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1.	Introduction  
	_________________________________________________


1.1	Background and Aims of this Study

1.1.1	Jon Dawson Associates was commissioned by Liverpool Primary Care Trust[footnoteRef:1] to conduct an evaluation of its Brief Advice Training for Front Line Staff Programme. – Every Contact Counts. This evaluation aimed to assess the effectiveness and impact of the key stages of training delivery and implementation of brief interventions and brief advice – “Train the Trainer”, cascade training and the delivery of brief interventions and brief advice to clients and patients.   [1:  Following the transfer of public health responsibilities to Liverpool City Council, this report has been drafted for the Council’s Public Health Department ] 

1.1.2	In July 2011, Liverpool Community Health (LCH) was commissioned to develop and deliver a brief advice and brief intervention training programme. LCH delivered the first “Train the Trainer” session in September that year. In all, 6 sessions were delivered. The 3 most recent sessions (delivered between May and November 2012) and actions that flowed from them, were the focus of this evaluation.
1.1.3	This evaluation report builds on the earlier scoping report that provided important context for assessing Liverpool’s Every Contact Counts programme.[footnoteRef:2] The scoping report examined the theories and guidance underpinning approaches to brief interventions, evidence about what has been shown to work and explored practices implemented in the UK and elsewhere. The findings of the scoping report help to set the evaluation in its wider policy context and enables comparisons to be made with existing evidence of what works, with established guidance and with other examples of good practice in delivering brief advice and brief interventions. It also enables the evaluation to take full account of the theoretical underpinning for brief advice and brief interventions and the approaches incorporated within them.  [2:  ] 

1.1.4	This evaluation addresses the quality of the training and initial and down-the-line outcomes of the training. Building up a comprehensive picture of the effectiveness of the overall Training Programme requires an assessment of each tier of training. Hence, the evaluation focuses on three distinct aspects:
1) the “Train the Trainer” programme carried out by LCH;
2) the cascaded training carried out by individuals that had received the initial training;
3) the scope and effectiveness of the eventual delivery of brief interventions and brief advice to clients/patients.
1.2	Evaluation Methodology

1.2.1	In order for the evaluation to capture the three elements outlined above, the evaluation agenda was built around two key phases related to both the initial and the cascade training: 
	Phase 1:	around the training event;
	Phase 2:	subsequent to the training event. 
1.2.3	The former focused on providing an immediate response to the training event and was designed to inform understanding of:
· the strengths and weaknesses of the course and its components – including what worked well and where problems emerged;
· the quality, usefulness and effectiveness of the training from participants’ perspective;
· changes in participants’ knowledge and skills.
1.2.4	The latter focused on an assessment of the sustained effect of the training and aimed to provide evidence to assess key outcomes. It was conducted 2 to 3 months after the training had taken place. This time-line was to ensure that the training experience was still fresh in the minds of participants but allowed enough time to elapse for assessing how it had been applied in practice.
1.2.5	Over the 2 years of the Train the Trainer programme, 78 people from 27 organisations attended the 3 day training sessions. The success of the Every Contact Counts training programme, however, depends on the effectiveness of the cascading of the training by those taking part on the train the trainer events and how they, subsequently, deliver training within their own organisations. In order to assess the extent that participating organisations cascaded the Every Contact Counts training, the quality of the training and its effectiveness, the evaluation identified 8 organisations to track from train the trainer, through to the cascade training stage and onwards to the delivery of brief advice by front-line workers participating in the cascade training sessions. The 8 organsiations were selected to ensure a mixture of types and size. 
1.2.6	The evaluation methods and tools deployed varied between the two phases of the evaluation. Phase 1 involved:
· training session observation:  the evaluators attended and observed each of the 3 day training sessions during the evaluation phase and a selection, six in total, of cascade training sessions – enabling assessments to be made of trainers’ presentation, participants’ interest and group involvement;
· pre and post-training questionnaire: this generated quantitative data about participants’ self-assessment of brief intervention  knowledge and skills prior to and following the 3 day and cascade training. The questionnaires sought to provide information about the immediate impact of the training on the confidence of participants to deliver brief advice, their knowledge about key health messages and recommended advice and on their knowledge about the key themes covered in the training sessions. In addition, they were used to garner participants’ perceptions of the content and effectiveness of the training. 75 questionnaires (36 pre-training and 39 post-training) were completed for the train the trainer programme– a 96% response rate. 336 questionnaires (168 pre-training  and 168 post-training) were completed for the cascade training sessions. These related to 6 of the 7 organisations that delivered cascade training and agreed to participate in the evaluation process.
· observer-trainer de-briefing: semi-structured feedback and conversations with the trainers were conducted after the training, and periodically, throughout the training programme period, enabling the sharing of observations and recommendations on strengths and weaknesses of training content and methods.  
1.2.7	Phase 2 involved:
· semi-structured interviews with the train the trainer participants: interviews garnered observations and recommendations relating to effectiveness, strengths and weaknesses of training content and methods, from  initial training beneficiaries. They also focused on views of how the cascade training was delivered, how successful it had been, barriers to implementation and reasons underpinning these assessments.
· surveys[footnoteRef:3] of beneficiaries of cascaded training: this generated quantitative data about key research questions including (i) the extent and experience of delivering brief interventions and brief advice, (ii) referrals made to specialist services, (iii) sustained level of knowledge about key health messages, (iv) perceived ability to deliver brief interventions and advice.  From the 168 trainees that completed the pre and post cascade sessions questionnaires, 53 completed the follow-up questionnaire (see box 1). The follow-up questionnaire was deployed about 2 months after the participants had been involved in the cascade training sessions. This reflected the intention to give enough time for participants to experience delivering brief advice whilst ensuring that the training experience remained fresh in their minds. 	 [3:  The detailed questionnaires and other evaluation templates are set out in the Phase 1 annex.
] 

Box 1: Follow-up questionnaire for cascade training participants
A follow-up questionnaire was deployed in this evaluation to generate anonymous data about the impact that the Every Contact Counts training has on front-line staff’s:
· knowledge of key health messages related to lifestyle and well-being;
· knowledge about how to encourage people to make changes that can improve their health and well-being;
· activity in speaking to people about health and lifestyle issues;
· perception of their effectiveness in encouraging people to make a change that can improve their health and well-being;
· opinions about the training they receive and the ways that brief interventions are delivered.
These topics were further explored in the focus group discussions with those who had taken part in the cascade training sessions.












· focus groups with beneficiaries of cascaded training (including front-line staff):  focus groups generated qualitative information about experience and views of cascade training beneficiaries on the effectiveness of the cascade training and how it translated into the delivery of brief interventions and brief advice. Four focus group sessions were held with participants from the organisations with the most sustained participation in the training, delivery and evaluation process.
Summary overview of evaluation tasks for cascade participants







              Box 2: [footnoteRef:4] [4:  Factors affecting the completion of the follow-up phase (questionnaire and focus groups) included: In one organization, the cascade training was not completed. In some others, work constraints prevented the sending of the follow-up questionnaires to the trainees or reminders to those that hadn’t responded. This had an impact on the overall response rate.  In organisations where the trainers were proactive in the evaluation process a high response rate was achieved.
] 

 Overview of evaluation process
· 8 organisations were selected and agreed to participate in the evaluation process.
· 75 questionnaires (36 pre-training and 39 post-training) were completed for the train the trainer programme.
· Participants from 7 of the 8 organisations participated in post-training interviews
· 7 organisations delivered cascade training sessions (5 sessions were observed for the evaluation).
· 6 organisations generated pre and post questionnaires for the evaluation. 336 questionnaires (168 pre-training  and 168 post-training)
· 4 organisations participated in focus group sessions.
· 4 organistions generated 53 follow-up questionnaires completed by cascade training participants.










1.3	Structure of Report
1.3.1	The rest of this report focuses on the findings of the evaluation along with highlighting key evidence from the scoping report and from lessons of training for brief interventions elsewhere. Section 2 reviews the scoping report. Sections 3 to 5 highlight the key findings from the research focus on the train the train programme, the cascade training and the delivery of brief interventions. Section 6 highlights lessons that have resonance and provide evidence of good practice from other training programmes. Section 7 discusses key findings and presents the evaluation’s conclusions and recommendations.


2.	Review of Scoping Report
	_________________________________________________


2.1	Defining Brief Interventions and Brief Advice
2.1.1	The terms “brief interventions” and “brief advice” have been used interchangeably in the field of behaviour change along with a variety of other definitions such as brief advice, brief treatments, brief counselling, motivational interviewing, minimal intervention and limited intervention to describe interventions that aim to prevent or change harmful health behaviours. More recently, the term “healthy chats” has gained currency to describe informal conversations with people about health-related issues. For many years brief interventions have been applied as a preventative health care tool in the areas of smoking and alcohol, but in recent years they have been also used to raise awareness and encourage people to make changes to improve their health in the areas of obesity, physical exercise, sexual health, oral health and mental health.
2.1.2.	The development and delivery of brief interventions is anchored on a number of theoretical and therapeutic approaches, such as the Prochaska & Di Clemente’s  Stages of Behaviour Change model[footnoteRef:5] [footnoteRef:6] [footnoteRef:7] and the Motivational Interviewing approach. According to the Stages of Behaviour Change  model, by identifying an individual’s position in the change process, health professionals can tailor interventions and help people to move along the stages of change. Equally, by endorsing the counselling style of motivational interviewing, brief interventions are client-centred and tailored to clients needs; they emphasise individuals’ own personal responsibility for their decision to self-change[footnoteRef:8] and assist them to work through ambivalence about behaviour change and set their own goals. [5:  Prochaska, J.O. & DiClemente, C.C. (1983). Stages and processes of self-change in smoking: towards an integrative model of change. Journal of Consulting and Clinical Psychology, 51:390-395.]  [6:  Prochaska, J.A., DiClemente, C.C. & Norcross, J.C. (1992) In search of how peoplechange. Applications to addictive behaviour. Am. Psych. 47:1102-1114.]  [7:  Prochaska, J. O., & Velicer, W.F. (1997). The Transtheoretical Model of health behavior change. American Journal of Health Promotion, 12, 38-48.]  [8:  Finfgeld-Connett, D. (2005). Annual Review of Nursing Research,  23, 363-87.] 


2.1.3.	It has been argued (Werch et al., 2006), that, because brief interventions are very adaptable and low cost methods, they can be readily used to target groups and whole communities and so can be applied in schools, universities, workplaces and community settings. However, brief interventions have mostly been conducted in health care settings - mainly general practices and hospitals; they tend to follow an one-to-one approach and are directed to non-treatment seeking individuals whose behaviour puts their health at risk.
2.1.4	Brief interventions categorised as brief advice, have a less in-depth, more informal, opportunistic character and can be delivered in  one session as short as 3 minutes.[footnoteRef:9] They focus on raising awareness about health behaviours.  They may include screening to determine risk and involve direct feedback regarding the risk.  They assess a person’s willingness for change and they provide information about the importance of behaviour change and very brief advice to support a recipient into making a beneficial change. [footnoteRef:10] They are often assisted by the use of written materials and sign-posting or referral to support services.[footnoteRef:11] [9:  PharmacyHealthLink (2007) Brief advice versus brief interventions. Retrieved from http://www.pharmacymeetspublichealth.org/pdf/10389%20BA%20vers%20BI%20doc-a.pdf  ]  [10:  Gray, J., Eden, G., & Williams, M. (2007). Developing the public health role of a front line clinical service: Integrating stop smoking advice into routine podiatry services. Journal of Public Health, 29, 118-122.]  [11:  West D and Saffin K (2008) Literature review: Brief interventions and childhood obesity for North West and London Teaching Public Health Networks. Public Health Resource Unit. Retrieved from www. Phru.nhs.uk.] 

2.1.5	Lengthier interventions (usually up to 30 minutes), often delivered in more than one session, are commonly described as brief interventions. These tend to be more structured approaches[footnoteRef:12]  that can involve follow-up support to monitor and reinforce the behaviour change.[footnoteRef:13] They involve screening for risk, they asses individuals’ willingness and efficacy  to change behaviour[footnoteRef:14] and equip them with tools that can change attitudes and address underlying problems.[footnoteRef:15] [12:  Aalto, M., & Seppa, K. (2007). Primary health care phycisians’ definitions on when to advise a patient about weekly and binge drinking. Addict Behav., 32 (7), 1321-30.]  [13:  Barnes, H., & Samet, J. (1997). Medical Clinics of North America, 81, 867-879.]  [14:  Rollnick, S., Butler, CC., & Stott, N. (1997). Helping smokers make decisions: the enhancement of brief intervention for general medical practice, Patient Educ Couns., 31 (3), 191-203.]  [15:  Babor, T. F., & Higgins-Biddle, J. C., (2001). Brief interventions for hazardous and harmful drinking: A manual for use in primary care. World Health Organisation. Retrieved August 27, 2008 from http://whqlibdoc.who.int/hq/ 2001/WHO_MSD_MSB_01.6b.pdf] 

2.1.6	Within this evaluation report, and the preceding scoping study, and compatible with the focus in the approach adopted within Liverpool’s Every Contact Counts Training Programme,  we define Brief Advice and Brief Interventions as follows: Brief advice is informal, opportunistic advice, delivered in one session and of short duration. On the other hand, Brief Intervention adopts a more structured approach including screening, is of longer duration and may take place over several sessions.
2.1.7	Notwithstanding this variability, it is evident from the scoping review that both brief advice and brief interventions:
· are opportunistic in nature;
· can be delivered by specially trained medical or non medical staff;
· can be delivered in a variety of settings;
· can target individuals, groups or whole communities;
· are time-limited in their duration and frequency;
· raise awareness about health issues and assess a person’s motivation and readiness for a health behaviour change;
· encourage individuals in the direction of a beneficial behaviour change, whether this involves just the provision of information,  brief advice, extensive counselling with follow-up, or referral to the appropriate services;
· are person-centred – honour a person’s autonomy and their responsibility to make their own decisions about changing a behaviour and set their own goals;
· utilise reflective listening and are delivered in an empathetic, non-judgemental, non-confrontational and encouraging style.
2.2	Summary of Evidence Base and Wider Experience

2.2.1	The large body of evidence on the effectiveness of  brief interventions  is derived mostly from the literature on alcohol abuse and smoking cessation. However, although more limited, evidence also emerges from research on behaviour change in other domains such as in relation to obesity and physical activity. The evidence is drawn from Cochrane reviews, meta-analyses, and other peer-reviewed case studies, NICE guidance and literature review into the effectiveness of brief interventions and the “grey literature” with a particular focus on brief advice and brief interventions within the UK that have been evaluated.
2.2.2	Primary care settings and hospitals emerge in the evidence as the most frequent settings for the delivery of brief interventions and physicians and nurses are the main agents of delivery. Most of the evidence comes out of clinical trials whereas evidence from research in the population level is limited.
2.2.3	There is evidence from various studies – linked to an array of lifestyle topics – that psychological interventions in terms of behavioural counselling, Motivational Interviewing and cognitive behavioural strategies can enhance the effectiveness of interventions. Nevertheless, there remain many unanswered questions on how they work, for whom they work best and whether they are more effective than other intervention methods. The same applies for the widely used, in the delivery of brief interventions, Stages of Change model for which evidence is limited and more research is needed to evaluate its effectiveness.	
2.2.4	There is also evidence that supports the use of the two main pathways for the delivery of brief interventions in the  domains of alcohol and smoking. The first one, FRAMES (Feedback, Responsibility for change, Advice for change, Menu of options to change, Empathy, Self-efficacy), summarises the core components of brief interventions that has been shown to be effective in relation to alcohol.[footnoteRef:16] For the second one, the five A’s (Ask, Advise, Assess, Assist, Arrange follow-up) [footnoteRef:17] evidence suggests that its application – and the sequence of its component parts – is very important for the delivery of an effective smoking cessation intervention.[footnoteRef:18]  [16:  Miller, W.R. & Sanchez, V.C. (1993).Motivating young adults for treatment and lifestyle change. In Howard, G. (Ed.). Issues in alcohol use and misuse by young adults. Notre Dame, IN, University of Notre Dame Press. ]  [17:  Fiore, M.C., Jaen, C.R. Baker, T.B. et al. (2008). Treating Tobacco Use and Dependence: 2008 Update. Rockville (MD): US Department of Health and Human Services.]  [18:  Lawson, PJ., Flocke, SA., Casucci, B. (2009). Development of an instrument to document the 5A’s for smoking cessation. Am J Prev Med., 37 (3), 248-54] 

2.2.5	The evidence of the benefits of very simple brief advice is limited; it is strongest when it relates to alcohol – though the potential to reduce harmful alcohol consumption is most prominent when screening is included and when it is addressed to people (especially men) who binge drink or drink at hazardous levels.
2.2.6	The following table provides an overview of the evidence compiled in this report. It illustrates the extensive, but still somewhat patchy, evidence that provides a context for the evaluation of the Every Contact Counts programme. Wherever possible, examples of how the evidence base has been translated into current practice is also incorporated into this table.
 


Evaluation of Every Contact Counts Training Programme in Liverpool
___________________________________________________________________________



1

Summary of evidence[footnoteRef:19] [19:  The evidence is presented in relation to each of the domains that the Every Contact Counts Programme targeted for Intervention: Mental Health, Smoking, Alcohol, Diet and Nutrition, Physical Activity, Sexual Health and Oral Health.] 

	
Focus of intervention
	
Evidence
	
Examples of BIs in Practice

	Alcohol
	· Effectiveness of brief interventions in reducing hazardous and harmful alcohol consumption well established – especially SBI with use of AUDIT
· Brief interventions lower alcohol consumption – especially amongst binge drinkers and heavy drinkers-  though 1 year post intervention benefits not clear for women
· Longer counselling brings little, if any, additional benefits
· Structure of intervention more important than duration
· Screening alone can provide incentive for people to change drinking behaviour
· Some evidence that brief Motivational Interviewing  MI is more efficacious than no intervention in reducing alcohol consumption
	· SIPs Alcohol and Brief Intervention (ASBI) research programme
· General Practice NHS Tayside, Scotland
· The Swedish Risk Drinking Project
· Manchester Comprehensive Care Pathway Development
· Liverpool Alcohol Services Lifestyle Teams
· Warrington A&E Brief Interventions Project


	Smoking
	· Brief physician advice to quit has small but important effect at population level.
· Higher intensity and longer term interventions are most effective
· Offer of assistance in terms of pharmacotherapy and behavioural support increases the likelihood of quitting
· Evidence mainly from primary care and hospital settings delivered by physicians and nurses.
· Some evidence that Motivational Interviewing can increase the likelihood of quitting or making a quit attempt in the future when delivered by primary care physicians or counsellors in longer (>20 minutes) sessions
· Motivational Interviewing and the use of the Stages of Change approach show some promise in supporting adolescents to quit smoking.
	· ‘Let’s take a moment’, Quit smoking brief intervention, NSW Health

	Physical activity
	· Brief interventions can produce moderate increases in physical activity in middle age and older populations n the short and longer terms
· Follow-up sessions important to sustain higher activity levels –more important than the length of individual sessions
· ‘written prescription’ outlining physical activity goals and/ or step testing may be a useful adjunct to verbal advice to increase physical activity
· Conflicting evidence for the effectiveness of very Brief Interventions to increase physical activity (<10 min)
	· Let’s Get Moving, Northhampton PCT
· Physical Activity Brief Advice and Brief Intervention Scripts, NHS Physical Activity Pilot, Scotland


	Diet and nutrition
	· Evidence emerging that psychological interventions combined with dietary advice and exercise strategies are useful to enhance weight reduction 
· Brief interventions on healthy eating can be effective
· Some evidence that MI can be effective

	· Wirral PCT Lifestyle and Weight Management Programme

	Sexual health
	· One-to-one and brief interventions can be effective in reducing sexual risky behaviours and increasing contraceptive use 
· Brief interventions more effective with women and adolescents –men respond better in more intensive counselling
· Motivational counselling and/ or skill building  shown to be effective in tackling risky behaviour
	

	Oral health
	· Motivational interviewing appears effective at improving oral health behaviour
· Some evidence that very brief interventions can have an impact on changing oral health , self-care behaviour

	

	Mental health
	· Brief structural psychological interventions can be effective in tackling mild depression
· Brief cognitive behaviour therapy can help address anxiety
	· Mental Health Brief Intervention Service in New Zealand
· Five ways to well-being: Devon Partnership NHS Pilot project promoting  Mental Health and well-being



3.	The Every Contact Counts “Train the Trainer” Programme

	_________________________________________________


3.1	Development and Content of the Training Programme

3.1.1	As already observed, Liverpool Community Health developed the comprehensive training programme around brief advice and brief intervention for delivery during 2011 and 2012. The “train the trainer” programme was designed to ensure that attendees could deliver cascaded brief intervention training to staff within their own organisations. The programme built on Liverpool Community Health’s previous experience of delivering brief intervention training within Sefton.
3.1.2	The programme developed was wide-ranging and extensive. It incorporated a dynamic mix of presentations, interactive sessions and group working and provided many opportunities for questions and answers.
3.1.3	Every participant received:
· A training manual containing a range of training support materials including registers, flyers, checklists, questionnaires;
· The Every Contact Counts booklet. This incorporated key messages, “top tips” and information about support services relating to mental well-being, sexual health, alcohol, smoking, oral health, cancer signs and symptoms, healthy eating and healthy weight and physical activity.
· A resource pack including leaflets for the Every Contact Counts topics
3.1.4	In total, the training  took place over 3 full days. It addressed:
· the determinants of health;
· health inequalities in Liverpool;
· policy and evidence underpinning the brief intervention approach;
· the stages of change model theory;
· brief Intervention and communication skills;
· key health messages and signposting services as addressed in the Every Contact Counts guide. 
· facilitation skills;
· practical matters for cascading (delivery of training).
The determinants of health
3.1.5	The factors that influence health were introduced to the participants (age, gender and hereditary factors; individual lifestyle; social and community networks; living and working conditions; and general, socio-economic, cultural and environmental conditions). Participants then worked in groups to explore their understanding of these concepts.
Health inequalities in Liverpool
3.1.6	A series of maps and data was utilised to demonstrate graphically the wide variation across the city relating to life expectancy and the prevalence of  different behaviours – such as binge drinking and teenage conception rates. Comparisons with national profiles were also highlighted.
Policy and evidence
3.1.7	Participants heard about key government policy documents and evidence from research that underpins the approach to delivering brief advice and brief interventions.
Stages of change model
3.1.8	Participants learnt about motivation to change behaviours that can improve health and Prochaska and DiClemente’s stages of change model.[footnoteRef:20] [20:  Prochaska, J.O. & DiClemente, C.C. (1983). Stages and processes of self-change in smoking: towards an integrative model of change. Journal of Consulting and Clinical Psychology, 51:390-395.
] 

[image: ]

Brief intervention and communication skills
3.1.9	Participants were introduced to the concept of brief interventions and the importance of reflective listening, empathetic styles, being supportive and non-judgemental and motivating people to change behaviour. This aspect included an exercise, where participants gathered into pairs, to highlight the importance of some communication skills.  The FRAMES approach (see box), and how this can contribute to “making every contact count” was introduced to the participants. 
FRAMES
· Feedback – use the guide to assess risk and feed it back
· Responsibility of patient – can they do something about it?
· Advice to change – use key messages and tips from the guide
· Menu of options – use other resources to support suggestions
· Empathy – take a patient-centred, empathetic approach
· Self-belief and optimisim – praise previous attempts to change and show belief in the person





	Key health messages
3.1.10	Guest presenters, and experts in their field, delivered a series of presentations that covered the full range of contents within the Every Contact Counts guide.  Presentations focused on:

· mental well-being;
· sexual health;
· alcohol;
· smoking;
· oral health;
· cancer – signs and symptoms;
· healthy eating and healthy weight;
· physical activity.
Facilitation skills
3.1.11	A guest presenter provided some guidance and tips about presenting to a group. This was designed to help the participants for when they would cascade the training within their own workplaces.
		

Delivery of training
3.1.12	The expectation that participants would cascade training within their own organisations was underlined and participants, working in pairs, delivered to the whole group a part of the cascade presentation.
3.1.13	Although the precise content and the order of different sessions varied between training, the time-table below gives a clear overview of the structure of the train the trainer delivery.

	
	Day 1
	Day 2
	Day 3

	am
	· Welcome & Intro’s
· What you’re here to do
· Determinants of Health Model
· Health Inequalities and Life Expectancy
· Motivation to change

	· Recap of day1
· The Guide
· Presentation - Alcohol
· The training presentation

	· Recap of day 1 & 2 
· Prep for delivery
· Delivery of training

	pm
	· Presentation – Mental Health & Well-being
· Facilitation Skills
· Presentation - cancer signs and symptoms
· What do we mean by ECC

	· Presentation – Oral Health
· Your responsibilities as a trainer
· Presentation – Sexual Health
· Presentation – Smoking
· Prep for Delivery

	· Presentation – Healthy Eating & Healthy weight
· Presentation – Food & Health
· Presentation – cycle and walk for health
· What next
· Evaluation and close



3.1.14	Follow-up support was also made available for the train the trainer participants. This included:
· offers by the trainers to support the delivery of the cascaded training sessions;
· an Every Contact Counts website to provide updates and support – including electronic resources for the delivery of the cascaded training
· trainers meetings, where the NHS Making Every Contact Counts e-learning package was promoted to training participants.
3.2	Review of the Train the Trainer Sessions
 

3.2.1	During 2012, the second year of Liverpool Community Health’s delivery of the train the trainer Every Contact Counts programme, three sessions were held. These took place in May, July and November 2012. In total, 39 people participated in the 3 day training sessions. 

3.2.2	The pre and post questionnaires were designed to provide evidence of the effectiveness of the 3 day training programme (see section 1.2.5). All participants completed pre and post questionnaires. Qualitative evidence from training observation, interviews with train the trainer participants and trainers provide further understanding of the effectiveness of the training and lessons emerging from it.
3.2.3	T-test analysis for paired samples was used for the comparison of the mean scores between pre and post questionnaires. In the stated comparisons, differences were statistically significant at p<.001 level.
	Effectiveness of the training
3.2.4	Analysis of the responses to the questionnaires indicate that the training led to increased knowledge about key health messages and related advice and enhanced confidence in training colleagues. 
· Mean scores (see figure 1)[footnoteRef:21] show statistically significant  improvements for knowledge of key health messages and recommended advice for all categories. Improvements in knowledge were most marked for cancer signs and symptoms and oral health. Whilst improvements were also registered for physical activity, alcohol and smoking, they were less pronounced – reflecting the higher baseline figure for these themes. [21:  Scale 1 to 4 where: 1 = not particularly knowledgeable, 2 = somewhat knowledgeable, 3 = moderately knowledgeable, 4 = very knowledgeable] 

· The participants’ confidence to train their colleagues to talk more effectively to people about changing their lifestyle behaviour was also improved after training. [footnoteRef:22]  The proportion of respondents who were very or moderately confident increased from 13% and 46% to 44% and 51% respectively. Those who were “not at all” or “a little” confident reduced from 36% to 5%. [22:  Pre-training mean= 2.69, post-training mean=3.39. Scale 1 to 4, where 1=not at all confident, 2= somewhat confident , 3=moderately confident, 4=very confident] 

	
	Figure 1


· There was also an increase in knowledge of the responsibilities of a trainer and how to facilitate training effectively. Mean scores increased from 2.47 and 2.44 to 3.56 and 3.44 respectively.[footnoteRef:23] 44% of the participants stated that they were very knowledgeable about how to facilitate training in the post-training questionnaire compared to 13% before training. The percentage of the participants who felt not at all/somewhat knowledgeable fell after the training from 51% to 8%. [23:  Scale 1 to 4, where 1=not particularly knowledgeable, 2=somewhat knowledgeable, 3=moderately knowledgeable, 4=very knowledgeable] 

· The post-questionnaire also explored how participants overall felt that the training had been useful and how confident they were to train their colleagues to help people improve their health. Findings indicate that 9 in 10 participants found the 3 day course “very useful” for enabling them to train their colleagues effectively about brief interventions. However, only 5 in 10 stated that they were “very confident” that they could apply what they had learnt to train colleagues to help people improve their health. The remaining participants were “moderately confident”. This might suggest somewhat lower confidence from participants that cascading the training would lead to health improvement down the line.
3.2.5	The training also led to post-training enhancements of knowledge about the health of people in Liverpool and of the skills required to deliver brief advice and brief interventions.
· Knowledge about the health of people in Liverpool was enhanced significantly. Mean scores increased from 2.21 to 3.39. 46% of participants indicated that they were very knowledgeable following the training compared to 3% before. Most others considered themselves to be moderately knowledgeable following the training.
· Participants felt that their skills related to understanding how to deliver brief advice and brief interventions had been boosted by the training. Mean scores (see figure 2) for knowledge about “the techniques and skills needed to help people think about improving their health” increased from 2.03 to 3.45. Mean scores for “how to give advice” and “how to motivate people to change” increased from 2.34 to 3.47 and from 2.44 to 3.44 respectively.[footnoteRef:24]  [24:  Scale 1 to 4, where 1=not particularly knowledgeable, 2=somewhat knowledgeable, 3=moderately knowledgeable, 4=very knowledgeable
] 

	Figure 2


	
	Review of training delivery and suggestions for improvement
3.2.6	Overall, there was a very high degree of satisfaction with the trainers’ delivery of the training with 9 in 10 stating that they thought the trainers; delivery of the training was “very effective”.
3.2.7	Open questions in the post-training questionnaire shed further light on the parts of the training that participants found most or least useful. Reviewing the comments expressed indicates that participants found in general all the parts of the training helpful and useful. However, special mention was given to the topic presentations from the experts to the field; the facts about health of people in Liverpool, services and key messages; the learning activities, group work and supportive materials; and also the practical delivery of the training -both listening to others and delivering and the opportunity to pick up ideas from other people. 
3.2.8	Most of the comments about the training were positive. These were about:
· The training in general (very enjoyable, informative, interesting, useful, inspiring, insightful, empowering, valuable, highly recommended, great initiative, good tool, brilliant, excellent, one of the best I have been, great way to network and meet people)
· the content (all aspects fitted and relevant, interesting range of subjects and speakers, good resources, all very varied and interesting)
· the delivery (well delivered, delivered by high level professionals, highest standard delivery, well paced, great energy and flow, info delivered with enthusiasm, good level of involvement from trainees)
·  the trainers’ qualities and training style (very knowledgeable and supportive, approachable and encouraging, enthusiastic, made trainees comfortable and able to contribute, flexible and clear in what is expected from the trainees)
· the outcome   (helped to improve knowledge and confidence; learned a great deal; made me evaluate my current ways at work and adapt; feel motivated to deliver the training and help other people to make changes)
· the venue and atmosphere (good location, good room and facilities, relaxing atmosphere)
3.2.9	In the very few negative comments participants referred mostly to the amount of content crammed into 3 days; their preference for the time breaks to be planned and negotiated with the group; and more on what to do with people reluctant to change and how to break down barriers within their own organization and amongst staff.
3.2.10	Independent observation of the training by the evaluators reinforced the perceptions and views of the participants. Whilst there was a lot of information to take in over the 3 days, utilising specialists to deliver specific sessions was a successful model. The talks from specialists gave a lot of in-depth information to the participants and filled many gaps in trainees’ knowledge. In addition, the specialists were well placed to respond to specific questions raised by participants that non-specialist trainers would have struggled to address accurately. For instance, in providing specific knowledge about sexual health or sharpening the skills to deliver training with confidence.
3.2.11	Follow-up of train the trainer participants and trainers reinforced the positive feedback suggested by the questionnaire data. In general, participants indicated that the training was well-structured, well-delivered and interesting and provided the training and information needed to cascade the training within their own organisations. Together with independent observations of the training identifiable good practice lessons included:
· the use of fun and well-judged, ice-breakers;
· getting people to introduce themselves in a way that helps clarify how participants intend to deploy the training down the line;
· good momentum by trainers;
· plenty of small group work, from early on, that enable everyone to contribute in a comfortable way and gets them thinking about the topics;
· the use of a “composite person”- Fred (as an exemplar of how real people can benefit);
· providing some concrete examples that approach is evidence-based but not going into too much detail that could make the sessions begin to drag;
· trial presentation sessions at the end that restate what has been learnt and give participants a taste of presenting the cascade session. 
3.2.12	Participants and independent observation also identified some specific aspects that it was felt could further enhance the training. Key suggestions included:
· building in more scenarios for delivering brief advice;
· more emphasis on highlighting skills and techniques for delivering brief advice;
· more clarity around what is meant by having discussions about health issues, delivering brief advice and conducting brief interventions;
· addressing the training weakness of not enough time to develop “people skills” – such training was more appropriate for those who already have people skills;
· more practice around presenting the cascade sessions.



4.	Cascaded Training
	_________________________________________________

4.1	Overview of Cascading Sessions

4.1.1	As already observed, the success of the Every Contact Counts training programme depends on the effectiveness of the cascading of the training by those taking part on the train the trainer events and how they, subsequently, deliver training within their own organisations. It is the cascade training stage that is explored in this section.
4.1.2	The train the trainer programme recommended that the cascade sessions should be conducted over 2 hours but recognised that there could be some variability in this. Equally, it was not intended that all cascade training sessions would necessarily follow precisely the same format. Rather, cascade session trainers were encouraged to tailor the training to their audience and make it relevant to them. 
4.1.3	In practice, approaches taken to cascade sessions have varied in length, in content (where emphasis has been placed and making it relevant to the organisation and participants) and whether it has been delivered as a “stand-alone” session or integrated into a wider training programme.
4.1.4	Notwithstanding this variety, during cascade sessions, trainers made full use of the package of power-point slides and accompanying information provided in the training manual when structuring and providing content for the presentations. In this way, there was a clear follow-through from the 3 day training programme to the cascade training sessions.

4.2	Scale and Reach of Cascading Sessions

4.2.1	All participants in the 3 day train the trainer programme were asked to return data to Liverpool Community Health about the number of training sessions that they had delivered. According to data from Liverpool Community Health monitoring records indicates that during 2011 and 2012, 63 cascade training sessions took place. 15 of  these occurred following the May train the trainer programme. However, this dataset is incomplete as many of the cascade sessions tracked for this evaluation were not recorded in Liverpool Community Health database.

4.2.2	Amongst the 8 organisations tracked during 2012 and 2013, 7 went on to deliver cascade training sessions[footnoteRef:25]. Between them 14 training sessions  involving about 170 participants were held. Session sizes varied from 4 participants up to 26 participants. Most involved between 8 and 12 participants.  [25:  The other organization had attended previous train the trainer events and had delivered cascade sessions. ] 

4.3	Initial Impact of Cascading Sessions


4.3.1	Of the 7 organisations that delivered cascade training and participated in the evaluation process, 6 generated pre and post cascade training questionnaires. 168 participants completed both questionnaires (336 questionnaires in total). 
4.3.2	In a similar vein to the questionnaires for the train the trainer programme, the pre and post questionnaires for the cascade training participants  were designed to provide some quantitative evidence of the effectiveness of the cascade training programme.  They explored the extent that the training enhanced the confidence of participants to deliver brief advice, knowledge about key health messages and recommended advice and knowledge about some of the key themes covered in the training sessions. Participants’ perceptions of the content and effectiveness of the training were also investigated. 
4.3.3	T-test analysis for paired samples was used for the comparison of the mean scores between pre and post questionnaires. In the comparisons, differences were statistically significant at p<.001 level.
	Effectiveness of the cascade training
4.3.4	Analysis of the responses to the questionnaires indicate that the cascade training increased the knowledge of front-line staff about key health messages and advice and boosted their confidence to motivate individuals to change their lifestyle behaviour :
· Mean scores (see figure 3)[footnoteRef:26] show that improvements for knowledge of key health messages and recommended advice were apparent for all categories. Improvements in knowledge were most marked for cancer signs and symptoms and oral health. Whilst improvements were also registered for physical activity, healthy eating/healthy weight and smoking, they were less pronounced – reflecting the higher baseline figure for these themes. [26:  Scale 1 to 4, where 1=not particularly knowledgeable, 2=somewhat knowledgeable, 3=moderately knowledgeable, 4=very knowledgeable] 



Figure 3

· Confidence to motivate clients or patients to change their lifestyle behavior was also improved after training.[footnoteRef:27]  The proportion of respondents who were very confident increased from 18% to 45%. Those “not at all” or a little confident reduced from 22% to 6%. [27:  Pre-training mean= 2.93, post-training mean=3.4. Scale 1 to 4, where 1=not at all confident, 2= somewhat confident , 3=moderately confident, 4=very confident
] 

4.3.5	As with the Train the Trainer Programme, the cascade training sessions also significantly enhanced participants’ knowledge about the health of people in Liverpool. Equally, perceived understanding of how to deliver brief advice and brief interventions also rose.
· Knowledge about the health of people in Liverpool was enhanced significantly. Mean scores increased from 2.01 to 3.16. 31% of participants indicated that they were very knowledgeable following the training compared to 5% before. Most others considered themselves to be moderately knowledgeable following the training.
· Cascade participants also indicated that their skills related to understanding how to deliver brief advice and brief interventions had been improved by the training. Mean scores (see figure 4) for knowledge about “the techniques and skills needed to help people think about improving their health” increased from 2.21 to 3.1. Mean scores for “how to give advice” and “how to motivate people to change” increased from 2.23 to 3.27 and from 2.44 to 3.23 respectively. 
	Figure 4




	
4.3.6	The post-questionnaire for cascade training participants also explored overall views about whether the training had been useful in helping them to deliver brief interventions effectively and how confident participants were about helping people to improve their health. Findings indicate that three-quarters of participants found the cascade training session “very useful” for enabling them to deliver brief interventions. Half also stated that they were “very confident” that they could apply what they had learnt to help people improve their health. 42% participants were “moderately confident”, but this suggests somewhat lower confidence from participants that their brief advice or brief intervention could help people to improve their health.
4.3.7	Following the experience of delivering brief advice, the follow-up questionnaire, 2 months after the delivery of the cascade training asked respondents again whether they thought that the training that they had received enabled them to deliver effective brief interventions. One-third of respondents, having experienced delivering brief advice “strongly agreed” that the training did enable them to be effective. A further half of respondents “moderately agreed”. Just 4% (n=2) disagreed.
	Satisfaction with cascade training and suggestions for improvement
4.3.8	Overall, there was a high degree of satisfaction with the trainers’ delivery of the training with 8 in 10 stating that they thought the trainers’ delivery of the training was “very effective”.
4.3.9	Open questions in the post-training questionnaire shed further light on the parts of the training that participants found most or least useful. Although the general comment was that all the parts of the training helpful and useful, many participants pointed out  specifically the following as being the most useful:
· going through the Guide in detail and how to use it;
· the interactive exercises and the group discussions;
· the statistics, maps and information about the health of people in Liverpool;
· the quiz and the use of visual aids, videos and examples throughout the training.
4.3.10	Some participants also found useful learning about the determinants of health, how brief advice can make a big difference and the different strategies to engage people.
4.3.11	Participants’ comments about the training were mostly positive. These were about:
· The training in general (very enjoyable, informative, interesting, useful, inspiring, helpful, motivating, insightful, thought provoking, excellent, should be ongoing);
· the content (all materials relevant,  lots of varied and interesting activities, very informative);
· the delivery (good pace, very clear and easy to understand, able to be involved,  well delivered, relaxed atmosphere);
· the outcome   (learned a lot of health facts; learned more than I expected; helped me to update my knowledge; gained awareness about health issues; developed confidence on signposting people; look forward to put into practice; look forward to make a difference).
4.3.12	The very few negative comments were focused on: the length of the session (longer time needed, a little pushed for time, felt too rushed in the end, lot of info for 2 hours), the content of the session (things that I already knew, building rapport already do in job, I am already confident with role play and the delivery (too much time in Liverpool statistics, a little more time to go through feedback, noise from background talking).
4.3.13	Observation of the cascade sessions revealed that they worked best when participants were engaged and involved throughout the session. Good interaction led to participants identifying gaps in their own knowledge, sharing their own behaviour change experience and participated actively with clear evidence of enjoyment. Clarity of delivery and a good communicative style were clear factors in this. 

4.3.14	Other good practice included:

· motivating trainees to endorse Every Contact Counts message in their everday contact with people;
· stressing the importance of brief advice for improving the health of people of Liverpool;
· adapting training to suit participants’ professional roles
· keeping a consistent pace through the training
· ensuring contextual information and utilizing practical exercises;
· using visual aids and deploying instructive videos on experience and techniques of delivering brief advice.


4.4	Review of Cascading Sessions

4.4.1	Findings from training observation, focus group sessions with cascade training participants and interviews with the cascade trainers provided additional qualitative evidence about the cascade training sessions. In the organisations tracked through the evaluation process, there was a mix of stand alone training sessions and training where Every Contact Counts was embedded in a wider programme. Most sessions lasted for 2 hours. In all cases, trainers adapted and delivered the training to align with the organisations’ needs and the trainees’ clients.
4.4.2	Key findings relate to:
· balance of training programme;
· size of the training group;
· stand alone and integrated sessions;
· usefulness of different aspects of the session;
· tailoring the session;
· the Every Contact Counts Guide
· barriers and enablers to implementation.

	Balance
4.4.3	Given the relatively tight time frame for the cascade training session, the balance and pacing of the training delivery is important. In one of the observed cascade sessions, the amount of time spent on the “contextual knowledge” part (health of people in Liverpool, determinants of health, Prochaska model etc) led to other parts of the training being somewhat rushed.

	Size of group
4.4.4	Whilst it can be argued that trainers should be able to work with many different sizes of groups, the number of participants will inevitably have an impact on the dynamics of a session. Equally, as cascade training often depends on utilising relatively inexperienced trainers, the size of the group can be an important factor in the effectiveness of the training session. In observing the sessions, it was apparent that, with larger groups, the level of participation and involvement was not as prominent as in sessions with fewer participants. Equally, it proved more difficult to involve the larger groups in activities and discussions.
	Stand alone and integrated sessions
4.4.5	There are advantages and disadvantages with both stand alone training sessions and focused sessions that are part of a broader training programme.  Logistical and corporate reasons often determine the integration of specific training themes within a wider training agenda.  In observing the cascade training sessions, one of the potential downsides for cascading Every Contact Counts into a longer training day was the increased difficulty in maintaining the concentration and interest of participants to the same extent if they had participated in other training sessions earlier in the day.
	Different aspects of the session
4.4.6	In all sessions, participants responded very positively and with great interest to the statistics, maps and information about the health of people in Liverpool and the extent of health inequalities. The interactive exercises, the group discussions, the ability to be involved throughout the training and the use of examples, visual aids and videos were also viewed very favourably.
	Tailoring the session
4.4.7 	Different trainees will have different levels of pre-existing skills and experience. Feedback from focus groups emphasised that participants will find sessions, or part of them, that go over familiar ground less useful than they could be.  This underlines the importance of the trainer being aware of participants’ background and knowledge so that they can pitch the session appropriately. Equally, and this was, to an extent, positively and successfully achieved by the trainers, focusing the session on areas most relevant to the organization and front-line worker and utilsing scenarios that resonate with their daily practice, proved an important tool in securing the engagement of participants and contributed positive responses to the training session. 
	Every Contact Counts Guide
4.4.8	The guide was widely viewed as a valuable tool. The majority of the trainees found the Guide as the most useful part of the training. Given the relatively short time available to cover the range of health aspects incorporated within the guide, it provided the information about key messages (box on guide up front – key resource for the training) and contacts for referral that participants would be able to use when engaging people in discussion about lifestyle and health issues. The number of signposting agencies was considered very useful; however, participants working with older people observed that that there was limited info on agencies for over 60s to refer people. Also, participants working with younger people thought  that the Guide should include information and signposting agencies for drug issues and that the healthy eating session should contain information and signposting about underweight people. There were also suggestions for the Guide to cover Sefton and Knowsley and the creation of an office-based Guide, more in depth with partner agencies.
	Barriers and enablers to implementation
4.4.9	It is clear from the experience of tracking organisations that some organisations were able to implement, comprehensively, the training agenda and, crucially, maintain a subsequent focus on the every contact counts approach.  Others, however, struggled to put in place training sessions or, having done so, found it difficult to sustain support for the process. Evidence from interviews with many of those who had participated in the train the trainer sessions and were charged with following through a cascade training indicates that:
· time and their individual workload constraints make it difficult for trainers to organise cascade sessions;
· there can be difficulties in organising the training, in terms of bringing people together and being able to fit training into staff’s already busy work schedule; this is particularly evident in the health care setting;
· in some organisations, it is difficult to make a case for providing the Every Contact Counts cascade training, because the professional role of their front life staff makes it difficult to deliver brief interventions to their clients;
· in organisations that provide an ongoing health education through training courses to their staff, and where some elements of the training courses having similar content, the task of the trainer to engage front line in an Every Contact Counts cascade session proves more difficult;
· positive feedback and evaluation from the front line staff seems to increase support at managerial level and makes it easier for trainers to  offer the training out to more frontline staff. 





5.	Delivering Brief Interventions and Advice
	_________________________________________________

5.1	Overview
5.1.1	The primary goal of the Every Contact Counts training programme was to scale up the extent that front-line staff initiate and respond to opportunities to deliver brief advice and brief interventions about health and health-related, lifestyle issues. Understanding the extent that participants in the cascade training sessions have conducted brief interventions, identifying supportive factors and barriers to delivery and their perceptions of how effective they have been are all vital to assessing the overall effectiveness of the investment in the train the trainer programme. The follow-up questionnaire that was deployed about 2 months after the participants had been involved in the cascade training sessions along with focus group sessions have generated evidence about:
· the frequency of delivering brief interventions and advice;
· retained and sustained knowledge of health messages;
· perceptions of effectiveness in delivering brief interventions and  advice;
· key factors that influence capacity to deliver brief interventions and advice.
5.1.2	From the 168 trainees that completed both the pre and post questionnaires, 53 completed the follow-up questionnaire (see section 1.2).

5.2	Frequency of Delivering Brief Interventions and Brief Advice
5.2.1	The follow-up questionnaire and focus group sessions with those who had taken part in the cascade training sessions, explored how often they had been speaking to people about the range of health issues covered in the training and included in the Every Contact Counts guide.  Figure 5 illustrates the mean scores (on a scale of 1 to 5)[footnoteRef:28] for frequency of speaking to people about specific health issues. It shows that the subjects that were most commonly discussed related to healthy eating and healthy weight, physical activity, smoking and mental health. The fewest conversations were had about oral health and sexual health. [28:  where: 1= rarely/never, 2= at least once a month, 3=at least every fortnight, 4=at least once a week , 5= almost every day.
] 

	Figure 5

5.2.2	The questionnaire also provided evidence of the proportion of respondents who spoke to people about the various health issues at least once per week. The data shows that “at least once per week”:
· 68% of respondents spoke to people about physical activity – 19% did so almost every day;
· 64% of respondents spoke to people about healthy eating/healthy weight – 30% did so almost every day;
· 57% of respondents spoke to people about smoking – 24% did so almost every day;
· 57% of respondents spoke to people about mental health – 13% did so almost every day;
· 49% of respondents spoke to people about alcohol – 11% did so almost every day;
· 23% of respondents spoke to people about cancer signs and symptoms – 9% did so almost every day;
· 19% of respondents spoke to people about oral health – 4% did so almost every day;
· 17% of respondents spoke to people about sexual health – 2% did so almost every day.
5.2.3	Overall, respondents indicated that, in the previous four weeks, they had discussed health matters with an average of 22 people. 12% of respondents (n=6) had done so more than 50 times, whilst, 22% (n = 11) had done so less than 5 times. Focus group participants emphasised that “having chats” with people was easier if it was integrated into their jobs. Some also reported that they found older people particularly keen to respond to conversations about their health. 
5.2.4	The questionnaire also probed whether respondents had referred people to specialist services in the previous month – such as for sexual health, smoking or alcohol support. 28% (n=15) indicated that they had made referrals.  The total number of referrals was 73. Smoking, mental health, and healthy eating/ exercise were the topic areas with the most referrals. Referrals were also made to primary care professionals, but the reason was not stated. Five people were also referred to alcohol related services.  The following table sums up the number of referrals according to health/lifestyle issue. 

	Table: Number of referrals to relevant services according to health/lifestyle issue

	Health/Lifestyle Issue
	Number of referrals to relevant services

	Mental Health
	14

	Smoking
	24

	Alcohol
	5

	Healthy Eating/Exercise
	12

	Oral Health
	1

	Primary Care
	10

	Other
	7




5.3	     Sustained Knowledge of Health Messages
5.3.1	Figure 6 indicates that, across the range of healthy living themes, there was a decline in the extent that participants considered themselves knowledgeable about these topics since they completed the cascade training sessions. However, in all cases, their retained knowledge was above that cited immediately prior to the cascade training session. Generally, those topics where knowledge was lowest at the outset, such as relating to “cancer signs and symptoms” and to oral health, the decline in perceived knowledge was greatest. Equally, the decline in perceived knowledge was least where knowledge had initially been higher – such as relating to smoking, alcohol and physical activity. 
5.3.2	It is important, however, to recognise that the relatively short cascade training sessions did not allow a lot of time to be spent on the various health themes. Moreover, one of the main purposes of the Every Contact Guide is to allow front-line staff to have key facts and tips readily available and, to a degree, means that referring to the guide can overcome lack of retained knowledge. In other words, if the person giving brief advice does not know or remember a key fact, then they can simply refer to the guide. As discussed in section 5.n, this was one of the perceived strengths of the guide. Indeed, the emphasis within the cascade training was more on how to use the guide than on transmitting knowledge about the various health themes.
Figure 6		
	


5.4	Perceptions of Effectiveness
5.4.1	Although the research for this evaluation did not extend to engaging with recipients of brief advice to assess its impact on them, as a proxy, those delivering brief advice were asked about their perception of how effective they were in helping clients or others make changes. Figure 7 highlights mean scores (on a scale of 1 to 4)[footnoteRef:29] for how effective they thought they were in relation to the key health topics.  [29:  Where: 1 = not particularly effective , 2 = somewhat effective, 3 = moderately effective, 4 = very effective
 ] 

5.4.2	Paralleling the findings related to their knowledge, front-line staff were least likely to think that they were effective in helping people to make changes relating to sexual health, oral health and cancer signs and symptoms. They were more confident in relation to the other areas and considered themselves to be most effective in helping people to change in relation to healthy eating, physical activity and mental health. 
Figure 7

	




5.5	Factors Influencing Delivery of Brief Advice
5.5.1	Understanding what can make a difference to the extent and effectiveness of delivering brief advice can provide useful policy lessons for the future. The survey and focus groups indicated that: 
· Limited time does not seem to be a major constraint on most respondents capacity to engage with people and make every contact count – three-quarters of respondents strongly agreed (36%) or agreed to some extent (38%) that they were able to find the time to deliver brief advice. However, some focus groups respondents did emphasise that time pressures were a significant factor for them in being able to engage with clients or patients on topics additional to the main focus of their one-to-one interaction.
· Most respondents did not find it difficult to advise people about their health – 6 in 10 respondents disagreed strongly or to some extent that advising people about their health was difficult – though focus group participants, particularly where job roles did not have an explicit health dimension, indicated that it was more difficult to engage people about health issues – such as alcohol or smoking – as clients would not be expecting this kind of issue to be raised.
· Fear of people responding negatively is not a major constraint for most respondents. Nevertheless, 24% indicated that they find it difficult to raise questions related to health issues “because sometimes people react negatively”.
· Referral pathways are well known to respondents – 75% disagreed strongly or to some extent that they were “not sure where to refer people”. 
· Most respondents indicated that their organisation was supportive of the Making Every Contact Count agenda (though given the engagement in the evaluation over a significant period, this finding is, arguably, not surprising) – 87% agreed strongly or to some extent. 
· Nevertheless, further analysis reveals a strong correlation between frequency with which respondents spoke with people about health advice and the strength of support for the agenda. 
· There was a high level of appreciation for the value of the Every Contact Counts guide – 58% agreed strongly and a further 30% agreed to some extent that it was useful with none disagreeing. However, participants in one focus group suggested that more information on agencies to whom older people could be referred would be useful. Also participants from another organisation expressed the opinion that the inclusion of signposting agencies specialised in drug issues is important for their younger client group.

















6.	Lessons from Training for Brief Interventions Elsewhere
	_________________________________________________

6.1	Overall Lessons
6.1.1	In assessing the content and delivery of Liverpool’s Every Contact Counts training programme, it is important to reflect on and consider its implementation in the light of the experience of other training programmes leading to the delivery of brief interventions and advice. Overall, the literature suggests that training can have a positive impact on the delivery of brief interventions.[footnoteRef:30] It affirms that it can improve the knowledge and confidence of the professionals delivering brief interventions[footnoteRef:31] and increase the frequency that they engage in brief intervention tasks.[footnoteRef:32] [30:  Powell, K., & Thurston, M. (2008). Commissioning training for behavior change interventions: evidence and best practice delivery. University of Chester. 
 West, D., & Saffin, K. (2008).  Literature review: Brief interventions and childhood obesity for North West and London Teaching Public Health Networks. Public Health Resource Unit. Retrieved from www. Phru.nhs.uk.]  [31:  Burrell, K., Sumnall, H., Witty, K., & McVeigh, J. (2006). Preston Alcohol Brief 
Intervention Training Pack: Evaluation report. John Moores University: Centre for Public Health.]  [32:  Lancaster, T., Silagy, C., & Fowler, G. (2000). Training health professionals in smoking cessation. Cochrane Database of Systematic Reviews, 3.] 

6.1.2	Evidence from assessments of other training programmes flags up key lessons about:
· the content of effective training programmes;
· training methods;
· addressing known barriers to delivery of brief interventions;
· other training considerations.
6.1.3	This section also highlights several examples of good practice training that illustrate these important elements. The final section of this report considers to what extent wider lessons and good practice evidence are apparent in the Every Contact Counts training in Liverpool and the implications that this has for recommendations about future training possibilities. Box 3 also summarises existing evidence about the cost-effectiveness of brief interventions.[footnoteRef:33] [33:  NWPHO (2011), A review of the cost-effectiveness of individual level behaviour change interventions.] 




Box 3: Cost effectiveness of brief interventions
A review of the cost-effectiveness of individual level behavior change interventions published by the North West Public Health Observatory, set out evidence about the cost effectiveness of brief interventions. It highlighted that the cost-effectiveness of brief interventions is strongest for interventions with high risk drinkers. It also highlighted that brief interventions for smoking (in a variety of settings and age groups) can generate quality adjusted life year gains at a low cost.
The cost of a behaviour change intervention varies depending upon the healthcare professional delivering it and the amount of time devoted to it. For instance, a ten minute intervention delivered by a practice nurse is just under half the cost of an intervention delivered by a GP. Equally, the costs associated with intervening in different types of behaviour, the success of various behaviour change interventions and how this success is measured will differ and so it is not possible to provide a single conclusive statement about the cost-effectiveness of all brief interventions. However, the NWPHO review synthesises the available evidence for several types of behaviour. In this context, the review concluded that:
For alcohol: Every 1000 screening and brief interventions for alcohol, with problem drinkers in GP settings, would lead to 18 fewer A&E attendances and 17 other hospital attendances. This would result in a benefit of £13,300 to the health sector compared to a cost of £3,600.  Overall, the review asserts that screening and brief intervention for alcohol within primary care and A&E has been shown to be cost-effective and in some scenarios, cost saving. Economic analysis by the University of Sheffield found that screening and brief advice in GP and A&E settings produce cost savings.
For smoking: Brief interventions for smoking in all settings and age groups can generate QALY gains at a low cost. The NWPHO review states that a brief opportunistic intervention delivered by a GP remains cost-effective as long as the price is below £132 for males and £119 for females (in 2004/05 prices). The longest practical length for opportunistic advice delivered by a GP in a UK setting is around five to ten minutes. NWPHO highlight that for this kind of brief intervention, the NICE cost-effectiveness threshold (£20,000 per QALY) would not be reached until one hour was spent.
For physical activity and healthy weight: Brief interventions to promote physical activity delivered in primary care can be cost-effective. Brief interventions can result in QALY gains and net cost savings to the health service (when compared to no intervention being delivered). Evidence suggests that brief interventions can result in incremental costs ranging from £20 to £440 per QALY gained. This is well below the recommended NICE threshold for cost-effectiveness. Brief interventions delivered in primary care to tackle obesity have also been shown to be cost-effective, but are associated with relatively low QALY gains.




























Box3: Cost effectiveness of brief interventions continued..
For sexual health: Although there is a lack of evidence to demonstrate the cost- effectiveness of brief interventions when compared to other kinds of interventions, cost-effectiveness analyses have shown that brief interventions which involve giving information or developing motivation and behavioural skills related to sexual health present the greatest benefits for the lowest cost whilst behavioural skills and enhanced counselling appear to be the least cost-effective interventions. In this context, one-to-one interventions to tackle STIs and teenage conceptions have been found to be cost-effective with interventions ranging from 18 to 240 minutes producing an incremental cost per QALY ranging from £3,200 to £96,000.
Overview: The NWPHO review concludes that the evidence supports the use of brief interventions for smoking cessation and alcohol use in primary care as an appropriate use of NHS resources, with the cost-effectiveness of these interventions falling well below the NICE threshold of £20,000 per QALY. The evidence is weaker in relation to the cost-effectiveness of brief interventions in other settings and those targeting sexual health, physical activity and healthy weight. However, it asserts that the evidence that is available indicates these approaches are also likely to be cost-effective













6.2	Evidence from Wider Training Experience About What Works
	Content of training programmes
6.2.1	Whilst the content of training for the delivery of brief interventions, as with all training, should be guided by the needs and existing skills and knowledge of participants, literature review highlights that key elements of brief intervention training sessions should include:
· evidence about the efficacy of interventions;
· theories of behaviour change;
· topic specific training;
· skills for assessing readiness to change;
· skills for building rapport and facilitating discussion;
· learning how to deal with different client groups.



Training methods
6.2.2	A multiple-method training approach is considered the most effective in engaging staff to perform brief interventions. This encompasses: 
· didactic teaching carried out by presentation of contextual and topic-related information, dissemination of relevant written materials and practical exercises such as quizzes;
· skill-based sessions delivered by video observation and role play;
· group discussion and individual reflection and practice time;
· follow-up ongoing support after the initial training with feedback on performance.[footnoteRef:34]  [34:  Fleming, M. F. (2004). Screening and brief intervention in primary care settings. 
Alcohol Research and Health, 28, 57-62.] 

Addressing known barriers
6.2.3	Good quality training sessions that take account of participants’ existing skills and knowledge[footnoteRef:35] combined with ongoing follow-up support is more likely to lift some of the known barriers to the delivery of brief interventions. In this context, Powell and Thurston (2008)[footnoteRef:36] summarise the key barriers that training should address as: [35:  Miller, W. R., & Rollnick, S. (2002). Motivational interviewing: Preparing people for 
change (2nd ed.). New York: The Guildford Press.]  [36:  Powell, K., & Thurston, M. (2008). Commissioning training for behavior change interventions: evidence and best practice delivery. University of Chester.] 

· fear of damage to professional relationship with service users - amongst staff with an established relationship with service users, there is evidence of some concern that delivery of behaviour change interventions can harm a positive rapport with clients and annoy them by offering uncalled for advice;
· anticipation of poor success - expectation that behaviour change will not be achieved is reported to deter staff from attempting to deliver interventions;
· lack of incentives - lack of professional reward for interventions is cited as a barrier to implementing intervention programmes but there is disagreement over their use;
· lack of time and organisational support for interventions - lack of time to conduct interventions is a frequently cited problem and requires training to consider the environment in which staff are working and provide realistic targets for implementing interventions;
· lack of knowledge - lack of knowledge in relation to areas of behaviour can lower staff confidence whilst poor knowledge of referral processes and available sources of support can also hinder interventions;
· lack of skills - a lack of skills and confidence combined with the perceived complexity of behaviour change encounters can lead to staff avoiding the topic.
Other training considerations
6.2.4	Other key ingredients for a successful training are reported to be: 
· the delivery of training by ‘credible experts’;[footnoteRef:37] [37:  Fleming, M. F. (2004). Screening and brief intervention in primary care settings. 
Alcohol Research and Health, 28, 57-62.] 

· small group sizes (less than 20 participants); 
· the tailoring of the training to the participants’ level of knowledge and existing repertoire of skills, their professional role and their everyday workplace problems.[footnoteRef:38] [38:  Rollnick, S., Mason, P., & Butler, C., (1999). Health behaviour change: A guide for 
practitioners. London: Churchill Livingstone.] 

6.2.5	The majority of literature that examines the impact of training to the delivery of BIs reviews training delivered face to face in group sessions. However, another form of training for the delivery of BIs seems to emerge in recent years, that gives often seem as more cost-effective and personalised. This is provided through e-learning courses following a self-assessment and gives the opportunity to the professional to be trained on delivering BIs  at his own pace, in his own time and even at this home environment. Some of the courses are focused on the skills needed to provide BIs in general. Others are designed to train professionals how to deliver BIs on specific health/ lifestyle issues such as alcohol and smoking. These courses are considered valuable tools for continuous professional development and sometimes are used as a part of a training package that combines them with face-to-face training.



6.3	Good Practice Examples for Training in Brief Advice and Brief Interventions
6.3.1	Examples of training programmes that have embraced the above content and methodologies merit highlighting. They provide a reflective benchmark when examining the training programme in Liverpool and offer insights that can inform recommendations for future action. This report flags up two examples from abroad and two from the UK.
Swedish Risk Drinking Project
6.3.2	The Swedish Risk Drinking Project’s[footnoteRef:39] objective was to encourage health care professionals in four arenas (primary care, child health care, maternity care, and occupational health) to ask their patients about alcohol use and offer brief, structured advice. Adopted as a central plank of national health policy and with evaluative data gathered at baseline and 3-year follow-up, it has provided a broad and long-term view of how screening and brief intervention can be instituted in health care contexts and at a population level.  [39:  Nilsen P, Wahlin S & Heather N (2011), “Implementing brief interventions in health care: lessons learned from the Swedish Risk Drinking Project”, International Journal of Environmental Research and Public Health, 8, 3609-3627; doi:10.3390/ijerph8093609] 

6.3.3	At follow-up, substantially more participating practitioners in all arenas reported feeling very knowledgeable about helping patients reduce hazardous alcohol consumption. The proportion of primary and occupational health staff feeling more effective and always or often talking to their patients about alcohol had increased from baseline to follow-up. The cross-sectional data limit what can be concluded about causality, and the statistical significance of results is not specified in the study report. The authors relied on self-report rather than more objective measures of outcome, and response rates varied across professions, between 43% and 80%. Nevertheless, the scale of the project means its research findings are supportive of the approach adopted.
 6.3.4	An evaluation of the Swedish Drinking Project revealed that key factors that contributed to its positive outcomes include:
· the significant scale of the project – it enjoyed substantial governmental funding, 6 years duration and adopted a broad settings approach;
· a sense of ownership – there was active involvement of national and local managers in the project’s definition, planning process and implementation;
· adapting to specific contexts – it did not assume a one-size-fits all solution but tailored training to the everyday reality of the health care providers and to each setting;
· modification of the prevailing culture – in relation to its focus around alcohol, the brief intervention approach was accompanied by a wider policy shift from treatment to prevention;
· a multi-faceted continuous professional education approach -  it was not a one-off activity but continued over time through courses, conferences and printed information;
· a learning-by-doing approach that was adopted in workshops and seminars;
· learning Motivational Interviewing as a tool to open and manage conversations about alcohol.
New Zealand’s Training and Development Services (TADS) Project
6.3.5	The TADS project was first established in 1995 to provide training initially to primary health care professionals for alcohol interventions. However, it expanded, though the years, to embrace a broad behavioural change training agenda that, like the Swedish project, tailored its training to the specific routines and conditions of the health care settings. training workshops are three days duration and utilise a mixture of didactic input, interactive demonstrations and many practical opportunities. Success factors include:
· restricting participant numbers to a maximum of 12 for each workshop, in order to enhance interactive discussion and practical opportunities. 
· adopting a person-centred rather than a practitioner driven approach; 
· a focus on maximising the efficiencies of staff working time and improving partnership working with patients;
· programme development stages and training resources have been determined and constructed by community and participant feedback and ongoing involvement in the process.
		
NHS Yorkshire and Humberside’s Competence framework
6.3.6 	In the UK, NHS Yorkshire and Humberside’s Competence framework for Making Every Contact Count[footnoteRef:40] has been used as a platform by a growing number of programmes which aim to implement the ECC agenda. It is a “commissioning led framework for workforce change” designed to enable commissioners and providers to identify where additional learning, new ways of working and service redesign may be required. A key goal is to ensure that the “right workforce has the right skills in the right place” to meet the health needs of the local population.  [40:  NHS Yorkshire and The Humber (2010). Prevention and Lifestyle behaviour change: A competence framework.] 

6.3.7	The framework adopts a tiered approach that it defines as (a) generic and (b) intervention based levels and competencies. The former are those required by all staff. The latter builds on the generic skills set but focuses on more specific and advanced approaches to behaviour change – including Cognitive Behavioural Therapy, Solutions Focused Therapy and Motivational Interviewing. 
6.3.8	It also distinguishes between providing opportunistic brief advice and brief interventions. It defines the latter as “single or multiple sessions of motivational discussion focused on increasing the individual’s insight and awareness regarding specified health behaviours and their motivation for change”. This stage is structured around focused brief interventions with individuals and incorporates deploying motivational techniques, reviewing outcomes, keeping records and follow-up, if appropriate, with individuals.
6.3.9	Implementation examples of this approach include:
Essential Public Health Stockport Train the Trainer programme: trained 500 frontline staff to deliver “healthy chats” –very brief, practical chats to raise issues, assess patient’s motivation with the aim to signpost, and start positive change around  five key public health issues for the area (smoking, obesity, alcohol and substance misuse, sexual health, ageing).
Making Every Contact Count NHS Hull: aimed to  help tackling coronary heart disease by providing level 1 training to cardiac nurses and nursing assistants to introduce lifestyle behaviour change around smoking cessation, weight management and reducing alcohol harm to hospital patients.
6.3.10	The design and implementation of the training package was either developed after a pre-training assessment (Train the trainer, Stockport) or agreed from the start after discussions with the partners involved (MECC, Hull). In both programmes, the impact was measured by the number of referrals to the appropriate lifestyle agencies.




7.	Conclusions and Recommendations
7.1	This report has presented the findings from research generated to assess the effectiveness and impact of the key stages of training delivery and implementation of the Liverpool Every Contact Counts training programme. Collected using a mixed method design, quantitative data was analysed to measure the impact and effectiveness of the “Train the Trainer”, cascade training and the delivery of brief interventions and brief advice to clients and patients.  Qualitative data, acquired through interviews and focus group sessions, enabled the different phases of Every Contact Counts to be probed in more detail and to explore how future interventions could be enhanced. This evaluation also draws on the earlier scoping study and lessons that derive from training programmes conducted and evaluated elsewhere.
7.2	This final section of the evaluation discusses the key findings and sets out recommendations that derive from the research and the experience of implementing Every Contact Counts in Liverpool. Specifically, it reflects on:
· effectiveness and impact of the train the trainer and cascade training sessions;
· success factors and good practice lessons for effective training;
· key factors that can influence the extent of follow-through by organisations and individuals;
· the appropriateness of the training for different types of brief intervention and brief advice;
· suggestions for more focused and effective brief interventions and brief advice in future that build on strengths and address weaknesses.
	Effectiveness and impact
7.3	It is important to emphasise that the training provided by trainers for both the 3-day train the trainer programme and the cascade training session was consistently of a high standard and delivered in a professional and structured way. In addition to the evaluators’ extensive, independent observation of training sessions, interviews, focus groups and survey data consistently underlined the high degree of satisfaction with the training provided. For instance, 9 in 10 training participants thought that the trainers delivery of the train the trainer programme was very effective whilst 8 in 10 participants thought that the trainers’ delivery of the cascade training was “very effective”.
7.4	Equally, the training proved effective at achieving its initial goals of boosting knowledge about key health messages and related advice and about the health of people in Liverpool. For both  the train the trainer and cascade training participants, mean scores from survey data showed statistically significant improvements for knowledge of key health messages and recommended advice for all the Every Contact Counts topics. It also boosted confidence in delivering interventions. As similar improvement trends when comparing pre and post questionnaires for the 3 day training and the cascade training were apparent, this is indicative of the cascade method effectively transmitting the key messages to front line staff, at least in the short term. 
7.5	However, follow-up with participants of the cascade training sessions suggests that the cascade training alone is not sufficient to maintain, over time, knowledge levels about key health messages – particularly, for topics such as cancer and oral health, where participants do not already have a good basic knowledge. Although the Every Contact Counts Guide (and web-based sources of additional information) can help to counter this, it is an important observation. It flags up the limitations of cascaded training and what can and can’t be achieved within a brief training session. In this context, one of the good practice lessons from wider experience is the learning benefit that can accrue from training delivered by experts in their field. The 3 day, “Train the Trainer” programme incorporated this dimension but it is not realistic to expect the same of the much shorter cascade sessions.
7.6	Self-reported feedback from participants also indicated that they felt that the training provided them with the skills needed to deliver brief advice and brief interventions. In practice, however, the nature of brief intervention delivery, where it occurred, was characterised more by “healthy chats”, and, in some instances, referrals to specialist services, than by more formal or structured brief interventions.
7.7 	In essence, the fundamental value of the Every Contact Counts programme rests on the extent that effective interventions are delivered to individuals in ways that encourage them to make a behaviour change. The follow-up survey and focus group sessions indicate that (at least for those participating in the evaluation) they were confident in engaging people and offering advice. As observed, this was predominantly in the form of “healthy chats”.  In practice, cascade training participants had discussed health matters with an average of 22 people over a 4 week period. Referrals were less frequent though the fact that more than a quarter of participants made referrals is an encouraging indication for the effectiveness of the training. 
	Success factors and good practice lessons for effective training
7.8 	The evaluation of the programme through direct observation and  feedback from participants and trainers, combined with evidence from elsewhere, highlights a range of good practice lessons from the Liverpool Every Contact Counts training programme. Equally, it flags up ideas for enhancing the content and methodologies deployed within training programmes. Good practices include:
· motivating trainees to endorse Every Contact Counts messages in their everyday contact with people;
· stressing the importance of brief advice for improving the health of people of Liverpool;
· adapting training to suit participants’ professional roles;
· keeping a consistent pace through the training;
· ensuring contextual information and utilising practical exercises;
· deploying instructive videos on experience and techniques of delivering brief advice
· ensuring that the training is interactive, involving and incorporates group discussion and time for individual reflection and practice.
7.9	Key areas that could, potentially, enhance the quality of the training and boost its effectiveness further, include:
· making the training relevant more precisely and explicitly to the needs of organisation’s staff and their clients – in relation to the content of the training (for instance, by highlighting specific issues linked to participants’  working agenda);
· tailoring training to the knowledge, resources and skills that the staff of every individual organisation need to deliver brief advice, taking into account existing knowledge and skills;
· more emphasis on demonstrating experience and techniques for delivering brief advice, both through building in more role-play into both train the trainer and cascade training sessions and sourcing or developing more video demonstrations;
· referral options for lifestyle services and type of available support provided to be clear, comprehensive and relevant to the organisation’s client group.
Key factors influencing delivery of cascade training and interventions 	
7.10	It is problematic to extrapolate responses from those participating in the evaluation (organisations and individuals) to assume that the same trends would be apparent for all organisations involved in the training sessions. Whilst the selection of the initial organisations was controlled by wishing to engage a good mix of types of organization, the extent that these organisations continued to engage fully with the evaluation is indicative of the extent that they continued to engage in the wider Every Contact Counts agenda. For instance, one organization conducted cascade sessions but did not engage in the implementation of the follow-up questionnaires or with the focus groups. Another organization, though it agreed to participate initially in the evaluation, and had enthusiastic plans for cascading, did not, in the end, deliver cascade sessions during the timespan of the evaluation period. In both cases, enquiries indicated that organisational priorities had led to a shift away from an Every Contact Counts focus.
7.11	Nevertheless, it can be stated that, for those organisations that did engage substantially and maintained an involvement in the evaluation process, their involvement in the Train the Trainer programme, and commitment to cascade training within their own organisations, led to the most extensive engagement of front-line staff in having chats with people about health-related issues and delivering informal brief advice.
7.12	Focusing on those organisations which delivered most effectively is instructive for identifying some key success factors. Key characteristics of these organisations and the staff that they provided with cascaded training include:
· engaging clients and community contacts in discussions about health and lifestyle issues is embedded within corporate services and practices;
· evidence of organisational support from line managers for the Every Contact Counts training and an interest in its impact;
· for staff, raising awareness about healthy living has become an explicit part of their role and remit;
· the training on delivering brief advice about health-related lifestyle issues complements other training that they have received and sits comfortably with the engagement that they have with clients and customers
	Appropriateness of the training
7.13	Liverpool’s Every Contact Counts training programme was informed by good practice evidence about brief advice and brief interventions. The programme was described as brief intervention training, and some of the content of the training programme was appropriate for structured interventions. However, in practice , those participating in the programme were essentially trained to deliver “healthy chats” and, indeed, this was the focus of the delivery by front-line staff.  This distinction is important and it is not simply a question of semantics. There are different skills and different levels of knowledge required for delivering healthy chats, structured brief advice and brief interventions. Equally, the services provided by an organisation and the role and remit of specific individuals will shape the potential activity that is most appropriate and the type of training required. This clarity was sometimes missing from the Every Contact Counts training and a sharper focus on the purpose of the training - healthy chats, brief advice, brief interventions – would be beneficial. Equally, a sole focus on healthy chats, arguably, means that many of the potential evidence-based benefits of more structured brief advice and brief interventions may not be realized. The training approach developed by Yorkshire and Humberside’s Competence framework for making Every Contact Counts (and recently adopted by Liverpool Community Health for its internal training) reflects this more tailored approach to training for making every contact count. This has important implications for future action in Liverpool.
	Recommendations
7.14	The findings emerging from this evaluation of Liverpool’s Every Contact Counts training programme, and further consideration of the scoping report, give rise to a series of recommendations for the future delivery of brief intervention and brief advice programmes. Recommendations relate to:
· engaging organisations to participate in training programmes;
· the focus of training programmes;
· tailoring training programmes;
· the content of training programmes;
· training techniques and methods;
· innovative approaches to adding value to brief interventions and advice;
· measuring impacts and improving performance

Engaging organisations
7.15	Not all organisations followed up their attendance at the train the trainer programme by delivering cascade sessions within their own organisations. Some others only delivered one or two sessions. Further probing with representatives of these organisations indicated that organisational uncertainty, restructuring, capacity constraints, shifting priorities and the topic not being embedded within corporate agendas undermined the full potential for rolling out the Every Contact Counts process. These dynamics also affected the extent that some of the organisations selected to participate in the evaluation were able to do so. 
7.16	To build commitment to an Every Contact Counts agenda amongst organisations not immediately ready to participate, key aspects to raise awareness of include illustrating its benefits to health and well-being of their workforce, stressing the opportunities of workforce development arising from training and the potential impact of the benefits of brief interventions for the wider population. 
	It is recommended that  alternative methods of recruiting participants to training programmes is considered in future.  Awareness raising of the benefits of engaging in Every Contact Counts training combined with launching invitations to bid to participate in a training programme or charging fees for participation should be considered.
Focus and content of training programmes
7.17	It is important that training provided whether directly to people delivering brief interventions or through a cascade training model, fits closely with the type of brief intervention. Structuring and targeting training for delivering ‘healthy chats”, structured brief advice or brief interventions will ensure clarity and combined with other tailoring approaches (see below) is more likely to generate positive results. The content of the training will align with this focus.
	It is recommended that distinct training for “healthy chats”, structured brief advice and longer term brief interventions should be provided for participants and organisations that are or can be geared up to deliver them.
	Tailoring training
7.18	Evidence from best practice clearly indicates that adopting a ‘bottom-up’ approach is effective for the delivery of brief interventions. In this context, there are advantages for organisations that participate in the ECC training, to be actively involved from the start in the adaptation of training to the training needs of their staff. In this way, the training is more likely to address effectively the health and well-being needs of their clients/patients. Adopting such an approach means that, during training, the emphasis is placed on filling gaps in knowledge about lifestyle issues and on the additional skills that staff feel they are lacking to deliver brief interventions effectively. Equally, it enables the referral options for lifestyle services and type of support provided to be relevant to the organisation’s client group.
	It is recommended that beneficiary organisations and staff should be involved in adapting the training to their needs and to the focus of their priorities and remits.  
	Techniques and methods
7.19	In general, the method of providing training should fit with the job demands of staff and the working practices of their organization. In particular, there is a need to adapt to their time and work constraints. For instance, where a longer group training session might be suitable for an organisation to train effectively their staff to provide brief interventions, a combination of an e-learning training course with a shorter face to face group session might be a better option for health care staff working in hospitals.
	It is recommended that different options of delivering training should be available and the most effective solution explored with organisations and staff beneficiaries. 
7.20	Good practice evidence along with feedback from this evaluation indicate that, taking account of tailoring measures, more emphasis within face-to-face training sessions should be placed on the skills and techniques for delivering interventions. These would vary in their extent depending on whether the goal is to generate more “healthy chats”, structured brief advice or more in-depth, brief interventions. Equally, utilising role play and videos demonstrating more scenarios for delivering interventions has been shown to be a powerful training tool. The positive use, within Liverpool’s Every Contact Counts training, of interactive and participative exercises should be maintained. Participants can also benefit from completing, for their own purposes, pre-assessment and post-assessment tools.
	It is recommended that consideration is given to adopting and developing resources that promote role play, video use, interactive exercises and personal, pre and post training assessment tools.
	Innovation and added value
7.21	Both in the conducting of training and in the delivery of brief interventions themselves, there is scope for adopting and exploring the potential of a range of innovative tools that can add value to the training and implementation processes. For instance, e-learning courses, up-to-date online Every Contact Counts guides and electronic versions of the guides that can be uploaded to portable devices can all be complementary tools for training and implementation. Equally, there is potential for utilising applications (”apps”) for portable devices that can be offered and provided to recipients of brief interventions – thus potentially providing a sustained intervention after the initial contact has been made.
	It is recommended that a scoping exercise is conducted to identify the potential of how innovative tools can add value to training for and delivery of “healthy chats”, structured brief advice and more, in-depth brief interventions. This should include an assessment of how. In this context, local, national and European support and funding could be utilized.
	Measuring impact, improving performance
7.22	One of the main challenges for brief intervention training programmes is maintaining the commitment of participants to continue to deliver training in the medium and longer term. Systems to track performance and highlight achievements can help to sustain delivery, raise confidence amongst existing participants, boost the credibility of brief intervention actions and support scaling up of programmes.
It is recommended that organisations delivering brief intervention initiatives should establish clear but non-bureaucratic, monitoring and impact measures and disseminate and promote successful results.
7.23	Monitoring performance and impacts can also be a useful managerial tool. Combined with participant and beneficiary feedback, they can help to learn lessons from ongoing experience, address barriers that arise, improve the delivery and increase the scale of brief interventions.
It is recommended that strong communication links should be established between trainers, deliverers and recipients of brief interventions, recognising that feedback between stakeholders and ongoing support is essential for sustaining and growing the effectiveness and scale of an Every Contact Counts agenda.
	


At cascade training event


Pre-training questionnaire distributed and completed


Post-training questionnaire distributed and completed


Two months after cascade training event


Follow-up questionnaire circulated to all participants


Questionnaires completed and non-respondents chased


Two months or so  after cascade training event


Focus group session with 8-10 trained participants









Mean scores for knowledge about key health messages and recommended advice: comparison between pre and post training 
pre-training	mental well-being	sexual health	alcohol	smoking	oral health	cancer	healthy eating 	&	 weight	physical activity	2.39	2.2799999999999998	2.56	2.46	1.97	1.91	2.8	2.78	post-training	mental well-being	sexual health	alcohol	smoking	oral health	cancer	healthy eating 	&	 weight	physical activity	3.22	3.14	3.39	3.34	3.3299999999999992	3.25	3.44	3.47	
Score


Mean scores for knowledge about skills for delivering brief advice and brief interventions 
pre-training	health in Liverpool	 think about improving their health	 give advice	 motivate people to change	2.21	2.0299999999999998	2.34	2.3199999999999981	post-training	health in Liverpool	 think about improving their health	 give advice	 motivate people to change	3.39	3.45	3.47	3.3499999999999992	
Score


Mean scores for knowledge about key health messages and recommended advice: comparison between pre and post cascade training  
pre-training	mental well-being	sexual health	alcohol	smoking	oral health	cancer	healthy eating 	&	 weight	physical activity	2.59	2.4900000000000002	2.61	2.74	2.34	2.21	2.92	2.87	post-training	mental well-being	sexual health	alcohol	smoking	oral health	cancer	healthy eating 	&	 weight	physical activity	3.13	3.09	3.22	3.28	3.09	3.04	3.38	3.41	
Score




Mean scores for cascade training participants' knowledge about skills for delivering brief advice and brief interventions
pre-training	health in Liverpool	 think about improving their health	 give advice	 motivate people to change	2.0099999999999998	2.21	2.23	2.44	post-training	health in Liverpool	 think about improving their health	 give advice	 motivate people to change	3.16	3.09	3.27	3.23	
Score


Mean scores for frequency of speaking to people about health issues 
mental well-being	sexual health	alcohol	smoking	oral health	cancer	healthy eating 	&	 weight	physical activity	3.36	2	3.15	3.44	2.04	2.1800000000000002	3.55	3.56	

Mean scores for knowledge about key health messages and recommended advice: comparison between pre and post cascade training and follow-up  
mental well-being	pre-training	post-training	follow-up	2.59	3.13	2.94	sexual health	pre-training	post-training	follow-up	2.4900000000000002	3.09	2.8299999999999992	alcohol	pre-training	post-training	follow-up	2.61	3.22	3.06	smoking	pre-training	post-training	follow-up	2.74	3.28	3.15	oral health	pre-training	post-training	follow-up	2.34	3.09	2.4300000000000002	cancer	pre-training	post-training	follow-up	2.21	3.04	2.5499999999999998	healthy eating 	&	 weight	pre-training	post-training	follow-up	2.92	3.38	3.13	physical activity	pre-training	post-training	follow-up	2.87	3.41	3.17	
score


Mean scores for perception by front-line staff of ther effectiveness at helping clients to make health-related lifestyle changes
mental health	sexual health	alcohol	smoking 	oral health	cancer	healthy eating 	physical activity	2.58	2.21	2.4500000000000002	2.4300000000000002	2.02	2.06	2.67	2.6	
score
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