
 

 

 
 

Leading Prevention in Clinical Services – A Toolkit approach 

 
Programme Name: Improving the way in which Aortic Stenosis is monitored in Primary Care 

Organisation: Woolton House Medical Centre 

 
ORGANISATIONAL CONTEXT 

 
Woolton House Medical Centre is a GP practice in Liverpool. We 
have approximately 9,000 patients of which 25% are over 65 
years old. I work as a practice nurse hence promotion of public 
health and chronic disease management is a main part of my 
role. This is mainly led by QOF (Quality Outcomes Frameworks) 
incentives for the management of certain conditions. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

Working as a practice nurse I always strive to promote public 
health in my role. This is a crucial part of my chronic disease 
reviews especially, where I aim to give the most up to date, 
evidence-based advice I can to my patients and my colleagues to 
prevent disease and the associated complications. In this role I 
had already facilitated some quality improvement and always 
wanted to continue to do this throughout my career. I enrolled 
on this programme hoping to gain some more knowledge of how 
to complete such quality improvement projects and how to 
promote any of the projects I find successful. 

 
PROGRAME/PROJECT CONTEXT 

 
At the time of starting the project I was working between 
Woolton House Medical Centre and a surgical cardiology ward in 
Liverpool Heart and Chest Hospital. A large proportion of the 
patients I was caring for post open heart surgery had undergone 
valve replacement and I realised that my job in the community 
had no clear protocol for managing and referring these patients. 
Aortic Valve Stenosis is the most common valve disease in 
Europe and North America today with a 50% mortality rate 
within two years for those over 80 who go untreated. As there is 
currently no national guidance for the ongoing monitoring of this 
disease in primary care, I wanted to devise a way in which 
primary care clinicians could effectively monitor Aortic valve 
Stenosis. I believe enhanced monitoring of valve disease will 
decrease the burden both on patient quality of life and NHS 
resources and hopefully reduce the prevalence of associated 
complications such as heart failure. 

 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support 



 

 

YOUR SOLUTION/PROPOSED SOLUTION 
 

The first step of the programme was to identify patients with AS who are not being regularly reviewed in a secondary 
care clinic. The next step would then be to provide GP practices with a means to monitor these patients through 
referrals for cardiac imaging with a view to timely surgical intervention if appropriate. A protocol would therefore need 
to be developed which would give primary care clinicians the guidance to effectively meet these aims. 
The long-term objective would be to reduce the burden on both NHS resources and patient quality of life by reducing 
the prevalence of AS associated complications such as heart failure. 

 
PROGRESS MADE IN THE FIRST 6-MONTHS 

 
Using European Society of Cardiology guidance, a protocol was developed that acted as an easy-to-use flowchart for any 
primary care clinician who reviewed an echocardiogram report. This outlined when to repeat imaging as well as when to 
review symptoms and medication and when to refer to cardiology clinics in secondary care. All patients with Aortic 
Stenosis coded as an active medical problem were remotely reviewed and a plan was formulated (using the new 
protocol) for those who had been lost to follow up. In addition, a task box created on EMIS web client enabled staff to 
create an auditable note and reminder of when each patient would next need reviewing. 

 
A senior partner at my practice approached the Liverpool CCG with my work and they decided it would be worthwhile to 
involve the Liverpool Heart and Chest Hospital in further developing my project. A meeting between the LCCG and LHCH 
determined that patients with known valve disease should remain under specialist valve clinics until they receive 
surgical intervention or are deemed inappropriate for such intervention. So while my project had aimed to provide 
primary care with a method to identify and monitor patients who had slipped through the cracks in the system, the end 
result was such that the secondary care clinics will ensure these patients don’t slip through the cracks in the first place. 

 

IMPACT 
 

Using the PHE toolkit enabled me to follow a structured approach to quality improvement. I had a template that made 
me consider things I may otherwise not have in the planning and implementation of my project. The toolkit is also what 
gave me, not only the idea, but the confidence as well to visualise my project’s wider appeal and engage stakeholders to 
shape and support the vision. My passion and drive for quality improvement has increased and I feel myself to be much 
more confident in my own ability to undertake such a task in the future having used this toolkit. 

 

My project has helped to increase patient safety, not only at my practice but throughout my city and I am immensely 
proud of that. A couple of patients having learnt what I had done also expressed their gratitude and stated they felt a lot 
safer knowing there was someone looking after them in this regard. 

 
KEY MESSAGES 

 
Starting a quality improvement project can be a daunting task but I have learnt that seeing them through to completion 
can be immensely rewarding. This toolkit showed me how helpful a structured approach with a clear and easy to follow 
plan can be. It will also help to be prepared and in some ways to accept that unforeseen circumstances and forces 
beyond your control may restrict your ideas. This latter part of this project took place during the start of the covid-19 
pandemic in which many people were told to shield, routine appointments were put on hold and many others did not 
want to risk attending any healthcare setting. The important thing is to adapt and, in most cases, to enlist the help of 
those around you. 

 

Whilst you may have a great idea that you want to see through yourself to the end, sometimes early involvement of 
others can give you that different perspective you need to take your idea to the next level. Remember the overall 
objective of your project will be for the greater good and don’t be afraid to ask for help along the way. 
My best piece of advice is that it doesn’t matter how big or small, boring or innovative your idea might be. Just run with 
it because small changes can make a big difference. 

 
 



 

 

 



 

 

 

Leading Prevention in Clinical Services – A Toolkit approach 

 
Programme Name: Improving staff awareness of importance of diet and nutrition 

amongst patients 

Organisation: Warrington Hospital 

 
ORGANISATIONAL CONTEXT 

Warrington hospital is a busy DGH with 500 beds. I work as an FY1 
doctor here and throughout this programme I have rotated through 
both the acute medical unit (AMU) and gastroenterology. I began 
thinking about the project whilst on AMU, however the project really 
began whilst on my gastro rotation as this was of the wards, when I 
chose to do my quality improvement project. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

I engaged on the programme as I am really interested in public health. 
Although just starting my career as a doctor, I have had a keen 
interest in matters beyond that which takes place on the ward. 
Between my 4th and 5th year at medical school I did an intercalation in 
public health which really perked my interest, and I am very keen to 
advocate the importance of diet and lifestyle to both staff and 

 
 

PROGRAME/PROJECT CONTEXT 
 

The problem I identified was that we as doctors, are quite poor at 
asking patient’s anything related to diet and lifestyle. I did some 
research and found a statistic that only around 8 hours of education is 
dedicated to lifestyle medicine during our medical degrees. 

 

I really wanted to tackle this however it was also noted that generally 
within the NHS there seemed to be a poor lack of engagement of staff 
asking patients about their diet and lifestyle such as asking about their 
weight or eating habits. It was highlighted to me that menus on the 
wards were not always being distributed to patients with some 
patients not having their dietary requirements taken into 
consideration. Based on this, I thought it would be useful to audit how 
many menus were collectively filled and sent to the kitchen each day 
for 2 weeks across the wards which had the poorest track record (A4, 
A7 and A8). I also sent out a survey to assess how important staff felt 
diet and nutrition were across these wards. 

 

Once this information was collected the plan was to do some teaching 
on these wards on the importance of menus and diet and engaging 
with patients on matters related to lifestyle. Following the teaching 
and alongside this, I wanted to distribute some posters across the 
wards to highlight the importance of menus for each patient’s 
nutrition. 

 
The plan was then to re-audit menus across the wards and then re- 
send the surveys out to identify how staff felt. 

patients. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere 

of practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify 

ideas and test public health interventions 

in their own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public 

health project development. In between 

the Action Learning Sets participants were 

offered one-one support 



 

 

YOUR SOLUTION/PROPOSED SOLUTION 
 

Aim: To have 100% of patient menus returned and filled in by patient’s where possible by 8am from wards A4, A7, A8. 
 

Cycle 1: To determine the number of correctly completed menu cards returned from wards A4, A7 and A8 by 8am 
across a 2-week cycle. 

 

Cycle 2: To send out a survey to staff on these wards to assess how important they feel diet and nutrition are. 
 

Cycle 3: To educate them on the importance of nutrition with min-teaching sessions including posters distributed to the 
wards. 

 

Cycle 4: Re-survey following education to see if confidence improves 
 

Cycle 5: To reassess the timely completion of menu cards over a 2-week cycle following the above intervention with the 
aim of 100% of menus being returned from A4, A7 and A8. 

 

PROGRESS MADE IN THE FIRST 6-MONTHS 
I have achieved cycle 1 and 2 so far and am now moving onto cycle 3. I am in the process of making the teaching 
sessions and posters. 

 

It was slow progress from initial idea to where I am now. Originally, I had wanted to make it a project more directed 
towards doctors regarding educating them about the importance of asking basic questions regarding diet and lifestyle 
and encouraging them to direct patients to services that can help. This proved too broad, and I got a consultant on 
board with my idea of doing a project who recommended keeping it more specific and hence the idea of menus was 
identified which was highlighted as a problem. I used the toolkit originally to formulate my thoughts and structure my 
plan which was useful. Once this was done, the following stakeholders were involved: 

 

-Acute consultant: advised and offered useful insight into QIP 
-Head of catering in Warrington Hospital: gathered data on menus 

 
IMPACT 
This public health programme has definitely made me more aware of the steps necessary to implement a project. 
It made me appreciate that there needs to be active involvement from other people and not just myself. In order 
for it to be successful, you have to get other people involved. Once it is complete, it should offer a useful target for 
wards within the trust to ensure ward menus are accurately filled and returned and hopefully highlight the 
importance of patient choice and advocacy for diets that best suit them. 

 
KEY MESSAGES 
Key barriers I have faced are ensuring you lay out an accurate timescale, getting people to engage in the project 
and setting yourself realistic targets within a realistic timeframe. Don’t be afraid to let other people get involved 
and help you do the project! 



 

 

Leading Prevention in Clinical Services – A Toolkit approach 

 
Project Name: Developing Frailty Pathways within Primary Care 

Organisation:  Haydock and Newton PCN 

 
ORGANISATIONAL CONTEXT 
I work for Haydock and Newton PCN developing a frailty team with a primary care focus to 
enhance frailty pathways within general practice and to improve integration between primary 
care and the wider community services. 

I am working as an advanced nurse practitioner with a special interest in frailty, leading and 
developing the PCN frailty team in order to be able to deliver gold standard CGA assessment to 
our practice population utilising a MDT approach, care coordination and care planning. 

Primary care networks are a key part of the long-term plan. The networks will provide the 
structure and funding for services to be developed locally in response to the needs of the 
patient they serve. The service specification of primary care networks is: 

• Anticipatory care planning 
• Enhanced health in care homes 
• Develop partnership with other health and care providers particular in the community and 

mental health 

• Provide integrated community care. 

• The development of an integrated PCN frailty team with a primary care focus could be the 
vehicle in achieving this specification and improving patient care experience. 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
• To provide structure in the development of our strategy 

• Provide guidance on planning and implementation of a service improvement 
• Gain knowledge of how to develop a service improvement and how to share the vision. 

PROGRAME/PROJECT CONTEXT 
Newton and Haydock (N&H) PCN has 6 GP practices, serving a population of 46,859 people. Of 
these, 8843 people (18.8%) are aged 65+, 4051 people (8.6%) are aged 75+ and 1001 people 
(2.1%) are aged 85+. This represents an 18.2% increase since 2010 in the numbers of those aged 
65+, a 25.3% increase in those aged 75+, and a 22.7% increase in those aged 85+. 

St Helens has a high proportion of patients over 65 years living with frailty and a high proportion 
of deprivation, which in combination can have an impact on the health status of the individual. 
Analytical forecasts based on the population of St Helens shows that life expectancy in the 
town, for patients over the age of 90 years, will increase from 1300 in 2017, and triple to over 
4300 people by 2039. The town is projected to have a population where at least one quarter of 
the people will be over the age of 65 years by this timeframe. 

 
Whist the increases in life expectancy in our older population is most definitely a positive, this 
shift in demography is likely to increase the number of diseases linked to older age. Advancing 
age is associated with frailty and conditions such as dementia, which will inevitably put pressure 
on existing services. 

The long term plan sets out a vision of a health and care system focused on prevention and 

early intervention, the NHS and local government working in collaboration and using 

population health insight to understand need and plan services. 

We as a PCN have used this population health insight to develop a PCN frailty team to address 

the needs of our practice population. We are utilising the allocated roles provided by the ARRS 

funds to develop a team to deliver the service specifications of the PCN and address the needs 

of this specific patient populations. Evidence shows that those needs are better addressed by 

providing CGA holistic assessment delivered by a MDT approach. The PCN Frailty team aims to 

deliver this approach from the focus of general practice providing proactive assessments. They 

aim to break down the barriers between general practice/community services and secondary 

care services by improving communication and working relationships, thus enhancing the 

patient care experience and improving the patients care journey. 

 
About the 
Programme 

Health Education England (HEE) in the 

Midlands and North West 

commissioned Progress Health 

Partnerships to deliver an action 

learning set programme to support 

the development of a network of 

public health leaders within clinical 

settings 

 
The aim of the programme is to 

support a range of health and care 

professions, to develop their own 

population health skills through 

designing, implementing, testing and 

evaluating a small-scale health 

improvement project within their 

sphere of practice 

 
Participants were supported remotely 

via an Action Learning Set to utilise 

the PHE developed toolkit for 

Embedding Public Health into Clinical 

Services to identify ideas and test 

public health interventions in their 

own field of practice. 

 
A group of 33 participants were split 

into two regional Action Learning 

Sets, to provide a platform of 

support, share ideas and understand 

the process of public health project 

development. In between the Action 

Learning Sets participants were 

offered one-one support 



 

 

  
 

YOUR SOLUTION/PROPOSED SOLUTION 
USP – Enhancing Frailty Pathways within the Primary Care Network 

• To create an enhanced patient care experience by providing an MDT holistic approach to our PCN elderly patient population both in the 
community and in a care home environment. 

• Ensuring a right care approach utilising the skills of the PCN team and the wider community services. Building relationships and engaging 
with community, social care and secondary care to improve patient care pathways. 

• Providing acute, proactive and post discharge consultations within general practice delivering holistic assessment based upon elements 
of CGA to frail elderly patient >65 years with multimorbidity. Aiming to increase the number of over 65 years assessed for frailty by 15% 
and reduces hospital readmissions within this cohort of patients. 

• Enhance health in care homes and improve end of life care experience by risk stratification, holistic assessment, MDT discussion and 
development of appropriate care and support plans and end of life management plans utilising the shared care records to improve care 
coordination. 

• Engage a range of stakeholders through promotion of the service and alignment of the project to the wider strategic plan for frailty, 
utilising the right care document as a benchmark of good practice. 

• Develop a business plan with a view to obtaining recurrent funding and to replicate this model of best practice across other PCNs as a 
benchmark of excellent practice and integration throughout the borough. 

 
PROGRESS MADE IN THE FIRST 6-MONTHS 

• Recruitment of practitioners into the team 
• Access to integrated workspace and IT equipment 

• Developing a strategy linking into the wider St Helens cares frailty strategy and developing KPIs 

• Development of processes to assist the daily functioning of the team, streamlining referrals, monitoring progress ect 

• Creating an evidence-based vision and communicating that vision with the team and the wider stakeholders 

• Developed roles and responsibilities within the team wrapping around general practice to provide support and reduce the need for 
inappropriate GP consultations. Developed a leadership role to provide structure, guidance and clinical supervision. 

• Proactively supporting and managing frail patients in the PCN community through active, proactive and ongoing assessments. Utilise NICE 
quality standards to help identify areas to make high impact improvements for people with frailty or at risk of frailty, in line with the 
British Geriatric Society model. 

• Benchmark frailty interventions utilising the NHS Right Care Frailty Toolkit 

• The MDT team have been particularly focusing on the moderately/severe frail practice population, whose annual risk of deterioration, 
hospital admission, and death is significantly increased. This group is considered to me the most amenable to targeted, proactive 
interventions. 

• Develop by-weekly frailty huddles to improve communication, care delivery and integration of primary care, the community frailty team, 
community matron’s service and social care to improve the patient care experience. 

• In the process of Developing care home MDT’s and care and support planning utilising the shared care records to enhance the patient 
care journey. 

 
IMPACT 

CPD DEVELOPMENT 

“Your enthusiasm is infectious” (GP) 

“You appear very passionate and driven.”(CCG) 

 
• Leadership development/provided structure and strategy development 
• Increase confidence in my ability to develop and motivate a team. 
• Improve my stakeholder engagement and recognise the importance of this 
• Recognition that the team is having a positive impact on patient care 

 
DEPARTMENT DEVELOPMENT 

 
‘’To not consider this approach to older people assessment could be considered negligent.” (GP) 

 
• Provided work satisfaction by being able to enhance the patient care experience by reducing duplication 

• Developing a gold standard approach to older persons assessment within general practice 

• Improving integration with wider community services to address the needs of this patient population and reduce duplication.



 

 

 



 

 

England rate of 1.8%. 

  
 
 

Leading Prevention in Clinical Services – A Toolkit approach 

 
Project Name: “Pack it in, put it out” 

Organisation: Liverpool Heart & Chest Hospital 

 
 

ORGANISATIONAL CONTEXT 
Liverpool Heart and Chest Hospital serves residents across Merseyside, 
Cheshire, Lancashire, North Wales and Isle of Man. 

 
I am a Physician Associate, new role part of the NHS long term plan 
working alongside doctors. Currently working in the Knowsley 
Community Respiratory service and a wider Cheshire and Merseyside 
Respiratory Improvement Programme. 

• Service includes Spirometry 

• Rapid response 

• Overnight advice line 

• Consultant/Advanced practitioner clinics 

• Home oxygen service 

 
• Pulmonary rehabilitation 

• Chest physiotherapy 

• Psychology service 

 
I deliver clinics to predominantly COPD patients and signpost to above 
services. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

I have always been interested in public health and wanted to 
implement new ways of working as well as develop my leadership skills, 
knowledge, and network with others for future projects. 

 
 

PROGRAME/PROJECT CONTEXT 
 

• For 2013/14 GP reported COPD prevalence in Knowsley is over 
double the England rate with approximately 3.5% of the 
registered population (5,558 people) compared with the 

• COPD accounts for 140,000 hospital admissions a year 

• Knowsley had the 6th highest mortality rate due to respiratory 
disease in England out of 326 local authority areas between 
2011 and 2013. 

• Stopping smoking is first line treatment for COPD. 
• Smoking cessation support needs to be prioritised in our 

service 

 
 
 

• Early supported discharge 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support 



 

 

  
 

 

PROPOSED SOLUTION 

Aim: To increase the number of respiratory patients who quit smoking 
 

Objectives: 

• To explore how likely patients are to quit smoking in 4 weeks compared to the national baseline 
• To explore factors that influence intention to quit smoking 

• To increase knowledge and confidence of patients and smoking cessation teams 
 

Methodology: Smoking cessation clinics will be carried out daily, where patients are referred in from service to a supporting 
clinician aware of their health problems. They will be supported for approx. 12 weeks and given treatment along with telephone 
support. 

 
Intended short term outcomes: 

• Improved knowledge of quit outcomes in 4 weeks 

• Improved confidence of patients 

• Increases intention of patients to quit smoking 

• Increased motivational skills for smoking cessation advisors 
• Wider engagement from Knowsley patients and LHCH 

 

PROGRESS MADE IN THE FIRST 6-MONTHS 
• So far, we have managed to contact approx. 400 patients to enroll in our smoking cessation programme across 6- 

8months. Low did not attend rate due to telephone support. 

• Toolkit has provided many resources to use and explore current processes and change what isn’t working 

• Training provided to other clinicians such as GP trainees, exercise physiologists to become smoking champions 
• Commissioned by Knowsley CCG to see if better uptake/quit rate within our organisation compared to external 

organisations 

• Future plans to use texting service – signpost to apps/information and gain feedback from patients 

 

IMPACT 

Personal: 
• Confidence built in managing project and processes needed to create and implement project 
• Enjoyed networking with others and increased awareness about other public health issues 

 

Organisational: 
• Improved patient care, patient satisfaction and health outcomes 

• Cost savings and admission/appointment reduction 
• “If you always do what you’ve always done, you’ll always get what you’ve always got” – Henry Ford 

 

KEY MESSAGES 

• Smoking cessation is now being prioritised in the service however shortage of clinical support/staff 

• Cost savings and impact on organisation need to be demonstrated 

• Increased uptake of patients through telephone support (thanks to pandemic) 
 



 

 

Leading Prevention in Clinical Services – A Toolkit approach 

Flu Vaccinations in Pregnancy 

People’s Health Partnership 

 
ORGANISATIONAL CONTEXT 

 
PHP is a Primary Care Network, servicing the needs of a population 
of 57,000 residents living in West Birmingham. The network 
comprises of 9 general practice surgeries and utilises the skills of 
both clinical and non-clinical staff to run enhanced primary care 

 
 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

I have always had a keen interest in Public Health and did some 
work experience with PHE when I was younger. Now working as a 
healthcare professional, it’s upsetting to see that so many illnesses 
can be prevented if we addressed the root of the issue as oppose to 
treating a disease when it becomes apparent. I also wanted to, 
under guidance have a chance at designing and planning my own 
service, which could benefit the local population. 

 
PROGRAME/PROJECT CONTEXT 

 
The uptake of the Flu vaccine in West Birmingham has been 
historically very poor in relation to the national uptake. The flu 
vaccine has been shown to be effective against the Flu, and the 
more people presenting with the flu, the increased risk of 
complications and the greater the burden on our primary care 
services. For this reason, it is quite important to ensure a greater 
uptake of the flu vaccine. In the area of West Birmingham, the 
population to show the lowest uptake of the Flu vaccine is the 
pregnant cohort. Internal data suggests that only 34.8% of all 
pregnant women had the Flu vaccine during last season. This is far 
lower than the national average. Women who do not have their flu 
vaccine are at an increased risk of complications, affecting both 
themselves and their baby. It is imperative that we do all that we 
can within our remit, to ensure that this population is vaccinated 
and protected to the best of our abilities. 

 
 
 
 
 
 
 
 
 
 
 

services in the local area. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support 



 

 

  
 

 

YOUR SOLUTION/PROPOSED SOLUTION 

Our Aims and Objectives were as follows: 
 

• We aim to improve the uptake of seasonal influenza vaccine for pregnant patients in the PCN 
BY 

• Completing a service level evaluation: assessing how pregnant women currently access the influenza 
vaccine in the PCN 

• Redesigning services with pregnancy in mind and an emphasis on increasing outreach whilst also 
tackling certain population health beliefs 

• Engaging effectively with relevant stakeholders across the PCN i.e. Midwives and maternity services 
 

Once we had reviewed our current service, we would be able to identify what parts we would have to redesign to ensure 
we had prevention in mind. We also wanted to understand the barriers that pregnant women faced when accessing our 
services, and if there was anything that was preventing them from having the vaccine. This also meant figuring if there were 
any misconceptions to do with having vaccines when you are pregnant within our population in west Birmingham. We then 
intended to redesign our service, building and enhancing the services that we had, and adding new services, to ensure that 
pregnant women were being vaccinated. This would include working with other health care professionals, like midwives, 
seeing if there was a way we could train them up to vaccinate, so that the flu jab could be offered to women who came in 
for their appointments (which had a higher number of attendees at all practices). We also looked into running flu clinics 
specifically for pregnant women, and whether there was more of a chance that women would attend then, in comparison 
to flu clinics for everyone. In order to increase uptake, we would also have to look at the admin/nonclinical side of the 
logistics, with how surgeries were corresponding, coding these patients and using the data. Raising awareness was also 
something that we wanted to focus on as many women weren’t aware that they were eligible for the flu vaccine. 

 
PROGRESS MADE In THE FIRST 6-MONTHS 

 
I enrolled myself onto the programme, and following on from the introduction session, familiarised myself with the toolkit, I 
also noted down the experiences of other members to anticipate any issues I would have with engaging with this project. 
The toolkit was useful in helping me understand what I needed to think about, the steps I needed to take, which 
stakeholders to engage with and what outcomes to focus on. I also used the project proposal template to guide the process 
and design a methodology for implementing my idea. I had the opportunity to collect and analyse the data that we had at 
the practices and see the level of engagement we had with current services and the numbers for uptake. I was also able to 
understand what it was like for a pregnant woman to attend the flu clinic, the barriers they faced and what could be done 
to increase the chances of engagement. During this process, many primary care resources were redeployed to help with the 
COVID vaccine initiative. There were a lot of lessons learnt during this process, as uptake was higher than the FLU vaccines, 
it was really interesting to see how mass services operated and what we could take from that to help us with the Flu 
vaccine. 

 
IMPACT 

 
I feel a lot more confident with project planning, understanding the steps I need to take, how to create realistic aims and 
objectives and how to assess outcomes. I also feel a lot more comfortable with the aims of public health and understanding 
what embedding prevention in clinical services looks like. I feel more confident networking with other healthcare 
professionals and also know how to network effectively. 

 
KEY MESSAGES 

 
I have definitely come away with from this process with an appreciation of what public health is, the importance of public 
health and how necessary it is to ensure that we design our services with prevention in mind. Project planning is very 
difficult but with the correct resources, appropriate signposting and access to people who are able to advise it becomes a 
lot more manageable and doable! 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



Leading Prevention in Clinical Services – A Toolkit approach 

 

 

 

Widening Participation in Dentistry 

Health Education England Midlands and East 

 
 

ORGANISATIONAL CONTEXT 
 

I am currently a HEE Leadership Fellow with Experience in 
Restorative Dentistry. My fellowship this year, is focussing on the 
use of technology in postgraduate dental education. In particular, I 
am exploring the use of Haptic Simulation and wearable remote 
technology. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

I was interested in furthering my leadership experience and this 
action learning set provided a framework to implement measurable 
change within my sphere of influence. The ability to network with 
like-minded professionals from other healthcare settings really 
appealed to me. 

 

PROGRAME/PROJECT CONTEXT 
 

In the last year, there has been a renewed focus on equality, 
diversity and representation in the world, including within 
healthcare. I noted certain demographics which have been vastly 
under-represented within dentistry and sought to explore some of 
the reasons behind that. My aim was to implement a small-scale 
project that could be used to engage with these populations, using 
the resources that have been made available to me this during my 
fellowship. Assessing the success of this project could then inform 
decisions made on a national basis about how to better engage a 
wider range of people to join the dental professions. 

 
I found that the medical world already has a well-established 
‘Widening Participation’ initiative, within the East Midlands. Their 
focus is on encouraging school-age male students to join medicine 
by showcasing the world of medicine and advising on how they can 
explore medical careers. I felt this well-established platform could 
be used to promote dental professions as well. Fortunately the 
team I met with were more than encouraging with my proposals. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support 



 

 

 

YOUR SOLUTION/PROPOSED SOLUTION 
I proposed to identify a handful of school students in the East Midlands region, from backgrounds that are 
under-represented within dentistry. I would then invite them along to a workshop day run at the King’s Mill 
Hospital. They would have the opportunity to use the Haptic Simulators which allow users to perform simple 
dental procedures (such as cavity preparation or preparing teeth for crowns) using virtual reality. We could 
also allow them to use dental materials used to create fillings etc. The workshop would also provide 
information on careers within the world of dentistry and advice on how they can work towards these goals. A 
simple questionnaire prior to the session and following the session could be used to measure the success of 
this initiative. 

 
PROGRESS MADE IN THE FIRST 6-MONTHS 

1. Enrolled on the PHE/HEE ALS 
2. Utilised the educational resources on project planning and implementation- namely the PHE toolkit: 

Embedding Public Health into Clinical Services. 
3. Used the Project Plan template to map out my project 
4. Engaged with the Medical Postgraduate Dean and the Widening Participation workstream, virtually 

5. Planned the workshop that could be held 
6. Designed the questionnaire that could assess the thoughts of students and careers advisors 
7. Unfortunately, the 2nd and 3rd wave of the COVID-19 pandemic has meant that no concrete plans 

could be made with the local education teams and the King’s Mill Hospital was closed to external 
visitors for educational purposes for a significant amount of time. 

Next steps: 
I plan to re-engage with stakeholders as we begin to ease our way out of restrictions. I will be engaging 
with schools in the area and be led by them on how best to identify interested pupils. There will of course 
be health and safety, clinical governance and information governance issues that will need to be handled 
sensitively. 

 
IMPACT 

1. Improved my networking and organisational skills. I have been able to identify the appropriate 
stakeholders and used their experience to adapt my plan as I go along. 

2. The Project Plan Template and the PHE Toolkit allowed me to organise my thoughts systematically 
and provided a framework that would best demonstrate any measurable changes made. 

3. Broadened my insight with regards to the logistics of implementing educational changes 
4. Allowed me to learn from the wealth of experience from different healthcare professions, using the 

lessons learned from their previous successes and failures. 

 
KEY MESSAGES 

 
NETWORK. COMMUNICATE. BE SYSTEMATIC. UTILISE EXISTING FRAMEWORKS. SCALE DOWN. 
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The Secret Pandemic: Supporting Doctors Support Victims of Domestic 
Abuse & Violence 

Bolton NHS Foundation Trust 
 
 
 

ORGANISATIONAL CONTEXT 

 
Foundation Year 2 Trainee 
Academic Foundation Programme 
Royal Bolton Hospital, Bolton NHS Foundation Trust 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 

 
I wanted to meet people and get inspired in different ways to 
help improve my project. 

 
 

PROGRAME/PROJECT CONTEXT 
 

Domestic Abuse & Violence is a massively prevalent topic in 
society, yet often overlooked. 

 
Hospitals provide unique screening opportunities as it may be 
the only time a victim is seen in the absence of a perpetrator. 
Despite this, many junior doctors can feel uncomfortable and 
apprehensive in managing such a situation, and this is most 
probably due to the fact that we have not been well informed. 

 

I created a teaching programme specifically aimed at FY doctors, 
discussing the identification of sensitive approach to and safe 
management of these victims. The programme has been 
successfully delivered across 4 different hospitals in the North 
West. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support 



YOUR SOLUTION/PROPOSED SOLUTION 

 

 

 

 

Delivery of teaching session in lecture and workshop-based methods. 
 

PROGRESS MADE IN THE FIRST 6-MONTHS 
 

I have included 4 different hospitals and recorded a lecture for one other hospital. I hope to deliver this 
programme nationally. 

 
IMPACT 

 
FY2 doctor: 
‘In my opinion, this has been the most important and most educational teaching I have has as a doctor or as a 
medical student, and I want to advocate for its continued provision for doctors of all grades at Bolton 
Foundation Trust, and expansion into other hospitals.’ 

 
FY1 Junior Doctor: 
‘I found the teaching incredibly helpful and is something no one had ever taught us about beforehand. I feel 
better equipped on identifying and supporting patients who suffer from domestic violence and an more aware 
of the services I can offer to them. I would definitely recommend this session be provided for future 
foundation trainees.’ 

 
FY2 Junior Doctor: 
‘I very much enjoyed the session on Domestic Abuse and Violence (DAV). I found the teaching thought 
provoking and insightful and enjoyed learning about a topic that is often overlooked and can be stigmatized 
in clinical practice. The session began with an outline of the issue and included some shocking statistics 
(introduced in an interactive quiz format) about the incidence of DAV.’ 

 

KEY MESSAGES 
 

I have worked really hard to enable continuity of the project - we have now recruited FY1 junior doctors to 
help support the project at their base hospitals. 

 
I think offering others’ opportunities and leadership within your project can make them feel a valuable part 
of the organisation whilst taking pride in the topic area. We hope this will help inspire junior doctors to 
continue to think about Domestic Abuse & Violence as an important topic in their practice. 
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Access to Speech and Language Therapy in a Liaison and Diversion Service 

Nottinghamshire Healthcare NHS Foundation Trust 

 
ORGANISATIONAL CONTEXT 

 

The Liaison and Diversion Service in Nottinghamshire Healthcare NHS Foundation 
Trust covers the city of Nottingham and the county. The team provides input into 
the two custody suites in the area and delivers an all age, all-vulnerability service, 
aiming to identify individuals requiring additional support during the criminal 
justice process at the earliest possible stage. Assessment and intervention aim to 
prevent re-offending and also prevent adverse health outcomes which are often 
associated with contact with the criminal justice system. 

 
I work as a Speech and Language Therapist within the Liaison and Diversion Team. 
My role is to support the identification of individuals who have speech, language 
and communication needs in order to identify and advise regarding reasonable 
adjustments they may require in order to support their meaningful engagement 
in the criminal justice system. As a result of this, it is aimed that people are 
supported to engage in a fair CJS process, reducing health inequalities and 
identifying additional support that may be required within the CJS to facilitate 

 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

My current role has involved setting up and establishing speech and language 
therapy (SLT) in a clinical area where there has not been access to SLT before. 
This made me aware of the need for increased service evaluation and quality 
improvement, in order to make service improvements. 

 

I felt that this programme would be an excellent opportunity to develop my 
knowledge and skills to use in the longer term, in order to evaluate new and 
existing interventions and initiatives within our service in a more strategic way, 
and to make meaningful improvements to our service delivery. I also hoped to 
gain skills that I could share with colleagues, to work towards embedding a 
culture of quality improvement in the longer term. 

 

PROGRAME/PROJECT CONTEXT 
 

Since the commencement of the SLT service in Liaison and Diversion, referral 
rates have been variable. The service has recently developed specific care 
pathways for different vulnerabilities, including learning disability and autism. As 
part of these pathway developments, it was found that it was unknown how 
many people with intellectual disability (ID) and/ or autism were referred to SLT. 
Given that these are populations who are significantly more likely to experience 
speech, language and communication needs, it was identified that it would be 
helpful to initially establish what percentage of these populations are referred 
to SLT. I also wanted to identify the outcomes for these individuals (in the 
criminal justice system and also in terms of their engagement with other 
services) and determine whether it would be beneficial to mandate referrals to 
SLT for all service users with an ID and/or Autism. 

 

this. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West 

commissioned Progress Health 

Partnerships to deliver an action 

learning set programme to support the 

development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to 

support a range of health and care 

professions, to develop their own 

population health skills through 

designing, implementing, testing and 

evaluating a small-scale health 

improvement project within their 

sphere of practice 

 
Participants were supported remotely 

via an Action Learning Set to utilise the 

PHE developed toolkit for Embedding 

Public Health into Clinical Services to 

identify ideas and test public health 

interventions in their own field of 

practice. 

 
A group of 33 participants were split 

into two regional Action Learning Sets, 

to provide a platform of support, share 

ideas and understand the process of 

public health project development. In 

between the Action Learning Sets 

participants were offered one-one 

support 



YOUR SOLUTION/PROPOSED SOLUTION 
 

 

 

The project aimed to determine how many people with ID/ASD were accessing the Liaison and Diversion 
service and what proportion of these were referred to SLT. It was planned that following this, the outcomes 
for individual patients would be analysed with a view to identifying whether there were instances where a 
referral a referral to SLT would have potentially been beneficial. 

 

It was planned that once this data had been analysed, it would be possible to determine whether the current 
care pathway needed to be amended and whether an automatic referral to Speech and Language Therapy 
should be made for all individuals with a diagnosis of LD and/ or autism. 

 

It was proposed that the audit part of the project would be completed initially, with data then being presented 
to key stake holders within the service in order to make plans about if and how the pathway needed amending 
moving forwards. 

 

PROGRESS MADE IN THE FIRST 6-MONTHS 
 

Initially, the project proposal had a different focus, but this needed to be amended due to COVID restrictions 
which were reintroduced in early autumn. As a result, the project proposal was significantly altered, which 
had an impact on progress made initially. 

 
I used the toolkit to help find local data and drivers in order to support the evidence for my project. This was 
useful and helped me to discover resources and tools which I had not previously been aware of. 

 
Due to service priorities and personal circumstances, my project has been put on hold in agreement with my 
service manager and will be resumed in April 2021. 

 
IMPACT 

• I have developed an increased understanding of public health and feel that I am in a position to share 
this with colleagues 

• The toolkit and resources I have learned about as part of the project can be used in the longer term, 
to support future project work. I think that this will help me to approach future projects and service 
evaluations in a more organised and strategic way. 

 
KEY MESSAGES 

 

• Identify key stakeholders as early as possible in the project in order to ensure that it is a collaborative 
process and so that the project can be clearly defined from early on in the project 

• Try to factor into any project planning potential issues that may arise (e.g. conflicting priorities), so 
that contingency plans can be made to account for this. 
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Project Name: Improving Awareness and Prevention of Diabetes Related Foot Disease 
amongst Podiatry Service Users 

Organisation: Nottinghamshire Healthcare NHS Foundation Trust 
 

ORGANISATIONAL CONTEXT 
 

Nottinghamshire Healthcare provides integrated healthcare services 
including mental health, intellectual disability, and community health 
services across Nottinghamshire, covering a population of 828,200. 

 
Podiatrists are highly skilled health care professionals trained to 
diagnose, treat, rehabilitate, and prevent disease and complications 
of the feet, ankles, and lower limbs. My clinical speciality is in 
Diabetes, where podiatrists play an integral role in foot protection, 
aiming to reduce complications, prevent amputations and reduce 
morbidity associated with diabetes. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

Whilst podiatrists provide people with diabetes a lot of education on 
foot health and foot care, there is often a lack of understanding 
amongst our patients with diabetes about the link between their 
health and the impact this can have on their feet, diabetes control 
and quality of life. I also feel that people with diabetes are referred 
to us once foot problems have developed, and there is potential to 
be more proactive in getting these messages across to aid 
prevention. 

 
I wanted to join the programme to learn more about how I (and 
podiatrists in Notts hc) can help improve awareness of public health 
and give us the confidence to embed public health messages into the 
advice we give to patients and aim to be more proactive in 
prevention. 

 
PROGRAME/PROJECT CONTEXT 

 

Diabetes is one of the most common chronic diseases in the UK and 
its prevalence is increasing. There are currently 3.9 million people 
diagnosed with diabetes in England (Diabetes UK 2020). 

 
People living with diabetes have a higher risk of cardiovascular 
complications (heart attack, angina, heart failure and stroke) and 
microvascular complications (amputation and renal disease) than 
people without diabetes. 

 
In Nottinghamshire in 2017, there were 71, 077 (8.2% of the 
population) diagnosed with Diabetes (PHE). The Nottingham & 
Nottinghamshire Integrated Care System (Notts ICS) 2020 data 
shows that of those people living with Type 2 Diabetes: 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West 

commissionedProgress Health 

Partnerships to deliver an action 

learning set programme to support the 

development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support 

a range of health and care professions, 

to develop their own population health 

skills through designing, implementing, 

testing and evaluating a small-scale 

health improvement project within 

their sphere of practice 

 
Participants were supported remotely 

via an Action Learning Set to utilise the 

PHE developed toolkit for Embedding 

Public Health into Clinical Services to 

identify ideas and test public health 

interventions in their own field of 

practice. 

 
A group of 33 participants were split 

into two regional Action Learning Sets, 

to provide a platform of support, share 

ideas and understand the process of 

public health project development. In 

between the Action Learning Sets 

participants were offered one-one 

support 



 

 

 

PROGRAME/PROJECT CONTEXT (cont.) 
 

% Recorded as/on: % Recorded as/on: % Recorded as/on: 

85 overweight/obese 8 High Cholesterol register 15 CKD register 

14 current smokers 6 Heart Failure register 8 Stroke/TIA register 

6 alcohol misuse register 18 CHD register 59 hypertension register 

35 achieving the ‘3 treatment targets’ goal (HbA1c ≤58 mmol/mol, BP < 140/80, total cholesterol <5 mmol/l) 

 
For the 3-year period to March 2018, across Nottinghamshire there were: 

• 2,823 episodes of inpatient care for diabetes foot disease 

• 40,301 nights spent in hospital for diabetes foot disease (average length of stay 14 nights) 
• 581 amputations (184 major: 397 minor). 

 
The estimated annual cost for care of diabetes foot disease (and associated post amputation care) in Nottinghamshire is 
currently £21,405,000 (Notts STP). 

 
The Nottinghamshire Health & Wellbeing Strategy 2018-2022 aligns with NHS England health priorities, focussing on preventing 
problems arising and enabling healthier decision making. The Notts ICS 2020 priorities are focused on population health 
management, including prevention, proactive care and self-management. Their population-based interventions for people with 
diabetes focus on amputation reduction and implementing web-based structured education. 

 
Foot health education in podiatry is currently provided during a clinic appointment, where patient focus is often on the current 
foot needs and their treatment, so often time available to educate people on all the important preventative factors is limited 
and advice may not be fully comprehended. 

 
Providing an education platform that can be prescribed and accessed at any time will enable the important information 
regarding foot and general health to be accessed when the person feels that they have time and ability to take it on board and 
can be reviewed and reinforced as needed. 

 

It will also enable carers and family members to be able to access the information, so they have a better understanding of what 
foot problems are, when action needed, and how they can help provide support. 

 

YOUR SOLUTION/PROPOSED SOLUTION 
 

To create an education package for people living with diabetes under the care of the Notts HC podiatry service that is easy to 
understand and easily accessible for all to enable them to: 

• Understand how diabetes, general health and lifestyle link to their foot health and the impact they can have on the 
long-term prognosis. 

• Have an improved awareness of the importance of good foot care, be motivated to engage in their own foot care, and 
have awareness, skills and knowledge of when and how to take action if foot problems occur 

 

The project will involve the creation of education videos which will be available in the Notts HC RECAP online platform (which is 
digital and can be ‘prescribed’ by the podiatrists so available at any time for reinforcement, and can be accessed by patients, 
their careers and families). 

 
The videos created will be on good foot care, identifying and preventing problems, and what actions to take if problems develop 
and include advice on smoking, cardiovascular risk, exercise, diet, diabetes control etc, and how these impact their foot health 
(as well as general health) embedding public health prevention issues and also advise on appropriate/inappropriate use of 
antibiotics. 

 
Long term, it is hoped that the project will evolve and can also be delivered face-to-face, as either 1-2-1 of group education, 
where it can form a conversation with people, and enables questions to be asked and peer support. This would be reinforced by 
the videos. 



 

 

 

YOUR SOLUTION/PROPOSED SOLUTION (cont.) 
 

Whilst initially, the project will be limited to podiatry patients, if it is found to be useful, there is potential for the education to be 
available to all people with diabetes, not just those registered with the podiatry department. 

 

The intended outcomes include: 

Short-term 
outcomes 

People with diabetes registered with podiatry service will: 
• Have an improved awareness of diabetes-related foot disease, and how general health and lifestyle 

can impact on the feet amongst people living with diabetes 

• Have an improved awareness of the importance of good foot care, and how they can do this 
• Be motivated to engage in their own foot care and improve their general health and lifestyle to try 

and prevent foot problems 

 
Medium- 
term 
outcomes 

People with diabetes registered with podiatry service will change behaviour to enable them to: 
• Maintain good foot-care and identify when to get help if foot problems occur and take appropriate 

action. 

• Seek help as soon as problems occur (rather than delaying because they think problem isn’t 
important/will go away). 

• Establish/maintain contact with GP surgery regarding improving their diabetes control and achieve 
improvement in treatment targets 

• Make contact with the smoking cessation service, increase exercise and improve diet 

 
 
Long-term 
outcomes 

• Reduction in antibiotic prescriptions for diabetes related foot infection (due to reduced 
infection/severity of infection) 

• Reduction in diabetes foot related hospital admissions 

• Reduction in diabetes related amputations 

• Reduction in cardiovascular problems amongst people with diabetes 
• Reduction in smoking amongst people with diabetes 
• Improved achievement in diabetes treatment targets 

 
PROGRESS MADE IN THE FIRST 6-MONTHS 

 
I started by accessing the toolkit, which was quite tricky to start with! I found it really useful, but the things I did find quite 
‘clunky’ were the log in/going back into it and having to clicking on all the ‘link’ documents – it would have been nice to have 
the toolkit and documents available as a downloadable ‘toolkit’ of documents. 

 

I struggled a little with how to take the information and transfer into practice, and how to find local information/stats needed 
to aid my decision making. One of my flaws is that I am not very good at asking for help, so I struggled on my own (and stuck 
my head in the sand a little), and I think I probably should have asked for more guidance at some points (thought this is my flaw, 
nothing to do with the programme!) 

 
I found the meetings really engaging and everyone was very positive, and supportive. I thought the project plan document was 
really useful and wish I had had it right at the start, as it was really helpful in focussing what I wanted to achieve and made me 
think the plan through a lot better. 

 
Unfortunately, I haven’t progressed as far as I would have liked, and the project has become slightly stuck, due to COVID19. I 
have had to focus my workload on urgent service changes; therefore, I have not been able to dedicate time to the project. It 
has become ‘stuck’ at the stakeholder engagement section and hasn’t yet progressed further. My project involves creating 
videos, and I want to engage with the patients, and create a project workgroup, and then create the videos, but we are 
currently not able to do these due to restrictions and redeployment. 

 
The next steps in the project will be to discuss with my manager moving forward, and once things settle down, we will be able 
to ‘kick – start’ the project again. I have learnt that I can’t do this alone, and need to be better at involving the ‘team’ in the 
project 

 
 
 



 

 

 

IMPACT 
 

I have found taking part in the project to be really useful and insightful. It has enabled me to update my knowledge of 
current PHE facts and figures for my area and learn more about the key priorities for the Notts ICS, the Notts health and 
wellbeing strategy and NHS England. It has updated my knowledge of public health and reinforced the importance of 
embedding it into clinical practice. 

 
It has provided me with skills and confidence in how to plan and manage a project, and helped me focus beyond the 
clinician idea of ‘I want to do this’, and learnt how to focus on planning, goals and implementation, and I have learnt 
that I can’t do things alone! It has taught me the importance of engagement and gathering facts and an evidence base 
before planning. 

 
It has also helped provide me with confidence to feel that ‘I can do this’ and focus on what I want to do and why I want 
to do it, and despite not completing the project yet, I feel that I could take these new skills and apply them to other 
projects. 

 

Unfortunately, the project hasn’t yet had any impact on stakeholders or service users, but I am hopeful that once COVID 
settles and things return to ‘new normal’ then I will be able to use the skills I have gained to progress with it. 

 
KEY MESSAGES 

 
My initial barriers were knowing where to start! I would recommend using the ‘project plan’ document at the outset, as 
it really helped focus my mind on what I wanted to achieve, how I was going to achieve it, what I wanted/hoped the 
outcomes would be and what I needed to learn/gather. 

 

I would also recommend starting by going through the whole toolkit, but then going back to the start and breaking it 
down into smaller sections as you progress. Taking time to read all the documents listed is helpful too. 

 
Don’t try and do it alone! I would suggest having a small group of people to bounce ideas off, and form a plan with, as 
often I struggled to access the facts and figures I needed or decide which the best way to do things was, and I think 
have other opinions would have been really useful! 

 
Make sure you dedicate and plan time to focus and complete everything – and don’t underestimate how long it will 
take! I struggled with allocating time, as there is always something more important, or deadlines to meet, and it really 
took my focus from the plan. 

 
Make sure your managers understand what you are doing and trying to achieve, and what help and time you may need! 
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Project Name: Improving knowledge about Antimicrobial Resistance (AMR) within Dentistry 

Organisation: Health Education England 

 
ORGANISATIONAL CONTEXT 

 
I am a dental leadership transformation fellow in the Midlands 
working within the pharmacy team this year. My role includes 
promoting interdisciplinary learning and understanding how 
dentists and pharmacists engage in AMR training. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

The previous roles I have had were clinical, I quickly discovered a 
leadership role requires different skills and concepts and I wanted 
to gain a good understanding of these. I was keen to learn about 
how to manage lots of new ideas to formulate a focused project. I 
also wanted to learn about proposals that my peers from different 
disciplines were carrying out, to gain a better understanding about 
how innovation is delivered within the NHS and improve my 
understanding of population health. 

 

PROGRAME/PROJECT CONTEXT 
 

The wide scale use of antibiotics has led to a rise in drug – resistant 
infections. Antimicrobial Resistance (AMR) is a global issue that is 
estimated to contribute to seven hundred thousand deaths each 
year. The government have published a 5-year plan and 20-year vision 
outlining how the United Kingdom will contribute to containing and 
controlling AMR by 2040. A key area of the plan emphasises the 
importance of stewardship programmes to ensure antibiotics are 
used appropriately and to improve prescribing behaviours. NHS 
dentists are responsible for around 10% of oral antibiotic prescribing 
in the UK according to the most recent ESPAUR report. The Covid -19 
pandemic showed an 25% increase in dental prescribing from the 
previous April 2019 in England. I wanted to design an intervention for 
dental professionals in the Midlands to improve knowledge of 
antimicrobial resistance and encourage appropriate prescribing. I 
also wanted to make professionals aware of the Dental AMR toolkit, 
which was published by Public Health England in 2016; as earlier 
engagement with stakeholders has shown that this resource was 
underutilised. I felt that encouraging appropriate prescribing was 
necessary as a recent study showed that only 19% of dental oral 
antibiotics prescribed were appropriate. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West 

commissioned Progress Health 

Partnerships to deliver an action 

learning set programme to support the 

development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support 

a range of health and care professions, 

to develop their own population health 

skills through designing, implementing, 

testing and evaluating a small-scale 

health improvement project within their 

sphere of practice 

 
Participants were supported remotely 

via an Action Learning Set to utilise the 

PHE developed toolkit for Embedding 

Public Health into Clinical Services to 

identify ideas and test public health 

interventions in their own field of 

practice. 

 
A group of 33 participants were split 

into two regional Action Learning Sets, 

to provide a platform of support, share 

ideas and understand the process of 

public health project development. In 

between the Action Learning Sets 

participants were offered one-one 

support 



 

 

 
 

YOUR SOLUTION/PROPOSED SOLUTION 
 

The aim of the project was to develop an antimicrobial stewardship programme within primary care dentistry to 
align with national five-year plan for Antimicrobial Resistance. The objectives of the project were to engage with 
primary care dental professionals to increase awareness of antimicrobial resistance, engagement with the Dental 
AMR toolkit and to explore ways in which the dentists and pharmacists could connect on stewardship programmes. 
I used the toolkit from the start, and was directed to use a driver diagram, which helped to identify the different 
behaviours and necessary changes that would be needed to achieve the aim. These were vast, therefore I focused 
on a particular area that I wanted to concentrate on, through my own interest and discussions with stakeholders. 
My initial idea was to host an online workshop with dental professionals to discuss how their current stewardship 
practices and how they use the toolkit in particular the audit tool. I had planned to use the feedback to co-produce 
a local audit and feedback tool, that I would then share with practices in the Midlands. 

 

PROGRESS MADE IN THE FIRST 6-MONTHS 
 

I started using the toolkit from the start of the project. Once I had decided on an initial plan for the project, the 
toolkit led me to understand that I needed to work out all the stakeholders. Using the resources in the toolkit 
and the action plan template that was provided, I identified the groups that I would need to work with and was 
able to prioritise those that would have a high impact on the project outcome and made contact with these 
people first. I learnt how to do an elevator pitch and presented my idea as part of the programme. The COVID– 
19 pandemic, meant that urgent dental care provision has changed and it was ultimately felt that this 
intervention would be difficult to carry out at present especially due to the high workload in clinical practice at 
present. I found that all the stakeholders that I did engage with; were really interested in AMR and felt that it 
was an important topic. Therefore, I was motivated to go back to my driver diagram and brainstorm a different 
avenue. During this time, I engaged with pharmacy professionals and sought guidance and information about 
stewardship programmes. I am currently organising a joint pharmacy and dental online workshop on AMR and 
urgent dental care. This is an exciting project, and I have used guidance from the programme to help plan this 
event and organise actions into a Gaant Chart. 

 
IMPACT 

• This project has been a hugely valuable learning experience for me. It has helped me to learn about 
project management and become familiar with techniques that I have never heard of before. I will 

definitely use these skills to plan future projects. I have become more confident in my use of terminology 
related to project management. 

• Using online platforms such as Teams, has been a good experience. I have become familiar with how to 
set up and run meetings on Teams, which is valuable for future networking opportunities and event 
management. This project has given me the confidence to approach stakeholders, something I would 
have never done at the start. 

• I am yet to see the impact of my project on my stakeholders but using the knowledge from my 
colleagues within this programme, I have learnt how to design evaluation forms and how to use them. 

 

KEY MESSAGE 
• Engage stakeholders early in the plan, this will help identify changes that you need to make early in 

the process. 

• Use the toolkit, for any project, it will help focus your project and bring clarity to the idea! 
 
 



 

 

  
 
 

Leading Prevention in Clinical Services – A Toolkit approach 

 
Programme Name: Environmental Impact Assessment on the Feasibility of using 

the Dynameter on a MHSOP Ward during a COVID-19 Outbreak 

Organisation: The Live Team, Highbury Hospital 

 
ORGANISATIONAL CONTEXT 
I am on placement at Highbury Hospital, working with the Live Team 
& my job role is a Physical Activity Coordinator. My role is to provide 
meaningful physical activity and exercise to patients on wards and 
virtually within the hospital. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
I engaged with this programme as I was approached by Elizabeth 
Archer, who is a Dietetic Lead to help her with this case study, as 
she needed someone who knew how to operate and use a Jamar 
Hand Grip Dynameter. From this I hoped to gain a better 
understanding of Strength as a biomarker within in clinical setting. 

 
PROGRAME/PROJECT CONTEXT 
With COVID-19 becoming a more prevalent illness surprising the 
medical world by its ability to cause Hypermetabolism, severe and 
acute weight loss and give an enhanced sense of muscle fatigue and 
fragility. It is thought that sarcopenic obese patients are within the 
most vulnerable to this hypermetabolic effect, especially those in 
the older aged category. This was becoming increasing more of an 
issue as this hypermetabolic effect is causing an increased muscle 
wasting especially in the group mentioned above leading to a higher 
fragility and falls risk. This problem was identified by observing the 
weight of patients within and older adult ward of those testing 
positive for COVID-19 and finding that they were rapidly losing 
weight over their duration of being tested positive for COVID19, & 
that there is no current way of assessing the extent of the muscular 
loss during the positive Covid19 period. 

 
The Population for this study was Older Adults within MHSOP wards 
who tested positive for COVID19. 

 
YOUR SOLUTION/PROPOSED SOLUTION 
From the problem identified above it was proposed that using an 
anthropometric measuring tool for measuring muscle strength 
should be investigated for clinical use. The tool to be looked at is the 
Jamar Hand Grip Dynameter and how it can be applied to a clinical 
setting to assess muscle strength of older adults in MHSOP and if it 
is a feasible option. 

 
The desired outcome of this study was to see if the Jamar Hand Grip 
Dynameter can be used in a clinical setting to assess muscle 
strength as a biomarker for older adults within MHSOP wards for 
those who test positive for COVID19. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support. 



 

 

  
 

PROGRESS MADE IN THE FIRST 6-MONTHS 
A review of the Jamar Hand Grip Dynameter has been completed however we have been unable to use the 
tool yet as thankfully we have COVID19 Cases since it has been implicated. 
We initially looked at the Jamar Hand Grip Dynameter to find out more about it i.e., what it was, how it 
worked and how does it compare to other Anthropometric Measuring tools. We also looked at previous uses 
of the tool in other clinical backgrounds and its use as a predictor of health conditions such as i.e., 
Sarcopenia, Fragility and Cardiovascular Diseases. Form here we established a rational of why it should be 
used, finding that although it is a maximal isometric test it doesn’t put the rest of the body under any strain. 
We also found that due to how the tool is designed it can be practically applied and maintained. We assessed 
the likelihood and impact of the risks posed by the tool finding that over all there was a low risk associated 
with the tool. The use of the toolkit alongside this study has made it easier to plan and structure the work as 
well as help create a clear narrative of what has been found throughout. Personally, through this study I have 
had no engagement with stakeholders. Due to the nature of my placement, I have had no direct interaction 
with the users of the tool however I have interacted with those engaging with the users and they have found 
the tool over all to be easy and quick to use, as well as the data provided by the tool easy to understand. 
Future implications of the Hand Grip Dynameter can be linking it with a formula made by Alexandru Godescu 

𝑐ℎ𝑒𝑠𝑡 

to give an updated version of the BMI. With the use of the Hand Grip Dynameter and 
𝑤𝑎𝑖𝑠𝑡 

ratio the BMI can 

become a more accurate representation of a patient’s body composition. From here the practical implication 
can be use this updated BMI to determine is a patient needs a physical activity intervention. Grip strength 
from the Hand Grip Dynameter can continue to be used as a biomarker for future outbreaks. 

 
IMPACT 
Working within this study has had a positive impact on myself as I have increased by knowledge within this 
field and with the help of the toolkit, I have improved my management of projects such as this on currently. I 
have also been able to network better within the trust as well as with Nottingham Trent University. I have 
also grown in confidence when talking about and presenting regarding academic project/study work. Have 
also greatly improved by timekeeping and workload prioritization through this study. 

 
KEY MESSAGES 
A key factor I have learnt from this project is the importance of understanding muscle strength within a 
clinical environment & how to assess it and how understanding this can reduce the risks of fragility & falls, 
Sarcopenic Obesity and muscle loss from hypermetabolism. A barrier to look out for faced during this study 
has been trying to implicate the Hand Grip Dynameter for use. Finally, a tip for someone starting a project 
likethis from scratch is planning and making sure they have a clear idea of the direction they want to take the 
study in and making sure that no matter what the tangent is that the bring it back around to the core 
problem of the study. 

 
 
 



 

 

  
 

Leading Prevention in Clinical Services – A Toolkit approach 

 
Mini Mouth Care Matters 

Community Dental Services CIC 

 
ORGANISATIONAL CONTEXT 

 
Community Dental Services is an employee-owned social enterprise 
and Community Interest Company delivering clinical dental, oral 
health improvement, prison dental care and epidemiology services. 
Our services are predominantly commissioned by NHS England, 
Public Health England and Local Authorities to deliver NHS dental 
care and oral health improvement advice to a wide range of people 
across a diverse range of communities. 

 
My clinical role is a leadership fellow in Paediatric Dentistry based 
within Leicestershire and Rutland Community Dental Service. We 
have an honorary contract to perform treatment under general 
anesthetic for children at the Leicester Royal Infirmary. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

I wanted to take part in the Action Learning Set to follow a 
structured programme with the overarching aim of embedding a 
sustainable change to improve child oral health for our patients. As I 
am currently in a 12-month fixed term post, starting a project that 
would continue long-term as a team effort to bring about real 
improvements was the main goal. 

 
PROGRAME/PROJECT CONTEXT 

 
The Department of Health defines oral health as “a standard of 
health of the oral and related tissues which enables an individual to 
eat, speak and socialise without active disease or embarrassment 
and which contributes to general wellbeing”. Maintaining good oral 
health has a positive impact on a person’s general health, dignity, 
comfort and quality of life. If oral hygiene is neglected, dental decay 
with subsequent pain and/or infection can develop. This can lead to 
poor general health outcomes and even delays to receiving 
treatments such as chemotherapy or organ transplants. 

 
Hospitalisation has been associated with a deterioration in oral 
health of patients. Poorer oral health is linked to: 

• Increased incidence of hospital-acquired infection 

• Poor nutritional intake 

• Increased time in hospital (malnutritional can affect a 
patient’s recovery) 

• Increased care costs 
 

Mouth care should be part of the daily care delivered to patients in 
order to maintain good oral health and improved quality of life. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the Action 

Learning Sets participants were offered 

one-one support 



 

 

  
 

YOUR SOLUTION/PROPOSED SOLUTION 
 

The aims of this project are to improve paediatric nursing staff confidence levels and ability in providing mouth care, assessing 
signs of oral disease and delivering key oral health prevention messages to an important cohort of patients. To achieve this, we 
proposed to nominate specific ward ‘mouth care champions’ to undergo training from the dental team. ‘Mini mouth care matters’ 
is a HEE funded project which aims to provide training, oral health care policy and mouth care assessment tools to assist Trusts in 
their development of mouth care routines and local policy. 
A consistent mouth care policy was not in place in Leicester, so this is something we aimed to develop. Questionnaires gauging 
staff confidence levels in different aspects of mouth care as well as patient reported data on whether mouth care advice was given 
or tools provided, for example, were the other outcome measures utilised in this project. 

 
PROGRESS MADE IN THE FIRST 6-MONTHS 

 
The dental team engaged key stakeholders within the paediatric inpatient team, namely the matrons who worked across all the 
sites treating children within the Trust. Having this key support meant that preliminary data caption forms were efficiently 
disseminated and completed. Mouth care champions – motivated staff members – were also nominated and aided this process. 
The summary of the main findings were: 

• Only 2/3 of nursing staff in the cohort checked if mouthcare products were brought on admission. 
• 79% of patients reported they were not asked by staff if they were having any problems with their mouth or teeth. 
• Patients brushed their teeth less frequently at hospital according to our findings. 
• 53% of nursing staff reported had never had training in providing oral health or mouth care. 77% reported they felt as if 

they would benefit from training in providing mouth care and assessing the mouth. 
Due to Covid-19 redeployment of staff members and disruption in services, face to face training has not yet been possible. We 
have adapted our approach and developed online lectures/webinars to overcome this and have rearranged the other sessions. 
Following training completion, we plan to re-evaluate staff confidence levels and competence in mouth care and make further 
adaptations if necessary. 

 

IMPACT 
 

Undertaking this project and utilising the toolkit has given me invaluable experience in setting up a larger scale interprofessional 
public health initiative. Following the toolkit ensured my project was structured with a clear focus on what outcome measures 
could be used to evidence the aims/objectives from the very start. Engaging stakeholders was the main reason the project has 
been able to progress during the pandemic as I had support from the paediatric nursing team even though dental services in the 
hospital had been suspended for roughly 3 months. Although not all of the action plan has been completed, I feel confident in the 
next couple of months we can continue with implementing the training programme and finalise the mouth care policy which can 
then be piloted. 

 
KEY MESSAGES 

 

• Oral health has been found to deteriorate in hospitalised patients 
• Good oral health is important for child growth and development 

• Mini MCM aims to empower healthcare professionals to take ownership of the oral health care of paediatric inpatients 
 



 

 

 

Leading Prevention in Clinical Services – A Toolkit approach 

 
Language for Life Social Media: A parents’/carers’ perspective 

Nottinghamshire Healthcare NSH Foundation Trust 

 
ORGANISATIONAL CONTEXT 

 
The Early Intervention Speech & Language Therapy (EISLT) team 
currently works at primary and secondary prevention levels to 
support children under 5 to reach their communication potential. The 
aims of the team are to promote early identification of children that 
are at risk of having speech, language and communication needs 
(SLCNs) e.g. language delay and put support in place to reduce the 
risks of this being an ongoing problem. The team works with local 
services (Parents, Children’s Centres, Settings/Schools and Health 
Teams including Healthy Families Team & Family Nurse Partnership) 
to identify children at risk of SLCNs, promote knowledge of early 
language strategies to support language development and raise 
expectations of what children are capable of. 
When children have been identified as being at risk, they can access 
secondary prevention programme such as Home Talk. This service 
works with tertiary services to get the best outcomes for these 
children. 
Social media is a big part of how the team spreads early language 
messages to parents, especially during the Covid-19 Pandemic where 
face to face contacts have not been possible. 

 
WHY DID YOU ENGAGE ON THE PROGRAMME? 
I engaged in this programme as I wanted to: 

- Gain skills in evaluating and improving public health services 
- Access expert mentoring and advice that was offered as 

part of the programme. 
- Learn about how other professions and teams used the 

public health model approach through their participation in 
this project. 

- Gain experience in completing a project from start to finish 
of this nature. 

 

PROGRAME/PROJECT CONTEXT 
 

As part of the Language for Life social media and website, a review 
of the content that is available on each of the platforms was carried 
out. As part of this review, it was felt that it would be important to 
gain views and opinions of service users, particularly parents and 
carers who access the different platforms to ensure the content that 
is currently being produced is useful and relevant to this group. This 
would also give an opportunity to see if there was any additional 
content that service users would like to see across these platforms. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support 



 

 

  
 

YOUR SOLUTION/PROPOSED SOLUTION 
 

Language for Life social media provides early language messages to help support the language development of 
all children under the age of 5. Content also includes local training opportunities, examples of using Makaton 
signs, articles/information relating to speech, language and communication. 
The project aims to gain an understanding of parents’ views of Language for Life social media. Including 
whether the content is relevant to them, whether they are aware of the early language messages, if they have 
ever used any of the strategies/activity ideas posted and if they would like to see any other content that is not 
already posted. 

 

The objectives of the project were: 

- To carry out a survey on Language for Life social media to gain insight into parent’s impressions of the 
content posted. 

- To complete 1-2 focus groups with parents to understand why they follow Language for Life social 
media and what they use this for. 

- Use the learning from the survey and focus group(s) to influence the planning for Language for Life 
social media going forward. 

- To share the learning of the project with the EISLT & SSLT teams to help with the integration of services 
and inform social media planning going forward. 

 
PROGRESS MADE IN THE FIRST 6-MONTHS 

 

- The ‘Embedding Public Health in Clinical Services’ toolkit was worked through to give further context 
to the project. The resources within the toolkit were used to inform the outline of the project and 
work on an impact pathway for a long-term view of how this project might impact on the target 
population. 

- A range of stakeholders (Paediatric Speech & Language Therapists, Early Years health Professionals) 
were engaged to gain their views on the language for Life social media and website about the current 

content and additional content that would be useful to include on these platforms. 
- A survey has been designed and implemented to gain the views of parents and carers on the 

Language for Life social media and website. As this is still live the responses have not yet been 
analysed. To date there have been no volunteers to take part in the focus group sessions. 

Next steps for the project will be to: 
- Analyse the responses to the survey. 
- Share the feedback with the EISLT & Specialist Children’s SLT team. 
- Implement feedback into the planning of content for the Language for Life social media and website 

- Share changes to the Language for Life social media and website to stakeholders that engaged in the 
project. 

- Publish completed case study on the Language for Life website for parents and carers who took part 
in the project to access. 

IMPACT 
 

Taking part in this programme has helped to consolidate my knowledge of working within a public health 
context. Use of the toolkit has made me more confident in my own knowledge, especially when talking to 
stakeholders. The toolkit will be a useful resource to share with the whole team when engaging in projects of 
a similar nature in the future. 



 

 

 

 
 
 
 

KEY MESSAGES 
Key learning points from engaging in this project 

- Know what steps/permissions you will need to from the trust that you work for to carry out the 
proposed project as this held this particular project up getting permission to launch the online 
surveys and getting permission for proposed focus groups. 

- To date not as many responses to the online survey have been received as were expected at the start 
of the programme. This has lead the response date to the survey being extended. There have also 
not been any volunteers to take part in the focus groups. 



Leading Prevention in Clinical Services – A Toolkit approach 
 

 

Recruitment of Mental Health Practitioners in Newton and Haydock Primary Care 
Network 

 
Haydock and Newton Primary Care Network 

ORGANISATIONAL CONTEXT 

 
Newton and Haydock Primary Care Network (PCN) has a total of 
47,000 patients. Assuming 25% of people experience mental health 
problems that equates to 11,750 patients across the network. The 
initial plan was to employ three Mental Health Practitioners, (MHP) 
across the PCN. Funding had been agreed through Additional Role 
Reimbursement Scheme (ARRS) for the PCN. As an Advanced Nurse 
Practitioner (ANP) Specialist Mental Health and having been in post 
in a GP practice for 2 years I understood the role responsibility 
required for the PCN population. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

The program gave the opportunity to use a format to reflect and 
plan the project. Also, the prospect of being able to network 
withother professions allowed other views and opinions to be 
considered. As well putting a structure in place allows for a more 
focused and timelier project. 

 
PROGRAME/PROJECT CONTEXT 

 
Several recent reports identified a need to bring specialist services 
into PCN. At the time I was employed as an Advance Nurse 
Practitioner in a GP practice and as a mental health practitioner I 
developed clinics purely for MH issues. This lead to the largest GP 
practice in the area having the fifth lowest referrals to secondary 
care. Patient feedback was also very positive. The PCN Director was 
the project sponsor who was also the lead GP for the surgery I 
worked in. The funding for the MHP was due to start on 1/4/2021 
for all PCN nationally. All PCNs would be recruiting at the same time. 
The PCN agreed to start the recruitment process and to fund until 
the ARRS funding came in. 

 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support 



 

 

 

YOUR SOLUTION/PROPOSED SOLUTION 
 

Word of mouth was initially used to identify MHP’s who would be interested in the role. The opportunity to 
work closely with the local Mental Health Trust and CCG Lead for Mental Health soon developed. The idea of 
forming practice based around the needs of the patient across services was an exciting proposition. To 
ensure consistency across the local PCN’s then Newton and Haydock would pilot a plan to be rolled out 
across the other PCN in the area. 

 
PROGRESS MADE IN THE FIRST 6-MONTHS 

 
Initially one MHP was recruited but personal circumstances meant that she withdrew from the post. The 
terms and conditions paid by GP practices rather than Agenda for Change which is used throughout 
secondary care became a barrier, particularly regarding sick pay and annual leave. This post went out to 
recruitment again. A second was employed for a different practice. However due to Covid 19 they did not like 
the isolated nature of the role and returned to their old post in secondary care. 
In January 2021 several PCN’s across the country had preplanned and employed MHP’s. It appears that this 
resulted in the MH Trusts losing a number of staff. NHS England then changed the whole plan. Instead of 
three MHP now only allowed one for all 47,000 patients for 2021 increasing to two in 2022 and three in 2023. 
The MHP’s are no longer employed by the PCN, the PCN pays for 50% of the role. PCN no longer has 
ownership. The MH Trust now employs, manage and supervise the MHP. This results in a job role the Trust 
wants and not the PCN. MHP would retain AfC terms and conditions. 

 
IMPACT 

 
The PCN have been working closer with the MH Trust, including developing network groups. The referral 
process into secondary care is being changed. There is more person-centered care for the patient. The MH 
trust staff are assessing patients in the GP practice. Information is being shared more easily. To encourage 
consistency, we have been invited to present the reduced referrals and patient feedback with the 
Cheshireand Merseyside hub. 

 
KEY MESSAGES 

 
No matter how much you plan a higher authority can change things last minute and changes can happen 
even if everyone agrees that the change is detrimental 

 
 
 
 
 
 



Leading Prevention in Clinical Services – A Toolkit approach 
 

 

Project Equal Health 
Royal Bolton Hospital and Health Education England 

 
ORGANISATIONAL CONTEXT 

 
Academic Foundation year 2 doctor working in Royal Bolton 
Hospital. I currently live in Oldham and went to medical school in 
Manchester. Bolton has a very diverse population, with many 
minority communities within. Unfortunately, alongside Oldham, 
Bolton also has one of the highest levels of poverty within greater 
Manchester. Making health inequalities even more common and 
relevant for health care professionals to be aware of, to better serve 

 
I have had jobs in acute medicine, coronavirus wards, paediatrics, 
psychiatry and ICU. 

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

I have always had interests in qualitative research and have recently 
been doing some work on health education programmes set up for 
minority communities. During my studies in university, I was a 
widening participation fellow and was involved in carrying out 
research on barriers to getting into medical school for students from 
ethnic minority backgrounds. The role involved me delivering many 
sessions in schools and colleges in deprived areas of greater 
Manchester, to encourage students to pursue science and health 
care careers. During foundation years, I became a trustee for a 
voluntary organisation known as AskDoc- which aims to promote, 
educate and highlight health inequalities via community 
engagement. My focus is to educate minority groups on how to best 
access different health services available and educate them on 
various health topics. 

 
I came up with the idea that as a foundation doctor, I can promote 
cultural awareness/sensitivity and highlight health inequalities 
within minority communities to my colleagues. This will not only 
increase our understanding of certain health barriers but will also 
provide us with the tools to tackle such barriers. 

 

I was in development of this project with HEE, when one of the 
leads directed me to this programme. I was instantly excited by this 
as I was looking for guidance on how to get real results from my 
ideas and how to set up such sessions. I was after a supportive 
group, where I would meet like-minded clinicians and would guide 
each other in our respective research ideas and projects. I also 
needed guidance on tools I could use in order to study my project, 
to produce statistically significant and relevant results, as this is 
often difficult with qualitative data. 

the population. 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support 



 

 

 

YOUR SOLUTION/PROPOSED SOLUTION 
Cultural awareness is the ability and willingness to objectively examine the values, beliefs, traditions and 
perceptions within our own and other cultures. 
Health care professionals are responsible for providing care for increasing numbers of culturally and 
linguistically diverse patients. 

 
Being culturally aware helps- 

• Build mutual respect and increases patient trust. 
• Improves efficiency, patient safety and allows patient centered care. 
• Reduces inequality in accessing health care. 

 
Lack of cultural awareness can affect our perceived preparedness to care for culturally diverse patients by 
increasing anxiety and can also lead to the use of stereotypes. 

 
Project ‘Equal Health’ aims is to deliver regular sessions on cultural awareness and health inequalities for 
foundation trainees (junior doctors), covering range of topics. 
Sessions held will encourage discussions on challenges faced, ideas/innovations in tackling barriers faced by 
minority and vulnerable groups. Lessons learnt can be implemented in day-to-day practice. These sessions will 
be delivered during mandatory teaching afternoons/days. 

 
The sessions aim to – 

 
• Provide opportunity for shared learning and feedback to improve patient centered care. 
• Encourage open and honest discussions. 
• Improve access to health care, as well as collect valuable data on challenges faced unique to minority 

groups. 
 

As a part of the project, it was necessary to recruit volunteers/champions (foundation year 1 and year 2 
doctors) in various trusts across North-west, in order to facilitate the sessions. 

 
The following was proposed: 

'Equal Health champions’ are foundation trainees volunteering from each trust who wish to develop and 
deliver and facilitate these sessions. 

 
‘Equal Health Committee’ made up of champions, will hold regular meetings to discuss upcoming sessions and 
share ideas do develop the project further. 

 

Due to the coronavirus pandemic, it was decided that these sessions will be now be delivered virtually. 
They will be pre-recorded and delivered to each trust in their allocated teaching time. 
Each session will be followed by a debrief, led by a senior clinician from the respective trusts. 
These sessions will eventually be delivered in a workshop format post pandemic. 

 
Initially ideas for sessions were- 

1. Barriers in south Asian communities and further effects of COVID highlighting health inequalities. 
2. Antiracist workshop covering micro aggression- how to promote an antiracist workplace. 
3. Helping refugees and asylum seekers to access healthcare services and overcoming barriers to health 
4. Health disparities affecting the LGBT+ community. 
5. Multifaith palliative care session on highlighting difficulties in end-of-life care. 



 

 

Methodology- 
1. Engagement with stakeholders- 

Presented idea in various conferences and meetings. Received interest from health education England and 
lead of foundation training of Liverpool trust. 

2. Contacted education teams in different trusts to inform regarding the project, as well as circulate 
announcement on recruitment of trust champions. Attended forum meeting around north-west spoke 
about project and vision in order to recruit ‘champions. 

3. Trusts and Equal health champions- 13 trusts showed interested 17 champions were recruited (group of 
FY1s and FY2s). 

4. Created a group with the champions in order to form a committee which will be in charge of discussing 
and executing ideas and sessions. 

 
Pre-recorded session development- 
Committee meeting was held to discuss with the champions on ideas for the sessions, and topics of interest. 
Each session discussed was to be designed slightly different, we therefore decided to work on them on an 
individual basis. 
It was decided that we should have a set of live as well as pre recoded sessions (in order to have standardised 
teaching in all trusts and to create a bank of sessions). 
The pre-recorded sessions will act as ‘core’ sessions and the live sessions will be ‘supplementary’ and these 
will be based on the needs of each trust on what they are interested in/or if a session has particular 
importance to the trust. Both the live as well the pre-recorded sessions will have a live debrief session at the 
end to encourage discussions regarding issues discussed. The debrief session will be delivered by 
consultants/senior consultants of the trusts involved. 

 
Short term outcomes- 

• To raise awareness amongst foundation trainees and to encourage change in practice which 
incorporates a more culturally sensitive approach when treating patients from a minority background. 

• To highlight biases and stereotypes all individuals hold, and how we can ensure these do not hinder 
the care we provide to our patients as clinicians. 

• To encourage other foundation doctors, and senior clinicians from trusts to be involved in the process 
of developing this project to ensure such content is delivered each year. 

 

Middle term outcomes- 
• To ensure the project gains enough traction, in order to encourage change in people’s behaviours and 

attitudes towards promoting equal care. 

• To highlight understanding and value of realising that cultural ‘competence’ is not a tick box exercise 
or something that can be learned in a few hours, it is something we have to continuously carry-on 
learning about. 

• To ensure Health Education England are interested and happy to have this project included within the 
foundation training. 

 

Long term outcomes- 
• To expand this project to all foundation schools, not just the north west of England. 
• To deliver teaching on health inequalities and cultural sensitivity to all health care professionals across 

all trusts. 
 
 
 
 

 



 

 

 
 

PROGRESS MADE IN THE FIRST 6-MONTHS 
 

Since enrolling onto the ALS program, I have managed to recruit 17 foundation trainees from 13 
trusts of North-West England. I have managed to get the support of key people from Health 
Education England, who are also helping to develop and progress the project. I have kept them up to 
date with the sessions being planned and run and they are also invited to join the sessions. 
When introduced to the toolkit I was able to use the toolkit to plan my project, to utilise it in 
developing my methodology and when planning my outcomes. The toolkit introduced me to 
different frameworks of developing a study such as the PDSA cycles, which was used to test out the 
sessions, and implement change based on outcomes of each. 
So far, we have delivered 5 sessions in 9 trusts across north West. Every trust received the ‘core’ 
pre-recorded sessions, and further sessions in a trust were live sessions. 
We collected feedback after each session, to utilise the feedback to enhance future sessions. 
We have developed two ‘core’ pre-recorded session on: Health barriers faced by south-Asian 
communities and on barriers faced by refugee and asylum seekers. The live sessions delivered were 
on Racism within the NHS, Palliative care in different cultures and on poverty in health. 

 
IMPACT 

 
On myself- 

 

• Developing this project, from initially an idea to now a whole network, has helped me a gain 
a lot of interpersonal skills. I was able to exercise my leadership, team management and 
time management skills. 

• It helped me grow in confidence massively and gave me the ability to believe in my idea’s 
despite of setbacks and barriers. 

• Due to the coronavirus and changes in delivery of teaching from face to face to virtual, I was 
able to quickly make changes to adapt. 

• During this time, I also completed a course on medical leadership (masters level module) 
which helped me identify certain traits I hold as a leader and what my setbacks may be. This 
reflection on my abilities and personality traits helped me further adapt myself to gain the 
most of this project. 

• I was able to network and make connections with key stakeholders like PHE and HEE. I now 
am assured that I have mentors who will be able to guide me throughout this process in 
order to implement change. 

 

On organisation- 
 

• This project will not only have an effect on my trust (Bolton) but also in all trusts these 
sessions will be delivered in. 

• I have managed to liaise with multiple education teams, who are all aware of the project and 

can help to facilitate these. 
 

Stakeholders- 
 

• HEE are now aware of the need of such project and conversations, and the need to train 
health care professionals on health inequalities and give constructive ways to implement 
changes to their practice. Finally, a conversation on implementing changes which will benefit 
minority populations when seeking health care will now take place from very early on within 
medical training. 



 

 

 

 

KEY MESSAGES 

 
• It is pivotal to ensure proper advertisement and publicity of the project from the very 

beginning and to identify people who will be on board with your project. 
• Planning meticulously and having back-up plans when things go wrong. Different 

frameworks can be beneficial in this. 
• Networking is pivotal. If struggling with response from a key stakeholder, it is important to 

be persistent and reminding them on your project/idea. 
• Regular communication with your team with updates and changes is essential so everyone is 

on the same page. 
• Identifying individual strengths and interests within the team and utilising them in order to 

delegate tasks, will help with efficiency. 
• Perseverance even in difficult and adverse circumstances is necessary to ensure success. The 

pandemic posed various barriers in setting up this project as well as implementing it, 
however being adaptable was essential to overcome these challenges. 

• Remember to ‘put your own oxygen on first’. 
• Lead by example and motivate others/team to believe in the vision through your passion, 

determination and belief in your own idea. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 

 

Leading Prevention in Clinical Services – A Toolkit approach 

Cultural Relevance Peer Learning 

Manchester Local Care organisation 

 

ORGANISATIONAL CONTEXT 
 

I am a Health Development Co-Ordinator for Manchester Local Care 
Organisation, I work specifically within the Neighbourhood of Cheetham 
Hill and Crumpsall and my role is to tackle health inequalities to decrease 
the impact of residents’ health by wider social determinants. 

 
 

WHY DID YOU ENGAGE ON THE PROGRAMME? 
 

I have worked in health inequalities for over five years and hoped to 
strengthen my skillset and increase my knowledge about the toolkits and 
methodologies that can support my work. 

 
PROGRAME/PROJECT CONTEXT 

 
When I first developed the idea of my plan, I wanted to focus on the 
development of cultural knowledge within the community nursing team in 
Cheetham Hill and Crumpsall. This was based around numerous 
conversations I’d had with the head of nursing about the different cultures 
and communities in the area and the need for support for the staff to 
understand the nuances of the cultures. 

 
For example; when visiting patients in homes which cultures require you to 
take your shoes off, which cultures require bodies to not be touched once 
someone’s passed away or which cultures don’t allow tobacco in the home 
even within pockets. Cheetham and Crumpsall is a very diverse part of 
Manchester with a population of 54,000 people.   61.2% of our population 
is Black, Asian & Minority Ethnicities, 25% of the population are 
experiencing income deprivation related to low income, 8.8% of the 
population have more than one long-term health condition and 
over 130 languages are spoken in the area.   The language barriers can 
stop nurses from having conversations with people about which customs in 
the home they should follow. 

 
Another element is that having the knowledge of cultures includes 
understanding the food of different communities; as we know diet has an 
impact on the health of individuals and rather than make assumptions it’s 
better to know. The Lead nurse and her team want to be able to provide 
the best care for their patients and that involves understanding of 
customs. 

 

However, halfway through the PHE programme I was pulled onto cov-19 
vaccinations roll-out programme which took me away from my day job. 
Whilst here I used my skills to tackle health inequalities for the vaccination 
which included; rumours around social media, communities that are 
digitally excluded not accessing appointments and language barriers 
resulting in misinformation. The same principles of understanding the 
community and their culture applies to this programme and I will be 
explaining what was done to tackle this below. 

About the Programme 

Health Education England (HEE) in the 

Midlands and North West commissioned 

Progress Health Partnerships to deliver an 

action learning set programme to support 

the development of a network of public 

health leaders within clinical settings 

 
The aim of the programme is to support a 

range of health and care professions, to 

develop their own population health skills 

through designing, implementing, testing 

and evaluating a small-scale health 

improvement project within their sphere of 

practice 

 
Participants were supported remotely via 

an Action Learning Set to utilise the PHE 

developed toolkit for Embedding Public 

Health into Clinical Services to identify ideas 

and test public health interventions in their 

own field of practice. 

 
A group of 33 participants were split into 

two regional Action Learning Sets, to 

provide a platform of support, share ideas 

and understand the process of public health 

project development. In between the 

Action Learning Sets participants were 

offered one-one support 



 

 

 
 

YOUR SOLUTION/PROPOSED SOLUTION 
 

My original proposal to increase the cultural knowledge of the District Nursing staff was to develop a peer learning 
programme in the nursing group that would increase knowledge and awareness of staff of different cultures – we 
have people in our teams from various backgrounds who were happy to have open discussions build trust within 
our staff to do this. We would also bring in people from the community with lived experience to share their 
knowledge and understanding whilst building relationships in the community of trust in the health and social care 
sector. We would also work with our already existing relationships with the VCSE groups in the community. We 
wanted to create a culture that is sustainable and receptive. Rather than bringing someone in for a day and 
leaving, we wanted to create a continuous learning, developing and curious condition in the team – to ensure our 
practices were always striving for the best care for our patients. 

 

PROGRESS MADE IN THE FIRST 6-MONTHS 
 

The first month of the project consisted of utilising the PHE toolkit to understand the methodology of having true 
partnership working in the neighbourhood to increase the health and well-being of the residents. This is a huge 
part of my job, so found that even though I knew the basics of the methodology, it was very useful to be able to 
check back in on the toolkit to increase my understanding. It helped with the development of the programme by 
providing a skeleton of how to have conversations and develop a programme. 

 
However, due to covid-19 pressures and being pulled in to working on the vaccination roll out for four months, I 
was not able to continue the work with the district nurses. We had to put it on hold for the next six months but 
will be coming back to it as we still feel it’s a brilliant way to increase community trust in the health and social care 
system and develop meaningful relationships in the team and with patients. 

 
During the last 5 months, I have worked using the PHE toolkit principles of engaging residents, having person 
centred approaches and working in partnership from a patient level to create better outcomes for the vaccination 
programme. 

 
Working in an area where the majority of the community is Black, Asian and from other ethnic minorities, we’ve 
had to think differently on how to engage people with the programme and ensure that the programme is 
accessible to all. I have set up a quiet clinic for people with learning disabilities to ensure senses aren’t overloaded, 
with LD nurses at the clinic and worked with local charities who are LD advocates so we also have information in 
Easy Read. Our vaccinators who speak different languages are identified at the beginning of the day and it’s written 
on their pods. We have briefings with volunteers and staff about different cultures and what to expect. We have 
had pop-up clinics in churches, gurdwara’s and mosques to increase accessibility and trust. I have worked with GPs 
to set up zoom Q&A sessions for their patients in different languages. WE have set up evening clinics for people 
who are fasting or working and morning clinics for people dropping off children. We have ensured everything is as 
accessible as possible by also creating an accessibility and diversity plan. We have vaccinated over 68% of our 
population in Cheetham and Crumpsall 

 

IMPACT 
Due to having to step away from the course for 4 months, it’s quite difficult to measure the true impact of such a 
useful course, however, it’s important for me to note that there has been a change in attitude of staff in my 
network towards tackling health inequalities in a co-production way and by including patient lived experience. 
Having vaccinated over 17,000 people in the neighbourhood through different clinic styles, through different 
methods of engagement (not just a letter or text or call to tell them) has shown to be successful and has been 
noticed through the neighbourhood. 

 

For myself, the course has increased my confidence in my own skill-set and belief in the PHE principles – that I do 
know what I’m doing and that the methodologies I use are important in creating a project plan that doesn’t have to 
be linear and takes in to account lived experiences. 

 
A stronger relationship has been built with our VCSE community groups and Primary Care 



 

 

 

 
 

 
Key Messages: 

 
1) I think it’s really important that anyone who is creating a project like this or hoping to have staff take 

on this kind of project understands that this is a whole piece of work that needs protected time to be 
given to it. 

2) On the same note, a level of flexibility is crucial; staff want to develop and learn, however, find it 
challenging to manage development with their own work pressures. 

3) This project is crucial to developing programmes that provide services to patients that are meaningful 
to them and work for them – we cannot tackle health inequalities without having an understanding of 
what they are and how they impact individuals. Staff need to have time to explore the neighbourhood 
in which they work and how they can link in with what’s happening 

4) I really wish I could have done this project outside of a pandemic so that I could give it the time it 
deserves. However, I am very lucky that my role is part of PHE and have a good understanding of 
tackling health inequalities through partnership working and building trust in the communities, 
ensuring person-centred care is at the forefront of our work. 
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