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Making Every Contact Count – Monitoring Progress and Evaluating Impact
Across the NHS Midlands and East SHA Cluster a considerable amount of work has been underway for some time to articulate the standards and mechanisms to support organisations and their workforce to make sure that every contact counts.  A variety of approaches have been used to take account of the local structures and opportunities. As a result, evidence of outcomes is beginning to emerge.  A range of tools and resources have also been developed as part of the work to practically support training and implementation.

In developing metrics to assess progress with, and impact of, the SHA ambition of “Making every contact count”, we are mindful of the existing activities and data flows. Ideally, we would like to show progress by achieving better population health, but that is not achievable in the timescale available to the SHA. We therefore developed measures at three levels, to show increasing trends of:
1. Organisational readiness and leadership
2. Staff readiness and training
3. Delivery of brief advice, signposting and referral to behaviour change services 

In accordance with the cluster SHA approach to Public Health performance, we identified at least one (essential) metric at each level to be included in the Integrated Board Report, as well as other (desirable) measures to provide a more rounded view of progress. Where possible we have used existing data flows, or suggested introduction of data flows based on evidence of their successful use in some organisations.

These metrics have also been incorporated in a draft CQUIN for use by commissioners.

We suggest that commissioners and providers should agree ambitions of plans and milestones for MECC implementation taking into account baseline performance. Analyses of metrics will be available from the SHA quarterly, one month after the end of each quarter.

Details of the metrics and the CQUIN are provided in the following sections of this document:
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	Section 1: Organisational Readiness and Leadership

	Detailed Descriptor: 

	All NHS Organisations to provide evidence of Board commitment to the implementation of Making Every Contact Count (MECC)

	Lines within Indicator (Units): 

	Organisations to provide:
Essential:

· Evidence of sign off by the board, e.g. extracts from board minutes, indicating intent

· A named Board level lead

· A named Implementation lead

Desirable:

· A named credible clinical champion to provide leadership

· A named person to provide administrative support (Training Liaison Officer)

· Evidence of policies and procedures in place to implement MECC within the organisation for staff and/or patients. This to include:

· A training programme in MECC skills for staff, 

· A referral system to enable staff to refer appropriate clients into local lifestyle/ behavioural change services, e.g. stop smoking, weight management, physical activity

· A reporting system to capture number of contacts and number of referrals made by staff members

· A staff engagement programme to gain ownership and mainstream the programme

· Timetable of organisational activities and  milestones for implementation for 2012/13
· Complete the Tailored NHS Sustainability Model questionnaire at baseline and then 6-monthly


	Data Definition

	All organisations to provide the information specified above and complete the sustainability checklist (likely to be included in the Implementation Guide and Toolkit)

	Basis for Accountability: 

	Board Level lead

	MONITORING 

	Monitoring Frequency: 

	One off submission of information followed by monitoring of implementation milestones and organisational activities as per timetable submitted. Sustainability checklist to be refreshed 6 monthly

	Monitoring Data Source: 

	All information to be submitted by participating organisation 

	ACCOUNTABILITY 

	What success looks like, Direction, Milestones: 

	Increasing numbers of organisations signing up. Measurable progress against the implementation milestones and successful completion of the organisational activities planned for 12/13. 
Commissioners and providers should agree ambitions of plans and milestones for MECC implementation taking into account baseline performance.


	Timeframe/Baseline: 

	2012/13. Documents to be submitted throughout 2012/13 immediately following relevant Board meeting. Quarterly updates will be provide to the cluster SHA Board (by the SHA MECC team)

Baseline: numbers signed up as at end of Q4 2011/12

	Timeframe Until: 

	Measured according to the organisations timetable. Sustainability checklist completed bi annually 

	Rationale: 

	Organisational sign up, commitment and leadership is key to the successful implementation  of  MECC 

	PLANNING REQUIREMENTS 

	Are Plans Required?: 

	Yes, all the information specified to be submitted by participating organisation 

	Planning Frequency: 

	Annually 2012/13 

	Criteria for Plan Sign-off: 

	All information specified in the technical guidance must be submitted with a clearly defined timetable of activities and key milestones that are measurable and demonstrates progress on this agenda during 2012/13.


	Section 2: Staff Readiness and Training

	Detailed Descriptor: 

	Number of NHS staff completing locally agreed training in delivering brief advice as required to implement the Making Every Contact Count (MECC) ambition

	Lines within Indicator (Units): 

	Organisation to provide:

Essential:

Line 1: Number of staff signed up for training

Line 2: Number of staff completing the full training course

SHA to provide:

Essential

Staff survey to be completed by staff pre training and within 3 weeks of completing training (to be facilitated by participating organisation). SHA will provide the survey and conduct analysis of the results which will be provided to the participating organisation (see Further Information)


	Data Definition: 

	These metrics do not have to be applied across the entire organisation. Organisations are free to select staff groups for this indicator, e.g. specific staff groups or teams within this organisation, where they wish to improve the skills and competencies of staff. Baseline data are specified below and need only be provided once, at the start of Q1 12/13 (unless the numbers change in year, at which point an update is required)

Baseline data:

· Specification of the staff group/team involved (name of ward or teams)
· Number of staff in the staff group/team (split by clinical and non-clinical)

· Number of staff in group/team already trained

· Specification of the number of staff, as described above, to be trained (split by clinical and non-clinical)



	Basis for Accountability: 

	Named MECC implementation lead is the accountable officer. Information to be supplied by the organisation’s Training Liaison Officer (or equivalent)

	MONITORING 

	Monitoring Frequency: 

	Organisation to provide:

Essential:

Data for lines 1 and 2 should be provided within 5 working days of the completion of each training session, from April 2012 
SHA to provide:
Essential:
Survey responses: paper based within3 weeks of the completion of each training session, from April 2012; web based will be available to SHA as default (see Further Information)
Quarterly analyses of changes in knowledge and confidence of staff trained in relevant quarter



	Monitoring Data Source: 

	Data to be supplied by participating organisation

Staff survey to be conducted by SHA in participation with the organisation (see section on Further Information)

	ACCOUNTABILITY 

	What success looks like, Direction, Milestones: 

	The number of trained staff should increase with time until all staff in the specified group have been trained. The level of staff knowledge and confidence in delivering MECC should increase with time (as assessed through the staff survey).

Commissioners and providers should agree ambitions of plans and milestones for MECC implementation taking into account baseline performance.

	Timeframe/Baseline: 

	2012/13. Baseline data to be provided as on 31 March 2012.

	Timeframe Until: 

	Measured/reported quarterly until end of planning period. 

	Rationale: 

	For the programme to have an impact on population health, sufficient staff need to trained and use their behaviour change skills to that effect.

	PLANNING REQUIREMENTS 

	Are Plans Required?: 

	Yes, plans from participating organisations are required. The plan should include detailed information on the training package and delivery method adopted by the participating organisations. A definition of the minimum standard that all training packages must meet is detailed in the Implementation Guide and Toolkit 

	Planning Frequency: 

	Quarterly for 2012/13 

	Criteria for Plan Sign-off: 

	The training package must meet the minimum standard specified in the Implementation Guide and Toolkit. 100% of eligible staff must be trained during 2012/13. A clear timetable for refresher training for all staff must be in place. Trajectory should plan for an increase in levels of staff confidence at delivering brief advice (assessed through staff surveys). 

	FURTHER INFORMATION 

	Additional Support Available from SHA to Facilitate this metric: 

	To assist organisations in successfully implementing this metric in a timely fashion and enable progress to be seen in 2012/13, NHS Midlands and East will refer all participating organisations to training materials which can be used locally by appropriate personnel to deliver training.
The staff survey has been developed by the SHA team (see Appendix 1). The questions were designed to assess staff confidence and the success of training and they are available in paper form and on SurveyMonkey. The survey should be integrated into the training packages for staff to complete before training and again within 3 weeks of completing training, for both paper and web based methods. The web link to SurveyMonkey will be provided to every organisation. Paper forms need to be returned to the SHA for entering into a computer database, within 3 weeks of the completion of each training session. The web based responses will be available to the SHA team on the Survey Monkey website. Survey responses will be analysed every quarter and organisations will be provided with a summary report on the responses. 


	Section 3: Delivery of brief advice, signposting and referral to behaviour change services

	Detailed Descriptor: 

	To measure the increase in
· the number of contacts by all trained staff with other staff and/or patients to raise healthy lifestyle issues and offer brief opportunistic advice. 
· the number and quality of referrals made to local stop smoking services (SSSs) from NHS organisations participating in Making Every Contact Count (MECC) as an indicator of wider brief lifestyle advice from NHS staff

	Lines within Indicator (Units): 

	Organisations to provide:
Essential:
Line 1: Number of contacts by all trained staff with other staff and/or patients to raise healthy lifestyle issues and offer brief opportunistic advice (also see ADDITIONAL GUIDANCE). 
SSSs to provide, via PCTs:

Essential:
Line 2: Number of clients who accessed the stop smoking service

Line 3: Number of 4 week quitters who had attended a stop smoking service
Organisations and SSSs to provide
Desirable:

Line 4: Number of clients referred to stop smoking services



	Data Definition: 

	For lines 2, 3 and 4 information must be provided classified by the source of referrals, where the source can be:

· GP practice

· Named NHS organisation (this includes PCTs etc. where staff are being referred into a service), i.e. Trust, Pharmacy etc is not sufficient, the full organisation name must be supplied, e.g. Derby Hospitals NHS Foundation Trust, Nottinghamshire Healthcare NHS Trust
· Other
Data for maternity services should be reported separately

	Basis for Accountability: 

	Reporting organisation named implementation lead 

	MONITORING 

	Monitoring Frequency: 

	Data should be provided quarterly from Q1 12/13, within 10 working days of quarter end (quarterly actual data should be reported, not cumulative data)



	Monitoring Data Source: 

	Line 1: NHS organisations (also see ADDITIONAL GUIDANCE)
Lines 2 and 3:Stop smoking services via PCTs
Line 4: both NHS organisations and stop smoking services (via PCTs)
Data should be reported using the template provided

	ACCOUNTABILITY 

	What success looks like, Direction, Milestones: 

	The number of contacts and referrals should increase with time.  The increase should be more pronounced in NHS organisations participating in Making Every Contact Count (MECC). The data completeness for referral source should increase over time. There is also an expectation that the conversion of referrals into successful 4 week quitters will increase over time.
Commissioners and providers should agree ambitions of plans and milestones for MECC implementation taking into account baseline performance.


	Timeframe/Baseline: 

	Quarterly throughout 2012/13.
Baselines:

Line 1: Q1 2012/13 (also see ADDITIONAL GUIDANCE)
Lines 2, 3 and 4: Q4 2011/12 if available by individual organisations; if not, Q1 2012/13

	Timeframe Until: 

	Measured quarterly and annually until end of planning period. 

	Rationale 

	NHS Midlands and East consider referrals into all lifestyle advice and support services to be important. Data from stop smoking services have been selected for use here, because, unlike a number of other lifestyle interventions, data flows are already well established and of reasonable quality. This reduces the need for the implementation of additional data flows. 



	PLANNING REQUIREMENTS 

	Are Plans Required? 

	Yes. To be submitted by participating organisation

	Planning Frequency: 

	Quarterly for 2012/13 

	Criteria for Plan Sign-off: 

	All lines must demonstrate quarterly progress during 2012/13


	FURTHER INFORMATION 

	Additional Support Available from SHA to Facilitate this metric: 

	Organisations should endeavour to record contacts by the method best suited to their processes. We acknowledge that requests for recording data may seem counterintuitive in the context of brief advice, but we consider organisations would deem it important to demonstrate successful consequences of investment in training. 

To promote local solutions, NHS Midlands and East will create an innovations fund against which organisations can bid for funds to develop more effective methods of collecting data and delivering electronic referrals to local lifestyle services.

	ADDITIONAL GUIDANCE 

	Number of contacts by all trained staff with other staff and/or service users to raise healthy lifestyle issues and offer brief opportunistic advice

	· The SHA recognises the need for simple and low resource impact solutions to collect this information in the context of opportunistic brief advice.

· The SHA expectation is not that MECC be implemented across the entire organisation at once. Organisations are free to select a relevant staff group(s) or setting(s), where they have identified a need or a wish to improve the skills and competencies of staff and access services users with highest need.

· Similarly, the SHA does not necessarily expect that all possible opportunistic contacts should be counted. However, where a contract has been entered for a specific care pathway, it would expect MECC contacts to be counted, as they should be embedded somewhere within the care pathway.

· The SHA expects that the team implementing MECC in the organisation should determine which and how to capture information, the best to demonstrate the impact of its investment in training staff.

· It should be possible to capture relevant information by tailoring existing data collection methods – staff should be encouraged to look for the most effective and efficient mechanisms for their role and team.  Organisational support should be given to coordinate data collection methods for follow up purposes and to avoid over-contacting service users

· Capturing relevant information could potentially be done using audit and/or sampling methodology

Examples of successful data capture in Midlands and East NHS organisations:

· Pilots of EM Guidance: Activity (no client details) captured by introducing a couple of forms (see Appendix 2)

· In a Birmingham/Solihull Acute CQUIN contract, brief advice is to be delivered as part of first patient contact if outpatient. For inpatients, it is left to the particular team to decide at what point they feel would be the best time to offer brief advice, providing it is consistent and recorded. The following individuals have agreed to be contacted for advice:
· Implementing MECC within Community Services
· Helen.mercer@heartofengland.nhs.uk – Dietetic Lead

· Sarah.stables@heartofengland.nhs.uk – Stop Smoking Lead
· Implementing an Acute CQUIN

· Claire.gallagher-tinsley@heartofengland.nhs.uk 
· At Northampton General Hospital they developed a referral form which includes a sticker which is stuck onto the front page of the patient notes. This process can be audited, it alerts staff that an intervention has been given, and in the notes its outcome should be recorded, e.g. referral accepted or declined).


Section 4: DRAFT CQUIN

Supporting the SHA Making Every Contact Count Ambition

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). A SHA implementation guide and toolkit will be 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
	1) Total number of eligible frontline staff signing up for training in brief opportunistic advice (in agreed staff groups or settings to meet commissioners requirements). 

3&4) 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 organisations 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? 

	A SHA implementation guide and tool kit has been 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 includes resources to support delivery of staff engagement campaigns.


Appendix 1

Please respond to all questions fully

1. Name of Organisation:……………………………………………………………………………………………………………………….  

2. Date of Training:……………………………………………………………

3. What was the method of training?


· Classroom

· One to One

· Online

· Other. Please specify…………………………………………………………………………………………………………………
4. Have you already had any previous training on how to promote healthy lifestyles and offer brief opportunistic advice?

· Yes

· No
5. I feel knowledgeable about

	
	Strongly Agree
	Agree
	Neither agree nor disagree
	Disagree
	Strongly Disagree

	the factors that influence healthy lifestyles
	
	
	
	
	

	the effectiveness of promoting healthy lifestyles
	
	
	
	
	


6. I feel that it is important to promote healthy lifestyles and offer brief opportunistic advice to
	
	Very Important
	Important
	Neither important nor unimportant
	Unimportant
	Very Unimportant

	Service Users
	
	
	
	
	

	Carers
	
	
	
	
	

	Colleagues/Staff
	
	
	
	
	

	My Friends/Family
	
	
	
	
	


7. I feel confident about discussing healthy lifestyles and offering brief opportunistic advice to
	
	Very Confident
	Confident
	Neither confident nor not confident
	Not Confident
	Not at all Confident

	Service Users
	
	
	
	
	

	Carers
	
	
	
	
	

	Colleagues/Staff
	
	
	
	
	

	My Friends/Family
	
	
	
	
	


Appendix 2

Example Data Capture Forms

Example One
Created by St Andrews Healthcare, Arleen Rowell - arowell@standrew.co.uk

Please record any verbal interaction regarding a health issue, with a positive contribution from at least one participant who may be a service user (SU) or staff (St). It does not need to be planned and could be just a comment or a full conversation. Here are a few examples of what might count:

· “Why don’t we have a walk in our break today?”

· Person A: “I’m feeling really unfit – I can’t do anything about it”

· Person B: “‘So you’re getting unfit, what sort of things did you used to enjoy doing? Have you thought about…?”

· Person A: “I’m so tired, I just don’t have the same energy levels I used to”

· Person B: “‘Do you do less exercise now? Do you eat as healthily as you used to?”

	Date
	Topic


	Brief Description 
	SU &St
	SU 

& SU
	St 

& St

	Example
	Being active
	Had a walk in our break
	
	√
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Example two 
Created by Leicester-Shire & Rutland Sport, Jo Newberry - j.newberry@lboro.ac.uk
Initial Registrations Form
In addition to information on physical activity, please tick if you would like us to send you information on any of the following lifestyle issues:
□ Smoking

□ Mental wellbeing

□ Healthy eating / weight management
□ Alcohol

□ Sexual health

□ Other (please state)_______________
Further data recording mechanisms and forms have been developed also by LSR, this is their initial form
This survey is part of the training scheme provided by your organisation to improve health and              wellbeing of your community.  Thank you for being a part of improving the health of your community  





<Pre/Post> TRAINING STAFF SURVEY
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