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Introduction: Maintaining or acquiring healthier health-oriented behaviours and promoting physical and mental health amongst the Spanish population is a significant challenge for Primary Health Care. Although the role of personal aptitudes (characteristics of each individual) in influencing health behaviours is not yet clear, these factors, in conjunction with social determinants such as gender and social class, can create axes of social inequity that affect individuals’ opportunities to engage in health-oriented behaviours. Additionally, lack of access to health-related resources and opportunities can further exacerbate the issue for individuals with healthy personal aptitudes. Therefore, it is crucial to investigate the relationship between personal aptitudes and health behaviours, as well as their impact on health equity.

Objectives: This paper outlines the development, design and rationale of a descriptive qualitative study that explores in a novel way the views and experiences on the relationship between personal aptitudes (activation, health literacy and personality traits) and their perception of health, health-oriented behaviours, quality of life and current health status.

Method and analysis: This qualitative research is carried out from a phenomenological perspective. Participants will be between 35 and 74 years of age, will be recruited in Primary Health Care Centres throughout Spain from a more extensive study called DESVELA Cohort. Theoretical sampling will be carried out. Data will be collected through video and audio recording of 16 focus groups in total, which are planned to be held in 8 different Autonomous Communities, and finally transcribed for a triangulated thematic analysis supported by the Atlas-ti program.

Discussion: We consider it essential to understand the interaction between health-related behaviours as predictors of lifestyles in the population, so this study will delve into a subset of issues related to personality traits, activation and health literacy.

Clinical trial registration: ClinicalTrials.gov, identifier NCT04386135.
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Introduction

Health-related behaviours are used to understanding behaviour of individuals and the effects on their health or mortality (1). Conceptual and methodological advances have led to an increasing recognition that health behaviours are multidimensional and are integrated into lifestyles (1, 2). Furthermore, they are modified throughout life and according to the context of each individual by the “determinants of health status.” These determinants include environmental, biological, behavioural, social, economic, educational, cultural factors and the use of health services, placing the individual in his or her context (3, 4).

The social determinants of health explain most of the inequities in health, i.e., the observed unfair and avoidable differences (5, 6). In 1946, World Health Organisation (WHO) included “social welfare” in its definition of health and since then, integrating the social approach into the biomedical model has been a priority (6). However, today health inequities remain a critical problem in population health worldwide. In Spain, the direction of ordinance to reduce inequalities focuses on the distribution of power, wealth and resources in society, as well as living and working conditions (6, 7).

In this article we will focus on health-related behaviours in an attempt to understand them within a social and structural framework. We are interested in learning about people’s experiences of doing what they can or what they know, depending on their circumstances and their “personal aptitudes,” and how these experiences interact with the social and economic context of the environment. As well as with the axes of social inequality such as gender, social class, age, ethnicity and territory, amongst other contextual determinants that place people in different positions of power and opportunity.

The possible relationship of health behaviours health determinants and the presence of non-communicable diseases (NCDs) (8, 9), was raised as one of the major challenges for Health Promotion, since Ottawa 1986 where personal aptitudes were recognised as tools to achieve the development of greater control over people’s own health and the environment around them. This premise is observed from a salutogenic point of view by the WHO (10), which considers that the choices available to each individual will provide strategies for their well-being and quality of life (4). It is crucial to understand how these choices are risk factors or protective factors for health, and therefore influential in disease prevention and its treatment (11, 12).

As part of this important task, it is necessary to study how these behaviours are gathered and interact with each other. Enroot from identities that usually arise from social groups, beginning at the perspective of a healthy lifestyle, thus it is estimated that health-related behaviours account for at least 40% of deaths in the United States (13, 14). For example, some inquiry studies at the relationship between attitudinal behaviours and unhealthy behaviours, like a drinker’s strong association to add other bad practices to this conducts (15). As well as a person with damaging self-care behaviours similarly to a poor diet may be more inclined not to exercise or lead to a more sedentary life, thus accumulating a number of factors that negatively affect their health (16, 17). Therefore, understanding the interaction between health behaviours is considered essential (17), and some interventions find the need to explore further the association between self-care and habits within the population (18, 19).

Some studies have reported the implications of addictive behaviours related to negative routines causing chronic conditions which could with a greater frequency in populations with low education levels and minor economic status (20, 21). Other studies explored the views of health professionals on the influence of education on the type of decisions people make regarding how education may be related to external factors that influence their quality of life (22), in their social environment, the relationship with the health professional and the patient or the way they use the health service (23).

As mentioned above, we will look at health-related behaviours that affect lifestyle habits and become risk factors for NCDs (24). A WHO report finds that amongst the NCDs, of most concern are physical inactivity, diet, sleep, alcohol and tobacco use, sedentary lifestyle, adherence to medical treatment, and health care seeking behaviours (25, 26). Insufficient physical activity and malnutrition have led to an increase in overweight, with 16% of the population in Europe currently suffering from obesity, affecting more women than men. According to the WHO Regional Office for Europe, there is a strong relationship between obesity and low socioeconomic status, especially for women with lower level of education (preschool or primary school) (27–29). In the United States, a recent study showed that obese men have a higher prevalence of depression or depression-related symptoms compared to women (30). In concordance, to the Centres for Disease Control and Prevention, in 2021, non-Hispanic black individuals (49.6%) had the highest prevalence of obesity, followed by Hispanic individuals (44.8%), non-Hispanic white individuals (42.2%) and non-Hispanic Asian individuals (17.4%). Whilst in Spain, a study with patients with type 2 diabetes found that personality the traits, such as impulsivity, are associated with weight loss (31, 32).

The WHO also listed Europe as the continent with the highest levels of total alcohol consumption per capita of 10–12 L of pure alcohol during 2018 (33). A study conducted in 20 European countries found a strong association with higher alcohol consumption and poor diet, occurring more frequently in people with poorer working conditions and mostly in women (34).

Stress and sedentary lifestyles also cause NCDs. In Europe, 54.3% of people are sedentary to some degree (35). Similarly, psychological conditions that have difficult diagnosis lead to a drain on health systems, as is the case in Europe today with public expenditure on mental health per capita at 22%, more than double that of the Americas and the Eastern Mediterranean (36). And in many cases, are not taken into account, epidemiological data affecting these phenomena, such as African Americans having lower rates of psychiatric problems, despite their relatively higher risk of poorer health outcomes (4).

In Spain, there are also worrying figures, according to the primary data from the national health system, it has a prevalence of obesity of 24% (37) the prevalence of insufficient physical activity is 36%, and the frequency of daily tobacco consumption and weekly alcohol consumption is 22% and 37%, respectively (38). However, there are no recent studies at the national level that help to understand the interaction between these health behaviours and the regional, cultural, gender, race, education or socioeconomic patterns. Therefore, it is considered essential that qualitative or hybrid studies be carried out in Spain that would help to find these answers.

In a recent study, it was found that during confinement, health-oriented behaviours differed by gender, with women being more responsible for health promotion by caring for their children and men focusing on self-care by cooking healthy meals (39). To improve health, the heterogeneity of people and their context must be considered, and traditional gender roles must be changed. In addition, other studies suggest that emotional intelligence is positively related to healthy behaviours, life satisfaction and improved health perception, especially in the ability to relate socially (40, 41). In addition, one important study has found a positive relationship between emotional intelligence and physical and mental health, as well as health-related behaviours (42), however, there is a lack of in-depth consideration of how personal aptitudes and emotional intelligence interact with the social and economic context of participants, nor do they consider in detail the axes of social inequality and other contextual determinants of health inequalities.

Personality traits that assess a person’s set of psychological and behavioural characteristics and internal organisation, which cause him or her to act differently in a given circumstance (43); personality traits such as neuroticism (tendency to experience negative emotions), hostility and harshness are related to detrimental health behaviours, physical and mental health problems that lead to stress levels that induce lower longevity (44, 45).

Activation is defined as the ability and competences to manage one’s personal condition, maintain one’s health functioning, and make appropriate choices to prevent health deterioration. It is a tool that enables individuals to maintain health-oriented behaviours and optimise quality of life, higher levels of activation are associated with better self-care capacity and better health outcomes (46–48).

Health literacy, which values individual knowledge, motivation and competences to understand and make decisions related to health promotion and maintenance (49). Furthermore, good health literacy has been associated with healthier health-oriented behaviours. On the other hand, inadequate levels of health literacy are a critical factor in the discernment of healthy habits and can hinder self-care for chronic diseases. In consequence, improving health literacy is an unavoidable challenge from a social and health point of view (50).

Therefore, the main objective of the study is to explore participants’ experiences of health behaviours in relation to their personal aptitudes (activation, personality traits) and health literacy. In addition, the specific objectives are:

• To understand the dynamics of health behaviours according to participants’ quality of life and health status.

• To explore participants’ views and experiences of health-related behaviours according to their different local, social, economic or educational contexts.



Methods


Study design and characteristics

This protocol has been written based on the current literature, following the Standards for Reporting Qualitative Research (51). It is intended to be an exploratory/interpretative qualitative study, the results of the study can be of great value and highly applicable in qualitative research as a means to explore and understand the meaning that individuals or groups attribute to a social or health problem (52, 53).

This research will have a descriptive phenomenological perspective (54, 55), which aims to identify human experiences of a phenomenon as described by the participants. Therefore, research is directed at producing knowledge based on paradigmatic coherence (56).



Context

The study will be carried out within the framework of primary care and health promotion development, during the 2021–2023 period in different Primary Health Care (PHC) in Spain (see Figure 1). It is important to highlight that PHC is a level of health care where it is provided at the first contact of the patient with the health system, therefore, it is an ideal context to improve health promotion and health literacy. Thus, the PHC approach is a means to address different aspects, such as compliance with therapeutic recommendations, use of health services, follow-up of preventive measures, adoption of healthy lifestyles, amongst others.

[image: Figure 1]

FIGURE 1
 Representative map of the Autonomous Communities (AACC) and Primary Healthcare Centres (PHCs) participating in the study.




Participants and recruitment

The participants of the qualitative study will be taken from the first phase of the project as it is a mixed-methods study, i.e., they will be selected from the quantitative phase that is carried out in parallel to this qualitative study, as part of a single project called the DESVELA Cohort. Users will be recruited from PHCs in 8 Autonomous Communities (AACC) in Spain (Catalonia, Euskadi, Castilla y León, Aragón, Galicia, Balearic Islands, Castilla la Mancha and Andalusia; see Figure 1). The sample will be selected by convenience sampling based on inclusion criteria and heterogeneity variables, and will be between 35 and 74 years of age (see Figure 2).

[image: Figure 2]

FIGURE 2
 Diagram theoretical purposive sampling phase diagram.


Recruitment will be carried out by means of a telephone invitation to people who have previously expressed interest in being interviewed. All respondents will be provided with a consent form outlining the purpose and conditions for participating in the study, and will be given detailed information about their rights so that they can withdraw at any time.



Sampling

We have created a multidisciplinary team that will support the whole process of the qualitative study, in which an initial bibliographic search was carried out to determine which of the personal aptitudes would be more suitable in order to support and expand the results of the DESVELA cohort.

The search provided us information, which was used to determine heterogeneity dimensions or factors most commonly used in other similar studies and, the most suitable dimensions for the plurality of the theoretical sampling were defined (see Figure 2).

Main dimensions for stratifying the qualitative sample:

• Autonomous communities

• Rural and urban population.

Heterogeneity Dimensions:

• Gender

• Age

• Current health condition (determined by the question “How is your general health?,” dividing the participants into 5 levels; see Figure 2)

• Income level

• Education level.

The power of the sample in a qualitative study does not depend on the size but rather on the representativeness of the discourse (57), therefore, the dimensions of stratification and heterogeneity were chosen to bring variability to the sample and reach a maximum discursive plurality (54).

The sample size will depend on the effectiveness of recruitment. Participants will be selected from the quantitative phase of the DESVELA cohort. It is estimated that each research group in the 8 AACC will recruit an average of 24 participants who will form two Focus Group Discussions (FGD) in each AACC. This will result in a total of 16 FGD, made up of 8 or 12 people, giving a maximum sample size of n = 192.



Information generation techniques

This study is based on FGD, data collection technique, which involves conducting dialogue with several individuals to gather their perspectives and understand the meanings and significance of the study topics (58). The aim of FGD is to encourage interaction through sharing experiences and creating synergy between the research teams and the participants.

A person with the necessary experience will moderate the dynamics of the participants and be supported by a person who will observe the whole process and take field notes. The FGD will be conducted in varied contexts, as each AACC has different characteristics, e.g., social policies may vary according to the community, some have different local language, traditions, and food. It will take place in a free-speaking and relaxed atmosphere in an accessible location that has a space that allows for an adequate interviewing time of approximately 90 min.

Before starting the semi-structured interview questions (see Supplementary material), the FGD participants will be asked to help us describe their opinion, how good and how bad their current state of health is, by rating a scale similar to a thermometer, by rating on a thermometer-like scale (Visual Analogue Scale) (59), with a 100 for the best health you can imagine and a 0 for the worst health you can imagine.

The Focus Group Theme Script (FGTS) will be followed for the execution of the interviews (see Supplementary material). The interviews will be video and audio recorded, which will be piloted before starting the fieldwork. The FGTS is composed of 7 themes according to the results of the theoretical sampling (see Figure 2) activation, current health status, personality traits, health perception, quality of life, health habits, health literacy. The structure of the FGTS poses starter questions and the innovative implementation of 3 energiser exercises that will stimulate spontaneous participation and take advantage of group interaction to obtain better results (attached as Supplementary material).

If some participants are unable to attend the FGD and only if it is deemed necessary to achieve saturation of the discourse, some individual in-depth interviews will be conducted in which the researcher will encourage the participant to expand on the topics of discussion in detail.



Data analysis

The Colaizzi descriptive phenomenological method will be used to analyse the data (60). The analysis will be centred on one of the AACC participating in the study, namely Catalonia, and will be a thematic and interpretative content analysis.

First, the video and audio recordings will be transcribed verbatim and anonymized. Having this information, the analyst will read the transcripts, and make some pre-analytic intuitions to identify relevant discourses within the text before dividing the text into units of meaning (familiar with the data).

The texts will be read more than once, the audios and videos will be listened to and watched as many times as necessary, and the field notes and the written exercises that were carried out as part of the FGD will be reviewed (reading-rereading), so as to obtain the codes by analogy, which will serve to classify the discourses, capturing the most outstanding ideas that respond to the narrative results obtained. The Atlas-Ti programme will be used to support the storage and organisation of all the information and data extraction (coding) and the meanings will be grouped into common themes (categorisation) (61).

Reflexivity will accompany the whole study (58). In addition, together with different researchers from different disciplines they will discuss all the data found by means of the triangulation of analysts (57), Triangulation will allow the research team to reach a consensus to interpret the phenomenon, describe the terms found and establish the relationship between the results and the objective of the study (62). Finally, a summary of the results will be returned to the participants asking them to describe their experience (validation).




Discussion

The study will delve into the opinions and experiences of the Spanish population on the relationship between personal aptitudes and their perception of health, health-oriented behaviours and their quality of life. It will be investigated from a cross-sectional perspective (46), taking into account the age, gender, orientation, ethnicity and socioeconomic level of the study population, as well as the cultural variability provided by the different AACC involved. Our sample variability can be considered a strength; however, it can be affected by the different conditions presented in each AACC.

Currently, the leading causes of mortality and morbidity are related to health-oriented behaviours. It is investigated whether personality can influence people’s decisions on their health care and quality of life (63), it is, therefore, essential to study its influence and their relationship with NCDs and chronic diseases. Some studies assess health behaviours, but insufficient evidence has been found from a PHCs perspective on the relationship between personality, health-oriented behaviours, quality of life and health status, highlighting the need for this study.

As limitations, it should be noted that the results of this study will not be generalizable but may be transferable to other geographical contexts. On the other hand, despite the different strategies, the sample may present barriers to participation when agreeing with several people in one place at the same time. However, we expect good results thanks to the invitation to participate call and the experience of the steering group in similar studies.

Participants’ speeches can also be affected by being self-conscious about having to talk about their experiences in public, therefore, the energising exercises set out in the FGTS (see in Supplementary material) will help reduce these problems by encouraging participants to reflect by provoking instinctive reactions that will help to uncover participants’ first reactions without any influences (64). This is a strategy to make FGD more interactive, increase reflexivity, increase participants’ understanding, make the session more enjoyable and reduce social desirability bias (65).

It is hoped that the results of this study support the results of the quantitative phase of the cohort and also will help to understand health behaviours and provide sufficient and relevant information that can be applied in health care promotion campaigns, as well as contribute to the dissemination of data for health improvement through publications in scientific journals, presentations at academic meetings, workshops or local and national media.


Strengths of this study




• This study has a multidisciplinary team that will apply reflexivity as a transversal aspect throughout the project, as well as supporting all processes of rigour and validity.

• The study will help gain a deeper understanding of the relationship between personal aptitudes and current health status amongst users of PHCs in Spain.

• The qualitative methodology of this study will complement the information of the multicentre project or DESVELA Cohort.

• Intersectionality is part of the perspective applied in the selection criteria, which gives diversity to the theoretical sample.
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