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ABSTRACT

Objective To evaluate the implementation and development
of a complex intervention on health promotion and changes
in health-promoting behaviours in primary healthcare
according to healthcare attendees and health professionals.
Design Descriptive qualitative evaluation research
conducted with 94 informants. Data collection techniques
consisted of 14 semistructured individual interviews, 9
discussion groups, 1 triangular group and 6 documents.
Three analysts carried out a thematic content analysis

with the support of Atlas.ti software. This evaluation was
modelled on Proctor and colleagues’ concept of outcomes for
implementation research.

Setting 7 primary care centres from seven Spanish regions:
Andalusia, Aragon, Balearic Islands, Basque Country, Castilla-
La Mancha, Castilla-Leon and Catalonia.

Participants The study population were healthcare
attendees (theoretical sampling) and health professionals
(opportunistic sampling) who had participated in the
exploratory trial of the EIRA intervention (2015).

Results Healthcare attendees and professionals had a
positive perception of the study. Healthcare attendees
even reported that they would recommend participation to
family and friends. Health professionals became aware of
the significance of the motivational interview, especially
for health promotion, and emphasised social prescribing of
physical activity. They also put forward recommendations
to improve recruitment, screening and retention of
participants. Healthcare attendees modified behaviours
and health professionals modified working practices. To
achieve sustainability, health professionals believe that it is
crucial to adapt agendas and involve all the staff.
Conclusions The discourses of all stakeholders on the
intervention must be taken into consideration for the
successful, setting-specific implementation of adequate,
acceptable, equitable and sustainable strategies aimed at
health promotion and well-being.

BACKGROUND

Primary healthcare (PHC), the most acces-
sible and most frequently used health
service, provides comprehensive, long-term

1,2,3

Strengths and limitations of this study

» The sampling method of the qualitative evaluation
might only have captured the experiences and views
of the professionals and attendees more involved
and positive with regard to the intervention and to
health promotion.

» The rigour procedures applied (methodological ade-
quacy, triangulation of techniques and analysis and
reflexivity of the interdisciplinary research team) en-
sured the validity and reliability of the findings.

» The richness and complementarity of the information
generated by healthcare attendees and health pro-
fessionals from seven distinct regions will contribute
to the adaptation of the intervention to the various
settings to ultimately achieve feasible, sustainable
integration in everyday primary care practice.

person-focused care.' It is considered the
ideal setting to implement individual, group
and community health promotion interven-
tions. However, these implementations face
barriers and challenges set up by the system,
the professionals and the public.*”

Since it is very common for the same
person to accumulate inter-related unhealthy
behaviours, complex interventions are
increasingly used in studies of behavioural
change. In addition, firsthand knowledge
of the setting where health promotion takes
place is crucial when evaluating its effect.
Complexity results from the number of inter-
acting components, namely the amount and
difficulty of behaviours required by those
delivering or receiving the intervention,
the number of groups or organisational
levels targeted, the number and variability
of outcomes and the degree of flexibility of
the intervention.' > The main directives for
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Q Multirisk intervention to reduce:
- Smoking
Poor adherence to Mediterraneandiet
Insufficient physical activity
Cardiovascularrisksfactors
Depressionrisk

O Conceptual Framework: Transtheoretical
model of change and 5A conceptual
framework (Ask, Advice, Agree, Assistand
Arrange follow-up)

QO Levels of intervention: individual, group and
community

O Study population: age 45-75 with 2 2
modifiable risk factors

O Setting: 14 primary health care centres
from 7 Spanish regions (two per region). 7
centres in intervention and 7 in control
group

QO Sample: 554 (intervention group); 549
(control group)

3 Quantitative evaluation:
Baseline and 6-month measurements and
questionnaires, visitscarried out by assistant

researchers

Figure 1
Council framework for complex interventions.

the design, implementation and evaluation of complex
interventions were developed by the Medical Research
Council (MRC)*®” using a mixed-method approach with
five sequential phases: (1) definition of the theoretical
foundation (preclinical phase), (2) construction of a
model (phase I), (3) development of a pilot study (phase
II), (4) completion of the definitive trial (phase III) and
(5) long-term implementation (phase IV).

The EIRA Project started in Spain in 2012 with the
objective to modify unhealthy behaviours in primary
care patients following the MRC framework for complex
interventions.®” To date, the first three phases have been
completed.” > *! Specifically, the objective of the EIRA
Project was to design, conduct and evaluate a complex,
multirisk intervention to enhance adherence to the
Mediterranean diet, increase insufficient physical activity
and reduce smoking, cardiovascular risk factors and risk
of depression in people aged 45-75 years that contact
PHC services with at least two of these behaviours or
risk factors. Participants receive individual recommen-
dations on their behaviour and risk factors, and they are
offered to attend group sessions and social prescription
of health promoting community assets. The person-cen-
tred approach uses the motivational interview, and the
attendee becomes an active agent in her own life. Partic-
ipants allocated to the control group receive the usual
care (figure 1).

A key question in evaluating a complex intervention
is actual effectiveness. However, the process itself is
also important: what happens, how, when and why. The
process evaluation in trials explores the implementation

QO Study population: health-care attendees who

QO Opportunistic & Theoretical sampling

QO Study population: Intervention group health-
care professionals
QO Sampling: Opportunistic sampling

Data generation technigues
Health-care professionals

3 discussion groups;

2 documentary techniques

Focus on evaluating the intervention

N

finished the intervention and health-care
professionals involved with the intervention
group

Data generation techniques:

Health-care Health-care
attendees professionals

13 semi-structured 6 discussion groups,
interviews triangular group;

4 documentary analysis;
1 individual interview

A

Second phase (development of an exploratory trial) of the EIRA Project, which follows the UK Medical Research

of an intervention, assesses its quality and fidelity, clari-
fies causal mechanisms and identifies contextual factors
associated with variation in outcomes.* "' Qualitative
methodology has a unique role in understanding the
implementation process of an intervention'” interest-
ingly, qualitative research can be used concurrently with
a pilot trial, for instance, to optimise recruitment and
informed consent strategies, to identify acceptability of
the intervention, to provide insights into processes of
change and to help interpret findings."” Accordingly, the
qualitative evaluation of the intervention implementation
process is able to identify determinants of clinical practice
such as barriers and facilitators that influence the adop-
tion of organisational and professional change.'* This
qualitative evaluation facilitates understanding of how
and why the different components of the intervention
are successfully or unsuccessfully implemented; it also
contributes to identify predictive factors of success and
generates useful knowledge for advancing the implemen-
tation of scientific evidence." In addition, the qualitative
methodological perspective might transcend the main
limitations of the quantitative approach that prevails in
clinical trials and provides essential information on the
evaluation of interventions, since it involves the different
stakeholders, which actively convey their experiences,
opinions, needs and suggestions for improvement.

This qualitative evaluation presents the results of the
second phase (development of an exploratory trial)
of the EIRA Project. The objective was to evaluate: (1)
the process of implementation and development of a
complex intervention on health promotion in primary
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care according to healthcare attendees and health profes-
sionals and (2) changes in health-promoting behaviours.

METHODS

Design

Descriptive qualitative research based on the experiences
of participants was used to evaluate the exploratory trial
of the EIRA complex intervention.

Setting and study population

Seven primary care centres (PCCs) included in the inter-
vention group of the EIRA Project from seven Spanish
regions (one PCC per region) participated: Andalusia,
Aragon, Balearic Islands, Basque Country, Castilla-La
Mancha, Castilla-Leon and Catalonia. The control group
of the exploratory trial did not participate in the qualita-
tive evaluation.

The study population were: (A) PHC professionals from
participating PCC (including family physicians, primary
care nurses, social workers and administrative staff) and
assistant researchers (in charge of performing baseline
and 6-month measurements and questionnaires); and
(B) healthcare attendees aged 45-75 years who partici-
pated and completed the EIRA study.

Sample design and participant selection strategy

PHC professionals from participating PCC and assistant
researchers were selected by means of opportunistic
sampling.16 The site investigator of each PCC contacted
all professionals who participated in the EIRA study to
book group interviews 2-3 months after the beginning
of recruitment (February 2015 in three centres) and at
the end of the intervention (summer of 2015 in the seven
centres of the intervention group). The decision of PHC
professionals to participate in the group interviews was
voluntary. For healthcare attendees, we applied theoret-
ical sampling based on a prior definition of participants’
characteristics to obtain optimal variety and discursive
wealth.'® Fifteen informant profiles emerged from the
discursive variants sex, age, educational level and type
of intervention (the approach to the first component of
the intervention was decided by the participant). Next,
two of these profiles were randomly allocated to each
PCC included in the intervention group of the EIRA
Project; one PCC had three profiles. At the end of the
intervention (summer 2015), the site investigator of each
PCC contacted by phone the healthcare attendees partic-
ipating in the EIRA Project who met the specific infor-
mant profile for the PCC to explain the objectives of the
qualitative evaluation and invited them to participate in
an interview. The voluntary aspect of participation was
also emphasised to healthcare attendees.

Data collection and generation techniques

Conversational techniques were used for PHC profes-
sionals: three discussion groups in February 2015 and
six discussion groups at the end of the intervention, in

the summer of 2015; one triangular group (a meeting
of three people to discuss together a topic or issue with
the aim of ascertaining the range and intensity of their
views)'”; and one individual interview with a community
agent. In addition, we collected the written reports of six
professionals who could not attend the discussion groups
because of scheduling conflict (two documentary tech-
niques in February and four in summer). Table 1 details
the main characteristics of the 81 PHC professionals who
participated in the study.

Semistructured individual interviews were used to
collect information from healthcare attendees. We
initially planned a semistructured individual interview
for each of the 15 profiles of informant; however, two
semistructured individual interviews could not take place
because the participants could not be contacted after the
end of the study. We finally held 13 interviews with health-
care attendees. Table 2 shows the characteristics of these
13 participants.

In total, data collection techniques consisted of 14
semistructured individual interviews, 9 discussion groups,
1 triangular group and 6 documents. Semistructured
individual interviews, discussions groups and triangular
group followed a topic guide with open-end questions,
with some adaptations according to type of informant
and study period (box 1). The topic guides were based on
a review of the literature and the objectives of the study.
After obtaining informed consent from the participants,
all interviews were audio or audio and video recorded.
The discussion groups took place in the PCC with one
moderator and one observer and lasted between 90 min
and 120min. Semistructured individual interviews took
place in a setting accessible for the healthcare attendees
and lasted between 15 min and 60min. The field work
was carried out in each region by qualified interviewers
with experience in qualitative research. Informative rich-
ness for a deeper understanding of the development and
implementation of the intervention was achieved.

Data analysis

All interviews and discussion groups were transcribed
verbatim and deidentified by trained personnel.’® A
thematic content analysis was carried out'? * with the
support of Atlas.ti software. The data were analysed as
follows by three researchers (NCA, MPV and EPR, who
are a nurse, a pharmacist and a physician, respectively):
(1) formulation of preanalytical intuitions after succes-
sive readings of the transcriptions and the notes from
documentary techniques; (2) creation of an initial analyt-
ical plan and text codification; (3) creation of categories
by grouping the codes according to the analogy criterion
based on Proctor and colleagues’ model of outcomes for
implementation research®’ and new elements from the
discourses; (4) analysis of each category and relation-
ship with the others; and (5) elaboration of the new text
with the main results. These results were presented and
discussed in a meeting with all research members of the
EIRA Project (January 2016).
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Table 2 Description of participant healthcare attendees by region (summer 2015, end of the intervention)

Risks at the start of the study

Region (intervention on risk: yes/no) Sex Educational level Age (years)

Andalusia Diet (yes); cardiovascular risk (yes). Male Primary education 70
Physical activity (yes); diet (yes); depression Female Primary education 58
risk (no).

Aragon Physical activity (yes); diet (yes). Male Primary education 51
Diet (yes); physical activity (no); cardiovascular Male Secondary education 64
risk (no).

Basque Country Physical activity (yes); depression risk (yes). Female Primary education 75
Physical activity (yes); cardiovascular risk (yes). Female Secondary education 62

Castilla-Leodn Depression risk (yes); diet (yes); physical Female Secondary education 69
activity (yes).

Physical activity (yes); smoking (yes); Female Primary education 58
cardiovascular risk (yes).

Castilla-La Mancha Physical activity (yes); diet (yes); smoking (yes). Female Primary education 49
Depression risk (yes), diet (yes); smoking (yes). Female Primary education 52

Catalonia Diet (no); physical activity (no); smoking (yes). Female No education 47
Physical activity (yes); diet (yes), cardiovascular Male Primary education 59

risk (yes); smoking (no).

Physical activity (yes); diet (yes); depression

risk (yes).

Female Secondary education 55

No semistructured interviews with healthcare attendees took place in the Balearic Islands.
Anonymity, confidentiality and data protection were guaranteed. It is impossible to identify participants; for example, Catalonia is a

Mediterranean region with more than 7 million of inhabitants.

Rigour and quality criteria

To guarantee quality and rigour, we adhered to the
following recommendations® *: description of the inter-
vention, the context, the participants and the research
process; methodological adequacy; working with different
actors; triangulation of techniques (comparison of data
obtained by means of different information collection
techniques) and analysis (contrasting and comparing
the data analyses performed by different analysts to
strengthen the credibility and confirmability of the study
results); and reflexivity of the interdisciplinary research
team. Sufficient data were collected to meaningfully
answer the research question. The authors guarantee the
accuracy, transparency and honesty of the data and infor-
mation contained in the study.

Ethical considerations

This study followed the tenets of the Declaration of
Helsinki. All participants signed the informed consent
form. Anonymity, confidentiality and data protection
were guaranteed.

Patient and public involvement

Study participants were not involved in the development
of the research question or the outcome measures nor
the design of the study. The results will be presented to
study participants and citizens through informative activ-
ities and the media.

RESULTS

The results are classified in five categories: acceptability,
appropriateness and feasibility, sustainability, penetration
(changes implemented) and suggestions for improve-
ment. Table 3 shows the definitions of these categories
complemented with illustrative quotations from the
discussions.

Acceptability

In general, healthcare attendees and health profes-
sionals reported satisfaction with their participation, and
their final evaluation was positive. Healthcare attendees
described being thankful to the professionals for their
support, and they explained that they felt more confi-
dent making decisions about the process of change. All
healthcare attendees interviewed would recommend
participating in the study to family and friends, and in
fact some had already done it. They affirmed that partici-
pation requires being ready to pay attention, to listen and
to reflect.

Health professionals believed in health promotion and
while they did not consider the contents of the interven-
tion innovative, they indicated that it changes working
practices, notably the systematisation of recommenda-
tions and the boost of social prescription. However, they
remained critical and underscored that the project was
too ambitious, too long, somehow unclear and unorgan-
ised, which led to confusion during implementation.
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Box 1

Topic guide for the data generation techniques

based on type of informant and study period

Primary healthcare professionals and assistant
researchers (February 2015)

>

| 2

>

>

>
>

We will start talking about recruitment: in your experience, what do
you suggest to enhance recruitment?

Based on your experience, how can we improve the suggested
screening strategy?

What is your experience with the algorithm of prioritisation and what
do you suggest to improve it?

What is your overall assessment of the proposed intervention?
What do you suggest to improve the feasibility of each component of
the intervention (diet, physical activity, smoking, cardiovascular risk
and depression risk)?

What are your views and experiences on the resources and ma-
terials of the intervention (web for professionals, web for patients,
patient information leaflets, SMS other ICTs)?

How does the target population accept each aspect of the study
(how do they feel, ask and talk about their difficulties with regard to
behavioural change)?

How could we boost participation in the study (consent at recruit-
ment, follow-up ...)?

What do you suggest to improve the coordination of the project?
Finally, how do you perceive your participation in this project?

Primary healthcare professionals and assistant
researchers (summer 2015)

>
>

>

>

What is your overall assessment of the intervention?

Has your participation in this study been useful to modify any aspect
of clinical practice? Do you think that it has been useful for patients?
What are your suggestions to improve the feasibility of each compo-
nent of the intervention?

Concerning each component of the intervention: would you keep
them in the definitive trial? Would you keep them at each level of
intervention? How does the population accept them? (How do they
feel, ask and talk about their difficulties with regard to behavioural
change?)

What are your views on the relevance and usefulness of the resourc-
es and materials of the intervention (web for professionals, web for
patients, patient information leaflets, SMS and other Information
and communications technology - ICTs-)?

How could we improve the coordination of the project?

How do you assess the feasibility of expanding this project to other
primary care centres?

How do you evaluate your participation in this project?

Finally, do you have any comment on recruitment, screening strate-
gy and prioritisation algorithm?

Healthcare attendees (summer 2015)

>

>

Could you please explain your overall experience with the EIRA
study?

Which activities have you carried out during your participation
in the study? (If none, ask about group interventions and social
prescription.)

Do you think that you have participated in decision making about
your own health? How was your experience?

Has this study contributed to adopt healthier behaviours? Has any
aspect of your life changed since you entered the study? Do you
think that it is feasible to integrate the recommendations and ac-
tivities suggested by primary care professionals into your daily life?

Continued

Box1 Continued

» Have you found useful the resources related to the EIRA Project such
as the webpage, SMS and so on?

» What could we improve?

» Would you recommend participation in a similar study to your family
and friends?

» How do you evaluate your participation in the EIRA Project?

They specifically highlighted difficulties in the approach
to risk of depression. Moreover, in some primary care
teams tension emerged between professionals that partic-
ipated and their non-participating colleagues.

Appropriateness and feasibility
The results have been categorised according to the phases
of the study.

Training

Although some professionals considered that the training
conducted prior intervention was appropriate and
provided new concepts, they maintained that it was insuf-
ficient for the actual implementation of the intervention,
specifically concerning the motivational interview and
the approach to risk of depression. There was no practical
training in the use of online case report forms (CRF), and
in one of the centres, the training was provided too early.
Some theoretical aspects could not be translated into
practice due to lack of time or skills.

Coordination

With regard to coordination, the professionals found the
meetings with the research team useful. However, it was
sometimes unclear how to proceed, how to give appoint-
ments and refer healthcare attendees for follow-up or
who was responsible for reviewing the study tests. In addi-
tion, some procedures were changed after the start of the
study. Reiteration of questions and lost to follow-up were
generated by the complexity of circuits and the lack of
communication between professionals.

Recruitment

Most professionals agreed that recruitment involved a
higher workload than anticipated and that it took place
in a short timeframe. They explained that it was diffi-
cult to explain the study and to encourage healthcare
attendees to participate, and they believed that many
enrolled because they felt commitment to their profes-
sionals. Healthcare attendees explained that they partic-
ipated because they thought it was interesting, they had
time and they felt commitment to their regular health
professionals.

Professionals pointed at a selection bias caused
by the recruitment of frequent attenders, patients
generally better controlled and more motivated. No
random systematic sampling was applied, and any
reason for consultation was accepted. Several profes-
sionals from the selected PCC declined participation.
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In particular, few admission staff chose to take part,
and their involvement was often hurried and uncoor-
dinated, which increased the workload of the profes-
sionals involved in the study.

First visit with the health professional (prioritisation of behaviours
to modify and intervention plan)

Most healthcare attendees evaluated positively their
involvement in decision making and many explained that
they participated in the prioritisation of behaviours and
risks that needed changing. Patients asserted that trust in
the health professional facilitates change. Health profes-
sionals evaluated positively the patients’ assessment of
their own risk behaviours followed by the decision about
which behaviours to modify. Professionals also indicated
that the prioritisation algorithm was useful.

Individual intervention

Healthcare attendees believed that the advice was useful
and applicable, and they felt that health professionals
really cared and listened to them. They emphasised that
in comparison with usual visits health professionals had
more time to attend to them without rush and to do a
holistic valuation. The healthcare attendees that received
health promotion recommendations in regular prac-
tice mixed them up with the intervention advice of the
study. They also mixed up the clinical intervention with
the collection of information for the clinical trial. They
thought that the follow-up period should be extended
and include more people. The professionals were posi-
tive about the person-centred approach and have become
more aware of the significance of the motivational inter-
view and of health promotion.

Group intervention

Group activities focused on physical activity and nutri-
tion. Healthcare attendees explained that sharing
experiences was positive; they established new rela-
tionships and organised walking groups. Some profes-
sionals reported that these activities are difficult to
implement due to lack of time. For others, these activ-
ities do not fall within their duties (they considered
them additional activities or simply going for a stroll
with healthcare attendees).

Community intervention

Although few centres used activities already popular
in the neighbourhood, social prescription was very
positively evaluated both by healthcare attendees and
professionals. Most physical activities prescribed were
organised by the town councils. For professionals,
social prescription was a novel concept, and they
emphasised that adherence is unknown since atten-
dance was not registered.

Health education leaflets

Healthcare attenders favoured personal contact
over patient information leaflets. However, the
few comments received on leaflets are all positive,

especially those about diet or mental health. Health-
care professionals considered that the leaflets were
a useful tool, particularly regarding diet, and even
patients who did not participate in the study received
them. They also believed that healthcare attendees
appreciate written information.

SMS and health education webpage

Few healthcare attendees agreed to receive SMS, but
those that accepted explained that SMS were helpful
and encouraging. Professionals considered SMS useful
reminders. The webpage was hardly accessed, for which
healthcare attendees and professionals provided various
reasons: lack of recommendation, no access to computers/
Internet, lack of motivation and feeling uncomfortable
sitting in front of a screen.

Online CRF

The professionals believed that the study online CRF
was too complicated, too slow and that it was difficult
to register personalised agreements. Also, since the
programme was separate from the electronic health
records, they had to work with both programmes simulta-
neously. In addition, poor internet connection slowed the
work of some professionals.

Follow-up

Health professionals indicated that follow-up data such
as adherence rates were somewhat unclear and would
be interested in learning about the final results. They
believed that retention of participants might be deter-
mined by difficulties in attending the intervention visits,
loss of interest and the perception that no added value is
attached to these interventions.

Evaluation of the intervention (baseline and final): role of the
assistant researchers

Generally, healthcare attendees evaluated positively
the questionnaires and tests carried out by the assistant
researchers (blood tests, evaluation of vascular health and
so on) because they felt listened to and had more time to
talk. The professionals believed that healthcare attendees
felt well cared for because they spent sufficient time with
the interviews. The assistant researchers indicated that
they had to administer too many questionnaires. They
also pointed at the following issues: insufficient informa-
tion, lack of their own working space, irregular access to
the CRF and lack of authorisation to consult the medical
history of healthcare attendees.

Sustainability

Some professionals considered that it is important to
extend this intervention to other PCC but underscored
the need for the support of institutions, for extended
consultation length and the involvement of all profes-
sionals. In addition, risk of depression remains a contro-
versial component of the intervention. Some professionals
would exclude it altogether, while others believed that it
needs a different approach.
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Penetration: changes implemented by healthcare attendees
and professionals after the intervention

Healthcare attendees reported increased motivation and
knowledge of healthy behaviours and feeling more posi-
tive towards change. Those working with physical activity
and nutrition explained that they implemented changes
and described high levels of satisfaction: they walked
more, got less tired and felt fitter, ate healthier (smaller
amounts, more vegetables, fruit and nuts and use of olive
oil) and some stated that they drank less alcohol. They
also stated that they smoked less cigarettes. Professionals
agreed that healthcare attendees made an effort to
meet their objectives, to implement changes and to start
healthier habits.

The barriers for change according to healthcare
attendees were: family responsibilities (care of the sick,
care of grandchildren, house chores and so on), life~work
imbalance, weather conditions and lack of willpower.
The professionals agreed with these barriers and added
financial issues and unawareness of the need to change.
Facilitators of change according to healthcare attendees
were: group activities and trust in health professionals.
For health professionals, the healthcare attendees should
decide which behaviours to modify because their commit-
ment implies autonomy and empowerment and facilitates
change.

The professionals reflected on how to approach health
promotion in primary care: with a holistic view of health-
care attendees, providing evidence-based advice, being
more purposeful, using motivational interview, involving
the family and prioritising social prescription. Participa-
tion in the intervention facilitated a deeper knowledge of
healthcare attendees and extended consultation length.
Professionals reported improvement in the assessment
and register of activities in the electronic health records.

Suggestions for improvement
Table 4 shows the discourses and suggestions for improve-
ment of participants.

DISCUSSION
Overall, health professionals and healthcare attendees
shared a positive perception of their participation in the
study. Indeed, healthcare attendees would even recom-
mend it to family and friends. Health professionals real-
ised the significance of the motivational interview, in
particular with regard to health promotion. They also
underscored the potential of social prescribing in relation
to physical activity. In addition, health professionals put
forward suggestions to improve recruitment, screening
and retention of participants. Healthcare attendees
modified behaviours and health professionals revised
working practices. According to health professionals, the
continuity of this programme is contingent on adapting
agendas and involving all staff.

We regard the positive attitude of healthcare attendees
and health professionals towards this health promotion

multibehavioural intervention as an endorsement of the
definitive trial of the EIRA Project. However, we acknowl-
edge that the current version of this intervention cannot
yet be integrated in primary care practice until funda-
mental organisational changes that ensure feasibility and
sustainability in real-world conditions take place. Even
though the intervention was adapted and implemented
following the recommendations of healthcare attendees
and health professionals obtained in prior phases of the
EIRA Project,” > ¥ further adjustments are required.
For instance, in the EIRA Project, we concluded that for
health promotion, it is essential to involve most primary
care professionals, including administrative staff, to avoid
tension and to challenge the notion that health promo-
tion is voluntary or based on personal preference. Itis also
important to reduce the work overload (objectively high),
to simplify recruitment and screening questionnaires and
to modify the approach to emotional discomfort and risk
of depression. However, it is crucial to participate in the
dissemination of social prescription and to continue the
research in implementation strategies focusing on equity
and on improving overall results. It has also been observed
that primary care professionals require more resources,
time, skills and motivation to reach out and work with the
community in health promotion.**

Healthcare attendees reported high levels of satisfac-
tion with the study because they felt that professionals
gave them enough time and listened to their needs and
preferences. They also felt supported during the process
of change and were able to initiate sustainable healthy
behaviours. We might thus conclude that the intervention
encouraged a holistic, person-centred approach under-
scoring the key role of the primary care professional
and of the motivational interview as a useful strategy to
promote behavioural change.” The motivational inter-
view requires training and extended consultation times,*
and although health professionals received basic training
(4hours at the beginning of the study), most agree that
further training is required.

Although some health professionals underscored the
pivotal role of PHC to manage risk of depression, many
worried about lack of skills, attitudes, tools and experi-
ence, in agreement with others authors.”” In addition,
some healthcare attendees had a positive opinion about
the opportunity to know their depression risk.”® To some
extent, the recommendations to manage emotional
discomfort in primary care take all these views into
account.”” The real objective of the first approach is to
ascertain the nature of the emotional discomfort by means
of active listening, probing and empathy to understand
the meaning, adaptability and problem solving skills of
each person to avoid chronification and medicalisation.

This project encourages participation in community
activities, particularly physical activity, even though many
participants did not follow these recommendations. In
agreement with the results of the systematic review by
March et al, which shows that in primary care preventive
interventions, the community might be more effective
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than the individual approach,” health professionals
underscored a more systematic use of social prescription
in regular practice, which indicates an interest in imple-
menting a more biopsychosocial model.” This qualitative
assessment suggests that despite early resistance, profes-
sionals and healthcare attendees became eventually aware
of the importance of the community components of health
promotion interventions. In addition, the feasibility of
community recommendations is suggested as a selection
criteria of PCC with capability to develop complex health
promotion interventions based on networks that identify,
promote and evaluate local health assets.” In contrast,
despite the growing holistic, psychological and collective
conception of health,’ the persistence of the biomedical
paradigm is shown by the positive evaluation of medical
tests by healthcare attendees.

Most professionals and healthcare attendees consid-
ered SMS, a low cost method that preserves privacy,
useful for people with mobile phones. This outcome is
consistent with other studies that suggest that SMS are
effective in health promotion interventions, particularly
regarding quitting smoking and physical activity, where
SMS can be used to provide positive feedback in order to
effect and maintain behavioural change.” ™ In contrast,
the webpage was not considered useful for participants,
in agreement with other studies that stress the relevance
of the patient-health professional relationship.* *

Limitations and strengths
In the EIRA Project, healthcare attendees and health
professionals provided information and were consulted
about the development and evaluation of the interven-
tion. However, further steps towards deeper changes in
research practice should involve more effective participa-
tion in decision malking.37

Despite the use of theoretical sampling for healthcare
attendees, the voice of participants with higher education
qualifications (only 6% in the pilot trial) was insufficient.
Also, the voluntary character of participation of health-
care attendees and professionals in this qualitative evalu-
ation might imply that only the experiences and opinions
of people with a positive view of the intervention and of
health promotion were collected. However, the detailed
description of less successful aspects, the polarisation of
professionals regarding the benefits of the study and the
suggestions for improvement point at a diversity of stand-
points. We believe that it is nonetheless fundamental to
add the perspective of less motivated professionals and
of participants that dropped out or that simply decided
not join the study. Although participants of this qualita-
tive study and of the EIRA Project comprise people from
various geographical origins, the contribution of partic-
ularly vulnerable individuals (female carers, immigrants
and people with precarious employment) remains inad-
equate. This subpopulation probably lack sufficient time
and need more attention regarding health promoting
behaviour. More research is needed to further under-
standing of vulnerable patients.

One strength of the study is the use of the MRC
approach for the design, implementation and evalua-
tion of complex interventions. ®” The following phase
of the intervention (definitive trial) will more specifi-
cally adapt to the people and setting and will be more
sustainable thanks to the richness and complementarity
of the information generated by healthcare attendees
and professionals from these seven regions. The evalu-
ation process was also analysed by quantitative methods
(paper under construction), but considering the limited
sample of the pilot trial and the low response rate to ques-
tionnaires, qualitative evaluation has proven crucial to
understand how healthcare attendees and professionals
perceive the intervention. Moreover, the rigour proce-
dures applied ensured the validity and reliability of the
findings. Although the authors of the current evaluation
are also members of the EIRA research team, positive and
negative information on the intervention was rigorously
collected to deepen understanding on the components
that need improvement (see table 4).

CONCLUSIONS

The discourses of all stakeholders with regard to the inter-
vention must be taken into consideration for a successful,
setting-specific implementation of the most adequate,
acceptable, equitable and sustainable strategies for health
promotion and well-being.
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