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Abstract
Objective: To investigate the organizational barriers and facilitators to the reach of the 
“Active Life Health Improvement Program” (or VAMOS) implemented in two Basic 
Health Units (BHU) in Santa Catarina, Brazil. Method: An experimental study was 
carried out, based on the RE-AIM framework (http://www.re-aim.org/). Barriers and 
facilitators were identified through a focus group, semi-structured interview and content 
analysis. Results: In terms of reach, of the 297 Basic Health Care (BHC) users from the 
two BHU, 51 elderly people participated, a rate of 17.2%. One notable barrier identified 
was the lack of support from health teams, while the recommendation of the program 
by health professionals was found to be a facilitator. Conclusion: The VAMOS program 
has the potential to be incorporated as a public policy in the process of health care and 
promotion in BHC. It is an unprecedented strategy in Brazil, aimed at behavioral change, 
using a sustainable system, the BHU, which has a considerable population reach.
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INTRODUC TION

The prevalence of physical inactivity is high 
throughout world, including in Brazil1,2. It is 
considered one of the four risk factors for the 
development of chronic non-communicable diseases2. 
At the same time, physical activity is widely publicized 
as being beneficial to health. Such evidence is already 
established in literature3. Yet promoting physical 
activity at the population level is still a challenge4.

In Brazil, the Ministry of Health has been 
investing resources in implementing physical activity 
programs in the Unified Health System (or SUS)5,6 
since 2005. In 2006, the National Policy for Health 
Promotion (or PNPS) was approved, which inserted 
physical activity into the health promotion strategy, 
and reinforced the importance of promoting a 
physically active lifestyle6. 

As part of this process, there has been an 
increase in the provision of traditional physical 
activity programs throughout Brazil. In general, 
these programs are characterized by the presence 
of a Physical Education professional and structured 
classes (aerobics, yoga, and dance, among others), 
with a weekly duration of two to three hours. This 
type of program has achieved good results when the 
group is assiduous and perform the activities with 
moderate intensity7-11. However, they are expensive 
for the SUS to maintain as they require appropriate 
spaces, specific materials and a large number of 
professionals, and also serve a restricted public and 
have low population reach12.

In this context, a program of behavioral 
change was created, called the Active Life Health 
Improvement Program (or VAMOS), based on 
the social-cognitive theory of Albert Bandura13, 
which aims to motivate people to adopt an active 
and healthy lifestyle through physical activity and 
eating habits14,15. It aims to remedy the gaps in 
current traditional physical activity programs, with 
a view to increasing the adhesion of participants 
and making them sustainable within the logic of 
the public health service12. 

There is a notable scarcity of studies that evaluate 
dimensions other than effectiveness16,17. The 

identification of intervening factors in relation to the 
reach of programs that promote physical activity in 
Basic Health Care (BHC) allows important reflections 
that can affect the implementation process. 

Reach is one of the dimensions of the RE-AIM 
tool18 and consists of a measure of participation on 
an individual level. In other words, it considers the 
absolute, relative and representative number of users 
who are interested in participating in a program, 
compared with those considered potentially eligible19.

In addition, when considering this dimension 
from the perspective of the professionals involved 
in the program, especially with regard to barriers 
and facilitators, it is of fundamental importance to 
understand aspects that influence the adherence of 
users to the intervention. In view of the above, the 
present study investigated organizational barriers and 
facilitators to the reach of the VAMOS program in 
Basic Health Units (BHUs) in Florianópolis, Santa 
Catarina, Brazil.

METHOD

An experimental study using a mixed method 
approach was carried out20. The study was conducted 
in Florianópolis, Santa Catarina, Brazil, specifically, 
in two BHUs, in the year 2012. The population was 
composed of elderly BHC users and professionals 
from the BHU health service. In the year in question, 
the municipal region had an estimated population of 
421,240 inhabitants and 50 BHUs distributed among 
five Health Districts (Center = 5 BHUs, Mainland 
= 12 BHUs, East = 9 BHUs, North = 11 BHUs and 
South = 13 BHUs)21.

In order to define the BHUs in which VAMOS 
would be implemented, inclusion criteria were 
adopted hierarchically, and it was established that 
the program would only be implemented where 
all levels agreed to participate. Approval was 
required from: the Municipal Health Department; 
the project management in the BHC network; the 
coordination of the Family Health Support Center 
(FHSC); the coordination of each Health District; the 
coordination of the BHUs; and the FHSC Physical 
Education Professional.
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The professionals involved were: managers or 
coordinators of programs developed in the BHC of 
Florianopolis City Council (n=2), FHSC Physical 
Education professionals (n=7) and professionals of 
the BHU health teams, including coordinators (n=2), 
upper (n=2) and middle (n=3) level health professionals 
and community health agents (CHA) (n=13).

Elderly persons who had undergone some type 
of procedure in the BHU in the six months prior to 
the start of the study (November 2011 to April 2012) 
were eligible to participate in VAMOS. To identify 
such individuals, data from the health information 
system (or InfoSaúde) of the Municipal Health 
Department21 were consulted. From this information 
it was possible to quantify the number of elderly 
persons from the BHUs who were potentially eligible.

The health professionals participated in the 
VAMOS outreach process and were involved in all 
stages. Meetings were held about the implementation 
of the program, and dissemination strategies were 
developed with the staff of the health teams at each 
BHU, to invite elderly users to attend a meeting 
about the program. Among these strategies were: 
posters placed in the BHU, verbal invitations 
from professionals during appointments, verbal 
invitations and distribution of flyers by CHAs in 
community centers, churches and during home 
visits. The health teams publicized the program for 
a period of 15 to 20 days.

The elderly persons were invited to participate 
in the first meeting (stage 1 - S1) at a defined date, 
place and time. This was conducted by a team of 
researchers from the Universidade Federal de Santa 
Catarina (UFSC) with the assistance of health teams 
from the BHUs. VAMOS and how to participate 
in the program were discussed at the meeting. In 
order to identify the profile of those interested 
in participating, an individual assessment was 
carried out to obtain sociodemographic, clinical, 
anthropometric and lifestyle data. 

However, due to the reduced participation of the 
elderly in each BHU in S1, the team of researchers 
with the health teams reformulated the format of 
the program presentation meeting, and established a 
new period of dissemination in order to recruit more 

participants. After final recruitment, two classes were 
formed (one in each BHU) and the program began. 

The VAMOS program is based on the concept 
of empowerment, following an approach aimed 
at improving individual skills, identifying barriers 
that are important to people’s lives, and developing 
strategies to minimize the same14. 

The group program lasted for 12 consecutive 
weeks, and involved weekly meetings of approximately 
90 minutes, which were conducted by previously 
trained FHSC Physical Education professionals. 
At each meeting a topic from the didactic material 
was presented, available free to the elderly, using 
the methodology “health education” and behavior 
change techniques14. This program format, aimed at 
behavior change and developed and tested directly 
in the health service in Brazil is considered an 
unprecedented strategy.   

The VAMOS meetings were held in the premises 
of a BHU and in a community space (church). 
Participation in the meetings was encouraged 
through positive reinforcement in the form of gifts 
to the participants and snacks at the end of each 
meeting to broaden interaction between the group.

During the program (stage 2 - S2), two focus 
groups were conducted with the Physical Education 
professionals involved in the study, the first of which 
occurred one month after the beginning of VAMOS 
and the other two months after the program began. 

A focus group is a form of a collective interview 
that represents a network of interactions based on 
communication and seeks to gather information 
about the understanding of a particular topic22. 
A previously defined script was used and the 
meetings were conducted by a moderator trained 
and experienced in the technique, with the aid of two 
observers. The focal groups had an average duration 
of 30 minutes and the discourses were recorded and 
transcribed in full.

At the end of the program, post-intervention 
evaluations (stage 3 - S3) were performed. A new 
evaluation of the elderly (identical to S1) and 12 
individual interviews (average duration of 15 
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minutes) were carried out with: the coordinator of 
the project management of the Municipal Health 
Department of Florianópolis, the coordinator of 
Physical Education of the FHSC, the FHSC Physical 
Education professionals who did not agree to the 
application of the program and the professionals 
from the BHUs that participated in the study, who 
were BHU coordinators and higher and middle level 
professionals. In addition to the interviews, three 
focus groups were conducted, two with the CHAs 
of each BHU and one with the Physical Education 
professionals involved in the program.

The reach of the VAMOS program was evaluated 
using the RE-AIM tool18, which aims to evaluate 
the real impact of public health programs16,18,19. To 
calculate reach, the following formula was used: 
number of people who participated ÷ number of 
eligible persons × 100 = reach. In this study, the 
reach rate was obtained by the number of elderly 
people who were willing to participate in VAMOS 
and who underwent the first evaluation, divided by 
the number of potentially eligible elderly persons.

The descriptive data were expressed as mean, 
standard deviation, absolute and relative frequencies. 
Organizational barriers and facilitators were evaluated 
through focus group data and interviews using the 
thematic content analysis technique based on the 
following phases: pre-analysis, material exploration, 
interpretation of the statements23,24.

The study was approved by the UFSC Ethics 
Committee on Research Involving Human Beings 
under process nº 2,387 and complied with the ethical 
precepts of Resolution 466/12 of the National Health 
Council. All the study participants read and signed 
a Free and Informed Consent Form.

RESULTS

Two BHUs from Florianópolis participated in 
this study and agreed to implement the VAMOS 
program. Of these, one was from the North Health 
District (BHU 1) and one from the Eastern Health 
District (BHU 2).

The reach rate of the program is shown in Figure 1.

Of the 297 eligible elderly persons, 30 participated 
in the first meeting (S1) and, after an extra 
dissemination period, 21 elderly persons joined, 
giving a total of 51 participants. BHU 2 of the 
Eastern Health District had the highest reach rate 
(20.4%). Through the first evaluations of the elderly 
in each BHU, it was possible to identify the profile of 
the population who were interested in participating 
in VAMOS (Table 1). 

Organizational barriers and facilitators for the 
reach of VAMOS were subdivided according to the 
categories identified and the number of occurrences 
(Chart 1). 
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Figure 1. Populational reach of VAMOS in BHUs. Florianópolis, Santa Catarina, 2012.
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Table 1. Sociodemographic, clinical, anthropometric and lifestyle profile of the elderly, by BHU (S1). Florianópolis, 
Santa Catarina, 2012.

Sociodemographic Variables BHU 1 BHU 2
Age (years) * (n=37) 69.5 (±8.6) 70.1 (±7.1)
Gender ** (n=51)
Female 12 (57.1) 29 (96.6)
Male 9 (42.9) 1 (3.4)
Schooling** (n=40)
Illiterate 3 (13.0) 0 (0.0)
Incomplete Primary 9 (39.0) 11 (65.0)
Complete Secondary 3 (13.0) 3 (17.0)
Complete Higher 4 (18.0) 2 (12.0)
Others 4 (17.0) 1 (6.0)
Civil Status ** (n=40)
Married/Civil Partnership 17 (74.0) 8 (47.0)
Widowed 2 (9.0) 6 (35.0)
Divorced 4 (17.0) 3 (18.0)
Current Occupation ** (n=37)
Retired 14 (66.0) 11 (69.0)
Pensioner 2 (10.0) 3 (19.0)
Paid Labor 1 (5.0) 0 (0.0)
Unpaid Labor 3 (14.0) 0 (0.0)
Others 1 (5.0) 2 (12.0)
Clinical
Presence of Disease** (n=40)
Yes 23 (100.0) 16 (94.0)
Not 0 (0.0) 1 (6.0)
Use of Medications** (n=40)
Yes 20 (87.0) 15 (88.0)
Not 3 (13.0) 2 (12.0)
Anthropometric
Waist Circumference (cm)* (n=37) 89.0 (±11.4) 93.2 (±7.9)
Body Mass Index (kg/m²)* (n=37) 26.8 (±0.9) 28.1 (±1.1)
Lifestyle
Daily MVPA level (minutes)* (n=43) 32.1 (±6.1) 36.0 (±5.5)

*Values show mean ± standard-deviation; **Data presented as absolute and relative frequency (in brackets); MVPA = moderate/vigorous 
physical activity.
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DISCUSSION

To understand the results, the discussion focuses 
on the three topics investigated: population reach, 
organizational barriers and organizational facilitators, 
emphasizing the main findings. It should be pointed 
out that, given the richness of the discourses analyzed, 
the sections of the speech with greater emphasis will 
be presented in order to broaden the understanding 
of the analyzed variables.

Population reach of VAMOS

The results of the study show a participation rate 
of 17.2%, higher than that found in the Squarcine 

study25, which found a rate of 1.6%. The low reach of 
existing programs has worried researchers12,14. Despite 
evidence in literature26,27 on the effectiveness of 
physical activity promotion programs, little progress 
has been made in finding new participants, failing 
to serve or reach a large portion of the population.

A study28 suggests strategies, considered 
facilitators, to participate in behavior change 
programs, minimizing possible barriers and 
maximizing reach. Such strategies consist of locally 
accessible programs that allow quick and easy 
access, such as convenient, small-size socializing 
interventions, as well as informative websites, online 
programs, and integrative strategies for healthy 
behaviors in daily life.

Chart 1. Organizational barriers and facilitators for reach of VAMOS program in BHUs of Florianópolis, Santa 
Catarina, 2012.

Reach
Barriers (n=15) Facilitators (n=20)
Lack of support from health teams (n=9) Recommendation of program (n=11)
Lifestyle of the elderly (n=7) Includes practical activities (n=7)
Lack of understanding about the program (n=6) Interest in the program (n=6)
Resistance to the innovative character of the program 
(n=4)

CHA support (n=5)

Elderly persons participated in other groups (n=4) Delivery of flyer in BHU (n=5)
Program format limits the participation of illiterate 
people (n=4)

Involvement of health teams in publicizing program 
(n=4)

Administrative problems in BHU (n=3) Informed about program face to face (n=4)
Program timetable (n=2) Longer period publicizing program (n=4)
Overlooks territorial needs (n=2) Diversification of age group (n=3)
Short period publicizing program (n=2) Printed didactic material (n=3)
Seasonal nature (n=2) Physical structure in or near BHU (n=2)
Physical distance (n=2) PEP known to community (n=2)
Community resistant to program (n=1) Publicized in strategic locations (n=2)
Lack of communication (n=1) Publicized through former participants (n=2)
Program for restricted population (n=1) Flexible program (n=1)

Offer program to health teams (n=1)
Meet the needs of the participants (n=1)
Permanent publicity of program (n=1)
Publicizing of program on radio (n=1)
Program has a beginning, middle and end (n=1)

CHA = Community Health Agent; BHU = Basic Health Unit; PEP = Physical Education Professional; n = number of occurrences.
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Specific cell phone apps also represent an effective 
strategy and can be used by health professionals to 
promote the practice of physical activity29. Such 
technologies have the potential to significantly 
impact public health30,31.

According to Mathews et al.32, physical activity 
promotion strategies should address the modifiable 
determinants of physical activity, such as improving 
self-efficacy and knowledge about adequate fitness 
activity and recommended strategies for achieving 
the same, facilitating the achievement of goals, and 
improving social support through peer support and 
group-based activities.

From this it can be inferred that it is not enough 
to be effective, a program must also be attractive, 
so that reach is enhanced and a large part of the 
population benefits. 

Organizational barriers to VAMOS reach

One barrier was the lack of support from the 
health teams. This is partly because the team believed 
it was not a BHU program, but rather something 
connected to the University. The professionals of 
the BHU were slow to incorporate the publicizing 
of the program in their daily routine of activities. “... 
the (health team) wasn’t obliged to do it. So it wasn’t seen 
as a group from the unit, and so the team wasn’t responsible 
for it ... “(CHA BHU 2).

Another barrier mentioned related to the lifestyle 
of the elderly. In the view of some professionals, they 
generally prefer to spend most of their time at home, 
making it difficult for them to become involved in 
community group activities: “[...] I think it was difficult 
because they’re at home a lot, aren’t they? They don’t go out 
much. For most of the elderly people it’s their children who do 
things, right?” (MLP BHU 2). 

A lack of understanding about the program was 
another barrier. As a cultural issue, health teams had 
limited understanding of what a behavior change 
program is, and the lack of understanding among 
the professionals involved made the recruitment of 
participants slower. “[...] people still don’t have a culture 
of talking about physical activity in theoretical groups, so 

often the teams didn’t understand [...]” (PEP 1). During 
the presentation of VAMOS to the health teams, 
according to the same individual, the objectives and 
format of the program were not clear: “[...] so much 
so that the teams often did not understand [...]” (PEP 1). 

A lack of understanding of VAMOS may have 
influenced the ability of health care staff to invite 
elderly people to participate, affecting reach. 
However, this view was not in line with the answers 
given, as professionals referred to the program as 
attractive and innovative compared to other models 
of programs in BHC. The CHA criticized the 
impact of specific actions of Physical Education 
that routinely apply in the network: 

“[...] these innovations that the program brings, 
“what is it to be active?” because we work hard 
with, say, intermittent Physical Education actions, 
and do not reflect on what it is to be active in life. 
Thinking that you just go to the gym, do an hour, 
you’re active. So for me, this awareness of being 
active on a daily basis is a great innovation of the 
program [...].” (G1).

Even with professionals realizing that the 
innovative character of VAMOS is an improvement 
over the current proposed program models, this 
characteristic was initially seen by the elderly as a 
barrier. “... They (the elderly) have a certain difficulty with 
everything that is new ... they are afraid and then, when inviting 
them to do something new, they are frightened, just like a child, 
right? ... they do not know what will happen.” (CHA BHU 1).

In terms of a general analysis of the barriers, it 
should be noted that VAMOS was considered to have 
an innovative format for a program for the promotion 
of physical activity. It is very different to what the 
population is accustomed to, and initially there was 
resistance from the elderly, mainly because they 
are not used to participating in theoretical physical 
activity promotion programs.

According to literature, traditional programs of 
physical activity are culturally more attractive, since 
they are based on a framework of eminently practical 
activities33. Therefore, the identification of barriers that 
limit the applicability of behavior change programs is 
an important way of optimizing the actions performed. 
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Organizational facilitators of VAMOS reach

In relation to facilitating factors, several factors 
that can lead to the maximization of reach among 
the target population by BHC professionals were 
identified. Some of these are directly related to 
dissemination strategies, others to the attitudes 
of professionals and, finally, to the format of the 
program.

One frequently recurring facilitator was the 
recommendation of VAMOS by professionals. It 
is understood that if these professionals, in their 
different actions within the BHU, recommend the 
program, its dissemination is maximized, as it is not 
only diffusion by one professional or another, but 
by of all of them, as part of a team effort. “For sure 
[...].” (CHA BHU 1; ULP BHU 2); “I would recommend 
it [...].” (CHA BHU 2). 

The insertion of practical activities, especially 
dance, was also considered an interesting strategy 
for attracting the elderly to the program by the BHC 
professionals. “But if you organize a dance class, then they’ll 
come.” (CHA BHU 2); “If it was like this, it there’s going to 
be a band when we start exercising, they’ll come, I guarantee 
they like to dance.” (CHA BHU 2).

Interest in the program is an essential facilitator. 
If the health team has no interest in implementing 
it, then implementation will not be successful. This 
interest is shown below, where the coordinator 
reports a feeling of sadness at not being able to 
become more involved in the process: “[...] I am 
sad because I could not get involved, but it’s like I said, the 
health center is more disorganized in recent years, we’ve been 
commenting on it [...].” (Coordination BHU 2).

The support of the CHAs was fundamental to 
the process of attracting the elderly. In this sense, 
a proposal was launched by the CHAs: applying 
VAMOS among themselves, even before recruiting 
users. This proposal would increase the understanding 
of the program by these professionals, as it would 
allow them to adopt the practice of physical activity. 
Getting to know and experiencing what the program 
is about, they would have the opportunity to enjoy 
its benefits, positively influencing its dissemination: 
“[...] It would be good if the team could do the program ...” 

(CHA BHU 1); “... but in itself the program motivated the 
employees to be more active, and we ended up passing this 
enthusiasm on to the girls.” (Other BHU professionals). 

The adaptation and flexibility of the program 
in the context of BHC was cited as a facilitator. Set 
programs without the possibility of change are often 
created, and their application is practically unfeasible. 
In this sense, the need to design a program with a 
flexible format that adapts to context was identified, 
as each reality is unique and each group has its needs. 
“[...] one thing that made it easier (the recruiting) was that 
they could not only join at the start ( flexible program), they 
could join the next week, with each of them telling the others 
about it [...].” (Coordination BHU 1).

In addition, the Physical Education professionals 
who applied VAMOS warned of the need for 
adjustments in the program, considering the profile 
of the majority of Brazilian elderly persons: “[...] 
Our elderly people do not like to read, it has to be modified 
(referring to the textbook used as a base) [...]. “(PEP 
1); “[...] Lessons can’t be so theoretical [...]”. (PEP 2). 
According to the professionals, irrespective of the 
fact that it is an educational program, VAMOS should 
have practical activities, making it more attractive.

Another interesting aspect in relation to 
facilitating the recruitment of participants that was 
suggested is that VAMOS should not be limited 
to the elderly, but also to younger people, mainly 
because it is a behavior change program “[...] I would 
be a little reluctant to leave it only for the elderly, broadening it 
more to other age groups I think (there would be demand) [...]. 
(Coordination BHU 1). But it is worth mentioning 
that even in programs that are open to the general 
population, the highest adherence in activities is 
among people over 50, who are usually female34.

Therefore, reach can be facilitated if the program 
to be implemented is designed through considering 
its real world feasibility. Flexibility is essential, so that 
the program can adjust to the practical environment33. 
In other words, the intervention must be adaptable, 
something conceived in VAMOS from the outset.

The present study did not include a detailed 
description of the sociodemographic and behavioral 
characteristics of the target population, a fact that 
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limits representative analyzes to elucidate the profile 
of the potential users of the program.

This study extrapolates the laboratory context, 
as it was developed in the “real world”. The data 
strengthens the external validity of the study, as 
the health professionals themselves described the 
organizational barriers and facilitators that interfered 
in the process of recruiting the elderly to the VAMOS 
program. In addition, two different contexts were 
presented, reach by Health District and by BHU. 

CONCLUSION

The present study provides important research that 
can contribute to the process of evaluating programs 

in Primary Health Care, aiming to reach and benefit 
a wider public with health promotion strategies. 

The implementation of the VAMOS program 
showed that the organizational strategies used need 
to be improved to widen reach within the Unified 
Health System. However, it was observed that as a 
behavior change program to promote an active and 
healthy lifestyle, VAMOS has the potential to be 
incorporated as part of public policy in the process 
of care and promotion of the health of Basic Health 
Care users. 

The program format and strategies of recruitment 
of the target population are being improved in order 
to enhance the VAMOS program and minimize the 
barriers highlighted in this study.
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