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ABSTRACT
Introduction Asset- based community development 
(ABCD) is a strategy aimed at strengthening communities 
of interest through the identification and enhancement of 
those protective resources (also called ‘health assets’) that 
contribute to improve population health. Although primary 
care is specially well placed to contribute to ABCD by 
facilitating patients’ access to community health assets, 
the implementation of ABCD approaches is limited, in part 
due to training deficiencies amongst general practitioners. 
In this study, we will develop a training programme on 
ABCD aimed at general practice trainees and evaluate its 
implementation and scale- up in Andalusia, Spain. We will 
also investigate whether the programme may contribute to 
strengthen the community orientation of the primary care 
practices involved in the study.
Methods and analysis We will undertake a mixed 
methods, multilevel and multicentric action research 
study drawing on theoretical frameworks relevant to 
learning (pedagogy) and community health promotion. The 
intervention will be implemented and evaluated in eight 
different study areas over 48 months. It will comprise a 
classroom- based session and a practical exercise, which 
will involve general practice trainees producing a map 
of community health assets relevant to common health 
conditions. In each study area, we will set up a stakeholder 
group to guide our study. We will run the intervention 
sequentially across the eight study areas, and modify 
and refine it iteratively by incorporating the findings from 
the evaluation. We will employ qualitative (interviews 
and focus groups with general practice trainees, primary 
care workers, members of the teaching units and 
policymakers) and quantitative methods (self- administered 
questionnaires with an approximate sample of 157 general 
practice trainees and 502 primary care workers).
Ethics and dissemination Ethics approval from the 
Andalusian Regional Health Council has been granted 
(6/2020). It is envisaged that this research will provide 
relevant, evidence- based guidance on how best to 
incorporate learning on ABCD into the general practice 
training curriculum. Findings will be disseminated in an 

ongoing manner and will target the following audiences: 
(1) general practice trainees, primary care workers 
and members of the teaching units, (2) policymakers 
and strategic decision makers and (3) the academic 
community.

INTRODUCTION
The social and cultural environment in which 
people are born, live, work and age influences 
their health and well- being.1–3 The analysis 
of these social and cultural factors has, to 
date, predominantly focused on individual 
and community level limiting conditions 
(health needs, deprivation and so on).4 5 This 
approach can be complemented by focusing 
on the identification and enhancement of 
those protective factors (also called ‘health 
assets’) that contribute to maintaining and 

Strengths and limitations of this study

 ► This study will develop and evaluate a training pro-
gramme on asset- based community development 
aimed at general practice trainees considering indi-
vidual, interpersonal, organisational and policy- level 
dimensions.

 ► We will draw on robust and explicit theoretical 
frameworks and combine quantitative and qualita-
tive methods.

 ► Using a participatory approach, we will iteratively 
refine and improve the intervention throughout its 
implementation by incorporating the findings from 
the evaluation.

 ► The project does not involve general practice nurse 
trainees and is confined to one region, but findings 
may inform future research on the adaptation and 
applicability of the intervention across disciplines 
and its transferability to different settings.
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improving population health.6–8 These assets can be 
social, physical, environmental or human resources, for 
example, a third sector organisation offering advice on 
welfare benefits, housing and debt, a community- based 
physical activity programme, or parks and green spaces 
where local residents may exercise and socialise.9

Primary care (PC) is especially well placed to develop 
and integrate these two complementary approaches. 
Accessible, continuous and situated consultations allow 
health workers to gain knowledge and understanding of 
both the protective factors (health assets) and vulnerabil-
ities (health needs) of the communities they serve, and 
how and to what extent they impact on patients’ well- 
being.10–12 PC providers’ knowledge of local needs and 
assets and their involvement in the local area increase the 
community orientation of PC services, which is consid-
ered a cardinal feature for high- quality service provi-
sion.10 PC workers can also facilitate and strengthen 
patients’ access to existing sources of support within the 
community, which has been defined in the literature as 
‘social prescribing’.13 14

However, there are increasing barriers to community 
oriented PC and the development of community- based 
health promotion initiatives. The decline in continuity of 
care, the fragmentation of PC services and the increasing 
workload are some of the identified constraints.15–19 Lack 
of training in community health promotion can also influ-
ence the attitudes, priorities and motivations of profes-
sionals, as well as the quality, rigour and sustainability of 
community- based interventions.16–20 According to March 
et al, participation in community- based health promotion 
activities tends to be almost twice as likely amongst profes-
sionals who have received targeted training than amongst 
those who have not.16

Although training in community health promotion is 
envisaged within the Spanish national General Practice 
(GP) training programme,21 current investment of time 
and resources in these activities is highly heterogenous 
and, generally, limited.22 The development and imple-
mentation of an educational programme on asset- based 
community development (ABCD) could potentially 
contribute to reduce current training deficiencies and 
strengthen the community orientation of PC. ABCD 
exercises could allow GP trainees to identify health assets 
within the communities and populations they serve and 
use this knowledge to promote social prescribing amongst 
their patients.23 24

SETTING AND CONTEXT
This study will be based in Andalusia, an autonomous 
region in southern Spain. Andalusian PC services offer 
comprehensive healthcare, free at point of use for regis-
tered patients. GP practices are geographically distributed 
and comprise multidisciplinary teams of doctors, practice 
nurses, healthcare assistants, administrative staff, social 
workers and also GP medical and nurse trainees in accred-
ited centres, amongst other professionals.25 PC Districts 

are the administrative entities responsible for the planning 
and management of all practices within a given locality and 
respond to the policy guidelines of the Regional Health 
Council.26 In 2016, the Regional Health Council published 
a new policy strategy called ‘Renewing Primary Healthcare’27 
aimed at strengthening Andalusian PC. One of the ‘stra-
tegic intervention areas’ identified in the policy document 
was the development of community health promotion 
approaches, such as ABCD and social prescribing.

The GP training programme is organised and super-
vised by multiprofessional teaching units (MPTUs), 
which are led by a director and a variable number of 
health technicians. In Andalusia, there are 11 MPTUs 
in charge of around 360 GP medical trainees annually. 
At the start of the training programme, each GP medical 
trainee is assigned a PC practice, a GP tutor and a MPTU. 
The training lasts four years, of which approximately half 
is spent in PC (initial six months and last year and a half) 
and the other half in secondary care. Training in commu-
nity health promotion delivered across MPTUs is highly 
heterogenous and, generally, scarce.22

AIM, OBJECTIVES AND RESEARCH QUESTIONS
Aim
To strengthen the community orientation of PC services 
through the development and evaluation of a training 
programme in ABCD aimed at GP trainees.

Objectives
Objective 1: to develop and implement a high- quality and 
sustainable training programme aimed at GP trainees.

Objective 2: to identify the barriers and facilitators 
for the implementation and scale- up of the training 
programme within existing health and educational 
organisations in Andalusia, Spain.

Objective 3: to evaluate the impact of the training 
programme on the knowledge and attitudes of GP 
trainees and the community orientation of the PC prac-
tices involved.

Research questions
 ► Is it possible to develop and implement a high- quality 

and sustainable training programme on ABCD aimed 
at GP trainees? If so, what are the contexts and mech-
anisms that may facilitate (or hinder) appropriate 
implementation and scale- up within existing health 
and educational organisations?

 ► How and to what extent can the implementation of a 
training programme aimed at GP trainees influence 
their knowledge and attitudes and the community 
orientation of the PC practices involved?

 ► Is training in ABCD a valid, effective and sufficient 
strategy to promote and strengthen the community 
orientation of PC?

METHODOLOGY
Theoretical and conceptual framework
Theories are integral to healthcare research and influ-
ence how evidence is collected, analysed, understood 
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and used.28 There is great diversity of theories around 
learning (pedagogy) and community health. In this study, 
and in line with the above specified study objectives and 
research questions, the following theoretical frameworks 
will be considered:

Theories of social development, experiential learning and critical 
pedagogy
Social development theory proposed by Lev Vygotsky 
argues that social interactions do not just influence cogni-
tive development, but crucially precede it. According to 
Vygotsky, learning is mainly social and cultural, which 
means that the nature of the interactions (with whom we 
are learning and discussing, in what social context, with 
what purpose and frequency) is at least as important as 
the ‘content’ being taught.29 Experiential learning theory, 
on the other hand, emphasises the role of reflection and 
active experience, and assumes that ‘facts are not fixed 
and immutable elements of thought, but are constantly 
formed and re- formed through reflection around 
concrete experience and feedback’.30 Critical pedagogies 
have typically emphasised the transformative power of 
education, and its commitment to the improvement of 
social reality.31 Throughout our study, we will pay especial 
attention to the social and cultural context within which 
learning processes occur and provide practical exer-
cises in which to test and reflect on learnt concepts, as a 
means of promoting new practices that could potentially 
strengthen the community orientation of PC.

Participatory action research theories
Participatory action research approaches have the ability 
to influence the reality being researched (‘knowledge in 
action’), while potentially developing knowledge that is 
both relevant to those directly involved in the research 
and applicable to a wider audience.32 33 Far from repre-
senting a uniform and static discipline, participatory 
methodologies comprise varied approaches and appli-
cabilities.34 35 While acknowledging this plurality of 
practices, we will focus on those features that best fit the 
objectives of this project36: (a) flexibility in the design and 
implementation of the intervention, which takes definite 
shape only as the work progresses and is kept continu-
ously under review; (b) cyclical and iterative development 
of the research, where the intervention is refined in the 
light of evaluation findings; (c) acknowledgement of the 
subjective meanings that those directly involved in the 
research problem attach to it; (d) commitment to change 
the problem situation for the better in the process of 
researching it and (e) consideration of the complex and 
ever- changing nature of the social context in which the 
research is undertaken.

Ecological social theories
Ecological social theories recognise individuals as 
members of multiple systems operating at different inter-
connected levels (such as, interpersonal, organisational, 
community and public policy).37 From this standpoint, 

our decisions, actions and interactions with other individ-
uals (micro- level) are framed in specific norms and organ-
isational routines (meso- level), which are, in turn, shaped 
and constrained by higher- level social contexts (macro- 
level). In this study, we will adopt a ‘circular’ approach 
to the construction of social reality38: while the estab-
lished ways of doing things that make up our health and 
educational structures strongly influence our individual 
behaviour, they can be challenged, replaced or repro-
duced differently, creating opportunities for change.39

Salutogenesis and asset-based models
Salutogenic approaches emphasise those protective 
factors that allow people to live their lives and react to 
stressful situations positively.40 According to Antonovsky, 
every individual, organisation or social group has ‘posi-
tive’ features and resources (‘assets’), which can be used 
to challenge and even counteract ‘negative’ influences.41 
In this study, we will develop a training programme on 
ABCD, while identifying potential individual, interper-
sonal and organisational assets within study areas that 
may facilitate its implementation.

Table 1 summarises how these four theoretical frame-
works relate to specific elements of the study design, 
research plan, intervention and evaluation.

Design
We will undertake a mixed- methods,42 multilevel43 and 
multicentric action research32 study, comprising three 
main levels of evaluation: micro, meso and macro.

At micro- level, we will explore the perceptions and 
experiences of GP trainees paying especial attention to 
the dynamic interactions between the different actors 
involved (other GP trainees, GP tutors, MPTUs, PC 
teams and relevant community stakeholders) during the 
classroom- based training and the practical exercise. In 
addition, we will evaluate the impact of the intervention 
on trainees’ knowledge on ABCD using a self- administered 
questionnaire (before- and- after design). At meso- level, 
we will analyse how and to what extent the organisational 
structures (PC practices and MPTUs) enable or constrain 
the implementation and development of the interven-
tion. We will also assess the impact of the programme on 
the community orientation of PC using self- administered 
questionnaires in practices exposed to the intervention 
and a sample of practices not exposed. At macro- level, 
we will investigate the barriers, facilitators and incen-
tives of supporting training on ABCD within the mana-
gerial and political sphere. Following an action- research 
study design, we will implement the training programme 
sequentially across eight study areas and iteratively refine 
and modify it by incorporating the findings from the 
evaluation.

Research plan and governance
As illustrated in figure 1, the study will be undertaken over 
48 months, from September 2018 to September 2022. 
The intervention will be implemented and evaluated 
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in eight Andalusian MPTUs sequentially. In each study 
area (MPTU), we will set up a stakeholder advisory 
group aimed at monitoring the practical relevance of the 
research and addressing any potential issues that might 
arise during programme implementation and evaluation. 
It will include members of the research team, the local 
MPTU, PC tutors, GP trainee representatives and policy-
makers linked to PC Districts and/or the Regional Health 
Council; and meet on a regular basis as required. The 
research team (including a professor in public health, a 
GP trainee, primary healthcare practitioners and a public 
health maker with relevant academic, teaching and clin-
ical background) will design the preliminary training 
programme, which will be delivered by three team 
members (AC- M, BV- P, MH) together with external local 
collaborators. Data collection and analysis will be carried 
out in parallel by the research team. Findings will inform 

the redesign of the intervention and its implementation 
and evaluation in the next study area.

Description of the intervention
The educational intervention will be called “discover 
your neighbourhood by health- asset mapping”. It will be 
aimed at first and/or third year GP trainees on rotation 
in PC at the time of the intervention, and from one of the 
eight MPTUs under study.

As shown in figure 2, the intervention will comprise a 
classroom- based theoretical element and a practical exer-
cise in their assigned PC practice. Relevant reading mate-
rial will be shared online prior to the theoretical training, 
which will consist of a single- day face- to- face session over 
approximately 6 hours. The content of the classroom- 
based training will be divided into five sections: (1) intro-
duction to the characteristics of PC following Starfield’s 

Table 1 Link between the theoretical frameworks and specific elements of the study design, research plan, intervention and 
evaluation

Theoretical framework Study characteristics

Social development, experiential learning and critical 
pedagogy

 ► Enhancement of general practice trainees’ involvement and 
participation during the classroom- based training.

 ► Critical reflection around concrete experience during the practical 
exercise.

Participatory action research  ► Iterative modification of the training programme (intervention) in the 
light of the evaluation findings.

 ► Acknowledgement of the subjective experience of those directly 
involved in the research during data collection and analysis.

Ecological social theories  ► Micro- level, meso- level and macro- level data collection.
 ► Structuration of findings at individual, relational, organisational and 
policy levels.

Salutogenesis and asset- based models  ► Development of an asset- based community health promotion training 
programme.

 ► Identification of individual, interpersonal and organisational ‘assets’ for 
successful programme implementation.

Figure 1 Study overview.
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four cardinal Cs: first Contact accessibility, Coordination, 
Comprehensiveness and Continuity10; (2) introduction to 
the social determinants of health and community diag-
nosis using routinely available census and health statistics 
of the population covered by the trainee’s PC practice; (3) 
theoretical foundations of ABCD approaches; (4) meth-
odology for health assets mapping in a community, using 
the Andalusian ABCD guideline44; (5) presentation of the 
practical exercise and work plan. Participatory dynamics 
and techniques will be used throughout the workshop.

The practical exercise will be developed in the GP 
trainees’ PC practices and will consist of a health- asset 
mapping process relevant to a common health condi-
tion. GP trainees will have approximately 1 month to walk 
around and explore the local area, introduce themselves 
to local community organisations and identify community 
health assets relevant to the selected health condition. 
The exercise will be developed with the help and supervi-
sion of the PC team (especially, their assigned tutor and 
the social worker) and can involve the familiarisation and 
updating of an existing health- asset map, or the develop-
ment of a new map where these have not been previously 
developed. The GP trainee will finally collate and present 
visually the identified health assets in a poster that will be 
shared with the PC team, community organisations and 
the research team. Project timeline will be negotiated 
with the GP tutor to facilitate compatibility with the rest 
of ongoing training responsibilities.

The proposed intervention will be modified in the light of 
the evaluation findings in keeping with the action- research 
design, leading to the development of a high- quality and 
sustainable training programme (objective 1).

Evaluation
The evaluation will involve the collection of qualitative 
and quantitative data over a similar timeframe and follow 
a convergent mixed- methods evaluation design.45 46

Qualitative methods
Qualitative methods will enable a better understanding 
of the contexts and mechanisms by which the training 
programme ‘works’ (or not), as well as the identification 
of relevant barriers and facilitators for its implementation 
and scale- up (objective 2).47 48 We will adopt a process- 
oriented evaluation approach, analysing the emerging 
data as the programme unfolds.

Data collection
 ► GP trainees: we will organise a minimum of eight 

focus groups (one per study area) with GP trainees 
who participated in the programme before or after 
finishing the practical exercise. All GP trainees 
attending the course will be invited. Questions will 
be related to the content, method and format of the 
classroom- based training, as well as perceived barriers 
and facilitators for the practical exercise.

 ► PC and MPTU workers: we will organise a minimum 
of eight focus groups (one per study area) with PC 
workers of the practices involved in the interven-
tion. We will undertake a purposive sampling seeking 
maximum variety in age, gender, professional profile 
and previous experience in community- based health 
promotion activities. We will also conduct a minimum 
of eight semi- structured interviews (one per study 
area) with members of the participating MPTUs. 
Questions will address PC and MPTU workers’ atti-
tudes towards ABCD and any perceived barriers, 
facilitators and recommendations for the implemen-
tation and scale- up of the training programme within 
existing health and educational organisations in 
Andalusia, Spain.

 ► Policymakers: we will conduct semi- structured inter-
views with approximately eight policymakers linked 
to the local PC Districts or Regional Health Council 
and responsible for the implementation of the 

Figure 2 Description of the preliminary educational intervention. ABCD, asset- based community development; PC, primary 
care.
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‘Renewing Primary Healthcare’ policy strategy. We will 
ask each interviewee to nominate another potential 
interviewee (snowball sampling) until a sufficient 
sample has been obtained. Questions will investigate 
the barriers, facilitators and incentives to support our 
training programme within the managerial and polit-
ical sphere.

The exact number of focus groups and interviews 
cannot be specified from the outset as these will be driven 
by a dynamic and iterative approach. New contacts and 
interviews might be arranged according to the findings 
and needs of the research, until data saturation has been 
reached.49 Data collection will be carried out by research 
team members not involved in the training of the inter-
viewees in order to foster critical reflection and discussion. 
With participants’ consent, interviews and focus groups 
will be audio- recorded and transcribed. Meeting place 
and time will suit participants’ schedule and preferences.

Data analysis
Transcriptions will be thematically analysed to identify 
patterns, categories and connections in the data.5051 
Findings will be related to the resources and condi-
tions for successful implementation and scale- up of the 
training programme and structured in micro, meso and 
macro levels (informed by the ecological social theories 
explained above). Data analysis and interpretation will 
be reflexively monitored. We will seek negative cases and 
triangulate within the research group to ensure validity 
and rigour in the research process.52 53

Quantitative methods
Quantitative methods will allow us to investigate the 
potential impact of the training programme (interven-
tion) on the knowledge, perceptions and attitudes of GP 
trainees, as well as on the degree of community orienta-
tion of the PC practices involved (objective 3).

Data collection
 ► GP trainees: we will design a self- administered ques-

tionnaire to assess GP trainees’ (n=157) knowledge, 
perceptions and attitudes about ABCD and potential 
modifications after the intervention. The preliminary 
questionnaire will comprise (1) demographic ques-
tions (including age, gender, year of training) and 
(2) multiple- choice questions about ABCD addressed 
during the classroom- based training. It will be first 
sent to a small number of GP trainees and modified 
in the light of their comments to ensure appropri-
ateness. The final version will be distributed via the 
virtual campus and completed 1 week before and 
immediately after the training.

 ► PC workers: we will use a second self- administered 
questionnaire aimed at PC workers in order to investi-
gate the impact of the intervention on their attitudes 
towards ABCD and any potential modifications in 
the community orientation of the practices involved. 
The questionnaire will comprise (1) demographic 

questions (including age, gender, professional profile, 
workplace) and multiple- choice questions aimed at 
exploring (2) participants’ attitudes towards ABCD 
and (3) the degree of community orientation of their 
PC practice. The preliminary questionnaire will be 
based on the ‘community- orientation thermometer’54 
developed by the Asturian Health Observatory and 
modified after piloting it with a small sample of PC 
workers. The final questionnaire will be distributed by 
corporate email to PC workers belonging to the prac-
tices involved in the intervention (n=251) as well as 
those working in a sample of practices not involved 
(control group) (n=251). The control group will 
consist of all remaining PC practices within the PC 
District under study. The same questionnaire will be 
distributed in two occasions: before the intervention 
and approximately 12 months after.

Data analysis
Quantitative data will be statistically analysed using 
descriptive statistics, correlation tests and regression 
models in order to identify factors that may contribute 
to explain any potential modifications in GP trainees’ 
and PC workers’ responses. Assuming that the propor-
tion of PC workers involved in community- based health 
promotion activities is 0.5,16 we anticipate needing 251 
PC workers in each group (exposed and non- exposed) 
to detect a 0.15 difference in the likelihood of being 
involved in such activities using a type 1 error rate of 0.05 
and type 2 error rate of 0.2, and considering a 30% loss 
to follow- up.

Synthesis and integration of data
Table 2 summarises the data sources, analysis and synthesis 
for this multilevel and multicentric evaluation. We will 
undertake a narrative integration of outcomes writing 
both qualitative and quantitative findings together on a 
level- by- level basis (’weaving’45) and using visual means 
(‘joint displays’55) where appropriate. It is envisaged 
that the two sources of data will ‘expand’ insights of the 
phenomenon by addressing different and complemen-
tary aspects of it.45

Ethics and safety
The study has been approved by the ethics committee of 
the Andalusian Regional Health Council (6/2020). The 
security, confidentiality and information management will 
follow the regulations developed by Organic Law 15/1999 
of December 13 on data protection.56 We will request 
informed consent before completing the questionnaires 
and conducting the group and individual interviews. We 
will protect the confidentiality and privacy of participants 
in focus groups by requesting acceptance of a code of 
conduct to ensure that personal and private information 
is not shared or disseminated outside the group.

Patient and public involvement
The participatory action- research and health services 
research methods we propose are specifically designed 



7Calderón- Larrañaga S, et al. BMJ Open 2021;11:e040043. doi:10.1136/bmjopen-2020-040043

Open access

to enable direct involvement of participants. We will use 
this participatory approach as a continuous research 
process and identify a broad range of participatory input, 
including GP trainees, PC workers, members of MPTUs 
and relevant local and regional policymakers. Addition-
ally, GP trainees will discuss the outputs of their practical 
exercise with local community stakeholders. We will also 
create a stakeholder advisory group in each study area 
to enhance the practical relevance and impact of our 
research.

Dissemination plan
Dissemination will be undertaken as a continuous 
process throughout the research. It is envisaged that the 
enhanced training programme (objective 1) will consti-
tute a key output. We will develop workshops, presen-
tations and summary documents to make it accessible 
to potential users. All the teaching materials used and 
produced throughout the project will also be made avail-
able in open online portals to enhance access and dissem-
ination. We plan outputs for the following audiences:

 ► For GP trainees, PC workers and MPTUs, we will write 
a report summarising our research activity and outputs 
and providing guidance on how best to incorporate 
training on ABCD into the GP training curriculum.

 ► For the general public, including all the local commu-
nity groups identified in the asset mapping exer-
cise, we will develop lay summaries and user- friendly 
versions of our findings.

 ► For policy makers and strategic decision makers, we 
will produce succinct overviews of our findings with 
the objective of informing prevailing policy decisions.

 ► For the academic community, we will produce research 
publications in peer- reviewed journals and confer-
ence presentations. Preliminary findings will also be 
regularly presented and discussed within the research 
centre (Andalusian School of Public Health).

DISCUSSION
The development of a training programme on ABCD 
and its incorporation into the GP training curriculum 
involve introducing new behaviours, routines and ways 
of working (an innovation) in extensive health and 

educational organisations. Unlike studies that seek to 
evaluate the impact of a predefined intervention, in our 
case, the final specific characteristics and the implemen-
tation model are yet to be defined. The training model 
for GP trainees we propose to develop will evolve itera-
tively in the light of the evaluation findings during the 
course of our study to ensure it is context sensitive and 
fit for purpose.

As proposed by Greenhalgh and Papoutsi, ‘theoreti-
cally grounded, methodologically pluralistic, flexible and 
ecologically focused research approaches’ are needed for 
the evaluation of complex phenomena, such as the one 
being addressed in this study.57 We will draw on robust, 
appropriate and explicit theoretical frameworks (spec-
ified above) and combine quantitative and qualitative 
methods, which will allow us to assess the impact of the 
intervention, while providing rich information on ‘how’ 
and ‘in what context’ it might best be introduced.

The lack of inclusion of GP nurse trainees in the 
training programme and the evaluation process is one 
of the limitations of the present study. PC practices are 
made up of multidisciplinary teams, where community- 
based health promotion approaches tend to be the result 
of sustained and joint endeavours.16 Additionally, MPTUs 
include trainees of both disciplines (nursing and medi-
cine), which facilitates the development of shared educa-
tional pathways. In the present study, we will focus on GP 
medical trainees to increase the feasibility of programme 
implementation and evaluation in its early development. 
Our findings could, however, serve to inform future rele-
vant research on the adaptation and applicability of this 
intervention across disciplines.
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