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a b s t r a c t

Objectives: The Making Every Contact Count (MECC) initiative is broadly defined as an opportunistic
approach to prevention by making use of the thousands of conversations service providers have with
service users every day. However, since its conception, the application of MECC has diverged and
developed considerably. Thus, the current study aimed to revise the definition according to current
research and practice to better describe what is and is not included.
Study design: A consensus building classic Delphi methodology, completed by an expert panel.
Methods: Round 1 asked open questions around the definition of MECC. Content analysis of round 1
identified statements that were rated for agreement in round 2. Statements achieving �80% agreement
were included in a short, long, or operational definition of MECC that were rated for agreement in round
3 (the minimum number required). An agreement of �80% indicated consensus.
Results: Forty out of 100 contacted experts completed three rounds. Experts in practice and research
were recruited internationally although most were from England. From round 1, 274 statements were
generated, of which 96 achieved consensus and were included within round 3. The short and long
definition received consensus in round 3, the operational definition required four rounds to reach
consensus.
Conclusions: MECC is a person-centred approach to health behaviour change that, provided an individual
possesses the relevant skills, can be delivered by anyone and anywhere. The distinguishing feature of
MECC is not in its duration, target behaviour, or conditions for delivery, but rather in the approach taken
and the mechanisms applied to conversations. Implications for research and practice are discussed, and
the limits for applicability acknowledged.
© 2024 The Author(s). Published by Elsevier Ltd on behalf of The Royal Society for Public Health. This is

an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).

Introduction

Making Every Contact Count (MECC) is an initiative to help tackle
the rise of non-communicable diseases1 driven by health behav-
iours such as smoking and alcohol consumption,2 alongside ever
decreasing contact time with service users.3 It is broadly defined as
an opportunistic approach to prevention by making use of the
thousands of conversations service providers have with service
users each day.4 MECC was initially implemented locally in

Yorkshire and the Humber5 before being endorsed nationally by
Public Health England in 2016, with healthcare professionals
required to undertake MECC training as part of their professional
development.4 The proposed definition of MECC was agreed upon
by numerous organisations supporting public health in England to
align with existing agendas to tackle obesity, smoking, and alcohol
consumption,6 and existing NICE guidelines recommending brief
interventions.7 In accordance with targets for prevention,8 MECC
was broadly suggested to holistically target health behaviours, with
‘MECC plus’ proposed as a broader term to incorporate the wider
determinants of health andwell-being such asfinance andhousing.4

Evidence for effectiveness of MECC is limited, reflecting a wider
difficulty in quantifying the impact of preventative public health
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interventions due to difficulty in defining and prioritising objec-
tives and subsequent health outcomes and measures of ‘success’,
and isolating any effects from the influence of other population
level factors.9 However, there is some evidence that MECC can
improve dietary quality and decrease sedentary time in pregnant
women,10 and increase physical activity within new mothers11

although differences were non-significant overall and neither
alcohol nor smoking have been investigated in the context of MECC.
Despite a lack of evidence to indicate concrete behaviour change in
the general population, service users were significantly more likely
to report that service providers helped them change a lifestyle
habit12 and were better able to identify where they could make
changes and set goals accordingly13 if trained in an approach to
facilitate MECC conversations. Since the publication of the
consensus statement,4 MECC has been widely implemented across
the UK and beyond, including Ireland,14,15 Australia,16 and Canada.12

Furthermore, existing research has found MECC to be generally
acceptable by the healthcare workforce17e19 and MECC training has
been demonstrated to significantly increase the confidence16,20e23

and competence16,18,19,24 of frontline staff to initiate and deliver
health conversations.

However, since its conception, there has been an increasing
diversification of the use of the termMECC. For example, MECC has
been implementedwithin public25 and third sectors,26 topics haven
been added14 or specified10 such as weight management,27

behaviour change has been approached holistically,28,29 and the
MECC approach has been applied to group activities and resources
as well as one to one conversations.26 Additionally, the original
definition of MECC does not specify the behaviour change tech-
niques utilised within the brief health conversation, providing little
guidance or consistency in how it is applied. Subsequently, MECC
training varies widely and is often developed on a regional level
such as healthy conversation skills, which focuses on key skills to
facilitate motivation and self-efficacy including asking open dis-
covery questions, active listening, and setting SMART goals.30

Although the elasticity of MECC as a concept may have been key
to its success, the lack of consensus of the mechanisms of MECC
means there is no solid foundation to justify its effectiveness or
guidance for measuring fidelity of MECC delivery. NICE guidelines
on public health interventions require that they focus on ‘clearly
circumscribed and defined actions’ relating to health promotion or
prevention.31 However, the variation in the use of the term MECC
indicates that the current definition lacks clarity.

Therefore, there is a need for an updated consensus definition
of MECC that both practitioners and researchers may jointly refer
to, that reflects its development since 2016.4 The classic Delphi
method is a technique to achieve consensus by asking experts to
provide their opinion and revise and rate their agreement to the
resulting statements in at least two rounds of anonymous ques-
tionnaires.32 Compared to other consensus group methods, the
Delphi methodology can coordinate a large group of experts
across a range of occupations and locations and retain their ano-
nymity, vastly reducing any effects of power dynamics and social
dynamics,33 which is especially important given that key experts
involved in MECC include both researchers and coordinators of
public health and healthcare. However, the constructivist nature
of the final definition is acknowledged, determined by experts'
values, assumptions, and attitudes. Updating and specifying the
current definition of MECC to clearly specify what it does and does
not describe will facilitate consistent MECC messaging and buy-in,
which will in turn promote MECC implementation. The resulting
consensus definition for MECC will provide a ‘common thread’34

across research, practice, and implementation, ensuring all
stakeholders are communicating the same concept when they use
the term MECC. It is of particular importance to generate an

elaborated, clear, and specific definition of MECC, as the current
definition reflects the poor specification of behaviour change in-
terventions overall.35 The aim of the current Delphi study was to
develop a short, long, and operational consensus definition of
MECC as appropriate, to optimise communication of MECC within
education and practice (short definition) while also providing
enough detail to ensure consistency and guidance for imple-
mentation and research (long and operational definitions).

Methods

The protocol for the current study was pre-registered prior to
data collection via Open Science Framework (available: https://osf.
io/s3wdq/?view_only¼302aa337b6e248e0b3f580d8749324fe).
Reporting followed the Conducting and REporting DElphi Studies
(CREDES) guidelines (Supplementary Material 1).36

Study design

The current classic Delphi study adopted a mixed methods
design, applying both qualitative open-ended and quantitative
scale survey questions to achieve a consensus definition. An over-
view of the Delphi procedure is shown in Fig. 1.

Expert selection

Participants were identified as experts through either their
experience and knowledge in MECC implementation and practice
or research. For research, experts were defined as experienced
researchers in MECC who either; held one or more first author
papers, or two or more papers of any other position, on MECC or
its derivatives such as healthy conversation skills. For imple-
mentation and practice, experts were defined as regional MECC
leads or coordinators within NHS foundation trusts or equivalent
in Ireland, HSE, or public health bodies. Practice experts could
cover other programmes within their portfolio or work part-time.
Additionally, experts were required to be over 18 and initially, the
inclusion criteria stated that experts must reside in the UK or
Ireland. However, during recruitment for round 1, it became
apparent that MECC research and implementation was interna-
tional, thus the scope was extended accordingly. The sampling
strategy was purposive to reach experts according to the inclusion
criteria, and all experts meeting the inclusion criteria were sought
for participation where possible. Pyramid searching (whereby
identified experts suggest further experts) was avoided as it in-
creases the likelihood of a false sense of consensus due to par-
ticipants being part of connected teams.37 However, anyone
suggested by identified experts who fitted the inclusion criteria
was included. Although some authors participated as experts in
the Delphi study (CH, RW, AMR, and CR), these authors were not
involved in data collection or analysis.

Given that the average sample size for Delphi studies within
health research is 4038 with a range of 20e60,34 the target sample
size was 4034 with no maximum sample size. The target aimed to
comprise of half researchers (n ¼ 20), and half involved in imple-
mentation, practice, and training (n ¼ 20). Experts were contacted
via email using publicly available sources such as University, NHS,
and HSE web pages. Existing contacts from national and local MECC
networks were utilised to disseminate the study to eligible experts
in implementation and practice. To identify experts in research, all
available existing MECC literature was gathered through a litera-
ture search and discussion with colleagues, and authors were
compared against the inclusion criteria.

B. Nichol, E. Kemp, R. Wilson et al. Public Health 230 (2024) 29e37

30

https://osf.io/s3wdq/?view_only=302aa337b6e248e0b3f580d8749324fe
https://osf.io/s3wdq/?view_only=302aa337b6e248e0b3f580d8749324fe
https://osf.io/s3wdq/?view_only=302aa337b6e248e0b3f580d8749324fe


Delphi study round 1

All rounds of the online survey were conducted via Qualtrics.39

Since it is required that participants participate in both a consec-
utive number of rounds without missing one and that they are
provided with their previous responses during round 2 onwards,
responses were anonymous between participants but not to the
researcher. Participants that did not complete the previous round
were unable to participate in the following round. The number of
rounds required could not be defined apriori; Delphi rounds ceased
when the pre-defined consensus was reached.

On initial contact, participants were invited to participate
through provision of the information sheet and round 1 survey link.
To inform possible self-selection bias, participants were asked that

should they decline to participate, they may click the survey, select
‘I do not accept the invitation to participate’, and select their
reasoning from a list of pre-specified options including ‘other’, with
a free text box to specify their reason for declining. For participants
willing to participate, after consenting, participants were asked to
provide their name and email address for future rounds before
answering some basic demographic questions; age, gender, type of
expertise (research, implementation, or training), years of experi-
ence with MECC, country (England, Northern Ireland, Republic of
Ireland, Scotland, or Wales), and region (for participants from UK
and Ireland). Given that the reach was expanded to international
only after round 1was launched, data on the region of international
participants was not collected, and they were advised to select
‘other’ and type their country in a free text box. Next, in line with

Fig. 1. Flow chart of the Delphi study process. Data were collected between April to August 2023. n ¼ number of participants who started the survey.
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the classic Delphi approach, the first round consisted of a qualita-
tive open-ended online survey that asked, ‘how would you define
Making Every Contact Count?’ Participants were asked to consider
the key elements that make up a conceptual definition of MECC,
alongside a brief description of a conceptual definition. Participants
were also asked ‘Can MECC be operationalised (defined in terms of
how to measure it)? If not, why not?’ Participants were asked to
consider any ways of operationalising the elements noted in their
previous answer, with a brief description of an operational
definition.

Delphi study round 2

The content of round 2 onwards was generated from responses
by participants. From responses to round 1, a number of statements
were built within each dimension of MECC (see ‘data analysis’ for
further details). Within the email invitation for round 2, partici-
pants were provided with a general summary of the responses for
round 1, alongside their own answer. Within the survey, partici-
pants were asked to rate their agreement with each statement on a
five-point scale ranging from ‘strongly disagree’ to ‘strongly agree’.
After each group of statements, participants were provided with a
free text box to add any further comments. After round 2, state-
ments rated at a consensus of �80% were included to form a short
and long conceptual definition of MECC and operational definition.
An operational definitionwas built if�80% participants agreed that
MECC could be operationalised and followed the same inclusion
criteria as for building the conceptual definitions. Definitions were
amended based on common qualitative comments (a frequency of
�5) while retaining coherence within the consensus statements.

Delphi study round 3 and 4

Round 3 (and onwards until a consensus was reached) asked
participants to rate their agreement with the definitions. Within
the invitation email for round 3, participants were provided with
the percentage agreement for each statement alongside their own
response and a short summary of responses. Consensus was ach-
ieved for a short and long definition at round 3. The operational
definition was amended in accordance with qualitative comments
and sent for a fourth round.

Consensus and endorsement

The stopping criteria were a consensus of �80% of participants
that responded either ‘agree’ or ‘strongly agree’ to at least a short
and long definition of MECC. The same stringent definition of
consensus was shown to be feasible to achieve in the minimum
number of three rounds for a similar topic.34 In accordance with
CREDES guidelines,36 endorsement of the resulting definitions from
public health bodies was sought.

Data analysis

Results of round 1 and qualitative responses to subsequent
rounds were analysed using content analysis, conducted via
Nvivo.40 Content analysis was intentionally selected as the most
appropriate approach in contrast to asking participants to generate
their own statements, to reduce required responding time in round
1 and, to a greater extent, round 2. As a frequent limitation of
Delphi studies is the high drop-out rate between rounds which
possibly induces an artificial appearance of a consensus,41 it was
considered of utmost importance to retain participants, and thus
the small risk of misinterpreting participants or moving away from
their original meaning was accepted. To ensure reliability and

minimise subjective interpretation, two coders (BN and EK) inde-
pendently conducted content analysis of round 1 in duplicate, with
any discrepancies resolved through discussion. As content analysis
was applied inductively rather than using a coding scheme defined
apriori,42 it was not possible to calculate inter-rater reliability
including a kappa statistic. To facilitate open data sharing, on
receiving participant consent, the anonymised data were uploaded
onto OSF (https://osf.io/s3wdq/?view_only¼302aa337b6e248e0b
3f580d8749324fe). SPSS43 was used to test for significant differ-
ences in baseline characteristics between completers (of all three
rounds) and non-completers (completed round 1 but not round 3).
An independent t-test (Welch variation) was the default for
continuous variables meeting normality assumptions (age). How-
ever, years of experience with MECC did not meet normality as-
sumptions; thus, a Mann Whitney U test was applied. Chi-squared
tests were applied for nominal variables (gender and region). All
tests applied an alpha level of 0.05.

Results

A total of 100 experts were invited to participate (46 in imple-
mentation/practice, 54 in research). There were 75 total responses
to round 1, although 16 did not provide qualitative responses and
were therefore removed. Eight respondents declined (reasons for
declining are shown in Fig. 1). Characteristics of respondents to
round 1 are shown in Supplementary Material 2. Of the 51 re-
spondents, participants were mostly female (78%) with an age
range of 26e65 (M ¼ 46.18, SD ¼ 11.37) and a range of <1e15 years
of experience with MECC (M ¼ 5.67, SD ¼ 3.75). The most common
form of involvement with MECC was training, with 29 participants
involved in more than one and 11 involved in all three (training,
implementation and research). There were no significant differ-
ences in demographic characteristics of gender (c(1) ¼ 0.04,
p ¼ 0.835), or region (c(3) ¼ 2.20, p ¼ 0.533) between completers
or non-completers. There was also no significant difference in years
of experience with MECC (U ¼ 149, p ¼ 0.123) between completers
(M¼ 5, n¼ 39) and non-completers (Median¼ 7, n¼ 11). However,
non-completers (n ¼ 11, M ¼ 53.18, SD ¼ 10.42) were significantly
older (t(17.78) ¼ 2.55, p ¼ 0.010) than completers (n ¼ 33,
M ¼ 43.85, SD ¼ 10.83).

Participants were international (Fig. 2), although mostly from
the North East, North West, and South East of England (Fig. 3).

Further details of the findings from each round and how the
previous round informed the next are available in Supplementary
Material 3. Content analysis of responses to round 1 identified
274 statements, organised into 14 groups (Supplementary Material
4). After round 2, 96 statements received consensus and were
included within the MECC definitions sent to experts for round 3.
Both the short and long definitions of MECC reached consensus at
round 3 (87.5% and 82%, respectively) and were tweaked in accor-
dance with qualitative comments (see Supplementary Material 5).
Table 1 shows the agreement ratings for each definition at round 3.
The operational definition received a low level of agreement
(42.5%) and was amended according to qualitative comments and
resent for round 4 (see Table 2 for definition), of which it achieved
an 80% consensus (n ¼ 40), with the following distribution; 32.5%
strongly agree (n ¼ 13), 47.5% agree (n ¼ 19), 5% neither agree nor
disagree (n ¼ 2), 2.5% disagree (n ¼ 1), and 12.5% strongly disagree
(n ¼ 5). The final consensus definitions are displayed in Table 2.

The Royal Society for Public Health (RSPH) endorsed the defi-
nitions with the caveat of the inclusion of mental health as an
example topic within the short and long definitions (see
SupplementaryMaterial 6 for the definitions as approved by RSPH).
Their justification for this inclusion was the wealth of literature
supporting parity of esteem between mental and physical health.
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Fig. 2. Heat map of location of participants internationally.

Fig. 3. Heat map of location of participants from the UK and Ireland. Note: No participants were from Northern Ireland or Scotland.
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Table 1
Round 3 Delphi definitions and consensus scores. Frequencies, percentages displayed in brackets. n ¼ 40 for short and operational definitions, n ¼ 39 for long definition as one participant did not provide a response.

Definition type Definition Strongly
disagree (%)

Disagree (%) Neither agree
nor disagree (%)

Agree (%) Strongly
agree (%)

Total
agreement (%)

Short conceptual MECC is a person centred and opportunistic approach to health behaviour change that applies appropriate theory
informed behaviour change techniques from behavioural science, delivered during every appropriate contact.
Anyone could potentially deliver and receive MECC conversations, within any setting. MECC can be the mechanism
that leads to another intervention or applied alone to optimise the potential of routine interactions, through
conversations around smoking, physical activity, healthy diet, or alcohol. The duration of MECC conversations is
dependent on the need and opportunity presented.

0 (0.0) 2 (5.0) 3 (7.5) 26 (65.0) 9 (22.5) 35 (87.5)

Long conceptual MECC health behaviour change conversations are delivered to clients during every appropriate contact, of which an
appropriate opportunity is judged from the context. Anyone could potentially deliver and receive MECC
conversations within any setting, although MECC is typically delivered by health and social care staff to those
accessing the service. MECC talks about one or multiple of the following topics; smoking, physical activity, healthy
diet, or alcohol, although the specific topic of a MECC conversation is led by the individual. MECC can be the
mechanism that leads to another intervention or applied alone to optimise the potential of routine interactions. The
duration of MECC conversations is dependent on the need and opportunity presented.
MECC helps people help themselves by enabling them tomake changes, helping them identify what behaviours they
can change, and focus on what behaviours they wish to change. MECC follows a standard set of key principles,
including being non-judgemental, person-centred, opportunistic, empathetic, and empowering. MECC applies
appropriate theory informed behaviour change techniques, methods, and skills from behavioural science applied in
a subtle and flexible way, including; a question that creates an opening for a conversation, a spirit that supports
individual's response to person centred conversations, being led by cues given by the individual in the conversation,
recognising opportunities to talk about wellbeing, signposting where appropriate, an understanding of when it is
acceptable to deliver advice and theworld or context of individuals, verbal and nonverbal behaviours that encourage
conversations, an ability to pick up when someone is open to positively changing their behaviour, and providing
support and an opportunity to feel heard. MECC also requires healthy conversation skills including active listening
and asking open discovery questions.
To encourage its implementation, MECC aims to embed prevention throughout the NHS, embed MECC within
organisations' culture, processes, policies, and staff's professional practice, develop an environment, service, and
workforce that facilitates and promotes holistic health behaviour change, improve the quality and consistency of
conversations had, support people in making changes to their own behaviour, incorporate prevention as core to
organisations, and make health behaviour change conversations integral to staff's professional and social
responsibility. This can be achieved by supporting staff through empowerment in their role in health promotion and
prevention and increasing their confidence and competence in having health behaviour change conversations, so
that MECC becomes a standard and routine behaviour and part of routine clinical care. Outcomes for individuals
include enablement to engage in conversations about their health, help to reflect on their own health behaviours
and make choices for health behaviour change, and improved health and wellbeing through encouragement of
health behaviour change and prevention of ill health, with the ultimate outcome of improved population health.

0 (0.0) 4 (10.3) 3 (7.7) 24 (61.5) 8 (20.5) 32 (82.0)

Operational 1) MECC must discuss one of the following topics, the specific topic led by the recipient; smoking, physical activity,
healthy diet, or alcohol.
AND 2) MECC must be opportunistic.
AND 3) MECC must include one or more of the following elements; a question that creates an opening for a
conversation, a spirit that supports individual's response to person centred conversations, being led by cues given by
the individual in the conversation, verbal and nonverbal behaviours that encourage conversations, providing
support, active listening, and asking open discovery questions.

4 (10.0) 13 (32.5) 6 (15.0) 13 (32.5) 4 (10.0) 17 (42.5)
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Furthermore, both UK national guidance and policy ask the system
to promote this parity for improved outcomes. Also, RSPH high-
lighted that many statements that received consensus in round 2
included well-being, all of which implies the importance of mental
health.

Discussion

This study aimed to develop an updated consensus definition of
MECC. Three definitions achieved consensus, although the opera-
tional definition was most contentious, as some experts still
strongly disagreedwith the definition. Nevertheless, the definitions
demonstrate that the distinguishing feature of MECC is not in its
duration, target behaviour, or conditions for delivery, but rather in
the approach taken to conversations and the mechanisms applied
to promote health behaviour change. The topic is directed by the
needs of the individual, and provided an individual possesses the
relevant skills as specified within the long definition, MECC can be
delivered by anyone and anywhere. Reflective of the original
consensus statement,4 defining methods to encourage imple-
mentation and delivery was also important to experts, as well as
outlining the potential outcomes of MECC. Thus, both were
included in the final long definition. In comparison to the original
core MECC definition,4 the current definition provides clarification
on the who, what, where, and how of MECC delivery.44 While the
original definition included the provision of information, the

current definition reflects a motivational interviewing approach,
encouraging the recipient to take control, improve their self-
confidence, and identify their own solutions.

Although only four topics of health behaviour reached
consensus, mental health and wellbeing narrowly missed out, and
experts felt strongly that the four topics only be used as examples
rather than limitations to the scope of MECC. Furthermore,
although none reached consensus, many of the qualitative com-
ments emphasised the inclusion of the wider determinants within
MECC, reflecting current implementation45 but also the changing
landscape in public health towards social determinants as consid-
ered inseparable from health and well-being.46 Other health be-
haviours were also suggested reflecting current application of
MECC, including breastfeeding47 and vaccination.48 Given a reluc-
tance to limit topics of MECC, perhaps the concept of MECC plus can
be abandoned for an all-encompassing MECC definition.

Strengths and limitations

The current study achieved the target response rate across four
rounds and attained a good balance between those involved in the
implementation and research of MECC. The need for an extension
of the reach of the study to international experts indicates the rapid
growth of MECC, further consolidating a need for an updated
definition. However, certain areas of England, Ireland, and Wales
were not reached, and there were no respondents from Northern

Table 2
Final consensus definitions of MECC.

Definition type Definition

Short MECC is a person centred and opportunistic approach to health behaviour change that applies appropriate theory informed behaviour change
techniques from behavioural science, delivered during every appropriate contact. Although MECC is typically delivered within health and social care,
anyone could potentially deliver and receive MECC conversations, within any setting. MECC can be the mechanism that leads to another intervention or
applied alone to optimise the potential of routine interactions, through conversations around topics such as smoking, physical activity, healthy diet, or
alcohol. The duration of MECC conversations is dependent on the need and opportunity presented.

Long MECC health behaviour change conversations are delivered to individuals during every appropriate contact, of which an appropriate opportunity is
judged from the context. Anyone could potentially deliver and receive MECC conversations within any setting, although MECC is typically delivered by
health and social care staff to those accessing the service. MECC talks about one or multiple topics such as; smoking, physical activity, healthy diet, or
alcohol, although the specific topic of a MECC conversation is led by the individual. MECC can be the mechanism that leads to another intervention or
applied alone to optimise the potential of routine interactions. The duration ofMECC conversations is dependent on the need and opportunity presented.
MECC supports people to help themselves by enabling them to make changes, helping them identify what behaviours they can change, and focus on
what behaviours they wish to change. MECC follows a standard set of key principles, including being non-judgemental, person-centred, opportunistic,
empathetic, and empowering. MECC applies appropriate theory informed behaviour change techniques, methods, and skills from behavioural science
applied in a subtle and flexible way, including;

� a question that creates an opening for a conversation
� a spirit that supports individual's response to person centred conversations
� being led by cues given by the individual in the conversation
� recognising opportunities to talk about wellbeing
� signposting where appropriate
� an understanding of when it is acceptable to deliver advice and the world or context of individuals
� verbal and nonverbal behaviours that encourage conversations
� an ability to pick up when someone is open to positively changing their behaviour
� providing support and an opportunity to feel heard
� healthy conversation skills, including active listening and asking open discovery questions

To encourage its implementation, MECC aims to;
� embed prevention throughout healthcare and other relevant organisations
� embed MECC within organisations' culture, processes, policies, and staff's professional practice
� develop an environment, service, and workforce that facilitates and promotes holistic health behaviour change
� improve the quality and consistency of conversations had
� support people in making changes to their own behaviour
� incorporate prevention as core to organisations
� make health behaviour change conversations integral to staff's professional and social responsibility

This can be achieved by supporting staff through empowerment in their role in health promotion and prevention and increasing their confidence and
competence in having health behaviour change conversations, so that MECC becomes a standard and routine behaviour and part of routine clinical care.
Outcomes for individuals include enablement to engage in conversations about their health, help to reflect on their own health behaviours and make
choices for health behaviour change, and improved health and wellbeing through encouragement of health behaviour change and prevention of ill
health, with the ultimate outcome of improved population health.

Operational MECC is an approach to health behaviour change conversations that must include one or more of the following elements; a question that creates an
opening for a conversation, a spirit that supports individual's response to person centred conversations, being led by cues given by the individual in the
conversation, verbal and nonverbal behaviours that encourage conversations, providing support, active listening, and asking open discovery questions
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Ireland or Scotland, thus the applicability of the resulting guidance
to these missed areas is uncertain. Perhaps relatedly, differences in
job titles across areas meant that selection of eligible experts in
implementation could be difficult. In Scotland, the implementation
of ‘making every opportunity count’ (MEOC) appears to be similar
to MECC,49 likely explaining the lack of participants. One limitation
of the current study is that the scope was not extended to MEOC,
which could have explored the similarities and differences further.
Also, whilst the retention of experts from round 2 to 3 was high,
nine experts were lost between round 1 and 2. Non-completers
were significantly older than completers, possibly attributable to
increased seniority and therefore demands of professional roles.
However, there was no significant difference in number of years'
experience with MECC, indicating a minimal impact of selection
bias. Although two experts reported less than one year of experi-
ence with MECC which may be considered a limitation, all experts
were instead included based on their role or academic achieve-
ment, arguably providing a more accurate assessment of MECC
knowledge. Finally, although an �80% consensus for both a long
and short definition was achieved in three rounds and four rounds
for an operational definition, further rounds may have achieved an
even stronger consensus.

Conclusion

The current study provides a detailed and common reference
point for MECC across research and practice and an opportunity for
those working on MECC programmes, practice and research to
reflect on and re-evaluate their knowledge and learning around
MECC. Although there was an acceptance of the implementation of
MECC outside of health and social care, reflecting current imple-
mentation,25,26 some differences in the conceptualisation between
health and social care and wider implementation settings were
apparent. Thus, while the current definitions provide areas of
agreement, it is likely that the specific approach to MECC imple-
mentation and delivery will differ and continue to change as it
evolves in practice and in response to new policy initiatives. The
resulting definitions also signal implications for the use of existing,
and indeed future exploration of, evidence to support MECC, given
the change in the conceptualisation of MECC since the consensus
statement4 was released. For example, as the definitions suggest no
specific setting for MECC delivery, evidence is needed to support
the effectiveness and implementation of MECC across settings
including outside of healthcare. Also, the consensus definitions
reflect motivational interviewing in approach and are not defined
by duration in contrast with brief advice; thus, MECC training
should ensure to draw upon the corresponding evidence. Further-
more, future research to investigate the implementation and
effectiveness of MECC should apply themechanisms outlined in the
consensus operational definition, which can also facilitate the
measurement of intervention fidelity. Namely, such an investiga-
tion should retain the opportunistic and person-centred nature of
MECC conversations, such that any future research utilising cluster
randomised controlled-trial, before-and-after, and non-
randomised controlled trial (controlled before-and-after) designs
should ensure an opening of opportunity such as screening or
questionnaires relating to multiple health behaviours.
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