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An Implementation Guide and Toolkit for Making Every Contact Count: Using every opportunity to achieve health and wellbeing
Tools and resources
Our ambitions for the NHS in the Midlands and East              [image: image3.jpg]



Supporting the SHA Making Every Contact Count Ambition

DRAFT CQUIN

Notes:

This draft CQUIN has been prepared to provide an indication of the anticipated content of CQUINs developed to support the MECC ambition. 

Many provider settings already provide some level of health promotion or may have operated prevention CQUINs previously.  The Making Every Contact Count CQUIN should seek to build on and consolidate previous work. The CQUIN should be tailored in light of the particular needs or challenges of the setting i.e. acute trusts, mental health trusts, community or specialist trusts may require slightly different approaches.  We recognise that some Trusts are already in the process of developing or have developed a MECC CQUIN.

The commissioner may wish to specify the key staff groups or settings that need to implement the CQUINs based on local population health needs and priorities, within these may still be developmental stages to support a phased approach to implementation (for example, start up, roll out, mainstream).  An Implementation Guide and Toolkit (available at http://nhs.lc/makingeverycontactcount) has been developed to help local health communities build on the good work they are doing, including information on training resources to support delivery. 
Commissioners should ensure that referral pathways to lifestyle services are clear or adopt a single point of access to lifestyle services.

Brief opportunistic advice may lead to a range of outcomes including service users taking more responsibility for self-care, accessing lifestyle services or behaviour change. As systems are currently in place to monitor referrals to NHS stop smoking services, this will be used as a proxy indicator for improving access to all lifestyle services. 

Commissioners may wish to agree additional local indicators to support the CQUIN. If a specific brief intervention is required e.g. alcohol this should be specified by the commissioner with recommendations about the specific training requirements. 

	Description of goal – what do you want to achieve?
	To improve the health of the population by using every contact with an individual to maintain or improve their mental and physical health and wellbeing.  Ensuring that all service users who have lifestyle risk factors e.g. smoking, alcohol misuse, physical inactivity, obesity etc. are identified, provided with brief opportunistic advice  which is empowering and culturally sensitive, and signposted or referred to local healthy lifestyle services.

	Description of indicator – how will achievement be measured?
	· Organisational / Board commitment for the implementation of MECC with appointment of a named implementation lead to take forward the role of prevention and the promotion of health and wellbeing  as evidenced  by board minutes

· The organisation develops a suitable strategy to embed health promotion within their organisation that is aimed at service users and staff as evidenced by Trust policies and procedures.

· All frontline staff  from identified staff groups and/or settings  (to be agreed with commissioner) have appropriate skills, competences and knowledge to raise healthy lifestyle issues and offer brief opportunistic advice and signpost/refer to appropriate services, with a particular focus on smoking, alcohol physical activity, and obesity.

· Staff surveys pre and post training in healthy lifestyle brief opportunistic advice demonstrating change in staff knowledge and confidence.

· Lifestyle risk factors (e.g. smoking, alcohol, physical inactivity, obesity) identified and recorded in case files and brief opportunistic advice is provided on the lifestyle issue(s).

· Referral into the local Healthy Lifestyle services. Referrals to NHS Stop Smoking Services will be used as a proxy indicator for referrals to all lifestyle services

	Numerator
	1) Number of eligible frontline staff who have completed training in healthy lifestyles brief opportunistic advice to enable identification and give brief advice for lifestyles, particularly in relation to smoking, alcohol use, physical activity and obesity. 
2) Number of contacts to raise healthy lifestyle issues and offer brief opportunistic advice by all trained staff and with other staff and /or patients.
3) Numbers of clients referred from the organisation to NHS Stop smoking services who attend the SSS.
4) Number of 4 week quitters who have attended a stop smoking service
Notes

Implementation will be developmental (start-up, roll out, mainstream) so numbers of staff trained should reflect this. Type of training and competency level required to be agreed with commissioners, drawing on existing expertise and that identified within the Implementation Guide and Toolkit.
Commissioners may wish to agree additional local indicators to support the CQUIN.


	Denominator
	Total number of eligible frontline staff signing up for training in brief opportunistic advice (in agreed staff groups or settings to meet commissioners requirements). 

Total number of  referrals into NHS Stop smoking services from NHS organisations 

	Rationale for inclusion 
	Most important preventable causes of ill health, deaths and use of health care services in the Midlands and East SHA cluster are caused by lifestyle related conditions e.g. CHD, cancer, COPD. There is a need for a culture change amongst organisations towards prevention to bring the promotion of mental and physical health and wellbeing into the mainstream and develop the skills of frontline staff – doing this has become known as ‘making every contact count (MECC).  ’The strategy is based on the premise of making the most of the thousands of encounters that NHS staff have with people every week and using these contacts as opportunities to raise health issues and signpost/refer people to appropriate support services.  Work in NHS East Midlands and NHS Coventry and Warwickshire has shown a significant increase in staff competence and confidence to raise a lifestyle issue with a service user following training. 

A series of studies have shown the effectiveness of brief advice in effecting behaviour change most notably for stop smoking and reducing alcohol consumption. Delivery of brief advice on alcohol has been shown to reduce alcohol consumption by one risk level for one out of eight people. Economic modelling undertaken by Mott MacDonald on behalf of NHS East of England estimated that alcohol identification and brief advice (IBA) delivered as part of the NHS Health Check programme to 40-74 year olds drinking at increasing risk or high risk levels would result in 12,000 avoided admissions, 270 avoided deaths and £21m in savings over a 5 year period. The cost of delivering IBA was estimated at £6.8m giving a return on investment ratio of 3:1. 2

Similar studies have demonstrated that brief advice from NHS professionals makes a difference in encouraging smokers to quit. Increasing the number of referrals to a local stop smoking service (LSSS) through brief advice and signposting is a cost effective way of increasing throughput to LSSS and generating increased numbers of quits. The “time for a quit chat” pilots in the East Midlands have demonstrated a 28% increase in referrals to LSSS from acute Trusts that have trained front line staff to deliver very brief advice. Stopping smoking amongst patients not only improves the overall health and well-being (reduces risk of heart disease, cancer and premature death) but reduces post-op complications (decreases wound healing time, reduces length of stay, etc). 


Context for local organisations seeking to use this indicator

	Wider commissioning strategies that may be supported by this goal:  



	Care Quality Commission (CQC): The level of care, treatment and support that each person requires will depend on their individual health and social care needs. It includes actions taken to prevent illness or disease and to promote lifestyles that maintain health.

NHS Future Forum Second Phase: All providers of NHS funded care should build the prevention of poor health and promotion of healthy living into their day to day business, and be recognised for achieving excellence.  NHS Commissioners should ensure that providers of NHS funded care redesign their business in this way, using contracts and incentives to encourage providers to improve the health and wellbeing and reduce health inequalities…

Increasing the number of people who improve their health and wellbeing will make a significant contribution to achieving the priorities in the NHS Outcomes Framework 11/12 and public health indicators in ‘Improving outcomes and supporting transparency.  For example:

· Healthy Life Expectancy

· Differences in life expectancy and healthy life expectancy between communities

· Mortality from cardiovascular disease

· Mortality  from respiratory disease

· Mortality from cancer 

· Excess under 75 mortality  in adults with serious mental illness

· Infant mortality

· Incidence of low birth weight in term babies

· Smoking prevalence in adults

Smoking is the single biggest cause of health inequalities, which is a key priority identified in NHS White Paper Equity and Excellence: Liberating the NHS and the Public Health White Paper Healthy Lives, Healthy People which went onto set the challenge to strengthen self-esteem, confidence and personal responsibility; positively promote healthy behaviours and lifestyles…



	Suggested approach to measurement (use or build on existing datasets where possible):



	Sources of data:

Staff readiness and training.

This information should be provided by the Trust 

The SHA will provide a staff survey tool and conduct analysis of the results which will be provided to participating organisations

Referrals to NHS Stop smoking services from NHS organisations will be used as a proxy indicator for referrals to all lifestyle services:

Number of referrals attending stop smoking services

SSS report the numbers of people accessing their service, making a quit attempt and successfully quitting, each quarter. Some services already identify which people attending their service were referred from NHS organisations. 



	What does “good” look like against this indicator (i.e. what range of performance should providers be aiming at, allowing for legitimate local variation and provider baselines)? 



	Commissioners and providers should agree milestones for MECC implementation in light of the organisation’s start point position. 100% of eligible staff should complete training in 2012/13. A realistic target for number (%) of referrals to stop smoking services should be set from Q4 2011/12 baseline if available by individual organisations; if not, Q1 2012/13.



	What perverse incentives or unintended consequences should be guarded against locally?



	Increase in referrals to local lifestyle services exceeds capacity of those services 

	What resources are available to help providers meet this goal? 

	The Implementation Guide and Toolkit will be developed to help local health communities build on the good work they are already doing. Local public health departments may be able advice on commissioning of brief advice training.

The implementation tool kit will include resources to support delivery of staff engagement campaigns.


