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Abstract

Background The public health policy “Making Every Contact Count” (MECC) compels healthcare professionals to
deliver health behaviour change interventions during routine consultations. As healthcare systems continue their
recovery from the impacts of the COVID-19 public health emergency, supporting people to modify health behaviours
is more important now than when the policy was introduced. The present study aims to: (a) examine changes in
healthcare professionals’awareness of, and engagement with the policy over a five-year period, (b) examine the
psychosocial drivers associated with delivering behaviour change interventions, and (c) identify targets to increase
healthcare professionals' delivery of interventions.

Methods Comparison of data from two independent representative surveys of NHS healthcare professionals
working in the UK. In both surveys (July-September 2017; N=1387, and February-March 2022; N=1008), participants
were asked to report: (1) awareness of the MECC policy, (2) the prevalence of MECC-related practice (perceived
patient benefit, how often interventions were delivered, and time spent delivering interventions), and (3) perceptions
of capabilities, opportunities and motivations to deliver behaviour change interventions. T- tests (independent-
samples), MANOVA, multiple linear regression, and chi-square analyses were used to generate comparisons between
the surveys.

Results Awareness of the policy increased from 2017 (31.4%) to 2022 (52.0%). However, in 2022 compared with
2017, healthcare professionals reported (a) fewer patients would benefit from behaviour change interventions (49.1%
versus 55.9%), (b) they delivered behaviour change interventions to a lower proportion of patients (38.0% versus
50.0%), and (c) they spent a lower proportion of the consultation time delivering interventions (26.5% versus 35.3%).
Further, in 2022, compared with 2017, healthcare professionals reported fewer physical opportunities, fewer social
opportunities, and fewer psychological capabilities to deliver behaviour change interventions. In the 2022 survey,
perceptions of patient benefit and delivery of interventions was associated with greater perceptions of opportunities
and motivations.
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Conclusions Health behaviour change interventions remain an important part of routine healthcare in the
continued recovery from COVID-19 public health emergency, however reported engagement with MECC-related
practices appears to have reduced over time. Future research should consider how healthcare professionals identify
patients who might benefit from opportunistic behaviour change interventions, and to increase capabilities,
opportunities, and motivations to deliver interventions during routine consultations.

Keywords Healthcare professionals, Behaviour change interventions, COVID-19, COM-B

Background

Healthcare professionals are well placed to support
health behaviour change with patients due to their fre-
quent one-to-one patient contact, and they are a trusted
and expected source of behaviour change advice [1-4].
There is evidence that healthcare professionals value
behaviour change interventions as an important clinical
activity [5, 6], and patients welcome interventions during
routine consultations [4].

Public health policies are used to compel healthcare
professionals to deliver health behaviour change inter-
ventions during routine practice [7, 8, 9]. Making Every
Contact Count (MECC), a National Health Service
(NHS) policy aimed at patient-facing healthcare profes-
sionals, places prevention at the centre of every NHS
patient -healthcare professional contact [10, 11]. The
policy, which is based on behaviour change evidence
[12] and developed with partner organisations includ-
ing local authorities and the National Institute for Health
and Care Excellence (NICE) [11], compels healthcare
professionals to offer health behaviour change interven-
tions (e.g., smoking cessation, improving diet, increasing
physical activity, and reducing alcohol intake) to encour-
age patients to change their behaviour and to direct them
to local services that can support them. Whilst NHS
organisations are contractually obliged to implement the
policy, previous research shows: (a) lack of awareness of
the policy across all healthcare professional groups, and
(b) low levels of practice consistent with the policy [5].
A national survey administered in 2017 showed that 31%
of healthcare professionals reported having heard of the
MECC policy. In the survey, healthcare professionals
believed that 56% of the patients they saw in a typical
week would benefit from a behaviour change interven-
tion, however they felt unable to “Make Every Contact
Count” in 50.0% of these cases [5].

The impacts of the COVID-19 public health emergency
on healthcare professionals and organisations have been
significant. Internationally, this has included understaff-
ing [13], a perceived fear of becoming infected with the
virus [14], and dealing with a lack of personal protective
equipment [15]. In the UK, research suggests healthcare
professionals have faced a number of challenges during
the pandemic, including inadequate training, a lack of
consistent guidelines with respect to caring for patients
during the pandemic, a changing and challenging work

environment [16, 17], and a rapid shift to remote con-
sultations [18, 19]. Consequently, this may have led to
changes in the way behaviour change interventions are
delivered, as they may have become less of a priority dur-
ing routine consultations.

These added pressures may have led the MECC pol-
icy to be overlooked [20]. The COVID-19 public health
emergency has increased health inequalities [21], and
may have led to increased alcohol intake, reductions in
physical activity, and lower diet quality, compared to pre-
pandemic levels [22, 23]. Consequently, supporting peo-
ple to modify health behaviours is more important now
than when the policy was introduced. There is therefore
an urgent need to understand how awareness and preva-
lence of policy-related practice may have been impacted
by the pandemic.

As well as examining perceptions of patient benefit
of behaviour change interventions and perceptions of
reported practice with respect to delivering behaviour
change interventions, it would also be valuable to exam-
ine whether specific psychosocial drivers are associated
with delivering interventions. Michie et al’s [24] Capabili-
ties, Opportunities and Motivations model of Behaviour
change (COM-B), which is endorsed by the UK National
Institute for Health and Care Excellence [25], is designed
to capture the key drivers of behaviour. Whilst there is
evidence from previous studies that these proposed driv-
ers of behaviour— perceived personal capability, access to
opportunities and personal motivation— do indeed influ-
ence the extent to which healthcare professionals deliver
behaviour change interventions [26], no research to-date
has examined whether these drivers are still important
factors in a post-COVID-19 NHS context. This is impor-
tant because this may allow targeted interventions to be
delivered to enhance psychosocial drivers of healthcare
professional behaviour.

The present study aims to: (a) examine changes in
healthcare professionals’ awareness of, and engagement
with the policy over a five-year period (2017-2022), (b)
examine the psychosocial drivers associated with deliv-
ering behaviour change interventions, and (c) identify
targets for interventions to increase healthcare profes-
sionals’ delivery of interventions.
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Methods

Design

We conducted a retrospective cohort study using two
cross-sectional online surveys administered by YouGov,
a survey panel company, to two independent, representa-
tive samples of the UK’s National Health Service (NHS)
healthcare professionals pre COVID-19 (in 2017) and
during COVID-19 (in 2022).

Participants

The first survey was conducted in the UK in July-Septem-
ber 2017 with a sample of 1387 healthcare profession-
als working in the NHS [5]. The second survey (during
COVID-19) was conducted in the UK in February-March
2022 (a time which proceeded a COVID-19 ‘peak’ when
one in 23 people in the UK had the virus (up from 1 in 70
in December 2021) [27]) on a sample of 1008 healthcare
professionals working in the NHS.

In both surveys a range of patient-facing healthcare
professionals were recruited and included general prac-
titioners (GPs); specialist doctors; nurses; midwives,
and scientific, therapeutic and technical staff (e.g. phar-
macists, psychologists, speech and language therapists).
The sampling frame aimed to obtain the widest pos-
sible variation in participants according to demographic
characteristics.

Procedure

Participants were identified from a pre-existing sample
of healthcare professionals recruited and incentivised
by YouGov to complete the questionnaire (respondents
accumulate points for taking part in surveys, which can
be exchanged for cash or entry into a prize draw). The
first survey was part of a wider study examining the bar-
riers and enablers to healthcare professionals delivering
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behaviour change interventions [5], and the second sur-
vey was part of a wider questionnaire aimed at devel-
oping and piloting a theory-based intervention for
healthcare professionals. Ethical approval was obtained
from the University of Manchester Research Ethics Com-
mittee (2017 survey ref: 2017-0739-1780) and the Uni-
versity of Leeds Research Ethics Committee (2022 survey
ref: PSYC-398) and participants gave informed consent at
the beginning of the surveys.

Measures

Both questionnaires collected demographic information
such as gender and age, healthcare setting (e.g. primary
care, secondary care) as well as the number of patients
seen by the healthcare professional in a typical week. Par-
ticipants were asked about their awareness of the MECC
policy (using a yes/no response option; a description of
which was provided after participants answered, in order
not to influence the participant’s response) and about the
extent to which they engaged in this activity as part of
their daily practice. Participants were asked to rate (using
a 0-100% rating scale): (a) what proportion of patients
they saw would benefit from opportunistic behaviour
change interventions, (b) the proportion of times they
delivered opportunistic behaviour change interventions
to the patients they thought would benefit, and (c) how
much of their contact time they spent delivering oppor-
tunistic behaviour change interventions to the patients
they thought would benefit. Keyworth et al’s brief
COM-B measure [26] was used to assess healthcare pro-
fessionals’ capabilities, opportunities and motivations,
which comprises six items designed to measure physical
capability, psychological capability, physical opportunity,
social opportunity, reflective motivation, and automatic
motivation (presented in full in Table 1). Each item is

Table 1 Comparison of capabilities, opportunities, and motivations between 2017 and 2022 survey respondents

Pre-COV- During Univariate
ID-19 COovVID-19 ANOVA
survey survey
(2017) (2022)
Question Mean (SD) Mean (SD) df DfE F p npz
(%) (%)
Physical capability: “l am PHYSICALLY able to Make Every Contact Count™ 669 310 668 265 6 1747 0005 094 0.000
Psychological capability:“l am PSYCHOLOGICALLY able to Make Every Contact 7.21 264 669 253 6 1747 17.185 <0.001 0.010
Count What is psychological capability?”
Physical opportunity: “Of the service users you see in a typical working week, with 4639 33.19 3741 3598 6 1747 28461 <0.001 0016
what proportion do you have the PHYSICAL opportunity to Make Every Contact
Count?"®
Social opportunity: “Of the service users you see in a typical working week, with 4358 3225 3332 3347 6 1747 4155 <0001 0.023
what proportion do you have the SOCIAL opportunity to Make Every Contact
Count?™
Reflective motivation:“l am motivated to Make Every Contact Count” 652 283 643 272 6 1747 0511 048 0.000
Automatic motivation: “Making Every Contact Count is something | do 638 301 624 283 6 1747 0927 034 0.001

automatically”

2using a 0-100% rating scale; "assessed on 11-point scales (strongly disagree[0]-strongly agree[10]
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accompanied with a brief definition of each construct
(e.g., the physical opportunity item is accompanied with:
What is physical opportunity? The environment provides
the opportunity to engage in the activity concerned (e.g.,
sufficient time, the necessary materials, reminders). The
physical opportunity and social opportunity items are
measured using a 0-100% rating scale, and the physical
capability, psychological capability, reflective motivation,
and automatic motivation items are assessed on 11-point
scales (strongly disagree[0]-strongly agree[10]).

Analyses

Descriptive statistics were used to quantify MECC-
related activities, and mean ratings of awareness of the
MECC policy and MECC-related practices (the pro-
portion of patients that would benefit from behaviour
change interventions, the proportion to whom they
deliver interventions and the amount of time spent on
this activity) were calculated. 7- tests (independent-
samples), MANOVA and chi-square was used for com-
parisons between the surveys. Chi-square was used to
gauge the representativeness of survey two (conducted
in 2022) compared to survey one (conducted in 2017).
MANOVA was used to compare mean scores for capabil-
ities, opportunities, and motivations between 2017 sur-
vey respondents and 2022 survey respondents. A series
of multiple linear regressions were used to examine asso-
ciations between sociodemographic factors, psychosocial
variables, and delivery of behaviour change interventions
(among the 2022 survey respondents only). Separate lin-
ear regression models were conducted for each of the
three dependent variables: perceptions of patient benefit
of interventions, delivery of interventions, and time spent
delivering interventions. Each model was adjusted for
potential correlates of delivering interventions (age, gen-
der, and ethnicity).

Results

Sample characteristics

Table 2 shows an overview of data from survey two (2022)
compared to survey one (2017). The two samples did not
differ with respect to gender (p’s>0.05), age (p=.91), set-
ting (p’s>0.05), and most healthcare professional groups
(p’s>0.05). We were unable to recruit comparable num-
bers of GPs; consequently, we obtained an over-repre-
sentation of staff in the category “Other Hospital and
Community Health Services (HCHS) staff/unknown
classifications” Table 2 also shows the reported number
of: (a) service users seen in a typical week, and (b) the
mean time spent with each patient. Independent samples
t-tests indicated that in a typical week, healthcare profes-
sionals in the 2022 survey (M=33.39, SD=30.23), com-
pared with healthcare professionals in the 2017 survey
(M=50.00, SD=31.89) reported seeing fewer patients
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(p<.001). There were no differences between the 2022
survey respondents (M=32.00, SD=20.40), and 2017 sur-
vey respondents (M=31.00, SD=19.54) in the reported
number of minutes spent with each patient (p=.06).

Awareness and prevalence of “making every contact
count” (2022 survey versus 2017 survey)

A higher proportion of healthcare professionals had
heard of the “Making Every Contact Count” policy in
the 2022 survey (52%), compared with the 2017 survey
(31.4%) (X? values are presented in Table 2). Using Pillai’s
trace, MANOVA indicated that there were significant
differences between the 2022 survey respondents and the
2017 survey respondents in terms of prevalence of Mak-
ing Every Contact Count-related practices (V=0.031,
F(3, 1892)=20.45, p<.001, np2=0.03). Univariate F tests
revealed significant reductions between groups (in 2022
compared with 2017) for: (1) the perceived proportion of
patients who would benefit from behaviour change inter-
ventions (2022 survey M=49.11, SD=35.64, versus 2017
survey M=55.93, SD=31.86; p<.001, (2) the proportion
of patients to whom healthcare professionals delivered
interventions (2022 survey M=38.00, SD=36.33, ver-
sus 2017 survey M=50.00, SD=31.34; p<.001, and (3)
the proportion of the consultation time spent delivering
behaviour change interventions (2022 survey M=26.54,
§D=32.68, versus 2017 survey M=35.30, SD=30.92;
p<.001 (see Table 3). The results indicate that the imple-
mentation of “Making Every Contact Count” decreased
in 2022, compared with 2017. Therefore, there is scope to
improve the prevalence of behaviour intervention deliv-
ery amongst healthcare professionals. A comparison of
the prevalence of “Making Every Contact Count” across
the two surveys is presented in Fig. 1.

Perceived capabilities, opportunities, and motivations to
deliver behaviour change interventions

Using Pillai's trace, MANOVA indicated that there
were significant differences between the 2022 survey
respondents and the 2017 survey respondents in per-
ceived capabilities, opportunities, and motivations to
deliver behaviour change interventions (V=0.045, F(6,
1747)=13.87, p<.001, r]p2:0.05). Univariate F tests
revealed significant differences between groups for: psy-
chological capability (2022 survey M=6.69, SD=2.53,
versus 2017 survey M=7.21, SD=2.64; p<.001, physical
opportunity (2022 survey M=37.41, SD=35.98, versus
2017 survey M=46.39, SD=33.19; p<.001, and social
opportunity (2022 survey M=33.32, SD=33.47, versus
2017 survey M=43.58, SD=32.25; p<.001 (see Table 1).
The results indicate that healthcare professionals reported
fewer physical opportunities, fewer social opportunities,
and fewer psychological capabilities to deliver behav-
iour change interventions in 2022, compared with 2017.
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Table 2 Sample characteristics (2017 sample compared to 2022 sample)

Pre-COVID-19 survey

During COVID-19 survey

(2017) (2022)

Variable n (%) Mean (SD) n (%) Mean (SD) X2 for dif-  t-test
ference be-
tween two
samples

Gender (%)

Male 446 (32.2) 266 (26.4) 0.87 (p=.35)

Female 941 (67.8) 741 (73.5) 0.87 (p=.35)

Total 1387 1008

Age, years 45 (11.46) 45 (11.97) 0.11

Healthcare professional group®

General Practitioners 332 (239) 45 (4.5) 14.56

Specialist doctors 125  (9.0) 146 (14.5) (p<.01)

Nurses and health visitors 438  (31.6) 409 (40.6) 1.70 (p=.19)

Midwives 42 (3.0 30 (3.0 1.75 (p=.19)

Ambulance staff 20 (1.4) 10 (1.0) 1.00

Scientific, therapeutic and technical staff° 270 (19.5) 143 (14.2) (p=1.00)

Nurses working in GP practices 88 6.3) 46 (4.6) 1.00

Support to clinical staff 49 (3.5 58 (5.8) (p=1.00)

Other HCHS staff/unknown classifications 23 (1.3) 121 (12.0) 1.28 (p=.26)

Total 1387 1008 0.10 (p=.76)
042 (p=52)
9.95 (p<.01)

Setting

NHS Acute Care 576  (41.5) 414 (41.7) - 0.02 (p=.89)

NHS Tertiary Care 83 (6.0) 89 (8.8) 0.65 (p=42)

NHS Community Care 257 (18.5) 230 (22.8) 048 (p=49)

NHS Primary Care 339 (244) 193 (19.1) 0.23 (p=263)

Other 132 (95) 82 8.2) 024 (p=.62)

Total 1387

How many service users do you see in a typical week? 50 (31.89) 3339 (30.23) 12.48%%*

Total number of service users seen by all included health- 58,906° 33,631°

care professionals

How many minutes do you spend on average with each 31 (19.54) 32 (20.40) -1.92

service user? (mins)

Before today, had you heard of the Making Every Contact

Count consensus statement?

Yes 436 (314) 524 (52.0) 9.08 (p<.01)

No 830 (59.8) 484 (48.0) 2.90 (p=.09)

Do not know 83 (6.0) - -

Did not state 38 2.7) - -

Total 1387 1008

**¥p<.001; **p<.01; *p<.05

2 Staff categories and NHS data according to NHS digital workforce statistics (headcount), excludes NHS infrastructure support and admin staff; https://digital.nhs.
uk/data-and-information/publications/statistical/healthcare-workforce-statistics/healthcare-workforce-statistics-march-2017-experimental

b Participants were asked to estimate the number of patients they would see in a typical week; therefore, this is an approximate number only, based on n=1177

healthcare professionals who provided an estimate

There were no significant differences between groups
for: physical capability (2022 survey M=6.68, SD=2.65,
versus 2017 survey M=6.69, SD=3.10; p=.94, reflec-
tive motivation (2022 survey M=6.43, SD=2.72, versus
2017 survey M=6.52, SD=2.83; p=48, and automatic
motivation (2022 survey M=6.24, SD=2.83, versus 2017
survey M=6.38, SD=3.01; p=.34. Therefore, there is
scope to improve opportunities and capabilities amongst
healthcare professionals. A comparison of the perceived

capabilities, opportunities, and motivations across the
two surveys is presented in Table 1.

Associations between sociodemographic variables,
capabilities, opportunities, and motivations to

deliver behaviour change interventions (2022 survey
respondents)

Multiple linear regression (Table 4) showed that, con-
trolling for sociodemographic variables, healthcare
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Table 3 Difference between groups for awareness and prevalence of “Making Every Contact Count” (2017 survey; n= 1387, versus

2022 survey; n=1008)

Pre-COVID-19 During Univariate
survey (2017) COVID-19 ANOVA
survey (2022)

Question Mean (SD) Mean (SD) df DfE F p n,

(%) (%)
Of the service users you see in a typical working week, what proportion do 5593 (31.86) 49.11 (3564) 1 1894 14771 <0.001 0.008
you think would benefit from you Making Every Contact Count?
Of the service users you see in a typical working week, who you think would 5000  (31.34) 3800 (36.33) 1 1894 54332 <0.001 0028
benefit, with what proportion do you Make Every Contact Count?
Of the service users you see in a typical working week who you think would 3530 (30.92) 2654 (3268) 1 1894 36446 <0.001 0.019

benefit, how much of their appointment time do you spend with them
making every contact count?

**%< 001

60

50

40

30

20

10

Perceived patient benefit

B Survey 1 (pre-COVID-19)

Delivering interventions

Time spent delivering
interventions

Survey 2 (COVID-19)

Fig. 1 Comparisons of proportion and awareness of Making Every Contact Count

professionals’ perceptions of their opportunities and
motivations were significantly associated with all three
dependent variables. More specifically, higher propor-
tions of perceived patient benefit, higher prevalence of
delivering behaviour change interventions, and greater
amount of reported time delivering interventions were
each associated with higher levels of physical and social
opportunity, and higher levels of reflective and automatic
motivation to deliver interventions.

Discussion

Principal findings

Across the two surveys, awareness of the public health
policy Making Every Contact has increased among
healthcare professionals in 2022 (52.0%) compared with
2017 (31.4%). Despite this, reported engagement with
policy-related practices appears to have reduced over
time. Across the two surveys, healthcare professionals:
(a) reported fewer patients would benefit from behaviour

change interventions, (b) reported delivering behaviour
change interventions to a lower proportion of patients,
and (c) spent a lower proportion of the consultation time
delivering behaviour change interventions. Perceptions
of opportunities and motivations were associated with
delivery of behaviour change interventions.

Comparison with existing literature

Previous work suggests that healthcare professionals are
willing and see the value of delivering behaviour change
interventions as part of routine clinical interactions with
patients, in accordance with public health strategies [5, 6,
11]. Despite the increasing levels of awareness of policy
observed in the present study, the falling levels of policy-
related practices is a cause for concern for both policy
makers and intervention developers. Findings from the
present study suggest that healthcare professionals per-
ceived fewer patients would benefit from behaviour
change interventions in 2022 compared with 2017. This is
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Table 4 Associations between sociodemographic variables,
COM-B and delivering behaviour change interventions (2022
survey respondents only)

Variable B SE 95% Cl p

Ofthe service users you see in

a typical working week, what

proportion do you think would

benefit from you Making Every

Contact Count?
Gender (1=Men; -0.00 219 -441,419 096

2=Women)
Age 0.05 008 -0.02,030 0.08
Ethnicity (1=White; -0.03 302 -888,298 033

2 =Black, Asian or Minority

Ethnic)
Physical Capability -0.08 059 -227,002 005
Psychological Capability -0.02 062 -147,098 0.69
Physical Opportunity 0.18 004 0.10,026  <0.001
Social Opportunity 0.17 004 010,026  <0.001
Reflective Motivation 0.27 059 242,473 <0.001
Automatic Motivation 0.1 055 032,246 <005

Ofthe service users you seein a
typical working week, who you
think would benefit, with what
proportion do you Make Every

Contact Count?
Gender (1=Men; 0.05 210 -044,781 0.08

2=Women)
Age 0.04 008 -0.02,028 009
Ethnicity (1=White; -0.01 290 -648,489 078

2 =Black, Asian or Minority

Ethnic)
Physical Capability -0.06 004 -191,029 0.15
Psychological Capability 0.00 004 -1.14,121 095
Physical Opportunity 0.17 057 009,024 <0001
Social Opportunity 0.25 052 019,035 <0.001
Reflective Motivation 0.18 056 1.22,344 <0.001
Automatic Motivation 0.20 060 152,358 <0001

Of the service users you see
in a typical working week
who you think would benefit,
how much of their appoint-
ment time do you spend with
them making every contact

count?
Gender (1=Men; 0.04 196 -061,708 0.10

2=Women)
Age 0.04 007 -005024 0.19
Ethnicity (1=White; 0.02 271 375,686 057

2 =Black, Asian or Minority

Ethnic)
Physical Capability -0.08 052 -204,001 005
Psychological Capability 0.01 056 -1.00,1.18 087
Physical Opportunity 0.18 004 009,053 <0001
Social Opportunity 0.25 004 017,032 <0.001
Reflective Motivation 0.14 0.53 063,270 <0.01

Automatic Motivation 0.19 049 1.17,3.09 <0.001

Page 7 of 10

in contrast with recent literature suggesting that for some
people, the pandemic may have led to increased alcohol
intake, reductions in physical activity, and lower diet
quality, compared to pre-pandemic levels [22, 23]. Con-
sequently, supporting people to modify health behaviours
should continue to be an important area of healthcare
delivery.

A concerning observation are the findings with respect
to falling levels of policy-related practice amongst
healthcare professionals who are well placed to support
behaviour change with patients, due to their frequent
one-to-one contact with patients. For example, settings
such as primary care [28] and maternity services [29]
offer teachable moments to address behaviour change,
yet our findings suggest significant reductions in deliv-
ery of behaviour change interventions by GPs, nurses
and health visitors, nurses working in GPs practices, and
midwives across the two surveys. Similar findings were
observed for time spent delivering interventions, with
nurses and health visitors, midwives, ambulance staff,
scientific, therapeutic and technical staff, nurses work-
ing in GP practices, and staff providing support to clini-
cal staff all reporting spending lower proportions of the
consultation time delivering behaviour change interven-
tions. The present study also provides additional support
for the predictive validity of the COM-B model, which
has shown to predict several behaviours across a diverse
range of contexts [26, 30, 31].

Specific reasons contributing to the likelihood of
behaviour change being part of routine medical consulta-
tions may be due to the added pressures of the pandemic,
which may have resulted in practice consistent with the
Making Every Contact Count policy being over-looked.
Specific challenges may have included dealing with the
shift to remote consultations [32], the influx of COVID-
19 patients, and understaffing which may have been
caused due to staff illness [33].

It may also be the case that fewer patients are being
seen by healthcare professionals since the onset of the
pandemic. For example, data from the earlier stages of
the pandemic showed a reduction in consultation rates
in the four months following the onset of the pandemic,
compared with the previous year, as a result of the shift
to remote consultations [18]. Some patients may also
have been discouraged from consulting with the health-
care service in response to public health messages
encouraging people to ease the burden on health services
[34]. This finding is consistent with our data: GPs, spe-
cialist doctors, nurses and health visitors, and ambulance
staff were among the groups who reported seeing fewer
patients in 2022, compared with 2017.
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Implications for research and practice

It would be valuable to explore specific drivers of health-
care professionals’ capabilities, opportunities, and moti-
vations to deliver behaviour change interventions during
routine medical consultations, in order to understand
the policy and practice recommendations required to
promote greater uptake of policy-related practices [24].
In the present study, we observed lower levels of physi-
cal opportunities and social opportunities following the
onset of the pandemic, compared to pre-pandemic lev-
els. This may suggest two areas for future research. First,
our findings suggest that helping facilitate an environ-
ment conducive to having discussions about behaviour
change and providing the specific means of delivering
brief behaviour change interventions in a time-restricted
consultation (physical opportunities) may encourage
more healthcare professionals to deliver interventions.
Second, encouraging organisations to provide support
for healthcare professionals to deliver interventions, and
thereby creating social and cultural norms (social oppor-
tunity) may be an important focus of future work. As one
clear post-pandemic change in healthcare delivery is an
increase in remote consultations, it may be valuable for
future studies to focus on this and explore how remote
consultations may impact on the delivery of behaviour
change interventions. It could be suggested that the lack
of extra cues in the online environment may reduce: (1)
healthcare professionals’ awareness of patient need for
behaviour change, and (2) opportunities to highlight
patient benefit and explore this with patients. This pos-
sibility is supported by evidence that dementia diagnosis
rates have dropped following increases in remote general
practice consultations, but the mechanisms underlying
this remain unclear [35].

Future work should aim to develop and test behaviour
change interventions that can be incorporated into time-
restricted medical consultations and take into account
the added complexities of healthcare delivery in light of
the changes following the onset of the pandemic [18, 19].
Another possible area for future research would be to
help support healthcare professionals to identify patients
who would benefit from behaviour change interventions,
and to provide the means of engaging patients in discus-
sions about health behaviours (healthcare professionals:
[a] perceived fewer patients would benefit from inter-
ventions in 2022, compared with 2022, and [b] did not
deliver interventions on 62% of occasions in which they
perceived a need). Supporting healthcare professionals
to identify the barriers to engaging patients in discus-
sions about behaviour change, and potential enablers to
increase delivery of interventions, should be a focus of
future research.
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Strengths and limitations
To our knowledge, this is the first attempt to examine
the awareness and prevalence of “Making Every Con-
tact Count”-related activities across healthcare profes-
sional groups using two large national surveys, across
two different times. Findings highlight important oppor-
tunities to support healthcare professionals to deliver
behaviour change interventions considering the ever-
changing landscape of healthcare delivery, as a result of
the changes in response to the pandemic. We have iden-
tified potential targets to drive healthcare professional
behaviour change, and whilst our measures were self-
reported, prior work shows the tool is reliable and valid,
and is sensitive to COVID-19-related changes [26, 36].
Future research should aim to build on these findings and
develop and test brief interventions designed to support
healthcare professionals in the area of clinical practice.
There are limitations to this study. Although the two
samples were large and both intended to be comparable
to the patient-facing NHS healthcare professional work-
force, we were unable to follow-up the respondents in our
original survey [5]. This was primarily due to respondents
being members of YouGov’s pre-existing panel, members
of which may have changed in the five years since the
original survey was conducted. Further, the sample may
not be fully representative of the healthcare professionals
working in the NHS as a whole. In both surveys however,
YouGov attempted to overcome this by seeking the wid-
est possible variation in participants according to demo-
graphic characteristics. Additionally the cross-sectional
nature of the study meant that we were unable to track
any changes over time in our respondents, and causality
cannot be inferred. Other COVID-19-related factors that
may not have been captured in the present study may be
contributing to whether brief behaviour change inter-
ventions are delivered to patients. For example, there
may be different priorities across the various healthcare
specialisms during the pandemic, particularly those pro-
fessionals working in secondary or specialist care roles,
who may have more focused consultations which may
have been prioritising treating COVID-19 patients [37]
and may perceive a lack of time to deliver opportunistic
behaviour change interventions. Whilst this a limitation
of cross-sectional survey designs, we are now undertak-
ing qualitative work that aims to capture the most rele-
vant barriers and enablers to healthcare practice during
the pandemic, beyond those commonly reported in the
literature, such as time, workload and organisation bar-
riers [6].

Conclusions

Healthcare professionals value and are aware of the
importance of delivering behaviour change interven-
tions during routine medical consultations. Despite
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growing awareness of policy, our findings suggest that
the COVID-19 public health emergency may have led to
changes in the way behaviour change interventions are
delivered. Further research is needed to consider how
healthcare professionals identify patients who might
benefit from opportunistic behaviour change inter-
ventions and focus on the development of behaviour
change interventions aimed at increasing healthcare
professionals’ opportunities and motivations to deliver
behaviour change interventions during routine medical
consultations.
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