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1. Purpose 

 
 1.1 The purpose of this paper is to present the finding of the Unmet Need Project in the 

context of Have a Heart Paisley and community-led health. 
 

 1.2 The paper will challenge leaders in Renfrewshire CHP to engage with our local 
population in a inclusive way and will demonstrate that this approach will narrow our 
significant health inequalities. 
 

2. Background 
 

 2.1 Have a Heart Paisley was a health demonstration project which aimed to improve the 
heart health of the people of Paisley and help to guide future policy and practice in the 
prevention and treatment of heart disease throughout Scotland.  Phase 1 of the project 
was completed in 2004 and the final evaluation report is available at 
www.scotland.gov.uk/resource/doc/37428/0012626.pdf (ref 1). 
 
Building on the learning from the evaluation of the Have a Heart Paisley phase 1, phase 
2 was developed to focus support on those with the greatest risk of developing heart 
disease and making services accessible to those most in need, particularly living in the 
more deprived areas of Paisley.  There were three dimensions of activity: 
 

                           Primary prevention 
     Secondary prevention 

      Cardiac rehabilitation 
 
The primary prevention dimension targeted those aged 45 – 60 years old by delivering a 
tailored primary prevention system.  If offered one to one guidance and support to clients 
wishing to make behaviour changes around the risk factors of smoking, lack of physical 
activity and unhealthy eating.  The delivery model used health coaches.  The aim was to 
reduce the targeted population’s risk of cardiovascular disease.  The evaluation report is 
at www.healthscotland.com/evaluation-have-a-heart.aspx (ref 2) 
 

 2.2 The experience of Have a Heart Paisley phase 2 (primary prevention) demonstrated that 
those living in the most deprived areas of Paisley faced significant barriers in accessing 
the project’s services.  There was a strong correlation between undeliverable health 
check invitations and deprivation.  The uptake of screening in Ferguslie Park was less 
than half of the rate in other parts of Paisley.  The Unmet Need Project aimed to target 
eligible people aged 45 - 60 in Ferguslie Park who did not participate in Have a Heart 
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Paisley phase 2.  The ethos of the project was founded upon a community development 
approach to encourage, enable and empower eligible individuals to take up a health 
check opportunity and adopt positive lifestyle behaviours.  The interim Evaluation report 
is attached.  
 

 2.3 The term community-led health was first used in the paper ‘Improving Scotland’s Health: 
The Challenge’ (2003).  This paper suggests that investment in community-led health is 
necessary to successfully tackle the issue of growing health inequalities in Scotland.  
Community-led health can be defined as an approach to health improvement that aims to 
support communities experiencing disadvantages and poor health outcomes to identify 
and define what is important to them about their health and wellbeing; the factors that 
impact on their health and take the lead in identifying and implementing solutions.  It is an 
approach based on an holistic model of health, recognising the many complex social 
factors that affect health.  This means investing in community development support and 
investing in community infrastructure.  Renfrewshire has an active community/voluntary 
sector.  There are two direct community health initiatives: 
 

Renfrewshire Community Health Initiative (RCHI) 
and 

Health Inequalities Project (managed through the CHP) 
 
Both initiatives receive funding directly from the CHP and from the Fairer Scotland Fund 
(FSF).  We are being supported by the Scottish Community Development Centre to 
develop community-led health in Renfrewshire, learning from the Unmet Need Project 
and focusing the work of the RCHI and the Health Inequalities Project. 
 

3. Have a Heart Paisley, Phase 2 
 

 3.1 All those aged 45 – 60, without a history of heart disease, living in Paisley and registered 
with a Paisley GP were sent a personal invitation to attend a ‘heart health check’.  All who 
accepted the offer were screened by Have a Heart Paisley nurses to establish their risk 
score.  They were then offered the opportunity to meet with a Have a Heart Paisley 
health coach for one-to-one, client-led support and individual guidance to empower them 
to make positive lifestyle changes aimed at reducing their risk of developing coronary 
heart disease.  Coaches concentrated on the risk factors of unhealthy eating, physical 
inactivity and tobacco use.  Coaches could also signpost individuals to Have a Heart 
Paisley’s own micro-interventions and to appropriate community services identified during 
a local mapping exercise. 
 

 3.2 The evaluation report describes the impacts of this part of the project under the following 
categories: 
 
                                Individual Level 
                                Process Learning 
                                Organisational Learning 
                                Knowledge Development 
                                Policy Learning 
 
At the individual level, the report noted that engagement with the programme was 
inversely related to deprivation (ie lower levels of engagement were associated with 
increased individual level deprivation).  It also noted that men were less likely to engage 
and that older individuals were more likely to engage.  There is limited evidence to 
suggest that Have a Heart Paisley impacted health inequalities.  Further, there is a 
chance that the pattern of results may be consistent with a mechanism of exacerbating 
inequalities, as there wasn’t a specific framework in place to address inequalities.  The 
evaluation report states that an important limitation of the study was that the detailed 
individual life circumstances, constraints and issues of those who did not respond to the 
invitation to engage with Have a Heart Paisley were not known.  Only information on 
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council tax band, age, gender and area of residence was available for this group. 
 

 3.3 These results led to the development of the Unmet Need Project 
 

4. Unmet Need Project 
 

 4.1 The Unmet Need Project was funded for an 18 month period to explore a number of the 
engagement issues highlighted by the work of Have a Heart Paisley phase 2. 
 

 4.2 The project used a community development approach to engage with people.  This 
included interviewing people on the street, door to door calling, post office queues, 
attendance at social activities (including bookies and pubs!), buses, local employers and 
community radio. 
 

 4.3 271 people were screened:  95 males, 176 females.  Risk scores were higher on average 
than those recorded for people who participated in Have a Heart Paisley phase 2.  
Smoking rates were high (60% of females and 55% of males were recorded as smokers).  
Issues raised at screening were complex and diverse.  They included mental and 
physical abuse, and significant drug and alcohol misuse.  Most disturbingly for the 
screening nurses was the general acceptance that these issues were just part of normal 
life. 
 

 4.4 Focus groups were asked to identify barriers to engagement and explore why this 
population had not responded to the Have a Heart Paisley initial invitations for health 
screening.  Comments included: 
 
“I remember getting the letter, I think I got 2, but there wisnae enough information on it for me” 
 
“Ah jist tear letters up, it’s either debt letters of junk mail ah get”. 
 
“Drugs n alcohol is the big killer down here no heart attacks”’ 
 
“I didn’t feel I was a number, I felt they were genuinely interested in getting me along, I didn’t feel 
patronised”. 
 
“I liked the fact they were oot there amongst the community”. 
 
“Ye hud tae go an phone yersel and ah didnae huv enough credit oan ma phone, an it didnae 
appeal tae me” 
 
“I don’t like getting letters from people I don’t know, strangers like eh?” 
 
“it wis too much hassle for me to phone”. 
 
“I thought I was healthy so didnae need a health check”. 
 
In conclusion, a chaotic lifestyle and lack of trust in formal organisations were the main 
reasons for non-participation in Have a Heart phase 2.  Focus groups told us that a local 
and personal approach was essential and that any approach had to be flexible.  There 
were also literacy issues which need to be sensitively dealt with. 
 

 4.5 The Unmet Need Project team learned that our mainstream health improvement 
interventions were not appropriate for this client group. 
 
Smoking:  Weekly group smoking cessation classes were not effective for this group.  
Initial one to one support is required to build confidence  prior to attending group 
sessions. 
 
Cooking:  Staff ran sessions to build on client’s current abilities and knowledge.  Simple 
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recipes replacing convenience meals with fresh produce were used.  Clients were shown 
how to make soup using frozen vegetables and basic equipment and utensils were used.  
 
Weight Management:  These sessions were linked with cooking sessions and physical 
activity and small achievable goals were set.   
 
Activity:  These were offered at a basic level and included local walking sessions. 
 

 4.6 Project staff found that there were few services available to refer clients to for counselling 
and stress management.  It was also difficult to know how to access the wide range of 
community support that is available. 
 

 4.7 At a summary level, the key lessons learnt from the Unmet Need Project are: 
 

i. Engagement strategies must be appropriate for the target group.  One size 
doesn’t fit all and we need to be flexible. 

ii. Health improvement needs to begin with raising self esteem and confidence 
building.  Our interventions need to start there. 

iii. The cultural norms around physical and mental abuse, drug and alcohol use and 
chaotic lifestyles need to be recognised and challenged. 

iv. We need clear referral routes for frontline staff. 
 

5. Community-Led Health 
 

 5.1 Community health initiatives can complement our mainstream NHS services and can 
address some of the issues highlighted by the Unmet Need Project.  As the projects are 
now largely funded through the Fairer Scotland Fund, they can focus on need rather than 
be bound by postcodes.  They can work with some of the hard to reach populations using 
the flexible approach described by the Unmet Need report and can develop confidence 
and self esteem to enable people to access other services.  An empowered and 
competent community can deliver a range of services e.g. healthy food initiatives, 
exercise and recreation, mental health support and others. 
 

 5.2 The Local Area Committees (LACs) provide another route for local communities to 
identify health priorities in their area.  The CHP has linked members of the Senior 
Management Team with each LAC and we are developing local health profiles to inform 
our work through LACs.  We aim to encourage LACs to agree on health improvement 
priorities based on local need and will work with them and community health initiatives to 
develop local health improvement plans. 
 

 5.3 A small group of Voluntary Sector, CHP and Social Work staff are working with the 
Scottish Community Development Centre (SCDC) to raise awareness of community-led 
health among our wider network of health staff.  SCDC are funded by the Scottish 
Government to support local authority areas.  We have asked them to support us in 
bringing a coherent focus on community-led health in Renfrewshire. 
 

6. Conclusion 
 

 6.1 The principles of community-led health are embodied across the NHS Greater Glasgow 
and Clyde corporate objectives and the organisations transformational themes and can 
be easily referenced in: 
 
Shift the Balance of Care: delivering more care in and close to people’s homes. 
 
Focus Resources on Greatest Need:  ensure that the more vulnerable sectors of our 
population have the greatest access to services and resources that meet their needs. 
 
Improve Access: ensure service organisations, delivery and location enable easy access. 
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Improve Individual Health Status: change key factors and behaviours which impact on 
health. 
 
The senior team and organisation contribute to leadership on health improvement and 
tackling inequalities. 
 

 6.2 It is also the case that the outcomes from this project remind us of our need to review our 
approach to service delivery particularly in areas of higher deprivation.  The challenge is 
not unique to health given that to reduce health inequalities, to improve general health 
and wellbeing for local people and to improve awareness of, and access to, services 
remain a major one for many partner organisations/services within the Community 
Planning Network. 
 

 6.3 It is proposed therefore that we use the key messages from this project and report to test 
how we design and provide services and how we engage with local people to inform our 
work.  This is a challenge that we believe must be mirrored across partner organisations 
and we intend to promote this report on that basis. 

 
 
 
 
 
 
 
 
Recommendations: 
 
The Committee is asked to: 
 

• Note the results of the Have a Heart Unmet Needs Project 
• Support the ongoing development of community-led health in Renfrewshire 
• Commit Renfrewshire CHP to develop services inclusively, targeting difficult to reach 

populations 
• Promote the findings of this report with Community Planning partners, including 

LACs 
 
 
 
 
 
 
 
 
 
Ref 1: Blamey, A, M. Ayana, L. Lawson, J. MacKinnon, I. Paterson and K Judge (2004)  Final 
Report of the independent evaluation of the National Health Demonstration Project Have a Heart 
Paisley (phase 1).  Public Health and Health Policy, University of Glasgow. 
 
Ref 2:   Sanjeev Sridharam, Wendy Grich, Vivien Moffat, Jennifer Bolton, Chris Harkins, Megan 
Hume, April Nakaima, Ian MacDonald, Paul Docherty.  Learning from the independent evaluations 
of Have a Heart Paisley phase 2.  Research unit in health, behaviour and change, University of 
Edinburgh.  
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Unmet Need Project 

                                Evaluation Report 
  

 
Encouraging engagement in risk reducing behaviour for coronary heart disease (CHD), and exploring 

reasons for non-engagement in Phase 2 of Have a Heart Paisley (HaHP) among socially deprived 
communities in Paisley 

 
Supplementary to the Original NHS A&CHB Pilot Bid: 

‘Coronary Heart Disease – Improving access across the patient journey to CHD services for those 
living in deprived areas.’ 

 
 
 

Heather Sloan  
Project Coordinator 

September 2008 
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Introduction 
This document outlines the background to Have a Heart Paisley Unmet Need Project and its work during the projects lifespan from 
June 2007 until August 2008. It will discuss the process of engagement and attempt to answer the following key questions: 

• How did the project engage with people living in the Ferguslie Park area? 

• How many people were screened?   

• What were their average risk scores in comparison to Have a Heart Paisley’s phase 2? 

• Barriers – what stopped or hindered participation in original screening? 

• What referral routes were used? 

• What low level interventions were put in place? 
 
Background 
Have a Heart Paisley (HaHP) was one of three national demonstration projects funded by the Scottish Executive. It aims were to 
improve the heart health of the people of Paisley and help to guide future policy and practice in the prevention and treatment of heart 
disease throughout Scotland. In phase two, the project delivered a programme of work aimed at those most at risk of developing 
heart disease and those who had already been diagnosed with heart problems.  
 

The primary prevention strand of the project focused on the innovative health coaching 

evolving model of care. Aimed at 45-60 year olds living in Paisley, the programme offered 

one-to-one guidance and support for clients wishing to make behaviour changes around the 

risk factors of smoking, lack of physical activity and unhealthy eating. Clients for the health 

coaching study were engaged through a Health Check campaign (HaHP 2005)1 
 
The initial social marketing engagement strategy for HaHP’s primary prevention campaign succeeded in engaging the target number 
of participants. However, the project had hoped to achieve a higher percentage representation from Paisley’s most deprived area.  
 
Have a Heart Paisley’s experience was very much in line with existing evidence: individuals living in the most deprived areas of 
Paisley faced significant barriers in accessing the project’s services. For example, there was a strong correlation between 
undeliverable health check invitations and increasing deprivation (analysis using DEPCAT).  
 
The graph bellow illustrates that there was an extremely low uptake of screening from people in the target group who lived in areas 
of higher deprivation for example the Ferguslie Park area.  The rate of uptake was higher in the less deprived areas. The graph 
clearly shows that those with SIMD scores of 60 and above were least likely to engage with the screening project. 
Graph 1 
 
 
 
 
 
 
 

                                                            
1 Have a Heart Paisley Steering Group. (2005) Phase 2 Plan. Have a Heart Paisley. 
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Chart 2 (below) details proportional analysis instead of actual numbers of individuals- the data series are expressed as a % of the 
target population within the given SIMD ranges. The chart illustrates how heart health check rates were progressively lower as 
deprivation increases amongst the target population (green data series). A potential key factor here was the increasing proportion of 
undeliverable invitation letters (red data series) as relative levels of deprivation increases. Over 1 in 5 (21.8%) of individuals living 
within the most deprived SIMD range in Paisley (SIMD 80-90) did not receive their heart health check invitation letter. This is due to 
inaccurate address information gathered in GP practices and extracted from the CDR.  This can happen for a number of reasons, but 
most likely people have not informed their GP of their change in address. 
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As a result of this stark contrast in people presenting for screening, a bid was put forward for some of the Unmet Need money that 
had been allocated to the now defunct Argyll & Clyde Health Board now NHS Greater Glasgow and Clyde . The bid was successful 
and the project was awarded £150K to run the project for 12 months. 
 
The Project was led by a Development Coordinator previously employed by the Have a Heart Paisley project. The staffing 
compliment included two Community development Officers whose role was to engage with the target group and encourage them to 
come forward for CHD (Coronary Heart Disease) screening. In addition a research Support Officer was employed to assist in 
gathering and collating data for future analysis. The project also had access to HaHP’s screening nurses on one day per week, but 
subsequently employed these 1.4 whole time equivalent nurses when their contracts ended with HaHP in December of that year.  A 
base was secured in the Tannahill Centre within Ferguslie Park to ensure the project was accessible to local people. The project was 
then launched in July 2007 overseen by a multi-disciplinary steering group which included representation from Renfrewshire CHP, 
NHS Greater Glasgow and Clyde, University of Glasgow. The Project Coordinator also had line management support from 
Renfrewshire CHPs Health Improvement Manager 
 
The Unmet Need Project aims were to target eligible people in the Ferguslie Park area (which includes one of the most deprived 
data-zone in Scotland SIMD 2006) who did not participate in the campaign. The Unmet Need projects ethos was based around 
community development principles and a community development approach was adopted to encourage, enable and empower 
eligible individuals to take up a health check opportunity and adopt positive lifestyle behaviours.  
 

Project Aims and Objectives 

• To identify barriers to engagement in Phase 2 of the HaHP Project for 45-60 year olds living in deprived communities. 

• To determine whether intensive outreach and support encourages uptake of health checks for CHD risk in deprived 
communities. 

• To determine whether intensive outreach and support encourages people from deprived communities to access primary 
prevention services. 

• To opportunistically assess the numbers of patients in Ferguslie Park who present with established CHD but who do not present 
at routine secondary prevention clinics in Primary Care. 

• To determine whether those with established CHD could effectively be encouraged to take up secondary prevention services. 

• To determine whether, on taking up secondary prevention services, vulnerable groups can be encouraged to take up further 
physical exercise to improve cardiovascular functioning. 
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Engaging the Community 
The Unmet Need Project adopted the 10 National Standards for Community Engagement when planning its work within the 
community. Launched in May 2005, the standards were developed by The Scottish Community Development Centre on behalf of 
Communities Scotland and the Scottish Executive. They are based on the experience of agencies and communities across Scotland 
and describe what is involved in achieving good practice in community engagement (Scottish Executive 2005)2 

The National Standards for Community Engagement 
1. The Involvement Standard 
We will identify and involve the people and organisations who have an interest in the focus of the engagement 
2. The Support Standard 
We will identify and overcome any barriers to involvement 
3. The Planning Standard 
We will gather evidence of the needs and available resources and use this evidence to agree the purpose, scope and timescale of 
the engagement and the actions to be taken 
4. The Methods Standard 
We will agree and use methods of engagement that are fit for purpose 
5. The Working Together Standard 
We will agree and use clear procedures that enable the participants to work with one another effectively and efficiently 
6. The Sharing information Standard 
We will ensure that necessary information is communicated between the participants 
7. The working with others standard 
We will work effectively with others with an interest in the engagement 
8. The Improvement Standard 
We will develop actively the skills, knowledge and confidence of all the participants 
9. The Feedback Standard 
We will feedback the results of the engagement to the wider community and agencies affected 
10. The Monitoring and Evaluation Standard 
We will monitor and evaluate whether the engagement achieves its purposes and meets the national standards for community 
engagement. 

 
The way in which the project adopted these standards are detailed below. 
1. Involvement  
The Unmet Need Project was established as a direct result of early learning from HaHP Phase 2. HaHP and its partners have 
therefore been involved in influencing both the focus of the Unmet Need project and the approach being taken. The first stage of the 
engagement strategy involved awareness raising amongst the potential client group. The Unmet Need team used this opportunity to 
gather additional information that could influence the design of the service, e.g. relating to barriers to participation, types of support 
requested. 
2. Support 

A number of barriers to involvement have been identified in both previous studies and in 

HaHP Phase 1. These include issues around:  
• attending GP practice 

                                                            
2  Scottish Executive. (2005) National Standards for Community Engagement. Scottish Executive, Edinburgh. 
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• literacy skills 

• confidence/self esteem 

• judgement 

• cost 

• childcare 
While the initial primary prevention engagement strategy aimed to address many of these issues, it is clear from anecdotal evidence 
gathered that some, particularly around confidence, understanding and literacy, remained a barrier. In addition to this, inaccurate 
address information contained in the Central Data Repository (CDR) proved to be a significant barrier to participation for this target 
group during HaHP’s primary prevention campaign, which used direct mail as the principal means of communication. 
The Unmet Need Project sought to enable members of the target population to overcome these barriers to inclusion by being pro-
active in providing information, advice and support and easy access to services. 
3. Planning 
Details of the Unmet Need Project’s purpose, cope and timescale are contained in the project’s Implementation Plan. (Sloan 2007)3 
4. Methods 
The Unmet Need team used a variety of creative methods of engagement. These remained flexible and were subject to review 
throughout the lifespan of the project.  
These included: 

• On-street interviewing 

• Door-to-door calling 

• Attendance at local social activities 

• Visiting school parents rooms 

• Slots on community radio 

• Involvement in local events 
5. Working Together 
The Unmet Need team facilitated support to enable clients to work together and support each other effectively, e.g. smoking 
cessation group, walking group, weight management group etc. 
6. Sharing Information 
The Team ensured that information was communicated clearly, effectively and consistently, taking cognisance of literacy issues and 
inaccuracies in local address information. 
7. Working with others 
There were a number of organisations working in Ferguslie Park who were essentially targeting the same groups of people. In 
addition to contacting these organisations directly, the Unmet Need Team initiated a Workers’ Networking Group to help facilitate the 
flow of information and knowledge. 
8. Improvement 
The Unmet Need Project aimed to empower individuals with the knowledge, confidence and skills to make informed choices 
regarding their heart health.  
9. Feedback 
Results of the various components of the engagement process will be fed back to HaHP and stakeholders through the established 
routes. In addition, updates will be provided to local organisations through the Workers’ network and to the local community through 
community leaders, local media, meetings and events. Partners in primary care will also be provided with information regarding 
patients’ health checks. 
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3  Sloan, H. (2007) Unmet Need Pilot Implementation Plan. Internal Document 
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10. Monitoring & Evaluation 
These engagement activities were monitored and evaluated as part of the overall evaluation plan for the Unmet Need Project (Sloan 
2007).4 
 
Expected Outputs 

• Expected product of this engagement is an increased number of people from the target area being successfully risk screened 

• An increase in requests for health improvement activity 

• A co-ordinated approach for agencies working within the area 

• An increase awareness of current activities within the area 

• An awareness of reasons for non-deliverables of invitations (i.e. updates on addresses etc) 

• An awareness of reasons for non-uptake of original screening invitation 

 

 Expected Outcomes 

• The expected effects would be clients being aware of their risk of CHD over 10 years 

• Health improvement related activities being made available for local people 

• Agencies working more closely together and a general awareness of what each other contributes to the community 

• Local people being more aware of what is going on in their community 

• An update of addresses being made available to GP practices / CDR etc 

• An awareness of why people do not engage with primary prevention services 
 

                                                            
4 Sloan, H. (2007) Unmet Need Project Evaluation Plan. Internal Document. 



EMBARGOED UNTIL DATE OF MEETING 

 16 

Process of Engagement – How did the Project engage with the target group? 
The Community Development Officers commenced their engagement strategy in early July 2007. The Development Co-ordinator 
who subsequently became known as the Project Coordinator had well developed community links within the area and has consulted 
with the local Community Forum who had pledged their support for the project. The Community Development Officers built up their 
presence within the area and linked into existing community structures such as the local FLAG Forum, which is the representative 
body for the local community. A ‘cascading’ approach was adopted whereby the CD officers identified and sought out key 
stakeholders from within the local community. They in turn advised those in the target group about the Unmet Need Project.  
 
There were many techniques that were employed by the CD Officers in their quest to engage with the target group. These methods 
were interchangeable and therefore not static or prescriptive. One technique may work with particular individuals but might not 
necessarily work with all.  An action plan was developed by the team, which outlined specific community engagement activities. A 
detailed account of these activities were recorded and monitored to ensure they were fit for purpose, that objectives were being met. 
This also informed the basis of the Engagement Strategy document, which was to be updated throughout the span of the project.  
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Methodology 
The methods used to engage with local people were wide and varied. The team carried out extensive outreach work during the 
spring and summer months of 2007. Using a variety of creative methods they recruited people through: 

• On-street interviewing 

• Door-to-door calling 

• Attendance at local social activities 

• Visiting school parents rooms 

• Slots on community radio 

• Involvement in local events 

• Post office queues on key benefit days 

• Bookmakers and public house premises 

• Sunshine gardens (people generally sit out in their gardens on sunny days) 

• Opportunistic recruitment on local buses  

• Visited local employers and spoke with refuse collectors and home helps in area 
 
Anyone whom they came into contact with, regardless of age was given a leaflet highlighting the service and encouraged to tell their 
relatives or friends who may have been in the age range to come forward. People who then came forward were matched to the 
‘master list’ which had been generated from the Central Data Repository which was housed at the Royal Alexandra Hospital in 
Paisley. 
 
In addition the project had a permanent display within the Tannahill Centre which was a central hub within the community and also 
where the team was based. The display was regularly updated to ensure information was current. 
 
At the start of the project the team only had access to a HaHP screening nurse on one day a week. However this was wholly 
dependant on whether HaHP required them for the main screening programme and at times their availability was sporadic. This 
meant the screening could not be offered on a drop-in basis which had originally been planned. 
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Screening – How many people were screened? 
Screening was based on the screening programme and protocols devised by HaHP. Clients were invited in for screening and their 
height and weight was measured to get their body mass Index (BMI) measurement. They then had their cholesterol, blood pressure 
and carbon monoxide readings recorded. This was fed into a computer risk score data-base which in turn allowed a risk score using 
the Framingham Risk score to be generated. The risk score estimated the clients’ risk of getting CHD in the next ten years. Any 
client who had higher than normal readings for blood pressure were referred to their GP or Practice nurse dependant on the level of 
their readings, i.e. Patient with raised blood pressure:  

• Systolic BP 140-159 mm Hg or Diastolic BP 90-99 mm Hg will be referred to practice nurse for review of BP within 4 weeks 

• Systolic BP 160-199 mm Hg or Diastolic BP 100-109 mm Hg, repeat BP and full screen bloods (carried out by HaHP screening 
nurse) results sent to appropriate GP 

• Systolic BP > 200 mm Hg  or Diastolic BP >110 mm Hg refer to GP 
 
Fig 1 

 
 
 
Figure 1 shows numbers of clients screened and those who were subsequently referred to their GP due to high blood pressure 
readings which accounted for just over 33%. 
 
As well as those clients referred to the GP, all data collected from the screening was sent to the GP for their records and data was 
also fed back to the Central Data Repository (CDR) based at the Royal Alexandra Hospital in Paisley. 
 
 
A minimum goal of 133 was initially agreed to be an acceptable target to reach which was 25% of those who did not respond. The 
numbers engaged were 276 people screened with 181 women and 95 men responding to the targeted approach.  
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Clients who were screened were also invited to come back at six months after baseline to reassess their risk score. This also 
enabled the project to measure whether they had continued with the initial engagement. The recall rate is currently around 52% with 
143 out of a possible 276 who have been re-screened. Some of the remaining clients will not reach the 6 month recall date and won’t 
be recalled as the project ended September 2008. 
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In addition to the screening process clients also had a one to one with the Community Development Officer (CDO) who gathered 
some lifestyle information from them. This came in the form of a lifestyle questionnaire which was administered by the CDO. This 
helped with literacy issues and also allowed the client to discuss any aspect of their lifestyle which they wanted to improve upon. If a 
client wanted to make a behaviour change then the CDO discussed various opportunities and strategies that could be available for 
them. This was in addition to information and advice that was routinely given to the client both in a verbal and leaflet form. 
 
The CDO used most of this information to plan activities and low level interventions which could address some of the behavioural 
changes that clients wanted to make.  
 
Issues raised at screening were diverse and sometimes quite harrowing for the nurses. On their own admission the two screening 
nurses did not anticipate the levels of stress that people within the community were under. Mental and physical abuse was perceived 
as normal and as such was accepted. Alcohol and drug misuse was also evident with many not considering a change in these areas 
of their lives. Referral routes were often problematic in that appropriate referral pathways were not evident and when there was a 
place to refer the waiting lists were too long for people who were in need of immediate help, particularly counselling sessions. 

 
Screening Nurse screening a client 
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Fig 3 

Risk Scores Male and Female
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Figure 3 shows that some risk scores were as high as 33% for males and 25% for females, however the mean risk score is > 15% 
for male and >8% for female. 
Behaviour Change – What low level interventions were put in place? 
Clients often had confidence issues and feedback suggested that formal structured groups may not be the answer for many of the 
people the project had interacted with. Some clients preferred one to one support for tobacco issues, whilst others wanted basic 
cooking skills based around foods that were accessible and affordable and indeed familiar to them.  
Smoking rates were extremely high amongst those presenting to the project for screening with over 60% of females and 55% of 
males recorded as being smokers. This is around 10% higher than the rates highlighted in the Community profiles for the area which 
has Smoking rates recorded as 47%. 
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Numbers stating that they wish to give up smoking are quite high, however when offered support the number coming into the stop 
smoking sessions is relatively low. The stressors in these people’s lives often means that stopping smoking is not seen as a priority 
and therefore projects like this can only provide guidance and support to those who genuinely want it. This is not to say that people 
are unwilling to stop, indeed we have had many people who want support to stop, but then they fall at the first hurdle and feel a 
sense of failure. Experience has taught us that structured weekly stop smoking classes are not practical for this client group. A 
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flexible approach is suggested with one to one support initially to build confidence levels with aim of getting them to attend group 
support sessions. 
 
Anecdotally we are hearing about people make their homes more smoke free, either they only have smoking in one room in their 
home or they smoke outside. This is mainly for the health of their children and grandchildren. In addition people are saying they have 
become more aware of the harmful effects of passive smoking and have cut down on their cigarette intake. Generally the CO testing 
has a motivational effect on people and its this that spurs them on to make changes. 
 
Staff were very adept at starting from where the client was at, i.e. if the client was used to eating convenience foods then staff would 
show them how to make the recipe using fresh produce or adapted the meal by encouraging them to eat more vegetables with the 
meal as a filler. Many clients did their weekly shop at frozen food outlets and staff again showed them what they could do with 
produce from these shops, for instance making a pot of wholesome homemade soup using frozen vegetables. The cook sessions 
didn’t make use of fancy gadgets, but rather made use of everyday utensils and basic equipment such as a domestic cooker and 
micro wave.   
 
In terms of physical activity we encouraged people to adopt the active living approach as a starting point of increasing their activity 
levels. We also offered walking sessions, tai chi and a beginner’s circuit class. These were all held locally and were informal and 
adapted to the individuals’ needs and fitness level. Most of the people we worked with didn’t meet the 30 minutes per day on most 
days of the week recommended level of activity, hence these small changes were a great achievement for them. 
 
Similarly weight management classes were also informal with a weekly weigh in and basic information about healthy eating based 
around the ‘eating for health’ model. The weight management classes also coincided with the cook sessions and clients were then 
encouraged to participate in the physical activity classes or given a personal walking programme which had small achievable goals 
for them to reach. 
 
The staff felt that there was a gap in provision for referral routes for clients attending screening. Many presented with complex social 
and mental health issues and there didn’t seem to be enough places to refer people too. The screening nurses quoted:  
 
 “We had not anticipated the levels of stress the people living in this community had or the honesty of the people and issues that they 

perceive as being a normal part of every day life. For example both mental and physical abuse within the household was accepted. 

Family issues, work problems, alcohol and drug abuse all had to be dealt with. We found that we could refer people to the Live Life 

network for counselling and stress management but as this service has now closed it has become more difficult and time consuming. 

Another challenge for us is we did not know how the referral system worked.”  

 

“Who are we to advise people that they should be exercising daily, stop smoking and eat a healthy diet, when there are such 

complex things’ happening in these people’s lives. Maybe others should be tackling these other things before we can even attempt to 

advise on lifestyle issues” 

  
Our work in Ferguslie Park has shown to us that there is a definite need for counselling and crisis services which don’t have long 
waiting lists needed in areas like this. There is also a need to challenge the notion of acceptable norms in terms of domestic, 
physical and mental abuse. Staff felt that there was a gap in support services in general and there is a mountain to climb in terms of 
social norms adopted by many of the clients they came into contact with. 
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Case Study 
Ina a fifty three year old woman came along to a screening invitation from HaHP Ferguslie Project in July 2007. Ina was quite 
shocked at how much she weighed as she hadn’t weighed herself for many years. She knew she was overweight but hadn’t realised 
just how much she had put on over the years. Ina had problems in her knee joints and suffered quite a bit of pain. She was keen to 
do something about her weight and the staff at the project encouraged her to come along to their weight management classes in the 
Tannahill Centre where they were based. Ina came along for a weekly weigh in and then started to get involved in the healthy eat 
and cook sessions run by the team. On her own admission she had never bothered to learn to cook as her mother cooked for her. 
Ina learned to cook healthier options based on affordable and accessible foodstuffs. Ina’s weight has dropped from 125Kg to 100Kg 
a weight loss of 25Kg in 6 months. Ina did not go on a drastic diet; rather she cut out her sugar laden fizzy drinks and her daily roll 
and sausage that she bought from the café every morning. She changed to sugar free drinks and then changed from these to 
drinking more water. Ina has said that she felt fuller and more satisfied and never really felt as though she was denying herself. 
Simple small changes have led Ina to change her eating habits dramatically. Since losing weight Ina’s confidence has soared and 
she has further boosted her weight loss by taking part in a circuit class that the project runs on a Monday, she also goes out for a 
daily lunchtime walk with staff members and she goes swimming once a week. Ina is a star; she is testimony that small changes can 
make a big difference. Ina has totally changed her eating habits; she hasn’t had to go on any fancy faddy diets to lose weight. She 
has approached her weight loss sensibly and increased her activity levels at a safe and achievable level. Ina has said that she 
couldn’t have done it without the support of the staff at the Unmet Need project, but she is the one who has done all the hard work. 
Ina still has a bit of weight to lose but is determined that she has come this far and she will succeed in getting to a weight that she is 
comfortable with. Ina has lost 20% of her weight through a sensible approach and the benefits of this will greatly reduce her risk of 
diabetes, high blood pressure, osteoporosis and indeed coronary heart disease.   
 
There are many case studies we could have highlighted and many stories which have been left untold. We have examples of people 
who have never been to their GP in many years, but who then went to the Unmet Need Project and their screening results showed 
that there was a problem with their blood pressure which then prompted them to visit their GP. This subsequently led to them being 
referred for further investigations which they may not have had if they hadn’t been for their screening at the Unmet Need Project.  
 
Barriers – What stopped or hindered participation in original HaHP screening? 
In order to explore the reasons why there was such a low uptake with the original screening opportunities offered to this group a 
questionnaire was devised which asked a number of key questions. (Appendix 4) In addition 2 focus groups were carried out in July 
2008. Ethical clearance had been approved to allow the Project Coordinator to carry these out. The focus group participants were 
people who had not previously engaged with HaHP phase 2 but who had subsequently took part in the Unmet Need Projects 
screening programme. They had also taken part in a six month recall screening. 
 
The focus groups represent a rare insight into the barriers individuals from Scotland’s most deprived community experience when 
accessing heath care services. Discussion within the focus groups centred on the two engagement routes. The groups were asked 
to reflect on the engagement methods used in the Social Marketing campaign and discuss why, ultimately they did not take up the 
offer of the health check at this time. Discussion then focussed on the unmet need project’s methods of engagement and why this 
approach led to them attending the heart health check.  
 
The two focus groups consisted of one group of six people (2 male and 4 female) and one group of seven people (3 male and 4 
female). All of these people were in the target age range and were born between 1945 and 1960. The focus groups were held locally 
and the participants had a 21 day cooling off period in which to decide whether to be involved or not.  
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The sessions started with an explanation of the two key approaches used by Have a Heart Paisley. The social marketing approach 
was described in detail to ‘jog’ people’s memory. The community engagement / development approach which the Unmet Need 
Project adopted was also explained. This stimulated discussion around whether participants could remember getting a postal invite 
to the original screening. 
 
The focus groups were audio-taped with the participants consent in addition the facilitator took flipchart notes which captured the 
flavour of the focus groups. An example of the questions and responses from the focus / discussion session are described verbatim 
below. 
Focus Group responses 
Do any of you remember getting an invite through the post? 
“I remember getting the letters, I think I got 2, but there wisnae enough information on it for me” 
 
“Ye hud tae go an phone yersel and ah didnae huv enough credit oan ma phone, an it didnae appeal tae me” 
 
“Ah jist tear letters up, it’s either debt letters or junk mail ah get” 
 
“I don’t like getting letters from people I don’t know, strangers like eh?” 
 
“it wis too much hassle for me to phone” 
 
“I thought I was healthy so didnae need a health check” 

 
A lot of Mail was returned to us, what do you think the reason for that was? 

“They’d probably think it was debt letters” 
 
“ Aye or the hoose was boarded up or knocked doon (laughs)” 
 
“lots of folk would be horrified if they thought someone had their address, cos then the council finds oot and they need to 
pay their council tax or worse still they’ll get caught for their poll tax debt (laughs)” 
 

Do you think it was important for people to know if they were at risk of heart disease? 
“Nae herm to ye hen but wanting to find oot ye have heart disease....some would think thats a blessing....the wee lassie next door to 
me gets a doin every other week. Maybe you could arrange for her man tae get a heart attack (laughs)” 
 
“Drink and drugs are the norm for a lot of people down here and they die before they reach 45” 
 
“Aye that n tying a noose around their necks...that seems to be the preferred way to die down here” (referring to a spate of recent 
suicides in the area) 
 
“Drugs n alcohol is the big killer down here no heart attacks” 
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In what way were you approached to come along to the Ferguslie Screening? 
“The girls came to my door” 
 
“I was approached in the Tannahill Centre” 
 
“They came to my tenants group and explained what was involved” 
 
“I saw a notice in the Tannahill centre notice board and I wondered what was involved, I was also curious who the girls in the red 

fleeces were, so I was pleased when they stopped me in the centre one day and explained what the health check was all about” 

 
What was it that made you decide to come along for a health check? 
“I got to know the workers and I felt comfortable going along” 
 
“I was interested to know what my blood pressure and cholesterol was” 
 
“I hadn’t been to my Dr’s for years and felt it was time to get checked out, a good job I went cos they referred me to my Dr’s due to 
high blood pressure and I got a full blood check done and I have found out I have loads wrong with me from heart problems to kidney 
problems, god knows what would have happened to me if I hudnae went to get checked oot” 
 
“it wis local an a didnae huv to go an get a bus, an the lassies that worked there were great an made me a cuppa tea which steadied 
ma nerves” 
 
“they took the time to explain what was involved, and I thought go for it” 
 
“a family member had a stroke and I thought I’d better get my blood pressure checked out” 
 
How did you feel after the health check? Did you feel you got enough information? 
 
“I got lots of information, but it wisnae gobbledygook, it wis in plain talk and they didnae look doon oan me cos I wis a smoker, 
instead they gave me information and offered to help me give up if I wanted to, nae pressure wis put oan me” 
 
“the nurse explained everything she was doing and I got plenty of time to talk about my health, then the other worker spoke with me 
aboot diet n smoking and walking more” 
 
“wisnae like the Dr’s who cannae get rid of you quick enough, I felt they had time for me and I felt important, they didnae give me a 
row or anything like that” 
 
“nothing was too much bother to them and it fitted in with me going to the post office so I didnae feel I wis wasting ma time” 
 
“I thought it was good that they let my Dr know that my blood pressure was on the high side” 
 
“There was a lot of information, but they explained it and said I could come back another time if I wasnae sure aboot anything, I did 
go back and I was made to feel welcome and not made to feel like I wis a nuisance” 
 
 
Do you think the approach we took would encourage going along to other services? 
 
“I think it worked because it was informal and you had the choice of whether to go or not, like you were given the right information to 
make you decide yes or no” 
 
“the personal approach worked for me as I jist put letters in the bin” 
 
“I liked the fact it was fairly flexible when you could go along, see sometimes you get appointments then somet comes up and ye 
forget and then ye don’t like to bother them again cos you hudnae phoned to cancel” 
 
“I didn’t feel I was a number, I felt they were genuinely interested in getting me along, I didn’t feel patronised” 
 
“I liked the fact they were oot there amongst the community” 
 
“I don’t like appointments cos I always forget cos am always watching the weans and its hard to take them with you, so being able to 
just pop in suited me” 
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If you were asked along to a health check again, where would you like it? 
 
“aw definitely in a place like the tanny, Drs surgeries do ma heid in and when ye go to the clinic they look doon their nose at ye” 
 
“it wis a guid atmosphere at the project, they made ye a cup of tea and they chatted away to you, when do you ever get that at the 
doctors eh” 
 
“there wis good banter wi the staff, they seemed to enjoy what they were doing so it rubbed of on you and ye felt at ease” 
 
“I like the informal easy to chat to approach, a lot could be learned aboot the way the lassies worked doon here” 
 
“I think the hoosing could do wi having workers like them working in it, they didnae judge you” 
 
“I liked the fact they didnae wear nurses uniforms, but ye knew who they were cause of their red tops” 
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If Health or Advice services were offered again, would you like a set day or time? A drop-in with flexible times or a mixture 
of both? 
 
“I think a mixture of both cos sometimes ye need to have a set time or ye jist widnae go” 
 
“I liked the drop-in cos I need to be in a good frame of mind to go to things and if I couldnae be bothered I jist widnae go” 
 
“it’s good to know that you can go along to things like that at a time that suits you, I mean I work  and there’s usually nothing on after 
5” 
 
“the approach you used worked for Ferguslie Park, but you need both I think” 
 
 
Discussion within the focus groups cited a chaotic lifestyle and a sceptical/untrusting attitude towards formal organisations as an 
underlying reason why more than one in five Ferguslie Park residents did not receive their invitation letter.   
 
Indeed, an overarching response throughout both focus groups, communicated in different lines of questioning, was the notion that 
many people in the Ferguslie Park led extremely chaotic lives. Reasons for such a lifestyle ranged from drug and alcohol abuse to 
domestic violence to escaping debt and committing benefit fraud. The notion of a chaotic lifestyle (especially for those escaping debt 
and committing benefit fraud) led to scepticism and un-trust of formal organisations, such as the NHS. The respondents reported that 
these people saw benefit agencies (for example) and local health services as ‘joined up’ and seeking to track them down. For this 
reason both focus groups mentioned that many people in Ferguslie Park actively avoid being ‘detectable’ on any system or register, 
preferring to lead a transient lifestyle. It came as no surprise to the respondents that such a high proportion of Ferguslie Park 
residents did not have accurate address details. 
 
The focus groups provided us with an insight into what made people engage with us. There seemed to be an overwhelming 
consensus that access at a local level is a key component to participation. 
 
We asked what advice they would give to other agencies embarking on a similar service and they said that agencies must listen to 
local people and not just make assumptions. They agreed that there must be flexibility on both parts, from the agency and the local 
people. 
 
Whilst participants agreed that letters may work for some they felt that the personal approach was more valuable.  There were a 
couple of focus group participants who had literacy issues and they didn’t always like to disclose this, however the staff had been 
trained to recognise these issues and the coping strategies adopted by people who had low level literacy and this was taken into 
account in a discreet manner when dealing with these clients. 
 
There was a feeling of stigma coming through from participants both from their addresses and their lifestyles, most commented that 
‘just because you’re from Ferguslie Park they assume that you are a ‘druggy or a rogue’. In terms of their lifestyle, they felt they were 
always being judged, this was particularly evident from people who were smokers and from those who had weight issues. They 
consistently commented on the non-judgemental approach that the staff from the project had. 
 
The focus groups confirmed the information the project had collected from the six-month questionnaires that there needs to be a 
number of approaches when engaging with any client group. One size doesn’t fit all and a targeted approach seems to be more 
successful when engaging with those allegedly ‘hard to reach’ groups.  
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Informal settings with flexible times seem to be the preferred option for those living in areas of multiple social and economic 
deprivation. Whilst financial constraints may mean that this is not always feasible, it should be explored. The people we spoke to and 
from experience working in the Unmet Need Project, evening sessions may not always be required. Some of the participants agreed 
that many people don’t venture out at night in these areas and therefore if evening work is required it is usually early evening. 
 
Challenges and Issues 
Operationally there were a number of key issues and challenges at the start of the project. In the Have a Heart Paisley (HaHP) 
phase 2 planning document the community engagement/community development approach was to be incorporated into the social 
marketing mix. However the targeted community engagement approach was never adopted until the Unmet Need Project was 
established. The initial phase 2 campaign consisted solely of the mail shots along with general marketing and advertising. As a result 
of this when the Unmet Need Project started, it came a year after the initial HaHP phase 2 project and as such it seemed to be 
disconnected from the wider HaHP project. This had implications for clients engaging with Unmet Need as they did not have 
exposure or access to health coaching, micro-interventions or indeed the financial incentives at the beginning. It could be argued that 
there was a definite inequity of access for these clients despite the project trying to meet ‘Unmet Needs’. Conversely it could be said 
that it was purely the engagement into a screening programme that was being tested and not whether we could encourage these 
clients to uptake health coaching as a vehicle for lifestyle behaviour change. In any case it would have been interesting to find out if 
the community engagement approach would indeed have swelled the numbers of clients from this target group up taking health 
coaching. 
 
In order to offer an alternative to health coaching the Unmet Need team had to devise other low level interventions in order to affect 
health behaviour change after the initial screening. This took the form of healthy eating and weight management sessions as well as 
stop smoking and physical activity opportunities. Never the less the team felt that health coaching would have been very beneficial 
for many of the clients that they had come into contact with. 
 
In terms of professional support UMN did not have formal access to marketing or evaluation support and as such the team had to 
work harder on the personalised approach in order to get people in for screening. The Project Coordinator did have an informal 
arrangement with the Marketing Manager and the Evaluation Coordinator to get advice and support and this proved to be very 
useful.  
 
Due to the initial lack of formal evaluation support the team ensured that every detail of the screening and interventions were 
recorded. This has proved to be useful as latterly this type of support has been forthcoming due to the emergence of the Unmet 
Need steering group which includes academics from the University of Glasgow. Data collected from the outset will now be used to 
inform both a qualitative and quantitative evaluation of the operational strand of the Unmet Need Project.    
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The Unmet Need Project was a few months behind schedule for starting due to vacancy management and recruitment protocols. 
This had an impact on access to screening nurses. When the initial bid for Unmet Need money was written it had been agreed that 
screening nurses from the main HaHP project would be used to ensure consistency and to avoid the need for further training. The 
equipment such as the cholestec machines which record cholesterol and the blood pressure monitors would also be made available 
for use by the nurses. This meant that the Unmet Need Project could only have nurses when the main HaHP project didn’t need 
them for screening. Therefore the Unmet Need Project only had access on one day per week on the proviso that HaHP didn’t require 
them.  
 
As mentioned the delay in the project starting meant that screening nurse availability was limited as the main HaHP project was 
undertaking their six month recall of clients around this time. This played a part in us not being able to offer a flexible drop-in service 
that we had hoped to adopt. It also limited the numbers we could invite in for screening in the first six months of the project. However 
this issue was resolved when the screening nurses contracts were coming to an end in December 2007 and they were redeployed 
into the Unmet Need Team. Funding allowed the Unmet Need Team to extend their contracts and 2 nurses became available for 
screening five days per week and the drop-in facility was able to be offered in addition to appointments. 
 
Despite these challenges the Unmet Need Team overcame them. The aims and objectives of the project were met and they were 
successful in engaging with those deemed to be ‘hard to reach’. The project fulfilled the Unmet Need within Have a Heart Paisley by 
targeting those within the highest SIMD scores by using an appropriate targeted engagement approach, however due to the lack of 
access to micro-interventions and health coaching another need was left unmet and clients had to make do with alternative low level 
interventions devised by the Unmet Need Team. 
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Conclusion 
The project has been successful in achieving its aims of engaging with those living in Paisley’s most deprived area. It not only 
managed to engage with those who had no previous diagnosis of coronary heart disease (CHD), but also engaged with people who 
opportunistically presented to the project who had a pre existing condition which made them at risk of CHD. It has to be noted that 
risk scores, whilst quite high were calculated using Framingham Risk score. This does not take into account deprivation. Work has 
begun to put the Unmet Need data into assign which has shown a difference in terms of risk scores when deprivation is factored in.  
 
The Unmet Need project has challenged the notion of the ‘worried well’ and has indeed engaged with those most at risk of CHD.  
Agencies may have to look at how they target this particular ‘hard to engage group’ as it could be argued that people are not ‘hard to 
engage, rather it is the process of engagement which is not suited to the target population. Organisations have to get to where 
people are at, i.e. post office queues, buses, supermarkets, local shops and venues etc and carry out basic outreach work within the 
area being targeted. People have reported that letters are not necessarily a good way of targeting a health improvement screening 
programme and the personal localised approach may be more fruitful. 
 
In terms of behaviour change, structured ‘one size fits all’ stop smoking and weight management classes may not suit this particular 
client group and adaptations to the ‘norm’ may need to be pursued.  
 
There was a definite gap in support services and a lot of work needs to be done in the area in terms of people’s confidence, self 
esteem and general mental wellbeing. In discussions with people who were screened (mainly women) there is a suggestion that 
domestic violence; both physically and mentally were accepted as the ‘norm’. There is a need for this to be challenged and 
addressed as part of the health improvement agenda.   Literacy issues and peoples chaotic lifestyles have to be acknowledged when 
planning services in areas like this. Time and again people felt that organisations don’t listen to them and perceived and real needs 
were not being addressed appropriately. 
 
The project may have engaged with the most socially and economically disadvantaged in the Health Board area. They have also 
have predicted who is at risk of CHD in the next 10 years but there are wider health and social issues within areas like this that may 
have a much wider impact on services. 
 
In pursuing the notion of meeting unmet needs a range of other unmet needs have arisen. This is particularly evident in terms of 
social and mental wellbeing. There seems to be a lack in easily accessible counselling and crisis services. Whilst it is acknowledged 
that there are services in the area, these services seem to be overstretched. 
 
Challenges encountered at the start of the project were overcome, but it highlights a need for a synergistic approach when carrying 
out this type of work. In hindsight the approach undertaken by the Unmet Need project should have run concurrently with the social 
marketing approach adopted by HaHP. This would have addressed the issues of these clients not accessing health coaching as well 
as the project looking like a separate entity. It would also have informed the wider evaluation findings from the National 
Demonstration project. It is hoped that the findings and lessons learned from this project will go a long way to informing and indeed 
challenging the notion of the ‘hard to engage’, ‘hard to reach’ populations. We need to find appropriate engagement strategies to 
reach those most at risk and be aware that one size doesn’t fit all. It is hoped that the issues raised in this report will inform the wider 
health improvement agenda in some way. 
 
Watch this space! 
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UNMET NEED PROJECT  (June 2007 – September 2008) 
 
 
AIMS & OBJECTIVES 
 
The aim of Unmet Need Project was to identify residents of Ferguslie Park who had been born between 1945 & 1960 
and who had failed to present to Have A Heart Paisley (HaHP) for Coronary Heart Disease Screening (CHD). HaHP 
had originally adopted a blanket social marketing approach to engage residents of Paisley. This involved sending out 
postal invitations to all Paisley residents aged 45-60 who where registered to a Paisley GP practice inviting them to a 
health check. The aim of the health check was a preventative measure to raise awareness of lifestyle factors that 
contribute to CHD by predicting a risk score of the possibility of the individual developing CHD over the next 10 years, 
based on blood pressure, cholesterol, carbon monoxide level and Body Mass Index (BMI). It was hoped that clients 
presented with this information would consider lifestyle changes to address unhealthy lifestyle options that increased 
their chances of developing CHD. Support to make changes was offered through a service of ‘health coaching’ where 
clients agreed to meet with a support worker on a regular basis who would support and offer advice on lifestyle changes 
in relation to smoking cessation, physical activity and balanced diet, and where appropriate signpost and network with 
other service providers.  
 
 
TARGET GROUP 
 
As the screening process developed it was suggested that those who were presenting for screening were the worried 
well and not those who are at greatest risk from developing CHD: those who are experiencing multiple deprivations. 
Indeed those from Paisley’s most deprived area of Ferguslie Park were least likely to present for the health check. 
Ferguslie Park was an area experiencing multiple deprivation, the people there were deemed ‘difficult to engage’. The 
area had a history of regeneration programmes throughout the late 70’s and 80s which led to large scale temporary 
tenancy decants and new housing tenures. A large number of invitation letters had been returned as ‘not known’ from 
this area. It could be argued that that the displacement of residents meant that GP’s were not being informed of 
changing addresses. 
 
Due to the apparent disparity of people from the area not presenting for the screening opportunity a bid was submitted 
for additional funding to operate a project to specifically target this group. The Unmet Need Project was set up to 
address inequalities of access by adopting an engagement strategy based on the principles of community development; 
to promote social justice by raising awareness of issues, encouraging participation and working together to address 
issues.          
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ENGAGEMENT STRATEGY (Negotiating Entry) 
 
The Unmet Need Project launched in early June 2007 and the engagement strategy was initiated at the end of June. The 
summer weather and the beginning of the school holidays where perceived advantageous as it was anticipated the good 
weather would bring the community outdoors. Publicity fliers had to be designed and printed off at HAHP office at 
Mile End where we had to rely on access to resources (if they were available) as apposed to our base in the Tannahill 
Centre which wasn’t functional for a number of weeks (awaiting furniture, PCs, telephone and technical support), this 
however gave us time to familiarise ourselves with the area, we walked round on a daily basis chatting to all residents. 
The availability of the screening nurses hadn’t been confirmed this led to contact details of potential clients taken as 
apposed to an opportunity to be screened on a specified day through an open appointment system; drop in. We were not 
in a position to confirm what week or on what day a nurse would be available. Initial access to a nurse was on an adhoc 
basis, on some occasions we were informed in the morning, of her arrival later that morning or afternoon. This situation 
led to an abandonment of our daily work plan as we had to identify clients who where available at short notice (this was 
difficult to fulfil as clients had other commitments, shopping, babysitting etc). 
 
 
MEETING THE COMMUNITY 
 
We continued with the outreach practice of walking round the area, standing outside local shops, visiting local 
employers and service providers for a number of weeks until the office was fully functioning (this methodology was 
ongoing throughout the project visiting local betting offices, local pubs and attending local events). The approach 
provided us with local knowledge and a greater understanding of the issues the community experienced. We became 
familiar faces in the community and found people were approaching us for support and information to pass on to a 
relative or friend.  
 
The Project had an official launch event which offered the opportunity of screening along with alternative relaxation 
therapies, stress management, smoking cessation, healthy eating demonstrations and health information. We were 
invited to attend the local gala day and Xmas fair where we offered screening and information. We initiated a service 
provider network group to raise awareness of our service to other networking providers to pass on to their clients whilst 
at the same time reduce the prospect of duplicate services and increase our knowledge of localised service provision to 
ensure accurate signposting to our clients.  
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BUILDING RELATIONSHIPS  
 
The first community members we introduced ourselves to were reluctant to speak, as one pointed out “I thought you 
were the wardens” highlighting our uniform (red fleece) would prevent the community engaging as they didn’t want to 
be seen talking to an authoritative figure and labelled a ‘grass’. This led to our introduction of the project to include the 
statement ‘we are not the wardens’. In recognition that we had to gain the trust of the community breaking down the 
barrier of false perception we entered into and engaged with individuals in an area where drug dealing was openly 
taking place (an area we had been advised by the warden service not to go). The reasoning behind this approach was the 
principles of Community Development Work ‘non judgemental approach’ ‘engaging with marginalised/excluded 
individuals’ carried out in a fashion sensitive to community politics, we informed them of the project and the nature of 
our engagement within the community thus reducing suspicious speculation that may have had negative consequences 
for community members and ourselves as workers. 
 
 
BREAKING DOWN BARRIERS 
 
In order to achieve sustainability in raising awareness of CHD we opted to drop the use of acronyms and translate 
jargon into plain language the community would understand whilst walking round the community speaking to everyone 
we perceived to be over the age of 16. We explained fully what was involved in the screening and listened emphatically 
to health issues the community raised with us in relation to CHD and the impact it had on everyday life experience. 
Some individuals sought re-assurance of the interventions they had undertaken in self health care, for some community 
members it provided an opportunity to raise issues they had in relation to stress and anxiety. This led to signposting a 
number of individuals to networking partners. The aim of this approach was for all adult community members to be 
more aware of CHD through peer education and social networking as we asked community members who where 
outwith our target group to pass the information flier on to someone in the community they knew within the age group 
45 – 60 (snowballing technique). Confirmation of the effectiveness of this work practice came in the second week of 
our walk as community members stated they knew who we where and they knew of the project by way of a flier that 
had come through their door.  
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Engagement Issues/challenges  
 
Negative 
 
 

• The database containing the names and addressees of our target group was grossly out of date; local knowledge 
informed some people were now dead, some housing tenures had been demolished in 1980s, some people had 
moved to other addresses within the area whilst some had moved out the area altogether. Sensitivity to these 
issues required the adoption of a strategy where we knocked on doors of the targeted house and adjoining 
neighbours asking to speak to anyone in the household within the target age range (we were concerned if we 
had asked for a named individual he/she may have died and didn’t want to cause upset).  

 
• Fear of not wanting to disclose identity 

 
• Unsure why we needed the information 
 
•  Not answering the door –concerned over crime and bogus callers 
 
• People having more than one address 
 
• lack of understanding of what the project was about, what, when, why –thus having to fully explain the aim 

and objectives 
 
• Why us, stigma, stereotyping, age groups  
 
• Gap between initial engagement and screening dates 
 
• Weather –winter/summer months, rain/sunshine - had bearing on street work 
 
• Community discussing or revealing private information in public 
  
 

Positive 
 
 

• Local people welcomed opportunity to chat about health issues, peer education -  gave each other the leaflets   
 
• Appreciation for supporting and listening and signposting- which was followed up 
 
• Peer education as all community members identified as over the age of 16 where spoken to (ripple effect) 

 
• Information on heart health network providers 

 
• Provided information on steps to positive health changes and support to make the offered on one to one or 

group basis. 
 
• Raised awareness of heart disease and other health issues. 

 
• Working with individuals to raise awareness of realistic changes within the context of everyday life that were 

achievable. 
 
• Recognised in local area – encouraged other community members to stop and ask us health related questions 

and advice. 
 
• Information provided on doorstep that informed the client of healthy lifestyle options that could be put into 

effect immediately – based on the short conversation held on doorstep between client and worker. 
 
 
SCREENING 
 
PRE-SCREENING 
 



EMBARGOED UNTIL DATE OF MEETING 

 37 

The first screening sessions were offered on an adhoc basis as we did not have regular access to screening nurses on set 
days and times. It became apparent that this structure was not meeting the needs of our clients as we could not give 
structured appointments nor set drop-in times due to availability of nurses. Clients were welcomed and required to 
complete a lifestyle questionnaire (based on eating habits, physical activity levels and tobacco use) in an area where 
other clients were also waiting for a health check and an area that was used by service users visiting a neighbouring 
service. (The questionnaires were ethically approved therefore led to difficulty in adapting them as they were the same 
as the ones used by HaHP). The questionnaire clients were asked to complete was long winded, difficult at times for the 
worker to understand (let alone explain it to the client) and in places didn’t appear to have any relevance. Every client 
had to be supported through the questionnaire which at times hindered and jeopardised the relationship between worker 
and client, as clients displayed frustration (one questionnaire is still ongoing with a client, where she is asked one or two 
questions whenever we meet her as she was over whelmed by it).  
 
 The approach used was informal and the questionnaire was used as a basis of discussion rather than the client having to 
physically complete the form. This addressed possible literacy issues and also led to every client having a baseline 
lifestyle questionnaire completed. 
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TIME AND PLACE 
 
An important issue that screening raised was the length of time clients had to wait to be screened. The length of time 
that clients have/had with the nurse was/is dependant on the outcome of the their screening and the nature and extent of 
health issues the client discussed with the nurse (as the client embraced and welcomed the opportunity to take a holistic 
approach to their health needs under the social model of health as apposed to 5min consultation with doctor discussing 
symptoms of illness offered in the medical approach).  
 
 
SCREENING PROCESS  
 
Private one to one consultation was identified as necessary and we ensured that they were in a non threatening 
environment as clients often disclosed raw and personal emotions and issues before and after screening. This led to the 
requisition of other rooms and areas within the Tannahill Centre and the introduction of an appointment system running 
5 days per week, and, concurrently with an adhoc system 2 days per week when we had access to two screening nurses. 
This became more formalised when the nurses were redeployed full-time to the Unmet Need Project when their 
contracts came to an end at HaHP.  There was some concern over losing clients which led us persuade the client to 
make an appointment as an alternative to dropping in (we were concerned we would lose them if they got bored 
waiting). It is important to note here that whilst we encouraged appointments we didn’t discourage drop in’s. Two 
clients who used the drop in facility required immediate intervention; the nurse drove one to hospital and contacted the 
other clients GP immediately after his screening.   
 
SCREENING DE-BREIFING/INTERVENTION 
 
Immediately after the clients screening session with the nurse we met with the client again to discuss the outcome of the 
health check. Some clients appeared drained or bewildered after the session as the process from our introduction and 
welcome. The screening and informal chat to the nurse highlighted health problems and the impact on health of stressful 
everyday life experiences not previously considered. For many it was a wake up call and they were keen to get 
information and support in order to implement lifestyle changes. It was apparent from the client’s reaction that the de-
briefing they had with us after the screening was as important as the screening process itself. Clients would go over 
again their discussion with the nurse trying to make sense of it all. We offered a supportive emphatic listening ear as we 
worked with them to understand their personal situation and support them to identify their own health learning needs 
and discuss with them realistic possible solutions or outcomes based on the implementation of individualised health 
plans where equal value was placed on the benefits of non smoking, healthy eating and physical activity. 
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Screening Issues/challenges 
 
Negative 

• Worker had to be prepared for personal disclosures  
 
• Information broken down to fully explain screening roles of workers, on the results / terminology, 

implications. 
 
• Cultural/social differences in medical approach to health and community between nurses and community 

development officers (conflicting approaches) 
 
• Not in control of the nurses diaries not sure of their availability 
 
• Ad hoc appointments – people dropping in and having to wait occasionally led to not giving as much time to 

client as you would have liked to due to time constraints 
 
• As we became aware of the level of support individuals needed we had to adjust the length of time between 

appointments 
 

• Didn’t want to risk losing anyone because they didn’t want to hang about and wait 
 
• Privacy, lack of space, listening or chill space area, the room wasn’t very welcoming 
 
Positive 
 

• Gratitude for offering a listening ear  
 
• Discussing possibility of change within the context of clients’ everyday life. 

 
• Working with client to consider small steps and realistic goal setting in support of self health care, 

identifying issues and appropriate interventions – signposting, groupwork, one to one. 
 
• Nurses based within the project for flexible adhoc enquiries and services. 
 
• Highlighted health problems to clients that hadn’t been considered previously. 
. 
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2nd Recall Screening  
In addition to the initial screening opportunity clients were recalled for a further 6 month health check. At the second 
visit there was evidence of increased confidence and raised awareness of healthier lifestyle options during informal 
chats with clients. Clients have informed of the interventions that they have implemented to reduce risk score of 
developing CHD, in particular clients have become more aware of food labelling and have said that they look at 
packaging to identify fat and sugar contents. The six month recall has also offered a second opportunity for people to 
get support. 

 
ISSUES RAISED BY CLIENTS 
 

• Debt 
 
• Compulsive buying – when you don’t have the money 

 
• Lack of referral pathways not knowing where to go for support or no service that they can access 

 
• Isolation 

 
• Depression 

 
• Alcohol either self or living with family member on 

 
• Drugs either on or family member on drugs  

 
• Mental health 

 
• Cancer 

 
• Heart disease 

 
• Criminal justice system – either self or family member involved in (prison or court case pending civil 

and criminal) 
 

• Benefits system 
 

• Family problems 
 

• Relationship problems 
 

• Menopause 
 

• Bullying  
 

• Never going to GP (one man hadn’t seen GP for 25yrs) 
 

• Stress -  family, babysitting, low income, neighbours, crime 
 

 Weight Management Healthy Eating 
 
 

The weight management and healthy eating sessions offered to Unmet Need participants and wider community were 
developed through existing Have a Heart programmes. These were community based support and learning sessions that 
provided participants with the opportunity to acquire the necessary skills and knowledge of healthier eating options and 
food preparation. Have a Heart Paisley, in partnership with Reid Kerr College Paisley, developed a healthy eating 
course delivered within the college that offering clients of HaHP an opportunity to further develop their knowledge and 
skills. A progressive learning route which adopted a methodological approach to increase and develop an understanding 
of healthy eating lifestyle options was established, which required the participants to engage in cooking sessions and to 
have a level of ability which was above the level of some Unmet Need clients.  
 
 
The Team at the Unmet Need Project took the decision not to utilise this resource due to the feedback from the ongoing 
weekly evaluation of the weight management and healthy eating sessions. In consultation with the participants it was 
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felt that the provision of this service was inappropriate for the Unmet Need client group for a number of reasons. The 
setting was deemed to be unrealistic as professional cooking equipment and utensils were used and the menus did not 
reflect a menu similar to everyday eating habits. For example, chowder was neither a recipe, nor a meal that most of the 
participants from the Ferguslie Park community where acquainted with. Our client group required us to develop recipes 
and alternatives to their existing menus. Ongoing evaluation highlighted the need to deliver sessions based on the 
existing skills and knowledge of the client group, where many participants’ demonstrated very basic life skills in 
relation to food identification, of taste, use of in recipes, preparation and cooking. They were therefore fearful and 
lacking confidence in their own ability to taste and handle food alien to their everyday diet. 
 
 
This was exacerbated through the experience of other aspects of social deprivation: 
 

• Low income levels led to restrictive menu planning 
 
• Menu planning and budgeting carried out on a day to day basis compelled with inability to, or struggle to, 

manage financial commitments on a low income. This led to daily purchase of food of which the nature and 
type was determined by available cash. Alternatively purchase of weekly shopping in one day limited available 
income midweek for re-stocking or purchasing fresh produce, this resulted in food availability diminishing to 
very little or nothing as week progressed. 

 
• Poor literacy skills that limited purchase of food items due to inability to make informed choice of purchase of 

prepared tinned, frozen and fresh produce where labelling and cooking instructions where reported by some 
participants as incomprehensible. 

 
• Access to range and selection of food and fresh produce was restricted by transport links to shopping facilities 

out with the local community. Shops located within the community catered to meet the demands of the local 
economy. This has led to an inflated price structure implemented by shopkeepers whose retail trade is based on 
one off purchasing as opposed to bulk buying or multiple purchasing. This in turn has led to little or no choice 
in fresh produce such as fruit and veg which has a short shelf life this, combined with other variables of 
deprivation their local consumers experience prohibits fresh produce as a non viable, non profit making 
commodity. 

 
 
Within this context the Weight Management and Healthy Eating sessions were planned and delivered under the 
recommendations of the Scottish Diet Action Plan 1996 “defining the barriers to adopting a healthier diet in terms of 
food affordability, availability, culture and skills” suggesting local initiatives where required to stimulate, support and 
synergise community activity.  
 
 
Access to a kitchen within the Tannahill Centre that simulated a domestic as opposed to commercial kitchen was 
acquired along with basic cooking equipment and preparation tools. Some utensils where purchased locally in low cost 
shops to highlight to the client group that expensive equipment was not necessary. The weighing scales were provided 
from HaHP. Healthy eating resource packs were also purchased including healthy eating food plate mats and imitation 
food utilised to raise awareness and discussion of different food groups.  
 
 
Initially the weight management and healthy eating sessions where combined; HaHP had been running the sessions on a 
Wednesday morning, with a weigh in then a cooking demonstration. Attendance was intermittent and the clients did not 
interact in the cooking process, they merely watched a demonstration. 
 
 
As the Unmet Need project took over we encouraged the existing clients to become actively engaged in the 
demonstrations. The sessions provided clients with the opportunity to increase their social networks and learn new 
knowledge and skills by sharing recipes and budgeting tips with each other. Attendance was still poor and intermittent; 
a few people attended on a regular basis however none of them wanted to cook. In a bid to encourage the wider 
community to come along with our client group we re-publicised the sessions and asked permission to attend the 
community shop with the scales on a regular basis. The community shop is a non profit making organisation run by 
local volunteers of the Tenants’ and Residents’ Association open one day per week selling tinned food and fresh 
produce at cost price. These sessions went well and were run in conjunction with the original HaHP fruit and voucher 
scheme. Clients who attended screening received a £2 voucher for 10 weeks redeemable against fruit and veg.  
 
The community shop agreed to participate in the scheme so clients where encouraged to redeem their voucher in the 
community shop with the aim to encourage habitual purchasing within the local economy. We were informed by the 
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chairperson of the community shop that in the 4 week lead up to Christmas 80% of the shop’s takings where the 
vouchers, highlighting very little or no disposable income of the Ferguslie population. 
 
Regular consultation with our clients and individuals attending for screening highlighted the need for one to one support 
in healthy eating cooking sessions and for an expanded service for weight management. This led to one to one cooking 
sessions for clients who expressed an interest in cooking but who lacked confidence to participate in group setting.  
 
A walking group was also set up to support clients participating in weight management. Walking was also initially 
offered on one to one basis until the clients expressed they wished to be part of a group. To raise confidence and 
motivation with clients without placing them in duress (some clients were not used to walking for more than a few 
hundred yards or on their feet for more than a few minutes at a time). Permission was sought from the local sports 
centre to use the perimeter of the football field, where 3 laps equated to 1 mile thus permitting clients to achieve a 
realistic goal at their own pace and permitting them to leave when they felt they had done enough, without concern over 
making it home.  
 
 
Utilising this community venue raised awareness of walking as a physical activity and the requirement for a walking 
track adjacent to the sports centre this has led to a funding application drawn up by the Sports Centre manager to secure 
funds for such a project. Alternative physical activity to support weight management was offered in circuit training 
classes and relaxation through tai chi classes that where delivered by a community volunteer whose training had been 
funded by HaHP, thus reflecting a holistic approach to healthy eating and weight management. An approach 
recognising the impact, lack of exercise, diet and stress can have on health and everyday life experience where an 
imbalance of one aspect impacts on another. 
 
 
Case Study 1 
An example of work undertaken by Unmet Need weight management is the success story of Miss Renfrew. Miss 
Renfrew’s attendance at weight management began in July 2007 when she weighed 20st. Her morale and self 
confidence was very low and she explained that she did not cook as she lived at home with her mother who prepared 
her meals. She further explained she found it difficult to stick to regular meal times due to work commitments which 
included early morning and split shifts. Miss Renfrew was encouraged to sit in on the healthy eating sessions delivered 
initially by HaHP, there Miss Renfrew was encouraged to reflect on her eating habits and food alternatives to her 
existing high sugar and fat content diet. As Unmet Need took over from the HaHP worker Miss Renfrew was able to 
identify which foodstuffs in her diet required to be replaced by more healthy alternatives and  she became aware of the 
importance of eating at regular meal times including breakfast (which she had previously avoided).  
 
 
Instead of suggesting an alternative menu to Miss Renfrew we worked with her to develop her own menu plan by 
looking at alternatives that were realistic for her to incorporate into her diet. We felt that there was no point suggesting 
she should eat foodstuffs where she either did not like the taste or out of her budget range, as we believed that changes 
had to be realistic and sustainable. As Miss Renfrew began to make small changes in her diet she began to lose weight, 
very gradual changes equalled very gradual weight loss. This encouraged Miss Renfrew to continue with existing 
changes she had made and encouraged her to continue making small but significant steps in most of her dietary habits 
for example moving from coke to diet coke by initially mixing the two 80-20% raising the percentage of the mix on a 
weekly basis to achieve a shift from consumption of coke to diet coke. The process was repeated again with water and 
diet coke, to shift from diet coke to water produced a sustainable outcome. This was seen as an alternative for someone 
informing you there is no way I can give it up. As Miss Renfrew made these small steps her weight loss continued and 
her confidence grew, over a one year period Miss Renfrew’s weight plummeted from 20st 1lb to 15st 8lbs and she has 
gained so much confidence she has written about her experience. Miss Renfrew expressed on a regular basis she did not 
enjoy cooking and only actively took part in cooking sessions if she was in the mood to do so, a notion the project 
excepted as we supported her in client led sessions. 
 
 
Case Study 2 
Mr T was quite the opposite of Miss Renfrew, full of confidence and chatty. However it became apparent through the 
screening process and in discussion between client and worker that he had learning difficulties that incapacitated him 
from employment. Further discussion generated through the lifestyle questionnaire highlighted his literacy levels where 
very poor. This knowledge combined with his enthusiasm to participate in one to one cooking sessions led to a learning 
plan similar to Miss Renfrew’s in that it was developed based on his needs and requirements.  
 
 
Mr T set out his own goals and we planned together based on his dietary requirements and existing menus as to how we 
could achieve his goal, which was to have the necessary knowledge and skill to make his own healthy option meals as 
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opposed to pre packaged food. He informed us of the food stuffs he normally purchased and in doing so presented a 
challenge: 4 frozen cottage pies for £1.50. Together we set out to make cottage pies bulking the mince with grated 
vegetables thus leading to similar portion size as normal but with more vegetables than meat and no additives. Although 
it was slightly more costly to make (even in bulk) we discussed and weighed up the pros and cons together, that it was 
healthier long term, it was more filling thus leading to less snacking which in turn would result in a monetary balance 
overall by saving on snack purchases. Recognising Mr T’s literacy needs the sessions were delivered under the social 
practice of literacy model, a model that supports individuals to identify their own literacy needs and equips them with 
the necessary skills and knowledge to improve their quality of life. Photographic cooking steps of ingredients and the 
step by step preparation and cooking guide was also recorded and collated into a recipe book so he could easily identify 
and purchase ingredients and prepare at home.  
 
 
Mr T and Miss Renfrew, like many other clients of Unmet Need required one to one support based on their own 
individual learning need. Similarly the Unmet Need projects screening programme identified clients living chaotic 
lifestyles through either babysitting grandchildren, family life, stress, deaths, suicides (in one year we have heard of 
over 8 unnecessary or preventable deaths), crime, living with, or family involved in leading to court cases, family 
members on alcohol or drugs, the stress of day to day living on low or no income. This has led to many clients 
purchasing low cost frozen food or purchasing from snack vans (chip van), ready made food as an alternative to the 
perceived costly and timely preparation of freshly prepared alternatives. However the clients we worked with all 
expressed the taste was far superior and have stated that they would incorporate their new found knowledge and skill 
into their diet, this however is one aspect we cannot evaluate as it is anecdotal, only time will tell if we have made a 
difference.  
 
 
The biggest challenge encountered by Community workers working in unfamiliar areas is identifying who and what the 
communities of interest are. In addition there is a need to have a deep understanding of wider community issues and the 
context in which everyday life interactions are played out. This includes structural social and economic policy 
combined with cultural community politics. Understanding these complex issues and holding this knowledge informs 
Community Learning & Development (CLD) practice. This practice ensures effective community engagement. The 
numbers and community members who engaged with the project is testimony that this targeted CLD approach does 
indeed work.  
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Stop Smoking Report 
 
 
As part of the screening procedure offered by the Unmet Need project, a lifestyle questionnaire was completed with the 
client after they had been screened by the screening nurse. The Community Development Officers supported clients to 
complete this. Part of this process was to speak to people regarding their smoking habits. Analysis and results of the 
data derived from the questionnaire are shown below. 
 
Smoking is strongly associated with disadvantaged areas. Smoking is the single biggest indicator of Inequalities and 
smoking is a major cause for the gap in life expectancy between rich and poor people. (Scottish Executive 2002) 
 
This can be seen with smoking prevalence and levels of tobacco use at around 60% within our target population in 
Ferguslie Park being smokers. This equates to 64% women and 60% men. Many of the people smoking in Ferguslie 
Park have been smoking since their teens. Most were unaware at the time of the health risks of smoking, cigarettes Of 
the people we worked with many residents reported that they purchased low price contraband cigarettes on a regular 
basis. Smokers from Ferguslie Park had low awareness of the services available to them and misconceptions about their 
availability and effectiveness. Some of the misconceptions were, “They will look down on me, get funny looks, and 
they will all be non smokers – like born again Christians”. Residents where frightened of being judged and fear of 
failure yet again in their lives. There was a definite perceived lack of knowledge about existing services. Participant’s 
perception was that available interventions, particularly NRT were expensive and ineffective. The graph below shows 
that almost 60% of the Smokers in Ferguslie Park are highly addicted as it takes them less than 5 minutes in a morning 
to smoke their first cigarette. When clients were trying to cut down or stop the cigarette first thing in the morning was 
the hardest cigarette to give up. 
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Why smoke 
Feedback from the lifestyle questionnaires and from talking to smokers from Ferguslie Park seemed to suggest that 
people mostly smoked because of stress factors in their lives. Many said that smoking helped them get through the day. 
Most smokers had been smoking for more than 30 years and it had become a way of life for most. Although a large 
majority felt guilty about smoking they had reasons why they didn’t want to stop e.g. “No point in giving up as you’re 
going to die whether you smoke or not”. “Whenever I try and stop smoking I put on weight I would rather smoke and 
stay thin and healthy”. “Tried everything to stop nothing works”.  
 
“When the grandkids get too much I reach for the cigs, they help me relax”. “Don’t know what I would do without 
them”. “Cigs are my tool for coping”.  
At this stage we asked them various questions from the smoke free addiction test. 
 
 
Q1 Roughly how many cigarettes do you usually smoke a day? 
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The answers to this question varied as we got to know the clients. On average most people would give you the lowest 
amount they would smoke. Their carbon monoxide readings seemed to suggest that this was an underestimation. 
Roughly 26% of our smokers said they smoked 11-20 per day but the readings indicated that for approximately 20% of 
this group it was more likely to be around 30 or more. People felt guilty saying they smoked over 30 a day due to the 
fear of being judged. If a client decided they wanted to get help they would come and see me on a regular basis and a 
more personalised approach would be used. This enabled the client to feel more comfortable and able to tell you 
precisely how many they smoked. 
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For smokers in Ferguslie Park it is clearly shown that the first thing that they reach for in the morning is their cigarettes. 
Many clients said “It wakens them up in the morning and kick starts their day. It’s my relaxation time before the family 
get up”. 
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Q3 Which cigarette is most difficult to do without? 
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As you can see from the results many residents are highly addicted to smoking. The first cigarette in the morning is the 
one that most people in Ferguslie Park find it hard to give up. 
 
Q.4 Do you smoke more during the first part of the day than during the rest? 
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Clients felt they were usually very busy during the first part of the day, doing domestic chores, shopping etc which 
helped them reduce their smoking in the morning compared to the evening which clients felt it harder to reduce or stop 
as they had nothing to do. Another reported barrier people face in Ferguslie Park is buses not running after 6pm every 
evening. Consequently there is little or nothing to do within the estate on an evening.  Most smokers found that they 
needed something to do with their hands so we discussed taking up a hobby or using the Inhalator without the capsules.  
 
5. Do you smoke when you are sick or in bed 

YesNo

60

40

20

0

Pe
rc

en
t

Do you smoke when you are sick and/or in bed?

 
 
The majority of people in Ferguslie Park who smoke don’t smoke in bed. Many thought it was the one place you did not 
smoke mostly due to the safety factor. While the project was running we had one client who had learning disabilities die 
from setting himself alight from a cigarette.  
 
The Majority of smokers from Ferguslie Park would like to stop although they had usually tried many times before 
without success. Most people who had tried to stop, tried doing so without any NRT or help from any services which 
could be a factor on why there where a low number of people who had stopped smoking on their own.  
  
The ethos of the Unmet Need Project ensured that it was important that we offered services that were non-judgemental, 
accessible and flexible to each individual, encouraging local people to stop smoking. Discussions with other workers 
showed that they didn’t think many local people would wish to try and stop. We were pleasantly surprised when within 
the first month of starting the project we had people who were enthusiastic to stop smoking which was good and 
unexpected. An initial group of 7 were interested in stopping smoking and willing to try within a group setting. We set 
up our first group and by week 3 we had two non smokers and the other 4 had cut down to half of what they were 
smoking before. By Week 4 the attendance was down to 3 people. We followed this up by a telephone call and a letter 
but they all had excuses for not coming. After 7 weeks we had 2 who had stopped smoking.  
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As front-line staff working in health improvement, it is important to acknowledge that people who live in an area of 
multiple and social deprivation need to have various support mechanisms as peoples life’s can be hectic and chaotic. 
There is also a need to make time to try out various approaches. We recognised that group support was not suitable for 
everyone which led us to offer a one to one service which gave people an opportunity to have a personalised service. 
The uptake for this service was good, with between 2 and 4 new quitters every week.    
 
We personalised the approach to promoting services that were non-judgemental and flexible to suit each individual 
whilst they explained to me that they were here to stop my benefits encouraging them to stop smoking. The word soon 
got around and it wasn’t long before we were getting people of all ages coming in to stop as friends, family etc had told 
them about our service. Although many of the potential quitters would last only a few weeks before they would dwindle 
off, the majority had at least cut down on their smoking as a start. For some people as soon as they had any stress or 
worries in their life it was immediately back to the cigarettes. It was the one thing they all reached for in times of stress. 
The people who were successful were not usually the people who had tried once, rather it was the people who had tried 
quite a few times and were now even more determined to stop.  
 
We acknowledged that people need to have willpower as well as NRT as it is not a miracle cure on its own. People 
liked the thought of being able to pop in or telephone for that extra support. We were based in a local centre and 
therefore easily accessible when people needed us. After the first screening we had a steady flow of people who would 
have liked to stop, even though some of these clients would only last a few weeks and they would be back smoking, as 
they were not ready to quit. It was just the scare factor from the screening at that moment that made them think about 
stopping.  
 
It seemed to be a few weeks after their initial screening when they had forgotten their results that many started smoking 
again. After the second screening 6 months on, clients really did get a fright when they seen their levels of smoking rise 
and thought “I need to do something”. The screening results played a big part in whether people would try and stop 
smoking or not. For many it was then that they felt motivated and knew they had to do something in order to improve 
their health.  Reducing their levels of carbon monoxide seemed to be an incentive for many to stop smoking. Most of 
our quitters came from the second screening when they realised “this is it I need to stop”. The gap in between had made 
them go away and think about what they where doing and were more motivated to stop as things had got worse 
regarding their health. The majority of people who wanted to stop smoking found that stress factors were the worse 
thing to cope with.  
 
As an added component to the stop smoking sessions, the Unmet Need project had also set up Tai Chi, circuit classes 
and a walking programme to increase levels of physical activity which is also an important factor in the fight against 
coronary heart disease. 
 
The use of relaxation or exercise was used as another coping mechanism for people wanting to stop smoking. This was 
beneficial for people who wanted to stop smoking. Some joined the Tai Chi as a way to relax especially during the first 
few weeks of giving up smoking. For others this was the extra help they needed to stop smoking. It was apparent that 
people did need that extra support and buddying was also given out as an option but nobody really took it up.  
 
Drug therapy was another option that people had requested as a stop smoking aid. Champix, which was a fairly new 
stop smoking drug was asked for a lot although many people did not like the side effects of it once they had tried it. 
Some clients only lasted a few days because they did not like the feeling of sickness or the strange dreams. Although we 
had given people all the information and breakdown of Champix some people where not prepared to go through the 
endurance. A number of clients thought that Champix would be the miracle cure to stopping. However like any other 
NRT and stop smoking drug you still need to have willpower to help you through. Over the last few months of the 
Project we found that Champix was the most popular drug for helping people stop smoking. It was acknowledged that 
clients still needed support with Champix. A woman came to us and asked for champix we referred her to her G.P and 
we explained everything about champix with her and within two days she came back and said that it wasn’t working for 
her. Once again we explained it thoroughly and made sure she was clear about champix and how to use it. In Ferguslie 
Park we often had to explain things over and over. Literacy issues were evident amongst many of our target group and 
consequently clients needed that extra support explaining the use of products and possible side effects. Clients identified 
an important barrier to stopping smoking was the Pharmacist at Ferguslie Park. Despite the Fresh Start pharmacy 
scheme for stopping smoking, we had many people come to us who had been sent down from the pharmacist. Clients 
complained about not getting any support from them, no support regarding literacy issues or time spent going over 
products etc. They always had to wait for their prescription and sometimes clients started smoking because they had to 
wait so long for their NRT. Clients felt they were not very flexible when it came to prescribing NRT, it was the patch or 
nothing. Many of the clients we worked with felt they needed two types of NRT for those stressful moments. For some 
clients it really helped having that extra product, they felt it made all the difference. The pharmacy would only give one 
product (patches). If a client was allergic to them or had tried them before and felt they didn’t work for them they were 
signposted to us. We would then give the clients a letter for the G.P stating their preference which could be two NRT 
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Products, usually the patch and gum. The clients who had decided to take 2 NRT products usually would be down to 
one product within 2 weeks.  
 
On No smoking day we decided to have a stall with information and advice on stopping. It was very well attended; with 
17 people who wanted to stop on that day. When we spoke to the pharmacist they said they didn’t know anything about 
No Smoking Day and people would have to come back at the end of the week as they were too busy.  
 
The experience of working here in Ferguslie Park has shown that you need to have an approachable friendly service that 
is open to everyone. It needs to be flexible and supportive for as long as people need you. Some clients can make 
behaviour changes quickly with little support whilst others need ongoing support in order to change lifetime habits. 
There is a need to recognise that everyone is different and that a singular uniform approach is not suitable for everyone. 
Relationship building and ‘getting our faces known around Ferguslie Park made it easier for people to ask for help as 
we had put in the time and effort to get to know people. We had engaged with the people whom others say are ‘hard to 
reach’.  Honesty, trust and good communication using a flexible non-judgemental approach enabled us to engage with 
those deemed to be hard to engage.  
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Appendix 3 
 
The report set below is from the screening nurses’ perspective only. 
 
Background 
The nurses had originally been working with the main Have a Heart Paisley project where all 45-60 year olds without existing heart 
disease and diabetes were targeted and offered a health check by means of a social marketing campaign. It became apparent that 
the project was least successful in engaging with those from Paisleys’ most deprived area namely Ferguslie Park.  The Unmet Need 
project was awarded funding to address this issue and to ensure equity of access by employing a more targeted community 
engagement approach based on community development principles.  
Screening Process 
The target population continued to be 45-60 years of age but unlike the main project there 
was no exclusion criteria as one of the aims of the project was to measure the amount of 
people who opportunistically presented for screening who had a known risk factor for 
Coronary Heart Disease (CHD) 
 
The screening was undertaken at the Tannahill Centre on both an appointment and adhoc 
drop in basis. The screening included gaining informed consent. There was both verbal and 
written consent to take into account varying levels of literacy. The consent form, health check 
and what happened to their information was explained at a level that was fully understood. 
The screening consisted of random total cholesterol, High Density Lipoprotein (HDL), 
obtained from a finger prick test, Blood Pressure (BP), smoking status, Carbon Monoxide 
(CO) monitoring, height, weight, body mass index, waist circumference, alcohol intake, family 
history of cardiovascular disease and family history of smoking.  
 
This information was entered into a computer and their risk of developing coronary heart 
disease over the next 10 years calculated using the Framingham Risk Score. This score is only 
applicable to those without existing coronary heart disease and non diabetics. The individual 
results were discussed fully and in depth with the client and changes recommended using 
motivational interviewing techniques. It is at this point that the relationship can either be 
sealed or broken. It was important to build a confident and trusting relationship, where the 
person felt comfortable discussing very personal parts of their lives and the lifestyles which 
they lead. This could be time consuming depending on the issues arising. Thirty minutes were 
allocated for the screening to take place but if it overran the community development 
workers, with whom we worked closely, were able to deal with the next client by completing a 
lifestyle questionnaire first. This was unlike the main project where the focus was on 
recruiting for health coaching, but the health coaches were not present at the time of 
screening. This resulted in being very aware of time constraints and gave the impression of a 
“conveyer belt” system. 
 
At the end of the consultation the client was given a copy of their results, an electronic copy 
was saved and downloaded to the Central Disease Repository (CDR) and a letter generated 
for the clients’ GP.  
 
 
 
ISSUES 
The Unmet Need project commenced while the main Have a Heart Paisley project was still in 
operation. This meant that initially the nurses were only able to screen one day a week at 
Ferguslie Park. This was not always the same day which caused problems for the Community 
Development workers when trying to encourage people to attend for screening. 
 
Risk Assessment Database 
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The Unmet Need Projects screening process was to mirror HaHP’s and resources such as the 
nurses and equipment and of course the risk assessment database were to be sourced from 
HaHP. As such there was no dedicated laptop or risk assessment database for the Unmet 
Need project, the nurses brought laptops from the main project. This contained the original 
risk assessment database, which could be used if the client was on the original Have a Heart 
Paisley target list and had been allocated a Personal Identification Number (PID). For those 
clients with no PID a hard copy of their results was kept and a letter generated for the clients’ 
GP.  
 
The risk assessment database was then altered for the main project’s 12 month follow up, 
where only those who opted for the health coaching were invited back for a second screening. 
All other client details, including those within the Unmet Needs were removed.  
 
A new risk assessment database was provided but this did not recognise the original PID’s, 
therefore a new PID had to be created for every client we screened. With no laptop for sole 
use within the Unmet Needs any of 4 different laptops were being used. Each of these laptops 
was synchronised individually, this resulted in 4 clients all with the same PID. This could have 
been overcome if a dedicated laptop had been provided, but it was not forth coming from the 
main project. 
 
A laptop was finally provided but unfortunately it was not saving the data so we had to 
contact the clients asking them to return their results so that we had a copy. Once we realised 
the problem we began to photocopy the results at the time of screening. This problem was 
eventually rectified. 
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Cholestech  
Cholestech was the system used to obtain the total cholesterol and HDL cholesterol. The main 
project had funded a biochemistry laboratory technician based at the Royal Alexandria 
hospital in Paisley. Their role was monitoring quality control (QC); training new staff on 
finger pricks blood sampling and using the Cholestech machines. Internal QC was carried out 
daily whereas external QC was performed every two months. The serum for the external QC 
was sent from Birmingham Quality previously known as the Wolfson External Quality 
Assessment laboratory based in Birmingham.   
 
When the technician was contacted regarding external QC she was very surprised, as their 
services had been cancelled by the main project. They had been told that the project was 
finishing at the end of December and therefore their services with regard to both internal and 
external QC monitoring was no longer required. They had no knowledge of the Unmet Need 
Project. This we also found surprising as it was now January and the project had been up and 
running since July. Nor was the project aware of the funding of the technician, this had not 
been budgeted for. 
 
Contact was also made with the external Quality Control laboratory to inform them that we 
were continuing and would still require their services. The external QC is important as it 
compares all Cholestech machines currently in use in the United Kingdom looking for Quality 
Assurance and best practice by comparing both the precision and accuracy of the results sent. 
This was another cost that had not originally been budgeted for. However, although cost was 
an issue without this in place the project could have been compromised. 
 
Challenges 
Until this point our screening with the main project appeared to be mainly with the “worried 
well” and due to the length of appointments there was no time for in-depth lifestyle 
discussions, this was the job of the health coach. One client in particular who had been invited 
previously by the main project did not feel “worthy” of a health check because she was a 
smoker. She stopped by herself and presented to us for screening as she now felt that she 
deserved it. This begs the question did the main Have a Heart project originally send out the 
right message to the right people.   
 
As a result of being based in the heart of the community we have found that we have got to 
know the local people and they have got to know us, which has proven to be a very positive 
aspect to this project.  
 
As nurses we were aware that in areas of high deprivation you have clients with multiple 
health and social issues. However, what we were not prepared for was the levels of stress of 
some of the clients, their honesty and the issues that they perceive as being a “normal” part of 
everyday life. An example of this is one client requesting the finger prick to be done on her 
right hand despite being right handed as her left arm was deformed due to habitual physical 
abuse and her not presenting herself for treatment. Her reason for this was that it was such a 
frequent occurrence that she felt too apathetic to take herself to the hospital. 
 
A further example is the client who was using alcohol to help him sleep. He was aware that he 
was drinking too much but had not considered seeing his GP as he was not sick. He did not 
perceive stress as being an illness and thought that he should just be able to pull himself 
together. 
 
Working in an area of high deprivation has been something of a culture shock as the issues 
are so concentrated. As nurses we like to think we have all the necessary skills to cope with a 
given situation but in reality it was a huge learning curve where skills had to be fine tuned 
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quickly to be able to deal effectively with the clients. The move away from a screening being 
completed within a set time to one where time was not an issue, with the focus being centred 
around the client and their needs, did help as it is a rare commodity to be given quality time. 
This was often commented upon by clients and much appreciated.  
 
Family issues, work problems, alcohol and drug abuse all had to be dealt with. Being able to 
refer to the Live Life network for counselling and stress management was very important, not 
only to us, but also to our clients. Unfortunately this service is now closed and our referral 
pathway is back to the GP. 
 
To prevent emotional overload the nurses were able to share issues with each other and the 
rest of the team, and reflect on individual cases, particularly if the issue had been of a 
harrowing nature. 
 
The ability to offer opportunistic screening was certainly a bonus and on these days we 
managed to screen clients who had not attended their GP for many years. Many of them were 
on repeat prescriptions and collected them without seeing a health professional. A big part of 
our role was educating and empowering clients with diabetes and existing CHD and indeed 
other chronic conditions who were not aware that they should be reviewed on a regular basis 
to monitor their progress and the effects of their medication.  Unfortunately not all GP’s 
appear to have this recall system in place, or even the correct address for some clients, so our 
focus was on encouraging our clients to attend for regular reviews and offering strategies that 
helped them remember this date, for example their birthday. 
 
Apathy about the need to take their medication on a regular basis was something that became 
quite apparent during our screening. More often than not this was identified by the results in 
front of us for example hypertension and raised cholesterol. For some clients their life was so 
chaotic medication was just not important and unfortunately in many cases we were not in a 
position to be able to help. However, when one client, who had multiple packs of medication, 
admitted that he just got fed up opening the boxes so it was the luck of the draw which tablet 
he took we were able to step in and do something. He was advised to speak to the pharmacist, 
explain how he felt and ask about a dosett box. At his 6 -month recall all his results had 
improved. He was taking all his medication as prescribed as the pharmacist had organised a 
dosett box so he no longer had to open all of the boxes. He couldn’t believe how easy it was to 
organise. He had never discussed the problem of his medication before and indeed no one had 
ever asked.  
 
Referring clients back to their GP surgery for follow up sometimes proved to be frustrating. 
This issue also arose with the main project. At HAHP we are guided and work to the Joint 
British Societies Guidelines on Prevention of Cardiovascular Disease in Clinical Practice 
(JBS2) whereas GP’s work to the Quality Outcome Framework (QOF) whose BP guidelines 
are higher. As a result of the differing acceptable BP levels we would refer a client for high 
blood pressure only to see them return for their six month recall still with a high blood 
pressure. They had been told that their blood pressure was fine. 
 
 
 
Lessons Learned 
 
• Good links with GPs need to be established from the outset so that they thoroughly 

understand the project  
• Test clients to ensure programme is fully functional 
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• Reducing the age to include younger clients, possibly from mid 20’s, as in areas of high 
deprivation problems regarding heart disease already appear to be prevalent in the 40-64 
year olds 

• JBS2 guidelines and QOF should be the same 
• Service needs to be flexible to suit the needs of the community 
• Liaise more closely with external agencies  
• Keep a hard copy of results 
• Consider using a modified scoring system such as Assign as this takes into account post 

code highlighting areas of deprivation 
• Do not rely totally on the risk score - 33.5% of clients screened had a BMI of more than 25 

with a risk score of less than 10. 14.5% had a diastolic BP of more than 90 and deemed low 
risk. 7.2% had both a BMI of more than 25 and a diastolic of more than 90 but were still 
low risk. Framingham does not take these factors into account 

• Consider having a trained counsellor as part of the project 
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Appendix 4 
 
QUESTIONNAIRE FOR 6 MONTH RECALL  Name & PID 
 
1. (a) HaHP sent out letters inviting people to screening in 2005/2006. 
    Did you receive a letter?  
 
Yes   No   Can’t remember    
 
 
Other 
 
 
 
    (b) If yes, why did you not take up the offer of the health check? 
 
Too busy   No appointments available     
 
Not interested     Not worried about CHD  
 
Other priorities    Didn’t know what letter was about 
 
Other 
 
 
 
 
 
 
2. Where did you hear about the Ferguslie project health check? 
 
Out and about   Community Development Officer 
 
Tannahill Centre    Post Office  School  Street  
 
 
Event 
 
Letter 
 
Telephone Call 
 
Family member 
 
Friend 
 
Poster 
 
Leaflet through door      
 
 
 
3. What made you come to the health check? 
 
Location CDO   Community Development Officer   
 
Heather        Other 
 
Family / Friend     
 
Comments  
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4. Did you find the health check/screening useful? 

 
Yes    No 

 
Comments 

  
5. Did the health check make you think about making any lifestyle changes? 

     Yes  No    
 
Did you make any changes? 
 
     Yes            No        Trying to  
 
What changes were they? 
 
Stop smoking 
 
Cut back/reduce smoking 
 
Lose some weight 
 
Exercise 
 
Healthy eating 
 
Reduce stress 
 
Other 
 
Comments 
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6. What did you do to make a change in your lifestyle? 
(tick all that apply) 
 
Took information and leaflets  
 
Took part in Healthy Eating class 
 
Tool part in Weight Management class 
 
Went to smoking cessation - HaHP group 
      
   Dr Curley at the Surgery  
 
One on one with smoking cessation officer 
 
Went to Tai-Chi  
 
Took part in exercise class 
 
Go to weight watchers / Scottish slimmers 
 
Walking 
 
Joined a gym 
 
Swimming  
 
Other activity  
 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
7. Are you sticking to the changes that you made? 
 
 Yes    No 
 



EMBARGOED UNTIL DATE OF MEETING 

 58 

If yes, what have been your achievements? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
If no, what were the reasons for this? 
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8. Would you like any further support? 
 
Yes     No 

 
Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


