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Abstract 

Background  The BETTER intervention is an effective comprehensive evidence-based program for chronic disease 
prevention and screening (CDPS) delivered by trained prevention practitioners (PPs), a new role in primary care. 
An adapted program, BETTER HEALTH, delivered by public health nurses as PPs for community residents in low 
income neighbourhoods, was recently shown to be effective in improving CDPS actions. To obtain a nuanced under‑
standing about the CDPS needs of community residents and how the BETTER HEALTH intervention was perceived 
by residents, we studied how the intervention was adapted to a public health setting then conducted a post-visit 
qualitative evaluation by community residents through focus groups and interviews.

Methods  We first used the ADAPT-ITT model to adapt BETTER for a public health setting in Ontario, Canada. 
For the post-PP visit qualitative evaluation, we asked community residents who had received a PP visit, about steps 
they had taken to improve their physical and mental health and the BETTER HEALTH intervention. For both phases, 
we conducted focus groups and interviews; transcripts were analyzed using the constant comparative method.

Results  Thirty-eight community residents participated in either adaptation (n = 14, 64% female; average age 54 y) 
or evaluation (n = 24, 83% female; average age 60 y) phases. In both adaptation and evaluation, residents described 
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significant challenges including poverty, social isolation, and daily stress, making chronic disease prevention a lower 
priority. Adaptation results indicated that residents valued learning about CDPS and would attend a confidential visit 
with a public health nurse who was viewed as trustworthy. Despite challenges, many recipients of BETTER HEALTH 
perceived they had achieved at least one personal CDPS goal post PP visit. Residents described key relational aspects 
of the visit including feeling valued, listened to and being understood by the PP. The PPs also provided practical sug‑
gestions to overcome barriers to meeting prevention goals.

Conclusions  Residents living in low income neighbourhoods faced daily stress that reduced their capacity to make 
preventive lifestyle changes. Key adapted features of BETTER HEALTH such as public health nurses as PPs were highly 
supported by residents. The intervention was perceived valuable for the community by providing access to disease 
prevention.

Trial registration  #NCT03052959, 10/02/2017.

Keywords  MeSH terms, Chronic disease, Primary prevention, Nurses, Public health, Qualitative evaluation, Social 
determinants of health

Background
Screening rates for cancers and other chronic diseases 
are suboptimal in Ontario, Canada [1, 2]. Moreover, stud-
ies show higher rates of chronic disease and lower rates of 
chronic disease prevention and screening (CDPS) activi-
ties in low income areas in Canada [3, 4]. For example, 
increased smoking and exposure to second-hand smoke 
are associated with lower income [4].

Canadians living with low income are more likely to 
develop chronic diseases compared to those with higher 
income. For example, Roberts et  al. found that among 
Canadians in the 35–49 year age group, people in the 
lowest versus highest income quintile had an adjusted 
odds ratio of 7.5 [95% CI: 4.0–13.7] for multi-morbidity 
[5]. For people in the 50–64 year age group, the adjusted 
odds ratio for multi-morbidity was 5.9 [(95% CI: 4.4–7.9] 
in the lowest versus highest income quintile [5].

There is some evidence that specific interventions 
may reduce barriers to accessing preventive services in 
disadvantaged populations. For example, in a system-
atic evidence review aimed at achieving health equity in 
ten preventive services Nelson et  al. found that patient 
navigation improved screening rates for breast, cervical, 
and colorectal cancers [6]. Other effective interventions 
for specific cancer screening included telephone calls 
and point-of-care prompts (colorectal cancer) as well as 
reminders from lay health workers (breast cancer) [6].

In Canada, the Building on Existing Tools to Improve 
Chronic Disease Prevention and Screening (BETTER) 
intervention has been shown to increase the uptake of 
CDPS activities in primary care in urban [7–10] as well 
as in rural and remote settings [11]. Briefly, the original 
BETTER intervention consisted of a one-time 1:1 visit 
between a specially-trained prevention practitioner (PP) 
and a patient (40–65 years). During the visit, the PP and 
patient reviewed recommended CDPS activities and 
through principles of brief action planning and shared 

decision-making, the PP assisted the patient to identify 
one to three personal goals [7–10].

Although the BETTER intervention has been shown 
to be effective, it has been conducted in primary care 
settings with full access to electronic medical records, 
in which study participants were already connected to 
a family physician. Moreover, in the original BETTER 
trial, about half of the participants had an income of 
$100,000 (CAD) or higher [7]. Since a large number of 
Canadians do not have access to a primary care practi-
tioner [12] and it was unknown if the BETTER interven-
tion would be effective for people living with low income, 
we adapted the BETTER intervention to a public health 
setting (without access to electronic or paper medical 
records from any source) with public health nurses as 
PPs, and conducted a cluster randomized controlled trial 
(cRCT) that compared the adapted BETTER interven-
tion to a wait-list control [13, 14]. We previously reported 
that six months after the prevention visit participants 
in the intervention arm met 64.5% of actions for which 
they were eligible versus 42.1% in the wait-list arm (rate 
ratio 1.53 [95% confidence interval 1.22–1.84]) [14]. In 
that cRCT, more than 90% of participants had an annual 
household income of less than $60,000 (CAD) [14].

This paper describes two study phases, 1) the process 
for adapting the intervention from primary care to a pub-
lic health setting; and 2) the post-visit qualitative evalu-
ation by community residents. We refer to the adapted 
intervention as ‘BETTER HEALTH’, the first implemen-
tation of the BETTER intervention outside of a primary 
care setting. Details of the adaptation process could be 
useful to others who are interested in implementing the 
BETTER HEALTH intervention in their own setting for 
individuals who may not have access to a primary care 
practitioner. We also conducted a qualitative evaluation 
of the intervention by community residents. We under-
took this evaluation to complement the results of the 
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cRCT to understand how residents viewed the interven-
tion and how they made lifestyle changes to reduce their 
risk of chronic disease. Widespread implementation of 
the BETTER HEALTH intervention in a public health 
setting may contribute to a reduction in health inequities 
by facilitating access to prevention services and lifestyle 
advice.

Methods
Setting
Durham Region is located within the eastern portion 
of the Greater Toronto Area in Ontario and comprises 
eight municipalities with an estimated population (2018) 
of 683,600 [15]. Population health assessments by the 
Durham Region Health Department (DRHD) showed 
high rates of chronic disease and smoking, and low can-
cer screening rates in seven neighbourhoods with low-
income levels, deemed as priority health neighbourhoods 
[16]. For example, the health neighbourhood of Down-
town Oshawa had a breast cancer screening rate of 55.3, 
cervical cancer screening rate of 52.5 and rate of over-
due for colorectal cancer screening of 58.1 (2016 age-
standardized rates per 100) [16]. By comparison, Ontario 
age-standardized rates for breast cancer screening, cer-
vical cancer screening, and overdue of colorectal cancer 
screening were 64.5, 62.0, and 38.1 respectively [17].

The public health setting was an appropriate fit for the 
adapted intervention since chronic disease prevention 
and well-being are part of the Ontario Public Health pro-
gram standards [18].

Approach
In preparation for adaptation of BETTER from primary 
care to public health, principles of community-based 
participatory research (CBPR) were used to design a 
community engagement strategy [19, 20]. Key elements 
included close collaboration with public health partners 
to identify a range of community stakeholders, creat-
ing the study Community Advisory Committee (CAC) 
(n = 14) that included representation from public health 
(n = 5), service agencies/social services (n = 4), primary 
care (n = 2), and residents of low income neighbourhoods 
(n = 3). We also received advice from a Primary Care 
Engagement Group (n = 9) that included family physi-
cians (FPs), a nurse practitioner (NP), and public health 
staff to provide advice on the adaptation of BETTER, 
recruitment strategies and approaches to community 
engagement. The CAC was engaged throughout the study 
period and met in-person approximately three times per 
year. They provided advice on all aspects of the study 
design especially for recruitment in low-income neigh-
bourhoods and fit with existing community services. For 
example, the community resident members of the CAC 

reinforced the importance of being treated with respect, 
the value of recruitment in public spaces such as librar-
ies, and provided suggestions for helping with referrals (if 
desired by participants). Other examples of CAC involve-
ment included connections to not-for-profit housing and 
access to a food bank for recruitment. The Primary Care 
Engagement Group helped identify local family physi-
cians or a nurse practitioner willing to accept new refer-
rals for study participants (if desired). They also helped 
connect the study to other primary care practitioners in 
the region [13].

In both study phases, we used purposeful sampling 
[21, 22]. This approach is appropriate in a qualitative 
research study when the purpose is to obtain information 
from participants who are knowledgeable about the topic 
under investigation [21, 22].

Adaptation phase
We used the ADAPT-ITT model (Assessment, Deci-
sion, Administration, Production, Topical Experts – 
Integration, Training, Testing) for the adaptation [23]. 
Table 1 summarizes how the steps were applied. Briefly, 
the research team conducted an initial assessment by 
reviewing the recruitment strategies and components 
of the PP visit and BETTER toolkit (educational mate-
rials, a ‘Prevention Prescription’, ‘Bubble Diagram’ and 
“Goals Sheet”), and then made preliminary adaptations. 
For example, we revised the BETTER toolkit to include 
community resources such as support for income and 
food insecurity. Public health nurses were identified as 
PPs instead of practitioners from within primary care 
practices. Next, eligible community residents reviewed 
the adapted intervention during focus groups and inter-
views and provided feedback, as did the CAC. We incor-
porated community resident and CAC recommendations 
and further refined recruitment strategies such as dis-
plays at local community events. The PP training was 
based on the adapted features. Key adaptations included 
recruitment via numerous community facilities and 
events rather than by primary care practices; baseline 
data collection by self-report and collected by a support-
ive research assistant during an interview; participants 
in both arms received the standard educational materi-
als from the DRHD; the prevention meeting and interac-
tion with the PP was adapted to include a ’warm hand off’ 
referrals for CDPS; and the location of the baseline and 
outcome assessment and the prevention meeting were all 
at the venue chosen by the resident.

Inclusion criteria
Community residents 40 to 64  years old were eligible 
for inclusion in adaptation focus groups and interviews 
if they lived in identified priority health neighbourhoods 
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and were English speaking. We chose the age range of 40 
to 64  years for the adaptation so that we would obtain 
views from people who were in the same age range as 
those who would be eligible to receive the PP visits. We 
reasoned that it was preferable to make any adapta-
tions to the visits or program materials if recommended 
by people in the same age range rather than by those 
younger or older who might not be eligible for a given 
screening test.

Recruitment
Residents were recruited through flyers and posters dis-
tributed at libraries, community drop-in centers, com-
munity kitchens, community events, libraries, and 
shelters. Recruitment also occurred at in-person pres-
entations in the community, via advertisements in local 
newspapers, and by word of mouth.

Post‑visit qualitative evaluation phase
Inclusion criteria
Community residents were eligible to participate if they 
were part of the study intervention arm, and had com-
pleted the PP visit and 6-month data collection. Commu-
nity residents who participated in the adaptation phase 
were not eligible for the visits or the post-visit qualitative 
evaluation.

Recruitment
Residents who had enrolled in cRCT intervention arm 
and agreed to be contacted for participation in the 
qualitative evaluation were approached by email and/or 
telephone.

Data collection  For both adaptation and post-visit 
qualitative evaluation phases, we conducted focus groups 
and interviews (adaptation, June to September 2017; 

Table 1  Description of steps in ADAPT-ITTa framework for adaptation of BETTERb from primary care to a public health context

a  ADAPT-ITT model: Assessment, Decision, Administration, Production, Topical Experts – Integration, Training, Testing
b  BETTER: Building on Existing Tools to Improve Chronic Disease Prevention and Screening

Step in ADAPT-ITT Application to BETTER HEALTH Adaptations

Assessment Initial assessment by the study team based on expertise 
and using the results of an existing structured literature review:
- reviewed the BETTER participant recruitment strategies
- reviewed the baseline survey content and delivery method
- reviewed Prevention Practitioner (PP) visit & toolkit vis a vis 
the study population

Irrelevant questions removed from baseline survey
Survey further adapted to include items about living in poverty, 
food insecurity, and social support
Baseline survey administered in person by research assistant
Public health nurses designated as PPs
PP toolkit revised:
- included community resources for social services support e.g. 
for income and food insecurity
- minor revisions to Prevention Prescription (a take-home docu‑
ment for participants written by PPs summarizing reminders 
and referrals for CDPS activities), including asking about social 
determinants of health
Changed visit location from physicians’ offices to a place 
preferred by community residents and PPs e.g. local libraries 
and residents’ homes if they chose

Decision Decision by research team to proceed to administration step 
based upon review of initial adaptation

Administration Interviews and focus groups with target population to under‑
stand barriers and facilitators to disease prevention and life‑
style modification and explore elements for adaptation 
to BETTER HEALTH

Qualitative results from community residents: Supported 
public health nurse as PPs who were viewed as knowledgeable 
and able to provide information and linkages to community 
services and/or primary care
Reinforced changes to PP toolkit i.e., include community 
resources for social services (e.g., income support) and other 
resources (e.g., shelters, community kitchens, mental health sup‑
ports) –and help with referrals (if desired by participant)
PP visits to be confidential and 1:1
Location of visit: space mutually agreed upon by resident and PP

Production Production of a further refined version N/A

Topical experts Study team; key stakeholders in Durham Region, Ontario; pub‑
lic health Prevention Practitioners, and community residents 
living in low income neighbourhoods (CAC), further refined 
the recruitment strategies for the trial

Incorporated study displays at local community events
Retained intervention components that had been adapted 
by the research team

Integration A final adapted version that integrates all findings Adapted intervention was used in the trial

Training Training of current PPs on adapted BETTER HEALTH N/A

Testing Qualitative evaluation by community residents post visit; quan‑
titative testing in cluster randomized controlled trial

Due to time constraints, we did not pilot test the adapted 
intervention
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evaluation, March to July 2019). We first recruited resi-
dents to focus groups, aiming for 4–8 members in each 
group [24]. When a resident wanted to participate but 
could not attend any of scheduled focus groups, we 
offered an individual interview instead. Interviews took 
place in a location chosen by the resident such as their 
home or a community space. All focus groups took place 
in a meeting room in a library or community centre that 
was accessible by public transportation. For each phase, 
we created a focus group and interview guides that were 
based on the study objectives then pre-tested by com-
munity residents living in low income areas who were 
members of the CAC. During all focus groups and inter-
views, we asked residents about their physical and mental 
health, impressions of their neighbourhoods, and their 
knowledge of and access to community resources and 
primary care. We also asked about the proposed visit 
structure, and appropriateness and completeness of the 
PP tools. For the post-visit evaluation, we asked residents 
about their views of the adapted BETTER HEALTH 
intervention including the administered survey and PP 
visit. All sessions were recorded, transcribed verbatim 
and anonymized. Sessions were conducted in-person by 
experienced qualitative researchers (MAO and TM) and 
lasted between 24 and 110 min. Community residents 
received a $25.00 (CAD) grocery gift card and two transit 
tickets in recognition of their time.

Analysis
The adaptation and post-visit evaluation data were ana-
lyzed separately then combined. An inductive approach 
using the constant comparative method was used to ana-
lyze data [25, 26]. Initially, three team members (MAO, 
TM and SC) independently coded two transcripts, then 
met to compare coding, discuss differences and develop 
consensus on codes. Subsequently, two team members 
coded the remaining transcripts using the coding guide. 
We compared initial codes to each other within the same 
transcript and across transcripts in the adaptation phase 
and then in the post visit evaluation. As we developed 
the emerging themes from the coded data, we compared 
themes within a transcript then across transcripts look-
ing for supporting as well as disconfirming instances. 
Team members met periodically with co-investigators 
DPM and NS to review and refine the coding manual, 
interpret findings, develop emerging themes and ensure 
consistency. NVivo 10 (QSR International) software was 
used for data management. An audit trail was used to 
ensure transparency of major analytic decisions [27].

We provide additional details about the qualitative 
methods in the ‘Consolidated criteria for reporting quali-
tative studies’ (COREQ) checklist [28]. (online Supple-
mental File 1).

Ethics
This study was approved by the Research Ethics Boards 
of the University of Toronto (# 33340), Sunnybrook 
Health Sciences Centre (REB 222—2016), St. Michael’s 
Hospital (REB #16–231) and Ethics Review Committee 
of the DRHD (ERC #20160802–002). Written informed 
consent was provided by all community residents prior 
to their interview or focus group. We also provide sam-
ple interview and focus group guides online in Supple-
mental File 2.

Results
A summary of the key features of BETTER that were 
adapted for the BETTER HEALTH cRCT is provided in 
Table 1.

Adaptation and post‑visit focus groups and interviews
During adaptation, 4 focus groups and 5 in-person 
interviews were conducted over four months (14 com-
munity residents, 64% female; average age 54 y [range: 
42 – 62 y]). For the post-visit qualitative evaluation, 
6 focus groups and 2 in-person interviews were held 
over five months (24 community residents, 83% female; 
average age 60 y [range: 43–63 y]). On average, the 
focus groups and interviews were held 10 months after 
the visit. Three participants withdrew in the adapta-
tion phase: one participant dropped out after a focus 
group because they decided it was not useful to them. 
Two potential participants declined to proceed with a 
focus group prior to its start because they did not wish 
to be identified on the consent form. No participants 
withdrew from the post-visit qualitative evaluation. All 
participants lived in one of the priority health neigh-
bourhoods in the town of Whitby or city of Oshawa, 
ON, Canada.

Major themes
We integrated the adaptation and post-visit results since 
community resident views of their health challenges were 
similar. We identified five themes and associated sub-
themes. The major themes were: 1) Significant intersect-
ing health and social challenges in coping with everyday 
life; 2) Personal desire to change and readiness for change 
were key to improving health behaviours; 3) Value of 
accessible community programs and resources; 4) PPs 
enabled residents to change health behaviours through 
a client-centred education and goal setting approaches; 
and 5) Feeling listened to and being understood were 
critically important when interacting with PPs. See 
Table 2 for exemplar supporting quotes for each theme. 
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We provide additional illustrative quotes in the sections 
below.

Significant intersecting health and social challenges 
in coping with everyday life
Participants described five significant challenges that 
affected their health: a) living in poverty, b) coping with 
stressful lives including difficult work or social environ-
ments, c) being socially isolated and experiencing loneli-
ness, d) living with depression and anxiety, and, e) living 
with addictions to alcohol or drugs. Residents described 
the effects of living in poverty such as not having enough 
money to buy nutritious food, for example fresh fruits 
and vegetables, and feeling stressed by having insufficient 
resources to make ends meet. They also perceived other 
intersecting influences in their lives such poor living con-
ditions, mental illness and unemployment which could 
lead to drug or alcohol addiction and ignoring health 
problems when they occurred.

“There’s a lot of homeless in my area, mental health 
issues. People can’t fix themselves if you don’t have 
good medical around or money to go to it… Because 
if you don’t have food and you don’t have money, 
you go into depression.” (Adaptation, Interview 1)

Subtheme: disease prevention was a lower priority
As a result of health and social challenges, residents 
described that disease prevention was a lower priority. 
They described that they were likely to wait until they 
became ill, rather than pre-emptively engage in dis-
ease prevention. Other residents said they had to be in a 
“good place” before they could take steps to improve their 
health.

“And I really think that people don’t take preventive 
maintenance that readily… I really don’t think so. …
not until they get it [illness]….that’s me personally.” 
(Adaptation, Focus Group (FG) 3)

Subtheme: different attitudes toward disease prevention 
in men compared to women
Both men and women said that men were less likely than 
women to focus on disease prevention. Generally men 
did not want to admit to ill health which they perceived 
as a weakness. Men were also skeptical about the value 
of disease prevention and less likely than women to think 
that it should be a priority.

Subtheme: social influences on health—the “company you 
keep”
Throughout both phases, residents described how social 
connections influenced their health. Being engaged in the 
community, and finding purpose in life were associated 

with taking steps toward better health. Others described 
how their circle of friends had negative influences on 
health behaviours by encouraging smoking and alcohol 
habits. As a consequence of choosing healthier behav-
iours, some residents described that their circle of friends 
had diminished.

“I was going to say – the company you keep, right? 
… Yeah, it makes a big difference. Right? Because 
if your friends are drinking, you will drink. If your 
friends are smoking, you may smoke. And even if 
you’re not smoking, you’re inhaling that smoke, right. 
So it makes a difference.” (Post-Visit, FG5)

Personal desire to change and readiness for change were 
key to improving health behaviours
During both phases, residents described the importance 
of motivation and readiness to change.

They described that: a) it is difficult to change behav-
iours, b) the desire for better health is a motivator, c) that 
readiness to change is an important factor in changing 
health behaviours, d) the timing when they were primed 
to change was important and e) that a “wake-up call” 
may provide motivation to change. Several residents 
described internal motivation as important in making 
changes — that one had to make a choice to change their 
behaviour. Lack of motivation was identified as one rea-
son why people do not change; people may know what to 
do to improve their health, yet often do not modify their 
behaviour. At the same time, residents acknowledged that 
it is very difficult to change behaviours that contribute to 
poor health. For example,

“I know I have to get healthy. …It’s very difficult. My 
obstacle is my big stomach. It’s hard to get motivated 
to get started.” (Adaptation, FG2)

During both phases, residents reported on previ-
ous attempts to improve their health if they had experi-
enced a health scare or what was often referred to as a 
“wake-up call” that motivated them to make changes. 
For instance, several residents became aware that their 
blood pressure was elevated or that they had gained 
more weight than they had expected. During adaptation, 
residents described having taken different strategies to 
improve health such as walking, biking, and using com-
munity gardens for fresh vegetables. Walking and biking 
activities were described as essential since most residents 
could not afford a car. In the post-visit phase, residents 
described that wanting better health for themselves was 
a significant motivator to join the study, and some had 
already started to make changes prior to the PP visit. For 
many, the right timing was identified a key contributor 
to motivation – participants became aware of BETTER 
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HEALTH at a pivotal time in their lives when they were 
primed for change.

Value of accessible community programs and resources
During adaptation, residents mentioned different com-
munity programs including food banks, community 
kitchens, libraries and community centres that provided 
much-needed resources (e.g. food and clothing) and 
referrals to service agencies such as John Howard Soci-
ety (a non—profit organization focused on education and 
community service pertaining to criminal justice sys-
tems), Legal Aid, and the Canadian Mental Health Asso-
ciation. The perception was that educational programs 
and community resources helped people in the neigh-
bourhood become healthier.

“And yes, you can eat well. [Name of city] is very 
good for that if you put your mind to it and get into 
their time schedules. The churches once a month do 
a soup and sandwich right there on [name of street] 
right, like right across from the library. (Adaptation 
FG3)

Importantly some residents did not know about com-
munity programs and many residents had difficulty 
obtaining relevant and accurate information about 
chronic disease prevention and health care outside of the 
PP visit.

Subtheme: valuing guidance and assistance to connect 
to resources
During adaptation, residents perceived that they needed 
someone to help them to navigate health care and social 
systems by assisting them to connect with health or social 
resources and getting appropriate referrals e.g., for help 
with mental health issues. Some residents described pos-
itive experiences of receiving help from both peers and 
professionals, and getting connected to local services.

“I just found out I can see a psychologist to deal with 
my head issues for free as long as it’s a referral from 
[name of clinic]. (Adaptation FG2)

Prevention Practitioners (PPs) enabled residents to change 
health behaviours through a client‑centred approach 
to education and goal setting
In both adaptation and post-visit phases, residents per-
ceived the PP as a health professional with knowledge 
and skills to support disease prevention. In adaptation, 
residents also liked that PP visit would be private since 
confidentiality was important. Residents reported that: a) 
their health behaviour changed, and b) that the PP ena-
bled them to make changes.

Residents in the post-visit phase described making 
positive lifestyle changes as a result of the PP visit such 
as exercising more often, quitting smoking, and mak-
ing more social connections. The majority of partici-
pants said they had immediate follow through on some 
goals. Sustained follow through was mixed; some had 
not continued with their goals but wanted to get back 
on track while others had continued to maintain behav-
iour changes. Residents appreciated the assistance with 
setting small goals that were tailored to them. The PPs 
supported residents to identify barriers and strategies 
to overcome them such as access to low cost or free pro-
grams, which was seen as an important step.

“I actually learned a lot as well about how she [PP] 
handled the goal setting… she would say, “Okay, are 
there any challenges that would get in the way of you 
doing this?” And then I said, well, actually yes, you 
know, these three things would probably stop me. 
She said, “Now, let’s figure out how we get over those.” 
And I thought that was really important.” (Post-visit 
FG5)

Shared goal setting with the PP was also important as 
residents felt involved in decision- making about their 
own health. PP tools were perceived as accessible, easy 
to use and provided good follow-up reminders for resi-
dents. The offer of home visits was considered an enabler 
of participation since residents had limited transporta-
tion options. Moreover, residents spoke positively about 
DRHD and public health nurses as trusted sources of 
health information. PPs were also viewed as knowl-
edgeable about existing community resources and were 
able to link participants to them. Residents saw BET-
TER HEALTH as an asset for the community because it 
addressed a disease prevention gap.

Feeling listened to and being understood were critically 
important when interacting with PPs about their health
In the post-visit phase, residents said it was important to 
feel heard and understood when engaging with a profes-
sional about their health issues.

“I found she listened so well… Like before giving me 
advice, she took the time to listen to everything that I 
had to say. So I felt very understood.” (Post-visit FG5)

Residents felt listened to by both the research assis-
tant (RA) during baseline data collection and by the PP. 
The RA interview was identified by residents as the first 
step of building trust and rapport as it prompted reflec-
tion and inspired changes in behaviour. Residents also 
described the PP as having good listening skills, being 
professional and non-judgmental, and that they felt 
cared for, respected, and understood. The PP visit was 
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described as private and comfortable and participants 
did not feel rushed.

Discussion
In this study, we adapted the original BETTER interven-
tion for a cRCT (BETTER HEALTH) directed toward 
community residents living in low income neighbour-
hoods and with a public health nurse as the PP. In both 
adaptation and the post-visit evaluation phases, we found 
that residents faced significant intersecting health and 
social challenges in coping with everyday life. A substan-
tial contributor to stress was perceived to be living with 
poverty, coping with previous or current mental health 
issues or addictions, loneliness, and social isolation. Con-
sequently, it was important that the adapted intervention 
incorporated resources for social and income support, 
food security support, and other resources (e.g., com-
munity social programs, community kitchens, mental 
health supports). PPs assisted participants to access these 
resources since many residents did not know how to 
access them.

We also found that disease prevention was not a pri-
ority for some community residents due to health and 
social challenges; they could only consider making 
lifestyle changes when their life was in a stable place. 
Similarly, Crooks et  al. (2021) found that chronically ill 
residents from low income neighbourhoods reported 
only seeking medical care at walk-in clinics and emer-
gency departments when they hit a “crisis point” rather 
than practicing disease prevention [29]. In our study, the 
supportive PP visits that incorporated health promotion 
and shared decision-making served as a “wake-up call” 
for many residents and helped them plan concrete strate-
gies to improve their health.

Our research highlighted that feeling listened to was 
especially important when interacting with PPs. This 
finding supported the appropriateness of having public 
health nurses with strong skills in trust-building as PPs. 
Dupéré et  al. (2012) reported that men living in deep 
poverty in Montreal were reluctant to seek needed medi-
cal care or social services; many had experienced sig-
nificant abuse and victimization which led to difficulties 
expressing their feelings and trusting others [30]. Other 
researchers also reported that a lack of trust in other peo-
ple was an important barrier for chronically ill patients 
with complex social needs to engage with health care ser-
vices [31].

We found that residents valued accessible community 
programs and the BETTER HEALTH approach of using 
established community resources. PPs referred residents 
to existing community resources within the region and 
avoided duplication of services. In this context, the role 

of the PP is an educator and a navigator with extensive 
knowledge of relevant community resources.

The BETTER HEALTH intervention based in the com-
munity and delivered by public health nurses as PPs was 
positively perceived by residents. The PPs helped resi-
dents to make lifestyle changes by focusing on achievable 
short-term goals which contributed to the success of the 
intervention. The results of qualitative evaluation were 
consistent with the results of the cRCT which showed 
that residents in the intervention arm achieved more eli-
gible actions compared to those in the waitlist arm [14].

Numerous community-based interventions have 
attempted to increase cancer and cardiovascular dis-
ease (CVD) screening and improve health outcomes 
[32–37]. Some interventions were targeted specifically 
toward those who might experience systemic barriers to 
accessing healthcare such as those living in rural areas 
[36]. Systematic reviews have found that multicompo-
nent interventions which include one-on-one and/or 
group education sessions through various community 
settings (e.g. faith-based organizations, public health, 
community health centres), utilizing community health 
workers/volunteers or nurses have been successful in 
increasing screening rates for cancer and CVD with some 
studies also showing improvements in patient health 
outcomes [32–34]. Krantz et  al. (2013) and Shlay et  al. 
(2011) both successfully used community health work-
ers to improve patient CVD-related outcomes (e.g., diet, 
weight and blood pressure) through one-on-one inter-
ventions in public health settings that consisted of moti-
vational interviewing and goal-setting, patient navigation 
and referrals to medical /community resources [36, 37]. 
While both of these previous studies focused on CVD 
outcomes, BETTER and the BETTER HEALTH adap-
tation are unique in effectively providing an evidenced-
based comprehensive approach to CDPS, including 
associated lifestyle factors [7, 14].

The results of our qualitative evaluation are consistent 
with a previous evaluation of the BETTER intervention 
that was conducted with patients in primary care living 
in urban, rural or remote communities in Newfoundland 
and Labrador [10, 11]. This previous evaluation reported 
that patients valued the PP visit which was perceived as 
personalized and comprehensive, the PPs were viewed 
as professional and had strong interpersonal skills, and 
patients were concerned about access to disease pre-
vention [10]. Our study provides additional information 
about the perceived health of community residents liv-
ing in low income neighbourhoods including stress and 
loneliness, the role of personal motivation, and the posi-
tive influence of the PP visit in helping residents achieve 
their personal health goals. The new PP role was largely 
consistent with the chronic disease prevention mandate 
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of the public health department that participated in the 
study but was delivered in a one-to-one visit. The role of 
the PP public health nurse as an educator and a navigator 
allowed a more targeted approach focused on those most 
at need.

A particular strength of our study was the engagement 
of community stakeholders especially the community 
residents living in low income neighbourhoods who par-
ticipated both as members of the CAC and in the adap-
tation phase of the study. The adapted intervention that 
was subsequently tested in the cRCT incorporated key 
features recommended by community residents such as 
having private and confidential visits with PPs who lis-
tened to concerns and helped residents to create personal 
goals that were meaningful. We speculate that this input 
from the community contributed to the positive results 
of the adapted intervention. The community residents 
also reinforced that the adapted intervention helped to 
fill a prevention gap in the community.

Limitations
We acknowledge that many of the community residents 
who participated in focus groups or interviews may 
already have taken some steps to improve their health. 
These individuals may represent community members 
already empowered around health issues and who had 
the motivation to make lifestyle changes or to connect 
to community services. We do not know if individuals 
who felt unable to make lifestyle changes would have had 
the same positive views of the PP visit. Additionally, our 
study included community residents who volunteered 
to participate and we cannot be certain that the views 
of residents who did not participate would be similar. 
However, we recruited individuals from all eligible pri-
ority neighbourhoods in an effort to obtain a range of 
views and reached informational saturation of themes 
during the analysis [38]. In the post-visit evaluation, 
we enrolled about one-third of study participants who 
received the PP visit. We chose to include only those who 
had received a PP visit so we could obtain their impres-
sions of the visit; however, it might have useful to have 
included residents who were eligible and consented but 
did not attend the visit. In doing so, we might have gained 
information about additional barriers that were unique to 
these individuals. In addition, only five men in the adap-
tation phase and four in the post-visit phase participated. 
As a result, we do not know whether we might have 
missed important information about the program. For 
example, we might have identified other opportunities 
to share information about BETTER HEALTH with men 
who might be otherwise reluctant to attend a PP visit. 
Another limitation is that we did not explore the cultural 

differences and approaches to behaviour change at the 
familial or community level beyond those identified by 
participants [39]. Therefore, our findings provide infor-
mation about individual versus collective approaches to 
illness and health. A final limitation relates to the applica-
tion of our intervention to a virtual setting. All PP visits 
were conducted in-person. Given that the onset of the 
Covid-19 pandemic and the switch to more virtual care, 
we are uncertain if our findings would be applicable in a 
virtual care setting.

Conclusions
The adaptation phase was crucial to learn from com-
munity residents about their perceived health and to 
gauge acceptability of the BETTER HEALTH interven-
tion. Significant challenges faced by community residents 
included those pertaining to mental health, loneliness 
and social isolation and living with poverty. Resources 
that addressed social needs were important additional 
components of the adapted intervention.

The post visit qualitative evaluation by community resi-
dents helped us understand key relational aspects of the 
PP visit including resident’s sense of being respected and 
understood. Residents perceived that help with setting 
personal and achievable goals empowered them to make 
changes. We also learned that the BETTER HEALTH 
intervention was viewed as providing access to chronic 
disease prevention in the community.
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