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Abstract 

Background: Canadian sodium intakes remain high despite population‑wide sodium reduction initiatives, high‑
lighting the need for personal action in reducing dietary sodium. eHealth interventions support patients in dietary 
change and assist clinicians in decision‑making and delivering care, including provision of advice. To date, impact of 
diet‑focused eHealth tools, like the Sodium Calculator (SC) dietary screening tool, on clinical outcomes has received 
minimal examination. This study assessed feasibility of a randomized controlled trial (RCT) protocol to examine the 
impact of the SC, a physician‑focused intervention, on the quality of dietary sodium reduction advice provided by 
physicians to their patients with hypertension.

Methods: Primary care physicians from community‑based primary care clinics were randomized to one of two 
groups: (1) ‘usual care’ for dietary sodium counselling or (2) dietary sodium counselling using the SC (‘experimental 
group’). The primary endpoint was protocol feasibility defined by the following outcomes: process (e.g. recruitment, 
retention, protocol adherence, acceptability of intervention), resources (e.g. needs, impact on workflow), and manage‑
ment (e.g. staff requirements). Outcomes were assessed using direct observation, interviews, and questionnaires with 
patients, physicians, and clinic staff.

Results: Seven physicians (n = 4 in experimental group, n = 3 in usual care group) and 65 patients with hyperten‑
sion (48.5% men, 69.8 ± 10.1 years) successfully participated. The main challenges identified is related to recruitment 
rate (48% for patients, 20% for physicians) and physician protocol adherence (76%). These improved with minor pro‑
tocol modifications. There were several areas of protocol success such as no disruption to physician workflow, hiring 
clinic nurses as research staff, having a physician site lead to support physician recruitment, and a ‘Protocol Prompt 
Form’ to increase physician protocol adherence. Importantly, there was a high degree of acceptability of the SC inter‑
vention among experimental group physicians [n = 3 (75%)].

Conclusions: The modified RCT protocol was considered feasible. The identified successes can be leveraged, and 
the risks can be mitigated, during implementation of a full‑scale RCT. Assessment of this RCT protocol is an impor‑
tant step in understanding the effectiveness of diet‑focused eHealth tools to supporting physician self‑efficacy in 
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Key messages regarding feasibility

1) What uncertainties existed regarding the feasibility of 
this physician-focused intervention developed to dis-
cuss sodium with their patients?

• This novel, pragmatic research protocol that included 
a behavioural eHealth dietary intervention was 
implemented into community-based primary care 
clinics with limited past research experience. The 
recruitment rate and acceptability of the interven-
tion and research protocol were uncertain. It was also 
unclear if the developed protocol could be easily inte-
grated into multiple clinic settings in a timely fashion 
without disrupting clinic workflow while recruiting 
adequate participants within the study timeframe.

2) What are the key feasibility findings?

• Challenges included both physician and patient 
recruitment and physician protocol adherence. These 
issues were mitigated with the assistance of a phy-
sician site lead to support physician recruitment, 
recruiting physicians in one-on-one, face-to-face 
meetings, enlisting a clinic nurse to help with recruit-
ment, having patients consecutively complete the 
study in a shorter timeframe, and utilizing a ‘Proto-
col Prompt Form’ to enhance physician to increase 
adherence to study protocol, and physician renumer-
ation.

3) What are the implications of the feasibility findings 
for the design of the main study?

• The feasibility findings will guide the most efficient 
and effective implementation of a full-scaled rand-
omized controlled trial protocol to determine if the 
Sodium Calculator is an effective tool to improve 
the quality of nutrition care delivered by physicians 
to their patients. By improving the quality of dis-
cussions and counselling related to dietary sodium 

among patients and their healthcare providers, it 
is hoped that the Sodium Calculator will facilitate 
reduced sodium intakes and lead to improved health 
outcomes related to excess dietary sodium.

Background
Excess dietary sodium is a causal risk factor for high 
blood pressure, increasing risk for hypertension, car-
diovascular diseases, and stroke [1–5]. In 2017, 3 million 
deaths worldwide were attributed to high sodium intakes 
alone [6]. To reduce sodium intakes to the recommended 
level of less than 2300 mg/day [7], population-wide 
sodium reduction strategies have been implemented 
globally and typically focus on food reformulation, 
nutrition labelling policies, and education [8]. Canada’s 
Sodium Reduction Strategy (2010) includes these ele-
ments, but its voluntary approach has not effectively 
yielded meaningful reductions to the sodium content of 
Canadian foods, nor to Canadian sodium intakes [7, 9, 
10]. The limited impact of these policies highlights the 
importance of personal knowledge, decisions, and action 
by individuals in reducing dietary sodium so that the 
health benefits of sodium reduction can be achieved.

One way to engage individuals in reducing dietary 
sodium is through the healthcare system. The World 
Health Organization emphasizes the role of primary care 
in behavioural counselling to engage individuals in die-
tary modification (among other risk factors) to prevent 
and manage chronic disease [11]. This is highly relevant 
in relation to dietary sodium, since patients are more 
likely to engage in reducing sodium intake if their health-
care provider recommends it [12]. However, healthcare 
provider engagement in providing dietary advice in pri-
mary care settings may be limited. Studies show the 
average diet-related discussion between patients and 
healthcare providers is < 1 min [13], and only ~20% of 
patients who require dietary counselling receive it [14]. 
These types of discussions are often considered burden-
some by physicians who report several barriers such as 
lack of time, limited sodium knowledge, and low self-
efficacy in counselling about diet [14, 15]. In contrast, 
several facilitators to the provision of dietary advice have 
also been reported, such as increased nutrition education 
in medical school, access to dietitians, and use of EMR 
tools [16].

assessing, monitoring, and implementing dietary advice in routine clinical practice and supporting patients in effec‑
tive behaviour change.

Keywords: Sodium reduction, eHealth interventions, Physician counselling, Dietary advice, Feasibility of randomized 
controlled trial
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Electronic health (eHealth) tools may support feasible 
and effective dietary counselling interventions in rou-
tine clinical practice [17]. In particular, eHealth tools 
that serve as decision support tools and/or monitor 
patient self-reported data can support risk factor screen-
ing, improve clinician awareness and patient-clinician 
communication, and shared decision-making, symp-
tom management, and patient satisfaction with care [18, 
19]. However, there are few clinically focused eHealth 
tools to support dietary risk factors, including those 
focused on sodium. The Sodium Calculator (SC) [20] is 
an evidence-based eHealth tool that rapidly screens (< 
5 min) and provides detailed individualized feedback 
on dietary sodium [21], including estimates of sodium 
intake, comparisons to recommendations, and feedback 
on the dietary sources of sodium: data that is not avail-
able in a timely manner using traditional dietary sodium 
assessment methods [22]. In a proof-of-concept study, 
the SC improved user sodium knowledge, attitudes, and 
intended sodium reduction behaviours [23]. Therefore, 
we hypothesize that the SC, as a physician-focused inter-
vention, can be an effective clinical support tool to sup-
port patient monitoring and the delivery of higher quality 
behavioural counselling for dietary sodium reduction in 
a clinical setting. We developed a randomized controlled 
trial (RCT) protocol to evaluate the impact of the SC as 
an eHealth intervention compared to usual care on the 
quality of physician-delivered dietary advice related to 
sodium reduction among patients with hypertension in 
primary care. The original aim of this study was to imple-
ment a full-scale RCT to measure the effectiveness of the 
SC; however, unanticipated challenges arose during pro-
tocol implementation, highlighting the need for a pilot 
study to determine feasibility. Thus, the objective of the 

present study was to identify challenges and successes 
related to protocol implementation and feasibility of the 
SC intervention, as defined by metrics and observations 
related to process outcomes (e.g. recruitment rate, reten-
tion and challenges, protocol adherence, and accept-
ability of intervention), resource outcomes (e.g. needs, 
impact on clinic workflow), and management (e.g. staff 
requirements, comprehension of protocols).

Methodology
Study design
This study was a pilot study to determine feasibility of a 
single-blinded parallel randomized controlled trial (RCT) 
(Fig. 1). Primary care physicians first delivered their usual 
care for dietary sodium reduction advice to five patients 
(phase 1, both groups) and then were randomized to 
continue usual care or to use a novel SC intervention for 
sodium reduction advice (phase 2). This design allowed 
for within-physician changes in sodium counselling 
behaviours to be captured. Interested primary care physi-
cians from four clinics and their patients with hyperten-
sion were enrolled. All patients received dietary sodium 
advice from their physician; however, the method of 
delivering dietary sodium advice varied depending on 
physician randomization (Fig. 1).

The primary outcomes of interest were feasibility met-
rics related to protocol implementation. Iterative changes 
to the protocol were made throughout study implemen-
tation to optimize the protocol and mitigate challenges. 
The original protocol outcomes were patient-reported 
quality of sodium advice (frequency, type, and length) 
and physician confidence in providing this advice. How-
ever, these outcomes are not presented in the current 
study due to the small sample size. Rather, this study 

Fig. 1 Study design
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assesses the feasibility of administration of the data col-
lection tools to assess these original outcomes. This study 
occurred between May 2018 to June 2019; however, 
measurement of feasibility outcomes was initiated when 
focus shifted to conducting a feasibility study in Decem-
ber 2018. The original protocol, and amendments, was 
approved by the Ontario Tech University Research Ethics 
Board (no. 14625).

Study interventions
Physicians randomized to the SC intervention (experi-
mental) group used the SC with their patients to support 
dietary counselling. The SC intervention in this study was 
physician focused and served to guide dietary sodium 
advice with patients. The SC is a 23-question dietary 
screening tool that provided the patient and the physi-
cian on the estimated average amount of sodium, how 
this intake compares to dietary sodium recommenda-
tions, and sources of dietary sodium consumed. Patients 
completed the SC in the waiting room on a tablet prior to 
seeing the physician, with the results converted to a PDF 
and uploaded to the EMR. Physicians were instructed to 
review the SC results during the appointment with the 
patient and then discuss dietary sodium reduction using 
their clinical judgement. Thus, discussions about dietary 
sodium were physician led and tailored to the patient 
and varied between patients. Usual care in this study 
was defined as the current practices of each physician 
for sodium reduction with their patients. Physicians fol-
lowed their usual schedules and clinical practices, with 
the exception that they were required to discuss dietary 
sodium reduction in the appointment.

Inclusion/exclusion criteria
Physicians were eligible if they worked in one of the par-
ticipating primary care clinics, provided care to patients 
with hypertension, and were fluent in English. Patients 
were eligible if they had a scheduled appointment related 
to blood pressure management or an annual/biannual 
health exam and were over 18 years of age with a new or 
existing diagnosis of hypertension (seated resting blood 
pressure in clinic of ≥ 140/90 mmHg) [24] with either 
controlled or uncontrolled blood pressure with or with-
out the use of anti-hypertensive medication. Excluded 
were patients with a diagnosis of dementia, history of an 
event affecting memory (memory was required to com-
plete the SAQ), or with visual impairments limiting their 
use of an electronic tablet device to complete the SC.

Measurement of study outcomes
The outcomes focused on protocol feasibility, organ-
ized by relevant process, resource, and management 

indicators [25]. The most pertinent outcomes are pre-
sented in this paper: physician and patient recruit-
ment rate, adherence rate, and physician acceptability 
of the intervention. Most feasibility outcome measures 
were collected throughout the entirety of the study (13 
months), based on direct observations by study personnel 
and discussions with patients, physicians, and clinic staff, 
and collected from tallies and demographic and accept-
ability questionnaires. However, some feasibility outcome 
measures, such as recruitment rate, were collected; once 
it was determined, a feasibility study was required, and 
the full-scale RCT was halted in December 2018. As 
part of this protocol, all data collection procedures as 
intended with the RCT were conducted. This included 
administration of questionnaires to capture the frequency 
and duration of patient-reported dietary sodium advice 
from physicians and physician self-efficacy in providing 
this advice. Sodium advice was assessed by a patient-
reported 11-item (multiple choice) Sodium Advice Ques-
tionnaire (SAQ) completed immediately after seeing the 
physician. The SAQ was developed and validated for face 
and content validity by our team for this study protocol. 
It was designed to be administered post-appointment as 
it assesses sodium-related topics discussed in the physi-
cian-patient interaction. Specifically, questions assess if 
sodium was discussed, what was discussed, and for how 
long. Adherence to the study protocol was defined as the 
provision of dietary sodium advice to patients, which was 
assessed using the SAQ in a dichotomous manner (com-
pleted? yes/no) in both experimental and usual care. Phy-
sician self-efficacy in providing sodium reduction advice, 
as assessed at the end of the study period, was via phy-
sician self-report using an online 14-item (Likert scales) 
Physician Self-efficacy in Sodium Counselling (PSSC) 
scale questionnaire. This scale was adapted from a vali-
dated scale to assess physician self-reported confidence 
in obesity counselling [26] to assess sodium counselling 
specifically for this study. Data on these endpoints have 
not been analysed and reported due to a small sample 
size and emphasis being on feasibility endpoints.

Sample size justification
As this is a feasibility study, no sample size was cal-
culated; data was collected data as per our time and 
resources. Our sample size of seven physicians and 65 
patients was felt to be sufficient for the assessment of pro-
tocol implementation and feasibility endpoints related to 
recruitment rate and retention, protocol adherence, and 
acceptability among physicians and patients across 4 pri-
mary clinics. The sample size for a future full-scale RCT 
trial will be determined based on data collected in this 
study and will include an effect size with 80% power.
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Recruitment
Primary care physicians were recruited from multi-
ple sites in commuter communities within the Greater 
Toronto Area in Ontario, Canada. These clinics service 
both urban and rural residents who are mostly Caucasian 
with an average age of 38.9 years and median annual total 
income of CAD $41,820 [27]. Each clinic varied in size, 
ranging from four to fourteen physicians. These clinics all 
had limited experience participating in research studies 
(e.g. recruitment, protocol implementation). Patient case-
loads varied per physician, and physician groups included 
a mixture of full-time and part-time employment. One 
physician at each clinic became the designated site lead 
for the project and provided guidance and support related 
to recruitment. Physicians were recruited via email invita-
tions from the site lead at three clinics. However, at one 
clinic, a research group information session was given 
during a lunch rounds presentation. Patient recruitment 
occurred consecutively through weekly review of physi-
cian schedules and patient clinical chart reviews and were 
contacted by phone to determine interest in participating. 
These procedures were conducted by a clinic nurse hired 
for additional hours at each site to serve as a designated 
research nurse on top of their clinic duties.

Study protocol
Physicians were randomized in a 1:1 ratio into either the 
experimental group or control group based on computer-
generated ID number. To minimize bias and risk of co-
intervention, physicians were blinded to the true study 
objectives and were told that the study was to assess 
patient-focused outcomes of sodium knowledge, atti-
tudes, and behaviours. Among physicians randomized 
to the experimental group, study personnel provided a 
brief orientation to the SC, including two low-sodium 

diet information pamphlets to support the physician’s 
use of the SC. Physician training for the SC interven-
tion included the rationale for the SC, where to find the 
results of the SC, and a review of outputs/results. Phy-
sicians in the experimental group provided usual care 
sodium reduction advice to the first five recruited patients 
without support of the SC data, followed by five patients 
where they had access to the SC results. Patients of par-
ticipating physicians came to their appointment early to 
complete consent, a demographic questionnaire, and the 
SC if they were a patient of a physician randomized to the 
experimental group. When a study patient was visiting a 
physician in this group, a physician was informed via an 
EMR message that served as a reminder to implement 
the study protocol. There were no patients completing 
the study in the waiting room at the same time, reduc-
ing the risk of contamination. In contrast, physicians in 
the control group provided usual care for all patients. All 
patients receiving usual care completed the SC after their 
appointment so that their sodium intake could be esti-
mated but minimize contamination of the appointment. 
On completion of the appointment, the patient met with 
study personnel again to complete the SAQ based on their 
discussion with the physician. All patients completed the 
SAQ immediately after their visit with their physician. If 
a physician did not discuss dietary sodium with a study 
patient, the patient was unable to complete the SAQ, and 
a new patient was recruited in their place so that each 
physician would successfully implement the study proto-
col among 10 patients. Patients could only participate in 
the study once. Upon study completion, physicians com-
pleted the PSSC scale, as well as an acceptability question-
naire to assess the study protocol. Physicians were given 
a CAD $50 gift card, and patients were given a CAD $10 
gift card for participating in the study (Fig. 2).

Fig. 2 Study protocol overview
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Data analysis
Data analysis included descriptive statistics. Continuous 
data is described as means and standard deviations and 
categorical data as frequencies and percentages. Likert 
scale responses from the SC acceptability questionnaire 
were collapsed into the following categories: ‘strongly 
agree’ and ‘agree’ into an ‘agree’ category and ‘strongly 
disagree’ and ‘disagree’ into a ‘disagree’ category. SPSS 
version 25.0 was used [28]. A comprehensive assessment 
of data was conducted in consideration of the criteria to 
assess feasibility provided by Thabane’s framework [25]: 
(1) stop — main study not feasible, (2) continue but mod-
ify approach — feasible with modifications, (3) continue 
without modifications but monitor closely — feasible 
with close monitoring, and (4) continue without modi-
fication — feasible as is. The ultimate decision of clas-
sification of overall feasibility of the study protocol was 
determined from a pragmatic point of view based on the 

feasibility of the protocol on recruitment, data collection, 
and a minimal impact on clinic workflow and based on 
the judgement of the research team.

Results
Physicians in the control group (n = 3) were older (51.3 ± 
2.6 versus 42.8 ± 4.8 years old) and had been practicing 
for longer (20.0 ± 2.9 versus 14.3 ± 4.0 years) compared 
to those in the experimental group (n = 4) (Table 1). All 
physicians agreed that health was greatly affected by 
diet, and most thought it would be helpful if their EMR 
included nutrition decision support tools (86%). Eighty-
six patients were recruited over the entire duration of 
the study (13 months); however, only 65 patients were 
included. Twenty-one patients could not be included in 
the analysis due to missing data; when physicians did not 
discuss dietary sodium with the patient, a patient was 
unable to complete the SAQ. Among patients (n = 65), 

Table 1 Participant demographics

Continuous data are presented as means ± standard deviation. Categorical data presented as frequency (percent)

Physicians (n= 7)
Experimental group (n= 4) Control group (n= 3)

Age (years) 42.8 ± 4.8 51.3 ± 2.6

Gender, male 3 (75) 2 (67)

Length of time in practice (years) 14.3 ± 4.0 20.0 ± 2.9

Past nutrition education

 A few lectures during medical school 4 (100) 3 (100)

 Workshops or webinars 0 (0) 0 (0)

 A nutrition course 0 (0) 0 (0)

 Postsecondary degree in nutrition 0 (0) 0 (0)

Patients (n= 65)
Experimental group Control group
Phase 1
Usual care (n= 18)

Phase 2
Sodium 
Calculator 
(n= 18)

Phase 1
Usual care (n= 15)

Phase 2
Usual care (n= 14)

Age (years) 70.4 ± 8.8 69.9 ± 11.0 73.1 ± 10.5 66.2 ± 10.4

Gender, male 8 (44.4) 9 (50.0) 15 (52) 9 (64.3)

Number of antihypertensive medications 1.6 ± 0.5 1.4 ± 0.92 2.1 ± 1.4 1.5 ± 1.0

Systolic blood pressure (mmHg) 137 ± 18.4 141.3 ± 16.2 139 ± 19.1 137 ± 18.3

Diastolic blood pressure (mmHg) 78 ± 13.6 76 ± 10.7 78 ± 14.5 82 ± 12.9

BMI (kg/m2) 34.6 ± 6.6 30.0 ± 6.3 31.1 ± 8.0 32.3 ± 4.2

Received advice from a dietitian about dietary sodium in 
the past

2 (11.1) 0 (0.0) 2 (13.3) 2 (14.3)

Received advice from physician about dietary sodium in 
the past

6 (33.3) 3 (16.7) 5 (33.3) 6 (42.9)

Sodium/salt affects your blood pressure

°Agree 17 (94.4) 15 (83.4) 12 (80.0) 10 (71.4)

°Neutral 1 (5.6) 2 (11.1) 1 (6.7) 3 (21.4)

°Disagree 0 (0.0) 0 (0.0) 2 (13.3) 1 (7.1)

°N/A 0 (0.0) 1 (5.6) 0 (0.0) 0 (0.0)

Currently trying to follow a low‑sodium diet (pre‑inter‑
vention)

7 (38.9) 9 (50.0) 5 (33.3) 5 (35.7)
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48.5% were men, predominantly Caucasian, with an aver-
age age of 69.8 ± 10.1 years old (Table 1).

Process outcomes
Recruitment rate: Physicians (Fig. 3) — email recruitment
Among three clinics, twenty-one primary care physicians 
received an email invitation to participate in the study 
from the site lead (physician). Ten physicians stated inter-
est in participation, and nine provided informed consent 
(9/21 physicians, 43% recruitment rate via email method).

Physicians —Information session recruitment
At one clinic, twenty-five physicians were invited to a 
study information session. Seven physicians attended 
the session, and none agreed to participate (0/25, 0% 
recruitment rate via information sessions), with lack of 
time and being new to practice being the stated reasons 
for nonparticipation. The overall physician recruitment 
rate was 20% (9/46 physicians contacted). Feedback from 
site leads indicated that interest in participation would 
increase if physicians were renumerated more for time 
spent on research.

Patient recruitment (Fig. 4)
Recruitment rate was calculated based on the avail-
able data from December 2018 onwards. A total of 1602 

patients were screened, 387 had hypertension (24%), and 
151 of these 387 patients met the full eligibility criteria 
(39%). Study personnel called the 151 patients by phone. 
Overall, 106 (80.2%) patients were successfully con-
tacted, and 51 provided informed consent (51/106 = 48% 
recruitment rate).

Challenges with patient recruitment
Study personnel noted that it was difficult contact-
ing patients by telephone. For all patients contacted, 
the hired clinic nurse assessed the common reasons for 
patients declining participation, which were a lack of time 
(especially those employed, < 65 years of age), logistical 
challenges with appointments (e.g. reliance on some-
one else for transportation), disinterest in research par-
ticipation, lack of concern about blood pressure, and the 
desire for maximal time for their doctor to focus on other 
medical priorities. Patient eligibility criteria were initially 
found to be restrictive and became a significant barrier 
to recruitment. The principal limiting criterion was the 
requirement that patients had to have been scheduled for 
an annual health exam or blood pressure follow-up. This 
criterion was chosen since these types of appointments 
are when dietary sodium reduction counselling is most 
likely to occur. In an attempt to improve recruitment rate, 
mid-way through the study, the eligibility criteria were 

Fig. 3 Participant flow: physicians
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broadened to include patients who had pre-hypertension 
or three or more risk factors for developing hypertension. 
However, this did not result in a substantive increase in 
the recruitment rate as this information was not always 
readily available in patient charts at these clinics when 
screening.

Participant retention
One physician in the experimental group dropped out 
of the study due to relocation to another country. One 
physician in the control group dropped out of the study 
due to challenges with protocol implementation, as they 
worked part time in their clinic, did not have many eli-
gible patients, and consistently forgot to implement the 
study protocol (e.g. only 1 patient had complete data over 
a 12-month period). There were no patient dropouts.

Adherence to study protocols
The overall physician protocol adherence rate was 76% 
(65/86 of patient appointments), as defined by discuss-
ing dietary sodium with their patients measured by the 
SAQ; however, the rate of adherence increased over time 
from 42% (7/12 patient visits) in the first 3 months to 87% 
(1/27 patient visits) by the last 3 months of the study. 
Approximately, half of the physician non-adherence 
cases are attributed to one physician in the control group 
who eventually dropped out of the study. The majority 
of non-adherence occurred in the first 5 patients (usual 
care) (control group n = 14 patients; experimental group: 
n = 5 patients). Phase 2 had significantly fewer patients 
unable to complete the study with n = 1 patients of phy-
sicians in the experimental group and n = 1 patients of 
physicians in the control group.

Fig. 4 Participant flow: patients
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Failing to discuss sodium with the patient was the 
cause for most instances of protocol non-adherence, 
which occurred despite reminders and colour coding 
(flagging) study patients in their electronic chart. Data 
from twenty-one recruited patients overall (24%) were 
unable to be included in the study as their physician was 
not adherent to the protocol (e.g. patients had missing 
data because the SAQ could not be completed). When 
a physician failed to discuss sodium with a patient par-
ticipant, additional patients were recruited so that the 
physician could aim to successfully implement the study 
protocol for the required number of patients. The most 
common reason for physicians failing to discuss sodium 
with patients was forgetting to discuss sodium, followed 
by not having enough time or having more pressing mat-
ters to discuss with the patient. As an attempt to increase 
protocol adherence, a ‘physician protocol prompt form’ 
was introduced, a brightly coloured hard copy form that 
notified the physician that the patient was participating, 
and they were required to discuss dietary sodium (in 
both experimental and control groups). The benefits of 
the form were noted by physicians at the end of the study: 
‘The patient having a physical piece of paper was a very 
good reminder that I had to review the sodium calcula-
tor results’ — Physician 1. Study personnel also observed 
that scheduling patients more consecutively (i.e. fewer 
sporadic study participant visits) also enhanced physi-
cian implementation of the protocol, which subsequently 
accelerated a physicians’ time to study completion. Physi-
cians and patients that successfully completed the study 
had no difficulty completing the questionnaires, and 
there was no missing data. For the SC acceptability ques-
tionnaire, physicians had the option to provide quali-
tative responses to elaborate on the acceptability of the 
tool if desired. Only 2/4 physicians provided qualitative 
insights.

Physician acceptability of the SC intervention
Four physicians in the experimental group completed 
an SC intervention acceptability questionnaire. Most [n 
= 3 (75%)] thought the SC was useful and provided a 
better estimate of sodium intake than what they could 
discern from a brief conversation with their patient. “I 
think it was useful. Definitely a better estimate of sodium 
intake than I can come up with after a brief conversation” 
— Physician 2. There was high agreement that the SC 
allowed them to get the most out of their time with their 
patient [n = 3 (75%)], and 2/4 physicians (50%) disagreed 
that the SC took too much time with their patients, while 
the other 2/4 were neutral. Integrating the SC into clini-
cal practice was thought to be a good idea [n = 3 (75%)], 
and that it easily integrated into their busy workflow [n 

= 3 (75%)]. Of note, 2/4 (50%) disagreed that sufficient 
training was provided on use of the SC.

Resource outcomes
Impact of research on clinic workflow
Despite some physicians’ concerns prior to enroll-
ment, there was no evidence that the study protocol 
significantly impacted clinic workflow as evidenced by 
no delay in the physicians’ appointment schedule dur-
ing the study period caused by the protocol. Study per-
sonnel included a hired clinic nurse who worked at the 
clinic. They were trained to screen and contact eligible 
patients for research participation. Observed benefits of 
having a nurse hired at each clinic were familiarity with 
the patients and the ability to readily remind physicians 
about when study patients were scheduled.

Time commitment: Physicians
There was no evidence that the study protocol signifi-
cantly impacted the timing of patient appointments. Phy-
sician schedules were not delayed due to the protocol as 
per verbal confirmation from physicians and the hired 
clinic nurse assisting with recruitment. No physicians 
reported concerns with the time commitment of the 
study protocol, including those that used the SC: “I did 
not do the calculation with them, just reviewed results so 
not time consuming” — Physician 4. In the majority of 
appointments (65%), physicians discussed dietary sodium 
in 1 to 4 min (patient reported).

Time commitment: Patients
Overall, it took patients in both study groups 15–45 min 
(average 30 min) to complete consent, demographic data 
collection form, and the SC, see their physician, and 
complete the SAQ. All patients felt the time required for 
study participation was reasonable.

Management outcomes
Clinic appointments were scheduled in 10- or 15-min 
time slots. It was observed that multiple research assis-
tants to support consent and to complete data collec-
tion, before and after the clinic appointment, helped to 
prevent disruption to a physician’s schedule and clinic 
flow. The average length of time for physicians to be 
onboarded to the study, conduct the intervention with 10 
patient participants, and complete the acceptability ques-
tionnaire was 5.1 months. Two physicians had significant 
delays due to scheduled vacations or a lack of identified 
eligible patients. Some patients required guidance and 
support in using the mobile tablet device, which was 
largely due to inaccessible reading glasses.
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Overall facilitators and barriers to implementation 
of the protocol
Overall, there were a number of factors and method-
ologies that were found to support and impede success-
ful implementation of the original study protocol. These 
are important considerations for the development of a 
large-scale cluster randomized controlled trial and are 
described below (Table 2).

Overall assessment of study protocol feasibility
Based on the data generated, the research protocol was 
not initially deemed feasible; however, the modifications 
made to protocol adherence strategies demonstrated 
improvements and increased the rate of successful 
patient recruitment and completion rate. In the experi-
mental group, the SC intervention was positively viewed 
and considered to have potential for integration into clin-
ics by three of the four physicians. Overall, the original 
strategy of having a physician site lead at each clinic, hir-
ing clinic nurses to assist with patient recruitment, and 
increasing the number of research assistants in clinic to 
assist with patient intakes allowed for minimal disruption 
on clinic workflow. Therefore, it is concluded that this 
updated protocol is appropriate to be successfully scaled 
up to a large multicentre RCT.

Discussion
In this in-depth assessment of study protocol feasibil-
ity, this modified RCT protocol was successfully imple-
mented in multiple busy primary care clinics with 
varying staff and administrative procedures. This study 
has produced insights into the feasibility of conducting 
a physician-focused RCT to assess the impact of a die-
tary assessment tool on the quality of physician sodium 
reduction advice. The realization that a feasibility study 
was needed became apparent when challenges with 

implementing the RCT study protocol were experienced, 
and through the process of collecting data on feasibility 
endpoints, potential solutions were determined. In part, 
challenges experienced early on in this protocol may be 
related to broader challenges in the delivery of dietary 
advice in primary care practice [16]. Regardless, the find-
ings in this study will increase success of the full-scale 
RCT and may support other nutrition researchers in 
designing and implementing similar studies. Addition-
ally, although only a small number of physicians experi-
enced using the SC as a tool to aide their dietary sodium 
counselling, overall, there was positive response to the 
tool and integrating into practice. This warrants further 
examination of the SC and its effectiveness on support-
ing the delivery of dietary sodium reduction advice in 
clinical settings and justifies the development and evalua-
tion of other similar nutrition-focused eHealth tools and 
interventions.

There are several successes and challenges of this pro-
tocol that warrant discussion. Recruitment is a com-
monly documented challenge in RCTs [29, 30]. In this 
study, a dedicated site lead at each clinic location to 
champion the research was a critically important fac-
tor in maximizing physician recruitment and minimiz-
ing research impact on clinical workflow. In contrast, 
group research information sessions with physicians 
were an ineffective recruitment approach. One chal-
lenge impacting physician recruitment may have been 
the community-based nature of the primary care clin-
ics included, which had minimal past research exposure. 
Indeed, lack of research experience and an organizational 
culture that values research endeavours have been linked 
to greater unwillingness of physicians to participate in 
research studies [31–34]. However, it is critical to con-
duct research in these settings to produce generalizable 
data outside of clinical academic environments, where 
most trials are conducted. Although the site lead was a 

Table 2 Key factors for successful protocol implementation

Physician recruitment
• Engagement of a site lead investigator (physician) to assist with physician recruitment and protocol implementation — via email is encouraged

• One‑on‑one, face‑to‑face meetings with physicians, rather than group information sessions

• Offer sufficient renumeration to offset concerns and income lost from time required for research. One participant recommended a minimum of 150 
Canadian dollars

Patient recruitment
• Enlisting a nurse at each clinic to assist the research team with patient recruitment. Ensure buy‑in of this strategy from physicians at clinic prior to 
implementing

• Consider liberalized eligibility criteria that will allow the maximum number of patients to participate

Protocol adherence
• Having physicians see study patients more consecutively over a shorter period of time

• Sending study patients into the clinic room with a visible, tangible hard copy of a ‘physician prompt form’, with additional reminders for physicians 
from study personnel for the first few patients that complete the study
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key facilitator in recruitment, a future recommendation 
to enhance physician recruitment in a scaled-up RCT is 
to partner with a physician research network to increase 
recruitment efficiency and reach, a strategy known to 
yield an unbiased sample of physicians [29, 35]. Addition-
ally, allowing physicians in participating clinics to inform 
the study protocol as part of an integrated knowledge 
translation approach would enhance feasibility, accept-
ability, and overall implementation of the research [36], 
as has been found in settings with participants with little 
research experience as part of community-based partici-
patory research [37]. Finally, physicians who did not con-
sent to participate voiced concerns about a lack of time 
to participate in research, another documented factor 
that limits research participation [38]. However, our find-
ings indicate that the majority of physicians felt the study 
protocol did not impact workflow and took a reasonable 
amount of time to implement. These findings occurred 
in addition to documented benefits of providing advice 
using the SC including increased ease, accuracy, and sup-
port of providing advice about dietary sodium.

A slow rate of patient recruitment is commonly 
reported in RCTs, with only a minority of trials suc-
cessfully recruiting a planned sample size within the 
anticipated recruitment timeframe [30]. Although hyper-
tension is common in Canada, with a prevalence of 23% 
overall [39], this study experienced challenges in patient 
recruitment. This study included only patients with an 
upcoming appointment for a blood pressure check-up or 
annual/biannual health exam, which was found to be the 
most significant limiting factor to patient recruitment. 
However, taking this approach enabled us to pragmati-
cally test the SC intervention as part of a realistic clinical 
scenario, since discussion about dietary sodium is most 
likely to occur during these types of patient-physician 
interactions. Broadening patient eligibility criteria to 
include patients with risk factors for hypertension did 
not result in a substantial increase in patient recruitment 
as it was difficult to determine patients with multiple 
hypertension risk factors through clinical chart screen-
ing. A key recommendation based on the data generated 
in this study is to identify and recruit patients through a 
review of a physicians’ patient roster and then to sched-
ule interested, eligible patients for their blood pressure 
follow-up over one or two pre-arranged clinic days. This 
approach would expand patient eligibility criteria by 
removing the type of appointment. This may also help 
increase recruitment efficiency and also physician adher-
ence to protocols.

Issues with physician adherence to study protocols 
were evident in this study, particularly in the early stages. 
However, initial issues with physician adherence were 
largely mitigated, resulting in an overall adherence of 

76% of patient appointments with increases seen with 
the use of a ‘physician protocol prompt’ form and when 
study patients were scheduled more consecutively. As 
the majority of non-adherence occurred in phase 1 (usual 
care), this may signify that there is a period where physi-
cians are becoming accustomed to seeing study patients, 
and that their adherence to protocol improves with the 
more study patients seen. Therefore, more support and 
reminders from study personnel would be beneficial 
early on in protocol implementation for each participat-
ing physician. In other research, protocols with more 
extensive physician-focused interventions have found 
difficulties in physician protocol adherence as well [40], 
although the literature has tended to focus on patient, 
rather than physician non-adherence.

Although it did not impact the results of this feasibil-
ity study, there were differences noted in both physician 
and patient demographic data between the groups that 
deserves note. Some research has shown that older phy-
sicians > 50 years have higher rates of assessing patient 
dietary habits, and female physicians are more likely to 
follow the 5As (Assess, Advise, Agree, Assist, Arrange) 
counselling framework [41]. In the small sample size of 
this feasibility study, we recruited more male physicians 
and had a large difference in mean age and practice (8.5 
years and 5.7 years, respectively), which based on mini-
mal existing literature may suggest an impact the sodium 
advice physicians give their patients, which could con-
found the efficacy results of the SAQ score between the 
experimental and control groups. Patient characteristics 
such as age, ethnic background, and type and number 
of chronic disease diagnoses also have been shown to 
impact provision of dietary counselling, which may have 
impacted physician protocol adherence in this study [13, 
42, 43]. Possible confounding factors related to physi-
cian provision of counselling should be accounted for in 
the RCT study design, with stratification of these demo-
graphics recommended.

The majority of physicians supported the benefits of 
the SC when used as a part of this pragmatic study pro-
tocol, which is in line with previous findings that tailored 
eHealth technologies are well accepted or regarded by 
physicians, as they can be helpful in detecting, assess-
ing, and managing patient symptoms and can save time 
[44, 45]. eHealth interventions have also been shown to 
improve many components of optimal care as they can 
improve communication between healthcare provider 
and patient, provide more patient-centered care, reduce 
the gap of provision of care, and show clinical manage-
ment improvement and improved diagnoses [46–51]. 
The ability of tailored eHealth tools to minimally impact 
practice has also been found to be appreciated, as was 
their ability to provide real-time synthesis and analysis of 
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patient data. eHealth tools also have the ability to remind 
physicians to counsel and provide linked resources to 
facilitate structured, evidence-based approaches to 
counselling [52, 53]. Use of an eHealth intervention in 
cardiovascular disease care has demonstrated increased 
healthcare provider self-efficacy, improved workflow, and 
appropriate management of patients [49]. This highlights 
the importance of continuing this work with the SC as a 
large-scale RCT while showing evidence of the potential 
of the SC to improve patient care.

There were strengths and limitations to this study. We 
collected feasibility outcome data from four different pri-
mary care clinics, with varying staff and procedures. The 
clinics included in this study were in the same geographic 
region, and a future trial would ideally have increased 
geographic diversity. However, the clinics included in this 
study capture novel data as they were community based 
and not academic centres, which increases the gener-
alizability of the findings. Another strength was that 
self-reported measures were developed or adapted and 
validated specifically for this study protocol. A future trial 
would want to consider improving geographic diversity. 
The protocol was designed to minimize recall and report-
ing bias by having physicians and patients complete these 
self-reported measures immediately on completion of 
the study. Based on the nature of the intervention, it was 
not possible to blind study personnel to physician group 
allocation. Additionally, although physicians were not 
informed of the true study objectives, they were aware 
that study patients were required to meet with study per-
sonnel after their appointment and may have changed 
their care due to the Hawthorne effect [54]. Finally, con-
tamination and co-intervention may have occurred in 
this study since individual physicians in the same clinic 
were randomized to different study groups; ideally, a 
scaled-up RCT protocol would be implemented as a clus-
ter RCT to minimize this risk.

In conclusion, the modified RCT protocol was consid-
ered to be successful, and key factors related to the suc-
cesses and challenges to protocol implementation were 
identified. These successes can be leveraged, and the 
risks can be mitigated with implementation of a full-scale 
RCT. As was experienced first hand with this research 
project, feasibility studies prior to the implementation 
of full-scale RCT’s are imperative to successfully develop 
and implement RCTs. The development of this RCT pro-
tocol was an important step in understanding the effec-
tiveness of the diet-focused eHealth tools to supporting 
physician self-efficacy in assessing, monitoring, and 
implementing dietary advice in routine clinical practice, 
in a nonacademic community primary care setting, and 
in supporting patients in effective behaviour change.

Acknowledgements
We gratefully acknowledge all of the patients, physicians, clinic staff, and study 
personnel that supported this study.

Authors’ contributions
All authors contributed to this manuscript and meet the requirements for 
authorship. The authors read and approved the final manuscript.

Funding
This study was funded by the Heart and Stoke Foundation of Canada.

Availability of data and materials
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was approved by the Ontario Tech University Research Ethics Board 
(no. 14625). Participants provided informed consent prior to participation.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Faculty of Health Sciences, Ontario Tech University, Oshawa, Ontario L1G 
0C5, Canada. 2 Department of Family Medicine, Queen’s University, Kingston, 
Ontario, Canada. 

Received: 15 February 2021   Accepted: 26 August 2022

References
 1. World Health Organization. Guideline: sodium intake for adults and chil‑

dren. Geneva: World Health Organization; 2012. Available from: https:// 
www. ncbi. nlm. nih. gov/ books/ NBK13 3309/.

 2. Nerenberg KA, Zarnke KB, Leung AA, Dasgupta K, Butalia S, McBrien K, 
et al. Hypertension Canada’s 2018 guidelines for diagnosis, risk assess‑
ment, prevention, and treatment of hypertension in adults and children. 
Can J Cardiol. 2018;34(5):506–25.

 3. Aburto NJ, Ziolkovska A, Hooper L, Elliott P, Cappuccio FP, Meerpohl JJ. 
Effect of lower sodium intake on health: systematic review and meta‑
analyses. BMJ. 2013;346:f1326.

 4. Mozaffarian D, Fahimi S, Singh GM, Micha R, Khatibzadeh S, Engell RE, 
et al. Global sodium consumption and death from cardiovascular causes. 
N Engl J Med. 2014;371(7):624–34.

 5. He FJ, Li J, Macgregor GA. Effect of longer term modest salt reduction 
on blood pressure: Cochrane systematic review and meta‑analysis of 
randomised trials. BMJ. 2013;346:f1325.

 6. World Health Organization. Global Action Plan for the Prevention 
and Control of NCDs 2013‑2020. Geneva: World Health Organization; 
2013. Available from: https:// www. who. int/ publi catio ns‑ detail‑ redir ect/ 
97892 41506 236.

 7. National Academies of Sciences Engineering, and Medicine. Dietary 
reference intakes for sodium and potassium. The National Academies 
Collection: Reports funded by National Institutes of Health. Washington 
(DC); 2019. Available from: https:// www. ncbi. nlm. nih. gov/ books/ NBK53 
8102/.

 8. Trieu K, McLean R, Johnson C, Santos JA, Angell B, Arcand J, et al. The 
Science of Salt: a regularly updated systematic review of the implementa‑
tion of salt reduction interventions (June‑October 2015). J Clin Hypertens 
(Greenwich). 2016;18(6):487–94.

 9. Arcand J, Jefferson K, Schermel A, Shah F, Trang S, Kutlesa D, et al. 
Examination of food industry progress in reducing the sodium content 

https://www.ncbi.nlm.nih.gov/books/NBK133309/
https://www.ncbi.nlm.nih.gov/books/NBK133309/
https://www.who.int/publications-detail-redirect/9789241506236
https://www.who.int/publications-detail-redirect/9789241506236
https://www.ncbi.nlm.nih.gov/books/NBK538102/
https://www.ncbi.nlm.nih.gov/books/NBK538102/


Page 13 of 14Jefferson et al. Pilot and Feasibility Studies           (2022) 8:208  

of packaged foods in Canada: 2010 to 2013. Appl Physiol Nutr Metab. 
2016;41(6):684–90.

 10. Health Canada. Sodium intakes of Canadians in 2017. Ottawa: Health 
Canada; 2018. Available from: https:// www. canada. ca/ en/ health‑ canada/ 
servi ces/ publi catio ns/ food‑ nutri tion/ sodium‑ intake‑ canad ians‑ 2017. 
html.

 11. World Health Organization. Integrating diet, physical activity and weight 
management services into primary care. In: Europe ROf, editor. 2016. 
Available from: https:// www. euro. who. int/__ data/ assets/ pdf_ file/ 0016/ 
324304/ Integ rating‑ diet‑ physi cal‑ activ ity‑ weight‑ manag ement‑ servi ces‑ 
prima ry‑ care. pdf.

 12. Arcand J, Mendoza J, Qi Y, Henson S, Lou W, L’Abbe MR. Results of a 
national survey examining Canadians’ concern, actions, barriers, and 
support for dietary sodium reduction interventions. Can J Cardiol. 
2013;29(5):628–31.

 13. Eaton CB, Goodwin MA, Stange KC. Direct observation of nutrition coun‑
seling in community family practice. Am J Prev Med. 2002;23(3):174–9.

 14. Wynn K, Trudeau JD, Taunton K, Gowans M, Scott I. Nutrition in primary 
care: current practices, attitudes, and barriers. Can Fam Physician. 
2010;56(3):e109–16.

 15. Lin, Yancy WS Jr, Pollak KI, Dolor RJ, Marcello J, Samsa GP, et al. The influ‑
ence of a physician and patient intervention program on dietary intake. J 
Acad Nutr Diet. 2013;113(11):1465–75.

 16. Dash S, Deblasic V, Alsaeed S, Ward M, Jefferson K, Manca D, et al. Knowl‑
edge, attitudes and behaviours related to physician‑delivered dietary 
advice for patients with hypertension. J Community Health. 2020; In 
press.

 17. Curry SJ, McNellis RJ. Behavioral counseling in primary care: perspec‑
tives in enhancing the evidence base. Am J Prev Med. 2015;49(3 Suppl 
2):S125–8.

 18. Basch E, Barbera L, Kerrigan CL, Velikova G. Implementation of patient‑
reported outcomes in routine medical care. Am Soc Clin Oncol Educ 
Book. 2018;38:122–34.

 19. Jackson B, Begun J, Gray K, Churilov L, Liew D, Knowles S, et al. Clinical 
decision support improves quality of care in patients with ulcerative 
colitis. Aliment Pharmacol Ther. 2019;49(8):1040–51.

 20. Sodium Calculator: Project Big Life. Ottawa; 2019. Available from: http:// 
archi ve. proje ctbig life. ca/ sodium/. Accessed 31 Jan 2019.

 21. Arcand J, Abdulaziz K, Bennett C, L’Abbe MR, Manuel DG. Developing a 
web‑based dietary sodium screening tool for personalized assessment 
and feedback. Appl Physiol Nutr Metab. 2014;39(3):413–4.

 22. Cogswell ME, Mugavero K, Bowman BA, Frieden TR. Dietary sodium 
and cardiovascular disease risk‑‑measurement matters. N Engl J Med. 
2016;375(6):580–6.

 23. Jefferson K, Semnani‑Azad Z, Wong C, L’Abbe M, Arcand J. Changing 
sodium knowledge, attitudes and intended behaviours using web‑deliv‑
ered dietary assessment tools. Int J Behav Nutr Phys Act. 2019;11(9);2186.

 24. Rabi DM, McBrien KA, Sapir‑Pichhadze R, Nakhla M, Ahmed SB, Dumanski 
SM, et al. Hypertension Canada’s 2020 comprehensive guidelines for the 
prevention, diagnosis, risk assessment, and treatment of hypertension in 
adults and children. Can J Cardiol. 2020;36(5):596–624.

 25. Thabane L, Ma J, Chu R, Cheng J, Ismaila A, Rios LP, et al. A tutorial on pilot 
studies: the what, why and how. BMC Med Res Methodol. 2010;10:1.

 26. Burton AM, Brezausek CM, Hendricks PS, Agne AA, Hankins SL, Cher‑
rington AL. Development of a tool to assess resident physicians’ per‑
ceived competence for patient‑centered obesity counseling. J Educ Train 
Stud. 2015;3(4):73–9.

 27. Statistics Canada. Census Profile, 2016 Census Clarington, Municipality 
[Census subdivision], Ontario and Ontario [Province]. Ottawa: Statistics 
Canada; 2021. Available from: https:// www12. statc an. gc. ca/ census‑ recen 
sement/ 2016/ dp‑ pd/ prof/ detai ls/ page. cfm? Lang= E& Geo1= CSD& 
Code1= 35180 17& Geo2= PR& Code2= 35& Data= Count & Searc hText= 
Clari ngton & Searc hType= Begin s& Searc hPR= 01& B1= All& TABID=1.

 28. IBM Corporation. IBM SPSS Statistics for Macintosh, Version 25.0. Armonk: 
IBM Corporation; 2017.

 29. Treweek S, Lockhart P, Pitkethly M, Cook JA, Kjeldstrom M, Johansen 
M, et al. Methods to improve recruitment to randomised controlled 
trials: Cochrane systematic review and meta‑analysis. BMJ Open. 
2013;3(2):e002360. https:// doi. org/ 10. 1136/ bmjop en‑ 2012‑ 002360.

 30. Sully BG, Julious SA, Nicholl J. A reinvestigation of recruitment to ran‑
domised, controlled, multicenter trials: a review of trials funded by two 
UK funding agencies. Trials. 2013;14:166.

 31. Rahman S, Majumder MA, Shaban SF, Rahman N, Ahmed M, Abdulrah‑
man KB, et al. Physician participation in clinical research and trials: issues 
and approaches. Adv Med Educ Pract. 2011;2:85–93.

 32. Taylor KM, Feldstein ML, Skeel RT, Pandya KJ, Ng P, Carbone PP. Funda‑
mental dilemmas of the randomized clinical trial process: results of a 
survey of the 1,737 Eastern Cooperative Oncology Group investigators. J 
Clin Oncol. 1994;12(9):1796–805.

 33. Albers LL, Sedler KD. Clinician perspectives on participation in research. J 
Midwifery Womens Health. 2004;49(1):47–50.

 34. Yanagawa H, Kishuku M, Akaike M, Azuma H, Irahara M. View of physi‑
cians on and barriers to patient enrollment in a multicenter clinical trial: 
experience in a Japanese rural area. Int Arch Med. 2010;3:7.

 35. Ellis SD, Bertoni AG, Bonds DE, Clinch CR, Balasubramanyam A, Blackwell 
C, et al. Value of recruitment strategies used in a primary care practice‑
based trial. Contemp Clin Trials. 2007;28(3):258–67.

 36. Straus S, Tetroe J, Graham ID. Knowledge translation in health care: mov‑
ing from evidence to practice. 2nd ed: Wiley Blackwell; 2013.

 37. Springer MV, Skolarus LE. Community‑based participatory research. 
Stroke. 2019;50(3):e48–50.

 38. Asch S, Connor SE, Hamilton EG, Fox SA. Problems in recruiting 
community‑based physicians for health services research. J Gen Intern 
Med. 2000;15(8):591–9.

 39. Padwal RS, Bienek A, McAlister FA, Campbell NR. Outcomes research task 
force of the Canadian hypertension education P. Epidemiology of Hyper‑
tension in Canada: an update. Can J Cardiol. 2016;32(5):687–94.

 40. Puczynski S, Phelps K, Wilke A, Nagel R, Hickey D, Badenhop D, et al. 
Collaborative goal setting to improve lifestyle behaviors: lessons learned 
from NOPCRN. Ann Fam Med. 2005;3(Suppl 2):S60–2.

 41. Gorig T, Mayer M, Bock C, Diehl K, Hilger J, Herr RM, et al. Dietary counsel‑
ling for cardiovascular disease prevention in primary care settings: results 
from a German physician survey. Fam Pract. 2014;31(3):325–32.

 42. Sinclair J, Lawson B, Burge F. Which patients receive advice on diet and 
exercise? Do certain characteristics affect whether they receive such 
advice? Can Fam Physician. 2008;54(3):404–12.

 43. Mellen PB, Palla SL, Goff DC Jr, Bonds DE. Prevalence of nutrition and 
exercise counseling for patients with hypertension. United States, 1999 to 
2000. J Gen Intern Med. 2004;19(9):917–24.

 44. Boyce MB, Browne JP, Greenhalgh J. The experiences of professionals with 
using information from patient‑reported outcome measures to improve 
the quality of healthcare: a systematic review of qualitative research. BMJ 
Qual Saf. 2014;23(6):508–18.

 45. Carey M, Noble N, Mansfield E, Waller A, Henskens F, Sanson‑Fisher R. The 
role of eHealth in optimizing preventive care in the primary care setting. J 
Med Internet Res. 2015;17(5):e126.

 46. Hunting G, Shahid N, Sahakyan Y, Fan I, Moneypenny CR, Stanimirovic A, 
et al. A multi‑level qualitative analysis of telehomecare in Ontario: chal‑
lenges and opportunities. BMC Health Serv Res. 2015;15:544.

 47. Marzegalli M, Lunati M, Landolina M, Perego GB, Ricci RP, Guenzati G, 
et al. Remote monitoring of CRT‑ICD: the multicenter Italian CareLink 
evaluation‑‑ease of use, acceptance, and organizational implications. 
Pacing Clin Electrophysiol. 2008;31(10):1259–64.

 48. Palmier‑Claus JE, Rogers A, Ainsworth J, Machin M, Barrowclough C, Lav‑
erty L, et al. Integrating mobile‑phone based assessment for psychosis 
into people’s everyday lives and clinical care: a qualitative study. BMC 
Psychiatry. 2013;13:34.

 49. Praveen D, Patel A, Raghu A, Clifford GD, Maulik PK, Mohammad Abdul A, 
et al. SMARTHealth India: development and field evaluation of a mobile 
clinical decision support system for cardiovascular diseases in rural India. 
JMIR Mhealth Uhealth. 2014;2(4):e54.

 50. Steele Gray C, Gill A, Khan AI, Hans PK, Kuluski K, Cott C. The electronic 
patient reported outcome tool: testing usability and feasibility of a mobile 
app and portal to support care for patients with complex chronic disease 
and disability in primary care settings. JMIR Mhealth Uhealth. 2016;4(2):e58.

 51. Steele Gray C, Khan AI, Kuluski K, McKillop I, Sharpe S, Bierman AS, et al. 
Improving patient experience and primary care quality for patients with 
complex chronic disease using the electronic patient‑reported outcomes 

https://www.canada.ca/en/health-canada/services/publications/food-nutrition/sodium-intake-canadians-2017.html
https://www.canada.ca/en/health-canada/services/publications/food-nutrition/sodium-intake-canadians-2017.html
https://www.canada.ca/en/health-canada/services/publications/food-nutrition/sodium-intake-canadians-2017.html
https://www.euro.who.int/__data/assets/pdf_file/0016/324304/Integrating-diet-physical-activity-weight-management-services-primary-care.pdf
https://www.euro.who.int/__data/assets/pdf_file/0016/324304/Integrating-diet-physical-activity-weight-management-services-primary-care.pdf
https://www.euro.who.int/__data/assets/pdf_file/0016/324304/Integrating-diet-physical-activity-weight-management-services-primary-care.pdf
http://archive.projectbiglife.ca/sodium/
http://archive.projectbiglife.ca/sodium/
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=CSD&Code1=3518017&Geo2=PR&Code2=35&Data=Count&SearchText=Clarington&SearchType=Begins&SearchPR=01&B1=All&TABID=1
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=CSD&Code1=3518017&Geo2=PR&Code2=35&Data=Count&SearchText=Clarington&SearchType=Begins&SearchPR=01&B1=All&TABID=1
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=CSD&Code1=3518017&Geo2=PR&Code2=35&Data=Count&SearchText=Clarington&SearchType=Begins&SearchPR=01&B1=All&TABID=1
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=CSD&Code1=3518017&Geo2=PR&Code2=35&Data=Count&SearchText=Clarington&SearchType=Begins&SearchPR=01&B1=All&TABID=1
https://doi.org/10.1136/bmjopen-2012-002360


Page 14 of 14Jefferson et al. Pilot and Feasibility Studies           (2022) 8:208 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

tool: adopting qualitative methods into a user‑centered design approach. 
JMIR Res Protoc. 2016;5(1):e28.

 52. Krist AH, Woolf SH, Frazier CO, Johnson RE, Rothemich SF, Wilson DB, et al. 
An electronic linkage system for health behavior counseling effect on 
delivery of the 5A’s. Am J Prev Med. 2008;35(5 Suppl):S350–8.

 53. Rattay KT, Ramakrishnan M, Atkinson A, Gilson M, Drayton V. Use of an 
electronic medical record system to support primary care recommen‑
dations to prevent, identify, and manage childhood obesity. Pediatrics. 
2009;123(Suppl 2):S100–7.

 54. Choi WJ, Jung JJ, Grantcharov TP. Impact of Hawthorne effect on health‑
care professionals: a systematic review. Univ Tor Med J. 2019;96(2):21‑32.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	A feasibility study of a randomized controlled trial protocol to assess the impact of an eHealth intervention on the provision of dietary advice in primary care
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Key messages regarding feasibility
	Background
	Methodology
	Study design
	Study interventions
	Inclusionexclusion criteria
	Measurement of study outcomes
	Sample size justification
	Recruitment
	Study protocol
	Data analysis

	Results
	Process outcomes
	Recruitment rate: Physicians (Fig. 3) — email recruitment
	Physicians —Information session recruitment
	Patient recruitment (Fig. 4)
	Challenges with patient recruitment
	Participant retention
	Adherence to study protocols
	Physician acceptability of the SC intervention

	Resource outcomes
	Impact of research on clinic workflow
	Time commitment: Physicians
	Time commitment: Patients

	Management outcomes
	Overall facilitators and barriers to implementation of the protocol
	Overall assessment of study protocol feasibility

	Discussion
	Acknowledgements
	References


