto the New Addington Pathfinders Facebook page with approximately 5000 members. 



The evaluation has found that information about PDAs has been actively promoted with practitioners and stakeholders throughout the course of the project. However, there has been no follow-up to verify whether the PDAs are being used.  Some of the front line pharmacy staff interviewed were not aware of PDAs. The evaluation cannot confirm if the PDAs are actually being used routinely for signposting purposes.



The Outcome Evaluation Star below shows how the project improved community knowledge of community activities, connected people and improved healthy lifestyles over the 7 month period. The red indicators in the diagram below show the community’s average rating out of 5 (1 being the least and 5 being the most) in June 2014. Blue represents the same questions asked in August and the green shows the ratings at the end of the project in October.



[image: ]



The baseline evaluation carried out with practitioners before and after the project clearly shows that the MECC project has helped increase their knowledge and awareness of local services, has built their confidence about signposting to local community projects and has facilitated joint working and collaboration to promote health and wellbeing of local people. The following chart illustrates the evaluation results.



Base line data collected from practitioners in July 2014









Data collected at the end of the project in October 2014











4.3 Impact from the practitioners’ perspective



This section lists the key benefits and impact the project has had from the practitioners’ perspective.  



· MECC project has provided opportunities for practitioners to make connections with other agencies and service providers and facilitate joint working to improve health outcomes for the local community. It has promoted collaboration and joint working between the different community groups, practitioners and across sectors.

“That has well and truly been achieved. At our level we have connections with lot of local organisations that we did not have connections with. We now have connections with the Salvation Army and Age Concern.” Pharmacist



· Working closely with the community connectors has given services like the community pharmacies a chance to promote their services directly to local people at community based events. Furthermore, these events have provided a chance to engage with young people who have been difficult in the past to engage in health promotion activities.

“We had a table at one of the Health (Ideas) Fairs. There were a lot of young people there. We could tell them about the services we offer such for young people’s sexual health. It gave us a chance to talk directly to young people who don’t normally come into pharmacies. Without the ABCD project we wouldn’t have been able to make the links we have made with young people, with other groups like the Salvation Army.” Pharmacist



· The signposting work undertaken by the community connectors has helped raise awareness and understanding of the range of services provided by the local pharmacies. 

“Through the project we have had a chance to talk to lot of people in the community. Connectors have also promoted our services. Lots of people are not aware of what we are doing. But this is changing now.” Pharmacist



· The community connectors have helped raise awareness of local health needs of the community and enabled practitioners to connect with local issues.

 “The ABCD project has helped raise our awareness of the local issues and the local needs. I don’t live in the area so I don’t know what the local issues are. This project is (delivered) with local people and gives us the information on the needs of local people.” Pharmacist



“New Addington is an area of health inequalities and there is a great demand on NHS services in that area. The ABCD project is providing a very valuable service by helping to connect people who are already doing something around public health issues and healthy lifestyles to improve the health of the area. However, the short time scale of the ABCD project is not enough to give an indication of what they could achieve. They are doing things, but they need more time to do the work.”  GP Practise Manager



Community connectors have supported other agencies by working together to get the community’s trust.



“We found it hard for people to open up to us and accept us in. It is a very closed community there, so things are more likely to work if it is started by someone local. We have been going there since last April but it is only now that local people have started opening up to us. This is because the volunteers are local people and they have been working with us to promote our services so local people have started trusting us.” VCO worker



5.Conclusion



The MECC- ABCD feasibility pilot project has been successful in meeting its intended aims and objectives through the creation of bespoke and local initiatives. The project has supported local people to improve their health and well-being and this has impacted on the wider local community helping to reduce the profound inequalities in health that exist in the Fieldway and New Addington areas. The project has been very successful in motivating the local community to engage and participate in health and well-being activities. It has encouraged people to be proactive about their health shifting the emphasis from specialist service to a self-care model. The data collected throughout the evaluation show that some of the project activities have reduced repeat visits to GPs. The project has facilitated collaboration and joint working amongst all stakeholders to promote health and well being.



The community connectors have tirelessly worked to engage the local community in health and well-being activities. Through their hard work, commitment and creative approaches they have provided practical help and emotional support to people from all ages and backgrounds. 



The MECC- ABCD project invited individuals to take confidence in their own skills, knowledge and capabilities and inspired them to develop and challenge their abilities. The most common feedback from local people interviewed for this evaluation was that being a part of this work led to them ‘feeling good’, they spoke about the activities they were now a part of and stated that they felt ‘less isolated’. In conclusion this 7 month feasibility pilot has nurtured the foundations of a potential culture change in NA&F away from service dependency to greater individual and community resilience. 










Appendix 2:



NA&F projects



The Your Health pilot ran 4 times a week for 6 weeks in both Parkway and Fieldway GP surgeries and saw the training of community connectors on patient engagement and Pharmacy First services by local pharmacists at Aumex Pharmacy. Projects signposted to included:



· Face 2 face

· The Family Centre

· Headley drive counseling service

· Nutri T

· Kingfishers

· Salvation army

· Alive and kicking

· M I change

· Mind in Croydon

· Knit & Stitch

· Weight watchers

· Energetic and wise

· New Addington woman’s health group

· The pop in

· Health walks

· Face 2 face dog walking

· Croydon heart town

· Aumex pharmacy

· Parkway emergency care

· Pharmacy first services

· Age UK- Health hub

· Slimming world

· C A L A T centre

· Food bank.

































Appendix 3



Want to find out more?



The people, their aspirations, their offers of help and details of their new connections and their projects have been captured in write ups, blogs and videos which have been posted at www.talk2croydon/abcd.This serves as a community resource, a record of achievements and social archive.



Headline achievement film: A short presentation, delivered to the PSS steering group in Nov. 2014, about the MECC-ABCD pilot project: https://animoto.com/play/ABZN1dfMeix9LG9FS0DDpw.



Audio Interviews: The following link has interviews with health practitioners, including Nicola Shergold – Practice Manager at Parkway and Headley Drive GP surgery, on their involvement in the pilot: http://audioboom.com/playlists/1261295-croydon



Interviews with community connectors on their involvement in the  ABCD-MECC project are recorded on the following link: https://audioboom.com/playlists/1256362-asset-based-community-development-abcd



Further audio interviews are captured on the following link: https://vimeo.com/112510426



For more information on ABCD in Croydon visit: www.cvalive.org.uk. Visit www.nurturedevelopment.org to find a treasure chest of resources, including articles, videos and blogs on all aspects of ABCD.



Yes	Good understanding of what project is about	Clearly understand role of community connector	Good knowledge of local community based projects in New Addingtona dn Fieldway areas	Know about Pharmacies First and Patient Decision Aids	11	13	10	12	No	Good understanding of what project is about	Clearly understand role of community connector	Good knowledge of local community based projects in New Addingtona dn Fieldway areas	Know about Pharmacies First and Patient Decision Aids	2	0	3	1	







Yes	Good understanding of what project is about	Clearly understand role of community connector	Good knowledge of local community based projects in new Addington and Fieldway areas	Know about Pharmacies Firsta dn Patient Decision Aids	9	5	3	4	No	Good understanding of what project is about	Clearly understand role of community connector	Good knowledge of local community based projects in new Addington and Fieldway areas	Know about Pharmacies Firsta dn Patient Decision Aids	4	8	10	9	
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Physical Activity Prescriptions V2 Mar17 (1).pdf


Physical Activity Prescription
Patient name


Date for Review


date


Signed * GP or Health Professional


We agree that to benefit your health you will:


Medical condition specific advice (optional):


Do 10 - 30 mins brisk walking each day
Search “Active 10” for a free app to help track walking


Book a free physical activity telephone consultation
Call One You Hounslow today on 020 8973 3530


Other  
Please specify:







3 simple steps to an active you


Make a plan to get active
Write down which activity or class you plan to try, or what 
time of the day you could fit in an extra 10 minutes brisk 
walking.


Get going with our free Active 10 app
The app tracks your walking to tell you when 		
you’re walking briskly and how many minutes 		
you’ve been doing it for.


Find out about free and low cost classes, 
outdoor exercise, family activities and  
lots more.
Search “One You Hounslow” 
or call 020 8973 3530


10
Active


One you
Hounslow






image6.emf
Camden and  Islington Mecc for Community of Practice Presentation July 2017.pdf


Camden and Islington Mecc for Community of Practice Presentation July 2017.pdf


MAKING EVERY 


CONTACT COUNT  


in Camden and Islington 


 


Baljinder Heer-Matiana and Mubasshir Ajaz 


 


Camden and Islington Public Health 


 







• Making the most of each and every opportunity – 1000s of contacts every week with 


residents  


• Focus on prevention through recognising need and supporting people to access early 


interventions  


• Short opportunistic conversations to encourage people to stop smoking, eat healthily or be 


more physically active.  


• Our approach includes wider determinants – eg energy efficiency/fuel poverty, falls and 


accident prevention, debt/income/employment by identifying need and signposting  


• People using the training in different ways – proactive to tackle difficult issues to reactive 


signposting when client raising issue 


• MECC is NOT about staff becoming experts in services such as smoking cessation; staff 


becoming counsellors or staff telling anyone how to live their life.  


• More than training – building an active MECC community to change the way we work 


 


 


Camden and Islington’s MECC programme 


2 







C&I MECC Programme 


3 


• Awareness, Very Brief Advice and 
signposting 


• eLearning Module (40 min) 


• All frontline staff in statutory and VCS 


Tier 1  


MECC 
Introduction 


• Awareness and recognition, brief advice 
and intervention and signposting 


• 3-hour open or bespoke face-to-face 
sessions (RSPH accredited training) 


• All frontline staff in statutory and VCS 


Tier 2  
Intermediate 


Level 


• MECC Champions network 


• Advanced topic specific training, 
such as MHFA, smoking 
cessation, energy advice, etc. 


Tier 3  
Expert level 


Keeping it simple 


• SHINE/ Wish+ 


• iWorks/ Employment support 


site 


• OneYou Islington/ Camden 


 


Training content focuses on issues 


related to: 


- Housing (including Falls) 


- Employment (including Debt) 


- Health (smoking, alcohol, 


healthy eating and physical 


activity, mental health and 


sexual health)  







Implementing MECC 


4 


National Guidance for Successful Implementation 
of MECC has three components: 


Staff readiness 


Staff need to be engaged with 
implementation and embed it 
within existing practice. Staff 


should be confident and 
competent to support behaviour 


change as well as recognise 
residents’ needs in relation to 


mental health, housing, 
employment, benefits and 


signpost them to the support 
they require. 


Organisational readiness 


 Organisations need to provide 
the leadership, environment, 


infrastructure and processes to 
support lifestyle improvement 
amongst staff, service users 


and the general public. 


Enabling and empowering 
the public  


The public should be supported 
to engage with or ask about 


lifestyle, health and wellbeing 
improvement opportunities. 







1. Higher level of needs and inequalities 
– High levels of deprivation and poverty 


– Large inequalities – 12 years in life expectancy between rich and poor in Camden 


(undiagnosed LTCs, lifestyles and behaviours, housing, employment and income)  


– People most in need of support and/or services least likely to access it. 


 


2. Community research work with 1000 residents found; 
– Residents understand key health messages but don’t translate that into action 


– Residents don’t know how to access services 


– Residents want more joined up services 


 


3. Front line staff tell us they want it 
– See needs regularly but don’t have skills or knowledge to raise the issue 


 


 


 


 


 


Why do we need MECC? 


5 







Frontline teams engaged with 


 Housing Needs 


 Housing Operations 


 Estate Care Takers 


 Circle 33/ Family Mosaic 


 Front Door Offer 


 WISH+/ SHINE 


 Energy Advice teams 


 Camden Apprenticeship Team 


 Employment and Skills Network 


 Working capital 


 Corporate Learning & Workforce 


Development 


 Environmental Health Officers 


 Community Centres/VCS 


 Camden Safeguarding Managers 


 Contact Camden/Islington 


 Islington Employment support 


 Trusted Assessors  


 Housing Repairs 


 Occupational Therapists 


 Social Care 


 Recovery and Rehabilitation Division, 


C&IFT 


 Family Support and Outreach  


 Environmental Health Officers 


 CCGs 


 Whittington Health/UCLH/Royal Free 


 







Senior Policy Officer, Needs and Access, Housing and Adult Social Care, Camden 


We are very interested in this, so thanks for coming along to present MECC to the group. The issue of 


“difficult conversations” is something that has been bubbling under here in Housing for some time. 


 


Head of Housing Needs, Islington  


A resident wanted to be re-housed to a ground floor property due to mobility issues. Medical assessment 


showed mobility issues were due to excess weight and therefore did not score highly enough to be re-


housed. This was never fed back to the resident as we don’t know how to approach the subject! This training 


will be invaluable!    


 


SHINE manager, Islington  


We see so many residents with damp and asthma who continue to smoke. Our staff don’t have the tools or 


confidence to have that conversation. There are so many missed opportunities ! If we can help people to 


access support for smoking cessation then I think we could make a big difference.  


 


Community Centre manager, Camden  


We see the same health problems again and again…it is so frustrating for us and them. We don’t know what 


to do about it. If this can help us talk about it and support them to get help then where do we sign up?  


 


What did they tell us? 







• Training a small number of people can result in a large number receiving health advice. Eg 


Telford PCT trained 16 staff members using the e-learning: 480 people received opportunistic 


advice and 170 were referred to other services.   


• One hospital had a 70% increased uptake for their stop-smoking service following the 


introduction of MECC. 


• Benefits to staff health as well as population health: in Hertfordshire 65% of staff trained 


improved their own health behaviours and 50% have practiced their skill with family and 


friends. 


• Local evaluation of SLBC – 90% of respondents maintained confidence to deliver health 


promotion messages 3 months after training 


• Other local authorities across England have already implemented MECC, some promoting 


health improvement messages only, others include wider determinants of health with debt 


and/or housing advice. 


 


 


 


Evidence of effectiveness 
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Strategic Fit 
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The NHS 5 year Forward View 
• To ensure the future health of the nation we need to take prevention and public health seriously 


• We need to address unhealthy lifestyles and prevent future demand on services 


• People need to be given the knowledge and information to provide the best care 


 


Social Care Act: 
Under the Care Act, local authorities will take on new functions. This is to make sure that people who live 


in their areas ‘can get the information and advice they need to make good decisions about care and 


support’ 


 


NICE PH guidance on behaviour change 
Ensure organisation policies, strategies, resources and training all support  behaviour change.  


Commission high quality, effective behaviour change interventions 


Commission training for all staff involved in helping to change people’s behaviour 


 


NHS Constitution  
Updated in 2013 to include a new responsibility for healthcare professionals to take every appropriate 


opportunity to talk to patients and carers about how to improve their health – making ‘every contact 


count’.  







Strategic Fit in Camden 


10 


Camden Plan 
• MECC as an approach to tackling inequality, supporting resilience and helping individuals and families 


access the services and support available to them, focus on prevention, earlier intervention 


 


Camden Equality Task Force 


• As part of implementation of its recommendations, £35K has been allocated (match-funding Public 


Health funds) towards Making Every Contact Count 


 


No Wrong Door 
• Integration and simplification of access into services 


• Ensures residents receive the right support they need at the right time in order to reduce inequality 


• Endorsed as principle of Health and Wellbeing Board 


• Identification of and supporting staff through appropriate training are specific aims of NWD 


 


Camden Way 


• Find better way, taking pride in getting it right, working as one team, take a lead 


 


Adult Health Improvement programme 
• Holistic healthy lifestyle offer across Camden and Islington with a single point of access/assessment 


 


Health and Care Integration Pioneer Site 


• Work stream around prevention and early intervention 


• Recommendations for workforce development: MECC will help deliver this 







Benefits of MECC 
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Staff 


• Workforce Development 


• Able to deliver high quality service that meets the needs of residents/ patients 


• Better understanding of individual’s needs 


• Improved health through behaviour change 


Public 


• Improved health and wellbeing 


• Better access to services 


• Earlier intervention and prevention of ill health 


• Improved care pathways 


• Better experience 


• Empowered 


Organisations 


•  *Joined up working across organisations and services 


•  * Better use of resources to deliver high quality services  


• Better systems, processes and service delivery mechanisms 


• Less inappropriate and inefficient use of services 


• Improved health of staff 


• Increased productivity 


 







• Set up cross-borough multi-stakeholder steering group and worked in true partnership to 


achieve ownership (developing training content, shaping it, procuring providers) 


• Ensuring HR and L&D engagement was key – knowledge invaluable  


• Presented at Transformation Board, CMB, relevant DMTs, CCG Governing Body (Need, 


Evidence of effectiveness and Strategic alignment) 


• Chief Exec and Corporate Directors send out comms to staff encouraging MECC training. 


Mandatory for some teams. Included in appraisal process and PDPs 


• Campaigned to include in corporate induction programmes 


• Working with procurement team to include in council contracts 


• MECC Champions to support and encourage colleagues to attend training and use the 


skills they have learned 


 


 


 


 


Engaging senior managers/ leaders 







Evaluation of our MECC programme 







 MECC has been described as being difficult to evaluate 


– Difficult to attribute success to MECC intervention 


 


 MECC is about prevention and early intervention 


– Widely agreed that prevention leads to savings and improved outcomes 


– Long-term data on outcomes is not readily available 


 


 Measuring success of MECC: 


– Define scope of success 


– Collect data from multiple associated sources 


– Be pragmatic with attribution 


 


 Logic Model approach by Public Health England (PHE) 


Evaluating MECC 







Evaluation – PHE Logic Model 







Evaluation – Measuring Success 
Aims Measures of Success Key Performance Indicators 


1. Provide all staff and local partners in 


statutory, emergency, and VCS with the 


knowledge and skills to identify needs and 


signpost/refer to services as appropriate 


Development and implementation of 


eLearning 


 Numbers of people trained 


 User experience of training (post-training 


survey) 


 Skills and knowledge level improvement 


(post-training survey) 


2. Increase the skills and confidence of staff 


and local partners in statutory, emergency, 


VCS resident facing services to deliver 


simple evidence-based interventions to 


promote the health, wellbeing and quality of 


life of residents within C&I 


Development and implementation of 


Face-to-Face training 


 


Have 1,000 people signed up to training 


(eLearning and Face to Face combined) 


across both boroughs 


 Numbers of people trained 


 User experience of training (pre, post and 3 


month post training surveys) 


 Trainer feedback 


 RSPH Accreditation 


 Skills and knowledge level improvement 


 Case studies of implementation 


3. Help develop an organisational culture that 


encourages and promotes prevention and 


health improvement 


Formation of multi-stakeholder steering 


group 


 Feedback from steering group 


MECC Champions Network  Number of Champions Recruited 


 Developmental sessions for Champions 


 Case Studies of implementation 


Embedding into corporate induction, 


performance measurement and 


contracts 


 Evidence from corporate stakeholders 


4. Improved customer journeys for residents 


accessing services leading to improved 


health and wellbeing outcomes 


Increased referrals into relevant 


services; 


Improved customer satisfaction with 


associated health and care services 


 Referral numbers from SHINE, Wish+, 


Customer Contact Centres, Stop Smoking 


Service and One You website analytics. 


 Customer satisfaction levels from above 


services 


 Long-term impact customer case studies 







 Stand alone, public facing MECC website with programme 


information, registration and resources launched.  


 Staggered launch of eLearning and face to face training 


across the 2 boroughs. 


 Target of 1,000 people trained in MECC across both boroughs 


was exceeded in the first year.  


 The main focus for the first year was council staff, although 


NHS, VCS and Fire service also targeted. More than a quarter 


of those trained from Housing departments – key staff due to 


regular interactions with residents, many of whom are 


vulnerable residents. 


 Of the 1271 that signed up, 798 were for the eLearning while 


473 were for the face to face training. 


 These numbers compare well to similar trainings, like the 


Supporting Lifestyle Behaviour Change training (160 people in 


2015). Other MECC programmes in Haringey and Barnet have 


trained around 150 people each in their first year of MECC. 


 


First Year Results 


 Organisation 
Signed up for 


MECC 


LB Camden 266 


LB Islington 800 


NHS 24 


VCS and other 181 


Total 1271 


Table 1 – Number of people signed up for 


MECC eLearning and/or Face to Face 


training by organisation/sector, April  2016 


– March 2017 







First Year Results 
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Participant Responses 


Q5. Do you feel that
what you have learned
will contribute to
improving your current
work?


Q6. Do you feel you are
now better able to
recognise health,
housing and
employment needs of
residents?


Q7. Do you feel you are
now better able to
signpost people to local
health, housing and
employment support
services?


Figure 1 – eLearning User Experience: Confidence on Content • Short survey for participants 


immediately after completing the 


eLearning.  


• Responses in Figure 1 show that 


not only did participants 


understand the key messages for 


MECC, but are also confident of 


applying what they have learned in 


their roles with residents.  


• They have improved knowledge 


about local services and feel 


confident to signpost people for the 


right help. 


• 99% of face to face training 


participants claimed to have a 


reasonably to good knowledge 


about MECC post-training, while 


95% of participants would 


recommend the training to others. 


 







First Year Results – Programme Outcomes 


• 23 MECC Champions recruited to date, including senior managers, customer 


service agents and voluntary sector staff 


• Included in corporate inductions at both councils, as well as team specific 


inductions for housing and adult social services staff  


• Included in commissioned services’ contracts, including stop smoking and weight 


management service contracts 


• Excellent feedback from: 


• participants which we use to continually improve the training 


• staff and colleagues nationally, some have applied a similar model to ours, while 


others have purchased some of our content, making this into an income 


generating service as well 


 


 







First Year Results – Programme Outcomes 


 There has been evidence of potentially vulnerable residents accessing services 


who would otherwise not have until it became a bigger issue. 


– There have been 105 referrals into WISH+  as result of MECC training (Nov ’16-


Mar-17) 


– Contact Centre team in Islington have made 672 “MECC” referrals into relevant 


services like iWork (employment advice) and iMax (benefits advice) (Apr’16-


Mar’17) 


 


 The One You websites in Islington and Camden were heavily promoted through 


MECC as the key signposting source for all health related issues. Since they were 


launched in September there have been 4487 and 9548 visits to the Camden and 


Islington websites respectively.  


 







 An example of the impact MECC can make is shown 


through feedback from one of our participants who 


explains how MECC helped her signpost a client she 


was supporting for housing needs: 


 


“I had gone to visit a young mum who I’d recently 


placed in temporary accommodation. She told me how 


she felt powerless to get a job because of having 


young children and no qualifications. I told her about 


Camden’s Employment team and gave her their 


contact details. The next time I visited she had 


received information about a local college and the 


crèche facilities available which led to her enrolling on 


a course.” 


 


 


 


 


 


MECC in Action 


 







 


 


Questions? 


 
For more information please contact: 


mecc@islington.gov.uk 


 



mailto:mecc@islington.gov.uk
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Making Every Contact Count- Briefing



[bookmark: _Toc448748477]What is Making Every Contact Count?

Developed by the NHS and local government, Making Every Contact Count (MECC) is an approach to improve health and reduce health inequalities through the promotion of healthier lifestyles using the huge potential of the wider workforce. 

The goal of MECC is to ensure that front-line staff are trained and confident when engaging with residents and patients and to use the opportunity to encourage healthier lifestyle choices.  

The training aims to build confidence and knowledge and focuses on short,  one-to-one opportunities with service users to advise  and signpost to healthy lifestyle information and how to tackle sensitive issues as such as: 

· stopping smoking 

· drinking alcohol within recommended limits

· eating a healthy diet

· taking regular physical activity

· maintaining a healthy weight 

· mental health and wellbeing

It can also compliment other projects that promote Very Brief Advice (VBA) such as Time to Change, 5 ways to Well-Being, Smoking Cessation Ask/Advise/Assist, access to screening programmes, access to low level emotional well-being services or AUDIT-C. 

The MECC programme is typically a public health responsibility with each Local Authority accountable for its delivery if identified as a priority. Public Health England and Local Government Association support the initiative. However, it is viewed as good practice rather than having key performance indicators attached to it. 

MECC is not:

· about adding another job to already busy working days

· about becoming a specialist in a certain lifestyle area 

· about becoming a counsellor or providing ongoing support to particular individuals

· about telling somebody what to do and how to live their live

The aim is about helping other people to know how they can improve their own health and wellbeing.











[bookmark: _Toc448748478]What makes this important?

The impact of people’s choices on their health is dramatic. The table below evidences that over 50% of the contributions to a premature death are influenced by lifestyle choices. 
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In terms of the impact this may have on cancer, Cancer Research UK quotes that 40% of cancers may be avoided by the adoption of a healthier life style approach. 
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Therefore, there is scope for a dramatic improvement in population health and a reduction in avoidable cancers if individuals and communities can be supported to adopt healthier behaviours.

MECC training includes behaviour change interventions to help residents and patients access evidence based actions or programmes  that can lead to improvements in their health and wellbeing This would be associated with a reduction in avoidable premature morbidity and mortality linked to poor lifestyle choices and help people better manage existing long term conditions.

While the evidence base for MECC is growing, it appears that significant health benefits are possible through its adoption and application.

[bookmark: _Toc448748479]How is it delivered?

MECC is about encouraging all front line staff to engage with people, as part of their day to day interactions with residents and patients. They encourage brief discussion about healthy life styles to make healthier choices to achieve positive long-term behaviour change for better health and wellbeing among patients / service users and staff themselves

This involves:

· Systematically promoting the benefits of healthy living across the organisation

· Asking an individual about their lifestyle and if they want to make a change

· Responding appropriately to the lifestyle issue once raised

· Taking the appropriate action to either give information, signpost or refer service users to the support they need
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To achieve this, all front line staff are encouraged to have participated in a short training course to understand the aims of MECC, how to initiate and discuss health issues with confidence and an aware of local support services and their referral criteria.

 

[bookmark: _Toc448748480]What evidence is there that this approach is successful?

The MECC programme has had several years of implementation and is supported by evidence review, literature review and case studies of impact in terms of changes in staff behaviour and resident/ patient satisfaction. 

The programme promotes the impact of one area of MECC, alcohol use.  It highlights that:

· Within the average County/ Boroughs there are more than 1,500 alcohol related hospital admissions and more than 2,000 alcohol related recorded crimes a year.

· Research has shown that identifying hazardous drinkers and giving them brief advice can reduce alcohol consumption on average by a quarter. 

· Encouraging people to make healthier lifestyle choices in areas such as smoking, alcohol, diet and physical activity are modelled to show improved health and better health outcomes across all of these areas providing an opportunity to make savings up to £1.3 million over the next four years



[bookmark: _Toc448748481]What is already in place to support this area?

The MECC programme is well established and supported by a national web site and a wealth of supporting information, briefings, process planning documents and toolkits. There is an existing 50 minute e-learning package that front line staff can utilize and this is supported by a self-assessment of skills

Links to the e-learning course can be located here:

http://www.makingeverycontactcount.co.uk/Training%20and%20Resources/eLearning.html















[bookmark: _Toc448748482]How could RM&P influence this area?

While predominantly a public health and preventative initiative, RM&P should be encouraging front line staff across the health and social care workforce to participate in MECC conversations that could have a future impact on demands on cancer services. Therefore RM&P could support or endorse the embedding of MECC across its catchment area without additional resource contribution.

Areas that RM&P could influence: 

· Audit provision with catchment area by Local Authority & NHS – establish what is in place at the moment and resources that can be shared or disseminated 

· Establish cancer specific Case for Change for Public Health/ Local Authority leads and disseminate

· Lend support/ endorse national programme to encourage local providers to adopt and implement

· Suggest strong monitoring criteria to evaluate outcomes



[bookmark: _Toc254009530]How could RM&P support direct implementation in this area?

With regards to patients already engaged with cancer services, MECC could be supported through a number of areas. These include advising on healthier life style choices during investigations to diagnose cancer and discussing potential risky life styles that could impact on care or progression of cancer if diagnosis is confirmed. It could support existing areas within the cancer pathway, such as holistic needs assessment, treatment optimisation, recovery and survivorship.

· Establish stakeholders group for RM&P catchment area to lead on improvements, with representation from Public Health leads, PHE – London lead, Behavioural Insights team, TCST and local Trust and Primary Care training leads. 

· Review MECC needs for cancer workforce – initiate a team/ department/ service and organisational needs assessment to determine how MECC can best support cancer workforce input and needs. Templates already exist and models of on-line reporting can be adapted to meet RM&P requirements.  

· Seed fund project for online training resource or adopt existing package– this will be to standardise & make needs of those people living with cancer the focus and priority

· Set up training the trainer model or utilize existing package from Boroughs heavily involved in delivery of MECC

· Establish and agree targets for access to and delivery of training

· Enable Hospital staff to access MECC training across all staff groups

· Ensure directory or health services is readily available 

· Explore role of volunteers to develop health champion role

· Establish links with local primary care and community services to support their uptake of local or RM Partners MECC programmes. 

· Develop robust monitoring criteria to evaluate outcomes



How could this programme be improved?



[bookmark: _Toc448748483]What types of benefits might we see?

RM&P could see a range of benefits for cancer services through the adoption of the broader aims of the MECC programme, this includes:

· Benefits for residents and potential patients through improved health and adoption of cancer preventative factors leading to decreased demand on cancer services in the longer term.

· Quality and efficiency benefits in terms of consolidating health promotion messages and providing a holistic approach to physical health. 

· Financial benefits as can lead to improved efficiency of medication, faster recovery, and reduction of demand on services. 

· Work force benefits as staff that have been trained and implement MECC tend to adopt healthier life styles.



How could this programme be improved?

The MECC programme aims to sign post and direct patients towards healthier, and therefore cancer preventative, behaviours. Its success, as a public health programme is that it operates at scale and seeks to engage high numbers of patients to influence a shift at a community or population level. However, there is a need to support patients beyond a short conversation or very brief advice. Therefore, additional support might be worthwhile to develop support for patients who need additional encouragement to make changes to their behaviour. A programme such as health trainers, drawn from volunteers, might prove worthwhile. 

While there are benefits from making changes to behaviours, establishing sustainable behavioural change can prove difficult if underlying causes for the establishment and maintenance of unhealthy behaviours are not addressed.  Keeping in line with a very brief advice approach, linking MECC to 5 ways to well-being can combine physical and emotional improvements in a consistent and joined up manner. 



Benefits/ housing/ employment/ survivorship support

[bookmark: _GoBack]
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Front Sheet

		KENT SURREY AND SUSSEX MECC COMPETENCY FRAMEWORK

		This document has been produced by Medway Council on behalf of Health Education Kent Surrey and Sussex

		Let's Make Every Contact Count: All You Have to do is Ask 





Introduction





Kent, Surrey and Sussex MECC Competency  Mapping

This document plots published workforce competencies and skills to develop the KSS MECC training framework.

The core competencies used are the  NHS Yorkshire and The Humber  Prevention and Lifestyle Behaviour Change: A Competence Framework 1  This describes the competences required by a workforce to enable them to develop skills in addressing  health and wellbeing needs . These have been developed recognising the NICE behaviour change  recommendations and drawing on the Principles for Self Care (Skills for Care & Skills for Health 2008), and
pre-existing competences developed by Skills for Health. The authors describe how the  framework is split into Generic  and  Intervention Based competencies. The KSS MECC approach will refer to the Generic competencies only as the intervention based competencies are for specialist more intense behaviour change actions.

The generic level competences are those designed to ensure  opportunities to introduce or bring about lifestyle changes are recognised and acted upon. Four  levels of attainment are within the YH framework, but for the purposes of the KSS MECC implementation only Level 1 and 2 have been considered. Again as these are more pertinent to a MECC approach. 

Level 1
"The worker is able to engage with individuals and use basic skills of awareness, engagement, and communication to introduce the idea of lifestyle behaviour change and to motivate individuals to consider making changes to their lifestyle behaviour(s)" KSS see this as being able to introduce the idea of lifestyle change and to motivate individuals to start making changes to their lifestyle behaviour(s) i.e. Ask, Assess, and Advise

Level 2
"The worker is  to select and use brief lifestyle behaviour change techniques that help individuals take action about their lifestyle behaviour choices i.e. starting, stopping, increasing or decreasing lifestyle behaviour activities". KSS see this as  being able to select and use methods that help individuals take action about their lifestyle behaviour i.e. Action

How this document works:

Each worksheets offers the underpinning competency mapping using the YH framework as the foundation for assessment. 

Sheet 1  is the result of the mapping and shows the KSS MECC skills staff will develop. These revolve around the 4 A's i.e. Ask, Assess, Advise and Action 2. This is the core of our approach. Sheet 2 and 3 shows the work behind the KSS approach. These sheets provide background.

MECC is appropriate across the lifespan and involves:
 	Healthy diet
	Physical activity
	Healthy weight
	Stopping smoking
	Sensible drinking
	The Five Ways to Wellbeing
	Locally defined topics (for example falls prevention, suicide awareness, social isolation) based on specific priorities and plans
 
The rest of the document  shows the mapping that has been done against health  topics using recognised frameworks of competency . This allows consistent health messaging across the region. This includes the NHS Health Checks  Competency Framework 17 These  competences  reflect the minimum standards expected of all practitioners delivering a NHS Health Check and links with MECC with Competency 7- Communication of risk  and Competency 9  Brief intervention/ signposting/referral. Only these competency will be referred to within this document.

#'KSS%20MECC%20Skills'!A1The Kent Surrey and Sussex (KSS) MECC ambition is to support public facing workers to “make every contact count”. 

In other words, it is about  supporting organisations and staff to use opportunities to maintain or improve mental and physical health and wellbeing. 

Principally MECC is about a healthy conversation either as a very brief intervention or a slightly more developed brief intervention and signpost. 

Although MECC is about using contact with individuals as an opportunity to encourage and deliver information to help improve wellbeing:

(1) It means looking beyond specific issues or conditions
(2) Listening and asking the right questions to find out about underlying health needs or concerns
(3) Delivering brief advice and then and/or signposting to other support
 
Our aim is to  support individuals improve their health and well-being with skilled staff who :
* Understand the issues affecting wellbeing
* Employ skills to engage clients in a good MECC conversation – this includes acknowledging that not all contacts are MECC appropriate
* Give information, encouraging self care and signposting to services
 





KSS MECC Skills

		Level 1 - Core Competency		Underpinning Knowledge		Skills Set including the  KSS 4 A's 



		Competence 1.1: 

		Recognise public health is everyone's business		Knowledge of definitions of  health, wellbeing and Public Health?		Hold a core knowledge of  MECC messages around healthy eating/healthy weight, physical activity, alcohol, smoking, and emotional wellbeing & mental health


				Understanding of population health vs individual health

				Understand the wider  determinants of health and role of health inequality

				Know the major causes of premature death, long term conditions and poor health and the link to behaviour

				Understand the origins of MECC, the NICE guidance and MECC’s aims


		Competence 1.2: 

		Ensure your own actions support the care, protection and well-being of individuals 		Know the policies and procedures of the employing organisation (including those relating to confidentiality, health and safety, equality and diversity)		Understand how to ensure accuracy, currency, sufficiency and relevance of advice and information

				Understand your  own role, scope  and responsibilities and from whom assistance and advice should be sought if necessary		Understand the  importance of checking the validity of advice and information provided to others

				Ensure that your MECC role complements other  role		Recognise situations in which it is appropriate to act on one’s own initiative in giving information and advice

		Competence 1.3: 

		Start a healthy conversation with an individual about their health behaviours and/or lifestyle		Know the principles of effective communication		Communicate in a way that minimises any constraint, is free from discrimination and oppression using  open discovery questions, active listening, and reflection

				Understand the principles of confidentiality when handling information and advice		Provide clear, up-to-date and relevant information to individuals about health and well-being and the things that might affect it

				Understand how to ask questions, listen carefully and summarise back and obtain clear information from an individual		Encourage individuals to take responsibility for changing their own behaviour

				Understand the level of information to provide to individuals (i.e. know what not to say)		Know how to adapt communication styles in ways which are appropriate to different people (e.g. culture, language or special needs)

				Understand how to identify information needs		Provide up to date, factual information using appropriate media

				Understand the types of advice and information which people may require		Ask - Raise the issue with simple question during day to day contact with someone

				Understand how to communicate advice and information effectively both through speaking and in writing		Assess – Check individuals  knowledge

				Understand how different individuals react to information

		Competence 1.4: 

		Support individuals to make informed choices about their health and lifestyle		Know that health and illness is affected by people’s perceptions and is different in different societies and groups i.e.  culture and social context		Communicate in a way that is appropriate to the individual, encourages an open and frank exchange of views 

				Know the kinds of misinformation that people may have about health and wellbeing and the affect of this on their behaviour		Acknowledge an individuals right to make their own decisions and helps them make them

				Know the things that affect health and wellbeing – individual determinants (e.g. behaviour and lifestyle) and the wider determinants on health (e.g. poverty, employment etc.)		Encourage individuals to identify their views about health and wellbeing

				Know the different arguments that people have against promoting health and wellbeing and how to use counter-arguments		Advise - Give messages about healthy lifestyle change and tips to achieve them

				Know the information people need in order to be able to make informed lifestyle choices

		Competence 1.5: 

		Support and enable individuals to access appropriate information to manage their health behaviours and self care needs 		Understand how to help individuals identify the support available within their own support groups		Communicate in a way that is open to the range of issues an individual may wish to explore

				Know how to develop and present a reasoned case when providing advice to others		Provide clear, up-to-date and relevant information to individuals 

				Understand the importance of confirming the recipients understanding of information and advice provided and how to do this		Assist - Share information 

		Competence 1.6 

		Provide opportunistic brief advice 		Know how to assess readiness to change i.e. is this right opportunity?		Provide clear, up-to-date and relevant information to individuals about the things that they can do to improve their health and well-being

				Know about the importance of change (benefits and disadvantages of changing)		Ask - Raise the issue with simple question during day to day contact with someone

						Assess – Check knowledge and assess readiness to change

						Advise - Give messages about healthy lifestyle change and tips to achieve them 

						Assist - Share information 

		Level 2 - Skilled Competency		Underpinning Knowledge		Skills Set including the  KSS 4 A's 

		Competence 2.1: 

		Select and implement appropriate brief lifestyle intervention or signpost 		Know how to apply negotiating and influencing skills in working with others to promote health and wellbeing and reduce inequalities		Encourage individuals to identify their knowledge and skills about health and wellbeing and any gaps in these i.e. Ask - Raise the issue with simple question during day to day contact with someone

						Assess – Check knowledge and assess readiness to change

		Competence 2.2: 

		Enable individuals to change their behaviour to improve their own health and wellbeing 		Understand how individuals can assess how their behaviour is affecting their health and well=being		Encourage individuals to identify the things that are affecting their health and wellbeing

				Understand the importance of motivation and confidence in behaviour change		Encourage individuals to identify changes to their behaviour that might benefit their health and well-being

						 Encourage individuals to take responsibility for changing their own behaviour

						Identify individuals motivation to change

						Assess – Check knowledge and assess readiness to change

		Competence 2.3: 

		Undertake brief interventions 		Know the contributions of different agencies to promoting individuals’ health and wellbeing and how to contact these agencies		 Encourage individuals to learn how to change their behaviour

				Understand the importance of keeping your knowledge updated		 Provide clear, up to date information about the other people and agencies who might be able to helping individual improve their health and wellbeing

				Enable individuals to access appropriate support by taking the necessary actions to link individuals in with other workers and agencies when they have agreed you can do this		Have information on availability of other support networks and agencies (e.g. contact details of support networks or agencies, timings at which available, methods of contacting the agencies or support networks)

				Recognise the importance of seeking feedback on the quality and relevance of the advice and information provided and how to encourage such feedback		Take the necessary actions to link  individuals in with other workers and agencies when they have agreed you can do this

				Know the organisational policies, procedures and resource constraints which may affect advice given		Provide information on availability of other support networks and agencies

						Assist - share information or encourage people to contact relevant organisations

		Competence 2.3: 

		Recording MECC activities		Understand the importance of recording MECC contact for individual and practitioners benefit		Record MECC data as appropriate recognising confidentiality and consent







Generic MECC Mapping







		   NICE recommends: Encouraging health, wellbeing and social care staff in direct contact with the general public to use a very brief intervention to motivate people to change behaviours that may damage their health. The interventions should also be used to inform people about services or interventions that can help them improve their general health and wellbeing.  Encourage staff who regularly come into contact with people whose health and wellbeing could be at risk to provide them with a brief intervention. (The risk could be due to current behaviours, sociodemographic characteristics or family history.) 2



		Prevention and Lifestyle Behaviour change: a competence framework: competence Level 1		Ask, Assess, Assist, Advise		Skills for Health - HT2 Communicate with individuals about promoting their health and wellbeing - Knowledge 3		Skills for health - HT2 Communicate with individuals about promoting their health and wellbeing - Skill 3		Skills for Health - HT3 Enable individuals to change their behaviour to improve their own health and wellbeing 4		Skills for Health - CHD HN1 Help individuals prepare psychologically for changes 5		Skills for Health - CHS174 Advise and inform others on services 6		Health Behaviour Change Competency framework: Competencies to deliver interventions to change lifestyle behaviour that affect health 7



		Competence 1.1: 

		Ensure individuals are able to make informed choices to manage their self care 		Ask - Raise the issue with simple question during day to day contact with someone		Know that health and illness is affected by people’s perceptions and is different in different societies and groups		Communicate in a way that is appropriate to the individual, encourages an open and frank exchange of views 		Know how culture and social context affect how individuals think and feel about their behaviour and changing it				Understand the principles of confidentiality when handling information and advice – what types of information and advice may be provided to what people

				Assess – Check knowledge and assess readiness to change		Know the kinds of misinformation that people may have about health and wellbeing and the affect of this on their behaviour		Acknowledge an individuals right to make their own decisions and helps them make them

				Advise - Give messages about healthy lifestyle change and tips to achieve them		Know the things that affect health and wellbeing – individual determinants (e.g. behaviour and lifestyle) and the wider determinants on health (e.g. poverty, employment etc.)		Encourage individuals to identify their views about health and wellbeing

						Know the principles of effective communication		Encourage individuals to take responsibility for changing their own behaviour

		Competence 1.2: 

		Support and enable individuals to access appropriate information to manage self care needs 		Assist - Share information or encourage people to contact relevant organisations		Know the contributions of different agencies to promoting individuals’ health and wellbeing and how to contact these agencies		Communicate in a way that is open to the range of issues an individual may wish to explore		Take the necessary actions to link  individuals in with other workers and agencies when they have agreed you can do this		Understand how to help individuals identify the support available within their own support groups		Understand how to communicate advice and information effectively both through speaking and in writing		Knowledge of and ability to work with difference

								Provide clear, up-to-date and relevant information to individuals about				Know the information people need in order to be able to make informed lifestyle choices		Know how to develop and present a reasoned case when providing advice to others		Ability to communicate and work with difference

								 Provide clear, up to date information about the other people and agencies who might be able to helping individual improve their health and wellbeing				Understand the importance of keeping your knowledge updated		Understand the importance of confirming the recipients understanding of information and advice provided and how to do this		Ability to engage client

								Enable individuals to access appropriate support						Recognise situations in which it is appropriate to act on one’s own initiative in giving information and advice		Ability to deliver information

		Competence 1.3: 

		Communicate with individuals about promoting their health and wellbeing 		Ask - Raise the issue with simple question during day to day contact with someone		Know the different arguments that people have against promoting health and wellbeing and how to use counter-arguments		Communicate in a way that minimises any constraint, is free from discrimination and oppression		Understand how to ask questions, listen carefully and summarise back		Provide up to date, factual information using appropriate media		Understand how to identify information needs		Ability to work with groups of clients

				Advise - Give messages about healthy lifestyle change and tips to achieve them				Provide clear, up-to-date and relevant information to individuals about health and well-being and the things that might affect it		Understand how to obtain clear information from the individual				Understand the types of advice and information which people may require		Ability to foster and maintain a good intervention alliance

				Assist - Share information or encourage people to contact relevant organisations						Know how to adapt communication styles in ways which are appropriate to different people (e.g. culture, language or special needs)						Ability to manage expectations

										Understand how different individuals react to information						Capacity to adapt interventions to client
need


										Understand the level of information to provide to individuals (i.e. know what not to say)						Capacity to structure and pace consultations

		Competence 1.4: 

		Provide opportunistic brief advice 		Ask - Raise the issue with simple question during day to day contact with someone				Provide clear, up-to-date and relevant information to individuals about the things that they can do to improve their health and well-being				Have information on availability of other support networks and agencies (e.g. contact details of support networks or agencies, timings at which available, methods of contacting the agencies or support networks)

				Assess – Check knowledge and assess readiness to change						Know how to assess readiness to change:		Provide your contact details to the individuals

				Advise - Give messages about healthy lifestyle change and tips to achieve them 						Know about the importance of change (benefits and disadvantages of changing)

				Assist - Share information or encourage people to contact relevant organisations						Know the importance of confidence in ability to change

		Prevention and Lifestyle Behaviour change: a competence framework: competence - Level 2		Ask, Assess, Assist, Advise		NOS - HT2 Communicate with individuals about promoting their health and wellbeing - Knowledge		NOS - HT2 Communicate with individuals about promoting their health and wellbeing - Skill		NOS - HT3 Enable individuals to change their behaviour to improve their own health and wellbeing		NOS - CHD HN1 Help individuals prepare psychologically for changes		NOS - CHS174 Advise and inform others on services		Health Behaviour Change Competency framework: Competencies to deliver interventions to change lifestyle behaviour that affect health (2010)

		Competence 2.1: 

		Ensure your own actions support the care, protection and well-being of individuals 				Know the policies and procedures of the employing organisation (including those relating to confidentiality, health and safety, equality and diversity)						Understand your role and its scope		Understand how to ensure accuracy, currency sufficiency and relevance of advice and information		Knowledge of professional and ethical guidelines

						Know own role and responsibilities and from whom assistance and advice should be sought if necessary						Ensure that your role complements other professionals’ role				Ability to make use of supervision

												Understand the  importance of checking the validity of advice and information provided to others

		Competence 2.2 

		Select and implement appropriate brief lifestyle behaviour change techniques 		Ask - Raise the issue with simple question during day to day contact with someone								Recognise the importance of seeking feedback on the quality and relevance of the advice and information provided and how to encourage such feedback

				Assess – Check knowledge and assess readiness to change		Know how to apply negotiating and influencing skills in working with others to promote health and wellbeing and reduce inequalities		Encourage individuals to identify their knowledge and skills about health and wellbeing and any gaps in these

				Advise - Give messages about healthy lifestyle change and tips to achieve them – could include signpost

		Competence 2.3: 

		Enable individuals to change their behaviour to improve their own health and wellbeing 		Ask - Raise the issue with simple question during day to day contact with someone				Encourage individuals to identify the things that are affecting their health and wellbeing		Encourage individuals to assess how their behaviour is affecting their health and well=being						Knowledge of health behaviour and health behaviour problems

				Assess – Check knowledge and assess readiness to change				 Encourage individuals to take responsibility for changing their own behaviour		Encourage individuals to identify changes to their behaviour that might benefit their health and well-being						Ability to take a generic assessment

				Advise - Give messages about healthy lifestyle change and tips to achieve them						Identify individuals motivation to change

				Assist - share information or encourage people to contact relevant organisations

		Competence 2.4: 

		Undertake brief interventions 		Assist - share information or encourage people to contact relevant organisations				 Encourage individuals to learn how to change their behaviour		Take the necessary actions to link  individuals in with other workers and agencies when they have agreed you can do this		Provide information on availability of other support networks and agencies		Understand the importance of providing advice and information and your role and responsibilities in relation to this

														Organisational policies, procedures and resource constraints which may affect advice given





Smoking mapping

		Training Priority		Skills For Health -  CHS79 Support individuals who express a wish to stop smoking 8		NCSCT
Training Standard
Learning Outcomes for Training
Stop Smoking Practitioners (2010) 9  - as appropriate		KSS MECC Knowledge and Skills

		NICE recommends: simple advice about stopping, an assessment of motivation to stop and signpost/referral to  Stop Smoking Services 10

		Smoking in the population				Describe prevalence and patterns of smoking in terms of gender, age, ethnicity and socioeconomic status and special groups e.g. blue collar women, mental health and pregnancy		Competence 1.1

		Smoking and Health		Know the effects of smoking (including passive smoking), tar, carbon monoxide and nicotine on individuals health		List the major life-threatening and non life-threatening diseases to which smoking contributes		Competence 1.1

						Describe the health benefits of cessation

				Know the physiological and psychological effects of nicotine dependency		Describe the harmful effects of smoking during pregnancy and breast feeding

				Understand the nature and processes of nicotine addiction and withdrawal		Give an accurate and balanced indication of any potential beneficial effects of smoking

				Understand the short-, medium- and long-term benefits of stopping smoking		Give an accurate and balanced indication of any potential beneficial effects of smoking

		Why Stopping Maybe Difficult		Know how to enable people to weigh up the pros and cons of stopping smoking		Explain what is meant by tobacco addiction and nicotine dependence and how these develop		Competence 1.4, Competence 2.2

				Understand  the types of difficulties people have when stopping smoking and the range of strategies people may use to cope with these difficulties		Describe the common reasons smokers give for why they smoke and the  environmental, socio-demographic and psychological factors associated
with cigarette addiction

		Delivery of Brief Advice		Understand the interventions and smoking cessation treatments available and how they can be delivered		Provide  accurate information on the consequences of smoking and
smoking cessation 		Competence 1.3,  Competence 1.4, Competence 1.5, Competence 1.6, Competence 2.1, Competence 2.3

				Understand the range of motivations people may have for stopping smoking, and how to assess their readiness and commitment to stop smoking		Assist the client in identifying their reasons for wanting to stop smoking and address

				Know how to assist individuals to identify their own motivations		Distinguish between appropriate and inappropriate written materials, and offer the client appropriate materials in ways that promote their use

		Delivery of Signpost		Know. local smoking cessation services and referral systems				Competence 2.3

		Communication Skills		Understand the importance of building a rapport with individuals		Communicate in an empathic and non-judgmental manner, using reflective listening and providing reassurance throughout		Competence 1.2, Competence 1.3, Competence 1.5

				Understand  the importance of obtaining full and accurate information about individuals, and how to do so		Ask about views and questions on smoking, smoking cessation, and any aspect of behavioural support, answering questions in a clear and accurate manner

				Practice the principle of confidentiality and what information may be shared





Alcohol mapping

		Training Priority		Skills for Health - CHD HA3 Provide support for individuals who express a wish to reduce their alcohol consumption 11 - as appropriate		KSS MECC Knowledge and Skills

		NICE recommends: Using a recognised screening tool, information about the  potential harm caused by risky levels of drinking and reasons for changing the behaviour, including the health and wellbeing benefits, cover the barriers to change, outline practical strategies to help reduce alcohol consumption 12

		Drinking in the population		Describe prevalence and patterns of risky drinking in terms of gender, age, ethnicity and socioeconomic status and special groups e.g. middle aged home drinking, mental health and pregnancy		Competence 1.1

				Describe the impact of alcohol on communities and wider society e.g. NHS costs, anti social behaviour and night time economy

		Drinking and Health		Recognise how many units of alcohol are in common alcoholic beverages		Competence 1.1

				Know the effects of excessive alcohol consumption on people’s health

				Understand the effects of alcohol consumption on young people, adults and pregnant women

				Understand the physiological and psychological effects of alcohol

				Understand the short-, medium- and long-term benefits of reducing alcohol consumption

				Understand the types of difficulties people have when reducing their alcohol consumption and the range of strategies people may use to cope with these difficulties

		Delivery of Brief Advice		Develop skills in using simple screening tools		Competence 1.2, Competence 1.3, Competence 1.4, Competence 1.5, Competence 1.6, Competence 2.1

				Provide  accurate information on the consequences of risky drinking and reduction

				Know how to enable people to weigh up the pros and cons of reducing their alcohol consumption

		Delivery of Signpost				Competence 2.3

		Communication skills		Know how to ask questions, listen carefully and summarise back		Competence 1.2, Competence 1.3, Competence 1.5, Competence 2.3

				Know how to present information and advice in ways which are appropriate for different people

				Know how to create environments suitable for frank, confidential discussions

				Know how to guide discussions with individuals and groups to achieve intended objectives

				Know the importance of obtaining full and accurate information about individuals, and how to do so

				Know the principle of confidentiality and what information may be given to whom





Nurtition mapping

		Training Priority		Skills for Health - CHS148 Provide information and advice to individuals on eating to maintain optimum nutritional status 13		Nutrition Workforce Competence Model in Nutrition Competency 14		KSS MECC Knowledge and Skills

		Diet in the population		Understand cultural diversity and how that may impact upon the nutrition				Competence 1.1

				Understand the  financial/social circumstances on nutritional intake

		Diet and Health		Know the nutritional values attributed to different food groups		 Fundamentals of Human Nutrition levels 3 -5		Competence 1.1

				Know the content of an ideal nutritional plan

				Understand the healthier options within different food groups

				Have awareness of the impact of additional medical conditions on nutritional intake

				Understand the relationship between exercise and weight management

				Have awareness of the effects of different cultures and religions on nutrition, timing of meals, eating patterns

		Delivery of brief advice		Know how to calculate an individual’s Body Mass Index and how to apply this information		Promoting Behaviour Change levels 3-5		Competence 1.2, Competence 1.3, Competence 1.4, Competence 1.5, Competence 1.6, Competence 2.1

				Know how to interpret measurements taken from the individual to inform the type of support you provide

				Know the range of services locally and nationally for people who need information and support in making and maintaining changes in their behaviour, and how to access them

				Provide leaflets, brochures and other materials to supplement and expand the information you give

		Delivery of Signpost		Provide leaflets, brochures and other materials to supplement and expand the information you give		Promoting Behaviour Change levels 3-5		Competence 2.3

		Communication skills		Know how to present information and advice in ways which are appropriate for different people		Relating & Communicating to Others levels 3 -5		Competence 1.2, Competence 1.3, Competence 1.5, Competence 2.3

				Understand the importance of encouraging individuals to ask questions, and how to do so

				Know how to create a suitable environment for open and confidential discussion

				Understand the importance of involving individuals in discussions, and how to do so

				Understand. the importance of obtaining full and accurate information about individuals, and how to do so















Mental health and wellbeing map

		Training Priority		Skills for Care (2014) Common Core Principles to support good mental health and wellbeing in adult social care 18		KSS MECC Knowledge and Skills

		Mental health and emotional wellbeing in the population				Competence 1.1



		Mental health and emotional wellbeing and Health		 Principle 1 - Know the key signs of mental illnesses and distress and be able to respond appropriately		Competence 1.1

				Principle 2 - Understand the importance of good mental health and wellbeing and have good knowledge of how to promote these with people who need care and support

				Be familiar with the factors that protect good mental health and wellbeing

		Delivery of brief advice		Be able to enable people to take action on the factors affecting them in order to improve their mental wellbeing		Competence 1.2, Competence 1.3, Competence 1.4, Competence 1.5, Competence 1.6, Competence 2.1

				Principle 7 - Enable informed choice and control by appropriately supporting people who need care and support to make well-informed social care and lifestyle decisions, building on their strengths and personal resources.

				Build up your knowledge of local organisations and services providing opportunities for
peer support, community and carer involvement

				Actively promote people’s access to means of social support, such as local support groups and community activities

		Delivery of Signpost		Provide good quality information about availability of services. Where good quality information is not readily available,  identifying the required information, or seek it out 		Competence 2.4

		Communication skills		Be able to identify, with people who need care and support, the factors influencing their mental wellbeing and the things they can do to improve it		Competence 1.2, Competence 1.3, Competence 1.5, Competence 2.3

				Be able to communicate to people who need care and support, in plain and practical language

				Show that you value communication with the person as an individual—make time to listen and understand





Physical Activity mapping

		Training Priority		Skills for Health - CHS235 Promote the benefits of activities to improve physical health and well-being 15		KSS MECC Knowledge and Skills

		NICE recommends: simple assessment of level of physical activity, motivation to change and health status and  information about local opportunities to be physically active for people with a range of abilities, preferences and needs 16

		Physical Activity in the population				Competence 1.1



		Physical Activity and Health		Understand the importance of diet and physical activity in improving both physical health and wellbeing		Competence 1.1

				Have awareness of the general factors which may inhibit physical health and wellbeing improvements

		Delivery of brief advice		Be able to clearly explain the nature, purpose and benefits of physical activity to improve physical health and wellbeing to individuals and significant others		Competence 1.2, Competence 1.3, Competence 1.4, Competence 1.5, Competence 1.6, Competence 2.1

				Encourage individuals and significant others to discuss their concerns, personal beliefs and preferences with regard to activities to improve their physical health and wellbeing

				Understand  your role in promoting the physical health and wellbeing of individuals 

		Delivery of Signpost				Competence 2.3

		Communication skills		Understand. methods of communicating with individuals and significant others		Competence 1.2, Competence 1.3, Competence 1.5, Competence 2.3

				Use methods of supporting individuals to make informed choices

				Know how to create environments suitable for frank, confidential discussions

				Know the principle of confidentiality and what information may be given to whom





Links with Health Checks

		MECC Level 1 - Brief Advice		NHS Health Check Competency 7. Communication of risk CHS45 Agree course of action following assessment to address health and wellbeing needs of individuals		NHS Health Check Competency 9. Brief intervention/ signposting/referral - see HT2 Communicate with individuals about promoting their health and wellbeing



		Competence 1.1: 

		Recognise public health is everyone's business

		Competence 1.2: 

		Ensure your own actions support the care, protection and well-being of individuals 		The national and local legislation which relates to your area of work including: health and safety, confidentiality and information sharing, the provision of services, the rights of individuals, anti-discrimatory practice and valid consent		Know the policies and procedures of the employing organisation (including those relating to confidentiality, health and safety, equality and diversity)

				The statutory and professional standards and codes of practice for your area of work and how to interpret and apply these		Know own role and responsibilities and from whom assistance and advice should be sought if necessary

				The nature, extent and boundaries of your work role and its relationship to others in your own and other organisations

		Competence 1.3: 

		Start a healthy conversation with an individual about their health behaviours and/or lifestyle		Discuss the outcomes of the assessment with the individual and key people in a way that is meaningful to them		Know how to apply negotiating and influencing skills in working with others to promote health and wellbeing and reduce inequalities

				Explore the possible actions to be taken and provide the individual and key people with a rationale for them

				Explain the benefits and risks associated with the actions

		Competence 1.4: 

		Support individuals to make informed choices about their health and lifestyle		Make any necessary arrangements in relation to the actions to meet the needs of the individual		Know that health and illness is affected by people’s perceptions and is different in different societies and groups

						Know the kinds of misinformation that people may have about health and wellbeing and the affect of this on their behaviour

						Know the things that affect health and wellbeing – individual determinants (e.g. behaviour and lifestyle) and the wider determinants on health (e.g. poverty, employment etc.)

		Competence 1.5: 

		Support and enable individuals to access appropriate information to manage their health behaviours and self care needs 				Know the contributions of different agencies to promoting individuals’ health and wellbeing and how to contact these agencies

		Competence 1.6 

		Provide opportunistic brief advice 				Know the principles of effective communication

		MECC Level 2 - Brief Intervention

		Competence 2.1: 

		Select and implement appropriate brief lifestyle intervention or signpost 				Know the different arguments that people have against promoting health and wellbeing and how to use counter-arguments



		Competence 2.2: 

		Enable individuals to change their behaviour to improve their own health and wellbeing 









		Competence 2.3: 

		Undertake brief interventions 		Know the risks which may be inherent in various courses of action and how to evaluate these realistically

				Have knowledge of the resources available to meet the individual’s needs within your own and other organisations, and how to access these

				Know the referral processes within your area of work

				Produce referrals to other practitioners that contain all the necessary information and are presented clearly and logically

		Competence 2.3: 

		Recording MECC activities		Produce records and reports that are clear, comprehensive, and accurate, and maintain the security and confidentiality of information
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Case study

My name is: Emily Downs

I am a: Physiotherapist

I took the CHALLENGE FOR CHANGE because:
I was fed-up of feeling unable to meet the full needs of my patients using clinical practice alone and I began to realise how ignorant I was of what there was available in the community. I also have a strong belief in asset-based community development – helping to restore connections and utilise resources in communities to enable them to become their own support networks and health-makers.

I achieved it by:
Searching for community and voluntary groups in the local area that could be of benefit to my patients. I took down key details and contacted the groups where necessary to be able to give quality information to inspire my patients.

Another lady was interested in attending tai chi classes but was unable to find the motivation herself. A social prescription to the class from a health professional was all the persuasion she needed and at follow up after her first class, her mood and pain levels were significantly improved.

I found it:
Surprisingly easy, by searching the local council’s website I was able to find 5-6 unique, interesting and relevant signposts in well under an hour of my time. From dance to boules and from arthritis to cinema clubs for those with disabilities and their carers, I was amazed at the extent of what there was available.

I was also surprised at patients’ responses. I’d had fears that my suggestions would fall on deaf ears due to personal, social and physical barriers often preventing engagement in these type of things. However, a number of times this was not the case, especially when I involved family and/or carers. Other times, gentle encouragement over a number of visits was effective.

What happened?
One lady loved her gardening but due to physical condition could no longer do very much safely, the condition also meant that it was less easy to get out and about and she was feeling quite isolated. Signposting her (socially prescribing) to the local horticultural club meant that she could pursue her interest in gardening in a more conducive environment and meet people with similar interests enhancing both social-wellbeing and support networks.

Another lady was interested in attending tai chi classes but was unable to find the motivation herself. A social prescription to the class from a health professional was all the persuasion she needed and at follow up after her first class, her mood and pain levels were significantly improved. This was one of my first attempts at social prescription and if I hadn’t witnessed it myself I would not have believed the change.

The patient:
I have tried to use social prescribing principles a number of times. Sometimes they work and sometimes they don’t at the time, but one thing that I true of all of them is that the patient has been grateful for the sentiment and for taking the time to get to know them and offer them something other than generic healthcare.

What would I do in future?
The more times I practice social prescription the more I learn what does and doesn’t help and what information patients are most likely to ask for with regards to attending the prescription. I intend to use this to create a folder for myself and colleagues to access containing this information for each group so that we are best armed in that first contact thus making us able to be most effective in supporting change.

I proved:
To myself that social prescription does not have to be difficult and does not have to be a huge change but that a small action can make a significant different to the patient involved and their nearest and dearest.

http://www.nhs.uk/pages/home.aspx
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A helpful case study to see how easy it is to sign post and help someone further once they are in the community
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“Using every opportunity to achieve health and wellbeing” 
(Health Education England, May 2017) 


 


PURPOSE 


Implementing Making Every Contact Count (MECC) training can support organisations in meeting their core 


responsibilities towards their local population including improving access to healthy lifestyles advice, 


reduction in morbidity and mortality, and understanding the risks of long term conditions seen in all 


hospitals and GP surgeries. In North West London, the challenges and changes needed within the 


population – prevention and health promotion – is key to this.  


 


This training programme has been designed for Health Care Support Workers (HCSW) to receive high-


level training around MECC. Acknowledging the need for proactive prevention and health promotion should 


be core to a Support Worker’s role wherever care and support is delivered. It will enable Support Workers 


across the sector to have healthy conversations to support healthier behaviours. It also provides training on 


the lifelong skill of motivational interviewing techniques. 


 


INTRODUCTION TO MAKING EVERY CONTACT COUNT 


Making changes such as stopping smoking, improving diet, increasing physical activity, losing weight and 


reducing alcohol consumption can help people to reduce their risk of poor health significantly. There are 


many behavioural risk factors associated with long term conditions seen in hospitals and GP surgeries - 


in particular tobacco use, alcohol use, being overweight or physically inactive. It is well known that Support 


Workers spend more time with the patient than nurses – it is crucial therefore that that the HCSW is 


equipped with techniques to empower and equip themselves to have healthy conversations with patients – 


making a small change to each contact will improve the service and patient needs. 


 


Making Every Contact Count is an approach to behavioural change that utilises the millions of day-to-day 


interactions individuals have with other people to support them in making positive changes to their 


physical and mental health and wellbeing. MECC enables the opportunistic delivery of consistent and 


concise healthy lifestyle information and enables individuals to engage in conversations about their 


health at scale across organisations and populations. This maps to level 1 MECC competencies as set out 


in the competency frameworks, such as those available from Skills for Health that encompasses existing 


approaches such as healthy conversations and healthy chats.   


 


What MECC is… 


MECC training is based on work place experience, competence and achievement of a skill. This builds from 


a core underpinning knowledge gained from the national eLearning for Health programme. These set out 


knowledge and skills for Support Workers who will be equipped with essential resources required to have a 


healthy conversation. By completing a signposting project this will also help to support patients and their 


families further at home. 


 


What MECC is not… 


It is not about staff becoming counsellors or providing on-going support, it is not staff telling someone how 


to live their life. We are not expecting to add another job to an already challenging role, busy working days 


or asking for staff to become experts! We do want to give staff an understanding of motivational interview 


techniques as there is evidence that this works and is straightforward to use. 
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Developing staff with a combination of core and locally defined MECC knowledge and skills is the aim of 


the training and implementation. This is illustrated on the next page. It is this model that will underpin 


commissioned training programmes. 


 


Overall learning outcomes of this programme are: 


a) gain underpinning knowledge from e-learning about the public health message and requirements 


b) be aware of healthy limits relating to lifestyle choices 


c) understand core lifestyle areas for behavioural change: 1. reducing alcohol consumption 2. 


maintaining a healthy weight and diet 3. stopping smoking 4. increasing activity 5. promoting mental 


and emotional health and wellbeing  


d) understand the benefit of motivational interviewing in relation to behaviour change 


e) produce a “signposting resource” for following up initial intervention 


f) achievement of ILM endorsed award for project completion 


 


The majority of the learning outcomes relate to the core underpinning knowledge of this subject; very brief 


intervention knowledge, advanced communication skills and motivational interviewing techniques and 


introduce signposting knowledge and skills for following up interventions at any level. This is an ILM 


Endorsed Award – it does not carry credits, but carries an ILM recognition for a particular programme. The 


endorsement is met through your specified assignment which is the signposting leaflet.  It is well 


recognised and can be used to demonstrate up to date study, skills and learning. The diagram below 


shows levels of knowledge, skill and intervention types. 


 


 
 


Acknowledgement of Kent Surrey and Sussex team. Extracted from Proposed Knowledge and Skill for MECC in KSS 
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PROGRAMME 


• This is a 2.5 day training programme, each section is outlined below. 100% attendance is required. 


• Peer support and collective learning experiences are key objectives to the outcomes of the 


programme.  


• Making Every Contact Count (MECC) is about supporting people to make the most of every 
opportunity they have with the millions of people they come into contact with every day. Comparing 
your experiences and learning around this will enlighten you to what you already do and underpin 
this will factual information 


 


Day one – AM, 08:45 registration Day one – PM, close 16:00 


Dawn Grant and Chris Glover 


 


Introduction to MECC, motivational interviewing and your 


signposting project. Followed by 4 x eLearning modules: 


1. Underpinning knowledge 


2. Introduction to skills  


3. Introduction to lifestyle topics  


4. Signposting and your organisation 


http://www.e-lfh.org.uk/programmes/wm-making-every-


contact-count/ 


 


12:30 lunch break 


 


Chris Glover  


 


Common conditions associated with tobacco 


use, hypertension, alcohol, being overweight 


or being physically inactive 


 


Anatomy & Physiology of these conditions 


Day two – AM, 08:45 registration Day two – PM, close 16:00 


Dawn Grant and Chris Glover 


 


Motivational Interviewing 


Understanding the brief – how to have a meaningful 


exchange to start changing behaviours 


Advanced communication skills for healthy conversations 


and challenging behaviours 


 


12:30 lunch break 


 


Dawn Grant, Chris Glover and Desiree Cox 


 


1pm  


Gaining support in your organisation 


Introduction to organisational signposting 


project 


 


3pm Project management skills (ILM based 


learning) 


Follow up ½ day – Sign posting projects, 08:45 


registration  


close 13:00 


Dawn Grant, Chris Glover and Desiree Cox 


The Programme will conclude by sharing locally resources 


information. A signposting resource will be an invaluable 


tool in local departments/wards and GP surgeries. 


This will help achieve your intervention for healthy lifestyle 


changes – it will support choice and allow patients to 


know where to go for follow up advice 


 


Share learning experiences and projects with other 


HCSWs and L & D/ Education managers in the sector 


 


Lunch and close 1pm 


 


 


 


 



http://www.e-lfh.org.uk/programmes/wm-making-every-contact-count/

http://www.e-lfh.org.uk/programmes/wm-making-every-contact-count/
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ASSOCIATED LEARNING 


• The National Numeracy Challenge is recommended when enrolling onto this programme. Every 


day you are helping patients to understand dietary and calorific values, their BMI, and how to take 


their medication. This resource can help you develop your skills and confidence in numeracy so that 


you are better placed to support your patients. Get started by following this link: 


www.nnchallenge.org.uk/mecc 


 


• Social Prescribing is a way to link people with non-medical activities and opportunities in their 


community. Clinicians in medical practices and community hospitals refer or signpost to Social 


Prescribing coordinators, whose role it is to link the person with an appropriate activity or 


opportunity in their area. Example from East London: 


https://directory.walthamforest.gov.uk/kb5/walthamforest/directory/advice.page?id=uV0-DOtp-OQ 


 


• eLearning for Health programme – Making Every Contact Count has a 50% pass rate for each of 


the four modules. It has CPD points associated with the learning outcomes. 


 


• A good example of a signposting challenge activity is: 


https://www.collegeofmedicine.org.uk/take-social-prescribing-challenge/ 


 


 


• Wessex Public Health network 


Making Every Contact Count (MECC) is about supporting organisations and their staff to maximise 


on the opportunity they have with the public in promoting health and enabling them to make 


changes to improve their health and wellbeing. 


 


 


This Making Every Contact Count (MECC)  toolkit has been developed as a practical guide to 


support the implementation of the programmehttp://www.wessexphnetwork.org.uk/mecc 


   



http://www.nnchallenge.org.uk/mecc

https://directory.walthamforest.gov.uk/kb5/walthamforest/directory/advice.page?id=uV0-DOtp-OQ

https://www.collegeofmedicine.org.uk/take-social-prescribing-challenge/

http://www.wessexphnetwork.org.uk/mecc
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TIMETABLE 


All study days must be attended. All modules must be completed. You will be supported throughout the programme. Prompt start time 8.45am each day! 


 


Venue Cohort 1 Cohort 2 Cohort 3 


College for IT, Day 1: 


West Thames College 
26th Sept (Banks Room) 12th Oct (Banks Room) 2nd Nov (Banks Room) 


Stewart House, Day 2: 


Events Centre 
13th Oct (Room 21, 2nd floor) 19th Oct (Russell Room, 1st Floor) 13th Nov (Stewart Room, 1st Floor) 


Follow up ½ day:  


Stewart House 
30th Nov (Auditorium) 30th Nov (Auditorium) 30th Nov (Auditorium) 


 


COMPETENCIES 


Key to competency colour coded outcomes are as follows: 


 


Knowledge – Gained from eLearning for Health, Making Every Contact Count modules 1- 4. Day one of programme. Underpinning knowledge of 


public health, healthy limits and health promotion. 


 


Skill – Gained from starting a healthy conversation with an individual. Day two of programme starts you off! Practice will make perfect, the 


message you give by starting of a healthy conversation could dramatically change a life for the better. 


 


Ask, assess, advise, assist – All actions to take with an individual to have a successful intervention – provide the information required – 


sometimes this means further support or your advice for additional resources. 


 


Motivational interviewing (MI) – Skill taught throughout the 2.5 day programme to support healthy conversations. 


 


Project Management skills – To design a sign posting resource for your area to support continued life style change in the community. 


 


Using both knowledge and skill means you are able to carry out the actions as described above. 
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NWL MECC Competencies 


Very Brief Intervention Notes 


Overarching Competence Learning Outcomes My Learning Record (Capture date & learning resource 


of knowledge acquired) 


Competence 1.1 (Knowledge):  


Recognising public health is 


everyone's business 


(Motivational interviewing) 


Knowledge of definitions of health, 


wellbeing and Public Health 


 


 


Understanding of population health vs. 


individual health 


 


 


Understand the wider determinants of 


health, the role of health inequality and 


knowing the things that affect health and 


wellbeing  


 


Know the major causes of premature 


death, long term conditions and poor 


health and the link to behaviour i.e. 


individual determinants 


 


Understand the origins of MECC, the 


NICE guidance and MECC’s aims 


 


 


Identify the MECC messages around 


healthy eating/healthy weight, physical 


activity, alcohol, smoking, and emotional 


wellbeing & mental health 


 


 


Competence 1.2 (Knowledge):  


Ensure your own actions support the 


care, protection and well-being of 


individuals 


(Motivational interviewing) 


Identify the importance of confidentiality, 


health and safety, equality and diversity 


 


Explain your own role, scope and 


responsibilities, and from whom 


assistance and advice should be sought 
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if necessary 


Understand the importance of checking 


the validity of advice and information 


and how to ensure accuracy, currency, 


sufficiency and relevance of advice and 


information 


 


Competence 1.3 (Skill):  


Start a healthy conversation with an 


individual about their health 


behaviours and/or lifestyle 


(Motivational interviewing) 


Judge and recognise opportunities to 


start a healthy conversation 


 


 


Know the principles of effective 


communication 


 


 


Be able to ask questions, listen carefully 


and summarise back and obtain clear 


information from an individual 


 


Demonstrate the level of information to 


provide to individuals (i.e. know what 


not to say) 


 


Ask – Demonstrate how to raise the 


issue with simple questions during 


appropriate day to day contact with 


someone 


 


Assess – Demonstrate how to check 


individual’s knowledge  


 


Understand how to communicate advice 


and information effectively both through 


speaking and in writing 


 


Understand how different individuals 


react to information 


 


Competence 1.4 (Skill):   


Support individuals to make informed 


choices about their health and lifestyle 


(Motivational interviewing) 


Recognise that health and illness is 


affected by people’s perceptions and is 


different in different societies and 


groups i.e.  culture and social context 


 


Demonstrate the kinds of misinformation  







 10 


that people may have about health and 


wellbeing and the effect of this on their 


behaviour 


Demonstrate different arguments that 


people have against promoting health 


and wellbeing and how to use counter-


arguments 


 


Be able to communicate in a way that is 


appropriate to the individual, 


encourages an open and frank 


exchange of views 


 


Recognise an individual’s right to make 


their own decisions and helps them 


make them 


 


Describe how to encourage individuals 


to identify their views about health and 


wellbeing 


 


Advise – Demonstrate how to give 


messages about healthy lifestyle 


change and tips to achieve them 


 


Competence 1.5 


(Knowledge and Skill):   


Support and enable individuals to 


access appropriate information to 


manage their health behaviours and 


self-care needs  


Demonstrate how to help individuals 


identify the support available within their 


own support groups 


 


Demonstrate how to develop and 


present a reasoned case when 


providing advice to others 


 


Describe the importance of confirming 


the recipients understanding of 


information and advice provided and 


how to do this 


 


Demonstrate how to communicate in a 


way that is open to the range of issues 


an individual may wish to explore 


 


Demonstrate how to provide clear, up-  
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to-date and relevant information to 


individuals 


 


Assist – Know how to share information 


 


 


Competence 1.6 (Skill):   


Provide an opportunistic, very brief 


intervention 


(Motivational interviewing) 


Demonstrate how to assess readiness 


to change i.e. is this right opportunity? 


 


Describe the importance of change 


(benefits and disadvantages of 


changing) 


 


Indicate how to provide clear, up-to-date 


and relevant information to individuals 


about the things that they can do to 


improve their health and well-being 


 


Ask – Show how to raise the issue with 


simple question during day to day 


contact with someone 


 


Assess – Show how to check 


knowledge and assess readiness to 


change 


 


Advise – Show how to give messages 


about healthy lifestyle change and tips 


to achieve them 


 


Assist – Show how to share information   


Brief Intervention 


 


 


Overarching Competence Learning Outcomes  


Competence 2.1 


(Knowledge and Skill):    


Select and implement appropriate brief 


lifestyle intervention or signposting  


(Motivational interviewing) 


Show how to apply negotiating and 


influencing skills in working with others 


to promote health and wellbeing, and 


reduce inequalities 


 


Encourage individuals to identify their 


knowledge and skills about health and 


wellbeing and any gaps in these i.e. Ask 
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– Demonstrate how to raise the issue 


with simple question during day to day 


contact with someone 


Assess – Demonstrate how to check 


knowledge and assess readiness to 


change 


 


Competence 2.2 (Skill):    


Enable individuals to change their 


behaviour to improve their own health 


and wellbeing 


(Motivational interviewing) 


Show how individuals can assess how 


their behaviour is affecting their health 


and well-being 


 


Demonstrate the importance of 


motivation and confidence in behaviour 


change and how to assess e.g. use of 


tools 


 


Demonstrate how to encourage 


individuals to identify the things that are 


affecting their health and wellbeing 


 


Demonstrate how to encourage 


individuals to identify changes to their 


behaviour that might benefit their health 


and well-being 


 


Show how to encourage individuals to 


take responsibility for changing their 


own behaviour 


 


Assess – Demonstrate how to check 


knowledge and readiness to change 


 


Competence 2.3 (Skill):   


Undertake brief interventions  


Identify the contributions of different 


agencies to promoting individuals’ 


health and wellbeing and how to contact 


these agencies 


 


Explain the importance of keeping your 


knowledge updated 


 


Demonstrate how to enable individuals 


to access appropriate support  


 


Describe how to provide clear, up to  
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date information about the other people 


and agencies who might be able to 


helping individual improve their health 


and wellbeing 


Have information on availability of other 


support networks and agencies (e.g. 


methods of contacting, operating times 


etc.) 


 


Demonstrate how to provide information 


on availability of other support networks 


and agencies 


 


Assist – Demonstrate how to share 


information or encourage people to 


contact relevant organisations 


 


Explain the importance of seeking 


feedback on the quality and relevance of 


the advice and information provided  


 


Competence 2.4 (Skill):    


Recording MECC activities 


Explain the importance of recording 


MECC contact for individual and 


practitioners benefit 


 


Know how to record MECC data as 


appropriate recognising confidentiality 


and consent 
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Brief Intervention 


 


 


Overarching Competence Learning Outcomes  


Competence 3.1(Knowledge): 


Understand the basic principles of 


project management 


(Project Management) 


• Know the four stages of project 


management 


• Understand the ToRs and scope of 


a project 


• Know how to set the objectives of a 


project 


 


Competence 3.2  


(Knowledge and Skill): 


Be able to plan and implement a 


project using basic tools 


(Project Management) 


• Know how to produce a project plan 


• Understand how to structure and 


use a Gantt chart for planning and 


monitoring purposes 


• Know how to complete a 


stakeholder analysis and 


communication matrix for planning 


and implementing a project 


• Demonstrate an awareness of how 


to monitor and evaluate a project 


 


Competence 3.2  


(Knowledge and Skill): 


Understand how to signpost resources 


appropriately 


(Project Management) 


 


• Develop an awareness of the 


different sources of support, advice 


and information 


• Know how to signpost information 


resources to individuals in the most 


appropriate way 


• Understand how to promote 


awareness of resources through 


signposting 
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MOTIVATIONAL INTERVIEWING TECHNIQUES 


An understanding of Motivational Interviewing (MI) will help develop the competencies as outlined above. 


 


The most recent definition of MI is: 


• Motivational Interviewing is a collaborative, goal oriented style of communication, with particular 


attention to the language of change. It is designed to strengthen personal motivation for and 


commitment to a specific goal by eliciting and exploring the person’s own reasons for change within 


an atmosphere of acceptance and compassion. 


 


To gain practical skills and experience of MI is fundamental to understanding MECC. 


 


SIGNPOSTING AND AWARENESS OF SOCIAL PRESCRIBING 


 
 


Signposting is a very relevant part of any healthcare worker’s role. It helps individuals requiring support 


and advice to make healthy changes in their lives. This may be to sustain a healthy lifestyle change or 


because of a risk factor identified. To support people to improve their health and wellbeing there may be 


times when it is important to signpost them on to access information from other services or websites. It may 


be that your service or team already has access to a range of information/leaflets through a health service 


or wellbeing ‘hub’ which coordinates services locally. Where possible it would be better to link in with an 


existing, maintained database as it is important to ensure information is regularly reviewed and updated so 


that people are not given out of date or inaccurate information. If you do not have access to existing 


resources, this sample ‘resource directory’ can be compiled and used as a reference tool. On the next page 


is a framework that can be used to fill in with information from national and local services. Healthcare library 


services can be a good source of support when it comes to finding high-quality, trustworthy information for 


staff to give to patients and the public, and presenting information in accessible formats which take into 


account differing literacy levels. They also have close links with public libraries, which are of course another 


potentially useful resource. Health Libraries and Information Services Directory: www.hlisd.org 


 


Social Prescribing is about linking people up to social or physical activities in their community with a wide 


range of benefits that could include: 


 


• Improved fitness 


• Increased mobility 


• Depleted levels of anxiety 


• Depression management 



http://www.hlisd.org/
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• New skills learned 


• Reduced isolation & loneliness 


 


A sample of a signposting resource is below for your reference only. We will provide you with a hard copy 


or electronic version (depending on your preferences) closer to the time. 


 


 


Organisation: ___________________ 
 


General Information 


• For information from the NHS on a variety of healthy living and lifestyle 


choices visit the NHS Choices website as www.nhs.uk 


• Information on national or local programmes to promote healthy living, e.g. 


o Flu jab 


o Free health checks for certain groups 


o Services offered at YOUR centre 


Healthy Lifestyles 


• Local facilities (leisure centres, swimming pools) 


• For information about healthy living from the NHS, visit www.nhs.uk/livewell 


for advice on healthy eating, physical activity and other information 


Common conditions (i.e. hypertension, weight problems) 


• National information resources 


• For information about a variety of common conditions from the NHS visit 


www.nhs.uk  


• Local programmes 


• Clinics 


• Support groups 



http://www.nhs.uk/

http://www.nhs.uk/livewell

http://www.nhs.uk/
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Smoking 


• For information on helping to stop smoking visit www.quit4life.nhs.uk or 


www.nhs.uk/smokefree  


• Local smoking cessation clinics 


• National information resources – websites 


• Support groups 


• Advice lines 


Alcohol 


• For information on helping with alcohol problems visit 


www.nhs.uk/livewell/alcohol  


• Alcohol Concern offers advice and guidance www.alcoholconcern.org.uk  


• Local programmes 


• Support groups 


• Advice lines 


Substance Misuse   


• For information or advice about drugs visit www.talktofrank.com or call the 


helpline 0300 123 6600 for confidential help 24/7 


• Local programmes 


• National information resources – websites: 


• Support groups 


• Advice lines 


Sexual Health and Contraception 


• For information or advice about sexual health and contraception visit 


www.fpa.org.uk or www.nhs.uk/livewell/sexualhealthtopics    


• Local programmes 


• Support groups 


 


Other useful information 


(Sample for reference only) 


 



http://www.quit4life.nhs.uk/

http://www.nhs.uk/smokefree

http://www.nhs.uk/livewell/alcohol

http://www.alcoholconcern.org.uk/

http://www.talktofrank.com/

http://www.talktofrank.com/

http://www.nhs.uk/livewell/sexualhealthtopics
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REFLECTION 


Reflection is an important part of the role and the learning.  We encourage you to keep reflective learning 


accounts. 


 


Gibbs' (1998) reflective cycle guides us through six stages of reflection:  


 


 


 


  


1. Description: what happened 


What, where and when? Who did/said what, what did 


you do/read/see hear? In what order did things happen? 


What were the circumstances? What were you 


responsible for?  


2. Feelings: what were you thinking 


about? 


What was your initial gut reaction, and what does this 


tell you? Did your feelings change? What were you 


thinking?  


3. Evaluation: what was good or bad 


about the experience? 


What pleased, interested or was important to you? 


What made you unhappy? What difficulties were there? 


Who/what was unhelpful? Why? What needs 


improvement?  


4. Analysis: what sense can you make of 


the situation? 


Compare theory and practice. What similarities or 


differences are there between this experience and other 


experiences? Think about what actually happened. 


What choices did you make and what effect did they 


have?  


5. Conclusion: what else could you have 


done? 


What have you learnt for the future? What else could 


you have done?  


6. Action Plan: what will you do next time? If a similar situation arose again, what would you do?  



http://skillsforlearning.leedsbeckett.ac.uk/preview/content/models/03.shtml
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SELF-ASSESSMENT 


As part of personal development, it is also helpful to assess yourself at certain points through the 


programme for example: 


 


1) The beginning…Where am I now? What will the MECC training provide? 


2) Mid-point…How has the programme so far impacted on my role in the work place? 


3) Coming to an end…What has the programme taught me which will enrich my role and improve 


my patients experience? 


4) What do I already know? Your personal skills map, see chart below:  


Circle all that apply to you:  


 


Green pen for skills I have 


Red pen for skills I wish to develop 


 


Please feel free to write any notes in the space below: 
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EVALUATION OF PROGRAMME 


A mid-point evaluation will take place during day two. This will be a structured 30-minute session for 


evaluation, discussion and feedback. Outcomes from this will feed into the design of an ongoing North 


West London Making Every Contact Count training session for Support Workers. 


 


 


 


ACKNOWLEDGEMENTS 


 


• Health Education Wessex 


• Health Education England Kent, Surrey & Sussex 


• College of Medicine 


 


 


 


 


                       
 


 


 


 


 





		PURPOSE

		INTRODUCTION TO MAKING EVERY CONTACT COUNT

		PROGRAMME

		ASSOCIATED LEARNING

		TIMETABLE

		COMPETENCIES

		MOTIVATIONAL INTERVIEWING TECHNIQUES

		SIGNPOSTING AND AWARENESS OF SOCIAL PRESCRIBING

		REFLECTION

		SELF-ASSESSMENT

		EVALUATION OF PROGRAMME

		ACKNOWLEDGEMENTS




image12.emf
Delivery_Template_P_ NEW_15 06.pdf


Delivery_Template_P_NEW_15 06.pdf


Health Coaching –  
Area Delivery Template


This document outlines how 
commissioners might go about 
developing a health coaching 
approach in a particular area, 
building on existing initiatives, 
and sustaining it into the future.







[1] https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-developing-our-workforce/multi-professional-workforce/health-
coaching 


[2] The Evidence Centre (2014) ‘Does Health Coaching Work? Summary of Key Themes from a Rapid Review of Empirical Evidence’ 
 www.cpa.org.uk/.../reviews/CPA-Rapid-Review-Health-Coaching.pdf


[3] Kibble, S. et al (2014) ‘Recovery coaching in an acute older people rehabilitation ward’, BMJ Qual Improv Reports 3,  
http://qir.bmj.com/content/3/1/u205646.w2316.full.pdf+html


[4] Wolever, R. Q. et al (2013) ‘A Systematic Review of the Literature on Health and Wellness Coaching: Defining a Key Behavioral intervention in 
Healthcare’ http://www.ncbi.nlm.nih.gov/pubmed/24416684 Glob Adv Health Med. 2 (4): 38-57


Why Health Coaching? 


There can be multiple purposes for 
pursuing a health coaching approach: 
patient activation, self-management  
and satisfaction; better health 
outcomes; reductions in unnecessary 
admissions and health professional 
well-being. The Five Year Forward View 
emphasises the importance of self-
management, and Health Coaching has 
been identified as one of the five key 
interventions by NHS England in their 
2016 substantial self-care programme. 
The evidence base indicates potential in 
improving motivation to self-manage, 
improving the adoption of healthy 
behaviours, and improving health 
outcomes for patients, with evidence 
to suggest reduction in health service 
use and health care costs [2]. Studies 
also indicate the potential to reduce 
unnecessary hospital admissions [3].


There is increasing interest in training 
health professionals in the conversational 
and behaviour change skills to support 
health coaching conversations and 
numerous programmes, and initiatives 
are developing at local level. This paper 
outlines activities that could be delivered 
centrally to add value to the diversity of 
local programmes, and vice versa, acting 
to maximise the value of associated 


programmes, and to sustain and embed 
the approach across an area over time.


Rationale
The activities set out below are based 
on fifty or so conversations with 
commissioners, providers, champions 
and experts of health coaching and 
related workforce development 
programmes around the country. From 
this research, it was found that one of 
the most effective ways of encouraging 
the spread of health coaching at a 
regional level has been supporting and 
encouraging leaders and champions 
of this approach. This suggests that 
the provision of central support of this 
kind will be a powerful way of enabling 
these leaders and champions to add 
value at a local level.


2


This document should be read in conjunction with the Quality Framework 


for Health Coaching – a guide to help commissioning of high quality health 


coaching programmes which illustrates good practice in designing, delivering, 


evaluating and sustaining health coaching programmes, and includes an 


outline of the policy context and evidence base. Please click here [1].


Health Coaching has 
been defined as a 
patient-centred process 
that is based upon 
behaviour change theory 
and is delivered by health 
professionals with diverse 
backgrounds [4]



https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-developing-our-workforce/multi-professional-workforce/health-coaching 
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While this is a simple model, its utility is that it requires any genuinely sustainable 
programme to have activities which meet two objectives:


Targeting Support
In order to effectively target this support, we suggest that it will be useful to map the 
different audiences for health coaching. For this purpose we provide a model, adapted from 
the Innovation Unit’s model of nested communities [5], based on research showing that 
segmentation of audiences of this kind helps with the process of embedding innovation. 


We can identify five different audiences:


[5] Albury, D. (2015) ‘Myths and Mechanisms: a brief note on findings from research on scaling and diffusion’,  
www.innovationunit.org/sites/default/files/MYTHS%20AND%20MECHANISMS%20(1).pdf


Leaders/
champions


Practicing 
health 
professional


Attended 
core  
training


Interested


Unaware


Activities 
which 
support the 
movement 
of each 
level of the 
community 
to the next


High quality 
activities 
that meet the 
needs of each 
audience


l Leaders / champions – these are 
the individuals who are most active 
with health coaching (and core 
coaching) activities. This is not limited 
to their practice in conversations 
with patients, but is also applied in 
management, in meetings, and more 
broadly as leaders/champions work to 
co-design systems. This community is 
likely to include the trainer role and 
existing coaches as identified in the 
specification


 


l Practicing health professionals 
– these are professionals who are 
practicing coaching skills with patients 
on a regular basis. It’s likely that, in 
addition to attending the core training, 
they have engaged with embedding 
activities to keep their skills updated  
and get regular feedback


l Attended core training – these are 
practitioners who have attended an 
immersive health coaching training 
course which remains the most common 
method of developing skills in this 
approach


l Interested – these are practitioners 
who have not yet attended the core 
training, but have perhaps heard about 
it and / or have experienced a leader / 
champion in their advocacy


l Unware – practitioners who are 
as yet unaware of the approach and 
associated development activities


l High quality activities
that meet the needs  
of each audience


l Activities which 
support the movement 
of each level of the 
community to the next







Community


Leader / champion activities


Central provision and embedding activities


Activity to meet the needs Activity to support movement 
between communities


Leaders/
champions


l Opportunities across the area to 
further raise the profile of this 
agenda


l Leadership events – training and 
networking


l ‘High end’ activities such as 
masters courses and train the 
trainers to build local capacity


n/a


Practicing health 
professionals


l Range of embedding activities


l Collation of existing resources and 
ongoing communication


l Networking events to meet other 
leaders / champions


l Ongoing communications of health 
coaching related activities in the 
area in which they can get involved


Attended core 
training


l High quality core health coaching 
training


l Marketing of embedding activities 
to past participants of training


Interested l Co-ordination capacity to sign up 
to Health Coaching core training


l High quality marketing of core 
health coaching training (events, 
word of mouth, etc.)


Unaware n/a l Taster sessions perhaps delivered 
by champions in the area


l Champions speaking about the 
approach with colleagues and 
presenting at local events


l Targeted communications around 
the health coaching approach


l Dissemination of related evidence 
where available


The next sections of this paper unpack the activities in this table.
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 1. Leader / Champion activities


1.1    Objective
To support the creation and development of leaders for this approach and maximise their 
impact on their organisations and local areas


1.2    Potential supporting activities
The following activities are aimed at: supporting existing leaders and champions, 
encouraging practicing health professionals to further increase their influencing activities 
to become champions, and encouraging leaders and champions to raise the profile of this 
approach to unaware audiences (via e.g. tasters and events).


l Networking within the area – building links between existing health coaching 
champions and potential champions to gain inspiration, mutual support and ideas 
(within and beyond the area). Might include face to face and online discussion 
facilitation. 


l Building links with health coaching and related leadership activities in other areas 
(e.g. within other HE regional teams, Nesta ‘Realising the Value’ programme and East 
of England workshops) and with other audiences engaging with health coaching


l Identify resources – opportunities for funding, online training resources, collating 
guidance, accreditation opportunities for those interested, etc. Provide a ‘directory’ 
or ‘signposting’ source of key documents, support tools, case studies and contacts 
(could include resources from elsewhere in the UK, or international examples of good 
practice) 


l Creation of new resources – such as a simple guide / handbook to introduce key 
concepts, simple messages , taxonomy, real examples of health coaching approach, 
alongside other conversational approaches – i.e. giving information, explaining a 
condition 


l Identify and create opportunities to raise awareness of this agenda and provide 
tasters – conferences, events within the area


l Communications – engage champions in leading communications to raise 
awareness of the agenda and disseminate evidence where possible


l Engagement with education bodies – to influence curricula where possible or 
provide interesting examples (see also funding of pilots section 3 below).


l Leadership training – sessions to increase the impact of leaders (mixture of 
influence, content knowledge and facilitation). This activity could also link with the 
work of the national and local leadership academies (several of which are taking a 
lead on health coaching activities) or with networking and support activities provided 
by NHS Employers Organisational Development team.


l Train the trainer programme – to build local capability (assets) able to deliver 
courses centrally and locally (also mentioned below)


l Ongoing study – developing activities such as post-graduate courses in health 
coaching, and referral to other accredited courses


l Evaluation – to support local areas to use the Quality Framework effectively  
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1.3    Funding required
The following aspects would be required as part of this aspect:


l Co-ordination capacity to support the network and identify opportunities
l Capacity  for the mapping/development of resources and making these available 


to potential audience
l Small amounts of event funding for network meetings (if necessary)
l Potential leadership training
l Development funding for e.g. post-graduate courses in health coaching
l Potential funding for ‘train the trainer’ activities (linked to embedding activities below)


1.4    Evaluation
What might be useful indicators of this working?


l Number of people engaged and time spent in various activities
l Seniority engaged
l Length of time engaged
l Feedback/evaluation activities of specific activities (networking events, resources 


or leadership training provided) 
l Activities designed to capture policy and practice changes in the organisations of 


network members (to capture as case study learning and evaluation)


1.5    Process
The key part of growing any community of practice is to involve its members in the 
development to build momentum. The potential process could involve:


l Invite initial leaders to co-creation process at three levels:
l Attend workshop to further develop ideas
l Complete survey / send in feedback in advance (if can’t attend)
l Register interest


l Scope drawn up as case for funding support
l Begin project


 2. Central provision* and embedding activities


2.1    Objectives
l To provide an example of good training practice for local efforts
l To provide high quality health coaching training to interested health professionals 


from across the area (particularly where these activities are not provided by local 
commissioners)


l To sustain this skills development through provision of embedding activities
l To develop future leaders and champions (and link into leadership activities)


2.2    Activities
The following activities are aimed at those who are interested in attending the core 
health coaching programme, and those who have already attended to continue to 
develop their skills.


l Delivery of core programme – two day programme as the minimum for effective 
immersion, run periodically over the year


l Central provision of embedding activities such as:
l Annual programme of refreshers and masterclasses  
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(perhaps 2-3 per year initially)
l Action learning sets – monthly evening sessions to include discussion and 


practice
l Webinars – evening sessions, perhaps quarterly initially to test interest
l Email / text out – regular communications with new resources, questions to 


keep the approach ‘live’
l Effective co-ordination of marketing of these activities


l Other possibilities:
l Supervisor training (linking to leadership academy trainings of supervisors)
l Train the trainer – to build up local capability able to deliver central and local 


training (developing assets – see pilot projects)
l Developing a post-graduate course in health coaching (also mentioned above)


N.B. All of these Activities should be informed by the Quality Framework


2.3    Central v. Local
It will be critical that central activities add value to, and don’t duplicate, locally funded 
activities.


Complementarity
l Central embedding activities can be marketed to any participant of local activities, 


enabling them to sustain and develop their abilities
l In turn, these individuals can then be invited into leader and champion activities and 


networks (moving into the centre of the concentric circles above)
l Those who engage with ‘central’ activities (like embedding activities) can themselves 


deliver local interventions, such as tasters, to generate further interest
l The use of the Quality Framework at both local and central levels can continue to 


improve good practice


Avoiding duplication
l Central provision would involve voluntary and open programmes, open to audiences 


from any setting and area
l Local provision would potentially prioritise the following needs, avoiding the 


duplication of central provision:
l For team based interventions, if it were best to deliver the training, or 


ongoing development, in situ
l For shorter programmes
l For innovative approaches (e.g. Asset based work, potentially supported by 


resources developed in a pilot project – see below)
l For interventions targeting specific conditions / patient groups, linked to 


particular evaluation objectives


*Complexity of 
activities – on 
the left are more 
straightforward 
activities like 
tasters and shorter 
programme: 
on the right are 
activities where 
there is  a ‘deeper’ 
engagement in 
health coaching and 
its ongoing practice 
(e.g. embedding 
activities, train 
the trainer, a 
post-graduate 
qualification)
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2.4    Evaluation
Evaluation would link to the Quality Framework and provide an opportunity to test/
demonstrate best practice from this.


2.5    Process
l Build specification
l Tender out
l Start with comparatively low levels of activity and scale up as required
l Constantly engage audience to improve design (link to leadership activities)


3. Prioritisation


The activities above have been identified as ‘ideal’ to help sustain and embed this 
approach in any area. However, it is important to consider the potential situation of 
limited funds. What might be prioritised?


The following two criteria seem to be important:
l Cost effectiveness
l Activities able to develop and support leaders / champions


Based on this, the following activities stand out for investment in the case of  
limited funds:


l Embedding and networking activities – to support practitioners to continue to 
develop their skills alongside colleagues equally passionate about the approach, 
sharing ideas of how to support the approach in their area. This could be face to 
face and/or virtual


l Support for local assets – mapping capability where it already exists (local trained 
coaches, those trained in health coaching, clinical psychologists, etc.) and providing 
resources for these audiences to train audiences locally at lower cost (see Pilot 
projects below)


l Co-ordination – some co-ordination function to join up these activities and link them 
to existing resources from around the country


4. Pilot projects


4.1    Objectives
Given the likely future restrictions in available funds for training and development, the 
following ideas have been identified as those which could significantly increase impact 
at comparably smaller eventual cost to the system. The objective would be to learn from 
related activity elsewhere, design a pilot and deliver and disseminate findings with the aim 
of scaling across the area and potentially beyond.


4.2    Potential activities
The following are ideas that have come from the research so far: 


l Developing and testing new evaluation and monitoring models
l Asset based support


4.2.1    Evaluation and monitoring models
Although our research so far indicated a number of different approaches to ‘evaluating’ 
health coaching activities (mainly gathering feedback from participants in training 
activities), the opportunity for integrating methods of monitoring the resulting quality 
of health coaching conversation has significant potential. This would require the 
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development of simple models that involve patient / practitioner feedback, which can also 
be used to raise expectations (of patient and practitioner) and generate comparable data 
for learning and accountability.


So far, based on conversations with national partners, there seem to be two potential 
models for this:


l A Patient Centred Measure
This would involve asking patients their perception of the ‘quality’ of the 
conversation immediately afterwards. Validated tools exist and simple amendments 
could be made to make it an easier experience, and one that adds value to 
practitioners too, by acting to manage patient expectations. It would also help 
evaluate the impact of trainings.


l Staff satisfaction
Another tool being used in some areas is staff satisfaction as a proxy for 
conversation quality. The existing Health Foundation tools could be adapted for this 
context and trialled, as part of a wider intervention, to see the impact.


4.2.2    Asset based support
The current model for health coaching involves multi day immersion training. However, 
there may be less and less money available for such training in future years. In addition, 
assets exist in local health settings – practitioners (such as clinical psychologists, clinical 
psychology lecturers and trained health coaches) with high levels of conversational skills. 
These individuals could be leading and supporting development activities in situ, requiring 
less funding and less time from stretched professionals. An eventual process might 
involve:


l Initially mapping potential local assets to understand 
interest and eventual methods for training and supporting others 


l Develop resources to meet these needs
l Pilot and evaluate (impact, interest and cost)


4.2.3    Process
l Identify suitable topic for pilot action
l Develop specification/costing for this
l Obtain funding
l Engage local site
l Develop evaluation strategy (linked to the Quality Framework)
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Health Coaching –  
Quality Framework 
Summary


This summary provides an overview 
of good practice in the design, 
delivery, evaluation and sustainability 
of health coaching programmes. For 
a fuller framework, including linked 
examples, please click here*.



https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-developing-our-workforce/multi-professional-workforce/health-coaching





This Quality Framework seeks to inform the commissioning of high quality 
health coaching programmes aimed at developing the conversational skills of 
health professionals, to support patient activation and self-management. It is a 
summary of a larger framework which includes: an overview of the policy context 
and evidence base, further good practice components, examples of each of the 
strategies identified below, and the background to this framework.


The framework is divided into the four 
following sections:


1. Programme Design
This concerns the background work on which a programme 
is based, including the curriculum design, the identification 
of appropriate participants and the fit with other self-
management programmes and pathways. 


2. Programme Delivery
This concerns the practical aspects of delivery: the timing, 
length and accessibility of sessions. 


3. Monitoring and Evaluation
This concerns the effectiveness of the programme.  
Has it achieved its aims?


4. Sustainability
This concerns the ongoing usefulness of the skills within the 
workforce, and their embedding into the ‘culture’ of healthcare 
in a given area.


To see the complete 
Quality Framework  
please click here*
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https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-developing-our-workforce/multi-professional-workforce/health-coaching 





1. Programme Design
The programme: Associated strategies and approaches


Draws on available 
evidence and patient 
experience


Is integrated into the 
needs of local systems and 
care pathways


Targets the right people


Allows sufficient time for 
practice and reflection


Provides follow up sessions 
for ongoing practice


Providers have either a strong track record with available evidence of 
successful past delivery available, and draw on previous research and case 
studies of what works


Clear objectives are set, with regards to the intended outcomes for 
patients, practitioners and the system, and these are linked to learning 
objectives and evaluation


Audiences are prioritised based on time and continuity working with 
patients with long term conditions (LTCs), willingness to get involved, and 
time and space to practice and embed the skills to maximise value for 
money


A minimum of one and normally two days training is provided initially as 
part of the core offer, which is integrated with ongoing activities


Appropriate reflection and ongoing training activities are provided, based 
on the local setting and participant needs, and participants engage with 
them on an ongoing basis


3


To see further 
strategies and 
approaches, along 
with examples with 
references and 
web-links, please 
click here*



https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-developing-our-workforce/multi-professional-workforce/health-coaching 





2. Programme Delivery
The training: Associated strategies and approaches


Is well-planned, with 
consideration given to 
availability of audience


Long-lead times (minimum of six weeks) are provided to maximise 
communications and enable participants to organise cover where 
necessary


Provides demonstrations 
and enables opportunities 
for each participant to 
discuss and reflect


Experiential learning is the foundation of all training, to be able to 
challenge existing conceptions, and raise awareness of how important and 
difficult it can be to place the person at the centre of the conversation


Is delivered by experts – 
high quality trainers with 
appropriate qualifications 
and experience


High quality trainers are recruited and consideration should also be given 
about the presence of health and social care professionals as trainers


Covers common principles 
and a core set of 
competencies developed


Irrespective of methodologies, a core set of principles are covered 
and competencies addressed, potentially linking to wider competency 
frameworks (see Framework for examples)


Is immersive and safe, 
providing an opportunity 
to challenge existing 
practice


Trainers create safety with ground rules, encourage active participation 
from the start and provide sufficient time for participants to ‘open-up’ 
about their own practice and challenges
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To see further 
strategies and 
approaches, along 
with examples with 
references and 
web-links, please 
click here*



https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-developing-our-workforce/multi-professional-workforce/health-coaching 





5


3. Monitoring and Evaluation
The programme: Associated strategies and approaches


Is systematically assessed 
using clear criteria by peers 
or independent reviewers


Assessment is made of the training delivery to ensure that the recruitment 
of participants and content is aligned with original design. Feedback is 
sought from participants on the quality of the training material and course 
delivery


Seeks feedback from 
participants to establish 
immediate and 
intermediate outcomes


Qualitative feedback is sought on the training delivered (wherever possible 
this data is comparative). Feedback is sought at baseline, end point and at 
a follow up stage to check is has been embedded


Is evaluated using proxy 
measures to assess that 
the training is being 
implemented effectively


Use supervision and shadowing to give participants opportunities to 
reflect upon and assess the quality of their resulting conversations with 
patients, and monitor the quality of shared-decision making outputs, such 
as care-plans


Draws on measures 
that are in use across 
the healthcare system 
to establish long term 
outcomes


Relevant clinical measures are identified, collected and analysed for service 
improvement. Systematic patient feedback is collected using a validated 
tool. Staff measures are collected to assess how embedded training 
approaches have become and to note any changes in staff wellbeing


To see further 
strategies and 
approaches, along 
with examples with 
references and 
web-links, please 
click here*



https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-developing-our-workforce/multi-professional-workforce/health-coaching 
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4. Sustainability
The programme: Associated strategies and approaches


Develops local capacity, 
including champions and 
trainers


Develop ‘champions’ (advocates for the approach) and support them to 
raise its profile in the local area. Build the skills in existing professionals, 
and support them to run ongoing training and reflection activities to 
embed the skills among colleagues


Supports leaders and 
connects them into 
relevant networks


Provides leadership development activities to upskill leaders, connecting 
them with others locally to share experience and good practice, and also 
into the numerous networks that exist across the country are pursuing this 
approach 


Use existing systems to 
maximise complementarity


Consideration is given to existing system frameworks such as care planning, 
and to how synergies can be created to maximise mutual benefits


Explores longer term 
funding


To provide training programmes with time to be embedded into practice 
so as to yield demonstrable impacts


To see further 
strategies and 
approaches, along 
with examples with 
references and 
web-links, please 
click here*


* https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-
developing-our-workforce/multi-professional-workforce/health-coaching



https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-developing-our-workforce/multi-professional-workforce/health-coaching 
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		Organisation		Project Title		Description

		Barts Health		Increasing health coaching capacity in Barts Health staff		Embedding and sustaining the health coaching framework across Barts Health. 250 NQ healthcare professionals will undertake a health coaching workshop as part of their preceptorship programme.  A local strategy will be developed to embed health coaching conversations into core programme delivery.

		BEH		Coaching for Health		Enhance BEH's current health coaching programme, whilst strengthening its alignment to HEE's framework. 150 staff will be trained, including nurses, psychologists, psychiatrists, AHPs and Pharmacists, who will learn together in an MDT group. The programme will be evaluated by an academic partner.

		BHRUT		Proposal for development of senior doctors' clinical communication skills within BHRUT - attaining high capability and shared decision making with patients		BHRUT has >300 consultants and c.160 senior doctors working in non-consultant grade posts. Some of these doctors have received communications skills training but the majority have not. BHRUT will use this funding to undertake an assessment of clinical communication  (detailed plan was included) and a cohort needing additional training and support will be identified. They will initially pilot this approach on 15 doctors and this will be supported by QMUL's Clinical and Communication Skills Unit. Each identified doctor will receive a communications PDP, have a communications mentor attached to them, education and training, and a review of progress after 6 months.

		CandI		Peer Coaching (Recovery Planning Plus)		The CandI programme will promote service user empowerment by directly involving  'Peer Coaches' (people with a lived experience of mental health issues are  well and are employed to provide support) to assist GP's and other Primary Care staff in developing person-centred value led care plans with their clients. This forms part of the Peer Working Strategy. 16 peer coaches will be trained in health coaching skills and value based care planning. These coaches will work with 6 Islington GP Practices and Camden Reablement services. The programme will be co-produced between service users, mental health workers, GPs and Reablement service workers. This programme will lead to 40 clients utilising peer health coaches as part of care plan design.

		ELFT		Embedding innovative recovery focused practice within routine clinical care as part of a revised Care Programme Approach		ELFT have implemented a tool called DIALOG+ which supports the therapeutic embedment of a recovery approach into routine delivery of care. DIALOG+ is now encoded within ELFT's RiO system and HEE funding is not to be used for this. In order to use the system effectively, all clinicians engaged in CPA require additional training to acquire clinical skills. This programme has strong support from the ELFT people participation group. Clinicians will need to be taught how to emphasise self-management and organisation communications with service users that fosters empowerment. The skills to be taught include motivational interviewing and solution focused consultations. In total, 681 staff will be trained.

		GOSH		Health Coaching		The GOSH programme will relate to the transition of young people and their families to adult services. The 2016 NICE guidelines for transition from children's to adults' services has a strong focus on ''ensuring that everyone working with young people in transition up to the age of 25 understands: person-centred care, young people's communication needs, young people's development etc.  GOSH will form a working group under the guidance of HEE's framework to develop the full scope, the needs of young people transitioning, and the programme design. This will factor in the work being undertaken by the Head of Service for CAMHS on the linkages between physical and mental health needs. GOSH will revert to us on numbers trained in due course, but are choosing to focus on qualitative measures (designed through the working group) around service user and family experience. 

		Homerton		Health Coaching for Hackney		A 2015/16 pilot of shared decision making within Respiratory, Orthopaedics and End of Life Care Services led to the formation of a Person Centred Care Collaborative being launched in 2016. This programme offers 36 clinicians from a range of backgrounds including primary care the chance to develop advanced communication skills and share learning from implementing these skills in practice. This programme was funded by the CCG. HEE funding would be used to open up an additional element to the Person Centred Care collaborative on Health Coaching.  The focus of this programme would be to upskill teams to promote self-care with patients. The funding will open up space  for 80 individuals including HUH and Primary Care staff to undertake a 2 day health coaching course and 20 will attend rehabilitation focused training. 100 staff will then attend a short masterclass.

		Moorfields		Clarity in our understanding of patients' needs		Moorfields has about 1500 patient facing staff across all sites who will be the first group to go through a blended approach to health coaching. Moorfields will be commissioning 3D (who were commissioned by London Leadership Academy) to develop masterclasses to cover the various steps of patient interaction, following a review of service user needs. Moorfields are aiming to truly embed this change across the whole organisation, as training small numbers will be ineffective due to high levels of turnover. Moorfields will be producing materials which they would be happy to share openly through their online Learning Management System.

		NELFT		Health Coaching in NELFT		NELFT have concluded a pilot of health coaching which commenced in 2014, and the Trust now wants to implement HEE's framework as part of its second phase. The plan outlines a structured outline of where they want to get to, which specifies how they will determine where the greatest needs is -including, community MH teams, certain community specialist teams and specific wards. They have already trained 200 staff and will use HEE funding to train a further 160 and to also create 40 Health Coaching champions who will ensure sustainability across teams.

		NMUH		Health Coaching - Train the Trainer		NMUH's proposal is quite light, and as such will be regularly checked in on. The Trust are seeking to commission Foundation level training in health Coaching (2 day off the shelf package), as well as facilitation skills development. The Trust seeks to develop its own cohort of trainers and identified staff will co-deliver sessions with a lead trainer to ensure their confidence is enhanced. The programme is aimed at all clinical staff groups who will also be invited to join a community of practice and undertake refresher training.

		Royal Free		Person Centred Care - Health Coaching: Supporting Prevention and Service Transformation		RFL will utilise the funding towards creating a culture for Making Every Contact Count, through making MECC training available to all staff and face-to-face training being made available to key frontline staff. The plan details how many of the components of the quality framework will be ensured; e.g.
• Experiential learning with a practical element (training will include role playing and observation, with some delivery based within our Simulation Centre and with scenarios informed and shaped by our patients)
• Integrated with  Trust values (training will be rooted in RFL values- visibly reassuring, clearly communicating, actively respectful, positively welcoming).
• Multidisciplinary where possible
• Targeting the right people (they will prioritise staff within services caring for patients with long-term conditions and within rehabilitation services)
• Split over two-sessions to allow practice, reflection and peer review
•They will develop an expert faculty of health coaching trainers through a ‘train the trainer’ approach, with a range of backgrounds to bring a genuinely multi-disciplinary perspective, including medical and non-medical clinicians, OD consultants and clinical psychologists. They will develop a network of champions in targeted areas, to encourage long-term embedding of health coaching skills. They will integrated  health coaching into key education and training programmes, such that it becomes embedded as part of ‘business as usual’.


		Whittington		Embedding and spreading self-management support		Support for self-managament is a key part of Whittington Health's Clinical Strategy 2015-2010 and the Trust has already formed a Self Management Support and Behaviour Change team which provides programmes to support: a) patients to become active self-managers; and b) clinicians to develop their clinical communication skills for supporting self-management and behaviour change. WH launched their 'HENCEL award winning' Advanced Development Programme in 2009, which aligns the with the House of Care model. Patient Activation levels, and patient journeys towards optimal self-managament are covered within this programme. Thus far, 500 clinicians from across the health economy (including GPs) have been trained and masterclasses, 6-weekly reflective sessions with certain teams have been implemented. WH will use HEE funding to develop a range of educational resources for healthcare professionals and patients which explains self-management and local programmes available; development of e-learning modules for professionals, and develop a network of champions(20-30)  to promote and embed person-centred self-management support approaches within services.

		Tavistock and Portman		Health Coaching		The Tavistock and Portman will commission a bespoke Health Coaching programme to train the workforce in the following services:
1)Primary Care Psychotherapy Consultation Service
2)The wider Primary Care Services
3)Chronic Pain Management
4)Adult Services
In total, approximately 160 people will be trained.

		UCLH		Health Coaching – 
Promoting enhanced self-management for people affected by cancer; staff training project
		UCLH will utilise a train the trainer approach through first training a cohort of Macmillan support specialists, who will then take the lead on training the wider cancer workforce.

		RNOH		Developing health coaching capacity within the Spinal Cord Injury Outreach and Reintegration Teams		Development and enhancement of the spinal cord outreach service and the spinal cord reintegration team. These are existing services already which stemmed from a 2010 CQUIN and referrals continue to grow. RNOH will utilise this funding to enhance the number of coaching conversations taking place with patients through using these teams to educate the wider workforce.
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Health Coaching – 
Quality Framework


This Quality Framework seeks to inform the commissioning of high quality 
health coaching programmes aimed at developing the conversational skills  
of health professionals, to support patient activation and self-management.







Why Health Coaching?
Good communication is the bedrock 
to building trusted relationships and is 
therefore vital to realise person centred 
care. With the inexorable rise of people 
living with long term conditions and a shift 
towards proactive and preventive health 
systems, supporting patients to self-care is 
a priority for the National Health Service. 
For example, the Five Year Forward View 
emphasises the importance of doing more 
to ‘support people to manage their own 
health – staying healthy, making informed 
choices of treatment, managing conditions 
and avoiding complications’ [2]. Providing 
training and support for staff in the use 
of coaching skills is one way in which 
this can be achieved and health coaching 
has been identified as one of the five key 
interventions by NHS England in their 2016 
substantial self-care programme. Health 
coaching can equip staff with additional 
conversational skills, techniques and 
the mind-set to support and empower 
patients toward their own goals and 
aspirations [3]. However, communication 
training and education for the workforce 
in such approaches is variable, limited 
and even lacking for many staff groups. 
There is an emerging evidence base which 


indicates the benefits of health coaching 
and related interventions, in bringing 
about greater patient satisfaction and 
adherence, improved health behaviours 
and outcomes, as well as potentially 
improving care cost efficiencies [4]. 
Individual studies show improved health 
outcomes when incorporating health 
coaching in the care of patients with a 
number of the most prevalent long term 
conditions (diabetes [5]; cardiovascular 
disease [6]; and pain management such 
as in cancer or rheumatoid arthritis [7]); 
in changing certain behaviours, including 
weight management, diet, nutrition and 
smoking cessation [8]; as well as having 
benefits for staff in terms of improved 
morale, particularly with primary care 
workforce vulnerable to ‘burn out’ [9]. 
More information on this evidence is 
provided throughout this framework (in 
the ‘Examples’ column) and in a short 
section at the end of the document.


A Health Coaching Quality 
Framework
Given the relevance and growing evidence 
base, what makes an effective health 
coaching programme? This framework is 


a synthesis of research into the findings 
from a number of health coaching 
programmes around the country. It aims 
to be of particular use to commissioners 
interested in commissioning health 
coaching and wanting to familiarise 
themselves with best practice in this 
area. It covers the training of healthcare 
professionals to use conversational skills 
in their day to day work with patients, 
and can be seen as complementary 
with numerous other self-management 
support programmes like care planning 
and personalised care budgets. It is not 
informed by, and therefore does not 
cover, programmes involving the informal 
workforce and the use of health coaching 
as a referral pathway, but there’s likely 
to be significant overlap which further 
research could identify.


Health Coaching has been defined as a patient-centred process that is based upon behaviour change 
theory and is delivered by health professionals with diverse backgrounds [1]. There is increasing 
interest in training health professionals in the conversational and behaviour change skills to support 
health coaching conversations.


For more details on 
the background to this 
Framework, please see the 
bottom of this document


N.B. Click on 
underlined 
references (e.g. [38]) 
to be taken to the 
associated paper or 
website.



www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf

https://eoeleadership.hee.nhs.uk/sites/default/files/Does%20health%20coaching%20work%20-%20summary.pdf

www.cpa.org.uk/.../reviews/CPA-Rapid-Review-Health-Coaching.pdf





1. Programme Design
This concerns the background work on which a programme 
is based, including the curriculum design, the identification of 
appropriate participants and the fit with other self-management 
programmes and pathways. 


2. Programme Delivery
This concerns the practical aspects of delivery: the timing, 
length and accessibility of sessions. 


3. Monitoring and Evaluation
This concerns the effectiveness of the programme.  
Has it achieved its aims?


4. Sustainability
This concerns the ongoing usefulness of the skills within the 
workforce, and their embedding into the ‘culture’ of healthcare 
in a given area.


The framework is divided into the four following sections:


To view a summary of this 
framework, and a Delivery 
Template which examines 
how health coaching can 
be supported across an 
area, please [click here]



https://hee.nhs.uk/hee-your-area/north-central-east-london/our-work/attracting-developing-our-workforce/multi-professional-workforce/health-coaching





1. Programme Design
Standard
The training is:


Strategies and Approaches Examples


Evidence-based


l Programmes
draw on available  
evidence


l Programmes
draw on patient 
experience to 
inform design


Integrated


l Training is
integrated into 
the needs of local 
systems and care 
pathways [16]


Design and content draws on previous 
research and case studies of what works


Providers have either a strong track record 
with available evidence of successful past 
delivery available to a reasonable standard 
(see example) and/or are drawing on an 
existing and empirically tested approach


Patients are involved in the development 
of training, their experiences and views are 
directly integrated where relevant


Clear objectives are set, with regards 
to the intended outcomes for patients, 
practitioners and the system, and these are 
linked to learning objectives and evaluation


Connections are made between local 
strategic objectives and likely outcomes from 
training programmes to maximise leadership 
buy in


Local pathways are mapped to identify 


Systematic data collection: A number of organisations have systematically 
collected pre and post questionnaire data for all coaching for health courses 
offered. This data is qualitative and consistent and tracks impact data over time


Chance UK are participating in a Randomised Control Trial to assess the 
effectiveness of their mentoring programmes [10]


MECC (Making Every Contact Count) have drawn on behaviour change research to 
design their interventions [11]


Health Education East of England co-created training with The Performance Coach 
on the basis of a review of international evidence related to health coaching [12]


Barts and the London School of Medicine and Dentistry have created a Patient 
Forum where patient citizens attend medical students training  
to share perspectives on how care should be delivered [13]. This idea could be 
extended to health coaching


The Evidence Centre’s rapid review of the empirical evidence for health coaching 
found that training that includes a practical element (observation, role play) are 
associated with positive outcomes [14]. The studies reviewed included the use of 
audiotaped sessions with patients [15]


Identify objectives: The AQuA team in the North West of England support 
teams embarking on shared-decision making activities [17], to identify the 
changes they’re seeking to make, the associated levers, necessary learning 
objectives and appropriate indicators to measure


Aligning strategic objectives: The East of England Health Coaching programme 
[18] engaged leaders from all organisations across the region through identified 
co-ordinators, workshops and conferences to determine how the health coaching 
training could align with and add value to existing strategic objectives to maximise 
leadership buy-in and resulting attendance and local capacity building



http://www.nesta.org.uk/publications/nesta-standards-evidence

http://www.chanceuk.com/refer-a-child/randomised-control-trial

www.gov.uk/government/publications/making-every-contact-count-mecc-practical-resources

www.theperformancecoach.com/uk/services-and-courses/coaching-for-health/health-coaching

www.bhf.org.uk/heart-matters-magazine/wellbeing/patient-involvement

https://eoeleadership.hee.nhs.uk/sites/default/files/Does%20health%20coaching%20work%20-%20summary.pdf

www.aquanw.nhs.uk/SDM

https://eoeleadership.hee.nhs.uk/Health_Coaching_Training_Programmes





Integrated 


(continued)


those audiences who would benefit most 
from the training


Introduction of organisation or service 
changes are used as opportunities to train 
new colleagues together


Supported patient self-management saves 
resources when training is targeted at 
appropriate staff members


The REFOCUS programme was a 5 year research study which aimed to find  
ways to increase the recovery support offered to service-users by community 
adult mental health services. As part of this, staff were trained in coaching  
skills to support staff behaviour change with respect to understanding values  
and treatment preferences of service users, assessing strengths and supporting 
goal striving. This was evaluated in an RCT in South London and Maudsley NHS 
Trust and 2gether Partnership NHS Foundation Trust, and the wider use  
of coaching was recommended in addition to a team based approach to support 
recovery [19]


Multi-disciplinary: Ealing CCG are building in Coaching for Health training for 
all members of their new Joint Care Teams, with ongoing Action Learning Sets to 
aid reflection [20]


Integrated care sites: The integrated care agenda often requires holistic care 
plans and person-centred conversations. Hence a number of new Pioneer and 
Vanguard Sites [21] (for example in Tower Hamlets and Islington) are examining 
these workforce development activities for new teams


New care pathways: Some 3000 practitioners in 26 communities have begun 
to introduce the House of Care Model via the Year of Care Programme [22] 
which achieves patient personalised care planning via actions such as goal setting 
and action planning. Clinicians modify consultation times to fit patient need (20-
40 minutes), in cases of cardiovascular, chronic pulmonary obstructive, and older 
patients with complex conditions. Health care teams are incentivised to make the 
system changes through local payment systems


Existing care pathways: At Barnet, Enfield and Haringey Mental Health Trust, 
coaching is being taught as a tool to staff working on the ‘Patient Enablement 
Programme’ (in line with the Care Act and the national policy context)


Cost saving: Hampshire Hospitals NHS Foundation Trust UK designed a training 
intervention to achieve ‘coaching conversations’ between patients and staff (the 
Wessex Coaching Initiative) [23], and found more elderly patients returned home 
with the same level of care as on admission (compared to the expected decline), 
and fewer required residential care placements on discharge


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)



www.researchintorecovery.com

www.coachingforhealth.org

www.yearofcare.co.uk

http://blogs.bodleian.ox.ac.uk/tvw-knowledge-hub/wp-content/uploads/sites/167/2016/03/The-University-of-Winchester-Wessex-Coaching-Evaluation-Report-March-2016-FINAL.pdf





Integrated 


(continued)


Targeting the 
right people


l Training meets
the needs of a 
defined group


l Thought is given
to the effective 
engagement of 
that group


Audiences are prioritised based on:


l Time and continuity working with
patients with long term conditions (LTCs)


l Willingness to get involved 


l Time and space to practice and embed
the skills to maximise value for money


Leaders are engaged (and ideally experience 
the training) to maximise the engagement 
of others and help institutionalise / integrate 
the approach


Training content is matched to the reality 
of health contexts for both patient and 
clinician - this might include factors such as 
patient expectations, cultural considerations 
and clinician time constraints (e.g. using 
coaching approaches when supporting 
disempowered groups, when working cross-
culturally, or where language or other social 
factors may be at issue)


Totally Health provides a number of CCGs, GPs, Trusts and other providers with 
tele-coaching services delivered by trained nurses to support patients’ long term 
conditions management. They provide evidence of client ROI (e.g. cost-savings) 
and positive patient outcomes (e.g. reduced hospital admissions), and cite 
empirical studies of cost reductions resulting from other similar telephone-based 
chronic disease management programmes [24]


Voluntary: Many larger programmes, such as those run originally by the London 
Deanery and consequently by HEE NCEL [25], and the East of England training 
[26], have been made available to health professionals across all settings on a 
voluntary basis because of the importance of willingness amongst participants


Teams: The Wessex coaching initiative used training by The Performance Coach 
as developed in the East of England, to train all staff on a rehabilitation ward 
(“recovery coaching”)


Consultation length: Year of Care [27] implementation in Tower Hamlets 
invested in longer consultations to support person-centred conversations, 
resulting in higher satisfaction levels on the part of practitioners (as well as better 
health outcomes for patients)


Flexibility: Health coaching courses run in areas of London have made coaching 
models flexible for use in limited time (e.g. from a few questions over 30 
seconds, to 10-15 minute conversations) and also across multiple conversations 
to support a deepening of patient engagement. The Bridges Shine project funded 
by the Health Foundation adapted training to the reality of working in an acute 
environment with patients with traumatic brain injury (TBI) [28]


Criteria: Yorkshire and the Humber Leadership Academy [29] use the following 
criteria to select participants: congruent values, existing use of skills/approaches, 
capacity, line manager support


Influence: The London Deanery coaching programme targeted GP trainers, 
senior staff or practice nurses, Trust education leads and senior professionals (e.g. 
medical consultants or therapists) who have a regular teaching component in 
their job plan and interest in education to maximise buy in [30]


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)



www.totallyhealth.com/benefits-of-clinical-health-coaching-services-recognised-as-six-nhs-ccgs-sign-new-contracts-with-totally-health

www.hee.nhs.uk/hee-your-area/north-central-east-london

https://eoeleadership.hee.nhs.uk/Health_Coaching_Training_Programmes

http://www.yearofcare.co.uk

www.networks.nhs.uk/nhs-networks/sha-shared-decision-making-and-information-giving/documents/Impact%20of%20health%20coaching%20-%20London%20Deanery.pdf

www.hee.nhs.uk/hee-your-area/yorkshire-humber/our-work/attracting-developing-our-workforce/yorkshire-humber-leadership-academy

www.mentoring.londondeanery.ac.uk





Targeting the 
right people


(continued)


Well structured


l Sufficient time
for an immersive 
experience


l Provides
participants 
opportunities 
to practice the 
techniques


Ongoing


l Opportunities to
revisit skills are 
available


l Follow up 
sessions are 
offered


A minimum of one and normally two 
days training is provided initially as part 
of the core offer (defined as immersive – 
away from ‘day to day activities’) which is 
integrated with ongoing activities


The sessions are divided up to provide 
participants the opportunity to practice in 
between with reminders as appropriate


The activity does not stop after the 
training. Evidence and experience suggest 
that follow up is necessary for behaviour 
change interventions in order to embed 
change. Appropriate reflection and ongoing 
training activities are provided, based on 
the local setting and participant needs, 
and participants engage with them on an 
ongoing basis 


Engaging leaders: Islington CCG sought leadership buy in for its Year of Care 
training by engaging leading GP practitioners as trainers and champions [31]. 
Bridges Self Management have found it important that leaders are not only 
engaged, but need to attend the training itself to be suitably engaged [32]


Trainees: Imperial College piloted a health coaching training and an ongoing 
reflection programme for trainee doctors and nurses, using longer ‘home visit’ 
consultations 


Qualifications: Where possible and useful, training contributes to qualifications 
and continuing professional development (CPD)


International evidence of health coaching is that two days training is a minimum 
requirement to achieve a mind-set shift and necessary competencies


A number of studies now indicate that short workshops may not enable 
healthcare professionals to achieve proficiency in health coaching and other 
behaviour change skills [33]


Time: The Performance Coach [34], Osca [35] and other health coaching 
programmes are all two days in length, separated by one to two weeks to enable 
sufficient practice in between


Reflection: Bridges Self Management [36] encourage participants to complete a 
case reflection, and to develop an individual and team action/sustainability plan 
based on their learning


Examples of ongoing reflection and practice activities: The Performance Coach 
[37], Osca [38] and other training providers run a range of ongoing activities, 
including online webinars, action learning sets, refresher courses, the opportunity 
for buddying up of trainees and online support. Detailed course handbooks or 
other relevant reading materials are provided for course participants to support 
ongoing learning and reflection (see for example [39])


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)



www.yearofcare.co.uk

www.bridgesselfmanagement.org.uk/project/early-integration-of-bridges-self-management-support-into-usual-care-following-traumatic-brain-injury-a-feasibility-study

https://eoeleadership.hee.nhs.uk/sites/default/files/Does%20health%20coaching%20work%20-%20a%20review%20of%20empirical%20evidence_0.pdf

www.theperformancecoach.com/uk/services-and-courses/coaching-for-health/health-coaching

www.coachingforhealth.org

www.bridgesselfmanagement.org.uk

http://www.theperformancecoach.com/uk/services-and-courses/coaching-for-health/health-coaching

http://www.coachingforhealth.org

http://www.amazon.co.uk/Coaching-Health-Why-Works-How/dp/0335262309





Ongoing


(continued)


These activities are supported by qualified 
experts (including local assets) and are 
ideally linked to monitoring activities


Maximising 
attendance


l By an effective
use of a range 
of recruitment 
avenues 


l By engaging
leaders and 
managers to 
engage others


l By targeting
approaches to 
appropriate 
patient groups 
who are likely 
to benefit from 
coaching


Target audiences are consulted to identify 
the most appropriate messaging and 
recruitment avenue prior to recruitment


Leaders and managers are engaged early on 
to maximise the outreach to colleagues


Examples of effective recruitment techniques include: keeping email messaging 
short and to the point; identifying those key individuals responsible for decisions 
concerning workforce availability and seeking to understand and meet their 
needs; engaging leaders (as mentioned elsewhere); establishing strong networks 
and using representatives of different sectors to publicise the opportunity to their 
colleagues; using existing events to publicise and provide tasters where possible; 
using word of mouth as the most effective technique of all. Multi-year health 
coaching programmes in London have used past participants to market the 
activity to colleagues to build up teams using similar approaches for consistency 
and mutual-support


Tasters: North East London Foundation Trust uses tasters effectively to engage 
participants for longer trainings


Accreditation: The London Deanery, and other programmes, have sought 
accreditation from relevant health bodies to increase the appeal of their training 
courses


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)







2. Programme Delivery
Standard
The training is:


Strategies and Approaches Examples


Well-planned


l Consideration 
is given to time 
and availability of 
audience


l Communication 
is transparent, 
timely and 
accurate


l Reminders are
issued and 
followed up as 
necessary


Busy times of year are avoided for certain 
audiences


Long-lead times (minimum of six weeks) are 
provided to maximise communications and 
enable participants to organise cover where 
necessary


Reminders are provided to maximise ease for 
busy professionals


Timing: Certain courses avoided the winter period because of the challenge 
of vaccinations, school holidays should also be avoided, and whilst Quality and 
Outcomes Frameworks (QOF) periods may be a challenging time for GPs to give 
time to training, QOF periods may also represent an opportunity to take up 
training, as the end of the financial year can be a time when budgets need to  
be spent


Half-days: Co-Creating Health ADP (Advanced Development Programme) [40], for 
example at the Whittington Hospital [41], run their courses over a series of half-days 
to make this easier for clinicians to attend


Practical


l It provides
practical 
demonstrations of 
skills 


l It enables
opportunities for 
each participant to 
discuss and reflect


l It draws on skills
and knowledge 
already developed 
by participants


Experiential learning is the foundation of 
all training, to be able to challenge existing 
conceptions, and raise awareness of how 
important and difficult it can be to place the 
person at the centre of the conversation. 
This only really happens through ‘seeing and 
doing it’


Face to face training should be restricted to 
a maximum of approximately 20 participants 
per course to ensure there’s an opportunity 
for meaningful discussion, supervision and 
questions


Practice inspired: Many courses provide numerous opportunities for practice 
and observation in any half day or single day course. This includes observing 
demonstrations from trainers, and each other, as well as coaching and being 
coached by them


Up to date: Materials used in course design and distributed during courses and 
follow up are kept up to date with relevant developments in the field


Embedded: Work shadowing and opportunity for feedback on language and 
interactions used with patients can be integrated in order to give further first 
hand experiential learning



http://www.health.org.uk/programmes/co-creating-health

http://www.whittington.nhs.uk/default.asp?c=7498





Practical


(continued)


l Well-designed,
practical and 
useful materials 
are provided in 
support of training


Delivered by 
experts


l High quality
trainers are used 
from health and 
wider backgrounds 
who have both 
appropriate 
qualifications and 
experience 


Consistent


l Common
principles are 
covered and 
a core set of 
competencies 
developed


High quality trainers are recruited


Consideration should also be given to 
the presence of health and social care 
professionals as trainers. A partnership 
between a health professional and an 
experienced coach can offer different and 
important contributions


Across methodologies core principles are 
covered [42]


Patient involvement: The Health Foundation Practitioner Development 
Programme suggests the involvement of actors, lay tutors or patient volunteers 
(suitably trained and supported) to simulate patients in role play activities


Health professionals: Health coaching programmes require the participation of 
high quality trainers that are also practicing health professionals, with a number 
(e.g. the London Deanery) prioritising health professionals with credibility amongst, 
and of the same discipline as, the participants 


Local assets: UCL have developed a programme where they identified clinical 
psychologists who are already skilled in the desired conversational skills, and are 
also embedded in the target team, to deliver training and provide ongoing support


Accreditation bodies: Certain training providers link the competencies developed 
to coaching bodies (e.g. the European Coaching and Mentoring Council) [43]


Competency frameworks: UCL have developed a (comprehensive and relatively 
complex) competence framework for health professionals working with people with 
persistent physical problems [44]. The Health Foundation have a simpler framework 
[45], involving only four dimensions: care and support planning; collaborative 
agenda setting; recognising and exploring ambivalence; and goal setting, action 
planning and follow-up. The NICE Prevention and Lifestyle Framework also 
incorporates relevant competencies [46]


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)



http://emccuk.org/standards-ethics/competence-framework/

http://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks/Psychological_Interventions_with_People_with_Persistent_Physical_Health_Problems

http://www.health.org.uk/sites/default/files/APracticalGuideToSelfManagementSupport.pdf

http://www.nice.org.uk/sharedlearning/making-every-contact-count-implementing-nice-behaviour-change-guidance





Immersive  
and safe


l It provides a
safe space for 
challenging 
existing practice 
and developing 
new approaches


Sufficient time is provided for participants 
to ‘open-up’ about their own practice and 
challenges


Trainers create safety with ground rules and 
encourage active participation from the start


Consideration is given to training amongst 
colleagues, which may give rise to perceived 
‘safety’ issues


Open programmes: Voluntary participation across an organisation or setting 
can enable more objective reflection, as it is away from the participant’s place 
of work. Participants may also feel they can be more open about their current 
approaches without colleagues present. Many health programmes are run in this 
way, e.g. The Performance Coach [47], Co-creating health ADP [48]


Team programmes: The Bridges Self-Management Programme [49] delivers 
workshops throughout the UK, training members of healthcare teams in 
supporting the self-management of people with long term conditions. Each 
training is contextualised to target patient group and the service context of 
participating teams. The facilitation methods of the trainers aim to promote a 
safe and interactive environment in which a team explores current practice, and 
creates a shared understanding of best practice in self-management support,  
and a shared action plan for its implementation


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)



http://www.theperformancecoach.com/uk/services-and-courses/coaching-for-health/health-coaching

http://www.health.org.uk/programmes/co-creating-health

http://www.bridgesselfmanagement.org.uk





3. Monitoring and Evaluation
Standard  
The training is:


Monitoring


Strategies and Approaches Examples


Tracked


l Attendance is recorded


l Attrition is noted


Training is monitored for accountability and 
to ensure that participants access the full 
course according to the principles of design 
and delivery 


Process Evaluation - assessing the quality of the training delivered
Quality assured


l Quality of training is
systematically assessed using 
clear criteria by peers or 
independent reviewers


l Learning is integrated for
consistent improvement


l Learning is shared with wider
health networks


Assessment is made of the training delivery 
to ensure that it is of high quality 


Feedback is sought from participants on the 
quality of the training 


Learning is shared across networks to build 
up the evidence for good practice


For example: The Advanced Development Programme for clinicians 
run through Whittington Health [50] provides a questionnaire to 
complete before and after three half day sessions, each delivered one 
month apart. This includes a mix of Likert scales and open ended 
questions, evaluating participant experience, confidence and perceived 
usefulness in using health coaching skills following the training


In the US, the Centre for Employment Opportunities [51] have 
introduced a trial measure using the Net Promoter System to assess 
their effectiveness with their service users. This is systematically 
embedded and regularly analysed to check that those accessing the 
programme agree that it is a high quality programme that effectively 
meets their needs


Faithful to its premises


l Delivery is in line with
programme premises and 
design, and integrates 
evidence wherever it is 
available


Programmes are assessed by commissioners 
against quality guidelines grounded in 
evidence 


Providers are bought into the measurement 
process, understand why it is important, and 
are systematic in implementing its use


The aim of this document is to give commissioners a framework 
for reviewing both the evidence base and experience from current 
practice, so they can ensure training commissioned is of high quality 


Programmes ensure that feedback is integrated so that training is 
assessed effectively against evidence-based guidelines 



http://www.whittington.nhs.uk/default.asp?c=7498 

http://ceoworks.org





Impact Evaluation - short and medium term outcomes
Feedback


Organised to seek systematic 
feedback from participants 
to establish immediate and 
intermediate outcomes – 
training is understood and 
being put into practice by 
practitioners following the end 
of the ‘immersive’ experience


l At baseline and end point


l At a follow up stage to check
it has been embedded


Proxy measures


Evaluated using proxy measures 
to assess that the training is 
being implemented effectively 
and has been well understood 
by participants 


Qualitative feedback is sought on the 
training delivered – wherever possible this 
data is comparative i.e. the same tool/
instrument is used across different forms of 
training


Feedback is sought at follow up stage to 
learn how training becomes embedded 
in practice – this should ideally be sought 
through self-report and patient feedback 


Use supervision and shadowing to give 
participants opportunities to reflect upon 
and assess the quality of their resulting 
conversations with patients


Monitor the quality of shared-decision 
making outputs, such as care-plans


Feedback and quality assurance data is 
considered and included in follow up training 
for continual improvement 


The London Deanery commissioned the Tavistock Institute [52] to 
develop a three questionnaire methodology (pre-training, post-
training and three month follow up) which could be used by various 
training providers, e.g. [53], to enable comparable analysis


Health Education East of England commissioned the Institute 
of Employment studies to evaluate a two day health coaching 
education intervention across five pilots, by conducting qualitative 
‘deep dive’ case studies, using a range of methods including 
interviews and focus groups [54]


Supervision: Many of the organisations that have most effectively 
integrated a ‘coaching approach’ have formalised supervision into 
their structures, providing training for supervisors in addition to 
the core coaching training. Yorkshire and the Humber Leadership 
Academy [55] offer supervision for health coaches and are 
developing awareness of health coaching and of coaching 
supervision in existing clinical supervisors


Shadowing: Bridges Self Management [56] provide opportunities 
for experts to shadow participants in their work with patients, to 
provide feedback


Care planning review: In Tower Hamlets (and in planning in 
Islington) staff have carried out anonymous audits of care plans as 
reflective exercises at individual practices, to identify how ‘person-
centred’ the resulting plans are. This can be complemented with 
peer observation and reflection


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)



http://www.tavinstitute.org/news/evaluation-partner-for-the-london-deanerys-coaching-for-health

http://www.coachingforhealth.org

https://eoeleadership.hee.nhs.uk/sites/default/files/The%20Case%20for%20Health%20Coaching%20-%20Main%20Report.pdf

http://www.hee.nhs.uk/hee-your-area/yorkshire-humber/our-work/attracting-developing-our-workforce/yorkshire-humber-leadership-academy

http://www.bridgesselfmanagement.org.uk





A shared measure


Integrated with a shared 
measure to track patient 
progress following healthcare 
practitioner training to establish 
long term outcomes – trained 
practitioners are seeing better 
outcomes for their patients:


l Consistently through all
training and at follow up


l Using findings to make
improvements


l Sharing findings with wider
healthcare networks


A straightforward integrated measure such 
as that used by Alcoholics Anonymous 
(number of consecutive days of sobriety), 
could generate a consistent understanding 
of the benefits of coaching approaches 
across services from trainers to patients


The Research into Recovery and Wellbeing Centre at Nottingham 
University have developed the INSPIRE measure [57] to track the 
support that a service user receives from a mental health worker. The 
measure assesses the quality of support and the relationship between 
the worker and service user. An online version of the tool allows for 
entering scores and analysing responses 


The POET measure of personal health budgets aims to assess the use 
by service users and carers of their budgets. It has only been used 
with a small sample so far, but aims to determine the effectiveness of 
budgets in practice through systematic measurement [58] 


Impact Evaluation - longer term impact
Using existing measures


Designed to draw on measures 
that are in use across the 
healthcare system and 
triangulate relevant findings to 
establish long term outcomes. 
These might include:


l The Patient Activation
Measure (PAM)


l Patient satisfaction measures


l Longitudinal staff survey


Relevant clinical measures are identified, 
collected and analysed for service 
improvement 


Systematic patient feedback is collected 
using a validated tool


Staff measures are systematically collected to 
assess how embedded training approaches 
have become and to note any changes in 
staff wellbeing


Qualitative and anecdotal data is collected 
for case studies and training


The AQuA team have introduced a four part evaluation system 
for their Shared Decision Making intervention [59] that integrates 
training, measurement, feedback and analysis for service 
improvement. The measures used are patient feedback measures 
using the CollaboRATE and SURE measures, qualitative feedback, 
biometric data and a longitudinal survey of staff (based on a Health 
Foundation developed questionnaire). Analysed data is fed back to 
each participating clinical setting and is integrated into training


Health Education East of England co-created training with The 
Performance Coach [60] and commissioned three evaluations of 
training provided to over 800 clinicians. The pilot, comprising19 
practice nurses and 290 coaching appointments, adapted the 
Stanford Self Efficacy score to measure patient confidence and 


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)


Impact Evaluation - short and medium term outcomes (cont.)



http://www.researchintorecovery.com/INSPIRE

http://www.in-control.org.uk/media/177094/poet%20phb%20sept%202015.pdf

https://www.aquanw.nhs.uk/SDM

http://www.theperformancecoach.com/uk/services-and-courses/coaching-for-health/health-coaching





Feedback loops


Set up to share improvements 
based on feedback with 
patients ie. the feedback loop  
is closed


Patient feedback for service improvement 
is collected and information on subsequent 
changes to services are communicated back 
to patients to generate ownership


Examples of effective ‘closing of the feedback loop’ for 
empowerment of service users exist in International Development 
contexts, e.g. Integrity Action use a measurement ‘fix rate’ in their 
work in Nepal which is relayed back to participants so they can 
understand which parts of their services have been ‘fixed’


Impact Evaluation - longer term impact (cont.)


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)


Using existing measures


(continued)


l Biometric data from 
e.g. National Diabetes Audit


l Practitioner wellbeing


motivation to self-care, and patient satisfaction following the training.  
Five of the pilot’s sites were evaluated qualitatively [61] 


Recovery coaching in Wessex also used Bartel scores and residential 
home placement to evaluate impact on rehabilitation [62]


Patient voice: Bridges Self Management [63], in one project, asked 
patients three simple questions relating to confidence to self-manage, 
distributed in a leaflet by health care professionals



https://eoeleadership.hee.nhs.uk/Health_Coaching_Training_Programmes

http://blogs.bodleian.ox.ac.uk/tvw-knowledge-hub/wp-content/uploads/sites/167/2016/03/The-University-of-Winchester-Wessex-Coaching-Evaluation-Report-March-2016-FINAL.pdf

http://www.bridgesselfmanagement.org.uk





4. Sustainability
Standard
Sustaining and 
building impact is 
considered by:


Strategies and Approaches Examples


Developing local 
capacity. This can 
include:


l Developing local
champions


l Train the trainer
programmes


l Building a
participant 
pathway


Programmes encourage developing ‘champions’, advocates 
for the approach who: present at relevant events, lead 
by example, support fellow practitioners and influence 
colleagues in their organisations. It can be an informal or 
formal role, and active engagement and ongoing support 
is provided


Sustainability is supported via a ‘train the trainer 
programme’. This involves building the skills in existing 
professionals, and supporting them to run ongoing 
training and reflection activities to embed the skills 
among colleagues. Success criteria for this approach 
include: 


l Trainers must be carefully selected and given sufficient
time to become familiar with the material and as a 
facilitator


l The role of trainer must be built into their job
descriptions with allocated time (not an ‘add-on’)


l The ongoing training needs to be a part of the
organisation’s existing Learning and Development 
curriculum (e.g. for a GP trainer)


l Trainers need logistical support to co-ordinate the
trainings


l Trainers need to complete a certain number of ongoing
Continuing Professional Development (CPD)


Practitioner pathway: Evaluation of the Health Foundation’s ‘Co-
creating Health Improvement Programme’ [64] found that courses 
should have a tiered structure – from an entry level up to a more 
advanced course – the level being selected in terms of who is more 
likely to use skills in day-to-day practice [65]


East of England Health Coaching programme [66] involved 
the development of local capacity through a train the trainer 
programme with ongoing CPD for continued development and 
quality assurance


Barnet, Enfield and Haringey Mental Health Trust trains cohorts 
of staff to create an internal coaching network of around 20 staff 
(including clinicians, community nurses, occupational therapists and 
mental health professionals) who coach each other within teams. 
One cohort is managerial staff, to establish a coaching culture at 
a leadership level. This coaching training is supported by 3 or 4 
cultural and organisational change programmes


Raising awareness: Bridges Self Management [67] support 
participants to run brief sessions to communicate the main 
messages from their training to other staff unable to attend, to 
familiarise them with the approach



http://www.health.org.uk/sites/default/files/CoCreatingHealthEvaluationOfFirstPhase.pdf

http://www.health.org.uk/sites/default/files/CoCreatingHealth_GuysStThomasWhittingtonHealth_localevaluation.pdf

https://eoeleadership.hee.nhs.uk/Health_Coaching_Training_Programmes

http://www.bridgesselfmanagement.org.uk





Developing 
local capacity. 
This can include: 
(continued)


An eventual ‘pathway’ or ‘tiered structure’ for participants 
might include:


l Online material – written and video – to raise awareness
and inspire further interest


l Talks at educational events and relevant meetings


Developing 
leadership:


l Filling each role
useful to pursuing 
this approach


l Connecting
leaders into wider 
networks beyond 
the area


With regards to the different leadership roles, the  
following stratification is useful:


l ‘Leader’ – one or more individuals in leadership 
positions, who continue to raise the profile of the 
approach, establish and organise the systems which 
encourage it, and persuade other leaders


l ‘Champions’ – who are applying the approach in their
day to day work, and are able to make the case to 
colleagues at events and in their day to day work, to 
build credibility and convince others


l ‘Co-ordination’ – the role of maintaining the system
of, for example: ongoing communication, events, CPD


Linking in leaders and champions with the numerous 
networks existing across the country that are pursuing  
this approach


For example, health coaching has been chosen as an intervention 
of proven value to scale through NHS England’s National Innovation 
Accelerator Programme (NIA) with Dr Penny Newman leading work 
to create a social movement in health coaching through a series of 
design workshops and other processes for engagement, supported 
by NHS England, the Health Foundation and UCL Partners [68]


Many examples of health coaching champions exist nationally, such 
as in the Yorkshire and Humber LETB and in Wigan’s implementation 
of MECC


For example, the RCGP Care Planning Champions network [69] 
for practitioners and managers from across the country, is active in 
pursuing person-centred care planning, to learn from each other 
and share good practice


Including 
complementary 
activities for 
patients:


l Managing 
expectations


Consideration is given to managing patient expectations 
to increase the openness to, and understanding of, their 
role in a person-centred conversation about their health


Joint: Haringey CCG ran a joint programme targeting both health 
professionals and patients (see also Wong-Rieger and Rieger (2013) 
[70] for a case study showing that health coaching interventions 
may work better when combined with patient focused self-
management approaches). 


St. John’s Way Practice in Islington uses posters and screens in waiting 
rooms to communicate messages that raise patient expectations of 
their involvement in subsequent health conversations


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)



https://www.england.nhs.uk/ourwork/innovation/nia

http://www.rcgp.org.uk/clinical-and-research/our-programmes/collaborative-care-and-support-planning.aspx





Using existing 
systems:


l Maximising
complementarity


Consideration is given to existing system frameworks, 
for example care planning, and to how synergies can be 
created to maximise the mutual benefits


Year of Care [71]: where data is shared with patients in advance 
and more time is given to a person-centred care planning 
conversation


Personal health budgets [72] where co-produced personalised 
care and support planning helps people to identify their health and 
wellbeing goals, together with their local NHS team, and sets out 
how the budget will be spent to enable them to reach their goals 
and keep healthy and safe


Integrated personal commissioning (IPC) where people, carers 
and families are enabled to blend and control the resources available 
to them across the system in order to ‘commission’ their own 
care through personalised care planning and personal budgets. 
In tandem, IPC also supports people to develop their knowledge, 
skills and confidence to self-manage through partnerships with 
the voluntary and community sector (VCSE), community capacity 
building and peer support


Exploring longer 
term funding


Longer term funding (eg. 3 years) would give training time 
to be embedded into practice and yield results, thereby 
building the evidence base. A single year is unlikely 
to produce significant results and potentially valuable 
methods may be abandoned prior to an evidence base 
being properly established


The Co-Creating Health ADP (Advanced Development Programme) 
has been run at the Whittington Hospital for a number of years, 
training health care professionals from across Islington as well as 
teams within the hospital [73]


Using data


l Sharing data
and resources, and 
developing a data 
infrastructure for 
communication 
training 


Encouraging the use of standardised measures to 
compare outcomes across training sites


Creating a resource bank of materials, videos and 
experiences to encourage continued upskilling and self 
study and to share good practice


The website for Making Every Contact Count includes a databank 
for resource materials [74]


Standard (cont.) Strategies and Approaches (cont.) Examples (cont.)



http://www.yearofcare.co.uk

http://www.nhs.uk/choiceintheNHS/Yourchoices/personal-health-budgets/Pages/about-personal-health-budgets.aspx

http://www.health.org.uk/programmes/co-creating-health 

http://www.makingeverycontactcount.co.uk





Background and 
Acknowledgements
Commissioned by Health Education England 
– North, Central and East London (HEE NCEL), 
this Framework brings together the insights 
gathered from fifty or so conversations 
between the Tavistock Insititute (www.
tavinstitute.org) and Osca (www.osca.co) 
with commissioners, providers, champions 
and experts, and builds on complementary 
work done by a range of organisations both 
inside and outside of the North, Central and 
East London area. It has also been developed 
following feedback from 30 or so contributors 
from around the country. It includes explicit 
references to particular examples of delivery 
around the UK. This is to be as transparent as 
possible about the examples that have been 
shared with us, to allow anyone interested 
to follow up on these examples, and to 
encourage anyone running a health coaching 
programme to contribute new examples to the 
document. This framework is not intended to 
be a finished product. It is a snapshot of health 
coaching practices and approaches at the 
present time. We expect it to evolve. Indeed, 
this evolution is what will make it most useful.
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Allied Health Support Workers Public Health Development Programme 


Pre-programme questionnaire 


The following 29 questions relate to levels of confidence in your knowledge and ability to 


delivery public health messages and interventions in your role. Please try to estimate your 


level of confidence in relation to each question. Please add a x in one column for each 


question. 


  100% 
Totally 


confident 


75% 
Very 


confident 


50% 
Somewhat 
confident 


25% 
Little 


confidence 


0% 
No 


confidence 


 How confident are you that you understand: 
 


1 What public health 
is 


     


2 The national public 
health priorities 


     


3 The local public 
health priorities in 
the area in which 
you work 


     


4 The domains of 
public health 


     


5 The concept of 
Making every 
Contact Count 


     


6 The importance of 
discussing healthy 
lifestyles 


     


7 The importance of 
promoting healthy 
eating 


     


8 How to support 
smoking cessation 
in individuals 


     


9 Promoting physical 
activity 


     


10 Supporting those 
with alcohol 
related problems 


     


11 Supporting those 
with problems with 
substance misuse 


     


12 Where to signpost 
people to for 
further information 
about public health 
topics 


     


13 Why service users      







 


  100% 
Totally 


confident 


75% 
Very 


confident 


50% 
Somewhat 
confident 


25% 
Little 


confidence 


0% 
No 


confidence 


would to learn 
about public health 


14 The benefits of 
public health 
interventions 


     


 How confident are you that you can: 
 


15 Describe public 
health 
interventions you 
currently 
undertake 


     


16 Describe public 
health 
interventions that 
you could 
undertake in your 
role 


     


17 Identify when to 
give public health 
messages 


     


18 Identify how to 
give public health 
messages 


     


19 Identify where to 
give public health 
messages 


     


20 Open up 
conversations with 
clients about 
making behaviour 
and lifestyle 
changes to 
improve their 
health. 


     


21 Identify the 
barriers for 
healthier 
conversations 


     


22 Identify the 
opportunities for 
healthier 
conversations 


     


23 Support people 
when providing 
public health 
messages 


     


24 Identify the factors 
that influence 
healthy lifestyles 


     


25 Raise the subject      







 


  100% 
Totally 


confident 


75% 
Very 


confident 


50% 
Somewhat 
confident 


25% 
Little 


confidence 


0% 
No 


confidence 


of healthy lifestyles 
with service users 


26 Promote behaviour 
change 


     


27 Promote self-
management with 
service users 


     


28 Act as a public 
health champion in 
your organisation 


     


29 Train and develop 
others in your 
organisation about 
public health 


     


 


Please return your completed questionnaire to junedavis@alliedhealthsolutions.co.uk 


 



mailto:junedavis@alliedhealthsolutions.co.uk
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Allied Health Support Workers public health development 


programme 


Public Health Allied Health Support Worker Education 


PHASE project 


Health Education England North West London (HEE NWL) has awarded funding to Allied 
Health Solutions to develop a Partnership in Innovation and Education (PIE) focused on the 
development of allied health support workers (AHSWs)1 to deliver public health interventions 
across North West London. 


Who can apply for the programme? 


This short, free, 1.5 day public health development programme is designed for AHSWs 


working with any of the allied health professions in any sector or setting across North West 


London. 


What is the aim of the programme? 


The aim of the AHSW development programme in public health is to recognise, identify and 


develop the skills, knowledge and expertise of AHSWs to effectively engage in public health 


in North West London. 


What are the objectives of the programme? 


By the end of the programme participants will be able to: 


1. Consider how their role fits into the bigger picture of public health. 


2. Identify opportunities for including public health activities in their work. 


3. Have confidence in identifying an individual’s readiness to change and how to 


deliver public health interventions. 


4. Describe the national and local public health priorities. 


5. Describe the work they currently do in their role that is linked to promoting public 


health. 


6. Describe the four domains of public health and the interventions for children and 


adults within each of these namely: 


a. Healthcare Public Health 


b. Health Protection 


c. Health Improvement 


d. Wider determinants of Health 


                                                           
1
 Allied Health Support Workers work with allied health professionals including art therapists, dietitians, 


dramatherapists, music therapists, occupational therapists, orthoptists, paramedics, physiotherapists, 
podiatrists, prosthetists and orthotists , radiographers (diagnostic and therapeutic) and speech and language 
therapists. 







7. Share innovative practice they are undertaking in public health with others 


through the planned learn and share events. 


8. Develop as public health champions in their workplace. 


What is the cost to attend the programme? 


The programme is free to participants and the organisations they are employed by in North 


West London. 


What is the structure of the programme? 


1. E-learning - Participants will be required to undertake some e-learning about public 
health in advance of the taught days as below: 


http://www.e-lfh.org.uk/programmes/making-every-contact-count/open-access-sessions/ 


Four modules (20 minutes each to complete) 


 Introduction to Making Every Contact Count 


 Introduction to skills 


 Introduction to lifestyle topics 


 Signposting and your organisation 


 


2. 1.5 days face to face programme with a gap between day 1 and the second half day. 
 


You are required to complete both the e-learning and attend the 1.5 days in order to 


complete the programme and receive a certificate. 


What are the dates of the programme? 


There are currently dates for four groups of the programme to run as in the table below. 


Group Programme dates Time Venue Application 


deadline for each 


group 


A 


  


Thurs 23rd February 


2017 


9.30am-4.30pm Education room, 


Willesden library, 


95, High Road, 


Willesden, NW10 


2SF 


Thursday 16th 


February 2017 


Wednesday 8th March 


2017 


1pm – 4.30pm Room 5, The CNWL 


Recovery and 


Training Centre, 


University of 


Westminster, Block 


F, Watford Rd; 


Harrow, Middlesex, 


HA1 3TP 


 



http://www.e-lfh.org.uk/programmes/making-every-contact-count/open-access-sessions/





Group Programme dates Time Venue Application 


deadline for each 


group 


 


      


B 


  


Wednesday 5th April 


2017 


9.30am-4.30pm Seminar room 3, 6th 


floor, Postgraduate 


Medical Education 


Centre, Northwick 


Park hospital, 


Watford Road, 


Harrow, HA1 3UJ 
29th March 2017 


Wednesday 19th April 


2017 


1pm – 4.30pm Seminar room 3, 6th 


floor, Postgraduate 


Medical Education 


Centre, Northwick 


Park hospital, 


Watford Road, 


Harrow, HA1 3UJ 


      


C 


  


Friday 5th May 2017 9.30am-4.30pm Lecture Theatre, 


Hillingdon Hospital 


NHS Foundation 


Trust, Pield Health 


Road, Uxbridge, 


UB8 3NN 
 


27th April 2017 
Wednesday 24th May 


2017 


1pm – 4.30pm Room BY.03.014, 


University of West 


London, St Marys 


Road, Ealing, W5 


5RF 


      


D 


  


Wednesday 21st June 


2017 


9.30am-4.30pm Seminar room 3, 6th 


floor, Postgraduate 


Medical Education 


Centre, Northwick 


Park hospital, 


Watford Road, 


Harrow, HA1 3UJ 


14th June 2017 







Group Programme dates Time Venue Application 


deadline for each 


group 


Friday 21st July 2017 1pm – 4.30pm Seminar room 2, 


Education Centre, 


Mint Wing, St Marys 


Hospital, Praed 


Street, Paddington, 


W2 1NY  


 


How do I apply? 


Please complete the attached application form and email to: 


junedavis@alliedhealthsolutions.co.uk 


Places will be allocated on a first come first served basis. 


Who are the programme facilitators? 


June Davis RD MBA 


June Davis has 22 years’ experience working in the NHS as a Dietitian, service and 


professional lead, general manager for a number of service areas within the acute setting 


and senior project lead for several large scale change projects across London including 


working at NHS London.  


June has over 10 years’ experience working as Head of Therapies for large acute Trusts. 


These roles involved both the strategic and operational management of one of the largest 


therapy services in the UK as well as being at the forefront of integrating research, 


service delivery and education across AHP services. 


June has worked extensively with commissioners as an AHP lead for a cancer network to 
strengthen the role and contribution of AHPs. She has expertise in preparing and 
presenting business cases as well as generating and delivering QIPP ideas through  
service improvement working with and as a provider of services.  June works alongside 
AHP service providers to establish how fit for purpose their services are and supporting 
these providers to develop and market their services in the best way to deliver positive 
outcomes for service users. 
June is Director of Allied Health Solutions, National Cancer Rehabilitation Lead for 


Macmillan Cancer Support (part time) and a specialist advisor to the Care Quality 


Commission. 


Professor Mary Lovegrove OBE 


Emeritus Professor Mary Lovegrove OBE, Professor of Education and Development for 
Allied Health Professions is a diagnostic radiographer by profession and a very 
experienced education manager for allied health. Mary has considerable research 
experience and has led a number of European, national and local projects associated 
with workforce improvements and education developments for the allied health workforce. 
Mary has a particular interest and expertise in clinical leadership and also in the impact of 
education and training on the service and the associated benefits for the service user. 



mailto:junedavis@alliedhealthsolutions.co.uk





 
Mary is a Non-Executive Director for an Integrated Trust and a Board member of a 
number of Allied Health organisations. 
Mary has extensive international experience and currently works with allied health groups 
in Singapore, Malaysia, Hong Kong and China. 
 


February 2017 
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Overview 

Prevention has become a central tenet of national health and social care policy, recognised through the NHS Five Year Forward view with its call for a ‘radical upgrade in prevention and public health’.  The shift to prevention offers the opportunity to realise multiple benefits in relation to patient care, quality of life, health outcomes, health inequalities, and NHS financial sustainability. 

Making Every Contact Count (MECC) is about informing and enabling people to make improvements to their health and wellbeing by delivering consistent and simple messages and signposting to services. It offers enormous potential to add value to the millions of interactions between our workforce and the public that happen in London every day. 

As such, MECC has been identified as an integral part of delivering the prevention agenda and forms a core part of the five year forward view, Health Education England Mandate, Local Government Association Priorities and is in the NHS Standard Contract. It is also included as a priority in all STPs across London. 

This MECC group aims to identify those aspects of MECC work that could appropriately be tackled across a pan-Borough or SE London footprint. In particular, the group will identify:

Examples of good practice in SE London or elsewhere which could be ‘spread’ or adopted across the patch or across a greater number of boroughs

Actions, programmes of work or services which could potentially be commissioned or delivered more effectively ‘at scale’ 

Once the priorities are agreed, the MECC group will identify the mechanisms and partners required to enable effective implementation. This slide pack provides an overview of the work of the MECC programme group.
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What is MECC?
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What is MECC?



 ‘MECC is a behaviour change approach that encourages positive health and wellbeing choices through individual, organisational and environmental interactions. It involves enhancing, identifying and acting on the opportunities to engage people in conversations about their health in a respectful way, to help them take positive action to improve their own health and wellbeing.’
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What is MECC?



When we talk about the actual MECC conversation, we are talking about the initial touch point that frontline staff have with patients and the public in what is commonly termed ‘Very Brief Advice’. This is the basic level competency of the NICE behaviour change approach below.

The Healthy London Partnership MECC Steering group and its networks have also agreed to focus of the five core areas of prevention below in line with London’s most prevalent prevention challenges in the initial phase of this programme.
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South East London STP Governance 
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SEL STP Prevention Programme Structure
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CBC Delivery Group 

Programme Steering Group

STP Clinical Programme Board 

Health intelligence 

Obesity 

Mental Health and Wellbeing 

Smoking & Alcohol 

Population health management 

Making Every Contact Count (MECC) 



Southwark 



Lambeth  



Bexley  



Bromley  



Lewisham  



Greenwich   



Prevention Programme 

a

b

c

d

e

h

The Prevention Programme will report into existing STP governance structures: 

Public health commissioning cycles 

Public health communications 
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SEL MECC Workstream Governance 

 Introduction

The South East London Public Health MECC  Group is established in accordance with these terms of reference. These set out the membership, remit, responsibilities and reporting arrangements of the MECC Group.



Vision & Key Priority Areas 

This MECC group aims to identify those aspects of MECC work that could appropriately be tackled across a pan-Borough or SE London footprint. In particular, the group will identify:

Examples of good practice in SE London or elsewhere which could be ‘spread’ or adopted across the patch or across a greater number of boroughs

Actions, programmes of work or services which could potentially be commissioned or delivered more effectively ‘at scale’ 

The group will aim to identify a number of specific proposals to be fed into the SEL DsPH monthly meeting for consideration and agreement. This work is linked to but not formally a part of the work of the SEL STP Prevention Steering Group. 

Once the priorities are agreed, the MECC group will identify the mechanisms and partners required to enable effective implementation. 



Reporting

On a monthly basis the group will develop a workstream update report which will be reported to the SEL DsPH monthly meeting.  



Governance & Accountability

The delivery group will be accountable to the SEL DsPH Group. 

It is the responsibility of each member to provide input to the group based on the strategy and opinion of the organisation they are there to represent

Each member of the group is expected to discuss relevant matters openly and honestly to allow for the most efficient and effective progression of the prevention programme

Members are expected to attend all possible sessions and carry out their assigned actions as per the plan. 
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		Group		Description		Attendance		Frequency

		Workstream  Groups 
(8 individual groups)		These groups will be responsible for the design and delivery of the key actions outlined for each workstream 
The groups will include representation from all boroughs where possible 
The lead DPHs will be responsible for co-ordinating the groups and ensuring alignment and successful delivery across the programme 
The workstream delivery teams will report into the programme steering group on a monthly basis		Director of Public Health Lead
PH consultant lead 
Subject specialist lead 
Additional PH and CCG colleagues as appropriate 
		At least monthly 
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The London MECC Steering Group



The Making Every Contact Count steering group was initiated in January 2017 by Healthy London Partnership, ADPH London, PHE London, London Councils and the Academy of Public Health. 

This group aims to build on that momentum, creating a strong partnership and plan to support the delivery of MECC in London, as part of making health and wellbeing and prevention an important part of everyone’s business 

Jointly chaired and coordinated by Healthy London Partnership and ADPH London, the group will provide a forum where key stakeholders and experts across London can better enable prevention activities through interventions such as Making Every Contact Count (MECC) to address health inequalities and improve health and wellbeing through effective, collaborative working. 
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Implementing MECC in London



The partnership have developed the following strategic aims for London: 
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		System		Organisation		Workforce		Individual

		A consolidated view of what MECC is and what it can achieve
		Organisations committed to providing the leadership, environment, culture and tools to have conversations about health and wellbeing 		An informed and empowered workforce who are motivated, confident and competent to have conversations about health and wellbeing 		An informed and empowered population who know how to seek support and take action for their health and wellbeing 





Four key objectives will form the Health Promoting Places and Making Every Contact Count Programme:

Creating a social movement for Health Promoting Places and MECC across London

Sharing learning and supporting innovation

Developing and enhancing tools to support implementation

Supporting evaluation and building the evidence for impact

The figure depicts an illustrative example of the products we are working towards in year 1 of the programme;
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HLP Approach to MECC
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1. Communications:

Framework – Organisational level - Trust, Educational, Council

Vision statement and branding

Comms materials* and dissemination

2. Sharing Good Practice:

Communities of Practice (online and f2f events), 

Online; A one stop hub to promote the work of the partnership

Training space for practical tools/resources including link to national work

Wiki site to support developing the evidence base and evaluation

3.Skills/Training:

Identification and sharing of resources including elearning 

Directory of providers

Tailored resources for specific groups





5. Evaluation:

Mapping the baseline activity and identifying good practice

Providing practical tools/resources to support local evaluations 





6. Pioneering the MECC model:

Trusts			Future: faith groups, markets, betting shops etc

Social care

Fire

Voluntary sector



4. Environment:

Coordinating resources to support the three areas that enhance MECC:

Culture (links to WPH)

Physical environment (comms material*)

Infrastructure (including levers)



Implementation



Engaging & learning



     Application
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Borough-specific MECC Activities

<<Insert name of borough here>>>
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		Summary of activity to date

		1. What activities have been implemented in the borough

		Item
Item
Item
Etc

		2. What work has already been done with the NHS and Social Care partners

		Item
Item
Item
Etc


		3. What arrangements/ partners have been commissioned or used for training in your borough

		Item
Item
Item
Etc








Borough-specific MECC Activities

<<Insert name of borough here>>>
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		Emerging issues for your borough

		4. What are some of the emerging issues/ challenges facing implementation?

		Item
Item
Item
Etc

		5. What are the major opportunities for wider implementation and scale up in your borough?

		Item
Item
Item
Etc


		6. What lessons have you learnt to date regarding MECC implementation

		Item
Item
Item
Etc








Borough-specific MECC Activities

<<Insert name of borough here>>>
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		Looking to the future

		7. What 3-5 areas would you value collaboration across SE London

		Item
Item
Item
Etc

		8. What additional resources would we need at the SE London level to help promote and accelerate  this work

		Item
Item
Item
Etc








Issues and opportunities for enhancing MECC in South East London
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Emerging issues for MECC in SEL



Significant variation exists across boroughs on how MECC is being defined, approached and implemented 

Need a consistent message, narrative and definition across the SEL patch as well as agreed priorities for MECC

No systematic local networks in place bringing implementation partners together to prioritise, share approaches and best practices

No information on evaluation, indicators for monitoring or outcomes of activities

No consistency in how or what we are prioritising in MECC

No consistency in how we are engaging local provider units on MECC implementation

A tiered approach to implementation and scale-up would be of value

There are cost implications for implementation and scale up

How will our approach differ according to our target audience (eg. staff, patients, general public)
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Potential opportunities for a shared SEL approach



Having clear, shared definition , aims and objectives for MECC across SE London which is shared by all relevant stakeholders.

Develop a tiered approach to implementation in which there is clarity on what each segment of the target audience needs to know, how it will be delivered, and how its impact will be measured

Maximise and build upon the pan-London work already done and ensure that tools eg. training, online resources, etc are built upon

Consider a shared approach to commissioning training and evaluation of MECC across the jurisdiction

Develop more robust local health and care system networks on MECC which can feed into a pan-SEL MECC implementation board

20





Conclusions



Prevention has become a central tenet of national health and social care policy, offering  the opportunity to realise multiple benefits in relation to patient care, quality of life, health outcomes, health inequalities, and NHS financial sustainability. 

Making Every Contact Count (MECC) is about informing and enabling people to make improvements to their health and wellbeing by delivering consistent and simple messages and signposting to services. It offers enormous potential to add value to the millions of interactions between our workforce and the public that happen in London every day.

Pan-London coordination of MECC through the Healthy London Partnership provides an opportunity for SEL STP to move further and faster by using resources, networks, and leadership engagement already in place

There are issues that need to be considered at the borough level including prioritisation, joint working and resourcing, which will have a direct impact on what is achievable at the STP level.

Public health colleagues are keen to provide systems leadership to improve coordination, prioritisation, engagement with providers, and assessment of impact.
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This training programme is accredited by the Royal Society for Public Health


Healthy 
Conversation 
Skills


Training Manual







The content of this booklet is Copyrighted by the 
University of Southampton, the Medical Research Council, 
the NIHR Nutrition, Diet and Lifestyle Biomedical Research Unit, 
Southampton University Hospitals NHS Trust and the NHS 2014, and 
protected by European Copyright Law. All rights are reserved worldwide.


The user agrees and understands that all title, ownership rights, and intellectual 
property rights in and to this booklet reside in the University of Southampton, the 
Medical Research Council, the NIHR Nutrition, Diet and Lifestyle Biomedical Research Unit, 
Southampton University Hospitals NHS Trust and the NHS, and the authors who developed 
it. The University of Southampton, the Medical Research Council, the NIHR Nutrition, Diet 
and Lifestyle Biomedical Research Unit, Southampton University Hospitals NHS Trust and the 
NHS grant to the user the royalty-free right to use the contents for non-commercial research and 
training purposes only.


The content of this booklet is intended for use by authorised persons and the University of 
Southampton, the Medical Research Council, the NIHR Nutrition, Diet and Lifestyle Biomedical 
Research Unit, Southampton University Hospitals NHS Trust and the NHS shall not be held 
responsible for errors, omissions or other inaccuracies in this booklet or any consequences thereof 
and the University of Southampton, the Medical Research Council, the NIHR Nutrition, Diet and 
Lifestyle Biomedical Research Unit, Southampton University Hospitals NHS Trust and the NHS 
shall not be liable in any way for any losses howsoever caused by the use of this content.


Any questions regarding copyright should be directed to:


Wendy Lawrence PhD CPsychol AFBPsS 
Lead Course Facilitator 
MRC Lifecourse Epidemiology Unit (University of Southampton) 
Southampton General Hospital 
SO16 6YD


t: 023 8077 7624 
e: wtl@mrc.soton.ac.uk


University of Southampton  |  Medical Research Council  |  NIHR Biomedical Research Centre in Nutrition  |  NHS


Modified by Wendy Lawrence, University of Southampton and Claire 
Cheminade, Em Rahman & Annemarie Hankinson, Health Education 
England for the Wessex Making Every Contact Count Programme. From 
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Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


What do we mean by Making Every Contact Count?
Making Every Contact Count is essentially about enabling the workforce to recognise the opportunity 
they have in facilitating people to have greater awareness of their health and wellbeing. It is then about 
empowering people to seek out their own solutions to supporting their own health and wellbeing. 


Making Every Contact Count enables organisations and individuals to develop and be able to use a different 
approach to working with people to address health and wellbeing. Telling people what to do is not the most 
effective way to help them to change. Making Every Contact Count is about altering how we interact with 
people through learning how to recognise opportunities to talk to people about their wellbeing.


 
Making Every Contact Count is about making the 


most of the opportunities to make a difference to people’s health and 
wellbeing. By supporting people to make changes to their lifestyles it is possible 


to prevent ill-health, improve health and wellbeing and reduce health 
inequalities.


Making Every Contact Count  
training allows people to:


• Deliver ‘very brief’ or ‘brief’ evidence-based interventions 
for lifestyle behavioural change; the core elements of which are: 


 
 


• Be competent and confident to deliver this intervention; and


• Know about local services and how to signpost 
and support people to access them.


stopping smoking


maintaining a healthy 
weight & diet


promoting mental and 
emotional health and wellbeing


increasing physical activity


reducing 
alcohol consumption







Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


Training Resources


Healthy Conversation Skills poster – green – A3


Agree/Disagree posters – yellow – A4


Beliefs posters – yellow – A4


Healthy Conversation Skills Philosophy poster – blue – A3


Example Quotes (pink) – Activity 4


Response Styles Framework poster – yellow/green – A3


“How” & “What” Bubbles poster – yellow/green – A3


SMARTER poster – A3


SMARTER letters – A4 (x2)


SMARTER goals – blue – A4


SMARTER planning for change – A4 (double sided)


Sharing stories about change – yellow – A4


Key behaviour change techniques – purple – A4


SMARTER scenarios (pink) – Activity 9


Having a ‘Healthy Conversation’ Reflection Tool – yellow – A4
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Information on becoming a MECC 
Trainer
•	 	The MECC Trainer
•	 	The Train-the-Trainer Journey
•	 	What is a “Healthy Conversation”?
•	 	Training Background
•	 	Training Philosophy
•	 	Making Every Contact Count eLearning Package
•	 	Frequently Asked Questions
•	 	References


Trainer Accreditation Pack 
Evaluation materials to be completed after you 
have delivered the training. You will need to 
ensure you complete and return the resources 
in the Trainer Accreditation Pack in the Training 
Manual to Health Education England – Wessex 
to gain accreditation as a Trainer and for your 
trainees to receive their certificates. These include:


•	 	Register - to be completed electronically


•	 	Session One Evaluation form - beginning of 


Session One


•	 	Session Two Evaluation form - end of Session Two


•	 	Training Feedback form - end of Session Two


•	 	Trainer Reflections – end of Session One


•	 	Trainer Reflections – end of Session Two


Trainer Guides


To support you to deliver the training 


there are session plans with the timings 


and more information on the training 


and its delivery.


•	 	Session One Trainer Guide


•	 	Session Two Trainer Guide


•	 	Behaviour Change Techniques


1


3


2


The manual includes four sections:







Section 1


Information on becoming a MECC Trainer


•	 	The MECC Trainer..................................................... 1


•	 	The Train-the-Trainer Journey.................................... 2


•	 	What is a “Healthy Conversation”?........................... 3


•	 	Training Background................................................. 4


•	 	Training Philosophy................................................... 5


•	 	Making Every Contact Count eLearning Package....... 6


•	 	Frequently Asked Questions...................................... 7


•	 	References.............................................................. 14







Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


The MECC Trainer
Congratulations on becoming a Making Every Contact Count Healthy Conversation Skills Trainer.


Before you started the programme you completed an Application form and a Best Practice Agreement  to 
be approved to become a Trainer. This process also gained commitment from you and your organisation to 
deliver two Making Every Contact Count Healthy Conversation Skills training courses.


The Train-the-Trainer Network in Wessex (if outside of Wessex check with your local MECC lead) is there 
to support you to plan and deliver your training. 


There may also be other MECC networks in your area to support you to deliver training.


As a MECC Trainer you may also be the MECC lead for your organisation or team.  If not, you will need to 
work with whoever this is to ensure that the wider elements of implementing Making Every Contact Count 
are in place to support the delivery of the training.


Before training:
Preparation - Before delivering training you will need to read through the Training Manual and familiarise 
yourself with all of the materials.  In addition to the resources you will need to deliver the training, there are 
supplementary notes to support you.


Resources - You will have received the materials (hard and electronic copies) you need to deliver training in 
the Training Manual. 
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Train-the-Trainer Journey
This flow diagram presents the Train-the-Trainer journey along with what Trainers need to do in order to 
continue with MECC training. The diagram includes all steps and processes involved in the Trainer’s journey.


Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


MECC Information Briefing Session


Raise awareness of MECC/Train-the-Trainer 
programme


Submitted to MECC.WX@hee.nhs.uk


T-t-T dates allocated via Workforce 
Learning and Development (WLD)


Complete:


•	 Electronic Register


•	 Session One trainee Evaluation


•	 Session Two trainee Evaluation


•	 Trainee Feedback form


•	 Session One Trainer Reflections


•	 Session Two Trainer Reflections


where local T-t-T dates have been set  
(i.e. Isle of Wight)


Choose dates to train (x2 cohorts)


Recruit participants


Deliver training


Identified MECC Champion


Train-the-Trainer Application form 
completed 


Train-the-Trainer Best Practice Agreement 
completed


Application reviewed (2 people)


Attend MECC HCS Session One and 
Session Two 


Attend MECC Session Three Train-the-Trainer


One-to-one with Wessex MECC Team 
(Support)


Become RSPH Accredited MECC Trainer


Trainee certificates for MECC HCS Session 
One and Two issued via HEE Wessex


Receive MECC Trainer Certificate
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What is a “Healthy Conversation”?
If a conversation is a chat, talk or discussion, the word “healthy” suggests the 
content would be about fitness, wellbeing and all things that are good for your 
health; but also “healthy” in the sense of a beneficial or psychologically sound style 
of conversation: supporting someone in an empowering and positive way. A “healthy 
conversation” supports an individual to explore their own world/context, find the 
solutions from within and plan to make a change.


Example of a ‘healthy conversation’:


Client at a clinic: “I really want to stop smoking.” 
Health professional: “How many do you have a day?” “About 


10, but if I’m really stressed it could be about 15.” “What have you 
done to try and cut down?” “I’ve tried nicotine patches.” “How did you 


find using the patches?” “Not helpful, it made me feel anxious.” “What else 
could you try instead of the patches?” “I could just try cutting a few out each day.” 


“Okay, what support do you have around you?” “My partner doesn’t smoke and 
hates it.” “How does that make you feel?” “Well, it would be great to stop her going 


on at me!” “When could you start cutting down?” “Nothing’s stopping me from 
starting tomorrow.” “How many could you cut out each day or week?” “I’ll aim 


to halve it to five a day and see how that goes.” “What might stop you from 
starting tomorrow?” “Myself really—I might keep a tally on my phone 


and show my partner so she can see the difference.” “That sounds 
like a good plan; I’ll ask how you got on next week.”


Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer
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Training Background
Healthy Conversation Skills (HCS) training aims to improve the self-efficacy and sense of control of 
individuals, particularly those from disadvantaged backgrounds, in order to reflect on their lives and identify 
ways to improve their lifestyle behaviours such as their diets and levels of physical activity.


The training was designed to address the barriers to changing health-related behaviours among women 
with young children in Southampton1,2,3, following extensive research and consultation in the city4. It was 
developed by a multi-disciplinary public health research team, in conjunction with staff from Southampton 
City Council, NHS Southampton City and Southampton Sure Start Children’s Centres. The training was 
originally implemented with staff working in Sure Start Children’s Centres in Southampton to help them 
better support the parents who visit their centres to make healthy lifestyle choices for themselves and their 
families. It has since been adapted to suit a wide range of health and social care settings.


The approach that Healthy Conversation Skills training is based upon has been shown to improve the health 
behaviours of individuals with newly diagnosed diabetes, and is grounded in the principle of empowerment5,6.


“Be the change you want 
to see in the world” 


[Mahatma Ghandi]


To support others to change their behaviour, people 
working with them may need to change their own 
behaviour.


Trainers model what they would like to see in their 
trainees’ every day practice.


To achieve this change, this training asks you 
as a Trainer to:


l	 Review your current beliefs about 
behaviour change


l	 Explore your current practice


l	 Reflect on changes in your behaviour  
over time


Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer
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Training philosophy


Self-reflection
This training emphasises the importance of 
reflection, for both Trainers and trainees. The 
purpose behind self-reflection is to improve 
the outcomes of a person’s work by enabling 
them to reflect on what they do and how 
they can improve. Part of the accreditation 
process requires Trainers to reflect on the 
training they have delivered, enabling them 
to review their delivery of the training and 
identify any areas for improvement.


Key behaviour change 
philosophies:


l	 People are responsible for their own choices


l	 Being given information alone does not 
make people change 


l	 People come to us with solutions


l	 It is not possible to persuade people to 
change their habits


As a MECC Trainer you are 
the owners of these philosophies. 


The training and the Wessex MECC approach 
is underpinned by the following philosophies. The 


approach starts from an empowerment perspective 
recognising that individuals coming up with their own 


solution are more likely to take ownership of it. It 
supports individuals to think about their own health 


and begins the process of raising awareness 
and ‘planting the seed’. 


As a MECC Trainer 
you will model these 


philosophies and skills as 
you deliver and facilitate 


the training.


Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


Reflection on practice is based 
on a set of beliefs:


l	 People need to practise new skills to 
develop them


l	 It enables someone to monitor their own 
progress and notice the things they are 
doing well 


l	 It highlights challenges and areas for 
improvement


l	 It can encourage them to plan what they 
could do differently


Reflective Practice - Turning experience into 
learning:


Kolb’s Learning Cycle13 (below) illustrates how we 
can use our experiences to assist our learning and 
increase our competence in what we are striving 
to achieve.


Having an experience


Planning/trying out  
what you have learned


Reflective observation


Learning from the experience
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Making Every Contact Count 
eLearning Package
Making Every Contact Count is an approach that 
uses the millions of day-to-day interactions that 
organisations and individuals have with people to 
support them in making positive changes to their 
physical and mental health and wellbeing.


Rather than telling people what to do Making Every 
Contact Count is about recognising opportunities 
to talk to people about their wellbeing using the 
skills of asking and listening. Making Every Contact 
Count is not intended to add to busy workloads. It 
is about enhancing the conversations we have.


The eLearning package is designed to support 
learners to develop an understanding of public 
health and how asking questions and listening to 
people is a role we all have.


The eLearning Package
We recommend trainees complete the 
eLearning after MECC Healthy Conversation 
Skills Session One, before Session Two. This will 
allow trainees to develop their understanding 
within the context of Session One training. 
It will also allow for them to reflect on the 
eLearning knowledge in Session Two.


This four module eLearning package is intended 
for anyone who has contact with people to make 
every contact count and develop public health 
knowledge. This package is part of a two phase 
learning approach developed to ensure learners gain 
understanding and practical skills. This eLearning 
package is about understanding the underpinning 
knowledge for Making Every Contact Count. 
 
 
 


Accessing the eLearning Package
For NHS Employees:
In order to access any e-LfH (eLearning for 
Healthcare) packages, individuals will need an e-LfH 
account. If individuals do not have an account, they 
can register for one at this link:  
http://portal.e-lfh.org.uk/Register 


Once you have registered (or if you already have an 
e-LfH account) you can then enrol onto the Making 
Every Contact Count eLearning package by logging 
into the e-LfH Hub, selecting My Account > Enrolment 
and selecting the programme. You can then access 
the package immediately in the My eLearning section.


For non-NHS Employees:
The Making Every Contact Count eLearning 
package is available to access using the open access 
sessions page found at the following link:


www.e-lfh.org.uk/programmes/making-every-
contact-count/open-access-sessions/ 


Individuals accessing the content using the above 
link will not require a log-in however will be able to 
complete the programme fully.


Please note that currently individuals completing the 
open access version will need to print a certificate 
for each of the modules completed. Alternatively, a 
screen shot can be taken to record the results.


Embedding the eLearning in 
your organisation’s Learning and 
Management System
This eLearning package can be embedded into your 
organisation’s own Learning and Management 
System (if your organisation already provides 
eLearning to staff then you probably have a 
Learning and Management System). 


The benefits of this are:


•	 Organisations will be able to link MECC to staff 
profiles.


•	 Organisations will be able to monitor workforce 
numbers who have completed MECC.


•	 Organisations will be able to provide data on 
MECC to support Strategy/c-Quins/outcomes.


Contact
For more information about this eLearning package 
please contact MECC.WX@hee.nhs.uk


Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


The modules include:


l	 Module 1:	 Introduction to Making Every 		
		  Contact Count


l	 Module 2: 	Introduction to Skills


l	 Module 3:	 Introduction to Lifestyle Topics


l	 Module 4:	 Information, Signposting and 		
		  Your Organisation
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Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


Frequently Asked Questions


Becoming a Making Every Contact 
Count Healthy Conversation Skills 
Trainer


 
1. What does the Making 


Every Contact Count Train-the-Trainer 
programme consist of?


MECC training consists of an eLearning package 
for the underpinning knowledge and face-to-face 
training for the development of skills to have healthy 
conversations. The training is delivered by those 
who have completed the Wessex MECC Healthy 
Conversation Skills Train-the-Trainer programme.


eLearning


There are four modules, each taking approximately 
20 minutes to complete. See the Section on 
eLearning in the Training Manual and also visit:


www.wessexphnetwork.org.uk/mecc/making-every-
contact-count-elearning.aspx


Making Every Contact Count Healthy 
Conversation Skills (HCS)


 
2. Who should attend MECC 


HCS training?


People who work with communities to improve their 
health and wellbeing are ideal candidates for this 
training.   MECC HCS training helps people who 
have regular contact and build good relationships 
with others to optimise the time spent with clients 
by using four key Healthy Conversation Skills.


 


 


 
3. How is the MECC HCS 


training delivered?


The training consists of two group sessions generally 
facilitated by two trainers. Each session lasts 
approximately three hours. Guides for Session One and 
Session Two and related activities are included in this 
Training Manual.  The theme of the training is based 
around healthy lifestyle behaviours but the skills acquired 
can be used to support behaviour change in any area.


 
4. What is the focus of the 


training?


Trainees are trained in how to ask Open Discovery 
Questions (ODQs, questions that usually start with 
“what” and “how”) rather than make suggestions, 
give information or tell people what they should do.  
By doing this, trainees will be able to explore people’s 
worlds in order to support them to identify barriers to 
change and find their own solutions; thus emphasising 
the power of listening.  They are introduced to the 
concept of SMARTER planning: supporting someone 
to make a Specific, Measurable, Action-oriented, 
Realistic, Timed, Evaluated and Reviewed goal.  
Using a group work model the training encourages 
discussion and reflection of current practice and 
follows a non-judgemental problem-solving approach 
which is designed to enhance trainees’ confidence in 
supporting behaviour change. 


MECC HCS Train-the-Trainer
Those wishing to become a MECC Trainer will 
complete the eLearning and the Train-the-Trainer 
programme consisting of MECC HCS Session One 
and Session Two and a third whole day  
(6 hours) MECC Train-the-Trainer session.  There 
is an application process which requires an 
Application form and a Best Practice agreement to 
be completed and submitted. 


SE
C


TI
O


N
 1


   
  


   P
A


G
E 


7







Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


5. What 
can I do to enable me to be 


an effective Healthy Conversation 
Skills Trainer?


Trainees are required to attend all three sessions.


The following tasks will help to orientate a new 
Trainer into the role of a Making Every Contact 
Count Healthy Conversation Skills Trainer:


•	 Meet with a MECC HCS Trainer


The best way to get an initial sense of what 
underpins the training is to meet and talk with a 
Trainer.  They will be able to talk about the ways 
of thinking that influence how the training is 
delivered.  Three principles are important to the 
approach:


a. 	Modelling: using the skills we want to see in 
others; experience changing our own behaviour.


b. 	Exploring: finding out about another person’s 
world view, being genuinely curious.


c. 	Empowerment: belief in the ability of others to 
come up with their own solutions.


A HCS trainer will be able to talk more about these 
principles and how they are translated into practice 
during the training.


•	 Support delivery/co-train MECC HCS 
sessions 


New Trainers can support the delivery of sessions 
– supported by an HCS Trainer who will lead the 
session.  The general rule is: ‘attend one, support 
one, do one’.


•	 Background reading


Reading the Training Manual will help new trainers 
understand where the training has come from, how 
it has been developed, and how it is delivered.


•	 Debriefing and reflection


An important part of the process is to debrief with 
another Trainer after every session.  This provides an 
opportunity to talk about how the training is being 
perceived, how the philosophy works in practice, 


and build the confidence of the new Trainer to 
deliver the training to a high standard.  All Trainers 
need to be able to reflect on their own facilitation 
style, strengths of a session, what they would do 
differently next time, and general learning from 
each experience.  Written reflections are a valuable 
way of recording these experiences.  Post-session 
Trainer reflection (included in the Evaluation and 
Accreditation section of this Training Manual) are 
also a requirement of accreditation. 


•	 Systems and resources


Orientate yourself to the recommended systems 
and resources involved with the delivery of the 
training; the pre-training and post-training ‘to-do 
lists’ for each session as detailed in the Session 
Guides.


 
6. Do I have to have previous 


training or facilitation experience to 
become a Making Every Contact 


Count Trainer?


Yes. The Making Every Contact Count Train-the-
Trainer programme supports individuals to deliver 
the Making Every Contact Count Healthy 
Conversation Skills training. Although Trainers will 
develop facilitation skills, the focus is not on how to 
become a Trainer. 


It is expected that individuals applying to become a 
Trainer will already have experience and confidence 
in delivering training and facilitating groups.


However, each application will be considered on 
an individual basis, based on whether an applicant 
demonstrates confidence and an ability to deliver 
training.
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Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


 
7. What do I have to do to 


apply to become an accredited Making 
Every Contact Count Trainer?


You will need to apply to Health Education England 
- Wessex to become an Accredited MECC Trainer. 


There is an Application Form and a Best Practice 
Agreement. www.wessexphnetwork.org.uk/mecc/
making-every-contact-count-train-the-trainer-
programme.aspx


The HEE Wessex School of Public Health will 
review and approve applications against the 
following criteria:


•	 Demonstrate relevance to your role in becoming 
a Making Every Contact Count Trainer


•	 How you plan to roll out Making Every Contact 
Count training 


•	 How your organisation is going to support you 
to implement MECC


•	 Previous experience of delivering training
•	 Confidence in group facilitation


All applications must be submitted to  
MECC.WX@hee.nhs.uk


 
8. What happens once I have 
applied to become a Trainer?


Applications are reviewed by at least two members of 
the MECC team. Successful applicants will be notified.


Training courses are offered at Health Education 
England Wessex, Southern House, Otterbourne, 
Winchester, Hampshire. Trainees will be invited to 
select their preferred dates, available on the website 
www.wessexphnetwork.org.uk/mecc/making-every-
contact-count-train-the-trainer-programme.aspx


Instructions will then be provided on how to register 
onto a Train-the-Trainer programme via the online 
Course Booking Management System (CBMS).


Alternatively there are locality specific training 
programmes; there will be different joining 


information for these. If this is applicable, clear 
instructions will be provided.


All trainees must be available to attend all three 
sessions, in the same month/cohort.


 
9. I have already 


completed Making Every Contact 
Count Healthy Conversation Skills 


training Sessions One and Two and would 
like to become a trainer; do I need to 


attend all three Train-the-Trainer 
sessions?


Yes, even if you have completed the Making Every 
Contact Count Healthy Conversation Skills training 
you would be required to attend the full three 
sessions of the Train-the-Trainer programme. 


In exceptional circumstances it may be possible to 
attend only Session Three – the Train-the-Trainer. This 
would depend on a number of factors; when the 
training was completed, whether you have a certificate 
and your previous training/facilitation experience, and 
would be considered on a case-by–case basis.


 
10. I have completed the 


Train-the-Trainer programme, what do I 
have to do to become accredited?


After you have completed the Train-the-Trainer 
training you will need to deliver the Making Every 
Contact Count training Session One and Session Two 
to two cohorts of trainees (maximum of 16 in each 
group, therefore up to 32 people). We recommend a 
minimum of 6 people and therefore require paperwork 
for at least 6 for Trainers to gain accreditation. 


You will then need to return the documentation 
provided in section 3 Evaluation and Trainer 
Accreditation of the Training Manual.  


Trainers will be issued with Making Every Contact 
Count (MECC) RSPH Accredited Trainer certificates 
on receipt and approval of all documentation.
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Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


Delivering MECC Training


 
11. What if I only deliver 


Session One of MECC Training?


You can deliver just Session One of the MECC 
training, and trainees will be eligible for RSPH 
Accredited certification. The certificate will however 
reflect this as an ‘Introduction to MECC’. 


Our advice however would be that delivering both 
Session One and Session Two allows for the skills to 
be further embedded into practice as participants 
will have had the opportunity to practise the skills 
between the two sessions.


 
12. Do I need to co-train with 


another Trainer?


The recommendation is to work with another 
Trainer. This allows more time for reflection and 
support to each other. The Wessex MECC team and 
MECC network will be able to support you to find a 
co-Trainer.


13. How many people can I train?


The recommended number of trainees per group is a 
maximum of 16 and a minimum of 6.


14. Can 
I deliver Session One and 
Session Two in one day?


It is not recommended to deliver both Session 
One and Session Two in the same day. Ideally the 
sessions are delivered a week apart. This provides 


trainees with opportunities to reflect and practise  
between the sessions, helping to further embed the 
skills.


 
15. Can I deliver the MECC 


training over three 2-hour sessions 
instead of two 3-hour sessions?


In principle yes, however you would need to deliver 
the entire content of sessions One and Two in order 
for trainees to gain certification. Trainees who 
missed any of the 2 hour sessions would not gain a 
certificate for any part session they had attended. 


 
16. Can I use the activities 


and materials from the Training Manual 
for other training and facilitation I 


run?


 


Yes, as long as the content is referenced and the 
authors credited. Trainees would not be eligible for 
RSPH accredited certificates. Wessex MECC team 
will work with you to incorporate MECC training 
wherever possible.


 
17. Can I embed the 


Making Every Contact Count Healthy 
Conversation Skills training into wider 


training programmes that I run?


In principle yes, however this would need to be 
discussed with the HEE Wessex MECC Team who 
will endeavour to support you to ensure Making 
Every Contact Count complements other work 
taking place to maximise on Trainer and trainee 
time. For example if you have an established 
annual programme of training in place such as a 
University course then as along as all of the activity 
is integrated, then this could be accredited.
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18. I have delivered the 


MECC training to my workforces; what 
do I need to do to get the RSPH 


accredited certificates?


You will need to submit the completed Session One 
and Session Two Evaluation and Session One and 
Session Two Trainer reflection forms (see Trainer 
Accreditation Pack section) to the HEE - Wessex 
MECC Team in order for the Royal Society of Public 
Health (RSPH) certificates to be issued.


 
19. I forgot to complete 


the Session One Evaluation forms; 
can I still get the certificates for my 


participants?


No. In order for us to maintain the RSPH 
accreditation we need to ensure that fidelity to the 
training is maintained at all times so all paperwork 
must be collected and submitted.


 


 
20. Where can I access the 


MECC training resources from?


In addition to the resources in the Training Manual 
there are electronic materials available. In order to 
access the MECC resources please email MECC.
WX@hee.nhs.uk


You will be provided with details of how you can 
access the Trainer resources electronically.


 


 
21. I don’t have the 


capacity to deliver training myself 
but I would still like to support my 
workforce to be trained in Making 
Every Contact Count, what are my 


options?


You may be able to access training through another 
organisation in Wessex or your area. Alternatively, you 
may be able to commission a Trainer to deliver training. 
Please contact MECC.WX@hee.nhs.uk or check the 
website for details of courses taking place near you. 


 


 
22. If I want to roll out the 


MECC training in my area (outside of 
Wessex) what do I need to have in 


place?


Contact the Wessex MECC team to discuss how 
you can be supported to do this. 


 


 
23. What are the requirements 


for maintaining my MECC Trainer 
status?


You will need to:
Deliver a minimum of two MECC courses (i.e. 
Session One and Session Two) per year.
Attend the Wessex MECC CPD events.


 


24. What 
support is available from the 


School of Public Health to support 
MECC implementation?


The School of Public Health supports a Wessex MECC 
Network and a MECC Trainers Network. The MECC 
Network supports implementation of MECC at a 
regional, locality, organisational and team level.


25. What is the MECC Trainers 
Network?


The MECC Trainers Network is a network for 
Trainers in Wessex to be supported in their role as 
a Trainer. The network will provide a forum for you 
to share ideas, best practice and help shape future 
development of Making Every Contact Count in 
Wessex. It will also provide a place for you to meet 
and work with other Trainers to deliver MECC.


Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer
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Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer


MECC eLearning


26. Do I 
have to ensure all trainees have 


completed MECC eLearning?


Yes, the MECC eLearning has been developed to 
ensure that individuals and workforces have the 
underpinning knowledge in place in order to 
effectively support MECC delivery. It is about ensuring 
a consistent approach to the key messages and 
developing knowledge of why this work is important.


 
27. When should trainees be 
completing the eLearning?


We recommend trainees complete eLearning after 
MECC Healthy Conversation Skills Session One and 
before Session Two. This will allow trainees to develop 
their knowledge within the context of Session One 
training. It will also allow for them to reflect on the 
eLearning knowledge during Session Two.


 
28. I noticed there are more 


than one MECC eLearning programmes, 
which do we use?


Wessex MECC eLearning which you need to undertake 
has been developed with the HCS skills and philosophy 
threaded through the programme to complement the 
face-to-face training.


Training can be accessed here:


www.e-lfh.org.uk/programmes/making-every-
contact-count/


 
 


 
29. What happens if a trainee 


has not completed the MECC eLearning?


As a Trainer the MECC Certificates will be provided 


to you for issuing. If a trainee has not completed 
the MECC eLearning then you would not issue the 
certificate until this has been done.


 
30. My trainees are staff 


that already have this knowledge or 
are working in a health setting so should 


know all of this. What do I do?


The MECC eLearning has been developed to 
align with the MECC Healthy Conversation Skills 
training. If your trainees feel they already have this 
knowledge then we would encourage them to 
use the eLearning as a refresher, as part of their 
Continuing Professional Development (CPD).


 
31. I work with volunteers 


who do not have access to a computer 
to undertake this eLearning; can I 


deliver this face-to-face?


There is an open access version of the eLearning 
which allows anyone to access the programme 
from any computer. Everyone is welcome to do the 
eLearning in their own time.


It may be possible to offer the knowledge 
component of Making Every Contact Count 
(MECC) training as a face-to-face session. Please 
contact the MECC team MECC.WX@hee.nhs.uk for 
more details and support with this. 


 


 
32. If I want to make some 


suggestions on possible changes/
amendments to the eLearning content 


who can I contact?


We are keen to ensure that the eLearning 
is relevant and appropriate to you and your 
workforces. If you have an ideas or suggestions on 
how we can improve the eLearning please contact 
us at MECC.WX@hee.nhs.uk
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MECC Training Costs


 
33. How much can I 


charge to deliver the RSPH Accredited 
Making Every Contact Count Healthy 


Conversation Skills training?


We value Making Every Contact Count Healthy 
Conversation Skills training at £400 per session, 
totalling £800 for Session One and Session Two for 
a group of 16 participants. This works out to be 
£25 per person per session.


 


 
34. Is there a cost for issuing 


the RSPH Accredited Making Every 
Contact Count Healthy Conversation 


Skills Certificates?


If you are delivering the MECC training in Wessex and 
are not charging for it, then there is no cost as long 
as you submit the required documentation as listed in 
the Evaluation and Trainer Accreditation Pack.


If you are charging for the training and/or you are 
an out-of-area Trainer, then the cost per certificate 
is currently £5. You would also need to send in 
the paperwork in the Trainer Accreditation Pack - 
Register, Session One and Two Evaluation forms; 
Trainee feedback forms; Trainer Session One and Two 
Reflections and then the certificates will be issued. 


 
35. I would like provide a 


Train-the-Trainer programme but I am not 
in the Wessex area. What do I need to 


do?


We can support the provision of a Train-the-
Trainer programme to out-of-area organisations. 
This currently costs up to £3,200 (+ travel and 
accommodation) for a maximum of 16 trainees. 
Contact the HEE Wessex School of Public Health 
MECC Team for more information.


 
36. I would like to become 


a MECC Trainer but I do not work in 
Wessex, is it possible to access the Train-


the-Trainer training?


HEE Wessex are able to provide places to individuals 
outside of Wessex onto our open programmes, 
however priority would be given to Wessex applicants 
in the first instance. There will also be a charge for 
out-of-area applicants. This is currently £350 per 
person for the Train-the-Trainer Programme.


My question isn’t here,  
what can I do?


If these FAQ’s have raised further questions for you or 
there is a question which you feel is not covered here 
then please email MECC.WX@hee.nhs.uk and we will 
endeavour to answer your question.


Making Every Contact Count Healthy Conversation Skills – Train-the-Trainer
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Section 2


Trainer Guides


To support you to deliver the training there are session 
plans with the timings and more information on the 
training and its delivery.


•	 	Session One Trainer Guide......................................... 1


•	 	Session Two Trainer Guide......................................... 8


•	 	Behaviour Change Techniques................................. 13







Session One Trainer Guide
B


efo
re Sessio


n
 O


n
e: 


•	
C


om
plete and print out registration sheet


•	
A


llocate each trainee an ID
 num


ber and w
rite these on Session O


ne evaluation form
s


•	
W


rite group nam
e/date on the flipchart for trainees to w


rite on top of Session O
ne 


evaluation form


•	
Ensure all resources needed are ready as hard copies and/or Pow


erPoint slides.


W
hilst the activities are prescribed, every group w


ill be different 
and good facilitation enables the group to learn from


 each other. 
Trust the group process and the philosophy of the training – trainers 
should use O


D
Q


s throughout and avoid any telling or suggesting!


Tim
es


A
ctivities


D
etails o


f H
O


W
 sessio


n
 is to


 
b


e d
elivered


W
H


A
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e p
u
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o


se?
R


eso
u


rce R
eq


u
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H
ealth


y 
C


o
n


versatio
n


 
Skills


09:00-09:30


13:00-13:30


(30 m
in


u
tes)


W
elco


m
e &


H
o


u
sekeep
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g


In
tro


d
u


ctio
n


In
tro


d
u


ce H
ealth


y 
C


o
n


versatio
n


 Skills (H
C


S)


Trainees to com
plete paperw


ork – 
Register, Session O


ne Evaluation. 


Toilets, fire exits, phones, tim
ings, 


expectations/group agreem
ent.


G
reet everyone by nam


e, ensure 
they are in the right place, and 
check expectations.


R
o


u
n


d
 ro


b
in


 - in pairs trainees 
to find out 2-3 facts about each 
other in one m


inute.


Then introduce each other and 
share w


ith the group.


O
utline the four H


ealthy 
C


onversation Skills – the 
learning outcom


es – first need 
to understand their w


orld &
 


objectives.


W
elcom


e: To ensure trainees know
 from


 the 
outset that this training is about them


, they w
ill 


be heard, and they are im
portant. 


Introductions: 


To break dow
n barriers of shyness, reticence or 


fear of speaking in group situations.


G
ets everyone to talk to another person, and 


build rapport.


Speak out loud in the room
 – easier to do 


as not talking about them
selves but another 


person. A
sking them


 how
 they found out new


 
inform


ation about each other, gets them
 to 


reflect on their existing skills of asking questions 
&


 listening –opening up opportunity to reinforce 
the value of these skills &


 how
 this training w


ill 
focus m


ore closely on them
.


Start process of reflection on value of asking 
questions &


 listening.


Introduce H
C


S: To clearly set agenda for  
the session(s) ensuring som


e shared  
expectations of w


hat training IS and IS  
N


O
T about.


N
am


e labels


Registration sheet 


Session O
ne 


Evaluation Sheets 


H
ealthy 


C
onversation Skills 


Poster


•	
Listening


•	
O


D
Q


s


•	
Reflection
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P TIP


R
em


em
b


er as a Train
er yo


u
 


w
ill n


eed
 to


 m
o
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n
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 m
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 m
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p
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, w
ith


in
 a ran


g
e o


f 
activities g


ivin
g


 p
len


ty o
f o


p
p


o
rtu


n
ities to


 p
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ill b
e in


teractive an
d


 p
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u
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H
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o
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Skills


10:10-10:25


14:10-14:25


(15 m
in


u
tes)


A
ctivity 2.1


H
avin


g
 a 


C
o


n
versatio


n


In Pairs/3s if odd num
ber - ask trainees to take turns to have a conversation 


about a change they w
ould like to m


ake - to ensure this is real.


Recorded on trainees’ phones. 


U
se an exam


ple of ow
n behaviour w


ould like to change (som
ething 


sm
all, just shared in the pair). 2 m


ins in each role. ‘Talker’ (patient/
client) &


 ‘Listener’ (practitioner) (&
’observer’ if odd num


bers)


To capture “baseline” or usual conversation 
style; tackles issue of trainees saying “I’m


 doing 
this already” w


hen they can listen back to these 
recordings later and discover that they m


ay not be. 


U
sing a real issue gets trainees to start process 


of thinking about personal &
 therefore relevant 


change issues, for later activities &
 reflections (e.g. 


for setting SM
A


RTER goals; how
 difficult it is)


M
obile 


phones
•	


Listening


•	
Reflection


10:25-10:50


14:25-14:50


(25 m
in


u
tes)


A
ctivity 3


B
eliefs A


xis


G
ro


u
p


 activity


Place the “agree” and “disagree” posters at each end of the room
 to 


represent a strong belief (negative/positive). 


A
sk trainees to stand up in the centre of the room


 and to position 
them


selves along this “axis” depending on how
 strong their beliefs 


about the statem
ents are. 


Explore all four statem
ents.


Suggested questions to prom
pt discussion am


ongst trainees:


•	
W


hat puts you there on the axis?


•	
W


hat w
ould you do to help som


eone if you believed this?


Encourage the group to challenge and question each other.


Explore rationale for activity, aim
 to elicit the follow


ing from
 them


: 


•	
people have different beliefs (even w


ithin this fairly hom
ogenous 


group)


•	
Beliefs can change


•	
W


e should respect people’s beliefs


•	
By understanding people’s beliefs w


e are better able to support 
them


 to m
ake changes


•	
O


ur beliefs influence our practice 


•	
There are no rights &


 w
rongs but this is the philosophy 


underpinning this training.


Present H
C


S Philosophy.


The purpose of this activity is N
O


T to show
 there is a 


right and a w
rong. It is about exploring the group’s 


thoughts on the statem
ents and enabling them


 to 
understand that M


EC
C


 H
ealthy C


onversation Skills 
and the W


essex M
EC


C
 approach is based on these 


philosophies.


Exploring how
 underlying (&


 often unconscious) 
beliefs underpin practice. 


Enables trainees to reflect on their ow
n practice &


 
understand how


 using H
ealthy C


onversation Skills 
can em


pow
er individuals and support change.


Present H
C


S philosophy after 
they’ve gone through this 
process so that they  
feel able to have  
their ow


n,  
possibly  
contrasting,  
beliefs.


4 Beliefs 


A
gree/ 


D
isagree 


posters at 
each end of 
the room


.


H
ealthy 


C
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Skills 
Philosophy 
poster 


•	
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D
Q


s
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Listening
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 b
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o
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R
eso


u
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u
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H
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y C


o
n


versatio
n


 Skills


11:25-11:35


15:25-15:35


(10 m
in


u
tes)


R
eal Play


A
sk for a volunteer w


ith som
ething real they’d 


like to change (perhaps w
hat they spoke 


about in pair earlier). 


Second trainer or a trainee to be the tim
e 


keeper.


Trainer takes on the role of “practitioner” 
to support the volunteer to explore their 
issue. The Trainer m


odels tw
o styles of 


com
m


unication, 2 m
inutes each conversation. 


1st – A
ll telling/suggesting/ inform


ation-
giving, i.e. m


ore talking than listening. 


2nd—
use all O


D
Q


s and listening. 


G
roup discussion - A


sk volunteer first and 
then the other trainees w


hat differences they 
observed and w


hat w
as effective in m


oving the 
volunteer tow


ards a solution/behaviour change.


To dem
onstrate in practice w


hat w
as explored in 


theory in A
ctivity 4. 


Phone/ stopw
atch


•	
O


Q
D


s to explore an issue


•	
Listening


•	
O


D
Q


s to support 		



	
SM


A
RTER


11:35-11:45


15:35-15:45


(10 m
in


u
tes)


A
ctivity 2.2


In
 p


airs/3s - listen back to earlier recordings 
using the Reflection Tool (yellow


)  


Refer to Response Styles Fram
ew


ork.


W
hat strategies w


ere you using? A
ny O


D
Q


s? 
Listening?


G
roup discussion - w


hat they heard and w
hat 


they m
ight do differently next tim


e.


To raise aw
areness of current practice in light of w


hat 
has been explored in the training activities so far. 


A
voids Trainer having to highlight possible learning &


 
areas for im


provem
ent as they can hear evidence for 


them
selves &


 share this in their pairs.


Review
ing how


 they w
ill reflect on their 


conversations, behaviour changes m
ade and use of 


the skills.


Supports trainees to identify strategies that  
m


ight w
ork for them


 in their w
orld.


M
obile phones


•	
Listening


•	
Reflection


•	
O
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Q


s


TO
P TIP
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 b
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 lead


. It is a really 
p
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w
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n


 
o
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o
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 even
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o
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ace o
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 b
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t 
w


h
at yo


u
’d


 like to
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D
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“tell m


e”.
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 d
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 d


evelo
p


 yo
u


r skills 
an


d
 in


crease yo
u


r co
n


fi
d


en
ce in


 
m


o
d


ellin
g


 H
C


S. 


TO
P TIP


W
hen you feel you are approaching the end of 


the second tw
o m


inute (H
CS) real play, these prom


pts can
 


help to bring the conversation to a close.
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 d
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as


 t
h


is
 is


 w
h


er
e 


‘p
la


n
ti


n
g


 t
h


e 
se


ed
’ h


ap
p


en
s.


 S
o


 t
h


e 
n


ex
t 


ti
m


e 
th


at
 in


d
iv


id
u


al
 a


cc
es


se
s 


an
o


th
er


 s
er


vi
ce


 a
n


d
 


h
as


 a
 M


EC
C


 c
o


n
ve


rs
at


io
n


 t
h


ey
 m


ay
 m


o
ve


 t
o


 
ad


d
re


ss
in


g
 t


h
e 


M
 a


n
d


 A
 o


f 
SM


A
R


TE
R


 –
 


it
 is


 a
b


o
u


t 
st


ar
ti


n
g


 t
h


em
 o


ff
 o


n
 a


 
SM


A
R


TE
R


 jo
u


rn
ey


.
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P


U
si


n
g


 S
M


A
R


TE
R


 le
tt


er
s 


en
su


re
s 


ev
er


yo
n


e 
jo


in
s 


in
, 


ex
p


lo
ri


n
g


 h
o


w
 t


o
 m


ak
e 


a 
g


o
al


 S
M


A
R


TE
R
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Tim
es


A
ctivities


D
etails o


f H
O


W
 sessio


n
 is to


 b
e d


elivered
W


H
A


T is th
e p


u
rp


o
se?


R
eso


u
rce R


eq
u


ired
H


ealth
y C


o
n


versatio
n


 Skills


12:20-12:30


16:20-16:30


(10 m
in


u
tes)


Perso
n


al refl
ectio


n
Trainees reflect on the session. 


W
hat is one aspect of today’s training you’ve 


found useful? 


Round robin – 30 secs each.


C
apture feedback on a flipchart.


C
onfirm


 tim
e/date/place for Session 2 &


 
reaffirm


 their SM
A


RTER goal for practising.


Rem
ind them


 to bring SM
A


RTER planning for 
change sheet w


ith them
 to Session 2.


Final reflections on session: 
G


iving each individual tim
e to 


reflect on any highlights/new
 


learning/lightbulb m
om


ents 
prom


pts them
 to identify 


learning, change and progress.


Flip chart
•	


O
D


Q
s


•	
Listening


•	
Reflection


12:30


16:30


En
d


 o
f Sessio


n
 O


n
e


A
fter Session O


ne collect/com
plete:


•	
Registration sheet 


•	
C


om
pleted Session O


ne evaluation form
s 


•	
C


om
plete Session O


ne Trainer Reflection Sheet.


Session One Trainer Guide
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B
ef


o
re


 S
es


si
o


n
 T


w
o


: 
•	


Ta
ke


 r
eg


is
tr


at
io


n 
sh


ee
t 


an
d 


co
m


pl
et


ed
 S


es
si


on
 O


ne
 e


va
lu


at
io


n 
fo


rm
s


•	
St


at
io


ne
ry


 b
ox


 f
or


 A
ct


iv
ity


 1
0 


- 
C


re
at


in
g 


yo
ur


 o
w


n 
re


so
ur


ce
 


•	
En


su
re


 a
ll 


re
so


ur
ce


s 
ne


ed
ed


 a
re


 r
ea


dy
 a


s 
ha


rd
 c


op
ie


s 
an


d/
or


 P
ow


er
Po


in
t 


sl
id


es
.


W
hi


ls
t 


th
e 


ac
tiv


iti
es


 a
re


 p
re


sc
rib


ed
, e


ve
ry


 g
ro


up
 w


ill
 b


e 
di


ff
er


en
t 


an
d 


go
od


 f
ac


ili
ta


tio
n 


en
ab


le
s 


th
e 


gr
ou


p 
to


 le
ar


n 
fr


om
 e


ac
h 


ot
he


r. 
Tr


us
t 


th
e 


gr
ou


p 
pr


oc
es


s 
an


d 
th


e 
ph


ilo
so


ph
y 


of
 t


he
 t


ra
in


in
g 


– 
tr


ai
ne


rs
 s


ho
ul


d 
us


e 
O


D
Q


s 
th


ro
ug


ho
ut


 a
nd


 a
vo


id
 a


ny
 t


el
lin


g 
or


 s
ug


ge
st


in
g!


Ti
m


es
A


ct
iv


it
ie


s
D


et
ai


ls
 o


f 
H


O
W


 s
es


si
o


n
 is


 t
o


 b
e 


d
el


iv
er


ed
W


H
A


T 
is


 t
h


e 
p


u
rp


o
se


?
R


es
o


u
rc


e 
R


eq
u


ir
ed


H
ea


lt
h


y 
C


o
n


ve
rs


at
io


n
 S


ki
lls


09
:3


0-
09


:4
0


13
:3


0-
13


:4
0


(1
0 


m
in


u
te


s)


W
el


co
m


e


H
o


u
se


ke
ep


in
g


Re
gi


st
ra


tio
n


C
ol


le
ct


 e
Le


ar
ni


ng
 C


er
tifi


ca
te


s


In
tr


od
uc


tio
n 


to
 S


es
si


on
 T


w
o


Re
vi


ew
 S


es
si


on
 O


ne
: 


W
ha


t 
ar


e 
th


e 
4 


H
ea


lth
y 


C
on


ve
rs


at
io


n 
Sk


ill
s?


H
C


S 
Ph


ilo
so


ph
y?


SM
A


RT
ER


?


Re
vi


si
tin


g 
Se


ss
io


n 
O


ne
 &


 t
he


 H
C


S:
 t


o 
ge


t 
ev


er
yo


ne
 b


ac
k 


in
to


 H
C


S 
m


od
e 


by
 


en
co


ur
ag


in
g 


re
fle


ct
io


n 
on


 w
ha


t 
th


ey
 


le
ar


nt
 p


re
vi


ou
sl


y.


N
am


e 
la


be
ls


 


Re
gi


st
ra


tio
n 


sh
ee


t


H
C


S 
Po


st
er


H
C


S 
Ph


ilo
so


ph
y 


Po
st


er


‘W
ha


t’
 &


 ‘H
ow


’ b
ub


bl
es


SM
A


RT
ER


 P
os


te
r


•	
O


D
Q


s 


•	
Li


st
en


in
g


09
:4


0-
09


:5
0


13
:4


0-
13


:5
0


 (
10


 m
in


u
te


s)


G
ro


up
 a


ct
iv


ity


Re
pe


at
 ‘p


hi
lo


so
ph


y’
 a


xi
s 


w
ith


 1
 o


r 
2 


be
lie


fs
 


(p
er


ha
ps


 t
he


 2
 t


ha
t 


w
er


e 
m


os
t 


co
nt


ro
ve


rs
ia


l o
r 


ch
al


le
ng


in
g 


in
 S


es
si


on
 O


ne
).


A
ny


 c
ha


ng
es


 f
ro


m
 S


es
si


on
 O


ne
?


Ex
pl


or
e 


w
ith


 g
ro


up
.


To
 h


ig
hl


ig
ht


 a
ny


 e
ff


ec
t 


of
 t


he
 t


ra
in


in
g 


so
 f


ar
 o


n 
th


ei
r 


be
lie


fs
 &


 f
ur


th
er


 
op


po
rt


un
ity


 t
o 


re
fle


ct
 o


n 
ho


w
 b


el
ie


fs
 


ca
n 


ch
an


ge
 –


 im
po


rt
an


t 
in


si
gh


ts
 


fo
r 


su
pp


or
tin


g 
ot


he
rs


 t
o 


ch
an


ge
 


be
ha


vi
ou


rs
.


A
gr


ee
/D


is
ag


re
e


Be
lie


fs


•	
O


D
Q


s 


•	
Li


st
en


in
g


Se
ss


io
n 


Tw
o 


Tr
ai


ne
r G


ui
de


TO
P 


TI
P


Em
p


h
as


is
e 


th
at


 S
es


si
o


n
 2


 w
ill


 
b


e 
a 


re
fl


ec
ti


ve
 d


ay
 a


llo
w


in
g


 u
s 


to
 r


efl
ec


t 
o


n
 S


es
si


o
n


 1
, o


u
r 


p
ra


ct
ic


e 
an


d
 s


u
p


p
o


rt
in


g
 


ev
er


yo
n


e 
in


 t
h


ei
r 


th
in


ki
n


g
 a


ro
u


n
d
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y.


SE
C


TI
O


N
 2


   
  


   P
A


G
E 


8







Tim
es


A
ctivities


D
etails o


f H
O


W
 sessio


n
 is to


 b
e d


elivered
W


H
A


T is th
e p


u
rp


o
se?


R
eso


u
rce 


R
eq


u
ired


H
ealth


y 
C


o
n


versatio
n


 Skills


09:50-10:20


13:50-14:20


(30 m
in


u
tes)


A
ctivity 7


R
efl


ectin
g


 
o


n
 H


C
S &


 
su


p
p


o
rtin


g
 


ch
an


g
e


In
 p


airs - review
 SM


A
RTER planning for change sheets and 


any goals set from
 A


ctivity 6 in Session O
ne. 


(allow
 10 m


inutes for each person, then sw
ap over)


Practise O
D


Q
s to encourage each other to reflect (using 


Sharing Stories about C
hange prom


pts) on progress, 
challenges, successes etc.


G
ro


u
p


 d
iscu


ssio
n


 - to reflect on how
 they got on, sharing 


good practice, top tips, challenges &
 barriers to change.


A
sk:


W
hat challenges they them


selves had/overcam
e?


H
ow


 m
aking a SM


A
RTER plan helped/hindered? 


W
hat they m


ight do differently?


H
ighlight how


 this activity prom
pts use of all H


C
S.


G
ro


u
p


 d
iscu


ssio
n


 - to share experiences in final 5m
ins.


Reflecting on any behaviour changes attem
pted 


supports trainees to identify w
hat m


akes change easier 
or difficult.


Support trainees’ understanding of how
 people change 


or don’t change.


Prom
pts trainees to think about how


 this w
ill affect 


their practice. 


U
sing the Sharing Stories about C


hange encourages 
everyone to continue practising their O


D
Q


s &
 listening 


skills, as w
ell as supporting SM


A
RTER planning &


 
review


ing goals. 


SM
A


RTER 
planning for 
change sheets 


Sharing Stories 
about C


hange


•	
O


D
Q


s 


•	
Listening


•	
Reflection


•	
SM


A
RTER


10:20-10:50


14:20-14:50


(30 m
in


u
tes)


A
ctivity 8


In
tro


d
u


ctio
n


 
to


 
B


eh
avio


u
r 


C
h


an
g


e 
Tech


n
iq


u
es


G
ro


u
p


 d
iscu


ssio
n


 - generate strategies they’ve used or 
heard about to support or m


aintain change.. 


Trainer to use prom
pts to elicit Behaviour C


hange 
Techniques (BC


Ts) and capture BC
Ts used on w


hiteboard/ 
flipchart.


C
luster together those that do sim


ilar things, e.g. self-
m


onitoring (keeping a diary, w
earing a pedom


eter, crossing 
off dates on a calendar). 


Introduce BC
T list. 


In
 sm


all g
ro


u
p


s (3/4) - review
 the list generated and share 


w
hat experiences they have of using BC


Ts for them
selves or 


w
ith others? Prom


pt questions include: 


W
hat strategies have they used to support som


eone to 
support change?


H
ow


 w
ell did it w


ork?  


W
hat things w


ork for them
?


G
roup discussion - how


 helpful are BC
Ts?


BC
Ts provide exam


ples of som
e techniques show


n 
to be effective in bringing about change (in certain 
circum


stances, w
ith certain behaviours, in different 


populations!) – em
phasise these are not prescriptive, 


but to be explored.


A
ctivity dem


onstrates how
 m


uch they as a group 
already know


, but m
ay not have considered as part of 


supporting change. The purpose is to highlight that 
individuals m


ay already be using a num
ber of strategies 


in their w
ork or personal life to support change and 


these can be defined as BC
Ts.


Reflection in sm
all groups on w


hat they have used &
 


how
 successful this has been enhances understanding 


of their im
portance in instigating and m


aintaining 
change, i.e. w


ithout som
e of these in place, people are 


less likely to be successful.


Final group review
 to reinforce learning &


 get trainees 
to reflect on how


 they m
ight support individuals to 


incorporate BC
Ts into their SM


A
RTER planning.


Flipchart


K
ey BC


T list 


•	
O


D
Q


s 


•	
Listening


•	
Reflection 


Session Tw
o Trainer Guide


 
TO


P TIP


Th
is activity is ab


o
u


t 
id


en
tifyin


g
 strateg


ies th
at 


su
p


p
o


rt p
eo


p
le to


 ch
an


g
e – 


exp
lo


rin
g


 train
ees’ o


w
n


 
exp


erien
ces.


 
TO


P TIP


U
se th


e B
C


T d
efi


n
itio


n
s 


in
clu


d
ed


 in
 Sectio


n
 2, p


ag
e 13 


if yo
u


 are asked
 ab


o
u


t w
h


at a 
p
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lar B


C
T m


ean
s o


r if th
e 


g
ro


u
p


 can
’t an
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m
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O
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 b
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d
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H
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T 
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 t
h


e 
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u
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o
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?
R
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u
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R
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H
ea
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y 
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o
n
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at
io


n
 S
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lls


10
:5


0-
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:0
0


14
:5


0-
15


:0
0


(1
0 


m
in


u
te


s)


B
R


EA
K
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:0


0-
11


:2
5


15
:0


0-
15


:2
5


(2
5 


m
in


u
te


s)


A
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iv
it


y 
9


SM
A


R
TE


R
 g


o
al


 
se


tt
in


g
: T


ea
m


 
C


h
al


le
n


g
e!


Tw
o


 g
ro


u
p


s 
- 


di
vi


de
 t


he
 g


ro
up


 in
to


 2
 t


ea
m


s 
an


d 
ge


t 
ea


ch
 


to
 a


llo
ca


te
 a


 s
cr


ib
e 


an
d 


a 
tim


e-
ke


ep
er


. 


C
ho


os
e 


on
e 


of
 t


he
 b


eh
av


io
ur


 c
ha


ng
e 


sc
en


ar
io


s 
fo


r 
th


e 
Tr


ai
ne


r 
to


 r
ol


e 
pl


ay
 O


r 
Tr


ai
ne


r 
to


 t
al


k 
ab


ou
t 


a 
sm


al
l c


ha
ng


e 
th


ey
 w


ou
ld


 li
ke


 t
o 


m
ak


e 
(i.


e.
 g


oi
ng


 s
w


im
m


in
g/


dr
in


ki
ng


 
m


or
e 


w
at


er
) 


O
ne


 t
ra


in
er


 r
ol


e-
pl


ay
s 


th
e 


cl
ie


nt
/p


at
ie


nt
 a


nd
 m


em
be


rs
 o


f 
on


e 
te


am
 a


t 
a 


tim
e 


as
k 


O
D


Q
s 


to
 s


up
po


rt
 t


he
m


 t
o 


m
ak


e 
a 


SM
A


RT
ER


 p
la


n.
 


D
is


pl
ay


 p
os


te
r 


or
 P


ow
er


Po
in


t 
sl


id
e 


ne
xt


 t
o 


w
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 b
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rd


/
fli
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ha


rt
.


Th
e 


sc
rib


e 
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 o


ff
 e
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h 
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e 


of
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 S


M
A


RT
ER


 le
tt


er
s 


an
d 


no
te


s 
th


e 
st
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te


gy
, a


s 
it 


is
 a


ch
ie


ve
d.


  T
ra


in
er


 t
o 


re
sp


on
d 


to
 


di
ff


er
en


t 
ty


pe
s 


of
 q


ue
st


io
ns


/s
ta


te
m


en
ts


 a
cc


or
di


ng
ly


, e
.g


. i
f 


a 
cl


os
ed


 q
ue


st
io


n,
 a


ns
w


er
 Y


es
 o


r 
N


o.


A
t 


th
is


 s
ta


ge
 t


he
re


 a
re


 t
w


o 
po


ss
ib


le
 o


pt
io


ns
 f


or
 t


hi
s 


ac
tiv


ity
:


O
p


ti
o


n
 1


: E
ac


h 
te


am
 h


as
 5


 m
in


ut
es


 t
o 


tic
k 


of
f 


al
l t


he
 


le
tt


er
s.


 T
he


n 
sw


ap
 w


ith
 o


th
er


 t
ea


m
/t


ra
in


er
 a


nd
 r


ep
ea


t.
 


Th
e 


te
am


 t
o 


ac
hi


ev
e 


SM
A


RT
ER


 in
 t


he
 q


ui
ck


es
t 


tim
e 


w
in


s.


O
p


ti
o


n
 2


: E
ac


h 
te


am
 w


ill
 b


e 
m


ea
su


re
d 


on
 t


he
 n


um
be


r 
of


 q
ue


st
io


ns
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sk
ed


 t
o 


tic
k 


of
f 


al
l t


he
 le


tt
er


. T
he


n 
sw


ap
 


w
ith


 o
th


er
 t


ea
m


/t
ra


in
er


 a
nd


 r
ep


ea
t.


 T
he


 t
ea


m
 t


o 
ac


hi
ev


e 
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A
RT


ER
 w


ith
 t


he
 le
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t 
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in


s.


A
t 
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e 
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of
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ra
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 w


ho
 r


ol
e 
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s 
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e 
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m


m
ar
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e 


an
d 


en
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e 
te
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s 


to
 


su
m


m
ar
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e 


th
e 


SM
A


RT
ER


 p
la


n.
 


G
ro


u
p


 d
is


cu
ss


io
n


 -
 w


ha
t 


w
as


 a
ch


ie
ve


d,
 a


nd
 w


ha
t 


w
er


e 
th


e 
ch


al
le


ng
es


.


To
 g


iv
e 
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ne
es
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th
er


 c
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e 


to
 p
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e 


m
ak


in
g 
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al
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M
A
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ER


, s
ha
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g 


th
e 
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y 
w


ith
in


 t
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ir 
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in


g 
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m
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sp


ec
ts


 o
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ha
pp


en
s 


if 
yo


u 
as


k 
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 c
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ra
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w
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 t
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ER


 
po


st
er


SM
A


RT
ER


 
sc


en
ar


io
s 


(p
in


k)


•	
O


D
Q


s 


•	
Li


st
en


in
g


•	
SM


A
RT


ER


Se
ss


io
n 


Tw
o 


Tr
ai


ne
r G


ui
de


TO
P 


TI
P


If
 y


o
u


 a
re


 r
u


n
n


in
g


 b
eh


in
d


 
w


it
h


 t
im


e 
th


en
 y


o
u


 c
an


 g
et


 s
o


m
e 


ti
m


e 
b


ac
k 


h
er


e 
b


y 
ru


n
n


in
g


 O
p


ti
o


n
 1


 
fo


r 
th


is
 a


ct
iv


it
y.


SE
C


TI
O


N
 2


   
  


   P
A


G
E 


10







Tim
es


A
ctivities


D
etails o


f H
O


W
 sessio


n
 is to


 b
e d


elivered
W


H
A


T is th
e p


u
rp


o
se?


R
eso


u
rce 


R
eq


u
ired


H
ealth


y 
C


o
n


versatio
n


 Skills


11:25-11:50


15:25-15:50


(25 m
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Encourage trainees to consider the philosophy in their 
creations.


Encourage trainees to be creative and think outside the 
box.


You can deliver this activity in a num
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Ts.


G
ro


u
p


 p
resen


tatio
n


s - Stick up on the w
all like an art 


gallery and present.


U
tilises a different learning strategy to ensure 


trainees’ different learning styles have been 
accom


m
odated – good to acknow


ledge this 
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This is intended to em
bed new
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should be a fun activity for latter part of session, 
so encouraging each group to introduce their 
resource and explain their thinking should raise 
the energy levels in the room
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discussion &
 laughter.
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ake it fun!
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This page provides you, the Trainer, with a definition of the different Behaviour Change Techniques should 
you be asked what they mean. Always encourage the group to explore their understanding first.


What are the Behaviour Change Technique Definitions?
•	 Prompt specific goal-setting: Set or agree on a goal defined in terms of the behaviour to be achieved.


•	 Prompt review of behavioural goal(s): Review behavioural goal(s) jointly with the person & consider 
modifying goal(s) or behaviour change strategy(ies) in light of achievement.  This may lead to resetting 
the same goal, a small change in that goal or setting a new goal instead of (or in addition to) the first 
goal, or no change.


•	 Prompt self-monitoring of behaviour: Establish a method for the person to monitor and record their 
behaviour(s) as part of a behaviour change strategy.


•	 Plan social support or social change:


	 •	 Social support (unspecified): Advise on, arrange or provide social support (eg from friends, relatives, 	
	 colleagues, buddies or staff) or non-contingent praise or reward for performance of the behaviour.  It 	
	 includes encouragement & counselling, but only when it is directed at the behaviour.


	 •	 Social support (practical): Advise on, arrange or provide practical support (eg from friends, relatives, 	
	 colleagues, buddies or staff) for performance of the behaviour.


	 •	 Social support (emotional): Advise on, arrange or provide emotional support (eg from friends, 		
	 relatives, colleagues, buddies or staff) for performance of the behaviour.


	 •	 Restructuring the social environment: Change or advise to change the social environment in 		
	 order to facilitate performance of the wanted behaviour (not including prompts/cues or rewards/		
	 punishments).


•	 Provide feedback on performance: Monitor and provide informative or evaluative feedback on 
performance of the behaviour (eg form, frequency, duration, intensity).


•	 Provide information on health consequences: Provide information (eg written, verbal, visual) about 
health consequences of performing the behaviour (in this MECC approach, explore with individuals what 
their understanding of the health consequences is, how knowing more will motivate them to change (or 
not), what they will do with such information).


•	 Model or demonstrate the behaviour: Provide an observable sample of the performance of the 
behaviour, directly in person or indirectly (eg via film, pictures) for the person to aspire to or imitate.
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Trainer Accreditation Pack 


Evaluation materials to be completed after you have delivered the training. 
You will need to ensure you complete and return the resources in the 
Trainer Accreditation Pack in the Training Manual to Health Education 
England – Wessex to gain accreditation as a Trainer and for your trainees 
to receive their certificates. These include:


•	 	Register - to be completed electronically............................................1


•	 	Session One Evaluation forms - beginning of Session One..................3


•	 	Session Two Evaluation forms - end of Session Two............................5


•	 	Training Feedback form - end of Session Two.....................................7


•	 	Trainer Reflections - Session One........................................................9


•	 	Trainer Reflections - Session Two......................................................11


Section 3







This section provides all of the documents you will need to complete and submit to the Wessex MECC team 
in order to meet the evaluation requirements for the MECC Healthy Conversation Skills training.


This is important as we will need this information in order for Wessex to issue the RSPH Accredited MECC 
Certificates to your trainees.  This is also part of the MECC Train-the-Trainer quality assurance process.


•	 Electronic register of whom you have trained


•	 Session One Evaluation forms


•	 Session Two Evaluation forms


•	 Session One Trainer Reflections 


•	 Session Two Trainer Reflections


•	 Training Feedback forms


Evaluation and Trainer Accreditation


If you have any questions contact MECC.WX@hee.nhs.uk 
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Session One Evaluation


Healthy Conversation Skills Evaluation
Please circle one number for each item


On a scale of 1 – 10 how confident do you feel about supporting individuals to make 
a lifestyle change?


1 2 3 4 5 6 7 8 9 10


(Not confident)                                                                                  (Very confident)


On a scale of 1 – 10 how important is it for you to support individuals to make a 
lifestyle change?


1 2 3 4 5 6 7 8 9 10


(Not important)                                                                                 (Very important)


☺


On a scale of 1 – 10 how useful do you think the conversations you have are at 
supporting individuals to make a lifestyle change?


1 2 3 4 5 6 7 8 9 10


(Not useful)                                                                                            (Very useful)


Session One	 Group:.........................................  		                     ID No: 


		  Trainer(s):.....................................


		  Location:......................................


		  Date:............................................


Please turn over
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Session One Evaluation


Below are four things individuals might say. Please write in the bubbles below, the next thing you might say 
to support this individual to make a lifestyle change.


“I need to lose weight, but I don’t like vegetables.” You say:


“I should cut down on my alcohol intake, but my  
partner likes to open a bottle of wine after work.” You say:


“I’ve lost count of the number of times  
I’ve tried to stop smoking—it’s hopeless!” You say:


“I just don’t seem to have time to do any exercise.” You say:


Please now pass this completed 
sheet to one of the Trainers
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Healthy Conversation Skills Evaluation
Please circle one number for each item


On a scale of 1 – 10 how confident do you feel about using the skills you learnt on 
this course, in conversations with individuals to support them to make a lifestyle 
change?


1 2 3 4 5 6 7 8 9 10


(Not confident)                                                                                 (Very confident)


Do you feel more or less confident about having conversations with individuals to 
support change, since the beginning of this training? [Circle one number, circling ‘0’ 
means ‘no change’]


-5 -4 -3 -2 -1 0 +1 +2 +3 +4 +5


(Less confident)                                                                               (More confident)


On a scale of 1 – 10 how important is it for you to support individuals to make a 
lifestyle change?


1 2 3 4 5 6 7 8 9 10


(Not important)                                                                             (Very important)


On a scale of 1 – 10 how useful do you think the skills you learnt on this course will 
be, at supporting individuals to make a lifestyle change?


1 2 3 4 5 6 7 8 9 10


(Not useful)                                                                                            (Very useful)


Please turn over


Session Two Evaluation


Session Two	 Group:.........................................  		                     ID No: 


		  Trainer(s):.....................................


		  Location:......................................


		  Date:............................................
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Below are four things individuals might say. Please write in the bubbles below, the next thing you might say 
to support this individual to make a lifestyle change.


“I need to lose weight, but I don’t like vegetables.” You say:


“I should cut down on my alcohol intake, but my  
partner likes to open a bottle of wine after work.” You say:


“I’ve lost count of the number of times  
I’ve tried to stop smoking—it’s hopeless!” You say:


“I just don’t seem to have time to do any exercise.” You say:


Please now let one of the Trainers 
know you have completed this sheet.


Session Two Evaluation


SE
C


TI
O


N
 3


   
  


   P
A


G
E 


6







Training Feedback


This feedback form is to collect your views on the quality of the training and to inform future developments/
improvements. We would really appreciate your time to complete the following questions.


Name of Trainer One:....................................................................................................................................


Name of Trainer Two (if applicable):..............................................................................................................


Location of Training:.....................................................................................................................................


Date of Training:...........................................................................................................................................


1.	Overall Evaluation
How would you rate your overall satisfaction with the MECC Training?


(Please tick below - one being the lowest and five the highest score)


Overall Evaluation	 1 2 3 4 5


Please rate your overall satisfaction with 
the MECC Training


What aspects of the training experience did you find particularly helpful?


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


What aspects of the training experience would you like to see changed?


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................
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Training Feedback


2.	Trainer(s) Evaluation


How well did the Trainer(s) demonstrate the following?


(Please tick below - one being the lowest and five the highest score)


Trainer Name Demonstrated 
Knowledge & 
Expertise


Reflection & 
listening


Used ODQs Made Content 
Relevant to me


Trainer One


1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5


Trainer Two


(if applicable)


1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5


What did you find particularly effective/helpful about your Trainer(s)?


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


How might your Trainer(s) improve?


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


Any other comments to the Trainer(s)?


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


Thank you for taking the time to feedback.
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Trainer Reflections Session One


Research has shown that Trainer reflection on the delivery of training sessions can maximise success at 
delivering the programme as it was meant to be delivered. 


The approach for Trainer self-reflection is consistent with trainee self-reflection and Trainers are encouraged 
to use the SMARTER Planning for Change sheet to help plan how to improve facilitation skills(s).


Trainer:.........................................................................................................................................................


Co-Trainer:....................................................................................................................................................


Date:............................................................................................................................................................


Location:.......................................................................................................................................................


How was the session overall?
How were the group dynamics? How did the group function? How did I deal with: Dominant/quiet 
personalities? Barriers? Language issues; poor understanding; Timing of activities, Late/early arrivers?


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


How well did I use Healthy Conversation Skills


Healthy Conversation Skills Reflections


Listening?


Asking Open Discovery 
Questions (How/What?)


Reflection
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Trainer Reflections Session One


Very well Fairly well
Could be 


better


Welcome and Introduction – How well did I introduce the session?


MECC presentation 
How well did I deliver the presentation & answer any questions from the group?


Activity 1 – Exploratory discussion 
How well did I align trainees’ expectation with the purpose of the training and 
their role in behaviour change? How well did I do in eliciting quotes/scenarios?


Activity 2 – Having a Healthy Conversation 
How well did I support trainees in the activity and with reflecting on their record-
ing later?


Activity 3 – Beliefs Axis 
How well did I help the group gain insight into the philosophy of the training by 
exploring beliefs about behaviour change?


Activity 4 – Developing Exploratory Questions 
How well did I support trainees’ to develop Open Discovery Questions?


Real Play 
How well did I model the two conversation styles?


Activity 5 – Setting SMARTER Goals 
How well did I engage all trainees in learning about SMARTER goal-setting and 
using SMARTER?


Activity 6 – Supporting SMARTER goal-setting 
How well did I encourage trainees to set and reflect on their SMARTER goal?


Personal Reflection 
How well did I facilitate the group discussion?


Final Reflections on the session
What are three things that went well?


1..................................................................................................................................................................


2..................................................................................................................................................................


3..................................................................................................................................................................


What three things could you do differently?


1..................................................................................................................................................................


2..................................................................................................................................................................


3..................................................................................................................................................................


What would you like support with for your development and delivery of future training sessions?


....................................................................................................................................................................


....................................................................................................................................................................
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Trainer Reflections Session Two


Research has shown that Trainer reflection on the delivery of training sessions can maximise success at 
delivering the programme as it was meant to be delivered. 


The approach for Trainer self-reflection is consistent with trainee self-reflection and Trainers are encouraged 
to use the SMARTER Planning for Change sheet to help plan how to improve facilitation skills(s).


Trainer:.........................................................................................................................................................


Co-Trainer:....................................................................................................................................................


Date:............................................................................................................................................................


Location:.......................................................................................................................................................


How was the session overall?
How were the group dynamics? How did the group function? How did I deal with: Dominant/quiet 
personalities? Barriers? Language issues; poor understanding; Timing of activities, Late/early arrivers?


.................................................................................................................................................................... 	


.................................................................................................................................................................... 	


.................................................................................................................................................................... 	


How well did I use Healthy Conversation Skills


Healthy Conversation Skills Reflections


Listening?


Asking Open Discovery 
Questions (How/What?)


Reflection
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Trainer Reflections Session Two


Very well Fairly well
Could be 


better


Welcome and Introduction –  
How well did I introduce the session?


Group Activity – Beliefs Axis  
How well did I facilitate the group?


Activity 7  – Reflecting on Healthy Conversation Skills and supporting change 
How well did I facilitate the activity and subsequent reflection?


Activity 8 – Introduction to Behaviour Change Techniques 
How well did I support trainees to share strategies used and develop their  
understanding of BCTs?


Activity 9 – SMARTER Goal setting: Team Challenge 
How well did I facilitate the team to set SMARTER goals and reflect on the  
challenge?


Activity 10: Creating a Resource: Combining BCTs with HCS
How well did I support the groups to link HCS to BCTs in order to develop the  
resources?


Final Thoughts 
How well did I facilitate the group to reflect on the training and how they will use 
their Healthy Conversation Skills?


Final Reflections on the session
What are three things that went well?


1..................................................................................................................................................................


2..................................................................................................................................................................


3..................................................................................................................................................................


What three things  could you do differently?


1..................................................................................................................................................................


2..................................................................................................................................................................


3..................................................................................................................................................................


What would you like support with for your development and delivery of future training sessions?


....................................................................................................................................................................


....................................................................................................................................................................


....................................................................................................................................................................


SE
C


TI
O


N
 3


   
  


   P
A


G
E 


12











Training Resources


Healthy Conversation Skills poster – green – A3


Agree/Disagree posters – yellow – A4


Beliefs posters – yellow – A4


Healthy Conversation Skills Philosophy poster – blue – A3


Example Quotes (pink) – Activity 4


Response Styles Framework poster – yellow/green – A3


“How” & “What” Bubbles poster – yellow/green – A3


SMARTER poster – A3


SMARTER letters – A4 (x2)


SMARTER goals – blue – A4


SMARTER planning for change – A4 (double sided)


Sharing stories about change – yellow – A4


Key behaviour change techniques – purple – A4


SMARTER scenarios (pink) – Activity 9


Having a ‘Healthy Conversation’ Reflection Tool – yellow – A4


Section 4
(The training resources have been provided to you 
printed in hard copy: if you do not have access to 


these please contact MECC.WX@hee.nhs.uk)







Trainers Notes











Produced January 2017
Health Education England, working across Wessex


 
W: www.wessexphnetwork.org.uk/mecc
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Evaluating Health & Wellbeing Interventions For Healthcare Staff:
Key Findings


Evaluation can help organisations


understand whether or not an intervention


has worked. The practice of evaluation is a


primary concern of this project and report.


Evaluation should be seen positively and


as a tool that can feed into organisational


learning and development. For health


and wellbeing interventions, evaluation


is a crucial step to help ensure that


decisions made to select, invest and


continue to provide particular


interventions are evidence-based. 


Evaluating health & wellbeing interventions
for healthcare staff: Key findings


Each year a significant amount of time and money is directed towards promoting


and protecting the health and wellbeing of NHS staff. The business case for health


promotion is well made and there is a great deal of evidence that demonstrates the


serious impact and consequences of poor health and wellbeing. While the level of


resource that is invested in health promotion across the NHS represents a clear


strength, the lack of evidence regarding the impact, effectiveness and value of the


action that is being taken represents a significant risk. 


This situation represents a key concern. If ignored it could easily result in a perpetual


investment cycle where trusts are committing funds in health and wellbeing initiatives


every year, but do not know whether there has been any return on their investment.


Evaluation is a useful measure to help tackle this issue.
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Overview of this report  
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Evaluating Health & Wellbeing Interventions For Healthcare Staff:
Key Findings


1. Gather evidence, through


interviews with NHS trusts, on the level


and type of evaluation activity


conducted by trusts; 


2. Establish some of the key challenges/


barriers that may prevent trusts from


carrying out evaluations; 


3. Identify some key best principles that


will support all trusts and help to


improve evaluation activity; and 


4. Offer any recommendations to support


a more standardised and positive


approach towards the evaluation of


health and wellbeing interventions


across the NHS. 


In addition, and at the time of undertaking


this work, there was an opportunity to


support and undertake an evaluation of a


self-referral physiotherapy service at the


Sheffield Teaching Hospitals (STH). 


Therefore, this project was also


concerned with:


5. Conducting an evaluation of the 


‘PhysioPlus’ service at STH; and


6. Writing up the evaluation process and


findings in the form of a case study so


that it can be accessed more widely


across the NHS. 


This project 


NHS Employers is equally concerned about the need for evidence and the need


for evaluation of interventions targeted at protecting and promoting the health


and wellbeing of NHS staff and organisations. In response to this concern,


NHS Employers commissioned Zeal Solutions to:
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1. Evaluation of health and


wellbeing interventions


This section provides a summary of the


key barriers or challenges faced by trusts


when conducting evaluations. It also


outlines a response to each barrier. 


2. Implementing an evaluation project


in practice


This section provides a summary of key


questions that can be considered when


planning or carrying out an evaluation


project. 


3. Case study: Evaluation of the


PhysioPlus service


This section, in the form of a case study,


summarises the key evaluation findings 


and benefits of a staff wellbeing 


(physiotherapy) intervention.


It also outlines the steps taken to


evaluate the service. 


4. Best practice principles for


intervention evaluation


This section lists ten best practice


principles that can be followed to


enhance the practice of evaluation


within any trust. 


5. Reflections and recommended


next steps


This section offers some general


reflections and recommendations for


moving forward and building a capacity


for evaluation across the entire NHS. 


This report 


This report has been written to provide an overview of the key findings from this


project, including a summary of any appropriate research findings, interview findings


and a case study of the PhysioPlus evaluation. It is organised into five sections: 
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Each section can be considered on its own or the report can be read cover to cover.


It should be noted at the outset that the next phase of this work is to conduct a broader 


assessment of evaluation activity across the NHS. This phase of work will be returned to


and discussed in the final section (5).
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Key Findings
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Section 1


Evaluation is a tool that can support organisational learning and can help trusts


to identify changes that may need to be made to ensure interventions are effective


and of value. It is important for any trust to recognise whether the intervention


prescribed is suitable for the problem or issue that has been diagnosed.


NHS trusts participating in this research appreciated the fact that evaluation can help to prove


whether or not an intervention:


Is delivering important and worthwhile organisational benefits


Is implemented well and accessed by the right people


Achieves the stated objectives and returns some level of (individual/organisational) benefit


Uses the best available and most cost-effective approaches


Is supported across the organisation to maximise success 


Representatives from the NHS trusts raised a number of challenges that made conducting


evaluations difficult. In this section we summarise seven of the key barriers and provide a


response with the aim of overcoming these challenges.


Intervention evaluation: Challenges and barriers


Barrier 1: The lack of time for evaluation


Issue: Despite the appreciation of the need and value of conducting effective evaluations,


concerns were raised around the lack of any form or evaluation. As is illustrated by the


following quotes:


“What we don’t do is go back and ask ‘how useful was that?’ after we’ve done it’.


I would say that is the missing loop in what we’re not doing at the moment.”


“In reality, we just don’t have the time to evaluate. We’re just that busy putting stuff on.”


Evaluation of health and
wellbeing interventions







NHS EmployersSection 1


Response: Where evaluation is not considered an integral part of the organisation’s


learning processes, there tends to be a general lack of evaluation knowledge and skills.


Effective evaluation is considered a low priority and taking action is seen as more important


than assessing action. In reality, the question should not be about where to focus energy


(for example, towards action or evaluation) but about how to ensure the necessary


evidence can be collected in timely and cost effective ways, so as to help learning and


decision making about the action that is being taken.


Barrier 2: The lack of appropriate baseline or benchmark data 


Issue: Across the interviews, some trusts identified the difficulty with benchmarking data


and comparing change before and after the intervention had been implemented. In addition,


it often proved difficult to do accurately and it was identified that some of the data used may


not be a real measure of the effectiveness of the intervention.


“We benchmark quite a lot of our data on …an information portal…they compare


sickness absence data and employee data…they have just extended it so that they also


include data from four or five different regions… the only problem with it is that it is


two months behind…we can see how well we are doing against others….but also it


could be that they are just under-reporting.”


“The other way that we measure is we have a local staff survey. Part of that is around


health and wellbeing but it’s not specifically measuring an intervention. It’s just


measuring how people are feeling at that moment in time.”


Response: One primary goal of an evaluation is to assess change. When interventions


are being implemented it is important to consider the objectives of the intervention so that


questions can be asked such as ‘what can we realistically expect to see happen as a result


of this intervention?’, ‘When can we realistically expect to see any effect?’ ‘What might limit


the impact of the intervention?’ ‘What will help it?’ The answer to these questions should


enable a more comprehensive analysis of the intervention to be completed and result in a


broader understanding of the potential impact and changes that might occur.  The use of


the annual opinion survey to assess the impact of an intervention can sometimes lead to


disappointing results. This type of survey is used to assess more general work attitudes


which are likely to be influenced by numerous factors and variables. While an intervention


may have been designed to have an effect on work attitudes, it becomes difficult to specify


through opinion surveys when, how or even if an intervention has had any effect. 
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To assess an intervention, it becomes important to design more tailored evaluations that


will ensure appropriate forms of evidence can be collected and compared to help realise


any benefits. The following statements help to validate this and demonstrate action where


benchmarking is being conducted well. 


“We deliver the training for them and then we’re doing a three month follow-up to


find out if they’ve used it, what the impact was, has the mental health related sickness


absence in their team gone down, that kind of thing”


“We asked staff just general baseline questions about smoking, drinking, and also what


they wanted to see in place, which would improve their health and wellbeing… We’re


now about to send the same survey out again. Then we’re going to compare with where


we were this time last year, which is the first year, before we put the EAP and the


fast-track physiotherapy service and that in place. Because it asks about stress levels;


it asks about weight, height, so we work out the BMI. Smoking, drinking. So, basically


…we compare from where we were this time last year and see where we are now.”


Barrier 3: The lack of appropriate evaluation criteria 


Issue: A major concern for all trusts is the criteria against which to assess an intervention


(also known as the criterion problem). 


“The way we evaluate them isn’t as useful or valuable as it could be…they are not


very sophisticated methods…we tend to look at attendance rates, whether they are up


or down.”


“Where do you start? There are so many things you could look at when evaluating


interventions. I have my questions that I’m interested in but who is to say these are


the right questions?”


A number of trusts identified that they were faced with the challenge of running


interventions that can demonstrate an impact immediately, rather than interventions that


may be more preventative or have a longer term impact.  


“We do our finances on an annual basis, and the books have to balance on an annual


basis, there is no leeway for long-term investment.”
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Subsequently, this is likely to influence the evaluation criteria that trusts use. One of the key


underlying themes across all trusts was that the interventions should have the primary


objective of reducing sickness absence or getting staff back to work faster. However, this


can be problematic as sickness absence is complex, and can be the result of a number of


factors. Therefore, it is difficult to demonstrate a relationship between an intervention and


reduced sickness absence, and it can take time for changes to show. The challenge this


represents for trusts is captured in the following statement:


“Being honest, sickness absence is one of their (senior management) top priorities. 


I’ve had a bit of a fight on my hands trying to explain to them that we’re not going


to change that overnight, it’s a long term thing.”


One of the shortfalls identified across trusts was that, the evaluation criteria for an


intervention can be focused on the number of people who took part in the intervention


or solely their reactions to the intervention, rather than exploring the impact that the


intervention has had on their health and wellbeing. Furthermore, the data collected is


not always a direct measure of the intervention itself, but may instead be a general


measure of the overall feeling within the organisation at the time.


Examples include:   


“We look at the number of referrals, how much time is spent.”


“It will be probably monitored by attendance and engagement really, through the


staff survey.”


“You can look at how many people went.”


“We collect things like how many people come along, so we do a very straightforward


counting exercise.”


Response: When deciding upon what criteria to evaluate the most important question for


trusts to ask is ‘what is the overall purpose or objective of the intervention?’ If an


intervention is to improve attitudes towards physical activity then it becomes necessary to


utilise measures that will establish whether attitudes towards physical activity have


changed. And if this change has been positive or negative? 
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Barrier 4: The lack of focus on the process of an intervention


Issue: Across trusts, and where evaluations have taken place, most emphasis has been


placed on trying to appraise the effects of interventions (e.g., the impact or outcome) rather


than reporting on the intervention itself, how it has been implemented and what has helped


or not helped to make the intervention work.


“Our key concern is to establish whether something is working or not.”


“We have implemented various interventions to help reduce absence, so absence


becomes our key yardstick. Has the intervention had an impact on our sickness absence?


If it hasn’t or doesn’t then it means it is not successful!” 


Response: It is important that trusts not only assess whether something works but also


why it might not. These are process issues. There were some trusts that did identify the


importance of exploring some of the process factors that may influence the success of an


intervention, in addition, attempts were made to then use this data to help adjust the


intervention and the way it is implemented in the future. For example:


“If we find that there may be an issue around access, for example, then we’ve been


talking to staff who have expressed interest and if they’ve said, “I can’t come to that


because it’s up two flights of stairs”, or whatever, then we’re readjusting and seeing


how we can alter things that way.”


“We used an anonymous survey…for the people that came, and also the people that


dropped out, to find out what worked and why those people dropped out. This was


then used to improve take up and fall out rates.”


Barrier 5: The lack of skill to design appropriate data collection methods 


Issue: A further factor that challenges the practice of evaluation is the approach to data


collection. There are a range of methods that can be used to collect evaluation data


(observation, questionnaires, interviews, focus groups) however NHS staff report


lacking the skills to be able to design reliable and valid methods for collecting evidence. 
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“I know what I want to achieve but the problem is actually making that happen.


I have designed an evaluation questionnaire in the past but I wasn’t confident that 


the information I collected was that useful.”


“I use focus groups to gather my information from interventions. This is easy to do


and means I gather quite a bit of information in one go. However, you don’t always


know if you are getting the full picture.” 


Response: Anyone seeking to evaluate an intervention should be clear on its purpose and


follow a logical process to determine the key questions that must be answered. It becomes


important to consider how the evaluation data is intended to be used before collecting the


data. In addition, each data collection method will have its own strengths and weaknesses


and when used provide specific kinds of information. The information gathered will


introduce specific biases. For example, if an evaluation only utilises an interview method,


then there are likely to be biases that are introduced as a result of the style of interviewer,


the type of interview and questions asked. In such situations, it may prove difficult to


determine the extent to which the method is producing biased information. If however,


several different forms of data collection method are used then the final results are less


likely to be influenced by a single source of bias. In addition, the results are likely to be


richer in terms of context and offer a more valid understanding of the intervention itself. 


Interviews did provide some evidence of good practice from some trusts in terms of


collecting evidence using multiple sources (data triangulation) as well as using different


methods for collecting data (methodological triangulation).


‘There’s feedback from the individual as well as the manager…the manager tells us


whether they have improved in their workplace, whether the initial problems have been


resolved…it’s sometimes very different from the individual’s (perspective) and it’s been


very useful.’


‘Qualitative feedback that people write for the facilitators …with regards to how they


found the course and what difference it’s made in their lives. Then after they've finished


the course, we send out a Hospital Anxiety and Stress Scale.’


‘We put a lot of emphasis on the qualitative, as well as the quantitative data, because


it is so important. It tells you a lot.’
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Barrier 6: Evaluation perceived as a complex and technical activity  


Issue: Most trust representatives were very conversant about evaluation activity. 


However, it quickly became evident that evaluation was also considered a very technical


and complex activity. 


“What scares me is the analysis of the data. How do you make sense of what has


been collected? It seems you have to use very sophisticated techniques.”


“There is more to evaluation than you first think. When you consider an intervention


that has been or will be implemented across an entire organisation you have to think


through so many different issues to ensure the evaluation is going to be useful. It is a bit


overwhelming to be honest.”


Response: The practice of evaluation requires technical skills or competence as well as


a range of other behavioural competencies. Technically, evaluators need to possess


knowledge and skills about, for example, project management, organisational politics,


communication, research methods, and statistics.  There are also a number of behavioural


competencies that are required to ensure evaluators can effectively deliver an evaluation


project and successfully navigate their way through the various challenges that are raised.


Evaluation requires organisations to commit to building a capacity for evaluation


and providing appropriate levels of support and resource so that evaluation becomes


common place. 


Barrier 7: Poor use and communication of evaluation evidence  


Issue: Finally, there were a number of issues raised about the use of the evaluation data and


the lack of dissemination of evaluation findings. 


“Sometimes we don’t see the outcomes of an evaluation. This could be for many reasons,


but it makes you wonder why the results have not been shared.”


“Staff are reluctant to complete evaluation forms because they don’t believe anything


changes or is done with the information. It becomes a bit of a negative cycle, they don’t


complete the forms, we don’t get enough evidence and so we can make any real


meaningful changes.”
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Response: There are a number of reasons why the outcomes of an evaluation are never


communicated, seen or even used. Sometimes the findings can return negative or very


modest results. This can represent a threatening situation for individuals, groups and


organisations at various levels (e.g., purchaser, user and supplier). However, it is important


to be mindful of the objectives of the evaluation and to ensure the evaluation does not only


focus on outcome (did it work) but also on how it worked (process). It is important to try


and prevent the evaluation process turning into and/or being perceived as merely a data


collection or box ticking exercise. Demonstrating to staff how the evaluation data has been


used for positive change will increase their involvement and engagement with future


evaluation exercises. 


This research has highlighted some of the barriers towards evaluation. These barriers are


not unusual and highlight the need to offer greater support to trusts to help them make


better decisions. This project also aimed to highlight key principles of best practice that


could help to overcome some of these barriers and improve evaluation activity across all


NHS trusts. The principles are outlined in the next section. 
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Section 2


The underpinning benefit and worth of any evaluation exercise stems from the use that


is made of the results. These results not only point to the extent to which an intervention


might be 'working' but they also help to identify where and how improvements to the


intervention might be made.  In this section of the report and as a direct response to


the barriers highlighted in section 1, we outline some key questions to address when


planning or carrying out an evaluation of an intervention. The questions can be used


as a checklist to guide evaluation projects. These questions are illustrative rather than


exhaustive and are intended as a starting point for those who wish to engage in any


form of systematic evaluation.  The questions are repeated in Appendix 1 and can be


used as an aide-memoire.


Implementing an evaluation
project in practice


The questions cover eight key issues that should be considered during an


evaluation project:


1. Establishing the aims of the evaluation 


2. Gathering information about the intervention  


3. Formulating the key evaluation questions 


4. Developing the evaluation design 


5. Identifying the project resources


6. Reviewing the organisational context 


7. Communicating about the evaluation 


8. Reflecting on practice


The questions have been placed in a recommended order from 1 through to 22. However, it is


equally valid to focus on a particular question or section. Whichever approach is adopted,


these questions can be used to structure a general plan for the evaluation of any intervention. 


Establishing the aims of the evaluation 


1 What is the purpose of the evaluation? 


Being clear about the overall objectives of an evaluation is a critical first step. 


For example, is the evaluation required to help gather evidence to establish the


effectiveness of a particular programme of training? Or is it needed to assess the


extent to which a change management programme has met the needs and


expectations of the organisation?







NHS EmployersSection 2


Developing a succinct description of its purpose will help to increase the need for


the systematic gathering of evidence.  It will also reduce some of the risks that can


challenge an evaluation exercise, for example, lack of engagement among those


affected and a lack of resources being allocated to it. A statement of purpose can


help to focus attention and ensure the evaluation is well supported. 


2 Who are the stakeholders for this evaluation? 


An evaluation is often conducted to inform various individuals and/or groups. It can be


useful therefore to identify the key stakeholders and determine how the evidence that


is to be collected will help to serve their needs. Sometimes it can be useful to prioritise


stakeholders to ensure that the outcomes of the evaluation, at a minimum, meet the 


needs of those stakeholders deemed to be most critical. To help identify important


stakeholders try answering such questions as:  Who is interested in the outcomes of the


evaluation? Who/what groups might be affected by the outcomes of the evaluation?


Who has a right to know about the findings from the evaluation? 


3 What are the key benefits of the evaluation? 


Before starting an evaluation, list the potential benefits. The term potential is


deliberately placed in italics as the actual benefits of an evaluation can only be


determined once it has started or been completed. Answers to question 1 (the purpose


of an evaluation) will also help to highlight specific benefits. For example, is it to be


used to gather specific evidence about an intervention? If yes, then how can or will this


evidence be used?  Will the evidence be used to increase the quality of the intervention?


Will the evidence be used to determine the impact of the intervention? Will the evidence


be used to identify shortfalls so that further investment can be obtained to strengthen


an intervention? Answers to these questions will help to identify a range of potential


benefits and ultimately help to secure the resources that are needed to ensure the


evaluation can be conducted in a coordinated way.  


4 Who will receive the evaluation results and in what format and by when?


This question can be considered when identifying the stakeholders of the evaluation


project and must also form part of the communication strategy for your evaluation


(see below).  Are all stakeholders to receive the findings in the same format?


Sometimes it can be beneficial to provide stakeholders with a summary of the key


findings, whereas for other others you may be required to provide more in-depth and


even technical information. Different stakeholders sometimes require information at 
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different time points. Clarifying if this is or could be the case during the planning phase


of an evaluation project can help to manage expectations and keep stakeholders 'onside'.


Gathering information about the intervention  


5 Which intervention is being evaluated and why?


An evaluation exercise is generally conducted as part of a review of some form of


intervention.  Documenting the purpose of the intervention, including, for example, its


rationale and its content, history and the implementation process, can help to identify


some of the key questions that must be answered by the evaluation process (see question


9 below).     


6 What is the expected impact or anticipated change as a result of the intervention? 


When an intervention is implemented some form of impact is generally expected


such as increased knowledge or some desired change in behaviour. This impact might be


localised to a small area or group or it may extend broadly across an entire organisation.


Spelling out the intended impact of an intervention is a necessary precursor to


specifying the key questions that the evaluation must answer (see question 9 below). 


7 Is the intervention well established or is it new?  Will this influence its impact?


Try to establish how long an intervention has been in existence. This information can


help to manage expectations and also inform the questions that can be realistically


answered by an evaluation exercise. It can take time before the impact of an intervention


is realised. For example, if an intervention has been designed to increase facts or


knowledge about a specific product or process then the impact is likely to be immediate


and can be measured very easily. However, if the intervention was introduced to change


attitudes and behaviour then any change can take longer and will need to be measured


in a different way. 


8 Has an evaluation of this type of intervention been implemented before?


If yes, are there any factors that might influence the success of the evaluation? 


It can be useful to review previous evaluations and, in particular, any evaluation


schemes and efforts that have looked at the same or similar interventions. There are


various factors that might help or hinder an evaluation process. If some of these factors


can be identified early on it may help to inform the approach taken and minimise the


impact of any potential barriers.
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Formulating the key evaluation questions 


9 What are key questions that the evaluation must answer? 


At this point it can be useful to request questions from key stakeholders. However, and


depending on how many people are involved with an evaluation, it can be the case that


an impossibly high number of questions are put forward as ‘required to be answered’


by the evaluation. The evaluation cannot answer all questions. To this end, it can help


to group questions into ‘need to know’ versus ‘nice to know’. The questions that are


agreed upon will guide the rest of the evaluation process so it is important to identify


a core set of questions that can realistically be answered. 


Developing the evaluation design 


10 When will you collect information or data (before, during and/or after)?


This question is about time and in particular when and how often data is to be collected


as part of the evaluation. The most common approach to intervention evaluation is


to assess the impact retrospectively (after it has been implemented) and at one time


point. Research has identified that this form of evaluation is most commonly used


because evaluators consider it to be simple to implement and cost effective. However,


gathering information at just one time point does not control for the influence of other


factors that might bias the data or responses gathered during an evaluation. Wherever


possible, it is advisable that some form of baseline or 'pre intervention' data is collected


or identified to evaluate the true impact of the intervention. Establishing an appropriate


set of baseline measures (scores on important criteria) will help to increase the validity


of the evaluation process and the findings. It will also increase the chances of making


well informed decisions about the impact of an intervention. This type of evaluation


design is called a before (or pre) and after (post) design.   


11 What form will your data collection take (surveys, interviews, focus groups)?


The data collection method should be informed by the purpose of the evaluation, the


intended use of the evaluation findings and the key questions the evaluation seeks to


answer. An evaluation survey is often considered the simplest method for collecting data.


However, it is important to consider whether the survey will offer a sufficient amount of


data and/or whether alternative methods can help increase the richness of the evidence


that is collected.  Alternative methods (e.g., interviews) might be more effective for


collecting evidence that helps to answer questions that explore the process or way in


which an intervention was implemented.
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12 Do you have the skills to design an appropriate data collection method?


The design of an effective data collection method or instrument is a skilled process.


Poor instrument design can result in poor data. Surveys, interviews and focus groups


- the most commonly used methods - each have their own advantages and disadvantages. 


Questions that are used in any of these methods must be valid and reliable. In terms of their


validity, it is important that any question asked is appropriate for the purpose of the


evaluation. For example, if the purpose is to assess the success of an intervention aimed


at improving the way line managers cope with sickness absence, then questions that


explore the confidence that managers have in their ability to cope with sickness absence


are valid. Questions that ask managers to rate their ability to cope with other broader


work demands will be less valid. It is important to take time to develop any proposed


questions in order to review their appropriateness. Reliability refers to the stability and


trustworthiness of any responses that are given to questions in surveys and interviews.


For example, if an interview method is being used to evaluate an intervention, it is


important to conduct the interview in a consistent manner so as to minimise any biases


that may be introduced as a result of a different interview style or approach. Introducing


some structure (e.g., an interview protocol and set questions) can help to minimise biases


and improve reliability. 


13 Will you need to pilot the evaluation design?


It is advisable to pilot the evaluation approach on a sample of the audience or group


from which the data is to be collected. This will help to test the approach, identify any


ambiguous questions and also raise awareness of the resource that will be required to


conduct the full evaluation. It can be helpful to document any lessons identified and to


share these with key stakeholders. Piloting a survey, interview schedule or focus group


template helps to improve the reliability and validity of any evidence gathered.
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14 Who will you collect evaluation from (population or sample)?


Once the target group has been identified, it is necessary to consider whether to include


all or some of the group - this is called sampling. Sampling is used to select a smaller


number of people from a larger group so that any findings from the sample (for example,


a sample of managers) can be reliably generalised to the larger group (all managers in


the organisation). When collecting data from a sample it is important to maximise the


representativeness of the sample - does it possess the same demographic characteristics


as the larger group from which it is drawn - and to ensure that the size of the sample


is sufficient to allow any results to be indicative of what is likely to be found in the


larger group. The size of the sample will depend on the level of accuracy that is required


from the data that is collected. If a population is fairly small (for example, 400 managers)


then it might prove advantageous to include all managers in the evaluation. If this is not


feasible, then it becomes necessary to decide on the number that would be considered


acceptable and that would provide a satisfactory level of confidence in the findings. 


15 How will you deal with the evaluation data that has been collected? 


An evaluation can generate a great deal of information. Qualitative methods such as


interviews and focus groups require particular skills to be able to make sense of the


themes or issues raised. Quantitative methods also require specific skills to statistically


analyse the data. However, and before the analysis can take place, it is important to


consider how data entry will be handled. For example, if focus groups have been


recorded, who will transcribe the data? If paper surveys have been used, who will enter


the data into some form of statistical spreadsheet?  Once the data has been entered,


how best to analyse the data?  There are numerous qualitative and quantitative


techniques, some of which require more specialist knowledge and skills than others.


Whichever approach is decided, the evaluation analysis must be guided by the specific


questions the evaluation set out to answer as well as the specific needs of the key


stakeholders. Each qualitative and quantitative analytical technique also has its own


rules and requirements for its correct application and use. 
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Identifying the project resources


16 Who will oversee/carry out the evaluation? 


Evaluation projects vary in terms of their size and complexity and therefore the level of


resources required to carry out the project in a systematic and coordinated manner. It can


be beneficial to think about who might need to be involved to help carry out the evaluation


project. For example, if the intervention and the evaluation process involve large numbers


of people, it may be advantageous to secure the time of a project manager to act as a


dedicated resource to coordinate the evaluation project. However, this may not be


appropriate for smaller evaluation projects. To help identify the people that need to be


involved, it may be also useful to consider the type of skills and competencies


required to make the evaluation a success e.g. some essential skills include: verbal


communication, writing, data collection and data analysis. Some essential competencies


include: political awareness, interpersonal skills and a positive approach to learning. 


17 How much time is needed to collect the evaluation data?


When planning an evaluation project, the time that is available for data collection will


influence the level of investment as well as the approach used to collect the data. If time


is limited then decisions need to be made with regards to how much information can


feasibly be collected and which method/s will enable data collection within the specified


time frame. It is also important to be realistic about what can and cannot be


demonstrated in the timescales given. For example, and as mentioned above, behaviour


or attitudes can take many months to change and the impact of these changes on


organisational practices can take even longer to surface. Making stakeholders aware of


these issues early in the evaluation planning stage can help to manage expectations and


reduce the overall pressure that is placed on the evaluation project. 


18 What support is needed to make the evaluation work?


Evaluation projects have a greater chance of success if they are well supported and well


resourced. For example, having senior leaders and managers acknowledge the importance


of the project can be an important source of support. Securing a senior manager/executive


as a project sponsor can help to drive the project forward. Knowing who and how to


access others with appropriate skills throughout an evaluation process can ensure the


project runs smoothly. 
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19 What is the budget to support the evaluation?  


Knowing the budget, if any, that is available can help to focus attention and ensure that


the evaluation project remains focussed on the specific questions that must be answered


and within the timescale that has been set. 


Reviewing the organisational context  


20 Is anything happening around the organisation that might influence the success


of the intervention and/or the evaluation?


The success of an intervention and its associated  evaluation  can be heavily influenced by 


a range of other  factors such as the resources made available, organisational politics,


external social and economic pressures, and the timing of events. The chances of success


can be increased if time and effort are spent reviewing the organisational context and


determining if there are any potential risks that might limit or prevent the intervention


from being implemented successfully and/or the evaluation from occurring in the first


place. Possible questions to consider include: How prepared is the organisation for the


intervention/evaluation? How committed is the organisation to making the best use of


the intervention? How committed is the organisation to making the best use of the


evaluation findings? Are there any financial (or other) constraints that will impact on the


intervention/evaluation? What impact might the evaluation findings have for the future


of the intervention? How can you be sure that the intervention/evaluation is timely?


Communicating about the evaluation 


21 Have you established a communication strategy for the evaluation? 


Thinking about the communication strategy for the evaluation project can improve the


organisational response to the process and help to generate the support that is required.


The communication strategy is a brief summary of the communication that can be 


issued as a direct result of the evaluation project. There are a number of questions to


consider at this stage including: What is the overall purpose of the communication?


When should the communication be sent? What information needs to be communicated? 


Who will be responsible for communicating about the evaluation? Who (or which 


stakeholders) will receive the communication? What should (or shouldn’t) the 


communication contain? What, if any, action is expected as a result of the


communication? If there are negative findings, how will this information be handled?
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What is the format of the communication (presentation, general or technical reports,


executive summaries)? How can you ensure the communication has been received and/or


understood? How can the communication of relevant information to all appropriate


stakeholders be safeguarded and guaranteed? 


Reflecting on practice 


22 Looking back, what can be learned about the evaluation that can help to inform


future evaluations, this intervention, other interventions, continuous development?


From the very outset it is important to consider 'evaluating the evaluation' in terms of


recording any lessons that can be learned and shared. The term reflective practice is often


used to ensure that employees continuously strive to improve their own performance.


The same applies to the process of evaluation. Continuously reflecting on the evaluation 


can provide insight about what does and does not work. It can also highlight particular 


factors that either support or hinder the success of an evaluation. For example, it can 


highlight whether or not the focus of the evaluation was correct or whether the methods 


used were appropriate. In addition, an evaluation project can highlight misunderstandings 


about the notion of evaluation which may need to be tackled to improve the success of any


future evaluation projects. Identifying and sharing lessons following an evaluation project


can help to build confidence across the organisation and ensure future evaluations are well


supported and resourced. 


Healthcare settings continue to face pressure to reduce cost, do more with less


and at the same time maintain or increase quality and performance. The process


of evaluation can help determine a way forward and ease some of this pressure.


In many organisations, evaluation is still considered too complex or introduced as


an afterthought. There is a need to change this perspective to one that appreciates


the benefits of evaluation and that integrates evaluation into everyday practices.


This perspective encourages systematic inquiry and critical appraisal that is


underpinned by useable, valid and reliable evidence. Seen in this way, evaluation is


a learning tool that can inform decision making and support individual as well as


organisational development. The questions listed in this section are a starting place


for helping to facilitate this change. 
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In this section we provide an evaluation


of a physiotherapy service to illustrate the


process that was chosen to evaluate this particular intervention. 


We hope this case study will serve to demonstrate how evaluations can be


conducted in practice and the findings used to support decision making.
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Background 


PhysioPlus is a self-referral physiotherapy
service for staff in Sheffield Teaching
Hospitals. Unlike some other services, there
is no real gatekeeper to the PhysioPlus
service; the aim is to make the service easily
accessible to staff, and to try to make
contact, eg telephone contact within two
working days. The service aims to provide
real support to staff through the therapeutic
relationship between the physiotherapists
and the staff and aims to target those who
are off work by helping them to return to
work, or preventing those who are at work
and experiencing pain from going off sick. 


The need for evaluation


Prior to the evaluation conducted by Zeal,
there had been some basic evaluation of
the service; this had mainly focused on
performance statistics such as the number
of people seen and the patient experience
including the ease of access and their
confidence in the service. However, the
PhysioPlus team were keen to conduct an
independent evaluation to demonstrate
the value of the service more broadly.
They recognised that although they had


received positive verbal feedback, they
had not really been able to quantify it in
any way. Furthermore, it is increasingly
difficult to get funding for services due to
the cutback in resources, and therefore the
importance of having evidence to show
the benefits or value of the service was
necessary. PhysioPlus was trying to make
a case to extend its services to the whole
of Sheffield Teaching Hospitals and wanted
to be able to demonstrate its value across
a number of different parameters. 


Measuring the ‘value’ of any particular
intervention is not a simple task.
A common mistake is to assume that
effectiveness can be measured by looking
at a single outcome measure (e.g., levels
of sickness absence) and making direct
assumptions about the ‘value’ of an
intervention e.g., the physiotherapy
service). It was recognised that a lot of
focus is given to reducing absence, yet
there are a number of factors that can
influence absence that go beyond any
specific intervention. Furthermore, there
are broader and valuable impacts beyond
absence that are also important to
recognise, and there needs to be greater
awareness of this amongst management.
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The purpose of the evaluation and the evaluation criteria


Conducting a broader evaluation of the


service would hopefully identify the


broader value of the service. In reality,


there are multiple factors and measures


that can and could be considered when


measuring the valuea service provides.


This is not to say that absence levels are


not relevant or important, but to recognise


that value can be illustrated by many


different outcome measures. 


As a treatment option, physiotherapy can


be used to treat a variety of patient


conditions. As stated by the Chartered


Society of Physiotherapy: “Physiotherapists


help people affected by injury, illness or


disability through movement and exercise,


manual therapy, education and advice.


They maintain health for people of all ages,


helping patients to manage pain and


prevent disease. The professional helps to


encourage development and facilitate


recovery, enabling people to stay in work


while helping to remain independent for as


long as possible.” The breadth of content


and focus of treatment, often results in


research targeting specific physiotherapy


techniques and/or patient conditions and


then comparing the outcomes of


physiotherapy with other treatment


techniques. Whilst this approach is


necessary, it rarely provides sufficient


opportunity for treatment providers to


easily assess and determine the impact


that they are having on the patients that


they treat. It is for this reason that a more


generic approach was taken to assess and


demonstrate the general impact of the


PhysioPlus physiotherapy intervention.


In short, the purpose of the evaluation


was to establish how and if the service


was impacting positively on staff who


referred themselves to it.  In order to


determine what was meant by a positive


impact and to fully understand the wider


organisational context, the first stage


in the project involved a familiarisation


with the service. This included shadowing


some of the physiotherapists within the


service to understand their day-to-day job,


as well as interviews with service users,


managers and key stakeholders to


understand the service on offer. 


As a result of this process, and aside


from the physical condition/s that each


treatment is used to target, it was agreed


that all physiotherapy interventions ought


to share a common purpose - enabling


patients to recover, heal and achieve a 


high level of confidence in their ability


to function. It is for this reason that a


decision was taken to evaluate the


PhysioPlus service in terms of its


impact on patient perceived capability
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(or self-efficacy) to deal with pain and


cope with normal functions. Perceived


capability is considered an important


key criterion because research has


demonstrated that high capability beliefs


are associated with improved coping


behaviours, increased effort, persistence


in the face of obstacles as well as


improved treatment outcomes.


Considering the positive research evidence


regarding perceived capability, the Pain


Confidence Scale was used as one of the


key criterion against which to assess the


impact of the PhysioPlus service. 


In addition to pain confidence, a broad


range of additional criteria were also


assessed to assist in evaluating the


impact and effectiveness of the


PhysioPlus service. The main criteria are


outlined in Table 1 below.  


27


Section 3


Pain confidence


Levels of burnout (tiredness, exhaustion, frustration)


Perceived organisational support 


The extent to which staff believe the treatment has


prevented the need to take time off


The patient experience of the service, including the


ease of access and their confidence in the service


Increasing staff confidence in coping with their


condition


Improving the general health and wellbeing of staff


attending the service 


Improving staff perceptions towards the level of


support provided by organisation 


Reducing the extent to which staff take time off to


rest and recover


Maintaining high standards of service


PURPOSE  MEASURED USING SCALES THAT ASSESS  


TABLE 1:  
A sample of the evaluation criteria used in this evaluation project
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How the evaluation was designed 


In addition, it was also discovered during


the familiarisation stage, that the


PhysioPlus service also provided managers


of staff who had self-referred with


additional support, advice and guidance.


The aim here is to enable managers to to


provide better support to any of their staff


struggling with musculo-skeletal disorders.


Therefore, it was decided that managers of


staff that were receiving treatment would


also be interviewed to assess their


perspectives on the impact of the service.  


A multi-method evaluation process was


designed that consisted of pre, post and


follow up surveys for service users, as well


as telephone interviews with managers.


In addition, interviews were held with the


PhysioPlus team to assess their experiences


of the service. 


There are various designs that can be used


to assess an intervention. The most


rigorous of which involves randomised


control-group designs. However, nowhere


other than in very controlled or highly


structured environments can the


application of this design become a reality.


In conducting evaluations within


organisational contexts one is continuously


reminded of the very real constraints


associated with the application of any


formal experimental designs. The utilisation


of the pure experimental design method is


often not feasible on both practical and


moral/ethical grounds. Practically, it would


have been an insurmountable obstacle


(for example, due to organisational


priorities, operational constraints


associated with cancellations and high


attrition rates) to attempt to achieve true


experimental assignment of staff to either


a treatment or non-treatment control


group for the duration of the research.


Given the issues highlighted, a decision


was taken to adopt a more flexible


research design. The use of a flexible


evaluation design looked to minimise any


threats to the internal validity of the


research (i.e., is any change found due


to treatment) whilst maximising the ability


to establish statistical conclusion validity


(i.e., is there a difference between being


treated and not being treated). This line


of thinking is well documented and is


technically supported by scholars and


practitioners in this area who argue that


those who analyse interventions should


choose the most rigorous design possible


and be aware of its limitations. 


In this study, a longitudinal design was


applied as shown in Figure 2. In this


design, staff who were referred to


the service were invited to complete a


base-line (pre-treatment) questionnaire


(see 1 in Figure 2). They were then invited


to complete a short questionnaire 
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immediately after each treatment session


(see 2 in Figure 2). Patients were also


invited to complete a final follow-up


questionnaire three months after


receiving their final treatment session


(see 3 in Figure 2). 


As part of the quality criteria for this


project, it was determined that a minimum


of 100 matched (baseline and follow-up


questionnaires) cases was required to


enable a reliable and valid assessment of


the PhysioPlus service to be undertaken.


This was specified so as to allow for the


appropriate statistical analysis to be


completed. In addition, this is considered


an acceptable rule of thumb against which


to assess and explore the impact of any


intervention. The aim in this project was to


achieve statistical power and validity rather


than apply a more rigorous design which


would have taken longer to implement and


resulted in fewer cases. 


The evaluation surveys were distributed


and managed locally within the service.


Service users were asked to complete a


survey prior to attending their


appointment (a baseline survey), after


each appointment and then a follow up


approximately three months after their last


appointment. In addition to the data


collected through the surveys, telephone


interviews were conducted with managers


and the PhysioPlus team.


A total of 329 cases of data were


collected at the baseline assessment.


Short assessments were taken after each


treatment session and then a final


assessment was issued to staff three


months after their final treatment. This


approach enabled us to collect and


achieve 122 matched cases at the before


and follow-up assessments. This approach


has facilitated a longitudinal analysis 


of the data as well as more in depth
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(1)
FIRST 


BASELINE 
PRE TREATMENT


SURVEY


(3)
FOLLOW UP


POST
TREATMENT


SURVEY


(2)
POST SESSION


SURVEYS


FIGURE 2:  
Diagram illustrating the evaluation design
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The importance of pain confidence 


assessments of the impact of each


treatment session. Only the key outcomes


are discussed in this case study. Further


details of the evaluation can be obtained


by contacting the NHS Employers.


One of the first aims of this work was to confirm pain confidence as an important criterion


against which to evaluate the PhysioPlus service. Table 2 below summarises the relationship


between pain confidence and other health outcomes measured as part of the evaluation.


In short, staff who reported higher levels of pain confidence at the baseline assessment


also reported improved work attitudes, improved confidence in performing on the job


and reduced levels of job related burnout (exhaustion and cynicism about the job).


In addition, and when a more stringent analysis was completed with the longitudinal data,


pain confidence was still found to be an important predictor of work attitudes, job


performance and health.  
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TABLE 2:  
The relationship between pre-treatment pain confidence and work attitudes, job


performance and health. 


Increased levels of job satisfaction 


Increased levels of organisational commitment 


Increased levels of job confidence and productivity


Decreased levels of intentions to quit


Decreased levels of burnout


Higher levels of pain confidence is associated with:


PAIN CONFIDENCE HEALTH AND PERFORMANCE OUTCOMES 


These results demonstrate 1) the critical role of pain confidence in influencing individual


wellbeing; and 2) its power and appropriateness as a benchmark criteria against which to


judge the impact and effectiveness of the PhysioPlus (and other physiotherapy) treatments.


The next question for this project was therefore to assess the impact of the PhysioPlus


treatment by exploring, for example, if the service brought about any change in pain


confidence and the other criteria over the course of treatment.
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These findings suggest that the service is


having a positive impact on the confidence


of staff to deal with their pain and


complete normal everyday domestic and


work functions. In addition, the positive


impact of the service was evidence by the


following outcomes:


1. At the end of the treatment, and at


follow-up, staff reported significantly


fewer symptoms of burnout (feeling


exhausted, tired and frustrated with work). 


2. When compared to levels of perceived


support before commencing treatment,


staff tended to perceive the organisation


as more supportive when assessed at


the follow-up stage. 


3. At the end of each treatment session,


staff were also invited to report on


whether or not they believed the


PhysioPlus service had prevented the


need for taking time off from work.


Averaged across all treatment sessions


Key findings from the evaluation


Overall, the service was found to have a significant and very positive impact on staff


confidence to deal with and cope with pain and their condition. This was gauged by


comparing pre (before treatment) and follow-up (after treatment) scores for those who


were treated by the PhysioPlus Service and is shown diagrammatically in Figure 3. 
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FIGURE 3:  
The impact of PhysioPlus treatment on pain confidence over time
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and cases, 79 per cent of respondents felt


that the PhysioPlus service and treatment


had prevented the need for time off.


Patient qualitative comments support


the quantitative evidence. One member


of staff stated “I found it gives you a
positive approach to actually managing
the pain and that acute episode really,
it could have led me to a couple of days
off sick but it helped to prevent that”. 


4. Similarly, and for staff who were away


from work and receiving treatment,


69 per cent reported the service as


supporting a quicker return to work.


Again, qualitative comments help to


validate this finding. “Without the level
of treatment and support that I received
from the therapists, I’m sure it would
have taken me a great deal longer to
return to work.”


As a caveat to the findings regarding the


impact of the service on absence, it is


important to acknowledge the fact that


of respondents believed that the treatment helped them a great deal


felt that the treatment helped to improve their own productivity 


of patients reported being very satisfied with treatment


of respondents would recommend the service to other staff in need of treatment


only through a more detailed comparison


of absence rates between staff who


receive treatment and those who do


not receive treatment can a definitive


conclusion be provided regarding the


impact of the service on levels of absence


and the speed with which staff return to


work. However, and based on the evidence


and qualitative comments received from


staff, it can be said that the service is


certainly having a significant and positive


contribution towards this matter. 


5. When exploring patient experience of


the service, the results were impressive.


Between each treatment session, the


level of confidence in the therapist


remained high. On average 90 per cent


of respondents agreed or strongly


agreed with the statement “I have
complete confidence in the therapist
treating me.” In addition, and as


shown below in Box 6, the quality of


the service provision was maintained


throughout treatment sessions. 
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BOX 6 :  
A summary of patient experience - PhysioPlus service 


90%
OVER


80%


95%
OVER


90%
OVER
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6. As mentioned above, the PhysioPlus


service also provides the managers of


staff who have been referred to the


service with support. For the purposes


of this project, a sample of managers


were invited to undertake a short


telephone interview to support the


evaluation of the PhysioPlus Service.


In brief, a majority of managers reported:


a. That the service had helped them to


deal with staff who had been referred


to service. “It has kept staff at work,


and being able to their job effectively,


and kept them psychologically feeling


very strong, because they have had


some advice and guidance about how


to cope, or deal with their condition,


and been able to carry on working


as well.”


b. The service did have an effect on the


level of sickness absence with their


area. “They’re teaching staff how to


manage their symptoms. They’re also


treating the symptoms, so then they’re


reducing their pain levels, enabling


them to be at work rather than


being off sick.”


c. The service did contribute and


increase their confidence in dealing


with staff who had been referred to


the service. “I think I am fairly


confident in dealing with staff


anyway, but I would say it has added


to that.”


This brief overview of the evaluation of the


PhysioPlus service provides evidence of the


value and impact that this type of service


can have both in terms of staff health,


wellbeing and performance. In addition, the


impact of the service extends well beyond


the member of staff being treated and


serves to benefit the organisation through


improving staff perceptions of the


organisation, reducing levels of absence


and preventing sickness, as well as through


increasing the confidence of managers who


are tasked with supporting staff who have


been referred for treatment.      
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Time and effort required:


The most reported and challenging


aspect of the evaluation process was


associated with the time and effort


required to obtain responses from staff.


This was particularly true for the three


month post-discharge evaluation forms


– the PhysioPlus service had to


continually chase patients up and ask


them to complete this.  This was


difficult as the physiotherapists were


not based in the same building as the


majority of their patients, and so there


was no real opportunity for them to do


this face to face, and instead this was


done via phone calls. 


The evaluation process was coordinated by the PhysioPlus team. The team were asked to


offer their reflections and highlight any issues that made the evaluation difficult. Two of


the main issues are described below.


Response management:


It was also acknowledged that it would


be difficult to maintain the effort and


time that went into getting patients to


complete the surveys on a continuous


basis.  The PhysioPlus evaluation


process took almost a year, and this


was a challenge in itself as it could


sometimes be difficult to keep the


momentum going.  Furthermore, staff


recognised that PhysioPlus is a


relatively small service and there were


few people administering it, however


in larger organisations it may be an


even bigger challenge to chase up the


patients and encourage completion


of the surveys.
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The main challenges for this evaluation 
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The team were also asked to offer their reflections and highlight any factors that made


the evaluation easier. Again, two of the main supporting factors are provided below.


What factors helped to make the evaluation process
successful?


Finally, the team were also asked to offer their reflections on how the evaluation has or


will benefit them. As shown below, the evaluation of the PhysioPlus service has been


beneficial in a number of ways: 


In what way has the evaluation been useful/ beneficial?


Supportive team and manager: 


Having a supportive team and manager


who were committed to the evaluation


was important to the overall success


of the evaluation process. This helped


the physiotherapists to share their


experiences. Furthermore, this helped


to split the workload in terms of


chasing staff to complete the surveys.


The supportive relationships between


members of the PhysioPlus service also


helped provide encouragement to


persevere with the collection of


valuation forms and to keep the


momentum going.


Good administration: 


The service kept a database of referrals


and who had or had not received or


completed a survey. This helped to


keep track of everything and see who


needed to be chased. As PhysioPlus


is a relatively small service, it was 


important to work together to manage


this effectively and efficiently between


the team. 


It has allowed the service (and the


wider organisation) to see the value


of PhysioPlus for the individual patients,


the organisation and managers. 


It has helped to provide broader


information on the value of the service,


as well as provide evidence on what


they are doing well and what they


could do better.


The evidence can be used to inform


organisations about how to deal with


absence and health and wellbeing at


work, and can help to influence


individual’s ways of thinking/ attitudes. 
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Staff also expressed that their


experience of evaluating the PhysioPlus


service was beneficial to them at an


individual level, as it allowed them


to learn more about how evaluation


could be done and the sort of


questions that need to be asked.  


Staff felt hopeful that the evidence


from the evaluation can be used to


help promote the service further, and


that it will demonstrate the importance


and usefulness of evaluation at a


broader level.


• Staff felt that this process was


particularly useful in the way that


it was specifically aimed at the


evaluation of their service, rather than


using generic measures that are not


as relevant to their specific service.


This tailored approach enabled them


to gather some really meaningful


information. 


Sheffield Teaching Hospitals has now


increased funding in PhysioPlus to extend


the service across the whole of the


organisation.
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In order to support NHS trusts in the practice of evaluation, this section of the report


offers some key principles of best practice when it comes to evaluation. These


principles are offered to help bring together the various pieces of information that


have been included in this report as well as to help trusts raise awareness and enhance


the approach to evaluation in practice. Although the principles that are listed are not


exhaustive, they do highlight key aspects that will help to improve the probability of an


evaluation being effective. It is anticipated that further work will be conducted to


develop a more comprehensive evaluation framework that can be used to help guide,


support and standardise the practice of evaluation across the NHS. 


Principles of best practice:
Intervention evaluation 


Based on the evidence that has been collected, ten principles are offered to help strengthen


evaluation in practice. 


Principle 1: Ensure the purpose of the evaluation is determined 


Principle 2: Establish your evaluation criteria


Principle 3: Plan, prepare and where possible document the evaluation design


Principle 4:  Look for change 


Principle 5: Consider the long-term impacts of an intervention


Principle 6: Consider the bigger picture 


Principle 7: Senior management engagement


Principle 8: Build a capacity and capability for evaluation 


Principle 9: Ensure there is focus on process as well as on the outcome 


Principle 10: Effective communication and understanding of evaluation findings


The principles are divided into those that matter for the design of effective evaluation and


those contextual issues that matter for the implementation of effective evaluations. Each will


now be expanded upon. 
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2 Principle 2: Establish your evaluation criteria


It is important to obtain clear and accurate information on the objectives and/or anticipated


outcomes of the health promotion intervention. This information can then be used to help


determine the criteria against which to evaluate the intervention. For example, if the


objective of the intervention is to increase confidence, then one primary purpose of the


evaluation is to assess the impact of the intervention on levels of confidence.EV
A
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E


1 Principle 1: Ensure the purpose of the evaluation is determined 


Those who oversee or conduct evaluations should be clear on the purpose of the


evaluation. As a minimum, the purpose should set out a) the questions the evaluation will


answer, b) how these questions will be answered, c) how the findings are to be used, and


d) who will receive the findings.EV
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3 Principle 3: Plan, prepare and where possible document the evaluation design


It is imperative that the process of collecting information is considered. The main decisions


that need to be made centre on: a) When is it best to collect evaluation information (before,


during or after)? b) What is the best way to collect the data from staff (paper or online


surveys, face-to-face interviews, focus groups, telephone interviews)? c) How many staff do


you need to collect data from? And d) Is there a need to measure staff who have not


undertaken the intervention as a comparison group that will assist with understanding the


impact of the intervention? It is important to ensure that the design of any evaluation


enables key questions about the intervention to be answered. 
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Ten best practice principles of evaluation


From a design perspective, it is important to consider the following five principles


of evaluation:  
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4Principle 4:  Look for change 


Evaluation should be used to assess any change that has happened as a result of an


intervention. However, and in order to do this, evaluation data should be collected before


and after an intervention has been implemented. If the intervention has been implemented


to reduce levels of anxiety, then it becomes important to assess levels of anxiety before


and after an intervention to determine if there has been any change and, if there has been


change, in which direction (has anxiety gone up or down as a result of participating in


the intervention)?
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5Principle 5: Consider the long-term impacts of an intervention


A key question to understand when you are evaluating your intervention is whether the


impacts of the intervention will take time to have a real change on behaviour or performance.


Also, will that change be maintained over time? A common shortfall across organisations is


short term vision; many fail to see beyond the immediate impacts and do not establish whether


an intervention is actual value for money in the long-term.  Where possible, follow up surveys,


for example, could they be used to assess change over time following an intervention?
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7 Principle 7: Senior management engagement


Although the reasons why an evaluation should be conducted are clear, it is often difficult to
obtain real commitment towards evaluation activity. However, and for an evaluation to be
successful, there must be visible and tangible commitment from the top. Adequate time and
resource is required to ensure the evaluation is conducted effectively. This level of commitment
requires a change in culture to one where evidence-based practice is deemed valuable and
where the use of evaluation is deemed to be integral to the success of the organisation. 
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6 Principle 6: Consider the bigger picture 


Interventions will have various effects and it is important to consider whether the ‘chain of
impact’ of an intervention can be followed and demonstrated. For example, if the aim of an
intervention is to improve patient care (or experience) by increasing staff happiness then it is
important to try to establish the link between the intervention, staff happiness and patient
experience. In addition, the data from an evaluation could also be used to demonstrate the
broader benefits of staff happiness. 


For example, if an intervention is used to reduce the impact of work-related violence on
staff. It becomes important to not only demonstrate the positive impact of this particular
intervention on staff reactions to work-related violence; it would also be beneficial to
demonstrate how this has impacted on other valued outcomes (such as absence rates or
patient experience). In addition, it is important to recognise any external pressures on the
organisation and to understand whether or not these pressures may, for example, limit the
impact of an intervention or help to improve the business case for an intervention. 
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8 Principle 8: Build a capacity and capability for evaluation 


Evaluation should be something that is carefully planned in advance and preferably before
the intervention takes place.  Allowing enough time and resources to factor in the evaluation
process is important, and everyone involved should be clear on what is expected of them
and the benefits or value of evaluating.  Through careful planning, the evaluation process,
including the data collection can be a simpler and smoother operation. By establishing this
early on, this ensures that no valuable data is lost in the process. This also ensures that data
is collected prior to the intervention taking place, meaning that changes can be identified. 


EV
A


LU
AT


IO
N


PR
IN


CI
PL


E
From an organisational perspective, it is important to consider the following five


principles of evaluation:  
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10Principle 10: Effective communication and understanding of evaluation findings


The findings from the evaluation must be clearly communicated and shared. It is important


that those who undertake evaluations consider how best to report the findings. The aim here


is to maximise learning about the impact and process surrounding the intervention and to


facilitate positive decision making. Wherever possible, the evaluation should offer practicable


and realistic recommendations that are based on the evidence that is collected. Finally, it is


sensible to establish a dissemination plan of the findings that advises on who will receive


what information and by when. It is also advantageous to track, monitor and appraise the use


of the evaluation results.  
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9Principle 9: Ensure there is focus on process as well as on the outcome  


While it is necessary to demonstrate the impact or outcome of an intervention, it can


also be beneficial to establish ‘why and how’ the intervention has or has not worked.


Establishing this is a matter of understanding the process and context surrounding the


implementation of the intervention. It is often best to use qualitative methods


(interviews, focus groups) to gather information from various stakeholders (staff,


intervention designers or managers) about their overall experience of the intervention


process. This information can be used to contextualise any outcome data. For example,


if an intervention did not return expected results was this due to the context and/or way


it was implemented or due to the intervention itself? This type of information can be


used to help inform decisions about existing and/or new intervention.
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The ten principles that are offered are only a starting place for NHS trusts. There now needs to


be further commitment surrounding action to integrate evaluation into daily activities across


all trusts. It is vitally important to engage in the practice of evaluation where action has or will


have resulted in significant amounts of money, time and energy being invested or where the


impact of an intervention is predicted to have significant consequences. 
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Reflections and recommended
next steps
This report has sought to provide a brief insight into the practice of evaluation of


health and wellbeing within interventions in NHS trusts.  It has also sought to offer


advice and guidance to enhance the practice of evaluation more generally. It is clear


that there is a wide range of activity being undertaken to promote wellbeing at


work, in addition there has been a shift in emphasis towards the implementation of


organisational level interventions alongside the more traditional interventions that


target the individual. This change in emphasis is welcomed as it represents a more


balanced approach to health and wellbeing management and one that is focused on


prevention rather than cure. In line with this change, there is a now the need to


ensure trusts consider using evaluation to help support the collection of a robust


evidence base around which to assess the impact and value of the actions that are


being undertaken to improve health and wellbeing. The current lack of evidence not


only represents a risk for organisations it also limits the development of an


informed and shared understanding of whether, how and why interventions


do or do not work.   


The barriers towards effective evaluation


should not come as a surprise to any


reader. However, the fact that these


barriers continue to exist should raise


questions as to how best to tackle them


so as to support the development of a


culture that encourages the collection


and use of evaluation evidence.  As has


been highlighted in this report, barriers,


such as the ‘lack of time to evaluate’,


serve to remind us that evaluation is


not always considered an integral aspect


of a process to implement an intervention.


Where evaluations are conducted, the


range of variables that are used to assess


their impact are either considered very


restrictive (e.g., a sole focus on absence


or uptake) or so varied that it becomes


impossible to generalise the evidence


beyond the context within which it has


been collected. The practicalities and


constraints of organisational life also limit


the opportunity to apply more stringent


evaluation designs. In fact, intervention


research has also identified a potential


positive bias for less stringent designs.


This finding alone will always raise levels


of doubt regarding the validity of any


findings from evaluation studies that have


not used, for example, a randomised


control group design. There is also a lack


of process evaluation. This type of


evaluation looks at how something works


or does not work by exploring in more


depth the mechanisms that influence


the implementation of an intervention.
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In essence, process evaluation can be used


to understand why an intervention that


has seemingly been successful in one


context does not work in another. 


It must be said that the current position


is not all negative. There is in fact a great


deal of promise as we have been able 


to identify pockets of good practice 


and established that there is a greater


understanding, acceptance and


commitment to use evaluation across 


parts of the NHS.  There is, however, a


serious need to improve awareness and


understanding of both the level of


investment that is allocated to health


promotion and the importance of


conducting regular and systematic


evaluations to determine the return on


what has been invested across the NHS. 


Section 4 of this report is offered as a 


way of highlighting some key principles 


of best practice that may assist with the


channelling of energy and resources


towards the collection of evidence.


However, it is vital that we continue to


find ways of improving the practice of


evaluation across the NHS.


In short, there is now a need to:


1. Develop and implement a framework


to help standardise the process of


evaluation across the NHS


2. Improve the way in which the outcomes


from evaluations of health promotion


interventions are communicated


3. Ensure that the practice of evaluation


is considered a normal part of the


implementation process of health and


wellbeing interventions 


4. Provide access  to valid and reliable


diagnostic measures that can be


accessed and used to evaluate the


most popular interventions for health


promotion 


5. Establish a learning database where


trusts can access key information on


the outcomes of intervention evaluations 


6. Provide better support for trusts to help


them build the capacity and the right


levels of knowledge, skills and abilities


to conduct effective evaluations 


7. Develop a common language around


which to share evidence on health


promotion so that all trusts can make


well informed decisions 
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As a close to this report, it is important to come back to the fundamentals of evaluation.


Evaluation is concerned with using systematic inquiry to gather some form of evidence


and information about, for example, a project, product, programme, or policy. However,


we should not forget that a primary purpose of an evaluation is learning. If the focus


of an evaluation becomes learning then the outcomes of an evaluation must not only be


useful but also used. The learning that occurs must happen at all levels -- individual, group


and organisational. However, it is the organisational level that is of primary concern in


this report. In addition, our focus is on the evaluation of interventions that aim to promote


staff health and wellbeing. NHS organisations must be supported to take action so that


they can establish a culture of collaborative learning that truly supports continuous growth


and improvement through evaluation. This requires all NHS organisations to:


develop processes for linking evaluation findings from action and intervention to


promote health and wellbeing to broader organisational objectives


promote and support a culture that is curious and innovative and wants to


continuously learn and improve on what it is doing to promote health and wellbeing


provide staff with the time to reflect and to engage with the outcomes of evaluation


evidence, and 


ensure that there are processes in place to build the capability and capacity for


evaluating health promotion interventions and initiatives.
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Below are some of the more common questions that you might ask of yourself or


of those who undertake evaluations within your organisation. These questions do not


represent an exhaustive list but provide a starting point for those who wish to engage in


systematic evaluation. They also offer a structure for common dialogue and collaborative


problem solving. Further information about each question can be found in Section 2. 
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ESTABLISHING THE AIMS OF THE EVALUATION 
1. What is the purpose of the evaluation? 


2. Who are the stakeholders for this evaluation? 


3. What are the key benefits of the evaluation? 


4. Who will receive the evaluation results and in what format and by when?


GATHERING INFORMATION ABOUT THE INTERVENTION  
5. Which intervention is being evaluated and why?


6. What is the expected impact or anticipated change as a result of the intervention? 


7. Is the intervention well established or is it new?  Will this influence its impact?


8. Has an evaluation of this type of intervention been implemented before? If yes, are there any factors that might
influence the success of the evaluation? 


FORMULATING THE KEY EVALUATION QUESTIONS 
9. What are key questions that the evaluation must answer?


DEVELOPING THE EVALUATION DESIGN
10. When will you collect information or data -- before, during and/or after?


11. What form will your data collection take -- surveys, interviews, focus groups?


12. Do you have the skills to design an appropriate data collection method?


13. Will you need to pilot the evaluation design?


14. Who will you collect evaluation from -- population or sample?


15. How will you deal with the evaluation data that has been collected? 


IDENTIFYING THE PROJECT RESOURCES
16. Who will oversee/carry out the evaluation? 


17. How much time is needed to collect the evaluation data?


18. What support is needed to make the evaluation work?


19. What is the budget to support the evaluation?  


REVIEWING THE ORGANISATIONAL CONTEXT
20. Is anything happening around the organisation that might influence the success of the intervention and/or


the evaluation?


COMMUNICATING ABOUT THE EVALUATION
21. Have you established a communication strategy for the evaluation? 


REFLECTING ON PRACTICE
22. Looking back, what can be learned about the evaluation that can help to inform future evaluations, this intervention,


other interventions, continuous development?


Planning an evaluation
- checklist
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About Zeal
Solutions


About Zeal Solutions
At Zeal, we are all passionate about the role of psychology in the work place.


We bring together leading edge thinkers, doers and communicators who know what


it means to solve customer problems in practical and useful ways. Our core aim is to


enhance individual and organisational health and effectiveness. What does this


mean, you might ask? 


Do you ever ask questions like…  


How can we improve motivation at work?


Do our leaders and managers have all the skills and competencies they need? 


How can we better manage workplace violence and aggression?


How can staff retention be improved?  


What can we do to reduce absence?


Are we doing all we can to manage workplace bullying/harassment? 


Do we have a 'stress problem'? What can we do about it?


What do people really think about their job and the organisation? 


Do we have the 'right' organisational culture?


Does the design and layout of our workplace support
what we ask people to do? 


Is our training effective? Can it be improved?


Our aim is to answer questions such as these by:


Bringing useable science to bear on all aspects of
human psychology at work


Making sure that there is evidence for any
solutions advocated


Translating fundamental knowledge into everyday
‘jargon free’ tactics, strategies and actions


Evaluating actions and interventions


Encouraging individual and organisational
problem solving


Bringing energy and enthusiasm to everything we do


Management
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Health &
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Training &
Development


Consultancy 
Advice


Research 
Evaluation


We offer consultancy, advice, research


and evaluation services. And we work


across key organisational functions.







If you have queries regarding this publication or the cost


effective, evidence-based products, advice and solutions


which will help improve the way you do business.


Call us now for a discussion.


Tel:  01159 932 324


Fax: 01159 932 354


Email: support@zealsolutions.co.uk


www: zealsolutions.co.uk
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