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[bookmark: _Toc534831510]Comments from Knowledge Management team
The articles are presented from page 3 onwards in this document, and numbers referred to below related to the number in the left hand column.

There are numerous evaluations of Making Every Contact Count, and its implementation by various providers. However, many papers suggested that evaluation of the programmes overall was still in relatively early stages and evaluations showed that they were still in relatively early stages of change, so there were no in-depth studies looking at the cultural elements of the programme. 

Items 1-4 in particular evaluate the implementation of MECC and some of the culture change aspects, although often in the context of being a potential barrier MECC has tried to overcome, rather than reporting on any cultural change within an organisation. Item 1 looks at how normalisation theory can help overcome this, with other papers (2) looking at the role of champions in spreading change, and note that the differences in approach are due to a variety of factors, from organisation to system-level (3), and a “critical mass” of staff being reached (4) as well as management factors such as CQUINs (4).

Engagement with staff at different levels (5,6) was also a key factor, and organisations that had successfully implemented it (7,8,9,10,11) cited a variety of factors from staff training and champions, to approaching the programme as a culture change initiative in its own right. 

[bookmark: _Toc534831511]Other documents of interest

The Public Health England/ HEE MECC Practical Resources:
These documents support the local implementation and evaluation of MECC activity and the development of training resources.  
https://www.gov.uk/government/publications/making-every-contact-count-mecc-practical-resources 

Wessex School of Public Health Public Health Training, Education and Workforce Development Report  (HEE, 2016)
Includes a brief overview of MECC in the region, see page 11 onwards
[image: ]
MECC and Culture Change
http://www.wessexdeanery.nhs.uk/pdf/HEW_PH_EdandWorkforce_Sept2015_Mar2016.pdf 
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	No
	Item Details
	Abstract
	Key points relating to culture change or organisational aspects

	
1
	
Are healthcare professionals delivering opportunistic behaviour change interventions? A multi-professional survey of engagement with public health policy

Chris Keyworth, Tracy Epton, Joanna Goldthorpe, Rachel Calam and Christopher J. Armitage

Implementation Science 2018 13:122

https://doi.org/10.1186/s13012-018-0814-x 
	
“Making Every Contact Count” (MECC), a public health policy in the UK, compels healthcare professionals to deliver opportunistic health behaviour change interventions to patients during routine medical consultations. Professionals’ awareness of, and engagement with, the policy is unclear. This study examined (1) awareness of the MECC policy, and (2) the prevalence of MECC-related practice in relation to (a) perceived patient benefit, (b) how often healthcare professionals deliver interventions during routine consultations, and (c) the time spent on this activity.

Policy makers must address the gap between the proportion of patients that healthcare professionals perceive would benefit from opportunistic behaviour change interventions and those receiving them (an estimated 50.0%; 16,473 additional patients could have benefited). Future research should consider how healthcare professionals identify patients who might benefit from opportunistic behaviour change interventions and developing training for efficient delivery of interventions.
	
Organisations face a number of barriers to implementing public health policy in relation to clinical practice … a lack of clinician engagement and lack of clarity of the personal relevance of the policy, perceived lack of time and resources to implement policy and a lack of managerial support and complex guidelines leading to poor implementation. 

Such barriers are consistent with both traditional and more recent theoretical approaches to understanding implementation. 

Normalization Process Theory can be used to understand how policy becomes embedded in practice, outlining the importance of engaging with public health policies (cognitive participation) and understanding how healthcare professionals make sense of the policy in question (coherence).

This is the first study to examine the extent to which healthcare professionals working in direct contact with patients reported delivering opportunistic behaviour change interventions consistent with a national public health policy. There were two important findings. First, awareness of the MECC policy for delivering brief behaviour change interventions was low; approximately one third of our sample reported having heard of the policy. Second, even when healthcare professionals perceived that patients would benefit from an opportunistic behaviour change intervention

	2
	‘Making every contact count’: evaluation of the impact of an intervention to train health and social care practitioners in skills to support health behaviour change
Wendy Lawrence,1 Christina Black,1,2 Tannaze Tinati,1 Sue Cradock,3 Rufia Begum,1,2 Megan Jarman,1,2 Anna Pease,4 Barrie Margetts,5 Jenny Davies,6 Hazel Inskip,1 Cyrus Cooper,1,2 Janis Baird,1 and Mary Barker1

https://journals.sagepub.com /doi/abs/10.1177/1359105314523304 
	A total of 148 health and social care practitioners were trained in skills to support behaviour change: creating opportunities to discuss health behaviours, using open discovery questions, listening, reflecting and goal-setting. At three time points post-training, use of the skills was evaluated and compared with use of skills by untrained practitioners. Trained practitioners demonstrated significantly greater use of these client-centred skills to support behaviour change compared to their untrained peers up to one-year post-training. Because it uses existing services to deliver support for behaviour change, this training intervention has the potential to improve public health at relatively low cost.
Keywords: Behaviour change, Evaluation, Health and social care practitioners, Healthy Conversation Skills, Intervention, Public health, Training
	Training was designed to be accessible to practitioners from a range of backgrounds, many with limited counselling experience, to equip them to support clients in an opportunistic way. 

Allows trainees to practise the skills between sessions, and offers on-going support using a variety of methods including self-reflection tools, the follow-up phone call and the workshop. 

… have also encouraged the Centres to identify champions and where this has been successful there is a clearer workplace support mechanism in place … for instance a requirement for evidence of use of the skills in staff appraisals.

The style adopted for the delivery of Healthy Conversation Skills training may also have enhanced take-up of skills and increased trainees’ self-efficacy for supporting behaviour change. The trainers modelled the non-didactic, counselling, facilitative style they wished to promote in their trainees. Trainers used open discovery questions nearly a third of the time when they were talking, and trainees spent most of the training time talking and participating in activities. These findings indicate a more interactive, less didactic training style than traditional training methods... This participatory style of interaction has shown to be more effective than traditional approaches … partly because they increase self-efficacy 

The process of learning and using these skills is somewhat circular; practitioners trained in Healthy Conversation Skills were more likely to feel they were able to use them with clients and hence more likely to see the benefits of using them... It is therefore crucial to provide opportunities to practise new skills when attempting to change staff practice.

One reason that the training reached a high proportion of practitioners was that it was developed and implemented in close collaboration with local commissioners and service providers who had identified a need for their practitioners to receive training. Discussions with service providers influenced the content and mode of delivery of the training. In some cases, commissioners made the training a requirement of their service providers, therefore mandatory for all front-line staff. 

	3
	Public health practitioners’ views of the ‘Making Every Contact Count’ initiative and standards for its evaluation
A Chisholm P Ang-Chen S Peters J Hart J Beenstock
Journal of Public Health, May 2018
Abstract and details on publisher's website 

	Background NHS England encourages staff to use everyday interactions with patients to discuss healthy lifestyle changes as part of the ‘Making Every Contact Count’ (MECC) approach. Although healthcare, government and public health organisations are now expected to adopt this approach, evidence is lacking about how MECC is currently implemented in practice. This study explored the views and experiences of those involved in designing, delivering and evaluating MECC.
Methods We conducted a qualitative study using semi-structured interviews…
Results Four key themes emerged identifying factors accounting for variations in MECC implementation: (i) ‘design, quality and breadth of training’, (ii) ‘outcomes attended to and measured’, (iii) ‘engagement levels of trainees and trainers’ and (iv) ‘system-level influences’.

	
Evidence is lacking about how MECC is currently implemented in practice 

Four key themes emerged identifying factors accounting for variations in MECC implementation: 
(i) ‘design, quality and breadth of training’, 
(ii) ‘outcomes attended to and measured’, 
(iii) ‘engagement levels of trainees and trainers’ and 
(iv) ‘system-level influences’

Because organisations interpret MECC differently, staff training varies in nature.

MECC is considered a valuable public health approach but because organisations interpret MECC differently, staff training varies in nature. Practitioners believe that implementation can be improved, and an evidence-base underpinning MECC developed, by sharing experiences more widely, introducing standardization to staff training and finding better methods for assessing meaningful outcomes.

	4
	Making Every Contact Count: an evaluation
A. Nelson, C. de Normanville, K. Payne, M.P. Kelly

Public Health
Volume 127, Issue 7, July 2013, Pages 653-660 
DOI: 10.1016/j.puhe.2013.04.013 

https://www.sciencedirect.com/science /article/pii/S0033350613001285 
	Objectives: To conduct an initial evaluation of a behaviour change programme called ‘Making Every Contact Count’ (MECC). 
Study design: Retrospective interview study.
Methods: In depth qualitative interviews with key stakeholders engaged in the delivery of
MECC which were digitally recorded, transcribed and analysed thematically using frame-
work analysis.
Results: The responses of those involved were generally favourable and although the ‘intuitive’ nature of the idea of Making Every Contact Count clearly resonated with interviewees, the take up was variable across different organisations.
Conclusions: The approach to MECC described here was based on some of the principles
outlined in the NICE Guidance on behaviour change published in 2007. The report shows
that MECC has considerable potential for changing staff behaviour in relation promoting
health enhancing behaviour among members of the general public coming into contact
with services 

	“Although the use of contract levers such as CQUINs can be advantageous and has been applied in a number of cases it was felt by some respondents that in itself wouldn’t lead to
the sort of long term culture change required to truly embed MECC in the core practice of organisations and to make it sustainable.”

… What were the keys to successfully embedding and sustaining MECC within those organisations the which had adopted it… 
One factor identified in the potential sustainability of MECC within such a variety of different services was the need to create a ‘critical mass’ of staff who were competent and capable of delivering MECC to the public:
saturate it so that we have enough people locally to absorb the effect of people moving on so we should have some sustainability
…while another emphasised its inherent simplicity: MECC is about ’People’ not facts or knowledge so as long as you keep those people enthused and confident that’s what will make it sustainable.

A consistent view was that MECC and the PLBC framework needed to be aligned to the organisations’ wider workforce strategies so as not to be seen as another ‘project’ and therefore peripheral. Another health practitioner cited the potential value of developing a ‘network’ with the aim of sharing good practice in if we really want this to work, how do you embed that so that it is part of your workforce strategy…
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	Item Details
	Abstract
	Key points relating to culture change or organisational aspects

	5
	A Workforce for Prevention: Making every contact count (MECC) in Camden and Islington 
An interim evaluation report February 2018


Full text 
	
The Camden and Islington Programme is a three-tiered training programme focussing on health, wellbeing, housing, employment and income. It has a high degree of flexibility and is aimed at all frontline staff, including council, NHS, emergency services and community and voluntary sector staff. 

	· Extensive pre-engagement with management
· Core component of corporate induction
· Included housing/ adult social services staff
· Included in PDRs, introduced at annual appraisal time 
· Included in service contracts (smoking cessation and weight management) 
· Procurement team looking at including in standard contracts 
· Resources with MECC brand distributed 

	6
	Developing an Implementation Plan for the Health Behaviour Change Framework - Making Every Contact Count
Authors: Aileen Mary Scott, Maria O'Brien,
Mairead Gleeson, Orlaith O'Reilly
https://www.ijic.org/articles /abstract/10.5334/ijic.3457/ 

See also 
https://www.ijic.org/articles /abstract/10.5334/ijic.3467/ 
	Introduction: Ireland, in common with other developed countries, is reforming its health services to meet the challenge of tackling the cost of chronic diseases. An essential element in addressing this is engaging health professionals in preventative activities as part of their routine clinical consultations.
Description of practice change implemented: The Making Every Contact Count Framework is a National Framework for health behaviour change in the health service, which sets out how interventions to support lifestyle behaviour change need to be integrated into our health service. The adoption of this approach by clinicians, frontline staff and leadership teams will result in the people who access the health service on a daily basis being supported in their efforts to make lifestyle behaviour changes in order to reduce their risk of developing chronic disease.
Aim and theory of change: The aim of Making Every Contact Count is to improve the health of each person accessing the health service on a daily basis. Successful implementation will result in patients, expecting their health professional to ask them about their lifestyle behaviour and feeling genuinely supported by him/her to make changes that will improve their health.

	“Engagement with staff regarding the concept of Making Every Contact Count is crucial

Provision of innovative training for staff that is appropriate and accessible for them is a key part of engaging with staff.”

“Implementation of this plan will involve a culture change within our health system and a move from solely a focus on training of staff in behaviour change techniques to a more integrated approach”

	7
	Developing a National Undergraduate Curriculum for Health Professionals in Ireland on health behaviour change (Making Every Contact Count)
17th International Conference on Integrated Care, Dublin, 08-10 May 2017
Maria O' Brien, et al 
Full text 
	
	“Changing this culture and practice to Make Every Contact Count will require upskilling of our existing healthcare staff and teaching the skills and knowledge required in undergraduate training programmes for all health professionals as outlined in the National Implementation plan for Healthy Ireland in the Health Services (2015-2017).

	8
	
Milton Keynes 
Making Every Contact Count
Evaluation Report 2014-2015

Full text
	
	The role of public health in Milton Keynes is to act as the coordinators for driving MECC forward, historically with the leadership of a local ‘implementation group’. 
It is hoped that the group should in the future aim to:
• champion and support the embedding of MECC systematically within organisations
• provide a culture which encourages and promotes prevention and health improvement

For MECC to truly become part of an organisations culture it needs to be embedded into either induction or mandatory training.

	9
	Understanding the wider public health workforce
CfWI/ RSPH
July 2015
Full text 

See also:
https://www.local.gov.uk/sites/default /files/documents/making-every-contact-coun-e23.pdf 
	
	
Wider workforce case study: Wigan Council
Following the transition of public health to the local authority in 2013, Wigan Council seized the opportunity to introduce a whole-system approach in line with the Marmot vision (see Section 2.2 for an explanation of the Marmot report: Fair Society Healthy Lives). This approach has entailed the integration of the public health team throughout the council rather than as a standalone team, and also basing two senior public health analysts in the Joint Intelligence Unit.
Wigan has an extensive array of initiatives to improve the health and wellbeing of the local population, including a network of over 1,655 health champions, the introduction of Making Every Contact Count in several key organisations such as Bridgewater Community Healthcare Trust and Children’s centres and a growing network of Healthy Living Pharmacies.
Since the transition of public health, there has been an acceleration in improvements in a number of major health indicators, which is partly attributed to this whole-system approach. Improvements include Wigan moving from 34th to 11th out of 39 in the North West for obesity rates and a significant decrease in the gap in life expectancy for men from 11.1 years in 2013 to 9.4 years in 2014.

	10
	The Case for Health Coaching
Lessons learned from implementing a training and development intervention for clinicians across the East of England
Carter A, Tamkin P, Wilson S, Miller L

https://eoeleadership.hee.nhs.uk/ sites/default/files/The%20Case%20for %20Health%20Coaching%20-%20Main%20Report.pdf 
	The subject of this report is the IES evaluation of an education initiative/ development intervention consisting of a two-day health coaching programme for 777 clinicians and a further four-day programme for 25 of the clinicians to become in-house NHS clinician trainers in health coaching for skills transfer and sustainability. The intervention was commissioned by Health Education East of England during 2013/2014.
The aims of the evaluation were:
• To explore views on whether health coaching has been a useful approach for clinicians and their patients; and whether it has resulted in any changes to their thinking and practice.
• To describe the health coaching intervention within each pilot organisation; contextualise it within local strategies on long term conditions (LTC), engagement and patient experience, and the process of implementation.
• To liaise and support local representatives in identifying outcome data relevant to their unique context and examine evidence of impact.
	Community Services
Managed as an organisation-wide long-term
‘culture change’ initiative
• A health coaching-friendly organisation culture
was an enabling factor for success.
• Concept sold successfully as a new way of
relating to old problems.
• A group of internal clinician-trainers provided
opportunities for mutual support and momentum
to inform further roll-out.
• A cadre of internal trainers requires ongoing
investment of local resources to release clinicians
to deliver training and ongoing support/CPD.
• Engaging the Chief Executive and other leaders
early proved extremely helpful in making the
necessary resources available for roll-out.

	11
	A Whole System Approach to MECC – Planning and Evaluation Tool
Healthy London Partnership 
https://www.healthylondon.org/wp-content/uploads/2018/05/Whole-System-Approach-to-MECC-Final.pdf 
	The Whole System Approach to MECC is designed to provide an easy to follow guide to carefully thinking through the design and most importantly suggested evaluation criteria at each stage of evaluation. Thinking carefully through what you are trying to achieve through implementation of MECC right from the beginning of your programme, and hence what your evaluation criteria will be, will ensure that funding is used effectively, training is tailored and targeted appropriately, and methods for data capture and evaluation are built into the design of your programme.
	“In order to embed MECC within the routine working of the organisation, it is essential to achieve a cultural shift so healthy lifestyle behaviours are considered the norm and endorsed and aspired to by all levels of staff. This will require engagement at board level, with support at all levels of management. This is important both in terms of prioritising the MECC activity and in management facilitating staff time to undertake and record MECC interventions. It will also require an environment conducive to the delivery of MECC and health behaviour change interventions. (see Barriers and Enablers.)” Page 5





[bookmark: _Toc534831515]Motivational Interviewing and MECC in Occupational Health settings 
	
	Item Details
	Abstract
	Key points relating to culture change or organisational aspects

	12
	Understanding motivational interviewing for occupational health nurses
Wills, Jane; Harriss, Anne. Occupational Health & Wellbeing; Sutton Vol. 70, Iss. 3, (Mar 2018): 27-29.


	The World Health Organization (2001) recognises OH as being a specialist branch of public health, and occupational health nurses (OHNs) are integral to promoting and supporting the health and wellbeing of workforces in a variety of settings. The Council for Work and Health (2010) emphasises that OH practitioners should take every opportunity to promote employee health, and this approach is integral to Public Health England and Health Education England's "Making Every Contact Count" initiative. The Harrison report for the Council for Work and Health (Council for Work and Health, 2014), while reporting on the rise of long-term conditions and that workplaces are places where lifestyle factors that contribute to the future burden of public health can be addressed to keep people economically active, did not identify these skills in its examination of future training needs. "Individuals may indicate a lack of confidence in their u coping mechanisms relating to an effective return to work" "The OHN has an important role in supporting people with health issues to make health-related behaviour changes" 
	
[image: ]
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[bookmark: _Toc534831517]Sources and Databases Searched
AMED, BNI, CINAHL, EMBASE, HBE, HMIC, Medline, PsycINFO, PubMed
Google nhs.uk / gov.uk site search 

[bookmark: _Toc534831518]Help accessing articles or papers
Where a report/ journal article or resource is freely available the link or PDF has been provided. If an NHS OpenAthens account is required this has been indicated. If you do not have an OpenAthens account you can self-register here. If you need help accessing an article, or have any other questions, contact the Knowledge Management team for support (see below). 

You can contact the HEE Knowledge Management team on KnowledgeManagement@hee.nhs.uk 
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Occupationalhealth&wellbeing

Motivational interviewing is a technigue occupational health
professionals can use to help them understand what may motivate

a client to change unhealthy behaviours and, in turn, help them return
to work. Professor Jane Wills and Professor Anne Harriss explain

how it works and can make a difference.

Understanding
motivational
interviewing for
occupational
health nurses

ccupationalhealth
takes a proactive
approach to
health, consider-
ing the effect of
work on health

and, just as importantly, the impact
of health on work.

The World Health Organization
(2001) recognises OH as being a
specialist branch of public health,
and occupational health nurses
(OHNs) are integral to promoting
and supporting the health and well-
being of workforces in a variety of
settings.

The Council for Work and Health
(2010) emphasises that OH practi-
tioners should take every opportu-
nity to promote employee health,
and thisapproach isintegral to Pub-
lic Health England and Health Edu-
cation England’s “Making Every
Contact Count” initiative.

There is strong evidence that
(good) work has health-related ben-
efits and being out of work can
impact negatively on physical and
mental health (Waddell and Burton,
2006; Black, 2008; Marmot, 2010;
National Institute for Health and
Care Excellence, 2015).

The OHN has an important role
in supporting people with health
issues Lo 1iake heallli-relaled behav-
iour changes so that they are able to
stay in employment.

From a workplace perspective,
and at a micro-level, poor health has
the potential to 1mpact negatively on
both the quality oflife of individuals
and on their ability to undertake
their job requirements. Front-line
posts in the emergency services, for
example, require specific levels of
physical fitness, and dietary choices,
lack of exercise and smoking are
relevant to these fitness levels.

At a macro-level, this may affect
the organisation’s productivity and
effectiveness (Palmer et al 2013).
Multi-faceted workplace health and
welfare promoting activities are
integral to the role of the OHN, par-
ticularly as part of their rolein devel-
oping effective return-to-work strat-
egies following periods of sickness
absence and assisting those with
physical and/or mental difficulties
to remain economically active.

Attitudes to health, illness and
work are key issues in the support
of individuals in maintaining their
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HEALTH MANAGEMENT Motivational interviewing

wellbeing throughout their working
lives. For some, there are significant
challenges associated with a return
towork following a prolonged period
of absence, particularly if this is
related to alcohol or substance mis-
use or the experience of workplace
stressors such as bullying, which
impacts on their mental health.

Individuals mayindicate alack of
confidence in their coping mecha-
nisms relating to an effective return
to work. Related to all of these are
the individual’s readiness, willing-
ness and ability to change aspects
of their life.

Motivational interviewing (MI) is
astyle of client-centred counselling
to facilitate health-related behav-
iours by resolving clients’ lack of
motivation (Miller and Rollnick
2012). It was developed in the US
for counsellors working with addic-
tions, who found that trying to per-
suade problem drinkers to change
their behaviour through direct per-
suasion or confrontation was
unproductive and led to denial and
resistance.

In MI, the practitioner will use
three principles — collaboration,
evocation and autonomy — to estab-
lish rapport and initiate a conversa-
tion, reduce resistance, develop
discrepancy between what is hap-
pening now and what the individual
values for the future, and elicit
“change talk” (the patient’s own
reasons and arguments for change)
(Hettema et al, 2005; Miller and
Rollnick, 2012).

MI includes a number of simple
communication techniques for
assessing readiness to change and
patients’ perceived self-confidence,
for weighing up the pros and cons
of current behaviours and exploring
ambivalence and setting goals for
self-management.

While these simple communica-
tion strategies can be taught, Miller
and Rollnick (2012) refer to the
“spirit” of MI — that it is as much
about supporting patients’ sense of
responsibility, empowerment and
self-confidence as it is about using
techniques.

Although National Institute for
Health and Care Excellence (NICE)
guidance on behaviour change tech-
niques does not specifically recom-
mend motivational interviewing
(NICE, 2014), Rubak’s (2005) meta-
analysis found that MI outperforms
traditional advice-giving in the
treatment of a broad range of behav-
ioural problems and diseases.

28 March 2018

The approach has become widely
adopted throughout health and
social cares services and is used as
part of brief interventions in clinical
settings on many issues from smok-
ing cessation to managing diabetes.

It has not been widely used in
occupational settings, although But-
terworth et al (2006) explored the
effectiveness of health coaching
using motivational interviewing
techniques. They found that the
offer of “health coaching” was attrac-
tive to the higher-risk individuals
who might not otherwise take up
health promotion interventions in
the workplace.

The Harrison report for the Coun-
cil for Work and Health (Council for
Work and Health, 2014), while
reporting on the rise of long-term
conditions and that workplaces are
places where lifestyle factors that
contribute to the future burden of
public health can be addressed to
keep people economically active, did
not identify these skills in its exam-
ination of future training needs.
Similarly, the skills of motivational
interviewing are not integral to the
Public Health England (2016) docu-
ment Educating occupational
health nurses.

This article explores the relevance
of an MI approach to OH practice
from the perspective of experienced
OHNs who are practice teachers
(PTs) supporting the workplace-
based learning of students enrolled
on the PG Dip/BSc (Hons) occupa-
tional health nursing specialist com-
munity public health nurse (occu-
pational health) at London South
Bank University.

A convenience sample of 15 PTs
was offered a one-hour introduction
to motivational interviewing. A
focus group and short survey used
semi-structured questions to
explore current OH practice and
whether MI was an approach that
could be integrated into practice.

Findings and discussion
For four of the PTs, it was the first
time they had heard of MI. All of
them felt that MI was relevant, but
they did not feel it reflected their
current practice:
B “Weare more about information
giving and persuasion to get some-
one fit for work.”
B “At present, OH is focused on
readiness to return to work rather
than promoting/reducingill health.”
Several described OH practice as
sitting within a medical model in

which the practitioner identified
health problems and then seeks to
remedy them. It was described as
“functional not holistic”.

Several of the PTs were aware that
the approach of MI was contrary to
their communication style:

B “This might stop me thinking I
had to change people.”
B “I'm a fixer.”

Miller and Rollnick (2012) refer
tothisinnate instinct to offer a solu-
tion to “right” the problem and as
particularly evident in nurses. This
righting reflex means nurses fre-
quently impose their own perspec-
tive. For example, one PT referred
to a client, Mr J, who broke his leg
on site nine months ago. He usually
spends his day watching TV, and the
nurse, in the OH interview about his
return to work, explained the ben-
efit of exercise to him.

Mr J was not interested and said
his leg hurt too much. In a motiva-
tional interview, the nurse might ask
Mr J to describe his day and what
gave him pleasure and what were
thebarriers to him becoming mobile
and, in this way, he might be guided
to explore his ambivalence about
returning to work and identify what
is both important and manageable
for him.

The nurse also was aware that,
faced with Mr J’s intransigence, she
had started to argue with him and
tell him that he was perfectly able to
work again. Arguing in favour of
change (returning to work) placed
Mr J on the defensive and in a posi-
tion of arguing against change.

Time was identified as a key bar-
rier to using an MI approach by the
PTs, and together with the structure
of an assessment meant that PTs did
not explore with clients their attribu-
tions for their sickness or how they
could effect changes to their lifestyle.

Miller and Rollnick (2012) sug-
gest that a session of 30 minutes is
needed to undertake a MI session
that employs the full range of moti-
vational interviewing techniques
and builds rapport.

Follow-up is also regarded as an
important element for encouraging,
maintaining and sustaining behav-
iour change (Miller and Rollnick,
2012; Rubak et al, 2005).

Reflective listening, the use of
open-ended questions and affirma-
tion are central to MI. Reflective
listening, which involves summaris-
ing or reflecting back what is said,
encourages clients to elaborate and
explore their ambivalence about

Individuals may indicate a lack of confidence in their
coping mechanisms relating to an effective return to work”

making any change. It demonstrates
that nurses are trying to understand
clients’ points of view, and lets cli-
ents know they’re being heard and
accepted. The PTs were familiar with
reflective listening but not skilled in
demonstrating it.

PTsalso mentioned that the focus
of MI on motivation could be of core
relevance to OH as practitioners
need to understand not only what
might motivate someone to change
an unhealthy behaviour, but also
motivations about return to work.
These elements may be complex.

For some there could be practical
barriers to such a return, including
difficulties in using public transport
following surgery such as a total hip
replacement. Another barrier to an
effective return could be that cur-
rently the client does not have the
level of fitness required for a par-
ticular post and a time-limited
phased return towork with modified
job requirements could be helpful
in this regard.

There may be attitudinal compo-
nents underpinning a client’s read-
iness and confidence to return to
work. These may be the attitudes of
the client or their manager.

From a client’s perspective, they
may believe that they will be unable
to return to work until all their
symptoms have resolved and they
are what they would consider to be
symptom-free and in good health.

Discussing and developing a well-
planned phased return to work
could help their recuperation. Effec-
tive communication between the
OHN and the client’s manager will
assist in paving the way for such a
return and using techniques of MI
with the manager may assist in the
development of such a strategy.

The introductory session intro-
duced rating scales, with which the
PTsas OHNswere familiar, to assess
pain intensity levels.

Rating scales are used in MI to
evaluate confidence and readiness
for change. When clients are asked
to quantify their readiness or confi-
dence on a scale of 0 to 10, with 0
meaning not confident at all and 10
meaning most confident, they have
to answer quickly.

By asking them what it would take
for them to increase their score, they
focus on elaboration of their motiva-
tions and self-efficacy. Asking why
they didn’t choose a score that’s
three or four less than the one they
have chosen, practitioners can guide
them into positive self-talk, and cli-
ents hear themselves argning in
favour of change.

Using rating scales in an
OH assessment

M OHN: “Mr R, on a scale of 0 to
10 — 10 being the most confident and
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o0 being not confident at all — how
confident are you that you're ready
tolose some weight to become more
mobile?”

B Mr R: “About a 7, I suppose.”

B OHN: “Soyou're fairly confident.
What would it take for youtobe a9
or10?”

B MrR: “Istruggle with my weight
and have done all my life. I find it
really hard to say no to food and I
like it.”

B OHN: “So food is an important
part of your pleasures in life.” (This
is simple reflection).

B Mr R: “Yeah, it is. But I know I
should lose some weight. It’s really
hard with my grandchildren getting
about.”

B OHN: “Your grandchildren are
important to you.” (Again, simple
reflection).

B Mr R: “They’re my world, and I
really want to be around to enjoy
them.” (This is change talk).

B OHN: “Sobackto the confidence
scale: Why did you choose a 7 in-
stead of a 5?”

B Mr R: “I have lost a lot of weight
in the past and kept it off for almost
five years, so I know that I can do it
again.”

M OHN: “That’s fantastic. Tell me
more about howyou did it.” (This is
to support self-efficacy).

The PTs could see from this
example how the use of scaling
questions and reflective listening
could encourage the client to talk
easily about their motivations and
barriers and get them to express
change talk.

They saw this requiring them to
work in different ways with a client,
avoiding simple assessment ques-
tions as theselead to simple answers
and do not explore motivation. In
this example, we can see the client’s
ambivalence and howthe OHN tries
to develop the discrepancy between
alove of food and the client’s love of
his grandchildren that could be com-
promised by his obesity.

Most people will be ambivalent
about making a change and willneed
to weigh up the consequences of
continuing the status quo compared
with the potential advantages of
implementing change.

Exploring the pros and
cons of current behaviour
B OHN: “What are some of the
benefits of continuing your current
diet?”

B Mr R: “I enjoy going out to eat
and drink with friends and family

Occupationalhealth&wellbeing
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andIdon'tliketo havetothink about
what I eat or drink.”

B OHN: “And what are some of
the cons?”

B Mr R: “It raises my blood sugar.
It’s made me gain weight so I don’t
feel good about myself. I get a bit
puffed even walking up the stairs to
my office.”

B OHN: “What would you gain by
watching what you eat and cutting
back on your portions?”

B Mr R: “I'd be able to go out and
play football with my grandson. I
might get my blood sugar under
control and I think I'd feel better
about how I looked, a bit more pro-
fessional.”

B OHN: “Those sound like really
good reasons for giving it a go. What
do you think?”

Most of the practice teachers
described giving information as a
key part of their practice.

In a MI, the practitioner starts
finding out from the individual what
they already know about their dis-
ease or condition, and then clarifies
misconceptions.

Clarifying understanding
and exploring ambivalence
B OHN: “So part of you wants to
get your blood sugar under control,
but the other part of you wants to
keep enjoying meals with friends
and family?”

B Mr R: “Yeah. It’s just so hard to
keep ontop of what I eat all the time.
Often I just can’t be bothered.”

B OHN: “Soit seems a lot of effort.
What happens four or five years
from nowifyoudon’t get your blood
sugar under control? What will that
be like?”

B Mr R: I suppose it can cause
blindness and kidney failure in the
long run.”

B OHN: “How likely do you think
those things are to happen to you?”
B MrR: “Ididn’t really think about
it before, but I guess I'm more vul-
nerable than I thought. I don’t want
to be off work all the time and defi-
nitely not in and out of hospitals or
tied to a dialysis machine.”

B OHN:“Howdoyouthinkyou can
avoid those things?”

B Mr R: “I'm going to have to keep
my blood sugar controlled and start
watching what I eat.”

Conclusion

OHNs5 are well placed to support
employees in making life changes
that impact on their health. They
interact regularly with a group of

The OHN has an important role in supporting people with
health issues to make health-related behaviour changes”

people who may not necessarily
access other healthcare providers.

The use of M1, although currently
not central to the approaches of the
PTswho were involved in this small-
scale study, was mentioned as being
of core relevance in the OH setting,
as OH professionals need to under-
stand what may motivate a client to
change unhealthy behaviours and
what may motivate them to make
an effective return to work.

Most of the participants
described information giving as an
important element within their
practice, but recognised that the use
of M1 techniques could be a power-
ful approach in assisting the client
to understand their health condi-
tion and empowering them to take
positive steps to improving their
health status.

Using MI techniques supports
behaviour changes congruent with
the NICE public health guidelines
on behaviour change.

Currently, for these PTs, the use
of MI is not an integral part of their
skill set. Just as the use of cognitive
behaviour therapy is increasingly
used in the OH setting, MI could also
become more commonly used
within OH practice.

B Professor Jane Wills BA, MA,
MSc, FRSPH is professor of
health promotion at London South
Bank University. Professor Anne
Harriss MSc, Bed, RGN,
RSCPHN, OHNC, NTFHEA,
PFHEA, CMIOSH, QN, FRCN is
professor of occupational health
and course director at London
South Bank University.

References

>Black C (2008). “Working for a
Healthier Tomorrow”. Norwich: TSO.
Available from: www.gov.uk/
government/uploads/system/
uploads/attachment_data/
file/209782/hwwb-working-for-a-
healthier-tomorrow.pdf
>Butterworth S, Linden A, McClay
W and Leo MC (2006). “Effect of
motivational interviewing-based
health coaching on employees’
physical and mental health status”.
Journal of Occupational Health
Psychology, vol.11(4), pp.358-365.
Available online: www.clinicalhealth-
coach.com/wp-content/themes/
CHC/downloads/research-articles/
Butterworth-MI-Based-Health-
Coaching.pdf

>Council for Work and Health
(2010). “Training and Qualifications

for Occupational Health Nurses”.
Council for Worl and Health. Forum
Conferonces, High Barnct.
Available from; www.councilforwork-
andhealth.org.ukfimages/uploads/
library/2013%20-%20Annual%20
Report.pdf

»Council for Work and Health (2014).
“Planning the future”. London:
Council for Work and Health.
>Hettema J, Steele J and Miller WR
(2005). “Motivational Interviewing”.
Annual Review of Clinical Psychol-
ogy, vol.1(1), pp.91-111.

>Marmot M (2010). “Fair society
healthy lives”. London: The Marmot
Review. Available from: www.
instituteofhealthequity.org/resources-
reports/fair-society-healthy-lives-the-
marmot-review/fair-society-healthy-
lives-full-report-pdf.pdf

>Miller W and Rollnick S (2012).
“Motivational interviewing: helping
people change”. 3rd Ed. New York:
Guilford Press.

>National Institute for Health and
Care Excellence (2014). “Behaviour
change individual approaches”.
London: NICE. Available from:
www.nice.org.uk/guidance/ph49
>National Institute for Health and
Care Excellence (2015). “Healthy
workplaces make for happy and
effective employees”. London: NICE
Available from: www.nice.org.uk/
news/article/healthy-workplaces-
make-happy-and-effective-employees
>Palmer K, Brown | and Hobson J
(2013). “Fitness for Work the
medical aspects”. 5th Ed. London:
Faculty of Occupational Medicine.
»Public Health England and Health
Education England (2016). “Making
every contact count (MECC)
implementation guide”. Available
from: www.gov.uk/government/
uploads/system/uploads/attach-
ment_data/file/495087/MECC_
Implementation_guide_FINAL.pdf
»Public Health England (2016).
“Educating occupational health
nurses”. London: Public Health
England.

»Rubak S, Sandbaek A, Torsten L
and Christensen B (2005). “Motiva-
tional interviewing: a systematic
review and meta-analysis”. British
Journal of General Practice,
vol.55(513), pp.305-312.

>YWaddell G and Burton AK (2006).
“Is work goad for your health and
well being”. Norwich: The Stationery
Office. Available from: www.gov.uk/
government/uploads/system/
uploads/attachment_data/
file/214326/hwwb-is-work-good-for-
you.pdf

YWorld Health Organization (2001).
“The role of the occupational health
nurse in workplace health manage-
ment". Copenhagen: WHO.
Available from: www.who.int/
occupational_health/regions/en/
oeheurnursing.pdf?ua=1

March 2018 29





Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.






image5.emf

image2.jpg
NHS

Health Education England




image3.png
Developing people

for health and
healthcare

www.hee.nhs.uk

241

THE NHS

CONSTITUTION

the NHS belongs to us all




