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1.)  Introduction to evaluation  

This evaluation has been undertaken internally by the team leading the project at 
Health Education England to evaluate the ‘Leading Prevention in Clinical Services – A 
Toolkit Approach’ programme which was delivered September 2021 – March 2022. 
Feedback has been gathered via surveys which were completed by participants and 
facilitators to inform future workforce development offers, quality assure the work and 
gain feedback particularly from clinicians taking part.  

 

2.) Embedding Public Health into Clinical Settings – A Toolkit Approach  

Health Education England (HEE) in the Midlands and North West in partnership with 
Office Health improvement and Disparities (OHID) NW delivered a programme to 



 

support the development of Public Health skills for staff working within clinical 
settings.  

Participants were supported remotely via three guided learning sessions to utilise the 
OHID developed e-learning toolkit for Embedding Public Health into Clinical Services 
to identify ideas and test public health interventions in their own field of practice.  

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. Each participant was encouraged to undertake a Public Health project and 
complete a case study to demonstrate what impact their projects had.  

The learning opportunity was a blended learning approach with participants 
undertaking the Embedding Public Health into Clinical Service e-learning in advance 
of the sessions.  

 

3.) 2021/22 Programme attendee data 

The programme was open to all those working in a clinical setting such as midwives, 
health visitors, specialist nurses, medical professions, allied health professionals, 
dental professions, pharmacy staff, physician associates and care home managers.  

In total 51 individual learners attended at least one session.  

 

 

 

Learners in each cohort: 

Cohort A – 11 learners 
Cohort B – 13 learners  
Cohort C – 12 learners 
Cohort D – 15 learners  

 

Cohort A Cohort B Cohort C Cohort D 

Session 1 
13th Sept 

Session 1  
18th Oct 

Session 1 
13th Dec  

Session 1  
Jan 13th  

Session 2 
11th Oct 

Session 2  
18th Nov  

Session 2  
11th Jan 

Session 2  
15th Feb  

 Session 3  
 9th Nov  

 Session 3  
 8th Dec 

Session 3  
9th Feb  

Session 3  
15th March  

https://portal.e-lfh.org.uk/Catalogue/Index?HierarchyId=0_44698&programmeId=44698


 

 

4.) Guided Learning Sessions  

Each of the guided learning sessions were designed by: 

• Nick Lowden (Office of Health Improvement and Disparities) 
• Alison Farrar (Health Education England, Northwest) 
• Sally James (Health Education England, Midlands) 

 

The following was covered in each session: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Session 1 Session 2 Session 3 
• Welcome 
• Introductions  
• Elevator Pitches  
• Reflections on the 

toolkit and 5 key 
steps  

• Project Plan 
 

• Introduction to 
stakeholder analysis  

• OHID FingerTips 
Health Profiles 

• Joint Needs 
Assessments  

(all deleivered by external 
colleagues) 

• Reflections on journey 
so far 

• Evaluation template  
 



 

5.) Delegate Feedback: 

What did participants like about the programme? 

• ‘An open and safe space to have discussions about projects and the barriers’ 
• ‘Being able to discuss issues and gain advice from other members and leaders. I t 

was good to listen to feedback given to others as this also helped with development 
of my own project.’ 

• ‘Thinking about how I can add value to the work I already do  to support our patients, 
not only here and now but for their future.’ 

• ‘Building networks with others working in Public health.’  

 

What skills did participants develop? 

• ‘Ability to build networks and understanding who and how to engage my 
stakeholders’ 

• ‘Strategic thinking, this personal development has been different to any learning I 
have done before’ 

• ‘How to think step by step about planning a project. The project template helped 
hone the scope of my project.’ 

 

What value has been added from attending the guided learning sessions? 

• ‘Hearing how others were working in the community and the barriers they face was 
helpful’ 

• ‘I can have different, more meaningful conversations with my colleagues and 
patients.’ 

• ‘‘Hearing about the other projects and professions and how it can overlap with my 
work or ideas’ 

•   ‘If I needed support in the future then i would feel confident to approach the 
leaders or other people who had been in my cohort. 

 



 

6.) Facilitators Feedback 
 
What worked well with the guided learning sessions? 
 
Offering inter disciplinary sessions, working across regional boundaries, having speakers, not 
just presenting at participants, giving them time to discuss their projects, progress & 
barriers” 
 
"Taking people through each step on the toolkit, having external speakers, giving people 
opportunity to share project work and make the connections"  
 
 

What you would you do differently next time? 
 
“Enrich the experience - Possibly extend the total time that delegates are on the course, a 
broader range of speakers, maybe less cohorts be concentrate on the quality of the sessions, 
could colleagues in academia support? e.g. quality improvement methodology, an overview 
of public health, project management principles” 
 
"Increase the numbers so can have more breakout room opportunities for sharing" 
 
Further Comments: 
 
“A really practical way to connect with the clinical workforce - not sure how we measure 
impact - need a means of staying in touch” 
 
“I did connected with some participants to other individuals / networks & I found it really 
helpful to connect with staff at the sharp end of clinical practice - those opportunities are 
rare” 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

ORGANISATIONAL CONTEXT 

Southport District General Hospital (SDGH) is part of Southport and 

Ormskirk NHS Trust. This quality improvement (QI) project was conducted 
in our Accidents and Emergency (A&E) department. I am currently a 
Foundation Year One (FY1) doctor who was stationed in A&E during this QI 

from December 1, 2021 to April 5, 2022.  

 

WHY DID YOU ENGAGE ON THE PROGRAMME? 

During the pandemic, Public Health England found that between March 

2020 and March 2021, there was a 58.6% increase in at-risk drinking levels 
with a 20%+ increase in alcohol specific deaths.1 There have been 

numerous articles documenting how A&E’s across the nation are 
overloaded with patients, particularly alcohol related admissions. The 

number needed to treat (NNT) for “Brief Interventions” (i.e. initial 
assessment, discussion, and goal setting in alcohol related encounters) is 

eight.2 Efforts to optimize screening has the potential improve appropriate 
management of these vulnerable patients. During my public health 

training, I’ve learned that focusing on small improvements can have a 
major impact.  

1. “Monitoring Alcohol Consumption and Harm during the COVID-19 
Pandemic.” Monitoring Alcohol Consumption and Harm during the 
Covid-19 Pandemic, Public Health England, 15 July 2021, 
https://assets.publishing.service.gov.uk/ 
government/uploads/system/uploads/attachment_data/file/1002
627/Alcohol_and_COVID_report.pdf.  

2. “Alcohol Brief Interventions – Train the Trainer Course.” Alcohol 
Brief Interventions, Public Health Wales, December 2017, 
https://www.e-lfh.org.uk/wp-content/uploads/2017/12/Have-a-
Word-Top-30-slides.pptx. 

PROGRAME/PROJECT CONTEXT 

Just before the pandemic, SDGH’s hospital alcohol liaison team (HALT) 
attempted to assess if A&E was effectively managing alcohol related 
encounters. However, they found that due to the pressures of A&E’s 

patient influx, direct calls were made to HALT as opposed to using the 
trackable online proforma. They performed a cross sectional study with 20 

randomly selected HALT digital referral proformas to assess if HALT 
referrals were appropriate. While nearly all of the referrals were 

appropriate, they were unable to get the full picture of how A&E was 
screening potential alcohol related encounters encounters. The Alcohol 

Use Disorders Identification Test – Concise (AUDIT-C) is the screening tool 
used in A&E to determine when a patient should be flagged as at-risk 

drinkers (e.g. alcohol-dependent) and require formal intervention (e.g. 
HALT referrals, brief interventions). 

 

 

 

 

Leading Prevention in Clinical Services – A Toolkit approach 

AUDIT-C in A&E 

Southport District General Hospital  
  

 

About the Programme 

Health Education England (HEE) in the Midland 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 

7.) Case Study 

https://assets.publishing.service.gov.uk/
https://portal.e-lfh.org.uk/Catalogue/Index?HierarchyId=0_44698&programmeId=44698


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

YOUR SOLUTION/PROPOSED SOLUTION Aim: Assess the impact of teaching sessions on AUDIT-C knowledge, attitudes, 

and practices (KAP) Objectives: 1. Hypothesis - There will be improvement in post-survey KAP scores after AUDIT-C 

teaching/training sessions. 2. Gain feedback and themes regarding AUDIT-C use 3. Assess the practicality of expanding 

this touchstone to a large-scale audit 

Target Audience: A&E multidisciplinary team (MDT) (e.g. A&E physicians, physician assistants, nurses, etc.) 

Methodology: 10-minute teaching was performed regarding AUDIT-C covering basic topics such as “What is AUDIT-C and 

how do you carry out the screening?”, “Who is responsible to carry out AUDIT-C?”, and  the potential impact of 

performing the screening. Pre- and post-surveys assessing KAP using a Likert-scale with average scores analyzed with a 

paired T test using p<0.05 for statistical significance.  

PROGRESS MADE IN THE FIRST 6-MONTHS 

Two teaching sessions were conducted amongst the MDT with a sample size of 13 using evenly divided pre-/post-survey 

questions covering KAP. At the end of each teaching/training there was an open discussion to informally gather 

qualitative themes. A final QI results session was conducted going over the teaching material with feedback on the 

practicality of the project and expansion in open discussion. 

Results: Quantitative: All KAP questions in the pre-/post-survey showed statistically significant improvement  of average 

scores (p<0.05). Questions regarding general knowledge and practices regarding AUDIT-C and “brief interventions” 

showed the most improvement (p<0.01). Main qualitative themes: (Knowledge)  General AUDIT-C knowledge/comfort 

using the tool was lacking - “I’ve always felt intimidated by that chart”, (Attitudes) MDT members on all levels assumed 

that AUDIT-C wasn’t part of their duties – “That’s not part of my job description”, (Practices) A lack of consistent 

screening which could lead to missing opportunities for brief interventions - “I don’t screen every patient”  

IMPACT Conclusion: Quantitative - Despite the small sample size, the ten-minute teaching/training sessions had a 

statistically significant impact with improvement shown in the areas of knowledge, attitude, and training (practices) 

regarding AUDIT-C in A&E. Qualitative - The prevailing theme was a lack of comfort or knowledge surrounding using the 

screening tool. There was also an attitude that the AUDIT-C was the responsibility of “someone else.” Both of these 

themes were associated with a self-reported lack of understanding of the importance of performing consistent screening 

and the impact of brief interventions.  

Bias and General Limitations: The surveys were impacted by response, convenience, and authority bias. Due to staffing 

shortages and the patient influx pressures of A&E, it was difficult to get a large enough sample size for teaching sessions. 

The discussed impracticality of mandating AUDIT-C screening, digitalizing AUDIT-C, or fully digitalizing HALT referrals 

implied that pandemic related patient care adjustments would have to be considered when conducting a large-scale 

audit. The aforementioned NNT of “brief interventions” would need to be set against a rigorous review of the outcomes 

of alcohol encounters during the pandemic. 

KEY MESSAGES 

1. Mandatory teaching and training in AUDIT-C would be an impactful way to optimize management of at-risk 
alcohol behavior.  

2. This project could be expanded to analyze AUDIT-C completion and whether or not HALT was being referred to 
appropriately.  
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