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Abstract
[Abstract

· [It is well known that smoking is harmful to health. Smoking has steadily declined in the general population, but smoking rates for people with mental health needs have remained high. Stopping smoking is the most effective way of extending life expectancy and improving quality of life for people with mental health needs. NICE recently published guidance that sets out a framework requiring mental health services to become completely smoke-free across all sites.  Service users are to be provided with specialist support to manage withdrawal from tobacco and abstain from smoking during inpatient admissions. This is a major change for mental health service providers. Staff ‘buy-in’ to such a major change is an important aspect of successful implementation, yet little is known about the views of staff regarding the prospect of implementing this guidance. This study involved four NHS mental health trusts and is part of a four year project. Using a survey, the study aimed to benchmark the smoking status of the workforce in each trust and ascertain their views on smoke-free mental health services. The emphasis of the study was to provide each participating trust with local information to support their implementation process. This case study describes the research process used and the challenges faced in designing and conducting this study across four large organisations.  ]
Learning Outcomes

1. Have a better understanding of the role a survey can have in the engagement of participants in a large-scale change process

2. Understand the process of developing and refining a survey data collection instrument in practice

3. Understand the strengths and weaknesses of using a survey as a data collection method 

4. Understand the challenges of completing a research study across a number of large organisations

Case Study

Project Overview and Context

Background

It is well known that smoking is harmful to health; smoking is the biggest preventable cause of death in England, resulting in nearly 80,000 premature deaths each year (PHE 2014).  Some readers may remember the ban on smoking in public places being implemented in 2007. The decline in smoking in the general population (37% decline in the past 30 years) is well documented and is hailed a public health success.  However, for one population group, this is not the case. High smoking prevalence and health inequalities are starkest with respect to people with mental health problems. You may be shocked to know that 42% of all the tobacco smoked in this country is by people with mental health problems; who therefore disproportionately experience tobacco related harm (Campion et al. 2014).  Currently men with severe mental illness die on average 20 years earlier, and women with severe mental illness 15 years earlier, than those in the general population without severe mental illness (PHE 2014).  Increased smoking is responsible for most of the excess mortality in people with severe mental illness. Quitting smoking is the single most important lifestyle change that can be made to improve health and life expectancy in this group. 
Why the shift towards smoke-free mental health services?

Addressing the health inequalities experienced by people with mental health needs is now a government priority. One way to encourage people with mental health needs to cut down or stop smoking is by providing NHS care and treatment in a smoke-free environment. The National Institute for Health and Care Excellence (NICE 2013) has developed guidance and clear recommendations to ensure that all people who use or work in mental health services are encouraged to stop smoking and have access to stop smoking support, including nicotine replacement therapy (NRT). The guidance sets out a framework requiring mental health services to become completely smokefree across all sites, including grounds, gardens, car parks, entrances to building and exits.  Service users are to be provided with specialist support to manage withdrawal from tobacco and abstain from smoking during inpatient admissions. 
The implementation challenge

Implementing this guidance presents a major change for mental health providers. We know that some staff within mental services smoke. Indeed, passing groups of staff taking a ‘smoke break’ at the entrances to NHS premises is a visible reminder of this. Whilst most people will be familiar with smoke-free NHS buildings; extending, this to all grounds, vehicles and car parks is a complex and challenging prospect. Despite the compelling figures on mortality and health inequalities associated with smoking, there is a debate within mental health services about the feasibility and rationale for smoke-free policies in practice (Arnott et al. 2015).

Although there may be lots of discussion within mental health services about the role smoking has in reducing the life expectancy of people with mental health problems, the views of staff within mental health trusts on implementing the new NICE guidance and becoming completely smoke-free are unknown. 

Implementing smoke-free services is a priority for a number of NHS mental health trusts, within Yorkshire and the Humber.  The aim of this study was to provide information that would support local adult NHS Mental Health trusts in planning for and implementing totally smoke-free mental health services, and provide a baseline for evaluation purposes. 

The primary objectives of this study were to:

· Benchmark the smoking status of clinical and non-clinical staff working in participating mental health trusts across Yorkshire and Humber 

· Ascertain views of clinical and non-clinical-staff regarding the provision of totally smoke-free mental health services 

· Enable survey participants to share reservations concerning the implementation of smoke-free trusts, and ideas on how to successfully deliver smokefree mental health environments 

· Provide each participating trust with local information to supporting planning 

Research Practicalities

This survey was carried out between January 2015 and June 2015. Four mental health NHS trusts in Yorkshire and Humber participated. The study is the first phase of a four year project, led and co-ordinated by the CLAHRC YH (Collaboration in Leadership and Applied Health Research and Care, Yorkshire and Humber) Mental Health and Co morbidities Theme (CLAHRC 2016). The CLAHRCs are partnerships between the National Health Service, public services and Higher Education Institutions, focused on improving patient outcomes through the conduct and application of applied health research and evidence-based implementation. 

Working as part of the CLAHRC meant that the research was well supported via a scientific group, co-investigators and an advisory group. A comprehensive range of perspectives and specialities were represented including:

· Members with academic expertise from the universities of York, Sheffield and Nottingham 

· Members with clinical and research expertise from participating mental health trusts

· Members with Smoke free project and implementation responsibilities in participating mental health trusts

· Members with regional roles in Public Health

As a relatively inexperienced researcher having taken on the role of Co-Principal Investigator, this experienced cross-disciplinary team proved to be invaluable as the research progressed. 
Research Design

Why a survey?

A survey is an efficient means of gathering large amounts of data and is also anonymous and relatively inexpensive. However, feedback may be incomplete and the wording of the instrument can bias feedback (Fowler 1995). The weaknesses of a survey as a data collection instrument were addressed as effectively as possible through the design process. The decision to use a survey was a pragmatic one, which balanced the need to collect and analyse data within the timeframes required for each trust whilst ensuring a robust research process. The rational for this decision is outlined in more detail below:
A need to understand our starting point

A survey provides a good way of generating data that can be used as a benchmark prior to the implementation of a policy change. The survey included a number of closed questions e.g. establishing how many participants smoked and if they wanted to quit smoking. We also asked for the level of agreement participants had with going smoke-free, using a Likert scale (McColl et al, 2001). This was important information to help inform planning, e.g. how much smoking cessation support is required for staff, are levels of agreement different in certain professional groups? This data also provided an opportunity to measure the success of policy implementation. If staff are re-surveyed post implementation, the data from each survey can be compared prospectively.  

Staff consultation and engagement in collaborative problem solving

Ensuring that staff are consulted about how to proceed with the implementation of such a significant change in practice is a vital part of a successful change process (Lawn and Campion, 2013). This can minimize feelings of being ‘done to’ or a ‘top-down’ approach, which may result in low levels of engagement and motivation. Staff within NHS trusts will be enacting smoke-free policies, so their attitudes and views towards the proposed changes are important. A survey provides an opportunity to engage with a large number of participants.
Implementing smoke free mental health services as a goal and a process
Implementing smoke-free policies is a process not an event. Rather than approaching implementation as a single step, it needs to be an active process developed incrementally over time. Engaging with the workforce via a survey is one way of including and involving staff in working towards successfully achieving this goal. For example, if staff feel that they have had the opportunity to express their concerns about the implementation of a smoke-free policy, and are confident these concerns have been addressed, they may be more likely to engage with and the implementation of such a policy in practice.
The research setting

One of the challenges of conducting a staff survey across a number of NHS organisations was the workforce and service differences in the participating trusts. All the trusts delivered mental health services, but beyond this they all had a different combination of additional services. Each trust had considerable variation in where staff were located e.g. inpatient services or in the community and only one trust included social care staff. This meant we had to guard against making assumptions and think carefully about the whole design process as the participating trusts were not ‘like for like’. 

Working across organisations also had implications for the governance of the study. Overall approval was granted through the Integrated Research Approval System (IRAS); however, specific research approval was required from each individual trust. This added to the time and resources required for this step in the research process and led to a short delay in the distribution of the survey in one trust.

Participant Information

It was very important that participants had adequate information about the study to make an informed choice about participating, as consent to participate was implied through completion of the survey. The research team developed a generic template which was then adapted to suit each individual trust and formed the ‘front sheet’ of both the electronic and paper survey. The information sheet clearly outlined why the study was being done, how the results would be used and where the results would be available. A working definition of smoke free mental health services was also included.

Developing and Piloting the survey instrument 
Developing the questionnaire took the research team a number of months. We needed a questionnaire that was short enough to encourage completion, but detailed enough to generate useful information. The survey had a number of iterations and an element of pragmatism has to be accepted. Agreeing on the final survey instrument included a piloting process which is described in more detail below. 
The survey developed by Ratschen et al. (2009) provided the springboard for questionnaire development in this study. Although this was very helpful, Ratschen’s questionnaire had a different purpose and was very lengthy. A substantial amount of editing was required, as a shorter survey was likely to maximize the response rate. We returned to our research aims repeatedly and to the priorities of each organization, to help guide the amendments. 

It is vital that every survey participant is answering the same question. This helps mitigate the possibility of bias in the wording of questions. We used a process of piloting different versions of the questionnaire with staff volunteers, including cognitive piloting, to ensure they clearly understood the questions and found the overall survey acceptable to complete (Jobe and Mingay 1989). We found piloting draft versions of our questionnaire highlighted that some volunteers interpreted a number of questions in completely unexpected ways. This was a crucial stage in the development of the questionnaire – the research team had made a number of assumptions about potential participants’ knowledge and interpretation of certain terms. Without the piloting process, the research team could not be confident the survey would produce robust data. 
Closed questions, open questions or both?

The questionnaire consisted of seven key areas, derived from the literature and core areas of interest to the implementation teams across the four participating NHS Trust. These were; workplace, tobacco smoking and e-cigarettes, views on going smoke-free, barriers and facilitators and background information. Staff were asked about where they worked, whether they had contact with patients, their smoking status and for those who smoked whether they wished to give up smoking and whether or not they smoked at work. Staff were also asked about whether or not they used e-cigarettes. 

To explore staff views on going smoke free respondents were asked to rate their agreement with the statement, “Introducing a totally smoke-free environment across mental health sites is the way forward for NHS services” on a Likert scale ranging from strongly agree to strongly disagree. 

Respondents were also asked for their personal views in three open questions to discuss what they perceive as the biggest reservation to their trust going smoke-free and also the most important thing their trust could do to help deliver a smoke free environment successfully. The third open question allowed a space for respondent to write any additional comments. The survey is short, taking approximately 5 minutes to complete. We felt that a short questionnaire was likely to maximise our response rate; the volunteers who piloted the survey confirmed this. 

In this survey closed questions were used to establish factual information about participants; for example : smoking status, job role, area of work etc. and their level of agreement with going smokefree by using a Likert scale
. The advantage of this type of question is that the responses are relatively quick to analyse. Designing the survey in this way gave the research team scope to compare data across different participant groups. For example, comparing the level of agreement with going smoke free between participants who smoked and those who were non-smokers. This quantitative information about staff demographics could also be used when reflecting on different response patterns from participating Trusts.
The free text questions provided information on the perceived barriers and facilitators to implementing a smokefree environment – crucial information to the smoke free project teams in each trust. These questions have the potential to help participants feel truly ‘heard’, by providing responses in their own words. There are challenges in the analysis, for example:  qualitative data requires thematic analysis incorporating coding frameworks arising from the data. The response rate of open questions can be inconsistent in terms of respondent characteristics and in the amount of written feedback. 

The questions are ordered from closed questions, to a question with a Likert scale and finally the two open questions. This is well-established format (Fowler 1995). The closed questions are relatively easy to answer and give a ‘feel’ for what the survey is about, before moving onto questions involving attitudes or opinions. This may help participants fully complete a survey. We were pleased that many participants completed both the closed and open questions, which produced very useful data. This suggested that the feedback from the piloting process on acceptability was meaningful.

Distributing the survey

The survey employed a cross sectional design, which involved a questionnaire issued to all staff across the four participating trusts. All staff working within each trust were invited to take part in the survey, including clinical and non-clinical, and directly employed, agency or contracted staff. 
Questionnaires were distributed to staff members via an electronic link in staff emails using Qualtrics survey software. Staff who did not regularly access emails or who did not have access to e-mail had the option of completing a printed questionnaire which they could return in designated collection boxes. Staff were given a fixed timeframe to participate - between 4 and 6 weeks dependent on which trust they worked in.

Survey in action

A number of key issues emerged during the research process, summarised below:

Anonymity

The issue of anonymity for participants was a very important consideration, as we were inviting participants to share their views on a topic that can provoke strong views. We wanted participants to provide honest responses. Providing assurances about anonymity is one way of encouraging this. However, researchers must consider all aspects of the research design if such assurances are to be watertight. 

So not only did we need to ensure the responses themselves could not be attributed to individuals (e.g. via an email address), but the information within the questionnaire was not identifiable either. For example, we wanted to collect some workforce information from respondents e.g. job role, area of work etc. However, this information can potentially be identifiable. For example, if a specific service only has one person in a particular job role, and the survey asked respondents to identify their job role and the specific service they work in, this would compromise the anonymity of that participant. The final workforce categories used were therefore quite broad. 

As a CLAHRC project, an external platform called Qualtrics – rather like Survey Monkey – hosted the electronic survey. This was organised by researchers at the University of York which was very helpful - the research team felt this would help provide some confidence to those who participated, that their responses would not be identifiable, as the survey was external to each trust. 
Response rate
Surveys are designed to achieve breadth of participation, but how do you get a good response rate to a staff survey in the NHS? The target population was busy health staff, with each trust having upwards of 3000 staff. We were very aware that surveys in this setting often have quite poor response rates. For example, a recent electronic survey in one trust had an 8% response rate; we really needed to do better.
Essentially, potential participants need to feel responding is worthwhile – the survey needs to be relevant and accessible.  It is vital that all potential participants will consider completing the survey. For example, part way through data collection in the first trust, a member of the research team overheard a conversation between colleagues along the following lines “… well the survey is only for people who smoke so I won’t bother doing it”. This highlighted that this staff member had assumed only staff who were current smokers should participate, whereas we wanted ALL staff, regardless of smoking status, to participate. On further investigation, it emerged that they had made this assumption based on trust communication and the title of the survey, an issue we had not picked up during earlier piloting. This chance encounter was a real surprise to the research team but was extremely useful. The title and promotion of the survey was adjusted; we were then more confident that all potential participants would consider completing it. 

The date of roll out of the survey in each of the four participating trusts was determined by a number of factors. This staggered roll out gave us the opportunity to adapt our communication and promotion strategies as the study progressed. We found that each organisation had its own trust-wide communication channels and ways of alerting staff to the survey. The actual numbers of staff responding in each trust increased following our learning from roll out in the first trust.  Fortunately, through funding from the CLAHRC, we were also able to offer incentives to staff to complete the survey, in the form of a prize draw for high street vouchers (the highest value voucher was worth £100). It was impossible to link survey responses to the information provided to enter the prize draw.

The electronic survey was clearly a very efficient method of data collection; however, the inclusion of printed copies of the survey for staff, involved physically distributing and collecting the surveys and the data had to be manually entered onto Qualtrics - all increasing the resource and time required before the data was ready for analysis.

Data Analysis

The analysis of the quantitative data produced by responses to the closed questions was relatively easy to complete, as Qualtrics includes an analysis function. This enabled the data to be analysed for each separate trust and also as a pooled data set. The efficiency of this process meant that these results could be fed back to participating trusts very quickly. This provided each trust with a benchmark prior to implementing a smoke free policy e.g. what proportion of the workforce are smokers? How many smokers want to quit smoking? 

However, analysing data from the free text open questions was quite different. A large amount of descriptive data was generated by the responses to the open questions. The research team was really pleased that participants engaged so well and clearly had something to say – however, analysing this kind of data is very time-consuming. For example, suggestions respondents made about implementing smokefree guidance successfully ranged from very concise responses such as:

“To provide healthy clean relaxing areas”

“There is a need for a myth buster”

To much lengthier responses:

“If we created the general environment that it was ok to go out for a non-fag i.e.. 5 mins here and there in the day to take in the air, the birds singing, have a quick chat with colleagues, it might be easier to stop smoking. These behaviours associated with smoking are probably quite healthy. Why don’t you create non-smoking areas which are nice, next to an apple tree or blackberry bush or drinking water fountain, or outdoor shelter…for five minute refresher break / five minute sanity break / five minute breather…”

“Make sure the policy is clearly discussed with service users and carers BEFORE coming onto the ward, including a full discussion about alternatives (nicotine patches etc.). Also - relying on an on call doctor being immediately available to see new admissions and prescribe nicotine replacements is not realistic - there also needs to be trained nurse prescribers”
Such range in responses is one of the challenges of analysing data generated from open questions.

As a research team we were agreed that a thematic analysis would be the most useful way of analysing the free text responses, using an inductive approach (Boyatzis 1998). However there are a number of ways a thematic analysis can be approached within a study such as this. Should the data from the trust that completed data collection first be analysed separately, before subsequent data collection had been completed? Should an inductive approach be used for the first one or two trusts, and the data from the other trusts analysed deductively from a coding frame generated from the first two?  In essence, were we working with one data set or four? 

One of the challenges was arriving at a consensus on how to approach this process. The final process involved two independent researchers completing a thematic analysis on the data from the first two trusts. The coding frame subsequently emerging from this work was used to inform the analysis of the remaining data.

Dissemination

A key aspect of the study was to provide each participating trust with local information to support planning the implementation of smoke-free guidance. The main ideas and suggestions participants made, as well as the concerns expressed were important for the smoke free project leads. This information was used to inform the implementation plans in each trust. For example, an important recommendation from respondents was that smoking cessation support should be offered to staff, as well as to service users, in the context of working in a smoke free environment. On this basis one trust committed to provide two weeks free NRT to staff who signed up to a quit smoking programme. Resources were also made available for units to develop alternative activities to smoking.
However, it was also imperative that participants could see a clear link between the findings of the survey and the local implementation plan. We needed participants to be confident that their concerns had been addressed and/or ideas been considered. Each trust approached this differently, however effective communication was key. One trust developed a ‘Frequently Asked Questions’ document, available to all staff, to capture important information. Leaflets, banners, electronic resources and even an on-line animation, all featured as ways of communicating that the survey findings were really informing implementation in practice.
Next Steps

The participating trusts have committed to conduct a re-survey, 9-12 months after implementation of the smoke free guidance. This will build upon this work and be overseen by CLAHRC YH. A service user survey was also developed to ensure a sample of people who use services within the participating Trusts, also had an opportunity to share their views and ideas. This survey was rolled out prior to smokefree implementation.
Practical Lessons Learned

If you are considering using a survey in your own research, do not assume this is an easy option. Using a survey must be appropriate to the aims of the research. As we experienced, designing a good questionnaire is a real challenge, but when done well, it can be an extremely effective data collection tool. You will find lots of helpful advice on conducting surveys in the methodological literature (Bell 1993, McColl et.al. 2001, Carter and Henderson 2005); however, I offer some insights from my own experience which I hope are useful.

1. Give yourself adequate time for the survey design process
If you don’t get the data collection tool right, the study will not be robust. Be prepared for your original ideas to be challenged by people who test it for you – do not be precious about this. Your survey needs to make sense to all participants in order to answer the research question. Remember, you’re immersed in the research topic - your potential participants are not. 

2. Use appropriate methods to promote awareness
Think about what promotion strategies will work for the target population. In this age of electronic information and social media, it is easy to rely on these methods. However, we knew that not all staff in the participating trusts engaged with electronic information on a regular basis. We therefore had to employ a range of methods including electronic reminder, posters, face to face conversations and formal meetings to heighten awareness of the survey. Can you offer an incentive? This doesn’t have to be monetary, think about what might be meaningful or useful to participants.
3. Match your resources to your research design

Identify what resources you have and the timescale available. Be realistic about what is achievable. Qualitative data in particular can be very time-consuming to analyse. Have you realistically got the resources for this approach? Consider the amount of data that will be generated and be how it will be analysed. A focused study, done well, is infinitely more useful than a wider ranging study done less well.

4. Feedback the findings to participants
Give enough attention to developing an effective dissemination strategy. It can be tempting to congratulate yourself on a good response rate and immerse yourself in the analysis, and perhaps in the process neglect to let participants know what the findings were and how they will be used. It is likely your respondents will have participated voluntarily. Consider a general thank you when data collection has finished, with an outline of how the findings will be communicated. This can help participants have confidence in the research process and encourage future participation.

Conclusions

Involvement in this study has reinforced the challenges of implementing a research study across NHS organisations.  The importance of communicating clearly when working with a range of stakeholders with differing perspectives was crucial. However, working within the framework of the CLAHRC YH facilitated learning and development across organisations, which would not have occurred if the surveys had been completed in isolation. The study has demonstrated the strengths and some of the challenges in using a survey as a method of data collection. In particular, the important of piloting the data collection tool and giving adequate time to develop a robust analysis process were highlighted. Seeking the views of staff via a survey, can be an important aspect of supporting the implementation and evaluation of significant policy changes, such as providing smokefree NHS Services, and be a valuable tool in staff engagement. However, this is only effective if the results are fed back effectively and actions based on participant feedback are clear.
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Exercises and Discussion Questions

[1. The research team chose a survey as the method of data collection. What other methods could have been used to ascertain views and suggestions from staff about the prospect of going smoke free? What are the strengths and weaknesses of each alternative method?

2. What would the implications have been for the study, if the research team had not picked up on the misinterpretation of the survey title by some potential participants?

3. A re-survey is planned in each trust approximately one year post implementation of the smoke free guidance. What factors need to be considered when comparing the data from the different surveys?

4. How might the research team evaluate the process of implementing the smoke free guidance in each trust?

Further Readings

[

Bowling, A. (Ed) 2005. Handbook of health research methods. UK: Open University Press

Burnard, P. et al. 2008. Analysing and presenting qualitative data. British Dental Journal. Vol 204. No. 8

Carter, S and Henderson, L. 2005. Approaches to qualitative data collection in social science. In:  A. Bowling (Ed.) 2005. Handbook of health research methods. UK. Open University Press, pp. 47-61

Robson, C. 2011. Real world research. UK: John Wiley & Sons
]
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