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BEHAVIOUR CHANGE STRATEGIESIN PRIMARY HEALTH CARE:
EVIDENCE, EFFECTIVENESS AND IMPLEMENTATION LESSONS

Abstract. Patient behaviour change is one of the core clinical technologies of
primary health care (PHC), directly influencing prevention, risk factor control,
treatment adherence, and long-term outcomes in the management of chronic diseases.
It is at the PHC level that smoking, hazardous alcohol consumption, unhealthy diet,
insufficient physical activity, poor self-management, and low medication adherence
are most commonly identified. At the same time, international practice convincingly
demonstrates that the simple provision of information rarely trandates into sustained
behaviour change; clinically meaningful effects usually occur when behavioural
support is embedded within the patient’s routine care pathway and reinforced by
repeated contacts, digital reminders, team-based care, and clear action algorithms.

The aim of this article was to synthesise international experience regarding
patient behaviour change strategies in PHC, to identify approaches supported by the
strongest evidence base, and to outline the conditions under which they are genuinely
effectivein everyday clinica practice. Theanalytical review was based on international
clinical guidelines, systematic reviews, meta-analyses, and key randomised controlled
trials addressing motivational interviewing, brief interventions, digital tools, group
education, self-management, and multicomponent support models.

It was shown that brief interventions for smoking and hazardous alcohol use
have a robust evidence base in PHC settings. very brief advice from a healthcare
professional increases the likelihood of smoking cessation, while brief acohol
interventions are associated with reduced alcohol consumption after 12 months of
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follow-up. Motivational interviewing retains clinical value but is not a universal
solution: its effectiveness is moderate, context-dependent, and largely determined by
practitioner training, contact intensity, and fidelity to the method. Digital tools,
particularly SM'S reminders, are most useful as enhancers of face-to-face counselling;
stand-alone mobile applications more often improve self-reported adherence than
‘hard’ clinical endpoints.

For chronic conditions, structured group education and self-management
programmes are promising; however, the greatest clinical gains are demonstrated by
multicomponent models combining behavioural support with self-monitoring of
indicators, action algorithms, repeated follow-up, and organisational implementation
tools. The main barriers remain lack of time, competing clinical priorities, insufficient
staff training, weak digital integration, absence of referra pathways for patients, and
limited incentives for the care team.

It was concluded that the most effective model for PHC is a stepwise behaviour
change approach: from universal screening and brief structured advice to the selective
use of motivational interviewing, digital follow-up, group programmes, and more
intensive forms of support.

Keywords: primary health care, behaviour change, motivational interviewing,
brief interventions, digital interventions, treatment adherence, smoking, alcohol, self-
management, implementation.
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AHoTanig. 3MiHA IOBEIIHKM MallleHTa € OJHICI0 3 0a30BUX KIIHIYHUX
TEXHOJIOT1 mepBUHHOT MeauuyHoi aomnomoru (IIMJI), Big sikoi mpsmo 3anexaThb
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npo(dilakTUKa, KOHTPOJb (PAKTOPIB PU3HKY, MPUXUIBHICTH A0 JIKyBaHHS Ta JOBrO-
CTPOKOBI pe3yJlbTaTH BEJCHHS XPOHIUHUX 3axBopioBaHb. Came Ha piBHI [IMJ]
HaWJacTilIe BUABISAIOTH TIOTIOHOKYPIHHS, PU3UKOBAHE BXKUBAHHS aJIKOTOJII0, HEpaIlio-
HaJIbHE XapuyBaHHs, HEIOCTATHIO (D13MUHY aKTUBHICTh, TPOOIEMHU CAMOMEHEIKMEHTY
Ta HU3bKY MPUXWIBHICTG O JIIKyBaHHA. BogHouac MDKHapoAHa MpaKTUKA
MIEPEKOHJIMBO TOKA3ye, 10 MpocTa nepeaada ingopMmariii pigko TpaHCPOPMYyEThCS Yy
CTIAKY 3MIHY TOBEIIHKU; KJIIHIYHO 3HAUyIIUN ePeKT 3a3BHMYail BUHHKAE TOII, KOJIH
MOBEJIIHKOBA TIJTPMMKa BOyjJOBaHA B PYTUHHHH MapuIpyT MaIli€HTa, MifCUiIcHa
MOBTOPHUMH KOHTaKTaMH, HU(PPOBUMH HarajyBaHHSIMH, KOMaHIHOIO POOOTOI0 Ta
YITKUMHU aJITOpUTMaMHu Jiid. MeTa cTaTTi — y3arajJbHUTH MIXKHAPOJIHUN JOCBIJ 11010
cTpaTeriii 3MiHM TOBeAIHKU maIrieHTiB y [IM/I, BU3HAUYNTH MIAXOAU 3 HaWKpPaIOH
J0Ka30BOI0 0a3010 Ta OKPECIUTH YMOBH, 3a SIKUX BOHU € peaibHO €()EKTUBHUMHU Y
MOBCSKICHHIHM KIIIHIUHINA TpakTUIll. MaTepianioM AJis aHAIITUYHOTO OTJISATY CIIYTyBaJH
MIDKHAPOJIHI KJIIHIYHI HACTAHOBM, CUCTEMATHYHI OTJISJIM, METaaHaJI3u Ta KIIOUYOBI
PaHA0Mi30BaH1 KOHTPOJIbOBAHI JTOCIIIKEHHS, IPUCBSIYEHI MOTHBAL[IHHOMY 1HTEPB 10,
KOPOTKUM IHTE€PBEHLISIM, LHU(GPOBUM I1HCTPYMEHTAaM, TPYIOBIM OCBITI, camoMme-
HEJDKMEHTY Ta 0araTOKOMIOHEHTHUM MOJAENSIM MiATpuMKHU. [loka3zaHo, 1m0 CTIMKY
noka3zoBy 0a3y B ymoBax [IM/] MaroTh KOpOTKI BTpy4aHHsI I10JI0 TIOTFOHOKYPIHHS Ta
PU3MKOBAHOTO BXXMBAHHS AJKOTOJIIO: Ty’Ke KOPOTKa MOopaaa MEAUYHOTO MpaIliBHUKA
IIJIBUIIYE WMOBIPHICTH BIJIMOBH BiJI TIOTIOHY, @ KOPOTKI aJKOTOJIbHI 1HTEPBEHIIIT
aCOLIIOIOTHCS 31 3MEHIICHHSIM CIIO’KMBAHHS AJKOroJif0 4epe3 12 MicALIB cCIocTe-
pexeHHs. MoTuBarliiiHe 1HTEpB’t0 30epirae KIIHIYHY I[IHHICTh, ajieé HE €
YHIBEpCAJIBLHUM PIIIEHHSM: HOT0 €(EeKTUBHICTH € MOMIPHOI0, KOHTEKCT-3aJIEKHOI0 1
3HAYHOIO MIPOI0 BU3HAYAETHCS MIJATOTOBKOIO (PaxiBIlsl, IHTEHCUBHICTIO KOHTAKTy Ta
BinoBiHICTIO MeToauIll. [{ludposi iHcTpymenTH, Hacammiepen SMS-HaraiyBaHHs, €
HaWO1IBIII KOPUCHUMU SIK IM1ICUITIOBAY OYHOT'O KOHCYJIbTYBaHHS; 1301b0BaH1 MOOLITBHI
3aCTOCYHKHU YacTIlIe MOMIMNIIYIOTh CAMO3BITHY MPUXHIIbHICTh, HIXK «TBEP1» KIIIHIYHI
KIHIEBl TOYKHU. {711 XpOHIYHUX CTaHIB MEPCHEKTUBHUMHU € CTPYKTypOBaHa IpyrnoBa
OCBITa 1 MPOrpaMHU CaMOJIONIOMOTH, OJHAK HAaWOUIBIIMI KIIHIYHUN 3CYB JEMOHCT-
pYIOTh O0araTOKOMIIOHEHTHI MOJENI, IO MOEIHYIOTh MOBEAIHKOBY MIATPUMKY 3
CaMOKOHTPOJIEM MOKa3HUKIB, AJITOPUTMAMM i, TOBTOPHUM CIIOCTEPEKECHHIM 1
OpraHi3alifHUMHU 1HCTPYMEHTaMH BIPOBaKeHHs. OCHOBHUMH Oap’epaMu 3aju-
AI0ThCS Ne(PIUT Yacy, KOHKYPEHITisl KJIIIHIYHAX TPIOPUTETIB, HEJOCTATHS MiATOTOB-
Ka mepcoHany, ciabka mudpoBa I1HTErpailis, BIACYTHICTh KIIHIYHHUX MapIIPYTIB
CKEpYBaHHS MMalll€HTIB Ta OOMEXEH1 CTUMYJIN JJI1 KOMaHI. 3p00JieHO BUCHOBOK, 110
it [IMJ] HaliG1mbI pe3yIbTaTUBHOIO € CTYMIHYACTa MOJIENh 3MIHU TTOBEIIHKH: Bij
YHIBEPCAJIBLHOTO CKPHHIHTY 1 KOPOTKOI CTPYKTYpOBaHOI TOpaju JI0 CEIEKTHUBHOTO
3aCTOCYBaHHS MOTHUBAIIHOTO 1HTEPB 10, IU(PPOBOTO CYIIPOBOY, TPYIOBUX MPOTrpam
1 OUTBIIT IHTEHCUBHUX ()OPM M ATPUMKH.

Kiarw4oBi cioBa: nepBuHHA MeAWYHA JOMOMOTa, 3MiHA TMOBEAIHKH, MOTH-
BallliiHE 1HTEPB’10, KOPOTKI IHTEpPBEHIIii, MU(GPOBI IHTEPBEHLIi, MPUXUIBHICTH O
JiKyBaHHS, TIOTFOHOKYPiHHS, alTKOTOJIb, CAMOMEHE[XKMEHT, BIIPOBAKEHHS.
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I ntroduction. Primary health care (PHC) is the level of the health-care system
at which behavioura risk factors most commonly first become the subject of clinical
discussion. It is here that patients receive recommendations on smoking cessation,
reducing alcohol consumption, improving diet, increasing physical activity, taking
medicines regularly, self-monitoring key indicators, and engaging in preventive
measures[1, 2]. For most common non-communicable diseases, these decisions are no
less important than pharmacotherapy, since behavioural patterns largely determine the
long-term trajectory of risk, disease progression, and the frequency of complications.

In the contemporary international literature, behaviour change is regarded not as
a secondary “educational” activity, but as a structured clinical technology with its own
mechanisms of action, tools, limitations, and indicators of effectiveness [1, 2].
However, the practical challenge isthat, in routine outpatient practice, physicians and
nurses rarely have access to lengthy counselling sessions. Therefore, particular
Importance is attached to approaches that are evidence-based, brief, scalable, and
compatible with routine consultations.

International experience indicates that the best outcomes in PHC are achieved
not through a single “magic” technique, but through the combination of severa
components. screening, brief advice, setting a specific goal, action planning, self-
monitoring, feedback, repeat contact, and, where necessary, escalation to more
intensive programmes [1, 2].

For this reason, the question of the effectiveness of behaviour change strategies
requires more than the simplified answer of “what works?”’; rather, it calls for a more
precise anaysis of which approaches produce clinically meaningful results, for which
goals, in which patients, at what level of intensity, and under which organisational
conditions.

Aim of the study. To synthesise international experience regarding patient
behaviour change strategiesin primary health care, to identify interventions supported
by the most convincing evidence base, and to outline the conditions under which
motivational interviewing, brief interventions, digital tools, group education, and
multicomponent models achieve the greatest practical impact.

Materialsand Methods. A narrative analytical review with afocused synthesis
of evidence relevant to PHC practice was undertaken. Priority was given to
international clinical guidelines, systematic reviews, meta-analyses, and pragmatic
randomised controlled trials evaluating interventions for smoking, hazardous al cohol
use, self-management of chronic diseases, adherence to pharmacotherapy, and control
of cardiometabolic indicators [1-16].

The analysis primarily included approaches that could potentialy be integrated
into the routine workflow of primary care: very brief advice, brief behavioural
interventions, motivational interviewing, SM S reminders and other digital tools, group
education, agorithm-based self-monitoring programmes, and team-based support
models. In interpreting the findings, consideration was given not only to the presence
of statistically significant effects, but aso to their magnitude, clinical relevance,
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duration of follow-up, feasibility of implementation in real-world PHC settings, and
barriers to implementation.

This review does not claim the status of aformal systematic review with afully
reproducible search strategy and assessment of therisk of biasfor each included source.
Nevertheless, it was constructed according to the principle of prioritising the highest
levels of evidence and is intended to provide a scientifically grounded basis for a
subsequent full review article and for adapting the conclusions to the needs of PHC.

Results and Discussion. NICE guidelines consi stently emphasi se that sustained
behaviour change is most likely when an intervention is not limited to one-off advice,
but includes clear goal setting, planning of specific steps, self-monitoring, regular
feedback, and social support [2]. In primary care terms, this means that the most
effective approach is not an isolated communication technique, but a package of
behavioural solutions embedded within the patient care pathway.

From apractical perspective, any behavioural intervention should be assessed in
two dimensions. The first isits clinical content: which techniques are used, how well
they match the patient’s problem, and whether they include goal setting, an action plan,
and follow-up. The second is organisational delivery: who provides the intervention,
how long it lasts, whether templates exist in the electronic system, whether referral
pathways and repeat contacts are available, and whether audit and reinforcement
mechanisms for the team are in place [1, 2, 13-16]. Without this second component,
even clinically appropriate counselling often remains episodic and fails to reach the
required intensity.

Brief interventions have the most convincing evidence base for routine PHC
practice. In the WHO 2024 guideline, very brief advice on tobacco cessation lasting
from 30 seconds to 3 minutes is recommended as a core intervention for all users of
tobacco products [1]. The meta-analysis underpinning this recommendation
demonstrated an increase in rates of sustained abstinence compared with no advice (RR
1.17; 95% CI 1.07-1.27) [1]. Thisis fundamentally important for PHC, as it concerns
an intervention that is brief, inexpensive, standardised, and scalable without
substantially increasing consultation workload.

A similar level of evidenceis observed for hazardous a cohol use. The Cochrane
review by E.F.S. Kaner et al., which included 69 studies, demonstrated that brief
interventions in primary care were associated with areduction in alcohol consumption
of approximately 20 g of pure acohol per week after 12 months compared with
minimal or no intervention [5]. Importantly, longer counselling formats generally
showed no substantial advantage over a well-structured brief intervention [5]. This
shifts the emphasis from the “length of the conversation” to its quality, consistency,
and routine reproducibility.

Accordingly, in everyday PHC practice, a brief intervention should be
understood not as improvised advice, but as a standardised micro-strategy comprising
screening, personalised risk feedback, a brief recommendation, agreement on an
achievable goal, and scheduling of repeat contact. Thisformat is most compatible with
the time and organisational realities of primary care practice [1, 5].
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Tablel

Key Behaviour Change Strategiesin PHC and Their Level of Practical Utility

Behavioural . Type of Practical Conclusion
Strategy Goal Main Effect Evidence for PHC
WHO Should be routine for
Very brief tobacco Smoking w';;rn od abrstagfegie' guideline + all tobacco users at
advice cessation " | meta-analysis every appropriate
RR1.17 .
[1] consultation
Reduces One of the best-
Brief alcohol Reduction of consumption by Cochrane evidenced PHC tools;
) ) hazardous alcohol | approximately 20 g . standardisation of the
interventions review [5] ; o
use of pure acohol per consultation script is
week at 12 months important
Resolving Positive but ,
o ambivalence, heterogeneous Meta- Be;t used selectlv_ely,
Motivational . . ) particularly for patients
. N increasing effects; outcomes analyses|[3, . .
interviewing . . with low readiness to
readinessto depend on quality of 4] change
change delivery 9
Rgrr:)?(riﬂ ng RR 1.54 for smoking Cochrane Effective as an adjunct
SMS support and KINg cessation; SMD 0.36 review / to face-to-face
- : cessation and : . .
digital reminders treatment for adherenceintype | meta-analysis | counselling rather than
adherence 2 diabetes [6, 7] areplacement
. ) . . Most appropriate for
Group education Imp_rov_l ng se!f Reduction in HbA_lc &/stgmanc type 2 diabetes and
monitoring skills | and body weight in review / i
and self- . ) ) other conditions
management in ch_r(_)nlc some programmes; RCTs|[10, requiring repested
conditions effect varies 11] educai
ucation
Sustained Greatest clinica It isthe combination of
Multicomponent | behaviour change effet_:t w:len syrr])port, ;rg_?_malt;: compo.ner?ts, ra:]he_r than
models and improved action agorithms, s[12, any single technique,
dlinical indicators and follow-up are 13] that produces the
combined greatest benefit

Note. In PHC settings, the best outcomes are usually achieved not through the isolated use of
asingle technique, but through its incorporation into a stepwise model of patient support.

Mativational interviewing (MI) occupies an important, albeit more selective,
place among behavioural strategies in PHC. Its principal value lies in addressing
ambivalence — a situation in which the patient simultaneously recognises the need for
change while remaining inclined to postpone action. In the classical meta-analysis by
S. Rubak et al., positive effects of MI were demonstrated for body mass index, total
cholesterol, systolic blood pressure, and certain indicators of alcohol consumption,
whereas no convincing advantages were shown for HbA1c or the number of cigarettes
smoked per day [3].

A later Cochrane review on smoking cessation demonstrated probable benefit
from MI, but the magnitude of effect remained moderate, and the results were
heterogeneous depending on the popul ation studied, intensity of contact, and quality of
implementation [4]. This leads to an important practical conclusion: M1 should not be
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regarded as a universal substitute for brief interventions. It is more appropriately used
when simple directive advice proves insufficient and the patient requires deeper
exploration of barriers, values, and readiness for change.

Equally important is the fact that the effectiveness of M| depends substantially
on staff training and support for its use within the real clinical workflow. A qualitative
implementation study in general practice showed that decisive factors included not
only knowledge of the technique, but also practitioner confidence, availability of time,
habitual use of M1 within brief consultations, and team support [15]. Therefore, in PHC
settings, motivationa interviewing should be positioned as a tool for increasing
intervention intensity that complements, rather than replaces, standard brief
interventions.

Among digital solutions, the most convincing evidence base relates to mobile
phone text messaging. The Cochrane review by R. Whittaker et al. demonstrated that
SM S programmes increase the likelihood of sustained smoking cessation (RR 1.54),
and when used in addition to other interventions, up to RR 1.59 [6]. For PHC, this has
direct practical relevance, as SMS systems make it possible to maintain contact with
patients between consultations without substantially increasing staff workload.

With regard to medication adherence, the findings are also positive, although
less unequivocal. The meta-analysisby A.M. Belete et al. showed improved adherence
to therapy in type 2 diabetesthrough SM S reminders (SMD 0.36) [7]. At the sametime,
a systematic review of mobile applications in chronic disease management indicated
that effectiveness depends substantially on app functionality, the type of adherence
scale used, and the clinical context [§].

The MedISAFE-BP study is particularly illustrative in interpreting the role of
digital tools: the mobile application improved self-reported adherence, but did not
provide astatistically significant advantage in systolic blood pressure[9]. Accordingly,
digital solutionsin PHC should not be viewed as a self-sufficient alternative to clinical
counselling. Their optimal role is to enhance face-to-face interventions through
reminders, monitoring, feedback, and maintenance of behavioural consistency between
visits.

For patients with chronic conditions in whom behaviour change requires
sustained education, structured self-management programmes and group education
represent an important component. The systematic review by A. Steinsbekk et al. on
group-based education for patients with type 2 diabetes demonstrated a reduction in
HbA1c of 0.44% after 6 months and approximately 0.55% after 12 months, together
with asmall but statistically significant reduction in body weight [10]. For PHC, such
progranmes are valuable because they combine educational, behavioural, and
supportive components without excessive individual resource demands.

At the same time, results are not entirely homogeneous. In the cluster
randomised DESMOND trial involving patients with newly diagnosed type 2 diabetes,
no significant difference in HbA1c was observed after 12 months, but improvements
were noted in body weight, smoking status, and certain psychosocial indicators [11].
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This has methodological significance: the effect of educationa programmes
should not be judged solely by a single biochemical marker, since early behavioural
and psychosocial changes may be more sensitive indicators of success.

Thus, group education in PHC is most appropriate where the patient requires not
one-off information, but repeated skills development: recognising problems, setting
goals, self-monitoring, interpreting indicators, adapting to therapy, and mutual support.
The best outcomes are expected when such programmes are not isolated from
ambulatory care processes, but embedded within the overal patient management
pathway.

The greatest clinical gains in PHC are most often demonstrated not by isolated
techniques, but by multicomponent models that combine behavioural support with a
clear clinical action agorithm. In the TASMIN-SR study, blood pressure self-moni-
toring combined with an individualised self-titration algorithm for antihypertensive
therapy achieved an additional reduction in systolic blood pressure of 9.2 mmHg after
12 months compared with usual care [12]. The key feature of this modd is that the
patient functions not as a passive recipient of advice, but as an active participant in a
standardised disease-control process.

A similar logic was confirmed by the five-country cluster ODHIN tria on the
implementation of screening and brief alcohol interventions in primary care. It
demonstrated that training and support for the clinical team, together with financial
reimbursement, significantly increased rates of screening and delivery of brief
interventions, whereas referral to an electronic intervention alone did not produce such
an effect [13]. This again underlines that the clinical content of an intervention is
necessary, but insufficient without an effective implementation architecture.

Accordingly, the most realistic model for PHC is a stepwise approach in which
the brief intervention serves as the entry point, with subsequent escalation determined
by risk level, readiness to change, and complexity of the clinical situation. For some
patients, brief advice with repeat reminders will be sufficient; for others, motivational
interviewing, a structured group programme, a self-monitoring algorithm, or team-
based support may be required.

Particular attention should be paid to the question of organisational feasibility
and implementation costs. For brief alcohol interventions in health-care settings,
relatively low direct costs per intervention have been described; however, cost-
effectiveness depends on patient coverage, integration of screening into workflow, and
the actua frequency with which brief consultations are delivered [16]. From a
management perspective, this means that even an inexpensive intervention loses value
if applied only episodically or without a mechanism for scale-up.

Systematic reviews of barriers to implementing behaviour change strategies in
PHC consistently identify the same problem areas: lack of time, competing clinical
priorities, insufficient staff confidence in their own behavioural skills, absence of
referral pathways, weak integration into electronic medical records, and limited
incentives for the team [14-16]. In the systematic review by F. Rosario et al., the

2224



HypHan «epcnexTvem Ta iHHOBALY T HayKu»
Ne5(63) 2026

ISSN 2786-4952 Online

greatest burden fell within the domain of “context and resources”, indicating the critical
role of the organisational environment [14].

By contrast, facilitators include standardised protocols, brief practical training
with supervision, prompts within electronic systems, audit and feedback, team-based
role alocation involving nurses, and repeat contact through ssmple digital channels
[13-16]. Successful behaviour changein PHC depends not only on the communication
skills of an individual physician, but on the design of the entire ambulatory care
process.

Table2
Typical Barriersto Implementing Behaviour Change
Strategiesin PHC and Practical Responsesto Them

What Faahtgtes Practical Solution for PHC
I mplementation

Problem Area

Integrate screening and brief

Lack of time during Brief standardised dvice into the standard
consultations; competing protocols; clear division of consultation pathway: deleqate part
clinical tasks; multimorbidity roles within the team P d, deiegaep

of the tasks to the practice nurse
Train staff not in abstract theory of
behaviour change, but in specific
micro-scenarios for common
clinical situations
Create asimple list of next steps
after abrief intervention: repeat
consultation, reminders, group
education, specialist service
Add brief templates to the EMR for

Insufficient staff training in
MI and brief interventions,
low confidencein
behavioural skills

Short practical training
sessions with scenario-
based practice; supervision

Group programmes,
telephone or SM S follow-
up, local referral agorithms

Lack of referral pathways,
repeat contact, and feedback

Wesk integration into Electronic templ ates, ot .
electronic medical records; mandatory fields, ir\?gﬁrd';?e::fk ;;Ctso;’ daggtlg%f
absence of prompts automated reminders given, p goars,

repeat contact
Evaluate not only process
measures, but also screening
coverage, frequency of brief
interventions, and compl etion of
follow-up

Audit, feedback, managerial
reinforcement, and
sometimes financia
incentives

Lack of incentives for the
team and low priority given
to behavioural interventions

For primary care, the most evidence-based approach is a stepwise model of
behaviour change. Itsfirst level consists of universal screening for risk factorsand very
brief structured advice. The second level involves brief counselling with elements of
personalised feedback, goal setting, action planning, and arrangement of repeat contact.
Thethird level comprisesthe selective use of motivational interviewing, digital follow-
up, group programmes, self-monitoring algorithms, or referral to specialised services.

For PHC in Ukraine, three directions appear particularly promising. First, the
standardisation of brief interventions for tobacco and alcohol use as a mandatory
element of routine consultations. Second, the use of simple digital channels — SMS,
telephone contact, and el ectronic reminders — to maintain continuity of action between
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visits. Third, the development of ambulatory self-management programmes for
patients with type 2 diabetes, arterial hypertension, obesity, and poor treatment
adherence.

It is fundamentally important that motivational interviewing and brief
interventions should not be viewed as opposing approaches. In real-world PHC, they
are not competitors, but components of differing intensity within a single system: the
brief intervention establishes the basic standard of contact, whereas motivational
interviewing is used when the patient demonstrates ambivalence, repeated unsuccess-
ful attempts at change, or aneed for more deeply personalised strategies.

Interpretation of the above data requires caution. First, different studies used
non-uniform definitions of behavioural interventions, varying in intensity, duration,
and component structure, which complicates direct comparison of effects. Second, part
of the evidence derives from studies in mixed populations or outside strictly primary
care settings, although these findings retain high practical relevance for PHC. Third,
for digital interventions and educational programmes, a gap is frequently observed
between improvements in self-reported outcomes and changesin clinical endpoints.

In addition, the available evidence base is largely concentrated on specific
domains — tobacco, alcohol, diabetes mellitus, and arterial hypertension — whereas for
some other behavioural challengesin PHC, particularly long-term dietary modification
or support for complex lifestyle change in multimorbidity, findings remain less
definitive. For this reason, the practical conclusions of thisarticle should beinterpreted
as a model for prioritising solutions rather than as grounds for applying any single
intervention uniformly to all patients.

Conclusions.

1. The most convincing evidence base in PHC relates to brief interventions for
smoking and hazardous al cohol use; these should be regarded as a standard component
of routine consultations.

2. Motivational interviewing retains an important role in work with ambivalent
patients, but its effectiveness is moderate, context-dependent, and requires appropriate
staff training and implementation support.

3. Digita tools, particularly SMS reminders, are most useful as enhancers of
face-to-face counselling; stand-alone mobile applications more often influence self-
reported adherence than clinical endpoints.

4. For chronic diseases, structured group education and self-management
programmes are appropriate and may improve HbA1c, body weight, behavioural
outcomes, and psychosocia measures.

5. The greatest clinical effect in PHC is demonstrated by multicomponent
models combining behavioural support with self-monitoring of indicators, action
algorithms, repeat follow-up, and team-based support.

6. The real-world effectiveness of behaviour change strategies is determined not
only by the content of the intervention, but also by the conditions of implementation:
time, resources, referral pathways, digital integration, audit, and incentives for the
team.
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