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ABSTRACT

Objective: To enhance Making Every Contact Count (MECC, an
opportunistic approach to health promotion), training in the Third
and Social Economy (TSE, all groups and organisations primarily
working towards social justice, outside of the government or
household) by examining the degree to which the behavioural
content of MECC training tackled significant factors influencing
MECC delivery.

Methods and Measures: A strategic behavioural analysis design.
Semi-structured interviews with service providers (n=15) and users
(n=5) were coded for barriers and facilitators of MECC delivery
using the Theoretical Domains Framework (TDF). Existing MECC
training was coded for behaviour change techniques (BCTs) and
intervention functions (IFs). The degree to which BCTs and IFs
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addressed the key TDF domains of influences on MECC delivery in
the TSE were examined using prespecified tools.

Results: Seven key TDF domains of influences in MECC delivery
were identified. Overall, only 9/31 linked BCTs were utilised within
MECC training, with percentage utilisation of relevant BCTs for
each domain ranging from 0% to 66.7%. Training adequately
addressed 2/7 key domains.

Conclusion: The TSE and healthcare share many common key TDF
domains, although there are differences in how each are relevant.
Limitations and recommendations for MECC training are discussed.

Introduction

Noncommunicable diseases including cardiovascular diseases, cancer, diabetes, and
mental illness account for around 74% of deaths worldwide (WHO, 2020). Interventions
to target tobacco, alcohol, healthy diets, and physical activity are the top four ‘best
buys’ in terms of return on investment (WHO, 2021), with interventions to reduce
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smoking, alcohol consumption, and sodium intake accounting for almost two-thirds
of the predicted health benefits of all interventions to reduce the impact of
non-communicable diseases (Watkins et al., 2022). Whilst the statistics around the
detrimental impact of noncommunicable diseases are driven by low and middle-income
countries (WHO, 2020), all countries independent of income level are proposed to
benefit from such ‘best buy’ policies and interventions (WHO, 2022).

Initially proposed by Public Health England (Public Health England, 2016), Making
Every Contact Count (MECC) is an initiative that aims to address such health behaviours
through very brief (delivery of information and or signposting, lasting seconds to a
few minutes) or brief (a two-way discussion, lasting up to 30min) opportunistic
conversations (Public Health England, 2016). MECC draws upon behavioural science
approaches including the COM-B model (Michie et al., 2011), which posits that capa-
bility, opportunity, and motivation are all necessary to achieve behaviour change, in
particular aiming to increase recipients’ psychological capability to change (Public
Health England, 2016). Due to its opportunistic nature in that MECC makes use of
existing interactions between service providers and users, MECC is a potentially
cost-effective approach to health promotion and prevention (Public Health England,
2016). Although a solid evidence base for the effectiveness of MECC conversations
on service user outcomes is sparse (Adam et al., 2020; Baird et al., 2014; Jarman
et al., 2019; Lawrence et al., 2020), with available evidence indicating some improve-
ment in sedentary behaviour and dietary quality in pregnant individuals (Adam et al.,
2020), the justification for MECC builds upon the effectiveness of brief interventions
to address smoking (DiClemente et al.,, 2017), alcohol (Chisholm et al., 2018), physical
activity (Vijay et al., 2016), and diet (Whatnall et al., 2018). Furthermore, one study
published in the Lancet of two opportunistic very brief interventions lasting less
than 30s reported significant reduction in weight, particularly when providing support
rather than advice alone (Aveyard et al., 2016). More recently, MECC has been
expanded to incorporate wider topics including mental health and the social deter-
minants of health, described under the umbrella term of MECC plus (Public Health
England, 2016).

It has been demonstrated that MECC delivery within healthcare settings is accept-
able to both service providers and users (Hollis et al.,, 2021; Jarman et al., 2019;
Keyworth et al., 2021; Parchment et al., 2023), facilitated by the perception of MECC
as an integral and not additional part of one’s role (Chisholm et al., 2019; Haighton
et al.,, 2021; Meade et al., 2023; Parchment et al., 2023), support from senior lead-
ership and management (Parchment et al., 2021; Rodrigues et al., under review),
and a shift in organisational culture towards health promotion (Keyworth et al.,
2019; Parchment et al., 2022; Rodrigues et al., under review). However, the most
prominent barrier is time (Awan et al., 2020; Haighton et al., 2021; Keyworth et al.,
2019; Parchment et al., 2021; 2022; Tinati et al., 2012), with MECC delivery further
hindered if not perceived as part of service providers’' role (Keyworth et al., 2019;
Parchment et al.,, 2021; Vogt et al., 2023), confidence to deliver MECC is low
(Keyworth et al., 2019; Parchment et al., 2021; Tinati et al., 2012), service users are
perceived as not ready to change (Keyworth et al., 2019; Parchment et al., 2022),
and little organisational support is received (Keyworth et al.,, 2019; Parchment
et al.,, 2022).
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More recently, MECC funding and training roll-out has supported the implemen-
tation of MECC outside of healthcare settings including the Third and Social Economy
(TSE) sector (Harrison et al., 2022), which describes all groups and organisations that
operate outside of the family and government whose primary aim is social justice
(Salamon & Sokolowski, 2016). The TSE is also described as the voluntary and com-
munity sector and encapsulates all formal and informal groups and organisations
with a social mission including charities, faith-based settings, food banks or pantries,
mutual aid groups, and social enterprises, cooperatives, and mutuals where social
justice is prioritised over profit (Salamon & Sokolowski, 2016). In support of this
broader implementation of MECC to include the TSE, a systematic review of brief
interventions within the TSE found some evidence for smoking reduction for recip-
ients, with motivational interviewing the most promising mechanism, although evi-
dence to support effectiveness for alcohol, diet, and physical activity is needed (Nichol
et al, 2023). Specifically, MECC plus may be particularly relevant for the TSE that
addresses a variety of physical, psychological, and social needs. Implementation of
MECC within the TSE may be optimal for a number of reasons. Firstly, building rapport
and a relationship with service users is repeatedly reported as a facilitator to MECC
delivery (Haighton et al., 2021; Parchment et al., 2021), and service providers within
TSE settings have time to build such relationships through repeated interaction
(Harrison et al.,, 2022). Furthermore, as TSE settings are supported by volunteers and
volunteering has been demonstrated to provide a myriad of health and wellbeing
benefits for volunteers (Nichol et al., 2023), MECC delivery within the TSE could
potentially provide a two-fold benefit to both the recipient and deliverer. Finally,
another key barrier within healthcare settings is that health promotion is not per-
ceived as their role, or diagnosis and treatment is at least prioritised (Haighton et al.,
2021). In contrast, TSE settings most often incorporate a holistic perspective of health
and wellbeing lending itself to MECC delivery, particularly MECC plus. However, to
the authors’ knowledge, only one evaluation of MECC within the TSE exists (Harrison
et al.,, 2022). Although common barriers to healthcare included time, lack of perceived
relevance to one’s role, and reluctance of service users to change, unique challenges
included funding instability and uncertainty, wider circumstances of service users,
and the need for long term support (Harrison et al.,, 2022). However, no existing
literature has explored whether such challenges are addressed by MECC training
when considered as an intervention.

A strategic behavioural analysis (SBA) is a methodology that utilises behaviour
change science to evaluate existing interventions in terms of whether they appro-
priately address the target behavioural problem (Haighton et al., 2021). Specifically,
the Behaviour Change Wheel (BCW) (Michie et al., 2014) is a tool used to build
interventions in accordance with the target behavioural problem but may also be
utilised to assess existing interventions to ensure their optimisation and that they
are fit for purpose. Existing interventions can be coded for their active components,
using the 93 empirically identified behaviour change techniques (BCTs) (Michie et al.,
2013), and compared against the barriers and facilitators identified to conducting
the target behaviour. Barriers and facilitators can be identified using the Theoretical
Domain Framework (TDF) (Cane et al., 2012), which identify 14 domains that are
congruent with capability, opportunity, or motivation to perform the target behaviour.
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The TDF is advantageous for providing more specific guidance on the influences of
behaviour than capability, opportunity, and motivation and is widely applied to
evaluate the implementation of interventions (Atkins et al.,, 2017). Existing tools
(project Hbc) that explore links between individual BCTs (identifying active compo-
nents of an intervention) and TDF domains (identifying barriers and facilitators to
performing a behaviour or engaging in the intervention) can be applied to compare
both stages of analysis, to identify whether the existing intervention efficiently
addresses the relevant barriers to the target behaviour, or if there are missed oppor-
tunities to optimise the efficacy of the intervention.

One existing SBA conducted a systematic review to identify barriers and facili-
tators to MECC delivery and mapped them onto existing MECC training within
healthcare nationally (Haighton et al., 2021). The SBA found that MECC training
mostly missed opportunities to address the most relevant TDF domains. Another
scoping review coded barriers and facilitators to MECC delivery using the TDF.
Within both existing analyses of MECC utilising the TDF as a framework,
Environmental Context and Resources was ranked as most relevant (Haighton et al.,
2021; Parchment et al.,, 2021), particularly as a barrier (Haighton et al.,, 2021).
However, both existing analyses only included healthcare settings. Given the afore-
mentioned differences in the barriers and facilitators of MECC delivery within the
TSE, there is a need to assess available MECC training for its suitability within these
novel settings, as it is likely that an alternate approach to MECC training is needed.
Furthermore, the existing SBA did not include MECC plus training interventions
(Haighton et al., 2021), which are increasingly utilised particularly outside of health-
care settings.

Thus, the aim of the current study was to identify the barriers and facilitators to
MECC delivery within the TSE and assess whether current training sufficiently addressed
them, informing future funding and training in this area. For example, given that
most service providers from the TSE do not have a healthcare background, they are
potentially lacking in the knowledge and skills related to health promotion needed
to deliver MECC and thus may require more intensive training compared to healthcare
professionals. Implementation of MECC outside of healthcare is particularly established
in the North East and North Cumbria (NENC) region, including the TSE (Harrison et al.,
2022). Although regional approaches vary, within the NENC a blanket approach to
MECC training is adopted whereby the MECC training programme offered to service
providers across healthcare, local authority, and the TSE is fundamentally the same,
although the specific topics and examples may be tailored to the sector (Rodrigues
et al., under review). For example, MECC training for the TSE sector may focus more
on the social determinants of health and show an example of a MECC conversation
within a TSE setting. NENC is also a diverse area with services facing challenges rel-
evant to UK overall and beyond including rurality and associated challenges in access-
ing services (Thirkle et al., 2023), widening health inequalities regionally and between
other regions (Corris et al., 2020), and instability of funding (Harrison et al., 2022).
Thus, the NENC was identified as an appropriate and comprehensive scope for such
an evaluation. Furthermore, it was of particular importance that any evaluation
included the service user voice, often excluded from MECC research (Parchment
et al., 2021).
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Methods

The protocol for the current study was pre-registered prior to recruitment via Open
Science Framework (available: https://doi.org/10.17605/0OSF.I0/45JYG). Given that
research on the application of MECC within the TSE is in its infancy, a qualitative
design was selected as the most appropriate for assessment of barriers and facilitators
to allow for emergent findings and in-depth understanding. Primary (interviews) and
secondary (training resources) data were analysed for TDF domains and BCTs, respec-
tively. Next, existing tools that explore links between TDF domains and BCTs were
applied to identify ways to enhance MECC training in the TSE by examining the
degree to which the current MECC training tackles the key factors influencing MECC
delivery. The study included three distinct stages to achieve this overall aim;

1. Identification of barriers and facilitators to MECC delivery within the TSE using
the TDF

2. Identification of active components (BCTs) within current MECC training offered
to the TSE

3. Mapping of the most relevant barriers and facilitators against the active com-
ponents (BCTs) utilised within the current MECC training, to identify suitability
and missed or utilised ities

Patient and public involvement

A person and patient involvement (PPI) panel was formed after the research questions
were formed to inform on the topic guides and recruitment strategy and consisted
of three service providers from different TSE organisations, recruited through existing
connections with the primary researcher (BN) and a social media (e.g. X) advertise-
ment. As a result of the panel meeting, topic guides were amended to define brief
interventions and MECC, specifically prompt about the impact of COVID-19 on health
and wellbeing conversations, probe about relevant training received in other roles.
Additionally, topic guides were piloted and amended prior to interviews.

Stage one: Identification of barriers and facilitators to MECC delivery within the TSE

Participants

Semi-structured one-to-one interviews were conducted with service providers (n=15)
and users (n=5) between August 2022 to January 2023. The sampling strategy included
purposive, to select a wide breadth of TSE settings, convenience, to optimise existing
relationships with service providers from the TSE, and snowball, to gain access to
service users. Consequently, the recruitment strategy targeted numerous TSE groups
and organisations through social media, advertising via a recruitment poster on site,
word of mouth, and site visits. A comprehensive description of the participants is
available elsewhere, within an additional paper describing a reflexive thematic analysis
of the data (Nichol et al., under review). Service users accessed services relating to
IT and employment skills (n=2), parenting groups (n=2) or charity groups relating
to mental health and chronic conditions (n=1). Service providers were from a variety
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of TSE groups and organisations including charities (n=38), youth clubs (n=2),
faith-based settings (n=3), informal groups (n=1) and a food bank (n=1). Service
providers were volunteers (n=7) or paid workers (n=8), and all participants (8 male,
11 female, and 1 Agender, trans, and non-binary) were from a range of rural (n=7)
and urban (n=13) settings from across the NENC. The current study aimed to assess
a need for MECC training within the TSE including whether health and wellbeing
conversations already occur, thus only three service providers had received MECC
training (two of which also delivered MECC training). In line with the model of infor-
mation power (Malterud et al., 2016), the sample size was estimated from the aim,
specificity of sample, use of theory, interviews, and analysis strategy. As the aim was
relatively broad, sampling mixed, analysis used an established theoretical framework
and took a critical realist approach, and rapport was often already established prior
to interview although the primary researcher was new to interviewing, the estimated
total required sample size was 20.

Materials

Topic guides were informed by the Theoretical Domains Framework (TDF) and
explored conversations around health and wellbeing and the social determinants
more generally, only using the term MECC if participants were already familiar with
it. The TDF was originally developed to apply to healthcare professionals to better
understand their behaviour (Atkins et al.,, 2017). However, the TDF is also often
applied to all relevant stakeholders including service users to develop and evaluate
interventions (Cowdell & Dyson, 2019; Rodrigues et al., 2020), particularly when
the aim is to improve the implementation and delivery of an intervention that
ultimately aims to change service user behaviour (Rodrigues et al., 2020) as in the
current study. The semi-structured topic guides (published elsewhere, see Nichol
et al. (Nichol et al.,, under review)) were tailored for service users or providers,
although depending on whether there was a clear distinction between both groups
within the organisation or group, the guides were used flexibly and in a less binary
way. Topic guides asked explicitly about health conversations around alcohol, diet,
physical activity and smoking, and the social determinants of health such as finance
and housing. They explored the types of conversations within the TSE, the barriers
and facilitators to health and wellbeing conversations, what service users or pro-
viders would like to see from the organisation or group in the future, and the
identification of training that might facilitate such health and wellbeing
conversations.

Procedure

Interviews were conducted online (n=9) or in-person (n=11) at the preference of the
participants. To encourage recruitment and recognise the time commitment, service
users were provided with a £15 Amazon voucher as a reimbursement. Interviews were
audio-recorded, transcribed verbatim, and fully anonymised on transcription.
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Data analysis

Analysis was conducted via NVivo by the primary researcher (BN). To optimise the
distinct advantages of two different data analysis methods, a blended approach to
qualitative analysis was adopted (Neuendorf, 2018) whereby transcripts were first
coded deductively through content analysis, then inductively using thematic analysis
(Atkins et al., 2020). First, a directed content analysis (Hsieh & Shannon, 2005) was
applied using the TDF (Cane et al, 2012) as a coding scheme. Coding followed the
target behaviour of MECC or ‘MECC-like’ conversations (conversations judged to
resemble MECC that occurred in settings that had not received MECC training), and
the target individual of anyone (including conversations between service providers,
users, and conversations service providers discussed outside of these parameters).
The description of MECC-like conversations was any opportunistic conversation around
health and wellbeing or the social determinants. Opportunistic was defined by the
authors as either the deliverer initiating the conversation or seizing an opportunity
within an existing conversation to discuss health and wellbeing or the social deter-
minants with the recipient. Codes were further sorted into barriers and facilitators
within each TDF domain and frequencies calculated accordingly. Next, the codes for
each TDF domain were further analysed for subthemes using reflexive thematic
analysis (Braun & Clarke, 2006). Thematic analysis was selected as an additional
analysis to promote an in-depth understanding of the challenges and enablers within
each domain through incorporating contextual and relational elements of the data.
Reflexive notes were kept throughout interviews and content and thematic analysis.
Additionally, the nature of MECC or ‘MECC-like’" conversations within the TSE were
also coded and used to complete the Template for Intervention Description and
Replication (TIDieR) checklist (Hoffmann et al., 2014) (Table 1). TDF domains were
firstly ranked according to their frequency (number of transcripts), elaboration (num-
ber of themes), and conflict within domains (e.g. some report an abundance and
other report a lack of resources). From this ranking exercise, seven key domains
were identified to include within stage two of the mapping analysis.

A second author (AMR) independently coded the TDF domains of 10% of transcripts
to check for inter-coder reliability, calculated using a Cohen’s Kappa statistic (Weatherson
et al, 2017) and compared against the conservative parameters by Altman (Altman,
1990). Specifically, presence of coding for each TDF domain within a transcript was
noted as ‘yes’ or ‘'no’ for each reviewer. Furthermore, agreement was assessed quali-
tatively by ensuring coding occurred at the same area of transcript, with any dis-
agreement resolved through discussion. If the Kappa statistic was initially judged as
‘Poor’ (under .20), it was defined in the pre-registration that the second rater (AMR)
would code a further 10% of transcripts until the Kappa statistic exceeded .20. The
inter-rater agreement for coding of TDF domains was poor (k = .133, p = .283). Thus,
the primary researcher (BN) re-evaluated all coding. After re-coding, the second
researcher (AMR) coded another 10% of transcripts, which demonstrated inter rater
reliability to be good (k = .632, p = <.001) indicating a dramatic improvement in
consistency across raters.

To gain an in-depth understanding of the acceptability of health and wellbeing
conversations within the TSE, a completely inductive reflexive thematic analysis was
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Table 1. Description of MECC modules.

TIDieR checklist item

Description of intervention:

Name of the
intervention
Why

What

Who provided

How

Where
When and how

much

Tailoring

Modification

MECC essential (Core MECC) and additional (the remaining) modules for NENC regional
offer

Modules generally set out the justification for MECC (e.g. health inequalities, theories of
behaviour change) before explaining how MECC can be delivered

Core MECC: Background of policy context of MECC, health inequalities, and behaviour
change theories, description of MECC as a brief or very brief approach and its
benefits, and talks through the five core health behaviours (alcohol, smoking, diet,
physical activity, and mental health) and health risks and conversation starters for
each. Acknowledges barriers to MECC conversations. Works through the 3 As (Ask,
Assist, Act) approach and provides examples for each. Provides details of signposting
resources (e.g. MECC gateway). A slide asks attendees to identify recent opportunities
to apply MECC. Additional resources: video of a MECC conversation and written case
studies, asking attendees how they might respond.

MECC and Financial Wellbeing: Bolt on training the above Core MECC training. Bitesize
training that includes information around financial wellbeing and the link between
money and mental health, benefits of discussing money, conversation starters and
guidance on discussing money, a case study, and links to Money Helper and other
signposting resources (e.g. MECC gateway). Works through the 3 As (Ask, Assist, Act)
approach and provides examples for each. Additional resources: case study

MECC and Social Isolation: Bolt on training the above Core MECC training. Background of
policy context of MECC, health inequalities, and behaviour change theories, description
of MECC as a brief or very brief approach and its benefits, provides videos of a MECC
conversation around social isolation. Acknowledges barriers to MECC conversations.
Works through the 3 As (Ask, Assist, Act) approach and provides examples for each. A
slide asks attendees to identify recent opportunities to apply MECC. Signposts to MECC
gateway. Additional resources: case study of a MECC conversation around loneliness

40-minute MECC session plan: Shown two videos; in one an opportunity for MECC arises
but is missed, in the other the opportunity for MECC is taken. Prompts attendees to
identify the opportunity and provide their reflections on the MECC conversation e.g.
barriers, facilitators, and consequences.

Core MECC: Provided by the NENC regional MECC team, endorsed by the RSPH. Delivered
by anyone that has completed the MECC train the trainer programme.

MECC and Financial Wellbeing: Provided by Money and Pensions Service. Delivered by
trainers (completed the above train the trainer programme) who have watched the
webinar on delivering the module.

MECC and Social Isolation: Yorkshire and the Humber regional MECC team. Delivered by
ant trainer (completed the above train the trainer programme)

40-minute MECC session plan: Information not available

Core MECC: Face to face or online, groups of the same or mixed professions and
organisations.

MECC and Financial Wellbeing: Face to face or online.

MECC and Social Isolation: Face to face or online.

40-minute MECC session plan: Face to face.

Core MECC: Setting depends on location of attendees within the region.

Remaining modules: Same as above.

Core MECC: 1.5h

MECC and Financial Wellbeing: ~30min

MECC and Social Isolation: ~30 min

40-minute MECC session plan: Core MECC condensed into 40 min

Core MECC: Adapted by trainers to suit their style, setting, and organisation. Health
inequalities slide adapted to be local to attendees. Focuses further on one of the core
behaviours of MECC most relevant to audience. Case studies and example videos can
be selected dependent on attendees (e.g. primary care examples).

MECC and Financial Wellbeing: Signposting slide to MECC gateway is local to attendees.

Core MECC: Training is continually adapted according to attendees’ feedback by NENC
regional MECC team.

MECC and Financial Wellbeing: Reviewed annually with Money and Pensions Services

MECC and Social Isolation: Reviewed by Yorkshire and the Humber regional MECC team
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also applied to transcripts, reported elsewhere (Nichol et al., under review) and fol-
lowing the consolidated criteria for reporting qualitative research (COREQ) checklist
(Tong et al., 2007). In accordance with open science practices, all transcripts are
publicly available (Nichol et al., 2023).

Stage two: Identification of active components (BCTs) within current MECC training
offered to the TSE

Source of data

Document analysis took place in August 2023 and included coding of all available
training materials on the NENC ‘NHS Futures’ website that related to the TSE (e.g. the
training module on vaccination and immunisation was not coded). Training materials
included power point slides, worksheets, videos, case studies, and group activities.

Materials

The BCT Taxonomy (Michie et al., 2013) consists of 93 BCTs organised into 19 hier-
archically clustered groups and was used to code for BCTs utilised by MECC training.
Additionally, IFs (Michie et al., 2014) were coded using the BCW which proposes nine
approaches to interventions that are not mutually exclusive and can be mapped onto
the TDF domains to again identify missed and seized opportunities (Michie et al., 2014).

Data analysis

The primary author (BN) reviewed and coded each resource for BCTs and IFs. A second
author (AMR) independently coded 10% of resources. Both coders have completed
training on the BCT Taxonomy V1. Furthermore, coder AMR is a behavioural scientist
highly experienced in BCT coding. Inter-rater reliability was calculated using Cohen’s
Kappa (McHugh, 2012). Specifically, coding of each BCT within a resource was noted
as ‘yes’ or 'no’ for each reviewer. Any conflicting coding was resolved through discus-
sion. Coding of BCTs again followed the target behaviour of MECC delivery, with the
target population as service providers or trainees. Coding of BCTs did not concern
frequency of the presence of BCTs within each module, but instead whether each
BCT was present or not. Each module and its associated resources were coded sep-
arately. The inter-rater agreement for coding of BCTs was good (k = .646, p < .001).
Additionally, the modules were described according to the TIDieR checklist (Hoffmann
et al, 2014).

Stage three: Mapping of the most relevant barriers and facilitators against the
active components (BCTs) utilised within the current MECC training, to identify suit-
ability and missed and seized opportunities.

Materials

The Theory and Techniques Tool (https://theoryandtechniquetool.humanbehaviourchange.
org/tool) was used to access information on the theoretical congruence between the
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intervention functions (BCTs and IFs) currently adopted by MECC training. The tool
provides the most updated and rigorous available matrix of BCTs as mapped onto
TDF domains, triangulating data from a literature review (Carey et al., 2019) and con-
sensus study (Connell et al., 2019), and resolving any remaining conflicts through
another expert panel (Johnston et al., 2021).

Data analysis

Next, both sets of analyses (stages one and two) were mapped against each other
using existing resources that combine both BCTs and the TDF on one matrix (see
materials, above). Theoretical congruence was achieved by applying the aforemen-
tioned tool to access the extent to which each BCT identified within current training
addressed the key TDF domains. When interpreting the tool, only TDF established
links were noted, disregarding ‘inconclusive’ judgements. BCTs were coded as low
congruence (no key TDF domains addressed), medium congruence (one key TDF
domain addressed) and high congruence (two or more key TDF domains addressed).
Additionally, IFs were mapped onto the seven TDF domains, again to identify missed
and seized opportunities (BCTs utilised that align with one or more of the key iden-
tified TDF domains). The SBA was used to identify missed opportunities (relevant BCTs
that were not utilised) and create example deliveries of each theme that was most
relevant to the barriers and facilitators and missed IFs identified (Atkins et al., 2020).

Results

Stage one: behavioural diagnosis and barriers and facilitators to MECC
according to TDF domains

Supplementary Material 1 displays a description of MECC or ‘MECC-like’ conversations
within the TSE. Generally, conversations around health, wellbeing, and the social
determinants within the TSE do occur, although more frequently for certain topics
including mental health, financial concerns, and ill health, and mostly initiated by
service users. Rather than encouraging direct health behaviour change, conversations
centre more around access, advocacy, and navigation of services that have a direct
or indirect impact on wellbeing, and thus signposting and referral are most common
features of conversations. Conversations are person-centred but also influenced by
the perceived suitability of the context.

Specific barriers and facilitators and their frequency are displayed in Table 2 alongside
the ranking for each TDF domain. Seven TDF domains stood out as key (all were cited
in 18 or more transcripts, whereas the next most commonly cited TDF domain was
only cited by 12); Beliefs about Capabilities (e.g. service users as not willing to change,
certain topics as more difficult to raise, a low perceived ability to respond, and profes-
sional confidence), Beliefs about Consequences (e.g. belief of negative outcomes if not
conducted appropriately, positive outcomes for the recipient particularly when empow-
ered, and a belief that every intervention makes a difference), Environmental Context
and Resources (e.g. lack of service capacity for signposting and referral, conversations
triggered by an event, prompt, or wider context, a safe and private space, and time


https://doi.org/10.1080/08870446.2024.2386289

PSYCHOLOGY & HEALTH 11

to build rapport), Skills (e.g. transferable skills including motivational interviewing
techniques, signposting and referral, the ability to be person-centred, and interpersonal
skills), Social/Professional Role and Identity (e.g. MECC not perceived to be the role of
service providers and a holistic view of one’s role), Knowledge (e.g. knowledge of where
to signpost and refer), and Social Influences (e.g. trusting relationships). The key TDF
domain Skills only acted as a facilitator, whilst the remaining domains acted as both
barriers and facilitators to MECC conversations.

The overall coding framework of the thematic analysis within each TDF domain
can be found in Supplementary Material 2, although key themes, codes, and quotes
are summarised in Table 3. Service providers displayed a myriad of skills that facilitate
and resemble MECC delivery, although were less frequently able to proactively initiate
health and wellbeing conversations and provide advice around health behaviours.
Particularly, service providers were able to judge when it is appropriate and equally
not appropriate to intervene and recognised that an individual’s priorities should be
addressed first before it is appropriate to raise other health and wellbeing topics.
However, service providers were most lacking in their perceived ability to translate
these skills into health and wellbeing conversations. Indeed, those who had attended
MECC training tended to be more confident in seizing opportunities to discuss health
and wellbeing and were aware of the boundaries of MECC. The setting was also a
key determinant for health and wellbeing conversations, namely a private, safe, and
relaxed space, although psychological safety was important too, such that some
recipients were reported as more comfortable when engaging in another task. A
perception of service users as not wishing to change was a key barrier, as service
providers were acutely aware of possible negative consequences if they encouraged
the conversation too heavily. For a minority of participants, their extensive knowledge
and awareness of health inequalities, gained through their experience within the
TSE, acted as a barrier to initiating health and wellbeing conversations, as participants
felt that recipients are less able to change their behaviour due to the social deter-
minants of health such as poverty and its psychological burden.

Stage two: IFs and BCTs

The document analysis identified four MECC training modules (Table 1) as relevant
to the TSE (Core MECC, MECC and Financial Wellbeing, MECC and Social Isolation, and
a 40-minute MECC session plan), three of which (Core MECC, MECC and Financial
Wellbeing, MECC and Social Isolation) taught the three A’s (Ask, Assist, Act). Analysis
of BCTs within MECC training identified a total of twelve BCTs and five IFs (see
Supplementary Material 3 for the coding for each module). Modelling was the only
IF utilised by all five training modules, followed by Education, Training, and
Environmental Restructuring (n=4 each), then Persuasion (n=3). The Core MECC
module utilised the most BCTs (n=10), which also utilised the most IFs along with
MECC and Social Isolation (n=5). The only BCT identified across all modules was
Behavioral practice/rehearsal, although Instruction on how to perform a behaviour,
Demonstration of the behaviour, and Adding objects to the environment were also
commonly utilised (n=4).
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Stage three: Identifying opportunities for optimisation of MECC within the TSE

The seven key TDF domains were mapped onto the coded BCTs. As shown in Table 4,
out of the twelve BCTs identified in the MECC training delivered to the TSE, four were
highly congruent to existing barriers and facilitators (Instruction on How to Perform
a Behaviour, Information About Health Consequences, Information About Social and
Environmental Consequences, and Behavioural Practice/Rehearsal) five were moderately
congruent (Information about Emotional Consequences, Demonstration of the
Behaviour, Prompts/Cues, Pros and Cons, and Adding Objects to the Environment)
and three were not at all congruent (Goal Setting (outcome), Monitoring of Emotional
Consequences, and Credible Source). The former BCT was linked with the TDF domain
Goals, whilst the remaining BCTs have not yet been linked to any TDF domains.
Behavioural Practice/Rehearsal addressed two key TDF domains and was present in
all five modules. Instruction on how to perform a behaviour was the most appropriate
BCT utilised, addressing three of the seven key TDF domains. The BCTs that were
highly congruent (addressed two TDF domains) with the barriers and facilitators
identified but were not present within the modules were Social Support (practical)
and Graded Tasks. All key domains were appropriately targeted by at least two BCTs,
although not present across all modules, aside from Social/Professional Role and
Identity and Social Influences which were not addressed by any appropriate BCTs
and thus were missed opportunities.

As shown in Table 5, five IFs appropriately addressed the key TDF domains
(Education, Persuasion, Training, Environmental Restructuring, and Modelling). Although
the IFs Restriction and Enablement could be utilised to more comprehensively address
the key TDF domains, all of the key TDF domains were appropriately addressed by
at least one IF.

A total of 31 BCTs were identified to be linked to one or more of the seven TDF
domains. The percentage utilisation of BCTs relevant to each key TDF domain was
calculated (see Supplementary Material 4), judged according to whether BCTs were
utilised to their full potential (50% or more of the relevant BCTs were utilised) or not
(Haighton et al., 2021). MECC training adequately addressed Skills (66.7%) and
Knowledge (60%), but not Beliefs about consequences (40%), Beliefs about capabilities
(37.5%), Environmental context and resources (28.6%), or Social Influences (0%). Table 6
demonstrates how key themes could be addressed by relevant BCTs. Although there
are no BCTs that are linked to Social/Professional Role and Identity, BCTs that would
be useful to address Social Influences include Social Support (unspecified and prac-
tical), Social Comparison, Information about Other’s Approval, and Social Reward.

Discussion
Main findings of this study

The current study aimed to enhance MECC training delivered to the TSE by evaluating
the extent to which the behavioural content of existing training addresses the key
factor that influence the delivery of MECC in the TSE specifically. Seven key TDF
domains were identified, with most frequent barriers including the perception that
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Table 4. Seized and missed opportunities according to the congruence between BCTs utilised
within MECC training and the key TDF domains identified. TDF domains highlighted in bold are
the key seven domains identified from content analysis of barriers and facilitators. If TDF domains
were ranked equally, both have been provided with the higher ranking (e.g. 1 if joint first and
second). *The integrated matrix maps BCTs onto TDF domains for links between them which can
be accessed here: https://theoryandtechniquetool.humanbehaviourchange.org/tool. **Judgement
of congruence is according to the number of key TDF domains that are linked with the BCT:
low=none, medium=one, high=two or more.

Theoretical
congruence
Number of TDF domains (from integrated Domain Importance with TDF
BCT modules matrix*) ranking domains**
1.3 Goal setting 1 Goals 8 Low
(outcome) Intentions 12
4.1 Instruction on how 3 Beliefs about capabilities 1 High
to perform a Skills 3
behaviour Knowledge 6
5.1 Information about 2 Beliefs about consequences 1 High
health consequences Knowledge 6
Intentions 12
5.3 Information about 2 Beliefs about consequences 1 High
social and Knowledge 6
environmental
consequences
5.4 Monitoring of 1 None - Low
emotional
consequences
5.6 Information about 2 Beliefs about consequences 1 Medium
emotional
consequences
6.1 Demonstration of 4 Beliefs about capabilities 1 Medium
the behaviour
7.1 Prompts/cues 1 Environmental context and 3 Medium
resources
Memory, attention, and decision
processes
8.1 Behavioral practice/ 4 Beliefs about capabilities 1 High
rehearsal Skills
9.1 Credible source 1 None - Low
9.2 Pros and cons 2 Beliefs about consequences 1 Medium
12.5 Adding objects to 3 Environmental context and 3 Medium
the environment resources

service users are not willing or able to make changes (Beliefs about Capabilities) and
MECC not perceived to be part of service providers’ role (Social/Professional Role and
Identity), and most relevant facilitators including a belief that positive outcomes occur
when recipients feel equal, empowered, and supported (Beliefs about Consequences),
a safe and private space (Environmental Context and Resources), existing transferable
skills (Skills), knowledge of where to signpost and refer (Knowledge), and relationships
with recipients (Social Influences). Existing MECC training adequately addressed two
(Knowledge and Skills) of the seven key TDF domains. However, MECC training for
the TSE should better utilise BCTs associated with Beliefs about Capabilities, Beliefs
about Consequences, Environmental Context and Resources, Social Influences, and
explore strategies to ensure MECC becomes part of one’s Social/Professional Role and
Identity. Current training is focused around education on the need for MECC, demon-
stration of MECC conversations, the chance to discuss how a MECC conversations
could be conducted, and provision of signposting resources. However, individuals
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Table 6. Recommendations for future training and refinement of current training in light of the

missed opportunities identified.

Theme

Recommended BCT

Example of the BCT in practice

Beliefs about capabilities
Capability dependent on the
recipient as willing and

empowered to help themselves

Belief that MECC delivery is
specialist

Low confidence in capabilities of
service providers to respond

Beliefs about consequences

Negative consequences if the
conversation is not conducted
appropriately

Belief in no or negative impacts

Problem solving

Focus on past success

Verbal persuasion about
capability

Self-talk

Graded tasks

Anticipated regret

Comparative imagining of
future outcomes

Prompt trainees to identity the reasons why
the recipient may be reluctant to discuss
their health and wellbeing (e.g. fear,
uncertainty, social determinants) and
discuss ways in which these could be
handled using the MECC approach (e.g.
just plant the seed by signposting, apply
motivational interviewing techniques,
provide advice on navigation of services
for the social determinants).

Prompt trainees to come up with examples
when they have discussed health,
wellbeing, or the social determinants,
and emphasise that without knowing it
they have already conducted MECC
conversations and that they are already
capable.

Highlight to trainees that you need not be
an expert in any of the topics that MECC
discusses, and that anyone who
completes the training can deliver MECC.
Acknowledge that even though other
groups, organisations, and individuals
may be more specialist in certain topics,
trainees are still capable of motivating,
offering support, and providing
information.

Display some of the transferable skills
service providers already demonstrate
within their current roles and encourage
further suggestions. Ask trainees to
remind themselves of these skills they
possess every day within their
interactions with service users.

Initially, ask trainees to only discuss topics
they are confident in and signpost
otherwise. Then, advise trainees to
gradually pick up on topics they are less
comfortable with, building up to a topic
they find most difficult to discuss (e.g.
finance or weight).

Bring attention to the care service providers
have for the health and wellbeing of the
service users who attend. Prompt
trainees to imagine the outcome if they
do not take advantage of opportunities
they may have to empower service users
to improve their health and discuss how
regretful they may feel.

Prompt attendees to write down the
possible outcomes from a) not
intervening and b) conducting a MECC
conversation. Emphasise that not
intervening will most likely mean that
person will not change their behaviour
and their health could deteriorate. At
least if intervening, behaviour change
and health promotion is possible.

(Continued)



2 B.NICHOL ET AL.

Table 6. Continued.

Theme

Recommended BCT

Example of the BCT in practice

Environmental context and resources

Context of physical and
psychological safety

Infrastructure and resources needed
for MECC conversations

Contextual cues trigger heath
conversations

Social influences
Relational influences

Collective learning and development

Restructuring the physical
environment

Restructuring the social
environment

Social support (practical)

Restructuring the physical
environment

Prompts/cues

Information about others’
approval

Social support (practical)

Social comparison

Social support (practical)

If possible, ask attendees to identity or
arrange a private space at their group or
organisation that recipients can be taken
to during a MECC conversation.

Prompt trainees to discuss where and when
they would feel comfortable to talk
about health and wellbeing and discuss
how they might change their approach
to fit different preferences (e.g. one to
one for people who prefer to talk
privately, whilst doing an activity or
within a group for those who feel that
one to one is too intense).

Set up a regular forum for attendees from
the TSE and wider services to create
partnerships and connections, to
facilitate signposting and referral, and
share knowledge of which services are
available.

Provide funding to allow TSE services to
roll-out MECC training and delivery and
create a long-term plan alongside their
existing commitments.

Encourage attendees to display posters of
services related to health, wellbeing, and
the social determinants within their
respective TSE settings as reminders to
opportunistically conduct MECC
conversations.

Present videos of service users providing
their experience and feedback as a
recipient of MECC conversations (e.g. did
they know they received MECC, how did
they feel, did they make any changes to
their behaviour afterwards) to show that
their experience was positive, and they
did not feel judged.

Ensure MECC service users as well as
providers are aware of and able to
attend MECC training to encourage peer
delivery.

Present a video of a MECC conversation and
encourage trainees to role play a MECC
conversation, providing feedback.
Specifically, encourage trainees to reflect
on how the conversation came across
(e.g. was it judgemental or caring?) and
which approach provided the most
empowerment.

Encourage trainees to talk to their service
users to see whether discussing health
and wellbeing more is something they
would be interested in, gather
information about how they might like
to talk about it, and what they might
like to discuss (e.g. informally, through
an online survey or social media post, or
hold a forum).
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from the TSE would benefit from training that builds trainees’ confidence to apply
MECC (e.g. Self-Talk), encourages them to consider service user outcomes if MECC is
not applied (e.g. Comparative Imagining of Future Outcomes), addresses the need for
recipients to feel safe (e.g. Restructuring the Physical Environment), reassures them
that recipients will not feel judged if conducted appropriately (e.g. Information About
Others’ Approval, and encourages peer support and delivery (e.g. Social Support
(Practical)). Furthermore, within respective settings, work is needed to alter role expec-
tations. Additionally, training should ensure that the BCTs utilised are consistent across
all modules. The intervention function Restriction, which is not associated with any
BCTs, could be utilised to address the TDF domains Environmental Context and
Resources and Social Influences, for example though altering the TSE environment to
encourage health promotion such as removal of foods with low nutritional value and
creating alcohol and smoke free spaces. Nonetheless, MECC training does utilise the
frequently cited facilitators of existing transferable skills and knowing where to sign-
post and refer.

What is already known on this topic

Many of the barriers and facilitators as mapped onto TDF domains identified within
the current study are similarly most relevant across healthcare settings (encompassing
a range healthcare professionals including nurses, physiotherapists, general practi-
tioners, and public health practitioners (Parchment et al., 2021)), namely Beliefs about
Consequences, Beliefs about Capabilities, Social/Professional Role and Identity, and
Environmental Consequences and Resources (Haighton et al., 2021; Keyworth et al.,
2019; Parchment et al., 2021). For example, common barriers include time (Awan
et al., 2020; Haighton et al., 2021; Keyworth et al., 2019; Parchment et al., 2021; 2022;
Tinati et al., 2012) (Environmental Context and Resources), services users perceived
as not receptive (Beliefs about Capabilities) (Keyworth et al.,, 2019; Parchment et al.,
2022), MECC is not perceived to be part of their role (Social/Professional Role and
Identity) (Keyworth et al,, 2019; Parchment et al., 2021; Vogt et al., 2023), and a belief
in negative or no impacts of MECC conversations (Beliefs about Consequences)
(Parchment et al., 2021). Facilitators similar across settings include the need for a safe
and private space (Keyworth et al., 2019) and resources for signposting (Keyworth
et al., 2019) (Environmental Context and Resources), and service users expect to talk
about certain topics (Keyworth et al., 2019) (Social/Professional Role and Identity).
Skills (Haighton et al., 2021; Hollis et al,, 2021; Parchment et al., 2021), Knowledge
(Haighton et al., 2021), and Social Influences (Parchment et al., 2021) are also common
TDF domains, particularly the facilitator of establishing relationships (Awan et al.,
2020; Haighton et al.,, 2021; Keyworth et al., 2019; Parchment et al., 2021) (Social
Influences), although slightly less relevant and consistently identified. With further
investigation, the nature of the relevance of some domains differed. For example,
Social Influences within healthcare are mainly driven by the need for support from
management and leadership (Parchment et al., 2021), whereas equal distribution of
power, peer support and delivery, and mutual relationships were more important
within the TSE. Overall, the TSE possesses a greater proportion of facilitators within
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the key domains, for example TSE settings seem to be advantageous for possessing
existing knowledge, partnerships, and resources for signposting. It is generally accepted
that range and scope of the work of the TSE is typically much broader than the NHS
and other public services. In this context the reality for service providers and users
is to think about the acceptability of MECC within a broader set of relationships than
normally within healthcare settings. This is demonstrated by the diverse relationships
of the various participants with MECC creating a readiness to apply a more holistic
approach to incorporating the learning from training seen in previous research
(Harrison et al., 2022). Particularly, Environmental Context and Resources was less
relevant than has previously been reported within healthcare (Haighton et al., 2021;
Parchment et al., 2021), and acted more as a facilitator than a barrier (Haighton et al.,
2021). Additionally, whilst Goals was not included as one of the seven key domains,
this domain still acted as a common facilitator within the TSE, more so than within
healthcare settings (Haighton et al., 2021; Hollis et al., 2021; Parchment et al., 2021).
However, the main challenge unique to the TSE is the instability and uncertainty of
funding (Harrison et al., 2022).

Also notably, Social/Professional Role and Identity is important to address across
settings in different ways. Within healthcare settings, MECC is perceived as adding to
workload and a there is a tendency to revert back to a specialised perception of their
role as to focus on diagnosis and treatment (Keyworth et al., 2019; Parchment et al.,
2021). Contrastingly, whilst service providers within the TSE possess a more holistic
view of health and wellbeing, concerns surround overstepping the boundaries of their
role and into someone else’s role or ‘territory’ and not feeling specialised enough to
deliver MECC, as some service providers explicitly state that they were not a health-
care professional. Thus, clearly the barrier associated with professional roles is one of
perceived appropriateness rather than one role as objectively more appropriate than
the other. It is however important to note variability in the perceived role of health-
care professionals, for example physiotherapists (Parchment et al., 2023) and midwives
(Keyworth et al., 2019) align more towards a holistic view of health similar to that of
the TSE. Also, to some extent the ability of service providers within the TSE to rec-
ognise the boundaries of their role and when to refer and signpost is considered a
facilitator. Nevertheless, the domain of Social/Professional Role and Identity should
be addressed across all sectors. However, addressing identity through individual level
interventions appears to be difficult, as a review found little quantitative evidence to
support interventions to amend social or personal identity (Barnett et al., 2021), and
no BCTs have been linked to this domain (Johnston et al.,, 2021). Therefore, this
domain is likely most effectively addressed outside of MECC training sessions, through
changes within the group or organisation the trainee operates within. Thus, more
effective approaches to address this domain may address social norms and expecta-
tions including incorporating MECC into service providers’ role specification or com-
municating to both service providers and users that MECC is expected as part of
service providers’ role. Additionally, MECC training across all sectors should focus on
altering perceptions towards MECC as ‘everyone’s business’ (Craig & Senior, 2018). For
example, introspective reflective work during MECC training may help to develop a
professional identity that includes MECC delivery (Wackerhausen, 2009), such as col-
laborative reflection with other trainees (Binyamin, 2018).
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Another key shared barrier across settings is if service users are not motivated or
willing to change their behaviour (Keyworth et al., 2019; Parchment et al., 2022).
Particularly worryingly, findings from the current study indicated that those who show
readiness to change are more likely to engage in MECC conversations, whereas those
not considering change will avoid, deny, or avert such conversations, indicating that
those who would benefit most do not receive any intervention with concerns that
MECC could widen rather than reduce health inequalities as proposed (Health TAoDoP,
2019; Public Health England, 2016). The TSE may offer a unique potential solution
through its facilitation of trusting, long term relationships that encourage collaborative
interventions, as touched upon by Harrison et al. (Harrison et al., 2022). Similarly
suggested by participants within the current study, MECC delivery could be optimised
through a co-production approach (Harrison et al., 2022), whereby service providers
and users shape the MECC approach within their respective TSE setting. For service
providers, this may increase shared ownership and thus investment in MECC conver-
sations, and for service users such an involvement approach may further help to
consolidate their expectations of service providers.

What this study adds

The current study provides the first analysis of available MECC training provided to the
TSE against the specific barrier and facilitators experienced within these settings.
Furthermore, an additional theme not identified in the previous study of MECC within
the TSE (Harrison et al, 2022) is the idea of not only a safe physical space to enable
MECC conversations, but psychological safety too. Specifically, that different individuals
may vary in when they feel most comfortable talking about their health and wellbeing;
whilst some feel most at ease in a private one-to-one setting, others feel most comfort-
able whilst also engaged in an activity, or as part of a group discussion. This finding is
comparable to the increasingly popular ‘walk and talk’ approach to counselling, as recip-
ients of this approach note a comfort in the informality and a facilitation of the devel-
opment of an equal relationship and rapport (Newman & Gabriel, 2023). Again, the
suitable approach for each TSE setting may be best identified through co-production
with service providers and users. Also, it is important to acknowledge that although
most of the key TDF domains identified are common across settings, domain level analysis
that a strategic behavioural analysis allows for does not account for specific barriers and
facilitators. Similarly, even if the same BCTs are identified across TSE and healthcare
settings, how each BCT could be best enacted may differ. Thus, a tailored approach to
training within the TSE is recommended to target common TDF domains across settings.

This study identified that many service providers within the TSE are highly skilled,
drawing upon backgrounds including healthcare, counselling, and education. Many
of the identified skills were transferable to MECC, and thus such service providers
within the TSE likely only require the minimal MECC training (~1.5h) as currently
applied across settings. However, for service providers without such backgrounds,
additional training may be beneficial to ensure the quality of MECC delivery remains
consistent across all providers.

Another unique finding was that for a minority of highly skilled participants
(~10%), their awareness of health inequalities acted as a barrier to MECC
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conversations, as participants noted that it felt unfair or even unproductive to dis-
cuss health with service users of low socioeconomic status, given the impact of the
social determinants of health. Clearly, the relation of MECC to health inequalities
appears to be double-edged, as both the MECC consensus statement (Public Health
England, 2016) and a policy position report on health inequalities from the
Association for Directors of Public Health (Health TAoDoP, 2019) posit that MECC
should be applied to help tackle health inequalities. Thus, to help address this
barrier, MECC training should address differences in the characteristics of service
users and inform on how to respond to these, as literature suggests a resulting
increase in service user satisfaction not only though improved understanding from
service providers, but also through encouraging organisations to address structural
barriers that make it more difficult for certain communities to engage (Handtke
et al., 2019).

Strengths and limitations of this study

One strength of the current study in comparison to the previously published SBA of
MECC delivery was the use of the Theory and Techniques Tool which triangulates the
findings from a literature synthesis and consensus study, as opposed to the consensus
study only (Michie et al., 2014). Thus, the findings of the current study reflect the
more rigorous standards applied to link TDF domains and BCTs. Whilst the use of the
BCT taxonomy as opposed to the updated BCT ontology (an elaborated, updated,
and ‘living’ version of the original taxonomy) (Marques et al., 2023) may be perceived
to be a limitation of the current study, the theory and techniques tool used to map
BCTs onto TDF domains is not yet available for the ontology (Marques et al., 2023),
thus the BCT taxonomy was most appropriate for the SBA methodology. Nonetheless,
some limitations must be acknowledged. Firstly, given the constantly evolving MECC
training within the NENC in response to feedback from trainees, the current analysis
of included BCTs offers only a snapshot of the training (as of August 2023). However,
accreditation from the Royal Society of Public Health of the core MECC modules
ensures some stability as the training is limited in how much can be amended whilst
retaining the accreditation. Secondly, given that MECC implementation in the NENC
adopts a train the trainer model whereby individuals are trained to deliver MECC
training, it is possible that subsequent training as delivered within the TSE varies from
that which was coded as the training can be tailored to better fit the setting and
organisation. However, any tailoring is more likely to be in terms of the topics and
area-specific information rather than the mechanisms of training. Thirdly, whilst coding
it was often difficult to tease apart participants’ everyday role versus barriers and
facilitators to MECC or MECC-like conversations in particular. For example, a needs
assessment was often integral to participants’ role, although the required skills and
process of the conversations often closely resembled MECC.

An important limitation to consider regarding the strategic behavioural analysis
method using the available mapping tool is that many links have yet to be investi-
gated. For example, the BCTs Monitoring of Emotional Consequences and Credible
Source utilised by one or more MECC modules emerged as having low congruence
with the seven key TDF domains, although the links between some of those and
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each BCT are yet to be investigated. Thus, it is possible that as the tool evolves in
response to new evidence, their congruence with the most relevant barriers and
facilitators may increase. Similarly, although no BCTs are currently linked to Social/
Professional Role and Identity, 31% of BCTs have yet to be tested in relation to their
links with this domain. Indeed, of the three IFs that map onto Social/Professional Role
and Identity, of the corresponding BCTs according to an expert consensus that may
be useful to address this domain but are yet to be investigated in terms of their
links, potentially relevant BCTs include Information about Social and Environmental
Consequences (already utilised by two MECC modules), Identification of the Self as
a Role Model, Feedback on the Behaviour, and Information about Others’ Approval.
Thus, future work should investigate the links between Social/Professional Role and
Identity and the possibly relevant BCTs.

Conclusions

Existing MECC training delivered to the TSE appropriately focuses on building the skills
and knowledge needed to deliver MECC. Generally, service providers from the TSE pos-
sess most of the skills required for MECC but lack confidence in their ability to apply
them. Thus, training should focus on the assurance that you do not need to be an
expert in health promotion, all that is required is the ability to listen, ask questions,
and signpost and refer to more specialist support, which service providers from the TSE
are already capable of. Furthermore, training would benefit from encouraging reflection
on professional identity, communicating that service users will react positively and will
not feel judged if conducted in the right way, and highlighting the existing resources,
partnerships, and knowledge of signposting within the TSE. Finally, work is required
within respective groups and organisations across all sectors to communicate that MECC
is an expected and integral part of service delivery. Although it is known that MECC
training Health Conversation Skills (HCS) significantly improves scores within TDF domains
Beliefs about Capabilities, Skills, and Goals (Hollis et al., 2021), to the authors’ knowledge
no existing research has measured the impact of other approaches to MECC training.
Thus, future research would benefit from evaluating the impact of MECC training outside
of HCS on the perceived capability, opportunity, and motivation of attendees.
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