CHarMING project: Impact case study

1. Title & names of researcher/s & organisations involved 

Title: Co-production of promising interventions to support multiple behaviour change in socially deprived communities.
PI: Prof Wendy Hardeman.
Researcher on the project: Mrs Anna Sweeting.
Co-applicants, including organisations (as mentioned in the application):
· Prof Anne-Marie Minihane (Director of the Norwich Institute of Healthy Ageing, NIHA), Mrs Anna Sweeting (NIHA Research Fellow, member of the Norfolk Office of Data Analytics Management Board) and the NIHA Co-Production Partnership.
· Dr Sarah Hanson, Lecturer in Health Sciences, School of Health Sciences, UEA; Lead of the UEA HSCP research group on deconditioning.
· Rachel Hunt (Head of Integration and Partnerships) and Manjari Engelhard (Head of Clinical Programmes and Acute Transformation), Norfolk and Waveney CCG.
· Dr Bonnie Teague (Head of Research (NSFT), Lead of Research Programme into Mental Health Inclusion Socioeconomic Equalities (RISE) and Senior Lecturer in Mental Health Services (UEA)) and Juni West (Research Development Lead for Older People’s Services), Norfolk and Suffolk NHS Foundation Trust (NSFT)
· Dr Swe Myint, Consultant Physician and Clinical Governance Lead, Department of Diabetes and Endocrinology, NNUH; Honorary Senior Lecturer, UEA.
· Dr Venu Harilal, Medical Director, Norfolk Community Health and Care NHS Trust.
· Dr Helena Jopling, Associate Medical Director (Future System) and Public Health Consultant, West Suffolk NHS Foundation Trust.
· Martin Seymour, Interim Deputy Director of Public Health, Public Health, Suffolk County Council.
· Nadia Jones (Prevention Policy Manager) and Dr Angela Fletton (Public Health Commissioning Manager), Norfolk County Council Public Health.
· Ruth Newton, Senior Strategy Officer, Community Services, Norwich City Council.
· Ryan Hughes, Health Inequalities Strategic Lead, Active Norfolk.
We are very grateful to the NIHA Co-Production Partnership, the wider NIHA team including Jess Marshall and Georgie David, partners, communities and stakeholder organisations who contributed to the project (see the section ‘Acknowledgements’ below).

2. Executive Summary 

People in affluent communities live on average 19 years longer in good health than people in low-income communities. This is largely due to behavioural risk factors, e.g., dietary behaviours, physical activity, and smoking. These risk factors cluster, especially in communities of high socio-economic disadvantage.
We aimed to identify and co-produce promising approaches to support multiple behaviour change in these communities. We spoke with 42 stakeholders (e.g., local government, community organisations, NHS) and held group conversations with 36 people with lived experience of self-managing behaviour change in difficult circumstances.
We found that the cost-of-living crisis and poverty greatly affected capability and opportunity to make positive changes in health behaviours. Communities mentioned siloed services and lack of trust in health professionals and current services. They wanted empathy and being asked what matters most to them to facilitate behaviour change; behaviour change support embedded in enjoyable, sociable activities; creative approaches to encourage informal conversation; and sequential behaviour change support.
We recommend that commissioners reduce silos between services, offer more behaviour change support in communities and strengthen VCSE. We recommend that researchers co-produce, with communities, promising approaches to supporting multiple behaviour change, which are asset-based and holistic, using non-traditional methods (e.g., creative and social).

3. Background and Context

Unhealthy diets, tobacco smoking, physical inactivity, and excessive alcohol consumption (‘the big four’) are responsible for ~50% of the population attributable fraction of years of life lost in the UK (Steel et al., 2018), with a large economic impact. People in communities of high socio-economic disadvantage are much more likely to engage in all four unhealthy behaviours (King’s Fund, Clustering of Unhealthy Behaviours over Time, 2012). Behavioural risk factors largely explain the 19-years difference in healthy life expectancy and two times higher years of life lost from all causes between low-income and the most affluent communities (Marmot Review Ten Years On, 2020, Steel et al., 2018. People in the most deprived areas spend nearly a third of their lives in poor health; worsened by the Covid-19 pandemic (King’s Fund, What is Happening to Life Expectancy in England? 2021). In communities of high socio-economic disadvantage, behavioural risk factors can present as coping mechanisms to mental ill health and markers of distress and poverty (Hanson et al., 2019).

4. What the evidence indicates

We have known for >10 years that unhealthy behaviours cluster, but still do not know how best to support multiple behaviour change (NICE, Public Health Guideline 49, 2014). In Tackling Multiple Behaviours (2018), the King’s Fund reported ‘academic evidence on how best to tackle multiple unhealthy behaviours remains weak…more can be done at national level to invest in research in this area but the quickest win is to support local areas providing these services to learn and self-evaluate in practice’.
Therefore, the CHarMINg projected aimed to identify promising interventions to support multiple behaviour change among people living in communities of high socio-economic disadvantage. We held conversations with 42 stakeholders from multiple agencies and group conversations with 39 people with lived experience in community assets.

5. Summary of Findings / Key themes from the literature

We identified the following key themes from the conversations with the communities and the stakeholder organisations which support them. For further details please see the CHarMINg report and three evidence briefings here: https://ueahscp.com/research/charming/.

Impact of poverty
· The cost-of-living crisis and poverty reduce people’s capability and opportunity to make positive changes in health behaviours. 
· People are unable to prioritise their health given crisis circumstances; support by current services does not reach them.

Key barriers to multiple behaviour change (see figure below based on conversations with stakeholders and communities, respectively):
· Wider socio-economic determinants (e.g., poverty). 
· Lack of face-to-face contact, appropriate guidance, and access for at-risk people within health/community services.
· Environmental barriers, both physical and social.
· Personal barriers: low self-esteem, mental health, lack of knowledge and skills.
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Siloed services and lack of trust
· Insufficient behaviour change support for people not at crisis.
· Communities lack trust in health professionals and current services.
· Services are siloed, without collaboration or integration.
· Signposting and referring to support are insufficient and sometimes confusing.

How to support behaviour change
· Build trust and foster empowerment.
· Show empathy and understanding.
· Ask what matters most.
· Discuss how behaviour change could help the person achieve what they value.
· Offer financial incentives.
· Set achievable goals and build on success.

How to support multiple behaviour change
· People want sequential support.
· Dietary behaviours and physical activity go together.
· ‘Starter behaviour’ varies across people.
· Highlight positive consequences of changing starter behaviour (e.g., better mood, energy, saving money, role model) which may enable further change.

Delivery of support
· Embed healthy behaviour change support in enjoyable, sociable activities - not targeting a problem behaviour directly.
· Have fun, try something new, use creative approaches to encourage informal conversation.
· Harness the social element: doing things with others to sustain engagement.
· One-to-one supplemented with group sessions.

6. Recommendations for commissioners and future research 

The project has generated multiple recommendations for commissioners and researchers which are outlined below. In addition, we have formulated recommendations for community and clinical practice which can be found here: https://ueahscp.com/research/charming/.

6.1 Recommendations for commissioners (see the figure below)

More integrated and holistic behaviour change support
· Reduce silos between services: offer integrated behaviour change support, a ‘one-stop’ shop.
· Use a person-centred (wrap around) approach instead of a service centred approach.
· Focus on one behaviour first, based on what matters most to the person.

More behaviour change support in communities
· Strengthen the role of community hubs as support networks.
· Train the workforce in starting a supportive conversation around behaviour change.
· Offer group-based support in communities, supplemented with 1:1 support.

Reduce silos and strengthen VCSE
· Strengthen integration and collaboration between services.
· Commission community-based, holistic, person-centred behaviour change support.
· Provide sufficient longer-term funds to support VCSE in delivery.
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6.2 Recommendations for future research (see the figure below)

Co-produce promising approaches to supporting multiple behaviour change
· Co-produce interventions in multi-agency partnerships.
· Develop holistic interventions providing person-centred support. 
· Incorporate trauma informed approaches.
· Sequential rather than parallel behaviour change.
· Incorporate strength-based approaches to foster hope and empowerment.

More research into community asset-based interventions
· Embed interventions into enjoyable activities with a social element.
· Deliver interventions in existing community assets.
· Use group-based approaches plus 1-to-1 support.
· Use fun and creative approaches.

Development and evaluation of holistic and asset-based interventions, using non-traditional methods
· Pilot and evaluate non-traditional methods (e.g., creative and social) to increase research engagement. 
· Develop and evaluate holistic and asset-based interventions for multiple behaviour change.
· Develop relevant and meaningful outcome measures.
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7. Some key publications / further reading (preferably linked digitally where possible) 

The CHarMINg report and evidence briefings for decision makers, researchers, and community and clinical practice can be found here: https://ueahscp.com/research/charming/. The outputs have been well received by our partners and have informed conversations about commissioning around preventative services and interventions, e.g., at Suffolk County Council.
The CHarMINg project has directly informed research funding bids. We were awarded an NIHR-funded Programme Development Grant [NIHR205176] called CHERISH, which identifies, pilots and evaluates non-traditional approaches (e.g., creative and social), in partnership with community organisations (https://healthyageingnorwich.com/projects/the-cherish-project/). Insights from the CHarMINg project have also informed a stage 2 bid for an NIHR Programme Grant for Applied Research (under review) of MedEx, a community-based eating behaviour and physical activity intervention to maintain cognition and reduce dementia risk, in terms of engaging communities of high socio-economic disadvantage in behaviour change research.
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