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2 Foreword

Arguably the most impactful public health programmes are those which combine centrally held
expertise and resources with community-level knowledge and relationships. The CoH-Sync project
aimed to do just that — the central team guided the overall structure of the programme based on the
latest evidence and provided the resources, core materials and tools for the project, while
empowering organisations and individuals to respond with sensitivity and flexibility based on deep
understandings of their communities.

The results of this approach are clear to see in that, even amidst the COVID-19 pandemic, the CoH-
Sync project helped people see a significant improvement in their emotional wellbeing; and even
under strict lockdowns, people’s physical activity and diets both saw marked improvements. Under
such circumstances, many projects would have come to a sudden halt. It is testament to the support
from the central team and the commitment of the Hubs and Community Health Facilitators involved
that the CoH-Sync programme both continued to operate and achieved impressive outcomes for
beneficiaries, project staff, institutions, and communities.

The pandemic itself has shown the importance of preventative action when it comes to our health,
of reducing our risk factors wherever possible, and of addressing health inequalities. We hope that
all of those involved in the CoH-Sync project, and those inspired by its example, will use this report
to maintain and build on its positive legacy.

Kiran Kenth
Director of National and Regional Programmes
Royal Society for Public Health
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3 Executive Summary

Introduced in 2018, the Community Health Synchronisation project (CoH-Sync) aimed to improve
health outcomes and reduce health inequalities experienced by communities located in some of the
most deprived areas of the border region between Northern Ireland, the Republic of Ireland and
Scotland.

Informed by evidence of the impact of key risks factors on the development of long-term conditions
and chronic diseases, the project offered participants tailored place-based support to improve their
physical activity levels, nutrition, tobacco and alcohol consumption, mental health, and health
literacy.

This offer was provided by eight Hubs led by locally-based organisations with established
connections with communities and local health systems. They delivered the project through a peer
support model which included: a pre-assessment, developing a personal health and wellbeing plan
(or plans), follow-up support (for 6 to 12 weeks), and a post-intervention assessment. In additions,
Hubs offered classes, group activities, signposting and direct referrals to other services and/or
opportunities.

This report brings together quantitative and qualitative data from the project with the aim of
evaluating its outputs and their impact in the health and wellbeing of its participants. The key
findings include:

- CoH-Sync was successful at reaching and engaging around 12,000 participants in areas of high
deprivation (the bottom two quintiles on quantitative scales of overall deprivation).

- One of the appeals to participants of the CoH-Sync project was the diversity it offered in terms
of the areas they could focus on, the activities, services, and support they could access.

- Datarecorded in the Data Collection and Reporting Service (DCRS) shows that participants saw
a marked improvement in their mental wellbeing, their diets and their physical activity levels.

- The efforts that Hubs employed to make participants feel welcomed and supported was clearly
evident, many reported how that had influenced their involvement and their behaviour change.

- The COVID-19 pandemic led to a considerable growth in the demand for emotional well-being
support. This was manifested in the increase in the number of participants whose health and
wellbeing plans focused on improving their mental health.

- COVID-19 also posed operational challenges for the project in terms of recruiting new
participants and continuing to engage and support those who had developed Health and
Wellbeing Plans in the face of new priorities and pressures and Government restrictions.
Nevertheless, the teams involved in CoH-Sync were able to successfully pivot to supporting the
local emergency response. Their practical support — such as organising food deliveries,
collecting prescriptions, providing information and signposting to further supported — benefited
just over 1,500 individuals.

- CoH-Sync enabled a network of Hubs to develop local and cross-border partnerships and
collaborations to best provide integrated health and wellbeing support. Through training,
experience, new evidence-based approaches and systems, CoH-Sync also developed the
knowledge and capabilities of those working in the Hubs to provide person-centred support. As
a result, the capacity of those organisations and local health systems has been enriched,
enabling them to build on their learnings from CoH-Sync as they develop and deliver new
interventions for their communities.
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4 Introduction
4.1 About this Report

This report has been prepared in collaboration by teams from the Royal Society for Public Health
(RSPH) and NHS Midlands and Lancashire CSU (MLCSU). RSPH, which led the qualitative analysis of
the project, is an independent charity dedicated to improving and protecting the public’s health.
MLCSU, a clinical support organisation within the NHS, provided the presentation and analysis of the
guantitative data.

This report brings together quantitative and qualitative data from the project to evaluate its outputs
and their impact in the health and wellbeing of its participants. We hope the insights and findings
from this evaluation can fruitfully shape the offer, delivery, and operations of similar health
improvement projects in the future.

4.2 About CoH-Sync

The Community Health Synchronisation project (CoH-Sync) operated from January 2018 to
September 2021 with the aim of implementing a cross-border, collaborative, community-based
approach to promoting healthier lifestyles, targeting key risk factors associated with long-term
conditions. It was developed by the Co-operation and Working Together (CAWT) cross-border health
partnership via a consortium of organisations:

e Western Health and Social Care Trust (Northern Ireland)
e Health Service Executive (Republic of Ireland)

e Public Health Agency (Northern Ireland)

e Southern Health and Social Care Trust (Northern Ireland)
e NHS Dumfries and Galloway (Scotland)

e Health and Social Care Board (Republic of Ireland)

The funding for the project was provided by the EU INTERREG VA programme, managed by the
Special EU Programmes Body, and match-funded by the Government of Ireland and the Northern
Ireland Executive. INTERREG is a component of the European Regional Development Fund (ERDF),
which aims to strengthen economic, social and territorial cohesion in the European Union by
correcting imbalances between its regions. As such, the project area comprised of localities with
high levels of deprivation and rurality on the borders between Northern Ireland and the Republic of
Ireland and incorporated two areas of South-West Scotland.

The CoH-Sync project was developed with the following key objectives:

e To support co-operation between regional health organisations and local health providers

e To encourage cross-border integration

e To engage with underserved communities and areas of higher deprivation

o To target those with the greatest health needs, specifically in the areas of diet, physical
activity, smoking, alcohol and mental wellbeing.

Community Health Synchronisation Project (CoH-Sync) Evaluation Report
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Figure 1: CoH-Sync target areas

4.2.1 Project Approach

The CoH-Sync project approach was based on the premise that, to have real impact on the health
and wellbeing of individuals and communities, there must be cooperation between health services,
local councils, the community and voluntary sector, and other stakeholders.

Health and Wellbeing Community Hubs led by local organisations were established and operated a
network of support in eight areas on the borders between the Republic of Ireland and Northern
Ireland and in South-West Scotland. These areas were selected based on their relatively high levels

of multiple deprivation, and broad population-level data was collected to inform the overall
assessment of need.
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Figure 2 — CoH-Sync Project organisational structure
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The purpose of the CoH-Sync project was to improve the health and wellbeing of adults, by helping
them develop their own health and wellbeing plans, and make better use of local services, training
opportunities and group activities®.

Informed by evidence of the impact of key risks factors on the development of long-term conditions,
the project designed a package of support to enable participants to improve their physical activity
levels, nutrition, tobacco and alcohol consumption, mental health, and health literacy.

+Q 9 EBE

Physical Activity Smoking Cessation Alcohol Nutrition Mental Health Health Literacy

Figure 3 — Thematic areas of the CoH-Sync project

By being rooted in local communities, working with, and through, existing local organisations and
initiatives, it was anticipated that the project would strengthen the capacity in those communities
for improving health and wellbeing.

Building on the experience of health trainer services across several areas in the UK, the project
developed a peer support model as a key mechanism to assist people to make good health choices.
Local individuals were recruited to become Community Health Facilitators (CHFs) — they were tasked
with helping participants develop individual health and wellbeing plans, and to take action based on
their personal health priorities.

CHFs were trained using a bespoke Level 3 Certificate in Community Health Promotion, developed
by North West Regional College, a further education and higher education college in the north-west
region of Northern Ireland. The programme involved 180 hours of learning and covered the
following units:

e Unit 1: The roles and responsibilities of the Health Promotion Champion

e Unit 2: Understanding the five key areas of health improvement (reducing alcohol
consumption, reducing tobacco consumption, increasing physical activity, normal weight
ranges, improving mental health and resilience)

e Unit 3: Promoting health literacy (in the five key areas)

e Unit 4: Communication and relationship-building within communities

e Unit 5: Enabling and supporting individuals to create health and well-being plans

e Unit 6: Supporting individuals to meet their health promotion goals

In addition, further training was delivered to staff in each of the Hubs, based on identified training
needs linked to the project’s objectives. The training offered included:

e Making Every Contact Count training by the Health Service Executive — this sought to enable
learners to integrate health promotion information in their routine conversations with

1 A number of under-18 participants also benefited from the CoH-Sync project during its first year whose data
is included in this report.
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clients and service-users, to empower and support them to make healthier choices and
thereby achieve positive health outcomes.

e Accredited Chi Me training— this enabled participants to deliver simple and easy-to-follow
sessions which promote good posture, strength and balance through slow, controlled
movements.

o Accredited Chair Based Activity training— this enabled participants to plan and prepare chair-
based activity sessions for individuals who want to increase their physical activity.

e Motivational Techniques training by Dumfries and Galloway Health and Social Care — this
aimed to develop participants’ abilities to have conversations that support participants
change their behaviours and health-related beliefs.

e Looking After Your Mental Health training by the Western Health and Social Care Trust — this
focused on the promotion and use of the ‘5 steps to wellbeing’ as outlined by the New
Economics Foundation: Connect, Be Active, Take Notice, Keep Learning, Give

The project offer to participants

The 12,000 participants (1,500 per hub) were offered a programme of support coordinated by their
CHFs which would last between 6 and 12 weeks. This involved a series of sessions for: pre-
assessment, developing a personal health and wellbeing plan (or plans), follow-up support, and post
assessment. CHFs also offered information, signposting and referrals to relevant groups and
activities which would complement participants’ efforts to reach their health goals.

In addition to the 1:1 support and personal plans, the Hubs ran a programme of activities to help
participants achieve their personal goals. These included, for example, cookery classes, befriending
groups, and walking groups.

The design of the assessment and monitoring forms utilised as part of the health and wellbeing plans
was informed by a number of validated questions and tools, including:

e Questions from the European Health Literacy Survey Questionnaire (HLS-EU-Q47), Health
Survey Ireland 2016, Scottish Health Survey 2016 and Health Survey Northern Ireland
2017/18.

e The Friendship Scale (Hawthorne), the New General Self-Efficacy Scale (G Chen)

e  Warwick—Edinburgh Mental Wellbeing Scale (R. T. al).

It is important to highlight that the standardisation of the health and wellbeing plans and data
collection system was a process that, given funding and timescales constraints, had to take place in
parallel to the delivery of CoH-Sync. Standardisation was achieved in the Hubs in the Republic of
Ireland and Northern Ireland, but in Scotland, the Hubs had to retain their local data collection tools
and health and wellbeing plans to align with local strategic goals. This challenge provided an
opportunity for a participatory development process: personnel from all Hubs and members of the
public (past participants and volunteers) were consulted in the design process and then tested the
draft forms and plans. Feedback was collated and analysed to guide the final version of these
documents. A sample of these materials can be seen in the appendices (section 11.2).

Engagement strategy

The project’s engagement strategy built on the Hubs’ existing relationships with local organisations
and communities. Their reach encompassed providers across the local health system, including

Community Health Synchronisation Project (CoH-Sync) Evaluation Report
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acute hospitals, chronic conditions networks and services, GP practices, third sector organisations,
public health and community-based statutory services. This enabled publicity about the project, as
well as signposting and referrals to it, to reach a large number of individuals in the target areas.

Quality assurance for the project

To ensure consistent high quality in the delivery of CoH-Sync, the Project Board and central Project
Management developed mechanisms to guide and support the Hubs’ operations, including the
Project Board Directive, quarterly reviews, and training on core project processes and procedures.

The Project Board Directive was a document with the essential elements of the 1:1 offer provided to
project participants and the requirements for reporting, including:

a) All participants should complete a pre-questionnaire, post-questionnaire, an action plan
with a SMART goal, or goals, and associated interventions for at least one thematic area.

b) Hubs had to provide a minimum of four ‘CHF to participant’ contacts during a period of
between 6 to 12 weeks (or more if required).

c) In most cases, at least two of the contacts had to be face-to-face.

d) Details of all CHF contacts with participants had to be recorded on the Hub’s data
collection system

e) All goals had to be reviewed and progress recorded using the Hub’s data collection
system

f)  All interventions had to be clearly recorded on the action plan and reviewed with the
participant to confirm attendance/completion/other.

g) The provision of information (e.g. leaflet, website, apps) alone could not be counted as
an intervention

In addition, quarterly reviews were carried out onsite by a CoH-Sync Project Worker from the central
team. These meetings involved discussing operational and contextual issues, monitoring the quality
of delivery and data collection, and if necessary, jointly identifying actions for improvement. These
visits included the following activities:

e Completion of an assurance form — reviewed and signed with the Hub

e Revision of actions agreed from previous visit

e Review of any contextual factors and considerations that had an influence on the project
delivery

e 20% Data Quality Check Feedback (using hard copies of plans randomly selected and
checked against the DCRS)

e Provision of detailed feedback to the Hub’s CHFs on the overall quality of delivery and data
recording

e Discussion of cross-border and community-based meetings

e Revision of Equality Monitoring Form and participants’ feedback

CoH-Sync during COVID-19 restrictions

During the COVID-19 pandemic and the associated restrictions, CoH-Sync changed its approach to
support the immediate needs of the communities which the Hubs were serving. The COVID-19
Participant Support Form 2020 was introduced in May 2020 to assist new participants who could not

Community Health Synchronisation Project (CoH-Sync) Evaluation Report
11



engage with a full health and wellbeing plan due to the restrictions and/or their clinical vulnerability.
The support offered included: signposting to services, referral pathways, food parcels, organising the
collection of prescriptions, and food deliveries. A second version of this form, which asked for more
details from the client, was issued in December 2021.

4.2.2 Project Evaluation Methodology

The monitoring and evaluation framework was developed by the CoH-Sync project team and board
members based on the logic model below. They worked with individual Hubs to refine the activities,

outputs and short, medium and long-term outcomes.

Table 8 CAWT CoH-SYNC Project Intervention Logic Model

Inputs = Outputs [ Outcomes — Impact
Activities Participation Short Term  MediumTerm  Long Term
Situation What we invest What we do Who we reach What the shortterm  What the medium What the ultimate
results are term resuits are impacts are
Documented This Projectis a Develop project and tender Community and voluntary Behaviour change and
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Figure 4 — CoH-Sync Intervention Logic Model

The evaluation sought to measure the impact of CoH-Sync on beneficiaries’” health and health
literacy levels, and on the communities’ health infrastructure. Accordingly, the Hubs were asked to
systematically record baseline data and post-intervention data on participants’ levels of physical
activity, health literacy, smoking and alcohol consumption, dietary habits, and mental health —in line
with the project’s six thematic areas.

In addition, Hubs were encouraged to collate participants’ views and experiences about the project
through post-intervention questionnaires, testimonials, and case studies. At the end of the project,
the Royal Society for Public Health (RSPH) developed case studies for all Hubs to capture their
perspectives on what worked well, the impact that CoH-Sync had on participants and localities, and
their learnings.

Our evaluation of the effectiveness and impact of the CoH-Sync project inevitably has some
limitations, owing to:
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e The standardised data collection system provided by DCRS was not introduced until the
second year of delivery. Data for the first year from all of the Hubs (and, for the Hubs in
Scotland, throughout the project) was submitted in spreadsheets which were imported into
DCRS, and thus some like-for-like comparisons (in areas beyond population profiling,
throughput analysis and qualitative analysis) were limited by the differences between the
datasets.

e The intervention outcomes recorded at the end of participants’ involvement with CoH-Sync
related to the completion of their Health and Wellbeing Plans as opposed to a metric of
success. As such, the analysis of quantitative data provides completion rates and self-
reported success rates as proxies for health outcomes.

e During the COVID-19 pandemic, CoH-Sync implemented a Participant Support Form to
record the interactions with new participants who were not able to engage with a full Health
and Wellbeing Plan. Analysis of the raw data of those forms has not been possible and
therefore they are not included in this report.

e There were low sample sizes (significantly below 500 records) for health and wellbeing plans
focused on smoking and alcohol, so analysis of that data should be treated as indicative
rather than conclusive.
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5 Population Profiling
5.1 Participant Distribution

The heat map of participant distribution (Figure 5) shows a broad geographical spread of participants, with
strong clusters in border town areas such as Derry, Strabane, Monaghan and Armagh. The strongest clusters
in South-West Scotland can be seen the Stranraer and Creebrdge/ Minnigaff areas. This broad spread is
representative of the ‘Hub and Spoke’ approach set out in the programme design: the Hub serves as the
operational base, located in areas of higher population density and higher deprivation, from which staff
could then travel out in order to target more rural areas.
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Figure 5 — A heat map of the COHSYNC programme’s participant distribution

5.2 Participant Recruitment Trends

The dates at which participants were recruited, as recorded in the DCRS, is shown in Figure 6. Of over 8,623
records reviewed, the highest number of participants came into the programme at the beginning of the
project in Autumn 2018. Project staff accounted for this by citing critical contract deadlines which prompted
significant efforts to promote the service and encourage sign-ups. Later into the delivery stage, between 200
and 400 new participants were recruited each month which was in line with the Hubs targets. The low
number of interventions recorded in December 2019 resulted from the fact that services were focusing on
preparing online course materials. The outbreak of COVID-19 and the first national lockdowns resulted in a
slight fall in the number of participants; the funders and project management leads agreed the introduction
of COVID-19 interventions (which involved signposting to services, referral pathways, food parcels,
organising the collection of prescriptions, and food deliveries) in recognition of the additional pressures
caused by the pandemic.
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Figure 6 — Total number of participants split by years and new participants by month

5.3 Participant Demographics

The largest demographic groups represented among the beneficiaries of the project, as shown in Figure 7,
were female, between the ages of 46 and 55, and residents of the second-most deprived communities.? This
roughly matches the predominant demographic groupings recorded in DCRS’s national public health dataset
(Figure 8), though in the national sample, women made up a smaller majority of participants and a larger
number came from communities classified as the most deprived quintile.

Age band : 46 - 55 18.07%
Sex : Female 71.03%

Quintile : Q2 31.82%

Figure 7 — CoH-Sync Predominant Groupings

Age band : 46- 55 21.86%
Sex - Female £5.83%

Quintile : Q1 most deprived 43.03%

Figure 8 — UK Public Health Lifestyle Service Sample Group (source DCRS)

2 Deprivation figures represent DCRS recorded postcodes matching the ONS index of multiple deprivation, thus this is
not representative of participant populations from Scotland, Northern Ireland or the Republic of Ireland.
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Compared to the UK population as a whole (Figure 9), women and individuals aged between 46 and 55 were

over-represented as participants in the CoH-Sync project.

Age Profile

Total

Aged 0-15

Aged 16-19
Aged 20-24
Aged 25-29
Aged 30-34
Aged 35-39
Aged 40-44
Aged 45-49
Aged 50-54
Aged 55-59
Aged 60-64
Aged 65-74
Aged 75 +

Male

(Count)

887,323

194,392
51,876
63,913
60,795
58,210
60,160
64,530
64,967
57,860
49,802
46,180
69,076
45,562

Female
(Count)

923,540

184,931
49,745
62,100
63,304
61,629
62,100
67,318
66,678
59,073
49,470
48,110
76,524
72,558

Male
(Per cent)

51.0

219
58
7.2
6.9
6.6
6.8
7.3
7.3
6.5
56
52
7.8
51

Female
(Per cent)

49.0

200
5.4
6.7
6.9
6.7
6.7
73
72
6.4
54
52
83
79

Figure 9 - ONS general population averages

5.4 Population Profile Analysis

5.4.1 A breakdown of key population profiles

36-45 1496
46 - 55 1558

56 - 65 1362
06-75 1051

75-85
85-95

Over 95 |

Declined 182

Figure 10 - Age-band spread

Figure 11 - Gender

" Female " Male -

B Quintile 1- Most deprived, 27.73%

Quintile 2, 31.82%

B Quintile 3, 29.22%
~ m Quintile 4, 10.13%

~ M Quintile 5 - Least deprived, 1, 1.10%

Figure 12 - Deprivation breakdown (UK

only)

The population profiles in Figures 10-12 are based on the 8,623 DCRS records reviewed. Given the majority
of participants came from the most deprived areas (59.55% for the bottom two quintiles combined) and the
weighting towards the middle-of-life age cohorts (including 36-45, 46-55 and 56-65), the CoH-Sync
programme succeeded in reaching its target audiences.? Although the Republic of Ireland does not have an
equivalent to the Index of Multiple Deprivation used in the UK, public health specialists from the Health
Service Executive, prior to project helped to identify areas of high deprivation where Community Hubs could

be located before the project began.

3 Deprivation analysis is based upon UK Office of National Statistics postcode data

(https://digital.nhs.uk/services/organisation-data-service/file-downloads/office-for-national-statistics-data), these

listings are not available for the Republic of Ireland and so deprivation analysis within this report covers just the UK.
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5.4.2 Trend Analysis
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Figure 14 — New sign-on changes in participant age-bands and gender over time

In the first year of the project, under-18s were able to access CoH-Sync’s service offer (Figure 14). Building
on the success of a previous project that focused on preventing childhood obesity in border areas between
Northern Ireland and the Republic of Ireland, uptake among this group was high in 2018 in both countries.
But, as the original aim of the CoH-Sync project was to reach adults aged over 18, the Hubs were asked to
redirect their efforts to older age cohorts for 2019 and the subsequent years.

CoH-Sync’s offer was particularly successful with women, and their uptake significantly increased over the
course of the project. This trend applied to each of the Hubs except for the Derry and Strabane hub, where
in 2021 there was a 16% drop in female participants (though women still constituted the majority of its
beneficiaries). Staff at each of the Hubs and the central project team tried to redress this gender imbalance
but found that engaging men from rural backgrounds to be a challenge. One proposed solution for any
future iterations of the project was for more male CHFs to be recruited.

5.4.3 Annual Service Uptake

inpeon | enan | epnone |

2019 2020 2021

call
In person Telephone Telephone m

Figure 15 - Proportional representation of participant contact types year by year

Using DCRS data (and therefore not available for 2018), Figure 15 shows a proportional representation of the
different contact methods used by CoH-Sync Hub staff used to reach participants. After the outbreak of
COVID-19, telephone calls became the most common mode of communication given the lockdown
restrictions. Although video calls became more common in 2021, many participants in remote rural areas
had no access to wireless internet or digital devices.
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Overall, CoH-Sync reached about 12,000 people: 8,376 engaged with the complete project offer by developing
health and wellbeing plans, an additional 1,500 were supported through the COVID-19 emergency response,
and it is estimated that the Hubs had brief contact with around 2,000 others through the activities they ran
and/or information they developed. A breakdown of new participant engagement by each Hub is presented
in Figure 16. The Hubs in Derry and Strabane, Enniskillen and Fermanagh, and Armagh and Dungannon were
the most successful at engaging new participants even during the year of the most thoroughgoing restrictions
for COVID-19, while the Hubs in Donegal and Cavan and Monaghan (Hubs 1, 2 and 3) recovered from the dip
in new participant engagement seen in 2020. The Hubs in Scotland (7 and 8) were most affected by the
pandemic as a large proportion of their staff are NHS Scotland employees and were thus redeployed to
emergency support programmes.

HUB 1: Letterkenny and North Donegal

HUB 2: Ballyshannon & South Donegal

HUB 3: Cavan & Monaghan [

HUB 4: Derry and Strabane
HUB 5: Enniskillen & Fermanagh
HUB 6: Armagh and Dungannon

HUB 7: Dumfries and Nithsdale

HUB 8: Stranraer and Wigtownshire

o

200 400 600 800 1000 1200 1400
H2018 m2019 m2020 ™2021

Figure 16 - Participant engagement counts per year by Hub
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6 Participant Journeys

6.1 Sources of Uptake & Health & Wellbeing Information

The recruitment strategies used by the Hubs involved engaging with grassroots community initiatives as well
as third sector and statutory organisations. Online promotion and word-of-mouth were also key to engaging
with individuals, as can be seen in Figure 17, which shows that the majority of participants heard about the
project online (45.5%) followed by a recommendation from friends or family (16.9%). Inevitably this result
was found to be influenced by the COVID-19 lockdown period. The orange line represents the cumulative
percentage of the sources through which participants heard about the project.

Meanwhile we also see in the second Figure 17 chart a breakdown of sources of where participants reported
they found their health and wellbeing information from. Over one quarter cited their GP or Healthcare
provider, whilst only 10.5% sourced information from local community providers.

Other, 64,
45.5% Library, 111, 1.2% 0.7%

Radic, 266, 2.8% GPor
wl ‘
Books, 381, 4.0% g healthcare
provider, 2436,
TV, 455, 4 8% 25 5%
Newspapers or magazines,
. 567,5.9% -
£
Facebook or
1 twitter, 668, 7.0% L ——
11.2% 1.1
W
7.4% ) Internet,
. - o He_a\t_h &soclaly 1550,
services, 828, 8.7% 16.2%
Friends o Famlly Community Event Other
Wiebsite / Online eaflet or Poster Referred via anather agency GF, Heslth or Social Care Community based Family or friends,
organisations, 1002, 10.5% 1233, 12.9%

Figure 17 — Participants’ source of information about the project (left) & Participants sources of Health and Wellbeing Information (right)

6.2 Intervention Types and Intensity

CoH-Sync was designed to offer participants health improvement support in key thematic areas relating to
known risk factors for long-term conditions and chronic diseases: alcohol, smoking, mental health?®, nutrition,
and physical activity. Participants were asked to focus their Health and Wellbeing Plans on at least one
thematic area.

4 n this context, mental health refers to the prevention and management of common mental health issues such as
anxiety and depression.
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6.2.1 Breakdown of Thematic Areas

_ Alcohol 400
Smoking _ ) 1.19%
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Figure 18 - Primary thematic area breakdown Figure 19 — COVID-19’s Impact upon Interventions by Thematic Area

Of a total of 8,352 recorded participant assessments, Figure 18 shows that physical activity and mental
health were by far the two most popular thematic areas covered in participants’ Health and Wellbeing Plans
(chosen by 44.2% and 34.1% of participants respectively). Nutrition was the third most popular area, chosen
by nearly one fifth (18.66%) of participants.

By contrast, reducing alcohol consumption and smoking levels featured far less frequently in participants’
Health and Wellbeing Plans. One of the reasons for this, posited by staff at the Hubs and the central CoH-
Sync project team, was that participants may have had concerns about the level of confidentiality if they
sought to address these sensitive issues in a community setting. Personnel from one Hub added that many
participants may not have felt confident or psychologically ready to tackle their use of alcohol or smoking
habits, especially during the pandemic, which likely reinforced their importance as coping strategies for
dealing with stress and anxiety. Nevertheless, during the assessment stage, if a participant described being a
regular smoker or drinking moderate-to-high amounts of alcohol, they were offered information on smoking
cessation and alcohol harm awareness. It is hoped that those participants will be able to access the
appropriate help or make changes to their behaviour outside of the CoH-Sync project.

Over the course of the project, more participants opted to focus on addressing their mental health (Figure
19), likely showing the impact of the pandemic on people’s mental wellbeing.
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6.2.2 Length & Intensity of Interventions

51.0

4.9 -8
I ]
Alcohal Mental Health Nutrition Physical Activity Smoking

mmm Thematic Area — Average Total Assessment Days —Ayerage Contact Count

Figure 20 — Average assessment length and number of contacts per thematic area

The average number of days and the average number of one-to-one contacts that took place for each

thematic area is shown in Figure 20. Although the variation is not significant, it shows that the most popular

thematic area, physical activity, accounted for the second lowest average number of contact counts and
assessment days. It can also be seen that the broad target for intervention periods of 6 to 12 weeks
(depending on individual participants’ needs) set at the beginning of the project was largely met.

6.2.3 Participants Addressing Multiple Thematic Areas

Although participants were encouraged to address more than one thematic area in their health and
wellbeing plans, the majority (79.6%) chose to focus on just one (Figure 21). 1in 5 participants developed
plans addressing at least two thematic areas. Staff at the Hubs suggested that participants may have been
concerned about their ability to make multiple changes to their lifestyle at once, and therefore they may
have benefited from the opportunity to make two or more consecutive health and wellbeing plans.

Where more than one thematic area was included in a participant’s plan, Figure 22 shows that the most

popular pairing was nutrition and physical activity. Figure 21 and Figure 22 only represent data entered on
DCRS.
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Figure 21 - Instance of multiple thematic areas Figure 22 - Most common thematic area pairings

6.3 Types of Smart Goals & Agreed Interventions

Having chosen the thematic area(s) which a participant wanted to address, they then agreed with a
Community Health Facilitator one or more SMART goals which set out what they would achieve and by
when. Participants could also be referred to another service or initiative outside the CoH-Sync Project to
help them improve their health and wellbeing in a particular area. It should be noted that the goal set did
not need to be achieved by the time their involvement in the project ended. Most participant did set goals
within the timeframe but not all.

6.3.1 A Review of Smart Goal Types

SMART goals are Specific, Measurable, Achievable, Relevant and Time-bound — by defining one’s objectives
using these criteria, it is easier to ensure that they are attainable in a given time-frame and to assess what
progress is being achieved. We now turn to look at the breakdown of SMART goals set for the three most
popular thematic areas (chosen by 97.27% of participants combined): physical activity, mental health and
nutrition.

6.3.1.1  Physical Activity Smart Goals

The chart in Figure 23 shows the various SMART goals that were set by participants when their plans focused
on physical activity. 3,172 participants set one or more SMART goal, which was recorded in DCRS. Half
(50.47%) of participants set ‘establish an exercise programme’ as their goal. Where participants’ goals were
listed as ‘Other’, their notes were reviewed, and a breakdown of the themes is presented in the key on the
right.
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Go to gym 2.17%
Gardening activities 2. 17%

Go swimming 2.17%

Establish an exercise program
50.47%

Figure 23 - Physical Activity Smart goals

6.3.1.2 Mental Health Smart goals

There was a greater spread in the SMART goals set by participants seeking to improve their mental health,
with 2,570 participants setting one or more goal in DCRS. The most popular goal, chosen by 1 in 5, was to
‘improve personal habits’. This goal, when investigated, broke down into a number of subset areas: be more
physically active; create ‘me time’; get adequate rest; improve self-care; improve sleep habits; improve
work/life balance; maintain a healthy diet. Of these, self-care and more ‘me time’ were the most popular.
The key on the right-hand side of the chart below also gives a further breakdown of the themes for the
SMART goals categorised as ‘Other’.

Reduce stress Increase my social connections

9.38% 8.52%.
. Cope with difficult situations better

Increase

.02%
relaxation Build self worth and value myself
time... 4.32%
Greater self awareness
Improve sleep / rest
__Other More family time

Learning._ 13.07% Improve physical activity

11.75% Improve work/ life balance

Understand long/term risks

Maintain positive h Improve personal habits
attitude 20.78%

14.47%
Figure 24 - Mental Health Smart goals
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6.3.1.3  Nutrition Smart goals

When participants developed health and wellbeing plans with nutrition as a core focus, there was a
reasonably even split between four SMART goals in particular. Learning about nutrition and the risks of not
having a balanced diet; eating the recommended portion sizes; making healthier meals at home; and
improving the uptake of key nutrients were each selected by between 1in 4 and 1 in 5 participants. In total
1,365 participants set at least one nutrition goal. Among the SMART goals categorised as ‘Other’ were similar
objectives phrased negatively. In other words, rather than aiming to improve the uptake of key nutrients,
they aimed to reduce their intake of salt or sugar.

) Eat recommended portions
Make healthier meals at home 21.25%

21.39% Cook warm meals,
1.25%
Increase water intake,
0.73%
Reduce sugar intake
/ Reduce salt intake

Buy healthier foods
Improve nutritional uptake
24.98%

Learn to cook
Reduce unhealthy

snacks
Reduce takeaway food

Eat 3 meals

Learn about nutrition, risks and strategies
26.30%

Figure 25 - Nutrition Smart goals

6.3.2 A Review of Intervention Support

Where participants were supported by internal or external services services to achieve their health and
wellbeing goals, referrals were recorded and tracked in DCRS — 7,079 such instances were recorded. In line
with the popularity of the physical activity, mental health and nutrition thematic areas, over 98% of
interventions related to one of these three themes (physical activity accounted for 44.1% of the
interventions; mental health accounted for 35.1%; and nutrition for 19.1%). In the review below, we have
excluded intervention referrals that had non-specific labels (e.g. information or support group) and
categories where less than 10 referrals were made.

Community Health Synchronisation Project (CoH-Sync) Evaluation Report
24



Online video
physical
activity class [
Online Yoga demonstration | Tai Chi

Online live Strength
stream :
4 week step challenge physical Online Balance

and

activity class... | Zumba Exercise

Walking Group
Physical Step
Activity... Challenge
Es e Class
Stepping Weight
Programm.. ng
Chronic
Yoga Pain Mgt.

Physical Activity Group | Chair
Online Pilates Education Session(s) | Exercise

Figure 26 - An overview of physical activity interventions undertaken
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Figure 27 — An overview of mental health interventions undertaken
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Figure 28 - An overview of nutrition interventions undertaken

These charts demonstrate the breadth of activities and programmes which were made available to
participants to best accommodate their needs and preferences. Feedback from participants (reviewed in
Section 9) demonstrates that this wide-ranging offer was a highly valued feature of the CoH-Sync project as
it gave them a sense of choice and control over their health and wellbeing plans. It is important to highlight
that triangulation of the data suggests that most of these referrals were to internal services, for example
classes and groups provided by CoH-Sync or the Hubs through other projects.
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/ Project Outputs

This section analyses the outputs of the CoH-Sync project as recorded (or subsequently imported in the case
of historic or Scotland data) into the DCRS.

7.1 Goal Completions and Intervention Attendance

Goal Completion

Smoking I .
The recorded Completion statuses of Physical Activity I
participants’ SMART goals are shown
P A Nutrition I
in Figure 29. The vast majority of cases
were recorded as fully completed, Mental Health I
with the thematic areas of phySicaI Alcohol I
activity (93.1%) and mental health
(92.4%) seeing the highest completion 0% 20% 40% 60% 80%  100%
rates. B Completed ® Part completed Did not complete

Figure 29— Goal Outcome by Thematic Area

Intervention Referral Attendance

Most participants who received a

SMOKing |
health assessment and developed a Physical Activity
Health and Wellbeing Plan received an N U it |
intervention referral to an internal VI TNh—a———
and/or external programme or service. /AL CO O ||
The attendance rates based on these 0% 20% 40% 60% 80% 100%
referrals are shown in Figure 30,
broken down for each thematic area. m Attended  ® Did not attend

Figure 30 — Intervention Referral Attendance by Thematic Area

Unfortunately, the reliability of this data is unclear. Hubs were not given clear instructions on how to classify
goal-completion and intervention attendance, and final sign-off on these figures was undertaken by
administrative staff rather than the Community Health Facilitators who had worked with participants on a
1:1 basis. Therefore, this data should not be accepted at face value, but should rather point to the need for
future projects to include guidance on how to validate outcomes.

7.2 Quantified Improvements

With DCRS, assessment measures before and after an intervention can be recorded, and hence the level of
change achieved on average can be quantified. To do so, all data is validated at the point of entry into the
system, and only questionnaires with measures recorded both before and after the intervention are
included. Unfortunately, this data was not available in imported historic and Scotland datasets — this
contributed to there being many cases where pre- and post- scores were not recorded. So, while there are
clearly stated available sample sizes in these results, it is difficult to ascertain the overall significance of the
results.
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7.2.1 Physical Activity Improvements

Participants who focused on improving their physical activity were asked about their levels of physical
activity before and after the supportive intervention. The averaged scores (based on sample sizes of 1,731,
1,735 and 2,566 participants respectively) shows a clear increase in participants’ activity levels as a result of
the intervention.

Before After Change

112.21 187.17 66.80% A
e

Figure 31 - Before and after averages of physical activity measures

Moderate Exercise Mins (Last Week)

Vigorous Exercise Mins (Last Week) 49.46% A

Physical Activity Score

7.2.1.1  Comparison to DCRS Participant Base

DCRS is the data collection system utilised by most health trainer services in England. As such, CoH-Sync data
was compared with DCRS Participant Base data concerning changes in levels of moderate exercise recorded
in the 2016 Minded to Change report®. The DCRS Participant Base data looks at changes in physical exercise
in 30-minute increments per week whereas the CoH-Sync data uses the total number of minutes of activity
as the measure. Nevertheless, the 66.8% increase in the amount of time spent engaging in moderate
exercise per week recorded in the CoH-Sync project is roughly comparable with the 72.59% increase
documented in the Minded to Change report.

D. Moderate exercise (30 mins per week) change for all clients, July 2012 — July 2015

+72.59%

Figure 32 - Moderate exercise changes from Minded to Change report

7.2.2 Considered General Health Improvements

Participants were asked to rate current rate on entry and when exiting the service. Of some 6168 before and
after responses and it was been found that those responding ‘very good’ rose from 13.13% to 25.66% of all
participants, meanwhile we see a corresponding decline for ‘very bad’ from 1.34% to 0.13%.

® The Minded to Change report is an evaluation of how Health Trainer services in England impact of the mental health
and wellbeing of beneficiaries.
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Figure 1 - Considered General Health

7.2.3 Mental Health Improvements

The changes in the mental health of participants who focused on this area were measured using three
validated wellbeing tools:

o Self-Belief Score: Chen, Gully, Eden’s New General Self-Efficacy Scale (2001) (G Chen)
e Friendship Score: Hawthorne’s Friendship Scale (2006) (Hawthorne)
o Wellbeing Score: The Warwick-Edinburgh Mental Wellbeing Scales (2007) (R. T. al)

The scores in Figure 33 (each on a score of 1 to 100) are averages of the pre- and post-intervention
measures, calculated from samples of 1487, 1258, and 1464 participants respectively. Self-belief scores
increased on average by 16.49%, friendship scores by 14.22% and wellbeing scores by 8.69%.

Before After Change

Figure 33 - Before and after averages of wellbeing measures

Self-Belief Score
Friendship Score

Wellbeing Score

7.2.3.1 Comparison to DCRS Participant Base

The Minded to Change report includes DCRS Participant Base data relating to self-efficacy scores, which
maps to the self-belief measure used in the CoH-Sync project. While the DCRS Participant Base saw an
average increase of 10.9% in self-efficacy scores, CoH-Sync participants experienced a higher average
increase of 16.5%.

D. Pre and post self-efficacy scores for all health trainer clients, July 2012 — July 2015
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Figure 34 - Self-Efficacy Change obtained from Minded the Change report
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7.2.4 Health Confidence Improvements

An integral part of CoH-Sync’s approach was to improve participants health literacy levels. By supporting
participants’ ability and confidence to make sustained, positive choices to improve their health and
wellbeing, it was hoped that health inequalities could be reduced. Evidence pertaining to health literacy
levels was gathered using validated questions from the European Health Literacy Survey Questionnaire (S. e.
al) which explored participant’s access to, awareness and understanding of health-related information.

Based on a sample of 1,017 responses, Figure 35 shows an average 10.3% increase in participants’
confidence about their ability to address their own health needs.

Before After Change
Confidence About Addressing Health Needs I I 10.28% &

Figure 35 - Before and after averages of confidence measures

Self-efficacy was also available in DCRS to be

recorded before and after. Although both 17

male and female participants saw their self- Male 108
efficacy scores increase as a result of the

project, Figure 36 shows that women

experienced a greater increase than men l-
Female EpJ 386

(65.5% compared to 56.9%), based on a total

of 1,647 responses.
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Figure 36 - Self-Efficacy by Gender

2% 45% of participants reported that their health literacy

improved as a result of the CoH-Sync project (Figure 37).
Health Literate P Y proj ( g )
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Figure 37 — Participants’ Health Literacy

7.2.5 Nutrition Improvements

Given the high interest shown by participants in improving their diet, the Hubs invested significant time and
effort into providing classes, activities and accessible information that supported participants’ nutrition-
related goals. The improvement in participants’ consumption of fruit and vegetables (Figure 38 shows the
average increase based on 3,120 participants’ responses) is testament to the value of those efforts.
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Figure 38 - Before and after averages of Fruit and Vegetable portions per day

Before taking part in the CoH-Sync project,
only 10.32% of participants ate at least 5
Pre - 10.32% portions of fruit and vegetables a day, as
per the Government’s recommended
minimum target. After being involved in
the project, nearly half of participants were

Post _ 47.98% getting their ‘5 a day’ on a consistent basis.
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Figure 39 — Proportion eating 5 fruit and vegetables per day

7.2.5.1  Comparison to DCRS Participant Base

Compared to the DCRS Participant Base data in the Minded to Change report, CoH-Sync’s participants saw a
greater percentage increase in the average number of fruit and vegetable portions consumed per day (64%
compared to 51.5%). However, CoH-Sync participants started from a lower base and so, after the
intervention, they were still eating fewer portions of fruit and vegetables on average than those described in

the Minded to Change report.

E  Consumption of fruit and vegetables per day change for all clients, July 2012 — July 2015
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Figure 40 - Consumption of Fruit and Vegetables change obtained from Minded the Change report

7.2.6  Other Improvements

Shown below are a combination of three other metrics related to Physical Activity, Alcohol and Smoking. The
average changes pre- and post- intervention are positive, though the population sizes in question are much
smaller than those listed above (66, 157 and 439 respectively) and smaller than the numbers of participants
who chose to focus on these thematic areas. Accordingly, these results should be treated with caution.
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Figure 41 - Before and after averages for remaining change measures

Number Of Times Walked (Last Week)

Drink Units (Last Week)

7.2.7 Statistical Analysis

To provide some data triangulation for the results, and so ensure the validity of the findings, paired samples
t-testing was undertaken (using the Wilcoxon test as the data is not normally distributed). This can be
reviewed in the appendix 11.2. This testing reviewed and compared the before and after scoring spreads and
mean averages between key related sample groups for physical activity, mental health and nutrition
(namely, minutes of moderate exercise; self-belief; and health confidence improvements). In each case, the
median before scores were greater than the median after scores, and the spread was found to be narrower
with fewer outliers in each improved after recording.
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8 Hubs’ reflections on their delivery of CoH-Sync

This section includes an analysis of the case studies written by the Royal Society for Public Health, describing
the delivery experience of each of the eight CoH-Sync Hubs, with the aim of highlighting common enablers,
challenges and learnings from local operational perspectives.

8.1.1 Enablers

When asked to share what enabled the successes of the CoH-Sync project in their areas, two common
themes emerged from the Hubs’ responses.

a) The importance of recruiting local Community Health Facilitators (CHFs)

Hubs reported that the CHFs’ local knowledge and insights were key to being able to reach and engage with

participants. As the team from the Cavan and Monaghan Hub put it: “The Community Health Facilitators and
Coordinator had a deep understanding of the communities they sought to engage, and a genuine interest in

wanting to serve them”.

b) The relationships with local organisations and stakeholders for service delivery

Another significant, and related, operational advantage for the delivery of CoH-Sync was the local knowledge
and relationships held by the organisations leading the Hubs. These enabled them to provide a stronger and
more versatile offer to participants, which was a much-valued feature of the project. For example, the
Armagh and Dungannon and Donegal Hubs were able to make direct referrals to local statutory services
given their pre-existing connections to those organisations. This reduced any psychological or physical
barriers which participants might have faced to accessing that support.

8.1.2 Challenges

The challenges which Hubs faced to delivering the project fell under three main themes:
a) COvVID-19

The COVID-19 pandemic had an impact on each of the Hubs. For instance, the team at the Cavan and
Monaghan Hub described how it made recruiting and engaging with participants more difficult, particularly
with those from the most marginalised and underserved groups. Most Hubs reported that they saw people’s
health priorities change as the pandemic hit, and the number of people developing or following health and
wellbeing plans fell accordingly. The COVID-19 Participant Support Form was introduced to help Hubs adapt
to this shift and focus on meeting the immediate material needs of people in their communities while they
were unable to engage with a full health and wellbeing plan.

The Dumfries and Galloway Hub, which was led by NHS Dumfries and Galloway, was especially badly hit
because many of its staff had to be redeployed to the frontlines of the pandemic response and they
struggled to find third sector partners to support the delivery of CoH-Sync.

b) Operationalisation of the project

CoH-Sync’s methodology aimed to deliver a robust and consistent offer across eight regions in three
different countries. However, key operational aspects such as the project directive, standardised health and
wellbeing plans, data collection tools and project materials were not available from the outset. Due to
funding and timescale constraints, these had to be developed while the project was in operation. As such,
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most Hubs reported disruptions due to repeat changes to the key project requirements. For example, there
was a perceived lack of clarity in the recruitment criteria (geographical areas and age groups), and the
amount of time available and number of sessions with participants which were required. Some Hubs also
highlighted that the volume of, and changes to, paperwork demands added pressure to CHFs. Nevertheless,
none of the Hubs claimed that these challenges prevented them from reaching the expected deliverables.

c) Data Collection and Reporting System

For many Hubs, the introduction of the DCRS system presented a challenge as additional training and work
was required from them to move to the standardised system. However, most Hubs mentioned that, once
embedded, DCRS provided them with an efficient and useful tool to collect and analyse data.

NHS Dumfries and Galloway, which led the Scottish Hubs, had organisational strategic plans to embed
MORSE, another data collection system, to function across its services. Whilst there were plans for MORSE
to be compatible with DCRS, COVID-19 delayed its roll-out and ultimately it was not possible for these Hubs
to transition to the standardised data collection system.

a) Reaching and engaging rural areas

Although the Hubs could draw on their local knowledge and relationships, engaging with participants from
the most rural areas remained a challenge. For example, a lack of Wi-Fi, digital devices or confidence in using
them prevented many clients in rural areas from participating in activities held online, while digital delivery
was necessitated by the lockdown restrictions at the onset of the COVID-19 pandemic.

8.1.3 Key learnings

Teams from the Hubs involved in CoH-Sync described a range of key learnings they had taken from the
project:

The Armagh and Dungannon Hub underlined the importance of mapping local assets and stakeholders to
avoid competition and duplication, planning for contingencies, and having the processes which should be
routine to project delivery finalised in advance.

The Bogside & Brandywell hub felt that the value of collaboration and the importance of clear expectations
and communication to a project’s success were important lessons to be taken from their experience. They
also mentioned that clear guidelines regarding the delivery model should be defined from the beginning.

The Cavan and Monaghan Hub felt the person-centred approach and the offer structured around thematic
areas were positive features of the project, as they gave participants a sense of autonomy. They also
mentioned that having both face-to-face and online activities was an effective way to maximise people’s
opportunities to participate. For this Hub, collaboration with community groups and employing local
people contributed to its success.

The Donegal Hubs stressed the importance of a sustainability strategy to ensure long-lasting effects: “the
project finished without a strategy for ensuring its sustainability, and without an opportunity to reflect and
evaluate”. They also questioned if community-based Hubs were best-positioned to deliver support on
reducing alcohol and smoking consumption, based on the low take-up of these thematic areas.

The Dumfries and Galloway Hub regarded the effectiveness of brief, targeted and personalised

interventions as a key learning. They also experienced success in their use of a hybrid model (bringing
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together the NHS and third sector organisations) to deal with a high turnover of Community Health
Facilitators and increase engagement with local communities.

The Enniskillen and Fermanagh Hub reflected on how well the project offer suited those who were keen on
improving their health but didn’t know where to start. The project worked to support participants’
priorities and could be shaped to fit their personal circumstances, helping participants feel in control of their
health. The Hub also highlighted the importance of working with other internal and external services on
referral pathways and signposting strategies to support participants’ health goals. In addition, having some
level of clinical understanding as part of CHFs’ knowledge and skills was described by the Enniskillen and
Fermanagh Hub team as beneficial for their confidence and participants’ outcomes.

8.1.4 Experience

There were some common themes to the Hubs’ experience in delivering the CoH-Sync project:

1) Physical activity and nutrition were among the most popular thematic areas. Initiatives like Cook-It
were found by the Armagh and Dungannon and Donegal Hubs to be particularly valuable in helping
people to develop cooking skills and enhance their knowledge around nutrition.

2) Support for mental health had high take-up in many Hubs, especially during the COVID-19
lockdowns.

3) Online support for participants — and support for them to get online. The project developed a
virtuous circle when Hubs supported participants to get online during the pandemic so that they
could continue accessing services. The Dumfries and Galloway Hub used Zoom to support people
who were shielding and signposted those experiencing isolation to other community projects that
aimed to improve 