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a b s t r a c t

Many interventions are not disruptive enough of the patterns that entrench poor health and health
inequities. Ways forward may require a break with tradition to embrace system-focussed theory, com-
plex logic modelling, and ways of funding and responding to problems that address the competition of
ideas and needs.

© 2015 Elsevier Ltd. All rights reserved.

By 2003 enough evidence had accumulated about how to pre-
vent chronic disease that Yarnall and her colleagues deduced that it
would take a primary care doctor working with the average pop-
ulation 7.4 h every day if every single opportunity was taken to
counsel, advise or guide patients according to practice recom-
mendations (Yarnall et al., 2003). This of course left no time for
treatment. It was no surprise therefore that the idea of “minimal
interventions” took hold. That is, the idea that some small con-
versation or series of strategies could have a desirable impact on
patient well being, even if the effect was not as large or as long
lasting as a more intensive intervention (Russell et al., 1979). This
idea developed in fields like tobacco cessation, physical activity and
alcohol and remains of high interest. It represents a case of in-
terventions being made deliberately modest in order to match the
realities of time-pressured contexts. The chance that they would be
executed frequently and reliably is considered higher if the in-
terventions are minimally disruptive.

Now fast forward to the present day conversations about
“complex interventions” to tackle wicked or intractable problems
(Boardman and Sauser, 2008). By contrast, it could be argued that
the interventions are too conservative and not disruptive enough.

Take for example the recent account given by Okwaro and his
colleagues of a health care improvement intervention in rural
Uganda designed to impact on malaria related health indicators
(Okwaro et al., 2015). Although the formative research that pre-
ceded the intervention identified many ways to make local health
care improvements, the authors state that they chose four com-
ponents because they met the project focus, could be clearly

defined and acted upon, with corresponding outcomes that could
be pre-specified and measured through a cluster randomised
control trial. These decisions, they state, were informed by the
Medical Research Council's guidance on complex interventions
(Craig et al., 2008) and other advice consistent with maintaining
definable replicable components with pre-specified outcomes
(Sridharan and Nakaima, 2011; Campbell et al., 2000). The authors
proceeded with the trial. When the subsequent qualitative in-
terviews found that the interventionwas insufficient to bring about
the desired changes in health care quality the authors, awkwardly,
found themselves to be part of an approach to global health
research that they ostensibly denounce (based on the commentary
in their introduction). They refer here to “factorial” approaches to
disease where social and cultural aspects of health are reduced to
discrete and quantifiable factors. This type of thinking, they say,
only aggravates the “projectification” of solutions i.e., myriads of
individual projects focussing on just a small piece of a larger
picture.

The health outcomes of the trial have not yet been reported. But
based on the evidence so far, the authors appear to be on track for a
case study of a negligible intervention; that is, one unlikely tomake
a difference to the larger, system-level factors driving poor health
that they identified before they started.

But could this have been predicted at the outset? Is the inter-
vention not just likely to be negligible but also negligent? That is,
was there a duty of care to design an intervention of likely effec-
tiveness? Was there a failure to exercise that care? And was there
damage as a result? Full credit to the authors for their transparency,
because some insights into the logic of their choice of intervention
strategy are available to date along with the results of prior com-
munity consultations (Chandler et al., 2013a, 2013b; Staedke et al.,
2013) This possibly places the reader in the position to judge their
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decisions. And perhaps some of us would be more inclined to do so,
werewe not so cognisant of having been in similar vexed situations
ourselves (Riley et al., 2005).

But what guidance is there for any investigator in a similar sit-
uation and keen to avoid a negligible intervention? The UK's
Medical Research Council (MRC) guidance on complex in-
terventions is clear that an early task must be “to develop a theo-
retical understanding of the likely process of change by drawing on
existing evidence in theory, supplemented if necessary by new
primary research.” (Craig et al., 2008 p.3) Themore recent guidance
on process evaluation by the MRC reinforces this point (Moore
et al., 2015). But the choice of theory is rightly left to the exper-
tise of the investigators, their situation, their research question, and
their disciplinary perspective. This is an important point. The MRC
guidance on complex interventions is not a substitute for skills and
experience in intervention design and delivery, any more than a
clinical practice guideline is a substitute for clinical training.

Intervention designers can draw ideas from a range of places
however. Dominant in public health circles and health services
research is behavioural science/health psychology, where there is
increasing consensus about the key functions and likely compo-
nents of interventions designed to change specified behaviour pat-
terns (Michie et al., 2011). For example, a recently published
taxonomy involved 54 experts reviewing 93 behaviour change
techniques, allocating them into 16 clusters that characterise the
active content of complex interventions as an aid to design, devel-
opment, replication and implementation (Michie et al., 2013). The
precision of the intervention logic comes at a cost however. Specific
interventions are needed for each specific problem, potentially
making these approaches less useful for crowded contexts.

Alternatively, researchers can look elsewhere for theorising and
intervening in the larger structures in which behaviour is placed.
Community psychology, for example, not only represents a
distinctively different disciplinary perspective on behaviour-in-
context to behavioural health psychology, it represents a set of
values and way of working with communities that commits to
developing ongoing resources for sustainability and future problem
solving (Trickett, 2009). The approach offers a better ecological fit
for interventions, that is, interventions more suited to context
because they are driven by local actors (Miller and Shinn, 2005).
Multiple and multiplied effects ensue (Foster-Fishman and
Behrens, 2007). However, the specific effects are less predictable
(Hawe et al., 2015) and hence less traditional funding and project
management models may need to be devised (Kania and Kramer,
2013). Context-level intervention design moves beyond more
customary methods (e.g., educational workshops), by intervening
in the structure of systems, for example, by identifying and
changing the dynamics of the activity settings that structure the
routine patterns within organisations and communities (O'Donnell
and Tharp, 2012; Tseng and Seidman, 2007; Seidman, 2012;
Davison and Hawe, 2012). A collection of commentaries and case
examples of multilevel, community-based, culturally situated in-
terventions curated and edited by two leaders in the field (an an-
thropologist and a community psychologist) was published in 2009
(Schensul and Trickett, 2009). The interdisciplinary field of
systems-level intervention (Meadows, 2008) is rapidly developing
with the advancement of theory, methods for understanding
context, and software to support the descriptive mapping of sys-
tems and the quantification of unintended effects (Williams and
Hummelbrunner, 2009). Being newer in public health than
behavioural science and health psychology, systems-intervention
design and evaluation is not as well synthesised or organised. It
requires navigation and reconciliation of disparate views. But a lack
of packaging for public health consumption should not bemistaken
for a lack of sophistication.

From where else can insights for intervention design,
improvement and evaluation be gained?

A recent reflection on nine cluster randomised trials of complex
interventions in developing countries identified six primary lessons
to improve evaluation coordination and sense making of both
intervention and evaluation activity rollout across different teams
and subgroups (Reynolds et al., 2014). The authors concluded with
a plea for greater reflexivity on the process of intervention delivery
and evaluation conduct (Reynolds et al., 2014). Earlier authors went
further, suggesting that the insights gained through the process
information generated in intervention trials not be left to within-
team discussions alone. Rather it was recommended that a formal
process evaluation oversight committee (with external appointees)
become part of routine practice in intervention trials so that the
myriad of interpretations, contests and choice points that ulti-
mately affect intervention success are open to scrutiny (Riley et al.,
2005). Such a committee would have equivalent status to a trials
health outcomes data monitoring committee and closer access to
the day-to-day understanding of the trial than existing community
or scientific advisory committees.

Complex intervention researchers have also turned to the
technique of evaluability assessment to identify the type of
knowledge to be generated from different points in the evolution of
a complex intervention; the best use of evaluation resources for
decision maker needs; plausible sizes and distribution of effect; the
advancement of evidence overall; and practicalities of evaluation
within policy time frames (Olgivie et al., 2011). A year-long process
of practice-based workshops across Australia produced a guide to
program planning and evaluation that has two recommendations
also relevant to this discussion (Hawe et al., 1990). First, that
intervention evaluation should only proceed to randomised trial
once preliminary process and impact evaluations have been con-
ducted. In other words, not only does an intervention have to be
feasible, but teething troubles in delivery have to be ironed out and
consultations and qualitative research has to illuminate the range
of possible intended and unintended side effects. Second, that the
evaluability assessment should include the vital step of interro-
gating the logic of the intervention so that relatively puny programs
with ambitious goals are identified and rectified. In other words,
goals can be made more modest to match the program, or alter-
natively, the program can be redesigned to make it more likely that
the goals can be met. Either way it is considered wasteful to pro-
ceed to the evaluation of an intervention that seems at the outset
too modest to make a difference (Hawe et al., 1990). The point to
note is that the “real world contexts” which produce challenges for
trialists are often just “business-as-usual” contexts for health pro-
motion practitioners and the wisdom that has accumulated there is
worth finding and listening to in that field's specialist journals,
conferences and texts (e.g., Rootman et al., 2001).

One of the most important developments in recent times within
the evaluation research literature is the sophistication that has
come to logic modelling e the pictorial representation of the
change theory underpinning interventions e as applied to complex
interventions. If complexity is understood to be a property of the
system into which an intervention is placed and not just a property
of the intervention itself (Shiell et al., 2008) then new approaches
to logic modelling are vital. Some of the lead scholars here are
Patricia Rogers and Sue Funnell (Rogers, 2008; Funnell and Rogers,
2011). A number of features distinguish logic modelling for simple
linear interventions from models which attempt to incorporate
complexity (Rogers, 2008). Simple models applied to complex sit-
uations risk overstating the causal contribution of the intervention
(Rogers, 2008). Most helpfully, Rogers and Funnell provide exam-
ples of poor logic models so that interventions likely to make
minimal or negligible difference to the problem are easier to
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