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Abstract

Background: The method, Swedish Physical Activity on Prescription (SPAP), has been launched in Swedish healthcare
to promote physical activity for prevention and treatment of lifestyle related health disorders. Despite scientific support
for the method, and education campaigns, it is used to a limited extent by health professionals. The aim of the study
was to describe the views of health professionals on perceived facilitators, barriers and requirements for successful
implementation of SPAP in primary healthcare.

Methods: Eighteen semi-structured interviews with stakeholders in SPAP, i.e. ten people working in local or
central management and eight primary healthcare professionals in two regional healthcare organisations, were
analysed using qualitative content analysis.

Results: We identified an overarching theme regarding requirements for successful implementation of SPAP:
Need for knowledge and organisational support, comprising four main categories: Need for increased knowledge
and affirmative attitude among health professionals; Need for clear and supportive management; Need for central
supporting structures; Need for local supporting structures. Knowledge of the SPAP method content and core
components was limited. Confidence in the method varied among health professionals. There was a discrepancy
between the central organisation policy documents declaring that disease preventive methods were prioritised and a
mandatory assignment, while the health professionals asked for increased interest, support and resources from
management, primarily time and supporting structures. There were somewhat conflicting views between primary
healthcare professionals and managers concerning perceived barriers and requirements. In contrast to some of the
management’s beliefs, all primary healthcare professionals undisputedly acknowledged the importance of promoting
physical activity, but they lacked time, written routines and in some cases competence for SPAP counselling.
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Conclusion: The study provides knowledge regarding requirements to facilitate the implementation of SPAP in healthcare.
There was limited knowledge among health professionals regarding core components of SPAP and how to practise the
method, which speaks for in-depth training in the SPAP method. The findings highlight the importance of forming policies
and guidelines and establishing organisational supporting structures, and ensuring that these are well known and

approved in all parts of the healthcare organisation.

Keywords: Disease prevention, Health professionals, Health promotion, Implementation, Non-communicable
disease prevention, Physical activity, Primary healthcare, Qualitative research method, Sweden

Background

Regular physical activity has a positive impact on both
mental and physical health. Yet, almost half of adults in
high income countries are insufficiently physically active
[1]. Physical inactivity is a public health threat and one
of the ten most significant risks factors for loss of dis-
ability adjusted life years worldwide [2].

Healthcare services have a unique role in promoting
health, as it reaches a large part of the population, in-
cluding vulnerable groups which may otherwise be diffi-
cult to reach, such as the elderly, socio-economically
weak and people on sick leave [3]. Guidelines in Swedish
healthcare regarding methods for preventing diseases
caused by unhealthy lifestyle behaviours, such as tobacco
use, harmful use of alcohol, physical inactivity and un-
healthy diet, were launched by the Swedish National
Board of Health and Welfare in 2011 [4]. These guide-
lines [4] recommend that in regard to insufficient phys-
ical activity, healthcare should offer person-centred
health promotion counselling, combined with written
prescription of physical activity or monitoring of phys-
ical activity by pedometers, and also a follow-up of the
prescribed physical activity.

The Swedish Physical Activity on Prescription (SPAP)
was introduced in 2001, as a method for Swedish health-
care to promote physical activity both for the prevention
and treatment of lifestyle related health disorders [5]. The
SPAP method consists of five core components: 1)
person-centred health promotion consultation, 2) written
prescription of physical activity summing an agreement
between the patient and the health professional based on
the expressed intentions and goals of the patient, and the
knowledge and competence of the health professional, 3)
a prescription guided by evidence-based knowledge on
physical activity in the prevention and treatment of health
conditions; i.e. in accordance with the recommendations
in the handbook “Physical Activity in the Prevention and
Treatment of Disease FYSS” [6], 4) follow-up of the writ-
ten prescription, and 5) collaboration between the health-
care service and physical activity organisers outside
healthcare (e.g. sports clubs, fitness centres). It is also
emphasised that the method should be tailored to local
conditions in the healthcare organisation [7, 8].

Studies have reported that prescriptions in line with
SPAP increase physical activity level in patients in
primary healthcare [9, 10]. SPAP has also been shown
to reduce sedentary time [11], have a positive effect
on health-related quality of life [9, 12] and on risk
factors for metabolic syndrome and cardiovascular
diseases [11, 13].

Despite scientific support for SPAP and its components,
the use in healthcare services has been low [4, 14]. Since
the introduction, attempts have been made to facili-
tate implementation of SPAP in primary healthcare
practice, mainly through information and the educa-
tion of healthcare professionals. However, these at-
tempts have not yielded a lasting effect on the usage
of the method [8]. There are few studies on how the
components of SPAP are applied clinically, or on how
to support implementation of SPAP in healthcare ser-
vices [15-17].

Implementation of new healthcare practices can be
seen as a process of behavioural change that is affected
by many actors and factors on different levels [18].
Health promotion practices often take a longer time to
implement in clinical practice as compared to, e.g. new
technologies [19, 20]. According to The Promoting
Action on Research Implementation in Health Services
framework (PARIHS), successful implementation is a
function of the interaction of: evidence, i.e. the degree of
scientific support for the proposed change, context, i.e.
the environment in which the proposed change is to be
implemented, and facilitation, i.e. the manner in which
the change is supported [18, 21]. Factors of importance
for successful implementation of a new method include
the individual healthcare provider’s attitude to the
method, and that it targets a perceived need by the users
as well as general features, such as the organisational
culture. The implementation strategy should involve a
clearly structured method for the clinical work, and the
application of the method should fit as part of regular
procedures. If relevant and evidence-based methods are
not applied in healthcare, it is important to identify the
underlying mechanisms for non-application, in that ap-
propriate strategies to support implementation can be
developed [20]. It would also be important to identify
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the personal and contextual barriers and facilitators for
implementation of the SPAP method in healthcare, in
order to gain better understanding of factors affecting
the process. Thus, the aim of the study was to describe
the views of health professionals on perceived facilita-
tors, barriers and requirements for successful implemen-
tation of SPAP in primary healthcare.

Methods

Study design

This is a descriptive study using qualitative content ana-
lysis [22] of interview data with both a deductive and in-
ductive approach [23].

Participants

We used a purposeful sampling approach to select stake-
holders in SPAP in two regional healthcare organisations
in Sweden. The participants consisted of ten people
working in primary healthcare management (three man-
agers of healthcare centres; two local SPAP coordinators;
and two managers and three health promotion coordina-
tors in the central administration of the healthcare orga-
nisations), and eight health professionals working in
primary healthcare centres (three physicians, two regis-
tered nurses and three physiotherapists). In all, eighteen
stakeholders were interviewed: five stakeholders at man-
agement level from each region plus five and three
health professionals from each region respectively. The
sampling was done to represent maximal variation in
type of profession, management level, number of SPAP
prescriptions at the primary healthcare centres and the
size of the primary healthcare centres. By including the
two regional healthcare organisations it was possible to
illuminate differences with regard to the organisation of
health promotion services, in that one organisation pro-
vided central guidelines, other materials and advisory
support on SPAP to the healthcare staff to a much
greater extent than the other organisation.

Ethical considerations

The study was approved by The Ethics Review Board
at Uppsala University (EPN Uppsala No. 2014-198).
Verbal and written information about the study were
provided to the participants. Written consent for par-
ticipation were obtained from the participants prior
to the interviews.

Procedure

Individual interviews were undertaken during the au-
tumn of 2014 according to a semi-structured interview
protocol [24]. The protocol contained open ended ques-
tions designed to respond to the research questions of
the study: What factors in the organisational context
facilitate or impede prescription of SPAP in patient
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consultations? What requirements are needed to facili-
tate increased prescription of SPAP? During the inter-
view, the interviewer posed follow-up questions, restated
and summarised information, and asked the participant
to confirm the accuracy of the spoken data [25]. English
language copies of the two Interview Guides used to
direct discussions are attached as a supplementary file
(Additional file 1). The interviews lasted for 15—45 min
and were carried out in a room at the participant’s place
of work where only the participant and the interviewer
were present and undisturbed by others. The second au-
thor conducted all of the interviews of participants in
management positions, and a research assistant (a
physiotherapist working in primary healthcare and well
acquainted with the SPAP method), conducted all of the
interviews with the health professionals. The interviews
were audio-recorded and transcribed verbatim directly
after each interview by a research assistant.

Data analysis

The interview data was analysed using qualitative con-
tent analysis [22], and undertaken in two steps [23].
First, the interviews with the participants working in
healthcare management were analysed by an inductive
approach. Second, the interviews with health profes-
sionals were analysed by a deductive approach based on
the categorisation matrix created from the healthcare
management interviews.

The first and the second author read the text files of
the interviews as soon as they had been transcribed in
order to gain an overview of the material, along with a
sense of when the material was sufficiently saturated, i.e.
when similar descriptions of attitudes and perceptions of
facilitators and barriers to the use of SPAP recurred in
the interviews.

The first and the second author also performed the
initial data analysis by reading the text and identifying
meaning units, i.e. specific units of text consisting of a
single word, a few words, or a few sentences relating to
the research questions. Meaning units were condensed
and coded. Codes were then discussed and grouped to-
gether into higher order subcategories and categories. In
order to minimise bias, a dialogue was ongoing between
the two authors, which facilitated openness to the text
with its meaning units, codes, subcategories and categor-
ies. In order to validate the interpretation, all authors
read the text files, discussed the coding and reviewed
the preliminary interpretation. All authors participated
in the analysis by discussing and revising the interpret-
ation until consensus was obtained. Table 1 provides ex-
amples of the analytic coding process by which meaning
units, codes, subcategories and categories were formed.

Open coding using an inductive approach was used for
the data generated by the interviews with those working
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Table 1 Subcategories and examples of codes and meaning units in the category “Need for central supporting structures”

Category

Subcategories

Examples of codes

Examples of meaning units

Need for central
supporting
structures

Establish a centralised function
within the healthcare organisation
for coordination and development
of SPAP

Support (by education, written
material) from central health
promotion unit

Support (by inspiration, coaching
and regular updates) from central
health promotion unit

...someone who lectured and talked about the method at the
healthcare centres, if there were experts who could come out
to us.

..you need to get more information out, to us here at the
primary healthcare centre, on how to use this method...

..some sort of events or something that happens all the time,
so that you could get inspiration...

Expand cooperation with external
physical activity organisers

Central support for organised
cooperation outside healthcare

..we used to get to meet the central health promotion coordinator
once or twice a year for updates on our prescriptions and for
some Inspiration

..someone who finds clever ways when working with other
organisations [i.e. outside healthcare] and referring patients.

..someone, like a central coordinator or something, so that
updating [of contact list to activity organisers] is done all
the time

SPAP Swedish Physical Activity on Prescription

in healthcare management positions. After coding, the
data from the interviews with health professionals was
grouped into the pre-defined subcategories and categories
in the structured categorisation matrix created from the
inductive analysis. When using this matrix we selected the
aspects (meaning units) that fitted the categorisation
frame, but were still open to that aspects which did not fit
the categorisation could be used to create new categories
to be added to the matrix.

Results

The content analysis identified several requirements for
successful implementation of SPAP and generated the
overarching theme: Need for knowledge and organisa-
tional support comprising four main categories: Need
for increased knowledge and affirmative attitude among
health professionals; Need for clear and supportive man-
agement; Need for central supporting structures; Need
for local supporting structures. The analysis of inter-
views with health professionals did not reveal any new
categories as compared to the categorisation matrix cre-
ated from the healthcare management interviews. The
categories and subcategories are described in Table 2
and in further detail below, with quotations in italics.

Need for increased knowledge and affirmative attitude
among health professionals

Increase knowledge on how to talk about health behaviours
in patient consultations

All participants perceived that it was important to ad-
dress health behaviours in patient consultations/encoun-
ters, but were not sure that their colleagues felt it was
important. Specifically, some of the participants in cen-
tral management positions perceived that the health pro-
fessionals felt that it was not their duty to undertake
health promotion.

“..even now, it is still not natural for most of the
Western world healthcare to work that way. I mean, to
allow patients to take more responsibility.”

However, several of the health professionals stated
that, although they wanted to, they did not have enough

Table 2 Requirements for successful implementation of SPAP.
Qualitative content analysis of interviews with healthcare
stakeholders (n = 18)

Overall theme: Need for knowledge and organisational support

Categories Subcategories

Need for increased knowledge
and affirmative attitude among
the healthcare professionals

Increase knowledge on how to talk
about health behaviours in patient
consultations

Increase knowledge and belief in the
SPAP method

Increase understanding of the importance
of targeting and supporting physical
activity in healthcare

Need for clear and supportive
management

Establish policies and clinical guidelines,
and make them well known and
approved by all parts of the organisation

Increase interest and support from the
management

More resources, primarily time, earmarked
for conducting SPAP in patient
consultations in daily clinical practice

Establish a centralised function within
the healthcare organisation for
coordination and development of SPAP

Need for central supporting
structures

Expand cooperation with external
physical activity organisers

Need for local supporting
structures

Develop locally tailored routines for
how to work with SPAP at each
healthcare centre

Appoint a specialised function: “local
SPAP coordinator’, at each healthcare
centre

SPAP Swedish Physical Activity on Prescription
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competence in undertaking health promotion consulta-
tions, and/or that they felt unaccustomed to communi-
cate health behaviours. Some of the health professionals
had attended courses in motivational interviewing and
“quit-smoking” consultations, but they had seldom ap-
plied the knowledge to their current practice.

“..and to address healthy lifestyle requires that one
feels confident in that type of questions and knows
what to do with the answers and so on.”

Increase knowledge and belief in the SPAP method

There was limited knowledge among the participants re-
garding the content of the SPAP method and how to use
the components of SPAP in clinical practice. Very few of
the participants had in-depth knowledge on the SPAP
method, i.e. neither the rational and theoretical under-
pinnings for the method, nor the content and mode of
use of all the core components. For most of the partici-
pants, the written prescription, i.e. component 2, was
equivalent to the SPAP method. Only a few of the par-
ticipants stressed the importance of the person-centred
health promotion consultation, i.e. component 1, prior
to prescription. Some of the participants knew that
undertaking follow-ups of the prescription, i.e. compo-
nent 4, was supposed to be part of the SPAP method. A
majority knew about the Physical Activity handbook
FYSS [6], i.e. component 3, but only one stated using it
for guidance in prescribing SPAP. The majority of the
informants did not know whether they had the possibil-
ity to collaborate with physical activity organisers
outside their healthcare organisation, i.e. component 5.
Likewise, most participants had vague knowledge of the
scientific support for the SPAP method.

One participant underlined that SPAP is a complex
method requiring extensive knowledge on principles for
behavioural medicine, e.g. communication for increasing
motivation for behaviour change. Moreover, the partici-
pants stated that such knowledge is largely lacking
among healthcare professionals.

“It’s a problem that most people in healthcare have no
knowledge on methods for behaviour change. You need
to know that, to be able to understand why SPAP is
good. If health professionals had better knowledge it
would be much easier, that would make a difference.”

All participants in management positions stated high
confidence in SPAP. Among the interviewed health pro-
fessionals, the belief in SPAP varied: some had a very
positive attitude towards the method, some were hesitant
and some had a negative attitude. Several participants
mentioned that lack of confidence in the effectiveness of
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the SPAP method was a common reason for its low use
among health professionals. The participants reported that
overall, the belief in the importance and value of SPAP
varied among employees in the healthcare organisation.
The lack of confidence in the SPAP method was
highlighted as an important barrier to implementation.

“SPAP, ...a great tool to use in order to make a
behaviour change.”

“.. it's being questioned more and more. Well, I know
that SFAM, the Swedish College of General Practice,
has had some sort of group who has said that we
should not use SPAP. I still think SPAP is very good.
But of course, one has to do what is scientifically
proven and I am not updated enough on this.
Nevertheless, those are important people in SEAM
who state: -We should not be doing this, SPAP is
not good enough.”

Increase understanding of the importance of targeting and
supporting physical activity in healthcare

There was a total concordance in opinions on the health
benefits of increased physical activity and that healthcare
had a role in the promotion of physical activity. In con-
trast to several of the management’s beliefs, the health
professionals stated that they had understanding of the
importance of promoting physical activity in patient
consultations. The health professionals perceived that
physical activity was a health behaviour that was easy to
address, as opposed to addressing food/nutrition or alco-
hol/drugs. Probably owing to the general opinion in so-
ciety brought about by mass media on the health
benefits of physical activity, many patients welcomed
discussing physical activity in relation to their health.

“..instead of pills...supporting people to take
responsibility and start to move, as everybody knows,
that it is much more beneficial.”

Need for clear and supportive management

Establish policies and clinical guidelines, and make them
well known and approved by all parts of the organisation
The participants in central management positions in
both healthcare organisations declared that they had
central policy documents for applying disease preventive
methods in the healthcare services. There was a discrep-
ancy between the management stating that there were
policy documents available on disease preventive methods,
and most of the interviewed primary healthcare profes-
sionals being unaware of the content in those documents,
and in some cases of their very existence. Many of the
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health professionals perceived that they did not have ac-
cess to central policy documents that provided enough
guidance and direction for undertaking SPAP.

“..you don’t have an explicit instruction that you
should be doing this, so it becomes a bit unclear.
It’s like there is no real job description.”

One of the healthcare organisations had previously
provided reimbursement based on the number of written
SPAP prescriptions. This was perceived by some partici-
pants as beneficial in increasing focus on SPAP, but per-
ceived by others as limiting the SPAP method to the
written prescription only.

“I'm more afraid that it will be more about quantity, a
lot of prescriptions are written without having had
communication with the patient.”

Increase interest and support from the management

The participants in central management positions in
both healthcare organisations affirmed that applying dis-
ease preventive methods was a prioritised and mandatory
assignment in the healthcare services, whereas many of
the primary healthcare professionals called for pro-
nounced interest and support from the management.
None of the interviewed primary healthcare professionals
perceived that management expressed the importance of
providing health promotion counselling, nor did central
management explicitly show that they prioritised health
promotion. Working according to SPAP was based on
personal commitment.

“It is not central management or a boss, who says, now
we're going to do this, it is dependent on the commitment
from those who work, I think.”

Many of the informants emphasised the importance of
the management’s endorsement and attitude for the
implementation of SPAP.

“..when it really comes from above, saying ‘now this is
the priority; then there will be power in it.”

More resources, primarily time, earmarked for conducting
SPAP in patient consultations in daily clinical practice

Most participants, both at management and health
professional level, described the SPAP method as time-
consuming and that they often felt they did not have suffi-
cient time to work according to the method during normal
consultations. One participant at management level pointed
out that, so far, cost estimates for health promotion had
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never been taken into account in the budget preparation in
the healthcare organisation. The participants emphasised
that extra money is needed to establish networks, central
supporting structures and cooperation with activity orga-
nisers. Some of the participants pointed out that one way
to get resources is by stopping doing other things, i.e.
reallocate resources within the healthcare organisation.
Giving genuine priority to SPAP would generate resources
because something else would lose priority.

“The decision has been made in our healthcare
organisation that we should work with it, but they
have not appointed any resources ... then of course,
there’s the conflict, you should do this but you will
get no more resources to do it.””

In addition to more time, the health professionals
pointed out that not having a computer and printer close
by was a barrier to providing the written prescriptions.

“We don’t have computers in the treatment rooms, so
you have to stand in a corridor and produce the written
prescription and talk about it with the patient.”

Furthermore, it was difficult to find additional appoint-
ment times in the calendar for follow-ups of physical
activity prescriptions.

Need for central supporting structures

Establish a centralised function within the healthcare
organisation for coordination and development of SPAP
To have a centralised support function, such as a central
SPAP-coordinator and/or SPAP-educator, was perceived
important by all participants. Both healthcare organisations
had a central unit for health promotion. In one of the orga-
nisations, the unit has been well established for many years
and visible to the health professionals, and in the other or-
ganisation it was not well known among the employees.
Yet the participants in both organisations expressed the
need for more tangible support from the central health pro-
motion units. Having an easily available central supporting
function would facilitate implementation. The participants
claimed that primary healthcare management did not have
the time or capability to provide such support. Providing
inspiration and coaching, distributing written information
and organising educational activities, plus keeping the or-
ganisation updated on changes and news, were described as
appropriate tasks for such a centralised function.

“Yes, if we could get someone who lectured and talked
about the method at the healthcare centres, if there
were experts who could come out to us. That way,
there would be people who could help to get things
started.”
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Expand cooperation with external physical activity organisers
Central support for organising cooperation with activity
organisers outside healthcare (e.g. sports clubs, fitness
centres), was expressed as important for increased phys-
ical activity, not least for transitioning the patient to
physical activity organisers outside healthcare. Many of
the participants underlined the limited collaboration
between healthcare and physical activity organisers.
Contact lists of activity organisers were available at some
of the primary healthcare centres, but were not updated
and therefore not helpful. Some of the participants
wanted help in organising cooperation with external
physical activity organisers, and suggested that updated
contact lists provided by a central supporting function
would be valuable.

“...then also someone who finds clever ways of working
with other organisations [i.e. outside healthcare] and
referring patients. That has to work! And that there is
someone, like a central coordinator or something, so
that updating [of contact list to activity organisers] is
done all the time.”

Need for local supporting structures

Develop locally tailored routines for how to work with SPAP
at each healthcare centre

Lack of local written routines at healthcare centres was
an important barrier to prescribing SPAP. Several partic-
ipants stated that they had no time to find out how they
were supposed to provide SPAP and therefore simply
spoke to the patient about health-promoting physical ac-
tivity and in some cases wrote down a few pieces of ad-
vice. The primary healthcare professionals called for
written guidance on how to undertake SPAP, by written
routines that could be locally tailored to conditions at
each primary healthcare centre. One of the healthcare
organisations had developed such documents. Several of
the participants pointed out that written local routines
facilitated the raising of issues of health promoting phys-
ical activity with patients and that a written local routine
for SPAP was of the utmost importance in the guidance
and structure of local work.

“..I mean, clarify: how do we work with this here at
our healthcare centre? How do we build our own

organisation around this? Who does what? I think
that is important.”

Several participants, particularly the physicians, experi-
enced a lack of time and expertise to undertake SPAP
and expressed a need for cooperation with a physiother-
apist, i.e. a health professional perceived to be an expert
on physical activity for people with complex health
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conditions. Those primary healthcare centres that had
clear written routines for cooperation and referral path-
ways were reported by the participants to be more suc-
cessful in the implementation of SPAP.

“One forgets that it doesn’t have to be me who prescribes,
maybe I can talk with the patients about physical activity
and then I send them to the physiotherapist, who is more
specially trained to work with physical activity and
motivation.”

Still, the participants in management positions empha-
sised the importance of all health professionals sharing
responsibility to advocate health promotion. Local rou-
tines for SPAP were perceived as important to clarify for
all health professionals about their role and responsibil-
ities in the health promotion process.

“There are some parts that are everyone's
responsibility...”

“Everyone should be able to identify these patients.”

Appoint a specialised function “local SPAP coordinator”, at
each healthcare centre

Many participants viewed the availability of people with
expert knowledge in SPAP at the primary healthcare
centre as important for implementation. Having one of
the staff appointed “local SPAP-coordinator” was regarded
favourable in using the SPAP method. When working
well, the local coordinator was the champion for SPAP,
providing reminders, advice and support to the others,
thus pushing the development forward.

“.. it is necessary that there are some people who know
how to do this a little bit better, I think. And who can
support locally, at the primary healthcare centre. And
that you really feel that support as a healthcare staff
member.”

Some of the participants reported that follow-up of
physical activity prescriptions was difficult to manage.
They expressed the need to have a local SPAP coord-
ination function at each primary healthcare centre
with time for follow-up activities. In addition, some
of the interviewed health professionals claimed that
conducting SPAP was beyond their competence, spe-
cifically where patients with health disorders including
comorbidity were concerned. The physiotherapist was
mentioned by several participants as particularly suit-
able for the role of local SPAP coordinator, as an
expert on physical activity for people with complex
health disorders.
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Discussion

This study disclosed key requirements for the imple-
mentation of the SPAP method in primary healthcare, in
particular, the need for knowledge of the method and or-
ganisational support. An important facilitator revealed
was that all health professionals undisputedly acknowl-
edged the importance of promoting physical activity.
Identified barriers for implementation were insufficient
knowledge among health professionals of the core com-
ponents in SPAP and lack of organisational support, in-
cluding accessibility of policy documents and clinical
guidelines, explicit management endorsement of SPAP
and lack of resources, primarily time.

All participants had a positive attitude towards health
promotion and agreed that it was important for health-
care to address health behaviours and support physical
activity in patient consultations. However, only a few
used the SPAP method for that purpose. This is not sur-
prising since the basic knowledge of the method was
lacking. It was an interesting finding that most partici-
pants revealed a lack of knowledge of the SPAP method:
i.e. its components and theoretical underpinnings, and
how to apply it. The health professionals also reported
that they lacked time to use SPAP, in part referring to
that the method was time consuming and due to con-
textual barriers, such as not having computer and
printer in the same room where they met the patients.
But in our interpretation this might be another way of
expressing a lack of understanding of the rationale and
benefits of the method and of how the core components
of SPAP are intended to be applied. However, it was also
clear that the health professionals felt that they did not
have enough organisational support for providing SPAP,
neither from policy documents and clinical guidelines,
nor from management.

Our study is helpful in that only a few studies have in-
vestigated how the core components in SPAP are used
clinically and how the implementation of SPAP in
healthcare can be facilitated [15-17]. The findings in
our study suggest that there is limited knowledge regard-
ing the components of the SPAP method. Many of the
interviewed health professionals, who are the potential
users of the method, had little knowledge of the other
components, apart from the written prescription. These
findings are similar to the results of an interview study
on patients who had been prescribed SPAP by physicians
in primary healthcare [26]. Those patients perceived that
they had been given very little information about SPAP,
they had not been listened to and actively involved in
the prescription and they were uncertain about the dis-
tinction between SPAP and physiotherapy. This corre-
sponds well to our finding that very few of the
informants stressed the importance of the person-
centred health promotion consultation, i.e. component
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1, prior to prescription. The widespread misconception
of the rationale and components of SPAP is further
shown in the criticism made by a task force in The
Swedish College of General Practice, claiming that SPAP
is an unnecessary and potentially harmful method that
should not be used in healthcare [27]. These authors as-
sert that “SPAP is a patriarchal method” implying that
the focus is on the written prescription and that it is is-
sued by the health professional based solely on profes-
sional competence, ignoring the patient’s involvement
[27]. This criticism was based on results from other
methods for physical activity promotion (i.e. exercise re-
ferral in the UK [3]), and thereby fails to recognise that
the SPAP method emphasises the importance of the
person-centred health promotion consultation. Never-
theless, it has had impact on practitioners as revealed in
our interviews.

We suggest that understanding of the theoretical un-
derpinnings for the components in the SPAP method is
important for the motivation to apply the method. Thus,
education in the SPAP method should include know-
ledge about behaviour learning principles, social cogni-
tive theory [28] and communication techniques that
promote behaviour change, such as Motivational Inter-
viewing [29]. This kind of knowledge generates profi-
ciency in addressing cognitive and behavioural risk
factors for problematic health outcomes [30], and for
supporting patients in goal-setting techniques and self-
monitoring of health behaviours in relation to physical
activity [31, 32].

Another important finding was that although central
policy documents in both healthcare organisations stated
that applying disease preventive methods is a prioritised
and mandatory work task in healthcare services, several
of the participants expressed that there were not enough
local supporting structures, such as locally tailored rou-
tines and local SPAP coordinators. This was especially
prominent in the healthcare organisation that had a cen-
tral health promotion unit that was less known among
the health professionals. More surprisingly, in the other
healthcare organisation that had an active central health
promotion unit, the participants still perceived that they
had insufficient locally tailored routines. The expressed
need for firm and substantial central support could pro-
posedly be provided through lectures presenting content
of new/updated policies and guidelines, regular alerts on
updates, updating lists of physical activity organisers,
and guidance in how to convert central policies and
guidelines into locally tailored routines. Having elabo-
rated central guidelines into locally tailored routines at
each primary healthcare centre has been suggested as
important for successful implementation [14].

Specifically, undertaking follow-up of written physical
activity prescriptions was perceived difficult to manage
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by the health professionals due to lack of time and re-
sources. Providing follow-up of health behaviours, such
as health-promoting physical activity, has been shown to
be important for adherence to the prescription and for
success in health behaviour change, and thus an import-
ant component in the SPAP method [17]. Some of the
informants expressed the need for a local SPAP coordin-
ation function with time to undertake follow-up of pre-
scriptions. This corresponds in some part to the results
of another Swedish study [15, 16] on general practi-
tioners, showing that their willingness to prescribe SPAP
increased if they could cooperate with a physiotherapist
in the prescription process. In that study, the physicians
stated that they were happy to initiate the SPAP process,
but wished that the physiotherapist would complete the
motivational interview and agreement with the patient
regarding the type of activity, duration and intensity, and
also carry out the prescription follow-up. According to
Persson et al. [15, 16], the physicians felt that prescribing
SPAP was neither part of their professional role, nor did
they have time to prescribe and carry out follow-up of
the prescription. In our study, the wish to cooperate
with a physiotherapist was expressed by some partici-
pants, but not all. In contrast, some of the participants
emphasised that all health professionals had a shared re-
sponsibility to advocate health promotion.

By using a qualitative method for data collection, a
broad range of requirements for facilitating implementa-
tion of the SPAP method was revealed that would other-
wise have been difficult to identify through a quantitative
design. A purposeful sampling strategy was used in order
to obtain a rich and broad material presenting maximum
variation [33]. The sample was selected to include as many
of the factors in participants’ characteristics and settings,
which might affect variability and have relevance to the
conceptualisation of the phenomenon, as possible. How-
ever, there is a risk of selection bias or an incomplete
sample by such a method. In this study credibility and
transferability was enhanced by using a sample of partici-
pants representing diversity of professional background,
different levels in the healthcare organisations and repre-
senting two healthcare organisations with slightly different
contextual conditions. Still, the small sample of partici-
pants in our study is a limitation to transferability of the
result. We only interviewed two or three participants from
each category of health profession. It is possible that the
participants were not representative of all people with the
same professional background. Some of the study findings
are in correspondence with other Swedish studies, thus in-
dicating that the result might be generalised to other parts
of the Swedish primary healthcare, not solely the two
healthcare organisations studied here. We only inter-
viewed stakeholders within the healthcare organisations,
and thus the perspective of the patient was not included.
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To reduce the risk of bias in data collection and analysis,
respondent validation (member checking) was undertaken
during the interviews [25]. To increase trustworthiness in
the interpretation of data, all researchers read the text files
of the interviews and participated in discussing the coding,
categorisation and interpretation of data [24, 25].

Conclusion

This study adds important knowledge to the use of SPAP
in primary healthcare, and to the requirements that
could facilitate the implementation of SPAP. There was
limited knowledge among the health professionals re-
garding core components of the SPAP method, with the
exception of the written prescription. This speaks for
more in-depth education in how to practise the method,
including knowledge of the rationale for SPAP and its
theoretical underpinnings. The findings highlight the im-
portance of forming policies and clinical guidelines, and
establishing organisational supporting structures, as well
as ensuring that these are well known and approved in
all parts of the healthcare organisation. The identified
key requirements for implementation will guide the de-
velopment of an implementation intervention that tar-
gets these factors.
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