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EEIC

Interactive tools

Mobilising evidence: exercises

To help teams appraise, package and present evidence from different sources

Introduction

This tool provides a framework for

The increasingly evidence-based culture of healthcare assessing evidence to feed into.
practice and policy making can inadvertently undermine commissioning for minority ethnic
attention to ethnic diversity and inequality, as people struggle groups. A variety of sources of _

to find and present 'good evidence'. However, there are example evidence are also provided to

creative ways around evidence gaps and also a lot of unused facilitate a workshop exercise.

evidence and insight. These exercises can be used with our

This resource is intended to support people to compile data evidence mobilisation guide and
or evidence around ethnic inequalities and present this presentation.

information persuasively to different audiences.

The resource highlights the importance of both:

%t Describing and understanding ethnic inequalities adequately, to identify appropriate
responses, and

3t Packaging and presenting evidence effectively to get key stakeholders to support action

The exercise emphasises the need to mobilise 'good enough' evidence, but then to improve data
collection, analysis and understanding through pilot work and careful evaluation.

The evidence mobilisation guide and presentation summarises the enablers and barriers to using
knowledge about ethnic health inequalities to influence action to reduce ethnic inequalities. You can
use the guide and presentation to provide background and support in carrying out the exercises in this
tool.

If you are using this tool in a workshop setting, pause the presentation at slide 15 for exercise 1 (on
page 2 of this document) and at slide 22 for exercise 2 and (on page 2 of this document).

The guide and presentation will also be helpful in real life situations if you want to encourage action to
reduce the inequalities in health care access, experience and outcomes experienced by people from
ethnic minorities.
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http://www.ethnicitycommissioning.group.shef.ac.uk/wp-content/uploads/Mobilising_evidence_guide_and_presentation.ppt
http://www.ethnicitycommissioning.group.shef.ac.uk/wp-content/uploads/Mobilising_evidence_guide_and_presentation.ppt

Mobilising evidence: workshop exercises

Evidence Mobilisation: Exercise 1l

Identify the key pieces of information/evidence relating to:

Describing ethnic inequality

Understanding ethnic inequality

Prescribing action on inequality

Identify gaps. What else would you like to know?

How/where might you get this extra information?
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Mobilising evidence: workshop exercises

Evidence Mobilisation: Exercise 2

Outcome wanted:

Key message:

Facts/information to be included:

Format and packaging considerations (how to present to your audience):

Delivery considerations (for your audience):
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Mobilising evidence: workshop exercises

SOURCE (1) LOCAL DATA (FABRICATED)

Ethnic profile of local population and of smoking cessation service users

% of total Smoking cessation service users
population
(ONS latest % out of all service | % out of those
estimates) users where ethnicity
stated

White British 82.7 75.6 949

White Irish 0.7 10 13

White other 14 o) 0

Asian/ Asian British: Pakistani 55 12 15

Asian/ Asian British: Indian 31 10 13

Asian/ Asian British: Bangladeshi 26 0.2 0.3

Black / Black British: Caribbean 12 0.7 0.8

Black / Black British: African 0.5 0 0

Chinese 0.4 o) 0

Mixed (all) 15 0 0

Other ethnic group 04 0 O

Ethnicity not stated 20.3

Total non-White British 17.3 ol

Quit rate among different ethnic groups

% of clients quitting at 4
weeks

White British 46.6
all BME groups 330
Ethnicity not stated 390

Evidence and Ethnicity in Commissioning | Research Findings | June 2013

Page 4



Mobilising evidence: workshop exercises

SOURCE (2): EXCERPT from Race and Ethnicity, Chapter 8 in EHRC Evidence analysis for
Triennial Review, Salway et al. (2010)

Smoking
Percentage of people not currently smoking cigarettes: current picture

Data from the Health Survey for England 2004 indicate that overall, the percentage of men not
currently smoking cigarettes was /6% among men in the general population. In comparison, 60% of
Bangladeshis, 70% of Irish, 71% of Pakistanis, 75% of Black Caribbeans, 79% of Black Africans and
Chinese, and 80% of Indians were not current smokers. After adjustment for age, Bangladeshi and
Irish men were statistically significantly more likely, and Indian men less likely, to report smoking
cigarettes than men in the general population. Self-reported smoking prevalence was higher among
women in the general population than most minority ethnic groups, except Irish and Black Caribbean
women. The percentage of women not currently smoking cigarettes was 77% in the general
population, compared to 74% of Irish women, 76% of Black Caribbeans, 90% of Black Africans, 92%
Chinese, 95% Indian and Pakistani, and 98% of Bangladeshi women (Figure 1).

Figure 1: Percentage of people not currently smoking cigarettes (self-reported) by sex and ethnic
group, HSE, England 2004
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Mobilising evidence: workshop exercises

SOURCE (3) EXCERPTS from NICE public health guidance 10

Smoking cessation services in primary care, pharmacies, local authorities and workplaces,
particularly for manual working groups, pregnant women and hard to reach communities (2008)

Recommendation 1

Who is the target population”? Everyone who smokes or uses any other form of tobacco.
Who should take action? « Primary care trusts (PCTs), strategic health authorities (SHAS).
+ Commissioners of publicly funded smoking cessation services.

What action should they take?

+ Determine the characteristics of the local population of people who smoke or use other forms of
tobacco. Determine the prevalence of all forms of tobacco use locally.

* Ensure NHS Stop Smoking Services target minority ethnic and socioeconomically disadvantaged
communities in the local population.

* Ensure NHS Stop Smoking Services provide a good service by maintaining adequate staffing levels,
including a full-time coordinator (or the equivalent).

* Set realistic performance targets for both the number of people using the service and the
proportion who successfully quit smoking.

+ Audit performance data routinely and independently and make the results publicly available. Audits
should also be carried out on exceptional results — 4-week quit rates lower than 35% or above 70% -
to determine the reasons for unusual performance, and to help identify best practice.

Recommendation 2

Who is the target population? Everyone who smokes or uses tobacco in any other form.
Who should take action? Managers and providers of NHS Stop Smoking Services.

What action should they take?

+ Offer behavioural counselling, group therapy, pharmacotherapy or a combination of treatments that
have been proven to be effective (see the list at the start of this section).

* Ensure clients receive behavioural support from a person who has had training and supervision that
complies with the ‘Standard for training in smoking cessation treatments’ or its updates
(www.nice.orquk/page.aspx?0=502591).

* Provide tailored advice, counselling and support, particularly to clients from minority ethnic and
disadvantaged groups. Provide services in the language chosen by clients, wherever possible.

* Ensure the local NHS Stop Smoking Service aims to treat minority ethnic and disadvantaged groups
at least in proportion to their representation in the local population of tobacco users.
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Mobilising evidence: workshop exercises

SOURCE (4): EXCERPT FROM Commissioning for Equity: Are London’s Stop Smoking Services
Equitable? Aspinall, P. (2007) London Health Observatory

Do we know enough about what works?

The evidence base on what works to stop smoking in different ethnic groups is poor. Three studies
have been identified, all of which indicate some degree of success.

The Turkish Study

The first is a community smoking cessation project aimed at the Turkish community in the London
boroughs of Camden and Islington. It aimed to highlight the dangers of smoking and to reduce levels of
smoking and the number of smokers through a play, poster, purpose-designed leaflets and media
campaigns. The follow-up found a net reduction in smokers of 6.4% (985% Cl O to 13.6%) in responders,
or 2.9% in all study subjects (Cl O to 6.3%). Most quitters were light smokers to start with. Over half
(51%) of the respondents recognised at least one of the Turkish language interventions used. The
estimated cost-effectiveness of the campaign was £105 (range £33-£39l) per life year gained. This
led the investigators to suggest that campaigns targeted at groups with high smoking prevalence may
be more cost-effective than general population campaigns.

The London Ramadan Campaign

The second study was an impact evaluation on attitudes, knowledge and behaviour of the London-
wide Ramadan Campaign, a programme of tobacco cessation activities aimed at Muslim communities.
Knowledge of where to get help to stop smoking significantly increased from 27% to 58%. Self-
reported quit rates were 61% for those with a last attempt to give up since the beginning of Ramadan,
and 23% for those with a last attempt to give up before Ramadan. Success was associated with the
amount of help received.

The Bangladeshi Stop Tobacco Project

The third programme looked at is the Bangladeshi Stop Tobacco Project in Tower Hamlets. This study
had success rates ranging from 63% to 68% for the three years 2003/04 to 2005/06. The figures
were based on four week carbon monoxide (CO) validated quit rates. This is well above the national
average. However, Bangladeshi women in this project have been less successful in quitting smoking
than men, although well represented (female participants, n=415; male participants, N=552; quit
success, females 61.9%; males, 68.8%).

NICE guidance concludes: "Smoking cessation interventions tailored for people from minority ethnic or
disadvantaged groups may be slightly more effective than generic interventions aimed at these
groups. However, it is unlikely that tailored interventions alone would make a large impression on the
social gradient in smoking prevalence. It is important to ensure that NHS Stop Smoking Services are
easily accessible by people from these groups and that they are encouraged to use them."
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Mobilising evidence: workshop exercises

SOURCE (5): EXCERPT FROM: Quitting smoking and experience of smoking cessation
interventions among UK Bangladeshi and Pakistani adults: the views of community members and
health professionals, White, M, et al. (2005)

Abstract

Objective: To explore attitudes to quitting smoking and experience of smoking cessation among
Bangladeshi and Pakistani ethnic minority communities.

Design: Qualitative study using community participatory methods, purposeful sampling, interviews and
focus groups, and a grounded approach to data generation and analysis.

Setting: Newcastle upon Tyne, UK, 2000-2002.

Participants: 53 men and 20 women aged 18-80 years, including smokers, former smokers, and
smokers' relatives, from the Bangladeshi and Pakistani communities; and eight health professionals
working with these communities.

Results: Motivation to quit was high but most attempts had failed. "Willpower” was the most common
approach to quitting. For some, the holy month of Ramadan was used as an incentive, however few
had been successful in quitting. Perceived barriers to success included being tempted by others,

everyday stresses, and withdrawal symptoms. Few participants had souiht advice from health
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