
Translational Behavioral Medicine, 2023, XX, XX–XX
https://doi.org/10.1093/tbm/ibac100
Advance access publication 24 January 2023
Original Research

© The Author(s) 2023. Published by Oxford University Press on behalf of the Society of Behavioral Medicine. 
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (https://creativecommons.org/
licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited. For 
commercial re-use, please contact journals.permissions@oup.com

Factors influencing the implementation of the EuroFIT 
lifestyle change program in professional football clubs in 
Europe: a qualitative study in four European countries
Femke van Nassau,*,1,  Anita Huis,*,2 Irene van de Glind,2 Eivind Andersen,3 Christopher Bunn,4 
Cindy M. Gray,5 Kate Hunt,5,6 Judith G.M. Jelsma,1, Willem van Mechelen,1 Heather Morgan,7 
Øystein Røynesdal,3,8,9 Hugo V. Pereira,10,11 Hidde P. van der Ploeg,1 Glyn C. Roberts,3 ,  
Marlene N. Silva,10,11 Marit Sørensen,3 Sally Wyke,5 Maria W.G. Nijhuis-van der Sanden,2 , 
Theo van Achterberg,12

1Department of Public and Occupational Health and Amsterdam Public Health Research Institute, Amsterdam UMC, Vrije Universiteit 
Amsterdam, Amsterdam, The Netherlands
2Radboud Institute for Health Sciences, Radboud University Medical Center, IQ Healthcare, Nijmegen, The Netherlands
3Department of Sport and Social Sciences, NSSS, Institute for Sport and Social Sciences, Oslo, Norway
4School of Social and Political Sciences, University of Glasgow, Glasgow, UK
5Institute of Health and Wellbeing, University of Glasgow, Glasgow, UK
6Institute for Social Marketing and Health, University of Stirling, Stirling, UK
7Institute of Applied Health Sciences, University of Aberdeen, Aberdeen, UK
8Department of Teacher Education, NLA University College, Bergen, Norway
9Department of Coaching and Psychology, Norwegian School of Sport Sciences, Oslo, Norway
10CIDEFES Faculdade de Educação Física e Desporto, Universidade Lusófona, Lisbon, Portugal
11Faculdade de Motricidade Humana, Centro Interdisciplinar para o Estudo da Performance Humana (CIPER), Universidade de Lisboa, Lisbon, 
Portugal
12Department of Public Health and Primary Care, KU Leuven, Academic Centre for Nursing and Midwifery, Leuven, Belgium
Correspondence to: f.vannassau@amsterdamumc.nl
* Femke van Nassau and Anita Huis contributed equally to this work.

ABSTRACT 
This paper investigated facilitators and barriers to implementing the European Football Fans in Training program (EuroFIT) in professional sports 
clubs in England, the Netherlands, Norway, and Portugal. We analyzed qualitative data collected at clubs that delivered EuroFIT, based on 
semi-structured interviews with coordinating staff (n = 15), coaches (n = 16), and focus group interviews with participants (n = 108), as well 
as data from clubs that considered delivering EuroFIT in the future, based on interviews with staff (n = 7) and stakeholders (n = 8). Facilitators 
for implementation related to the content and structure of the program, its evidence-base, and the context for delivery in the football stadia. 
Financial and human resources were both facilitators and barriers. Further barriers were mostly practical, relating to human resources and 
infrastructure. Major differences between countries related to experience and commitment to running community projects, and differences in 
infrastructure, financing, and human resources. Professional football clubs’ ability to support health promotion efforts depended on their ethos 
and the financial and human resources available to them. Overall, the EuroFIT program was well received by clubs, coaches, participants, and 
stakeholders, which was reflected by the many facilitators supporting sustained implementation. For sustainable implementation, it is crucial 
that clubs and their stakeholders engage fully with the EuroFIT program and understand that for an adequate program delivery their views 
(ethos) and ways of working influence the implementation and thereby the effectiveness of EuroFIT. An important prerequisite for future roll out 
of EuroFIT would be a strong EuroFIT delivery partner organization to ensure financial and human resources while overseeing and guiding the 
quality of delivery in clubs.

Lay summary 
The European Football Fans in Training program (EuroFIT) led to health improvements in male football fans delivered through professional sports 
clubs in England, the Netherlands, Norway, and Portugal. This study looked at what factors influenced the implementation of the program. 
Facilitators for implementation related to the content and structure of the program, its evidence-base, and the context for delivery in the football 
stadia. Financial and human resources were both facilitators and barriers. Further barriers were mostly practical, relating to human resources 
and infrastructure. Major differences between countries related to experience and commitment to running community projects, and differences 
in infrastructure, financing, and human resources. Professional football clubs’ ability to support health promotion efforts depended on their 
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ethos and financial and human resources available to them. Overall, the EuroFIT program was well received by clubs, coaches, participants, and 
stakeholders, which was reflected by the many facilitators supporting sustained implementation. Yet, an important prerequisite for the future roll 
out of EuroFIT would be a strong EuroFIT delivery partner organization to ensure financial and human resources, while overseeing and guiding 
the quality of delivery in clubs.
Keywords: Barriers and facilitators, Public health, Sedentary lifestyle, Physical activity, Diet, Football

Implications

Practice: Healthy lifestyle programs can be delivered in football clubs if the program has the credibility of an evidence base, and if coach 
leaders can see it is well put together, well-structured with good training that nevertheless allows some flexibility in delivery.
Policy: Programs are easiest to delivery if football clubs and their professional organizations have experience in and commitment to running 
community projects, and if financial, facilities, and human resources are available.
Research: The systematic approach to deal with cross-cultural settings and differences between the participating four countries can be used 
as a template for other qualitative studies investigating implementation factors across multiple countries.

INTRODUCTION
To maximize the impact on public health in a sustained man-
ner, lifestyle change interventions must reach their target 
populations, and be effective and well implemented [1–5]. 
However, it is rare for effective lifestyle change interventions 
to be successfully translated to real-world settings after a 
research project has ended [6–8]. Even if interventions are 
adopted, they are often not implemented as designed or 
are intuitively modified over time to fit the context, result-
ing in uncertain impact, effectiveness, and sustainability [9]. 
Although some studies have tried to examine public health 
interventions in real-world settings [10–13], they have 
reported that implementation was often not sustained, once 
researchers stepped back from the role as the main facilitator. 
As such, there is a need to better understand how effective 
lifestyle change programs can be implemented and scaled up 
beyond controlled study settings to achieve long-term health 
benefits [14, 15].

Planning for real-world implementation should begin during 
program development and continue during a trial phase by 
observing and reflecting on factors that influence intervention 
implementation [16]. In addition, implementation researchers 
stress the need to use strategies that are designed to support 
sustainable implementation [17]. Implementation strategies 
are most helpful if they effectively address the most import-
ant factors that either facilitate or hinder the implementation 
process [18]. Therefore, implementation strategies based on 
an assessment of the relevant factors that hinder or facilitate 
the desired changes should be prioritized [17].

The European Football Fans in Training (EuroFIT) pro-
gram is a gender-sensitized, healthy lifestyle program tar-
geting physical activity, sedentary and dietary behaviors in 
overweight men, aged 30–65 years, that uses the draw of the 
football club to attract the underrepresented group of men 
into healthy lifestyle programs through their football fan-
dom [19–21]. A randomized controlled trial (RCT) showed 
that EuroFIT led to improvements in physical activity, diet, 
body weight, well-being, and biomarkers for cardio meta-
bolic health 12 months after baseline measurement, but did 
not reduce the sedentary time [22]. Later analyses showed the 
program to be cost-effective from a societal perspective over 
a period of 10 years, when compared to a no active inter-
vention scenario [23], suggesting the program to be a good 

viable public health investment in countries where football is 
popular [23].

The aim of this study was to understand what factors 
influenced program implementation during the EuroFIT 
effectiveness trial to optimize strategies for a real-world 
implementation beyond the controlled setting. To do this, 
we wanted to consider the commonalities and differences 
between the four countries. Therefore, we explored: (i) 
which implementation factors were perceived as facilitating 
or hindering the implementation of the EuroFIT program in 
professional football clubs during the pragmatic trial deliv-
ery in England, the Netherlands, Norway, and Portugal and 
which were perceived as likely to influence program imple-
mentation beyond the research setting; and (ii) whether the 
reported factors differed between the four participating 
countries.

METHODS
Study design and settings
We used an exploratory qualitative research approach 
to explore factors influencing implementation in various 
cross-cultural settings to inform the design of implementa-
tion strategies for real-world implementation beyond the 
controlled setting of the EuroFIT trial. Data collection was 
conducted in two ways [22, 24]: we collected data during the 
trial in clubs that all delivered the EuroFIT program for the 
first time, and in parallel, outside the trial, we investigated  
the views of staff at football clubs that were considered poten-
tial future deliverers. The latter also included interviews with 
stakeholders that could potentially fund or support deliv-
ery in football clubs. Qualitative methods were appropriate 
because we could not specify in advance the potential range 
of answers each set of participants might make and because 
we needed to allow plenty of opportunity for varying views 
to be heard. Each country had a research team connected to 
the participating universities, while in the UK a representative 
of football clubs (e.g. Healthy Stadia) also participated in the 
research team. These teams recruited clubs, supported pro-
gram implementation, collected, and analyzed data in align-
ment with the EuroFIT research group. Data collection took 
place in England, the Netherlands, Norway, and Portugal 
between February 2016 and March 2017.
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The EuroFIT program
Drawing on the Football Fans in Training (FFIT) program 
[25], EuroFIT was developed guided by theories of self-de-
termination (SDT) [26] and goal achievement (AGT) [27] 
theory and, the sociology of masculinity in relation to health 
and health behavior [28], with experiential input from tar-
get users (i.e. male football fans) and football club/commu-
nity coaches. Men were attracted to the program through 
their interest in football and their personal connections and 
loyalties to the football club they supported. EuroFIT was 
delivered by trained coaches at the football club, weekly, to 
groups of 15–20 men aged 30–65 with a self-reported BMI 
≥ 27 kg/m2. Each of the 12 weekly sessions lasted 90 min, 
and included learning about how to increase physical activ-
ity, reduce sedentary time, and eat more healthily. The ses-
sions were highly interactive to facilitate mutual learning and 
the establishment of new group norms around the behaviors 
mentioned above. Men were taught to use a “toolbox” of 
behavior change techniques informed by SDT and AGT, from 
which they could select those that they found most helpful to 
change their behavior. A pocket-worn, validated device (the 
SitFIT) was used to self-monitor daily physical activity lev-
els and time spent sitting down [29], and a game-based app 
(MatchFIT) aimed to encourage between-session social sup-
port. Each session included a physical activity training session 
where coaches supported men to be physically active at their 
own pace. The sessions took place at the clubs’ home stadium 
or training grounds, allowing men to gain an “insider view”. 
After the 12 weekly sessions, one group reunion was held at 
the club 6–9 months after the start of the program.

Implementation support for trial clubs
The research team in each country was responsible for secur-
ing collaboration with local partners, recruitment of the 
clubs, implementation support for the clubs, and data sam-
pling during the trial. As part of the trial recruitment, pro-
fessional football clubs that already focused on public health 
projects were initially contacted by the research team because 
they expected these clubs might be interested. If clubs showed 
an interest, they received additional information about the 
program, including information on the program’s aims and 
content, requirements for clubs that participated in the trial, 
details about how coach training would be delivered, and 
possible strategies that could be used for recruitment of par-
ticipants. All clubs received funding to deliver the program as 
part of the research grant (i.e. to reimburse expenses).

The support for clubs during the trial included support 
activities when preparing for trial delivery, assistance in 
recruiting and checking the eligibility of participants against 
predefined criteria, as well as various forms of tangible and 
intangible support. To prepare clubs for delivery of the pro-
gram content with fidelity, the research team developed and 
delivered detailed manuals for coaches and a two-day train-
ing program for club coaches which was delivered in an 
accessible style. This included encouraging positive “banter,” 
making sessions enjoyable, promoting a “team” environment, 
promoting positive motivational strategies, and using inter-
actional styles congruent with other (predominantly) male 
contexts [14]. Coaches were taught about the importance 
of graded physical activity, as well as warm-up activities to 
prevent injuries [15]. Coaches were trained to guide partic-
ipants through the “educational” content of the program, 

helping participants choose from a “toolbox” of behavior 
change techniques (including setting andreviewing goals for 
behaviors and outcomes, action planning, self-monitoring, 
and information about health and emotional consequences 
of change) and in emphasizing personally relevant benefits of 
behavior change (e.g. being better able to fulfill valued activ-
ities and roles).

During the trial, researchers had regular contact with the 
coaches and the club managers through email and phone to 
answer any questions which arose. Researchers observed two 
sessions at each club and provided feedback on implementa-
tion to the coaches.

Participant recruitment for this study
During the trial, interviews/focus group discussions (FGDs) 
were held with: (i) EuroFIT trial participants, (ii) coaches 
responsible for delivering the sessions at the clubs, (iii) club 
representatives (i.e. community managers or leaders involved 
in the decision making), and (iv) other stakeholders poten-
tially relevant for future implementation of EuroFIT. Men 
were eligible to participate in FGDs if they attended at least 6 
of the 12 program sessions and were purposively selected per 
country to achieve a range of ages. Each FGD took place at 
the football club and was led by one or two trained modera-
tors of the research group. Coaches and club representatives 
were eligible to participate in an interview if they had been 
personally involved in the recruitment, delivery, or organiza-
tion of sessions of the EuroFIT program at their club. One 
club representative and at least one coach were interviewed at 
each of the trial clubs in each of the four countries.

To gain insights into factors influencing the decision to 
start a EuroFIT program, we also recruited other club rep-
resentatives, coaches, and supporter liaison officers at pro-
fessional football clubs, not involved in the EuroFIT trial. To 
avoid selection bias, we approached clubs in a random order 
until we achieved two clubs per country willing to participate 
in the interviews. Finally, researchers in each country’s team 
conducted interviews with stakeholders who might influence 
future implementation and scaling up of EuroFIT: (i) staff 
leading football leagues or other football-related organi-
zations; (ii) national or local politicians/policy makers; and 
(iii) potential funders (e.g. health insurance companies, main 
sponsors of football clubs, charities). Types of respondents 
differed in each country to accommodate variations in the 
local settings.

Data collection procedures
We developed standard operational procedures and topic 
guides for the interviews and FGDs for this particular study, 
guided by templates previously reported [30–32]. All topic 
guides were developed in English and then translated into 
Dutch, Norwegian, and Portuguese. Both interviews and 
FGDs were conducted by local qualitative researchers who 
were fluent native speaker in Portuguese, English, Norwe-
gian, and Dutch (MNS & HVP (PT), CB, AG & SW (UK), 
ØR, MS, FEA (NOR), and FvN, JJ & IvdG (NL)) and took 
place at the football club. All interviewers had previously 
conducted qualitative research studies and were experienced 
social scientists, psychologists, or public health researchers. 
All members of the research team who were active in inter-
viewing and analysis received a two-day training on these 
procedures. Regular team debriefing meetings with peer 
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feedback were organized to ensure that data collection and 
analysis were conducted consistently and to allow for reflex-
ive discussion of the way we were collecting and analyz-
ing data. All interviews and focus group participants gave 
written consent before participating in the study. Each inter-
view or FGD was audio recorded with the permission of all 
participants and transcribed verbatim in the local language 
[32].

The FGDs with men who participated in the EuroFIT 
program aimed to find out what men thought of the pro-
gram, any impacts it had had on their lives, elements of the 
program they viewed as helpful or unhelpful in supporting 
them to make changes, and any suggested changes to the 
program.

Interviews with club representatives and coaches in trial 
clubs aimed to find out what coaches and club representa-
tives thought of the program and their experiences during the 
delivery. They were also asked what they perceived worked 
or did not work when planning and initiating the program, 
barriers and facilitators experienced during implementation 
within the trial, and their views on (conditions needed for) 
their continuation of the program.

Interviews outside the trial aimed to find out what potential 
non-trial clubs and stakeholders thought of the EuroFIT pro-
gram as described to them and to investigate the potential barri-
ers and facilitators for adopting and implementing the program 
in their own clubs and their ideas on scaling up models.

Analysis
We used a structured thematic framework approach to ana-
lyze the qualitative data [24]. A detailed description of the six 
analytical steps is described in Table 1.

The codebook for analyzing the data sets in each country 
was guided by a modified version of The Integrated Check-
list of Determinants of practice (TICD-framework) (Appen-
dix 1) [33]. The modified TICD framework was used to 
categorize the factors that were inductively identified from 
the data into one of the seven domains of the framework. To 
be consistent with the TICD terminology we have used the 
term “factors,” where a factor could be a facilitator in one 
club, but a barrier in another club. We adjusted the names 
of the seven TICD domains to better reflect the sports and 
public health context: (i) program factors; (ii) club/coach 
factors; (iii) program participant factors; (iv) professional 
interaction factors; (v) factors related to resources and 
incentives; (vi) factors related to capacity for organizational 
change; and (vii) wider social, political, and legal factors (see 
Table 2).

Thereafter, an overall synthesis of findings took place 
related to the barriers and facilitators for implementation 
in the countries and clubs and factors influencing scale up 
beyond the research setting.

Ethical approval
Ethical approval was obtained from the country-specific 
ethics committees, that is, Ethics committee of the VU Uni-
versity Medical Center [2015.184], and Ethics committee of 
Radboud university medical center [2016–2663], the Neth-
erlands; the Regional committees for medical and health 
research ethics, Norway [2015/1862]; Ethics Council of the 
Faculty of Human Kinetics, University of Lisbon [CEFMH 
36/2015]; and Ethics Committee at the University of Glasgow 
College of Medicine, Veterinary and Life Sciences [UK] 

Table 1. | Six stages of data analysis approach

Step 1. Familiarization and initial coding. Researchers independently read three transcripts from different clubs from three* countries first line by 
line. For each line or subsection that carried meaning, the text was highlighted and assigned a code (in English).

 *Because of the different timing of the football season, Norway started data collection later and used the shared codebook developed based on 
data of the other three countries. Therefore, during the initial coding phase researchers in Norway read transcripts from FGDs and interviews 
conducted in England for this part.

Step 2. Developing a consolidated codebook. During a two-day face-to-face meeting, researchers from the four countries shared and discussed 
the initial codes. An affinity diagram was developed by assembling similar codes into groups, discarding duplicate codes, and assigning groups 
of similar codes a descriptive label. The results were used to consolidate a codebook (coding template; see appendix 1) guided by Flottorp’s 
TICD-framework [33] to categorize the factors that were inductively identified from the data into one of the seven TICD domains.

Step 3. Coding and indexing. The initial coding of the first three transcripts was adjusted using the codebook and the remaining transcripts coded 
against the consolidated codebook in each country. Regular conference calls were organized, following a consensus approach, in order to 
refine the codebook as other codes arose during the analyses. Each group provided the lead researchers with a standardized report that sum-
marized the findings for each of the TICD framework domains with illustrative quotes in English, translated by the researchers for interviews 
from the Netherlands, Norway, and Portugal. The reports also included any country-specific themes.

Step 4. Charting. The lead researchers (IvdG, AH, MNvdS, TvA) analyzed the reports, and made Excel charts displaying the patterns of codes to 
identify similarities and differences across different stakeholders and across countries. This charting was done in dialogue with the researchers 
in the four countries.

Step 5. Coding interviews outside the trial clubs. After the data had been collected in the non-trial (new) clubs, the same codebook was used 
and additional codes were made if needed using the same approach as in Step 3. The reports also included any country-specific themes. We 
followed the same charting process detailed in Step 4.

Step 6. Synthesis and drawing conclusions. Findings were summarized and mapped onto the domains of the TICD framework [33], resulting in an 
overview of factors crucial to the implementation and scaling up of the EuroFIT program. A draft set of findings and conclusions was returned 
to the researchers from each country and the consortium for feedback and to verify that cultural and linguistic meaning were not lost in the 
translation. After this, the findings were presented and discussed in a general meeting with all project researchers.

D
ow

nloaded from
 https://academ

ic.oup.com
/tbm

/advance-article/doi/10.1093/tbm
/ibac100/7000438 by N

orw
egian C

ollege of Sports user on 06 M
arch 2023

http://academic.oup.com/tbm/article-lookup/doi/10.1093/tbm/ibac100#supplementary-data
http://academic.oup.com/tbm/article-lookup/doi/10.1093/tbm/ibac100#supplementary-data
http://academic.oup.com/tbm/article-lookup/doi/10.1093/tbm/ibac100#supplementary-data


5trans. behav. med. (2023) XX:XX–XX

[200140174]). Written informed consent to participate in the 
study was obtained from all participants.

Results
Recruitment and collected data
In total, 15 FGDs were conducted with 106 of the 560 (19%) 
men who had participated in the EuroFIT program during the 
trial. We succeeded in reaching men with a wide range of ages 
(see Table 3). All club representatives (n = 15) and coaches 
(n = 16) from trial clubs accepted the invitation for an inter-
view. In England, two non-trial clubs were approached for an 
interview and both agreed. In the Netherlands, two out of six 
approached clubs agreed and were interviewed. In Norway, 
two out of four clubs agreed, of which representatives from 
two were interviewed. Finally, one of the three invited clubs 
was interviewed in Portugal. Reasons for nonparticipation 
were lack of interest (n = 3), not being able to get into contact 
with the right person at the club (n = 1), a lack of response 
after initial contact (n = 2), a lack of time and resources (n = 
1), and logistical issues with scheduling interviews (n = 1). See 
Table 3 for a detailed overview.

Barriers and facilitators for the implementation of 
EuroFIT
All barriers and facilitators could be categorized according to 
the TICD framework [33] and no new domains were found. 
Below, the most important factors across all seven domains 
are described. Illustrative quotations [Q] related to specific 
domain factors [D] are displayed in Table 4.

Program factors
Both trial clubs and non-trial clubs representatives thought 
that using the CLUB BRAND in recruiting men and deliv-
ering the program was an important appealing factor and 
should be capitalized on in future implementation [D1/Q1]. 
Furthermore, club representatives and coaches reported that 
the CONTENT AND STRUCTURE of the program was 
facilitating factor for delivery. They liked the order of activ-
ities and the extent to which the program offered flexibility, 
within the provided guidelines, to run a session in a way that 
fits the clubs’ facilities and, in particular, the spirit in which 
the sessions were delivered. However, some trial clubs repre-
sentatives reported that the lack of flexibility in the delivery 
of the overall program structure would hinder them during 
the further rollout. They would like to change some parts of 
the content and structure for future deliveries, such as adding 
more regular football to the program, because of participant 
demand.

TIME MANAGEMENT was a barrier frequently men-
tioned by coaches delivering the program. Some coaches felt 
there were too many activities in the sessions, making it hard 
to keep the session time to 45 min [D1/Q2].

Trial clubs considered SitFIT and MatchFIT as attrac-
tive DEVICES to motivate participants to reduce sedentary 
behavior and increase physical activity. On the other hand, 
one of the main program-related barriers concerned techni-
cal and procedural issues around SitFIT and MatchFIT, such 
as broken devices, problems with registering to MatchFIT, 
and/or with uploading SitFIT data in the MatchFIT app. For 
future implementation, coaches reflected that technical func-
tionality and procedures for assistance should be in place. 

Table 2. | TICD domains [33] adapted to the EuroFIT program and their descriptions

Domains TICD checklist EuroFIT domains Description EuroFIT domain

Guideline factors Program factors Any factors that relate to the intervention, the materials or evidence for the 
program. Also includes the compatibility of the program with regular tasks in 
terms of how well the program fits the club and the feasibility of running the 
program the way it is designed; also includes factors related to the develop-
ment of the program

Individual health professional 
factors

Club/ coach factors Any factors that relate to the knowledge, skills, and qualities of coaches that are 
needed to deliver the program as designed; any factors that relate to the moti-
vation, beliefs, and attitudes of clubs or coaches that influence the implementa-
tion of the program. Also includes club culture aspects

Patient factors Program participant 
factors

Any factors that relate to the needs, preferences, or behavior of participants 
regarding the intervention

Professional interactions Factors related to
professional interaction/
networks

Any factors that relate to influences or wider local, national or international 
networks of clubs and coaches, for instance: coaches influenced by professional 
organizations, professional networks, prevailing norms or opinions of col-
leagues, football league organizations, or amateur football clubs. Also includes 
local collaborations with other partner organizations, such as healthcare 
organizations or universities

Incentives and resources Incentives and resources Any factors that relate to financial resources (funding) and human resources (such 
as the availability of or access to coaches) and any other resources needed to 
implement the program. Any factors related to financial and non-financial 
incentives. Also includes factors related to quality monitoring as incentive

Capacity for organizational change Capacity for organiza-
tional change

Any factors that relate to the mandate, decision making, leadership, organizational 
regulations, organizational rules or policies, the priority to make a change

Social, political, and legal factors Social, political, and 
legal factors

Factors that relate to the wider social and political environment, legislation, politi-
cal decisions, macro budgets, corruption, influential stakeholders
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Another barrier reported by trial clubs was that they had been 
confronted with questions related to PROGRAM CONTIN-
UATION. Although all men knew that the program lasted 12 
weeks and that just one follow-up session would be sched-
uled, the coach and the club still struggled with men’s requests 
for follow-up activities or continuation of the program, while 
participants expressed their wish to keep on having weekly 
meetings at the club [D1/Q3].

Trial club representatives also valued the CREDIBILITY 
of the program because it was evidence- and theory-in-
formed, underpinning the program would legitimize future 
implementation of the program and this was considered 
crucial in negotiations with stakeholders and funders. This, 
and the association with the research groups in each coun-
try was a facilitator that would help its future implemen-
tation.

Country specific factors
Overall, all trial clubs in the different countries reported sim-
ilar views on the program, but a few differences stood out. 
In the Netherlands, club representatives and coaches strongly 
expressed the need for FLEXIBILITY AND INNOVATION, 
that is, tailoring the program to their club constraints and 
facilities. Although flexibility could oppose program fidelity, 
it was regarded as a must for sustained implementation. This 
was less reported in other countries. Notably, stakeholder 
interviews in England also revealed that there were COM-
PETING PROGRAMS on the market in the UK (e.g. FFIT, 

FanActive, Walking football programs), which could influ-
ence the decision about whether to adopt and implement the 
EuroFIT program.

Club/coach factors
Interview data from both trial and non-trial clubs revealed 
that the main factor influencing implementation relates to 
CLUB ETHOS, their internal values, and the extent to which 
a club is embracing a corporate societal responsibility (CSR) 
strategy [D2/Q1]. In some clubs, the EuroFIT program per-
fectly fitted the club strategy and values, and it added value to 
other CSR projects; whereas in other clubs the strategy and 
vision of the club were predominantly focused on football 
performance and on economic value [D2/Q2].

In some trial clubs, respondents mentioned that having 
access to CLUB FACILITIES during the program was a major 
facilitator; trial participants in particular saw this a major 
attraction of the program However, other clubs experienced 
difficulties in scheduling sessions and finding the facilities 
needed to deliver the program, which hindered the imple-
mentation of the sessions. Consequently, they had to find 
solutions, often outside the stadia and sometimes even on a 
weekly basis [D2/Q3].

Interviews also showed that coaches were often the driv-
ing force for program delivery. Their skills, QUALITIES AND 
ENGAGEMENT, were seen as facilitating factors for imple-
mentation. Participants and club representatives felt that the 
coaches were truly engaged [D2/Q4].

Table 3. | Data collected and characteristics of respondents

Data collected during trial Data collected for non-trial clubs

Focus groups with 
program partici-
pants

Interviews with club 
representatives in trial 
clubs

Interviews with 
coaches in trial 
clubs

Interviews with club rep-
resentatives, coaches, and 
supporters liaison officers in 
non-trial clubs

Interviews with other 
stakeholders

England
(5 trial clubs)

n = 5; n = 36 men n = 4 n = 5 n = 6 n = 3

The Netherlands
(4 trial clubs)

n = 4; n = 28 men n = 5 n = 5a n = 6 n = 4

Norway
(3 trial clubs)

n = 3; n = 18 men n = 3 n = 3 n = 4b n = 3

Portugal
(3 trial clubs)

n = 3; n = 24 men n = 3 n = 3 n = 6 n = 2c

Total n = 16; n = 106 men n = 15 n = 16 n = 22 n = 12
Characteristics of the respondents

Participants
 (N)

Age in years
(range)

Interview duration in 
minutes

(mean)
Trial participants focus groups 106 30–65 73
Club representatives trial clubs 15 24–64 57
Coaches trial clubs 16 19–56 86
Club representatives non- trial clubs 8 24–63 57
Coaches non- trial clubs 6 26–48 34
Supporters liaison officers non- trial clubs 8 34–68 26
Other stakeholders 8 28–55 53

a Two coaches were interviewed separately in 1 club.
b No coach interviews in these Norwegian clubs.
c One respondent had the role of potential funder and football stakeholder at the same time.

D
ow

nloaded from
 https://academ

ic.oup.com
/tbm

/advance-article/doi/10.1093/tbm
/ibac100/7000438 by N

orw
egian C

ollege of Sports user on 06 M
arch 2023



7trans. behav. med. (2023) XX:XX–XX

Ta
b

le
 4

. |
 D

at
a 

ex
tr

ac
ts

 r
el

at
ed

 t
o 

ba
rr

ie
rs

 a
nd

 fa
ci

lit
at

or
s 

fo
r 

th
e 

im
pl

em
en

ta
tio

n 
of

 E
ur

oF
IT

E
ur

oF
IT

 d
om

ai
ns

Fa
ct

or
Il

lu
st

ra
tiv

e 
qu

ot
e

Pr
og

ra
m

 f
ac

to
rs

C
lu

b 
br

an
d

[D
1/

Q
1]

 I
 t

hi
nk

 t
he

 e
nt

ry
 p

oi
nt

 h
er

e;
 in

 c
om

in
g 

cl
os

er
 t

o 
th

e 
cl

ub
—

an
d 

in
 h

av
in

g 
th

at
 p

as
si

on
 f

or
 f

oo
tb

al
l..

.. 
th

en
 I

 t
hi

nk
 t

he
 t

hr
es

h-
ol

d 
fo

r 
jo

in
in

g 
su

ch
 a

 p
ro

gr
am

 is
 lo

w
er

 t
ha

n 
it

 w
ou

ld
 h

av
e 

be
en

 o
th

er
w

is
e 

(N
O

R
, C

lu
b 

re
pr

es
en

ta
ti

ve
 f

ro
m

 n
on

-t
ri

al
 c

lu
b,

 C
lu

b 
02

)
Pr

og
ra

m
 f

ac
to

rs
T

im
e 

m
an

ag
em

en
t

[D
1/

Q
2]

 “
T

im
e 

m
an

ag
em

en
t 

w
it

hi
n 

th
e 

se
ss

io
n 

w
as

 h
ar

d,
 b

es
id

es
 t

he
 c

on
te

nt
 w

e 
ha

ve
 t

ri
ed

 t
o 

lis
te

n 
to

 t
he

 p
ar

ti
ci

pa
nt

s,
 t

hi
s 

w
as

 r
ea

lly
 

im
po

rt
an

t 
bu

t 
ti

m
e 

co
ns

um
in

g,
 b

ut
 w

e 
fe

lt
 t

ha
t 

th
ey

 r
ea

lly
 n

ee
de

d 
to

 s
ha

re
, a

nd
 t

hu
s,

 it
 w

as
 im

po
ss

ib
le

 t
o 

ac
co

m
pl

is
h 

th
e 

ti
m

e 
de

ad
lin

e 
fo

r 
th

e 
th

eo
re

ti
ca

l c
om

po
ne

nt
…

” 
(P

or
tu

ga
l, 

in
te

rv
ie

w
 c

oa
ch

, c
lu

b 
41

5)
Pr

og
ra

m
 f

ac
to

rs
Pr

og
ra

m
 c

on
ti

nu
at

io
n

[D
1/

Q
3]

 W
hi

ch
 is

 a
…

w
hi

ch
 is

 a
 d

ow
ns

id
e 

of
 it

 is
 t

ha
t 

th
e…

th
e 

w
ay

 t
ha

t 
it

’s
 b

ee
n 

se
t 

up
 is

 t
ha

t 
th

e…
th

e 
gu

ys
 a

t 
E

ur
oF

IT
 a

t 
[c

lu
b 

na
m

e]
, r

ig
ht

, h
av

en
’t 

pl
an

ne
d 

or
 t

ho
ug

ht
 a

bo
ut

 t
he

 f
ac

t 
th

at
 w

e’
d 

w
an

t 
to

 c
ar

ry
 o

n…
 (

E
ng

la
nd

, c
lu

b 
10

3,
 f

oc
us

 g
ro

up
 p

ar
ti

ci
pa

nt
s)

C
lu

b/
co

ac
h 

fa
ct

or
s

C
lu

b 
et

ho
s

[D
2/

Q
1]

 W
e 

th
ou

gh
t 

it
 w

as
 g

re
at

 t
o 

so
rt

 o
f 

be
 a

bl
e 

to
 d

o 
so

m
et

hi
ng

 f
or

 o
ur

 f
an

s 
in

 r
el

at
io

n 
to

 h
ea

lt
h.

.. 
it

 is
 n

ic
e 

to
 s

or
t 

of
 b

e 
ab

le
 t

o 
sa

y 
th

at
 w

e 
al

so
 w

an
t 

ou
r 

fa
ns

 t
o 

ha
ve

 g
oo

d 
he

al
th

 a
nd

 b
e 

ab
le

 t
o 

ch
an

ge
 t

he
ir

 li
fe

st
yl

e 
(N

or
w

ay
, C

lu
b 

re
pr

es
en

ta
ti

ve
, c

lu
b 

31
2)

[D
2/

Q
2]

 “
H

er
e 

w
ha

t 
m

at
te

rs
 is

 f
oo

tb
al

l…
 n

o 
of

fe
ns

e 
to

 E
ur

oF
IT

…
 b

ut
 it

 is
 t

he
 w

ay
 t

hi
ng

s 
ar

e 
he

re
…

“(
Po

rt
ug

al
, i

nt
er

vi
ew

 c
lu

b 
re

pr
e-

se
nt

at
iv

e,
 c

lu
b 

41
4)

C
lu

b/
co

ac
h 

fa
ct

or
s

C
lu

b 
fa

ci
lit

ie
s

[D
2/

Q
3]

 “
B

oo
ki

ng
 f

ac
ili

ti
es

 w
as

 t
he

 h
ar

de
st

 p
ar

t.
.. 

it
 t

oo
k 

a 
lo

t 
of

 t
im

e.
.. 

an
d 

so
m

et
im

es
 it

 w
as

 n
ot

 e
as

y 
to

 c
on

vi
nc

e 
ot

he
r 

cl
ub

 d
ep

ar
t-

m
en

ts
...

” 
(P

or
tu

ga
l, 

in
te

rv
ie

w
 c

oa
ch

, c
lu

b 
41

4)
C

lu
b/

co
ac

h 
fa

ct
or

s
Q

ua
lit

y 
an

d 
E

ng
ag

em
en

t
[D

2/
Q

4]
 P

6:
...

 w
he

n 
th

ey
 s

aw
 t

ha
t 

yo
u 

ac
tu

al
ly

 p
ut

 d
ow

n 
ef

fo
rt

, [
th

at
] 

yo
u 

di
d 

so
m

et
hi

ng
 t

o 
do

 y
ou

r 
be

st
 u

nd
er

 t
he

 c
ir

cu
m

st
an

ce
s 

th
at

 y
ou

 h
av

e,
 a

nd
 t

he
y 

w
er

e 
re

al
ly

 g
oo

d 
at

 s
el

ec
ti

ng
 a

nd
...

 [
pa

us
e]

 “
th

at
 is

 w
el

l d
on

e!
 I

 c
an

 s
ee

 y
ou

 a
re

 r
ea

lly
 g

oi
ng

 a
t 

it
 n

ow
” 

[i
m

pe
rs

on
at

in
g 

th
e 

co
ac

h]
, r

ig
ht

? 
A

nd
 it

 is
 t

ha
t 

po
si

ti
vi

ty
 w

hi
ch

 I
 t

hi
nk

 is
 s

o 
go

od
 w

it
h 

th
os

e 
tw

o 
co

ac
he

s 
th

at
 w

e’
ve

 h
ad

, t
ha

t.
.. 

th
ey

 h
av

e 
so

rt
 o

f 
fit

te
d 

ve
ry

 w
el

l t
og

et
he

r, 
an

d 
th

en
 t

he
y 

ha
ve

 b
ee

n 
go

od
 a

t 
en

ga
gi

ng
 t

he
m

se
lv

es
 a

s 
w

el
l. 

A
n 

im
m

en
se

 e
ng

ag
em

en
t 

fr
om

 b
ot

h 
-

P2
: A

gr
ee

P6
: -

 a
nd

 t
ha

t 
ha

s 
be

en
 f

an
ta

st
ic

! 
(N

or
w

ay
, p

ar
ti

ci
pa

nt
s 

fo
cu

s 
gr

ou
p,

 c
lu

b 
31

0)
C

lu
b/

co
ac

h 
fa

ct
or

s
C

om
m

it
m

en
t

[D
2/

Q
5]

 “
W

e 
ha

ve
 ju

st
 c

oo
rd

in
at

ed
 it

, a
nd

 t
he

n 
yo

u 
[t

he
 U

ni
ve

rs
it

y]
 h

av
e 

de
liv

er
ed

 it
, b

ut
 o

ut
si

de
rs

 d
o 

no
t 

ne
ed

 t
o 

kn
ow

 t
ha

t.
.. 

it
 

(t
he

 p
ro

gr
am

) 
ha

s 
no

t 
be

en
 d

el
iv

er
ed

 w
it

h 
an

y 
an

ch
or

in
g 

[i
n 

th
e 

cl
ub

] 
or

 e
nt

hu
si

as
m

 [
fr

om
 t

he
 c

lu
b]

” 
(N

or
w

ay
, i

nt
er

vi
ew

 c
lu

b 
re

pr
es

en
ta

ti
ve

, c
lu

b 
31

1)
.

C
lu

b/
co

ac
h 

fa
ct

or
s

Fa
n 

si
ze

[D
2/

Q
6]

 “
B

ig
 c

lu
bs

 w
ill

 h
av

e 
th

e 
st

ru
ct

ur
e 

to
 im

pl
em

en
t 

th
is

, b
ut

 s
m

al
l c

lu
bs

 w
it

h 
ve

ry
 s

m
al

l f
an

 b
as

es
 a

nd
 v

er
y 

lim
it

ed
 r

es
ou

rc
es

, 
bo

th
 fi

na
nc

ia
lly

 a
nd

 p
ra

ct
ic

al
ly

, w
ill

 n
ot

 w
an

t 
to

 f
oc

us
 o

n 
th

is
…

 t
he

y 
ar

e 
st

ru
gg

lin
g 

to
 b

e 
ke

pt
 a

liv
e”

 (
Po

rt
ug

al
, i

nt
er

vi
ew

 w
it

h 
st

ak
eh

ol
de

r)
.

C
lu

b/
co

ac
h 

fa
ct

or
s

C
lu

b 
R

iv
al

ry
[D

2/
Q

7]
 W

e 
ne

ed
 t

o 
pu

t 
so

m
et

hi
ng

 o
f 

ou
rs

 in
 t

he
 p

ro
gr

am
 (

…
). 

W
e 

ca
nn

ot
 k

ee
p 

re
pe

at
in

g 
th

e 
sa

m
e 

th
in

g;
 w

e 
ne

ed
 t

o 
in

no
va

te
 (

…
). 

A
 

m
aj

or
 b

ar
ri

er
 w

ou
ld

 b
e 

th
e 

pr
og

ra
m

 t
o 

be
 s

ee
n 

as
 a

lw
ay

s 
th

e 
sa

m
e…

 “
O

h 
th

ey
 a

re
 d

oi
ng

 t
he

 s
am

e,
 m

or
e 

th
an

 2
0 

ti
m

es
!!

!”
 …

W
e 

ne
ed

 t
o 

ad
d 

a 
pl

us
 e

ve
ry

 t
im

e…
(…

) 
Fu

rt
he

rm
or

e 
w

e 
do

n’
t 

w
an

t 
to

 d
o 

th
e 

sa
m

e 
as

 t
he

 o
th

er
 c

lu
bs

, t
ha

t 
w

ay
 w

e 
w

ill
 lo

se
 in

te
re

st
 

fr
om

 o
ur

 f
an

s.
 W

e 
ne

ed
 s

pe
ci

fic
it

y…
 (

…
) W

e 
ne

ed
 d

if
fe

re
nt

ia
ti

on
, f

or
 e

xa
m

pl
e 

us
in

g 
a 

di
ff

er
en

t 
na

m
e 

w
it

h 
ou

r 
br

an
d 

al
so

. (
Po

rt
u-

ga
l, 

in
te

rv
ie

w
 c

lu
b 

re
pr

es
en

ta
ti

ve
, c

lu
b 

41
3)

Pa
rt

ic
ip

an
t 

fa
ct

or
s

W
ill

in
gn

es
s

[D
3/

Q
1]

 “
It

 h
as

 b
ee

n 
an

 a
m

az
in

g 
ch

em
is

tr
y 

(i
n 

th
e 

gr
ou

p)
 w

he
re

 w
e 

ha
ve

 a
ll 

ba
ck

ed
 e

ac
h 

ot
he

r 
up

 a
nd

 t
al

ke
d 

po
si

ti
ve

ly
 a

bo
ut

 e
ac

h 
ot

he
r. 

W
e 

ha
ve

 h
ad

 s
o 

m
uc

h 
fu

n 
an

d 
la

ug
ht

er
, t

ha
t 

to
 m

e,
 t

he
 T

ue
sd

ay
 e

ve
ni

ng
s 

ha
ve

 b
ee

n 
a 

bl
as

t”
. (

N
or

w
ay

, f
oc

us
 g

ro
up

 p
ar

ti
ci

-
pa

nt
s,

 c
lu

b 
31

0)
Pa

rt
ic

ip
an

t 
fa

ct
or

s
Pa

rt
ic

ip
an

t 
ch

ar
ac

te
ri

st
ic

s/
pr

ef
-

er
en

ce
s 

an
d 

ex
pe

ct
at

io
ns

[D
3/

Q
2]

 “
I 

th
in

k 
it

 w
as

 n
ei

th
er

 d
if

fic
ul

t 
no

r 
ea

sy
. I

t 
de

m
an

de
d 

a 
lo

t 
fr

om
 u

s.
 (

…
) 

so
m

e 
pa

rt
ic

ip
an

ts
 t

al
ke

d 
a 

lo
t, 

ot
he

rs
 w

er
e 

qu
ie

t…
 

bo
th

 o
f 

th
e 

si
tu

at
io

ns
 r

ep
re

se
nt

 a
 d

if
fe

re
nt

 p
er

il 
or

 p
os

si
bi

lit
y 

an
d 

ha
ve

 t
o 

be
 m

an
ag

ed
” 

(P
or

tu
ga

l, 
C

oa
ch

 in
te

rv
ie

w
, C

lu
b 

41
5)

Fa
ct

or
s 

re
la

te
d 

to
 p

ro
fe

s-
si

on
al

 in
te

ra
ct

io
n/

ne
t-

w
or

ks

G
ro

w
th

 t
hr

ou
gh

 r
ep

ut
at

io
n 

an
d 

am
ba

ss
ad

or
s

[D
4/

Q
1]

 “
Fe

ed
ba

ck
 f

ro
m

 [
na

m
es

 o
f 

th
e 

ex
is

ti
ng

 p
ar

ti
ci

pa
ti

ng
 c

lu
bs

]. 
T

ha
t 

is
 r

ea
lly

, s
o,

 a
 t

es
ti

m
on

ia
l f

ro
m

 o
th

er
 c

lu
bs

 is
 a

lw
ay

s 
po

si
ti

ve
. W

ha
t 

ha
ve

 t
he

y 
go

tt
en

 in
 r

et
ur

n 
fr

om
 t

hi
s?

 T
ha

t, 
ye

ah
, t

o 
ge

t 
th

em
 t

o 
ta

lk
 w

ar
m

ly
 a

bo
ut

 t
he

 p
ro

je
ct

, g
et

 t
he

m
 t

o 
be

 le
ss

 
of

fe
ns

iv
e,

 t
ha

t 
w

ill
 h

el
p 

(N
or

w
ay

, s
ta

ke
ho

ld
er

 in
te

rv
ie

w
, f

oo
tb

al
l o

rg
an

iz
at

io
n)

D
ow

nloaded from
 https://academ

ic.oup.com
/tbm

/advance-article/doi/10.1093/tbm
/ibac100/7000438 by N

orw
egian C

ollege of Sports user on 06 M
arch 2023



8 trans. behav. med. (2023) XX:XX–XX

E
ur

oF
IT

 d
om

ai
ns

Fa
ct

or
Il

lu
st

ra
tiv

e 
qu

ot
e

In
ce

nt
iv

es
 a

nd
 r

es
ou

rc
es

Fi
na

nc
ia

l r
es

ou
rc

es
[D

5/
Q

1]
 “

O
ur

 c
lu

b 
ha

s 
it

s 
ow

n 
sp

on
so

rs
 f

ro
m

 s
ev

er
al

 d
om

ai
ns

…
 n

ot
 o

nl
y 

fo
r 

th
e 

fo
ot

ba
ll 

co
m

po
ne

nt
 b

ut
 f

or
 o

th
er

 a
m

at
eu

r 
sp

or
ts

…
 

w
e 

ha
ve

 s
om

e 
fa

ci
lit

ie
s 

th
at

 a
re

 v
er

y 
cr

ow
de

d,
 t

hu
s 

th
e 

sp
on

so
rs

 li
ke

 t
o 

se
e 

th
ei

r 
lo

go
 o

n 
th

os
e 

fa
ci

lit
ie

s…
 t

he
y 

ca
n 

sp
on

so
r 

no
t 

on
ly

 w
it

h 
m

on
ey

, t
he

re
 a

re
 o

th
er

 w
ay

s 
to

 h
el

p…
 f

or
 a

 p
ro

je
ct

 o
f 

th
is

 k
in

d 
m

ay
be

 s
om

e 
en

ti
ti

es
 w

ou
ld

 h
av

e 
in

te
re

st
…

 w
e 

w
ou

ld
 

ha
ve

 t
o 

se
e 

ho
w

 t
o 

m
ak

e 
it

 v
is

ib
le

“(
Po

rt
ug

al
, i

nt
er

vi
ew

 c
lu

b 
re

pr
es

en
ta

ti
ve

, n
on

-t
ri

al
 c

lu
b)

[D
5/

Q
2]

 “
Fi

nd
in

g 
a 

sp
on

so
r, 

am
on

gs
t 

ou
r 

ow
n 

sp
on

so
rs

 w
ou

ld
 n

ot
 b

e 
di

ffi
cu

lt
 b

ut
 t

ha
t 

w
ou

ld
 n

ot
 w

or
k 

be
ca

us
e 

it
 w

ou
ld

 b
e 

a 
ve

ry
 

lim
it

ed
 t

em
po

ra
l s

ol
ut

io
n.

 S
po

ns
or

s 
ch

an
ge

 f
ro

m
 s

ea
so

n 
to

 s
ea

so
n…

” 
(P

or
tu

ga
l, 

in
te

rv
ie

w
 c

lu
b 

re
pr

es
en

ta
ti

ve
, c

lu
b 

41
5)

In
ce

nt
iv

es
 a

nd
 r

es
ou

rc
es

PR
 f

or
 c

lu
b

[D
5/

Q
3]

”A
nd

, r
ep

ut
at

io
n-

w
is

e,
 a

 v
er

y 
go

od
 p

ro
je

ct
 f

or
 t

he
 c

lu
b.

 W
it

ho
ut

 a
 d

ou
bt

. W
e 

ha
d 

th
e 

fr
on

t 
pa

ge
 o

f 
th

e 
[n

am
e 

of
 r

eg
io

na
l 

ne
w

sp
ap

er
].

.. 
bu

t 
th

en
 I

 t
hi

nk
 a

ls
o 

th
at

 a
ll 

fr
om

, a
ll 

w
ho

 w
or

k 
he

re
 t

o 
al

l t
he

 b
oa

rd
 m

em
be

rs
, t

he
y 

w
er

e,
 n

o 
on

e 
w

as
 d

ou
bt

in
g 

w
ha

t 
E

ur
oF

IT
 r

ea
lly

 w
as

 a
bo

ut
” 

(N
or

w
ay

, c
lu

b 
re

pr
es

en
ta

ti
ve

 in
te

rv
ie

w
, c

lu
b 

31
0)

[D
5/

Q
4]

 “
W

e 
ha

ve
 o

ur
 o

w
n 

Fa
ce

bo
ok

-p
ag

e.
 A

nd
 w

e 
ha

ve
 q

ui
te

 r
eg

ul
ar

ly
 p

os
te

d 
m

es
sa

ge
s,

 m
ay

be
 o

nc
e 

ev
er

y 
tw

o 
or

 o
nc

e 
ev

er
y 

th
re

e 
w

ee
ks

. A
nd

 a
 lo

t 
of

 p
eo

pl
e 

fr
om

 t
he

 E
ur

oF
IT

 g
ro

up
s 

‘li
ke

d’
 o

ur
 p

ag
e.

 W
e 

ju
st

 s
aw

 t
ha

t 
th

er
e 

w
as

 a
 lo

t 
of

 t
ra

ffi
c 

on
 t

he
 p

ag
es

 s
o 

to
 

sa
y.

 I
t 

at
tr

ac
ts

 q
ui

te
 a

 lo
t 

of
 p

eo
pl

e,
 a

ro
un

d 
th

e 
2 

an
d 

4,
 5

 t
ho

us
an

d.
.. 

er
m

 …
 v

ie
w

er
s.

 N
ot

 t
he

 ‘l
ik

es
’, 

bu
t 

th
e 

re
al

 v
ie

w
er

s.
 S

o 
th

os
e 

ar
e 

th
e 

pe
op

le
 w

ho
 h

av
e 

se
en

 it
. W

he
re

as
, u

su
al

ly
 t

ha
t 

nu
m

be
r 

is
 b

et
w

ee
n 

70
0 

an
d 

10
00

, s
o 

th
is

 w
as

 r
ea

lly
...

 e
rm

 y
es

...
 m

as
si

ve
”.

 
(T

he
 N

et
he

rl
an

ds
, i

nt
er

vi
ew

 c
lu

b 
re

pr
es

en
ta

ti
ve

, c
lu

b 
20

9)
In

ce
nt

iv
es

 a
nd

 r
es

ou
rc

es
St

ak
eh

ol
de

r 
in

te
re

st
[D

5/
Q

5]
 “

I 
m

ea
n,

 it
 w

ou
ld

 h
av

e 
to

 b
e 

cl
ub

-s
pe

ci
fic

 s
po

ns
or

s 
be

ca
us

e,
 y

ou
 k

no
w

, w
he

n…
fo

r 
ex

am
pl

e,
 if

 it
 w

as
 li

ke
, l

et
’s

 s
ay

 it
’s

 s
po

n-
so

re
d 

by
 [

B
ra

nd
 1

] 
or

 s
om

et
hi

ng
…

 w
e 

ca
n’

t 
re

al
ly

 d
o 

m
uc

h 
be

ca
us

e 
w

e’
re

 [
B

ra
nd

 2
].”

 (
E

ng
la

nd
, C

om
m

un
it

y 
M

an
ag

er
, C

lu
b 

10
1)

C
ap

ac
it

y 
fo

r 
or

ga
ni

za
ti

on
al

 
ch

an
ge

D
ec

is
io

n-
m

ak
in

g
L

ea
de

rs
hi

p
[D

6/
Q

1]
 “

I 
th

in
k 

po
te

nt
ia

lly
 a

 c
ha

ng
e 

of
 o

w
ne

rs
hi

p 
m

ig
ht

 b
e 

a 
ba

rr
ie

r 
fo

r 
th

e 
fo

ot
ba

ll 
cl

ub
 it

se
lf

 b
ec

au
se

 y
ou

 d
on

’t 
kn

ow
 w

ha
t 

ot
he

r 
pe

op
le

 t
hi

nk
. W

e’
re

 in
 t

ha
t 

si
tu

at
io

n 
pr

es
en

tl
y,

 t
he

 s
ta

ff
 t

ha
t 

w
e 

w
or

k 
w

it
h 

up
 o

n 
th

e 
cl

ub
 s

id
e 

pr
es

en
tl

y 
ar

e 
qu

it
e 

su
pp

or
ti

ve
 b

ut
 

yo
u 

ne
ve

r 
kn

ow
, t

hi
ng

s 
ch

an
ge

 w
it

hi
n 

th
e 

fo
ot

ba
ll 

cl
ub

 b
ec

au
se

 t
ha

t 
co

ul
d 

be
 a

 b
ar

ri
er

 o
r 

it
 c

ou
ld

 b
e 

a 
m

as
si

ve
 b

en
efi

t, 
th

ey
 c

ou
ld

 
bu

y 
in

to
 e

ve
ry

th
in

g 
th

at
 w

e 
do

 a
nd

 t
he

n 
it

 b
ec

om
es

 a
 m

as
si

ve
 p

lu
s.

 A
lt

er
na

ti
ve

ly
, t

he
y 

m
ig

ht
 t

hi
nk

, w
el

l, 
w

e’
ll 

ju
st

 g
et

 o
n 

w
it

h 
w

ha
t 

w
e 

do
, s

o 
th

at
 c

ou
ld

 b
e 

a 
ba

rr
ie

r.”
 (

E
ng

la
nd

, c
lu

b 
re

pr
es

en
ta

ti
ve

, N
on

-t
ri

al
 C

lu
b 

1)
C

ap
ac

it
y 

fo
r 

or
ga

ni
za

ti
on

al
 

ch
an

ge
O

rg
an

iz
at

io
na

l s
tr

uc
tu

re
s

[D
6/

Q
2]

 “
St

ar
ti

ng
 f

ro
m

 t
hi

s 
ye

ar
 a

 s
pe

ci
fic

 d
ep

ar
tm

en
t 

fo
r 

so
ci

al
 r

es
po

ns
ib

ili
ty

 r
el

at
ed

 p
ro

je
ct

s 
w

as
 c

re
at

ed
. I

 w
ou

ld
 s

ay
 t

ha
t 

ta
lk

in
g 

ab
ou

t 
bu

dg
et

 f
or

 t
hi

s 
it

 w
ou

ld
 b

e 
po

ss
ib

le
 f

ro
m

 n
ow

 o
n…

” 
Po

rt
ug

al
, i

nt
er

vi
ew

 c
lu

b 
re

pr
es

en
ta

ti
ve

, c
lu

b 
41

3)
So

ci
al

, p
ol

it
ic

al
, a

nd
 le

ga
l 

fa
ct

or
s

Fu
nd

in
g 

fo
r 

pu
bl

ic
 h

ea
lt

h 
in

it
ia

ti
ve

s
[D

7/
Q

1]
 “

In
 [

ci
ty

 n
am

e]
 t

he
 P

ub
lic

 H
ea

lt
h 

bu
dg

et
 h

as
 b

ee
n 

se
ve

re
ly

 c
ut

 o
ve

r 
th

e 
la

st
 f

ou
r 

ye
ar

s.
...

...
Pu

bl
ic

 H
ea

lt
h 

[c
it

y 
na

m
e]

 h
av

e 
go

ne
 f

ro
m

 fi
ft

y-
tw

o 
st

af
f 

to
 t

w
en

ty
-s

ix
. A

nd
 t

he
ir

 b
ud

ge
t 

ha
s 

ju
st

 b
ee

n 
cu

t 
by

 a
no

th
er

 s
ix

 p
er

 c
en

t 
fo

r 
ne

xt
 y

ea
r. 

So
 t

ha
t…

’c
au

se
 

th
at

’s
 w

he
re

 w
e’

d…
w

ou
ld

 h
av

e 
or

ig
in

al
ly

 lo
ok

ed
 f

or
 f

un
di

ng
 f

or
 a

 m
en

’s
 h

ea
lt

h 
pr

oj
ec

t 
w

ou
ld

 h
av

e 
be

en
 P

ub
lic

 H
ea

lt
h 

bu
t 

th
ey

 
ju

st
 h

av
en

’t 
go

t 
th

e 
bu

dg
et

 f
or

 it
” 

(E
ng

la
nd

, C
om

m
un

it
y 

m
an

ag
er

, C
lu

b 
10

3)

Ta
b

le
 4

. C
on

tin
ue

d

D
ow

nloaded from
 https://academ

ic.oup.com
/tbm

/advance-article/doi/10.1093/tbm
/ibac100/7000438 by N

orw
egian C

ollege of Sports user on 06 M
arch 2023



9trans. behav. med. (2023) XX:XX–XX

Country specific factors
In the Netherlands, trial clubs and non-trial clubs mentioned 
that very few other programs were targeting male football 
fans, which facilitated and would facilitate (future) imple-
mentation of EuroFIT.

In Norway, a trial club representative acknowledged their 
lack of COMMITMENT for running community projects, 
due to a lack of infrastructure and coordinating organization 
on CSR activities. These clubs saw EuroFIT as a one-time 
project with a clear endpoint, which potentially could be a 
barrier to the sustained implementation of EuroFIT [D2/Q5].

In Portugal, the major barrier pertained to the lack of a 
previous track record concerning health programs running in 
football clubs (no tradition existed). Furthermore, given the 
overload of sports activities already occurring in club facil-
ities (in the absence of a health promotion organized struc-
ture), there were large differences in how trial clubs managed 
access to FACILITIES. Non-trial clubs stressed that the FAN 
SIZE was also a major barrier to nationwide scaling up [D2/
Q6]. All three trial Portuguese clubs stated that they would 
want to re-brand the program (use their own name) in order 
to distinguish the program from their RIVAL CLUBS during 
future implementation [D2/Q7].

Given the long history of running projects through their 
Community Sports Trusts or Charitable Foundation model, 
clubs in England generally had appropriate capacity and 
facilities and already established financial models which facil-
itated implementation. One club experienced difficulties in 
accessing club facilities for weekly meetings.

Participant factors
A strong facilitating factor for implementation was the WILL-
INGNESS and the high level of interest expressed by fans to 
participate in EuroFIT. According to coaches and club repre-
sentatives of the trial clubs, participants were generally very 
ENGAGED, committed, and POSITIVE about the program 
[D3/Q1]. Barriers for program delivery were certain PREFER-
ENCES and unrealistic EXPECTATIONS about the program 
with some individual participants, such as expecting to partici-
pate in a project specifically about playing football instead of a 
lifestyle change program for people with a generally low level 
of fitness as a starting point. Small numbers of men expected 
more guidance on healthy eating (e.g. diet schemes); others, 
mainly those who were already quite fit at the start of the pro-
gram, wanted more time for physical activity. Some coaches 
perceived this difference in the physical fitness status of men 
at the beginning of the program as a barrier to program imple-
mentation. GROUP DYNAMICS were another factor that was 
related to the extent to which the program could be delivered 
as designed. The group dynamics could be either facilitator or 
barrier for program delivery [D3/Q2].

Country specific factors
In all countries, participant RECRUITMENT and ENGAGE-
MENT appeared to have a positive impact on implementa-
tion. In Norway, one club reported geographical distance as a 
barrier for implementation. There are thinly populated areas 
in Norway resulting in long traveling distances to the club, 
which meant that some stakeholders believed this might influ-
ence participants’ decision to participate during all 12 weeks. 
In Portugal, it was noted that the lack of similar programs run 
by football clubs facilitated the recruitment of participants 

(recruitment strategies were only email-based and the enthu-
siasm was huge around it) and generated interest around this 
type of program for football fans.

Factors related to professional interaction/ 
networks
Coaches and club representatives of the trial clubs wel-
comed the opportunity to learn from other (European) clubs 
and to EXTEND THEIR NETWORK. Partnering with and 
RESEARCH GROUP SUPPORT during the trial was also 
regarded as a strong facilitator, because of the support and 
project coordination that clubs had received from researchers. 
However, the fact that they had to wait for the outcomes of 
the study after 12 months and therefore could not yet see data 
on success, hindered future implementation; clubs expressed 
the need to continue with the program and not wait for the 
final scientific publication reporting its effectiveness.

Finally, for future implementation, respondents from non-
trial clubs indicated that it would be a huge facilitator when 
clubs heard about EuroFIT from clubs that were already deliv-
ering the program, for example through AMBASSADORS for 
the project on a national level and across Europe [D4/Q1].

Country specific factors
When staff in both trial clubs and non-trial clubs reflected on 
the potential for a national scaling up of EuroFIT, interview-
ees reported that, in Portugal andNorway, there was a LACK 
OF INFRASTRUCTURE and no overall COORDINATING 
ORGANIZATION for CSR activities in professional football 
clubs. This was reported as a barrier for the future implemen-
tation of the EuroFIT program. On the other hand, due to the 
lack of EXPERIENCE/tradition in Portugal, the engagement 
in EuroFIT made policy stakeholders more aware of their 
need to support national roll out. The novelty was also a facil-
itator for recruitment, with club fans being really enthusiastic 
and responsive to recruitment messages.

Incentives and resources
Interviews with staff in both trial clubs and non-trial clubs 
showed that FINANCIAL RESOURCES were seen as a pre-
condition for implementation and, conversely, lack of fund-
ing to deliver the program was seen as a barrier. The fact 
that clubs received payment to cover the costs of delivering 
the program in the trial delivery was seen as a facilitator for 
implementation by some clubs. Some trial and non-trial clubs 
thought that finding financial resources for delivering the 
EuroFIT program would be feasible [D5/Q1]. However, trial 
and non-trial clubs expressed their concerns with regard to 
sustainable funding for delivery [D5/Q2].

HUMAN RESOURCES were reported both as a facilitator 
and a barrier for implementation. In some clubs, access to a 
pool of adequately trained coaches, stability within the coach 
team, and the easy appointing or hiring of adequately trained 
coaches were reported as facilitators. In other clubs, a lack of 
human resources or instability in the coach team or the man-
agement team were reported as a barrier.

In both trial and non-trial clubs, respondents mentioned 
an important incentive: the EuroFIT program provides clubs 
with the opportunity for positive PR, such as building a res-
ervoir of goodwill and generating POSITIVE MEDIA EXPO-
SURE [D5/Q3/Q4].
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Interview data from both trial and non-trial clubs revealed 
that STAKEHOLDERS’ INTEREST affected the activities 
in football clubs and their CSR activities. Different kinds 
of stakeholders have an interest, a right, a claim, or even an 
ownership in football clubs. These stakeholders can have dif-
ferent views on community work in clubs and different views 
on which target groups should be prioritized (e.g. youth, 
elderly), may have different demands, or even have conflicting 
interests. As a consequence, some club representatives noted 
that existing sponsor deals might block deals with potential 
EuroFIT sponsors [D5/Q5].

Country specific factors
Staff in Dutch and Norwegian clubs were more likely to say 
that they had limited HUMAN RESOURCES to deliver the 
program, which affected their views of their roles and their 
ways of working in community projects. For example, Dutch 
clubs said they might need to hire external coaches, which 
was regarded as a potential barrier for sustained implemen-
tation. In Norway, coaches were likely to be football coaches 
at the club. For sustainable implementation, coaches might 
have to be recruited from the youth department or hired on 
an external basis. In Portugal, coach qualities and engage-
ment were, in particular, crucial to implementation success. 
All Portuguese coaches were graduates in Physical Educa-
tion and some had a master’s degree. Participants noted that 
they were extremely engaged and involved, which in turn 
facilitated implementation. In England, no lack of HUMAN 
RESOURCES was experienced, as the clubs interviewed had 
a large team of club managers and well-trained coaches, who 
could provide expertise in running a health promotion proj-
ect. However, they did report experiencing a high turnover in 
coaches and personnel, which was perceived as a barrier to 
sustained implementation of EuroFIT.

Capacity for organizational change
Interviews with staff in both trial and non-trial clubs, and 
their stakeholders, indicated that the establishment of well-
run club departments with a specific remit for community 
projects and past EXPERIENCE with health projects serve 
as a major facilitator for programs like EuroFIT. Conversely, 
the absence of CSR departments and/or other ORGANI-
ZATIONAL STRUCTURES in the England, and the lack of 
experience with this kind of project within both trial and non-
trial clubs, were regarded as major barriers.

Other factors identified were the importance of DECI-
SION-MAKING and LEADERSHIP. In most clubs, the 
decision-making to take part in the EuroFIT project was 
perceived as easy, with a community manager having the 
mandate to make a decision and no strong hierarchical pro-
cedures hindering the implementation. However, interviews 
in trial clubs showed that, in some clubs, the decision-mak-
ing process did not run smoothly. It was also reported that 
(new) owners or club leadership and management could take 
the club in a different direction that may disrupt community 
work [D6/Q1].

Country specific factors
In general, clubs in the Netherlands andEngland have adopted 
the model of community foundations or trusts, but in clubs in 
Norway and Portugal, ORGANIZATIONAL STRUCTURES 
regarding community health projects are less well-developed. 

One of the Portuguese clubs mentioned that, after the trial, 
the club was about to invest in establishing a specific depart-
ment for CSR projects [D6/Q2].

Interviews with non-trial clubs showed a difference 
between larger and smaller clubs in both Portugal and Nor-
way, with smaller clubs saying they lacked the structures, 
resources, and power to start up CSR projects at all. The 
smaller clubs were seen to be struggling to stay alive and 
financially viable. In addition, the interviews revealed that 
some smaller clubs also worried about the size of their fan 
base and the power of the club brand to make the EuroFIT 
program a success.

Social, political, and legal factors
Staff in both trial and non-trial clubs suggested that the FIT 
OR NON-FIT WITH NATIONAL OR LOCAL HEALTH 
AGENDA could affect the implementation of EuroFIT. Where 
the focus and aims of the EuroFIT program were seen to be 
in line with a broader health agenda and funding priorities, 
this is a facilitator for future implementation of the program. 
However, if a political or club agenda and funding priorities 
were focused on other topics not reflective of the EuroFIT 
aims, this was a barrier for the future implementation of the 
program. Some respondents also mentioned the difficulties of 
finding FUNDING FOR PUBLIC HEALTH INITIATIVES, 
and the procedures and barriers that come with funding 
applications. One of the particular issues mentioned by stake-
holders was that the EuroFIT program was delivered to small 
groups (“only 15 men per group”) and they were concerned 
that such programs were not making a big public health 
impact at a population level [D7/Q1].

Country specific factors
No clear difference between countries was observed.

DISCUSSION
The aim of this study was to explore factors that either facil-
itated or hindered the implementation of the EuroFIT life-
style change program in professional football clubs in four 
European countries. We used the TICD framework [33] to 
structure analysis and identified implementation barriers and 
facilitators in each of the seven domains. We found that foot-
ball fans were eager to participate in the EuroFIT program 
and coaches were the key people in successful delivery across 
all countries. In addition, stakeholders within and outside the 
clubs were enthusiastic about the program. However, they 
also wanted evidence about the effectiveness of the program, 
which was mentioned as an important decision factor for 
large-scale implementation. In most cases, barriers and facili-
tators at the level of capacity for organizational change within 
the clubs were two sides of the same coin and connected to 
social, political, and legal factors. Important differences 
between countries were related to the congruence with local 
and national health priorities and an alliance with national 
public health organizations with similar health agendas and 
the availability of financial and human resources which were 
seen as crucial for future scale-up.

Overall, the credibility of the content and quality of the 
delivery of the EuroFIT program was met with enthusi-
asm by participants, coaches, and managers in trial clubs, 
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and considered favorable for future deliveries in the non-
trial clubs. We would argue that the perceived credibility of 
EuroFIT was mainly due to the rigorous approach to the 
development of the program and the years of experience 
with FFIT which have contributed to its adoption in the trial 
clubs [34]. EuroFIT builds largely on the physical activity, 
healthy eating, and body weight management components 
used in the successful UK-based FFIT project [35, 36]. How-
ever, EuroFIT extended the FFIT program by drawing more 
explicitly on motivational theory-derived mechanisms, like 
task-oriented goals [26, 27] and self-regulation techniques, 
including self-monitoring to promote more autonomous 
motivation [37]. EuroFIT, as with FFIT, was also informed 
by sociological theory [28], particularly in relation to how 
various performances of masculinity relate to health-related 
behaviors [38]. Finally, core components of the EuroFIT 
program were co-developed with end-users (coaches/train-
ers and fans) who helped shape the final form of the pro-
gram. Involving end-users in the development of a program 
ensures that the program fits the needs and capabilities of 
end-users which contributes positively to the successful 
implementation of a program [39].

In 2014, Kokko proposed that sport clubs could provide 
settings for health promotion and highlighted the impor-
tance of a whole-setting approach rather than just individual 
responsibility when promoting health [40]. This systematic 
mapping review on health promotion interventions in sport 
clubs (mainly in Europe and Australia) containing differ-
ent sport settings (soccer, rugby, multiple team, or individ-
ual sports) and different target groups (sport participants, 
coaches, youth, etc.). They translated comparable levels of 
facilitators and barriers into 14 guidelines for health promo-
tion in sport clubs [40]. When comparing the guidelines to 
the EuroFIT program, the guidelines link to factors found in 
our study to influence the implementation of EuroFIT pro-
gram and should be addressed in future real-world settings. 
However, the guidelines do not emphasize the use of evi-
dence-based programs. In our study, this factor was regarded 
as important by some respondents while other stakeholders 
wanted to start with the implementation without waiting for 
the results of the trial.

In line with implementation guidelines proposed by Geidne 
(2019) [41], we used a pre-planned overall process evaluation 
to closely monitor the program delivery fidelity in the clubs 
during the trial [24]. Such a monitoring program should be 
part of the implementation plan. In addition, clubs strongly 
expressed that they needed to adapt the program to the con-
text of their club. However, this was also mentioned as a risk 
factor as adaptations should not lead to losing the key suc-
cess factors. The importance of mutual adjustment between 
program developers (i.e. researchers), program providers (i.e. 
participants, coaches, clubs), and program implementers has 
become increasingly recognized [42, 43]. To maintain fidelity, 
we suggest that flexible adaptation should be possible for the 
form of delivery (if explicitly described), but without touching 
the function of the program activities as these are crucial for 
its effective mechanisms.

Understanding how implementation works are needed to 
ensure that interventions proven effective to achieve optimal 
outcomes in daily practice. Durlak and DuPre (2008) ana-
lyzed 500 studies with promotion and prevention programs 
and found strong empirical support that the level of imple-
mentation influences the outcomes obtained [44]. They also 

emphasized that an ecological system is crucial to organize 
and tackle contextual factors. They concluded that key ele-
ments of the delivery system relate to organizational capacity 
and a support system in the form of training and technical 
assistance. There needs to be some type of organizational 
structure responsible for guiding the implementation of a 
new innovation or program or a road map to developing such 
a structure. This can be a new organization or an existing 
community-based organization. In our facilitator and barrier 
analysis, we found comparable contextual factors in the orga-
nizational and support context that needs to be taken into 
account while when implementing EuroFIT in the future in a 
sustainable way.

In recent years, theoretical implementation science 
approaches have emphasized the understanding of what 
works for whom and why, with three overarching aims: 
(a) guiding the process of translating research into practice 
(emphasis on the process), (b) understanding or explaining 
what influences the implementation (determinants, imple-
mentation theories), and (c) evaluation frameworks (how 
to measure the level and success of implementation and the 
relationship to the outcomes) [45]. However, there is scarce 
literature on the implementation of health promotion pro-
grams in sport settings. In this study, we choose to learn 
from the research setting and analyzed the influencing facili-
tators and barriers, also defined in literature as determinants 
for implementation. We searched for insight in the deter-
mining factors to learn which facilitators can be used and 
which barriers need to be tackled to develop an effective 
implementation plan. In the next step, we will use a theo-
ry-based approach, as well as evidence on implementation 
strategies to select implementation strategies for EuroFIT, 
and to translate these into implementation protocols and 
materials for future scale-up of the program [46].

An important strength of the current study lies in its 
methods, as described in our pre-planned process evalu-
ation [24]. A further strength lies in the use of interna-
tional data, thus also allowing for the exploration of 
generic versus country-specific implementation factors. 
We used a systematic approach to deal with cross-cultural 
settings and differences between the participating coun-
tries. By interviewing in the native language, standardizing 
the instructions for the interviews and focus groups, and 
using standardized reports for the researchers to summa-
rize the findings, we were able to manage the process from 
data sampling, verbatim transcription, and coding. This 
allowed a thorough exploration of barriers and facilitators 
both within the context of the trial, as well as beyond the 
research setting across four different countries. Combining 
the views of participants and coaches, as well as delivery 
partners, club representatives, and stakeholders around the 
football clubs strengthen the findings of this study. Finally, 
adapting and using the TCID framework to guide the anal-
yses, the use of a shared codebook and standard operat-
ing procedures, and the dialogue with local researchers 
throughout analyses enabled us to combine and synthesize 
cross-cultural qualitative data in a trustworthy way.

The results of the current qualitative study are being used 
to develop implementation strategies to guide the implemen-
tation of EuroFIT in real-life settings. Furthermore, results 
are being presented and discussed with involved football and 
policy stakeholders. We realize that the process of implemen-
tation and developing strategies is a cyclical process and new 
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barriers and facilitators will be met when the support of the 
research group will end. Participating trial clubs, focus group 
participants, and interviewed stakeholders in and around the 
participating clubs and potential new clubs are those who 
were willing to participate in the study. Therefore, it is possi-
ble that the outcomes are more positive than men and stake-
holders not willing to participate. Moreover, the interviewers 
were also involved, to a greater or lesser extent, in the delivery 
of the program during the trial and it is possible that inter-
viewees have given socially desirable answers, especially in 
the trial clubs, which may have introduced bias with respect 
to barriers and facilitators.

CONCLUSION
Overall, the EuroFIT program was well received by clubs, 
coaches, participants, and stakeholders, which was reflected 
by the many facilitators supporting sustained implementa-
tion. Most facilitators were especially related to program and 
participant factors. Barriers were related to practical issues, 
like the graphic design of the manual, more time for the ses-
sions, and group dynamics during the sessions. Our results 
allow us to conclude that EuroFIT has the potential to be 
implemented across countries while allowing for tailoring to 
key contextual factors. For sustainable implementation and 
potential roll out to non-trial clubs, it is crucial that clubs and 
their stakeholders engage fully with the EuroFIT program 
and understand that for an adequate program delivery their 
views (ethos) and ways of working influence the implementa-
tion and thereby the effectiveness of EuroFIT. An important 
prerequisite for future roll out of EuroFIT would be a strong 
EuroFIT delivery partner organization to ensure financial and 
human resources while overseeing and guiding the quality of 
delivery in clubs.
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