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Executive Summary

Corporate Culture was commissioned by HM Partnerships to develop a social marketing programme which aims to
engage Primary Care in Cheshire and Merseyside with the Health Trainer agenda. This aim has a long term focus on

service sustainability and ultimately reducing health inequalities.

This project followed a best practice social marketing process, starting with a contextual audit and research and insight
generation, analysing this to develop an appropriate strategy and subsequent creative concepts for implementation

tools.

Our first stage in the project was therefore to garner the Health Trainer perspective and find out more about what they
wanted from the project ultimately. We asked Health Trainer leads during a workshop session to summarise what they
wanted in the long term and the main ideals included; confidence in the service, HT’s will be seen as professional,
GPs will understand the benefits to their patients and the range of services HT’s can provide. GP’s and nurses will
also understand how HT’s can reduce in-surgery pressures. Overall HT leads wanted to raise general awareness of
the service, embed themselves within the new Primary Care focus on prevention and to be seen as innovators in NHS.
Background information from Gemma Weston at HM Partnerships, online research and further details obtained at the
workshop helped the research team to pull together a local area overview with details of how the programme runs in
each PCT area. This also gave the team an idea of how embedded each of the services were as well as an informal
assessment of awareness through capturing how many of the target audience knew about the service as well as how
much they knew. In addition to this workshop Corporate Culture’s researchers spoke to National Health Trainer Lead

Rachel Carse and looked into an example of best practice from the HT team at Great Yarmouth.

The primary research methodology included structured telephone interviews with GPs and Practice Nurses across the
5 PCT areas, in addition to face to face interviews with GPs and attendance at local forums or GP events to gain face
to face insight. The data collected at the secondary and primary research phase was then analysed and presented to

HM Partnerships and the area representatives. These results are summarised in the following report and attached

presentation.

The findings from the research can be summarized as key benefits and barriers to engagement with the service and

these can be summarised as follows:

In terms of benefits Health Trainers were seen as a new way of addressing health concerns who can help patients
focus on specific areas of their health that concern them. They also understood that Health Trainers would be
particularly useful in bridging the gap between the community and the PCT. GPs and Practice Nurses also liked the
idea of giving patients a choice beyond medication ultimately reducing ‘revol ving door’ patients and helping

patients see the surgery in a more positive light.

In terms of benefits for the surgery many GPs could see that HT’s will reduce surgery expenditure in the long-term
as they are free to use and can help save money on prescriptions. Health Trainers were also seen as positive in
helping surgeries to meet QoF and other targets. GPs also saw Health Trainers  as being positive for having all

the services in one place, with just one referral b eing required to deal with a number of different th ings.



In terms of barriers there were concerns that the H  ealth Trainer service is not proven in the long term and that
there is confusion over skills and the role of Health Trainers. There was also uncertainty whether the service can
cope with lots of referrals. GPs were also unsure of what an appropriate referral is and this often stopped them

from referring. Competing  specialist services also block the referral route as they are locally established and have
measurable results , where established services are ‘part of the team’ Health Trainers are still forging their role in
Primary Care. GPs also pointed out that patients sometimes want a ‘quick-fix’ e.g. medication for depression

instead of lifestyle advice.

From the entire body of research one thing was very clear Primary Care is under a lot of pressure and the majority of

clinicians see Health Trainers as a possible way of reducingt  hese pressures.

The service itself had some advocates who saw Health Trainers as a good fit and innovative service that has a new
way of motivating people. However, there were some blockers who saw the service as ‘just another NHS gimmick’, or
who'd had a bad experience referring before, or_-were just disappointed to have not been consulted when the idea of

Health Trainers was conceived.

In terms of other key elements examined, issues emerged around the name of the service and connotations with
physical exercise and there was no single preferred name. A number of pros and cons were identified for each area’s
name. In relation to the referral process, paper based referral forms that are filled in by hand were certainly the most

popular form of referral method, the preference was for short and simple versions. -

An end report was favoured to help meet Qof requirements but not essential or an incentive to refer for every clinician.

Primary care views on preferred awareness raising channels were varied and a large number were suggested. One of
the key actionable insights was to include patient facing materials and a mix of channels (not email), as well as making
effective use of protected learning time (PLT) events. In summary the key themes emerging from the insight in terms

of recommendations were:

Raise awareness

Tackle confusion and drive consistency
Leverage advocates and manage blockers
Repositioning of role and service

Mixed but integrated communication

Therefore our campaign recommendations are:

To develop a consistent look and feel and core campaign, with a framework to enable flexibility locally.
To raise awareness from point zero

Provide clear instructions on using referral forms

Implement process for providing strong outline of appropriate referrals and waiting time possibilities

Consistent descriptions of service in each area - integrated with key motivators



To develop a suite of consistent materials for GPs/Nurses/Patients and Practice Managers

o0 GP’s and nurse materials - focus on reducing surgery pressures but also mention QoF. Tell GPs stories
from a GP’s (reducing pressures, positive light of surgery and reducing expenditure) and patients point of
view (focus on long term change and motivation for struggling patients and one to one aspect of service)

0 Practice manager materials - focus on reducing expenditure and meeting targets

o Patient materials — focus on the long term and how your GP can guide you

Reposition to focus less on name more on service

Highlight the good fit and innovative nature of this Primary Care/HT relationship

Include local service success data, where available (otherwise use national data)

Include ‘ease of referral’ and ‘strong feedback mechanisms’ if operational recommendations advanced.

Our policy and operational recommendations are:
Use a concise and short referral form  across all areas
Setup a strong feedback system which delivers an end report to the referrer (GP or nurse) and Practice
Manager.
Provide feedback on a surgery level every 6 months (could include the number of patients referred, total
number of weeks attended and feedback received by HT service from patient. Potentially develop a league
table of referrals.)
Invite PN’s, GP’s and Practice Managers to see HT's in action in the community
Run fun days at surgery’s who will participate to promote the service and gain press coverage.
Don't focus solely on the community aspect of the service in promaotion (this is either seen as very good or
very bad in relation to confidentiality and non-clinical staff). Assure everyone at every opportunity of data
protection safety and training levels.
Attend Protected Learning Events and PCT meetings to deliver presentations
Build strong networks within the PBC team  and emphasise the importance of the Health Trainer service in

bucking a cut in budgets.



1 Introduction

In July 2009 HM Partnerships commissioned Corporate Culture to deliver a targeted social marketing campaign to
engage GPs and practices across Cheshire and Merseyside in the Health Trainer (HTs) agenda. The key objective for
this piece of work was to raise the profile of HTs within primary care settings as a whole and amongst those who are
most likely to use these services in the community.

HM Partnerships’ overall aim was to develop the Health Trainer services offered across Cheshire and Merseyside, to
assist local programmes and support the delivery of a sustainable Health Trainer service with a rigorous focus on
reducing health inequalities at all levels.

In order to do this they were seeking support to strengthen the links between local Health Trainer services and general
practitioners.

This report summarises the research findings and makes recommendations to inform the development of a sub-
regional campaign and suggested developments in the operation of the service.

It draws upon:
- desk research to summarise existing evidence, policy context and learnings from others
- interviews and workshops to understand local context, desired outcomes from the project stakeholders, and a
best practice example.
- target audience interviews and attendance at forum/practice meeting events to understand issues surrounding
engagement and imagine potential solutions

If you require any further information, please do not hesitate to contact:

Mike Parker, Managing Director
HM Partnerships

Burlington House

Crosby Rd North

Liverpool

L22 0QB

Tel: 0151 9287830
Email: mike.parker@hmpartnerships.co.uk

Sharon Kemp, Project Director
Corporate Culture Ltd

7 De Havilland Drive

Estuary Commerce Park

L24 8RN

Tel: 0845 607 0000
e-mail: sharon.kemp@corporateculture.co.uk

or

Rachael Stott, Project Manager
Corporate Culture Ltd

7 De Havilland Drive

Estuary Commerce Park

L24 8RN

Tel: 0845 607 0000
e-mail: rachael.stott@corporateculture.co.uk




2 Background and objectives

Since 2006 NHS Health Trainers (HTs) have provided personal health support by working in the communities in which
they live to develop patient health improvement plans to overcome individual barriers to healthier lifestyles. The
programme as a whole focuses on a ‘visible and accessible’ service which engages local people where they are to be
found. It contributes to the Department of Health’s priority to reduce health inequalities by providing an integrated
service consisting of advice, motivation and support. Their work mainly covers lifestyle choices including the promotion
of healthy eating, exercise, emotional well-being and smoking cessation, in addition to tackling social isolation.

Although the programme has been very successful in many areas, a recent HSJ article suggested less than a quarter
of those receiving the health trainer service are referred through their GP (Rachel Carse, Health Trainer Lead, DH,
HSJ 29 April 2009). This highlights a need to engage this target group specifically with the Health Trainer programme
and help them understand how it can add value.

Core objectives:
1. To understand the audience, including:

More about the working lives of GPs and practice nurses, and how Health Trainers could help
Whether they know anything about the Health Trainer service

2. To understand the behaviour of the audience, inc  luding:

How many GPs/practice nurses have referred to HTs in the past

How much do GPs know about the Health Trainer agenda

What do Health Trainers believe are the issues surrounding engagement of primary care
What do GPs say are the barriers to referrals

Of those GPs who do refer what are the benefits

What is stopping them referring



3 Our Approach

Our approach draws on the total process planning model and is aligned to the principles and benchmarks advocated
by the National Social Marketing Centre. This ensures that our thinking is rooted in a deep understanding of the target
audience and absolute clarity over the influences on the behaviour we are trying to change. The diagram below shows
the different characteristics of social marketing which this project aligns to.
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All eight of the Cheshire and Merseyside PCTs were invited to be included in the Insight work. Of the eight PCTs, five
declared an interest in being fully engaged (Knowsley, Warrington, Liverpool, Halton and St Helens and Wirral) with
the other three (Sefton, West Cheshire and Central and Eastern Cheshire) opting to be kept informed of the findings.
The insight stage for this project was scheduled ac ross 6 weeks and divided into two phases, to includ e both
secondary and primary research

Our original proposed methodology was as follows:

25 structured telephone interviews with GPs across the 5 PCT areas

5 structured telephone interviews with practice nurses across the 5 PCT areas
5 face to face interviews with GPS, one in each PCT area

Piggyback on any local forums or GP events to gain face to face insight.
Analysis and presentation  of results of research phase in an interim report

Our final methodology comprised of:

1. Context

- A Cheshire and Merseyside Health Trainer Lead workshop helped to define the current HT programme and,
through the use of visioning techniques, the preferred future scenario. Through this we also identified
strengths, weaknesses, opportunities and threats as seen by those who manage the programmes.

- Desk research into the national and local context, along with an example of best practice, helped us to ‘define
the problem and the goal’, and to crystallise what we are seeking to achieve through the social marketing
programme. The output would be a problem statement and social outcome.



Research

Initial contact was made in writing to all Cheshire and Merseyside PCT PEC Chairs, introducing them
to the work and requesting support in gaining the r equired insight

During the interview scheduling phase over 115 GPs and practice nurses were contacted. We had a 23%
success rate in converting calls to subsequent interviews. In total we conducted:

- 22 structured telephone interviews with GPs across the 5 PCT areas
- 4 structured telephone interviews with practice nurses across the 5 PCT areas
- 3face to face interviews with GPs, one in each PCT area

In addition to this we attended a Halton and St Helens PCT forum and a practice meeting in Warrington, where

in total we spoke to 6 GPs and 14 practice nurses.

Across the PCTs we conducted:
Liverpool
5 structured telephone interviews with GPs
1 structured telephone interview with a practice nurse
1 structured face to face interview with a GP
Knowsley
4 structured telephone interviews with GPs
Wirral
4 structured telephone interviews with GPs
1 structured face to face interview with a GP
1 structured telephone interview with a practice nurse
Warrington
3 structured telephone interviews with GPs
1 structured telephone interview with a practice nurse
A group discussion at a practice meeting with 1 GP and 7 practice nurses
Halton and St Helens
5 structured telephone interviews with GPs
1 structured telephone interview with a practice nurse

1 structured face to face interview with a GP
A forum activity to collect the key views of 5 GPs and 7 practice nurses

4. Understanding the Context
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Our crucial first step was to build a core knowledge base founded on existing information publically available, as well
as learnings from others. Key stakeholders in the form of regional and PCT level Health Trainer leads were engaged

to add weight to the evidence base with essential first hand experience of service provision.

4.1 The Health Trainer’'s perspective

The HT workshop took place on 9 September 2009 and was delivered by Corporate Culture’s Head of Insight, Belinda
Miller. The workshop aimed to understand the goals of the project from the HT’s point of view. We delivered a variety
of exercises, some of which focused on analysing the current position of the service and others which used visioning
techniques to find out more about the ideal project. Within this, the HT leads told us what they would like GPs to say
about the HT service at the end of the project and what the relationship between HTs and Primary Care might look like

come that time. The outcomes were as follows:

Primary Care would:
- see HTs as professionals and be confident in referring
see HTs as a useful tool
have HTs as their first choice service
feel good about their involvement
understand the benefits to their patients
have pride and trust in the service
see a reduction in in-surgery pressures
encourage other people to refer

The impact would:
- see an increased general awareness of HTs

see increased referrals from GPs and nurses into the HT service

see HTs being viewed as a distinguished and innovative service

see HTs become embedded in Primary Care.

increase the knowledge of HTs in Primary Care increases

increase the knowledge that HTs can help Primary Care hit QoF targets

help Primary Care feel they are saving money

ensure Primary Care are using prevention as a reason to prescribe

encourage a standardisation of the referral system

see mandatory training and professional development around HTs become commonplace

As part of this activity we also asked our HT leads to design a HT press headline they would like to see. The results
are as follows:

North Birkenhead — Health inequalities

a healthy place to live reduced in Knowsley
turned

800 new leaves have been Health Trainer service at breaking

point as GP referrals rates soar
Jyears on HT's are reducing

health inequalities - FaeT) Liverpool: health

of nation improvesg

Health Trainers have helped Health Trainer service goes

impact on reducing smoking from strength to strength
rates to meet WCC target

The insight from the day also helped us to complete a SWOT analysis of the HT service, using the views of the
operational staff themselves. This can be seen below:
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strengths - of Health Trainer service weaknesses - of Health Trainer service
« Evidence that it's working - wealth of case studies available « General lack of understanding of Health Trainer role and skills -
o Skilled resources trained to Mational Occupational Standards, BUT e Donot actually deliver ‘training’ - so some confusion caused by
ALSO able to address specific localised needs title (titles changed in some PCT areas causing further
e Some GPs already supportive - can act as advocates amongst GP inconsistencies across the sub-region)
community & Not recognised referral route on ‘Choose & Book” system - no
e Tapping into existing strong/established relationships between involvement or consistency with referral/care pathways
services s Can'tidentify unit costs - very difficult to develop business case
e Sustainable programme - long term plans in place - not just ‘here for stakeholder
today, gone tomorrow” e Poor communications - nationally and locally - for Health
¢ Relieves pressure on services - particularly GPs Trainers.
e Strength of involvement with disadvantaged communities e Health Trainers roles are not embedded yet
o Health trainers are a way to link people with GPs who wouldn't e Perceived threat to other service providers - some suspicion
normally engage with services ¢ Sceptcism towards effectiveness and longevity of programme -
e Single point of access for integrated lifestyle behaviour changes - especially GPs
cost-cutting

opportunities - to improve

e Training GPs, health visitors, midwives etc to Level 2 as part of e Mismatch of Health Trainer priorities and expectations from GPs
CIPD - poor communications - GPs understanding of Health Trainer

¢ Practice Based Commissioning role is much broader than reality

e Strengthening of communication pathways in community s Inappropriate referrals - people are referred who are not ready

s Current economic climate - currently more people need help to change - Health Trainer simply cannot help but this reflects

e Strength of insight into community - this can be fed back to other badly on the service generally - looks like a failure of the
services Health Trainer

s Meet National Directives around compulsory systems e.g. life o Lack of regional targets - lack of resources because no target
checks. CVD checks - selling point to GPs attached - easfer for resources to be cut where there are no

+  Using existing case studies as learning toal targets .

»  Work-based Health Trainers - e.g. Environmental Health, « High turnover of staff - nature of role is to progress - could be
Pharmacists - opportunity to raise awareness and effectiveness of seen as negative - lack of continuity in service and care
role ¢ GPs - medical/legal implications of defined referral procedures

e Showing cost benefit of saving GP time - reducing repeat - risk averse

attendances, etc.

4.2 PCT level background

We also gained insight into the PCT level operations of the HT service in each of the 5 participating areas. This was
obtained through information provided following interviews by Gemma Weston HM Partnerships Project Manager, the
Health Trainer workshop, and analysis of information which is publically available including web sources and regional
reports.

Halton and St Helens

Historically these areas ran two separate HT programmes but these have now been combined. There are a number of
interesting differences in the way the service runs in each area. In Halton, for example, specific segments of the
community have access to HT home visits whereas St Helens runs a full community approach, but does this outside of
the home via community centres etc.

Health Trainers in Halton and St Helens are trained by clinicians to carry out basic health assessments such as BMI
checks, blood pressure checks and short health checks. They try to be based in workplaces where possible and have
good relationships with the exercise referral programme. GPs have been engaged for some time now and were
consulted in the redevelopment of standard referral forms. However awareness is still relatively low and most referrals
come from practice nurses. There is a good understanding of the service amongst practice nurses.

Liverpool

Liverpool HT service has been awarded a new three year contract during 2009. The service is run in partnership with
the Third Sector through a social enterprise called PSS, who also manage Age Concern. The new system will require
significant support from GPs as currently most referrals come from the community. The HTs work in three clusters of
GP practices and accept direct referrals from the GP or ‘waiting room’ referrals. They also schedule HT events in the
surgeries. The service has developed some innovative methods of public engagement, such as running free clinics in
six Boots stores across the city.

Overall the HT lead believes there is a lack of awareness amongst GPs. There is a web page of general information
but engagement tends to come more from groups and organisations in the community.

Liverpool HT service is part of Liverpool PCT’s ‘change on thing’ campaign.
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Knowsley

The HT service in Knowsley is embedded within the community services sector, and most referrals come from this
source. The HTs are positioned alongside the CVD Health Checks programme. They find that many applications for
the role come from students, and consequently have a high staff turnover. The service has developed a stakeholder
engagement plan for the future and is looking to engage Primary Care as soon as possible.

GPs were engaged at the commencement of the project, but haven’t been involved in the service’s delivery for some
time. The service has a webpage with overview and introductions to the role of the HT. To compliment this channel,
they have devised a patient-facing tagline — ‘We're here to get you started’. Referral protocol and criteria is available
online in addition to a referral form which is a single page in length.

Warrington

The well-being mentor service (as it is known in NHS Warrington) only launched at the beginning of October 2009 and
communications from the PCT to publicise the programme are only just starting. As a result there is not likely to be any
knowledge of the service.

Wirral

In Wirral the HT programme is known as ‘Health Challenge Wirral’. Most referrals currently come from

the community and there is a primary focus on a 7% reduction in the mortality gap across all ages. HTs have five
teams working across the five areas of the Wirral. A second phase of HTs is currently in the planning stages. The new
wave of HTs will ideally be located within GPs surgeries and will be called Health Advocates.

Information has previously been sent to the GP surgery to highlight the objectives of the service, and HT leads have
attended GP forums to publicise their role and how they fit into Primary Care. They also have coverage on the Wirral
PCT website.

All materials referred to above are available in Appendix one of this document.
4.3 The ‘national’ picture

During the context analysis we spoke to Rachel Carse, Health Trainer Lead from the Department of Health, about GP
engagement nationally and the marketing of the services across the UK. Our main insights are highlighted below.

There is local determination in the way the programme is run

The main requirement is that HTs have a competency and Level 3 City and Guilds

The service works across the topics of smoking, alcohol, physical activity and healthy eating

In terms of branding the only brand that must be featured is the NHS, and use of this must demonstrate
compliance with the standard NHS brand guidelines

Marketing is a local level issue

Services across the country are supported by a national implementation team split into ten regions, they
are known as hubs.

Wakefield PCT are engaged with over 90 host organisations and appointments can be booked through the
hospitals

The big focus is ‘one to one’ behaviour change

One PCT uses incentives by giving GPs £5 each time they send someone on to the Health Trainer, non-
attendance via this route of referral seems to be higher than in a service where clients self refer

4.4 An example of best practice
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We also spoke to the HT Lead for Great Yarmouth PCT, an area which provides a great example of committed and
continued GP engagement. She highlighted their methodologies of initially introducing themselves to primary care, the
key messages they publicised and their reasons for continued success.

We are a very proactive teamand work We are able to relieve
flexiblyto fit in with what the surgery needs. We alse the strain on GPs and nurses
received excellentfeedback from our first couple of surgeries by reducingthe number of
andword spread quickly of our success.We now have - patientswho may only need
more surgeries asking forus than we supporttolose weight or give
are able to service H up smoking.\We have hada

large amount of accredited
trainingwhich hasremoved
concerns aroundclinical
governance. By seeing
————— patientsin surgery we assist
with their QoF points

“We went out with the specific target of
starting clinics in GP surgeties. We attended GP
meetings inindividual surgeries, did presentationsto
Practice Managers, wrote letters of introductionto
every surgeryin the areaand also attended Practice
Nurse meetings. Some ofthe surgeries were gained
through attending Patient Participation Group
meetings™

Using the context analysis from all the insight shown above we can now define our full problem statement and desired
social outcome.

Problem statement: Primary Care across our 5 PCT areas is not fully engaged with the Health Trainer service.

Social outcome: By working together Primary Care and the Health Trainer service can offer patients long term
solutions to health issues and work towards reducing health inequalities.
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5 Understanding the Audience

Our primary research has highlighted the variation in publicity around the Health Trainer service between PCT areas.
It has also highlighted a number of operational and branding differences at a local level.

Where success has been had in GP engagement with the service it seems that direct contact and energising staff
have had a focus on reducing pressure on both GPs and practice nurses in addition to helping Primary Care achieve
their targets. As a result, key topics including pressures in surgery, meeting targets and general understanding of the
Health Trainer role.

5.1 Pressures in the surgery

During our GP and practice nurse interviews we questioned our interviewees about the pressures faced in surgery.
This question proved to be the easiest for our participants to answer. Outlined below is a diagram showing a summary
of responses.

- T oo ‘(’MH“' amongst patients
Wealthier patients are also bad, .w-»? % High
patient expectations and
they "r ways have an excuse o ’ un?reahshc Government targets
. e b "y, Very high population
Revolving door patients -3 nee ds ﬁ(naws ley)

in the current climate

Not enough Practice Nurses ‘«F“;/ \% \‘h. Lots of emotional issues

Tget? trillion emails everyday j Alcohol

Lots of ‘l‘hlngs are important
and ‘needs’ balancing

This highlights the intense pressure on our target audience on a daily basis and the challenges for attention that our
intervention would have to compete with.

5.2 Awareness of the service and propensity to refe  r

The following headline figures highlight the numbers of GPs and nurses who were aware of the service as a
percentage of the whole interview group. These statistics have only been summarized from this qualitative research
phase and represent percentage of sample we spoke to and therefore are not statistically viable to the GP population
in each area. Key observations on a local level have also been drawn out from the insight.

Halton and St Helens
Of all the localities Halton and St Helens had the most positive and most engaged GPs and nurses
These GPs and nurses did believe they were quite good at referring into the service

Of those interviewed 71% had awareness of the service and 71% had referred in the past.

Liverpool
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There is a tendency to be either fully engaged or completely unaware of the service
There is some negativity relating to the abilities of Health Trainers

Of those interviewed 67% had awareness of the service and 50% had referred in the past.
Knowsley

There is not much knowledge of the service

Primary Care seem to have a good community focus and are more forward thinking
Of those interviewed 25% had awareness of the service and none had referred in the past.

Warrington

As the service has just launched not many people in Primary Care know about the service just yet
There is potential for a lot of confusion with other services

Of those interviewed none had an awareness of the service and none had referred in the past.
Wirral
bad press in relation to another service (Keep Well Health Advice Line) has a lot of potential
for confusion

number of GPs seemed keen to hear more however there were concerns over confidentiality

Of those interviewed 33% had an awareness of the service and none had referred in the past.

16



6. Understanding the behaviours

Following the insight phase we broke down all interview notes into key topics by PCT area in accordance with the topic
guide and key emerging themes. We then reviewed the key topic areas, whilst being careful to keep any key local
information tagged in order to identify core benefits and barriers to referral.

Our collated insight fit into the following groups.

- Positive associations with the service

- Negative associations with the service

- Benefits to using the service (actual and perceived )
- Barriers to using the service (actual and perceived )
- Pressures on the surgery

- Communications channels

- Potential messaging

The following two sections 6.1 and 6.2 express to two extremes of opinions in relation to the HT service. These are
used below to illustrate potential advocates and blockers to engaging Primary Care with the service.

6.1 Positive associations with the HT service
We received a number of very positive points relating to the HT service, these included:

Health Trainers as a ‘good fit’ service
This service is innovative and other services not one to one or focusing on motivations
The referrals are there, Health Trainers just need to go and get them

“The main benefit is having the time, | deal with G P education and we have the ‘yes but’ syndrome, whe  n GPs
ask patients do you know this service is available and the patient says ‘yes but.....It could save GPs  a hell of a
lot of time in having those conversations”

“They are very supportive the Health Trainers (Life  style Support Team) in our area are a great assett o usin
General Practice and for our patients!...a fantasti ¢ service with good patient feedback”
“this has a new way of motivating patients— helping them take control”

These people and views become our ‘service advocates’. It will be important when we devise the campaign strategy to
consider how we leverage service advocate support.

6.2 Negative associations with the HT service

There were also a number of negative points which will need to be considered in the recommendations and the
development of an intervention:

Health Trainers were seen by some as a ‘gimmick’

Previous experience of long waiting times where the GP referral system is in operation

Lack of consultation of Primary Care in the development of the project means some are reluctant; they believe
they are being welcomed to engage as ‘an afterthought'.

“l can’t understand why the PCT launch these things and doesn't tell you about them, there is no
consultation, leave it as self-referral in the comm unity | can see why it works there”

“It's under-resourced...l'd be surprised if they ha d the manpower to sit in the surgeries some areash  aven't
got one to start”

“ The organisation they are attached to can have ne  gative connotations particularly for the patient. L iverpool
— Age Concern”

These people and views become our ‘service blockers’. It will also be important in the strategy development to
consider how we neutralise or minimise these views.
6.3 The name of the service
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During our interviews we also spoke to GPs and nurses about the name of the service in their own area. This would
help us to understand if the name is causing confusion over what the service does and what distinguishes it from other
services in the area. It would also give some insight into the reasons for the service having low awareness.

The following feedback was received:

Challenge is not a good word

The name health challenge is ‘very good’

Health Trainer is a better name

Guider and supporter would be more appropriate

Well-being mentor is a good name, it's not threatening in any way

The word mentor is a bit heavy

Trainer is a bad word when engaging older people

Lots of GPs thought HTs deal solely with weight loss and worked on exercise
The name trainer is very authoritarian and ‘wagging the finger’

Lifestyle is a good word to include

Health Trainer is a ‘stupid’ name

They should have one name across the region/they should be uniquely named in each area
The name doesn’t matter as long as its explained well

During this analysis it was clear that there were very mixed opinions and views on the name of the service. This is
likely to be driven by the fact that what the service and role are called differs across all areas we spoke to. In relation
to this we believe that focusing on the name or trying to standardise this should be avoided wherever possible due to
confusion and lack of continuity across the areas. Instead we should focus on the service and what this means to GPs.
Equity should be built around what the service does and can achieve and not what it is called.

6.4 Referral into the service

We also spoke to GPs and nurses about referral methods. What works best for them and how we can make the
‘action’ we desire easier. The feedback we received is below.

A form is the best option

There are lots of forms so it needs to be easily identifiable

It needs to be easy to fill in and make referral criteria clear

One A4 side maximum, any other questions should be asked of the patient later

Over the phone is an acceptable method of referral but not preferable

It is good when a form is linked as a next step to another in-surgery activity e.g. CVD checks or annual
reviews

Internal referrals do exist as HTs have a base at some practices.

Self-referral as an option should always be there

Online option has potential but IT literacy is a concern

“I'm always baffled by these forms.... Should I tic ~ k that box?”

From this we found that a referral form was the best option, but that forms need to be simple, short and only changed
very occasionally.

6.5 Dialogue with the service

To ensure we build a strong and lasting relationship we need to make sure GPs are happy with the service they
receive and therefore recommend the service and also refer again. As a result we spoke to GPs about their dialogue
with service following an initial referral.

An end report was the most favoured method, unless there were concerns and then earlier feedback
needed

The majority of GPs felt feedback was very important

Ideally feedback would be on an individual patient basis

In addition a cross-practice report every 6 months or so would be welcomed

Ideally the report would meet QoF ‘lifestyle’ requirements so it can be easily transferred

GPs and nurses want to be informed if their patients don’t turn up
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They would be happy with an update email

GPs and nurses seemed to prefer an end report and many did not like the fact that they received little or no feedback
from other services. They saw this as a downfall of other services, although they would like to stay informed they were
careful to assure the interviewers that an ‘information overload’ was not wanted either.

6.6 Key messages from the target audience

We also asked our audience what messages we should be broadcasting in relation to the service to make our Primary
Care audience take more of an interest. The suggestions they made fit into the following areas.

Promote facts and figures:
“Publicise national outcomes”
“Give us some proof”
“ Publicise the stats relating to effectiveness, we GPs are very results driven”
“Give us a service record of use locally and what intervention and success rate”

Look after the GP in the communications:
“Don’t put the GP down, everything like this puts the GP down”

Promote the one to one aspect of the service and be  havior change/mativation:
“Publicise the unigueness of this service — use motivators, one to one etc”
“Talk about using behaviour change techniques that’s interesting”

Focus on reducing pressures and freeing up resource s:
“Make it clear that we can reduce the number of patients that keep coming back”
“Focus on our limited resources”
“If you're not getting anywhere with a patient, use a Health Trainer ”

Use story-telling techniques:
“Stories from the patient and GP point of view, stories will work this is how GPs are wired”
“Use positive stories and case studies”

6.7 Benefits and Barriers

The vast majority of our insight can be collated into two groups, benefits and barriers; the benefits to becoming
engaged and referring into the HT service and the barriers to engaging and referring. By filtering our collated
information through the below benefits and barriers analysis chart we can analyse behaviours and identify the most
important and actionable insights emerging from the research.

The benefits and barriers chart provides a digestible summary of a vast amount of information. By identifying the

benefits of our preferred behaviour to the target audience, as well as the competition and barriers to engaging in that
behaviour, we can start to see the motivations that might persuade GPs to act.
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6.8 Turning our insights into motivators for action

Having identified the benefits and barriers of the desired behaviour and the competing behaviours, we can start to
imagine a course of action based on:

increasing the benefits of the preferred behaviour and increasing the barriers to the competitive behaviour
decreasing the barriers to the preferred behaviours and the benefits to the competitive behaviour.

In summary, the chart helps us to identify ways to make the preferred behaviour more appealing to the target audience
than the competing behaviour, as well as the easiest course of action with as few barriers as possible. If we run the
insight in the benefits and barriers chart through our filter of 14 key motivators, we can begin to see some of the
reasons that might persuade the target audience to adopt the preferred behaviours.

The 14 key motivators

The key motivators that have emerged from the insight are plotted on the motivations grid below. The grid also
indicates how likely each motivator is to grab attention, against how likely it is to lead to action. It must be noted,
however, that this is an informed interpretation of the results only, and best practice suggests this be tested with the
target audience to confirm accuracy.
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motivational analysis

Probability of attention

A

‘this will ease the pressure’

“this will reduce surgery expenditure’

‘this will help people sae the surgeryin a positive light’
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the best for the long term’
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Goodreasons
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our local community’

]

>

Probability of action
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From our motivational analysis grid we can see that the following motivators emerge. They can be separated
into two categories according to how high they come in our chart.

Key motivators to GPs to refer to the Health Traine  r service

Benefits to me:

There is something in it for me

Benefits to others:

| also want meaning in my life, part of that meaning comes from helping others.
Secondary motivators to GPs to refer to the Health Trainer service
Aspirations and goals:

| want to improve things for myself.
| have this powerful notion of who | am and who | want to be.

Principles:

| make sense of my experience by turning it into principles that guide my life.
| then have a powerful need to be consistent to myself.
Small commitments lead to bigger commitments.
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7. Recommendations

The collation of all the insight and the filtration of this through the benefits and barriers grid and motivational
analysis have led us to focus our proposed strategy on three key areas.

- Communications (a campaigning approach)
- Infrastructure and systems adaptations (policy and operational change)
- Grassroots action (taking an approach which engages Primary Care at the root)

Detailed recommendations within these key areas are included below.

7.1 Campaign recommendations: taking a communications approach

Throughout this piece of research it has been clear that the potential for local adaptation of the Health Trainer
programme can and has resulted in huge differences in how the programme runs in each PCT area. Although
this creates a local uniqueness it can lead to confusion about the service across PCT boundaries. In order to
strengthen the service in the mind of the GP we need avoid confusion and be clear, concise and consistent in
terms of the HT proposition. Therefore, to address this we recommend:

1. A consistent look and feel and core campaign, wi  th a framework to enable
adaptation locally.

During our research we found that less than a third of our interviewees had actually heard of the service and
that there was also confusion between this and other services, therefore we need to start from scratch in
building people’s knowledge and understanding of Health Trainers. In line with this, we recommend:

2. Awareness from ‘point zero’
3. Strong descriptions of service in area - integra  ted with key motivators

Many GPs and nurses pointed out the difficulties some referral forms cause, either due to complex layouts or in
their request for excessive information about each patient. Health Trainer leads also pointed out the importance
of ‘appropriate’ referral, outlining concerns around a Health Trainer campaign and a subsequent increase in
referrals which could exceed capacity. Therefore we recommend:

4. Clear instructions on using referral forms
5. Strong outline of appropriate referrals and wait  ing time possibilities

Both GPs and nurses were found to be referrers into these types of services. Although the project initially
focused on GPs we have found in our research that many GPs place such referrals in the hands of their practice
nurses. In addition to this Practice Managers are often the ones who will reap the benefits of the potential
‘benefits to me’ in terms of reduced surgery expenditure in particular. In addition to this it was highlighted in the
research that ‘GPs don’t make good sales people’ and therefore if a requirement for Primary Care referrals was
that the patient is keen to see a Health Trainer some patient facing materials would be needed. Direction on
material content is included below.

6. Materials for GPs/nurses/patients and Practice M anagers

- GP’s and nurse materials - focus on reducing surgery pressures but also mention QoF.
Tell GPs stories from a GP’s (reducing pressures, positive light of surgery and reducing
expenditure) and patients point of view (focus on long term change and motivation for
struggling patients and one to one aspect of service) Practice Manager materials — focus
on reducing expenditure and meeting targets

- Patient materials — focus on the long term and how your GP can guide you

- Focus less on name, more on service
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Many GPs and nurses who hadn’t heard of this service before were very keen to find out more. Interviewers
were asked about direct referrals on two occasions and this resulted in information being passed on to the
appropriate HT leads. GPs and nurses believed the one to one, motivational focus and lifestyle orientation of the
service was innovative and nicely aligned to their aims in the surgery. Therefore we need to:

7. Highlight the good fit and innovative nature of this Primary Care/HT relationship

It was highlighted on many occasions that ‘GPs are facts and figures people’ and that GPs wouldn’t recommend
to colleagues unless they had the hard data to prove the service worked. Even if this was national data, some is
better than none. This could help the service move away from being seen as a gimmick in the eyes of GPs with
more extreme views. Therefore we need to:

8. Include local service success data where availab  le (otherwise use national data)

Detailed questions around the call to action and the system of building credibility through use of this service
resulted in two key issues — how easy the service is the refer into and how much feedback the GPs get relating
to their individual patients. If they find the system simple to refer into and there is an easy process to transfer
information back into their recording systems the large majority felt they would be more inclined to refer.
Therefore we recommend to:

9. Include ‘ease of referral’ and ‘strong feedback mechanisms’ in the messaging if
operational recommendations advanced.

7.2 Policy and operational recommendations

Taking an infrastructure and systems approach we can ensure operational difficulties are ironed out so the GP
experiences a smooth process throughout when making a referral. Therefore we propose:

1. Using a single concise and short referral forma  cross all areas

This also applies to receiving feedback at the other end of the programme. We propose copying the Practice
Manager in on all feedback as they are often in charge of QoF and surgery targets and/or finances.

2. Setting up a strong feedback system which delive rs an end report to the referrer (GP
or nurse) and Practice Manager.

The sometimes competitive nature of surgery’s which some GPs pointed out could be made the most of through
surgery based feedback. Developing information on referrals and success levels on a surgery level lends itself
to creating a measurable system of GP engagement with the service.

3. Provide feedback on a surgery level every 6 mont  hs (could include the number of
patients referred, total number of weeks attended a  nd feedback received by HT
service from patient. Potentially develop a league table of referrals.

7.3 Grassroots recommendations

Last but certainly not least we need to take an approach which engages Primary Care at grass root level.
Therefore we need to focus on Primary Care events, working with them within their environment to introduce
this behaviour change.

Delivery of information at GP events will also assist us in informing more people about the service and doing
this in an environment they trust and value.

1. Attend Protected Learning Events and PCT meeting s to deliver presentations

We suggest welcoming Primary Care into the world of Health Trainers as it currently exists in their local surgery
area to build confidence and understanding of this well-established and proven service.
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2. Invite PNs, GPs and Practice Managers to see HTs  in action in the community

Following on from this we suggest inviting Health Trainers into Primary Care to bring these new services directly
into the surgery.

3. Run fun days at surgeries to promote the service and gain press coverage.

At the same time we must remain cautious in our promotion of ‘non-clinical’ staff. Although many GPs saw this
as a very positive aspect of the service it did cause concerns for some. Therefore reassurance is needed.

4. Don't focus solely on the community aspect of th e service in promotion (this is
either seen as very good or very bad in relation to confidentiality and non-clinical
staff). Assure everyone at every opportunity of dat a protection safety and training
levels.

One of the main ‘benefits to me’ we focused on earlier related to saving money and the prospect of reduced
budgets in the very near future. Therefore building links above the surgery level, at the PBC level could
potentially result in a push through to encourage surgeries to use the service through PCT requirements.

5. Build strong networks within the PBC team and em phasise the importance of the
Health Trainer service in bucking a cut in budgets.
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8. Final Summary and next steps

In total during this piece of insight we spoke to 31 GPs and 18 practice nurses, we did this through a variety of
methodologies including structured telephone and face to face interviews and attendance at forum events and
practice meetings.

Our main insight although not statistically viable found that only a third of all those we spoke to had heard of the
service and even less utilised it regularly. This varied hugely between the areas from the highest engagement in
Halton and St Helens to the lowest in Warrington where the service has just launched. Therefore awareness
raising needs to start from point zero in building strength in the fit between this innovative approach to healthier
lifestyles and the aims of primary care in the long term.

Views across the GP and nurse groups were diverse with some being very keen and some less so. However,
one thing that did remain constant throughout was the relentless pressure Primary Care are under on a daily
basis and the potential a service which reduces such pressure could have for them in their day to day lives.

In addition to this, operational issues were prominent relating to our call to action and the completion of the
referral form itself. The ease of this proved vital in encouraging GPs in particular to refer. Also the receipt of
feedback at the end of the campaign is very important in creating a credible service which GPs are happy to use
again and again and potentially recommend to their colleagues.

Using grassroots events such as protected learning time was seen as key in engaging GPs full attention and
selling the service to them. Supporting this with GP facing materials to summarise the key points and patient
facing materials that GPs and practice nurses can distribute amongst patients was also seen as an important
element.

When it becomes available local level data on the success of the service needs to be widely publicised across
primary care to reassure GPs and practice nurses that they have made the right decision and to encourage
them to continue referring into the future.

The next steps of this project are listed below:

Creative and strategy brainstorm

Presentation of final strategy document

HM sign-off of final strategy document

Brand development phase

Feedback from HM Partnerships and refinement of brand
Development of final campaign materials  (up to three materials)
Presentation of final digital artwork  to HM Partnerships
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Appendix One

NHS Liverpool news article, January 2008
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NHS Liverpool web page (patient facing). Screen shot taken September 2009

29



NHS Knowsley patient booklet
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NHS Knowsley webpage and online facilities
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NHS Wirral Health Trainer news article June 2009
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Appendix Two

Interview Topic Guide

Background and introductions to self and project... . 2 mins

I'm X from Corporate Culture, working with HOM partnerships on a project which is looking into the
relationship between GPs and the Health Trainer service in Merseyside & Cheshire. We are conducting
some research and would welcome your input to help us understand the perspectives of the GP.

About them — 5 mins

What pressures are you currently facing in your role? Are these time/budget related at all? Are there
any recurring behavioural issues with patients that you are regularly addressing e.g. emotional health,
nutrition, smoking, alcohol?

Ask about their experience of the Health Trainer service, have they referred to it before? Are they
engaged with the service?

For the next bit of this section choose from these options

1. Ifthey are engaged
0 What are the benefits of the service? How does it help them and their patients?
0 What would their advice be to other GPs in relation to using the service?
0 Why do they think some GPs don't use the service?
0 How do you currently refer into the Health Trainer system — what would be the easiest method
of referrals?

2. If they know about the service but are not engag e
0 Why are they not engaged? Have they had the opportunity to become engaged?
0 What is their perception of the service locally?
0 What are the barriers to them engaging?

3. Ifthey don’t know anything aboutit: ~ EXPLAIN A LITTLE ABOUT WHAT A HEALTH TRAINER
DOES - Health Trainers reach out to people who are in circumstances that put them at a greater risk of
poor health. They often come from, or are knowledgeable about, the communities they work with. In
most cases, Health Trainers work from locally based services which offer outreach support from a wide
range of local community venues

Health Trainers work with clients on a one-to-one basis to assess their health and lifestyle risks. They
have facilitated behaviour change, providing motivation and practical support to individuals in their local
communities, since 2006.

Health Trainer Champions work with Health Trainers by providing clients with information and
signposting them to the NHS and other community services that will help them to live healthier lifestyles
and access the support they need.

About the Health Trainer Service — 5 mins

Are you aware of the variety of services the Health Trainer Service provides?

How much clarity is there in your understanding of the Health Trainer role? How can we help clarify
this? In what way would you like to source this information? A guide to services/a webpage/a seminar
What would put you off engaging with a service such as this? e.g. service longevity, trust of the
programme/experience of the HT's themselves, service effectiveness?

Communications — 5 mins
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Do you/would you have any concerns relating to communications when signposting to the Health
Trainer service e.g. would you want a continual dialogue with the service in relation to individual
patients or would you want one Health Trainer to be assigned to work with you and your practice
specifically.

Barriers and Benefits to engagement — 5 mins

- Do you think the name ‘Health Trainer’ is suitable for their role (well-being mentor in Warrington, Health
Challenge in Wirral) — what do you interpret about the service from these titles?
Do you see the community aspect of the Health Trainer service as a having potential to help your
practice engage with seldom seen seldom heard audiences further?
What would build your confidence and make you want to refer to the health trainer service — e.g. stories
of best practice, the opportunity to earn Qaf points, helping your patients by sourcing the triggers of
health concerns e.g. the reasons they drink/smoke.
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